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EXECUTIVE SUMMARY
 
In compliance with federal funding requirements, every five years California conducts a needs 
assessment of the maternal, child and adolescent population, which includes children with 
special health care needs (CSHCN). The five year needs assessment establishes priorities that 
guide overall program activities, including those supported by the Health Services and 
Resources Administration Title V Maternal and Child Health Block Grant.  This report 
documents the 2011-2015 Title V Needs Assessment background, methods, findings, and 
priorities.  
 
The Maternal, Child, and Adolescent Health Program (MCAH Program) of the California 
Department of Public Health (CDPH) conducts the assessment of the MCAH population in 
collaboration with the Children’s Medical Services Branch (CMS) of the California Department of 
Health Care Services (DHCS), which implements the needs assessment for the CSHCN 
population. Together the MCAH Program and CMS Branch administer Title V funds for these 
respective populations. Needs assessment processes and results are presented as separate 
reports.  
 
The 2011-2015 MCAH Program needs assessment was based on an extensive local needs 
assessment process that drew upon the expertise of over 2,700 stakeholders statewide.  Each 
of California’s 61 local health jurisdictions (LHJs) conducted a comprehensive local needs 
assessment, which included stakeholder engagement, a standardized health status 
assessment, capacity assessment, and identification of priority needs. Technical assistance was 
provided to LHJs by the MCAH Program and the Family Health Outcomes Project (FHOP) at 
the University of California, San Francisco.  At the state level, the MCAH Program analyzed a 
comprehensive set of health status indicators describing population strengths and needs for 
women of reproductive age, pregnant women, infants, children, and adolescents.  The state-
level capacity assessment included an internal assessment and a web-survey of statewide 
partner capacity. Together, the rich findings from the local and state-level assessments 
informed the identification of needs and the development of priority statements.   
 
The CMS Branch conducted the CSHCN needs assessment, with assistance in data collection, 
analysis, and stakeholder process facilitation from FHOP. The CMS Branch invited 67 
stakeholders to participate in two all day meetings for the purpose of identifying issues and 
prioritizing needs for the CSHCN population. In addition, stakeholders participated in a series of 
eight webinars as well as subcommittees for key informant interviews, focus groups, surveys, 
and needs assessment data.  
 
California’s Title V priority needs are as follows:  

• Modify the CCS program, with appropriate funding, to cover the whole child. 

• Expand the number of qualified providers of all types in the CCS program. 

• CCS will work with appropriate partners to define and create and implement standards for 
Medical Homes for CCS children. 

• Improve maternal health by optimizing the health and well-being of girls and women 
across the life course.  

• Promote healthy nutrition and physical activity among MCAH populations throughout the 
lifespan beginning with exclusive breastfeeding of infants to six months of age. 
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• Reduce maternal morbidity and mortality and the increasing disparity in maternal health 
outcomes.   

• Reduce infant mortality and address disparities by promoting preconception health and 
health care and by preventing causes such as birth defects, low birth weight/prematurity, 
SIDS, and maternal complications in pregnancy.  

• Support the physical, socio-emotional, and cognitive development of children, including 
the prevention of injuries, through the implementation of prevention, early identification 
and intervention strategies. 

• Promote positive youth development strategies to support the physical, mental, sexual 
and reproductive health of adolescents. 

• Link the MCAH population to needed medical, mental, social, dental, and community 
services to promote equity in access to quality services. 

 
The California Title V 2011-2015 Needs Assessment is an essential element in the cycle of 
continuous improvement of maternal, child and adolescent health. In 2010, the MCAH Program 
will develop State Performance Measures and the State Outcome Measure.  Through 
collaboration with our partners, the MCAH Program and CMS Branch will identify strategies to 
achieve performance and outcome targets, and to improve the health of MCAH populations in 
the priority areas, especially in the newly identified areas. Between 2011 and 2015, actions and 
strategies will be implemented, processes and outcomes will be monitored, and modifications 
will be made as necessary to optimize the life course health trajectories for California women, 
children and adolescents. As part of this effort, the MCAH Program and CMS Branch will 
facilitate improvements to California’s MCAH system in response to capacity assessment 
findings. 
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BACKGROUND AND METHODS 
 
The mission of the California Maternal and Child Health Program is to develop systems with the 
goal of helping to protect and improve the health of California’s reproductive age women, 
infants, children, adolescents, and their families. In order to fulfill this mission, California MCAH 
performs the functions outlined in the 10 MCAH Essential Public Health Services framework in 
collaboration with MCAH Programs in each of California’s LHJs and an extensive set of external 
partners.  
 
As a cornerstone to the MCAH Program’s strategic planning, MCAH conducted its 2011-2015 
Title V Needs Assessment to strengthen and extend partnerships, establish a foundation of 
evidence describing health needs and MCAH system capacity at the state and local levels, and 
identify priorities to guide Program activities over the next five years. The following goals and 
objectives have guided the 2011 Needs Assessment: 

 
Goal 1: Use the needs assessment as an opportunity to reach out to new partners, and 

strengthen existing partnerships at local and state level. 
Objective 1:  Involve stakeholders in the development of the local needs 

assessment guidelines  
Objective 2:  Ensure an open and inclusive process for community involvement in 

the local needs assessment process   
Objective 3:   Involve internal MCAH staff in the capacity assessment process  
Objective 4:   Solicit input from external stakeholders and state partners in 

assessing the state needs and capacity 
 

Goal 2:  Provide leadership in establishing a unified direction for local MCH programs. 
Objective 1:  Provide trainings and technical assistance to local MCH programs in 

the development of their needs assessment. 
Objective 2:  Use information gathered from the local needs assessment processes 

to establish state priorities. 
Objective 3:  Develop a strategic plan to address priorities identified. 
Objective 4:  Provide resources to local MCAH programs to address local priorities 

identified in their local assessments. 
Objective 5:  Ensure that resources allocated are working towards achieving 

established priorities. 
 
The California 2011-2015 Title V Needs Assessment Report documents the California MCAH 
Program’s needs assessment process and findings, identifies the 2011-2015 MCAH Program 
priorities, and establishes the foundation for the strategic planning process that will begin in 
2010. California faces an ongoing fiscal crisis that is anticipated to have continued negative 
effects on both the MCAH populations and state and local MCAH Program budgets.  This report 
provides an important evidence base upon which resources allocation decisions can be made.  
 
The California MCAH needs assessment has been a broad effort to describe and assess the 
large and diverse MCAH population and the multi-faceted MCAH system that ensures their 
health. Thus, the needs assessment has been guided by an emphasis on describing the 
diversity in populations, systems, and needs across California’s LHJs through investment in an 
extensive local assessment process. In taking this approach, the MCAH Program has 
recognized the fundamental role played by the LHJs; the expertise of local MCAH partners, 
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staff, and Directors; and the rich assessment of the MCAH populations and system produced by 
this decentralized process.  
 
The 10 Essential Services of Public Health serve as an organizing framework for the California 
Department of Public Health (CDPH), and have been incorporated into the CDPH Decision 
Framework for evaluating internal proposals. The MCAH Program uses the 10 MCAH Essential 
Services to structure and describe activities implemented by the state and local MCAH 
programs.  
 
10 Essential Maternal, Child and Adolescent Health Services 

1. Assess and monitor maternal and child health status to identify and address problems.  
2. Diagnose and investigate health problems and health hazards affecting women, 

children, and youth.  
3. Inform and educate the public and families about maternal and child health issues.  
4. Mobilize community partnerships between policymakers, health care providers, families, 

the general public, and others to identify and solve maternal and child health problems.  
5. Provide leadership for priority-setting, planning and policy development to support 

community efforts to assure the health of women, children, youth and their families.  
6. Promote and enforce legal requirements that protect the health and safety of women, 

children, and youth, and ensure public accountability for their well-being.  
7. Link women, children, and youth to health and other community and family services, and 

assure access to comprehensive, quality systems of care.  
8. Assure the capacity and competency of the public health and personal health work force 

to effectively address maternal and child health needs.  
9. Evaluate the effectiveness, accessibility, and quality of personal health and population-

based maternal and child health services.  
10. Support research and demonstrations to gain new insights and innovative solutions to 

maternal and child health-related problems. 
 
The conceptual framework outlined by the Health Resources and Services Agency (HRSA) for 
the Maternal and Child Health Title V Block Grant to States is depicted in the MCH Pyramid of 
Services. The levels include: infrastructure-building services that establish the foundation of the 
MCH system, population-based services universally available to MCH populations, enabling 
services targeting groups and individuals, particularly those experiencing barriers to services, 
and direct (gap-filling) services. This framework is used to organize the presentation of 
information throughout the report, particularly in the capacity assessment section.  
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The Life Course Perspective, Social Determinants of Health, and Health Equity models provided 
the theoretical frameworks through which California’s 2011-2015 Needs Assessment findings 
were interpreted and presented. These frameworks, introduced below, gained prominence 
nationwide as the needs assessment process evolved and evidence accumulated pointing to 
the need to reframe the causes of and solutions to health disparities.  
 
The Life Course Perspective is an evolving public health paradigm1, 2 that has been applied 
extensively in MCAH in recent years. It describes health as a trajectory across the continuum of 
the life course beginning with the period in utero, and some suggest stretching back to the fetal 
experiences of previous generations.3 This framework explains health disparities by focusing on 
differential exposures and opportunities during sensitive developmental periods (in utero, early 
childhood, adolescence, pregnancy) that may have more powerful influences on subsequent 
health trajectories.3, 4 Further, the model considers the cumulative effects of chronic stress 
across the life span. As a result of social disadvantage3 or episodes of negative exposures,5 
physiologic changes occur, such as stress hyper-reactivity and immune dysfunction, that 
contribute to worsening health outcomes over time. The Life Course Perspective informs the 
examination of MCAH outcomes, emphasizing the importance of health prior to and between 
pregnancies in the causal pathway for birth and maternal outcomes, as well as the life long 
consequences of risks and health conditions that occur during childhood, particularly during the 
period from birth to age five.6,7, 8, 9

 
Health outcomes data for the MCAH populations in this report are presented according to a life 
course trajectory, with linkages to preceding and subsequent developmental periods. The health 
needs of reproductive age women are included to illuminate important but more distal factors 
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related to observed birth outcomes in California’s populations. Assessment of the health and 
developmental status of children provides critical information not only about current well-being, 
but also in relation to the promotion of health and well-being into adulthood. Early childhood 
measures are of particular importance in this regard. Adolescent health receives specific 
attention, as improvements and negative exposures during this sensitive period may have a 
great potential to shift the adult health trajectory.   
 
Implicit in the Life Course Perspective is a consideration that health results from not only 
genetics and health behaviors, but from the social, psychological, economic, environmental, and 
cultural context in which health outcomes arise. 1,2, 3,4, 6  Collectively, these factors are referred to 
as the social determinants of health. In California, as in the United States, differential access to 
resources in these arenas has resulted in MCAH outcome disparities for certain racial and 
ethnic groups, the poor, non-citizens, and other population groups. 10, 11 
 
The health equity framework emphasizes that health disparities observed among these groups 
derive from systematic differences based on their historically restricted access to power and 
resources.11 At its foundation is the ethical commitment to prioritizing the improvement of 
outcomes among these disadvantaged groups.12   
 
In California, the importance of health equity and social determinants in affecting statewide 
health outcomes has been recognized through the integration of these concepts into the CDPH 
Decision Framework, the department-wide process and tools developed to facilitate shared 
decision-making, improve communication, and assure responsiveness to health challenges in 
the 21st Century.  
 
Data on the social determinants of health across California’s population describe the context in 
which health risks and outcomes arise. Health status data are presented by race/ethnicity to 
highlight the importance of MCAH disparities in California, while the intersection of race and 
income will highlight the social determinants of select outcomes. In the action planning stage, 
the consideration of the broad set of determinants of health will be integrated into the analysis of 
priority health problems in California, including those distal contextual factors that shape 
individual behavior.13  
 
Overview of the Public MCAH System in California 
 
California’s public MCAH system is comprised of the state-level MCAH Program, which provides 
funding, technical assistance, and administrative oversight to MCAH programs in each of the 61 
LHJs.  As the operational arm of the state public health system, LHJs enforce public health laws 
and deliver essential public health services, primarily at the enabling, population-based, and 
infrastructure-building levels of the MCAH pyramid for their local populations. While 
governmental public health agencies are major contributors, the coordinated and cohesive 
MCAH infrastructure relies on contributions of multiple academic institutions, healthcare 
providers, public safety agencies, human service organizations, education and youth 
development organizations, foundations and community-based organizations.   
 
California Title V Needs Assessment Leadership 
 
The Acting Chief of the Maternal, Child and Adolescent Health Program is the California Title V 
Director and the 2011-2015 Needs Assessment Project Director who oversaw the 
implementation of the project from initial planning to report writing. The Title V Director is 
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responsible for ensuring the ongoing needs assessment process upon completion of the needs 
assessment report. 
 
The Acting Chief of the MCAH Epidemiology, Assessment, and Program Development Branch 
(EAPD), directed the development of methods, implementation of the needs assessment 
process, coordination with internal and external partners and development of the needs 
assessment report.  
 
EAPD staff were responsible for project coordination, including planning and management, 
development of the local needs assessment guidelines, technical assistance and trainings to 
state and local MCAH staff, facilitation of steering committee meetings, and report development.    
 
The internal steering committee was composed of branch chiefs, nurse consultants, program 
specialists and scientists from the MCAH Program. This committee facilitated coordination and 
communication among MCAH Branches; identified strategies for strengthening the local and 
state MCAH Programs’ ability to conduct a high quality needs assessment; made 
recommendations regarding the needs assessment process; and assisted in determining the 
capacity assessment approaches at the state and local level. The steering committee also 
facilitated a broader understanding of California’s MCAH infrastructure.    

 
FHOP provided capacity building training to local MCAH staff to prepare for conducting the local 
needs assessment, supplied local health indicator data, assisted in data interpretation, 
supported local capacity assessment processes, and compiled all the needs assessment 
reports submitted by LHJs. 
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Methods 
 
Overview 
 
The MCAH Program is responsible for ensuring the health of and providing services to mothers, 
infants, children, adolescents and their families.  CMS is responsible for assuring 
comprehensive services for the CSHCN population. Thus, the MCAH and CMS Programs 
conduct separate needs assessments using methods and approaches appropriate to each 
Program’s mission, values, organizational structure, and capacity.  
 
The MCAH Program needs assessment is composed of two complementary efforts: the local 
health jurisdiction MCAH assessment and the State MCAH Program assessment. The local 
needs assessment process was undertaken to address the tremendous variation in geography, 
demographics, underlying determinants of health, system capacity, and organization across 
California’s local health jurisdictions.  
 
In early 2008, the MCAH Program initiated its needs assessment process with the formation of 
a steering committee. With the oversight of the steering committee and input from local MCAH 
Directors and FHOP, MCAH developed standardized guidelines for conducting the local needs 
assessment in each of the 61 LHJs. These guidelines are included in Appendix 1.  FHOP was 
contracted to develop and provide capacity-building training sessions to LHJ staff, which are 
described in Appendix 2.  To initiate the local needs assessment process, the MCAH Program 
conducted an orientation meeting to help local MCH directors understand the intent and scope 
of the local assessment, procedures for its implementation, and reporting requirements (see 
Appendix 3 for orientation meeting presentation slides).   
 
Each of California’s 61 LHJs conducted a needs assessment, which involved engaging 
stakeholders in assessing the needs of their communities, examining community health status, 
identifying needs, assessing capacity, and matching needs with existing capacity and desired 
outcomes to identify MCAH priorities for the next five years. Each LHJ submitted a needs 
assessment report summarizing findings. Information gathered from each local needs 
assessment was then compiled and analyzed to determine common themes and patterns in 
needs, capacity and priorities.    
 
While local needs assessments followed the general approach outlined in the guidelines, each 
local needs assessment process was unique. Variation across jurisdictions result from 
differences in organizational structure, local MCAH systems, relationships with stakeholders, 
available resources, and staff capacity among other factors.  
 
The synthesized findings from the local needs assessments were supplemented by the findings 
from the State MCAH Program assessment. This included analysis of statewide surveillance 
data over time and by racial/ethnic groups, state-level capacity assessment, and a statewide 
stakeholder capacity assessment survey (see Appendix 4). External stakeholder input was 
gathered throughout the process. Together, these findings were used to identify priority needs 
and capacity-building priorities for the next five years. California will continue a strategic 
planning process during the second half of 2010, based on the priorities and associated 
measures developed as part of the needs assessment.  
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Local Capacity Building and Provision of Technical Assistance  
 
FHOP staff provided technical assistance and other capacity-building support to LHJs, including 
the development and dissemination of surveillance data, data analysis tools, and assistance in 
the local analysis process.  Technical assistance was provided by phone and through local site 
visits, training, and other activities as needed or requested.   
 
The FHOP website was used extensively as a tool for disseminating information about the 
needs assessment process. A section of the website dedicated to local MCAH jurisdictions 
facilitated access to resources, including data, automated worksheets with key indicators, links 
to additional data sources, and tools.  FHOP’s monthly newsletter, the FHOP Express, which 
contains training announcements, information about new products, and other resources relevant 
to local MCAH staff and their communities, helped to keep local MCAH staff updated about 
needs assessment related resources. When data or resources were added or updated on the 
FHOP website, an additional “Data Alert” was sent to newsletter recipients to inform them of the 
update. 
 
Ongoing Nature of the Needs Assessment Process 
 
California’s political, economic and demographic landscape is constantly changing.  Therefore, 
California’s needs assessment is a continuous process of assessing the health status and 
service needs of California’s MCAH population, setting priorities, developing interventions, 
implementing programs and monitoring progress towards meeting goals and objectives for 
health priorities.   
 
After conducting the five year needs assessment at the local and state level, MCAH develops its 
set of priorities.  These are shared with LHJs to set the direction of where the state MCAH 
Program will focus resources in the next five years.  LHJs are required to select at least one of 
the several state health priorities and formulate objectives based on how the local program’s 
activities are expected to contribute to the improvement of the health priorities selected.  These 
measurable objectives become part of the blueprint of the local MCAH program and are 
incorporated into the scope of work funded by the state MCAH Program.  Local MCAH 
programs are asked to conduct their local strategic planning with their stakeholders and outline 
planned activities to meet the local objectives in their scopes of work. As part of local 
assurance, annual reports are submitted by the local programs to the state MCAH Program.  
These reports serve as a tool for monitoring local activities and progress toward achieving local 
objectives.   
 
Needs Assessment Interface with Title V Block Grant 
 
The local needs assessment includes analysis of 27 local health measures and indicators 
(LHMI), of which half are Title V performance measures, outcome measures, health status 
indicators or health system capacity indicators reported in the annual Title V grant application 
and annual report. In the local needs assessments, LHMI are compared to the state rate or 
Healthy People 2010 objective, if available. Ten year LHMI trends are also analyzed for 
significant movement toward or away from the desired outcome. Results are presented to local 
stakeholders, used to identify local community health needs, and documented in the local needs 
assessment report. 
 
Similarly, while MCAH reports on the rates for the performance measures, health status and 
capacity indicators annually, a more in-depth analysis of performance measures and indicators 
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was conducted for the needs assessment.  Trend data were analyzed by race/ethnicity and 
statewide trend data were presented in the report. Cross-sectional data were presented by 
race/ethnicity and by income, when available.  These analyses identified increasing or 
decreasing disparities and statewide changes over time towards or away from targets.   
 
Methods for Obtaining Stakeholder Input 
 
One of the core values of the California Department of Public Health (CDPH) is collaboration. 
CDPH fosters collaboration both internally to empower and engage staff and externally by 
reaching out to diverse groups and external stakeholders. Echoing our department’s values, 
MCAH has been committed to engaging stakeholders in the needs assessment process, from 
its conceptualization to the identification of priorities. Involvement of partners in the needs 
assessment mirrors the approach of MCAH’s extensive collaboration with its ongoing activities; 
an approach that is essential to addressing the complex needs of the MCAH population within 
our diverse and populous state.   
 
Stakeholder involvement in the development of the 2011-2015 Title V Needs Assessment plan 
and guidelines was essential to the process. The involvement of MCAH branches in developing 
and implementing the needs assessment was facilitated through the steering committee, which 
met regularly throughout the early phases of the process and as needed during report 
development. Input from additional MCAH staff was solicited during planning meetings. In 
revising the local MCAH guidelines for the current needs assessment, MCAH sought input not 
only from internal MCAH staff but also from three local MCAH Directors and FHOP (as a long-
term technical advisor to local MCAH programs, FHOP has regular contact with all MCAH 
Directors). External stakeholders assisted in developing a plan for the implementing the new 
local capacity assessment component and recommended increasing training and technical 
assistance opportunities. Additionally, they supported the use of worksheets and tools for 
certain aspects of the local report to increase efficiency and reduce the burden of the process 
on local jurisdictions, which was particularly important in the context of recent staff reductions 
resulting from budget cuts.  
 
A function of local health jurisdictions in California is to engage a broad set of partners from the 
local MCAH systems and communicate local health and capacity priorities to the State MCAH 
Program. Therefore, extensive engagement of partners occurred at the local level during the 
needs assessment process. A full description of this input is included in the Stakeholder section 
of this report.   
 
Stakeholder involvement at the state level included collaboration with internal staff and external 
partners. Extensive staff participation was involved in the state-level capacity assessment.  A 
broad range of staff from a number of MCAH branches participated in implementing various 
aspects of the needs assessment, including data analysis, interpretation, development of 
priorities, and drafting of narrative, which ensured that a broad range of perspectives were 
incorporated into the process and products. External stakeholder input was incorporated at the 
state level through a survey of the capacity of external partners of the State MCAH Program, 
including HRSA/MCHB funded organizations or projects in California. In addition, a draft needs 
assessment report was posted for public comment and input from external stakeholders was 
incorporated into the final document. 
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Local Health Jurisdiction Assessment of MCAH Population Strengths and Needs 
 
A key component of the local needs assessment process was the review of 27 LHMI in each 
jurisdiction (see Appendix 5). The LHMI were used for the 2005 needs assessment based on 
input provided by local MCAH Directors and the availability of the indicator data at the county 
level. These same LHMI were retained for the 2011-2015 needs assessment.  The final list of 
indicators fell into several groups, including: birth, death, prenatal/postpartum care, health, 
injuries, and other.  
 
A number of “optional topics” of MCAH interest were suggested for which indicator data were 
limited or not available for all counties.  Some of the recommended “optional” topics included 
perinatal substance abuse, physical activity, gestational diabetes and oral health. Jurisdictions 
were encouraged to use locally developed data sources and/or qualitative data for these 
measures. 
 
To decrease local jurisdiction burden and ensure standardized analyses, jurisdiction-level count 
and rate data were compiled and posted on a FHOP password-protected website. The data 
were stratified by race/ethnicity to identify disparities, unless limited by small numbers.  Several 
excel workbooks were developed by FHOP with input from CDPH to simplify comparisons of 
local rates with the State rate or Healthy People (HP) 2010 objectives. These workbooks 
automated the analysis process. Each LHJ was provided data from multiple statewide data sets 
and surveys that had been analyzed by FHOP staff.  Spreadsheets were auto-generated for 
each LHJ which include rates, comparisons, and charts for each health indicator assessed. 
Additionally, a workbook was developed to report results of trend analyses conducted by FHOP, 
including easy-to-interpret notations related to the direction of the trend, significance, and 
comparisons (see Appendix 6).  This workbook facilitated assessment of rate changes over 
time, without requiring local jurisdictions to have specialized statistical capacity.   
 
Statewide Assessment of MCAH Population Strengths and Needs 
 
The state-level assessment was based on an expanded set of indicators drawn from an 
extensive review of HP 2010 objectives (HP 2020 objectives had not yet been released), the 27 
LHMI, the National and State Performance Measures, Health Status Indicators, and Outcome 
Measures.  Additional measures were drawn from topic or population specific sources, such as 
the California's 27 Critical Objectives for Adolescent Health and the CDC’s proposed Core State 
Preconception Health and Health Care Indicators.  
 
Data were compiled by the Epidemiology, Assessment, and Program Development Branch 
based on primary data analyses conducted internally, as well as secondary data sources. In 
order to identify disparities among racial/ethnic populations and among income groups, data 
were presented by race/ethnicity and income. If available, trend data were presented to facilitate 
examination of changes over time.  Additional indicators were selected for analysis based on 
input from external stakeholders during the public comment period.  
 
In addition, data describing underlying social, economic, and environmental factors that support 
or constrain the health of the MCAH populations were included in the Social Determinants of 
Health section of this report.  
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Local Capacity Assessment Methods 
 
A primary focus of the local needs assessment was to assess the capacity of the local MCAH 
system to carry out the 10 MCAH Essential Services. The purpose of examining capacity was to 
understand the current organizations and systems that comprise the local MCAH infrastructure, 
to identify strengths and weaknesses in the local MCAH system in carrying out the 10 MCAH 
Essential Services, and to improve and better coordinate MCAH activities.  
 
The tool that the LHJs used to analyze their local capacity was a modified version of the 
Capacity Assessment for State Title V (mCAST-5) (see Appendix 1 for LHJ guidelines, which 
include the capacity assessment tool on page 36). The original CAST-5 tool and instructions 
were developed by the Association of Maternal and Child Health Programs and the Johns 
Hopkins Women’s and Children’s Health Policy Center for use in examining the organizational 
capacity of state MCAH programs to carry out the 10 MCAH Essential Services. The California 
MCAH Program, in collaboration with FHOP and three local MCAH Directors, revised the 
original tool and instructions to assess organizational capacity at the local level. In addition, 
because local MCAH programs work closely with other agencies and systems that serve the 
MCAH population, the revised tool broadened the scope of assessment to look beyond 
individual services and the local MCAH program and include all organizations that serve the 
MCAH population within that jurisdiction.  
 
The mCAST-5 consisted of 10 components, each representing 1 of 10 MCAH Essential 
Services. For each Essential Service, the LHJs ranked process indicators to show how well the 
MCAH system performed a particular function; recorded notes generated from the discussion of 
each process indicator; and listed the strengths, weaknesses, opportunities, and threats (SWOT 
analysis) that the MCAH system experienced in carrying out each Essential Service.   
 
The mCAST-5 was intended to generate discussion and collaboration across program areas in 
each local MCAH system, therefore external stakeholder input was required. MCAH jurisdictions 
were encouraged to include leaders and experts of other health department programs as well as 
other governmental agencies, healthcare providers, human service organizations, schools, 
universities, community-based organizations, youth development organizations, and any other 
stakeholders who contribute to the health and well-being of the MCAH population in the 
jurisdiction. 
 
Because local MCAH systems operate under a broad range of circumstances, the LHJs were 
given discretion on the implementation of the mCAST-5 tool, and the LHJs accomplished this in 
a variety of ways. Some LHJs held a series of stakeholder meetings, while others identified 
workgroups for each Essential Service depending upon interest and expertise. A few LHJs 
completed the assessment in one day with small breakout groups for one or two Essential 
Services. Many LHJs completed the initial capacity assessment internally, and then distributed 
the results to the wider community for review and comment. Some capacity assessments were 
completed electronically, either through emails or in the form of a web-based survey. Smaller 
jurisdictions found that face-to-face meetings worked best; whereas, larger jurisdictions created 
surveys accessible either through their department’s website or through online survey software.  
 
State-level Capacity Assessment Methods 
 
The state MCAH Program conducted the state-level capacity assessment with the same tool 
used by LHJs, the mCAST-5. The tool was completed first internally by staff based on Essential 
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Services that were most relevant to their function. A series of meetings was held to provide 
orientation to the mCAST-5 and to facilitate completion of the tools. After the mCAST-5 was 
completed, staff participated in in-depth discussion of results.   
 
In spring 2010, the California MCAH Program solicited direct input through a web-based survey 
of 208 key stakeholders in order to assess California’s capacity to carry out the 10 MCAH 
Essential Services.  The stakeholders invited to participate in the survey included: organizations 
collaborating with or funded by State or Local MCAH Programs, health care organizations, 
professional organizations, academic institutions, community organizations, HRSA Maternal and 
Child Health Bureau-funded organizations, and other organizations involved in statewide activity 
on MCAH issues (see Appendix 7).  Each organization received one survey, sent via email to a 
pre-identified representative.  
 
The survey consisted of a brief questionnaire structured to obtain basic information regarding 
the participating organization’s activities and capacity in delivering the 10 MCAH Essential 
Services (see Appendix 4). Additional information collected included the MCAH target 
populations and health priorities of the organization. Participants were instructed to describe 
only priorities and activities relevant to MCAH programs of the organization. 
 
Participants were contacted via email and completed the survey either online through 
SurveyMonkey.com or with an electronic or paper-based form that was returned to the MCAH 
Program via email or fax. Participants were given two weeks to respond, and two reminder 
emails were sent to encourage participation.  
 
Data Sources 

 
CDPH, Birth Cohort File 
CDPH, Birth Statistical Master File (BSMF) 
CDPH, California Birth Defects Monitoring Program (CBDMP) Registry 
 Registry includes over 40% of annual births in California, which represents the state’s 

geographic, environmental and racial/ethnic diversity. 
CDPH, Center for Health Statistics, Vital Statistics Query System 
CDPH, Death Statistical Master File (DSMF) 
CDPH, EPICenter California Injury Data Online 
 Includes fatal and hospitalized nonfatal injuries. Cases identified through death 

certificates and hospital discharge data. Excludes injuries due to adverse effects of 
medical encounters and drugs. ICD-9 E-codes for deaths and hospitalization used prior 
to 1999; ICD-10 used for deaths only beginning in 1999, with ICD-9 E-codes for 
hospitalizations. 

CDPH, Fetal Death File 
CDPH, Genetic Disease Screening Program (GDSP), Newborn Screening Database 
 Includes all nonmilitary hospitals providing maternity services. 
CDPH, STD Control Branch, STD surveillance systems 
 Includes Chlamydia, gonorrhea, syphilis, pelvic inflammatory disease (PID), and 

chancroid.  Large amount of missing race/ethnicity data from laboratory reports, 
Confidential Morbidity Reports, and provider data. 

California Department of Social Services / University of California at Berkeley, California 
Child Welfare Dynamic Reports System http://cssr.berkeley.edu/ucb_childwelfare/

California Health Interview Survey (CHIS) 
 Sample does not include an institutionalized population or people without telephones. 

Low response rate. Adult proxy used for children under 12. 
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California Healthy Kids Survey (CHKS) 
 Based on most California school districts (a few are exempt). Data are weighted to state-

level enrollment, not district-level enrollment. 
California Highway Patrol, Statewide Integrated Traffic Records System (SWITRS)   
 Data obtained from motor vehicle traffic collision reports received from local police, 

sheriff jurisdictions, and California Highway Patrol field offices.  
California Women’s Health Survey (CWHS) 
 Telephone-based survey.  Excludes women without a telephone in their home. 
Department of Finance (DOF) Population Projection File: State of California, Department of 

Finance, Race/Ethnic Population with Age and Sex Detail, 2000–2050. Sacramento, CA, 
July 2007. 

Kidsdata.org 
 Leading cause of death data tabulated from death file and DOF population projections. 
Maternal and Infant Health Assessment Survey (MIHA) 
 MIHA surveys are available in English and Spanish only (no Asian languages). 
Maternity Practices in Infant Nutrition and Care (mPINC)  
CDC Biennial Survey of all hospitals and birth centers in the United States. Response provided 

by key informant.  
National Immunization Survey (NIS) 
 Vaccination coverage estimates based on provider-verified responses from children who 

live in households with telephones. Adjusted for children whose parents refuse to 
participate, who live in households without telephones, or whose immunization histories 
cannot be verified through providers.  

National Survey of Children’s Health (NSCH) 
 Based on data reported by parents/caregivers of children ages 0 to 17. Not 

representative of institutionalized children or people without telephones. 
Office of Attorney General, SafeState.org 
 Data based on the number the domestic violence-related calls received by law 

enforcement. 
Office of Statewide Health Planning and Development (OSHPD) Patient Discharge Data 
 Excludes federal facilities and some research hospitals. Estimates based on discharges, 

not individual patients. Changes in rates of hospitalizations may be attributed to changes 
in hospitalization practices or diagnostic coding of illnesses, or reflective of true changes 
in the patterns of disease. Hospitalization data may not describe the presence of a given 
illness of the population, since many who have the illness are not hospitalized.  

Pediatric Nutrition Surveillance System (PedNSS) 
 Data are representative of low-income children and are reported voluntarily by federally 

funded health clinics.  
U.S. Census Bureau, Small Area Income and Poverty Estimates (SAIPE) 
 Annual income and poverty estimates for all states, counties, and school districts.  
U.S. Census Bureau, American Community Survey 
 
Dissemination 
 
Multiple drafts of the needs assessment report were circulated among MCAH staff and 
managers for review and comment.  
 
The needs assessment draft report was posted on the MCAH website for public comment for 
two weeks in May 2010. Local MCAH Directors, state departments, foundations, health care 
providers, advocacy groups, academics and other partners were encouraged to review and 
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comment on the needs assessment during this period. Comments were incorporated into the 
final report.  
 
Due to resource constraints, no statewide face-to-face meeting was held for the 2011-2015 
Needs Assessment. In order to address the need for stakeholder consultation in the process, 
extensive outreach was conducted at the local level, and a statewide stakeholder survey was 
conducted. This input shaped the identification of priorities.  
 
Following the submission of the needs assessment report to HRSA, the full needs assessment 
report will be disseminated to LHJs and stakeholders and will be posted to the state MCAH 
Program website.  
 
Strengths and Weaknesses 
 
California’s decentralized needs assessment process facilitated a comprehensive assessment 
of both state and local level MCAH programs. The benefits of this process include the extensive 
stakeholder input; the thorough assessment of the variation in strengths, needs, and capacity 
across California’s 61 LHJs; and enhanced capacity in public health practice across LHJs 
resulting from undertaking the comprehensive process. The technical assistance provided by 
FHOP to LHJs, including preparation of surveillance data for small jurisdictions and training in 
its interpretation, was a strength of the process that will have an ongoing benefit within the 
MCAH system in California.  Despite the benefits, this process was burdensome for LHJs and 
was increasingly difficult for them to complete due to decreased resources. The MCAH Program 
will continue to seek new approaches to a decentralized and comprehensive needs assessment 
process, while reducing the associated challenges for LHJs.  
 
The effort to conduct a comprehensive assessment of the MCAH system in California at the 
state and local levels, and among the many essential stakeholders was a strength of the 
process. In developing the capacity assessment methods the MCAH Program reviewed 
available capacity assessment tools and previously tested approaches implemented by other 
states, federal agencies, and universities.  No tools were identified for the comprehensive 
assessment of local MCAH system capacity. Therefore, the MCAH Program, in collaboration 
with FHOP and MCAH Directors modified the CAST-5 tool for use by LHJs. The resulting 
process was intended to build collaboration and increase local public health practice capacity 
while providing comprehensive assessment findings.  Feedback indicated that despite the 
benefits of the capacity assessment, the resource intensive process was difficult for some LHJs 
to implement.  
 
Within the MCAH Program, the internal needs assessment steering committee was beneficial in 
planning processes and developing guidelines and tools. The steering committee was also 
essential for obtaining stakeholder input on needs assessment methods.  
 
Mandated furloughs and a four day work week throughout the needs assessment process 
impacted timelines and limited the ability to conduct the needs assessment as planned.  Despite 
these challenges, the comprehensive nature of the assessment of MCAH population strengths 
and needs at the state level will continue to be useful for improving ongoing activities. The 
application of the social determinants, life course, and health equity frameworks to the MCAH 
Program and the population it serves will strengthen ongoing efforts to address the root causes 
of health disparities in California.  
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PARTNERSHIP BUILDING AND COLLABORATION EFFORTS 
 
Overview of MCAH Partnerships and Collaborations 
 
The State MCAH Program’s partnerships and collaborations with state agencies, local health 
jurisdictions, academia, community organizations, advocacy groups and stakeholders are 
important in developing and sustaining prevention and health promotion initiatives.  No one 
agency has the resources, access and relationships to address the wide range of community 
determinants of public health problems.  Collaborations allow the MCAH Program to strengthen 
its capacity to successfully address the broad range of issues impacting the MCAH population. 
 
These successful partnerships and coalitions generate a greater awareness of public health 
issues while minimizing duplication of effort and resources among members.  Partnerships 
provide leadership and focus, identifying and addressing population-based issues of public 
health significance and assisting communities in the development of effective policies and 
activities.  One example of a successful partnership is the formation of the Preconception Health 
Council of California (PHCC), which was founded in May 2006 by the MCAH Program and the 
California Chapter of the March of Dimes.  The PHCC is a statewide forum for planning and 
decision-making on the integration, development and promotion of optimal health before 
pregnancy. The Council is composed of representatives from local and state-wide organizations 
and programs that are stakeholders in the development of preconception care services in 
California.  
 
The table on the next page provides a list of recent partnerships in which the MCAH Program 
either convenes or serves as a member. 
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Ongoing MCAH Program Partnerships and Collaborations 
Title Partners Involved MCAH Role and Contributions 
State-level Multi-Party Partnerships

Adolescent Family Life 
Program Regional 
Representatives 

Lake Family Resource Center; Placer County Health & Human 
Services; Stanislaus County Health Dept.; San Joaquin County Public 
Health Dept.; Family Services Agency of San Francisco; Santa Clara 
County Public Health Dept.; Ventura County Dept. of Public Health; El 
Nido Family Health Centers; Orange County Health Care Agency; San 
Diego Unified School District; Branagh Group; CA Dept. of Social 
Services, CalLEARN; CA Dept. of Education, Cal SAFE 

Program administrator 
Establish policies and procedures 
Facilitate communication 
Coordinate statewide meetings 
Provide technical support, funding and epidemiology and data support 

Adolescent Sexual Health 
Workgroup 

CDPH Office of Family Planning; CDPH Office of Aids; CDPH Sexually 
Transmitted Diseases Control; CDPH Immunization; CA Dept. of 
Education; CA Adolescent Health Collaborative; CA Family Health 
Council, ETR Associates, CA School Boards Association;  Internet 
Sexuality Information; Public Health Institute; Center for Health Training 

Steering committee and leadership group member 
Provide expertise and financial support through the California 
Adolescent Health Collaborative contract 

Alcohol and Other Drug, 
FASD Workgroup of State 
Interagency Team 

Alcohol and Drug Programs (lead); CA Dept. of Social Services; CA 
Dept. of Mental Health; Administrative Office of the Courts; CA Dept. of 
Education; CA Dept. of Corrections and Rehabilitation; The Arc of 
California; Fetal Alcohol Teamwork, Consultation & Training; Children & 
Family Futures; Iris Center 

Participant 
Provide expertise and data 

Black Infant Health Program  
Advisory Committee 

Former and current local BIH Coordinators; national and local MCH 
experts 

Convener 
Provide administrative and financial support 
Develop revised BIH model 

Bright Beginnings Maternal 
Mental Health Professional 
Education Grant (UC 
Berkeley) 

UC Berkeley MCH Program (lead); CA Dept. of Mental Health; Los 
Angeles County Dept. of Public Health, MCAH; Los Angeles County 
Public Defender's Office; MPCAH, Alameda County Health Services 
Agency; County of Contra Costa Family, MCH Programs 

Key collaborator in HRSA MCHB grant   
Planning committee member for continuing education courses; provide 
expertise, grant writing and letter of support for grant application 

CA Adolescent Health 
Collaborative 

National Center for Youth Law; Adolescent Sexual Health Working 
Group; National Adolescent Health Information Center; Los Angeles 
County Dept. of Public Health, MCAH; Children’s Hospital Los Angeles; 
Family Violence Prevention Fund 

Provide funding to the collaborative to support technical assistance to 
LHJs 

CA Breastfeeding 
Roundtable 

WIC; CA WIC Association; AAP; ACOG; International Board Certified 
Lactation Consultants; CA Hospital Association 

Planning committee member 
Drafted strategic plan for CDC's obesity grant 
Provide data 

CA Statewide Screening 
Collaborative 

CA Dept. of Alcohol and Drugs Program; CA Dept. of Developmental 
Services; CA Dept. of  Education; California First 5; DHCS; CA Dept. of 
Managed Health Care Services; CA Dept. of Mental Health; Managed 
Risk Medical Insurance Board; CA Dept. of Social Services; Academy 
of Family Physicians; The Arc of California; AAP; CA Association of 
Health Plans; First 5 Association and county commissions; Lucile 
Packard Hospital; UC Davis MIND Institute; UCLA 

Participant 
Provide project-specific funding, expertise and in-kind support 

CA WIC Association WIC directors, service providers, businesses, vendors, and the general 
public 

Provide data and expertise to promote lactation services and support in 
Medi-Cal 
Plan work of Breastfeeding Roundtable 
Promote workplace lactation support 

 
 

Page 18 



California 2011-2015 Title V  MCAH Needs Assessment 

 
Title Partners Involved MCAH Role and Contributions 
California Maternal Quality 
Care Collaborative 

American College of Nurse Midwives; ACOG; Association of Women's 
Health; Obstetric and Neonatal Nursing; CDPH Center for Health 
Statistics; CPQCC; CDPH Office of Vital Records; OSHPD; RPPC; 
Kaiser Health System; March of Dimes; Society of Maternal Fetal 
Medicine; Sutter Health System; UC Health System 

Participant 
Provide technical assistance, oversight,expertise, funding and data 
Conduct process/progress evaluations 

California Perinatal Quality 
Care Collaborative 

California Association of Neonatologists; DHCS California Children's 
Services; CPeTS; CDPH Office of Vital Records; OSHPD; RPPC; 
ACOG; Pacific Business Group on Health; David and Lucile Packard 
Foundation; Vermont Oxford Network 

Participant 
Perinatal Quality Improvement Program (PQIP) subcommittee member
PQIP QI Infrastructure committee member 
Consultant to CPQCC data system and CPeTS Executive Committee 
Provide funding 
Provide expertise on project development 

California Women's Health 
Survey (CWHS) 

CDPH Chronic Disease and Injury Control; CDPH WIC; CDPH 
Environmental Health Investigations Branch; CDPH Genetic Disease 
Screening Program; CDPH Division of Communicable Disease Control; 
CDPH Office of Family Planning; CDPH Health Information and 
Strategic Planning; CDPH Childhood Lead Poisoning Prevention 
Branch; DHCS (Office of Long Term Care); OSHPD  

Participant 
Provide expertise and funding 

CDPH Data Policy Advisory 
Committee 

CDPH Director's Office; CDPH Office of Women's Health; CDPH Office 
of Multicultural Health; CDPH Coordinating Office for Obesity 
Prevention; CDPH Health Information & Strategic Planning; CDPH 
Public Health Emergency Preparedness; CDPH Center for Chronic 
Disease Prevention & Health Promotion; CDPH Center for Infectious 
Disease; CDPH Center for Environmental Health; CDPH Center for 
Healthcare Quality; CDPH Public Health Laboratory Director; CDPH 
Administration Division; CDPH Legal Services; CDPH Information 
Technology Services Division; California Conference of Local Health 
Officers; California Conference for Local Health Data Management 

Committee member 
Contribute to and approve data policy recommendations 
Disseminate data policy information 
Provide expertise on data, programs, epidemiology and data 
operations 

CDPH/DHCS Nutrition 
Services Coordinating Group 

CDPH WIC; CDPH Genetic Disease Screening Program; DHCS 
Children's Medical Services  

Collaborator 
Provide expertise in coordinating services and nutrition/physical activity 
messages 

Center for Social Emotional 
Foundations for Early 
Learning Workgroup 

State Agencies; early child care and education staff; university early 
childhood development staff; technical assistance consultants 

Participant 
Provide expertise 

CityMatCH/AMCHP/NHSA 
Partnership to Eliminate 
Disparities in Infant Mortality 
Action Learning 
Collaborative 

Los Angeles County Dept. of Public Health, MCAH; LA BioMed; March 
of Dimes CA Chapter; Shields for Families; Los Angeles County Dept. 
of Public Health, BIH Program; University of Southern CA School of 
Social Work; Healthy African American Families II 

Co-lead (Title V representative) 
Provide expertise 

Comprehensive Perinatal 
Services Program Executive 
Committee 

Perinatal Services Coordinators representing four regions of the state: 
Northern, Central, Southern and Bay Area 

Provide technical assistance, training and support 
Consult on provider enrollment 

Department of 
Developmental Services 

State Departments, parents, advocacy group, health professionals and 
family support groups 

Participant 
Provide expertise and data 
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Title Partners Involved MCAH Role and Contributions 
Fetal Alcohol Spectrum  
Disorders Task Force 

The Arc of California (lead); Alcohol and Drug Programs; State Indian 
Health Program; Administrative Office of the Courts; MCAH Action; Arc 
of Riverside; Arc of Bakersfield; Family Empowerment Center; Violence 
Intervention Program Community Mental Health Center, Los Angeles; 
Lassen Fetal Alcohol Services Inc.; Fetal Alcohol Teamwork, 
Consultation & Training; People First of California, Inc.; Parents of 
FASD children; CalFAS; Dept. of Alcohol & Drug Services, Santa Clara 
Valley Health & Hospital System; Children & Family Futures; other 
community organizations that are corresponding members 

Participant 
Provide expertise and data 

Home Visiting Needs 
Assessment Planning Department of Social Services, Department of Education, Department 

of Alcohol and Drug Programs, First 5 Commission 
Lead on the California Maternal, Infant and Early Childhood Home 
Visiting Program 

Human Stem Cell Research 
Advisory Committee 

UC San Francisco; UCLA; Stanford University; UC Hastings College of 
Law; American Jewish University; Santa Clara University; Children’s 
Hospital and Research Center Oakland; Salk Institute for Biological 
Studies; Signum Biosciences; California Institute for Regenerative 
Medicine 

Committee founder 
Provide advice on research guidelines and revisions 
Provide administrative support and funding 
Organize and facilitate meetings 
Review and finalize committee recommendations 
Manage internal processes of publicly releasing documents 
Provide research/program updates 

Interagency Nutrition 
Coordinating Council 

CDPH; DHCS; CA Dept. of Education Participant 
Provide expertise 

Interagency Planning Autism 
Workgroup 

UC Davis MIND Institute; State Agencies early care and education; 
regional centers; local education areas; UCED; diagnostic centers 

Participant 
Provide expertise 

March of Dimes Program 
Services Committee  

Providers, hospital systems, community-based organizations, state and 
local MCAH programs 

Member   

Maternal Quality Indicator 
(MQI) Workgroup 

UCLA; Cedars Sinai Medical Center; Kaiser Permanente West Los 
Angeles Medical Center; Saddleback Medical Center; White Memorial 
OB/GYN Medical Group; Loma Linda University; Health Information 
Solutions; OSHPD; March of Dimes; CMQCC  

Participant 
Provide funding, oversight, and conduct progress reviews 
Provide technical assistance in developing measures, risk-adjusted 
maternal health indicators, data evaluation, and surveys, couducts 
process and progress evaluations 
Assist in forming collaborations 

MCAH Action (Association of 
local health jurisdiction 
MCAH Directors) 

MCAH Directors; Perinatal Services Coordinators; BIH Coordinators; 
AFLP Directors; MCAH Action Steering Committee 

Provide program and policy expertise and technical support to MCAH 
Action Steering Committee 
Provide input to policy and program decisions; disseminate information 

Nursing Leadership 
Education: Focus on 
Underserved Adolescents 
and Young Adults (UCSF) 

UCSF Division of Adolescent Medicine, UCSF Insititute on Health 
Policy Studies, UCSF School of Dentistry, UC Berkeley MCH Program 

Advisory group member 
Provide student learning opportunities 

Obesity Prevention Group CDPH Programs Participant 
Provide expertise 

Oral Health Workgroup Medi-Cal; DHCS Children's Medical Service; CDPH Office of Oral 
Health; CA Dental Association and Foundation; CA Dept. of Education; 
CA Rural Indian Health Bureau; Dental Health Foundation; First 5; 
UCSF; Managed Risk Medical Insurance Board 

Participant 
Collaborate on oral health issues 
Provide evaluation research and data support 
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Title Partners Involved MCAH Role and Contributions 
Perinatal Oral Health 
Guidelines Advisory 
Committee 

Medi-Cal; CA Dental Association and Foundation; CA Society of 
Pediatric Dentistry; CA Dental Hygienists' Association; local MCAH 
representatives; CA Nurse-Midwives Association; ACOG; UCSF; AAP; 
NY Dept. of Health; additional physicians and dentists 

Participant 
Provided expertise in development of oral health guidelines 

Preconception Health 
Council of CA 

CDPH OFP; CA Dept. of Mental Health; ADP; universities; LHJs; 
CBOs; health plans; ACOG; California Academy of Family Physicians; 
California Family Health Council; hospital systems 

Executive Committee member; Liaison to Council 
Provide funding, expertise, data and organization and logistical support 

Regional Perinatal Programs 
of California 

CA birthing hospitals; county MCAH and public health leaders; public 
and private health care providers; managed health care plans; DHCS 
Children's Medical Services; perinatal professional groups and 
agencies  

Develop and monitor RPPC activities 
Provide funding, expertise, consultation and technical assistance 
Assist in data evaluation 

RPPC/Vital Records Birth 
Clerk Trainings 

MCAH; CDPH Office of Vital Records; county registrars; birthing 
hospitals administration and staff; Paternity Opportunity Program; 
RPPC Leaders; county MCAH leaders  

Participate in content development for trainings on improving data 
quality on birth certificates 
Provide logistical support for training sessions 

Single-entity Partnerships
CDPH Office of Family 
Planning   

Collaborate on social marketing projects and proposed federal policy 
initiatives (waivers)  

CDPH WIC Division  

  

Coordinate weight gain grids 
Coordinate nutrition guidelines for CPSP, CDAPP and AFLP 
Administer the CA Breastfeeding Roundtable 
Provide lactation technical assistance to labor and delivery hospitals 
and assist with WIC peer counseling program 
Gain contact information for MIHA survey 
Provide information from MIHA for WIC program evaluation and 
planning 
Collaborate on legislatively required hospital training on model hospital 
QI in breastfeeding 
Peer counseling program collaboration related to breastfeeding 

CDPH Genetic Disease 
Screening Program 

  

Provide preconception messages on folic acid; Share newborn 
screening data on infant feeding choices after delivery; Gain contact 
information for MIHA survey; Provide information from MIHA for GDSP 
program evaluation and planning 

California Epidemiologic 
Investigation Services   

Preceptor for California EIS Fellows 

UC Berkeley School of 
Public Health MPH MCH 
program    

Preceptor for MPH students and guest lecturer 

UCSF Center on Social 
Disparities in Health   

Coordinate multiple research and evaluation projects related to MIHA 
survey and the Black Infant Health Program 

Family Health Outcomes 
Project 

  

Support local health jurisdictions by providing technical assistance, 
surveillance data and training in support of needs assessment and 
ongoing public health activities. 

UC Davis School of 
Medicine MPH program    

Preceptor for MPH students and guest lecturer 
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Title Partners Involved MCAH Role and Contributions 
CDPH Center for Health 
Statistics 

  

Collaborate on vital statistics data including birth, death, cohort, fetal 
death, and linked birth - hospital discharge data. Provide funding for 
data linkages, collaborate to improve data quality, provide geocoding 
services, participate in meetings, analyze and disseminate vital 
statistics indicators specific to MCAH, validate vital statistics data and 
identify potential errors, contribute to data standardization  

WIC-MCAH Partnership 

  

Combine WIC program data with MCAH data and use GIS and hot-spot 
maps to identify areas where there is a need for WIC services, 
opportunities to better target WIC services to MCAH populations, and 
evaluate outcomes associated with the receipt of WIC services. Use 
these results in conjunction with data from the Maternal and Infant 
Health Assessment (MIHA) to produce state- and select county-level 
descriptions of income-eligible women who are not enrolled in WIC, 
descriptions of WIC participants, and a statewide evaluation of WIC 
impact in order to help WIC better target and allocate resources and to 
fulfill mandated federal reporting requirements 

National / Federal Partnerships
PRAMS/MIHA Survey 
Development   

CDC Division of Reproductive Health, Applied Sciences Branch Collaborate with CDC and coordinate the inclusion of similar questions 
on PRAMS and MIHA when possible;  pilot test the MIHA survey and 
use the results to provide expertise and improve survey questions in 
PRAMS and MIHA 

Development of MMWRs of 
National Level MCH 
Estimates 

CDC Division of Reproductive Health, Applied Sciences Branch  Combine data from PRAMS and MIHA to produce MMWRs, the first of 
which will examine characteristics of WIC-eligible women who are 
enrolled in WIC during pregnancy and those who are not enrolled in 
order to identify opportunities for intervention 

Development of HP 2020 
Indicators 

CDC Division of Reproductive Health, Applied Sciences Branch  Collaborate with CDC to develop 7 proposed Healthy People 2020 
measures, which will combine data from PRAMS and MIHA and will 
allow tracking of key MCAH indicators, including infant sleep position, 
substance use and weight gain during pregnancy, postpartum smoking, 
and preconception/interconception care, many of which are otherwise 
unavailable from other data sources, and will represent approximately 
85% of all births in the US 

Percentage of gestational 
diabetes mellitus attributable 
to overweight and obesity by 
race/ethnicity 

CDC Division of Reproductive Health, Maternal and Infant Health 
Branch  

As a co-investigator, provide data and collaborate on a paper 
examining the  percentage of gestational diabetes mellitus (GDM) 
attributable to overweight and obesity and differences according to 
race/ethnicity 

Association of maternity care 
practices on in-hospital 
breastfeeding and 
dissemination of regional 
maternity care practice data  

CDC Division of Nutrition, Physical Activity, and Obesity Serve in a leadership role as the Principle investigator, and provide 
data and MCH expertise to examine whether hospital performance on 
CDC's Maternity Practices in Infant Nutrition and Care (mPINC) Survey 
is associated with better in-hospital breastfeeding rates, as collected by 
the Genetic Disease Screening Program (GDSP) 

Epidemiology of Sickle Cell 
Disease During Pregnancy 

CDC National Center on Birth Defects and Developmental Disabilities, 
Division of Blood Disorders  

Serve as the lead on study examining sickle cell disease co-morbidities 
and complications at delivery 
Provide expertise on maternal morbidities, access to data from 
California and analysis of data 
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Title Partners Involved MCAH Role and Contributions 
March of Dimes Big 5 March of Dimes; CMQCC; CPQCC; MQI; Joint Commission; OSHPD; 

Florida Dept. of Health; Texas Dept. of State Health Services; New 
York State Dept. of Health; Illinois Dept. of Public Health 

Provide technical assistance and participate in meetings 
Provide oversight to joint CMQCC, CDPH and March of Dimes quality 
improvement toolkit; Provide oversight to prematurity 
campaigns/collaborations; Provide data, program and policy expertise; 
Facilitate multi-stakeholder collaborations 

National State and Local 
MCH Epidemiology Practice 
Committee 

Council of State and Territory Epidemiologists, National Association of 
City and County Health Officers, AMCHP, state and local epidemiology 
representatives 

Participant 
Provide experitise on best practices in MCH Epidemiology 

MCH Epidemiology 
Workforce Development 
Subcommittee 

Council of State and Territory Epidemiologists, National Association of 
City and County Health Officers, AMCHP, state and local epidemiology 
representatives 

Participant 
Provide expertise 

Association of State and 
Territorial Public Health 
Nutrition Directors MCH 
Nutrition Council 

National MCH Directors; MCH Nutrition Professors; Title V nutrition and 
physical activity leads 

Member and chairperson 
Provide leadership to achieve optimal well-being of MCAH population; 
Provide expertise on IOM recommendations 

National Council on Folic 
Acid Steering Committee 

ASTPHND; ADA; Spina Bifida Association; ACOG; Nurse Midwives; 
American Pharmacy Association; CDC 

Member 
Promote folic acid 

US Breastfeeding 
Committee 

ASTPHND; ADA; AAP; ACOG; MCHB; CDC Member 
Promote workplace lactation support 

National MCH Epi 
Conference Planning 
Committee 

HRSA; CDC; AMCHP; CSTE; other state, tribal and academic 
institutions 

Participant 
Provide expertise to conference agenda, selection of abstracts and 
development of plenary sessions 

National Preconception 
Indicator Workgroup 

Epi and Policy staff from CA,  DE, FL, MI, NC, TX, UT. Supported by 
CDC. 

Participant 
Provide expertise in development of preconception health indicators 

Institute of Medicine Prenatal Weight Gain Committee Partner 
Implement new IOM prenatal weight gain recommendations 

National Preconception 
Health and Health Care 
Steering Committee 

CDC; preconception health leaders from across the country Participant 
Provide expertise 

National Consumer 
Workgroup on 
Preconception Health 

CDC; preconception health leaders from across the country Participant 
Provide expertise 

AMCHP Board of Directors AMCHP staff; regional directors; family representatives  Liaison to the board for Region IX  
Provide leadership and expertise in administering Title V programs and 
services; conduct conference calls to share data, issues, best 
practices, policies  
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Stakeholder Involvement in the Needs Assessment 
 
Several approaches have been undertaken to obtain stakeholder input in the California needs 
assessment process: extensive involvement of stakeholder input at the local level, a statewide 
stakeholder web-survey, and public posting and solicitation of input on the needs assessment 
report.  
 
Stakeholder Involvement in Local Health Jurisdiction Assessments 
 
The California MCAH Program leverages the local relationships and systems expertise of LHJs 
in order to ensure broad and diverse stakeholder input into the needs assessment process. 
LHJs obtain input from other local public agencies, service providers, non-profit organizations, 
and families or clients. This input shapes their local approach to the assessment of health status 
and capacity, and in determining local priority health needs. This extensive local input is 
communicated to the state MCAH Program through each jurisdiction’s comprehensive local 
needs assessment report, which in turn informs the selection of statewide priorities needs and 
responses.  The results of the local capacity assessment are incorporated into the capacity 
assessment section of this report. The results of the local prioritization of health needs are 
presented in the State Priority Needs section.  
 
Given the large geographic and population size of California, and the diversity represented 
across the state, this decentralized process ensures greater public and partner input into the 
statewide needs assessment process. Further, the decentralized needs assessment process 
allowed each LHJ to develop a process that worked best within the capacity and organization of 
their local MCAH system.  
 
Among the 58 LHJs reporting stakeholder involvement (95%), 2,768 stakeholders participated in 
the needs assessment process.  Stakeholder participation was not reported in 3 of 61 
jurisdictions.  
 
Stakeholders represented a variety of entities. Among local health jurisdictions, the most 
commonly reported partners included internal health department staff (56 jurisdictions), 
community-based organizations (55), health providers (54), other state or local agencies (53), 
school or academia (40), and state or nationally affiliated non-profit organization (32). Clients, 
community members, or family members were represented in 25 jurisdiction needs 
assessments, or over 40% of all jurisdictions.  Faith-based organizations and professional 
organizations also contributed in a limited number of jurisdictions.  
 
Stakeholder input was provided on all aspects of the needs assessment in the vast majority of 
local health jurisdictions. Jurisdictions obtained input from the greatest number of stakeholders 
during the local capacity assessment and decision-making stages of the local needs 
assessments. Over 1,900 stakeholders contributed to local capacity assessment in 92% of 
jurisdictions; over 1,300 stakeholders helped to identify local MCAH problems and needs in 85% 
of jurisdictions, and nearly 1,200 assisted in selecting local MCAH priorities in 85% of 
jurisdictions. Stakeholder input was also obtained during earlier stages of the needs 
assessment in the majority of jurisdictions, though jurisdictions typically worked with smaller 
groups of stakeholders at this point in the process.  Statewide, 591 stakeholders assisted in 
shaping needs assessment mission statement and goals, 624 stakeholders identified health 
status indicators to be assessed, and 524 participated in developing the community health 
profile.  
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In addition to face-to-face meetings, LHJs also used other methods for obtaining input. 
Approximately 15 LHJs administered or utilized recent surveys of community members, clients, 
or families and 15 LHJs implemented stakeholder surveys with partner organizations and 
providers. Well over 800 individuals participated in these surveys. One rural LHJ addressed 
quantitative health status data limitations (resulting from their very small county population) by 
implementing a community survey to assist in identifying needs and community priorities. 
Additionally, online surveys replaced stakeholder meetings in some LHJs due to funding 
limitations and stakeholder preference.  In other LHJs, hard copy surveys among partners, key 
informant interviews (10 LHJs), and focus groups (10 LHJs) supplemented input obtained in 
meetings.  
 
Many LHJs described the stakeholder input process as part of their ongoing efforts to build 
collaboration within their local MCAH system.  All of them identified a number of ongoing 
coalitions to improve MCAH in general, or to respond to a particular issue facing their 
communities.  
 
State-level Stakeholder Involvement 
 
In spring 2010, the California State MCAH Program solicited direct input through a web-based 
survey of 208 key stakeholders in order to assess California’s capacity to carry out the 10 
Essential Public Health Services for the MCAH population.  The group of state-level 
stakeholders invited to participate in the survey included: organizations collaborating with or 
funded by state or local MCAH programs, health care organizations, professional organizations, 
academic institutions, community organizations, HRSA MCHB funded organizations, and other 
organizations involved in statewide activity on MCAH issues.  Each organization received one 
survey, sent via email to a pre-identified representative. (See Appendices 4 and 7 for the survey 
and the list of stakeholders.) 
 
A total of 131 organizations participated in the survey. The organizations responding were 
mostly state or local health departments (50%), community-based organizations (16%), other 
state or local agencies, such as education or social services (9%), and schools or other 
academic institutions (8%).  The remaining respondents were hospitals, managed health care 
organizations, professional associations and others.  Populations served by these organizations 
were primarily pregnant women (86%), infants (82%), and mothers (80%).  Children, 
adolescents and families were target populations for 73% of the organizations.  Approximately 
half of the organizations provided services for fathers. This stakeholder survey provided an 
opportunity to obtain direct input related to the capacity of partners within the broader MCAH 
system in California.  
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SOCIAL DETERMINANTS OF HEALTH IN CALIFORNIA 
 
Background 
 
California is a complex and multidimensional state. Its diversity in geography, social and cultural 
groups, and the wealth and education of its citizens has a profound influence on the health of 
the population and the development of public health prevention efforts and infrastructure. In the 
United States, and in California, certain racial and ethnic groups, the poor, non-citizens, and 
other population groups continue to demonstrate disparities in MCAH outcomes. The causes of 
these disparities are rooted in the differential distribution of access to societal resources, in 
addition to environmental conditions and individual factors (such as genetics, behaviors, or 
practices). Individual behaviors, though, are heavily influenced by upstream factors such as 
living conditions and broader social norms.13 Together, social, economic, psychological, and 
environmental factors that influence health are referred to as the social determinants of health.  
 
In a recent article, the Director of the Centers for Disease Control and Prevention suggested 
that interventions that address social determinants of health have the greatest potential to 
improve public health. He also noted that obtaining the broad social support needed to 
implement these types of societal interventions is an obstacle.13 Despite the challenge, 
numerous efforts across California have been initiated by LHJs and other entities to reorient 
public health practice toward addressing fundamental causes of health disparities. The Bay 
Area Regional Health Inequity Initiative has developed a health equity framework utilized in 
many of these efforts.14  The report produced by the Alameda County Public Health 
Department, Life and Death from Unnatural Causes, provides an excellent example linking 
health to social inequity within a jurisdiction, and has served as an important reference to this 
section of the needs assessment.  
 
Socioeconomic status is a powerful predictor of health status.  Those with higher socioeconomic 
status experience fewer adverse MCAH outcomes and risk factors, in part through their 
enhanced ability to access societal resources that reduce risk and protect health.15 
Socioeconomic status is a combination of income, education, and social position, and is 
described in this report through proxy measures of poverty, income, employment, and 
education. Each measure of socioeconomic status is closely associated with to race and 
ethnicity.  
 
California’s demographic composition and social landscape has been shaped by its long history 
of immigration. Many immigrants face unique challenges in accessing services due to lower 
income, safety net program eligibility restrictions, cultural factors, language barriers, 
discrimination, and difficulty navigating complex service delivery systems. These factors are 
particularly difficult for undocumented immigrants, who face more limited access to services and 
lack many protections afforded to legal immigrants and citizens. Despite a lower socioeconomic 
status and less access to care, MCAH outcomes among foreign-born women and their infants in 
some racial and ethnic groups tend to be better than their US-born counterparts.15  
 
Multiple pathways link socioeconomic factors to negative health outcomes through 
neighborhood conditions.15 Due to the parallel between the income in a neighborhood and its 
racial and ethnic composition, the role of neighborhood conditions provides a powerful 
explanation of the causes of racial and ethnic MCAH disparities in California. In general, the 
combination of housing, social, and environmental conditions, and resource availability in 
neighborhoods are referred to as living conditions.  
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Demographic Data 
 
The demographic and birth statistics presented in this report describe changes to California’s 
population that will continue to impact the overall need, as well as the rate and burden of MCAH 
outcomes over the next five years. Social determinants data are presented for California overall, 
and for certain counties. County level data for selected indicators portray variation in the 
distribution of social determinants of health throughout California, and provide a glimpse of the 
challenges involved in providing the essential services of public health within local health 
jurisdictions for the MCAH population. It is important to note that county-level summarizations 
often obscure regional or neighborhood variation within counties. 
 
Population 
 
In 2010, an estimated 39.1 million people resided in California, an increase from 34.1 million in 
2000.  California’s population growth is expected to continue over the next 10 years to reach 
44.1 million by 2020.  In 2010 an estimated 42% of the population is White, 37% Hispanic, 12% 
Asian, 6% Black, 2% multi-race, 0.6% American Indian, and 0.4% Native Hawaiian/Pacific 
Islander. Trends in the racial/ethnic composition of California’s population through 2020 predict 
a continuing decline in the White population proportion and an increase in the Hispanic 
population, which will become the largest racial/ethnic group in California. The proportions of 
other racial and ethnic groups in California will remain relatively stable through 2020

16

16

 (Figure 1).  
 
Figure 1. Population Projections
Percent of California population, by race/ethnicity, 2000-2020

Data source: State of California, Department of Finance, Race/Ethnic Population with Age 
and Sex Detail, 2000–2050. Sacramento, CA, July 2007.
Note: Racial/ethnic categories with less than 5% of the population were omitted from this 
figure. 
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California’s diversity is shaped by the multitude of racial and ethnic sub-groups across the state. 
For example, California’s Asian population, the largest in the nation, demonstrates substantial 
diversity (Figure 2).  The largest Asian sub-groups in California are Chinese, Filipino and 
Vietnamese. Language and culture vary substantially both within and across Asian sub-groups. 
While the largest numbers of Asians reside in the population centers of Southern California in 
Los Angeles, Orange, and San Bernardino counties, counties with the largest percentage of 
Asian residents are in the San Francisco Bay Area.16  
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Figure 2. Asian Subgroups in California 
Percent of Asian population, 2006-2008

Data source: U.S. Census Bureau, 2006-2008 American Community Survey
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Hispanic groups in California are predominantly of Mexican origin (83%), followed by other 
Hispanic or Latino groups from Central and South America (15%). Less than 2% are Puerto 
Rican or Cuban (Figure 3). Due to shifts in immigration patterns, an increasing number of 
indigenous Mexicans have settled in California.17 While Southern California counties have the 
largest numbers of Hispanic residents, counties on the Mexican border and Central California 
have the highest proportion of Hispanic residents. At 77%, Imperial County has by far the 
largest proportion of Hispanic population in California. In addition, more than 50% of the 
population in the agricultural counties of Central California are Hispanic.18  
 
Figure 3. Hispanic Subgroups in California 
Percent of Hispanic population, 2006-2008

Data source: U.S. Census Bureau, 2006-2008 American Community Survey
Note: Percentages do not add to 100% due to rounding.

15%

83%

1% 0.6%
0%

20%

40%

60%

80%

100%

Mexican Other Hispanic
or Latino

Puerto Rican Cuban

P
er

ce
nt

 

 
 
Age Distribution 
 
As with the overall population of California, the MCAH population will continue to grow in 
number and diversity over the next 10 years (Figure 4, Figure 5). The population of children 0-
17 years of age has increased to 10.0 million in 2010 from 9.3 million in 2000, and is projected 
to reach 10.9 million by 2020. In 2010, the population of children who are Hispanic is 50%, 
compared to 30% White, 10% Asian, and 6% Black. Over the next 10 years, the proportion of 
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Hispanic children will continue to increase while the proportion of White children will decrease. 
Other racial/ethnic groups will remain relatively stable.  
 
Figure 4. Population Projections
California population, by age group, 2000-2020

Data source: State of California, Department of Finance, Race/Ethnic Population with Age 
and Sex Detail, 2000–2050. Sacramento, CA, July 2007
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Figure 5. Population Projections among Children
Percent of California children ages 0 through 17, by race/ethnicity, 2000-2020

Data source: State of California, Department of Finance, Race/Ethnic Population with Age 
and Sex Detail, 2000–2050. Sacramento, CA, July 2007
Note: Racial/ethnic categories with less than 5% of the population were omitted from this 
figure.
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Young children 0-5 years of age are in a particularly sensitive developmental period, and 
experiences during this time have great influence over subsequent life course health 
trajectories. The population of children 0-5 years of age has increased from 3 million in 2000 to 
3.3 million in 2010, and is projected to reach 3.9 million by 2020. The 2010 racial/ethnic 
distribution of the young child population was similar to children overall.  The proportion of 
children ages 0-5 who are Hispanic will continue to increase through 2020, while the proportion 
that is White will continue to decline. Other racial/ethnic groups are projected to remain fairly 
stable through 2020 (data not shown).16  
 
The number of reproductive age women (15-44) in California has increased steadily in the past 
10 years to 8.1 million in 2010 (Figure 4).  The population is projected to continue this trend 
through 2020. In 2010, the largest group is Hispanic women (41%), followed by White (37%), 
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Asian (13%) and Black (6%). The percentage of Hispanic women will continue to increase 
among this age group through 2020 to 47%, and the percentage of White women will decline to 
32%. Other groups will remain somewhat stable (Figure 6).  
 

 

Figure 6. Population Projections among Women
Percent of California women ages 15 through 44, by race/ethnicity, 2000-2020

Data source: State of California, Department of Finance, Race/Ethnic Population with Age 
and Sex Detail, 2000–2050. Sacramento, CA, July 2007
Note: Racial/ethnic categories with less than 5% of the population were omitted from this 
figure.   
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Of particular interest are the youngest women of reproductive age, who demonstrate increased 
risks and poorer birth outcomes compared to their older counterparts.  In 2010, there were 
an estimated 1.5 million women ages 15-19 and nearly 875,000 women ages 15-17 in 
California. Hispanic women were the largest racial/ethnic group among the 15-19 year olds 
(47%), followed by White (33%), Asian (10%), and Black (7%). Racial/ethnic distribution was 
similar among women ages 15-17.

19, 20
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Birth Statistics 
 
Current birth data and trends are essential for understanding MCAH population needs in 
California.  In 2007, the 566,352 births in California accounted for approximately 1 in 8 of all US 
births, more than any other state (Figure 7). 
 
Figure 7. States with the Greatest Number of Births
Number of live births, 2007

Data source: Hamilton BE, Martin JA, Ventura SJ. Births: Preliminary data for 2007. National vital 
statistics reports, Web release; vol 57 no 12. Hyattsville, MD: National Center for Health Statistics. 
Released March 18, 2009. 
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During the period 2000 to 2008, the number of California births increased by 4%, from 531,285 
to 551,567. Through 2018, the number of births is expected to increase by about 5,590 per 
year, on average. That is, the number of births in 2018 is projected to be 10% larger than in 
2008, totaling 607,466.21 
 
Births among Hispanic, Asian, and multi-race women showed the greatest increase from 2000 
to 2008, while births to White and Black women declined (Figure 8). Between 2008 and 2018, 
births to women of all racial/ethnic groups are projected to increase, with the exception of births 
to Black women. In detail, births to Hispanic women will increase by 13%. Births to multi-race 
women will have the largest percent increase (72%). Although not shown in the figure, births 
among Pacific Islanders will also increase, from 2,477 in 2008 to 2,865 in 2018, as will births 
among American Indian/Alaska Natives, from 2,029 to 2,156.  
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Figure 8. Historical and Projected Births in California
Number of live births among women ages 15-44, by race/ethnicity, 2000-2018

Data source: State of California, Department of Finance, Demographic Research Unit, 
Historical and Projected State and County Births, 1980-2018, with Actual and Projected 
Fertility Rates by Mother’s Age and Race/Ethnicity, 2000-2018. Sacramento, California: 
September 2009
Note: AI/AN and PI data are omitted from this figure due to small numbers. 
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Between 2008 and 2018, the number of births to women under age 25 will drop, while the 
number births to women in each of the older cohorts are projected to increase. Births to women 
ages 30-34 are expected to increase (Figure 9) by 33.6% or more than 44,500. Teen birth rates 
are discussed in more detail later in this report. 
 
Figure 9. Historical and Projected Births in California
Number of live births among women ages 15-44, by maternal age, 2000-2018

Data source: State of California, Department of Finance, Demographic Research Unit, 
Historical and Projected State and County Births, 1980-2018, with Actual and Projected 
Fertility Rates by Mother’s Age and Race/Ethnicity, 2000-2018. Sacramento, California: 
September 2009

Ages 15-19: 
46,221

52,33256,273

Ages 20-24: 
115,415

122,281122,604

139,629
147,071 in 2008

Ages 25-29: 
161,341127,516

132,617

Ages 30-34: 
177,214

Ages 35-39: 
85,077

76,962
68,693

16,570 20,304 Ages 40-44: 
22,197

0

30,000

60,000

90,000

120,000

150,000

180,000

2000 2002 2004 2006 2008 2010 2012 2014 2016 2018

N
um

be
r  

 

Page 33 



California 2011-2015 Title V MCAH Needs Assessment 
 

Social Determinants Data 
 
Immigration 
 
California is home to 9.9 million immigrants,22 the largest number and percentage of foreign 
born residents in the United States.23 International immigration has accounted for 40% of 
California’s population growth since 2000.  Furthermore, since 45% of California births are to 
women born outside the U.S.,  24 the well-being of this population has a strong influence on 
overall MCAH status in California.  Most of California’s immigrants are from Latin America (56%) 
or Asia (34%). The leading countries of origin for immigrants are Mexico (4.4 million), the 
Philippines (750,000) and China (659,000).25  
 
Immigration status is related to poverty among children in California, which in turn is a strong 
predictor of health outcomes. Overall, 48% of California’s children have immigrant parents: 34% 
have at least one legal immigrant parent and an estimated 14% had at least one undocumented 
immigrant parent. Among these children, 24% of children with legal immigrant parents are poor 
and 38% of children with undocumented immigrant parents are poor.26  
 
California has the largest number and proportion of undocumented immigrants of any state.27 
Many undocumented immigrants in California experience difficulty in meeting basic needs and 
accessing services, while facing additional health risks related to low wage jobs that lack 
protections and benefits. In 2008, approximately 2.7 million undocumented immigrants lived in 
California, an increase from 1.5 million in 1990.27 In 2004, approximately 41% of California’s 
undocumented immigrants resided in Los Angeles County.26  
 
Languages Spoken 
 
Limited English proficiency (being able to speak English less than ‘very well’) poses challenges 
for educational achievement, employment, and accessing services, and results in lower quality 
care for immigrant communities—each of which influences MCAH outcomes. Among 
California’s population over 5 years of age, 14.3 million speak a language other than English at 
home and 7.0 million have limited English proficiency.28  
 
California’s linguistic diversity requires the MCAH system to develop linguistic competence in 
multiple languages. Among youth in California’s public schools, one in four is an English 
Language Learner (ELL) who is not proficient in English. These 1.5 million students speak 56 
different languages, but over 1.2 million of ELL students are Spanish speakers.  Other common 
languages are Vietnamese, Filipino, Cantonese, and Hmong. ELL students reside in every 
county in California, and in 14 counties located within California’s Southern, Central Valley, and 
San Francisco Bay areas, ELL students comprise over 25% of the student population.29  
 
Socioeconomic Status 
 
Socioeconomic status (SES), the combination of income, education, and social position, 
impacts health outcomes by determining access to societal resources. Those with higher SES 
experience fewer adverse MCAH outcomes and risk factors.15 California shows a stepwise 
gradient in many MCAH risks and outcomes according to income, with the best outcomes 
observed among the highest earners.  SES and race/ethnicity are closely related, with certain 
racial or ethnic groups experiencing higher poverty rates. The influence of parental income on 
the education and income of their children provides some insight into the persistence of MCAH 
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racial disparities over time. Proxy measures of socioeconomic status are presented below: 
poverty, income sufficiency, employment, and education.  
 
Poverty 
 
According to the most recent census data, over 4.6 million Californians, 13% of the population, 
have incomes below the federal poverty level (100% FPL). Blacks, Hispanics, and American 
Indians have the highest rates of poverty in California.30 Among children under age 18 the rate 
is higher: 16% of the population is in poverty, or approximately 1.6 million children.31 

 
California child poverty varies tremendously by region. Counties with the highest child poverty 
rates are in the Central Valley, Northern Mountain, or border regions of California: Tulare (31%), 
Lake (28%), Fresno (28%), Del Norte (28%), and Imperial (27%). Counties with the lowest rates 
of child poverty (below 10%) are in the San Francisco Bay Area and the Lake Tahoe/mountain 
recreational area.31  
 
Projections of child poverty rates through 2012 anticipate that child poverty in California will 
increase as a result of the recession, peaking at 27% in 2010 before declining slightly to 24% in 
2012. In Los Angeles County, home to 25% of California’s children, one in three children is 
projected to be in poverty in 2010.32  
 
Only describing the population that meets the federal definition of poverty obscures the 
struggles faced by many families due to the high cost of living in California. An alternate 
measure of poverty is the self-sufficiency standard, a measure of the income required to meet 
basic needs (housing, child care, transportation, health care, food, applicable taxes and tax 
credits and other miscellaneous expenses) that accounts for family composition and regional 
differences in the cost of living. While 1.4 million (11%) of California households are below the 
FPL,33 an additional 1.5 million households in California lack adequate income to meet basic 
needs. 34 
 
Income insufficiency is highest among households with children. Among households with 
children, 36% of married couple households, 47% of single father households, and 64% of 
single mother households have insufficient income to meet basic needs. Households headed by 
single mothers in some racial/ethnic groups have even higher rates of income insufficiency. 
Nearly 8 out of 10 Hispanic single mother households and 7 out of 10 Black single mother 
households experience income insufficiency. The major financial stressors for households with 
children are housing and child care; many of these families cannot afford quality child care and 
have limited financial resources to address crises. 34 
 
These data demonstrate that a much larger group of Californians are unable to meet their 
families’ financial needs than those whose incomes are below 100% FPL. Thus, the safety net 
programs that are designed to protect families from the worst effects of poverty, such as food 
insecurity, sub-standard housing, and lack of health care or early childhood development 
services, are not extended to many needy families in California who have incomes above the 
poverty line.  
 
In the proposed FY 2009-2010 budget, some safety net programs have been identified for 
elimination, including Cal-WORKS (California’s TANF program) or for reduction, including 
California Food Assistance Program (California’s food stamp program). If approved, these 
reductions in the safety net for California’s most vulnerable families will result in a greater 
burden on the public MCAH system, particularly at the local jurisdiction level.  
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Among workers in California, income is not evenly distributed. Data indicate that income 
inequality was growing even before the recent recession began in 2008.35 Between 1979 and 
2008, the inflation-adjusted hourly wage of low-wage workers declined by 6% and the typical 
middle-income worker’s wage increased by only 4%, while the highest paid workers hourly 
wage increased by 21%, resulting in a widening gap between rich and poor in California.36  
These and other data show that the benefits of economic growth in recent pre-recession years 
have failed to trickle down to most Californians.36  Many health outcomes, including overall 
health status, low birth weight, and preterm birth improve as income increases. Even middle 
income groups experience worse outcomes than those with the highest income.  
 
Employment 
 
Employment is associated with income, insurance status, working conditions, and stress; 
therefore it impacts a host of MCAH health outcomes through direct and indirect pathways. The 
relationship between employment and health also includes the impact of elevated rates of 
unemployment on community well-being by weakening social networks and neighborhood 
engagement, factors that have been shown to influence MCAH outcomes. Particularly among 
youth, inability to find paid work can result in turning to the street economy to make money 
through selling drugs or sex, among other activities.15  
 
The current recession has had a major impact on the California job market. Between July 2007 
and July 2009, California lost nearly 1 million non-farm jobs, many more than were gained in the 
prior 4 years. In July 2009, unemployment levels were at their highest point since 1977. All 
sectors were impacted, but construction was the hardest hit. Further, Hispanics, who are most 
likely to work in sectors impacted by the recession, saw the greatest increase in unemployment 
during this period.36 In the second quarter of 2009, the overall unemployment rate rose to 11%, 
from 6% at the start of the recession in 2007. Unemployment for Blacks during the same period 
was 15% and for Hispanics was 16%.37  In some counties, overall unemployment exceeds 
25%.38 
 
Education 
 
Health is intimately connected with education in multiple ways across the life course. Education 
influences health through its impact on employment, and thus income and insurance status.  
With increased education, opportunities for better paying jobs improve. Further, increased 
educational achievement improves MCAH outcomes through its impact on health knowledge 
and behaviors, as well as sense of control, social standing and social support. Early childhood 
health and developmental status before a child even enters kindergarten has been shown to 
impact measures of success in school, such as high school graduation, that subsequently 
impact health outcomes for mothers and their children.15  
 
In California, one in five individuals over the age of 25 has not completed high school and nearly 
10% have not completed 9th grade. Further, measures of educational attainment show that high 
school graduation rates declined only slightly from 70% in 2000 to 69% in 2008, while high 
school drop out rates rose sharply from 11% in 2000 to 19% in 2008.39  
 
Educational attainment varies greatly by race/ethnicity and gender. The 2007-08 drop out rate 
was higher than the state average for Blacks (33%), American Indian/Alaska Natives (24 %), 
Hispanics (24%), and Pacific Islanders (21%), and was lower than the state average for Whites 
(12%), Filipinos (9%) and Asians (8%).39 Therefore, California’s high school graduation rate for 
Blacks (60%) and Hispanics (60%) was substantially lower than for Whites (80%) and Asians 
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(92%). The graduation rate for females (76%) is higher than for males (67%) overall, and within 
each racial/ethnic group.40  
 
California’s school system has taken substantial budget cuts in recent years, despite the 
growing population of children. In upcoming years when federal stimulus money is no longer 
available to fill budget gaps, further reductions of essential services are anticipated.41 In higher 
education, surging demand combined with severe reductions in funding for the University of 
California, California State University, and California Community College systems resulted in 
reduced admissions, increased fees, and service cut backs for students in California.42 
 
Housing 
 
California’s high housing costs create a burden for families, resulting in less income available for 
other resources needed to maintain health.15 Lack of affordable housing also forces families to 
live in conditions that negatively impact MCAH outcomes, like overcrowded or substandard 
housing, which increases exposure to toxins such as mold and lead, as well as increased stress 
and respiratory infections.15  
 
In 2010, the fair market rent in California ranged from $672 in Tulare County to $1,760 in San 
Francisco Bay Area counties.43 Even for working families, the high cost of fair market rent is out 
of reach. In California, on average, one wage earner working at minimum wage would have to 
work 120 hours per week, 52 weeks per year in order to afford a two-bedroom apartment at fair 
market rent.44 
 
The current foreclosure crisis has greatly impacted California home-owner families. In 2008 and 
2009 combined, there were over 425,000 residential foreclosures in California.45 Foreclosure 
can force families into lower quality homes and neighborhoods, lead to financial and emotional 
stress, and disrupt social relationships and educational continuity.  
 
Inability to access affordable housing leads to homelessness for some families. More than 
292,624 children are homeless each year in California, which is ranked 48th in the percent of 
child homelessness in the United States,46 with only Texas and Louisiana having worse rates 
among children. Homelessness in children has been linked to behavioral health problems,15 and 
negatively impacts educational progress.46  
 
Neighborhood Factors 
 
Individual health behaviors are shaped in part by the presence or absence of neighborhood 
resources such as recreational facilities, grocery stores, employment opportunities, pharmacies 
and service providers. Together with factors such as crime rates, social support, and the 
presence of role models, these neighborhood conditions influence the levels of stress and 
anxiety among residents. Poverty is concentrated in neighborhoods where resources are scarce 
and prevalence of negative conditions is high. Thus, a variety of pathways link neighborhood 
poverty to the poor health outcomes of community members.15  
 
Easy access to healthy foods improves the likelihood that food choices will be healthy, and is 
associated with healthy weight.47 Access to healthy foods in a county is measured by the 
number of county zip codes with a grocery store, or produce or farmer’s market, divided by the 
total number of county zip codes. Counties with healthy food outlets in fewer than 25% of their 
zip codes are those with large areas of low population and mountainous geographies or desert 
climates, such as Alpine, Sierra, and Trinity.48  
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The concentration of poverty, high rates of unemployment, and crime can strain social 
relationships in communities. Further, while many rural communities are known to pull together 
in mutual support, long distances and a lack of social gathering locations can increase social 
isolation. Counties with the highest prevalence of adults reporting lack of social-emotional 
support were Tulare, Los Angeles, San Joaquin, Kern, and Yolo.48  
 
Research shows that as the number of alcohol outlets increases, so do levels of crime and 
violence.  Excluding counties in the wine producing regions of California, those with the highest 
number of liquor stores per capita are both rural and urban: Del Norte (in the northwest corner 
of the state), San Francisco, and Alameda (Oakland).48 Counties with the highest violent crime 
rate were both rural and urban:  Alpine, San Joaquin, San Francisco, Alameda, and Tehama.48 
 
Finally, poor communities are typically more reliant on public transportation. Difficulty in 
accessing transportation can impact the ability to maintain employment, access shopping 
districts for nutritious foods, and attend health and other service appointments necessary for 
maintaining health. These factors are particularly acute among the rural poor, who live in areas 
with limited or no public transportation and live long distances from even the most basic 
services.49  
 
Family, Household Structure, and Marital Status 
 
Despite California’s racial/ethnic diversity, household structure in California is similar to the 
United States nationally.  About 69% of children in California live in married couple households, 
8% in father-only households, and 23% in mother-only households compared to 68%, 7%, and 
25%, respectively, in the United States50.  Though a statewide total of 32% of children live in 
single-parent households, there is significant variation by racial/ethnic group: 64% of Black 
children live in single-parent households compared to 43% for American Indians, 26% for 
Hispanics, 23% for Non-Hispanic White, and 17% for Asian and Pacific Islanders.51  Patterns of 
household type have remained relatively stable in California during the last decade.52   
 
In addition to the standard Census Bureau household types described above, in California, 8% 
of children live in households with cohabitating domestic partners53 and about 5% of children 
under age 18 live in the care of grandparents.54 An estimated 37,300 children live in households 
headed by same sex couples. Additionally, 10% of California’s adopted children live in same-
sex families.53  
 
Statewide, 48% of California adults over the age of 15 years old are married.  The percent of 
adults married varies by race/ethnicity: 57% of Asians, 50% of Native Hawaiian or Pacific 
Islanders, 50% of Non-Hispanic Whites, 47% of Hispanics, 41% of American Indians, and 29% 
of Blacks are married.55 
 
Average household size is 2.8 persons in California but varies by racial/ethnic group: Hispanic 
households are largest at 3.8 persons and Non-Hispanic White households are the smallest at 
2.3 persons.56 
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MCAH POPULATION STRENGTHS AND NEEDS 
 
Introduction 
 
In the 2011-2015 Needs Assessment, the health status of California’s large and diverse MCAH 
population was assessed at the state and local levels through the local health jurisdiction Needs 
Assessment.*  This section presents statewide results from quantitative analysis and the 
compilation of secondary data from multiple datasets.   
 
The Life Course Perspective frames health as a trajectory across the life course. It focuses on 
the cumulative biological effects of stress resulting from social inequities, and the impact of 
differential social, environmental, and psychological exposures during sensitive developmental 
periods (pregnancy, infancy, early childhood, adolescence) to explain subsequent health 
disparities. The Life Course Perspective emphasizes the importance of health prior to and 
between pregnancies in explaining maternal and birth outcomes.  
 
California MCAH uses the Life Course Perspective as the framework for organizing and 
interpreting the data presented for each of the MCAH developmental populations: women of 
reproductive age, pregnant/postpartum women and infants, children, and adolescents. (The 
health status of children with special health care needs is presented in the companion report 
completed by CMS.) 
 
For each MCAH population group, data are displayed by racial/ethnic group and income for the 
most recent year to highlight disparities. For most indicators the most recent data come from 
2008, but data from prior years may be presented if it is the latest available. Confidence 
intervals are presented to identify differences between groups. Overall trend data demonstrate 
improvement or decline in health status over time. When available, Healthy People (HP) 2010 
targets or national rates serve as benchmarks for comparison.   
 
Measures related to insurance status and access to and utilization of care, including prenatal 
care, are presented in a separate section following the health status measures. Strengths and 
needs of the children with special health care needs population are addressed in the companion 
report following the MCAH Needs Assessment Report. 
 
Race and SES 
 
Californians should have the chance to live long and healthy lives. Unfortunately, some 
populations do not have the same opportunities for health and well-being as others. Race and 
SES differentially shape risk behaviors and negative exposures, and contribute to health 
disparities among children and adults.57 Therefore, the indicators in this section are presented 
by race/ethnicity and by income. Although it was not possible to look at the intersection between 
race and SES for every indicator, it is widely acknowledged that this intersection must be taken 
into consideration in order to fully understand health disparities and to develop programs and 
policies that will eliminate them, which is illustrated below with several important infant 
outcomes.58-60 
 
                                                 
* Findings and interpretation from local health jurisdiction assessment of quantitative and qualitative data 
were included in each jurisdiction’s needs assessment report to the state MCAH program. The resulting 
priorities are presented in the California 2011-2015 Title V Priorities section.   
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Race in itself is a strong predictor of health independent of income.60 Although Blacks and 
Hispanics experience higher rates of poverty than Whites and Asians, disparities in birth 
outcomes according to SES exist within each of these groups. Among Blacks, Hispanics, 
Whites, and Asians alike, women on Medi-Cal have higher rates of preterm birth than higher-
income women with private/other insurance (Figure 1a), which supports other evidence that 
SES is a strong determinant of health status. Populations with greater earning power and 
education are likely to have a better understanding of health behaviors, more resources (i.e., 
health insurance and access to care), and living conditions that facilitate healthier choices in 
terms of diet, physical activity, and health seeking behaviors.57   
 
Figure 1a. Preterm Births by Delivery Payment Source
Percent (95% CI) of live singleton births, by race/ethnicity, 2008

Data source: Birth Statistical Master File (BSMF)
Black : White Preterm Birth disparity ratio: 
Medi-Cal Births:          14.3 : 9.3 = 1.5
Private/Other Births:   12.2 : 7.7 = 1.7
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Figure 1a demonstrates that both among women on Medi-cal and among women with 
private/other insurance, Blacks and Hispanics had poorer birth outcomes than Whites, indicating 
that income and insurance status alone does not explain the racial/ethnic differences in preterm 
birth. Race and ethnicity continue to influence important determinants of health, including 
education, employment, and housing. Compared with Whites of similar socioeconomic status, 
Black and Hispanic families more often live in communities that are not safe or that are 
deteriorating.57 Neighborhoods that support safety, education, recreation, and social 
cohesiveness in turn support healthy pregnancies, by reducing stress, for instance, which has 
been linked to poor birth outcomes.61 
 
For some outcomes, such as low birth weight and infant mortality, the disparity between Blacks 
and Hispanics, compared with Whites, increases as socioeconomic status increases. This 
suggests that even if economic inequalities were eliminated, it is likely that race would continue 
to influence health outcomes through other pathways.60, 62 For instance, the prevalence of low 
birth weight (LBW) births is just as high among Hispanic women with private/other insurance as 
it is among Hispanic women on Medi-Cal (Figure 1b). Compared with White women on Medi-
Cal, Hispanic women on Medi-Cal were actually less likely to deliver a LBW baby (5.0% vs. 
5.5%). Among higher-income women with private/other insurance, however, Hispanic women 
were more likely to deliver a LBW baby (4.9% vs. 3.8%). This phenomenon has been labeled 
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the Latina paradox, where Latinas, particularly those who are foreign-born, experience lower 
rates of LBW and infant mortality, compared with White women, despite the fact that they are 
generally less educated and medically underserved, highlighting the need to consider protective 
as well as adverse risk factors. 63-65  
 
Figure 1b. LBW Births by Delivery Payment Source
Percent (95% CI) of live singleton births, by race/ethnicity, 2008

Data source: Birth Statistical Master File (BSMF)
Notes: LBW = low birth weight
Black : White LBW disparity ratio:
Medi-Cal Births:            10.6 : 5.5 = 1.9
Private/Other Births:    9.3 : 3.8 = 2.4
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The disparity between Blacks and Whites has also been shown to increase as socioeconomic 
status increases.60, 66 The disparity ratio comparing the prevalence in preterm birth between 
Blacks and Whites was 1.5 among women on Medi-Cal, and slightly higher (1.7) among women 
with private/other insurance (Figure 1a). For LBW, the Black-White disparity ratio was 1.9 
among women on Medi-Cal, and 2.4 among women with private/other insurance (Figure 1b). 
Finally, the ratio comparing the infant mortality rate among Blacks compared with Whites was 
1.7 among women on Medi-Cal, but much higher (2.8) among women with private/other 
insurance (Figure 1c). Black women with private/other insurance had infant mortality rates that 
were nearly as high as Black women on Medi-Cal (9.7 and 10.1 per 1,000, respectively). This 
finding is consistent with other evidence suggesting that race contributes to poor birth outcomes 
through pathways such as stress and discrimination, as well as through the cumulative effects 
of socioeconomic disadvantage on physical health over time, also known as the weathering 
hypothesis.59, 61, 67 
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Figure 1c. Infant Mortality by Delivery Payment Source
Rate per 1,000 (95% CI) live singleton births, by race/ethnicity, 2007

Data source: Birth Cohort File
Black : White infant mortality disparity ratio
Medi-Cal Births: 10.1 : 6.0 = 1.7
Private/Other Births: 9.7 : 3.5 = 2.8
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American Indians and MCAH in California 
 
The American Indian peoples of California comprise a special population with health needs and 
disparities that are difficult to address completely in this assessment. A variety of reasons are 
discussed below. 
 
California is home to 110 of 564 federally recognized tribes and is the state with the largest 
American Indian population.68  California contains 12% of the national population but 14% of the 
American Indian and Alaska Native population. Despite these relatively large numbers, 
American Indians and Alaska Natives comprise just 1 to 2% of the state’s population.69   Most 
federally recognized California tribes are relatively small in numbers of people, much smaller 
than large land-based tribes in the Southwest or Great Plains. Most American Indians in 
California declare ancestry that derives from non-California tribes.68 With regard to general 
health conditions, American Indian adults experience many health disparities including high 
rates of asthma, hypertension, diabetes, arthritis, generally poor health, and high rates of 
smoking.70  
 
With regard to maternal, child, and adolescent health, California ranks fourth among states in 
the number of births to American Indian mothers at about 3,700 per year, following Arizona 
(about 6,500), Oklahoma (about 6,500 per year), and New Mexico (about 4,000 per year).71 As 
a percentage of California’s annual births, about 0.5 percent are to American Indian or Alaska 
Native women.72  American Indians have high rates of infant mortality compared with other 
racial and ethnic groups in California and in the United States, second only to Blacks.  The 
statewide infant mortality rate in California is 5.4 deaths per 1,000 live births and 6.9 in the 
United States.  However, for American Indians the infant mortality rate is 7.6 in California and 
8.9 in the United States.73 American Indians in California have the highest rate of late prenatal 
care (beginning in the 3rd trimester) or no prenatal care among racial/ethnic groups at 8% 
compared with 2.7% of mothers statewide.72 
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Key challenges for assessing the health needs of American Indians in California include 
identifying the population clearly and obtaining sufficient sample size in public health 
surveillance data.  The quality of American Indian health data is compromised by racial 
misclassification and ambiguity of racial categories.  Misclassification of American Indians to 
other racial/ethnic groups is common in health records—46% of American Indian births were 
misclassified in one study of California birth certificates.74 Furthermore, public health surveys 
often collect sample sizes insufficient for analyses of the American Indian population in 
California.  For example, the Maternal and Infant Health Assessment (MIHA) survey includes 
few American Indian mothers because the statewide population giving birth is a small. 
 
Women of Reproductive Age 
 
In order to improve overall maternal and infant health, and to address the racial and ethnic 
disparities discussed above, attention must be extended from the prenatal period to include 
women’s health prior to entering pregnancy. Since the most critical period of fetal development 
occurs in the first weeks after conception, before many women even know they are pregnant, 
interventions that occur exclusively during pregnancy do not start early enough to confer full 
benefits to the fetus.  Further, many interventions required to improve maternal health take too 
long to achieve sufficient improvements in health status or behaviors during pregnancy, 
regardless of trimester of prenatal care initiation. Data for women of reproductive age describe 
indicators of women’s health prior to pregnancy, which have been related to subsequent 
maternal and infant outcomes. Although women of reproductive age were defined as those 15 
through 44 years old in a prior section, the primary source of data for this population in 
California is the California Women’s Health Survey (CWHS), which is restricted to women ages 
18 and older. 
Income (2) 
Populations with higher socioeconomic status experience fewer adverse MCAH outcomes and 
risk factors.15 Nearly all the health risks and outcomes that will be described below vary by 
income, with the best outcomes observed among the highest earners.  Socioeconomic status 
and race/ethnicity are closely related, and certain racial or ethnic groups are overrepresented 
among low-income populations. According to the California Health Interview Survey (CHIS), 
39.4% of women ages 18-44 were living at < 200% of the FPL in 2007.  This is a slight increase 
from 37.7% in 2005, but still less than 41.8% in 2003.  In 2007, the percent of women living at   
< 200% of the FPL was highest among Hispanic (60.4%) and Black (50.4%) women, compared 
with Asian/PI (26.6%) and White (20.1%) women. Many AI/AN women also reported income 
<200% FPL (56.6%), but the confidence interval was wide (Figure 2). 
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Figure 2. Income Less than 200% of the FPL
Percent (95% CI) of women ages 18 through 44, by race/ethnicity, 2007

Data source: California Health Interview Survey (CHIS)
Notes: FPL = Federal Poverty Level (FPL); PI = Pacific Islander; AI/AN = American 
Indian/Alaska Native
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Depression (3) 
Depression at any time in a woman’s life is devastating mentally and physically.  When it 
occurs before pregnancy, women are more likely to experience depression during and after 
pregnancy.  Untreated depression during pregnancy is associated with pregnancy 
complications. Maternal depression can also affect mothers’ physical health, well-being, 
parenting behavior, and social functioning, and it can also lead to maladaptive social, emotional, 
and cognitive development in children. Indeed, it has been shown that children’s health 
improves when their mother’s depression improves.   In California, the prevalence of 
depression among women of reproductive age (18-44) was 12.5% in 2008.  Depression did not 
differ according to race/ethnicity; however, it was more common among low-income groups. 
Among women with incomes ≤ 100% of the FPL, 19.1% screened positive for depression, 
compared with 8.8% among women with incomes > 200% of the FPL (

75, 76

77

76, 78-80

81

Figure 3). 
 
Figure 3. Current Depression*
Percent (95% CI) of women ages 18 through 44, by income, 2008

*PHQ-8 score of 10 or more defined as current depression
Data source: California Women's Health Survey (CWHS)
Notes: Income shown as a percent of the Federal Poverty Level (FPL)
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IPV (4) 
Like depression, intimate partner violence is often debilitating, both mentally and physically. Not 
only does IPV include physical abuse, it is characterized by a much larger pattern of efforts to 
exert power and control over an intimate partner, which often entails financial control, coercion, 
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and threats.   This climate undoubtedly inhibits contraceptive use and family planning and has 
a significant impact on sexual and reproductive health. Women who experience IPV are at 
greater risk of contracting sexually transmitted infections (STI) and having an unintended 
pregnancy.  In California, among women of reproductive age, those reporting physical or 
psychological IPV in the past 12 months declined between 2001 and 2008 from 13.1% to 8.8%. 
Although the sample size was not large enough to detect statistically significant differences 
between racial/ethnic groups, in 2008 the prevalence of IPV was lower among White women 
(7.5%) than among Black and Hispanic women (nearly 11%). Any reported IPV was also more 
common among women with incomes ≤ 100% of the FPL (14.7%), compared with 6.5% among 
women with incomes > 200% of the FPL (

82

83,84

Figure 4).  
 
Figure 4. IPV* in Past Year
Percent (95% CI) of women ages 18 through 44, by income, 2008

*Includes any physical or psychological abuse
Data source: California Women's Health Survey (CWHS)
Notes: Income shown as a percent of the Federal Poverty Level (FPL); IPV = intimate 
partner violence

6.5
7.1

14.7

8.8

0

6

12

18

24

0-100%  101-200%  > 200%

P
er

ce
nt

 (9
5%

 C
I)

State 
Total

 
Chronic Health Conditions (5) 
Chronic diseases during pregnancy are major contributors to poor maternal and infant health 
outcomes. There must be a focus on preventing the development of conditions, like asthma, 
diabetes, and hypertension during the earlier stages of life. Among women ages 18-44, in 2007 
13.6% had asthma, 3.0% had diabetes, and 10.6% had hypertension. Asthma was more 
common among Black (16.7%) and White (17.8%) women, compared with Hispanics (9.9%) 
and Asian/PIs (11.3%). Diabetes, on the other hand, was more common among Hispanic (4.5%) 
and Asian/PI (2.6%) women, compared with Blacks (2.2%) and Whites (1.8%). At 22.1%, Black 
women were much more likely to have hypertension than other racial/ethnic groups (Figure 5).   
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Figure 5. Chronic Health Conditions
Percent (95% CI) of women ages 18 through 44, by race/ethnicity, 2007

Data source: California Health Interview Survey (CHIS)
Notes: PI = Pacific Islander
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Oral Health  
Oral health is integral to general health and well-being, as oral infections can have profound 
effects on overall physical health, including cardiovascular disease, diabetes, pulmonary 
disease, and stroke.85 They are of particular concern among women of reproductive age 
because studies have linked maternal periodontal disease with increased risk of preterm birth, 
low birth weight, and gestational diabetes.86 Oral examinations and dental cleanings offer 
opportunities for risk screenings, health education, and effective interventions as part of routine 
oral health care. Oral diseases, such as periodontal disease and dental caries, are largely 
preventable and early detection of oral disease help women begin pregnancy in optimal health. 
Yet, among women of reproductive age these oral diseases are highly prevalent, especially 
among low-income and certain racial and ethnic minority groups.87 In California in 2008, almost 
one-third (30.2%) of women ages 18-44 did not receive routine dental care in the past year. 
More than half (52.7%) of the women who did not receive routine dental care stated that cost or 
lack of dental insurance was the main reason. 
Contraception (6) 
In California in 2003, 69.0% of sexually active women ages 18-44 were using contraception to 
prevent pregnancy (Figure 6). Conversely, approximately one-third of women were at risk of 
becoming pregnant, many of whom engage in health risk behaviors that could affect a future 
pregnancy. For instance, in the U.S. in 2003, 55% of women at risk of getting pregnant 
consumed alcohol, a risk factor for fetal alcohol syndrome.  It is recommended that family 
planning visits integrate preconception counseling, and that providers ask patients about their 
intent to become pregnant and offer counseling on contraceptive use.  In California, 
contraceptive use varied by race/ethnicity. Rates were lower among Hispanic (68.5%) and 
Asian (60.2%) women, compared with White women (72.2%).

88

89
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Figure 6. Contraceptive Use to Prevent Pregnancy*
Percent (95% CI) sexually active women ages 18 through 44, 2003

*Among women who did not self-report that they are lesbian and who had at least 1 sextual 
partner in the past 12 months.
Data source: California Health Interview Survey (CHIS)
Notes: PI = Pacific Islander; AI/AN = American Indian/Alaska Native
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STI (7) 
Women who do not use barrier methods of contraception are at risk for sexually transmitted 
infections (STIs). STIs, such as Chlamydia and Gonorrhea, often go undiagnosed in women and 
can have long-term consequences, leading to pelvic inflammatory disease, ectopic pregnancy, 
and infertility.  STIs among pregnant women are also associated with adverse outcomes 
among infants.  In 2009, the rate of Chlamydia among California women ages 20-44 was 995.6 
per 100,000 population (

90

91

Figure 7a). The rate of Gonorrhea was 94.9 (Figure 7b) and the rate of 
Syphilis was 0.9. The rate of Chlamydia was lowest among White (357.3) and Asian/PI (343.6) 
women and highest among Blacks (1884.5), Hispanics (873.7), and American Indian/Alaska 
Natives (AI/AN) (470.3). The same trends by race/ethnicity were observed for Gonorrhea. 
Because of small numbers, rates of syphilis by race/ethnicity are not shown. However, Black 
women did appear to have higher rates of syphilis than other groups. 
 
Figure 7a. Chlamydia Infection
Rate per 100,000 females ages 20 through 44, by race/ethnicity, 2009

Data sources: STD Control Branch, California Department of Public Health
http://www.cdph.ca.gov/data/statistics/Pages/STDDataTables.aspx Accessed 6/3/10;
State of California, Department of Finance, Race/Ethnic Population with Age and Sex 
Detail, 2000-2050 . Sacramento, California, July 2007
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Figure 7b. Gonorrhea Infection
Rate per 100,000 females ages 20 through 44, by race/ethnicity, 2009

Data sources: STD Control Branch, California Department of Public Health
http://www.cdph.ca.gov/data/statistics/Pages/STDDataTables.aspx Accessed 6/3/10; State 
of California, Department of Finance, Race/Ethnic Population with Age and Sex Detail, 2000-
2050 . Sacramento, California, July 2007
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Alcohol Use and Smoking (8) 
It is important that women limit consumption of alcohol and other substances in preparation for 
pregnancy, because they may not know they are pregnant until after a critical period of early 
fetal development, when defects or disabilities are at greatest risk of occurring.92 Because 
approximately half of all pregnancies in the U.S. are unintended, many women may not change 
their behavior in preparation for pregnancy—therefore, it is important that efforts increase 
awareness about the harmful effects of alcohol use among all women of reproductive age, 
regardless of pregnancy intent, in order to improve maternal and infant health, and to improve 
women’s health in general.93 In 2008, the percent of women ages 18-44 who reported drinking 
alcohol in the past month was 44.8%.  Reported drinking has decreased, especially in recent 
years. The prevalence in 2008 was 16% lower than it was in 2002 (53.6%) (Figure 8a). White 
women were more likely to report drinking in the past month (61.1%) compared with Blacks 
(44.4%) and Hispanics (27.7%) (Figure 8b). Whereas low-income women often report more risk 
behaviors and poorer health outcomes than women with higher incomes, alcohol use was least 
common among low-income women (25.4% among ≤ 100% FPL vs. 60.4% among >200% FPL) 
(Figure 8c). 
 
Figure 8a. Any and Binge Drinking* in Past Month
Percent of women ages 18 through 44, 2000-2008

*Defined as 5 or more drinks on one occasion through 2006, 4 or more in 2007-2008
Data source: California Women's Health Survey (CWHS)
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Figure 8b. Drank Alcohol in Past Month
Percent (95% CI) of women ages 18 through 44, by race/ethnicity, 2008

Data source: California Women's Health Survey (CWHS)
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Figure 8c. Smoking and Alcohol Use in Past Month 
Percent (95% CI) of women ages 18 through 44, by income, 2008

*Defined as 4 or more drinks
Data source: California Women's Health Survey (CWHS)
Notes: Income shown as a percent of the Federal Poverty Level (FPL)
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Excessive consumption of alcohol and binge drinking are of particular concern. The prevalence 
of binge drinking, defined as having 4 or more drinks on one occasion, among women ages 18-
44 was 12.8% in 2008 (Figure 8a). Women with incomes > 200% of the FPL (17.0%) were more 
likely to report binge drinking compared to women with incomes ≤ 100% of the FPL (7.9%) 
(Figure 8c). Although the sample size was not large enough to examine all racial/ethnic groups, 
White women were also more likely to report binge drinking than Hispanic women (16.1% vs. 
9.9%). 
 
Exposure to cigarette smoke is a preventable cause of disease among women of reproductive 
age and a preventable cause of adverse pregnancy outcomes.  Smoking during pregnancy 
increases the likelihood of preterm birth, low birth weight, stillbirth, SIDS, and infant mortality.94 
The sample size was not large enough to examine smoking within all racial/ethnic groups. 
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However, similar to drinking, White women were more likely to smoke—in 2008, 17.3% reported 
they currently smoked, compared with 6.5% of Hispanic women. Women with incomes > 200% 
of the FPL were the least likely to report smoking (8.8%), while the most likely were women with 
incomes ≤ 100% of the FPL (15.9%) (Figure 8c). Overall, the percent of reproductive aged 
women who reported they currently smoke steadily decreased from 17.0% in 2000 to 11.3% in 
2007, but increased slightly in 2008 (11.9%) (Figure 8d).  
 
Figure 8d. Smoking Status
Percent of women ages 18 through 44, 2000-2008

Data source: California Women's Health Survey (CWHS)
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Folic Acid (9) 
Similar to avoiding tobacco and alcohol, it is recommended that women take folic acid before 
conception.  Neural tube defects (NTDs) (e.g. spina bifida, anencephaly) affect 1 in every 
1,480 pregnancies in California. Consuming 400 μg of folic acid daily prior to conception has 
been found to reduce the risk of NTDs by as much as 80%.  The HP 2010 objective is to 
increase the proportion of women ages 15-44 who take folic acid daily to 80%. In California, the 
prevalence of daily folic acid use among women ages 18-44 was 40.0% in 2000, and showed 
little change through 2008 (39.2%) (

95

96,97

Figure 9a). Daily use was most common among White 
women (46.4%) and Asian/other races/ethnicities (44.1%), compared with Blacks (24.4%) and 
Hispanics (31.1%) (Figure 9b). Daily intake increased as income increased (28.6% among 
≤100%, 36.3% among 101-200%, and 47.7% among > 200% of the FPL) (Figure 9c). 
 
Figure 9a. Current Folic Acid Use
Percent of women ages 18 through 44, 2002-2008

Data source: California Women's Health Survey (CWHS)
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Figure 9b. Daily Folic Acid Use
Percent (95% CI) of women ages 18 through 44, by race/ethnicity, 2008

Data source: California Women's Health Survey (CWHS)
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Figure 9c. Daily Folic Acid Use
Percent (95% CI) of women ages 18 through 44, by income, 2008

Data source: California Women's Health Survey (CWHS)
Notes: Income shown as a percent of the Federal Poverty Level (FPL)                                     
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WIC and Food Stamps (10) 
Given that nearly half of women of reproductive age in California fall at or under 200% of the 
FPL, many women may not have access to affordable healthy foods.  Since foods high in added 
sugars and fats are cheaper, women with low incomes may be less likely to follow 
recommendations to achieve an optimal weight and adopt a healthy diet before becoming 
pregnant.  Depending on income, family, and household characteristics, some women of 
reproductive age qualify for assistance programs, such as food stamps or the Special 
Supplemental Nutrition Program for Women, Infants, and Children (WIC). Both programs have 
seen a substantial increase in participants over the last decade. In 2008, 10.5% of women ages 
18-44 were on food stamps during the past year, which was nearly double the prevalence in 
2001 (5.7%) (Figure 10). The prevalence of women who reported they were on WIC in the past 
12 months also increased, from 15.5% in 2000 to 19.1% in 2008. Food stamps were most 
common among Black (28.9%) and Hispanic (16.1%) women, compared with White women 
(5.4%). Additionally, WIC was most common among Hispanic women—41% reported they were 
on WIC in the past year, compared with 16.7% of Blacks, 6.0% of Whites, and 7.6% of other 
races/ethnicities. 
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Figure 10. WIC and Food Stamps in Past Year                         
Percent of women ages 18 through 44, 2000-2008

*Data not available
Data source: California Women's Health Survey (CWHS)
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Overweight and Obesity (11) 
Women who are overweight or obese before conception have an increased likelihood of multiple 
pregnancy and delivery complications, including gestational diabetes, pregnancy-induced 
hypertension, fetal macrosomia, cesarean delivery, and delivering a low birth weight infant, 
which pose severe health risks to both pregnant women and their infants.  In 2008, 24.2% of 
women ages 18-44 were overweight. Another 24.6% were obese, which was a 22% increase 
from the prevalence in 2005 (20.1%). Black and Hispanic women were more likely to have a 
Body Mass Index (BMI) above normal (69.4% and 61.0%, respectively), compared with White 
women (42.1%) and other races/ethnicities (31.7%). Furthermore, nearly half of all Black 
women were obese, whereas non-Black women with a BMI above the normal range were more 
likely to be overweight than obese (

98

Figure 11). Overweight and obesity were also more common 
among women with lower incomes. 
 
Figure 11. Overweight and Obesity
Percent (95% CI) of women ages 18 through 44, by race/ethnicity, 2008

Data source: California Women's Health Survey (CWHS)
Notes: BMI = Body Mass Index
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Pregnant and Postpartum Women and Infants 
 
The roots of pregnancy outcomes for mothers and infants can be found in the earlier life stages 
of women and in their overall health status prior to pregnancy.  Unfortunately, too many women 
in California enter pregnancy in poor health. For all women, pregnancy presents opportunities 
for positive change, but for some, pregnancy can also be a period of vulnerability. Health 
conditions arising from individual, social, environmental and other factors during pregnancy can 
have powerful impacts not only on short term outcomes for the mother, but on her health during 
subsequent pregnancies and her overall life course health trajectory.   
 
For the infant, in utero experiences relate not only to birth outcomes, but set the stage for life 
long health status, impacting child development, chronic disease status in adulthood, and 
reproductive outcomes for females. Optimization of this critical developmental stage through 
support for healthy pregnancies can help to ensure that infants get a healthy start to life. 
Conversely, lost opportunities may contribute to poor birth outcomes for infants, such as low 
birth weight and preterm birth, which lead to great burdens on families, communities, and 
society.   
 
Maternal Health: Pregnancy 
Income (12) 
In 2008, over half (57.9%) of women with a live birth in California had incomes ≤ 200% of the 
FPL (Figure 12a). Poverty differed widely according to race/ethnicity: 72.7% of Black women 
and 81.9% of Hispanic women with a recent live birth had incomes ≤ 200% of the FPL, 
compared with 31.6% of White and 28.7% of Asian/Pacific Islander (PI) women (Figure 12b). 
Despite the current recession and increases in unemployment, the number of recent mothers 
with incomes ≤ 200% of the FPL in 2008 was similar to the prevalence in 2000 (58.3%).  
However, the effects of the current economic situation may not yet be reflected in the data.  
 
Figure 12a. Income as a Percent of the FPL
Percent of mothers with a recent live birth, 2000-2008

Data source: Maternal and Infant Health Assessment Survey (MIHA)
Notes: FPL = Federal Poverty Level
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Figure 12b. Income ≤ 200% of the Federal Poverty Level
Percent (95% CI) of mothers with a recent live birth, by race/ethnicity, 2008

Data source: Maternal and Infant Health Assessment Survey (MIHA)
Notes: PI = Pacific Islander
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Economic Hardships 
Still, the extent to which poverty and other hardships affect recent mothers paints a disturbing 
picture of the pregnancy experiences of women in California. During the years 2002-2006, 43% 
of all California women with a live birth experienced at least one of 11 measured hardships 
during pregnancy, including inability to pay bills, job loss or partner’s job loss, food insecurity, 
and lack of emotional support.  Lower-income groups reported more hardships; however, even 
among women with incomes > 400% of the FPL, 13% experienced at least one hardship during 
pregnancy. Common hardships were not being able to pay bills (26% among ≤ 200% FPL), job 
loss (14% among ≤ 100% FPL and 11% among 101-200% FPL), partner job loss (16% among  
≤ 100% FPL and 11% among 101-200% FPL), and homelessness (7% among ≤ 100% FPL and 
3% among 101-200% FPL).99 
Support and Divorce/Separation 
In addition to economic hardship, many women suffer from lack of emotional support and 
stressful, even dangerous, relationships with their partners. During the years 2002-2006, many 
women, particularly low-income women, reported that during pregnancy they had no one to turn 
to for comfort (15% among ≤ 100% FPL and 9% among 101-200% FPL). In these income 
brackets, respectively, 22% and 16% of women reported having no practical support, like having 
someone to turn to for a ride or help with shopping or cooking a meal. Furthermore, 13% and 
7% of women in these respective groups reported separation or divorce during pregnancy. 100 

IPV (13) 
Unfortunately, some women also experience abuse by their partner during pregnancy, which is 
associated with delayed entry into prenatal care, miscarriage, and various pregnancy 
complications, including harm to the fetus from physical abuse and mental stress and 
depression of the mother.  In California, physical IPV in the 12 months 83,84,76 before pregnancy 
declined from 4.9% in 2002 to 3.2% in 2008. The prevalence of physical IPV during pregnancy 
did not follow the same downward trend; it remained relatively unchanged from 2002 (3.8%) 
through 2008 (3.5%) (Figure 13a). Reported psychological abuse (with no reporting of physical 
abuse) was more common than any physical abuse during pregnancy (6.3% vs. 3.5%, 
respectively, in 2008) (Figure 13b). Black and Hispanic women reported IPV during pregnancy 
(physical or psychological) more frequently (16.9% and 12.5%, respectively) than did White and 
Asian/PI women (5.3% and 7.6%, respectively) (Figure 13c). Any IPV was also more common 
among women with lower incomes (16.3% among ≤ 100% FPL vs. 2.5% among > 400% FPL) 
(Figure 13d). 
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Figure 13a. Physical IPV Before and During Pregnancy
Percent of mothers with a recent live birth, 2002-2008

Data source: Maternal and Infant Health Assessment Survey (MIHA)
Notes: IPV = intimate partner violence; data on psychological violence was not collected 
until 2005
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Figure 13b. Type of IPV During Pregnancy
Percent (95% CI) of mothers with a recent live birth, 2008

Data source: Maternal and Infant Health Assessment Survey (MIHA)
Notes: IPV = intimate partner violence
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Figure 13c. IPV* During Pregnancy
Percent (95% CI) of mothers with a recent live birth, by race/ethnicity, 2008

*Includes any physical or psychological abuse
Data source: Maternal and Infant Health Assessment Survey (MIHA)
Note: IPV = intimate partner violence; PI = Pacific Islander
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Figure 13d. IPV* During Pregnancy
Percent (95% CI) of mothers with a recent live birth, by income, 2008

*Includes any physical or psychological abuse
Data source: Maternal and Infant Health Assessment Survey (MIHA)
Notes: Income shown as a percent of the Federal Poverty Level (FPL); IPV = intimate 
partner violence
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Depression (14) 
As the previous section indicated, about 12% of women of reproductive age suffer from current 
depression. Women who suffer from depression before pregnancy are more likely to have 
depression during and after pregnancy, which is associated with maternal health risk behaviors, 
such as poor nutrition, substance use, and problems for children.  In 2008 in California, 
recent mothers were asked about two of the nine DSM-IV symptoms used in diagnosing major 
depressive disorder—a depressed mood and markedly less interest or pleasure in nearly all 
activities. Overall, 19.2% reported they had both symptoms most of the day, for two weeks or 
longer, during their pregnancy. Depression during pregnancy was most common among Blacks 
and Hispanics (27.7% and 22.5%, respectively), compared with White and Asian/PI women 
(15.2% and 12.1%, respectively) (

76, 101, 78,80

Figure 14a). Reported depression during pregnancy 
decreased as income increased (Figure 14b). 
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Figure 14a. Depression* During Pregnancy
Percent (95% CI) of mothers with a recent live birth, by race/ethnicity, 2008

*Depressed and lost interest in things usually enjoyed, 2 weeks or longer
Data source: Maternal and Infant Health Assessment Survey (MIHA)
Notes: PI = Pacific Islander
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Figure 14b. Depression* During Pregnancy
Percent (95% CI) of mothers with a recent live birth, by income, 2008

*Depressed and lost interest in things usually enjoyed, 2 weeks or longer
Data source: Maternal and Infant Health Assessment Survey (MIHA)
Note: Income shown as a percent of the Federal Poverty Level (FPL)
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Chronic Health Conditions (15) 
The cumulative affects of economic and social hardships and mental health problems on 
physical well-being include chronic health conditions. Among women giving birth in California, 
the prevalence of conditions like diabetes, hypertension, and asthma at the time of labor and 
delivery has steadily increased over the past decade. In 2000, 5.6% of women had an ICD9-CM 
code  for hypertension at the time of labor and delivery. Since then, the number of women with 
hypertension has steadily increased to 6.6% in 2007.  Gestational or pre-existing diabetes at 
delivery has also increased, from 5.0% in 2000 to 7.4% in 2007.  Additionally, in 2000, 1.0% of 
women had a code for asthma at the time of labor and delivery.  Since then, asthma has also 
steadily increased to 2.1% in 2007 (

1

Figure 15a). Asthma and hypertension were more common 
among Black (5.3% and 11.2%, respectively) and White (2.9% and 7.0%) women, compared 
with Hispanic (1.5% and 6.2%, respectively) and Asian/PI women (1.4% and 5.1%, 

                                                 
1 The International Classification of Diseases, Ninth Revision, Clinical Modification is the system of 
assigning codes to diagnoses and procedures associated with hospital utilization in the United States. 
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respectively). In contrast, diabetes was more common among Hispanic (8.0%) and Asian/PI 
(10.8%) women, compared with Black (5.3%) and White (5.6%) women (Figure 15b). 
 
Figure 15a. Chronic Health Conditions at Delivery 
Percent of labor and delivery hospitalizations, 2000-2007

Data source: Office of Statewide Health Planning and Development (OSHPD) Patient 
Discharge Data
Notes: HTN stands for hypertension; ICD9-CM codes 493 (asthma); 250, 775.1, 648.0, 
648.8 (diabetes); 401.0,  401.1, 401.9, 402–405, 437.2, 642 (hypertension)                             
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Figure 15b. Chronic Health Conditions at Delivery 
Percent (95% CI) of labor and delivery hospitalizations, 2007

Data source: Office of Statewide Health Planning and Development (OSHPD) Patient 
Discharge Data
Notes: ICD9-CM codes 493 (asthma); 250, 775.1, 648.0, 648.8 (diabetes); 401.0,  401.1, 
401.9, 402–405, 437.2, 642 (hypertension)  
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Oral Health 
Poor oral health and oral infections during pregnancy increase risk of adverse birth outcomes, 
including low birth weight and preterm birth.75 Moreover, infections, such as dental caries, are 
transmissible from mother to infant after birth.102 In California during the period 2002-2007, 65% 
of all women with a live birth reported receiving no dental care during pregnancy, 52% reported 
a dental problem during pregnancy, and 62% of those women did not receive care. Visiting the 
dentist varied by maternal characteristics, overall and among women with a dental problem. 
Even though women who are typically considered disadvantaged (e.g. less educated, on Medi-
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Cal, low-income, unmarried, non-English-speaking) were the least likely to receive dental care, 
over 40% of women in the highest income category also reported lack of dental care during 
pregnancy.103 
Overweight and Obesity (16) 
Obesity is a major contributor to increases in chronic health conditions, and California has seen 
a rise in pre-pregnancy obesity. In 2000, 24.0% of women were overweight and 13.2% were 
obese, prior to pregnancy. In 2008, the prevalence of overweight remained about the same 
(25.1%), but the prevalence of obesity rose to 18.4% (Figure 16a). Blacks (55.7%) and 
Hispanics (53.0%) had the highest prevalence of pre-pregnancy overweight and obesity, 
followed by Whites (37.9%) and Asian/PIs (19.8%). Furthermore, a greater proportion of Blacks 
and Hispanics who had a BMI above the normal range were obese, whereas most White and 
Asian/PI women with a BMI above normal were overweight (Figure 16b). Overweight and 
obesity were also more common among women with the lowest incomes, compared to women 
with the highest incomes (50.4% among ≤ 100% FPL vs. 31.2% among > 400% FPL). 
 
Figure 16a. Pre-Pregnancy Weight*
Percent of mothers with a recent live birth, 2000-2008

*Body Mass Index <18.5=underweight; 18.5-24.9=normal; 25-29.9=over; ≥30=obese
Data source: Maternal and Infant Health Assessment Survey (MIHA)
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Figure 16b. Pre-Pregnancy Overweight and Obesity
Percent (95% CI) of mothers with a recent live birth, by race/ethnicity, 2008

Data source: Maternal and Infant Health Assessment Survey (MIHA)
Notes: BMI = Body Mass Index; PI = Pacific Islander
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Weight Gain Pregnancy (17) 
It is important to enter pregnancy at a healthy weight because women who enter pregnancy 
above the normal BMI are more likely to gain excessive weight during pregnancy, which is 
associated with cesarean delivery, large-for-gestational-age (a marker of neonatal morbidity), 
postpartum weight retention, and childhood obesity later in life. It is recommended that women 
return to a healthy weight after pregnancy because overweight and obesity can contribute to 
subsequent chronic health problems among mothers, as well as pregnancy complications and 
adverse birth outcomes in subsequent pregnancies.104 Although the percent of women who gain 
weight within the Institute of Medicine (IOM) recommended ranges during pregnancy has 
increased in recent years, from 33.4% in 2000 to 38.0% in 2008, nearly half (43.0%) of all 
women gained excessive weight during pregnancy (Figure 17a). Black (52.3%) and White 
(51.6%) women had the highest prevalence of excessive gain. In comparison, only 38.2% of 
Hispanics gained above the recommended range during pregnancy, despite the fact that 
Hispanic women had a prevalence of pre-pregnancy overweight/obesity that was higher than 
other groups. Furthermore, Hispanic women were more likely to gain below the recommended 
ranges (23.3%), compared with Black (15.6%) and White (13.2%) women (Figure 17b). Women 
with incomes ≤ 100% of the FPL were also more likely to report inadequate weight gain during 
pregnancy (23.9%, which was above the state average of 19.0%) (Figure 17c).  
 
Figure 17a. Weight Gain* During Pregnancy
Percent of mothers with a recent live birth, 1999-2008

*Gain below, within, or above ranges recommended by the Institute of Medicine (IOM), May 
2009
Data source: Maternal and Infant Health Assessment Survey (MIHA)
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Figure 17b. Weight Gain* During Pregnancy
Percent (95% CI) of mothers with a recent live birth, by race/ethnicity, 2008

*Gain below, within, or above ranges recommended by the Institute of Medicine (IOM), May 
2009
Data source: Maternal and Infant Health Assessment Survey (MIHA)
Notes: PI = Pacific Islander
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Figure 17c. Weight Gain* During Pregnancy
Percent (95% CI) of mothers with a recent live birth, by income, 2008

*Gain below, within, or above ranges recommended by the Institute of Medicine (IOM), May 
2009
Data source: Maternal and Infant Health Assessment Survey (MIHA)
Notes: Income shown as a percent of the Federal Poverty Level (FPL)
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WIC and Food Security (18) 
Over half of all women with a live birth in California fall at or under 200% of the FPL, making 
many women eligible for WIC and/or food stamps during pregnancy. It is therefore not surprising 
that in 2008, 52.8% of women reported they were on WIC during pregnancy, an increase from 
50.5% in 2000 (Figure 18a). Overall, 9.7% of women reported food insecurity. In 2008, 14.4% of 
women were on food stamps. Black and Hispanic women were more likely to be on WIC, 
receive food stamps, and report food insecurity than White and Asian/PI women (Figure 18b). 
 

Page 61 



California 2011-2015 Title V MCAH Needs Assessment 
 

Figure 18a. WIC and Food Insecurity During Pregnancy
Percent of mothers with a recent live birth, 2000-2008

*Data not available
Data source: Maternal and Infant Health Assessment Survey (MIHA)
Notes: Food insecurity measured using a 6-item scale developed by the U.S. Department of 
Agriculture (USDA), where scores 3-6 represent food insecurity
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Figure 18b. WIC and Food Insecurity During Pregnancy
Percent (95% CI) of mothers with a recent live birth, by race/ethnicity, 2008

Data source: Maternal and Infant Health Assessment Survey (MIHA)
Notes: Food insecurity measured using a 6-item scale developed by the U.S. Department of 
Agriculture (USDA), where scores 3-6 represent food insecurity; 
PI = Pacific Islander
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Alcohol Use and Smoking (19) 
The paragraphs above have described physical and mental health outcomes among California 
women during pregnancy and surrounding social and economic contexts that contribute to poor 
prenatal health. Although many women enter pregnancy in less than optimal health, pregnancy 
also presents opportunities to practice more healthy behaviors that lead to improved maternal 
and infant outcomes. However, some women engage in risk behaviors shortly before and during 
pregnancy. Prenatal exposure to alcohol is one of the leading preventable causes of birth 
defects and developmental disabilities in the U.S.  Therefore, the U.S. Surgeon General 
recommends abstinence from alcohol among women who are pregnant or are planning to 
become pregnant and states there is no known amount or timing of alcohol that is considered 
safe to consume during pregnancy.  

105
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In 2008, the percent of women who reported drinking alcohol in the first or third trimester was 
12.9%, a 33% decrease from the high of 19.2% in 2001 (Figure 19a). Almost 25% of White 
women reported drinking during pregnancy in 2008. Blacks and Hispanics were less likely to 
report drinking (16.8% and 7.3%, respectively) (Figure 19b). Alcohol consumption during the 1st 
or 3rd trimester increased as reported income increased. Women with incomes > 400% of the 
FPL were the most likely to report drinking (21.1%), compared with 8.6% among women with 
incomes ≤ 100% of the FPL (Figure 19c).  
 
Figure 19a. Smoking and Drinking During Pregnancy
Percent of mothers with a recent live birth, 2000-2008

*Smoked during the 3rd trimester; drank during the 1st or 3rd trimester
Data source: Maternal and Infant Health Assessment Survey (MIHA)
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Figure 19b. Smoking and Drinking During Pregnancy
Percent (95% CI) of mothers with a recent live birth, by race/ethnicity, 2008

*Smoked during the 3rd trimester; drank during the 1st or 3rd trimester
Data source: Maternal and Infant Health Assessment Survey (MIHA)
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Figure 19c. Drinking* During Pregnancy
Percent (95% CI) of mothers with a recent live birth, by income, 2008

*Drank during the 1st or 3rd trimester
Data source: Maternal and Infant Health Assessment Survey (MIHA)
Notes: Income shown as a percent of the federal poverty level (FPL)
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The effects of smoking during pregnancy are well documented and were described above.  The 
HP 2010 objective is to reduce the prevalence of prenatal smoking to 1%. In the Pregnancy 
Risk Assessment Monitoring System (PRAMS) in 2007 the site-specific prevalence of smoking 
during the third trimester ranged from 4.7% (New York City) to 30.0% (West Virginia). In 
comparison, in 2008 in California, the percent of women who reported smoking cigarettes in the 
3  trimester was 3.3%, up slightly from 2.6% in 2007.  Before this year’s increase, the percent 
of women who reported smoking in their last trimester had decreased from 4.8% in 2000 to 
2.6% in 2007 (

rd

Figure 19a). In 2008, the prevalence of smoking during the 3  trimester was 
higher among Black (9.7%) and White (7.1%) women, compared with Hispanic women (1.0%) 
(

rd

Figure 19b). Smoking was also more common among women with incomes ≤ 100% of the FPL 
(5.6%) compared with women with incomes > 100% of the FPL (2.5%). 
Folic Acid (20) 
Even among high risk populations, daily folic acid consumption prior to conception may 
successfully decrease NTD-affected pregnancies.  Less than one third of women delivering a 
live birth in California reported daily intake of supplements containing folic acid prior to 
pregnancy between 2000 (27.3%) and 2008 (31.3%) (

106

Figure 20a). Nearly half (47.5%) of White 
women reported daily use compared with only 38.2% of Asian/PI, 23.4% of Black, and 20.3% of 
Hispanic women (Figure 20b). The prevalence of daily use increased as income increased 
(Figure 20c). 
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Figure 20a. Folic Acid Use Just Before Pregnancy
Percent of mothers with a recent live birth, 2000-2002, 2005-2008

Data source: Maternal and Infant Health Assessment Survey (MIHA)
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Figure 20b. Daily Folic Acid Use Just Before Pregnancy
Percent (95% CI) of mothers with a recent live birth, by race/ethnicity, 2008

Data source: Maternal and Infant Health Assessment Survey (MIHA)
Notes: PI = Pacific Islander
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Figure 20c. Daily Folic Acid Use Just Before Pregnancy
Percent (95% CI) of mothers with a recent live birth, by income, 2008

Data source: Maternal and Infant Health Assessment Survey (MIHA)
Notes: Income shown as a percent of the Federal Poverty Level (FPL)
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Unintended Pregnancy (21) 
Because risk behaviors affect fetal development during the early weeks of pregnancy, often 
before a woman knows she is pregnant, pregnancy planning is important. Women who plan 
their pregnancies are more likely to take folic acid and to abstain from using tobacco and 
alcohol during pregnancy.  For these reasons, efforts aimed at promoting healthy 
preconception and prenatal behaviors have encouraged women to establish a reproductive life 
plan, which is a set of goals about when and whether to have children and how this fits into 
one’s life course.   In California, there is a continued need for these efforts, as nearly half of all 
women with a live birth in 2007 reported their pregnancy was unintended (44.6%), which has 
changed little since 2000 (46.0%) (

107

95,3

Figure 21a).  Unintended pregnancy was more common 
among Black and Hispanic women (64.8% and 49.4%, respectively) than among White and 
Asian/PI women (37.1% and 33.0%, respectively) (Figure 21b). The prevalence of unintended 
pregnancy also differed widely by income level.  It was most common among women with 
incomes ≤ 100% of the FPL (59.4%), and the prevalence decreased as income increased. 
 
Figure 21a. Pregnancy Intent*
Percent of mothers with a recent live birth, 2000-2007

*Intended pregnancies were defined as wanted at that time; unintended pregnancies were 
defined as 1) mistimed (wanted but later), 2) unwanted (at that time or in the future), or 3) 
the woman did not know what she wanted
Data source: Maternal and Infant Health Assessment Survey (MIHA)
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Figure 21b. Unintended Pregnancy
Percent (95% CI) of mothers with a recent live birth, by race/ethnicity, 2007

Data source: Maternal and Infant Health Assessment Survey (MIHA)
Notes: PI = Pacific Islander
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Maternal Health: Morbidity and Mortality 
Maternal Mortality (22) 
Maternal mortality, defined as deaths within 42 days postpartum, is an indicator of the overall 
health status of communities and countries. Although relatively rare in the U.S., maternal 
mortality is thought to be the “tip of the iceberg,” meaning that for every woman who dies from 
complications relating to childbirth, many more women suffer from severe and debilitating 
morbidity.  Indeed, rising rates of maternal mortality in California reflect rising rates of chronic 
health conditions, such as hypertension and diabetes, as well as complications at the time of 
labor, such as blood clotting problems and bleeding during delivery.  
 
The HP 2010 objective is to reduce the number of maternal deaths to 4.3 per 100,000 live 
births.  In California, the maternal mortality rate continues to rise, from 10.2 deaths per 100,000 
live births during the years 2000-2002 to 14.0 during the years 2006-2008. The pregnancy-
related mortality rate, defined as the number of obstetric-related deaths within one year 
postpartum per 100,000 live births,108 also rose from 10.3 to 16.4 during the same time period 
(Figure 22a). Black women have the highest maternal mortality rate (Figure 22b). In 2008, the 
maternal mortality rate for Blacks was 30.6, compared with White women who had the lowest 
rate of 10.9.   
 
Figure 22a. Maternal and Pregnancy-Related Mortality
Rate per 100,000 live births in 3 year aggregates, 2000-2008

Data sources: Birth and Death Statistical Master Files (BSMF/DSMF)
Note: MMR = maternal mortality rate (deaths within 42 days postpartum); 
PRMR = pregnancy-related mortality rate (deaths within 1 year postpartum)
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Figure 22b. Maternal and Pregnancy-Related Mortality
Rate per 100,000 live births (95% CI), by race/ethnicity, 2008

Data sources: Birth and Death Statistical Master Files (BSMF/DSMF)
Note: MMR = maternal mortality rate (deaths within 42 days postpartm); 
PRMR = pregnancy-related mortality rate (deaths within 1 year postpartum)
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Race and ethnicity are not risk factors in themselves but may be markers of social, economic, 
cultural, healthcare access, quality of care and other interrelated factors that increase risk of 
death among pregnant women.  When researchers examined mortality in the U.S. due to the 
five major complications of pregnancy (hemorrhage, eclampsia, preeclampsia, abruptio 
placentae, placenta previa), they found these complications did not occur at higher rates among 
Black women, but that Black women were two to three times more likely to die from these 
complications than White women.109  
Maternal Morbidity (23) 
If maternal deaths are the tip of the iceberg, then there is a large pool of surviving women who 
have experienced complications related to pregnancy and childbirth, resulting in inpatient care 
while pregnant, extended hospitalization before delivery, complications during labor, and 
additional outpatient care. Whereas there were 90 pregnancy-related deaths in California in 
2008, an even greater number of women experienced complications at the time of labor and 
delivery that, although not fatal, were severe. “Near miss” complications at delivery were 
assessed using the WHO method of disease-based and procedure-based groups.110 The 
disease-based group (a “near miss” diagnosis) consisted of severe anesthesia complications, 
renal failure, heart failure, puerperal cerebrovascular disorders, obstetric pulmonary embolism, 
pulmonary edema, adult respiratory syndrome, deep venous thrombosis, disseminated 
intravascular coagulation, sepsis, and shock. The procedure-based group (a “near miss” 
procedure) included hysterectomy, blood transfusions, and ventilation.  
 
In 2007, 4.9 out of every 1,000 delivery hospitalizations had a “near miss” diagnosis, which has 
remained relatively stable since 2000.  However, during this same time period, the number of 
“near miss” procedures performed increased from 4.7 to 8.1 per 1,000 delivery hospitalizations 
(Figure 23a). Black women were more likely to have severe complications of delivery than other 
racial/ethnic groups.  In 2007, the rate of “near miss” diagnoses was 8.5 among Blacks 
compared with the rate among Hispanic (4.5), White (5.0), and Asian/PI (4.7) women. The rate 
of “near miss” procedures was higher among Blacks (12.5) than among Hispanics (8.2), which 
were both higher than the rate observed among White women (6.9) (Figure 23b). Although the 
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rate of “near miss” procedures increased among all racial/ethnic groups, the rate increased the 
most (by 112%) among Black women, from 5.9 in 2000 to 12.5 in 2007 (Figure 23c). 
 
Figure 23a. Severe "Near Miss" Complications at Delivery     
Rate per 1,000 delivery hospitalizations, 2000-2007

Data source: Office of Statewide Health Planning and Development (OSHPD) Patient 
Discharge Data
Notes: DX stands for diagnosis and includes deliveries with an ICD9-CM diagnosis code for 
anesthesia complications, renal or heart failure, puerperal cerebrovascular disorders, 
obstetric pulmonary embolism, pulmonary edema, adult respiratory syndrome, deep venous 
thrombosis, disseminated intravascular coagulation, sepsis, or shock; 
PR stands for procedure and includes deliveries with an ICD9-CM procedure code for 
hysterectomy, blood transfusions, or ventilation                                  
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Figure 23b. Severe "Near Miss" Complications at Delivery
Rate per 1,000 delivery hospitalizations (95% CI), by race/ethnicity, 2007

Data source: Office of Statewide Health Planning and Development (OSHPD) Patient 
Discharge Data
Notes: Diagnosis includes deliveries with an ICD9-CM diagnosis code for anesthesia 
complications, renal or heart failure, puerperal cerebrovascular disorders, obstetric 
pulmonary embolism, pulmonary edema, adult respiratory syndrome, deep venous 
thrombosis, disseminated intravascular coagulation, sepsis, or shock; 
procedure includes deliveries with an ICD9-CM procedure code for hysterectomy, blood 
transfusions, or ventilation; PI = Pacific Islander
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Figure 23c. Severe "Near Miss" Procedures at Delivery          
Rate per 1,000 delivery hospitalizations, by race/ethnicity, 2000-2007

Data source: Office of Statewide Health Planning and Development (OSHPD) Patient 
Discharge Data
Notes: "Near miss" procedures include deliveries with an ICD9-CM procedure code for 
hysterectomy, blood transfusions, or ventilation; PI = Pacific Islander
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C-Sections (24) 
Rising rates of cesarean sections (c-sections) in recent years are thought to contribute to the 
rising rates of maternal morbidity described above. In the U.S., the c-section rate increased by 
50%, from 20.7% in 1996 to 31.1% in 2006.  Similarly, in California, there was a 39.3% 
increase, from 23.4% in 2000 to 32.6% in 2008 (

111

Figure 24a). Black women had the highest 
prevalence of c-section (37.3%), compared with Hispanic (32.0%), White (32.6%), Asian 
(32.4%), PI (32.5%), and AI/AN (32.4%) women (Figure 24b).  
 
Figure 24a. Delivery Method
Percent of live births, 1998-2008

Data source: Birth Statistical Master File (BSMF)
Notes: VBAC = vaginal birth after cesarean section
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Figure 24b. Cesarean Sections
Percent (95% CI) of live births, by race/ethnicity, 2008

Data source: Birth Statistical Master File (BSMF)
Note: PI = Pacific Islander; AI/AN = American Indian/Alaskan Native
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Although some c-sections are medically necessary (e.g. due to maternal health conditions, such 
as eclampsia), public health efforts have focused on identifying and preventing elective c-
sections. For instance, research has found that rising trends in c-sections in California are 
independent of maternal age and other demographic characteristics previously associated with 
increased risk of c-section. Additionally, not attempting labor has been used as a marker for 
electing c-section.  In California from 1999 through 2005 there was a 33% increase in primary 
c-sections without labor and a 69% increase in repeat c-sections without labor. Because certain 
circumstances increase risk of c-section (e.g. multiple births, prior c-section, breech 
presentation), the rate among nulliparous, term, singleton, and vertex (NTSV) births is also used 
as a marker of c-sections among relatively low-risk births. California has seen an increase in c-
sections among NTSV births, from 24.4% in 2005 to 26.3% in 2008.

112

 
 
Infant Health: Morbidity and Mortality 
Infant Mortality (25) 
Infant death is a critical indicator of the health of a population. It reflects the overall state of 
maternal health as well as the quality and accessibility of primary health care available to 
pregnant women and infants.113 The HP 2010 objective is to reduce the rate of infant deaths to 
4.5 per 1,000 live births, the rate of neonatal deaths (among infants < 28 days) to 2.9, and the 
rate of postneonatal deaths (among infants 28 days to 1 year) to 1.2. California has not met any 
of these objectives. However, from 2000 to 2008, the infant mortality rate decreased from 5.4 
per 1,000 live births to 5.1, the neonatal mortality rate decreased from 3.7 to 3.4, and the 
postneonatal mortality rate remained relatively the same (Figure 25a). 
 

Page 71 



California 2011-2015 Title V MCAH Needs Assessment 
 

Figure 25a. Infant Mortality
Rate per 1,000 live births, 2000-2008

Data sources: Birth and Death Statistical Master Files (BSMF/DSMF)
Notes: Infant deaths < 1 year; neonatal < 28 days; postneonatal 28 days - 1 year
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Although infant mortality rates have decreased among all racial/ethnic groups overtime, 
disparities among select populations still exist. In 2008, infant mortality rates were lowest among 
Asian women (3.1) and highest among Black women (12.1). The infant mortality rate among 
Black women was three times the rate among White women (4.1) (Figure 25b). The breakdown 
of neonatal and postneonatal deaths also differs by race/ethnicity. A larger proportion of infant 
mortality among Blacks, PIs, and AI/ANs occurs in the postneonatal period. In comparison, a 
larger proportion of infant deaths among Hispanics, Whites, and Asians occur in the neonatal 
period.  
 
Figure 25b. Infant Mortality
Rate per 1,000 live births (95% CI), by race/ethnicity, 2008

Data sources: Birth and Death Statistical Master Files (BSMF/DSMF)
Notes: PI = Pacific Islander, AI/AN = American Indian/Alaska Native
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Although the disparity in the infant mortality rate primarily affects Black women and infants, the 
burden in California is largely experienced by Hispanics because of the size of the Hispanic 
birthing population (Figure 25c). Acknowledging disparities in both rates and frequencies is 
important for public health program planning in California. 
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Figure 25c. Number of Infant Deaths
Number of deaths, by race/ethnicity, 2008

Data sources: Birth and Death Statistical Master Files (BSMF/DSMF)
Notes: PI = Pacific Islander; AI/AN = American Indian/Alaska Native
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Fetal and Perinatal Mortality (26) 
Since only live births are counted in infant mortality rates, taking into account perinatal and fetal 
deaths provides a more complete picture of perinatal health. The perinatal mortality rate 
includes both deaths of live-born infants through the first 7 days of life and fetal deaths after 28 
weeks of gestation. Between 2000 and 2007, the perinatal mortality rate decreased from 5.9 to 
5.3 per 1,000 live births plus fetal deaths (Figure 26a). This rate is still higher than the HP 2010 
objective of 4.5. In 2007, the perinatal mortality rate was lowest among Asian women (3.7) and 
highest among Black women (10.6) (Figure 26b).  
 
Figure 26a. Fetal, Perinatal, and Infant Deaths
Rate per 1,000 live births/fetal deaths, 2000-2008

*Data not available
Data sources: Fetal Death, Birth and Death Statistical Master Files (BSMF/DSMF)
Notes: Fetal (≥20 wks gestation) and perinatal (28 wks gestation-7 days postpartum) deaths 
per 1,000 live births + fetal deaths; infant death (<1 year) per 1,000 live births
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Figure 26b. Fetal and Perinatal Deaths
Rate per 1,000 live births/fetal deaths (95% CI), by race/ethnicity, 2007

Data sources: Fetal Death, Birth and Death Statistical Master Files (BSMF/DSMF)
Notes: Fetal (≥20 wks gestation) and perinatal (28 wks gestation-7 days postpartum) deaths 
per 1,000 live births + fetal deaths; PI = Pacific Islander
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LBW (27) 
Many complex factors drive the high rates of infant, fetal, and perinatal mortality among Blacks.  
Low birth weight (LBW) and preterm birth are strong predictors of infant mortality. The HP 2010 
objective is to reduce the proportion of LBW births to no more than 5.0%; California has not met 
this objective. The percent of LBW births increased from 6.2% in 2000 to 6.9% in 2005, and 
remained relatively unchanged from 2005 through 2008 (Figure 27a). California reports lower 
rates of LBW births compared with the U.S. population (8.2% in 2007).  However, due to the 
size of the birthing population in California, the burden of LBW is still large. There were nearly 
37,580 LBW births in 2008 and nearly half were among Hispanic women (

71

Figure 27b). The 
percent of LBW births among Black women (12.4%) is over double the percent among 
Hispanics (6.1%). At 6.4% and 7.8%, respectively, White and Asian women also have higher 
rates of LBW compared with Hispanics (Figure 27c). 
 
Infants who weigh less than 1,500 grams, or who are born very low birth weight (VLBW), have 
the greatest risk of dying in the first year of life.113 The HP 2010 objective is to reduce the 
proportion of VLBW births to no more than 0.9%. Since 2000, the percent of VLBW births has 
been stable in California, hovering around 1.2% (Figure 27a). Compared with Whites, 
Hispanics, and Asians, the percent of Black VLBW births was about 2 times higher (2.7% vs. 
1.0%) (Figure 27c).  
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Figure 27a. Low Birth Weight and Very Low Birth Weight  
Percent of live births, 2000-2008

Data source: Birth Statistical Master File (BSMF)
Notes: LBW = low birth weight (<2,500 grams); VLBW = very low birth weight (<1,500 
grams); births weighing <227 grams or >8165 grams were excluded from the analysis
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Figure 27b. Number of Low Birth Weight Births
Number of births, by race/ethnicity, 2008

Data source: Birth Statistical Master File (BSMF)
Notes: LBW = low birth weight (<2,500 grams); VLBW = very low birth weight (<1,500 
grams); births weighing <227 grams or >8165 grams were excluded from the analysis; PI = 
Pacific Islander; AI/AN = American Indian/Alaska Native
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Figure 27c. Low Birth Weight and Very Low Birth Weight
Percent (95% CI) of all live births, by race/ethnicity, 2008

Data source: Birth Statistical Master File (BSMF)
Notes: LBW = low birth weight (<2,500 grams); VLBW = very low birth weight (<1,500 
grams); births weighing <227 grams or >8165 grams were excluded from the analysis; PI = 
Pacific Islander; AI/AN = American Indian/Alaska Native
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Preterm Birth (28) 
Yet approximately 1 in 10 babies in California is born preterm (before 37 weeks). The preterm 
birth rate has not improved since 2000, and through 2005, showed small increases. In 2008 the 
prevalence of preterm birth was 10.7% (Figure 28a). Because multiple births are more likely to 
have a short gestation, the percent of preterm births among singletons was slightly lower 
(9.2%). The HP 2010 objective is to reduce the proportion of preterm births among all live births 
to no more than 7.6%. In 2008, Black women had preterm birth rates (15.4%) that were higher 
than the HP 2010 objective and higher than all other racial/ethnic groups. Preterm births were 
also higher among PI (12.8%) and AI/AN (13.1%) women, compared with Hispanics (10.8%). At 
9.7% in each group, White and Asian women had lower rates of preterm birth than women of 
other races/ethnicities (Figure 28b). 
 
Figure 28a. Preterm Births
Percent of all live births, 2000-2008

*Preterm births = < 37 weeks gestation; late preterm = 34-36 weeks gestation
Data source: Birth Statistical Master File (BSMF)
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Figure 28b. Preterm Births
Percent (95% CI) of all and singleton live births, by race/ethnicity, 2008

Data source: Birth Statistical Master File (BSMF)
Notes: PI = Pacific Islander; AI/AN = American Indian/Alaska Native
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Late preterm births that occur between 34 and 36 weeks gestation represent over 70% of all 
preterm births in California and in the U.S.   They also continue to make up a greater 
proportion of preterm births—71.7% in 2000 and 73.2% in 2008 in California.

114

 Late preterm 
births are also associated with infant morbidity and mortality.113 As a group, late preterm births 
can shed light on increasing morbidities among the pregnant population because many 
deliveries before 37 weeks gestation are medically indicated due to fetal or maternal conditions, 
like placental abruption and eclampsia. It is also thought that some late preterm deliveries are 
elective and reflect non-medical issues, such as scheduling considerations.114 This is 
particularly concerning because scheduled or elective inductions can increase risk of c-
section.115 Preventing elective late preterm births may improve infant and maternal outcomes. 
PPOR (29) 
Social conditions such as poverty, lack of social support, racial discrimination, and other 
sources of stress also play an important role in birth outcomes, and may occur not only during 
pregnancy but also across a woman’s entire lifespan, potentially affecting subsequent 
generations.  Nevertheless, there is no definitive scientific evidence about how to decrease 
racial disparities in birth outcomes and the known causes of poor birth outcomes, such as 
smoking, alcohol, drugs, and chronic medical conditions, do not completely explain disparities in 
infant mortality.116 However, it is known that birth outcomes and infant health are closely 
connected to maternal health. Therefore, special attention is paid to maternal health and factors 
related to preterm birth, which offer the greatest possibility for decreasing deaths during the 
perinatal period.  The Perinatal Periods of Risk (PPOR) methodology has been used to map 
perinatal health into four periods of fetal-infant risk and their associated causes: maternal health 
and prematurity, maternal care, newborn care, and infant health (CityMatCH methodology).   
 
Figure 29a shows the PPOR map for all of California based on birth cohort data from 2006 
(Figure 29a).  The total California fetal-infant mortality rate was 7.2 fetal and infant deaths per 
1,000 live births and fetal deaths.  The largest proportion of deaths occurred within the 
“Maternal Health/Prematurity” cell.  About 42% of the statewide rate was contributed by factors 
related to maternal health and prematurity (3.0 of 7.2). 
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Figure 29a. Fetal-Infant Mortality Rate Map  
Total State Population, California 2006 

 
 
Figure 29b shows the PPOR map for California’s Hispanic population based on birth cohort data 
from 2006 (Figure 29b).  The fetal-infant mortality rate among Hispanics was 7.1.  The largest 
proportion of deaths occurred within the “Maternal Health/Prematurity” cell.  About 42% of the 
rate was contributed by factors related to maternal health and prematurity (3.0 of 7.1). 
 
Figure 29b. Fetal-Infant Mortality Rate Map  
Hispanic Population, California 2006 

 
 
Figure 29c shows the PPOR map for California’s White population based on birth cohort data 
from 2006 (Figure 29c).  The fetal-infant mortality rate among Whites was 6.9.  The largest 
proportion of deaths also occurred within the “Maternal Health/Prematurity” cell.  About 38% of 
the rate was contributed by factors related to maternal health and prematurity (2.6 of 6.9). 
 
Figure 29c. Fetal-Infant Mortality Rate Map  
Non-Hispanic White Population, California 2006 
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Figure 29d shows that the Black fetal-infant mortality rate is almost double the statewide rate at 
13.4 (Figure 29d).  For Blacks, the PPOR map indicates that about 50% of the rate is 
contributed by deaths related to maternal health and prematurity (6.7 of 13.4).  These data point 
to the important role of programs like the Black Infant Health program and maternal mortality 
review for addressing perinatal health in California. 
 
Figure 29d. Fetal-Infant Mortality Rate Map  
Non-Hispanic Black Population, California 2006 

 
 
Each of the four PPOR cells for Blacks shows a disparity in fetal-infant mortality when compared 
with the White population.  Overall fetal-infant mortality is twice as high; the maternal health and 
prematurity cell is 2.5 times greater; the infant health cell is 2.1 times greater; the maternal care 
cell is 1.4 times greater; and the newborn care cell is 1.3 times greater. 
Causes of Infant Deaths (30) 
The leading cause of infant death in 2008 was congenital malformations, deformations, and 
chromosomal abnormalities (congenital malformations) (Figure 30). The rate of deaths due to 
congenital malformations was 131.4 per 100,000 live births, followed by disorders related to 
short gestation and low birth weight, not elsewhere classified (66.5); Sudden Infant Death 
Syndrome (SIDS) (7.2%), and maternal complications of pregnancy (35.5). 
 
Figure 30. Leading Causes of Infant Death
Rate per 100,000 live births, 2008

Data Sources: Birth and Death Statistical Master Files (BSMF/DSMF)
Notes: LBW = low birth weight; NEC = not elsewhere classified; 
ICD-10 codes: (1) Q00-Q99, (2) P07, (3) R95, (4) P01, (5) P02, (6) P50-52, P54, (7) P22, (8) I00-
I99, (9) V01-X59, (10) P201-21
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Neural Tube Defects (31) 
In California approximately 1 in 33 births are affected by a structural birth defect, which can lead 
to mental retardation, long-term medical care and disability, and death.  Neural tube defects 117
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(NTDs), a group of conditions affecting the brain and spinal cord, including anencephaly, spina 
bifida, and encephalocele, are some of the most common and the most serious types of birth 
defects, and have a substantial public health impact. NTDs are monitored in-depth in eight 
counties in California’s Central Valley. In 2006 the incidence of NTDs in the eight counties 
studied was .72 per 1,000 fetal deaths plus live births. The rate of anencephaly was .27, the rate 
of spina bifida was .41, and the rate of encephalocele was 0.04 (Figure 31). Although the rates 
of anencephaly and spina bifida were comparable to past years in California, the rate for 
encephalocele has dropped from an average rate of 0.07 per 1,000 in 2002. It should be noted 
that these counties do not represent the state as a whole because their maternal population is 
younger and a greater proportion of women are Hispanic relative to the state population.  
 
Figure 31. Neural Tube Defects in 8 California Counties*
Rate per 1,000 (95% CI) fetal deaths and live births, 2006

*In Fresno, Kern, Kings, Madera, Merced, San Joaquin, Stanislaus and Tulare counties; 
excludes military births and all cases with single gene disorders and abnormal 
chromosomes
Data sources: Birth Statistical Master File (BSMF), fetal death file, hospital charts, genetics 
clinic data
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SIDS (32) 
Although there has been a marked reduction in Sudden Infant Death Syndrome (SIDS), SIDS 
remains a leading cause of postneonatal death among all racial/ethnic groups in California.  The 
SIDS rate decreased by 43%, from 41.8 per 100,000 live births in 2000 to 23.8 in 2006, but 
increased in 2007 and 2008 for the first time since 1994. The rate of SIDS among Black infants 
was 89.5 per 100,000 live births during the period 2005-2007, over twice the rate among Whites 
(36.2) (Figure 32). A reduction in the rate of death from SIDS, particularly among Blacks, would 
contribute greatly to reducing the overall infant mortality rate and to closing the Black-White gap 
in postneonatal death.  
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Figure 32. Sudden Infant Death Syndrome
Rate per 100,000 live births (95% CI), by race/ethnicity, 2005-2007

Data source: Birth and Death Statistical Master Files (BSMF/DSMF)
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It is thought that trends in SIDS over the past decade have been influenced by changes in 
definitions used by local coroners and medical examiners in determining and reporting the 
cause and manner of sudden unexpected infant deaths (SUIDs).118 Recent evidence has shown 
that the national decline in SIDS, from 1996 through 2004, was offset by an increase in 
accidental suffocation and strangulation in bed (ASSB) and cause unknown deaths.119 Because 
ASSB and cause unknown deaths share many of the same risk factors and socio-demographic 
characteristics as SIDS, risk reduction efforts may address the full range of SUIDs. 
Sleep Environment (33) 
Even with changes in coding, the decline in SIDS over the last several decades is largely 
attributed to the success of “Back-to-Sleep” campaigns. In California, the number of women with 
a recent live birth who report usually placing their infant to sleep on their back has increased 
substantially, from 60.4% in 2000 to 72.2% in 2008 (Figure 33a). However, some groups still fall 
below the state average. Black and Hispanic women were less likely to place their infant to 
sleep on their backs (59.5% and 68.2%, respectively), compared with White (78.2%) and 
Asian/PI women (78.8%) (Figure 33b). 
 
Figure 33a. Usual Infant Sleep Position
Percent of mothers with a recent live birth, 2000-2008

Data source: Maternal and Infant Health Assessment Survey (MIHA)
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Figure 33b. Usual Infant Sleep Environment
Percent (95% CI) of mothers with a recent live birth, by race/ethnicity, 2008

Data source: Maternal and Infant Health Assessment Survey (MIHA)
Notes: PI = Pacific Islander
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In more recent years, SIDS prevention efforts have expanded to focus on other risk factors in 
the sleep environment, such as co-sleeping. In 2005, the American Academy of Pediatrics 
recommended that infants be placed to sleep on their backs in a crib that meets safety 
standards and that is proximate to, but separate from the parent’s bed.  In 2008, 40% of 
mothers with a recent live birth reported their infant slept in the same bed with them or with 
someone else always or often. Bed-sharing was more common among Black (60.1%), Hispanic 
(44.7%), and Asian/PI (43.1%) women, compared with White women (27.7%) (

120

Figure 33b). The 
prevalence of infants who were placed on their backs increased and the prevalence of bed-
sharing decreased as income increased (Figure 33c). 
 
Figure 33c. Usual Infant Sleep Environment
Percent (95% CI) of mothers with a recent live birth, by income, 2008

Data source: Maternal and Infant Health Assessment survey (MIHA)
Notes: Income shown as a percent of the Federal Poverty Level (FPL)
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Postpartum Period 
Postpartum Contraception (34) 
In 2008, 88.7% of women with a recent live birth reported they were currently doing something 
to prevent pregnancy in the postpartum period, including abstaining from sex or using a method 
of contraception. Overall, 22.5% of all women reported their main method of contraception was 
condoms. Birth control pills (20.0%), Intrauterine Devices (IUDs) (11.7%), and abstinence 
(9.6%) were the next most common forms of postpartum contraception. Any postpartum 
contraception use did not appear to vary by race/ethnicity (Figure 34).  
 
Figure 34. Postpartum Contraception Use*
Percent (95% CI) of mothers with a recent live birth, by race/ethnicity, 2008

*Any contraception use at time of response, including abstinence from sex
Data source: Maternal and Infant Health Assessment survey (MIHA)
Notes: PI = Pacific Islander
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Breastfeeding (35) 
Breastfeeding initiation shortly after birth is critical to establishing feeding practices and 
sustaining breastfeeding after the mother and infant leave the hospital. Although the prevalence 
of any in-hospital breastfeeding increased from 76.5% in 1994 to 86.6% in 2007, exclusive 
breastfeeding rates have remained stagnant at approximately 40%. Therefore, the gap between 
exclusive breastfeeding and supplemented breastfeeding is wide and continues to grow (Figure 
35a). 
 
Figure 35a. Any and Exclusive In-Hospital Breastfeeding 
Percent of mothers with a recent live birth, 1994-2007

Data source: California Department of Public Health, Genetic Disease Screening Program, 
Newborn Screening Database
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It is recommended that educational efforts take into account women’s attitudes toward formula 
feeding and promote breastfeeding as the normal way to feed infants. Rather than focusing on 
the tremendous benefits of breastfeeding, some populations may benefit from messages that 
convey the risks of formula feeding and the costs to health and the community of not 
breastfeeding. For instance, a recent study found that preference for formula feeding affects the 
likelihood that Black women will initiate breastfeeding.121 Indeed, in 2007 in California, Black 
women had the lowest in-hospital breastfeeding initiation rates (74.7%) and only a third of Black 
women breastfed exclusively. Although 85.8% of Hispanic women breastfed their infants in the 
hospital, they also had the lowest rates of exclusive breastfeeding (32.4%). Over half of 
breastfeeding Hispanic women gave their infants formula during the hospital stay, while less 
than one third of breastfeeding White women supplemented with formula (Figure 35b). 
 
Figure 35b. In-Hospital Breastfeeding
Percent of mothers with a recent live birth, by race/ethnicity, 2007

Data source: California Department of Public Health, Genetic Disease Screening Program, 
Newborn Screening Database
Notes: PI = Pacific Islander; AI/AN = American Indian/Alaska Native

56.6

33.1 32.4

63.6

43.7

87.174.7 85.8 90.0 87.986.6

0

20

40

60

80

100

Black Hispanic White Asian/PI AI/AN

P
er

ce
nt

State 
Total, 
Any 
Breast-
feeding Exclusive

Supple-
mented

 
 
Undoubtedly, hospital policies and practices affect whether women initiate and continue 
breastfeeding. In 2007, the Centers for Disease Control and Prevention (CDC) administered a 
national survey of maternity care policies and practices, entitled the Maternity Practices in Infant 
Nutrition and Care (mPINC) Survey, at all facilities providing maternity care in the United States. 
Results from the survey indicate that birth facilities throughout the nation are not providing 
maternity care that is fully supportive of breastfeeding. California is no exception; the mean total 
mPINC score among the 201 facilities that participated was 69 out of 100. Among the seven 
subscales, the highest mean score in California (82) was for breastfeeding assistance (i.e., 
assessment, recording, and instruction provided on infant feeding); while the lowest (49) was for 
breastfeeding support after discharge (i.e., provision of “gift packs” containing infant formula, 
postpartum follow-up/referrals).122 The American Academy of Pediatrics (AAP) recommends 
inclusion of specific elements in facility breastfeeding policies. The percent of California facilities 
reporting each of the elements of a model written breastfeeding policy are as follows: pacifier 
use (47.8%), in-service training (52.2%), prenatal breastfeeding classes (52.7%), exclusive 
breastfeeding (58.2%), teaching lactation maintenance during separation (73.6%), asking about 
mothers’ feeding plans (78.6%), breastfeeding on-demand (79.1%), referral of mothers with 
breastfeeding problems (79.1%), 24 hour/day rooming-in (81.1%), and early initiation of 
breastfeeding (85.6%). Clearly, work must be done by the CDPH to ensure facilities adopt 
evidence-based maternity care policies and practices that are supportive of breastfeeding. 
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It is important that women have the knowledge and support to continue breastfeeding after they 
return home from the hospital. The HP 2010 objective is to increase to 40% the proportion of 
mothers who breastfeed exclusively through 3 months. In California in 2008, 39% of Black and 
39% of Hispanic mothers reported breastfeeding exclusively at 1 month postpartum.  By three 
months postpartum, only White mothers (46.0%) met the objective, while less than one third of 
Hispanic (26.1%) and Black (19.9%) mothers breastfed exclusively (Figure 32c). Breastfeeding 
at 3 months was also least common among low-income women. 
 
Figure 35c. Breastfeeding at 3 Months
Percent (95% CI) of mothers with a recent live birth, by race/ethnicity, 2008

Data source: Maternal and Infant Health Assessment Survey (MIHA)
Notes: PI = Pacific Islander
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Postpartum Depression (36) 
As the previous section indicated, about 19% of women with a recent live birth reported 
depression during pregnancy in 2008. The percent reporting depression dropped in the 
postpartum period (15.0%). Postpartum depression was most common among Blacks and 
Hispanics (18.1% and 16.4%, respectively), compared with White and Asian/PI women (13.9% 
and 10.0%, respectively) (Figure 36a). Furthermore, depression after pregnancy decreased as 
income increased (Figure 36b).  
 
Figure 36a. Postpartum Depression*
Percent (95% CI) of mothers with a recent live birth, by race/ethnicity, 2008

*Depressed and lost interest in things usually enjoyed, 2 weeks or longer
Data source: Maternal and Infant Health Assessment Survey (MIHA)
Notes: PI = Pacific Islander
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Figure 36b. Postpartum Depression*
Percent (95% CI) of mothers with a recent live birth, by income, 2008

*Depressed and lost interest in things usually enjoyed, 2 weeks or longer
Data source: Maternal and Infant Health Assessment Survey (MIHA)
Note: Income shown as a percent of the Federal Poverty Level (FPL)
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Maternal factors in the postpartum period, particularly depression, are important because they 
impact many aspects of maternal and child health. Women who experience postpartum 
depression, for instance, are less likely to breastfeed.123 Additionally, postpartum depression not 
only affects a mother’s physical health, but can influence parenting behavior, social functioning, 
and lead to maladaptive social, emotional, and cognitive development in children.101, 124-126 The 
status of maternal health in California, as described above, undoubtedly shapes the contexts in 
which children live and grow. The following sections move on to discussing child and adolescent 
health and development. 
 
Child and Adolescent Health 
 
Child and adolescent health provide the foundation upon which adult health is built. When 
children and adolescents are physically and emotionally healthy, they are more likely to succeed 
in school, behave appropriately, and have healthy relationships. Vice versa, supportive 
environments at school, within the community, and at home are important for proper 
development and for emotional and physical.57  
 
In this section, the environments in which children live and learn are emphasized because they 
impact cognitive, emotional, and social development, particularly during the first years of life.124, 

125 Because children do not live in isolation, it is imperative that they are seen in the context of 
their family, early care and education providers, peer groups, and their larger physical and 
cultural surroundings. Children are dependent on others to provide them with safe, stable, and 
supportive environments where their physical, social, emotional, and educational needs are 
met.  As their child’s first teacher, parents can do things at home to promote development, such 
as reading to their child daily, limiting screen time, and preparing healthy foods. Likewise, 
children look to their parents to keep them safe from injury and harm and to take them to the 
doctor for routine preventative care and to manage chronic conditions. Schools also play a role, 
as this is where children spend a significant portion of their day. It seems obvious that in order 
for children to be able to concentrate and learn they must be in a school environment that is 
safe and conducive to learning.  Similarly, the physical environment is very important—poor 
indoor air quality affects half of the nation’s schools and this has been shown to have negative 
effects on student’s academic achievement and can exacerbate symptoms among children with 
asthma.126, 127 Unsafe neighborhoods create stress on the child and neighborhoods without 
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amenities such as parks impact children’s physical activity levels and weight.  Finally, children 
who are born with a disability or special need, or who might be delayed in their development, 
depend on parents, health care providers, schools, and early care and education providers for 
early identification and intervention so that these children have the best chance at normal 
development.   
 
Child Health 
Vaccination/Immunization (37) 
Parents and other caregivers ensure that children are protected from infection and injury in early 
childhood. As in other industrialized countries, vaccinations have contributed to decreases in 
childhood mortality in California and in the U.S. The percent of children 19-35 months old who 
received the full schedule of age-appropriate immunizations against measles, heamophilus 
influenza, and hepatitis B steadily increased from 75.3% in 2000 to 81.3% in 2004, and has 
remained similar since then (80.6% in 2008). It is recommended that children 6 months through 
18 years old get an annual flu shot.128 In 2007, only 32.6% of children 6 months through 18 
years old had a flu shot in the past year. The prevalence among White children was low 
(28.8%), compared with the prevalence among Hispanic (33.0%) and Asian/PI (42.6%) children 
(Figure 37). 
 
Figure 37. Had Flu Shot in the Past 12 Months
Percent (95% CI) of children 6 months through 18 years, by race/ethnicity, 2007

Data source: California Health Interview Survey (CHIS)
Notes: PI = Pacific Islander
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Causes of Death and Hospitalization (38) 
In California, child mortality rates decreased from 2000 through 2008, from 28.7 to 21.3 per 
100,000 children ages 1-4.  The mortality rate for children ages 5-14 also declined from 15.6 to 
11.2 per 100,000 children between 2000 and 2008.129 Given improvements in vaccinations and 
reductions in infectious disease, injuries are the leading cause of mortality among children. 
Unintentional injuries were the leading cause of death among children in 2007, and homicide 
ranked in the top five causes (Figure 38a). Among children ages 1-4, most fatal unintentional 
injuries were due to motor vehicle traffic (MVT) collisions (n = 59) and drowning (n = 53), and 
homicide was the leading intentional cause (n = 31). Among children ages 5-14, most 
unintentional deaths were also due to MVT collisions (n = 121) and homicide was the leading 
intentional cause (n = 39).130 
 

Page 87 



California 2011-2015 Title V MCAH Needs Assessment 
 

 

Figure 38a. Leading Causes of Child Death
Number of children ages 1 through 4 and 5 through 14, 2007

Data source: kidsdata.org
http://www.kidsdata.org/data/topic/Dashboard.aspx?cat=49 Accessed 4/22/10
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Injuries also rank among the leading causes of childhood morbidity and hospitalization. In 2008, 
there were over 10,600 non-fatal injury-related hospitalizations among children ages 1-11 (18.0 
per 10,000) (California Department of Public Health, Safe and Active Communities Branch 
(SAC), July 6, 2010). Unintentional falls (n = 4,119), MVT collisions (n = 1,065), other 
unintentional injuries (n = 1,013), poisoning (n = 779), and natural/environment injuries (n = 603) 
were the five leading causes of injury-related hospitalization (Figure 38b).    
 
Figure 38b. Leading Causes of Hospitalization for Injuries*
Number of children ages 1 through 11, 2008

*Non-fatal injuries
Data source: EPICenter California Injury Data Online
Notes: The leading five causes were all unintentional injuries
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Child Restraints 
Many child injuries sustained in MVT collisions may be prevented through proper use of child 
restraint systems.  When properly used, child restraint systems reduce fatalities by 71% for 
infants and 54% for toddlers in passenger cars.131  Booster seats reduce the risk of injury for 
children 4 to 7 years of age by 59% compared to the use of vehicle seat belts alone.132 The 
California Vehicle Code now requires all children under age 16 years to be appropriately 
restrained in a motor vehicle, and specifically identifies that children under 6 years old or 60 
pounds should be in a child restraint system in the rear seat. However, research has shown that 
even when child safety seats are used, up to 90% are not installed properly.133 Among California 
children under age 7, there were 47 deaths and 1,680 injuries associated with incorrect or lack 
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of child safety restraints in vehicle crashes in 2009 (California Department of Public Health, Safe 
and Active Communities Branch (SAC), July 6, 2010).  
Bicycle Injuries and Helmet Use (39) 
Of hospitalizations for MVT collisions, nearly 10% were the result of a motor vehicle collision 
with a bicycle (n = 127) and there were another 423 hospitalizations to children ages 1-11 for 
non-MVT bicycle-related injuries. Helmet use greatly reduces risk of brain injury and 
hospitalization among children, and California law mandates that children under age 18 wear a 
helmet while riding a bicycle.  In California in 2003, 62.6% of children ages 6-11 who ride 
bikes always wore a helmet. Helmet use was more common among White children (77.4%), 
compared with Asian/PI (67.3%), Black (53.2%), and Hispanic (50.1%) children (

134

Figure 39). 
 
Figure 39. Always Wears a Helmet while Riding a Bike*
Percent (95% CI) of children ages 6 through 11, by race/ethnicity, 2003

*Among children who ride bikes
Data source: California Health Interview Survey (CHIS)
Notes: PI = Pacific Islander
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Child Abuse (40) 
Although it did not rank in the top five causes of injury-related hospitalization, there were 140 
hospitalizations among children ages 1-11 due to assault in 2006. An even greater number of 
children experience child abuse. Reported child abuse cases decreased from 12.2 per 1,000 in 
2000 to 9.8 per 1,000 in 2008 (Figure 40a). However, in 2008, there were still 97,558 cases of 
substantiated abuse. The most common form of reported child abuse was general neglect, 
followed by substantial risk (e.g. threat of harm), and emotional and physical abuse (Figure 
40b). Black (25.0 per 1,000) and AI/AN children (19.9) experienced higher rates of child abuse 
than Hispanics (10.1), Whites (8.4), and Asian/PIs (4.0) (Figure 40c). 
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Figure 40a. Substantiated Cases of Child Abuse
Rate per 1,000 children ages 0 through 17, 2000-2008

Data source: Needell, B., Webster, D., Armijo, M., Lee, S., Dawson, W., Magruder, J., Exel, 
M., Cuccaro-Alamin, S., Williams, D., Zimmerman, K., Simon, V., Hamilton, D., Putnam-
Hornstein, E., Frerer, K., Lou, C., Peng, C. & Moore, M. (2010). Child Welfare Services 
Reports for California. Retrieved 7/7/2010, from University of California at Berkeley Center 
for Social Services Research website. URL: <http://cssr.berkeley.edu/ucb_childwelfare>
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Figure 40b. Type of Child Abuse
Number of substantiated cases of abuse among children ages 0 through 17, 2008

Data source: Needell, B., Webster, D., Armijo, M., Lee, S., Dawson, W., Magruder, J., Exel, M., Cuccaro-
Alamin, S., Williams, D., Zimmerman, K., Simon, V., Hamilton, D., Putnam-Hornstein, E., Frerer, K., Lou, 
C., Peng, C. & Moore, M. (2010). Child Welfare Services Reports for California. Retrieved 7/7/2010, from 
University of California at Berkeley Center for Social Services Research website. URL: 
<http://cssr.berkeley.edu/ucb childwelfare>
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Figure 40c. Substantiated Cases of Child Abuse
Rate per 1,000 children ages 0 through 17, by race/ethnicity, 2008

Data source: Needell, B., Webster, D., Armijo, M., Lee, S., Dawson, W., Magruder, J., Exel, 
M., Cuccaro-Alamin, S., Williams, D., Zimmerman, K., Simon, V., Hamilton, D., Putnam-
Hornstein, E., Frerer, K., Lou, C., Peng, C. & Moore, M. (2010). Child Welfare Services 
Reports for California. Retrieved 7/8/2010, from University of California at Berkeley Center 
for Social Services Research website. URL: <http://cssr.berkeley.edu/ucb_childwelfare>
Notes: PI = Pacific Islander; AI/AN = American Indian/Alaska Native
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Parent-Rated Health Status (41) 
In addition to injuries, developmental disorders and chronic health conditions have significant 
impacts on child health and well-being. Overall, a child’s health status, as perceived by his or 
her parents, is a useful indicator of general health and functionality. In 2007, 76.3% of California 
children ages 1-11 were reported to be in excellent or very good health by their parents. 
Excellent/very good health was reported more frequently by Whites (90.8%), compared with 
Asian/PIs (76.7%), Blacks (74.6%), and Hispanics (66.6%) (Figure 41). 
 
Figure 41. Parent-Rated Excellent or Very Good Health
Percent (95% CI) of children ages 1 through 11, by race/ethnicity, 2007

Data source: California Health Interview Survey (CHIS)
Notes: PI = Pacific Islander
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Developmental/Chronic Conditions (42) 
In 2005 in California, 5.6% of children ages 1-11 had a condition that limited or prevented 
activities usual for the child’s age. Asian/PI children were least likely to have a limiting condition 
compared with other racial/ethnic groups (Figure 42a). Of the 16 chronic health conditions 
measured in the National Survey of Children’s Health (NSCH), 11 were available at the state-
level in California in 2007. Common health conditions among California children through 17 
years old included asthma (8.0%), learning disabilities (7.9%), Attention Deficit Disorder 
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/Attention Deficit Hyperactivity Disorder (ADD/ADHD) (4.1%), developmental delay (3.5%), and 
speech problems (3.0%) (Figure 42b). In 2003, 4.9% of children ages 1-11 needed therapy for a 
developmental problem, and 10.3% were prescribed medication for a special need (Figure 42c). 
 
Figure 42a. Condition that Limits Activities Usual for Age
Percent (95% CI) of children ages 1 through 11, by race/ethnicity, 2005

Data source: California Health Interview Survey (CHIS)
Notes: PI = Pacific Islander
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Figure 42b. Current Chronic Health Conditions
Percent (95% CI) of California children ages 2 through 17, 2007

Data Source:National Survey of Children's Health (NSCH)
Notes: Percent of children ages 2-17, unless otherwise noted; ADD = Attention Deficit Disorder; 
ADHD = Attention Deficit Hyperactivity Disorder
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Figure 42c. Treatment for Special Needs
Percent of children ages 1 through 11, by race/ethnicity, 2003

Data source: California Health Interview Survey (CHIS)
Notes: PI = Pacific Islander

0

4

8

12

16

20

24

Black 6.3 18.5

Hispanic 4.5 8.6

White 5.8 11.6

Asian/PI 2.1 5.7

State Total 4.9 10.3

State Line 0.3 0.3

Needs therapy for special 
behavioral problem

Prescribed medication            
for special need

P
er

ce
nt

* 
(9

5%
 C

I)

 
ADD/ADHD (43) 
ADD/ADHD is one of the most common neurobehavioral disorders of childhood. Children with 
the disorder have trouble paying attention, controlling impulsive behaviors, and are often overly 
active. The causes of ADD/ADHD are not well understood and diagnosis is often not 
straightforward, as other conditions have similar symptoms. ADD/ADHD diagnosed in childhood 
often lasts into adulthood.  Among children ages 3-11, 3.7% were ever diagnosed with 
ADD/ADHD. Diagnosis was more common among White children (4.7%) compared with 
Hispanic (2.8%) and Asian/PI (2.1%) children. ADD/ADHD was highest (8.3%) among Blacks, 
but the confidence interval was wide (

135

Figure 43). 
 
Figure 43. Ever Diagnosed with ADD/ADHD
Percent (95% CI) of children ages 3 through 11, by race/ethnicity, 2007

Data source: California Health Interview Survey (CHIS)
Notes: PI = Pacific Islander; ADD = Attention Deficit Disorder; ADHD = Attention Deficit 
Hyperactivity Disorder
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Asthma (44) 
Asthma is one of the most common long-term diseases of childhood. Uncontrolled, asthma 
causes wheezing and coughing, poor sleep, missed school, limited physical activity, 
hospitalization, and in some cases, death.136, 137 In 2007 in California, 13.4% of children ages 1-

Page 93 



California 2011-2015 Title V MCAH Needs Assessment 
 

11 had ever been diagnosed with asthma. Asthma diagnosis was highest among Black children 
(19.4%) and lowest among White children (11.9%) (Figure 44). Although asthma diagnosis was 
highest among children ages 5-11 (15.4%) compared with children ages 1-4 (10.0%), young 
children have higher rates of emergency department (ED) visits and hospitalization for asthma 
than other age groups. In 2005 in California, there were 92.6 ED visits and 24.8 hospitalizations 
for asthma per 10,000 children ages 0-4. In comparison, the rate of ED visits for asthma among 
children ages 5-14 was 58.2 per 10,000.138  
 
Figure 44. Ever Diagnosed with Asthma
Percent (95% CI) of children ages 1 through 11, by race/ethnicity, 2007

Data source: California Health Interview Survey (CHIS)
Notes: PI = Pacific Islander
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Second Hand Smoke (45) 
In addition to maternal smoking during pregnancy, maternal exposure to environmental tobacco 
smoke (ETS), or second hand smoke, may increase risk of asthma symptoms in young 
children.  Continued exposure to ETS after birth is also associated with symptoms of 
asthma and asthma-related emergency department visits in childhood.  Furthermore, 
regulation of smoking in public places has made smoking in the home the primary source of 
fetal, infant, and childhood exposure to second-hand smoke.  In California in 2007, 2.6% of 
children ages 1-11 lived in a house where there was smoking indoors. The prevalence was 
higher among Black children (7.7%), compared with Hispanic children (1.5%) (

139, 140

141, 142

143

Figure 45). The 
rates among White and Asian/PI children were 3.3% and 2.5%, respectively. 
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Figure 45. Exposure to Smoking in the Household
Percent (95% CI) of children ages 1 through 11, by race/ethnicity, 2007

Data source: California Health Interview Survey (CHIS)
Notes: PI = Pacific Islander
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Oral Health (46) 
In addition to developmental disorders, chronic health conditions, and injuries, the oral health 
status of children in California is of particular concern, as the condition of children’s teeth in 
California was ranked the third worst in the country in the 2007 National Survey of Children’s 
Health (NSCH).144 In 2007, 8.0% of California children ages 1-5 and 18.5% of children ages 6-
11 had teeth that were in fair or poor condition, as reported by their parents (Figure 46). These 
were well above the national averages of 5.4% among children ages 1-5 and 11.5% among 
children ages 6-11.  Furthermore, in 2007, 3.2% of California children ages 1-5 had two or 
more oral health problems in the past six months. At 15.6%, the prevalence of two or more oral 
health problems was even higher among California children ages 6-11

145

.  
 

Figure 46. Oral Health Status
Percent (95% CI) of California children ages 1 through 11, 2007

Data source: National Survey of Children's Health (NSCH)
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Missed School (47) 
The health conditions described above impact child development and education by contributing 
to missed school. In California in 2007, 3.4% of children ages 6-11 missed 11 or more days of 
school in the past year due to illness or injury, another 9.9% missed 6-10 days, and 56.4% 
missed 1-5 days of school.145 More specifically, in 2007, 4.7% of children ages 6-11 missed 
school because of a dental health problem (Figure 47a). In 2005, 35.9% of children of the same 
age who had ever been told they have asthma missed school due to the condition. Asian/PI 
children with asthma were less likely than other racial/ethnic groups to miss school because of 
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the condition, particularly compared with Black children with asthma (14.3% vs. 52.2%). Only a 
very small percentage of Asian/PI children with asthma missed 5 or more days of school due to 
asthma (1.4%), compared with nearly one-third of Black children with asthma (32.4%) (Figure 
47b). 
 
Figure 47a. Missed School for Dental Problem, Past Year
Percent (95% CI) of children ages 6 through 11, by race/ethnicity, 2007

Data source: California Health Interview Survey (CHIS)
Notes: PI = Pacific Islander
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Figure 47b. Missed School Due to Asthma, Past Year*
Percent (95% CI) of children ages 6-11*, by race/ethnicity, 2005

*Among children who attended school or day care and have been told they have asthma
Data source: California Health Interview Survey (CHIS)
Notes: PI = Pacific Islander
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Overweight (48) 
Children who are obese in their preschool years are more likely to be obese in adolescence and 
adulthood. This is of particular interest for the MCAH system, as early onset of chronic disease 
or its precursors in girls can increase maternal and infant risks during the reproductive years. 
Childhood obesity has more than tripled in the past 30 years in the U.S., from 6.5% in 1980 to 
19.6% in 2008 among children ages 6-11. In comparison, in California in 2007, the percent 
of children ages 6-11 who were overweight (weight ≥ 95  percentile for age and gender) was 
12.3%. The prevalence among children ages 1-5 was similar (10.5%). Overall in 2007 in 
California, 11.4% of children ages 1-11 were overweight.  White (8.3%) and Asian/PI (6.3%) 
children were less likely to be overweight than Black (14.1%) and Hispanic (14.2%) children 
(

146, 147 

th

Figure 48a). 
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Figure 48a. Overweight for Age*
Percent (95% CI) of children ages 1 through 11, by race/ethnicity, 2007

*Weight ≥ 95th percentile for age and gender; does not account for height
Data source: California Health Interview Survey (CHIS)
Notes: PI = Pacific Islander
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Furthermore, childhood obesity continues to be a public health concern that disproportionately 
affects low-income and minority children. Data from the Pediatric Nutrition Surveillance System 
(PedNSS) show an increasing trend of childhood obesity (≥ 95  percentile BMI-for-age and 
gender) among low-income children in California who participated in the Child Health and 
Disability Program (CHDP). In 1996, 14.6% of children aged 2-4 years were obese, compared 
to 17.1% in 2006. More troubling is the steady climb in obesity among California’s low-income 
school-aged children (ages 5-19 years). In 1996, 15.6% of California low-income youth ages 5-
19 were obese. By 2006, obesity in this population grew to 23.1% with no signs of leveling off, 
as seen in the preschool population (

th

Figure 48b). Increases in obesity among low-income, high-
risk school-aged children in California will lead to growing health disparities among future 
generations.  
 
Figure 48b. Obesity among Low-Income Children
Percent of low-income children ages 2-4 and 5-19 years, 1996-2006*

*Children who participated in the Child Health and Disability Program (CHDP)
Data source: Pediatric Nutrition Surveillance System (PedNSS)
Note: PedNSS collects height and weight measurements during clinical office visits
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The factors contributing to overweight and obesity and chronic disease among U.S. children are 
multiple and complex, and include family history, health risk and protective behaviors, like diet 
and exercise, access to affordable healthy foods, and the built environment.148, 149 
Diet (49) 
In California in 2007, 13.1% of children ages 2-11 ate fast food on three or more occasions in 
the past week and 7.9% drank two or more glasses of soda or another sweetened drink on the 
previous day. Only 48.2% of children ate five or more servings of fruit and vegetables on a daily 
basis, and 27.4% of children who drank milk drank whole-fat milk exclusively. Reported 
consumption of fast food, soda, and whole-fat milk, was higher among Black and Hispanic 
children compared with White children. Fast food and soda consumption was similar among 
Whites and Asian/PIs; however, like Blacks and Hispanics, Asian/PI children were more likely to 
drink whole-fat milk than Whites. Daily consumption of fruits and vegetables was higher among 
Black, Hispanic, and White children than among Asian/PI children (Figure 49). 
 
Figure 49. Diet
Percent (95% CI) of children ages 2 through 11, by race/ethnicity, 2007

*Among children who drink milk
Data source: California Health Interview Survey (CHIS)
Notes: PI = Pacific Islander
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Public Assistance Programs (50) 
Unfortunately, cheaper foods are often higher in sugar and fat, and dietary choices may be 
driven by what families can afford. Many families with children in California qualify for assistance 
programs, which may increase access to and affordability of nutritious foods. In 2007, 21.3% of 
children ages 1-11 were on food stamps, and 11.6% were receiving assistance from 
TANF/CalWORKS. In 2003, 37.9% of children ages 1-6 were on WIC. Use of food stamps was 
more common among Black and Hispanic children compared with White and Asian/PI children. 
Blacks were more likely than other racial/ethnic groups to be on TANF/CalWORKS. WIC was 
more common among Hispanic children than all other racial/ethnic groups. However, Black and 
Asian/PI children were also more likely to be on WIC than Whites (Figure 50).  
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Figure 50. Public Assistance Programs
Percent of children ages 1-11 or 1-6, by race/ethnicity, 2003 or 2007

*Among children 1-11 with annual family income ≤ 300% of the FPL, 2007
**Among children 1-6 years old, 2003
Data source: California Health Interview Survey (CHIS)
Notes: PI = Pacific Islander; TANF = Temporary Assistance for Needy Families (TANF); 
WIC = Women, Infant, and Children Supplemental Food Program
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Physical Activity (51) 
At the individual level, obesity is the result of an imbalance between caloric intake and the 
calories a child uses to support growth, development, metabolism, and physical activity.148 In 
California in 2007, only 28.9% of children ages 5-11 were physically active for at least one hour 
every day in the past week, excluding physical education classes at school. Physical activity 
was more common among Black (42.1%) and White (33.1%) children, compared with Hispanic 
(26.3%) and Asian/PI (18.3%) children (Figure 51). 
 

 

Figure 51. 1 Hour Physical Activity per Day, Past Week*
Percent (95% CI) of children ages 5 through 11, by race/ethnicity, 2007

*Excluding physical education at school
Data source: California Health Interview Survey (CHIS)
Notes: PI = Pacific Islander
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Biking and Walking to School (52) 
Health behaviors, like physical activity, are shaped by the built environment surrounding where 
children live, play, and learn. For instance, many children do not live within walking or biking 
distance from school, which would facilitate daily physical activity. In 2007, only 29.2% of 
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children ages 1-11 who attended school walked, biked, or skated to school. Hispanic children 
(36.9%) were more likely than Whites (21.5%) and Asian/PIs (18.1%) to walk, bike, or skate to 
school (Figure 52). The prevalence among Black children was 29.6%. Among those who did not 
walk, bike, or skate to school, approximately half of parents (48.2%) indicated it was possible for 
their child to do so within a half hour. Proximity to school did not differ according to 
race/ethnicity. 
 
Figure 52. Walking, Biking or Skating to School
Percent of children ages 1 through 11*, by race/ethnicity, 2007

*Among children who attended school
Data source: California Health Interview Survey (CHIS)
Notes: PI = Pacific Islander
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Neighborhood Amenities (53) 
Neighborhood amenities, such as parks, recreational centers, and libraries, provide children 
with opportunities for activity, education, and socialization. Other characteristics, such as 
sidewalks, promote walkable neighborhoods and may prevent injuries.150, 151 In 2007 in 
California, 89.1% of children ages 0-17 had a park in their neighborhood, 88.4% had a library, 
86.2% had sidewalks, and 71.3% had a recreational center (Figure 53a). However, only 62.3% 
of children had all four amenities. Furthermore, only 52.5% of Hispanic children had all four 
amenities, which was less than other racial/ethnic groups (Figure 53b). 
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Figure 53a. Neighborhood Amenities
Percent of California children ages 0 through 17, 2007

Data source: National Survey of Children's Health (NSCH)
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Figure 53b. All Four Neighborhood Amenities*
Percent of California children ages 0 through 17, by race/ethnicity, 2007

*Park, library, sidewalk, and recreation center
**Other non-Hispanic, excludes multiple races
Data source: National Survey of Children's Health (NSCH)
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Detracting Neighborhood Elements (54) 
Even if a neighborhood had these amenities, other characteristics, such as litter, dilapidated 
housing, broken windows, and graffiti, can discourage activity and socialization within a 
community and contribute to crime and violence. Indeed, a neighborhood’s physical aspects 
have been linked to health status and neighborhood poverty has been linked to health 
disparities.61 In 2007 in California, 15.0% of children ages 0-17 lived in neighborhoods with litter 
or garbage, 12.9% lived in neighborhoods with dilapidated housing, and 20.7% lived in 
neighborhoods where there was vandalism (Figure 54). The confidence intervals around the 
estimates for litter and dilapidated housing by race/ethnicity were wide and no differences 
between racial/ethnic groups were observed. However, Hispanic children (27.3%) were more 
likely than White children (12.6%) to live in neighborhoods where there was vandalism. 
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Figure 54. Detracting Neighborhood Characteristics
Percent of California children ages 0 through 17, by race/ethnicity, 2007

*Other non-Hispanic, excludes multiple races
**Such as broken windows or graffitti
Data source: National Survey of Children's Health (NSCH)
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Neighborhood Safety (55) 
Neighborhood crime and violence also discourage socialization and physical activity within a 
community, and lead to chronic stress. It is thought that repeated stress leads to wear and tear 
on the body’s adaptive system, contributing to poorer health status over the life course. 
Furthermore, fetal exposure to maternal stress in utero is thought to affect birth outcomes and 
contribute to health problems later in life.152 In 2007 in California, 84.0% of children ages 0-17 
lived in neighborhoods that their parents thought were always or usually safe for children, and 
87.2% went to a school that their parents thought was always or usually safe. Hispanic children 
were less likely than White children to live in neighborhoods and go to schools that were 
perceived as always or usually safe (Figure 55). 
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Figure 55. Neighborhood and School Safety
Percent of California children ages 0 through 17*, by race/ethnicity, 2007

*Unless noted otherwise
**Among children 6-17 years old who were enrolled in school
***Other non-Hispanic, excludes multiple races
Data source: National Survey of Children's Health (NSCH)
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Engagement at School (56) 
Engagement at school and participation in organized activities outside of school contribute to 
children’s physical, social, and mental development.152 In 2007, when parents were asked about 
their child caring about doing well in school and doing all of his or her homework in the past 
month, 23.4% of children ages 6-17 were categorized as never, rarely, or sometimes (as 
opposed to usually or always) engaged at school. Lack of engagement at school was higher 
among Black children (50.0%), compared with Whites (24.1%), Hispanics (22.0%), and children 
of other races/ethnicities (11.4%) (Figure 56). 
 

 

Figure 56. Never, Rarely, or Sometimes Engaged at School
Percent of California children ages 6 through 17, by race/ethnicity, 2007

*Other non-Hispanic, excludes multiple races
Data source: National Survey of Children's Health (NSCH)
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Extracurricular Activities (57) 
In 2007 in Californias, 73.0% of children ages 6-17 participated in one or more organized 
activities, such as sports or clubs, outside of school. Hispanic children (60.1%) were less likely 
to participate in extracurricular activities compared with Blacks (86.2%), Whites (84.8%), and 
children of other races/ethnicities (84.0%) (Figure 57). 

Page 103 



California 2011-2015 Title V MCAH Needs Assessment 
 

 
Figure 57. Participated in Extracurricular Activities
Percent of California children ages 6 through 17, by race/ethnicity, 2007

*Other non-Hispanic, excludes multiple races
Data source: National Survey of Children's Health (NSCH)
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Reading (58) 
Children are more likely to overcome challenges when parents provide a strong and safe base 
of support. Activities such as singing and reading to children stimulate cognition and voice 
recognition.  In 2007, 63.7% of children ages 1-5 were read to by a parent or family member 
every day in a usual week. Daily reading was higher among White children (79.6%), compared 
with Black (67.8%), Asian/PI (61.8%), and Hispanic (52.9%) children (

153

Figure 58). 
 
Figure 58. Read to Every Day
Percent (95% CI) of children ages 1 through 5, by race/ethnicity, 2007

Data source: California Health Interview Survey (CHIS)
Notes: PI = Pacific Islander
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TV Consumption (59) 
Children today live in a media-centric culture. Unfortunately, media outlets can detract from 
other activities, such as reading and physical activity. Furthermore, television, movies, and 
increasingly, the internet, have profound impacts on child development and health risk 
behaviors. For instance, smoking and violence in the media have been linked to tobacco use 
and aggression in real life.  In 2005, 8.5% of children ages 3-11 spent 4 or more hours 
engaged with television or video games on an typical weekday, and 50.5% spent 2 or more 
hours. Black (15.4%) and Hispanic (9.7%) children were more likely to consume 4 or more 
hours, compared with White children (5.3%). The prevalence among Asian/PI children was 
8.7% (

154, 155

Figure 59). 
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Figure 59. ≥ 4 Hours of Television on Average Weekday
Percent (95% CI) of children ages 3 through 11, by race/ethnicity, 2005

Data source: California Health Interview Survey (CHIS)
Notes: PI = Pacific Islander
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Adolescent Health 
 
During adolescence new opportunities and vulnerabilities arise that can impact current and 
future health in areas such as injury, sexual and reproductive health, substance use, and 
nutrition and physical activities. These seemingly isolated health issues are influenced by 
common antecedent factors that can either protect or jeopardize adolescent development. The 
availability of supportive relationships and environments fosters the development of resilience, 
which positively influences health.156 While the cumulative effects of the earlier life stages may 
have already impacted the health status of adolescents, this sensitive period of physical, 
psychological, and social change presents opportunities to shift their life span health trajectories 
towards improved health.   
 
Adolescence is a period of transition from childhood to adulthood marked by increasing 
independence and responsibility. For both young men and women, adolescence marks the 
beginning of the reproductive period, which requires attention to reproductive life planning. For 
young women in particular, the impacts of adolescent health status, conditions, and behaviors, 
as well as the broader context that shapes these factors, must be considered in relation to a 
potential pregnancy.  
Causes of Adolescent Death (60) 
Both unintentional and violent injuries are responsible for a substantial portion of deaths among 
adolescents. In California in 2007, the leading cause of death for adolescents ages 15-19 was 
unintentional injuries (n = 562), followed by homicide (n = 388), suicide (n = 122), cancer (n = 
104), and diseases of the heart (n = 32) (Figure 60). Although the rate of death among 
adolescents ages 15-19 decreased from 78.7 per 100,000 in 1995 to 51.8 per 100,000 in 2000, 
there has been an increase since then, to 56.8 in 2006, putting California further away from 
reaching the HP 2010 objective of 39.8 per 100,000.  
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Figure 60. Leading Causes of Teen Death
Number of teens ages 15 through 19, 2007

Data source: kidsdata.org
http://www.kidsdata.org/data/topic/Dashboard.aspx?cat=49 Accessed 4/22/10
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Seat Belt Use (61) 
In 2007, motor vehicle crashes accounted for 72% of all fatal unintentional injuries among 
adolescents,130 many of whom are learning to drive or riding in cars with friends who are novice 
drivers. Being a newly licensed teen driver is, in itself, a risk factor for teen crashes.157  
Nevertheless, motor vehicle crashes involving teens are preventable. For instance, compared 
with other age groups, teens have the lowest rate of seat belt use.157 The HP 2010 objective is 
to increase the use of safety belts among drivers of all ages to 92%. In California in 2003, the 
percent of 12-17 year olds who reported always wearing a seat belt was only 79.6%. Whites 
reported the highest rate of always wearing a safety belt (83.2%), compared with Hispanics 
(76.8%).  The rates among Blacks and Asian/PIs were 80.3% and 78.1%, respectively (Figure 
61).  
 
Figure 61. Always Uses a Seat Belt when Riding in a Car
Percent (95% CI) of adolescents ages 12 through 17, by race/ethnicity, 2003

Data source: California Health Interview Survey (CHIS)
Notes: PI = Pacific Islander
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Driving/Riding under the Influence (62) 
Furthermore, drug and alcohol use contributes to motor vehicle crashes involving adolescents. 
An estimated 25% of teen drivers who die in motor vehicle crashes have a blood alcohol level 
above 0.08.157 During 2006-2008, 29% percent of 11th graders in California reported they had 
driven a car after drinking alcohol or that they had been in a car with someone who had been 
drinking. Among students in the 9  and 11  grades, Asians reported the lowest prevalence of th th
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riding/driving when drinking (16%).  Hispanics had the highest prevalence (30%) followed by 
AI/ANs (29%), Whites (26%), PIs (26%), Blacks (23%), and Asians (16%)  (Figure 62). The HP 
2010 objective is to reduce the proportion of adolescents who report they rode with a driver who 
had been drinking alcohol in the past 30 days to 30%. 
 
Figure 62. Youth Driving and Riding Under the Influence
Percent of students in grades 9 and 11, 2006-2008

Data source: California Healthy Kids Survey (CHKS)
Notes: PI = Pacific Islander; AI/AN = American Indian/Alaska Native
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Physical Fighting (63) 
Homicide is the second leading cause of death among adolescents, and an even greater 
number of youth in California have experienced injury and psychological trauma as a result of 
physical violence. In 2007, 17.0% of 12-17 year olds reported having been in at least one 
physical fight during the past 12 months. Asian/PI youth were less likely to report fighting 
(4.6%), compared with Whites (14.2%). Both Asian/PI and White teens reported less fighting 
than Hispanic (19.8%) and Black (27.7%) teens (Figure 63).  Carrying a weapon at school 
increases the risk that physical fights on school grounds or after school will result in serious 
injury or death. During 2007-2008, 13.1% of 11th graders in California reported carrying a 
weapon on school property in the past 12 months.158 
 

Page 107 



California 2011-2015 Title V MCAH Needs Assessment 
 

Figure 63. In at Least One Physical Fight in Past Year
Percent (95% CI) of adolescents ages 12 through 17, by race/ethnicity, 2007

Data source: California Health Interview Survey (CHIS)
Notes: PI = Pacific Islander
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Depression and Suicide (64) 
Depression in adolescence is a serious issue and can negatively impact many aspects of life.  
Adolescents suffering from depression may experience decreased social support, fewer friends, 
greater stress and or anxiety, physical health problems, and lower academic achievement.159 
Moreover, research suggests that depression and suicidal behavior are linked.159, 160 In 
California during 2006-2008, the percent of students that reported feeling sad and hopeless 
ranged from 28% of students in 7th grade to one-third of students in 11th grade. Females were 
more likely than males to report depression-related feelings across each grade level (Figure 
64a).    
 
Figure 64a. Depression in the Past Year*
Percent of students, by grade, 2006-2008

*Felt so sad or hopeless every day for at least two weeks or more that they stopped doing 
usual activities
Data source: California Healthy Kids Survey (CHKS)
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Suicide is the third leading cause of death among adolescents in California. In 2008, the suicide 
rate for 15-24 year olds was 6.6 per 100,000. Young males were more likely to die from suicide 
than females (10.1 and 3.0, respectively), as were Black and White youth (8.0 and 8.9, 
respectively), compared with Hispanics and Asians (4.8 and 5.5, respectively) (Figure 64b). 
Furthermore, an even greater number of suicides are attempted by adolescents in California. 
During 2006-2008, the percent of students who attempted suicide in the past 12 months was 
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12% among students in the 9  grade and 11% among students in the 11  grade.th th 161 The HP 
2010 objective is to reduce the rate of suicide attempts by adolescents in the 9th through 12th 
grades in the past year to 1%.  
 
Figure 64b. Suicide Deaths
Rate per 100,000 population ages 15 through 24, by race/ethnicity, 2008

Data source: Center for Health Statistics, California Department of Public Health 
http://www.applications.dhs.ca.gov/vsq/default.asp Accessed 5/5/10
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Dating Violence (65) 
For some adolescents, early dating experiences involve violence.  During 2006-2008, 4% of 
students in the 7  grade reported that their boyfriend or girlfriend hit, slap, or physically hurt 
them on purpose during the past 12 months. Reported dating violence was higher among 9  
and 11  graders (6% and 7%, respectively).  Among 9  and 11  graders, 11% of AI/AN,  9% of 
Black, 8% of PI, 7% of White, 7% of Hispanic, and 4% of Asian teens reported dating violence 
(

th

th

th th th

Figure 65). Dating violence among youth is associated with increased sexual risk behavior and 
pregnancy, which are discussed below.162 
 
Figure 65. Victim of Dating Violence in Past Year
Percent of students in grades 9 and 11, 2006-2008

Data source: California Healthy Kids Survey (CHKS)
Notes: PI = Pacific Islander; AI/AN = American Indian/Alaska Native
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Adolescence marks the beginning of the reproductive period. The development of a 
reproductive life plan (e.g., a plan to have children or not, or a plan for maintaining reproductive 
health) and the adoption of protective attitudes and behaviors (e.g., intention to use condoms at 
each intercourse) during this period can positively impact lifelong sexual and reproductive health 
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for both men and women, which in turn positively impacts MCAH outcomes for the next 
generation. 95,19   
Teen Birth Rates (66) 
Teenaged childbearing is associated with health and social risks for both mothers and infants.20, 

163 In California, birth rates have declined for teens ages 15-19, from 50.9 per 1,000 in 1998 to 
35.2 in 2008. California’s teen birth rate has also remained below the national rate over the past 
decade. The fact that there have been small decreases in the number of teen births in California 
marks an achievement considering there has been a steady increase in the size of the female 
teen population. Nevertheless, the number of teen births continues to represent a significant 
public health burden in California (Figure 66a).  
 
Figure 66a. Teen Births and Teen Population in California
Teens, births, and birth rate per 1,000 females ages 15-19, 1998-2008

*In 2007, data for 2008 not available
Data sources: Birth Statistical Master File (BSMF); California Department of Finance, 
Race/Ethnic Population with Age and Sex Detail, 1990-1999.  Sacramento, CA, May 2004; 
California Department of Finance, Race/Ethnic Population with Age and Sex Detail, 2000-
2050.  Sacramento, CA, July 2007; National Vital Statistics Report, Vol. 57, No. 7, January 
7, 2009; Births:  Preliminary Data for 2007.  National Vital Statistics Report, Vol. 57, No. 12, 
March 18, 2009
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The teen birth rate has also declined among younger teens, who are at greater risk of outcomes 
like premature labor, anemia, and high blood pressure.  Between 2000 and 2008, the birth 
rate per 1,000 females ages 15-17 declined from 26.5 to 19.1 (

163,164

Figure 66b).  
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Figure 66b. Teen Births and Repeat Teen Births
Rate per 1,000 females ages 15-17 and ages 15-19, 2000-2008

Data source: Birth Statistical Master File (BSMF); State of California, Department of 
Finance, Race/Ethnic Population with Age and Sex Detail, 2000-2050 . Sacramento, 
California, July 2007
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Among all teens and among younger teens, Hispanics have the highest teen birth rates, 
followed by Blacks, whereas White and Asian teens have the lowest teen birth rates.  In 2008, 
the Hispanic teen birth rate for females ages 15-17 (32.3) was over 7 times higher than the rate 
among Asians (4.5) (Figure 66c).  
 
Figure 66c. Teen Births
Rate per 1,000 females (95% CI), by race/ethnicity, 2008

Data source: Birth Statistical Master File (BSMF); State of California, Department of 
Finance, Race/Ethnic Population with Age and Sex Detail, 2000-2050 . Sacramento, 
California, July 2007
Notes: PI = Pacific Islander; AI/AN = American Indian/Alaska Native
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Births to teens that are already mothers, or repeat teen births, compound problems associated 
with teenaged childbearing.  Factors associated with an increased risk of repeat teen birth are 
lower cognitive ability  and wanting the first birth,  while factors that reduce risk include 
delaying onset of sexual activity,  initiating long-acting contraception,  and continuing school 
attendance following the first birth.  The declining trends over time and differences by 
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race/ethnicity described above for all teen births were also observed among repeat births 
(Figure 66b).  
Age at Sex (67) 
One recent study found that risk of pregnancy among U.S. adolescents is decreasing; 86% of 
the decline was attributed to increased use of contraceptives, while 14% was due to increased 
abstinence.171 In California in 2007, 91.8% of teens ages 15-17 reported they did not have 
sexual intercourse before age 15. Girls were more likely to abstain from sex until they were 15 
years old (94.0%), compared with boys (89.8%); as were White teens (97.0%) compared with 
Hispanics (89.5%) and Blacks (85.2%) (Figure 67).  However, adolescents in CHIS may 
underreport sexual risk behaviors. In comparison, in the National Youth Risk Behavior Survey 
(YRBS) in 2009, only 68.4% of students in the 9th grade (most of whom are younger than age 
15) reported they had never had sex.* Although data from California appear to support the 
observed decline in the teen birth rate (via increased abstinence from sexual intercourse), CHIS 
data on sexual activity among California teens should be interpreted with caution. Furthermore, 
the data certainly do not align with the high rates of Chlamydia and Gonorrhea among teens, 
which are discussed below.  
 
Figure 67. Had Not Had Sexual Intercourse by Age 15
Percent (95% CI) of teens ages 15 through 17, by race/ethnicity, 2007

Data source: California Health Interview Survey (CHIS)
Notes: PI = Pacific Islander
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STI (68) 
Sexually transmitted infections (STI) can have lifelong impact on health, and certain STIs, such 
as Chlamydia and Gonorrhea, can lead to reduced fertility.  In 2009, the rate of Chlamydia 
among 15-19 year olds was 1362.5 per 100,000 population. Girls had a much higher rate of 
Chlamydia infection (2216.2) than boys (543.6) (Figure 68a), which could be due to the fact that 
screening for Chlamydia is more common among girls than boys.172  This marked an increase 
from 2000, when the rate among girls was 2134.5 and the rate among boys was 409.3.  Black 
girls ages 15-19 had the highest rate of Chlamydia (6471.9), followed by Hispanic and AI/AN 
girls (1553.5 and 1047.9, respectively), and White and Asian/PI girls (814.1 and 589.7, 
respectively).  Similar trends in Chlamydia infection by race/ethnicity were observed among 
boys.

92

 
 

                                                 
* Although parents are not present when adolescents complete the CHIS survey, the questionnaire is administered 
among both adults and adolescents in their household over the phone. In this setting, some adolescents may still be 
likely to underreport sexual risk behavior. In comparison, the National YRBS is administered in a school-based 
setting.  
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Figure 68a. Chlamydia Infection
Rate per 100,000 teens ages 15 through 19, by race/ethnicity, 2009

Data source: STD Control Branch, California Department of Public Health 
http://www.cdph.ca.gov/data/statistics/Pages/STDDataTables.aspx Accessed 6/3/10
Notes: PI = Pacific Islander; AI/AN = American Indian/Alaska Native
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The rate of Gonorrhea increased steadily from 2000 (277.6 for girls, 107.8 for boys) through 
2005 (374.6 for girls and 155.1 for boys), and has since decreased to 210.9 among girls and 
112.3 among boys in 2009.171 Gonorrhea trends by race/ethnicity were similar to those 
observed for Chlamydia (Figure 68b). 
 
Figure 68b. Gonorrhea Infection
Rate per 100,000 teens ages 15 through 19, by race/ethnicity, 2009

Data source: STD Control Branch, California Department of Public Health 
http://www.cdph.ca.gov/data/statistics/Pages/STDDataTables.aspx Accessed 6/3/10
Notes: PI = Pacific Islander; AI/AN = American Indian/Alaska Native
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In 2009, the primary and secondary Syphilis infection rate among 15-19 year olds was 2.3 (per 
100,000). Boys had a higher rate of Syphilis infection (4.0) than girls (0.5).  The Syphilis rate 
has increased since 2000, when it was 0.2 for boys and 0.3 for girls.   Due to small numbers, 171
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rates are not presented by race/ethnicity. However, like Chlamydia and Gonorrhea, Syphilis 
rates appear to be higher among Black adolescents.  
Substance Use (69) 
Substance use in adolescence is associated with increased risk of a number of negative risk 
behaviors and outcomes such as injury, violence, and risky sexual behaviors.  Among 11  
grade students in California during 2006-2008, 18% reported marijuana use in the past 30 days. 
The prevalence among 9  and 7  graders was lower (12% and 5%, respectively). Among 
students in grades 9 and 11, Asians reported the lowest rate of marijuana use (7%) and AI/ANs 
reported the highest rate (20%), followed by Black (18%), White (17%), Hispanic (16%), and PI 
(15%) students, falling far short of the HP 2010 objective, which is to reduce the proportion of 
adolescents reporting marijuana use during the past 30 days to 0.7% (

92,173 th

th th

Figure 69). 
 
Figure 69. Substance Use in Past 30 Days 
Percent of students in grades 9 and 11, by race/ethnicity, 2006-2008

Data source: California Healthy Kids Survey (CHKS)
Notes: PI = Pacific Islander; AI/AN = American Indian/Alaska Native
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During 2006-2008, 64% of 11  graders reported no alcohol consumption in the past 30 days. 
Abstention was higher among younger students in the 7  and 9  grades (86% and 74%, 
respectively). Disconcertingly, when alcohol use did occur among 11  graders, it usually 
involved excessive consumption.  During the same time period, 19% of all 11  graders 
reported binge drinking (consuming 5 or more drinks in a row) in the past 30 days.  Asian 
students reported the lowest rate of binge drinking (8%), followed by Black (14%) and PI (17%) 
students. White, AI/AN, and Hispanic 9th and 11th graders reported the highest rates of binge 
drinking (21%, 21%, and 20%, respectively) (

th

th th

th

161 th

Figure 69). 
 
A number of students in California also reported tobacco use. During 2006-2008, the percent of 
11th graders who reported any cigarette use in the past 30 days was 13%, and lower among 
students in the 9th and 7th grades (9%, and 5%, respectively). Asian students in the 9th and 11th 
grades reported the lowest rate of cigarette use (7%), and AI/AN students reported the highest 
rate (15%), followed by White (13%), PI (12%), Hispanic (11%), and Black (10%) students in the 
same grades (Figure 69). 
Overweight and Obesity (70) 
Overweight and obesity in adolescence are a risk factor for chronic disease, such as diabetes, 
heart disease, and cancer in adulthood.  In recent years, the age of onset of chronic 174, 175
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disease, notably diabetes, has declined. When diabetes occurs during childhood, it is often 
assumed to be type 1, or juvenile-onset diabetes. However, increasingly, adolescents 
themselves are at risk of developing type 2 diabetes, formerly known as adult-onset diabetes.   
In 2007, 13.3% of 12-17 year olds were obese (BMI ≥ 95  percentile for age and gender) and 
27.7% were overweight or obese. Since 2001, there was has been a marked increase in the 
disparity in obesity between Blacks and Whites.  In 2001, at 10% and 15%, respectively, the 
obesity rates among White and Black 12-17 year olds were not statistically different. By 2007 
the disparity grew, and obesity was much more common among Blacks (23.1%) compared with 
Whites (8.5%) or Asians (5.1%).  In 2007, Hispanics also had a higher rate of obesity (17.4%) 
(

176

th

Figure 70). 
 

 

Figure 70. Overweight and Obesity
Percent (95% CI) of adolescents ages 12 through 17, by race/ethnicity, 2007

Data source: California Health Interview Survey (CHIS)
Notes: BMI = Body Mass Index; PI = Pacific Islander
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Asthma and Diabetes (71) 
In 2007, 18.7% of California adolescents reported having ever been diagnosed with asthma 
(Figure 71). Among the racial/ethnic groups, the prevalence of asthma was highest among 
Black (29.2%), Asian (21.6%), and White (19.6%) youth, compared with Hispanics (15.5%).  
 
Figure 71. Ever Diagnosed with Asthma
Percent of adolescents ages 12 through 17, by race/ethnicity, 2007

Data source: California Health Interview Survey (CHIS)
Notes: PI = Pacific Islander
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During 2005 and 2007, less than one percent (0.7%) of adolescents reported ever being 
diagnosed with diabetes. Hispanic youth reported higher rates of diabetes diagnosis (1.1%), 
compared with White youth (0.5%). Nevertheless, ongoing studies show increasing rates of 
diabetes in youth, concurrent with the increase in childhood obesity.177  
Physical Activity (72) 
Physical inactivity among youth is associated with overweight and obesity during adolescence.  
In 2007, only 40.4% of 12-17 year olds in California reported 5 or more days of physical activity 
lasting at least one hour in a typical week.  Asian/PIs (30.9%) and Hispanics (34.5%) were less 
likely to report physical activity compared with Blacks (52.7%) and Whites (47.8%) (Figure 72).  
 

 

Figure 72. Physical Activity Lasting 1 Hour on ≥ 5 Days*
Percent of adolescents ages 12 through 17, by race/ethnicity, 2007

*In a typical week
Data source: California Health Interview Survey (CHIS)
Notes: PI = Pacific Islander
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Food Insecurity  
Establishing healthy diet and exercise patterns at this age is important because unhealthy 
habits developed during adolescence often carry into adulthood. Furthermore, food insecurity is 
associated with overweight and obesity, as households affected by hunger often lack access to 
affordable healthy foods, and may rely on less nutritious foods to get by. Using pooled data from 
2001-2007, on average 17.1% of households with children in California were food insecure.178 
The HP 2010 objective is to increase food security to 94% among U.S. households. 
Diet (73)  
Eating a wide variety of fruits and vegetables in adolescence can provide many vitamins and 
minerals, and fiber required by the body for maintaining good health and preventing many 
chronic diseases.179 During 2006-2008, consumption of the recommended minimum amount of 
fruits and vegetables (five servings) and milk and yogurt (2 servings) decreased with age 
(Figure 73a). The percent of youth consuming five or more servings of fruits and vegetables per 
day was 57% for 7  grade students, down to 48% for 11  graders. Similarly, the percent of 
youth consuming at least 2 servings of milk and/or yogurt daily decreased from 43% among 7  
graders, to 33% of 11  grade students. In addition, more than one-third of all youth reported 
consuming two or more sodas per day. This is concerning because intake of empty calorie 
beverages such as sodas often replaces consumption of important nutrients, such as calcium 
from low-fat milk.

th th
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Figure 73a. Dietary Patterns in the Past 24 Hours
Percent of students, by grade, 2006-2008

Data source: California Healthy Kids Survey (CHKS)
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Overweight status during adolescence is not only associated with obesity and chronic health 
conditions in adulthood, but with psychosocial problems such as low-self esteem, poor body 
image, and symptoms of depression in adolescence.180 Among overweight and obese youth, 
weight control behaviors can have a significant influence on dietary intake resulting in 
inadequate consumption of critical nutrients needed during growth periods in adolescence.181 
During 2006-2008, nearly half of youth in grades 7, 9 and 11, reported they were trying to lose 
weight and dieting (eating less food) as a way to maintain current weight or lose weight (Figure 
73b). Three out of every four 7  graders reported exercising or working out to lose weight, while 
only two-thirds of 11  graders reported exercise as the most common way they were trying to 
lose weight. However, between 7% and 14% of youth reported less healthy forms of dieting, 
such as fasting, taking diet pills and/or laxatives, or vomiting.

th

th

 These unhealthy dieting behaviors 
can impact dietary intake and physical and mental well-being among youth, especially 
adolescent girls. 
 
Figure 73b. Behaviors to Lose Weight
Percent of students, by grade, 2006-2008

Data source: California Healthy Kids Survey (CHKS)
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Youth Assets (74) 
Supportive relationships and environments at home and at school encourage healthy 
development and protect against many health risk behaviors in adolescents. The California 
Healthy Kids Survey (CHKS) provides a composite measure of protective relationships and 
environmental conditions (assets) at home, at school, and in the community perceived by 
adolescents. During 2006-2008, the percent of 11  graders scoring high in assets was 63% for 
the home environment, 33% for the school environment, and 63% for the community 
environment. There were disparities by race/ethnicity. For instance, White 9  and 11  graders 
scored highest in total assets in both school (36%) and community environments (73%), 
compared with school and community assets among Hispanics (27% and 57%, respectively), 
Asians (30% and 59%, respectively), Blacks (33% and 64%, respectively), PIs (32% and 65%, 
respectively), and AI/ANs (33% and 65%, respectively) (

th

th th

Figure 74).   
 
Figure 74. Youth Resilience and Social Support*
Percent of students in grades 9 and 11,  2006-2008

*Percent of students who scored high on scale measuring student assets and support at 
school and in the community
Data source: California Healthy Kids Survey (CHKS)
Notes: PI = Pacific Islander; AI/AN = American Indian/Alaska Native
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Summary 
 
In order to improve maternal and infant health outcomes, the health of females across the life 
course must be optimized. For many women, the effects of harmful exposures and risk 
behaviors have accumulated over time and negatively impact their current health status, as well 
as current and future pregnancies. Data on the health status of MCAH populations are 
synthesized below and areas of strength and need are identified. Subsequent to the submission 
of the Needs Assessment, these results will be used to develop an action plan and to assess 
where MCAH has been successful and where more resources are needed. 
 
Women of Reproductive Age 
 
The roots of poor infant and maternal outcomes can be found in the earlier stages of life. It is 
concerning that nearly half of all women ages 18 through 44 in California are at an unhealthy 
weight and that an increasing proportion of this population is not just overweight, but obese. 
Chronic diseases, substance use, oral and mental health, intimate partner violence, as well as 
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family planning and reproductive health, continue to be relevant issues among women of 
reproductive age.  
 
• In 2008, 48.8% of women ages 18-44 had a BMI above normal and 24.6% were obese, up 

from 20.1% in 2005. The Black-White disparity in obesity was significant (46.8% vs. 18.1%). 
 

• In 2008, 10.5% of women ages 18-44 were on food stamps during the past year, which was 
nearly double the prevalence in 2001 (5.7%) The prevalence of women on WIC in the past 
12 months also increased, from 15.5% in 2000 to 19.1% in 2008. 

 
• In 2007, 13.6% of women ages 18-44 had asthma, 3.0% had diabetes, and 10.6% had 

hypertension. 
 
• The prevalence of reported drinking decreased from 53.6% in 2002 to 44.8% in 2008. 

However, binge drinking, the prevalence of which was 12.8% in 2008, has not improved. 
 
• Current smoking steadily decreased from 17.0% in 2000 to 11.3% in 2007, but increased 

slightly in 2008 (11.9%). 
 
• In 2008, 30.2% of women ages 18-44 did not receive routine dental care in the past year, of 

which, 52.7% reported cost or lack of dental insurance as the main reason. 
 
• The prevalence of depression among women ages 18-44 was 12.5% in 2008. 
 
• Among women ages 18-44, physical or psychological IPV in the past 12 months declined 

from 13.1% to 8.8% between 2001 and 2008. 
 
• In 2003, 31.0% of sexually active women were not using contraception to prevent 

pregnancy, many of whom engage in risk behaviors that could harm a future pregnancy. 
 
• STIs often go undiagnosed in women and can lead to infertility, as well as poor infant 

outcomes if the infection continues during pregnancy. In 2009, the rate of Chlamydia among 
California women ages 20-44 was 995.6 per 100,000 population. The rate among Blacks 
(1884.5) was over 5 times the rate among Whites (357.3).  

 
Maternal and Infant Health 
 
Too many women begin pregnancy in less than optimal health, which contributes to poor 
outcomes among infants and mothers. Although infant mortality has decreased over time in all 
racial/ethnic groups, disparities still exist and there has been little progress in preventing known 
causes of infant death, such as low birth weight, prematurity, congenital malformations, and 
maternal complications. Even though alcohol and tobacco use during pregnancy have 
decreased, other health behaviors have improved little, such as daily consumption of folic acid, 
which has been shown to reduce the risk of certain birth defects. Women who plan their 
pregnancies are more likely to take folic acid and to abstain from tobacco and alcohol use 
during pregnancy, yet half of all pregnancies in California are unintended. Moreover, maternal 
morbidity and mortality has increased, and the disparity in maternal health outcomes between 
Black women and women of other races has grown. Too many women enter pregnancy 
overweight/obese or gain excessive weight during pregnancy, which increases risk of c-section, 
diabetes, hypertension, and maternal complications at delivery; and can also lead to poor 
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outcomes among children, such as obesity later in life. Breastfeeding protects against childhood 
obesity and provides a foundation for healthy nutrition throughout the life course; yet exclusive 
rates of breastfeeding have remained stagnant. Finally, stress and hardships around the time of 
pregnancy, such as job loss, intimate partner violence, and depression, contribute to poor 
maternal, infant, and early child outcomes and paint a disturbing picture of the pregnancy 
experiences of many women in California. 
 
• From 2000-2008, the infant mortality rate decreased from 5.4 to 5.1 per 1,000 live births. 

Fetal and perinatal mortality also declined.  
 
• In 2008, at 12.1, the infant mortality rate among Blacks was nearly 3 times the rate among 

Whites (4.1) and nearly 4 times the rate among Asians (3.1). 
 
• From 2000-2005, LBW increased from 6.2% to 6.9%, as did preterm births, from 10.5% to 

11.2%. There has been little improvement in LBW or preterm birth since 2005.  
 
• In 2008, LBW births were higher among Blacks (12.4%) than Hispanics (6.1%). LBW was 

also higher among Whites (6.4%) and Asians (7.8%) than Hispanics. 
 
• Black women had preterm birth rates (15.4%) that were higher than all other racial/ethnic 

groups. PI (12.8%) and AI/AN women (13.1%) had higher rates than Hispanics (10.8%). At 
9.7% in each group, Whites and Asians had the lowest rates of preterm birth. 

 
• In 2008, the percent of women who reported drinking alcohol in the first or third trimester of 

pregnancy was 12.9%, a 33% decrease from the high of 19.2% in 2001. 
 
• In 2008, the percent of women who reported smoking cigarettes in the 3rd trimester was 

3.3%, up slightly from 2.6% in 2007.  Before this increase, the percent of women who 
reported smoking in their last trimester decreased from 4.8% in 2000 to 2.6% in 2007. 

 
• Nearly half of all women with a live birth in 2007 reported their pregnancy was unintended 

(44.6%), which has changed little since 2000 (46.0%). 
 
• From 2000 through 2008, the prevalence of daily folic acid use just before pregnancy 

increased slightly, from 27.3% to 31.3%.  
 
• In 2007, diabetes and high blood pressure each affected 7% of women at delivery; 2% had 

asthma. Since 2000, diabetes increased by 48%, high blood pressure by 18%, and asthma 
by 110%.  

 
• In 2007, diabetes was more common among Asian/PI women (10.8%) and Hispanic women 

(8.0%), compared with Black (5.3%) and White (5.6%) women.  
 
• Hypertension, asthma, and excessive weight gain during pregnancy were all more common 

among Black and White women than among Hispanic and Asian/PI women. 
 
• In 2008, 43.5% of women were overweight or obese when they entered pregnancy. From 

2000-2008, obesity increased from 13.2% to 18.4%, but the proportion of women who were 
overweight remained about the same. 
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• Although excessive weight gain during pregnancy has declined in recent years, 43.0% of 
women still gained above the recommended range in 2008. 

 
• From 2000-2008, cesarean sections increased from 21.8% to 32.6%, with increases in both 

primary and repeat procedures. 
 
• From 2000-2007, the rate of a severe diagnosis at delivery (e.g. a stroke) remained stable, 

at about 5 per 1,000. However, the rate of deliveries involving a hysterectomy, blood 
transfusion, or ventilation increased from 4.7 to 8.1. 

 
• The maternal mortality rate increased from 10.2 per 100,000 during the period 2000-2002 to 

14.0 during 2006-2008. The increase in pregnancy-related mortality was even greater. 
 
• With the exception of diabetes and excessive weight gain during pregnancy, the causes of 

maternal morbidity and mortality described above were 14% (c-sections) to 181% (maternal 
mortality) higher among Blacks than Whites. 

 
• Furthermore, there is evidence that the Black-White disparity in maternal morbidity and 

mortality has grown. From 2000-2007, the rate of deliveries involving a hysterectomy, blood 
transfusion, or ventilation increased the most among Black women (by 112%), from 5.9 to 
12.5. In comparison, there was a 73% increase among Whites. 

 
• From 1994-2007, any in-hospital breastfeeding increased from 76.5% to 86.6%, but 

exclusive breastfeeding rates have remained stagnant, at about 40%.  
 
• In 2007, Black women had the lowest in-hospital breastfeeding initiation rates (74.7%) and 

only 33.1% breastfed exclusively. Although 85.8% of Hispanic women breastfed their 
infants, only 32.4% did so exclusively. In comparison, Whites had the highest rates of any 
(90.0%) and exclusive breastfeeding (63.6%) during the hospital stay. 

 
• The HP 2010 objective is to increase the proportion of mothers who breastfeed exclusively 

through 3 months to 40%. In 2008, only White mothers (46.0%) met the objective, while only 
26.1% of Hispanic and 19.9% of Black mothers breastfed exclusively. 

 
• Women who suffer from depression before pregnancy are more likely to have depression 

during and after pregnancy. In 2008, 19.2% of women with a live birth reported depression 
during pregnancy. Fewer women reported post-partum depression (15.0%). 

 
• Depression during pregnancy was most common among Blacks and Hispanics (27.7% and 

22.5%), compared with White and Asian/PI women (15.2% and 12.1%, respectively).  
 
• The prevalence of physical IPV during pregnancy remained relatively unchanged from 2002 

(3.8%) through 2008 (3.5%). 
 
• During the years 2002-2006, 43% of all California women with a live birth experienced at 

least one of 11 measured hardships during pregnancy, including inability to pay bills, job 
loss or partner’s job loss, food insecurity, and lack of emotional support. 
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Child Health 
 
The first few years of life are a critical period for a child’s cognitive, emotional, and social 
development, and health status during this period has important consequences for years to 
come. Positive early childhood development begins before birth with a healthy, stress-free 
pregnancy. Because some children experience negative exposures in utero, such maternal 
drinking and smoking, it is imperative that children are provided with safe and nurturing 
environments that can shift health towards healthy development and well-being. Although rates 
of immunizations increased from 2000 through 2004, they have since remained stagnant. Child 
mortality has declined, but injuries still contribute to a substantial number of child deaths and 
hospitalizations, many of which have proven interventions, such as proper use of child restraints 
in motor vehicles and bicycle helmets. Although rates of child abuse have declined, many 
children are still subjected to violence or neglect, which have lifelong impacts on cognitive, 
social, and emotional functioning. Many children also suffer from developmental disorders and 
chronic health conditions, such as ADD/ADHD and asthma. Conditions such as these not only 
affect physical health and social functioning, they cause children to miss school and are 
associated with costs to the health care system in terms of medication, therapy, and emergency 
department and hospital visits.  
 
Child health is shaped by the environments surrounding where children live, play, and learn. At 
home, exposure to second hand smoke, diet, exercise, reading, and television watching impact 
child health and development. Many children do not live within walking or biking distance from 
school and many live in neighborhoods in which they do not feel safe, or that lack parks, 
recreational centers, or libraries, discouraging physical activity and socialization and contributing 
to crime and violence.  
 
• Child mortality rates decreased between 2000 and 2008, from 28.7 to 21.3 per 100,000 

children ages 1-4 and from 15.6 to 11.2 per 100,000 children ages 5-14. 
 

• In 2007, unintentional injuries were the leading cause of death among children, most of 
which were sustained in a motor vehicle collision.  
 

• In 2008, there were 18.0 non-fatal injury-related hospitalizations per 10,000 children ages 1-
11.   

 
• Although child abuse decreased from 12.2 to 9.8 (per 1,000) between 2000 and 2008, there 

were still 97,558 cases of substantiated abuse in 2008. Black (25.0) and AI/AN (19.9) 
children experienced higher rates of abuse than Whites (8.4). 
 

• In 2007, 76.3% of children ages 1-11 were rated in excellent or very good health by their 
parents. Asian/PIs, Blacks, and Hispanics reported poorer health status than Whites. 

 
• In 2005, 5.6% of children ages 1-11 had a condition that limited or prevented activities usual 

for the child’s age.  
 

• ADD/ADHD is one of the most common disorders of childhood. In 2007, 3.7% of children 
ages 3-11 had ever been diagnosed with ADHD.  
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• In 2007, 18.5% of children ages 6-11 had teeth that were in fair or poor condition, as 
reported by their parents, putting California well below national averages. In the same year, 
4.7% of children of the same age missed school because of a dental health problem. 

 
• In 2007, 13.4% of children ages 1-11 had been diagnosed with asthma. Asthma was highest 

among Black children (19.4%) and lowest among White children (11.9%). 
 

• In 2005, 35.9% of children ages 6-11 who had ever been told they have asthma missed 
school due to the condition in the past year. Blacks with asthma were most likely to miss 
school because of asthma, especially compared with Asian/PI children with the condition 
(52.2% vs. 14.3%). Nearly one-third of Black children with asthma (32.4%) missed a week of 
school in total (5 or more days). 

 
• In 2007, 2.6% of children ages 1-11 lived in a house where they were exposed to second 

hand smoke. The prevalence was higher among Black children (7.7%), compared with 
Hispanic (1.5%), White (3.3%), and Asian/PI (2.5%) children.  

 
• In 2007, 63.7% of children ages 1-5 were read to by a parent or family member every day in 

a usual week. Daily reading was higher among White children (79.6%), compared with Black 
(67.8%), Asian/PI (61.8%), and Hispanic (52.9%) children. 

 
• In 2005, 8.5% of children ages 3-11 spent 4 or more hours engaged with television or video 

games on a typical weekday, and over half consumed 2 or more hours. 
 
• In 2007, 13.1% of children ages 2-11 ate fast food on 3 or more occasions in the past week 

and 7.9% drank two or more glasses of soda or another sugary drink on the previous day. 
Only 48.2% ate 5 or more servings of fruit and vegetables on a daily basis, and 27.4% of 
children who drank milk, drank whole-fat milk exclusively.  

 
• In 2007, 21.3% of children ages 1-11 with an annual family income ≤ 300% of the FPL were 

on food stamps, and 11.6% were receiving assistance from TANF/CalWORKS. In 2003, 
37.9% of children ages 1-6 were on WIC. 

 
• In 2007, only 28.9% of children ages 5-11 were physically active for at least one hour every 

day in the past week, excluding physical education classes at school. 
 

• In 2007, 84.0% of children lived in a neighborhood that their parents thought was always or 
usually safe for children and 87.2% went to a school that their parents thought was usually 
or always safe. Compared with Whites, Hispanic children were less likely to live in 
neighborhoods and go to schools perceived as safe. 
 

• Only 62.3% of children lived in a neighborhood with a park, a library, a recreational center, 
and sidewalks. Hispanic children were least likely to have all four neighborhood amenities. 

 
Adolescent Health 
 
Adolescence is a period when youth can shift health trajectories toward or away from greater 
health in adulthood. For females in particular, health in adolescence affects health during the 
reproductive years, as well as future pregnancies. Improvements in fostering safe and 
supportive relationships, substance use, overweight/obesity, physical activity, sexual risk 
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behaviors, and family planning during adolescence are necessary to improve maternal and child 
health later in life. 
 
• Although the rate of death among adolescents ages 15-19 decreased from 78.7 per 100,000 

in 1995 to 51.8 per 100,000 in 2000, there has been an increase since then, to 56.8 in 2006. 
Unintentional injuries, homicide, and suicide are leading causes of adolescent death. 

 
• In 2007, 17.0% of 12-17 year olds reported having been in at least one physical fight during 

the past 12 months. 
 
• During 2006-2008, the percent of students that reported feeling symptoms of depression 

ranged from 28% of students in 7th grade to one-third of students in 11th grade. 
 
• In 2008, the suicide rate for 15-24 year olds was 6.6 per 100,000. During 2006-2008, the 

percent of students who attempted suicide in the past 12 months was 12% among students 
in the 9th grade and 11% among students in the 11th grade. 

 
• During 2006-2008, the percent of students who reported dating violence during the past 12 

months ranged from 4% among students in the 7th grade to 7% of students in the 11th grade. 
 
• Birth rates have declined for teens ages 15-19, from 50.9 per 1,000 in 1998 to 35.2 in 2008. 

However, the decline is largely due to the steady increase in the size of the female teen 
population, as opposed to substantial decreases in the number of teen births, which 
continue to represent a significant public health burden and are associated with health and 
social risks for both mothers and infants. 

 
• In 2009, the rate of Chlamydia among 15-19 year old girls was 2216.2 per 100,000 

population. The rate was over 6 times higher among Black girls (6471.9) compared with 
Whites (814.1). Similar trends were observed for Gonorrhea. 

 
• During 2006-2008, 64% of 11th graders reported no alcohol consumption in the past 30 

days. Disconcertingly, when alcohol use did occur, it usually involved excessive 
consumption, as 19% of all 11th graders reported binge drinking in the past 30 days. 

 
• In 2007, 27.7% of 12-17 year olds had a BMI above normal and 13.3% were obese. 
 
• In 2007, only 40.4% of 12-17 year olds in California reported 5 or more days of physically 

activity lasting at least one hour in a typical week. 
 
• During 2006-2008, only 48% of 11th grade students consumed five or more servings of fruits 

and vegetables per day and only 33% consumed at least 2 servings of milk and/or yogurt 
daily. More than one-third drank two or more sodas per day. 

 
• During 2006-2008, nearly half of youth in grades 7, 9 and 11, reported they were trying to 

lose weight and dieting (eating less food) as a way to maintain current weight or lose weight. 
 
• During 2006-2008, the percent of 11th graders scoring high in assets was 63% for the home 

environment, 33% for the school environment, and 63% for the community environment. 
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CAPACITY ASSESSMENT 
 
Introduction 
 
The California MCAH Program strives to protect and improve the health of California’s MCAH 
populations through the performance of the functions outlined in the 10 MCAH Essential 
Services (see Background). The state-level MCAH Program implements activities related to 
infrastructure-building public health services, administers programs, and provides technical 
assistance and administrative oversight to MCAH programs within the Local Health Jurisdictions 
(LHJs).  California’s LHJs implement programs and enforce public health laws. Together LHJs 
and the state MCAH Program provide the framework for the public MCAH system in California. 
While governmental public health agencies are major contributors, the coordinated and 
cohesive MCAH infrastructure relies on contributions of multiple academic institutions, 
healthcare providers, public safety agencies, human service organizations, education and youth 
development organizations, foundations and community-based organizations.   
 
Capacity assessment for the CSHCN system is described in the companion report following the 
MCAH Needs Assessment Report.  
 
The LHJ Role and Context 
 
In order to achieve the mission of protecting and improving the health of California’s MCAH 
populations and their families, the MCAH Program funds all of California’s 61 LHJs. As the 
operational arm of the state public health system, LHJs deliver essential public health services, 
primarily at the enabling, population-based, and infrastructure-building levels of the MCAH 
pyramid for their local populations.  A limited number of LHJs operate MCAH direct health care 
services.   
 
The context of local MCAH program activities varies tremendously.  LHJs with small populations 
in mountainous or desert regions experience overall resource limitations in multiple domains 
(i.e., health and social services, housing, transportation, professional workforce). These 
limitations present challenges in building comprehensive MCAH systems of care and 
implementing the full range of essential public health services. Surveillance challenges include 
small populations and limited epidemiologic support for MCAH services. Access to care in these 
areas can be difficult due to a limited number of health care providers and often leads to long 
travel distances to services out of county or even out of state. In harsh winter weather 
conditions, access barriers are exacerbated.   
 
In California’s urban centers where there are comparably more resources, local MCAH 
programs implement the essential public health services in the context of concentrated linguistic 
and cultural diversity compounded by poverty, income inequality, and complex systems of 
services. Access to care can be particularly difficult among those with financial, linguistic, 
cultural, or logistical barriers to care. Additionally, some large LHJs serve highly diverse urban 
populations and rural (or even frontier) communities within the same county. Examples include 
Los Angeles, Riverside, San Bernardino, and Fresno.  With larger populations and more 
resources, including nationally renowned hospitals and academic institutions, some California 
LHJs in urban or suburban areas are national leaders in developing innovative approaches to 
persistent MCAH problems.  
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Capacity Assessment Approach 
 
The California Department of Public Health uses the framework of the 10 Essential Services of 
Public Health to structure programmatic activities within the department. Therefore, the MCAH 
Program selected the Capacity Assessment for State Title V (CAST-5) to assess state and local 
capacity, as this assessment tool is based on the 10 MCAH Essential Services. The CAST-5 
tool was modified for assessment of local MCAH program capacity. A detailed overview of the 
capacity assessment methods is presented in the Process and Methods section of this report.  
In order to describe California’s state-level capacity to carry out the 10 essential public health 
services for the MCAH population, a web-based survey was implemented with external 
stakeholders, including local health jurisdictions, health care providers, community-based 
organizations, professional organizations, and academic institutions. 
 
Prior to the presentation of capacity assessment findings is a detailed overview of the impact of 
recent budget cuts on California’s MCAH programs. Following the budget impact discussion, a 
description of the California MCAH system’s capacity to deliver the 10 MCAH Essential Services 
is organized within each level of the MCAH Pyramid (Direct, Enabling, Population-based, and 
Infrastructure-building Services).  Infrastructure-building services form the foundation of 
improving public health in California, and many of the 10 MCAH Essential Services correspond 
to this pyramid level; therefore infrastructure-building services receive extensive attention in this 
capacity assessment.  
 
Findings from the local and state-level CAST-V capacity assessment processes and the 
stakeholder web-survey of capacity are incorporated into an overall description of capacity at 
each level of the pyramid. Statements of local level capacity needs that were developed as a 
culmination of the local CAST-V process were summarized by essential service and HRSA 
pyramid level to provide a snapshot of common capacity issues and range of capacity needs 
across jurisdictions.  Due to variation in the level of detail and clarity of LHJ capacity needs 
submitted to the state MCAH Program, there was some difficulty in categorizing capacity needs 
consistently across jurisdictions. In order to inform the quantitative summarization of capacity 
needs, specific examples of capacity needs statements were drawn from a sample of 12 LHJs 
(including small and large; rural, suburban, and urban; and county and city jurisdictions).  The 
findings from the local, state and stakeholder assessments were essential in identifying capacity 
strengths and needs, and will inform technical assistance, workforce development, and other 
capacity-building activities over the next five years.  
 

Page 126 



California 2011-2015 Title V MCAH Needs Assessment 
 

Budget Impact 
 
Any assessment of California’s MCAH system capacity requires an examination of the impact of 
recent budget cuts on public MCAH programs. California, like the rest of the nation, is in a 
severe economic downturn.  The combined effect of the state’s continuing structural budget 
deficit and the loss of revenues resulting from the economic downturn resulted in a budget gap 
of $26.3 billion for State Fiscal Year (FY) 2009-10.  In order to address the budget shortfall, all 
California State General Funds (SGF) for the Maternal, Child and Adolescent Health (MCAH) 
Program were eliminated effective July 1, 2009, reducing the state and local MCAH Program 
budget by $20.3 million in SGF and $12 million in related matching Federal Title XIX funds.   
 
Legislatively, MCAH administers the State’s Public Health Domestic Violence Program.  The FY 
2009-10 budget eliminated $20.4 million SGF from the MCAH Domestic Violence Program.  
Subsequently, 80% of the eliminated funds ($16.3 million) was reinstated for one year using a 
special fund to Domestic Violence Programs as a result of an emergency legislation (Senate Bill 
SBX 13).  These reinstated funds are no longer administered by MCAH; the funds are 
administered by CalEMA (California Emergency Medical Agency). 
 
The loss of SGF to local and state MCAH programs, Black Infant Health (BIH) Programs, 
Adolescent Family Life Programs (AFLP), the Comprehensive Perinatal Services Program 
(CPSP), Domestic Violence Programs, and the California Birth Defects Monitoring Program 
(CBDMP) has resulted in deep reductions to local staffing, the numbers of clients served, and 
public health activities.   
 
In addition, local MCAH programs are being impacted by a reduction in state realignment 
revenues and associated Title XIX matching funds.  Public Health Realignment funds come 
from a one-half cent sales tax and a portion of vehicle license fees, both of which have been 
reduced as a result of the shrinking economy.  Between FY 2006-2007 and FY 2009-2010, the 
total Public Health Realignment funds transferred to counties has declined by $228.7 million.   
Public Health Realignment funding distributions to local public health agencies for FY 2009-
2010 are projected to be approximately $62 million lower than FY 2008-09. 
 
Statewide, Local Health Jurisdictions (LHJs) allocate approximately 3.25% of Public Health 
Realignment funds to local MCAH, BIH, and AFLP programs.  Realignment funds are the 
source of nearly all local agency funding for MCAH programs, including BIH and AFLP. The 
Federal Title XIX match to these funds is approximately 35% (enhanced and non-enhanced).  
The projected $62 million reduction in total Public Health Realignment funds has resulted in 
reduced local/county funding contributions to MCAH and AFLP budgets, while counties 
increased local funding for BIH programs through the use of various other funding sources, such 
as First 5. 
 
Local MCAH Programs 
 
The California MCAH Program funds all 61 LHJs (58 counties and 3 city health departments) for 
provision of MCAH services and programs to improve the health of mothers, infants, children, 
adolescents, and their families in their communities. LHJs also facilitate increased utilization of 
medical assistance programs, such as Medi-Cal, Healthy Families, Healthy Kids, and California 
Children’s Services through outreach and referral. Allocations to LHJs are determined by the 
percentage of women and children living in poverty in each jurisdiction, with special allocations 
to LHJs serving California’s smallest populations to ensure minimum program support.  Some 
LHJs also receive separate funding to operate BIH and AFLP programs.  

Page 127 



California 2011-2015 Title V MCAH Needs Assessment 
 

 
The MCAH Program requirements for a minimum basic Local MCAH program include:  

• an MCAH Director; 
• operation of a toll-free information and referral line for MCAH issues;  
• provision of outreach and application assistance for pregnant women, infants, and 

children eligible for Medi-Cal;  
• development of infrastructure and partnerships to implement services for the MCAH 

population;  
• identification of emerging health issues;  
• public health prevention activities; and  
• SIDS risk reduction mandated activities.  

 
The elimination of $2.1 million in SGF from local MCAH programs resulted in a loss of $2.1 
million in Title XIX federal matching funds.  Total local MCAH funds lost as a direct result of the 
elimination of SGF and the related Title XIX federal match was $4.2 million statewide in FY 
2009-10.  Due to reduced realignment revenue statewide, local MCAH programs have budgeted 
$1.9 million less in county agency funds and $600,000 less in matching Title XIX funds for FY 
2009-10. Based on personnel lists submitted with the FY 2009-10 MCAH budgets, 69 full time 
equivalent (FTE) local MCAH positions were eliminated statewide as a result of budget cuts.   
 
Local MCAH programs have decreased infrastructure and capacity due to loss of staff from 
decreased funding.  In turn, this has meant the elimination of certain programs such as Youth 
Substance Abuse Prevention Programs, a decrease in client outreach activities along with 
reduced or eliminated perinatal care guidance programs and a drastic reduction in referrals for 
prenatal care in most counties.  Along with the availability of fewer Public Health Nurses 
(PHNs), this results in only the very highest risk clients receiving service whereas others are 
turned away for care.  MCAH Action estimates elimination or reduction in services to over 1 
million individuals as a result of state and local budget reductions. 
 
Sacramento County MCAH  
 
Sacramento County MCAH serves as a common example of the effects budget reductions at 
the state and local level have had on local MCAH programs.  Like most California counties, 
Sacramento County is experiencing budget deficits and has been unable to replace the loss of 
SGF.  In fact, Sacramento County reduced its own MCAH agency budget by $61,350.   
 
The loss of $47,445 SGF and $61,350 local agency funds has resulted in an additional loss of 
$143,844 in Title XIX match, due to matching requirements related to indirect costs and 
personnel matching.  Title XIX matching is primarily driven by the level of matching to personnel 
costs.  Sacramento County lost the Title XIX match for personnel costs because they were 
required to use local agency funds to pay for indirect/overhead costs, which are not matchable.   
 
The loss of SGF to Sacramento County MCAH, compounded by the County’s reduction of local 
agency funds, has resulted in a net budget reduction of $252,058 in FY 2009-10 from FY 2008-
09 (a 47% reduction in funding).  
 
 

Page 128 



California 2011-2015 Title V MCAH Needs Assessment 
 

Sacramento County MCAH Budget Comparison 
     

FY 2008-09  FY 2009-10 
     
Title V $186,040  Title V* $161,059 
SGF $47,445  SGF  
Agency Funds $165,096  Agency Funds $103,746 
Title XIX $143,263  Title XIX   
Total Budget $541,844  Total Budget $264,805 
     
*BIH FIMR ($24,981) was shifted from MCAH to BIH 

  
Sacramento County MCAH currently operates with one PHN who is budgeted at 100% FTE in 
MCAH and an MCAH Director who is budgeted at 42% FTE in MCAH.  They are maintaining the 
minimum level of staffing and services needed to comply with Scope of Work (SOW) 
requirements in order to remain operational. 
 
Black Infant Health Program (BIH) 
 
The BIH Program addresses the disproportionate burden of infant mortality among Black 
women in California. Until 2009, BIH operated in the 17 LHJs where over 90% of all Black infant 
births and deaths occur.  
 
The 2009-2010 California budget eliminated $3.9 million SGF and $3.7 million related Title XIX 
to BIH programs statewide.  A number of local programs were able to identify short-term 
external funding to address budget shortfalls, primarily from First 5 County Commissions, but 
this varied based on local resources. BIH is the only program that was able to increase local 
agency funding statewide in FY 2009-10.  Local agency funding in FY 2008-09 was $2.7 million, 
which was matched to $1 million Title XIX federal funding.  Local agency funding increased to 
$4.2 million in FY 2009-10, with Title XIX match of $1.6 million statewide.  However, the 
additional $2.1 million is inadequate to backfill the combined loss of $7.6 million in SGF and 
Title XIX funds.  In October 2009, BIH programs enrolled 58% fewer new clients than were 
newly enrolled during October 2008. The total number of BIH clients served was 1,797 lower in 
calendar year 2009 than in calendar year 2008, a 14% decrease in clients served.  The number 
of total clients served will continue to decline as a result of ongoing restrictions in enrollment 
and length of program participation.  
 
Budget reductions have caused two sites, Riverside and San Bernardino Counties, to close.  As 
a result, BIH currently operates in LHJs where 75% of all Black births occur, down from 90% in 
2009.  Statewide, local agency BIH staffing was reduced by 12 FTE, with an additional 18 FTE 
reduction as a result of the Riverside and San Bernardino County closures. 
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Other counties have implemented program changes in response to budget cuts, such as 
drastically reducing enrollment capacity, eliminating PHN case management services, limiting 
the length of enrollment to one year after the birth of the child instead of two years, and referring 
many other clients to other programs that may not be able to meet their needs.  Potential 
consequences of these reductions among populations targeted by BIH are: 

• late or no prenatal care; 
• increased low birth weight and prematurity; 
• increased maternal, fetal, and infant mortality; 
• increased domestic violence; 
• fewer referrals to social services; 
• higher costs for delivery, postpartum, and infant care; and 
• increased need and costs for special care units and neonatal intensive care units.  

 
Kern County 
 
A comparison of Kern County’s BIH FY 2008-09 and FY 2009-10 budgets shows the financial 
impact of recent budget reductions to local BIH programs: 
 

Kern County BIH Budget Comparison 
     

FY 2008-09  FY 2009-10 
     
Title V $215,786  Title V $215,786 
SGF $187,812  SGF  
Agency Funds $21,727  Agency Funds $114,839 
Title XIX $237,320  Title XIX $136,510 
Total Budget $662,645  Total Budget $467,135 

  
 
Although Kern County was able to increase agency funding by $93,112, the net loss of funding 
due to the elimination of SGF and reduction of Title XIX reduced Kern County’s BIH budget by 
$195,510 – 30% of their budget.  Since local agency funds have been enhanced by First 5, 
which is a short-term measure, it is unknown how long local agencies like Kern County will be 
able to maintain increased levels of local agency funds. 
 
Adolescent Family Life Program (AFLP) 
 
In 2009-2010, $10.7 million SGF and $5.1 million related Title XIX were eliminated for AFLP, the 
case management program that serves approximately 17,000 pregnant and parenting teens in 
37 counties. In FY 2008-09, AFLP served 20% of all women under age 19 giving birth in 
California.  
 
Statewide, local agency funding for AFLP was $4.3 million in FY 2008-09.  In FY 2009-10, local 
agency funding for AFLP was $3.8 million.  Community Based Organizations (CBOs) that 
participate in AFLP may match local agency funds for Title XIX, but may not match at the 
higher, enhanced level.  Counties may match local agency funds at both the enhanced and non-
enhanced matching levels.  Given that local agency funding for AFLP was reduced statewide in 
FY 2009-10, there was no backfill for the lost SGF or Title XIX funds.   
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AFLP reductions resulted in 4,522 fewer clients served in October 2009 compared to October 
2008 – a 44% reduction in clients served.  New client enrollments were 34% lower in October 
2009 than in October 2008.  AFLP agencies experienced staff reductions of 170 FTE statewide.    
  
As a result of reduced staffing and program activity funds, program services to clients have also 
been reduced, resulting in: 

• limited outreach;  
• case finding and intake reductions; 
• reduced assessment;  
• minimal intervention; and 
• elimination of advocacy for clients. 

 
The impacts of these reductions will likely result in increased teen birth rates, increased 
dependency on welfare by teen mothers and their children, and poor birth outcomes due to 
inadequate prenatal education and care.  
 
At an administrative level, cuts have been made to program planning, monitoring, and 
evaluation.  
 
Three AFLP programs – Riverside, San Bernardino, and Siskiyou Counties – have been 
discontinued in FY 2009-10 as a result of their inability to perform program activities at the 
current funding levels. These program closures will result in an additional 39 FTE in staff 
reductions and elimination of client services for approximately 1,400 clients. Additional program 
closures and staff reductions are anticipated as short-term budget solutions are exhausted by 
local AFLP agencies.  
 
AltaMed Health Services Corporation (AltaMed) 
 
AltaMed provides AFLP services to Los Angeles County.  A comparison of their FY 2008-09 and 
FY 2009-10 budgets is indicative of the financial impact state and local budget reductions have 
on local AFLP agencies. 
 

Alta Med AFLP Budget Comparison 
     

FY 2008-09  FY 2009-10 
     
Title V $377,430  Title V $377,430  
SGF $479,555  SGF  
Agency Funds $53,372  Agency Funds $40,558  
Title XIX $243,950  Title XIX   
Total Budget $1,154,307  Total Budget $417,988  

  
The elimination of SGF and the Title XIX match reduced AltaMed’s budget by $723,505 – 63% 
of their FY 2008-09 budget.  Local agency funds further reduced their budget by $12,814.  
These budget reductions resulted in a loss of 10 FTE – 66% of their AFLP staff. 
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State Operations 
  
State MCAH Support 
 
State support staffing and activities have been significantly adversely impacted by the 
elimination of SGF for MCAH programs as follows:   
 
• The State has lost the ability to leverage SGF to draw down Title XIX matching funds.  The 

loss of $3.5 million resulted in an additional loss of approximately $1 million in federal Title 
XIX matching funds.  

• State staffing levels were reduced – vacant positions have not been filled, creating added 
work burden for remaining State staff. 

• Reduced capacity at the local level to collect data has impacted the State’s ability to 
document positive program outcomes and identify and address needed changes. 

• Reduced resources to coordinate services across LHJs and advocate for vulnerable at-risk 
MCAH populations.   

• Overall reduction in statewide collaboration to assure statewide program equality, 
information sharing, training, and problem solving. 

• Travel reduction for state staff to audit and monitor budgets and operations and provide 
crucial technical assistance.  

 
California Birth Defects Monitoring Program (CBDMP) 
 
Birth defects are the leading cause of infant mortality in the U.S.  The California Birth Defects 
Monitoring Program (CBDMP) has been an active ascertainment population based registry 
since 1982, when the California State legislature mandated the collection of data on birth 
defects, stillbirths, and miscarriages.  CBDMP monitors birth defects counts and trends in 
California for the safety of the public, performs public outreach and education, responds to 
public concerns, helps plan intervention and prevention strategies in California, and provides 
information to other CDPH programs, the LHJs, national reporting systems, and researchers 
worldwide. 
 
• Of the $3.5 million SGF eliminated from the State Operations budget, $1.6 million was for 

CBDMP.    
• Registry activites have been reduced from 40% of California births to 26% with the loss of 

data collection in the Inland Empire. 
• Registry activities have been reduced from 12 to 10 counties. 
• Reduced funding has led to program restructuring and loss of staff. 
• The core business of data collection, processing, analysis, and reporting has been cut back.   
• Public health surveillance activities have been reduced. 
 
Comprehensive Perinatal Services Program (CPSP) 
 
CPSP enhances the range of perinatal services reimbursed by Medi-Cal, from conception 
through 60 days postpartum. In addition to standard obstetric services, women receive nutrition, 
psychosocial, health education services, and related case coordination services from a multi-
disciplinary team.  This program is closely linked with the LHJ MCAH programs. The CPSP 
Perinatal Services Coordinator for each LHJ works within the MCAH program and is responsible 
for provider recruitment, training, and quality assurance.  
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As a result of the loss of SGF to other programs, there has been a reduction in resources to 
address the needs of pregnant and post-partum women.  At the same time, expansion of CPSP 
services, such as case coordination, that could fill some of these gaps is limited. 
 
The loss of SGF to MCAH has reduced the LHJs’ capacity to: 
• promote access to early prenatal care; 
• recruit new CPSP providers; 
• provide training to new CPSP providers; 
• provide technical assistance to existing and new CPSP providers; and  
• monitor and evaluate CPSP providers. 
 
Domestic Violence (DV) 
 
Through June 2009, MCAH DV funded 94 domestic violence shelter agencies to provide 
emergency and non-emergency services to victims of domestic violence.  Over 105,000 victims 
and their children received emergency shelter, legal assistance with restraining orders, 
transitional housing, and other support services.  Additionally, CDPH DV administered a major 
Training and Technical Assistance Project to build shelter agencies’ capacity to serve certain 
unserved and underserved populations; namely, the disabled and developmentally disabled, 
persons with mental health and substance abuse issues, and lesbian, gay, bisexual, 
transgender, questioning individuals. 
 
The replacement of 80% of DV funding for FY 2009-10 was a one-time special fund loan and is 
administered by CalEMA.  It is unknown to what extent the funding was directed to specific 
CDPH grantees, or to what extent non-emergency preventative services were continued.  
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Direct Health Care Services:  Workforce and Systems Capacity  
 
In California, responsibility for ensuring availability of direct health services is shared by multiple 
state entities, in collaboration with federal, private, and community-based partners. As public 
insurance based strategies for improving access to care for the MCAH populations have been 
increasingly deployed through Medicaid and State Children’s Health Insurance Program 
(SCHIP), delivery of direct services through the public system has declined. In California LHJs 
continue to operate public health clinics to provide safety net, or gap filling services for those 
who cannot access services elsewhere in the system.   
 
The availability, composition, and geographic distribution of medical care, dental care, and 
mental health care professionals in California describe the overall workforce capacity to address 
direct health care needs statewide. Further, the system-wide capacity to address direct health 
care services for the MCAH populations is described in this section through the availability of 
primary care, reproductive care, delivery hospitals and Neonatal Intensive Care Units, dental 
care, and behavioral health care services. The state role in assuring availability of care is also 
described. Maps of health care shortage areas are included in Appendix 8.  
 
Diversity and Workforce Needs in California 
 
In California, the workforce does not represent the diversity of the population. While Hispanics 
comprise over a third of the state’s population, a very small percentage of health professions 
are Hispanic.182-185 Blacks are also underrepresented in the health professions, while both Asian 
and White populations are overrepresented in health professions.182-185 California’s population 
projections anticipate overall growth, with over 90% of this increase in the Hispanic and Asian 
populations.18 Within the next several years, the majority of the population under 18 will be 
Hispanic. In order to address the linguistic and cultural needs of the continually evolving MCAH 
population in California, the health care workforce will need to increase in diversity, with a 
particular need to increase Hispanic providers in all fields.186 
 
Availability of Physicians 
 
For the MCAH population, primary care physicians and physicians who specialize in 
general/family practice, obstetrics and gynecology, neonatal/perinatal medicine, and pediatrics 
are of particular importance. In 2008, 7,700 physicians were specialized in general/family 
practice, 4,700 in obstetrics and gynecology, 528 in neonatal/perinatal medicine, and 8,900 in 
pediatrics.184  
 
The ethnic make up of the physician workforce in general is not representative of the state’s 
population. In 2008, 88% of the approximately 100,000 licensed physicians in California were 
either White or Asian.182-184 Hispanics comprise only 5% of the physician workforce yet account 
for more than a third of California’s population. Despite efforts in the past few decades to 
address the lack of ethnic diversity in the physician profession, this workforce has yet to adjust 
to the increasingly ethnically diverse population.  
 
The lack of ethnically diverse representation among physicians is further exacerbated by the 
nearly 4.5 million Californians that live in a primary care Health Professional Shortage Area2 

                                                 
2 Primary care HPSAs are defined as a population-to-primary care physician ratio of at least 3,500:1, or at least 
3,000:1 if the population demonstrates unusually high need; or a lack of access to health care in surrounding areas 
because of excessive distance, over-utilization, or access barriers. 
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(HPSA).187, 188 Primary care providers are the main source of health care for many Californians. 
Most of the 180 primary care HPSAs fall in the San Joaquin Valley, Northern/Mountain, and 
Southeastern counties, areas that are primarily agricultural in nature, or are sparsely populated. 
The shortage of primary care physicians is due in part to the salary disparity between primary 
care and specialty fields.189 To help fill the primary care physician workforce gap, the California 
Legislature has had limited success in expanding the authority of nurse practitioners over the 
last several years. 
 
Availability of Nurses 
 
In 2008, there were over 260,000 California-licensed, active registered nurses (RNs) residing in 
California.185, 186 This supply of RNs is well below the 25th percentile nationwide of full-time 
equivalent (FTE) RNs per 100,000 population, which is a frequently used benchmark for 
estimating RN need. To reach the 25th percentile, California would need to add an additional 
30,000 FTE RN positions to the current workforce.190 
 
Forecasts suggest, however, that this shortage of nurses is shrinking. Recent increases in state 
funding for expanded RN education programs resulted in increases in nursing school graduates 
by 55% between 2003-2004 and 2007-2008. Provided that current RN program augmentation 
efforts are maintained, and assuming a stable supply of internationally-trained nurses, 
California’s nursing shortage ranking is projected to reach the 25th percentile by 2016, and 
reach the national average of FTE RNs by 2025.190 
 
In addition to the overall shortage, the nursing workforce does not represent the ethnic diversity 
of the state, though this is changing. Over the past 20 years, the proportion of White nurses has 
decreased to 57%, due in part to an increase in Filipinos, Hispanics and non-Filipino Asians 
among younger nurses. Currently 18% of RNs are Filipino, 9% are non-Filipino Asian (9%), 8% 
are Hispanic, and 4% are Black. Importantly, regional data indicate that the nursing workforce is 
more ethnically diverse in the regions of California that have a high degree of diversity.185  
 
Certain nursing specialties, such as public health and obstetric nursing, are particularly relevant 
to the availability of MCAH services. The percentage of California RNs who are certified public 
health nurses has increased by 5 percentage points over the past 15 years.189 In 2008, nearly 
17% of RNs had public health nurse (PHN) certifications. However, while more RNs are 
obtaining public health nurse certification, they are less likely to actually be employed as public 
health nurses. In 1993, when only 11.1% of RNs had PHN certification, 2.2% of RNs worked as 
public health nurses. By 2008, only 1.3% of RNs worked as public health nurses, despite the 
fact that 17% had PHN certification.185 Counties report high job vacancy rates and increased 
difficulty in filling vacant PHN positions due to a lack of qualified applicants and inability to 
compete with hospital compensation packages.191 Public health nurse salaries are among the 
lowest for California RNs.185  
 
Among the 88% of RNs who provide direct care to patients, roughly 44,000 work in the clinical 
area of obstetrics, labor and delivery, and reproductive health.  Approximately 15,000 RNs 
provide neonatal and postpartum-related services.185  
 
Availability of Mid-Level Professionals 
 
Mid-level professionals, Physician Assistants (PAs), Nurse Practitioners (NPs), and Certified 
Nurse Midwives (CNMs), are key providers of primary, reproductive, and obstetric/gynecological 
care to the MCAH populations, particularly in areas with a shortage of physicians and in 
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community health facility settings. In 2010, there were approximately 7,600 PAs licensed in the 
state.190 Los Angeles County has the greatest number of licensed PAs with 1,790, while Alpine 
and Sierra Counties–both rural populations–had no PAs.192 While California’s PA-to-population 
ratio has increased by 50% since 2000, the present ratio of 31.4 PAs per 100,000 persons 
ranks below half of all other states.193  
 
There are approximately 18,000 NPs and 1,500 CNMs. The share of working RNs with a NP 
certification has doubled from 3.5% in 1990 to 7.1% in 2008.185 The percentage of CNMs has 
decreased from 1.2% in 1993 to 0.6% in 2008.185 Growth in these specialized health professions 
is an important component to increasing the availability of primary care providers and enhancing 
the primary care practice in rural and underserved areas.192  
 
Availability of Dentists and Mid-level Dental Providers 
 
With an estimated 26,500 actively practicing dentists in California, the dentist-to-population ratio 
in California is estimated at 3.5 dentists per 5,000, higher than the national average.194, 195 
Similar to other health professions in the state, the ethnic makeup of dentists does not reflect 
the diversity of the population. Over half of dentists are white (57%), 32% are Asian, 7% are 
Hispanic, and 3% are Black.194, 196  
 
Despite the large number of practicing dentists, many areas of California have a shortage of 
dentists. There are 94 dental HPSAs3 in California, the vast majority of which are in rural areas. 
Alpine County, a sparsely populated county on the north eastern border, for example, has no 
actively practicing dentists.193 San Benito County, on the central coast, and Inyo County, on the 
southeast border, each has a dentist-to-population ratio of less than 1 per 5,000. These 
shortage areas impact nearly two million residents.197,198 
 
California has a licensed independent mid-level provider known as Registered Dental Hygienist 
in Alternative Practice (RDHAP). RDHAPs provide teeth cleanings and other preventive 
services in schools and residential facilities, as well as to disabled patients in their homes. 
There are more than 300 RDHAPs licensed in California, but it is not known how many are 
currently practicing.199  
 
Availability of Mental Health Professionals 
 
The high overall vacancy rate of mental health provider positions in California (20-25%) is due in 
part to the disproportionate distribution of mental health professionals in the state.200 In 
particular, almost 55% of the workforce is concentrated in the Bay Area and Los Angeles, while 
only 47% of California’s population resides in these two areas.201 As a result, there are 151 
mental health HPSAs,4 which impact 4.3 million people in California.197,202 
 
In addition, California’s mental health professionals are not representative of the ethnic diversity 
of the state.201 For example, Hispanics are underrepresented in psychiatry (less than 5%) and 
marriage and family therapy (20% of MFT graduates). However, over the last several years, the 

                                                 
3 Dental HPSAs are areas with a population-to-dentist ratio of at least 5,000:1; a high population need with a ratio 
between 5,000:1 and 4,000:1; or a lack of access to dental care in surrounding areas because of distance, 
overutilization, or access barriers. 
4 A mental health HPSA is designated for an area characterized by a lack of access to care provided by Core Mental 
Health Professionals (CMHP) in the area, and one of the following conditions: 1) the population to CMHP ratio is 
greater than 6,000:1 and the population to psychiatrist ratio is greater than 20,000:1; 2) the population to CMHP ratio 
is greater than 9,000:1; or 3) the population to psychiatrist ratio is greater than 30,000:1. 
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percentage of Hispanics has increased in every mental health profession and graduate 
program. Since 2003, the percentage of American Indians in the mental health field has 
remained at approximately 2% or less of mental health providers.201 Social workers represent 
the largest percentage of mental health professionals and exhibit the highest projected ethnic 
diversity based on the composition of graduates from master’s level social work (MSW) 
programs in California.201  
 
Availability of Nutrition Professionals 
 
There are over 8,300 registered dietitians and 2,100 dietetic technicians, registered who 
practice in California.203 Dietitians and nutritionists are primarily employed in hospitals, 
outpatient care centers, local government, and physician offices.204 
 
Availability of Providers who Accept Public Insurance 
 
The availability of health care providers who accept public insurance severely limits availability 
of services to the large proportion of the MCAH population covered by Medi-Cal or Healthy 
Families, California’s Medicaid and SCHIP programs. In 2008, 68% of physicians overall and 
69% of primary care physicians accepted Medi-Cal.205 Rural primary care physicians were 
slightly more likely than urban primary care physicians to participate in Medi-Cal. Additionally, 
an estimated 62% of obstetrician/gynecologists, 65% of family practice physicians, and 76% of 
pediatricians participated in Medi-Cal.205  
 
In 2010, only 25% of dentists provided services to Denti-Cal (California’s Medicaid dental 
program) patients, a decrease from 40% in 2003.206 Less than half of the state’s pediatric 
dentists participated in Denti-Cal, and of those, two-thirds limited the number of patients they 
accepted.207 At least 13 northern and eastern rural counties have no dentists on the Medi-Cal 
referral list.206 Approximately 70% of dental specialists, such as orthodontists and endodontists, 
do not accept Medi-Cal patients.206 Even among dentists that do see Medi-Cal patients, many 
will not treat pregnant women. Only 14% of pregnant women enrolled in Medi-Cal had a dental 
visit.206  
 
Availability of Health Care Services 
 
In addition to the 180 primary care, 94 dental, and 151 mental health HPSAs described above, 
designations of health care shortage include Medically Underserved Areas (MUA), 
geographically-based groupings where residents lack direct services, and Medically 
Underserved Populations (MUP), population groups in an area with economic, cultural, or 
linguistic barriers to existing health services. There are currently 194 MUAs  and 42 MUPs in 
California.208 These special designation areas are linked to incentives, such as federal grants or 
repayment of student loans for providers serving in these areas, to improve availability of health 
care services.  
 
Federally Qualified Health Centers (FQHC) and FQHC Look-Alikes provide comprehensive 
primary care and preventive care, including health, dental, and mental health/substance abuse 
services to persons of all ages, regardless of their ability to pay. To expand services in 
California’s MUP/As, 113 FQHCs with over 1,000 delivery sites have been established, primarily 
concentrated in the state’s most populous counties.209, 210 For example, Los Angeles County 
(population 10,341,000) contains 151 sites and San Diego County (population 3,169,000) has 
102 sites.210,211 Conversely, 19 counties that are primarily rural have three or fewer sites, with 10 
counties having no delivery site at all. Nine of the 10 counties without a site are located in the 
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Northeastern/Mountain areas, which are rural and medically underserved. Eleven of the 
California’s FQHCs will be receiving over $60 million in additional American Recovery and 
Reinvestment Act (ARRA) funds to expand services.212 
 
FQHCs play an important role in ensuring availability of services to California’s ethnically 
diverse and economically disadvantaged populations. Of the 2.3 million patients served at the 
delivery sites, 45% are uninsured and 38% are covered by Medi-Cal.210 Additionally, 62% of 
patients are Hispanic and 50% prefer speaking a language other than English.210  
 
Rural Health Clinics increase the availability of primary care services to California’s 3 million 
residents living in rural areas. There are 263 Rural Health Clinics located throughout the 
state.213 Additionally, there are approximately 40 tribal health clinics in California.214 
 
Primary Care Clinics also help provide health services to HPSAa and MUP/As. There are 
currently 950 licensed primary care clinics and 650 specialty clinics in California.215, 216 The 
number of primary care clinics has increased by over 200 since 2003. These clinics employ over 
1,600 primary care physicians in addition to other primary care providers, such as CNMs and 
NPs.215 
 
Several state agencies help to ensure that direct health care services are available for the 
MCAH population. California’s HRSA-supported Primary Care Office is located within the 
Healthcare Workforce Development Division (HWDD) of Office of Statewide Health Planning 
and Development (OSHPD). HWDD collects and analyzes demographic and provider data to 
determine HPSAs, recruits and retains providers to work in these areas, and manages a 
workforce clearinghouse to inform policy decisions. HWDD also helps prospective FQHCs with 
their application process. In addition, the non-profit California Primary Care Association 
supports the development of community health centers in the state. 
 
Availability of Reproductive Care 
 
Family Planning, Access, Care, and Treatment (Family PACT), California’s Family Planning 
Medicaid Waiver Program, improves availability of family planning and reproductive health 
services for healthy, low-income men and women who may not be eligible for Medi-Cal. In 2008, 
there were approximately 2,800 enrolled Family PACT clinician providers distributed broadly 
throughout the state. Of these, 42% are located in Los Angeles County, where 35% of Family 
PACT clients receive services.217 Six counties each had only one provider delivering services. 
These six counties have small populations ranging from 1,200 (Alpine County) to 56,500 
(Tuolumne County).211  
 
Availability of Perinatal, Delivery and Neonatal Intensive Care Unit (NICU) Services 
 
Delivery services are provided in over 325 facilities in the state.218 This includes 110 primary 
care hospitals and birthing centers, which serve low risk patients. While the state has systems in 
place to help ensure delivery services are available to underserved populations, gaps in 
availability of services still remain. In 2008, no births occurred in the rural county of Sierra and 
less than 10 births occurred in each of 7 other rural counties.219 However, there were 
approximately 2,000 women in these 7 counties that gave birth outside of their county of 
residence, suggesting that delivery-related services were not available in these counties.220 
 
The Regional Perinatal Programs of California (RPPC) improves availability of perinatal care 
through promotion of seamless systems of care.  This includes working with the California 
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Perinatal Transport Systems (CPeTS) to support transport services to available regional NICUs 
and perinatal high risk units. 
 
Integral to providing these perinatal and neonatal health care services is collaboration with the 
California Children’s Services (CCS), within the Department of Health Care Services. CCS has 
structured regional affiliation among the 109 CCS-approved NICUs to assure access to 
appropriate quality specialty consultation and intensive care services. There are approximately 
22 intermediate, 70 community, and 17 regional NICUs in the state, each providing 
progressively more intensive medical care services.221  
 
The Comprehensive Perinatal Services Program (CPSP) ensures that a wide range of 
enhanced nutrition, psychosocial and health education services are available to pregnant 
women, from conception through 60 days postpartum. Over 1,500 Medi-Cal providers are 
approved as CPSP providers.  
 
Availability of Dental Services 
 
Over 250 community dental clinics staffed with 450 FTE dentists have been established in 
HPSAs to improve the availability of dental care in California.195, 222 For the 4.8 million 
Californians at or below the federal poverty level, community clinics serve as a primary source 
of dental care.  
 
Availability of Behavioral Health Services 
 
Recent estimates indicate that nearly 4 million Californians are in need of mental health 
services.223 Between 2004 and 2005, over 600,000 clients received county mental health 
services throughout the state.224 For the MCAH population, the state offers behavioral health 
services that address substance abuse issues. For example, the California Department of 
Alcohol and Drug Program’s Office of Women's and Perinatal Services oversees a statewide 
network of approximately 300 publicly-funded perinatal alcohol and drug treatment programs 
that annually serve over 38,000 pregnant and parenting women and 56,000 children. There are 
approximately 2,000 substance abuse treatment and recovery programs in all counties, 
including private, public and nonprofit programs. 
 
LHJ Direct Services Capacity Needs  
 
Priority capacity needs related to direct health care services delivery were identified by 19% of 
LHJs. Examples of these needs include development of mobile and stationary satellite clinic 
sites in a rural LHJ, expansion of the hours of a public health clinic in an urban city jurisdiction, 
and the expansion of the availability of dental and mental health services.  
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Enabling Services 
 
Enabling services allow or provide access to the array of basic health care services. These are 
typically services delivered to individuals in one-on-one, family, or group settings. Enabling 
services are particularly necessary for low-income or isolated individuals, or those with special 
or complicated health needs. Despite increasing attention to more distal causes of MCAH 
outcomes, improved access to care is an important approach to improving health, particularly 
for secondary and tertiary prevention efforts. Further, a strong system of supportive services 
can buffer the impacts of negative social, environmental, or interpersonal exposures. This is 
particularly important during sensitive periods of increased vulnerability for MCAH populations.  
 
The population data presented in this section describe utilization of and barriers to medical care, 
and access to other enabling services among MCAH populations in California. These measures 
serve as outcome measures of the ability to reduce financial and other barriers to care, as well 
as measures of need for enabling services administered by MCAH and other partners in the 
overall MCAH system.  
 
Following the population data, there is a description of the four major MCAH programs designed 
to improve MCAH outcomes in California through enabling services, and a description of major 
initiatives outside the MCAH Program (Home Visiting and First 5 California).  
 
Assessment of MCAH Program Capacity to provide enabling services is provided at the state 
and local levels (ES 3, ES7).  
 
Health Insurance  
 
Health insurance coverage plays an important role in influencing access to and utilization of 
health care among MCAH populations. Healthy People (HP) 2010 reinforces the importance of 
health insurance by promoting 100% insurance coverage of the population. In California, health 
insurance coverage falls short of this HP 2010 goal across different age groups and racial/ethnic 
groups. Most of the race/ethnicity insurance rate differences can be attributed to disparities in 
income.225  
 
Prior to the current recession, uninsurance rates showed a slight downward trend between  
2001 and 2007.225  In 2007, Whites were the least likely of all race/ethnicities to be uninsured 
(12.4%) and Hispanics had the highest uninsurance rate at 29%.225 Whites also had the lowest 
enrollment (6%) in public insurance programs, specifically Medi-Cal and Healthy Families 
(California's State Children's Health Insurance Program), compared with Asians (17%), Blacks 
(25%), Hispanics (25%), and American Indians (25%).226  
 
Important changes in insurance coverage occurred between 2007 and 2009,225, 226 when  
unemployment rates increased from 5.4% to 12.3% due to California’s severe economic 
recession.227 Because the main source of insurance among non-elderly adults and children is 
through employment, this led to a corresponding drop in insurance coverage. It is estimated that 
nearly 2 million Californians lost their year-round health insurance coverage during this time.226 
This may have lasting effects as fewer Californians have regular, affordable access to 
preventive services and health care. 
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Children 
 
Figure 1a displays insurance coverage rates for children ages 1-11 years in 2007. In 2007, 28% 
of children were covered by Medi-Cal, 7% were covered by Healthy Families, and 5% were 
uninsured. In total, approximately 300,000 children do not have health insurance.  
 
Hispanics accounted for two thirds of all uninsured children in California and had the highest 
rate of uninsurance in this age group at 7%. The rate of uninsurance among White and Asian 
children was 3% in each group (Figure 1a). Among non-citizen children, 23% were uninsured 
and 37% were insured through Medi-Cal.   
 
Figure 1a. Insurance Status of Children
Percent (95% CI) of children ages 1 through 11, by race/ethnicity, 2007

Data source: California Health Interview Survey (CHIS)
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Public insurance is an important source of insurance coverage for children in several 
racial/ethnic groups in California. In 2007, nearly half of Black children were insured through 
Medi-Cal compared with Hispanics (40%), Asians (13%), and Whites (10%) (Figure 1a). 
Although not shown in Figure 2 because some cell sizes were too small, Medi-Cal insurance 
was also high among American Indians/Alaska Natives (50%). Healthy Families insured 10% of 
Hispanic children, 6% of Asians, and 3% of Whites.  
 
Adolescents 
 
Among adolescents ages 12-17 years, 21% were covered by Medi-Cal in 2007, 7% were on 
Healthy Families, and 7% were uninsured (Figure 1b). Approximately 236,000 adolescents were 
not covered by health insurance. Hispanics had the highest rate of uninsurance among 
adolescents at 10%, compared with Asians (7%) and Whites (3%) (Figure 1b). Similar to 
children, a greater percentage of non-White adolescents were covered by public insurance 
programs compared with White adolescents. Nearly 33% of adolescent Hispanics were insured 
through Medi-Cal, followed by Blacks (29%), Asians (14%), and Whites (9%). Healthy Families 
insured 11% of adolescent Hispanics, 6% of Asians, and 4% of Whites. Additionally, among 
non-citizen adolescents, 28% were uninsured, 34% were covered by Medi-Cal and 11% were 
insured through Healthy Families. 
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Figure 1b. Insurance Status of Adolescents
Percent (95% CI) of adolescents ages 12 through 17, by race/ethnicity, 2007

Data source: California Health Interview Survey (CHIS)
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Overall, Medi-Cal and Healthy Families insure a third of California’s children and adolescents. In 
addition to these larger public insurance programs, the Children’s Health Initiative (CHI) was 
developed in 2001 to promote access to public insurance coverage. CHI created a new 
insurance product called Healthy Kids for children and adolescents who lack insurance but are 
ineligible for Medi-Cal and Healthy Families due to family income or immigration status. Healthy 
Kids programs are operated at the county level and funded through private and public 
partnerships. CHI also includes an outreach and enrollment component to increase enrollment 
in Medi-Cal, Healthy Families, and Healthy Kids.228 
 
Currently, 25 of the state’s 58 counties have CHI programs and cover approximately 70,000 
children; this is a decrease from the 30 counties that were participating in 2007. Enrollment in 
Healthy Kids began to decline in 2008 in response to reductions in funding.228  
 
A recent analysis conducted by UCLA showed that 1.1 million children in California, ages 0-18 
years, were uninsured all or part of the year in 2007; this was a slight decrease in uninsured 
children from 2001.224, 226 However, due to the recent economic recession and loss of jobs in the 
state, 1.5 million children were estimated to be without insurance in 2009.226 While public 
insurance programs were able to mitigate part of the rise in uninsurance among children, these 
efforts were hindered in 2009 by a temporary enrollment freeze in Healthy Families. Healthy 
Families also suffered cuts to services and increases in enrollment fees and premiums in 
2009.229 While these cuts were backfilled by other funding sources, the supplemental funds will 
expire in 2010. Further cuts and service reductions are expected in the upcoming state 
budget.230 
 
Proposed cuts to Medi-Cal will also impact population groups that rely on public insurance to 
enable access to health care services. In California, Hispanic populations are the fastest 
growing and are disproportionately dependent on Medi-Cal and Healthy Families. The 
anticipated cuts to the already shrinking public insurance programs in the state will result in 
negative impacts of increased uninsurance and a corresponding reduction in access to care for 
the most vulnerable populations.  
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Women of Reproductive Age 
 
In 2007, 18% of reproductive aged women 15-44 years of age were uninsured and 15% were 
covered by Medi-Cal (Figure 1c). Hispanics of reproductive age had the highest percentage of 
uninsurance at 27%, substantially higher than uninsurance among Asians (16%), Blacks (10%), 
and Whites (9%) (Figure 1c). Nearly 33% of Black women were covered by Medi-Cal, compared 
with 27% of American Indian women, 22% of Hispanics, 7% of Whites, and 7% of Asians.  
 

 

Figure 1c. Insurance Status of Women of Reproductive Age
Percent (95% CI) of women ages 15 through 44, by race/ethnicity, 2007

Data source: California Health Interview Survey (CHIS)
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Among non-citizen women of reproductive age, 40% were uninsured.231 This encompasses over 
660,000 women who are particularly vulnerable due to socioeconomic disadvantages and 
limited access to public programs. This figure likely underestimates the number of uninsured 
non-citizen women, due to low participation of undocumented women in health surveys. For 
undocumented women, neither Medi-Cal nor Healthy Families provides full-scope coverage.225 
However, Medi-Cal does cover all pregnant women regardless of documentation status if they 
meet financial requirements.  
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Pregnant and Post-Partum Women and Infants (2) 
 
Among California women with a recent live birth, insurance coverage during pregnancy was 
96.8% in 2008, and has remained relatively stable since 2000 (Figure 2a).  Approximately half 
of pregnancies in 2008 were covered by Medi-Cal, which includes a comprehensive set of 
pregnancy-related services. Although Medi-Cal adult benefits suffered cuts in 2009, coverage of 
pregnancy-related services for pregnant women has remained intact.232 From 2000 to 2008, 
Medi-Cal coverage during pregnancy increased from 41.5% to 50.1%, while other insurance 
coverage (including employer-based insurance) declined.  
 

 

Figure 2a. Maternal Health Insurance During Pregnancy 
Percent of mothers with a recent live birth, 2000-2008

Data source: Maternal and Infant Health Assessment Survey (MIHA)

0

10

20

30

40

50

60

Medi-Cal 41.5 40.5 44.9 46.5 48.7 50.8 49.8 49.9 50.1

Other 54.2 55.1 50.5 50.9 47.8 47.1 47.7 47.5 46.7

Uninsured 4.3 4.4 4.6 2.6 3.4 2.2 2.4 2.6 3.2

2000 2001 2002 2003 2004 2005 2006 2007 2008

P
er

ce
nt

 
 
In 2008, 73.4% of women with a recent live birth reported having any kind of health insurance 
just before their most recent pregnancy.  Due to expanded eligibility for public insurance during 
pregnancy, insurance coverage increased greatly during the prenatal period to nearly 100%.  
Health insurance coverage after pregnancy fell to near pre-pregnancy levels overall, though 
coverage gains were observed for some racial/ethnic groups (Figure 2b).  
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Figure 2b. Maternal Health Insurance
Percent (95% CI) of mothers with a recent live birth, by race/ethnicity, 2008

Data source: Maternal and Infant Health Assessment Survey (MIHA)
Notes: PI = Pacific Islander
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Hispanic women were the most likely to be without health insurance before and after their 
pregnancy, compared to other groups (Figure 2b). Unlike Hispanic women, the percent of Black, 
Asian/PI, and White women with insurance after pregnancy increased slightly compared to pre-
pregnancy levels. The percent of women insured during pregnancy did not differ according to 
race, although Hispanic and Black women were more likely to report having Medi-Cal during 
pregnancy than other types of insurance compared with White and Asian/PI women (Figure 2c).  
 

 

Figure 2c. Mothers and Infants on Medi-Cal
Percent (95% CI) of mothers with a recent live birth, by race/ethnicity, 2008

Data source: Maternal and Infant Health Assessment Survey (MIHA)
Notes: PI = Pacific Islander
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In 2008, 4.1% of mothers reported their infant was uninsured, which was down from 6.7% in 
2002. Between 2002 and 2008, Medi-Cal coverage for infants increased from 39.0% to 43.9%, 
as did Healthy Families coverage (from 2.5% to 4.4%) (not shown). Infants whose mothers were 
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Black and Hispanic were more likely to be on Medi-Cal since birth, compared with infants whose 
mothers were White and Asian/PI (Figure 2c). 
 
Many publicly available reproductive health and pregnancy-related services, however, are at 
risk of funding cuts or elimination. For pregnant women who do not meet the financial 
requirements of Medi-Cal, the Access for Infants and Mothers (AIM) program provides health 
insurance coverage during pregnancy up to 60 days postpartum. AIM also provides coverage 
for infants of AIM mothers through automatic eligibility in Healthy Families. This public insurance 
program for lower income women and infants may be eliminated completely in the 2010-2011 
state budget.  
 
The Family Planning, Access, Care, and Treatment (Family PACT), California’s Family Planning 
Medicaid Waiver Program, provides access to family planning services for low-income men and 
women of reproductive age who may not be eligible for Medi-Cal and are uninsured. Family 
PACT serves approximately 1.6 million residents per year.217 Nearly two-thirds of clients are 
Hispanic, 20% are White, 6% are Black, 6% are Asian/Filipino/Pacific Islander, and 3% are 
Native American and other. Between 2004 and 2008, the number of clients served increased by 
6-10% for each race/ethnicity.217  
 
Dental Insurance (3) 
 
Californians without dental insurance are less likely to visit dentists and dental hygienists and 
more likely to report unmet dental needs and delayed visits.195 Among children age 1-11 years, 
83% were covered by dental insurance (Figure 3).  In this age group, dental insurance was most 
common among Blacks (91%) and Asian/PIs (87%), compared with White (81%) and Hispanic 
(83%) children. Coverage dropped to 76% among adolescents and 69.7% among women of 
reproductive age. Among both adolescents and women of reproductive age, dental insurance 
was more common among Blacks and Whites, and less common among Hispanics and 
Asian/PIs. Data on dental insurance is not available among recent mothers in California.  
 
Denti-Cal, California’s Medicaid dental program, is the primary payer of dental care for 
approximately 8.5 million Californians, and dental care reimbursed by Denti-Cal is mostly 
provided in community clinics or group practices.195 While most adult dental benefits were 
eliminated July 1, 2009, Denti-Cal remains an important source of dental care for medically 
underserved children. Despite these cuts, recent funding from the American Recovery and 
Reinvestment Act (ARRA) provides an opportunity to increase Denti-Cal reimbursement rates or 
restore Denti-Cal adult coverage.233  
 

Page 146 



California 2011-2015 Title V MCAH Needs Assessment 
 

Figure 3. Dental Insurance
Percent (95% CI), by MCAH population and race/ethnicity, 2007

*Children ages 1-11; adolescents ages 12-17; women of reproductive ages 18-44
Data source: California Health Interview Survey (CHIS)
Notes: Question measured current dental insurance among children and adolescents, and 
dental insurance in the past year among women of reproductive age
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Health Care Utilization (4) 
 
Children 
 
Overall, children have the highest rates of all MCAH groups in access to and utilization of 
medical care in California. In 2007, among children ages 1-11, 97% had a usual source of 
health care (i.e., had a usual place to go when they were sick or in need of health advice), 91% 
visited a doctor in the past year, and 95% received care when needed in the past year. No 
substantial differences were observed between racial/ethnic groups in having a usual source of 
care or doctor visit in the last year. However, Black children more commonly experienced 
delayed care due to cost than White children.  (Figure 4a).  
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Figure 4a. Health Care Utilization among Children
Percent (95% CI) of children ages 1 through 11, by race/ethnicity, 2007

*Within in the past year
Data source: California Health Interview Survey (CHIS)
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Adolescents 
 
Medical care utilization rates are lower among adolescents than children in California, and 
differences between racial/ethnic groups are larger in this age group for usual source of care 
and doctor visit in the past year. In 2007, 82% of adolescents ages 12-17 had a usual source of 
health care, 17% did not visit a doctor in the past year, and 5% had delayed care. Asians were 
least likely to report having a usual source of care, most likely to report not having seen a doctor 
in the past year, and had a relatively low rate of delayed care. Hispanic adolescents also 
reported a low prevalence of having a medical home and a high prevalence of not seeing the 
doctor (Figure 4b).  
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Figure 4b. Health Care Utilization among Adolescents
Percent (95% CI) of adolescents ages 12 through 17, by race/ethnicity, 2007

*Within in the past year
Data source: California Health Interview Survey (CHIS)
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Women of Reproductive Age 
 
Among reproductive aged women, 86% had a usual source of health care, 15% did not visit a 
doctor in the past year, and 18% reported a delay in getting care they needed. Black and White 
women were more likely to report having a usual source of care and visiting a doctor in the past 
year, compared with Hispanic and Asian women. At the same time, delayed care was more 
commonly reported among Black and White women, compared with Hispanic and Asian women 
(Figure 4c).  
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Figure 4c. Utilization among Women of Reproductive Age
Percent (95% CI) of women ages 15 through 44, by race/ethnicity, 2005/2007

*Within the past year
Data source: California Health Interview Survey (CHIS)
Notes: Data on usual care and doctor's visits come from 2007; data on delayed care come 
from 2005

0

20

40

60

80

100

Black 89.1 11.1 21.0

Hispanic 82.3 18.2 14.0

White 89.9 10.6 22.7

Asian 86.3 19.8 14.7

State Total 86.4 15.0 18.0

State Line 0.5 0.5 0.4

Usual Source of Care Did Not Visit Doctor* Delayed Care*

P
er

ce
nt

 (9
5%

 C
I)

 
Pap Test (5) 
Receipt of a pap test within three years is an indicator of reproductive care utilization among 
women. Approximately 84% of women ages 18-44 received a pap test within the last three 
years in California. Asian women were less likely to report having received a pap test than other 
racial or ethnic groups (Figure 5). Approximately 85% of women covered by Medi-Cal and 74% 
of women without insurance received a recent Pap test (not shown). 
 
Figure 5. Pap Test in Past 3 Years 
Percent (95% CI) of women* ages 18 through 44, by race/ethnicity, 2007

*Women without a hysterectomy
Data source: California Health Interview Survey (CHIS)  
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Mental Health Treatment (6) 
In 2007, over 1.5 million women of reproductive age in California reported that they might need 
professional assistance with managing emotional or alcohol and drug problems. Of the women 
who reported needing help, 45% did not receive mental health treatment. Whites were least 
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likely to report that they did not receive needed treatment compared to other race/ethnicity 
groups (Figure 6).  
 

 

Figure 6. Did Not Receive Mental Health Treatment
Percent (95% CI) of women* ages 18 through 44, by race/ethnicity, 2007

*Among women who felt they might need to see a professional for problems with emotions 
or drugs/alcohol in past year
Data source: California Health Interview Survey (CHIS)                                          
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Pregnant and Post-Partum Women and Infants 
Usual Source of Care before Pregnancy (7) 
Utilization of routine and preventive care before pregnancy helps to ensure that women enter 
pregnancy in good health and can prevent negative outcomes for infants and mothers. In 2008, 
73% of women with a recent live birth reported having had a usual source of care or “medical 
home” before their pregnancy.  Fewer women with a recent live birth report having a usual 
source of care than women of reproductive age in general (75% vs. 86%, respectively, in 2007).  
Having a usual source of care before pregnancy has increased since 2000, with the exception 
of a one year decline in 2005 (Figure 7a). Asian/PI and Hispanic women were the least likely to 
report having a usual source of care before pregnancy (68% and 71%, respectively) compared 
with 74% of Black and 79% of White women (Figure 7b). 
 
Figure 7a. Usual Source of Care before Pregnancy 
Percent of mothers with a recent live birth, 2000-2008

Data source: Maternal and Infant Health Assessment Survey (MIHA)
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Figure 7b. Usual Source of Care Before Pregnancy
Percent (95% CI) of mothers with a recent live birth, by race/ethnicity, 2008

Data source: Maternal and Infant Health Assessment Survey (MIHA)
Notes: PI = Pacific Islander
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Prenatal Care (8) 
California has seen a recent decline in first trimester prenatal care (PNC) initiation. The percent 
of women with a live birth who received PNC in the first trimester increased from 85% in 2000 to 
87% in 2003, but then decreased to 82% in 2008 (Figure 8a).  Beginning in 2007, new variables 
on the California birth certificate require more precise timing of PNC initiation, which has 
resulted in fewer women showing PNC beginning in the first month and a rise in unknown PNC.  
The drastic drop seen in the birth certificate data in 2007 is explained in part by the new 
reporting format. Using data from the Maternal and Infant Health Assessment Survey (MIHA), 
the drop in first trimester PNC in recent years does not appear to be as great. Regardless, there 
has been a decrease between 2003 and 2008, and the percent of California women with first 
trimester PNC is moving away from the HP 2010 target of 90%. However, even after the 
decline, California ranks higher than the national average. In 2006, the most recent year for 
which national comparison data is available, 86% of California births had first trimester PNC 
initiation compared to 83% of all U.S. births.234  
 
Figure 8a. Early and Adequate Prenatal Care  
Percent of live births* or mothers with a recent live birth**, 2000-2008

*Data Source: Birth Statistical Master File (BSMF); the dramatic drop from 2006 to 2007 in 
early initiation in the BSMF is believed to be an artifact of changes beginning in 2007 in the 
prenatal care initiation variable on the California birth certificate
**Data Source: Maternal and Infant Health Assessment Survey (MIHA)
Notes: Early was defined as prenatal care in the first trimester; adequate prenatal care was 
defined using the Kotelchuck index based on the number and timing of prenatal care visits
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Although first trimester PNC has gradually decreased, the percent of women with adequate 
prenatal care has increased.  In 2008, 79% of women ages 15-44 received adequate prenatal 
care, defined using the Kotelchuck index, which combines data on the timing and number of 
PNC visits. This was up from 76% in 2000.  
 
In 2008, the percent of births with first trimester PNC was highest among White and Asian 
groups compared to Hispanic and Black groups. Pacific Islander women and American 
Indian/Alaska Natives had the lowest first trimester PNC initiation. Adequate PNC followed a 
similar pattern by race/ethnicity (Figure 8b). In 2006, first trimester PNC initiation was higher in 
California than in the U.S. overall for every racial/ethnic group.234  
 
Figure 8b. Early and Adequate Prenatal Care
Percent (95% CI) of live births, by race/ethnicity, 2008

Data Source: Birth Statistical Master File (BSMF)
Notes: Early was defined as prenatal care in the first trimester; adequate prenatal care was 
defined using the Kotelchuck index based on the number and timing of prenatal care visits
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Postpartum Check-Up (9) 
The postpartum visit is recognized as a key component of interconception care.95 Overall, in 
2008, 87% of women reported having had a post-partum check-up since their most recent birth.  
Hispanic and Black women were least likely to report having had a post-partum check-up 
(Figure 9).  
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Figure 9. Postpartum Check-Up
Percent (95% CI) of mothers with a recent live birth, by race/ethnicity, 2008

Data source: Maternal and Infant Health Assessment Survey (MIHA)
Notes: PI = Pacific Islander
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Health Care after Pregnancy (10) 
After delivery, 14% of mothers with a recent live birth needed health care, but did not go 
because they could not afford it (Figure 10). Hispanic mothers (19.4%) were much more likely to 
report not getting care for themselves because of the cost, compared with Black (10.3%), White 
(8.3%), and Asian/PI (7.4%) women. Additionally, 4.6% of recent mothers had an infant who 
needed care but did not go because of the cost. Hispanic (5.4%) and Black (6.7%) mothers 
were more likely to report not getting care for their infant because of the cost, compared with 
White (3.0%) and Asian/PI (3.1%) women.  
 
Figure 10. Needed but Could Not Afford Health Care*
Percent (95% CI) of mothers with a recent live birth, by race/ethnicity, 2008

*Since the birth, the mother or the infant needed health care, but did not go because she 
could not afford to pay for it
Data source: Maternal and Infant Health Assessment Survey (MIHA)
Notes: PI = Pacific Islander
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Dental Care Utilization (11) 
 
The American Academy of Pediatrics recommends establishment of a dental home for children 
six months after the first tooth erupts or by the time the child is one year old.102 Thereafter, it is 
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recommended that children, adolescents, and adults have regular dental check-ups each year. 
In 2007, 75% of children ages 1-11 visited a dentist in the past year. At 88.1%, the prevalence 
was higher among adolescents ages 12-17. In 2003 only 69.1% of women of reproductive age 
(15-44 years) visited a dentist in the past year. Among children and adolescents, Hispanics 
were less likely than Whites to have received dental care in the past year. In each age group, 
the rates among Blacks and Asian/PIs were also lower than Whites, although the confidence 
intervals are wide. Among women of reproductive age, only 61.2% of Hispanics received dental 
care in the past year, compared with 72.8% of Black, 74.6% of White, and 76.1% of Asian/PI 
women (Figure 11).  
 
Figure 11. Dental Visit in the Past Year
Percent (95% CI), by MCAH population, 2003 or 2007

*Data for children ages 1-11 and adoelscents ages 12-17 from 2007
**Data for women of reproductive age (15-44) from 2003
Data source: California Health Interview Survey (CHIS)
Notes: PI = Pacific Islander; the question was asked of participants 2 years and older, and of 
children younger than 2 years if they had teeth
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Capacity of State and Local MCAH Enabling Services 
 
Enabling services delivered by the public MCAH system in California are delivered through four 
programs: Local MCAH Programs, Adolescent Family Life Program, Black Infant Health 
Program, and the Comprehensive Perinatal Services Program. The capacity of these programs 
are described below, followed by a description of major initiatives outside the MCAH program, 
including a description of home visiting services throughout California.  Priority needs for 
enabling services are identified following the description of capacity.  Assessment of monitoring 
and evaluation of MCAH programs will be addressed in the infrastructure-building section of this 
capacity assessment. 
 
Local MCAH Programs 
 
To enable access to and utilization of MCAH services in the face of geographic, transportation, 
financial, cultural and linguistic barriers, local MCAH Programs offer outreach and referral to 
resources.  One important aspect of local MCAH programs is to facilitate enrollment into 
medical assistance programs, such as Medi-Cal (California’s Medicaid program), Healthy 
Families (California’s SCHIP program), and California Children’s Services (EPSDT). 
Additionally, local programs integrate health education into their outreach and referral efforts for 
high-risk MCAH clients. Health fairs provide a forum for health education and referrals regarding 
prenatal and child health issues including childhood safety and injury prevention.  Outreach is 
also conducted in hard-to-reach MCAH populations.  Each local MCAH Program and the State 
MCAH Program makes available a toll-free telephone line to assist with dissemination of health 
education materials and referrals for health-related services. Additionally, many urban, 
suburban and rural MCAH Programs provide transportation for MCAH population to access 
prenatal care and other medical and dental services.  
 
More intensive interventions are also available for high-risk populations through case 
management provided by PHNs and community outreach workers.  Case managers conduct 
assessments; monitor infant and child development; provide health education; and provide 
referrals to medical, dental, nutrition, behavioral health, and social services.  
 
Local MCAH Programs make cultural sensitivity a cornerstone of program activities and strive to 
provide translation services in a one-to-one and group settings, and through linguistic and 
culturally appropriate education materials. 
 
Local Capacity Needs 
 
LHJs provide extensive outreach and education activities in the community as described above 
and as required in their scope of work. However, there are barriers to effectively reaching 
eligible populations and connecting them to services.  Capacity needs related to enabling 
services were identified by 80% of LHJs in the areas of linking clients to health and community 
services and in informing and educating the public about MCH issues. Examples related to 
capacity needed to link clients to services include improved collaboration across agencies to 
overcome barriers, to respond to the needs of changing populations, and to increase cultural 
competence in outreach approaches. Examples of health education capacity needs include 
improved breastfeeding education, increased cultural competence of health education materials 
and approaches, parent education related to preventive care, and collaboration with businesses 
to increase penetration of health education messages into the community.  
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Since the completion of the capacity assessment at the local level, the impact of state budget 
cuts have become more evident. Substantially reduced staffing levels in LHJ MCAH programs 
have been compounded by public health system-wide cuts. These new challenges exacerbate 
existing barriers to care that were identified through the state-level capacity assessment 
process. State-level MCAH staff highlighted barriers such as fewer providers accepting Medi-
Cal due to low reimbursement levels; poor coordination of existing services; and fragmented 
referral processes that sometimes result in less than optimal follow-up. LHJs would benefit from 
increased resources and staffing to allow for better outreach and expanded services.  Technical 
assistance could support improved integration of existing resources into unified strategy for care 
coordination. Additional capacity-building efforts to improve enabling services could include 
grant-writing training and evaluation of the MCAH toll-free phone lines. 
 
Adolescent Family Life Program  
 
In the early 1980s a group of community-based organizations in San Francisco and Los 
Angeles obtained federal funding for a pilot demonstration project to address the unique 
challenges faced by pregnant adolescents that were not being met through existing perinatal 
programs. The Adolescent Family Life Program (AFLP) was initiated at three sites beginning in 
1982. At the conclusion of the demonstration project, AFLP was expanded by the California 
MCAH Program to 27 private, non-profit, public health, or social service agencies across 
California.  Through legislation and other funding support, AFLP expanded through the 1990s 
until 2003 and 2009, when two rounds of budget cuts resulted in a reduction of AFLP sites.  As 
of February 2010, AFLP is available in 39 county jurisdictions and 42 service agencies. 
 
AFLP objectives are to ensure that adolescents obtain prenatal care, to reduce the rate of low 
birth weight infants born to adolescent mothers, to reduce the rate of repeat adolescent 
pregnancies and to re-enroll pregnant or parenting adolescents in school. To achieve its 
objectives, AFLP uses a comprehensive case management and mentoring model to assess and 
address the risks and resource needs of adolescent clients and their children. Each adolescent 
client is assigned a case manager. Together the case manager and teen identify future goals, 
assess the resources needed and currently available, and develop a plan of action for achieving 
economic self-sufficiency, developing healthy family and social relationships, and becoming a 
productive member of her/his community.   
 
AFLP targets a high-risk adolescent population. While each AFLP agency establishes its own 
risk criteria to prioritize clients for entry into the program, the suggested list of risk factors 
includes: age less than 16; chronic health conditions such as diabetes, asthma, and eating 
disorders; non-supportive parents; unsafe/unstable home environment; substance abuse/use; 
mental health issues; academic failure; juvenile justice involvement; gang involvement; and 
language barriers.  Pregnant or parenting teens are typically referred to AFLP by school nurses, 
teachers, physicians or other health providers, CalWorks or Medi-Cal eligibility workers, or by 
self-referral. 
 
In 2008, AFLP served 16,391 female clients, of whom 56% were aged 17 or younger, 79% were 
Hispanic, 6.6% were Black, and 1.7% were Asian or Pacific Islander.  Among clients giving birth 
in 2008, 74% received prenatal care in the first trimester. In 2007, the low birth weight rate for 
AFLP clients (7.0%) was lower than the statewide rate for adolescents (7.6%). Among clients in 
2007, the repeat birth rate was 5%, and clients increased consistent use of contraceptives over 
use at entry.  Among participants in 2008, 70% were either in school or had a high school 
diploma/GED at most recent visit.  
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AFLP capacity diminished with the elimination of State General Funds (SGF) on July 1, 2009. 
AFLP SGF reductions resulted in a 34% reduction in new client enrollments and a 44% 
reduction in clients served in October 2009 compared to October 2008.  AFLP agencies 
experienced staff reductions of 170 FTE statewide.  Prior to the elimination of SGF, AFLP 
agencies maintained wait lists of clients until the assignment of case managers could be made. 
With the reduction in staff statewide, utilization of wait lists has significantly decreased or been 
eliminated altogether. Rather than wait list a client that an agency knows they cannot serve, 
clients are triaged and immediately referred directly out to other community services, if 
available. As a result, the majority of potential clients presenting to AFLP are not served by the 
program. Follow up on referrals is not performed, thus it is unclear how many of these 
adolescents receive services through other programs.   
 
Black Infant Health Program 
 
The Black Infant Health (BIH) Program was created in response to poor perinatal outcomes 
among Blacks in California, especially persistent disparities in infant and pregnancy-related 
mortality.  The primary goal of the existing BIH Program is to reduce Black infant mortality in 
California.  The BIH Program provides community-based, culturally sensitive health promotion 
and support services to pregnant and parenting Black women at risk of adverse birth outcomes.  
Before budget cuts during State Fiscal Year 2009/2010, the BIH program was located in 17 
LHJs where over 90% of all California Black births and infant deaths occurred.  As of July 2010, 
San Bernardino and Riverside counties have closed their BIH programs, so that BIH programs 
are now located in 15 local health jurisdictions where more than 75% of Black births occur.  
 
Between 1997 and 2008, BIH served 30,805 women and 22,176 infants born to client women. 
Clients served by the BIH program are higher risk compared to Black women overall in 
California. Outcome data suggest that the BIH Program may be improving birth outcomes by 
decreasing the number of very low birth weight infants and shifting them into the mid-low birth 
weight category. 
 
Since 2006, MCAH has undertaken a comprehensive review of the current BIH Program model 
in an effort to further improve infant and maternal outcomes for Black women.  As a result, a 
new BIH model has been developed to build upon current strengths and the growing body of 
literature that emphasizes a socio-ecological framework to explain disparities. To decrease 
persistent disparities, BIH will expand its focus to include preconception and inter-pregnancy 
health.  The program will emphasize self-esteem, empowerment, and social support in addition 
to health knowledge and linkages to services.  In this new model, BIH will replace an 
individualized approach characterized by implementation variation across sites with a group-
based approach implemented consistently across all sites.  The revised BIH model was 
developed through a partnership with Dr. Paula Braveman and staff from the UCSF Center on 
Social Disparities and Health, and local MCAH and BIH stakeholders. The new model is 
beginning to be piloted during State Fiscal Year 2010/2011.  
 

Page 158 



California 2011-2015 Title V MCAH Needs Assessment 
 

 
Comprehensive Perinatal Services Program 
 
The Comprehensive Perinatal Services Program (CPSP) enhances the range of perinatal 
services provided to women reimbursed by Medi-Cal, from conception through 60 days 
postpartum. In addition to standard obstetric services, women receive nutrition, psychosocial, 
health education services, and related case coordination services from a multi-disciplinary team.  
Additionally, reimbursement is provided for prenatal vitamins and mineral supplements.  This 
approach reduces both low birthweight rates and health care costs in women and infants. 
 
Hospital outpatient departments, community clinics, county clinics, individual physicians, 
physician groups, and CNMs that are already Medi-Cal providers in good standing are eligible to 
become CPSP providers.  CPSP goals are: to decrease the incidence of low birth weight in 
infants, to improve the outcome of every pregnancy, to give every baby a healthy start in life, 
and to lower health care costs by preventing catastrophic and chronic illness in infants and 
children. As part of the CPSP, providers receive training, technical assistance and oversight to 
ensure quality of perinatal care. 
 
First 5 
 
First 5 California serves approximately 3.5 million young children, ages 0 to 5, and their families 
each year through a comprehensive system of education, health services, childcare, and other 
programs with a goal of improving school readiness. The California First 5 Commission was 
created by voters in 1998 and is funded through a 50 cent tobacco tax.  First 5 California 
distributes funds to local communities through the state’s 58 counties, all of which have created 
First 5 County Commissions. Eighty percent of the annual revenues are allocated to the 58 
County Commissions, based on county birth rate, while the remaining 20 percent fund the 
state’s overall guiding programs and administrative costs.  Each First 5 County Commission is 
operated locally; therefore there is tremendous variety in programs implemented across the 
state.  
 
In approximately 23 counties, First 5 provides a 4:1 match for the Healthy Kids program, which 
provides comprehensive medical insurance for families up to 300% FPL that are not eligible for 
Medi-Cal or Healthy Families.  In addition to improving health insurance coverage for children, 
enabling services funded by First 5 County Commissions include home visiting, case 
management, and family resource centers, among other initiatives.  
 
Home Visiting 
 
Home visiting services are an important service modality for high risk families. In California, a 
wide range of home visiting services are provided by public, non-profit, and academic entities. 
Home visiting approaches vary, from implementation of rigorous, curriculum driven approaches 
with pre-established visit schedules to a single visit in the home for assessment purposes.  
 
A 2006 survey of local MCAH Directors in California provides insight into the diversity of 
maternal, infant and early childhood home visiting program approaches.  The majority of 
programs target individuals with specific risk factors (e.g., high-risk pregnancy, teen pregnancy, 
or low birth weight), while about one-quarter provide universal services to all pregnant women 
and newborns. While some of the programs adhere to existing home visiting models, many 
others are locally created programs or local adaptations of national models that have been 
developed to meet community needs. Nurse Family Partnership was the most commonly cited 
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program model in use, although other models or curricula noted by multiple respondents include 
Parents as Teachers, Nurturing Parenting Programs, and Touchpoints. Individual respondents 
identified a variety of other home visiting programs as well.   
 
A summary of several of the key national home visiting models with multiple implementation 
sites across California is presented below. Other national home visiting models, such as Healthy 
Families America, the Home Instruction Program for Preschool Youngsters (HIPPY), and the 
Parent-Child Home Program are implemented within the state.  
 
Nurse Family Partnership 
Nurse Family Partnership (NFP) is an evidence-based home visiting model in which ongoing 
services are provided by a registered nurse to first-time mothers during pregnancy through two 
years post-partum. In California, the first NFP sites started in Fresno, Los Angeles, and 
Alameda Counties in 1997.  
 
In California, programs affiliated with the national NFP program office are currently implemented 
by county public health departments serving families at 12 sites in 11 counties: Fresno, 
Humboldt, Kern, Los Angeles, Orange, Riverside, Sacramento, San Diego, San Luis Obispo, 
Solano and Tulare.  Sonoma and San Bernardino Counties are in the initial implementation 
phase for NFP-related programs. Several other counties are seeking federal and other funds to 
implement NFP sites.  Additional reviews of home visitation activities throughout California 
indicate that additional agencies, including LHJs and First 5 County Commissions, are using an 
NFP-inspired model of home visitation. 
 
Parents as Teachers 
In 2010 there are over 170 Parents as Teachers programs in California, primarily associated 
with Even Start, Early Head Start, family literacy, or family resource centers.  The program 
model goals are to improve parenting practices and child school readiness, provide early 
detection of developmental delays and health problems, and reduce child abuse. The Born to 
Learn model of Parents as Teachers is a home visiting program delivered by parent educators 
that is composed of personal home visits, group meetings, developmental and health 
screenings, and a resource network.   
 
Early Head Start 
In the 2008 program year, California Early Head Start programs enrolled 7,610 children and 
pregnant women. Of those, 50% were in home-based programs, which include regular home 
visits as well as group socialization experiences. The mission of Early Head Start is to promote 
healthy prenatal outcomes for pregnant women, enhance development of very young children, 
and promote healthy family functioning.235 The cornerstones of Early Head Start services 
include child development, family development, and community-building.236 Each program must 
provide access to a set of required services, such as comprehensive health and mental health 
services for children and literacy and job training for adults in the family.236  In 2009, funding 
from the American Recovery and Reinvestment Act (ARRA) supported nationwide expansion of 
the Early Head Start program. Coordinated statewide technical assistance was provided to 
California entities by a coalition including California First 5, WestEd, California Head Start 
Association, and Preschool California, with the goal of increasing quality services for young 
children.   
 
Domestic Violence  
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Through June 2009, 94 domestic violence shelter agencies were funded to provide emergency 
and non-emergency services to victims of domestic violence.  Over 105,000 victims and their 
children received emergency shelter, legal assistance with restraining orders, transitional 
housing, and other support services.   
 
The 2009 Budget Act eliminated $20.4 million State General Fund dollars for domestic violence 
shelters. Subsequently, legislation was passed that restored $16.3 million for one year to 
provide direct services, prevention and outreach through the CalEMA, Public Safety and Victim 
Services Programs Division, but this funding will end in June 2010.  
 
Additional services to address or prevent intimate partner violence include DV/Faith mini-grants 
offered by the Safe and Active Communities (SAC) Division of the Center for Chronic Disease 
and Health Promotion and the Children Exposed to Domestic Violence Specialized Response 
Program grants offered by the CalEMA, Public Safety and Victim Services Programs Division.  
 
State-level Enabling Services Capacity Assessment Findings  
 
Assessment of state-level MCAH Program capacity to support enabling services revealed a 
strong infrastructure for both informing the public and families about maternal, child and 
adolescent health issues and linking the MCAH population to resources and services. For 
example, the CPSP model health education curriculum, Steps to Take, has broad 
implementation across the state. To support ongoing development, the state MCAH Program 
sponsors annual meetings for staff in Title V funded programs that focus on improving the 
capacity of the LHJs to deliver health education programs and services to MCAH populations.  
 
Lack of staff trained in successful grant-writing and a cumbersome internal grant approval 
process mean that opportunities to apply for grants or leverage relationships with other 
agencies to improve the delivery of MCAH services are not always maximized. These 
challenges have been made even more complicated as a result of California’s budget woes.   
 
In summary, there are many components of California’s MCAH programs and services that are 
strong and well-established but there are opportunities for improvement (e.g., IPV). State and 
local MCAH programs will continue to perform the core functions of health education and linking 
MCAH populations to services despite fewer resources for MCAH activities and greater 
population needs.   
 
State-level Capacity Assessment Findings for Home Visiting 
 
The decentralized implementation of maternal, infant and early childhood home visiting 
programs in California has allowed for great local flexibility, providing a rich knowledge base in 
the delivery of such services to diverse populations. Extensive local expertise in the provision of 
evidence-based home visiting models—in both urban and rural settings, and in communities 
with very different demographics—will inform new statewide strategy development, and can be 
tapped as a resource for communities implementing new home visiting programs. At the same 
time, wide-ranging experience with “home-grown” home visiting programs and local adaptations 
of national models allows for otherwise unavailable insights into the delivery of such services to 
some of the state’s most hard-to-reach target populations.  
 
Although there is well-established capacity to provide home visiting programs and services at 
the local level, California would benefit from greater home visiting capacity at the state level.  In 
the absence of a statewide, state-based home visiting program, this expertise has not been 
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necessary within the MCAH Program. With development of a state early childhood home visiting 
program currently underway, California is simultaneously working on plans to ensure adequate 
state-level staffing and expertise specific to home visiting.  This includes extensive research into 
home visiting models, their documented outcomes, administration and oversight issues, and 
costs, as well as development of additional state infrastructure to support the training, technical 
assistance, data analysis and reporting needs of new and/or expanded home visiting programs.  
 
Stakeholder Enabling Services Capacity Assessment Findings 
 
The majority of stakeholders (92%) indicated they design, implement and/or partner with other 
organizations to provide health education and promotion activities for the MCAH population.  
About 60% conduct, or provide technical assistance for community partners to conduct, health 
communication activities such as media advocacy or social marketing; commit financial 
resources to support health communication, education or promotion efforts; and collect data on 
changes in knowledge, attitudes, intentions and behavior as a result of health education 
activities.  
 
Most stakeholders reported that they partner with community agencies to coordinate and ensure 
linkages to MCAH health services that may include delivering outreach services, case 
management, social and mental health services, culturally and linguistically appropriate services 
(83%); evaluate access to and utilization of needed health services for MCAH populations 
(85%); and mobilize its assets to reduce MCAH disparities (86%). 
 
 

Page 162 



California 2011-2015 Title V MCAH Needs Assessment 
 

Population-based services  
 
Population-based services are preventive interventions and personal health services that are 
developed and available for the entire MCAH population, rather than for targeted groups.  These 
services are available whether the mother or child receives care in the private or public system, 
regardless of insurance status.5  This section describes the major population-based services 
available to the MCAH population in California. Additionally, assessment of state and local 
MCAH program capacity to deliver essential services of maternal, child, and adolescent health 
relevant to population-based services are presented.  
 
Local MCAH Programs 
 
Local MCAH programs deliver a variety of population-based services in the areas of oral health, 
injury prevention, and immunization. Additionally, local MCAH programs implement population-
wide health education campaigns. Oral health activities include oral health education, referrals 
and services such as screenings and sealant application to school age children. In order to 
prevent childhood injuries, local MCAH programs offer child safety services such as car seat 
installation classes, car seat distribution to low-income families, accident prevention and water 
safety. Finally, many local MCAH programs participate in immunization clinics to ensure the 
provision of low cost or free immunizations to children.  
 
Sudden Infant Death Syndrome Program (SIDS) 
 
The SIDS Program provides SIDS awareness education, and risk reduction strategies to all 
Californians, in addition to offering grief counseling to all California families impacted by SIDS. 
The intent of the SIDS Program activities supported by the MCAH Program is to reduce the 
number of SIDS deaths by educating the general public, high-risk populations, hospital staff, 
and childcare providers on how to reduce the risk of SIDS, particularly through the “Back to 
Sleep” campaign.    
 
The state MCAH Program currently provides funding to LHJs for SIDS activities including grief 
counseling, SIDS risk reduction activities, and staff training. The state MCAH Program contracts 
with California State University, Long Beach to operate the California SIDS Program. This 
program provides training for health care providers and emergency response personnel, 
technical assistance and risk reduction materials.  
 
Injury Prevention 
 
Childhood Injury Prevention Program (CIPP) 
Within MCAH Program, the goal of CIPP is to support local efforts to prevent unintentional and 
intentional injuries among children and youth.  The MCAH Program contracts with the Center for 
Injury Prevention Policy and Practice (CIPPP) at San Diego State University, to provide 
technical assistance to local and statewide organizations, including local MCAH programs.  The 
CIPPP also conducts the nationally known, annual California Conference on Childhood Injury 
Control currently funded through the Kids’ Plates Program*.   
 

                                                 
5 HRSA. Maternal and child health services Title V block grant program guidance and forms for the Title V 
application/annual report OMB no: 0915-0172.  
* Kids’ Plates! Generates revenue for injury and child abuse prevention in California through the sale of specialized 
license plates.  
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In prior years, the State MCAH Program provided funding and technical assistance to local 
MCAH programs to develop and integrate injury prevention activities within the MCAH Scope of 
Work for their jurisdiction.  Over the past 10 years, the MCAH Program provided special limited-
term local assistance funds to 17 California counties: Contra Costa, Orange, San Bernardino, 
Riverside, Butte, Tehama, Shasta, Alameda, San Mateo, Kern, Sonoma, Humboldt, Plumas, 
Sacramento, Siskiyou, Stanislaus, and Ventura. Since 2007, no new injury prevention funding 
has been available for local health jurisdictions. Despite the lack of funds, the majority of LHJs 
have now incorporated injury prevention activities within their MCAH scope of work. 
 
Safe and Active Communities  
The Safe and Active Communities (SAC) Branch is the lead agency within CDPH responsible 
for coordinating statewide injury and violence prevention efforts.  This includes the prevention of 
intentional and unintentional injuries as well as surveillance and epidemiology.  Current 
intervention efforts focus on child passenger safety, violence prevention (ranging from child 
maltreatment to violence against women, including sexual assaults, homicide, and suicide), 
elder (senior) fall prevention, pedestrian safety, and creating safe and active communities 
conducive to walking and bicycling.  SAC’s injury surveillance and epidemiology program 
includes the California Injury Data Online - a web-based do-it-yourself injury surveillance table-
builder (www.dhs.ca.gov/EPICenter).  Centers for Disease Control and Prevention and state 
Kids Plates funds support much of the Branch’s prevention activities.  MCAH Title V monies 
support data collection and prevention work of the local child death review teams. 
 
California Birth Defects Monitoring Program (CBDMP) 
 
CBDMP has been an active ascertainment population based registry since 1982, when the 
California State legislature mandated the collection of data on birth defects, stillbirths, and 
miscarriages.  CBDMP monitors birth defects counts and trends in California for the safety of 
the public, performs public outreach and education, responds to public concerns, helps plan 
intervention and prevention strategies in California, and provides information to other CDPH 
programs, the LHJs, national reporting systems, and researchers worldwide. Since the 
restructuring of the California Health and Human Services Agency in 2007, CBDMP has 
become part of the MCAH Program.  
 
Office of Family Planning 
 
The Office of Family Planning (OFP) is charged by the California Legislature “to make available 
to citizens of the State who are of childbearing age comprehensive medical knowledge, 
assistance, and services relating to the planning of families." The purpose of family planning is 
to provide women and men a means by which they decide for themselves the number, timing, 
and spacing of their children.  Administered by OFP, California’s Family PACT (Planning, 
Access, Care and Treatment) Program serves California residents whose incomes are at or 
below 200% of the federal poverty level and who have no other reproductive health care 
coverage. Family PACT provides comprehensive family planning services to women and men of 
reproductive age, including adolescents.  Family PACT serves over 1.7 million clients through a 
network of Family Pact enrolled public and private providers.  In addition, the OFP administers 
teen pregnancy prevention programs throughout the state. The purpose of the Teen Pregnancy 
Prevention Program is to utilize a variety of approaches and strategies to: reduce teenage and 
unintended pregnancy and absentee fatherhood, promote responsible parenting and assist 
adolescents in accessing clinical services. 
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The State MCAH Program is collaborating with OFP on a preconception health social marketing 
campaign that will provide Black women with information about how to stay healthy before 
pregnancy and refer them to Family PACT clinics for reproductive health services. This project 
grew out of previous collaborative work with OFP that has resulted in extensive training in 
preconception care for family planning clinic staff. A three-year demonstration project to 
integrate preconception care into the Title X  planning clinics, which was supported by the 
Preconception Health Council of California (founded in part by the state MCAH Program) has 
also resulted in a shift in thinking in the family planning world about the importance of promoting 
health for all women of reproductive age. 
 
Immunization 
 
The Immunization Branch of CDPH provides leadership and support to public and private sector 
efforts to protect the population against vaccine-preventable diseases, in collaboration with LHJ 
immunization programs.  California law requires that children receive specific immunizations 
before entering public and private Kindergarten-12th grade schools, licensed childcare centers 
and related institutions.  

During the 2009 H1N1 Influenza pandemic, CDPH mounted an organized response by 
implementing its Pandemic Influenza Preparedness and Response Plan through its Emergency 
Preparedness Office.  This included regular staff meetings, stakeholder meetings/calls, and 
distribution of regularly updated information through the CDPH website, as well as press 
releases and webcasts.  H1N1 influenza vaccine distribution to local health departments and 
usage reporting was coordinated through the CalPanFlu.org website.  The Immunization Branch 
provided educational brochures to encourage H1N1 flu vaccination.  Recognizing that H1N1 flu 
was severely impacting pregnant women, the MCAH Program created a low-literacy educational 
brochure specifically targeting pregnant women and new mothers which was made readily 
available on the MCAH website and widely distributed to LHJs and other CDPH departments. 

The Immunization Branch also administers California’s Vaccines for Children Program (VFC). 
Any doctor or health care organization serving children can enroll in VFC to receive certain 
childhood vaccines at no cost. Children who are uninsured, enrolled in Medi-Cal, or are 
American Indian or Alaskan Native are eligible for VFC. Children enrolled in Healthy Families 
are not eligible.  

The Immunization Branch also operates California’s immunization registry. In 2006, California 
passed legislation to implement a statewide immunization registry.  There are currently nine 
regional registries in California accessible by health care providers, schools, child care centers, 
WIC, and other authorized entities. Efforts are underway to increase participation in the 
immunization registries and to link the nine regional registries.  

Genetic Disease Screening Program (GDSP) 
 
The mission of the GDSP is to serve the people of California by reducing the emotional and 
financial burden of disability and death caused by genetic and congenital disorders.  A state 
mandated program, GDSP administers the prenatal screening program and the newborn 
screening program.  
 
The Prenatal Screening Branch (PNS) offers prenatal screening and follow-up services to 
pregnant women in California to reduce the occurrence of birth defects and disability. Since  
March 2009, PNS has offered three types of screening tests. The Quad Marker Screening (a 
second trimester test), Serum Integrated Screening (combined first trimester blood test result 
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with a second trimester blood test result), and full-integrated screening. The full-integrated 
screening combines first and second blood test results with Nuchal Translucency (NT) 
ultrasound results, which screens for Down syndrome and Trisomy 18.  

The Prenatal Screening Program provides pregnant women with a risk assessment for open 
neural tube defects, abdominal wall defects, down syndrome (trisomy 21), trisomy 18 and 
Smith-Lemli-Opitz Syndrome. The Program provides women who are at high risk based on the 
screening test results free follow-up services at State-approved Prenatal Diagnosis Centers.  
Services offered at these Centers include genetic counseling, ultrasound, and amniocentesis.  

The California Newborn Screening Program now screens for 76 conditions, including  
phenylketonuria, galactosemia, primary congenital hypothyroidism, sickle cell disease, beta- 
thalassemia major, and Hb E-Beta Thalassemia, hemoglobin H and hemoglobin H - Constant 
Spring disease, congenital adrenal hyperplasia, metabolic disorders detectable by MS/MS 
screening, cystic fibrosis, and biotinidase deficiency.  Over 99% of the babies born in California 
are screened. Distribution of information regarding newborn screening by prenatal care 
providers and at admission is required.  

The Genetic Disease Screening Laboratory oversees contracted private laboratories that 
conduct GDSP’s screening. GDSP also oversees contracts with major medical centers and 
community agencies to conduct follow-up and diagnostic services, in collaboration with regional 
centers, to ensure a high level of care are available throughout California.  

California Lead Poisoning Prevention Branch (CLPPB) 
 
Established by legislation, the Childhood Lead Poisoning Prevention Branch (CLPPB) operates 
the Childhood Lead Poisoning Prevention Programs (CLPPP) in order to increase awareness of 
the hazards of lead exposure, reduce lead exposure, and increase appropriate assessment of 
child lead poisoning.  The CLPPP provides information and education to the general public, 
medical providers and community-based organizations.  For families of lead-poisoned and lead 
exposed children, CLPPP provides telephone contacts and educational materials.  For families 
of children found to be severely lead-poisoned, CLPPP offers home visitation, environmental 
home inspections and nutritional assessments.  

Sexually Transmitted Disease (STD) Control 
 
The STD Control Branch works with the state’s 61 LHJs to prevent and control STDs and 
improve sexual health using the 10 essential services of public health as a strategic framework.   

The STD Control Branch uses a multidisciplinary approach and prioritizes from the following 
available strategies and interventions: surveillance and assessment; health education, 
awareness and promotion; behavioral interventions, specifically risk reduction counseling; 
screening to identify asymptomatic individuals; diagnostic testing to identify symptomatic 
individuals; timely treatment of infected individuals to interrupt disease transmission in the 
community and prevention complications in the individual; partner services to assure timely 
treatment of contacts through partner notification via field investigation or the internet and 
expedited partner therapy; structural interventions; vaccination whenever possible; and program 
evaluation and quality improvement through performance measures.   

The STD Control Branch has issued guidelines related to the MCAH populations including STD 
Screening and Treatment during Pregnancy, California STD Treatment Guidelines for Adults 
and Adolescents, and Gonorrhea Screening and Diagnostic Testing Among Women in Family 
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Planning and Primary Care Settings.  Additionally, youth friendly health information and 
community resources are offered on an STD branch website (called “TeenSource”) and through 
text messaging (called “Hook Up”).    

Office of AIDS 
 
The Office of AIDS (OA), has lead responsibility for coordinating state programs, services, and 
activities relating to HIV/AIDS. OA is comprised of three branches (HIV Education and 
Prevention Services, HIV/AIDS Epidemiology, and HIV Care) and the AIDS Drug Assistance 
Program Section. OA works collaboratively with state and federal agencies, LHJs, universities, 
and community-based organizations to ensure that efforts to combat the HIV/AIDS epidemic are 
targeted and effective. 
 
OA leads LHJs in developing and implementing focused HIV detection, education, and 
prevention programs. Several of OA funded programs serve the MCAH population such as the 
Rapid HIV Testing in Labor and Delivery Program, Rapid HIV Testing in Emergency rooms,  
Statewide Technical Assistance Initiatives, Neighborhood Intervention Geared toward High-Risk 
Testing Program and African American Initiative. 
 
Oral Health 
 
CDPH oversees the fluoridation of public water systems in California through two of its 
organizations.  The Drinking Water Program of the Division of Drinking Water and 
Environmental Management (DDWEM) provides technical and engineering expertise to public 
water systems for permitting and operating fluoridation systems.  DDWEM is the regulatory 
agency and responsible for assuring fluoridation systems are optimally fluoridating the water 
supplies to provide dental health benefits.  The Office of Oral Health (OOH) within the Chronic 
Disease Control Branch provides scientific, technical, and health related expertise to 
communities interested in fluoridating their drinking water supplies.  OOH is also responsible for 
securing funds to purchase and install fluoridation equipment for public water systems. 
California legislation requires that children have a documented dental check-up by a licensed 
dental professional during their first year in public school, at kindergarten or first grade, in order 
to identify children in need of further dental treatment. Due to state budget cuts, school districts 
are encouraged to continue data collection but are no longer mandated to do so.  
 
Recent changes in California law have been enacted to expand services delivered by dental 
auxiliaries in order to improve preventive dental services for children.  Now a registered dental 
assistant (RDA) can place sealants under the direct supervision of a dentist or dental hygienist, 
and a licensed RDA will be able to place sealants and perform oral health assessments in a 
school-based, community health setting.  Additional legislation will allow lay providers to apply 
topical fluoride under the prescription and protocol set by a physician or dentist in a public 
health setting.    
 
With sponsorship from California Dental Association (CDA) Foundation and ACOG, state 
perinatal clinical oral health guidelines have been created for health care professionals engaged 
in the care of pregnant women and their children.  These recommendations, Oral Health During 
Pregnancy & Early Childhood:  Evidenced-Based Guidelines for Health Professionals, have 
been actively disseminated throughout the state in a report and a policy brief.   These guidelines 
should encourage more dental providers to treat their pregnant patients and young families. 
 
MCAH continues to meet with key State stakeholders to develop and promote policy 
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strategies to improve the oral health of pregnant women, children and adolescents.  Oral 
health educational components have been added or revised in the CPSP Steps to Take 
Guidelines, BIH perinatal and postpartum curricula, AFLP “Infant Feeding” Guidelines and 
CDAPP’s Sweet Success Guidelines.  In addition, oral health public education brochures 
from the Child Health and Disability Program, WIC and Medi-Cal/Denti-Cal have been 
created or updated, translated into several languages, and distributed through state and local 
programs. 

Population-based Health Education Campaigns 
 
The MCAH Program works with local MCAH Programs to review health education campaign 
materials developed and implemented at the local level. A limited number of public education 
campaigns have been developed to address statewide issues of importance when grant funding 
is available.  Two examples are described below. 

The MCAH Program’s Preconception Health and Health Care Initiative implemented a multi-
pronged folic acid awareness campaign for Hispanic women following the recommendations of 
a multidisciplinary stakeholder group. The campaign featured Spanish language radio PSAs and 
an original mini-drama developed by a local Hispanic community group; outreach to the 
community through health promoter training; reprinting of a folic acid brochure and poster; and 
vitamin distribution and education through WIC agencies. The campaign resulted in 1200% 
increase in calls to the CDC-INFO referral line and the distribution of 45,000 bottles of vitamins. 
These materials are available to any LHJ or agency implementing a similar campaign.  

A second effort to inform and educate the public about preconception health include the 
EveryWomanCalifornia website—created by the Preconception Health Council to educate both 
the general public and medical providers about health considerations for all women of 
reproductive age—and a HRSA/MCHB-funded social marketing campaign targeting Black and 
Hispanic women and youth of color with messages about reproductive life planning and health 
before pregnancy.  

California First 5 
 
California First 5 supported population-based services include statewide and local public 
education campaigns on the importance of childhood education, oral health care, and 
information for new parents distributed at hospitals. Additional population-based services 
implemented by some First 5 county commissions include improved asthma screening and 
treatment, oral health services, universal free pre-school, and immunizations. 
 
LHJ Population-based Services Capacity Needs 
 
Capacity needs related to population-based services were identified by 69% of LHJs, primarily 
related to social marketing or population-based education campaigns. Examples of capacity 
needs included identification of state and local resources for social marketing resources on 
specific topics and the linkage of social marketing and media campaigns to community 
mobilization efforts related to family health and pregnancy outcomes.  A small number of LHJs 
identified needs related to universal screening or services. Examples include increasing 
promotion Family PACT services and condom distribution to address STI and pregnancy 
prevention, and the need to continue or expand mental health screening and services, 
particularly for post-partum depression.  
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State-level Population-based Services Capacity Assessment Findings 
 
Increased integration of CBDMP into overall MCAH Program activities has been identified as a 
priority. Improved collaboration between CBDMP and MCAH program, policy, and epidemiology 
staff would be mutually beneficial.  Because CBDMP has an active ascertainment system, live 
births, stillbirths occurring after 20 weeks gestation and medically indicated terminations are 
included in the CBDMP Registry.  Data collection staff review the entire medical chart for each 
potential case identified.  From this data a unique case is generated and is then linked to the 
demographic data found in the Vital Statistics Live Birth and Fetal Death files.  With this type of 
data collection, CBDMP can supplement current data sources utilized by MCAH programs such 
as Preconception Care, Black Infant Health, Women Infant Children (WIC) and Fetal Infant 
Mortality Review by providing more specific information not available in other sources such as 
hospital discharge records.  For example, hospital discharge data do not provide the level of 
detail needed to find specific birth defect diagnoses.  CBDMP data can also be used for quality 
control purposes to determine differences between active ascertainment and passive reporting, 
which can enhance program policy and planning.    

Opportunities exist to identify best practice public education campaign materials that have been 
tested in California’s diverse populations. The MCAH Program website could be used to 
disseminate these materials to LHJs. Additional opportunities to collaborate with partners to 
expand public education campaigns could be explored.  

Stakeholder Population-based Services Capacity Assessment Findings 
 
Approximately 60% of stakeholders reported that they conduct, or provide technical assistance 
for community partners to conduct, health communication activities such as media advocacy or 
social marketing; commit financial resources to support health communication, education or 
promotion efforts; and collect data on changes in knowledge, attitudes, intentions and behavior 
as a result of health education activities.  
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Infrastructure-building Services 
 
The California MCAH Program utilizes a public health approach in building systems and 
implementing services to protect and improve the health of the entire MCAH population, which 
is operationalized through the 10 MCAH Essential Services (ES). The majority of these 10 
MCAH ES relate to the infrastructure-building services level of the MCAH Pyramid. The delivery 
of public health services is an iterative process, reflecting the cyclical nature of monitoring, 
implementation and evaluation, as well as the complexity of MCAH problems and the continually 
evolving science and practice of public health. Therefore, while the description and assessment 
of the MCAH Program’s implementation of the 10 MCAH ES is presented in a linear sequence, 
in practice these activities are often recurring and overlapping. Further, as the MCAH Program 
increasingly recognizes the need to address solutions to MCAH problems and disparities by 
addressing upstream factors such as the conditions in which people live, the need to retool 
existing infrastructure becomes more apparent.  
 
In the narrative below, elements from the HRSA guidelines were incorporated into the MCAH 
ES framework. Specifically, the description of monitoring of program effectiveness and 
continuous quality improvement is included in ES 1 and 2.  Coordination is discussed in ES 4.  
The discussion of planning, promotion of standards of quality care, and guidelines is included in 
ES 5.  Comprehensive services for each MCAH population group can be found under ES 7.  
Workforce development is described under ES 8, evaluation under ES 9, and research under 
ES 10.  
 
ES 1. Assess and monitor to identify and address problems, and 
ES 2. Diagnose and investigate health problems and health hazards affecting women, 
children, and youth.  
 
The 2011-2015 needs assessment has provided the opportunity to conduct a comprehensive 
review of the MCAH population strengths and needs, which inform the development of five year 
priorities used in focusing essential public health services within the state MCAH Program. In 
addition to this periodic comprehensive review, the California MCAH Program initiates its routine 
monitoring function to identify changing needs and emerging health issues.  Ongoing monitoring 
activities evolve in response to the availability of new data sets, the developing science around 
complex health issues, or new issues identified by partners.  As emerging MCAH issues are 
identified, investigations are implemented to explore their scope and epidemiology.    
 
Data Capacity and Ongoing Monitoring 
 
The MCAH Program has access to multiple datasets from a variety of sources, including data 
collected by the MCAH Program, from other Departments and Agencies, and from national 
surveys that produce California-specific estimates. A major strength of the MCAH Program to 
monitor and investigate health problems is the Maternal Infant Health Assessment Survey 
(MIHA). MIHA is an annual population-based survey of mothers delivering live infants in 
California. The ongoing survey is a collaborative effort of the MCAH Program and researchers 
at the University of California, San Francisco, Center on Social Disparities in Health. The survey 
collects data on maternal demographic characteristics, health and health behaviors, and access 
to care.  Data from MIHA are available in a timely manner, which facilitates responsiveness to 
emerging MCAH issues.  In addition, California is one of few states to have a state-wide 
women’s health survey, the California Women’s Health Survey (CWHS), and the biennial 
California Health Interview Survey (CHIS).  
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Datasets regularly obtained from partners include the Birth and Death Statistical Master Files, 
the linked infant birth/death file, the Fetal Death Statistical Master File, Patient Discharge Data, 
and CWHS.  MCAH has also received data from WIC for participants during the prenatal period 
and in future years will also receive post-partum and child participant data.   
 
Surveillance for the MCAH population is supplemented by data from summary reports, specific 
requests, or queries from the following data sources: CHIS, PedNSS (in California, based on 
screening through the California Health and Disability Program, not WIC), STD Surveillance, 
HIV Counseling and Testing Information Systems, Genetic Disease Screening Program 
(newborn and prenatal screening), Birth Defects Monitoring Program, Medi-Cal administrative 
data, California Department of Education Physical Fitness Testing, the National Immunization 
Survey, and the National Children’s Health Survey.  Opportunities exist to expand use of 
additional high quality datasets, including the Behavioral Risk Factor Surveillance System 
(BRFSS) and the Youth Risk Behavior Surveillance System (YRBS).  
  
The MCAH Program utilizes these data to prepare basic descriptive analyses or present 
secondary data related to priority health issues identified in our annual Title V Block Grant or 
emerging health issues identified by partners.  Results are regularly shared with internal and 
external partners through presentations, at meetings, and through fact sheets. However, since 
the MCAH Program relies on other centers or agencies to collect these data, there can be a lag 
in the receipt of data, which can delay reporting.  Further, since the MCAH Program is the 
expert for interpretation of data related to MCAH issues, the need to take a more active role in 
providing results to the public consistently has been identified.  
 
Through contracts with partners, the MCAH Program supports LHJ surveillance capacity by 
providing a central source of county level data for key perinatal health indicators. FHOP 
provides local jurisdiction data and technical assistance for the Title V Needs Assessment, and 
training on easy-to-use data analysis programs for vital statistics and patient discharge data. 
Improved Perinatal Outcomes Data Reports (IPODR) uses geographic, vital statistics and 
patient discharge data to produce reports at the county and zip code level for local planning and 
evaluation. Finally, Perinatal Profiles provide data to all maternity hospitals in California to 
support quality improvement.  The MCAH Program support of local surveillance capacity is a 
strength, particularly during the current budget crisis, when many local health jurisdictions are 
experiencing severe limitations in infrastructure capacity compounded by an anticipated 
increase in needs.  
 
The MCAH Program has supported the linkage of data for enhanced surveillance opportunities 
including the provision of funds for linkage of vital records data and patient discharge data for 
California’s Pregnancy Associated Mortality Review (CA-PAMR), review of a linkage algorithm 
developed by CPQCC, and the provision of funds for annual creation of the linked California 
Birth Cohort file.  The MCAH Program has annually linked respondent data from the MIHA 
survey with data from the Birth Statistical Master File (BSMF), and has recently linked WIC 
prenatal client data with the BSMF.  As part of the redesigned BIH Program, client level data will 
also be linked to the BSMF which will facilitate improved assessment of client birth outcomes.  
The MCAH Program access to and use of linked data is an asset that could be further utilized in 
ongoing monitoring efforts. 
 
Recent advances in geospatial software and analytic methods have established additional 
mechanisms for monitoring population health and for targeting of limited resources.  The MCAH 
Program is establishing an infrastructure and staff capacity to maximize on these available 
technologies.  The MCAH Program recently geocoded the 2008 BSMF for the CDPH, geocoded 
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WIC prenatal client data, and geocoded locations of service providers for several programs 
offered in California.  The geocoded BSMF and WIC prenatal client data have been analyzed 
geospatially to identify statistically significant clusters where potential WIC eligible clients reside 
and opportunities for targeted funding to these population areas.  The methods developed for 
the WIC analyses will be applied to other analyses of population health including identifying 
“hotspots” for birth outcomes such as low-birth weight, preterm birth, and infant mortality; to 
assess quality of care received including appropriate level of care for low birth weight babies; 
and targeting of MCAH programs and services.  Incorporating additional geospatial data layers 
that provide socioeconomic and community information will allow multi-level analyses for 
monitoring the impact of structural factors on population health.    
 
The MCAH Program has identified the opportunity to improve monitoring child and adolescent 
health status in the next five years.  
 
Data Capacity Improvement Efforts 
 
The MCAH Program contributes expertise to improving in-house and partner-led surveillance 
activities, including ongoing monitoring of MIHA data quality and response rates, and 
participation in the development of surveys such as the CWHS and BRFSS.   
 
Efforts to improve data quality include collaboration between the Office of Vital Records and 
MCAH staff with the RPPC to provide regular statewide trainings for hospital administration, OB 
Nursing staff and birth clerks to improve the quality of birth data collection.  These trainings 
focus on the importance of obtaining quality birth data, provide best practices for obtaining 
quality data, improve birth clerk understanding of complex medical terminology, and recognize 
those birth facilities satisfying requirements for data completeness.  Improved processes are in 
development to inform the birth clerk of maternal conditions experienced prior to and during 
labor and delivery that impact outcomes, and to provide birth clerks informational brochures to 
share with patients on the importance of obtaining birth data.  The inclusion and accuracy of 
birth data is critical for statewide assessment and program planning.     
 
The MCAH Program contributes to improved data capacity within the CDPH by participating in 
the Data Policy Advisory Committee (DPAC), an advisory panel to the CDPH Director for 
identifying opportunities to standardize, integrate, and maximize the use of data within CDPH; 
for developing policy on the use of data; and to identify and plan new opportunities related to 
data operations, informatics, and the application of findings. 
 
Investigation of Health Problems and Response to Emerging Issues 
 
Prior to budget cuts and staff furloughs, epidemiology staff conducted in-depth quantitative 
analyses and assessment on topics including teen pregnancy, breastfeeding, childhood obesity, 
preconception health status, folic acid use, obesity and weight gain during pregnancy, 
hypertension, intimate partner violence, maternal mortality, maternal morbidities, c-sections, low 
birth weight, preterm birth, and oral health. Results of these studies have been shared with 
partners, contributed to the development of MCAH public health science, and influenced public 
health practice in California. Currently, time and capacity for this in-depth epidemiologic 
investigation related to the MCAH population in California are more limited. Outside researchers 
at universities such as UCLA (CHIS) and UCSF (MIHA, FHOP) continue to implement analyses 
related to emerging MCAH topics in California.  
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Other methods, such as case reviews are also implemented to investigate MCAH problems in 
California.  The MCAH Fetal Infant Mortality Review (FIMR) Program uses case review and 
other tools to identify systems factors related to preventable fetal and infant deaths and 
community action to develop and implement interventions to remedy the problems. Originally 
based on a medical model, the state and local programs have utilized the Perinatal Periods of 
Risk (PPOR) approach to develop a better understanding of the role of maternal health in the 
high rates of Black infant mortality. In response, a new strategy is in development to more 
effectively utilize the maternal interview to explore how contextual factors and social 
determinants of health for the mother and family contribute to subsequent fetal and infant death.  
 
The California Pregnancy Associated Mortality Review (CA-PAMR) project utilizes linked vital 
statistics and hospital discharge data to identify the leading causes of pregnancy-related deaths 
in California women. The Public Health Institute provides medical record abstraction, while state 
MCAH staff is responsible for all elements related to data including: linkage, analyses and 
reporting to external stakeholders. The MCAH Program uses Title V funds to support contracts 
for case review, interpretation of analyses, and report development. Additionally, the MCAH 
Program has funded UCLA to conduct a trend analysis of maternal morbidity using patient 
discharge data.  
 
The MCAH Program performs numerous analyses at the request of the legislature, governor, 
other state health department entities, local health jurisdictions, and community and 
professional groups, to study factors that affect health and illness in the MCAH population. For 
example, at the request of the FASD Task Force (a collaborative effort between Department of 
Social Services, CDPH, and the Alcohol and Drug Program) the MCAH Program analyzed 
MIHA and CWHS alcohol consumption data and Patient Discharge FASD diagnostic data.  
UCSF researchers recently published a paper on social determinants of health utilizing MIHA 
Survey data. Other State and local agencies, such as Environmental Toxicology, Water 
Resources Board, and SAC conduct investigation and monitoring of environmental hazards 
affecting MCAH populations.  
 
The MCAH Program investigates factors that affect health to identify emerging MCAH threats 
through analysis of data from vital statistics, surveys, and program data.  Emerging threats are 
also identified by advisory groups, collaborative networks, local MCAH directors, national 
partners, and review of research literature. Several emerging issues that have been 
incorporated into MCAH Program surveillance activities include: current economic crisis, 
acculturation of Hispanics and/or other ethnic groups, breastfeeding and maternity care policies 
and practices, and changes to WIC program.  Additional emerging issues include the failure to 
maximize the use of the postpartum visit to promote interconception health, the need for 
hospital maternal standards, stakeholder reports of increased incidence of Rickets and 
implications for Vitamin D supplementation, and maternal morbidity and mortality associated 
with H1N1.  
 
The MCAH Program could improve its ability to identify emerging threats.  While local MCAH 
directors communicate regularly with the MCAH Program, there is a formal mechanism for LHJs 
to communicate emerging threats via the Emergency Preparedness Office and other agencies. 
 
Continuous Quality Improvement (CQI) for Hospital Perinatal and Maternal Services  
 
The MCAH Program has implemented multiple initiatives in collaboration with experts, 
providers, and hospitals throughout California to monitor population- and facility-based 
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outcomes and improve quality of care to improve the health of mothers and infants.  Several of 
these collaborative are described below.  
 
California Perinatal Quality Care Collaborative (CPQCC) is composed of 127 member hospitals 
representing over 90% of neonates cared for in California’s NICUs. In order to improve the 
quality and outcomes of perinatal health, CPQCC provides members with data, technical 
assistance, and facilitates systems improvements to support CQI activities.  CPQCC supports 
multiple databases that provide the capability to monitor trends in neonatal process and 
outcomes data to facilitate CQI activities among members and identify topics for multi-center 
collaborative projects.  These projects are formal learning collaboratives among member 
hospitals utilizing CPQCC-developed toolkits. The collaboratives consist of a group of hospitals 
that agree to address a particular CQI topic through participation in workshops, data collection 
and reporting.  Participation in the CPQCC learning collaborative fulfills the QI requirement for 
Perinatology in Board maintenance of certification. CPQCC has developed 10 toolkits, and is 
currently developing mechanisms by which hospitals can use an existing toolkit with a 
consultant in order to meet Board recertification requirements for their Perinatologists.  
 
CPQCC and MCAH recognize the need to expand existing data systems to include maternal 
data that can be linked to infant outcomes.   
 
California Maternal Quality Care Collaborative (CMQCC) is a multidisciplinary advisory group 
devoted to eliminating preventable maternal death and injury and promoting equitable maternity 
in California by bringing resources and quality improvement techniques to providers, 
administrators, and public health leaders. For example, obstetric hemorrhage is a leading cause 
of maternal mortality.  Therefore CMQCC developed an Obstetric Hemorrhage toolkit for 
hospitals to use to improve response to hemorrhage using CQI methods.  The Maternal Quality 
Indicator Workgroup examines ways of using population-based data to measure progress on 
National Quality Forum obstetric measures.  Examples of these measures include (1) elective 
delivery prior to 39 completed weeks gestation; (2) cesarean rate for low-risk first-birth women 
and; (3) exclusive breastfeeding at hospital discharge.  This data provides both the quantitative 
information needed for setting priorities and establishing rational health policy and the real-world 
context for understanding how the policy affects the public. These measures have been adopted 
by Leapfrog, Joint Commission of Accredited Hospital Organizations and CA Hospital 
Assessment and Reporting Taskforce (CHART). 
 
Both CPQCC and CMQCC have been working with the national March of Dimes to reduce non-
medically-indicated deliveries prior to 39 weeks gestation. It is well established that infants born 
in the late pre-term phase have increased chance of respiratory problems requiring NICU days.  
This collaboration has resulted in a toolkit which will be disseminated statewide.  March of 
Dimes will also share this toolkit with other states. 

Through its Local Assistance for Maternal Health initiative, the MCAH Program has supported 
maternal quality improvement efforts in two LHJs.  LHJ participation was supported through a 
request for applications. Two LHJs, Los Angeles and San Bernardino Counties, are currently 
participating in the LAMI (four LHJs were selected, but due to budget cuts, only two continued to 
receive funding after the initial start-up year). Los Angeles County is working to improve 
response to maternal hemorrhage in 10-12 of its hospitals. San Bernardino is working to reduce 
elective inductions in all jurisdiction hospitals. Both projects are using quality improvement data 
collection and tracking systems developed by the Institute for Healtcare Improvement and both 
are drawing upon technical assistance provided by CMQCC. The goal for both projects is to 
develop an implementation guide for use by other LHJs. Additionally, CMQCC will be 
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developing two additional maternal care improvement toolkits for use by LHJs in collaboration 
with hospitals. If funds allow, support will be provided to interested jurisdictions to replicate 
these projects.  

Regional Perinatal Programs of California (RPPC) provide quality improvement technical 
assistance and promote access to risk appropriate perinatal care to pregnant women and their 
infants through regional activities.  Perinatal Profiles, reports of hospital birth/death data, are a 
data tool used by RPPC to monitor trends with a goal of CQI.  Each RPPC Director conducts 
site visits to individual hospitals within their region to review data from Perinatal Profiles and 
other sources to identify quality improvement issues. Based on identified issues, the RPPC 
Director links the hospital to resources that can be used to improve quality of care. Additionally, 
information and resources available through CPQCC and CMQCC (such as learning 
collaboratives) are shared with hospitals during site visits.   
 
Challenges experienced by RPPC include differences across regions in the number of hospitals 
and geographic area covered, resulting in challenges in meeting the needs of hospitals in some 
large geographic regions or regions with a high number of hospitals.  In those regions that 
include both large urban centers and isolated rural areas, a large degree of flexibility is required 
of the RPPC Director. Further, RPPC recognizes that smaller hospitals and rural hospitals have 
unique needs related to their size and scope, workforce capacity, and transport issues. 
Therefore, development of CQI approaches that meet the needs of these hospitals is planned.   

California’s Perinatal Transport Systems (CPeTS) is designed to locate beds for high–risk 
mothers and infants and provide transport assistance, transport data reports, monitors transfer 
of critically ill infants and mothers with high risk conditions to ensure they are transported to the 
appropriate level of care in regional Neonatal Intensive Care Units (NICUs) and Perinatal High 
Risk Units (PHRUs).  CPeTS maintains a web-based bed availability list that is intended to allow 
maternity hospitals to obtain information 24 hours day-7 days a week for transfer coordination of 
a high-risk infant or maternity patient. CPeTS also collects and analyses perinatal and neonatal 
transport data for regional planning, outreach program development, and outcome analysis.  
Opportunities for regional perinatal programs to share and solve their common problems are 
provided through meetings of its Advisory Committee.   

Monitoring and Continuous Quality Improvement for Children and Adolescents  
 
Efforts to implement CQI for children will be built upon current efforts to develop comprehensive 
systems for early childhood screening and intervention. Current CQI efforts in this population 
are limited to pilot and demonstration projects.  
 
Translating Data to Action 
 
The MCAH Program continues to improve capacity to translate data to action. For example, 
each year MCAH collaborates with WIC and the California WIC association to disseminate 
hospital level breastfeeding initiation data, which are highly publicized in the media. As a result 
of this effort, many hospitals have started working towards implementing evidence-based 
maternity care practices that are supportive of breastfeeding, such as the California Model 
Hospital Policy Recommendations and/or the Ten Steps to Successful Breastfeeding, 
developed by the United Nation’s International Children’s Fund (UNICEF) and the World Health 
Organization’s (WHO). In 2007, these data were also utilized by MCAH to identify regions within 
California with the lowest in-hospital breastfeeding rates to administer the Birth and Beyond 
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California (BBC), a hospital breastfeeding quality improvement demonstration project. The BBC 
provides participating hospitals with technical assistance and training on adopting the evidence-
based policies and practices mentioned above. 
 
An initial activity of the Preconception Health and Health Care Initiative involved a baseline 
analysis of the health status of women of reproductive age in California using CWHS data on 
eight preconception-health related indicators. These eight areas have since served as focal 
points for the activities contained in the statewide preconception health strategic plan developed 
by the Preconception Health Council of California. They have also informed local projects. 
Further sub-topic analyses have driven more specific initiatives. For example, more detailed 
findings about folic acid intake taken from CWHS and from MIHA revealed lower rates of 
consumption among Hispanic women and women of lower educational attainment. Based on 
these findings MCAH convened a multidisciplinary stakeholder group to provide 
recommendations about the best strategies to address this disparity in folic acid consumption. 
As a result, a new folic acid media campaign focusing on the Hispanic population was initiated.  
 
State-level monitoring and assessment activities support local programs to develop data-driven 
programming in many areas. In the area of adolescent health, the MCAH Program has worked 
with the Adolescent Sexual Health Work Group to post integrated data describing adolescent 
sexual health status on the California Adolescent Health Collaborative website. In addition, the 
Collaborative has developed a statewide profile of hot and cold spots for adolescent health 
indicators. Qualitative assessments in two counties are now underway to gain a deeper 
understanding of health problems affecting adolescents and their relationship with community 
services. 
 
LHJ Capacity Needs for Essential Services 1 and 2 
 
Nearly 80% of LHJs identified capacity needs related to assessing MCAH status, and 
diagnosing and investigating health problems of the population. Commonly identified needs 
were for more data access and analysis capacity; for the development of frameworks, methods, 
and standardization of data; and increased reporting of the results of analyses. Specific 
examples included the need for strategies to obtain morbidity data for the MCAH and overall 
populations, establishment of a web-based data repository that could be used by multiple 
stakeholders, improved collaboration with communicable disease and environmental health 
investigations and additional staff time for child death review, improved hospital-based data 
systems for tracking MCAH indicators, and more in-depth analyses of birth certificate data. 
Additional needs identified included raising the awareness of the value of surveillance efforts 
and translating data to drive community action.  
 
Stakeholder Capacity Assessment Findings for Essential Services 1 and 2 
 
The majority of MCAH stakeholders indicated they monitor or assess the overall health status of 
the maternal, child, or adolescent population, including identifying health threats (90%); 
analyzing data related to the health of the maternal, child, or adolescent population (91%); and 
collaborating with others on public health related information systems (91%).  Also, 85% of 
stakeholders reported capacity to interpret and communicate the results of population health 
assessments to diverse audiences. 
 
About half (54%) of stakeholders reported conducting epidemiologic investigations of disease 
outbreaks and patterns of infectious and chronic disease, injuries and other adverse health 
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conditions.  Among stakeholders, 61% reported providing assistance in epidemiologic analysis 
to local health departments, hospitals or community-based organizations.  
 
ES 3. Inform and education the public and families about maternal and child health 
issues.  
 
Infrastructure-building elements of MCAH Essential Service 3 include communication with 
partners and external stakeholders about emerging or evolving health issues. Assessment of 
capacity related to health education and information dissemination to individuals is discussed in 
the Enabling Services section of this report. Assessment of capacity for public education 
campaigns is discussed in the Population-based Services section of this report.  
 
Communication to partners about emerging public health problems or new information on 
existing issues occurs through both formal and informal mechanisms. New information is 
integrated into existing infrastructure through internal communication to program leadership and 
staff. Approaches to communicating with external stakeholders include the development of 
formal reports, presentations, dissemination to formal collaborative groups, informal 
communication through existing partner networks, postings to the MCAH Program webpage on 
the CDPH website or local MCAH programs websites, participation in external stakeholder 
meetings, participation on advisory boards and councils, and maintaining collaborative 
relationships with other agencies. 
 
There have been insufficient resources for message development and testing and message 
dissemination. The MCAH Program is addressing this with existing resources by identifying 
online message dissemination strategies and by integrating messages into existing 
interventions or partnerships.  
 
ES 4. Mobilize community partnerships between policymakers, health care providers, 
families, the general public, and others to identify and solve maternal and child health 
problems.  
 
Extensive discussion of ongoing collaboration and partnerships can be found in the 
Stakeholders section of this report. 
 
The mobilization of partnerships with stakeholders is central to the work of California MCAH 
programs at the state and local levels. Committees for the Pregnancy-Associated Mortality 
Review (PAMR) Project, California Perinatal Quality Care Collaborative (CPQCC), California 
Maternal Quality Care Collaborative (CMQCC) and SIDS Projects provide expert and 
community input on specific MCAH issues.  Regular meetings of local MCAH representatives 
such as the MCAH Action Team, AFLP Directors, BIH and CPSP Coordinators, provide 
opportunities for local feedback and input. Community partnerships also provide opportunities 
for systems development and improvement. Several examples of the MCAH approach to 
partnership mobilization in the areas of CQI, integrated systems of care, and response to 
emerging health issues are described below.  
 
CMQCC is a collaborative to advance California maternity care through data driven quality 
improvement.   CMQCC’s goal is the creation of a statewide, sustainable, collaborative, 
evidence-based, and data-driven quality improvement system that will provide leadership to 
engage multiple stakeholders/groups (i.e., clinicians, women, communities, insurers, 
researchers, organizations and legislators) to improve maternal and newborn health outcomes 
in California.  CMQCC convened a Hemorrhage Task Force to create and disseminate protocols 
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and guidelines for earlier detection of hemorrhage and a rapid response team approach to 
intervention.  CMQCC and MCAH have developed a toolkit to eliminate elective deliveries less 
than 39 weeks completed gestation.  CMQCC has also been exploring rising rates of cesarean 
section and its implications regarding infant health. 

 
The MCAH Program and CMS Branch collaborate with CPQCC, which advocates for 
performance improvement in perinatal and neonatal outcomes.  CPQCC is a group of public 
and private California leaders in healthcare, committed to improving care and outcomes for the 
State’s pregnant mothers and newborns.  The Collaborative is comprised of 127 member 
hospitals, representing over 90% of all neonates cared for in California NICUs, as well as other 
key stakeholders, including 1) public and private, obstetric and neonatal providers, 2) health 
care purchasers, 3) public health professionals, and 4) private sector health industry specialists.   
 
As an example of this collaboration’s activities, CMS and California Children's Hospital 
Association (CCHA) sponsored a statewide Quality Improvement Collaborative (CCHA-CCS 
QI), partnering with CPQCC, to decrease catheter associated blood stream infections (CABSIs) 
in NICUs using the Institute for Healthcare Improvement (IHI) model for quality improvement. 
 
Children’s Medical Services is collaborating with CPQCC on developing a plan to monitor 
outcomes of infants and children in the newly restructured High Risk Infant Follow-up program. 
This monitoring capability, coupled with perinatal/neonatal CPQCC data elements, will enable 
CMS and MCAH to assess outcomes in association with perinatal/neonatal care. 
 
MCAH collaborates with WIC in a variety of areas, including improvement of prenatal care, 
linkages between MCAH and WIC data files, obesity prevention, oral health, childhood injury 
prevention, and breastfeeding.  WIC and MCAH are finalizing a web-based model curriculum on 
hospital breastfeeding policies.  In addition, WIC, MCAH, California WIC Association, and the 
Nutrition, Physical Activity and Obesity Prevention Program are co-developing a California 
Breastfeeding Roundtable to develop and implement a statewide breastfeeding strategic plan.  
MCAH has also conducted geospatial analyses of linked BSMF and WIC prenatal client data for 
targeted funding of additional services.   
 
MCAH representatives actively participate in the SIT Alcohol and Other Drug Workgroup (AOD) 
composed mostly of state agencies and a few private community organizations working together 
to address FASD prevention.  Its deliverables include a matrix of programs/services at the state 
level that impact FASD and FASD fact sheets tailored for the specific use of each partner 
agency. 
 
A key component of the Preconception Health and Health Care Initiative is the Preconception 
Health Council of California (PHCC). The PHCC was co-founded by the MCAH Division and the 
March of Dimes California Chapter in 2006. A statewide forum for planning and decision-making 
on issues and programs related to the promotion of optimal health before pregnancy, the PHCC 
is composed of stakeholders from the local and state level, including ACOG; California 
Academy of Family Physicians; the state Title X administrator; universities; health care systems; 
local health department MCAH Directors and perinatal service coordinators, health plans; 
various divisions within the state health and human services agency; community–based 
organizations; and California champions who have been involved with preconception health 
efforts at the national level. PHCC members attend quarterly meetings and oversee local 
preconception health integration activities. The Council and its interactive website—where 
public health professionals can register as partners, upload materials and participate in 
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discussion forums—serve as an information clearinghouse, networking center and coordinating 
hub for preconception health activities across the state.  
 
Opportunities for increased coordination include collaboration between the Preconception 
Health and Healthcare Initiative, AFLP and Family PACT (Title X and Family Planning Waiver) 
for integration of culturally appropriate tools and resources into existing programs helping teens 
to take charge of their reproductive lives and to reduce the teen birth rate.  
 
Birth and Beyond California (BBC) was developed to increase hospital breastfeeding rates in 
the Central Valley, Los Angeles County and Orange County, three areas of California with the 
lowest breastfeeding rates.  Primary activities included technical assistance in continuous 
quality improvement, training and development of regional networks.  A total of 369 hospital 
staff from 20 participating hospitals completed the training and demonstrated an overall 
increase in knowledge.  Additionally, 87 hospital staff completed a train-the-trainer process.  
 
Originally planned for four years, BBC was prematurely terminated in fall of 2009 due to loss of 
General Fund Support to MCAH.  As of December 2009, all participating hospitals developed 
quality improvement teams and all are implementing one or more breastfeeding evidence-based 
breastfeeding policy promoted by BBC.   
 
Training materials will be available on the MCAH Breastfeeding webpage in the near future.  
Los Angeles County has received additional Local First Five and federal funds to expand this 
project and move hospitals in that region to become “Baby Friendly”.  Some of the hospitals will 
use our training materials and PAC-LAC, the RPPC site in Los Angeles, is making the materials 
available to local hospitals in Los Angeles.   
 
LHJ Capacity Needs for Essential Service 4 
 
A central function of LHJs within California’s MCAH system is to mobilize partnerships within the 
local systems to improve MCAH outcomes. Nearly half of the LHJs identified capacity needs to 
improve their ability to mobilize collaboration for a wide range of purposes including, advocacy, 
resource generation, and development of new approaches to MCAH problems. Examples 
include partnering with universities for technical support and for joint grant applications, 
partnering with state agencies to apply for federal funding to support specific initiatives, and 
collaborating with community leaders to raise community awareness on targeted issues. LHJs 
identified the need to improve relationships with specific partners, including Tribes, hospitals, 
and other community MCAH health services providers.  
 
State-level Capacity Assessment Findings for Essential Service 4 
 
The capacity assessment findings suggest that the infrastructure is in place for good 
communication between the state and local MCAH programs. An example is the Title V needs 
assessment in California, through which an extensive range of stakeholders had a strong role in 
the process. Examples of strong ongoing collaborative to improve capacity and outcomes 
include the Preconception Health Council of California and the Local Assistance for Maternal 
Health initiative, among many others. Further, grant-funded projects such as Birth and Beyond 
California have supported focused partnerships that have produced concrete changes in 
hospital breastfeeding policies.  
 
Challenges to mobilizing partnerships have been identified, such as the lack of site visits to local 
MCAH programs due to budget cuts. This constraint hinders the ability of the state MCAH staff 
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to provide technical assistance locally. Further, there are opportunities to collaborate more 
extensively with partners outside the health sector (e.g., housing, parks and recreation) to jointly 
address social determinants of health.  
 
Stakeholder Capacity Assessment Findings for Essential Service 4 
 
The majority of stakeholders (94%) reported that they convene, facilitate or participate in 
community or statewide partnerships to identify health problems of the MCAH population. 
Stakeholders also reported organizing partnerships to foster the sharing of resources (88%) and 
to solicit professional input to address health problems in the MCAH population (87%). Over 
80% of stakeholders reported collaborating with State MCAH Program.  

 
ES 5. Provide leadership for priority-setting, planning and policy development to support 
community efforts to assure the health of women, children, youth and their families.  
 
The MCAH Program emphasizes infrastructure-building solutions to identified health problems, 
such as development or revision of policy, development of new programs, changes to clinical 
practice guidelines or standards of quality care, or systems change.  
 
Standards of Quality Care 
 
The State MCAH Program promotes and coordinates the implementation of nationally 
recognized standards of quality care (i.e., Institute of Medicine and American Congress of 
Obstetricians and Gynecologists) for pregnant women, infants, children, and adolescents 
utilizing a variety of approaches. Links to national and state health guidelines, resources, and 
policy recommendations are provided on the MCAH Program webpage. As new standards and 
guidelines are developed, they are integrated into MCAH programs, health education materials, 
and public education campaigns. Technical assistance on the integration of new standards of 
care by local MCAH Programs and contract agencies is also provided by MCAH Program staff.  
The MCAH Program in collaboration with partners has demonstrated capacity across the 
spectrum of MCAH issues, notably in nutrition and physical activity, breastfeeding, diabetes 
during pregnancy, oral health, early childhood health and development, adolescent health, 
preconception/interconception health, and maternal/perinatal health.  Select examples of 
capacity are described below. 
 
Healthy weight, nutrition, and physical activity promotion has been integrated into the MCAH 
Program and LHJs to improve short term MCAH outcomes, and impact chronic disease 
trajectories throughout the life course. Recent changes to the guidelines for weight gain during 
pregnancy released by the Institute of Medicine have been integrated into the Comprehensive 
Perinatal Services Program Steps to Take guidelines.  Additionally, the MCAH Program has 
incorporated client input into the updated Adolescent Nutrition and Physical Activity Guidelines 
and a teen cookbook currently in development for AFLP.  Updates will include new science-
based guidelines and culturally competent recommendations.  

In order to promote the standard of exclusive breastfeeding at hospital discharge, the MCAH 
website posts data on hospital breastfeeding rates at discharge and links to resources and local 
coalitions.  In order to promote breastfeeding initiation and continuation, the MCAH Program 
has shared with all California hospitals the Model Hospital Policy Recommendations on how to 
improve hospital exclusive breastfeeding rates. Birth and Beyond California (BBC), the pilot 
hospital intervention, operates through partners in RPPC and provides technical assistance, 
resource development, on-site education and training to community hospital staff and 

Page 180 



California 2011-2015 Title V MCAH Needs Assessment 
 

administrators who wish to promote and document changes in hospital procedures and policies 
related to breastfeeding support in three regions of California. Through BBC, a toolkit and 
demonstration project have been developed to facilitate continuous quality improvement to 
support exclusive breastfeeding.  

CA Diabetes and Pregnancy Program (CDAPP) promotes standardized guidelines for care of 
pregnant women with diabetes or gestational diabetes in order to improve perinatal outcomes 
for pregnant women.  The Sweet Success Guidelines for Care provide a comprehensive manual 
that assists regional affiliates and health care professionals in providing care to these high-risk 
women. The manual emphasizes interdisciplinary team management and covers the following 
topics:  preconception counseling, medical management, nutrition therapy, psychosocial issues, 
exercise, labor/delivery and postpartum care, neonatal care, breastfeeding, and family planning. 

An important aspect of CDAPP is comprehensive technical support and education to medical 
personnel and community liaisons to promote implementation of the guidelines.  Medical 
practices or clinics that provide direct patient care to women with diabetes while pregnant and 
whose medical providers undergo standardized CDAPP trainings become known as Sweet 
Success Affiliates. The goal of the medical management promoted through the guidelines and 
with Sweet Success Affiliates is to standardize the care for women with diabetes or those who 
develop diabetes during pregnancy. The program promotes healthy lifestyle changes to prevent 
ongoing or recurrent gestational diabetes and to prevent the complications of diabetes among 
women who have overt disease. 

MCAH Program staff participate in the advisory committee that developed the 2010 Oral Health 
During Pregnancy and Early Childhood: Evidence-based Guidelines for Health Professionals,  in 
collaboration with the California Dental Association Foundation and the American College of 
Obstetricians and Gynecologists, District IX.  These guidelines are intended to assist health 
care professionals in delivering comprehensive oral health care to pregnant women and their 
children, consistent with American Dental Association, American Academy of Pediatric 
Dentistry, and the American Academy of Pediatrics recommendations.  It is anticipated that 
these guidelines will create a greater collaboration between medical and dental communities to 
open opportunities for better access to oral health care by pregnant women and their young 
children, a great need in California.  
 
The Early Childhood Comprehensive Systems project uses the 2006 American Academy of 
Pediatrics (AAP) policy statement to guide the promotion of validated developmental screening 
tools among pediatricians and other early childhood stakeholders at the 9, 18, and 24 or 30 
month well child visit, and as needed to identify developmental delays or disabilities as early as 
possible. Research shows that the earlier the intervention, the better the outcomes for the child.  
Early identification of developmental problems should lead to further developmental and medical 
evaluation, diagnosis, and treatment.   
 
The MCAH Program is an active participant on the Steering Committee for ASHWG, a 
workgroup committed to effectively addressing the sexual and reproductive health of 
adolescents.  In order to improve minimum standards of care for adolescents, ASHWG 
developed a set of Adolescent and Reproductive Health Core Competencies for providers.  To 
supplement these competencies, ASHWG is in the process of creating a Competency-based 
Training document.   
 
The California MCAH Program has been an innovator in the development of new standards of 
quality care. For example, as part of the Preconception Health and Health Care Initiative, MCAH 
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staff are working closely with the PHCC to support a March of Dimes/ACOG project to develop 
clinical guidelines and patient education materials that will help clinicians maximize the post-
partum visit by addressing risk factors that could affect a subsequent pregnancy. The goal of 
this project is to integrate the postpartum visit into a continuum of care that seeks to maximize 
interconception health, especially for women who have had a previous poor pregnancy 
outcome. 
 
Together, CMQCC and CPQCC were instrumental in introducing and supporting six National 
Quality Forum Perinatal Measures that are also being implemented as standards for Joint 
Commission of the Accreditation of Healthcare Organizations (JCAHO). These measures 
include: Elective Delivery Prior to 39 Completed Weeks Gestation; Cesarean Rate for Low-Risk 
First Birth Women; Appropriate Use of Antenatal Steroids; Exclusive Breastfeeding at Hospital 
Discharge; Nosocomial Blood Stream Infections in Neonates; and Infants Under 1500g 
Delivered at Appropriate Site. 
 
Program Planning and Priority Setting 
 
Planning is a core element of California’s ongoing needs assessment process. Over the course 
of the next year, planning efforts will focus on specifying strategies and activities to address the 
priorities identified in this needs assessment report.  
 
Program redesign efforts, such as BIH, have drawn upon expert input. New efforts to ascertain 
trends and underlying causes of maternal morbidity and mortality will provide the scientific base 
to inform policy and program development. Other program re-development efforts, such as the 
BIH Program redesign, have been strongly rooted in the evidence base. Improvement to the 
definition of indicators and outcomes for programs such as the local MCAH programs and AFLP 
could increase the scientific basis of the planning and evaluation aspects of those programs.  
Limitations in existing program data systems challenge the ability to use administrative data for 
program improvements and planning.  Increased efforts to include consumers in the planning 
process has been identified as an opportunity for improvement.  
 
LHJ Capacity Needs for Essential Service 5 
 
As leaders in their local systems, LHJs provide leadership in planning, priority setting and policy 
development. Nearly 90% of LHJs identified capacity needs in this area, particularly in the area 
of providing structure for the development of new programs and services in partnership with 
stakeholders.  LHJs identified the need to provide greater leadership and shared vision in order 
to support community efforts to assure the health of the MCAH population. LHJs working to 
address social determinants identified the need to encourage staff to work outside of silos (i.e., 
work with non-health partners) and to support systems development that build bridges between 
health and other sectors (such as housing and transportation).  
 
Some of the LHJ-identified strategies for improving coordination within systems of care include 
establishment of linkages with the welfare system to establish the referral of pregnant women to 
the MCAH program; implementation of a systematically coordinated approach to prioritizing, 
funding, planning, and delivering services for the MCAH population; and the sharing of 
resources among all sectors that serve the MCAH population.  
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State-level Capacity Assessment Findings for Essential Service 5 
 
Areas in which the MCAH Program has identified the need to develop, or is in the process of 
developing capacity to promote standards of quality care include improved awareness and 
responsiveness to obstetric hemorrhages, elimination of elective deliveries less than 39 weeks 
completed gestation, and developing systems to facilitate improved maternal transport.  Efforts 
to collaboratively update the Sweet Success Guidelines have been challenging due to limited 
resources at the state and regional levels.  New resources in this area are becoming available 
and future strategies may involve the development of brief tools for providers such as the 
current Sweet Success Pocket Guide.   
 
Stakeholder Capacity Assessment Findings for Essential Service 5 
 
Most of the MCAH stakeholders in California (90%) use health status indicators or other data to 
establish MCAH priorities, develop organizational policies or plan programs.  Also, 80% of 
stakeholders produce or implement one or more health improvement plan for the MCAH 
population. Finally, 68% of stakeholders offer assistance or trainings to community partners in 
developing organizational or community policy and plans.  
 
ES 6. Promote and enforce legal requirements that protect the health and safety of 
women, children, and youth, and ensure public accountability for their well-being. 
 
LHJ Capacity Needs for Essential Service 6 
 
Half of LHJs identified capacity needs related to promoting or enforcing legal requirements that 
protect health and safety, primarily in the area of ensuring the legislative based for MCH-related 
governance and practice and coordinated mandates across programs. Many LHJs identified the 
need to strengthen relationships with local and state politicians to improve the understanding of 
the needs of the MCAH population and build support for the MCAH system.  Specifically, LHJs 
identified the need to institute annual forums for discussion with politicians and community 
leaders, building relationships in general with elected representatives, increasing 
communication with county and city governing bodies, inviting elected officials to MCAH 
program events and providing MCAH expertise to legislative advocacy efforts. LHJs also 
identified the need to improve capacity to more effectively participate in legislative processes 
and the need to improve interagency collaboration to address MCAH policy and legislative 
issues.  
 
State-level Capacity Assessment Findings for Essential Service 6 
 
The MCAH Program conducts an annual review of the current Health and Safety Code to 
ensure its continued applicability to existing programs using a tracking document. In addition, 
the Program provides analysis of proposed legislation that involves MCAH populations as 
requested, but resource limitation prevents a more active role. MCAH Action, the association of 
local MCAH directors, monitors pending legislation and other partners inform the MCAH 
Program of proposed legislation. Increased awareness of other organizations that are 
advocating MCAH-related legislation would improve the ability of the MCAH Program to ensure 
public accountability for the well-being of the MCAH population. The MCAH Program does not 
provide an annual report to the legislature, but responds to requests for information on a regular 
basis. The MCAH Program provides leadership in the development of standards in areas of 
priority. The MCAH Program is pursuing the need for the development of hospital maternal 
levels of care to ensure that pregnant women receive care at an institution appropriate to level 

Page 183 



California 2011-2015 Title V MCAH Needs Assessment 
 

of risk. Efforts are underway to ensure that standards are developed with wide stakeholder input 
and support.   
 
Stakeholder Capacity Assessment Findings for Essential Service 6 
 
Nearly three-quarters of stakeholders reported educating community partners about laws 
pertaining to MCAH population (72%).  Approximately the same proportion of stakeholders 
reported reviewing laws (regulations, guidelines, statutes, ordinances or codes) relevant to 
MCAH programs (73%) and providing leadership or expertise in promoting standards-based 
care or setting care standards for programs serving the MCAH population (75%). Fewer 
stakeholders reported tracking, analyzing or reporting data relevant to enforcement and 
adoption of legal requirements (46%). 
 
ES 7. Link women, children, and youth to health and other community and family 
services, and assure access to comprehensive, quality systems of care.  
 
Overall Approach to Building Comprehensive Systems of Services 
 
In collaboration with partnering entities, the California local and state MCAH Programs ensure 
access to high quality care through efforts to build and maintain comprehensive system of 
services. MCAH systems needs are identified as a result of monitoring activities, in the course 
of delivering of enabling services, and through input from partners. A wide array of enabling and 
supportive services, such as, quality medical care, sound nutrition, adequate housing, safe 
neighborhoods, high quality education, enriching childcare, available recreation, and a nurturing 
family environment are all essential to the health and well-being of families. Therefore, building 
integrated MCAH systems requires active involvement of entities in disciplines across and 
beyond the health sector.  
 
Efforts to assure a comprehensive, integrated system of care in California can be improved by 
increased coordination among separately funded programs across the multitude of government 
agencies and private organizations.  Additional barriers include funding mandates that result in 
programmatic and policy fragmentation, health financing that privileges treatment over 
prevention and early intervention, and data systems that are redundant, disconnected and suffer 
from reporting lag.  Finally, federal regulations, policies and mandates introduce barriers to a 
coordinated system of care as different programs for women and children operate under 
different program requirements related to eligibility, age, definitions, and confidentiality issues.   
  
The State Interagency Team (SIT) is a collaborative approach to overcoming fragmentation in 
order to improve service coordination for California's children and families. Deputy Directors 
from several state agencies are represented, including Public Health, Mental Health, Social 
Services, Education, Developmental Services, and Alcohol Drug Program.  SIT promotes 
alignment of planning, funding and policy development across state agencies to build capacity, 
maximize funding, remove regulatory barriers, ensure accountability, promote strength-based 
practices and share information.   
 
Local MCAH programs have responsibility for building and supporting local systems of care.  
Thus LHJs lead and participate in strong collaboratives with community groups, faith-based 
organizations, schools, medical communities, and policy makers, which identify systems gaps, 
develop referral networks, and coordinate systems of care. Together these groups develop 
system-wide capacity on identified needs related to women, infants, children and adolescents 
and their families, such as perinatal substance use, adolescent substance use, teen pregnancy, 

Page 184 



California 2011-2015 Title V MCAH Needs Assessment 
 

SIDS, childhood obesity, breastfeeding, nutrition, physical activities, child safety and injury 
prevention, early access to prenatal care and oral health.  For instance, dental caries (tooth 
decay) is the single most common chronic childhood disease.  Many LHJs collaborate with 
community oral health task forces to identify disadvantaged populations, secure funding and 
seek solutions through integrating education and treatment services into the health system to 
reduce the burden of dental disease.   
 
The state-level MCAH Program role is to monitor and encourage these local efforts, and provide 
technical assistance through a number of health advisors. Opportunities exist to more effectively 
identify areas of common concern across multiple local jurisdictions and to then develop 
statewide solutions.  
 
LHJ Capacity Needs for Essential Service 7 
 
One third of LHJs identified infrastructure-building related aspects of linking clients to needed 
services as a capacity need, in the area of identifying expanded fiscal capacity for services. 
Many LHJs emphasized the role of collaboratives to reduce duplication of services, and 
leverage resources, share overhead across programs. Examples of capacity needs to improve 
access to services through infrastructure-building also included the involvement of local 
stakeholder groups in developing new services and to address lack of services in rural 
jurisdictions.  
 
Comprehensive Systems for Pregnant Women, Mothers and Infants 
 
As described above, the state MCAH Program assists local MCAH programs to coordinate 
across multiple systems to assure that individual and community health needs are met; to 
implement monitoring of the health status of vulnerable populations, such as pregnant women, 
new mothers and their infants; and to assure that services meet quality standards. 

The MCAH Program promotes a comprehensive approach to perinatal and infant health for low 
income women through implementation and oversight of the statewide Medicaid program known 
as the Comprehensive Perinatal Services Program (CPSP).   The MCAH Program develops 
standards and policies, provides technical assistance and consultation to the local Perinatal 
Services Coordinators (PSC), and maintains an ongoing program of training for all CPSP 
practitioners throughout the state. Local MCAH programs, through the PSC, assist local 
providers in meeting CPSP certification requirements and provide them technical assistance 
after certification.  In rural areas lacking CPSP providers, the PSC works with surrounding 
jurisdictions to develop referral networks to ensure service coordination for pregnant women.   

CPSP has limited capacity to enhance perinatal systems because at the local level, the PSC is 
often requested to serve as a liaison between providers and Medi-Cal to facilitate provider 
payment, often a leading issue of concern raised by providers during site visits.  

The Regional Perinatal Programs of California (RPPC) address the need for regional, 
comprehensive, and cooperative networks of public and private health care providers to ensure 
that high-risk perinatal patients are matched with the appropriate type and level of care.  RPPC 
agencies develop communication networks, perform needs assessments, disseminate 
education materials, assist hospitals with data collection for quality improvement, provide 
hospitals with feedback on their performance (Perinatal Profiles), and provide hospital linkages 
to California’s Perinatal Transport Systems.  The RPPC have the flexibility, neutrality, and 
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credibility to bridge public and private sectors.  They offer the opportunity for multiple counties, 
hospitals, clinics, individual providers and health plans to work collaboratively to identify and 
address common perinatal concerns.  
 
Increased interest by the MCAH Program and various stakeholders, including March of Dimes, 
has focused on steps needed to develop maternal levels of care for California hospitals to 
ensure that women get care appropriate to their risk level at the time of delivery. This effort is at 
the exploratory stage. There is currently no legislation supporting or mandating maternal levels 
of care in California.  
 
The MCAH Program has expertise and past experience specific to preconception health to address 
risk factors before pregnancy.  MCAH took the lead on preconception health in the state through the 
establishment of the Preconception Health Council of California (PHCC) in collaboration with March 
of Dimes California Chapter.  PHCC provides direction for the integration of preconception health in 
public health practice, the development of policy strategies to support preconception health care, 
and the promotion of preconception health messages to women of reproductive age. Implicit in 
preconception health education is a life course perspective which encourages a holistic approach to 
women’s health that promotes care for women and girls across their lifespan, regardless of the 
choice to reproduce, and recognizes the impact of social and environmental factors on maternal 
and infant outcomes.  
 
The California Family Health Council (CFHC) –California’s Title X administrator – implemented 
a demonstration project to integrate preconception and interconception health promotion and 
screening into the family planning clinics. CFHC developed and introduced a 
pre/interconception care curriculum which they used to train providers at nearly 80 Title X 
clinics. The curriculum includes medical history forms that incorporate screening questions on 
preconception health-related topics – including reproductive life planning – as well as practical 
tips for preconception health integration and specific information for how to bill for preconception 
health counseling and services. This approach has been identified as a model for service 
coordination and integration.  As a result of the project and its positive reception, CFHC has set 
a goal to have all family planning clinic clients participate in reproductive life planning by 2015 
and has made a commitment to reinforcing this new model of care within the family planning 
clinics.  
 
The MCAH Program collaborates with the PHCC’s post-partum visit project to improve 
attendance at the postpartum visit. The project identifies the factors that keep clinicians from 
promoting the visit or barriers that dissuade women from attending it.  The project then 
addresses these barriers by maximizing the existing public health infrastructure at the 
community level.  
 
The MCAH Program has increasingly recognized the importance of social determinants of 
health outcomes, and in doing so has begun to explore strategies to broaden the 
conceptualization of systems of care.  To address persistent disparities in infant mortality and 
low-birth weight for Blacks in California, the Black Infant Health (BIH) Program targets pregnant 
and parenting Black women at risk for poor birth outcomes.  This program model was recently 
redesigned based on a health equity conceptual framework.  The new model incorporates 
intervention on upstream factors that mediate chronic stress and shape individual behaviors, 
such as social support and relationships, using a group model of service delivery.  Further, in 
collaboration with MCAH’s Preconception Health and Healthcare Initiative (PHHI), the topics of 
reproductive life planning and pregnancy spacing have been incorporated into the model to 
address the importance of interconception health for subsequent pregnancy outcomes. 
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Comprehensive Systems for Children 
 
Recent efforts to improve comprehensive systems of care for children have been supported in 
California through federally-funded initiatives supporting early childhood development, school 
readiness, and a continuum of developmental services with a focus on behavioral health care 
through age eight. 
 
The California’s Early Childhood Comprehensive Systems (ECCS) is a HRSA-funded statewide 
comprehensive strategic planning effort in the areas of early childhood development and school 
readiness.  Partners include state departments of: Alcohol and Drugs, Developmental Services 
(IDEA Part C and Transition), Education (Child Care, Head Start, Special Education), First 5 
California, Health Care Services (CHDP, Medi-Cal), Mental Health, Managed Health Care, 
Managed Risk Medical Insurance Board (SCHIP), Public Health, Social Services (Foster Care, 
Child Welfare) and WIC.  ECCS provides state-level leadership to facilitate better collaboration 
and coordination among programs that help prepare children for kindergarten emotionally, 
socially, and physically. ECCS staff visited eight LHJs to identify screening tools, best practices, 
models of service integration, and barriers to the braiding of funds.  In order to support access 
to necessary services, ECCS is creating a community toolkit to help providers and families 
navigate the confusing path of finding help when a red flag is raised about a child's 
development.  
 
Under the umbrella of the ECCS grant, the state MCAH Program helped to establish the 
Statewide Screening Collaborative (SSC) to implement the Assuring Better Child Health and 
Development (ABCD) Screening Academy’s Implementation Matrix for promoting the use of 
standardized child developmental screening tools in primary care for young children ages 0-5 
years.  Given SSC’s scope, this collaborative will serve as the Steering Committee for ECCS 
and California Project Launch, as well as the State Council on Young Child Wellness. In doing 
so, SSC will maintain alignment between ECCS and California Project Launch goals and 
synergy between their respective activities. 
 
In line with the ECCS strategic plan, California Project LAUNCH (CPL) is a 5 year, $4.2 million 
Substance Abuse and Mental Health Services Administration (SAMHSA) grant awarded to 
MCAH in 2009.  CPL provides a unique opportunity for State MCAH and the Alameda County 
MCAH Program to leverage the broader work of the Alameda County Behavioral Health Care 
Services and the Alameda County Health Care Services Agency to create a continuum of age-
appropriate developmental services for children from birth through 8 years of age. Five core 
LAUNCH activities have been designated:  mental health consultation, increased developmental 
assessments, family strengthening and parent training, home visitation, and integration of 
behavioral health into primary care.  Through CPL, the State MCAH and the local MCAH 
programs will partner with First5 Alameda County (F5AC) to demonstrate the impact of lessons 
learned to influence future policy for promoting young child wellness throughout the state.  
Outcomes may include policy changes to support local jurisdictions in building and sustaining 
comprehensive developmental care continuums. Examples include reimbursement for 
developmental screenings, funding for mental health consultations, and promotion and 
incentives for integrated services at the state level, such as home visitation program standards 
that integrate multi-disciplinary teams.   
 
As comprehensive systems for children are enhanced in California, they will support the 
expansion of CQI activities for this population group.  
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Comprehensive Systems for Adolescents 
 
The MCAH Program partners with the California Adolescent Health Collaborative (CAHC), a 
public-private statewide initiative to improve adolescent health, to implement initiatives related to 
improving the capacity of the MCAH system to improve adolescent health, including the 
development of a strategic plan, assessment of systems serving adolescents, and 
implementation of provider trainings. Through this partnership with CAHC, an ongoing contract 
with UCSF/National Adolescent Health Information Center, and collaboration with the California 
Adolescent Sexual Health Workgroup (ASHWG), the MCAH Program has built upon internal 
capacity and facilitated improved statewide capacity to improve systems of care for adolescents.  
 
California’s strategic plan for improving adolescent health, Investing in Adolescent Health, A 
Social Imperative for California’s Future, addresses the need for improved access to 
comprehensive, youth-friendly services, and the coordination of delivery systems for 
adolescents.  Examples of local implementation of these strategies include the development of 
youth resource guides for distribution to youth, schools, and youth-serving agencies.  The 
CAHC website continues to be a vital resource that receives over 2000 visits per month.   
 
In order to improve systems of care for adolescents, the CAHC is developing a statewide profile 
of indicators identifying adolescent health hot and cold spots. Qualitative assessments of 
services and youth support in select communities will be implemented in order to identify 
systems-related factors related to improved adolescent health status.  Outcomes will include a 
tool for LHJs to use in assessing local community elements that support positive youth 
outcomes. 
 
Statewide provider trainings by CAHC on legal issues specific to sexual and reproductive health 
care for youth in foster care and emancipated youth have been implemented to improve the 
competence of providers in ensuring access to care for these vulnerable youth.  CAHC is 
planning trainings for implementation of a Behavioral Health Toolkit to improve care related to 
mental health and substance use.  MCAH continues to work with CAHC and others to promote 
best practices in mental health and to investigate best practices in suicide prevention. 
 
The MCAH Program is an active participant on the Steering Committee for ASHWG, a 
workgroup committed to effectively addressing the sexual and reproductive health of 
adolescents.  An ASHWG Youth Development subcommittee was recently established to assist 
the State and LHJs in creating comprehensive youth development programming strategies that 
will include all aspects of adolescent health and development. 
 
MCAH works to ensure there is good communication between its various content areas in order 
to facilitate service linkages. The Preconception Health Coordinator sits on ASHWG, which has 
resulted in opportunities for integration of appropriate preconception health content and service 
linkages into adolescent sexual and reproductive health messaging. The potential integration of 
reproductive life planning tools into adolescent health services and the involvement of the 
CAHC in a preconception health social marketing campaign for youth of color are two examples 
of such collaboration.  
 
The MCAH Program supports the cultural and linguistic appropriateness of services provided by 
LHJs, but does not require LHJs to assess the cultural or linguistic needs of its population. 
Nevertheless, LHJs included culturally appropriate materials in their annual reports and have 
shown evidence of leadership in this area.  
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ES 8. Assure the capacity and competency of the public health and personal health work 
force to effectively address maternal and child health needs.  
 
An extensive discussion on the health care workforce in California has been included in the 
capacity assessment of Direct Health Care Services.  This section describes the capacity and 
competency of the workforce in the public MCAH system in California.   
 
Budget Crisis Impact on Workforce 
 
The reduction in state general funds for MCAH programs at the state and local level, loss of 
associated Title XIX match funding, and the reduction of public health realignment funding for 
counties together have had a tremendous impact on workforce capacity. At the local level there 
has been a reduction in FTE for local MCAH programs, AFLP, and BIH. This staffing reduction 
represents a loss of MCAH infrastructure, historical knowledge, community relationships and 
expertise that has been built over years that cannot be easily replaced with the hiring of new 
staff if and when funding is restored. As a result of cuts to other programs, remaining MCAH 
staff have often had to take on additional duties outside of their MCAH role. Time for workforce 
development activities in this context is greatly restricted, but the need for technical assistance 
has increased as many jurisdictions have lost access to local technical expertise.  
 
Local Health Jurisdiction Workforce 
 
A recent survey of local MCAH Program Directors conducted by MCAH Action before many staff 
reductions had been implemented across California, the association of MCAH Directors in 
California, assessed capacity strengths and needs of the MCAH leadership in the local health 
jurisdictions. The overall response rate was 98%. Among all Directors, 71% have been in their 
position for 5 years or less. While the majority of Directors reported a high level of knowledge, 
awareness, and skills, the number of Directors reporting lower competencies is consistent with 
the short tenure of many respondents. Responses presented below point to the need for the 
continuation of ongoing technical assistance to build competencies among local MCAH 
Directors, while focusing on retention of leadership.  
 
Among Directors, 50% reported being fully or very confident that they have the knowledge 
necessary to ‘move forward in their role.’ Only 44% reported a similar level of confidence in their 
awareness of the resources available to develop strategies to improve outcomes within their 
jurisdiction. Importantly, 16% reported low or no confidence in this area.  
 
A number of the most pressing concerns reported by Directors were related to the impacts of 
current budget reductions in California, including loss of funding, decrease in staffing, and 
fulfilling scopes of work with limited resources. Additionally, Directors reported the need for 
improved understanding of California’s complex MCAH infrastructure as a challenge in their 
role. Leading needs reported by Directors were increased training opportunities, improved 
understanding of the scopes of work, improved communication with state MCAH, and improved 
collaboration with other jurisdictions.  
 
Directors reported improved advocacy skills as a priority need to better carry out their role. 
Further, 61% reported only somewhat or a little confidence in their awareness of state legislative 
activities that could impact their role as MCAH Director. Eighty percent reported somewhat or a 
little confidence in the ability to communicate effectively with officials and policy makers, while 
an additional 12% reported no confidence in this area.  
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Importantly, MCAH Directors are aware of the newest developments in the field. Sixty seven 
percent reported being fully or very aware of the impact of social determinants on MCAH 
outcomes.  
 
Public health nurses (PHNs) are essential direct and public health service providers within the 
MCAH system in California. While more nurses have obtained PHN certification in recent years, 
fewer nurses are working as PHNs. PHN salaries are among the lowest of all nurses in 
California.  In order to address the ongoing need for qualified public health nurses in LHJs, the 
California Conference of Local Health Departments, Nursing Directors has developed a 
strategic plan for workforce development to increase the volume of BSN prepared nurses in 
public health nursing, to stabilize funding supports for public health nursing, and to ensure 
retention of public health nurses.  
 
Technical assistance is provided to local MCAH programs through ongoing consultation with 
state-level MCAH Program nurse consultants that serve as project managers to the 61 local 
MCAH programs. Orientation is provided to all new Directors, which includes a comprehensive 
reference guide. The Family Health Outcomes Project (FHOP) at UCSF is contracted to provide 
technical assistance to local MCAH programs, particularly in the area of monitoring health risks 
and outcomes. FHOP has developed a number of tools for local programs that do not have 
access to epidemiologic support, including simplified software for analyzing hospital discharge 
and vital statistics data, and excel tools that facilitate interpretation of surveillance data (i.e., 
trends, comparisons against benchmarks). Regular trainings are provided by FHOP on these 
and other topics, such as problem analysis and logic models.  
 
LHJ Capacity Needs for Essential Service 8 
 
Over 80%of LHJs identified capacity needs related to assurance of the capacity and 
competency of the workforce.  LHJs identified capacity needs related to workforce needs in 
overall staffing, and specifically for public health nursing, data analysis and epidemiology.  
Examples of potential strategies to improve the skills and capacity of existing LHJ workforce 
included partnership with national organizations (e.g. National Association of City and County 
Health Officers), universities, professional organizations, and local resources (e.g. Bay Area 
Data Collaborative).  Identified topics for training included evaluation, identifying best practices, 
grant writing, and local coalition-building.  Collaborate with other states and national 
organizations (e.g. NACCHO) to create and provide trainings (both online and in person). 
Systems-related approaches include improvement of human resources procedures to improve 
public health job descriptions, civil service examination questions, and the overall hiring 
process. Finally, facilitation of mentorship of less experienced staff by senior staff to facilitate 
knowledge transfer and smoother transitions was also identified.  
 
State MCAH Program Professional Development Activities 
 
The state MCAH Program participates in workforce capacity development opportunities 
provided by national partners, including the CityMatCH/AMCHP/NHSA Partnership to Eliminate 
Health Disparities in Infant Mortality Learning Collaborative, the CDC/HRSA MCH Epidemiology 
Training Course, Perinatal Periods of Risk training provided by CityMatCH to MCAH staff in 
California, and ongoing webcasts provided by CDC, HRSA, and others. In addition, MCAH staff 
attend, present at, and help develop national meetings, such as the annual AMCHP meeting, 
MCH Epidemiology Conference, and special events, such as the National Preconception Health 
Summit. These activities ensure that staff are aware of, and contribute their expertise to, the 
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newest developments in the field of MCAH.  However, budget constraints limit attendance at 
many national meetings, conferences, and special events.     
 
Ongoing trainings provided within the state MCAH Program include the use of the Maternal and 
Child Health (MCH) Leadership Competencies, Department of Public Health workforce 
development and leadership development programs.  MCAH staff have used the MCH 
Leadership Skills Development Series, a set of training modules that brings the MCH 
Leadership Competencies to life, allowing small groups to conduct their own training sessions, 
within their own time frames and in their own settings.  The series is based on the premise that 
staff members each, individually and collectively as organizational units or working teams, can 
make change happen.  Positive changes in the working environment, no matter how small, may 
spark renewed productivity and clarity of purpose, and therefore more effective MCAH 
professional practice.  Knowledge and application of these competencies by state staff translate 
to infusion of valuable skills to local health jurisdiction staff.  Moreover, bi-monthly all-program 
seminars facilitated by MCAH staff provide opportunities to facilitate leadership skills among the 
presenters and to expand the knowledge base of participants.  Opportunities to expand this 
training to LHJ staff are being explored.  
 
The MCAH Program has an extensive epidemiology staff trained at the masters and doctoral 
level available to monitoring, surveillance, and investigation of MCAH conditions. Most are 
experienced in statistical software to conduct basic descriptive analyses and geospatial 
analyses, fewer have the expertise necessary to conduct more advanced research. 
The MCAH Program has supported the development of geospatial analysis capacity by 
participating in the CDPH GIS Users Group and by attending GIS conferences in California.  
Workforce geospatial capacity could benefit from attendance at training opportunities available 
within California, and attendance at additional GIS conferences.   
 
The MCAH Program provides leadership in the development of the broader public health and 
health care services delivery workforce in California. The California Adolescent Sexual Health 
Workgroup (ASHWG) has developed Core Competencies for Adolescent Sexual and 
Reproductive Health, a toolkit for improving workforce capacity among adult providers of 
adolescent health services. The toolkit describes minimum knowledge, skills, abilities, and 
perspectives that are required for all providers who address adolescent sexual and reproductive 
health. Its use is intended to address hiring, staff development and training, self-assessment, 
performance appraisal, and inter-program coordination.   
 
Opportunities for developing workforce capacity during the next five years include increasing the 
knowledge and skills of staff in relation to the guiding frameworks for the MCAH Program, 
including the 10 MCAH Essential Services, the MCAH Pyramid, life course perspective, multiple 
determinants of health, and the health equity framework. Additionally, training on topics related 
to improving program planning, evaluation, and data interpretation skills through training or 
other learning opportunities will improve capacity related to Essential Services 1, 2, 9, and 10. 
 
Workforce development activities at the state and local levels include hosting California 
Epidemiologic Investigation Service fellows (California’s EIS program) and CDPH General 
Preventive Medicine/Public Health Program residents, supporting public health student interns,  
and lecturing in public health or other health services training programs.  These activities 
encourage students to enter public service in MCAH and build MCAH competencies in the 
general public health workforce.  
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Examples of student intern projects include development of a new nutrition assessment form, 
authorship of a folic acid promotion strategic plan and implementing the interventions, revision 
of an adolescent cookbook and nutrition and physical activity guidelines, development of original 
content for a preconception health website; creation of a comprehensive factsheet on FASD 
adapted for use by the SIT/FASD workgroup; and design of a health equity framework to inform 
MCAH programs. 
 
Nearby schools of public health, nursing, and medicine present opportunities to increase 
workforce development activities. Potential approaches could include a structured relationship, 
increased outreach, and training.  
 
Stakeholder Capacity Assessment Findings for Essential Service 8 
 
Fewer than half of California’s MCAH stakeholders (43%) reported conducting an assessment 
of the workforce requirements to meet the needs for public or personal MCAH services.  Nearly 
80% provide training or education to the health professional workforce. Workforce capacity 
issues affect a large proportion of stakeholders, and only 70% reported employing sufficient 
personnel to perform essential public health services.   
 
ES 9. Evaluate the effectiveness, accessibility and quality of personal health and 
population-based maternal and child health needs.  
 
Evaluation and Continuous Quality Improvement of MCAH Programs 
 
MCAH Programs, including CPSP, AFLP, and BIH, work to improve outcomes for women, 
infants and their families by providing comprehensive prenatal care, education, and 
psychosocial support to targeted populations at-risk.  MCAH provides for quality assurance in 
each of these perinatal programs through the development and revision of program standards at 
the state and local program level, ongoing staff training, maintenance of coordinated 
administrative databases, site reviews and audits.   
 
The MCAH Program has increasingly moved towards a more comprehensive model of 
monitoring and evaluation which includes ongoing monitoring of process objectives, fidelity, and 
scopes of work; periodic, routine and external evaluation of program impact; and occasional re-
examination of program theoretical foundation based on results of impact assessment and 
developments in the field.  
 
The recent revision of the Black Infant Health Program model is an example of how the MCAH 
Program is implementing a more comprehensive model of monitoring and evaluation. As the 
program moves from an individual case management model implemented with flexibility across 
sites to a group model utilizing a standardized curriculum, initial monitoring activities will focus 
on program fidelity. Additional monitoring activities will include the development of site-specific 
continuous quality improvement plans and regular MCAH site visits. The new evaluation plan 
will be rigorous, yet feasible, and will look at intermediate outcomes including increases in 
health knowledge and behavior, decreased stress and improved coping skills, and increased 
social support.  Current scientific knowledge suggests that these outcomes are likely to improve 
long-term outcomes of low birth weight and infant mortality for Blacks, and work toward closing 
the disparity gap between Blacks and Whites, which will also be evaluated.  
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Evaluation of MCAH Services/Programs 
 
Data collection and program monitoring and/or evaluation are a component of BIH and AFLP, 
For both programs, a sub-contractor is responsible for developing and maintaining the data 
collection system for client level data and providing technical assistance on its use. However, as 
these programs evolve or are re-designed (e.g., BIH), MCAH Program staff, including experts in 
epidemiology and evaluation, provide consultation and guidance to ensure that measurable 
goals and objectives are set in advance of program implementation.  Data contractors utilize 
their own software database system and local program staff have expressed concern and 
frustration that these data collection systems are not meeting their need for real-time client 
based data. The MCAH Program has identified the need to work with local program staff to 
ensure newly developed systems meet their immediate and long-term data needs. Through this 
process, MCAH Program staff have identified a need for additional training on program planning 
and evaluation and have requested additional opportunities to practice these skills. 
 
Technical Assistance for Conducting Evaluations and Quality Improvement 
 
The local-level data provided through FHOP, IPODR, and Perinatal Profiles described in 
Essential Services 1 and 2 are intended for program evaluation, population impact and/or 
quality improvement activities within local health jurisdictions, as well as for population 
monitoring. Local health agencies rely on FHOP and IPODR for technical assistance on 
interpreting local-level perinatal health data and conducting program evaluations. The RPPC 
program provides technical assistance and training on collecting, analyzing and interpreting 
perinatal health indicator data for quality improvement purposes related to the Perinatal Profiles.  
 
Assess Consumer Needs and Satisfaction with Programs/Services 
 
The MCAH Program could collaborate with LHJs to better assess consumer satisfaction with 
MCAH programs/services.  As service delivery programs are redeveloped, such as BIH, new 
opportunities arise to incorporate consumer satisfaction into the evaluation plan. 
 
Analyses of Programs/Services 
 
The MCAH Program periodically publishes reports of its MCAH programs (AFLP and BIH), 
including client demographics, services provided and birth outcomes, to be shared with local 
health directors, advisory groups and stakeholders.  Some larger counties are also able to 
disseminate local MCAH program evaluation reports. However, each program has its own 
methodology for collecting, analyzing and reporting data, which makes comparisons across 
programs/services difficult. The MCAH Program is currently taking the lead in developing 
standard data definitions so that comparisons can be made across programs to identify best 
practices. The MCAH Program has the opportunity to develop a system for sharing these best 
practices with its stakeholders.  
 
LHJ Capacity Needs for Essential Service 9 
 
Approximately half of LHJs identified the need to develop capacity for evaluation of MCAH 
services. Examples included the need to collect evaluation information from stakeholders, 
increase data sharing among programs, utilize expertise in other LHJ departments to build 
capacity MCAH evaluation capacity, improve evaluation efficiency using technology, increase 
capacity to use outcome measures in program development and evaluation, utilize evaluation 
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findings to improve programs, and increase state-supported technical assistance to LHJs in 
evaluation.   
 
Stakeholder Capacity Assessment Findings for Essential Service 9 
 
Nearly 80% of California’s stakeholders reported that they evaluate the effectiveness of health 
services provided to mothers, infants or children.  Slightly fewer stakeholders (72%) reported 
sharing the results of evaluations with local health departments, hospitals or community-based 
organizations for use in local quality improvement activities. 
 
ES 10. Support research and demonstrations to gain new insights and innovative 
solutions to maternal and child health-related problems.  
 
There has been an organizational shift toward the development of workgroups centered on key 
MCAH issues (infant and maternal morbidity/mortality, preconception health, child health, etc.) 
to foster innovative solutions. These workgroups are comprised of MCAH Program staff from 
multiple Branches, as well as outside stakeholders, and are tasked with critically reviewing 
literature in the field and discussing emerging issues and promising practices.  This appears to 
be a promising practice; the BIH workgroup recently utilized this process to conduct an 
extensive literature search to identify current best practices to improve Black infant health to 
guide the re-design of the program. However, with recent reductions in staff time due to 
furloughs, these MCAH workgroups have not been meeting regularly. 
 
Support for Academic and Federal MCAH Research 
 
The MCAH Program research scientists provide expert consultation to State and National 
MCAH research activities to support the application of such investigations to public health policy 
and practice. Investigators from California universities often ask for MCAH Program expertise in 
guiding the research design and interpretation of findings for publication in scientific journals. 
Recently state researchers have provided consultation to the Centers on Disease Control and 
Prevention (CDC) on various MCAH issues (preconception health, border health, maternal 
mortality/morbidity, PRAMS/MIHA survey development and validation studies). The MCAH 
Program has collaborated with CDC on several research projects such as:  obesity and 
gestational diabetes; effect of maternity care practices on breastfeeding initiation; and sickle cell 
disease and maternal health. However, due to reduced staff time, these projects have been 
delayed.  
 
Support for State and Local MCAH Research 
 
The MCAH Program has been instrumental in providing expertise to state and local studies of 
key issues (breastfeeding, infant and maternal mortality/morbidity, and substance abuse 
screening) through collaboration with outside researchers and organizations.  For example, 
during the last five-year needs assessment process, counties repeatedly identified substance 
abuse as one of their priority MCAH issues. The MCAH Program commissioned a leading 
expert on perinatal substance abuse screening to conduct an assessment of current screening 
activities and best practices in California. The summary report was released in 2008 and 
provided recommendations for future perinatal substance abuse screening activities. In general, 
the MCAH Program provides support to outside contractors (funding for special projects, expert 
consultation) for these innovative MCAH research projects.   
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Support for Birth Defects Research 
 
The California Birth Defects Monitoring Program (CBDMP) has worked with numerous counties, 
universities, public health jurisdictions, as well as national organizations to provide birth defect 
data to assist with research. CBDMP was on the forefront of the research that went into 
discovering the benefits of folic acid and the harmful effects of smoking on pregnancy 
outcomes. CBDMP has worked closely with researchers, providing ongoing data and assistance 
for many nationally recognized studies. These include the National Birth Defects Prevention 
Study; the National Environmental Health Tracking Program (EPHT) projects for CDC’s National 
Birth Defects Prevention Network; and the Teratology Report, which is published annually and 
semiannual case count data for the NTD Ascertainment Project. CBDMP has also worked with 
investigators from the Environmental Health Protection Agency by responding to requests for 
data for their America’s Children and the Environment study and the March of Dimes’ Global 
Burden of Diseases, Risks, and Injuries Study. 
 
CBDMP works closely with researchers and investigators from numerous California counties. 
For example, data and support were provided to Kings County for Gastroschisis and Fetal 
Death studies, San Diego County for Fetal Alcohol Syndrome studies and have played a crucial 
role in the investigations regarding suspected birth defects clusters in Kettleman City.  CBDMP 
has received requests for data and assistance from other states as well, including the Colorado 
Department of Public Health and Environment for a Biliary Atresia study and to South Florida for 
an Abdominal Wall Defects study.  
 
Because of the size of the Registry and the expertise of CBDMP staff, collaborations have 
occurred with many universities as well, including the University of California, San Francisco; 
University of Southern California; Stanford and Loma Linda University. 
 
LHJ Capacity Needs for Essential Service 10 
 
Nearly half of LHJs identified the need to develop capacity in the area of research related to 
MCAH problems, primarily related to the development of best practices and demonstration 
projects.  Examples included increased participation in these service-based research activities 
and funding for research needs into MCAH problems identified by LHJs.  
 
Stakeholder Capacity Assessment Findings for Essential Service 10 
 
Relatively few of California’s MCAH stakeholders (25%) reported that their organization 
conducts scientific research.  However, 82% reported collaborating with other entities to 
disseminate MCAH research findings to diverse audiences.  Roughly three-quarters of 
stakeholders reported assisting local health departments, hospitals or community-based 
organizations in the use of research findings to improve their health practices (72%) or in the 
development of demonstration projects or best practices (76%). 
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CALIFORNIA 2011-2015 TITLE V PRIORITIES 
 
The identification of California’s potential priority needs was based on several factors: 
identification by local health jurisdictions, priority status in the previous five year cycle, 
identification as an emerging priority, California Department of Public Health goals, analysis of 
statewide surveillance data, and assessment of statewide capacity.  
 
Local Health Jurisdiction Priorities 
 
Each of California’s 61 local health jurisdictions completed a local needs assessment, which 
included development of local priorities. These priorities are an important source of information 
in setting statewide priorities, as they reflect interpretation of local surveillance data, extensive 
engagement with stakeholders, assessment of local systems and needs, and expertise from 
across California.  LHJs were given flexibility in developing and framing priorities in accordance 
with their own local framework, organizational structure, and capacity.  Two suggested 
approaches to prioritizing needs were outlined in the local needs assessment guidance provided 
by the state MCAH Program. Both facilitated the scoring of each identified need according to 
multiple criteria (i.e., burden, disparity, impact on downstream issues, and level of community 
concern) in order to identify which needs were of the greatest priority in relation to existing 
capacity.  LHJs were also given the option to implement their own prioritization process. LHJs 
articulated a range of local priorities, including long-term health outcomes, such as infant 
mortality; health behaviors, such as breastfeeding; specific population group health status, such 
as adolescent health; and strategies for improving health, such as access to care or health 
education. 
 
A team at the state MCAH Program coded local priorities to identify commonalities across 
California’s jurisdictions, using an approach that was similar to that used in the 2005-2009 
needs assessment. Each local priority was associated with both a broad health topic and a 
more specific sub-topic. This dual approach allowed identification of general areas of common 
interest, while also providing greater detail about the specific aspect of an issue that a 
jurisdiction may be addressing.  For example, adolescent health was a common broad priority, 
but jurisdictions varied in the specific aspects of adolescent health of concern, from overweight 
and obesity to adolescent pregnancy and childbearing.  Importantly, sub-topics could be 
included in more than one broad topic area. For example, adolescent pregnancy and 
childbearing were included within the broad topics of adolescent health and reproductive health.  
 
Some changes in the broad topic categories were implemented with the 2011-2015 needs 
assessment. For example, the category of health conditions was changed to healthy weight and 
nutrition and chronic health conditions.  Therefore, comparison between current priorities and 
those identified during the prior needs assessment is not possible.  
 
Table 1 shows the ranking of health priorities identified by LHJs in the 2011-2015 needs 
assessment.  Leading priority topics for LHJs were adolescent health, healthy weight and 
nutrition, and access to care.  Other broad priority areas identified by more than half of the LHJs 
included, prenatal care (61%), reproductive health (59%), maternal and infant outcomes (56%), 
and substance abuse (51%). 
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LHJ Priorities by Broad Topic  and Subtopic Percent

ADOLESCENT HEALTH 54 89%
Obesity  and Overweight 25 41%

Adolescent Pregnancy and Child Bearing 25 41%
Adolescent Health in General 15 25%

HEALTHY WEIGHT AND NUTRITION 49 80%
Obesity and Overweight 45 74%

Physical Activity 8 13%
Nutrition in General 6 10%

ACCESS TO CARE/SERVICES 39 64%
Access to Health and Medical Care 13 21%

Access to Dental Care 12 20%
Access to Care in General 11 18%

PRENATAL CARE 37 61%
Early Prenatal Care 23 38%

Adequacy of Prenatal Care 22 36%
Prenatal Care in General 7 11%

REPRODUCTIVE HEALTH 36 59%
Adolescent Pregnancy and Child Bearing 25 41%

Sexually Transmitted Illnesses 11 18%
Birth Spacing 9 15%

MATERNAL AND INFANT OUTCOMES 34 56%
Low Birth Weight and Preterm Birth 22 36%

Infant Mortality 14 23%
Birth Outcomes in General 7 11%

SUBSTANCE ABUSE 31 51%
Perinatal Substance Abuse 24 39%

Substance Abuse among Children or Adolescents 8 13%
Substance Abuse Treatment 4 7%

BREASTFEEDING 27 44%
Breastfeeding in General 20 33%

Breastfeeding at Hospital Discharge 8 13%
Duration of Breastfeeding 8 13%

ORAL HEALTH 24 39%
In General 13 21%

Access to Dental Care 12 20%
lack of dental insurance 8 13%

MENTAL HEALTH 20 33%
Mental Health in General 9 15%

 Specific Populations 9 15%
Access to Mental Health Care 9 15%

LHJs
Number

Table 1. Local Health Jurisdiction Priorities by Broad Topic and Subtopic
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LHJ Priorities by Broad Topic  and Subtopic Percent

PRECONCEPTION HEALTH / CARE 18 30%
Repeat Births 9 15%
Birth Spacing 9 15%

Preconception Care in General 6 10%

SPECIAL POPULATIONS (AT RISK) 17 28%
Ethnic Minority Subgroups 15 25%

At Risk Subgroups in General 4 7%
Low Income or Medi-Cal Subgroups 3 5%

EDUCATION 16 26%
Health Education or Promotion, Outreach 12 20%

Education in General 8 13%
Parenting Education 2 3%

VIOLENCE 15 25%
Domestic, Partner, or Family Violence 12 20%

Child Abuse and Neglect 3 5%
Community or School Violence 3 5%

CHILD HEALTH/DEVELOPMENT 14 23%
Child or Adolescent Deaths 5 8%

Child Immunizations 3 5%
Child Abuse and Neglect 3 5%

Foster Care 3 5%

CHRONIC HEALTH CONDITIONS 11 18%
Asthma 9 15%

Diabetes or Gestational Diabetes 3 5%

OTHER MISCELLANEOUS 9 15%
Immunizations in General 3 5%

Data Needs for Mental Health or Children 3 5%
Mortality in General 2 3%

INJURIES 7 11%
Injuries in General 6 10%

Deaths Due to Injuries 2 3%
Motor Vehicle Injuries 2 3%

PROVIDERS AND SERVICES 4 7%
Providers and Services in general 3 5%

Lack of Specialty Providers 2 3%

BASIC NEEDS 3 5%
Homelessness in General 1 2%

Safety in Home or in Community 1 2%
Poverty or Low Wage 1 2%

Table 1. Local Health Jurisdiction Priorities by Broad Topic and Subtopic (con't)

Number
LHJs
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Adolescent health, a priority identified by 89% of LHJs, encompassed a range of 10 subtopics. 
Most commonly cited priorities within adolescent health were adolescent obesity or overweight 
(41% of LHJs); teen pregnancy, birth, and birth spacing (41%); and adolescent health in general 
(25%). Local priorities related to the overarching topic of healthy weight and nutrition were 
identified by 80% of LHJs, and 74% of LHJs identified overweight and obesity as a sub-topic 
priority within healthy weight and nutrition. The broad priority of access to care, identified by 
64% of LHJs, included a range of 12 sub-topics, including insurance coverage and barriers to 
care. Within access to care, leading local priorities were access to health and medical services 
(33%), access to dental care (31%), and access to care in general (16%).   
 
Table 2 shows the ranking of local priorities coded as sub-topics. Shown according to sub-topic, 
obesity (in general) was the leading local priority, identified by 74% of LHJs, followed by 
adolescent obesity (41%), teen pregnancy and child bearing (41%), perinatal substance use 
(39%), and early prenatal care access (38%).  Other local priorities identified by more than one 
third of LHJs included adequacy of prenatal care, preterm births and low birth weight, and 
breastfeeding.  
 

Priorities (Broad Topics) Number Percent
Obesity and Overweight (Healthy Weight and Nutrition) 45 74%
Adolescent Obesity or Overweight (Adolescent Health) 25 41%
Adolescent Pregnancy and Child Bearing (Adolescent Health / Reproductive Health) 25 41%
Perinatal Substance Abuse (Substance Abuse) 24 39%
Early Prenatal Care (Prenatal Care) 23 38%
Adequacy of Prenatal Care (Prenatal Care) 22 36%
Low Birth Weight or Premature Births (Maternal and Infant Outcomes) 22 36%
Breastfeeding in General (Breastfeeding) 20 33%
Adolescent Health in General (Adolescent Health) 15 25%
Ethnic Minority Subgroups (Special Populations) 15 25%
Infant Mortality (Maternal and Infant Outcomes) 14 23%
Access to Health and Medical Care (Access to Care) 13 21%
Oral Health in General (Oral Health) 13 21%
Access to Dental Care (Oral Health / Access to Care) 12 20%
Domestic, Partner, or Family Violence (Violence) 12 20%
Health Education or Promotion, Outreach (Education) 12 20%
Access to Care in General (Access to Care) 11 18%
Sexually Transmitted Illnesses (Reproductive Health) 11 18%
Lack Health Insurance (Access to Care) 10 16%

LHJs
Table 2. Local Health Jurisdiction Priorities by Subtopics
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Statewide Priority Development 
 
Development of statewide priorities for California followed the completion of the local needs 
assessment, summarization of local priorities, analysis of statewide MCAH health status, and 
the assessment of the MCAH system capacity.  The process was developed by MCAH Program 
managers and needs assessment staff, and included an all staff meeting, web survey, and 
workgroup. The all staff meeting provided a needs assessment status update, an orientation to 
the importance of priorities for the MCAH Program, an introduction to needs assessment 
findings, and guidance on completing the web survey. In preparation for completing the web 
survey, staff were provided with the needs assessment surveillance data, a summary of LHJ 
priorities, and the 2005-2009 Title V priorities. The web survey facilitated staff ranking of the 
leading priority topics for the 2011-2015 period, and provided an opportunity for staff to write 
and submit priority statements for consideration.  
 
Following the summarization of the staff survey, a workgroup reviewed the multiple data 
sources to identify leading overall priorities and begin to frame priority statements.  The 
workgroup was composed of approximately 20 staff from throughout the MCAH Program, 
approximately half of whom have been involved in the ongoing needs assessment steering 
committee. Therefore, the workgroup included individuals familiar with the details of the process 
as well as others who brought a fresh perspective to the selection of priorities.  The selection of 
priority topics was facilitated through a mind mapping process, a non-linear approach to 
identifying key themes, related concepts and the many interconnections between potential 
priority topics. The mind mapping process was informed by needs assessment findings, 
including LHJ priorities and statewide surveillance data, and by staff expertise.  The mind 
mapping process facilitated the next step of framing the priority statements based on leading 
priorities and conceptualizing the many interconnections between priority needs. The  priority 
statements submitted by staff through the web survey were referenced throughout this process. 
Draft priority statements were developed by workgroup members and reviewed by senior MCAH 
Program management.  
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Potential Priority Needs 2011-2015 
 
The list of potential priorities was generated based on the priorities identified by local health 
jurisdictions, needs identified through statewide surveillance findings, emerging capacity within 
the MCAH Program or broader system, or existence of capacity to continue progress towards 
desired population outcomes. In the table below, the rationale for consideration is presented for 
each potential priority need.  
 
Table 3. Rationale for Consideration of Potential Priority Needs 

Potential Priority Needs Rationale for consideration  
Adolescent health and 
development 

• LHJ Priority 
• Surveillance findings indicate improvement in teen childbearing, where 

substantial investment has been made, and additional areas of need 
• Life course relevance: Sensitive developmental period 
• Emerging MCAH Capacity  

Healthy weight and nutrition • LHJ Priority 
• Related to numerous MCAH outcomes 
• Surveillance findings indicate increasing overweight and obesity  

Access to medical, dental, 
and mental health care and 
services 

• LHJ Priority 
• Core function MCAH system 

Prenatal care utilization • LHJ Priority 
• Surveillance findings demonstrate declining first trimester PNC initiation 

Reproductive health, 
including STI, family 
planning, and birth spacing 

• LHJ Priority 
• Surveillance findings demonstrate high rate of unintended pregnancy and 

disparities in STI for young Black women.  

Substance abuse among 
MCAH populations outside 
the context of pregnancy  

• LHJ Priority 
• Surveillance findings indicate that binge drinking has not improved for 

women of reproductive age, and high rates of binge drinking, marijuana use 
and tobacco use among adolescents. 

Adolescent reproductive 
health and adolescent births 

• LHJ Priority 
• Surveillance data indicate progress has been made in reducing teen births 

despite increasing population size. 
• Existing capacity to continue progress towards decline in teen birth rate 

Breastfeeding • LHJ Priority 
• Surveillance data indicate too few women breastfeed exclusively in the 

hospital and for three months after delivery.  
• Existing capacity to continue progress and address disparities 

Perinatal substance abuse • LHJ Priority 
• Existing capacity to continue progress towards decreasing substance use 

during pregnancy 
Oral health • LHJ Priority 

• Surveillance findings demonstrate that high rates of children have teeth in 
fair or poor condition and a high percentage of pregnant women have a 
dental problem but did not obtain needed care. 

Preterm birth and low birth 
weight 

• LHJ Priority 
• Surveillance findings demonstrate persistently high LBW and PTB 
• Emerging capacity to implement new strategies to address PTB 
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Potential Priority Needs Rationale for consideration  
Mental health among 
women, children, or 
adolescents 

• LHJ Priority 
• Surveillance findings indicate that one third of 11th graders report feeling so 

sad or depressed that they stopped doing usual activities. More than one in 
ten women of reproductive age report depression.  

Preconception / 
interconception health and 
health care 

• Emerging capacity to incorporate preconception and interconception health 
and health care into women’s health and MCAH 

Social determinants of 
health inequities 

• Evolving science has established linkages between social determinants and 
MCAH outcomes 

• Emerging capacity to address social determinants through the health sector 
Community violence and 
homicide 

• LHJ priority 
• Prior year Title V Priority 

Infant mortality • LHJ Priority 
• CDPH Strategic Plan core objective 
• Surveillance findings demonstrate persistent racial/ethnic disparities 

Child health and 
development 

• Surveillance data demonstrate substantial prevalence of chronic health 
conditions impacting activities and school participation; disparities in 
supportive child development resources among Black and Hispanic children. 

• Emerging capacity to improve surveillance and implement early intervention 
strategies 

• Sensitive developmental period 
Health education and health 
promotion 

• LHJ Priority 

Intimate partner violence • Prior year Title V Priority 
• Surveillance data indicate high rates of IPV among reproductive age women 

and high rate of dating violence among adolescents 
Chronic health conditions 
such as asthma, diabetes, 
and high blood pressure 
(maternal, child, and 
adolescent) 

• Surveillance data demonstrate increasing rates of chronic disease in the 
MCAH population 

• Connection between chronic disease and MCAH outcomes 
• Emerging capacity to address childhood roots of subsequent chronic 

disease status  
Injuries • Prior year Title V priority 

• Surveillance data indicate injuries are the leading cause of child and 
adolescent death 

Maternal / pregnancy-
associated mortality 

• Prior year Title V priority 
• Surveillance data indicate increasing rates of maternal and pregnancy-

related mortality and pronounced racial/ethnic disparities 
• Existing capacity to continue progress towards understanding and 

preventing maternal and pregnancy-associated mortality  
Birth defects  • Surveillance data indicate birth defects are the leading cause of infant death 

• Existing capacity to monitor and prevent birth defects 
Quality of maternal and 
infant care during labor and 
delivery 

• Surveillance data show increasing maternal morbidity and mortality, and 
increasing rates of cesarean sections.  

• Existing capacity to monitor and improve the quality of maternal and infant 
care during labor and delivery to improve maternal and infant outcomes 

SIDS • Surveillance data show SIDS is the leading cause of postneonatal death in 
California; substantial disparities among Black infants.  

Perinatal mental health • Surveillance findings indicate that one in five women with a recent live birth 
reported depression during pregnancy. Depression in pregnancy was more 
common among Black and Hispanic women. 

Human stem cell research • Existing capacity to support human stem cell research 
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Consistent with the conceptual frameworks used throughout the needs assessment, the MCAH 
priorities are organized by life course developmental stages.  This approach highlights the 
multiple interconnections between health risks and outcomes throughout the life span. As a 
result, California has incorporated the majority of the potential priority needs listed above into 
global priority statements.   
 
2011-2015 California Title V MCAH Priorities 
 
Improve maternal health by optimizing the health and well-being of girls and women 
across the life course. 
 

• Rationale: Local health jurisdictions prioritized multiple factors related to maternal health, 
such as healthy weight and nutrition (80%), chronic health conditions (18%), oral health 
(39%), mental health (33%), substance abuse (44%), intimate partner or family violence 
(20%), and reproductive health (59%).  

• The maternal mortality rate increased from 10.2 per 100,000 during the period 2000-2002 
to 14.0 during 2006-2008. The pregnancy-related mortality rate increased from 10.3 to 
16.4 during the same period.  Among reproductive aged women, rates of overall drinking, 
tobacco use, physical or psychological IPV have improved in recent years. Despite these 
improvements, the prevalence remains unacceptably high among these and other health 
status indicators such as binge drinking, overweight/obesity, depression and use of family 
planning. Among women with a recent live birth, nearly half entered pregnancy at an 
unhealthy weight, 44.6% reported that their pregnancy was unintended, 19.2% reported 
depression during pregnancy, 3.5% reported physical IPV during pregnancy, 12.9% 
reported drinking in the first trimester, 3.3% smoked during the third trimester, and 52% 
had a dental problem during pregnancy (the majority of these women did not receive 
needed care).  Rates of diabetes, high blood pressure, and asthma reported at delivery 
have increased.  

• An increasing body of literature emphasizes the importance of improving women’s health 
before pregnancy in order to improve maternal health, which includes consideration of 
upstream social factors such as income and neighborhood conditions, and attention to the 
early life course roots of reproductive-aged women’s health status.  

• MCAH Population: While the outcome of interest, maternal health, focuses on pregnant 
women, the activities implemented to improve the health of all MCAH populations, 
including infants, children, adolescents, and reproductive-aged women will improve this 
outcome. 

• Capacity: Together, the MCAH Program, local MCAH programs, and external partners 
have been enhancing expertise in monitoring and improving maternal health through 
activities at the infrastructure-building and enabling services levels of the MCAH pyramid. 
Over the next five years, capacity to monitor and address social determinants of health 
related to maternal health outcomes will be enhanced.  

 
Promote healthy nutrition and physical activity among MCAH populations throughout the 
lifespan beginning with exclusive breastfeeding of infants to six months of age. 
 

• Rationale: Overweight and obesity was identified as a priority by 74% of local health 
jurisdictions. When combined with physical activity and nutrition, 80% of local health 
jurisdictions identified this priority. Nearly half (44%) identified breastfeeding as a priority. 
CDPH has identified physical activity and obesity in adults as strategic objectives for 
improving California’s health.  
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• The most recent data show that 27.7% of adolescents, 48.8% of reproductive age women, 
and 43.5% of women with a recent live birth (before pregnancy) were overweight. Among 
children, disparities in overweight were observed among those with low income. Black-
white disparities in obesity were significant among adolescents, reproductive age women, 
and women with a recent live birth. 

• Less than half of children ate the recommended fruit and vegetables per day and 13.1% 
ate fast food on at least three occasions in the past week. Additionally, 17.1% of California 
households with children were food insecure, and the prevalence of reproductive age 
women on food stamps and WIC has increased.  

• From 1994-2007, any in-hospital breastfeeding increased from 76.5% to 86.6%, but 
exclusive breastfeeding rates have remained stagnant, at about 40%. Blacks and 
Hispanics have lower rates of exclusive breastfeeding than Whites. 

• Only 28.9% of children ages 5-11 were physically active for at least one hour every day in 
the past week, excluding physical education classes at school, and only 40.4% of 12-17 
year olds reported 5 or more days of physically activity lasting at least one hour in a 
typical week.  

• MCAH Population: Healthy nutrition and physical activity will be promoted among infants 
(through breastfeeding), children, adolescents, reproductive-aged women, and pregnant 
women.  

• Capacity: Promotion of healthy nutrition and physical activity will be addressed through 
activities at the infrastructure-building services, population-based services, and enabling 
services levels of the pyramid. Through ongoing efforts in this area, the MCAH Program, 
local MCAH programs, and external stakeholders have built capacity at each of these 
levels, which will continue to be enhanced over the next five years.  

 
Reduce maternal morbidity and mortality and the increasing disparity in maternal health 
outcomes.   
 

• Rationale:  Local health jurisdictions have identified multiple factors that lead to poor 
health during pregnancy among priorities, such as healthy weight and nutrition (80%), 
chronic health conditions (18%), mental health (33%), substance abuse (44%), oral health 
(39%), and birth spacing (15%).  

• Between 2000 and 2008, both maternal mortality and pregnancy-related mortality rates 
have increased. Additionally, between 2000 and 2007, diabetes, high blood pressure, and 
asthma diagnoses among women at delivery increased. While rates of severe, ‘near miss’ 
diagnoses at delivery (e.g., stroke) have remained stable, the rate of deliveries requiring 
‘near miss’ interventions (e.g., transfusion, ventilation, or hysterectomy) has increased. 
Additionally, primary and secondary cesarean section rates both rose steadily between 
1996 and 2008, while vaginal births after cesarean delivery declined. 

• MCH Population: The target population for this priority is pregnant women and 
reproductive-aged women. 

• Capacity: Reduction of maternal morbidity and mortality will be addressed at the 
infrastructure-building and enabling services levels of the pyramid.  Through activities 
related to CMQCC, the Pregnancy-associated Mortality Review, and the Local Area 
Maternal Health initiatives, the MCAH Program and partners have begun to develop the 
capacity needed to improve maternal health and reduce disparities. Efforts related to 
preconception health established capacity to address factors leading to poor health during 
pregnancy among reproductive-aged women, which will continue to be enhanced.  
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Reduce infant mortality and address disparities by promoting preconception health and 
health care and by preventing causes such as birth defects, low birth weight/prematurity, 
SIDS, and maternal complications in pregnancy. 
 

• Rationale: Birth outcomes, including infant mortality, prematurity, and low birth weight, 
were identified as a priority need by 56% of local health jurisdictions. Reduction of the 
infant mortality rate is a California Department of Public Health strategic plan objective.  

• Although infant mortality has decreased over time, disparities persist for Black infants and 
little progress has been made in preventing factors related to infant death such as birth 
defects, low birth weight, and prematurity. Women of all ages in California experience a 
number of health problems, and the importance of women’s health before pregnancy has 
been recognized as impacting these and other birth outcomes for both the mother and the 
infant. 

• MCH Population: The outcome of interest, infant birth outcomes and mortality, relates to 
infants and pregnant women; the strategies to impact this outcome also include 
preconception health among reproductive-aged women.  

• Capacity: Reducing infant mortality and addressing disparities will be addressed at the 
infrastructure-building services, population-based services, enabling services levels of the 
pyramid. As the science of maternal and infant health and disparities evolves, the MCAH 
Program will continue to be a leader in translating this information into the public health 
capacity. The MCAH Program will continue efforts to integrate the California Birth Defects 
Monitoring Program into its overall activities.  

 
Support the physical, socio-emotional, and cognitive development of children, including 
the prevention of injuries, through the implementation of prevention, early identification 
and intervention strategies. 

 
• Rationale: Among local health jurisdictions, 23% identified priorities related to child health 

and development, in part related to the need for improved surveillance data at the local 
level for this population.  

• While child mortality is declining in California, surveillance data identify multiple remaining 
challenges in the effort to optimize child health and development. Nearly 25% of parents 
rated their child’s health less than very good. Statewide, 5.6% of children have a health 
condition that limits activities, 4.9% of children need therapy for a special behavioral 
problem, and 10.3% have a condition that requires medication.  

• Child health disparities are also of primary concern. Black children are more likely to be 
exposed to smoking in their households, to be diagnosed with asthma, and to miss school 
due to asthma.  Over half of Black children with asthma missed school because of the 
condition in the past year. Despite overall declines in substantiated cases of child abuse, 
Black and AI/AN children are more likely to experience child abuse than other groups.  
Black and Hispanic children are more likely to be overweight or obese. Hispanic children 
are also more likely to lack important neighborhood amenities that support development, 
like parks, and they are less likely to be read to and participate in extracurricular activities 
in school.  

• Early childhood is a particularly sensitive period for physical, social, and emotional health 
development, and life course trajectories in these areas can be improved by supporting 
health and the conditions that encourage optimal development during this period.  

• MCH Population:  The target population for this priority is children and families. 
• Capacity:  The development of children will be supported through activities at the 

enabling, population-based, and infrastructure-building levels of the pyramid. The MCAH 
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Program will continue to build its capacity related to essential public health services for 
children, particularly in the areas of monitoring and surveillance for children, and will 
building upon existing expertise in promoting coordinated systems for early childhood 
development.  

 
Promote positive youth development strategies to support the physical, mental, sexual 
and reproductive health of adolescents. 
 

• Rationale:  Adolescent health was the leading local health jurisdiction priority, identified 
by 89% of LHJs. Within the domain of adolescent health, areas of greatest interest 
included pregnancy and childbearing (41%), overweight and obesity (41%), and 
adolescent health in general (25%).  

• After a decline in the mortality rate of adolescents aged 15-19 between 1995 and 2000, 
the rate increased to 56.8 per 100,000 in 2006. The leading cause of adolescent death is 
unintentional injury.  

• The slight decline in the adolescent birth rate marks a positive achievement in prevention 
efforts, particularly since the adolescent female population continues to grow steadily.  
Unfortunately, because the adolescent female population has grown, there has not been a 
substantial decline in the number of adolescent births. Substantial disparities in Chlamydia 
and Gonorrhea were observed for Black adolescents 

• Healthy weight, nutrition, and physical activity are a serious concern for adolescents. More 
than one in four teens ages 12-17 had a BMI above normal, only 40.4% reported physical 
activity lasting one hour on five or more days in a typical week, and only half reported 
adequate consumption of fruits and vegetables.  

• While 63% of adolescents reported having positive relationships and environmental 
conditions at home and in the community, only one third reported having those protective 
youth development factors at school, where they spend the majority of their time.  

• Adolescence is a sensitive period of development. Many of the health behaviors and other 
foundations for adult health are established in adolescence as children move towards 
greater independence in their transition to adulthood. Implementation of positive 
development strategies for youth in family, school and community settings can prevent a 
host of negative outcomes and shift life course trajectories towards greater health.  

• Population group: The target population for this priority is adolescents. 
• Capacity: Adolescent health and youth development will be supported at the 

infrastructure-based, population-based, and enabling services level of the pyramid. The 
MCAH Program, through its ongoing collaborations, will continue to improve capacity to 
integrate youth development strategies for the promotion of adolescent health identified in 
the California strategic plan for adolescent health.  Further, the MCAH Program will 
continue to be a leader in the development of capacity to improve adolescent reproductive 
health using public health strategies and by promoting comprehensive systems and 
standards of quality care for adolescents.  

 
Link the MCAH population to needed medical, mental, social, dental, and community 
services to promote equity in access to quality services.   
 

• Rationale: Access to services was identified by 64% of local health jurisdictions and early 
or adequate prenatal care was identified by 61%.  

• Uninsurance is higher among Hispanics in all age groups, but particularly among 
reproductive aged women, which is a particular challenge in promoting preconception and 
interconception health.  For both children and adults, uninsurance in California increased 
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between 2007 and 2009. Statewide rates for two measures of health care utilization, 
having a source of regular care and receipt of doctor visit in the past year, were highest 
among children, followed by women of reproductive age, and adolescents.   

• Although insurance status during pregnancy was above 96% for all racial/ethnic groups in 
2008 and adequate prenatal care increased from 2003 through 2008, early entry to 
prenatal care declined. Furthermore, there were substantial disparities in early and 
adequate prenatal care among Black, Hispanic, Pacific Islander, and American 
Indian/Alaska Native women, compared with Whites and Asians.  

• Despite the increased focus on social determinants of MCAH outcomes in recent years, 
access to a wide array of health and other supportive and social services is essential. 
Particularly during sensitive periods, access to needed services can impact health 
trajectories by minimizing consequences of negative exposures.  

• In the upcoming years, opportunities to achieve greater equity in access may be linked to 
the implementation of health care reform legislation, while challenges associated with the 
recession and related declines in insurance coverage for MCAH populations may erode 
access among vulnerable populations.  

• Population group: The target group for this priority is reproductive age women, pregnant 
women, infants, mothers, children and adolescents.  

• Capacity: Promotion in access equity will be implemented at the infrastructure-building 
services level through systems and policy interventions, at the population-based level by 
ensuring equity in access to population-based services, and through enabling services for 
individuals, groups, and communities.  

 
Comparison with Prior Needs Assessment  
 
As in prior years, California’s 2011-2015 priority statements address the interconnections 
between multiple MCAH outcomes, determinants and population groups. Many of the issues 
identified in the 2005-2009 priorities are continued in the priorities identified for the 2011-2015 
period. The changes in California’s Title V priorities from the prior to the current period reflects 
the evolution of public health practice that has occurred over the past five years. The current 
priorities reflect an emphasis on applying a life course perspective to defining and addressing 
MCAH outcomes, the increasing role of the health sector in understanding and addressing the 
social determinants of health, and the continued commitment to health equity.  Revision of 
priorities also reflects the emergence of new MCAH issues.   
 
2006-2010 Priorities 
 
Priority 1:  Enhance preconception care and work toward eliminating disparities in infant 
and maternal morbidity and mortality. 
 
Continued in 2011-2015 Priorities.  The reduction of infant mortality remains a core 
objective for the MCAH Program, and has been identified in the California Department of 
Public Health Strategic Plan as a priority health outcome.  Racial disparities in infant 
mortality, particularly among Black infants, persist in California.  Rates of maternal 
mortality continue to increase, particularly among Black women.  Since 2005, California 
MCAH program has continued its commitment to improving and promoting 
preconception health and health care as a means of improving maternal and infant 
health.  
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Priority 2:  Promote healthy lifestyle practices among MCAH populations and reduce 
the rate of overweight children and adolescents. 
 
Modified in 2011-2015 Priorities. The key strategies to improve rates of healthy weight 
among the MCAH population have been identified in the 2011-2015 priority: healthy 
nutrition, physical activity, and breastfeeding.  
 
Priority 3:  Promote responsible sexual behavior in order to decrease the rate of 
teenage pregnancy and sexually transmitted infections. 
 
Modified in 2011-2015 Priorities. The health of adolescents, including sexual and 
reproductive health, is broadly addressed in the 2011-2015 priorities through a focus on 
youth development.  
 
Priority 4:  Improve mental health and decrease substance abuse among children, 
adolescents and pregnant or parenting women. 
 
Modified in 2011-2015 Priorities. Mental health and substance use have been integrated 
into priorities focusing on maternal health and well-being, early childhood development, 
and adolescent health/youth development.  
 
Priority 6:  Improve access to medical and dental services, including the reduction of 
disparities. 
 
Continued in 2011-2015 Priorities. Providing linkages to care is a core function of the 
public MCAH system in California, where the MCAH population continues to experience 
barriers to care. In the 2011-2015 priorities, the focus is expanded to include mental 
health and social services.  
 
Priority 9:  Decrease unintentional and intentional injuries and violence, including family 
and intimate partner violence. 
 
Modified in 2011-2015 Priorities.  Injury prevention is continued as a priority for children 
n the 2011-2015 priorities. Youth development strategies and the broad set of 
adolescent health domains identified in the 2011-2015 priorities incorporate injuries.  
Intimate partner violence, is incorporated into maternal health through the focus on 
overall well-being.   
 
Priority 10:  Increase breastfeeding initiation and duration. 
 
Continued in 2011-2015 Priorities.  Role of breastfeeding in establishing the foundation for 
healthy weight for mothers and infants across the life course is emphasized in the 2011-2015 
priorities.  
 
Priority Needs and Capacity 
 
Consideration of potential priorities was shaped by existing and emerging capacity to improve 
MCAH outcomes. Priorities were selected in areas where the MCAH Program has invested 
resources to improve outcomes, or in areas where partners have developed expertise. Priority 
needs for which capacity is not fully evolved, for example in the social determinants of MCAH or 
early child health and development, the MCAH Program will support capacity development 
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internally and with stakeholders over the next five years. A description of the capacity to 
address each priority is included above. 
 
MCH Population Groups 
 
The California Title V MCAH Priorities address preventive and primary care services for 
pregnant women, mothers and infants, as well as preventive and primary care services for 
children and adolescents. The population groups are explicitly referenced in the priority 
statements.  
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NEXT STEPS 
 
Over the course of the next five years, California will continue the needs assessment process. 
Immediate next steps include the development of State Performance Measures and a State 
Outcome measure that will be used in monitoring progress related to each priority statement. 
Additionally, the MCAH Program will disseminate findings from the needs assessment to local 
health jurisdictions and other stakeholders.  
 
The MCAH Program will continue to develop strategies and activities to achieve performance 
and outcome targets, and to improve the health of MCAH populations in the priority areas, 
especially in the newly identified areas.  The ongoing activities of the MCAH Program will be 
brought into alignment with the newly developed priorities and performance measures.  For 
example, the scopes of work for the local MCAH programs will be modified to reflect the 2011-
2015 Title V priority statements and performance measures.  In subsequent years, the MCAH 
Program will continue the needs assessment processes of ongoing assessment, planning, 
implementation, and evaluation. Through ongoing surveillance, detailed sub-group analysis, 
development of new data sources, and special research projects changes in population 
strengths and needs will be carefully monitored. These processes will inform any modification of 
existing activities or development of new strategies to improve progress.  
 
Together with local MCAH programs and stakeholders, the MCAH Program will use capacity 
assessment findings to target capacity development activities over the next five years.  In 
particular, attention will focus on leveraging the extensive expertise throughout the California 
MCAH system in order to retain existing capacity in the context of ongoing budget cuts.  
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Introduction 
 
The Federal Maternal and Child Health Bureau (MCHB) provides states with Title V funds to 
support family-centered, culturally/linguistically competent, community-based systems of care 
for the maternal, child, and adolescent health (MCAH) population which includes women, 
infants, children, adolescents, and their families.  MCHB requires all states receiving the Title V 
Block Grant to submit a statewide needs assessment every five years to identify the need for 
services and the capacity to provide services to the MCAH population. The needs identified 
through this local needs assessment will be included in the statewide needs assessment for the 
2010-2014 cycle.    
 
California is unique in terms of its size and diversity of population, geography, and maternal and 
child health needs.  Therefore, the State MCAH Program depends on receiving input from all of 
its 61 local MCAH jurisdictions in order to produce a comprehensive analysis that describes the 
State’s various public health issues and unmet needs, some of which may be specific to a given 
geographic area.  The primary goal of the local needs assessment is to evaluate the needs and 
assets of local MCAH systems and make recommendations on strengthening them.  While the 
State MCAH Program is ultimately responsible for planning, designing, implementing, and 
monitoring the performance of a statewide MCAH system, our local MCAH programs, where 
most of the Title V and other MCAH funds and services are administered, are often best 
equipped with the information to assess local needs and plan local systems of care.  The 
incorporation of available local level assessment information is key for the State MCAH Program 
to be able to tailor resources based on local needs.  In addition, your analyses are an integral 
component in the State’s ability to articulate MCAH problems and needs to MCHB and other 
agencies that impact the health and well-being of the MCAH population.   
 
The primary focus of the prior local needs assessment was on identifying MCAH priority 
problems and needs which was accomplished by a planning group that was involved in the local 
needs assessment from beginning to end.  The primary focus of this local needs assessment is 
on assessing the capacity of the local MCAH system to carry out the Ten Essential Public 
Health Services to Promote Maternal and Child Health in America (10 MCAH Essential 
Services; see Attachment A), which define the elements of health systems and services 
necessary to address the needs of women, children, and youth.  The purpose of examining 
capacity is to determine where strengths and weaknesses lie, to improve and better coordinate 
MCAH activities, and to provide a detailed basis for policy and funding decisions.   
 
The tool that you will be using to analyze your local capacity is a modified version of the 
Capacity Assessment for State Title V (CAST-5) tool.  The original CAST-5 tool and instructions 
were developed by the Association of Maternal and Child Health Programs and the Johns 
Hopkins Women’s and Children’s Health Policy Center for use in examining the organizational 
capacity of state MCAH programs to carry out the 10 MCAH Essential Services.  The original 
tool and instructions have been tailored to assess organizational capacity at the local level and 
broadened the scope of assessment to include all organizations that serve the MCAH 
population in your jurisdiction.  The modified CAST-5 (mCAST-5) will be used to assess the 
ability to provide and support needed health care and related components, activities, 
competencies, and capacities of the existing local MCAH system and how the 10 MCAH 
Essential Services are being provided to your community.  You will not be required to convene a 
planning group for the entire local needs assessment process; however, you will need to obtain 
stakeholder input for the completion of this capacity assessment tool (it is at your option to 
include stakeholder input in other sections of this needs assessment).  
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Due to the shift in focus, the requirements for this local needs assessment vary somewhat from 
the prior assessment.  Some of the same topics will need to be included in your new 
assessment.  For example, you will need to do a new analysis on the same 27 health status 
indicators that were required last time.  Since most MCAH priorities are not expected to change 
dramatically from the last assessment, you may use information from your previous assessment 
for some sections of the local needs assessment, if there has been no significant change.  For 
example, since no new federal census data has been released since the prior needs 
assessment, you will not need to redo sections of your community health profile.  
 

Comparison Table of Previous and Current Needs Assessments Requirements 
Contents 2005-2009 Needs 

Assessment 
2010-2014 Needs Assessment 

Executive Summary Yes Yes 
Planning Group Yes Optional 
Stakeholder Input Yes Required for mCAST-5; optional 

for all other sections 
Mission Statement & Goals Yes Yes; can update last assessment
Community Health Profile Yes Yes; can update last assessment
Community Resources 
Assessment 

Yes No 

27 Health Status Indicators Yes Yes; new analysis required, 
more user-friendly worksheet 

Other Health Status Indicators Optional Optional 
Problems/Needs Yes Yes; can update last assessment
Priorities Yes Yes; suggested worksheet, can 

update last assessment 
Problem Analysis Yes No 
Capacity Assessment Yes New tool – mCAST-5 
Capacity Needs No Yes; suggested worksheet 
Capacity Assets No Optional 

 
 
Although this is sometimes a demanding process, the local needs assessment can be 
rewarding.  A thorough and comprehensive assessment can provide your MCAH program with 
clear, evidence-based guidance on the allocation of its own resources and strong arguments for 
the development of new sources of support.  This requires attention to the inclusiveness of the 
needs assessment process, the rigor of data collection and analysis, and integration of findings 
into a coherent document.  With a focus on each of the critical elements of needs and capacity 
assessment, this process can form the basis for planning and improving systems of care for the 
MCAH population.  That being said, the guidelines have been developed with the intent of 
achieving a reasonable and realistic balance between conducting in-depth, comprehensive 
analyses and reaching this goal with the limited resources of many local jurisdictions.  While 
conducting rigorous analyses are important and beneficial for the local jurisdictions and the 
State, the reality of limitations of local resources must be considered; therefore, sections of the 
needs assessment have been simplified or made optional.  For example, suggested worksheets 
that can replace long narratives have been developed for your use.       
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Your local needs assessment is to be completed under the direction of the MCAH Director in 
collaboration with the Health Officer, MCAH program coordinators, and all appropriate public 
and private organizations.  We strongly encourage you to re-engage your community and enjoy 
the full support and assistance of the many leaders and experts who work so faithfully in the 
local MCAH system.  This is in line with MCAH’s vision of public health that encompasses the 
efforts of private and voluntary partners in communities in addition to the traditional local MCAH 
program.  From the previous local needs assessment, we learned that the cooperation and 
participation of our local MCAH stakeholders proved invaluable to our better understanding of 
the challenges currently facing our local MCAH programs and the population they serve.  We 
hope that the current needs assessment provides the local MCAH program the opportunity to 
build and strengthen linkages among local community members, institutions, and organizations 
and utilizes the talents and skills in your community to address the needs of the MCAH 
population.  Recommended stakeholders to include in this local needs assessment process are 
community members, families, the local health department, other governmental agencies, 
healthcare providers, social service organizations, schools, community based organizations, 
youth development organizations, and any other organizations that contribute to the health and 
well-being of the MCAH population in your jurisdiction.   
 

The local needs assessment for the next five year cycle (2010-2014) 
must be submitted electronically to the Family Health Outcomes Project 
(FHOP) by June 30, 2009. 

 
The local needs assessment should not exceed 20 pages, not including completed worksheets, 
the mCAST-5 tool, and other appendices.  Extensive narrative reporting is not necessary; 
rather, use tables and bulleted information wherever appropriate.  The following pages of this 
document will provide specific details on how to complete your local needs assessment. 
 
We urge MCAH Directors and staff to visit the FHOP website frequently during the process (at 
http://www.ucsf.edu/fhop/index.htm).  From FHOP’s website, you can access your previous 
local needs assessment report (2005-2009), the latest county data, the new guidelines, 
attachments, and worksheets, and many helpful materials including the planning guide, 
Developing an Effective Planning Process: A Guide for Local MCH Programs (March 2003), 
which is currently being updated.  Note that throughout these guidelines, where “Chapter” is 
referred to, it is a chapter of the planning guide which you can find at 
http://www.ucsf.edu/fhop/htm/prods/pg_cover.htm.  
 

http://www.ucsf.edu/fhop/index.htm
http://www.ucsf.edu/fhop/htm/prods/pg_cover.htm
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Technical Assistance 
 
To support the completion of your local needs assessment, FHOP will:    
 

• Provide training relevant to the local needs assessment process. 
• Provide on its website: 

o Standardized data for the 27 indicators that the jurisdictions are required to 
review. 

o An electronic version of the 2005-2009 local needs assessment that your 
jurisdiction submitted June 30, 2004. 

o An electronic version of the new guidelines, attachments, and worksheets, 
including the mCAST-5 tool. 

o The revised Developing an Effective Planning Process: A Guide for Local MCAH 
Programs (March 2003)*. The guide will be updated and tailored for this local 
needs assessment and will offer some helpful step-by-step instructions on the 
local needs assessment process. 

• Serve as the contact to respond to questions and provide ongoing assistance.  
• Provide feedback on draft assessments. 
• Provide updates in the FHOP newsletter on newly available data and assessment tools.  

 
 

FHOP contact information 
Gerry Oliva, M.D., M.P.H. 

Telephone: (415) 476-5283 
Fax number: (415) 502-0848 
E-mail:  fhop@fcm.ucsf.edu 

Website: http://www.ucsf.edu/fhop 

                                                 
* Throughout this document, where “Chapter” is referred to, it is a chapter of Developing an Effective 
Planning Process: A Guide for Local MCH Programs (March 2003). 

http://www.ucsf.edu/fhop
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1.  Summary/Executive Report  
1-2 pages 
 

Purpose:  To provide readers with a summary of the key points of your 
local needs assessment.   

 
This section should include: 
 

 A brief description of the local needs assessment process 
 Highlights of the analysis of the 27 health status indicators 
 Highlights of the findings from the capacity assessment 
 A brief description of emerging state/local public health issues 

 
____________________________________________________________________________ 
 
 
2.  Mission Statement and Goals*  
1 page 
Optional: Worksheet A: MCAH Stakeholder Input Worksheet  
Reference: Chapter I 
 

Purpose:  To communicate the purpose and vision of your MCAH 
program to stakeholders and to the public, and to describe the efforts 
that will be made to actualize that vision. 

 
 State the mission and goals for your local MCAH program.  Briefly describe how they were 

developed (e.g., who was involved, what was the rationale).   
 
 
* If the mission statement and goals as reported in the previous local needs assessment have not 
changed, provide an update of what was previously reported.  Italicize any changes (e.g., additions, 
corrections, updates) so that this section will not have to be rewritten and all changes will be easy to 
identify. 
 
____________________________________________________________________________ 
 
 
3. Planning Group and Process (Optional)  
1 page 
Attach completed Worksheet A: MCAH Stakeholder Input Worksheet 
Reference: Chapter I 
 

Purpose:  To partner with and exchange ideas, perspectives, and 
strategies with individuals in positions of public health leadership and 
expertise in academia, medicine, public policy, government, private 
foundations, business, the voluntary sector, and the community to 
create an inclusive needs assessment process. 

 
The public is a critical partner in protecting the MCAH population’s health.  Everyone enjoys the 
benefits of community health without necessarily possessing a great appreciation for the efforts 
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advanced to produce such benefits.  To assure effective community engagement, the local 
MCAH program and its stakeholders must strengthen the system’s capacity to communicate 
with the community about its role in promoting health.  It must also engage the community in the 
design, implementation, and evaluation of critical public health programs, such as the local 
needs assessment, and not just “inform” them when assessments are launched. 
 
For this local needs assessment, you are not required to convene a planning group; 
however, for certain sections, you will be encouraged to obtain stakeholder input.  Note that 
convening a planning group is different from obtaining stakeholder input.  Both groups should 
include individuals whose interests, expertise, and experience represent a broad range of 
MCAH issues.  A planning group would consist of the same members throughout the local 
needs assessment process while stakeholder input would occur only on an intermittent basis.  
Planning groups would be involved in decisions that impact how you conduct the local needs 
assessment and how you might develop effective interventions based on the results of your 
findings.  Stakeholder groups would only be convened as needed for input on specified sections 
of this assessment (only the capacity assessment tool requires stakeholder input), and the 
members of the stakeholder groups you convene can vary from section to section.   
 
Complete and attach Worksheet A: MCAH Stakeholder Input Worksheet for the stakeholders 
that were involved in this local needs assessment.  At a minimum, you will need to list the 
stakeholders involved in completing the capacity assessment tool (see instructions in Section 8, 
Capacity Assessment).   
 
A sample letter addressed to potential stakeholders and/or planning group members is attached 
(Attachment B). 
 
If a planning group was convened to conduct this local needs assessment: 
 

 Describe the planning group and how it was recruited/selected. 
 

 Briefly describe the planning process. 
 
____________________________________________________________________________ 
 
 
4. Community Health Profile*  
2-6 pages 
Optional: Worksheet A: MCAH Stakeholder Input Worksheet 
Reference: Chapter II 
 

Purpose:  To provide a broad context on how the local MCAH program 
operates within the local public health infrastructure and within the 
broader community, to provide context of available assets as well as 
obstacles that prevent the community from making healthier choices, 
and to highlight factors (e.g., geographic, social, political) that need to 
be considered in developing and sustaining programs and services to 
respond to health problems. 

 
While each local MCAH program works with the community within the larger local public health 
infrastructure, each MCAH jurisdiction is unique in how it is organizationally structured and how 
it interacts with the broader local MCAH system.  Together, the MCAH program along with all 
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other organizations in the jurisdiction that serve MCAH populations to carry out the 10 MCAH 
Essential Services form the MCAH system.  Local MCAH programs identify their unique 
community features for securing good health for the local MCAH population and soliciting 
collective support to help create an environment which promotes health.  This forms the basis of 
achieving healthy outcomes and the equally valued freedom for each MCAH program to 
determine how to best structure its operation.  To better understand the dynamics of how the 
local MCAH program operates within the larger MCAH system, please provide a narrative for 
the following items:   
 

 Describe how the local MCAH program functions within the larger organizational structure of 
the local public health department. 

 
 Describe the functional role of the local MCAH program within the larger local MCAH 

system.  
 

 Describe your community using these indicators for the overall population:  
sociodemographic status, health status, health risk factors, access to health and social 
services, and any other indicators you would like to include.  

 
 Include a discussion of stakeholder input you obtained in assessing your community health 

profile, if appropriate, and list the stakeholders in Worksheet A: MCAH Stakeholder Input 
Worksheet. 

 
 
* If the “community health profile” as described in the previous local needs assessment has not 
significantly changed, provide an update of what was previously reported.  Italicize any changes (e.g., 
additions, corrections, updates) so that this section will not have to be rewritten and all changes will be 
easy to identify.  
 
____________________________________________________________________________ 
 
 
5.  Health Status Indicators  
Attach completed Worksheet B 
Optional: Worksheet A: MCAH Stakeholder Input Worksheet 
 

 Quantitative Analysis 
 

Purpose:  To assess if your local rates are significantly different from the State 
rate and/or the Healthy People (HP) 2010 rate, and to identify whether or not 
your local rates have significantly changed over time. 

 
Data that demonstrates a clear need is an effective tool in getting resources and political 
support for programs.  One way to demonstrate this need is by tying your local data to state or 
national performance indicators.  In this section, you will be comparing local values of the 
required 27 health status indicators and any additional indicators you would like to include with 
statewide data and the HP 2010 standards, if available.  Attached is a sample of the worksheet 
(Worksheet B) you will be completing.  Included are examples of optional indicators.  An 
electronic version of the worksheet for your jurisdiction will be available on FHOP’s website at a 
later date.  Attach your completed worksheet to your local needs assessment.   
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On Worksheet B, you will need to fill in the cell values for the numerators and denominators for 
it to automatically calculate the local rates.  All the data you need to fill in the cells for the 27 
required indicators are on FHOP’s website at 
http://www.ucsf.edu/fhop/htm/ca_mcah/title_v/t5_indicators.htm.  Once you input the data, you 
will need to see if your local rate is significantly different from the State rate and/or HP 2010 
rate, which will be provided for you.  If you choose to include indicators other than the 27 that 
are required, you may need to use a data source outside of FHOP’s website.  Contact FHOP if 
you are having difficulty finding or interpreting the data, rates, tables, graphs, etc.  
 
In jurisdictions that have very small numbers, a significance test would not be appropriate, and 
therefore, a quantitative analysis would not be helpful.  Based on how small the numbers are, 
you may want to conduct a case-by-case review or use other existing qualitative data and 
discuss your findings in the next section.  
 
Note:  You will need to do a more in-depth analysis on some of the indicators that are 
significantly different from the State rate and/or HP 2010 rate in the next section, Section 6, 
Local MCAH Problems/Needs.    

 
On Worksheet B, you will need to input values for the following columns:  

 
Column Where to get the data/information 

C Numerator To access the data, go to “Data Sources for Title V Indicators” on 
FHOP’s website at 
http://www.ucsf.edu/fhop/htm/ca_mcah/title_v/t5_indicators.htm. 

D Denominator To access the data, go to “Data Sources for Title V Indicators” on 
FHOP’s website at 
http://www.ucsf.edu/fhop/htm/ca_mcah/title_v/t5_indicators.htm. 

E Rate Once you input the numerator and denominator, the rate will 
automatically be calculated for you. 

G Local Rate Compared 
to State Rate 

Compared to the State rate, indicate whether the local rate is: 
• Significantly better 
• About the same 
• Significantly worse 
• Cannot tell/insufficient data 
(The data source will include the confidence interval.) 

I Local Rate Compared 
to HP 2010 Rate  
(if applicable) 

Compared to the HP 2010 rate, indicate whether the local rate is: 
• Significantly better 
• About the same 
• Significantly worse 
• Cannot tell/insufficient data 
• No HP 2010 rate for this indicator 
(The data source will include the confidence interval.) 

J Local Rate Compared 
to Past Years 

Compared to past years, indicate whether the current local rate is:   
• Significantly better 
• About the same 
• Significantly worse 
• Cannot tell/insufficient data 
(See instructions below in “Trend Analysis”.) 

 
(A useful resource on conducting quantitative analyses is FHOP’s Guidelines for Statistical 
Analysis of Public Health Data with Attention to Small Numbers which is at 
http://www.ucsf.edu/fhop/docs/pdf/prods/smallnumbers2003.pdf.) 

http://www.ucsf.edu/fhop/htm/ca_mcah/title_v/t5_indicators.htm
http://www.ucsf.edu/fhop/htm/ca_mcah/title_v/t5_indicators.htm
http://www.ucsf.edu/fhop/htm/ca_mcah/title_v/t5_indicators.htm
http://www.ucsf.edu/fhop/docs/pdf/prods/smallnumbers2003.pdf
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 Trend Analysis 
 

Purpose:  To monitor the direction and scope of changes in the health 
status of your MCAH jurisdiction over time, and to assess the impact of 
MCAH interventions. 

 
The first step in thinking about the future health of our community starts with exploring trends 
that are underway.  Understanding trends is an important tool in the early detection of problems 
and challenges, provides a basis for anticipation, and lessens surprises.   
 
In this section, you will be required to see if your local rates are following changing patterns, or 
trends, over a period of time.  FHOP has already computed trend data for the indicators found in 
the databooks on their website and compared them to the State trends.  Therefore, you will not 
need to compute the trends; however, you will still need to look at whether your trend, if there is 
one, is getting worse than, better than, or staying the same as the State trend, if there is one.  
 
Find the data specific to your jurisdiction by going to FHOP’s website, “California County MCAH 
Data Spreadsheets,” at http://www.ucsf.edu/fhop/htm/ca_mcah/counties/index.htm and by 
clicking on your county or jurisdiction.  For each databook, go to the graphs page (as indicated 
on the tab for that page).  Here, in each table, look at the “Sig?” column.  This will tell you if 
State and local trends have significantly changed over time (“yes”).  Indicate in the column titled 
“Past Years” on Worksheet B how your current local rates compare to the previous ones.     
 
The tables on the graphs page can also tell you if the local trend is significantly different from or 
about the same as the State trend; however, both trends must be linear in order to compare 
them with one other.  To see if both trends are linear, look at the “Date Range” column.  If it has 
the word “Different?” in it, then both trends are linear.  If both trends are linear, the “Sig?” 
column will tell you if the local trend is significantly different from the State trend (“yes”) or if it is 
the same (“no”).  If the “Date Range” column does not have the word “Different?” in it, then one 
or both of the trends are not linear and therefore you cannot compare the trend lines.  You can 
also see if the local average was significantly different (“yes”) from the State average at both the 
beginning of the period and at the end.  Contact FHOP if you have difficulty finding or 
interpreting the trend data.     
 
You may conduct trend analyses on other indicators; however, you will need to compute your 
own trends using the blank Linear Trend Template to be found in the Planning Tools section of 
the FHOP website at http://www.ucsf.edu/fhop/htm/prods/index.htm.   
 
Note:  You will need to do a more in-depth analysis on some of the indicators that have 
significantly different trends from the State or that have not improved or have gotten worse over 
time in the next section, Section 6, Local MCAH Problems/Needs. 
 
(For more information on trend analyses, refer to Do We Have a Trend?  A Beginner’s Guide to 
Analysis for Trends in Community Indicators that is posted on the FHOP website at 
http://www.ucsf.edu/fhop/docs/pdf/mcah/trend13b.pdf.) 

 
 

http://www.ucsf.edu/fhop/htm/ca_mcah/counties/index.htm
http://www.ucsf.edu/fhop/htm/prods/index.htm
http://www.ucsf.edu/fhop/docs/pdf/mcah/trend13b.pdf
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 Other Health Status Indicators (Optional) 
 
You may include quantitative and/or qualitative analyses on other health status indicators from 
other data sources (e.g., individuals and organizations with an understanding of the health 
needs of the community and the barriers to obtaining better public health). 
 
If stakeholder input was obtained for this section, list the stakeholders in Worksheet A: MCAH 
Stakeholder Input Worksheet. 
 
_____________________________________________________________________________________ 
 
 
6.  Local MCAH Problems/Needs*  
2-7 pages 
Optional: Worksheet A: MCAH Stakeholder Input Worksheet  
Reference: Chapter III 
 

Purpose:  To do a more in-depth analysis of the problems/needs 
identified either through a qualitative process or through a rigorous 
quantitative analysis of data, such as the analysis of indicators that are 
significantly different than the State rate and/or the HP 2010 rate or 
have significantly worsened over time.  This information can be used 
when selecting priority issues to focus on.  

 
In this section, you will need to describe a manageable, short list of the major problems and 
unmet needs of the MCAH population in your jurisdiction.  You will need to provide a brief 
description of the problem.  A thorough, in-depth analysis of the problem is optional, based 
on the resources you have available. 
 
The problems in your jurisdiction may affect the entire MCAH population or subgroups of it.  In 
most cases, the major problems will be come from the comparisons you looked at in the 
previous section, Section 5, Health Status Indicators.  They may include, but are not limited to, 
indicators that are significantly worse than the State rate and/or HP 2010 rate or that have 
significantly worsened over time.  They may include indicators that show significant differences 
by age and/or racial subgroups (refer to your local data on FHOP’s website for age and race 
data).  They may also be priorities identified in your previous needs assessment that have not 
improved or have worsened.  They may be emerging health issues that were identified after the 
previous needs assessment was conducted.  You may also include problems identified through 
quantitative and/or qualitative analyses outside of what is required in Section 5 for the 27 health 
status indicators.  
 
It is likely that the quantitative and qualitative analyses from Section 5 above will result in a long 
list of problem areas.  Use your discretion in developing the list of problems you will be 
discussing in this section so that you include a reasonable number of significant problems.  
 
You are encouraged, but not required, to obtain stakeholder input for this section.  
Stakeholder input can be used to complement and support the findings of your quantitative data.  
It will be particularly helpful to obtain input from stakeholders in describing the social context of 
the problem.   
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 At the beginning of this section, describe how you received and used stakeholder input in 
identifying and/or in describing the major MCAH problems in your jurisdiction, if stakeholder 
input was obtained.  Also, list the stakeholders in Worksheet A: MCAH Stakeholder Input 
Worksheet.   

 
 Then, for each of the problem areas on your manageable, short list, provide a brief, 

narrative description of the problem.  If your resources permit, include a description of the 
social and environmental context of the problem and any issues with access to care. 

 
• Describe the problem – State the problem and summarize your findings from the 

analysis in the previous section, if applicable.  Include any relevant issues related to 
race/ethnicity, age, health insurance status, type of health insurance, socioeconomic 
status, and/or subcounty geographic area (zip code or census tract), if possible.  Use 
qualitative and/or quantitative analyses in your description of the problem. 

 
• Describe the social and environmental context of the problem (optional) – For each 

major problem identified, to the extent your resources allow, describe the social, 
economic, and/or environmental factors that might be causing or contributing to the 
problem.  This will allow for a more comprehensive picture of a particular problem in your 
jurisdiction and help to shed light on the interconnection of a particular problem with 
another event that is occurring in your jurisdiction.  The social, economic, and 
environmental factors might be related to indicators for the overall population that you 
described in Section 4, Community Health Profile.  They might also include other factors 
that specifically affect all or part of the MCAH population.  Examples of social and 
economic factors are support networks, community connectedness, employment, living 
conditions, cultural values, and social norms.  Examples of environmental or physical 
factors are housing, food insecurity, safety, and opportunities for recreation.  It might be 
helpful for you to apply a social-ecological model.  You might also find it helpful to use 
FHOP’s problem analysis diagram on Page 46 of the online planning guide (Page 59 in 
the hard copy) which you can access at 
http://www.ucsf.edu/fhop/docs/pdf/pubs/pg_ch3.pdf.  You are encouraged to use 
stakeholder input in describing the social and environmental context.  

 
• Include any access to care issues (optional) – For each major problem identified, to 

the extent your resources allow, include any access to care, availability of care, and/or 
quality of care issues.  Examples of access to care issues include health insurance, 
transportation, etc.  Examples of availability of care issues include availability of 
prevention and primary care services, availability of specialty care services, availability 
of dentists, doctors, nurses, and other providers, timely appointments, and hours of 
available care.  An example of a quality of care issue is culturally competent care. 

 
 
* If the local MCAH problems/needs as described in the previous local needs assessment (section 
IV F) have not significantly changed, provide an update of what was previously reported.  Italicize any 
changes (additions, corrections, updates) so that this section will not have to be rewritten and all changes 
will be easy to identify. 
 
____________________________________________________________________________ 
 
 

http://www.ucsf.edu/fhop/docs/pdf/pubs/pg_ch3.pdf
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7.  MCAH Priorities*  
1 page 
Attach completed Worksheet C3: MCAH Priorities Worksheet 
Optional: Worksheet C1: MCAH Needs Prioritization Worksheet 
Optional: Worksheet C2: FHOP’s Tool for Prioritizing Health Indicators 
Optional: Worksheet A: MCAH Stakeholder Input Worksheet 
Reference: Chapter II and its Appendix II-I 
 

Purpose:  To identify which problems/needs will receive targeted efforts 
for improvement in the next five years. 

 
An important first step is to sort through the problems/needs identified and frame these as 
priorities.  Then select the priority issues that are most critical for inclusion based on set criteria.  
The priorities you select will be the basis for developing your annual work plan.  It is important 
for future planning purposes to identify the priorities that the local MCAH program will allocate 
resources to in the next five years and where progress towards each priority can be assessed 
and monitored.  
  

 You are not required to establish new priorities.  However, if you plan to modify your 
list of priorities compared to your previous local needs assessment, below are three 
options for you to choose from: 

 
• Option 1:  Worksheet C1: MCAH Needs Prioritization Worksheet (attached) is a 

suggested method for you to use in selecting your priorities.  You are not required to 
use this method; however, you will still need to complete Worksheet C3 (see below).  In 
Worksheet C1, list the problems/needs and provide a score for each criterion.  Examples 
of suggested criteria are provided in the worksheet.  You may add to, change, or delete 
the suggested criteria or modify the score values for each criterion.  For each 
problem/need, place the sum of the scores in the column “Total Points.”  Under the 
column “Priority Ranking,” put a rank for each problem/need based on the Total Points 
given for each.  Rank “1” for the problem/need that scored the highest number of points, 
“2” for the second highest number of points, and so forth.  

 
• Option 2:  Another suggested worksheet, similar to Worksheet C1, is Worksheet C2: 

FHOP’s Tool for Prioritizing Health Indicators (attached; also available as Appendix II-C 
of their planning guide at:  http://www.ucsf.edu/fhop/docs/pdf/pubs/pg_apxIIC.pdf).  
Examples of criteria that can be used for FHOP’s worksheet can be found on Page 23 of 
the online planning guide at http://www.ucsf.edu/fhop/docs/pdf/pubs/pg_ch2.pdf (or 
Page 30 of the hard copy).  You are not required to use FHOP’s method; however, you 
will still need to complete Worksheet C3 (see below). 

 
• Option 3:  You may use your own methodology in selecting your priorities.  Provide a 

brief description of the method you used, including any criteria and scoring.  Then 
complete Worksheet C3 (see below). 

 
 Next, whether or not you use Worksheet C1 or C2, you will need to complete Worksheet 

C3: MCAH Priorities Worksheet.  Clearly state the MCAH priorities for your jurisdiction 
using one sentence for each priority.  For example, “The infant mortality rate for minorities 
should be reduced,” or “Reduce the barriers to the delivery of care for pregnant women.”   

 

http://www.ucsf.edu/fhop/docs/pdf/pubs/pg_apxIIC.pdf
http://www.ucsf.edu/fhop/docs/pdf/pubs/pg_ch2.pdf
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We anticipate that most priorities identified in the previous local needs assessment 
have not changed.  If this is true for your local health jurisdiction, provide an update of what 
was previously reported to complete Worksheet C3: MCAH Priorities Worksheet.  You will 
not be required to show your methodology for the priorities that you update from your 
previous local needs assessment; you will only need to show the prioritization method for 
your new priorities.   
 

 Please describe stakeholder input if an inclusive and representative process was used in 
determining the prioritization criteria and/or in selecting the MCAH priorities and list the 
stakeholders in Worksheet A: MCAH Stakeholder Input Worksheet.  You are not required 
to obtain stakeholder input in selecting the priorities; however, you are encouraged to 
do so.  Even if the priorities from the last needs assessment have not changed, you should 
obtain stakeholder input to make that determination.  There are many ways to obtain 
stakeholder input.  At a minimum, you should present to your stakeholders the priorities 
reported in your last needs assessment along with the major problems identified in the 
section above, Section 6, Local MCAH Problems/Needs, and you should have a process 
which allows for their input.  The suggested worksheets above can be used with 
stakeholders to get their input in selecting new priorities.  It would be advantageous to 
gather as many stakeholders with diverse backgrounds and areas of interest or expertise as 
possible.  This allows for a more balanced selection of priorities versus a more biased 
approach if the stakeholder group is not representative of the broad range of MCAH issues.  
Department chiefs or senior management from the other health and social service agencies 
in your jurisdiction would be one example of a stakeholder group.   

 
 
* We anticipate that most priorities identified in the previous local needs assessment will not 
change.  If this is true for your local health jurisdiction, provide an update of what was previously reported 
to complete Worksheet C3: MCAH Priorities Worksheet.  You will not be required to complete Worksheet 
C1 or C2 for the priorities that did not change from the previous local needs assessment.  
 
____________________________________________________________________________ 
 
 
8.  Capacity Assessment  
Attach one consolidated, completed mCAST-5 instrument for each of the 10 Essential Services; see 
Worksheet D   
Also attach Worksheet A: MCAH Stakeholder Input Worksheet 
 

Purpose:  To understand the current organizations and systems that 
comprise the local MCAH infrastructure, and to identify strengths and 
weaknesses in the local MCAH system in carrying out the 10 MCAH 
Essential Services.  This information can be used to improve MCAH 
activities and evaluate strategies to strengthen the capabilities of the 
local MCAH program. 

 
The mCAST-5 is a tool to assess the ability to provide and support needed health care and 
related components, activities, competencies, and capacities of the existing local MCAH system 
and how the 10 MCAH Essential Services (see Attachment A) are being provided to your 
community.  Local MCAH programs work closely with other agencies and systems that serve 
the MCAH population since funding for the local MCAH program alone cannot sustain the 
programs and services necessary to meet all the needs of the MCAH population.  The capacity 
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assessment, then, should look beyond individual services and the local MCAH program and 
instead look more broadly at the local MCAH system.  The local MCAH system consists of your 
MCAH program and all other organizations in your jurisdiction that serve MCAH populations to 
carry out the 10 MCAH Essential Services. 
 
The mCAST-5 tools are not scored, and there are no “right,” or even “best,” answers.  The 
mCAST-5 is intended to generate discussion and collaboration across program areas in your 
local MCAH system.  The dialogue that occurs will help to identify the system’s strengths and 
weaknesses.  This information can be used to improve and better coordinate MCAH activities.  
There is also a strong educational value in using the mCAST-5 tool, as participants in this 
process learn about the role various stakeholders play within the MCAH system.  For these 
reasons, you will need to obtain stakeholder input to complete the mCAST-5 tool.  MCAH 
jurisdictions are encouraged to include leaders and experts of other health department 
programs as well as other governmental agencies, healthcare providers, human service 
organizations, schools, universities, community based organizations, youth development 
organizations, and any other stakeholders who contribute to the health and well-being of the 
MCAH population in your jurisdiction.  A sample letter addressed to potential stakeholders is 
attached (Attachment B).  List the stakeholders involved in completing the mCAST-5 on 
Worksheet A:  MCAH Stakeholder Input Worksheet and attach the completed worksheet to your 
local needs assessment.  Tips on how to facilitate the capacity assessment process are also 
attached (Attachment C).   
 
The original CAST-5 tool was developed for use by states and has been modified for use by 
local health jurisdictions.  However, local MCAH systems operate under a broad range of 
circumstances.  Therefore, interpretation of the Process Indicators and adequacy ratings will be 
influenced by the particular context of your MCAH system.  Some terms/components may not 
apply to your local MCAH system.  Skip non-applicable components and continue to the next 
component. 
 
As you complete the mCAST-5 tool, keep in mind that the value of the capacity assessment lies 
in the discussions it stimulates.  mCAST-5 should be viewed as a way to assess and 
document the existing capacity of your program combined with other organizations to 
serve the MCAH population.  This is an opportunity to focus on areas in which your jurisdiction 
excels as much as on deficiencies.  
 
The information you provide in the capacity assessment will be used in the statewide needs 
assessment and will inform the State MCAH Program of areas where additional support may be 
needed to improve local MCAH capacity.  Therefore, it is very important for you to be thoughtful, 
thorough, and give concrete examples of how the capacity of your existing local MCAH system 
allows or does not allow you to perform the 10 MCAH Essential Services.   
 
This capacity assessment can also be used to set the stage for long-term planning related to 
your mission statement and goals and can also assist you, the State, and national MCAH 
programs in strategic planning and making decisions about resources, staffing, and staff 
development needs.   
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mCAST-5 Steps: 
 

1.  Review the 10 MCAH Essential Services 
 

All assessment participants should review the 10 MCAH Essential Services (see 
Attachment A) before beginning the assessment.  The 10 MCAH Essential Services, 
which define the model elements of health systems and services necessary for the needs of 
women, children, youth, and families, provide the framework for mCAST-5.  Reviewing the 
document provides an opportunity for your mCAST-5 assessment team members to develop 
a common understanding of core maternal and child health program functions.   
 
2. Rate the Process Indicators 

 
(An electronic version of the mCAST-5, Worksheet D, is available on the FHOP website.)   

 
The Process Indicators are used to identify the current levels of performance for each of the 
10 MCAH Essential Services.  To use the Process Indicators tool, first read through the 
entire list of Process Indicators for the Essential Service being assessed. 
 
After reading through the entire list: 
 

1. Discuss each Process Indicator, taking into consideration the contributions of 
other agencies in your jurisdiction.  Suggested points for discussion, or examples, 
are provided below each Process Indicator.  These questions are intended as 
discussion guides only, not as checklists, and some questions apply to more 
than one Process Indicator.  Discussions should not focus exclusively on these 
suggested points, as they do not necessarily represent all of the elements that must 
be in place for adequate performance.  If deliberations tend to be focused exclusively 
on the questions listed or if they do not apply to your health jurisdiction, try skipping 
them and referring only to the indicators themselves. 

2. Mark the response that best reflects how adequately your local MCAH system 
performs the function based on a 4-point scale with “1” to mean weak or minimal 
level of adequacy and “4” to mean strong or optimal level of adequacy.  A rating of 
”4” means that your local MCAH system has the capacity to address that Process 
Indicator.  Likewise, a low rating indicates your MCAH system needs additional staff 
and/or resources to perform that Process Indicator. 

3. You may use the “Notes” box to record notes from the discussion that will inform 
your analysis of the strengths, weaknesses, opportunities, and threats (SWOT).  You 
may also record other comments or alternate viewpoints, as appropriate.   

4. As issues arise about strengths, weaknesses, opportunities, or threats during 
your discussion, record them in the SWOT analysis worksheet (described in more 
detail below). 

 
3. Complete the SWOT Analysis 

 
The major purpose of rating the Process Indicators for the 10 MCAH Essential Services is to 
provide the basis for completing the SWOT analysis.  For each Essential Service, identify 
any strengths, weaknesses, opportunities, and/or threats that are relevant to the capacity to 
perform the specified function.  Examples of factors to consider are provided for each 
component of the analysis. 
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Many strengths, weaknesses, opportunities, and threats will emerge from the discussions of 
Process Indicators for each Essential Service; record these issues as they arise.  Be as 
specific as possible.  After completing each set of Process Indicators, and before moving on 
to the next Essential Service, walk through the SWOT worksheet to make additions and 
revisions as necessary. 
 
Include your mCAST-5 tool for each Essential Service (adequacy ratings, notes, and SWOT 
analyses) as an attachment to your local needs assessment.  Submit only one completed 
instrument for each of the 10 MCAH Essential Services assessed.  If multiple instruments for 
a particular Essential Service assessment were completed (e.g., by each participant), 
consolidate them into one. 

 
_____________________________________________________________________________________ 
 
9.  MCAH Capacity Needs  
1 page 
Attach completed Part B of Worksheet E: MCAH Capacity Needs Worksheet 
Optional: Part A of Worksheet E 
Optional: Worksheet A: MCAH Stakeholder Input Worksheet 
 

Purpose:  To identify which capacity needs will receive targeted efforts 
for improvement in the next five years.  

 
 Describe the stakeholder input that you used to complete the mCAST-5 tool. 

 
 Briefly summarize major themes in areas that need improvement from your SWOT analyses.   

 
 Rank the capacity needs you identified through the mCAST-5 in order of priority.  To do so, 

below are two options for you to choose from: 
 

• Option 1:  Part A of Worksheet E: MCAH Capacity Needs Worksheet (attached) is a 
suggested method for prioritizing your capacity needs.  You are not required to use this 
method; however, you will still need to complete Part B (see below).  If you choose to 
use the suggested method, in Part A, list the capacity needs identified through the 
mCAST-5 process and rank each based on the set of criteria provided.  You may add to, 
change, or delete the suggested criteria or modify the score values for each criterion on 
the worksheet.  For each capacity need, place the sum of the scores in the column 
“Total Points.”  Under the column “Priority Ranking,” put a rank for each capacity need 
based on the Total Points given for each.  Rank “1” for the capacity need that scored the 
highest number of points, “2” for the second highest number of points, and so forth.   

 
• Option 2:  You may use your own methodology in prioritizing your capacity needs.  

Provide a brief description of the method you used, including any criteria and scoring.  
Then complete Part B of the MCAH Capacity Needs Worksheet (see below). 

 
 Whether or not you use Part A of the suggested worksheet, you will need to complete  

Part B.  In Part B of the worksheet, briefly describe any priority capacity needs and plans to 
improve capacity in those areas, challenges you foresee in addressing a particular capacity 
need, and suggestions on how other organizations, jurisdictions, or the state MCAH 
Program can assist your jurisdiction in this capacity need.   
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 You are not required to obtain stakeholder input in prioritizing your capacity needs; 
however, you are encouraged to do so.  The suggested worksheet above can be used with 
stakeholders to get their input in prioritizing capacity needs.  If you convene a stakeholder 
group for this section, it would be advantageous to gather as many stakeholders with 
diverse backgrounds and areas of interest or expertise as possible.  This allows for a more 
balanced selection of priorities versus a more biased approach if the stakeholder group is 
not representative of the broad range of MCAH issues.  If you obtained stakeholder input for 
this section, list the stakeholders in Worksheet A: MCAH Stakeholder Input Worksheet. 

 
____________________________________________________________________________ 
 
 
10.  MCAH Capacity Assets (Optional)  
1 page 
Optional: Worksheet A: MCAH Stakeholder Input Worksheet 
 

 In bulleted form, please describe any assets that your MCAH program can offer to other 
organizations, jurisdictions, or the State MCAH Program in meeting their ability to deliver 
any of the 10 MCAH Essential Services.  

 
____________________________________________________________________________ 
 
 
Deliverables 
 
The following table shows what needs to be submitted for your local needs assessment.  All 
needs assessments, including worksheets, should be submitted electronically. 

 
 
 

Section Number of 
Pages 

Required 
Worksheet 

Optional 
Worksheet 

1 Summary/Executive 
Report  1-2   

2 Mission Statement and 
Goals  1  A 

3 Planning Group and 
Process (Optional) 1  A 

4 Community Health Profile 2-6  A 
5 Health Status Indicators   B A 
6 Local MCAH 

Problems/Needs  2-7  A 
7 MCAH Priorities 1 C3 A; C1 or C2 
8 Capacity Assessment   A; D  
9 MCAH Capacity Needs  1 E (Part B) A; E (Part A) 

10 MCAH Capacity Assets 
(Optional) 1  A 
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Review of the 10 MCAH Essential Services 
 
This tool provides an opportunity for the CAST-5 assessment team members to begin the 
process with a common understanding of the 10 MCAH Essential Services.  All assessment 
participants should read this document at the outset of the assessment process. 
 
The 10 MCAH Essential Services are described in more detail in Public MCH Program 
Functions Framework: Essential Public Health Services to Promote Maternal and Child Health 
in America (Grason and Guyer, 1995), which can be viewed on the Women’s and Children’s 
Health Policy Center’s web site at www.jhsph.edu/WCHPC/publications/pubmchfx.pdf 
 
 
10 MCAH Essential Services 
  
 
1. Assess and monitor maternal and child health status to identify and address 

problems.  
 

• Develop frameworks, methodologies, and tools for standardized MCAH data in public 
and private sectors. 

• Implement population-specific accountability for MCAH components of data systems. 
• Prepare and report on the descriptive epidemiology of MCAH through trend analysis. 

 
 
2. Diagnose and investigate health problems and hazards affecting women, 

children, and youth. 
 

• Conduct population surveys and publish reports on risk conditions and behaviors. 
• Identify environmental hazards and prepare reports on risk conditions and behaviors. 
• Provide leadership in maternal, fetal/infant, and child fatality reviews. 
 
 

3. Inform and educate the public and families about maternal and child health 
issues. 

 
• Provide MCAH expertise and resources for informational activities such as hotlines, print 

materials, and media campaigns, to address MCAH problems such as teen suicide, 
inadequate prenatal care, accidental poisoning, child abuse, domestic violence, 
HIV/AIDS, DUI, helmet use, etc. 

• Provide MCAH expertise and resources to support development of culturally appropriate 
health education materials/programs for use by health plans/networks, CBOs, local 
public health and community-based providers. 

• Implement and/or support health plan/provider network health education services to 
address special MCAH problems—such as injury/violence, vaccine-preventable illness, 
underutilization of primary/preventive care, child abuse, domestic violence—delivered in 
community settings (e.g., schools, child care sites, worksites). 

• Provide families, the general public, and benefit coordinators reports on health plan, 
provider network, and public health provider process and outcome data related to MCAH 
populations based on independent assessments. 

 

http://www.jhsph.edu/WCHPC/publications/pubmchfx.pdf
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4. Mobilize community partnerships between policymakers, health care 
providers, families, the general public, and others to identify and solve 
maternal and child health problems. 

 
• Provide needs assessment and other information on MCAH status and needs to 

policymakers, all health delivery systems, and the general public. 
• Support/promote public advocacy for policies, legislation, and resources to assure 

universal access to age-, culture- and condition-appropriate health services. 
 
 

5. Provide leadership for priority-setting, planning, and policy development to 
support community efforts to assure the health of women, children, youth, and 
their families. 

 
• Develop and promote the MCAH agenda using the Year 2010 National Health objectives 

or other benchmarks. 
• Provide infrastructure, communication structures, and vehicles for collaborative 

partnerships in development of MCAH needs assessments, policies, services, and 
programs. 

• Provide MCAH expertise to, and participate in the planning and service development 
efforts of, other private and public groups and create incentives to promote compatible, 
integrated service system initiatives. 

 
 
6. Promote and enforce legal requirements that protect the health and safety of 

women, children, and youth, and ensure public accountability for their well-
being. 

 
• Ensure coordinated legislative mandates, regulation, and policies across family and 

child-serving programs. 
• Provide MCAH expertise in the development of a legislative and regulatory base for 

universal coverage, medical care (benefits), and insurer/health plan and public health 
standards. 

• Ensure legislative base for MCAH-related governance, MCAH practice and facility 
standards, uniform MCAH data collection and analysis systems, public health reporting, 
environmental protections, outcomes and access monitoring, quality 
assurance/improvement, and professional education and provider recruitment. 

• Provide MCAH expertise/leadership in the development, promulgation, regular review 
and updating of standards, guidelines, regulations, and public program contract 
specifications. 

• Participate in certification, monitoring, and quality improvement efforts of health plans 
and public providers with respect to MCAH standards and regulations. 

• Provide MCAH expertise in professional licensure and certification processes. 
• Monitor MCO marketing and enrollment practices. 
• Provide MCAH expertise and resources to support ombudsman services. 
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7. Link women, children, and youth to health and other community and family 
services and assure access to comprehensive, quality systems of care. 

 
• Provide a range of universally available outreach interventions (including home visiting) 

with targeted efforts for hard-to-reach MCAH populations. 
• Provide for culturally and linguistically appropriate staff, materials, and communications 

for MCAH populations/issues, and for scheduling, transportation, and other access-
enabling services. 

• Develop and disseminate information/materials on health services availability and 
financing resources. 

• Monitor health plan, facility, and public provider enrollment practices with respect to 
simplified forms, orientation of new enrollees, enrollment screening for chronic 
conditions/special needs, etc. 

• Assist health plans/provider networks and other child/family-serving systems (e.g., 
education, social services) in identifying at-risk or hard-to-reach individuals and in using 
effective methods to serve them. 

• Provide/arrange/administer women’s health, child health, adolescent health, Children 
with Special Health Care Needs (CSHCN) specialty services not otherwise available 
through health plans. 

• Implement universal screening programs—such as for genetic disorders/metabolic 
deficiencies in newborns, sickle cell anemia, sensory impairments, breast and cervical 
cancer—and provide follow-up services. 

• Direct and coordinate health services programming for women, children, and 
adolescents in detention settings, mental health facilities, and foster care, and for 
families participating in welfare waiver programs that intersect with health services. 

• Provide MCAH expertise for prior authorization for out-of-plan specialty services for 
special populations (e.g., CSHCN). 

• Administer/implement review processes for pediatric admissions to long-term care 
facilities and CSHCN home- and community-based services. 

• Develop model contracts to provide managed care enrollees access to specialized 
women’s health services, pediatric centers of excellence and office/clinic-based pediatric 
sub-specialists and to community-site health services, (school-based health clinics, WIC, 
Head Start, etc). 

• Provide expertise in the development of pediatric risk adjustment methodology and 
payment mechanisms. 

• Identify alternative/additional resources to expand the fiscal capacity of the health and 
social services systems by providing MCAH expertise to insurance commissions and 
public health care financing agencies, pooling categorical grant funding, and pursuing 
private sector resources. 

 
 
8. Assure the capacity and competency of the public health and personal health 

workforce to effectively and efficiently address maternal and child health 
needs. 

 
• Provide infrastructure and technical capacity and public health leadership skills to 

perform MCAH systems access, integration, and assurance functions. 
• Establish competencies and provide resources for training MCAH professionals, 

especially for public MCAH program personnel, school health nurses and school-based 
health center providers, care coordinators/case managers, home visitors, home health 
aides, respite workers, and community outreach workers. 
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• Provide expertise, consultation, and resources to professional organizations in support 
of continuing education for health professionals, and especially regarding emerging 
MCAH problems and interventions. 

• Support health plans/networks in assuring appropriate access and care through 
providing review and update of benefit packages, information on public health areas of 
concern, standards, and interventions, plan/provider participation in public planning 
processes and population-based interventions, technical assistance, and financial 
incentives for meeting MCAH-specific outcome objectives. 

• Analyze labor force information with respect to health professionals specific to the care 
of women and children (e.g. primary care practitioners, pediatric specialists, nutritionists, 
dentists, social workers, CNMs, PNPs, FFNPs, CHNs/PHNs) 

• Provide consultation/assistance in administration of laboratory capacity related to 
newborn screening, identification of rare genetic diseases, breast and cervical cancer, 
STDs, and blood lead levels. 

 
 
9. Evaluate the effectiveness, accessibility, and quality of personal health and 

population-based maternal and child health services. 
 

• Conduct comparative analyses of health care delivery systems to determine 
effectiveness of interventions and to formulate responsive policies, standards, and 
programs. 

• Survey and develop profiles of knowledge, attitudes, and practices of private and public 
MCAH providers. 

• Identify and report on access barriers in communities related to transportation, language, 
culture, education, and information available to the public. 

• Collect and analyze information on community/constituents’ perceptions of health 
problems and needs. 

 
 
10. Support research and demonstrations to gain new insights and innovative 

solutions to maternal and child health-related problems. 
 

• Conduct special studies (e.g., PATCH) to improve understanding of longstanding and 
emerging (e.g., violence, AIDS) health problems for MCAH populations. 

• Provide MCAH expertise and resources to promote “best practice” models and to 
support demonstrations and research on integrated services for women, children, 
adolescents, and families. 
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Relationship of the 10 MCAH Essential Services to the 
Title V Pyramid 

 
The conceptual basis for Title V MCAH program activities is illustrated as a pyramid with four levels of 
services. The 10 MCAH Essential Services and the 4 levels of the Title V Pyramid are different ways of 
categorizing the same public MCAH program functions.  In the graphic below, the number/letter 
combinations refer to an Essential Service and its subsections, as outlined in the previous section. 

 
 
 

 
 
 

Direct 
Health Care 

Services 
 

basic health services,  
health Services for CSHCN 

 
Framework: 7  

 
 

Enabling Services 
 

transportation, translation, outreach, respite care, 
health education, family support services, purchase of 
health insurance, case management, coordination with  

Medicaid, WIC, and education 
 

Framework: 3, 7  
 
 

Population-Based Services 
 

newborn screening, lead screening, immunization, sudden infant death syndrome, 
counseling, oral health, injury prevention, nutrition, outreach/public education 

 
Framework: 3, 7, 8 

 
 

Infrastructure Building Services 
 

needs assessment, evaluation, planning, policy development, coordination, quality assurance, standards 
development, monitoring, training, applied research, systems of care, information systems 

 
Framework: 1, 2, 3, 4, 5, 6, 7, 8, 9, 10  
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(The Sample Letter to Stakeholders is currently being revised  
and will be posted on the FHOP website at a later date.) 
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Facilitation Tips for the mCAST-5 
 
Because the mCAST-5 typically involves group discussions and consensus building, it is helpful 
to have a designated facilitator.  It is not necessary to hire an outside consultant for this 
purpose; a local MCAH staff person with a “big picture” perspective, organizational skills, 
flexibility, and preferably with experience using strategic planning concepts and techniques can 
be the designated facilitator.  If the local MCAH staff person is the facilitator, s/he may fully 
participate in discussing and rating the Process Indicators; however, it is critical that the group is 
informed of the facilitator’s role and level of participation prior to beginning the assessment 
process. 
 
It may be helpful to designate a separate meeting planner to: 
 

• Obtain a meeting space.  
• Schedule meeting(s).  
• Distribute assessment materials. 
• Arrange for meals and refreshments. 

 
 
Helpful Hints for Facilitators: 
 

 Serve as the contact person and “expert” on the mCAST-5. 
 Designate a note taker to summarize and record your discussions. 
 Inform the group of the purpose of the process and how their input will be used (or 

not used) and what potential benefits there are for those participating in the process. 
 Elicit open and interactive discussion with all members of your group.  Discussion 

and the reflective process are a key benefit to using the mCAST-5 tool. As a group 
leader, try to elicit as much discussion as possible while moving the group through the 
tool in the allotted time. 

 Think in advance about how you would like to record responses and comments so 
that the whole team can follow along (e.g., on the computer with an LCD projector, a 
series of flip chart sheets posted on the wall).  Keep in mind that the SWOT Analysis will 
be filled out concurrently with the Process Indicators. 

 Distribute the mCAST-5 tool to participants at least one week in advance of your 
meeting to allow sufficient time for participants to review the tool. 

 Become familiar with the mCAST-5 instructions.   
 Set time limits to “contain” discussions and promote closure. 

 
 
Things to Consider: 
 

 How to share materials with participants so that they are fully prepared for the 
discussions, but not overwhelmed by the material. 

 How to structure the discussions to get maximum participation without being 
burdensome on participants’ time.  

 How to structure the discussions to go through the Process Indicators in a timely and 
efficient manner, but also allow for open discussion. 

 How to ensure that everyone gets a chance to participate.  Use techniques such as 
going around the table and asking each person to comment, or give each person a 
rating sheet to fill out and then collate responses.  
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While completing the Process Indicators and SWOT Analysis tools: 
 

• Have the group read through the full list of 10 MCAH Essential Services, Process 
Indicators, and mCAST-5 instructions before engaging in discussions.  This will help the 
group get the “big picture” before discussing each indicator.  For each Process Indicator, 
lead the group in discussing how adequately the MCAH system performs the function 
detailed.  Responses should reflect “where you are at.”  In the “Notes” box, record 
comments and discussion that will inform your SWOT analysis.  

• Consider and include contributions from outside agencies in your discussions. 
Contributions from other agencies, organizations, etc. in the MCAH system may be 
noted for each indicator. 

• Use the discussion questions to “jumpstart” the discussion as needed.  The questions 
are not intended to be specific criteria or a standard. 

• Always consider and record SWOTs throughout the discussion of each Essential Service 
that your group discusses. 

• “Park” any issues that are important but may not be directly relevant to the assessment 
or conversation at hand. 

• Save time to summarize key themes. 
• If multiple instruments for a particular Essential Service were completed (e.g., if each 

participant filled out their own instrument), consolidate these into one so that there is 
only one final, completed instrument for each Essential Service.    

 
 
Tips for Preventing Stalled Discussions 
 
It is likely that some discussions in the assessment process will not result in consensus.  In 
these cases, your group will have to strategize about ways to accommodate different 
perspectives.  You can use the disagreement to spark further discussion of program needs. 
 
If the assessment group has trouble reaching consensus on adequacy ratings for Process 
Indicators, consider taking a vote.  Dissenting views can be recorded in the “Notes” section of 
the assessment.  Differences in opinion also may be reflected in the appropriate sections of the 
SWOT worksheets. 
 
 
 
 
 
 
 
 
Additional resources for planning and facilitating CAST-5, including a Facilitators Guide, are 
on the web at: http://www.amchp.org/topics/a-g/Downloads/CAST-5%20materials/CAST-5-
faciliator.pdf 
 

http://www.amchp.org/topics/a-g/Downloads/CAST-5 materials/CAST-5-faciliator.pdf
http://www.amchp.org/topics/a-g/Downloads/CAST-5 materials/CAST-5-faciliator.pdf
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MCAH Stakeholder Input Worksheet 
 
 
MCAH stakeholders may play several roles in the needs assessment process.  Stakeholders 
may be bringing knowledge of the MCAH service user’s community into the needs assessment 
process and disseminate information from the needs assessment back to the community.  They 
may also represent provider groups who have expertise in delivering MCAH services.  
Moreover, stakeholders may provide guidance in arriving at solutions to health issues or support 
delivery of MCAH services.  
 
Reaching out to MCAH stakeholders is essential since they have an understanding of the health 
issues in the community, are aware of the opportunities that exist to address the health issues, 
and are affected by the activities provided and policies implemented by the local MCAH 
program to address these health issues. A stakeholder is anyone in the community who benefits 
from any MCAH service, a member of a team that develops and delivers these services, and 
those who may be indirectly affected by the services and outcomes of these services.  
 
While it is impossible to identify and involve all stakeholders, it is important to put in place a 
mechanism to allow us to understand the views of all the different stakeholders represented in 
the MCAH needs assessment process.  Stakeholder input is required for completing the 
mCAST-5; however, it is optional on all other sections of the local needs assessment.  To 
complete the attached form, you can use the following code for the following columns: 
 
Stakeholder Participant’s Initials - Provide the stakeholder participant’s initials to uniquely 
identify each stakeholder. 
 
Organizational Affiliation - Provide the full name of the primary organization the stakeholder 
participant is affiliated with or representing (e.g., Kaiser, March of Dimes, local MCAH, etc.).  No 
acronyms or abbreviations please.  
 
Sector Represented - Provides a surrogate indicator for the role played by the stakeholder in 
the needs assessment process.  Please enter the code for the primary organizational affiliation 
the participant represents. 
 
Code Description 

A State/local health department (internal partner within agency) 
B Other state/local agency (Social Services, Education, Justice, Board of Supervisors)  
C Health provider (dentist, nurse, doctor, nutritionist, counselor, promotora, outreach worker) 
D Individual or family (community member unaffiliated with any organized community agency) 
E Community-based organization (local, non-profit organizations) 
F State or nationally affiliated non-profit organization (local chapter of March of Dimes, American 

Cancer Society, foundation) 
G School, academia (PTA, School Board, university) 
H Professional organization/association (AMA, ADA, ACOG, etc.) 
I Faith-based organization (ministry, church group) 
J Other (trade and business sector, media and communications, marketing) 

 
Section Provided Input On - Mark the box with “X” for sections of the local needs process that 
the stakeholder provided input on. 
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MCAH Jurisdiction: __________________________________________ 
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MCAH Jurisdiction: _______________________________________   
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MCAH Jurisdiction: _______________________________________   
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MCAH Needs Prioritization Worksheet (Optional) 
 

The intent of this step is to identify from the list of Problems/Needs in Section 6 of the guidelines a set of priority areas to address in 
the next five years.  Given the local context (e.g., funding cuts, hiring freezes, political will…) how realistic is it to focus on this 
priority?  See Section 7 of the guidelines for instructions on completing this worksheet. 
 
MCAH Jurisdiction: _______________________________________________ 
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MCAH Jurisdiction: _____________________________________________ 
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FHOP’S Tool for Prioritizing Health Indicators (Optional) 
 
 
Criterion #1: Criterion #5: 

Criterion #2: Criterion #6: 

Criterion #3: Criterion #7: 

Criterion #4: Criterion #8: 

Rating Using Prioritization Criteria:   
C1 below corresponds to Criterion #1 above, C2 to Criterion #2, etc.  If using a 
“weighted” method, record the agreed upon weights in the line below each criterion 
number.  Assess each indicator using each criterion.  Enter your score  
(1=does not apply, 2=applies, 3=strongly applies) in the box corresponding to the 
indicator and its criterion.  If using a weighted method, multiply the score by the 
criterion weight and then enter the weighted score in the box.   

Total Scores 

C1 C2 C3 C4 C5 C6 C7 C8 

Indicator 

        
 

1.          

2.          

3.          

4.          

5.          

6.          

7.          
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MCAH Priorities Worksheet (Required) 
 
List the top ranked priorities from Part A that the Local MCAH Program will allocate time and resources to work on in the next five 
years. 
 
MCAH Jurisdiction: _____________________________________ 

 
Priority 1. 

Priority 2. 

Priority 3. 

Priority 4. 

Priority 5. 

Priority 6. 

Priority 7. 

Priority 8. 

Priority 9. 

Priority 10. 
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Assessment of Essential Service #1: Assess and monitor maternal and child health status to identify and address 
problems. 
 
Instructions 
 
The audience for this tool is the local MCAH system, which includes not only the local MCAH program but also other organizations that 
contribute to the health and well-being of the MCAH population in the jurisdiction.  These may include the local health department, other 
governmental agencies, healthcare providers, human service organizations, schools, community based organizations, youth development 
organizations, and many others. 
 
The Process Indicators are used to identify the current levels of performance for each of the 10 MCAH Essential Services.  First, read through 
the entire list of Process Indicators for this Essential Service.  After reading through the entire list, for each Process Indicator: 
 

1) Discuss the Process Indicator and mark the response category that best reflects how adequately your local MCAH system performs 
the function based on a 4-point scale with “1” to mean weak or minimal level of adequacy and “4” to mean strong or optimal level of 
adequacy.   

 
The following critical points will help the assessment team interpret indicators and reach consensus: 

• Assess adequacy in terms of “where you are at” (taking into consideration the contributions of other agencies in the MCAH 
system) in terms of carrying out the Essential Service.  A rating of “4” means that your local MCAH system has the capacity to 
address that component.  Likewise, a low rating indicates your MCAH system needs additional staff and/or resources to 
perform that component.  This is a self-assessment where there are no right or wrong answers, and your jurisdiction will not be 
ranked against other jurisdictions.  The value of the mCAST-5 lies in the discussion it stimulates and does not rely heavily upon 
the adequacy ratings.  

• Suggested points for discussion, or examples, are provided below each Process Indicator.  These questions are intended as 
discussion guides only, not as checklists, and some questions apply to more than one Process Indicator.  Discussions 
should not focus exclusively on these suggested questions, as they do not necessarily represent all of the elements that must 
be in place for adequate performance.  If deliberations tend to be focused exclusively on the questions listed, try skipping them 
and referring only to the indicators themselves.  

• The CAST-5 tool was developed for use by programs operating under a broad range of circumstances.  Some 
terms/examples may not apply to your local MCAH system.  Skip those questions and continue to the next component. 

 
2) In the “Notes” box, record notes from the discussion that will inform your SWOT analysis.  You may also record other comments or 

alternate viewpoints, as appropriate.    
 

3) The SWOT analysis is the main focus of the capacity assessment.  Identify the strengths, weaknesses, opportunities, and threats 
(SWOT) that are relevant to performing or improving the specified function and record them on the last page of the worksheet for this 
Essential Service.  Examples of factors to consider are provided for each component of the analysis.  List concrete examples in the 
SWOT as it relates to the Essential Service being assessed.  
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Local MCAH Jurisdiction: ________________________________________ 
 
Assessment of Essential Service #1 Process Indicators 
 

Essential Service #1:  Assess and monitor maternal and child health status to identify and address problems. 
Process Indicator Level of Adequacy Notes 

1.1 Data Use 
Key Ideas: 
— Use up-to-date MCAH public health and related population data 
— Generate and use data in planning cycle activities (e.g., planning and policy development) 
1.1.1  Do you use public health data sets to prepare 

basic descriptive analyses related to priority 
health issues (e.g., MIHA; CHIS; live birth, fetal 
death, abortion, linked live birth/infant death 
data; community health surveys; disease 
surveillance data, census data; etc.)? 

For example:  
Does the local MCAH program, including other agencies that 
contribute to the health and well-being of the local MCAH 
population, 

• have access to documentation (e.g., users’ guide/list of 
variables, contact information for the entity generating 
the data) for data sources?  

• have access to raw data from these sources?  
• refer to these data sources when it becomes aware of 

emergent MCAH problems?  
• have the capacity to use these data sources to generate 

information?  
• use geographic information systems? 

 

 
 
 
              
     1     2      3     4 
 
1=weak……..4=strong 
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Assessment of Essential Service #1 Process Indicators (continued) 
 

Essential Service #1:  Assess and monitor maternal and child health status to identify and address problems. 
Process Indicator Level of Adequacy Notes 

1.1 Data Use (continued) 
1.1.2  Do you conduct analyses of public health data 

sets that go beyond descriptive statistics? 
For example:  
Does the local MCAH program, including other agencies that 
contribute to the health and well-being of the local MCAH 
population, 

• analyze existing data sets/conduct significance tests to 
identify associations among risk factors, environmental 
and other contextual factors, and outcomes?  

• compare health status measures across populations or 
against the state’s measures or Healthy People 2010 
objectives? 

• track trends over time? 

 
              
     1      2     3     4 
 
1=weak……..4=strong 

      

1.1.3  Do you generate and analyze primary data to 
address state- and local-specific knowledge 
base gaps? 

For example:  
Does the local MCAH program, including other agencies that 
contribute to the health and well-being of the local MCAH 
population, 

• have established and routinely used procedures for 
identifying knowledge gaps (e.g., community or 
professional advisory boards)?  

• collaborate with local agencies to collect and analyze 
data related to these knowledge gaps?  

• use field surveys, focus groups, key informant interviews 
or otherwise collect data on the local MCAH populations 
and the health care delivery system?  

• use that data to examine relationships among risk 
factors, environmental/contextual factors, and outcomes? 

 

 
 
 
              
     1      2     3     4 
 
1=weak……..4=strong 
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Assessment of Essential Service #1 Process Indicators (continued) 
 

Essential Service #1:  Assess and monitor maternal and child health status to identify and address problems. 

Process Indicator Level of Adequacy Notes 
1.1 Data Use (continued) 
1.1.4 Do you report on primary and secondary data 

analysis for use in policy and program 
development? 

For example:  
Does the local MCAH program, including other agencies that 
contribute to the health and well-being of the local MCAH 
population, 

• routinely review the current science base, standards of 
care, and the results of current research for use in 
planning and policy development?  

• contribute to the production of briefs or updates on 
selected, timely MCAH issues to distribute to appropriate 
policy and program-related staff members?  

 

 
 
              
     1     2      3     4 
 
1=weak……..4=strong 
 
 
 

      

1.2.   Data-Related Technical Assistance 
Key Idea: 
— Enhance local data capacity 
1.2.1  Do you establish framework/standards about 

core data expectations for local health 
jurisdictions and other MCAH 
providers/programs? 

For example:  
Has the local MCAH program, including other agencies that 
contribute to the health and well-being of the local MCAH 
population, 

• established (or participated in the development of) 
maternal and child health status indicators and 
disseminated them to local agencies/programs?  

• disseminated maternal, child and youth health status 
indicators to local stakeholders?  

 

 
 
 
              
     1     2      3     4 
 
1=weak……..4=strong 
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Assessment of Essential Service #1 Process Indicators (continued) 
 

Essential Service #1:  Assess and monitor maternal and child health status to identify and address problems. 
Process Indicator Level of Adequacy Notes 

1.2.   Data-Related Technical Assistance (continued) 
1.2.2  Do you provide training/expertise about the 

collection and use of MCAH data to local health 
agencies or other constituents for MCAH 
populations? 

For example:  
Does the local MCAH program, including other agencies that 
contribute to the health and well-being of the local MCAH 
population, 

• have an identified staff person(s) responsible for  
assistance on data-related matters?  

• assist local health agencies and other providers/ 
programs in developing standardized data collection 
methods related to established MCAH indicators?  

 

 
 
              
     1      2     3     4 
 
1=weak……..4=strong 

      

1.2.3  Do you assist local health agencies in data 
system development and coordination across 
geographic areas so that MCAH data outputs 
can be compared? 

For example:  
Does the local MCAH program, including other agencies that 
contribute to the health and well-being of the local MCAH 
population, provide resources to enhance local data capacity 
through data systems development and coordination?  
 

 

              
     1      2     3     4 
 

1=weak……..4=strong 
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SWOT Analysis for Essential Service #1:  Assess and monitor maternal and child health status to identify and address 
problems. 
 
Strengths (e.g., human, fiscal, or technological resources; 
social/political factors; demographic trends; past and current 
federal involvement/activities; state-local relationships, 
organizational culture, organizational structure) 
 
 
 
 
 
 
 
 
 
 
 
 
 
Opportunities: (e.g., human, fiscal, or technological 
resources; statutory/regulatory changes; community/business 
resources; social/political changes; technological 
developments) 

 
Weaknesses: (e.g., human resources; budgetary restrictions 
and fiscal resources; technological resources; state-local 
relationships; organizational culture; organizational structure) 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Threats: (e.g., statutory/regulatory change; organizational 
change/reorganization; social/political factors; demographic 
trends) 
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Assessment of Essential Service #2:  Diagnose and investigate health problems and health hazards affecting women, 
children, and youth. 
 
Instructions 
 
The audience for this tool is the local MCAH system, which includes not only the local MCAH program but also other organizations that contribute to 
the health and well-being of the MCAH population in the jurisdiction.  These may include the local health department, other governmental agencies, 
healthcare providers, human service organizations, schools, community based organizations, youth development organizations, and many others. 
 
The Process Indicators are used to identify the current levels of performance for each of the 10 MCAH Essential Services.  First, read through the 
entire list of Process Indicators for this Essential Service.  After reading through the entire list, for each Process Indicator: 
 

1) Discuss the Process Indicator and mark the response category that best reflects how adequately your local MCAH system performs the 
function based on a 4-point scale with “1” to mean weak or minimal level of adequacy and “4” to mean strong or optimal level of 
adequacy.   

 
The following critical points will help the assessment team interpret indicators and reach consensus: 

• Assess adequacy in terms of “where you are at” (taking into consideration the contributions of other agencies in the MCAH 
system) in terms of carrying out the Essential Service.  A rating of “4” means that your local MCAH system has the capacity to 
address that component.  Likewise, a low rating indicates your MCAH system needs additional staff and/or resources to perform 
that component.  This is a self-assessment where there are no right or wrong answers, and your jurisdiction will not be ranked 
against other jurisdictions.  The value of the mCAST-5 lies in the discussion it stimulates and does not rely heavily upon the 
adequacy ratings.  

• Suggested points for discussion, or examples, are provided below each Process Indicator.  These questions are intended as 
discussion guides only, not as checklists, and some questions apply to more than one Process Indicator.  Discussions should 
not focus exclusively on these suggested questions, as they do not necessarily represent all of the elements that must be in place 
for adequate performance.  If deliberations tend to be focused exclusively on the questions listed, try skipping them and referring 
only to the indicators themselves.  

• The CAST-5 tool was developed for use by programs operating under a broad range of circumstances.  Some terms/examples 
may not apply to your local MCAH system.  Skip those questions and continue to the next component. 

 
2) In the “Notes” box, record notes from the discussion that will inform your SWOT analysis.  You may also record other comments or 

alternate viewpoints, as appropriate.    
 

3) The SWOT analysis is the main focus of the capacity assessment.  Identify the strengths, weaknesses, opportunities, and threats 
(SWOT) that are relevant to performing or improving the specified function and record them on the last page of the worksheet for this 
Essential Service.  Examples of factors to consider are provided for each component of the analysis.  List concrete examples in the 
SWOT as it relates to the Essential Service being assessed.  
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     Local MCAH Jurisdiction: ________________________________________ 
 
     Assessment of Essential Service #2 Process Indicators 
 

Essential Service #2:  Diagnose* and investigate health problems and health hazards affecting women, children, and youth. 
Process Indicator Level of Adequacy Notes 

2.1 Do you study factors that affect health and illness to 
respond to MCAH issues? 

 
For example:  

• Has the local MCAH program, including other agencies that 
contribute to the health and well-being of the local MCAH 
population, undertaken a study of and/or analysis of existing 
data on an MCAH issue at the request of local health 
administrators, Board of Supervisors, or community or 
professional groups, or in response to media coverage of an 
issue?  

 
 
              
     1      2      3      4 
 
1=weak……..4=strong 
 

      

2.2 Do you engage in collaborative investigation and 
monitoring of environmental hazards (e.g., physical 
surroundings and other issues of context) in 
schools, day care facilities, housing, and other 
places affecting MCAH populations, to identify 
threats to maternal, child, and adolescent health?  

 
For example:  
Does the local MCAH program, including other agencies that 
contribute to the health and well-being of the local MCAH population, 

• work with agencies responsible for monitoring environmental 
conditions affecting MCAH populations to jointly produce or 
sponsor reports or recommendations to local legislative 
bodies?  

• establish interagency agreements with these agencies for 
collecting, reporting on, and sharing data related to 
environments affecting MCAH populations?  

 

 
 
 
              
     1      2      3      4 
 
1=weak……..4=strong 
 
 
 
 
 

      

 
      *This refers to analyzing the cause or nature of health problems/hazards. 
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Assessment of Essential Service #2 Process Indicators (continued) 
 
Essential Service #2:  Diagnose* and investigate health problems and health hazards affecting women, children, and youth. 

Process Indicator Level of Adequacy Notes 
2.3 Do you develop and enhance ongoing surveillance 

systems/population risk surveys and disseminate the 
results at the state and local levels? 

 
For example:  
Does the local MCAH program, including other agencies that contribute 
to the health and well-being of the local MCAH population,  

• maintain ongoing surveillance systems/populations risk surveys 
to address gaps in knowledge?  

• regularly evaluate the quality of the data collected by existing 
surveillance systems or population-based surveys?  

• have a routine means of reporting the results of these 
surveillance systems/surveys to localities?  

 

 
 
 
              
     1      2      3      4 
 
1=weak……..4=strong 
 
 
 
 
 

      

2.4 Do you serve as the local expert resource for 
interpretation of data related to MCAH issues? 

 
For example:  
Has the local MCAH program, including other agencies that contribute 
to the health and well-being of the local MCAH population,  

• been regularly consulted on MCAH issues by the local public 
health administrators, by other agencies and programs, and by 
local legislators?  

• been asked to participate with other local health agencies in the 
planning process on non-MCAH issues? 

 

 
 
 
              
     1      2      3      4 
 
1=weak……..4=strong 
 
 

 

 
*This refers to analyzing the cause or nature of health problems/hazards. 
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Assessment of Essential Service #2 Process Indicators (continued) 
 
Essential Service #2:  Diagnose* and investigate health problems and health hazards affecting women, children, and youth. 

Process Indicator Level of Adequacy Notes 
2.5 Do you provide leadership in reviews of fetal, 

infant, child, and maternal deaths and provide 
direction and technical assistance for local 
systems improvements based on their findings? 

 
For example:  
Does the local MCAH program, including other agencies that 
contribute to the health and well-being of the local MCAH 
population,  

• participate in or provide resources for any fetal, infant, or 
child death review processes, if they exist in your LHJ?  

• provide technical assistance to localities in conducting 
FIMR and/or child fatality reviews?  

• participate in or provide leadership for a local maternal 
mortality review program?  

• produce an annual report consolidating the findings of 
local mortality reviews as appropriate?  

 

 
 
 
 
 
              
     1      2      3      4 
 
1=weak……..4=strong 
 
 
 
 

      

2.6 Do you study factors that affect health and 
illness to forecast emerging MCAH threats that 
must be addressed in strategic planning? 

 
For example:  
Does the local MCAH program, including other agencies that 
contribute to the health and well-being of the local MCAH 
population,  

• conduct surveillance or other process to identify 
emerging changes in the MCAH system of care and/or 
in the demographics or health status of local MCAH 
populations?  

• use the results of that process to plan for data collection 
and/or analysis to identify avenues for intervention?  

 

 
 
 
              
     1      2      3      4 
 
1=weak……..4=strong 
 

      

 
*This refers to analyzing the cause or nature of health problems/hazards. 
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SWOT Analysis for Essential Service # 2:  Diagnose* and investigate health problems and health hazards affecting women, 
children, and youth. 
 
Strengths (e.g., human, fiscal, or technological resources; 
social/political factors; demographic trends; past and current 
federal involvement/activities; state-local relationships, 
organizational culture, organizational structure) 
 
      
 
 
 
 
 
 
 
 
 
 
 
 
 
Opportunities: (e.g., human, fiscal, or technological 
resources; statutory/regulatory changes; community/business 
resources; social/political changes, technological 
developments) 
 
      
 
 
 
 
 
 
 
 
 
 
*This refers to analyzing the cause or nature of health problems/hazards. 

 
Weaknesses: (e.g., human resources; budgetary restrictions 
and fiscal resources; technological resources; state-local 
relationships; organizational culture; organizational structure) 
 
      
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Threats: (e.g., statutory/regulatory change; organizational 
change/reorganization; social/political factors; demographic 
trends) 
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Assessment of Essential Service #3:  Inform and educate the public and families about maternal and child health issues. 
 
Instructions 
 
The audience for this tool is the local MCAH system, which includes not only the local MCAH program but also other organizations that contribute to 
the health and well-being of the MCAH population in the jurisdiction.  These may include the local health department, other governmental agencies, 
healthcare providers, human service organizations, schools, community based organizations, youth development organizations, and many others. 
 
The Process Indicators are used to identify the current levels of performance for each of the 10 MCAH Essential Services.  First, read through the 
entire list of Process Indicators for this Essential Service.  After reading through the entire list, for each Process Indicator: 
 

1) Discuss the Process Indicator and mark the response category that best reflects how adequately your local MCAH system performs the 
function based on a 4-point scale with “1” to mean weak or minimal level of adequacy and “4” to mean strong or optimal level of adequacy.   

 
The following critical points will help the assessment team interpret indicators and reach consensus: 
• Assess adequacy in terms of “where you are at” (taking into consideration the contributions of other agencies in the MCAH system) 

in terms of carrying out the Essential Service.  A rating of “4” means that your local MCAH system has the capacity to address that 
component.  Likewise, a low rating indicates your MCAH system needs additional staff and/or resources to perform that component.  
This is a self-assessment where there are no right or wrong answers, and your jurisdiction will not be ranked against other jurisdictions.  
The value of the mCAST-5 lies in the discussion it stimulates and does not rely heavily upon the adequacy ratings.  

• Suggested points for discussion, or examples, are provided below each Process Indicator.  These questions are intended as 
discussion guides only, not as checklists, and some questions apply to more than one Process Indicator.  Discussions should not 
focus exclusively on these suggested questions, as they do not necessarily represent all of the elements that must be in place for 
adequate performance.  If deliberations tend to be focused exclusively on the questions listed, try skipping them and referring only to 
the indicators themselves.  

• The CAST-5 tool was developed for use by programs operating under a broad range of circumstances.  Some terms/examples may 
not apply to your local MCAH system.  Skip those questions and continue to the next component. 

 
2) In the “Notes” box, record notes from the discussion that will inform your SWOT analysis.  You may also record other comments or alternate 

viewpoints, as appropriate.    
 
3) The SWOT analysis is the main focus of the capacity assessment.  Identify the strengths, weaknesses, opportunities, and threats 

(SWOT) that are relevant to performing or improving the specified function and record them on the last page of the worksheet for this 
Essential Service.  Examples of factors to consider are provided for each component of the analysis.  List concrete examples in the SWOT 
as it relates to the Essential Service being assessed.  
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Local MCAH Jurisdiction: __________________________________________ 
 
Assessment of Essential Service #3 Process Indicators 
 

Essential Service #3:  Inform and educate the public and families about maternal and child health issues.  
Process Indicator Level of Adequacy Notes 

3.1 Individual-Based Health Education 
     Key Idea: 
     — Assure the provision and quality of personal health education services 
3.1.1   Do you identify existing and emerging health education needs 

and appropriate MCAH target audiences?  
 

For example:  
Does the local MCAH program, including other agencies that contribute to the health 
and well-being of the local MCAH population,  

• use the information from the Title V needs assessment in determining 
priorities for health education services in the community? 

• know of existing resources related to these health education needs?  
• assess what health education programs and services are already in place 

when determining priorities for developing new programs?  
 

 
 
 

          
     1      2      3      4 
 
1=weak……4=strong 
 
 

      

3.1.2   Do you conduct and/or fund health education programs/services 
on MCAH topics directed to specific audiences to promote the 
health of MCAH populations?  
 

For example:  
Does the local MCAH program, including other agencies that contribute to the health 
and well-being of the local MCAH population,  

• offer resources, technical assistance, funding, or other incentives to local 
organizations to implement MCAH education activities?  

• use other funds to support existing health education programs?  
• collaborate with other public and private agencies/organizations in 

implementing MCAH education services (e.g., establishing partnerships with 
community based organizations or businesses)?  

 

 
 
 

          
     1      2      3      4 
 
1=weak….4=strong 
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Assessment of Essential Service #3 Process Indicators (continued) 
 
Essential Service #3:  Inform and educate the public and families about maternal and child health issues. 

Process Indicator Level of Adequacy Notes 
3.2 Population-Based Health Information Services 
Key Idea: 
— Provide health information to broad audiences 
3.2.1   Do you identify existing and emerging MCAH population-

based health information needs?  
For example:  
Does the local MCAH program, including other agencies that contribute to 
the health and well-being of the local MCAH population,  

• use information from the Title V needs assessment in determining 
priorities for MCAH population-based disease prevention/health 
promotion campaigns? 

• know of a wide range of disease prevention/health promotion 
resources?  

• assess what disease prevention/health promotion campaigns are 
already in place when determining priorities for developing new   
ones? 

 
 
 

          
       1      2      3      4 
 
1=weak……..4=strong 
 
 

      

3.2.2    Do you design and implement public awareness 
campaigns on specific MCAH issues to promote 
behavior change? 

For example:  
Has the local MCAH program, including other agencies that contribute to 
the health and well-being of the local MCAH population,  

• contracted for a public awareness campaign using evidence-based 
media and communication methods?  

• used MCAH funds to support public awareness campaigns?  
• identified, educated, and collaborated with other public and private 

entities in implementing evidence-based public awareness 
campaigns and health behavior change messages?  

• communicated timely information on MCAH topics (e.g., current 
local, state, and national research findings, MCAH programs and 
services) through press releases, newsletters, and other local 
media and community channels? 

 

 
 
 

          
1      2      3      4 

 
1=weak……..4=strong 
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Assessment of Essential Service #3 Process Indicators (continued) 
 
Essential Service #3:  Inform and educate the public and families about maternal and child health issues. 

Process Indicator Level of Adequacy Notes 
3.2.3    Do you develop, fund, and/or otherwise support the 

dissemination of MCAH information and education 
resources? 

For example:  
Does the local MCAH program, including other agencies that contribute to 
the health and well-being of the local MCAH population,  

• provide readily accessible MCAH information and education 
resources to local communities, policy makers, and stakeholders?  

• have access to information regarding current national, state, and 
local MCAH data reports?  

• get approached by policymakers, consumers, and others to provide 
descriptive information about MCAH populations and health status 
indicators?  

• have a regular means of publicizing its toll-free MCAH line that 
targets a full range of MCAH constituents in the jurisdiction?  

 

 
 
 

          
1      2      3      4 

 
1=weak…….4=strong 
 
 
 
 
 
 

       

3.2.4    Do you release evaluative reports on the effectiveness of 
public awareness campaigns and other population-based 
health information services? 

For example:  
Does the local MCAH program, including other agencies that contribute to 
the health and well-being of the local MCAH population,  

• collect information on the individuals and organizations reached by 
health information campaigns and other methods of disseminating 
health information?  

• collect data on changes in knowledge and behavior resulting from its 
population-based health information services?  

• analyze data on outcomes of these services?  
• disseminate results of these analyses to provider organizations or 

other interested parties? 
• use this information to make decisions about continuation of funding 

or changes in programming?  
 

 
 
 

          
     1      2      3      4 
 
1=weak…….4=strong 
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SWOT Analysis for Essential Service # 3:  Inform and educate the public and families about maternal and child health issues.
 

 
Strengths (e.g., human, fiscal, or technological resources; 
social/political factors; demographic trends; past and current 
federal involvement/activities; state-local relationships, 
organizational culture, organizational structure) 
 
      
 
 
 
 
 
 
 
 
 
 
 
 
 
Opportunities: (e.g., human, fiscal, or technological 
resources; statutory/regulatory changes; community/business 
resources; social/political changes, technological 
developments) 
 
     

 
Weaknesses: (e.g., human resources; budgetary restrictions 
and fiscal resources; technological resources; state-local 
relationships; organizational culture; organizational structure) 
 
      
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Threats: (e.g., statutory/regulatory change; organizational 
change/reorganization; social/political factors; demographic 
trends) 
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Assessment of Essential Service #4:  Mobilize community partnerships between policymakers, health care providers, families, 
the general public, and others to identify and solve maternal, child and adolescent health problems. 
 
Instructions 
 
The audience for this tool is the local MCAH system, which includes not only the local MCAH program but also other organizations that contribute to 
the health and well-being of the MCAH population in the jurisdiction.  These may include the local health department, other governmental agencies, 
healthcare providers, human service organizations, schools, community based organizations, youth development organizations, and many others. 
 
The Process Indicators are used to identify the current levels of performance for each of the 10 MCAH Essential Services.  First, read through the 
entire list of Process Indicators for this Essential Service.  After reading through the entire list, for each Process Indicator: 
 

1) Discuss the Process Indicator and mark the response category that best reflects how adequately your local MCAH system performs the 
function based on a 4-point scale with “1” to mean weak or minimal level of adequacy and “4” to mean strong or optimal level of adequacy.   

 
The following critical points will help the assessment team interpret indicators and reach consensus: 

• Assess adequacy in terms of “where you are at” (taking into consideration the contributions of other agencies in the MCAH 
system) in terms of carrying out the Essential Service.  A rating of “4” means that your local MCAH system has the capacity to 
address that component.  Likewise, a low rating indicates your MCAH system needs additional staff and/or resources to perform that 
component.  This is a self-assessment where there are no right or wrong answers, and your jurisdiction will not be ranked against 
other jurisdictions.  The value of the mCAST-5 lies in the discussion it stimulates and does not rely heavily upon the adequacy 
ratings.  

• Suggested points for discussion, or examples, are provided below each Process Indicator.  These questions are intended as 
discussion guides only, not as checklists, and some questions apply to more than one Process Indicator.  Discussions should not 
focus exclusively on these suggested questions, as they do not necessarily represent all of the elements that must be in place for 
adequate performance.  If deliberations tend to be focused exclusively on the questions listed, try skipping them and referring only to 
the indicators themselves.  

• The CAST-5 tool was developed for use by programs operating under a broad range of circumstances.  Some terms/examples may 
not apply to your local MCAH system.  Skip those questions and continue to the next component. 

 
2) In the “Notes” box, record notes from the discussion that will inform your SWOT analysis.  You may also record other comments or alternate 

viewpoints, as appropriate.    
 
3) The SWOT analysis is the main focus of the capacity assessment.  Identify the strengths, weaknesses, opportunities, and threats 

(SWOT) that are relevant to performing or improving the specified function and record them on the last page of the worksheet for this 
Essential Service.  Examples of factors to consider are provided for each component of the analysis.  List concrete examples in the SWOT 
as it relates to the Essential Service being assessed.  
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   Local MCAH Jurisdiction: ________________________________________ 
 
   Assessment of Essential Service #4 Process Indicators 
 

Essential Service #4:  Mobilize community partnerships between policymakers, health care providers, families, the general public, 
and others to identify and solve maternal, child and adolescent health problems. 

Process Indicator Level of Adequacy Notes 
4.1 Do you respond to community MCAH concerns as 

they arise?  
 
For example: 

• Are community organizations aware of how to and to 
whom within the local MCAH program to communicate 
their concerns?  

Does the local MCAH program, including other agencies that 
contribute to the health and well-being of the local MCAH 
population,  

• regularly hear from community organizations about their 
concerns and interests?  

• respond actively to community concerns through 
changes in policies, programs, or other means?  

 
 
 

 
 
 
               
      1      2      3      4 
 
1=weak………4=strong 
 
 
 
 
 

      

4.2 Do you identify community geographic 
boundaries and/or stakeholders for use in 
targeting interventions and services? 

 
For example:  

• Do needs assessments and planning activities 
incorporate detailed assessments of the segments of the 
community to which services and programs are 
targeted?  

• Are community boundaries and/or identities determined 
with input from community members and/or stakeholder 
groups?  

 

 
 
 
              
     1      2      3      4 
 
1=weak………4=strong 
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  Assessment of Essential Service #4 Process Indicators (continued) 

 
Essential Service #4:  Mobilize community partnerships between policymakers, health care providers, families, the general public, 
and others to identify and solve maternal, child and adolescent health problems. 

Process Indicator Level of Adequacy Notes 
4.3 Do you provide trend information to targeted 

community audiences on local MCAH status and 
needs? 

 
For example:  

• Does the local MCAH program, including other agencies 
that contribute to the health and well-being of the local 
MCAH population, provide current information about 
public health trends that are disseminated to provider 
associations, elected officials, and community 
organizations?  

 
 

 
 
 
              
     1      2      3      4 
 
1=weak………4=strong 
 
 
 
 
 

      

4.4 Do you actively solicit and use community input 
about MCAH needs? 

 
For example:  
Does the local MCAH program, including other agencies that 
contribute to the health and well-being of the local MCAH 
population,  

• have a mechanism for including the perspectives of 
community members/ organizations in identifying 
needs?  

• provide technical assistance on collaborating with 
community organizations in identifying needs?  

 

 
 
 
              
     1      2      3      4 
 
1=weak………4=strong 
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  Assessment of Essential Service #4 Process Indicators (continued) 

 
Essential Service #4:  Mobilize community partnerships between policymakers, health care providers, families, the general public, 
and others to identify and solve maternal, child and adolescent health problems. 

Process Indicator Level of Adequacy Notes 
4.5 Do you provide resources for community 

generated initiatives and partnerships among 
public and/or private community stakeholders 
(e.g., CBOs, hospital associations, parent 
groups)? 

 
For example: 
Does the local MCAH program, including other agencies that 
contribute to the health and well-being of the local MCAH 
population,  

• provide funding and/or assistance for CBOs, 
stakeholders, and other local providers of MCAH 
services?  

• collaborate with community initiatives addressing 
problems/needs identified by the community?  

 
 

 
 
              
     1      2      3      4 
 
1=weak………4=strong 
 
 
 
 
 
 

      

4.6 Do you collaborate with coalitions and/or 
professional organizations to develop strategic 
plans to address health status and health systems 
issues? 

 
For example:  
Does the local MCAH program, including other agencies that 
contribute to the health and well-being of the local MCAH 
population,  

• provide assistance to coalitions?  
• obtain funding from grants for convening or participating 

in coalitions or similar collaborative activities?  
 
 

 
 
 
              
     1      2      3      4 
 
1=weak………4=strong 
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SWOT Analysis for Essential Service #4:  Mobilize community partnerships between policymakers, health care providers, 
families, the general public, and others to identify and solve maternal, child and adolescent health problems.  

 
 
Strengths (e.g., human, fiscal, or technological resources; 
social/political factors; demographic trends; past and current 
federal involvement/activities; state-local relationships, 
organizational culture, organizational structure) 
 
      
 
 
 
 
 
 
 
 
 
 
 
Opportunities: (e.g., human, fiscal, or technological 
resources; statutory/regulatory changes; community/business 
resource; social/political changes, technological 
developments) 
 
     

 
Weaknesses: (e.g., human resources; budgetary restrictions 
and fiscal resources; technological resources; state-local 
relationships; organizational culture; organizational structure) 
 
      
 
 
 
 
 
 
 
 
 
 
 
 
Threats: (e.g., statutory/regulatory change; organizational 
change/reorganization; social/political factors; demographic 
trends) 
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Assessment of Essential Service #5: Provide leadership for priority setting, planning, and policy development to support 
community efforts to assure the health of women, children, youth and their families. 
 
Instructions 
 
The audience for this tool is the local MCAH system, which includes not only the local MCAH program but also other organizations that contribute 
to the health and well-being of the MCAH population in the jurisdiction.  These may include the local health department, other governmental 
agencies, healthcare providers, human service organizations, schools, community based organizations, youth development organizations, and 
many others. 
 
The Process Indicators are used to identify the current levels of performance for each of the 10 MCAH Essential Services.  First, read through the 
entire list of Process Indicators for this Essential Service.  After reading through the entire list, for each Process Indicator: 
 

1) Discuss the Process Indicator and mark the response category that best reflects how adequately your local MCAH system performs the 
function based on a 4-point scale with “1” to mean weak or minimal level of adequacy and “4” to mean strong or optimal level of adequacy.   

 
The following critical points will help the assessment team interpret indicators and reach consensus: 

• Assess adequacy in terms of “where you are at” (taking into consideration the contributions of other agencies in the MCAH 
system) in terms of carrying out the Essential Service.  A rating of “4” means that your local MCAH system has the capacity to 
address that component.  Likewise, a low rating indicates your MCAH system needs additional staff and/or resources to perform 
that component.  This is a self-assessment where there are no right or wrong answers, and your jurisdiction will not be ranked 
against other jurisdictions.  The value of the mCAST-5 lies in the discussion it stimulates and does not rely heavily upon the 
adequacy ratings.  

• Suggested points for discussion, or examples, are provided below each Process Indicator.  These questions are intended as 
discussion guides only, not as checklists, and some questions apply to more than one Process Indicator.  Discussions should 
not focus exclusively on these suggested questions, as they do not necessarily represent all of the elements that must be in place 
for adequate performance.  If deliberations tend to be focused exclusively on the questions listed, try skipping them and referring 
only to the indicators themselves.  

• The CAST-5 tool was developed for use by programs operating under a broad range of circumstances.  Some terms/examples 
may not apply to your local MCAH system.  Skip those questions and continue to the next component. 

 
2) In the “Notes” box, record notes from the discussion that will inform your SWOT analysis.  You may also record other comments or 

alternate viewpoints, as appropriate.    
 

3) The SWOT analysis is the main focus of the capacity assessment.  Identify the strengths, weaknesses, opportunities, and threats 
(SWOT) that are relevant to performing or improving the specified function and record them on the last page of the worksheet for this 
Essential Service.  Examples of factors to consider are provided for each component of the analysis.  List concrete examples in the SWOT 
as it relates to the Essential Service being assessed.  
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Local MCAH Jurisdiction: _______________________________________ 
 
Assessment of Essential Service #5 Process Indicators 
 
Essential Service #5:  Provide leadership for priority setting, planning, and policy development to support community efforts to assure the 

health of women, children, youth and their families.   
Process Indicator Level of Adequacy Notes 

5.1 Data-Driven Decision Making/Planning 
Key Ideas: 
− Routine use of population-based quantitative and qualitative data, including stakeholder concerns 
− Dissemination of timely data for planning purposes 
5.1.1     Do you actively promote the use of the 

scientific knowledge base in the development, 
evaluation, and allocation of resources for 
MCAH policies, services, and programs? 

 
 
For example:  
Does the local MCAH program, including other agencies that 
contribute to the health and well-being of the local MCAH 
population, 

• have a systematic process for evaluating current data 
pertaining to proposed policies, services, and programs? 

• regularly consult with expert advisory panels in the 
formulation of policies, services, and programs?  

• use health status indicators and/or other data to 
establish MCAH objectives and program plans?  

 
 
 
 
              
     1      2     3     4 
 
1=weak……..4=strong 
 
 
 
 
 

      

5.1.2     Do you support the production and 
dissemination of an annual local report on 
MCAH status, objectives, and programs?  

 
For example:  
Does the local MCAH program, including other agencies that 
contribute to the health and well-being of the local MCAH 
population, 

• contribute resources to the production and 
dissemination of an annual MCAH local report?  

• contribute data and/or analysis in the production of an 
annual MCAH local report?  

• provide leadership for the production of an annual 
MCAH local report?  

 
 
 
              
     1      2     3     4 
 
1=weak……..4=strong 
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Assessment of Essential Service #5 Process Indicators (continued) 
 
Essential Service #5:  Provide leadership for priority setting, planning, and policy development to support community efforts to assure the 
health of women, children, youth and their families.   

Process Indicator Level of Adequacy Notes 
5.1.3     Do you establish and routinely use formal 

mechanisms to gather stakeholders’ guidance 
on MCAH concerns?  

 
For example:  

• Does the local MCAH program, including other agencies 
that contribute to the health and well-being of the local 
MCAH population routinely consult with an advisory 
structure(s) in the prioritization of health issues and the 
development of health policies and programs?  

• Does the advisory structure(s) include representatives of 
professional associations, community groups, and 
consumers/families?  

• Does the advisory structure(s) refer to current data in 
formulating policy stances?  

• Do members of the advisory structure(s) feel their input 
is valued and used in shaping policy?  

 

 
 
 
              
     1      2     3     4 
 
1=weak……..4=strong 
 
 
 
 
 
 

      

5.1.4    Do you use diverse data and perspectives for 
data-driven planning and priority-setting?  

 
For example:  
Does the local MCAH program, including other agencies that 
contribute to the health and well-being of the local MCAH 
population, 

• regularly use data from other agencies (state, regional, 
local, and/or national)?  

• have a systematic process for using these data to inform 
local and state MCAH health objectives and planning?  

 

 
 
 
              
     1      2     3     4 
 
1=weak……..4=strong 
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Assessment of Essential Service #5 Process Indicators (continued) 
 
Essential Service #5:  Provide leadership for priority setting, planning, and policy development to support community efforts to assure the 
health of women, children, youth and their families.   

Process Indicator Level of Adequacy Notes 
5.2 Negotiating Program and Policy Development 
Key Ideas: 
− Collaboration 
− Leadership in promoting the MCAH mission 
5.2.1    Do you participate in and provide consultation 

to ongoing state initiatives to address MCAH 
issues and coordination needs? 

For example:  
Does the local MCAH program, including other agencies that 
contribute to the health and well-being of the local MCAH 
population, 

• participate, as a member, with two or more local or state 
level advisory councils or working committees?  

• routinely partner with other agencies or programs in 
activities related to training and education, program and 
policy development, and/or evaluation?  

• serve as agency representative for one or more private 
sector community projects or professional associations?  

• have involvement in activities that influence or inform the 
public health policy process? 

• Are there key issue areas for which agency partnerships 
are lacking? 

 
 
 
              
     1      2     3     4 
 
1=weak……..4=strong 
 
 
 
 
 
 
 

      

5.2.2    Do you develop, review, and routinely update 
formal interagency agreements for 
collaborative roles in established public 
programs (e.g., WIC, family planning, Medi-Cal, 
First Five)? 

For example:  
Does the local MCAH program, including other agencies that 
contribute to the health and well-being of the local MCAH 
population, 

• participate in interagency agreements for joint needs 
assessment and/or program planning and evaluation?  

• review and update these interagency agreements on a 
reasonable routine schedule?  

• Are there programs or issue areas for which there are 
no interagency agreements but there should be?  

 
 
 
              
     1      2     3     4 
 
1=weak……..4=strong 
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Assessment of Essential Service #5 Process Indicators (continued) 
 
Essential Service #5:  Provide leadership for priority setting, planning, and policy development to support community efforts to assure the 
health of women, children, youth and their families.   

Essential Service Indicator Level of Adequacy Notes 
5.2.3    Do you serve as a consultant to and cultivate 

collaborative roles in new local or state 
initiatives through either informal mechanisms 
or formal interagency agreements? 

 
For example:  
Has the local MCAH program, including other agencies that 
contribute to the health and well-being of the local MCAH 
population, 

• contributed to the planning process of a new local or 
state initiative affecting the MCAH population?  

• been part of the implementation of a joint local or state 
initiative?  

• been routinely consulted by the leadership of other 
programs to provide insight into the impact of policies 
and procedures on MCAH populations?  

 

 
 
 
              
     1      2     3     4 
 
1=weak……..4=strong 
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SWOT Analysis for Essential Service #5:  Provide leadership for priority setting, planning, and policy development to 
support community efforts to assure the health of women, children, youth and their families.   

 
 
Strengths (e.g., human, fiscal, or technological resources; 
social/political factors; demographic trends; past and current 
federal involvement/activities; state-local relationships, 
organizational culture, organizational structure) 
 
 
 
 
 
 
 
 
 
 
 
 
Opportunities: (e.g., human, fiscal, or technological 
resources; statutory/regulatory changes; community/business 
resources; social/political changes, technological 
developments) 
 

 
Weaknesses: (e.g., human resources; budgetary restrictions 
and fiscal resources; technological resources; state-local 
relationships; organizational culture; organizational structure) 
 
 
 
 
 
 
 
 
 
 
 
 
 
Threats: (e.g., statutory/regulatory change; organizational 
change/reorganization; social/political factors; demographic 
trends) 
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Assessment of Essential Service #6: Promote and enforce legal requirements that protect the health and safety of women, 
children, and youth, and ensure public accountability for their well-being. 
 
Instructions 
 
The audience for this tool is the local MCAH system, which includes not only the local MCAH program but also other organizations that contribute to 
the health and well-being of the MCAH population in the jurisdiction.  These may include the local health department, other governmental agencies, 
healthcare providers, human service organizations, schools, community based organizations, youth development organizations, and many others. 
 
The Process Indicators are used to identify the current levels of performance for each of the 10 MCAH Essential Services.  First, read through the 
entire list of Process Indicators for this Essential Service.  After reading through the entire list, for each Process Indicator: 
 

1) Discuss the Process Indicator and mark the response category that best reflects how adequately your local MCAH system performs the 
function based on a 4-point scale with “1” to mean weak or minimal level of adequacy and “4” to mean strong or optimal level of adequacy.   

 
The following critical points will help the assessment team interpret indicators and reach consensus: 

• Assess adequacy in terms of “where you are at” (taking into consideration the contributions of other agencies in the MCAH 
system) in terms of carrying out the Essential Service.  A rating of “4” means that your local MCAH system has the capacity to 
address that component.  Likewise, a low rating indicates your MCAH system needs additional staff and/or resources to perform that 
component.  This is a self-assessment where there are no right or wrong answers, and your jurisdiction will not be ranked against 
other jurisdictions.  The value of the mCAST-5 lies in the discussion it stimulates and does not rely heavily upon the adequacy 
ratings.  

• Suggested points for discussion, or examples, are provided below each Process Indicator.  These questions are intended as 
discussion guides only, not as checklists, and some questions apply to more than one Process Indicator.  Discussions should not 
focus exclusively on these suggested questions, as they do not necessarily represent all of the elements that must be in place for 
adequate performance.  If deliberations tend to be focused exclusively on the questions listed, try skipping them and referring only to 
the indicators themselves.  

• The CAST-5 tool was developed for use by programs operating under a broad range of circumstances.  Some terms/examples may 
not apply to your local MCAH system.  Skip those questions and continue to the next component. 

 
2) In the “Notes” box, record notes from the discussion that will inform your SWOT analysis.  You may also record other comments or alternate 

viewpoints, as appropriate.    
 

3) The SWOT analysis is the main focus of the capacity assessment.  Identify the strengths, weaknesses, opportunities, and threats 
(SWOT) that are relevant to performing or improving the specified function and record them on the last page of the worksheet for this 
Essential Service.  Examples of factors to consider are provided for each component of the analysis.  List concrete examples in the SWOT 
as it relates to the Essential Service being assessed.  
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Local MCAH Jurisdiction: _____________________________________ 
 
Assessment of Essential Service #6 Process Indicators 
 
Essential Service #6:   Promote and enforce legal requirements that protect the health and safety of women, children, and youth, and 

ensure public accountability for their well-being. 
Process Indicator Level of Adequacy Notes 

6.1 Legislative and Regulatory Advocacy 
Key idea: 
— Assure legislative and regulatory adequacy 
6.1.1   Do you periodically review existing federal, state and local laws, regulations, 

and ordinances relevant to public health in the MCAH population?    
For example:  
Does the local MCAH program, including other agencies that contribute to the health and well-being of 
the local MCAH population, 

• include an assessment of MCAH legislation and ordinances in its long-term planning about 
needs and priorities for the local MCAH population?  

• participate in an interagency review of legislation and ordinances affecting programs serving 
the MCAH population?  

• review public health related legislation and ordinances to ensure adequacy of MCAH 
programming, resource allocation, and reporting standards?  

• have access to legal counsel for assistance in the review of laws, regulations, and 
ordinances? 

 

 
 
             
   1    2     3     4 
 
1=weak…....4=strong 
 
 

      

6.1.2   Do you monitor proposed legislation, regulations, and local ordinances that 
might impact MCAH and participate in discussions about its appropriateness 
and effects? 

For example:  
Does the local MCAH program, including other agencies that contribute to the health and well-being of 
the local MCAH population, 

• communicate with legislators, regulatory officials, or other policymakers regarding proposed 
legislation, regulations, or ordinances? 

• participate in the drafting, development, or modification of proposed legislation, regulations, or 
ordinances for current MCAH public health issues and issues that are not adequately 
addressed? 

• Does the Local MCAH Director participate in MCAH Action meetings to receive updates on 
current legislation and communicate with other MCAH leaders on legal or regulatory MCAH 
issues? 

 
 
 
             
   1    2     3     4 
 
1=weak…....4=strong 
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     Assessment of Essential Service #6 Process Indicators (continued) 
 

Essential Service #6:   Promote and enforce legal requirements that protect the health and safety of women, children, and youth, 
and ensure public accountability for their well-being. 

Process Indicator Level of Adequacy Notes 
6.1.3   Do you devise and promote a strategy for informing 

elected officials about legislative/regulatory needs for 
MCAH? 

 
For example:  
Does the local MCAH program, including other agencies that contribute to the 
health and well-being of the local MCAH population, 

• identify MCAH public health issues that can only be addressed 
through new laws, regulations, or ordinances?  

• communicate or advocate to local, state, or national elected officials 
or to regulatory agencies by meeting, calling, faxing, e-mailing or 
writing to them about current and proposed legislation/ regulations 
affecting the MCAH population? 

• indirectly influence public opinion and policy affecting the MCAH 
population by writing a letter to the editor or an opinion piece in a 
newspaper, talking to a reporter or editor, doing radio call-ins, 
distributing action flyers, and/or bringing up issues at meeting of other 
groups you belong to and enlist other support in letter writing, signing 
petitions or grassroots advocacy?   

 

 
 
             
   1    2     3     4 
 
1=weak………....4=strong 
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Assessment of Essential Service #6 Process Indicators (continued) 

 
Essential Service #6:   Promote and enforce legal requirements that protect the health and safety of women, children, and youth, 
and ensure public accountability for their well-being. 

Process Indicator Level of Adequacy Notes 
6.2 Certification and Standards 
Key idea: 
— Provide leadership in promoting standards-based care 

6.2.1   Do you disseminate information about MCAH related 
legislation and local ordinances to the individuals and 
organizations who are required to comply with them?   

 
For example:  
Does the local MCAH program, including other agencies that contribute to the 
health and well-being of the local MCAH population, 

• disseminate information about new MCAH related legislation and local 
ordinances to individuals and organizations as appropriate? 

• integrate new legislation and ordinances with existing MCAH programs 
and activities?  

 

 
 
    
 
             
   1    2     3     4 
 
1=weak……...4=strong 
 
 
 

      

6.2.2   Do you provide leadership to develop and publicize 
harmonious and complementary standards that promote 
excellence in quality care for women, infants, and children, in 
collaboration with professional organizations and other local 
agencies? 

 
For example:  
Does the local MCAH program, including other agencies that contribute to the 
health and well-being of the local MCAH population, 

• provide leadership and MCAH expertise in a standards-setting process for 
programs serving MCAH populations (e.g., school health services, family 
planning/reproductive health care, WIC, child care, CSHCN)?  

• regularly review standards for consistency and appropriateness, based on 
current advances in the field?  

• promote interagency consistency in standards?  
 

 
 
 
 
             
   1    2     3     4 
 
1=weak……...4=strong 
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Assessment of Essential Service #6 Process Indicators (continued) 

 
Essential Service #6:   Promote and enforce legal requirements that protect the health and safety of women, children, and youth, 
and ensure public accountability for their well-being. 

Process Indicator Level of Adequacy Notes 
6.2.3   Do you integrate standards of quality care into MCAH-funded 

activities and other publicly or privately funded services?   
For example:  
Does the local MCAH program, including other agencies that contribute to the health and 
well-being of the local MCAH population, 

• collaborate with other funded entities to incorporate MCAH standards of quality 
care and outcomes objectives into their grant/contract?  

• provide resources and information to assist local agencies, providers, and CBOs 
to incorporate MCAH standards of quality care and outcome objectives into their 
protocols?  

 

 
    
 
             
   1      2     3     4 
 
1=weak……..4=strong 
 
 

      

6.2.4   Do you develop, enhance, and promote protocols, instruments, and 
methodologies for use by local agencies that promote MCAH quality 
assurance? 

For example:  
Does the local MCAH program, including other agencies that contribute to the health and 
well-being of the local MCAH population, 

• lead or participate in a process to promote maternal, neonatal, perinatal, and 
children’s services and conduct outcome analysis? 

• provide leadership in promoting the implementation of existing MCAH standards-
based protocols and instruments across the LHJ?  

• promote and develop a process to identify quality issues pertaining to MCAH 
(e.g., infant, maternal, and child deaths, etc.)?  

 

 
    
 
             
   1    2     3     4 
 
1=weak……..4=strong 
 

      

6.2.5   Do you participate in or provide oversight for quality assurance 
efforts among local health agencies and systems and contribute 
resources for correcting identified problems? 

For example:  
Does the local MCAH program, including other agencies that contribute to the health and 
well-being of the local MCAH population, 

• conduct record and site reviews of local health care providers, CBOs and 
subcontracts?   

• allocate resources for addressing deficiencies identified in such reviews?  
 

 
   
 
             
   1    2     3     4 
 
1=weak……..4=strong 
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SWOT Analysis for Essential Service #6:  Promote and enforce legal requirements that protect the health and safety of 
women, children, and youth, and ensure public accountability for their well-being.
 
Strengths (e.g., human, fiscal, or technological resources; 
social/political factors; demographic trends; past and current 
federal involvement/activities; state-local relationships, 
organizational culture, organizational structure) 
      
 
 
 
 
 
 
 
 
 
 
 
 
Opportunities: (e.g., human, fiscal, or technological 
resources; statutory/regulatory changes; community/business 
resources; social/political changes, technological 
developments) 
 
     

 
Weaknesses: (e.g., human resources; budgetary restrictions 
and fiscal resources; technological resources; state-local 
relationships; organizational culture; organizational structure) 
 
      
 
 
 
 
 
 
 
 
 
 
 
 
Threats: (e.g., statutory/regulatory change; organizational 
change/reorganization; social/political factors; demographic 
trends) 
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Assessment of Essential Service #7: Link women, children, and youth to health and other community and family services, and 
assure access to comprehensive, quality systems of care. 
 
Instructions 
 
The audience for this tool is the local MCAH system, which includes not only the local MCAH program but also other organizations that contribute to 
the health and well-being of the MCAH population in the jurisdiction.  These may include the local health department, other governmental agencies, 
healthcare providers, human service organizations, schools, community based organizations, youth development organizations, and many others. 
 
The Process Indicators are used to identify the current levels of performance for each of the 10 MCAH Essential Services.  First, read through the 
entire list of Process Indicators for this Essential Service.  After reading through the entire list, for each Process Indicator: 
 

1) Discuss the Process Indicator and mark the response category that best reflects how adequately your local MCAH system performs the 
function based on a 4-point scale with “1” to mean weak or minimal level of adequacy and “4” to mean strong or optimal level of adequacy.   

 
The following critical points will help the assessment team interpret indicators and reach consensus: 

• Assess adequacy in terms of “where you are at” (taking into consideration the contributions of other agencies in the MCAH 
system) in terms of carrying out the Essential Service.  A rating of “4” means that your local MCAH system has the capacity to 
address that component.  Likewise, a low rating indicates your MCAH system needs additional staff and/or resources to perform that 
component.  This is a self-assessment where there are no right or wrong answers, and your jurisdiction will not be ranked against 
other jurisdictions.  The value of the mCAST-5 lies in the discussion it stimulates and does not rely heavily upon the adequacy 
ratings.  

• Suggested points for discussion, or examples, are provided below each Process Indicator.  These questions are intended as 
discussion guides only, not as checklists, and some questions apply to more than one Process Indicator.  Discussions should not 
focus exclusively on these suggested questions, as they do not necessarily represent all of the elements that must be in place for 
adequate performance.  If deliberations tend to be focused exclusively on the questions listed, try skipping them and referring only to 
the indicators themselves.  

• The CAST-5 tool was developed for use by programs operating under a broad range of circumstances.  Some terms/examples may 
not apply to your local MCAH system.  Skip those questions and continue to the next component. 

 
2) In the “Notes” box, record notes from the discussion that will inform your SWOT analysis.  You may also record other comments or alternate 

viewpoints, as appropriate.    
 

3) The SWOT analysis is the main focus of the capacity assessment.  Identify the strengths, weaknesses, opportunities, and threats 
(SWOT) that are relevant to performing or improving the specified function and record them on the last page of the worksheet for this 
Essential Service.  Examples of factors to consider are provided for each component of the analysis.  List concrete examples in the SWOT 
as it relates to the Essential Service being assessed.  
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Local MCAH Jurisdiction: _______________________________________   
 
Assessment of Essential Service #7 Process Indicators 
 

Essential Service #7:   Link women, children, and youth to health and other community and family services, and assure access to 
comprehensive, quality systems of care. 

Process Indicator Level of Adequacy Notes 
7.1 Assure access to services 
Key ideas: 
— Provide oversight and technical assistance 
— Ensure access to comprehensive and culturally appropriate services 
7.1.1    Do you develop, publicize, and routinely update a toll-free line 

and other resources for public access to information about 
health services availability? 

For example:  
Does the local MCAH program, including other agencies that contribute to the 
health and well-being of the MCAH population, 

• run ongoing TV, radio, print, and/or online advertisements publicizing its 
toll-free MCAH line?  

• provide information to consumers about private health insurance 
coverage and publicly funded MCAH services (e.g., family planning 
clinics, WIC)?  

• assist localities in promoting awareness about local MCAH services?  
• routinely evaluate the effectiveness and appropriateness of information 

about MCAH services availability?  

 
 
               
      1      2     3     4 
 
1=weak…..…..4=strong 
 

      

7.1.2    Do you provide resources and technical assistance for 
outreach, improved enrollment procedures, and service 
delivery methods for unserved and underserved populations?  

For example:  
Does the local MCAH program, including other agencies that contribute to the 
health and well-being of the MCAH population, 

• promote the development of subcontracts, partnerships, and 
collaboratives to enhance outreach and link people to health care 
services?   

• provide leadership and resources for developing and implementing 
effective methods of health care delivery (e.g., off-site services such as 
mobile vans and health centers)?  

• provide technical assistance to local agencies, providers, and health 
plans in identifying and serving unserved and underserved MCAH 
populations?  

• disseminate information on best practices among local agencies, 
providers, and health plans across LHJs? 

 
 
 
               
      1      2     3     4 
 
1=weak…..…..4=strong 
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Assessment of Essential Service #7 Process Indicators (continued) 
 
Essential Service #7:   Link women, children, and youth to health and other community and family services, and assure access to 
comprehensive, quality systems of care. 

Process Indicator Level of Adequacy Notes 
7.1.3   Do you assist unserved and underserved MCAH 

populations in accessing health care services? 
 

For example:  
Does the local MCAH program, including other agencies that contribute to the 
health and well-being of the MCAH population, 

• provide information and assistance to link vulnerable MCAH 
populations to health services?  

• provide information and assistance to link eligible women and 
children to Medi-Cal, WIC, or Healthy Families? 

• work with local agencies to develop recommendations and implement 
improvements in identification, outreach, and follow-up of high risk, 
unserved, and underserved MCAH populations? 

 

 
 
   
               
      1      2     3     4 
 
1=weak……..4=strong 
 

      

7.1.4   Do you provide resources to strengthen the cultural and 
linguistic appropriateness of providers and services to 
enhance their accessibility and effectiveness? 

 
For example:  
Does the local MCAH program, including other agencies that contribute to the 
health and well-being of the MCAH population, 

• train its own staff in cultural and linguistic competence for interacting 
with clients?  

• sponsor continuing education opportunities for providers on cultural 
competence and health issues specific to racial/ethnic/cultural groups 
living in the LHJ?  

• provide resources to culturally representative community groups and 
their local health agency for outreach materials and media messages 
targeted to specific audiences?  

• provide leadership and resources for the recruitment and retention of 
culturally and linguistically appropriate staff to assist population 
groups in obtaining maternal and child health services?  

 

 
 
  
               
      1      2     3     4 
 
1=weak……..4=strong 
 

      



Worksheet D; mCAST-5 Instrument 7 

72  

 
   Assessment of Essential Service #7 Process Indicators (continued) 
 
Essential Service #7:   Link women, children, and youth to health and other community and family services, and assure access to 
comprehensive, quality systems of care. 

Process Indicator Level of Adequacy Notes 
7.1.5   Do you collaborate with other local agencies to expand 

the capacity of the health and social services 
systems, and establish interagency agreements for 
capacity-building initiatives/access to services? 

 
For example:  
Does the local MCAH program, including other agencies that contribute 
to the health and well-being of the MCAH population, 

• collaborate with other agencies in developing proposals for 
enhanced MCAH services?  

• submit or support proposals for private foundation grants for 
enhanced MCAH services?  

• routinely review interagency agreements for effectiveness and 
meet with professional organizations and other local agencies to 
assess needs and capacity-building opportunities?  

• routinely assess system barriers and successes and develop 
strategies for making improvements?  

 

 
   
 
             
      1      2     3     4 
 
1=weak…....4=strong 
 

      

7.1.6   Do you actively participate in appropriate provider 
enrollment procedures and provision of services for 
new enrollees? 

 
For example:  
Does the local MCAH program, including other agencies that contribute 
to the health and well-being of the MCAH population, 

• update their enrollment screening protocols to comply with state 
MCAH program requirements?   

• oversee CPSP provider enrollment procedures and ensure 
compliance with program requirements?     

• interact with eligibility workers administering Medi-Cal 
enrollment protocols?  

• develop guides and/or other materials and protocols for 
assisting consumers in navigating the health care system?   

 

 
 
 
 
               
      1      2     3     4 
 
1=weak…....4=strong 
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   Assessment of Essential Service #7 Process Indicators (continued) 
 
Essential Service #7:   Link women, children, and youth to health and other community and family services, and assure access to 
comprehensive, quality systems of care. 

Process Indicator Level of Adequacy Notes 
7.2 Coordinate a system of comprehensive care 
Key Idea: 
— Provide leadership and oversight 

7.2.1   Do you provide leadership and resources for a 
system of case management and coordination of 
services?  

 
For example:  
Does the local MCAH program, including other agencies that 
contribute to the health and well-being of the MCAH population, 

• work with community service providers and health plan 
administrators to develop contracts that link and coordinate 
health services?  

• compile and distribute information on best practices of case 
management and coordination of services across localities?  

 

 
 
  
               
      1      2     3     4 
 
1=weak……...4=strong 
 

      

7.2.2   Do you provide leadership and oversight for systems 
of risk-appropriate perinatal and children’s care? 

 
For example:  
Does the local MCAH program, including other agencies that 
contribute to the health and well-being of the MCAH population, 

• support the establishment of cross-agency review teams?  
• support and promote the routine evaluation of systems of risk-

appropriate perinatal and children’s care?  

 
 
 
   
               
      1      2     3     4 
 
1=weak……...4=strong 
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SWOT Analysis for Essential Service #7:  Link women, children, and youth to health and other community and family 
services, and assure access to comprehensive, quality systems of care. 
 
Strengths (e.g., human, fiscal, or technological resources; 
social/political factors; demographic trends; past and current 
federal involvement/activities; state-local relationships, 
organizational culture, organizational structure) 
 
      
 
 
 
 
 
 
 
 
 
 
 
 
 
Opportunities: (e.g., human, fiscal, or technological 
resources; statutory/regulatory changes; community/business 
resources; social/political changes, technological 
developments) 
 
     

 
Weaknesses: (e.g., human resources; budgetary restrictions 
and fiscal resources; technological resources; state-local 
relationships; organizational culture; organizational structure) 
 
 
      
 
 
 
 
 
 
 
 
 
 
 
 
 
Threats: (e.g., statutory/regulatory change; organizational 
change/reorganization; social/political factors; demographic 
trends) 
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Assessment of Essential Service #8:   Assure the capacity and competency of the public health and personal health* 
workforce to effectively and efficiently address maternal and child health needs. 
 
Instructions 
 
The audience for this tool is the local MCAH system, which includes not only the local MCAH program but also other organizations that contribute to 
the health and well-being of the MCAH population in the jurisdiction.  These may include the local health department, other governmental agencies, 
healthcare providers, human service organizations, schools, community based organizations, youth development organizations, and many others. 
 
The Process Indicators are used to identify the current levels of performance for each of the 10 MCAH Essential Services.  First, read through the 
entire list of Process Indicators for this Essential Service.  After reading through the entire list, for each Process Indicator: 
 

1) Discuss the Process Indicator and mark the response category that best reflects how adequately your local MCAH system performs the 
function based on a 4-point scale with “1” to mean weak or minimal level of adequacy and “4” to mean strong or optimal level of adequacy.   

 
The following critical points will help the assessment team interpret indicators and reach consensus: 
• Assess adequacy in terms of “where you are at” (taking into consideration the contributions of other agencies in the MCAH system) 

in terms of carrying out the Essential Service.  A rating of “4” means that your local MCAH system has the capacity to address that 
component.  Likewise, a low rating indicates your MCAH system needs additional staff and/or resources to perform that component.  
This is a self-assessment where there are no right or wrong answers, and your jurisdiction will not be ranked against other jurisdictions.  
The value of the mCAST-5 lies in the discussion it stimulates and does not rely heavily upon the adequacy ratings.  

• Suggested points for discussion, or examples, are provided below each Process Indicator.  These questions are intended as 
discussion guides only, not as checklists, and some questions apply to more than one Process Indicator.  Discussions should not 
focus exclusively on these suggested questions, as they do not necessarily represent all of the elements that must be in place for 
adequate performance.  If deliberations tend to be focused exclusively on the questions listed, try skipping them and referring only to 
the indicators themselves.  

• The CAST-5 tool was developed for use by programs operating under a broad range of circumstances.  Some terms/examples may 
not apply to your local MCAH system.  Skip those questions and continue to the next component. 

 
2) In the “Notes” box, record notes from the discussion that will inform your SWOT analysis.  You may also record other comments or alternate 

viewpoints, as appropriate.    
 
3) The SWOT analysis is the main focus of the capacity assessment.  Identify the strengths, weaknesses, opportunities, and threats 

(SWOT) that are relevant to performing or improving the specified function and record them on the last page of the worksheet for this 
Essential Service.  Examples of factors to consider are provided for each component of the analysis.  List concrete examples in the SWOT 
as it relates to the Essential Service being assessed.  



Worksheet D: mCAST-5 Instrument 8 

76  

 
  Local MCAH Jurisdiction: ______________________________________ 
 
  Assessment of Essential Service #8 Process Indicators 
 

Essential Service #8:   Assure the capacity and competency of the public health and personal health* workforce to effectively and 
efficiently address maternal and child health needs. 
Process Indicator Level of Adequacy Notes 

8.1 Capacity 
Key Ideas: 
— Assure workforce capacity and distribution 
— Assure competency across a wide range of skill areas (e.g., technical, cultural, content-related) 
8.1.1   Do you develop and enhance formal and informal 

relationships with outside analysts, such as 
students of public health schools or professionals 
from other agencies, to enhance local public agency 
analytic capacity? 

For example:  
Does the local MCAH program, including other agencies that 
contribute to the health and well-being of the local MCAH population,  

• collaborate with outside analysts to conduct analyses as a 
part of needs assessment, program planning, evaluation, or 
other planning cycle activities?  

• seek out internship/practicum students for mentoring and 
collaboration?  

• seek out and support academic partnerships with professional 
schools in the state (e.g., joint appointments, adjunct 
appointments, Memoranda of Understanding between the 
agency and the school, sabbatical placements)?  

• provide leadership opportunities for outside analysts in areas 
where their expertise can provide insight, direction, or 
resources?  

 
 
 
 
 
               
      1      2     3     4 
 
1=weak……..4=strong 
 
 

      

8.1.2   Do you monitor the numbers, types, and skills of 
the MCAH labor force available at the local level?  

For example:  
Does the local MCAH program, including other agencies that 
contribute to the health and well-being of the local MCAH population,  

• assess existing workforce size, skills and experience? 
• collaborate with universities/schools/professional 

organizations to identify education and training needs and 
encourage opportunities for workforce development? 

• regularly obtain updated workforce data? 

 
 
 
 
               
      1      2     3     4 
 
1=weak……..4=strong 
 

      
 

   
  *This refers to professionals who provide health-related services to individuals on a one-on-one basis.  
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  Assessment of Essential Service #8 Process Indicators (continued) 
 

Essential Service #8:   Assure the capacity and competency of the public health and personal health* workforce to effectively and 
efficiently address maternal and child health needs. 

Process Indicator Level of Adequacy Notes 
8.1.3   Do you monitor provider and program 

distribution throughout the LHJ?  
For example:  
Does the local MCAH program, including other agencies that 
contribute to the health and well-being of the local MCAH 
population,  

• maintain or have access to a complete resource 
inventory of relevant programs and providers reaching 
MCAH populations?  

• assess the geographic coverage/availability of programs 
and providers? 

 
 
 
 
               
      1      2     3     4 
 
1=weak……..4=strong 
 
 

      

8.1.4   Do you integrate information on workforce and 
program distribution with ongoing health status 
needs assessment in order to address identified 
gaps and areas of concerns? 

For example:  
Does the local MCAH program, including other agencies that 
contribute to the health and well-being of the local MCAH 
population,  

• consider workforce capacity to address identified needs 
in the five year needs assessment?  

• consider workforce gaps as part of ongoing program 
planning?  

 
 
 
 
 
               
      1      2     3     4 
 
 
1=weak……..4=strong 

      

8.1.5   Do you create financial and/or other incentives 
and program strategies to address identified 
clinical professional and/or public health 
workforce shortages?  

For example:  
Does the local MCAH program, including other agencies that 
contribute to the health and well-being of the local MCAH 
population,  

• provide financial and/or other incentives to encourage a 
career in public health?  

• actively recruit graduates of public health and other 
professional schools?  

 

 
  
 
 
               
      1      2     3     4 
 
1=weak……..4=strong 
 
 

      

 
  *This refers to professionals who provide health-related services to individuals on a one-on-one basis.  



Worksheet D: mCAST-5 Instrument 8 

78  

 
   Assessment of Essential Service #8 Process Indicators (continued) 
 

Essential Service #8:   Assure the capacity and competency of the public health and personal health* workforce to effectively and 
efficiently address maternal and child health needs. 

Process Indicator Level of Adequacy Notes 
8.2 Competency 
Key Ideas: 
— Provide and support continuing professional education 
— Participate in pre-service and in-service training 
8.2.1   Do you make available and/or support 

continuing education on clinical and public 
health skills, emerging MCAH issues, and other 
topics pertaining to MCAH populations (e.g., 
cultural competence, availability of ancillary 
services and community resources, the 
community development process)? 

For example:  
Does the local MCAH program, including other agencies that 
contribute to the health and well-being of the local MCAH 
population,  

• collaborate with state professional associations, 
universities, and others in providing continuing 
education courses (face-to-face or distance learning)?  

• provide training, workshops, or conferences for local 
public health professionals and others on key emerging 
MCAH issues?  

• provide or support in-service training for program staff?  
 

 
 
 
 
 
               
      1      2     3     4 
 
1=weak……..4=strong 
 
 

      

8.2.2    Do you play a leadership role in establishing 
professional  competencies for  MCAH 
programs?  

For example:  
Does the local MCAH program, including other agencies that 
contribute to the health and well-being of the local MCAH 
population,  

• collaborate with LHJ personnel/human resources in 
establishing job competencies, qualifications, and hiring 
policies?  

• include job competencies and qualifications in contract 
requirements with local agencies and in Title V grants to 
community-based organizations and others?  

 
 
 
 
 
               
      1      2     3     4 
 
1=weak……..4=strong 
 
 

      

 
  *This refers to professionals who provide health-related services to individuals on a one-on-one basis.  



Worksheet D: mCAST-5 Instrument 8 

79  

 
   SWOT Analysis for Essential Service #8: Assure the capacity and competency of the public health and personal health*    

workforce to effectively and efficiently address maternal and child health needs. 
 

Strengths (e.g., human, fiscal, or technological resources; 
social/political factors; demographic trends; past and current 
federal involvement/activities; state-local relationships, 
organizational culture, organizational structure) 
 
      
 
 
 
 
 
 
 
 
 
 
 
 
Opportunities: (e.g., human, fiscal, or technological 
resources; statutory/regulatory changes; community/business 
resources; social/political changes, technological 
developments) 
 
      
 
 
 
 
 
 
 
 
 
 
*This refers to professionals who provide health-related services to 
individuals on a one-on-one basis.  

Weaknesses: (e.g., human resources; budgetary restrictions 
and fiscal resources; technological resources; state-local 
relationships; organizational culture; organizational structure) 
 
      
 
 
 
 
 
 
 
 
 
 
 
 
 
Threats: (e.g., statutory/regulatory change; organizational 
change/reorganization; social/political factors; demographic 
trends) 
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Assessment of Essential Service #9:   Evaluate the effectiveness, accessibility, and quality of personal health and population-
based maternal, child and adolescent health services. 
 
Instructions 
 
The audience for this tool is the local MCAH system, which includes not only the local MCAH program but also other organizations that contribute to 
the health and well-being of the MCAH population in the jurisdiction.  These may include the local health department, other governmental agencies, 
healthcare providers, human service organizations, schools, community based organizations, youth development organizations, and many others. 
 
The Process Indicators are used to identify the current levels of performance for each of the 10 MCAH Essential Services.  First, read through the 
entire list of Process Indicators for this Essential Service.  After reading through the entire list, for each Process Indicator: 
 

1) Discuss the Process Indicator and mark the response category that best reflects how adequately your local MCAH system performs the 
function based on a 4-point scale with “1” to mean weak or minimal level of adequacy and “4” to mean strong or optimal level of adequacy.   

 
The following critical points will help the assessment team interpret indicators and reach consensus: 

• Assess adequacy in terms of “where you are at” (taking into consideration the contributions of other agencies in the MCAH 
system) in terms of carrying out the Essential Service.  A rating of “4” means that your local MCAH system has the capacity to 
address that component.  Likewise, a low rating indicates your MCAH system needs additional staff and/or resources to perform that 
component.  This is a self-assessment where there are no right or wrong answers, and your jurisdiction will not be ranked against 
other jurisdictions.  The value of the mCAST-5 lies in the discussion it stimulates and does not rely heavily upon the adequacy 
ratings.  

• Suggested points for discussion, or examples, are provided below each Process Indicator.  These questions are intended as 
discussion guides only, not as checklists, and some questions apply to more than one Process Indicator.  Discussions should not 
focus exclusively on these suggested questions, as they do not necessarily represent all of the elements that must be in place for 
adequate performance.  If deliberations tend to be focused exclusively on the questions listed, try skipping them and referring only to 
the indicators themselves.  

• The CAST-5 tool was developed for use by programs operating under a broad range of circumstances.  Some terms/examples may 
not apply to your local MCAH system.  Skip those questions and continue to the next component. 

 
2) In the “Notes” box, record notes from the discussion that will inform your SWOT analysis.  You may also record other comments or alternate 

viewpoints, as appropriate.    
 
3) The SWOT analysis is the main focus of the capacity assessment.  Identify the strengths, weaknesses, opportunities, and threats 

(SWOT) that are relevant to performing or improving the specified function and record them on the last page of the worksheet for this 
Essential Service.  Examples of factors to consider are provided for each component of the analysis.  List concrete examples in the SWOT 
as it relates to the Essential Service being assessed.  
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   Local MCAH Jurisdiction: _____________________________________ 
 
   Assessment of Essential Service #9 Process Indicators 
 

Essential Service #9:   Evaluate the effectiveness, accessibility, and quality of personal health and population-based maternal, child 
and adolescent health services. 

Process Indicator Level of Adequacy Notes 
9.1 Do you support and/or assure routine monitoring 

and structured evaluations of MCAH services and 
programs? 

 
For example:  

• Are routine process evaluations built into the planning, 
implementation, and funding cycles of local MCAH 
programs?  

• Are routine outcome evaluations built into the planning, 
implementation, and funding cycles of local MCAH 
programs?  

Does the local MCAH program, including other agencies that 
contribute to the health and well-being of the local MCAH 
population,  

• have contracts with local providers that require 
monitoring and evaluation strategies?  

• identify gaps in the provision of MCAH services and 
programs? 

• establish criteria (goals, quality standards, target rates, 
etc.) to evaluate MCAH services and programs? 

 
 

 
 
 
               
      1      2     3     4 
 
1=weak……..4=strong 
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   Assessment of Essential Service #9 Process Indicators (continued) 
 

Essential Service #9:   Evaluate the effectiveness, accessibility, and quality of personal health and population-based maternal, child 
and adolescent health services. 

Process Indicator Level of Adequacy Notes 
9.2 Do you collaborate with local or community 

based organizations in collecting and analyzing 
data on consumer satisfaction with 
services/programs and on perceptions of health 
needs, access issues, and quality of care? 

For example:  
Does the local MCAH program, including other agencies that 
contribute to the health and well-being of the local MCAH 
population,  

• allocate and/or advocate for funding for state and local 
efforts to collect information on consumer satisfaction 
with services and/or programs?  

• allocate and/or advocate for funding for state and local 
efforts to collect information on community constituents’ 
perceptions of health and health services systems 
needs?  

• assist localities in study design, data collection, and 
analysis (including surveys, focus groups, town 
meetings, and other mechanisms) for the purpose of 
obtaining community input on programs and services?  

• regularly receive and use input from an advisory 
structure(s) composed of parents, community members, 
and/or other constituents?  

 

 
 
 
               
      1      2     3     4 
 
1=weak……..4=strong 
 
 
 

      

9.3 Do you perform comparative analyses of 
programs and services? 

For example:  
Does the local MCAH program, including other agencies that 
contribute to the health and well-being of the local MCAH 
population,  

• perform analyses comparing the effectiveness of 
programs/services across different populations or 
service arrangements?  

• compare local data on program effectiveness with data 
from other health jurisdictions or the state as a whole?  

 
               
      1      2     3     4 
 
1=weak……..4=strong 
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Assessment of Essential Service #9 Process Indicators (continued) 
 

Essential Service #9:   Evaluate the effectiveness, accessibility, and quality of personal health and population-based maternal, child and 
adolescent health services. 

Essential Service Indicator Level of Adequacy Notes 
9.4 Do you disseminate information about the 

effectiveness, accessibility, and quality of personal 
health and population-based MCAH services?  

For example:  
Does the local MCAH program, including other agencies that contribute 
to the health and well-being of the local MCAH population,  

• report the results of monitoring and evaluation activities to 
program managers, policy-makers, communities, and 
families/consumers?  

• disseminate information on “best practices” in the local 
jurisdiction, other LHJs or the state?  

 

 
 
               
      1      2     3     4 
 
1=weak……..4=strong 
 

      

9.5 Do you use data for quality improvement at the state 
and local levels?  

For example:  
Does the local MCAH program, including other agencies that contribute 
to the health and well-being of the local MCAH population,  

• provide data to local agencies for quality improvement 
activities?  

• communicate to local agencies about national, state, or local 
(public and/or non-governmental) quality improvement efforts, 
activities, or resources?  

• translate information from evaluation activities and best 
practices reports into local-level programs and policies to 
improve services and programs? 

 
 
               
      1      2     3     4 
 
1=weak……..4=strong 
 

      

9.6 Do you assume a leadership role in disseminating 
information on private sector MCAH outcomes? 

For example:  
Does the local MCAH program, including other agencies that contribute 
to the health and well-being of the local MCAH population,  

• identify a core set of indicators for monitoring the outcomes of 
private providers?  

• “come to the table” in discussions with insurance agencies, 
provider plans, etc. about the use of these MCAH outcome 
indicators in their own assessment tools?  

 

 
 
 
               
      1      2     3     4 
 
1=weak……..4=strong 
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SWOT Analysis for Essential Service #9:  Evaluate the effectiveness, accessibility, and quality of personal health and 
population-based maternal, child and adolescent health services. 
 
Strengths (e.g., human, fiscal, or technological resources; 
social/political factors; demographic trends; past and current 
federal involvement/activities; state-local relationships, 
organizational culture, organizational structure) 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Opportunities: (e.g., human, fiscal, or technological 
resources; statutory/regulatory changes; community/business 
resources; social/political changes, technological 
developments) 
 
 
 
 
 
 
 

 
Weaknesses: (e.g., human resources; budgetary restrictions 
and fiscal resources; technological resources; state-local 
relationships; organizational culture; organizational structure) 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Threats: (e.g., statutory/regulatory change; organizational 
change/reorganization; social/political factors; demographic 
trends) 
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Assessment of Essential Service #10:  Support research and demonstrations to gain new insights and innovative solutions to 
maternal child and adolescent health-related problems. 
 
Instructions 
 
The audience for this tool is the local MCAH system, which includes not only the local MCAH program but also other organizations that contribute to 
the health and well-being of the MCAH population in the jurisdiction.  These may include the local health department, other governmental agencies, 
healthcare providers, human service organizations, schools, community based organizations, youth development organizations, and many others. 
 
The Process Indicators are used to identify the current levels of performance for each of the 10 MCAH Essential Services.  First, read through the 
entire list of Process Indicators for this Essential Service.  After reading through the entire list, for each Process Indicator: 
 

1) Discuss the Process Indicator and mark the response category that best reflects how adequately your local MCAH system performs the 
function based on a 4-point scale with “1” to mean weak or minimal level of adequacy and “4” to mean strong or optimal level of adequacy.   

 
The following critical points will help the assessment team interpret indicators and reach consensus: 

• Assess adequacy in terms of “where you are at” (taking into consideration the contributions of other agencies in the MCAH 
system) in terms of carrying out the Essential Service.  A rating of “4” means that your local MCAH system has the capacity to 
address that component.  Likewise, a low rating indicates your MCAH system needs additional staff and/or resources to perform that 
component.  This is a self-assessment where there are no right or wrong answers, and your jurisdiction will not be ranked against 
other jurisdictions.  The value of the mCAST-5 lies in the discussion it stimulates and does not rely heavily upon the adequacy 
ratings.  

• Suggested points for discussion, or examples, are provided below each Process Indicator.  These questions are intended as 
discussion guides only, not as checklists, and some questions apply to more than one Process Indicator.  Discussions should not 
focus exclusively on these suggested questions, as they do not necessarily represent all of the elements that must be in place for 
adequate performance.  If deliberations tend to be focused exclusively on the questions listed, try skipping them and referring only to 
the indicators themselves.  

• The CAST-5 tool was developed for use by programs operating under a broad range of circumstances.  Some terms/examples may 
not apply to your local MCAH system.  Skip those questions and continue to the next component. 

 
2) In the “Notes” box, record notes from the discussion that will inform your SWOT analysis.  You may also record other comments or alternate 

viewpoints, as appropriate.    
 
3) The SWOT analysis is the main focus of the capacity assessment.  Identify the strengths, weaknesses, opportunities, and threats 

(SWOT) that are relevant to performing or improving the specified function and record them on the last page of the worksheet for this 
Essential Service.  Examples of factors to consider are provided for each component of the analysis.  List concrete examples in the SWOT 
as it relates to the Essential Service being assessed.  



Worksheet D; mCAST-5 Instrument 10 

86  

 
   Local MCAH Jurisdiction: ________________________________________ 
 

   Assessment of Essential Service #10 Process Indicators 
 

Essential Service #10:  Support research* and demonstrations to gain new insights and innovative solutions to maternal child and 
adolescent health-related problems. 

Process Indicator Level of Adequacy Notes 
10.1 Do you encourage staff to develop new solutions     to 

MCAH-related problems in Local Health Jurisdictions 
(LHJ)? 

For example:  
Does the local MCAH program, including other agencies that contribute to the 
health and well-being of the local MCAH population,  

• provide time and/or resources for staff to pilot test, review 
best/promising practices or conduct studies to determine better 
solutions? 

• identify activities and barriers to the implementation of better solutions 
to health-related problems? 

• implement activities most likely to improve maternal, child, and 
adolescent health-related conditions? 

 
               
      1      2     3     4 
 
1=weak…..…..4=strong 
 

 

10.2 Do you serve as a source for expert consultations     to 
MCAH research endeavors at the local level? 

For example:  
Is the local MCAH program, including other agencies that contribute to the 
health and well-being of the local MCAH population,  

• viewed by local agencies and organizations as a leading and important 
source of information on MCAH population characteristics (e.g., health 
status, health service use, access to care)?  

• consulted by other agencies when they plan MCAH research?  

 
               
      1      2     3     4 
 
1=weak….…...4=strong 
 
 

      

10.3 Do you conduct and/or provide resources for state and local 
studies of MCAH issues/priorities? 

For example:  
Does the local MCAH program, including other agencies that contribute to the 
health and well-being of the local MCAH population,  

• provide resources for local demonstration projects and special studies 
of longstanding and/or emerging MCAH problems?  

• respond to RFAs or otherwise seek funding for state and local studies? 
• participate in demonstrations and “best practices” research beyond the 

LHJ boundaries?  
• coordinate multi-site studies within the state?  

 
 
               
      1      2     3     4 
 
1=weak….…...4=strong 
 

      

 
*This refers to systematic information gathering and analyses. 
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SWOT Analysis for Essential Service #10:  Support research* and demonstrations to gain new insights and innovative 
solutions to maternal child and adolescent health-related problems. 
 
Strengths (e.g., human, fiscal, or technological resources; 
social/political factors; demographic trends; past and current 
federal involvement/activities; state-local relationships, 
organizational culture, organizational structure) 
      
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Opportunities: (e.g., human, fiscal, or technological 
resources; statutory/ regulatory changes; community/business 
resources; social/political changes, technological 
developments) 
 
      
 
 
 
 
 
 
 
 
 
 
*This refers to systematic information gathering and analyses. 

 
Weaknesses: (e.g., human resources; budgetary restrictions 
and fiscal resources; technological resources; state-local 
relationships; organizational culture; organizational structure) 
 
 
      
 
 
 
 
 
 
 
 
 
 
 
 
 
Threats: (e.g., statutory/regulatory change; organizational 
change/reorganization; social/political factors; demographic 
trends) 
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MCAH Capacity Needs Worksheet 
 

Part A (Optional).  The intent of this step is to identify from the list of Capacity Needs identified through 
the mCAST-5 a set of priority areas to address in the near term.  Given the local context (e.g., funding cuts, 
hiring freezes, political will…) how realistic is it to focus on this capacity need?  See Section 9 of the 
guidelines for instructions on completing this worksheet. 
 
MCAH Jurisdiction: _____________________________________ 

 

Capacity Need  

Importance 
5=high 
3=moderate 
1=low  

Minimal 
Cost 
5=high 
3=moderate 
1=low  

Minimal 
Time 
5=high 
3=moderate 
1=low  

Commitment 
5=high 
3=moderate 
1=low  

Feasibility 
5=high 
3=moderate 
1=low  

Total 
Points

Priority 
Ranking
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Part B (Required).  Copy the top 5 to 10 capacity needs (e.g., as ranked in Part A above) and 
provide your analysis below.  Bulleted points are preferred over narrative descriptions. 
 
MCAH Jurisdiction: __________________________________ 

 
 

Capacity Need 

How this capacity 
could be improved 
(include any short 
term or long term 
strategies) 

Potential challenges 
on improving this 
capacity (e.g., impact 
on local MCAH 
services, stakeholder 
concerns, availability 
of resources) 

How other local 
organizations, local 
jurisdictions, or the 
State MCAH Program 
can help improve this 
capacity 
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Training Date Location

Getting Ready for the Title V 5 Year Needs Assessment: 
Using FHOP Data Sources April 16, 2008 Sacramento

Getting Ready for the Title V 5 Year Needs Assessment: 
Using FHOP Data Sources July 14, 2008 San Diego

Reporting on the 27 MCAH required Health Status 
Indicators and the use of Worksheet B September 16, 2008 Teleconference

Reporting on the 27 MCAH required Health Status 
Indicators and the use of Worksheet B September 24, 2008 Teleconference

Reporting on the 27 MCAH required Health Status 
Indicators and the use of Worksheet B October 1, 2008 Teleconference

Completing Capacity Assessment October 15, 2008 Teleconference

Completing Capacity Assessment November 5, 2008 Teleconference

Completing Capacity Assessment November 20, 2008 Teleconference

Completing Prioritization Tables for Indicators and 
Capacity Needs April 8, 2009 Teleconference

Completing Prioritization Tables for Indicators and 
Capacity Needs April 14, 2009 Teleconference

Completing Prioritization Tables for Indicators and 
Capacity Needs April 22, 2009 Teleconference

FHOP Needs Assessment Training Sessions for Local Health Jurisdictions
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Presented at the MCAH Action Meeting
on May 20, 2008
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Title V Local MCAH Jurisdiction Five Year 
Needs Assessment Overview

5

• Overview of the Title V Needs Assessment Process

• Gain a better understanding of the Ten Public Health Essential 
Services Framework

• Review the guidelines for the 2010-2014 Local Needs Assessment

• Provide an overview of the local capacity assessment process

• Discuss availability of technical assistance and other resources
available to assist local health jurisdictions in conducting their 
needs assessment

Today’s Learning Objectives

6

Title V Maternal and Child Health Block Grant

• Primary source of federal support for improving the health and well-
being of mothers and children  

• Title V MCH Block Grant reporting requirements mandate 
completion of an annual report/application that specifies: 
– needs of the State MCH population 
– programs and policies implemented to meet those needs
– monitor progress toward achieving federal and state performance 

outcome measures
– management/expenditure of funds

• Every five years a comprehensive statewide needs assessment 
must be conducted of the MCH population
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7

Needs Assessment Conceptual Framework

• Decentralize statewide needs assessment process by 
having each local jurisdiction conduct a needs assessment

• Key Goals
1. Build local jurisdiction needs assessment capacity
2. Obtain extensive stakeholder input at the local level
3. Identify “needs” that may have been missed by only 

analyzing state level information
4. Focus local MCAH efforts by having each jurisdiction 

identifying priority areas they will focus on during the next 
five years

8

Major MCAH Needs Assessment Components

• Have local jurisdictions conduct a needs assessment

• State Title V Agency summarize local level needs and priorities
– Provide summary to local jurisdictions and stakeholders

• Analyze both local jurisdiction qualitative information and 
statewide quantitative epidemiologic data

• Assess State Title V Agency capacity

• Involve external stakeholders, state administrators, and State 
Title V agency staff in the prioritization of needs

• Obtain public input on needs assessment report

9

Focus of Needs Assessment

• 2005-2009 Needs Assessment
– Capacity assessment conducted, but major focus was on 

identifying MCAH population needs and establishing priorities.

• 2010-2014 Needs Assessment
– Review and update as needed identification of MCAH population 

needs and priorities
– Major focus will be on assessing local and State MCAH program 

capacity to carry out the delivery of the 10 essential public health 
services to the MCAH population

• Identify gaps and ways to address the gaps
• Identify areas of strength, including where we can coordinate and 

maximize resources
• Articulate to decision-makers the status of MCAH public health 

capacity

10

Orientation to the Essential Public Health 
Services & 10 MCAH Essential Services

11

A Little History…

• Three core functions (1988 IOM Report)
– Assessment 
– Policy Development
– Assurance

• Core Functions Steering Committee 
(1994)
– Public Health in America statement

12

Essential Public Health Services

• Developed by the Core Public Health 
Functions Steering Committee (1994)

• Used as a foundation for the National 
Public Health Performance Standards 
Program (NPHPSP) instruments

• Provides a foundation for any public 
health activity
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13

Essential Services of Public Health

• Monitor health status
• Diagnose and investigate 
• Inform, educate, and empower
• Mobilize community partnerships
• Develop policies and plans
• Enforce laws and regulations
• Link people to needed services / assure care
• Assure a competent workforce
• Evaluate health services
• Research

14

15

EPHS for the MCAH population

• Special vulnerability of women, infants, 
children and adolescents recognized 
as early as 1912

• Consensus document on core public 
health functions in the context of 
MCAH developed by:
MCHB AMCHP NACCHO
CityMatCH ASTHO JHU-CAHPC

16

The EPHS for MCAH “in English”

1. Assess and monitor maternal and child health status to 
identify and address problems (Or “what’s going on in our 
state/community?  Do we know how healthy women, 
children and adolescents are?”)

2. Diagnose and investigate health problems and health 
hazards affecting women, children and youth (Or “Are we 
ready to respond to health problems or threats?  How 
quickly do we find out about problems?  How effective is our 
response?”)

3. Inform and educate the public and families about maternal 
and child health (Or “How well do we keep all people and 
segments of our state informed about maternal and child 
health issues?”)

17

The EPHS for MCAH “in English”

4. Mobilize community partnerships between policymakers, 
health care providers, families, the general public and others 
to identify and solve maternal and child health problems (Or 
“How well do we really get people and organizations engaged 
in health issues?”)

5. Provide leadership for priority-setting, planning, and policy 
development to support community efforts to assure the 
health of women, children, youth and their families (Or “What 
policies promote maternal and child health in California?  How 
effective are we in planning and in setting health policies?”)

6. Promote and enforce legal requirements that protect the 
health and safety of women, children and youth and ensure 
public accountability for their well-being (Or “When we 
enforce health regulations are we up-to-date, technically 
competent, fair and effective? Does the public view MCAH as 
a community priority?)

18

The EPHS for MCAH “in English”

7. Link women, children and youth to health and other community 
and family services, and assure access to comprehensive care  
(Or “Are women ,children and youth receiving the medical care 
they need?”)

8. Assure the capacity and competency of the public health and 
personal health workforce to effectively address maternal and 
child health (Or “Do we have a competent public health staff?  
How can we be sure that our staff stays current?”)

9. Evaluate the effectiveness, accessibility and quality of personal 
health and population-based maternal and child health services  
(Or “Are we doing any good?  Are we doing things right?  Are we 
doing the right things?”)

10. Support research and demonstration to gain new insights and 
innovative solutions to maternal and child health-related problems  
(Or “Are we discovering and using new ways to get the job 
done?”)
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Title V Local MCAH Jurisdiction Needs 
Assessment Guidelines 2010-2014

20

Learning Objectives

• Significance of the Local Needs 
Assessment

• Identify Sections of the 2010-2014 Needs 
Assessment report

• Bonus Feature: The Making Of…

21

Needs Assessment: Definition

– Systematic collection and examination 
of information to make decisions to 
formulate a plan for the next steps 
leading to public health action (CDC)

• Inclusiveness of process
• Rigor of data collection and analyses
• Integration of findings

22

Top Ten Reasons for Conducting a Needs 
Assessment

10: Conducting a Needs Assessment is fun (yeah, right!).
9:   You like waking up in the middle of the night and the 2010-2014    

Needs Assessment Guidelines is an excellent late-night reading 
material.

8: Local MCAH Directors who conduct a local Needs Assessment 
are really smart, solve problems and love chocolate.  At least 
one is correct for any given time.   

7:   It will look good on your resume.
6.   Your local Needs Assessment report will impress your 

colleagues in other agencies, departments and divisions.
5:   It will help you pass any programmatic audit.
4:   You get an opportunity to meet colleagues and network.
3:   It provides an opportunity to collaborate.
2:   To understand the state of the art as MCAH moves to core 

public health functions.
1:   To provide a clear, evidence-based guidance for strategic 

planning and allocating resources in the next five years.

23

Deconstructing the Needs Assessment

Main components:
– Re-examining health priorities

• Analysis of 27 health status indicators
• Analysis of other health indicators
• Qualitative information

– Capacity assessment 
• Capacity of the MCAH system

– Stakeholder input
• 10 MCAH Essential Services

– New tool: modified Capacity Assessment for State 
Title V (mCAST-5) (10 instruments)

24

Needs Assessment Report

• Twenty pages maximum
• Long narratives are not necessary
• Use tables and bullets whenever 

possible
• Maximize your resources

– FHOP
– Peers
– Nurse consultants

• Report Due Date: JUNE 30, 2009
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Stakeholders: A Vital Resource

• Significance
– To gain knowledge and insights from multiple perspectives   

who provide and/or benefit from MCAH services 
– To engage them in visioning and planning 
– To promote community ownership of identified problems
– To build foundation of trust for future collaborations
– To create compatible objectives for health promotion 

activities among agencies working on a particular problem
– To identify and mobilize community expertise and 

leadership

• Stakeholder input
– Required for capacity assessment process
– Optional for all other sections

26

Technical Assistance

– Website www.ucsf.edu/fhop
• Electronic version of guidelines, worksheets, 

attachments, and mCAST-5 tool
• Data for the 27 health status indicators
• Electronic version of 2004 needs assessments
• Planning guide and other tools

– Training and on-going assistance
– Point of contact
– Feedback on draft assessments
– Newsletter

27

2010-2014 Local Needs Assessment Report

1. Summary/Executive Report 
2. Mission Statement and Goals 
3. Planning Group and Process (Optional)
4. Community Health Profile 
5. Health Status Indicators 
6. Local MCAH Problems/Needs
7. MCAH Priorities 
8. Capacity Assessment 
9. MCAH Capacity Needs 
10. MCAH Capacity Assets (Optional)

28

Comparison of 2004 and 2009 
Local Needs Assessment

Contents 2005-2009 Needs 
Assessment 

2010-2014 Needs 
Assessment 

Executive Summary Yes Yes 
Planning Group Yes Optional 
Stakeholder Input Yes Required for mCAST-5; 

optional for all other sections 
Mission Statement & Goals Yes Yes; can update last 

assessment 
Community Health Profile Yes Yes; can update last 

assessment 
Community Resources 
Assessment 

Yes No 

27 Health Status Indicators Yes Yes; new analysis required, 
more user-friendly worksheet 

Other Health Status Indicators Optional Optional 
Problems/Needs Yes Yes; can update last 

assessment 
Priorities Yes Yes; suggested worksheet, 

can update last assessment 
Problem Analysis Yes No 
Capacity Assessment Yes New tool – mCAST-5 
Capacity Needs No Yes; suggested worksheet 
Capacity Assets No Optional 

 

29

Section 1: Summary/Executive Report
(1-2 pages)

• Brief description of process
• Highlights of 27 health status indicators
• Highlights of capacity needs
• Brief description of emerging issues

Purpose: To provide readers with a 
summary of key points of your local 
needs assessment

30

Section 2: Mission Statement and Goals
(1 page)

• State the mission and goals
• Describe how they were developed

Purpose: To communicate the purpose 
and vision of your MCAH program to  
your stakeholders and to the public



6

31

Section 3: Planning Group and Process 
(Optional) (1 page; Worksheet A)

Planning group vs. Stakeholder group
– Planning group

• Includes individuals whose interests, expertise, and experience 
represent broad range of MCAH issues

• Same group of individuals would be involved in process 
planning and decision making

• Optional

• Describe planning group and how it was 
recruited/selected

• Briefly describe the planning process

Purpose: To partner with public health leaders and 
experts to create an inclusive needs assessment 
process

32

Section 3: Planning Group and Process 
(Optional) (1 page; Worksheet A)

Worksheet A: MCAH Stakeholder Input Worksheet (p. 28)
- Required for mCAST-5
- Complete if you used stakeholders in other sections (optional)

Sector Represented – Code Description 
A       State/local health department (internal partner within agency) 
B       Other state/local agency (Social Services, Education, Justice, Board of Supervisors) 
C       Health provider (dentist, nurse, doctor, nutritionist, counselor, promotora, outreach worker) 
D       Individual or family (community member unaffiliated with any organized community agency) 
E       Community-based organization (local, non-profit organizations) 
F       State or nationally affiliated non-profit organization (local chapter of MOD, ACS, foundation) 
G      School, academia (PTA, School Board, university) 
H       Professional organization/association (AMA, ADA, ACOG, etc.) 
I        Faith-based organization (ministry, church group) 
J       Other (trade and business sector, media and communications, marketing) 

33

Section 4: Community Health Profile
(2-6 pages)

• Describe how your program functions within 
local public health department

• Describe how your programs functions within 
local MCAH system

• Describe your jurisdiction
• Describe stakeholder input, if it was obtained 

(optional)

Purpose: To provide a broad context of the 
community and how local MCAH program operates 
within the local public health infrastructure

34

List of 27 Health Indicators

Proportion of Women (Age 15 to 44) with Adequate Prenatal Care (Kotelchuck Index)14

Percent Prenatal Care in First Trimester (Live Births)13

Death Rate per 100,000 (Ages 1 to 14 and 15 to 19)12

Infant Death Rate per 1,000 Live Births (Birth to 1 Year)11

Post-Neonatal Death Rate per 1,000 Live Births (> 28 Days to 1 Year)10

Neonatal Death Rate per 1,000 Live Births (Birth to < 28 days)9

Perinatal Death Rate8

Percent of Teen Births to Women Who Were Already Mothers7

Percent of Births Occurring within 24 Months of a Previous Birth (Entire Population by Age)6

Percent Preterm Births (< 37 Wks Gestation)5

Percent Very Low Birth Weight (Live Births) 4

Percent Low Birth Weight (Live Births)3

Teen Birth Rate per 1,000 Females (Ages 10 to 14, 15 to 17, 18 to 19)2

Fertility Rates per 1,000 Females (Ages 15 to 44)1

35

List of 27 Health Indicators (continued)

Percent of Females (Ages 18 or Older) Reporting Intimate Partner Physical Abuse in Last 12 Mos.27

Percent of Children (Ages 0 to 19) Living in Poverty26

Number of Children Living in Foster Care for Selected Month (July)25

Rate of Non-Fatal Injuries Due to Motor Vehicle Accidents (Ages 0 to 14 and 15 to 24)24

Rate of Hospitalizations for All Non-Fatal Injuries by Age Group (Ages 0 to 14 and 15 to 24)23

Rate of Children (Ages 5 to 14 and 15 to 19) Hospitalized for Mental Health Reason per 10,00022

Rate per 1,000 Females (Ages 15 to 19) with a Reported Case of Chlamydia21

Rate of Children (Ages 0 to 4 and 5 to 18) Hospitalized for Asthma per 10,000 20

Percent of Children and Adolescents (Ages 5 to 11 and 12 to 19) Who Are Overweight 19

Percent of Children (Ages 2 to 11) Who Have Been to the Dentist in the Past Year 18

Percent of Children (Ages 2 to 11) without Dental Insurance17

Percent of Children and Adolescents (Ages 0 to 19) without Health Insurance16

Percent of Women Who Were Exclusively Breastfeeding at the Time of Hospital Discharge 15

36

Section 5: Health Status Indicators
(Worksheet B)

• Quantitative analysis on 27 indicators using worksheet
– Compare your rate with State rate
– Compare your rate with Healthy People (HP) 2010 rate
– Compare your current rate with rate from previous years (trend)

• All data is posted on FHOP’s website

• FHOP will populate state and HP 2010 data on worksheet; you will
need to complete other cells

• Significance test not appropriate for small numbers (small numbers 
are statistically unreliable)

• This analysis will help determine what indicators you choose to list 
in Section 6: Local MCAH Problems/Needs
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Section 5: Health Status Indicators

• Other health status indicators (optional)
– Other Quantitative analysis (worksheet B)
– Other data sources
– This analysis will help determine what 

indicators you choose to list in Section 6: 
Local MCAH Problems/Needs

38

Section 5: Health Status Indicators
(Worksheet B)

39

Section 6: Local MCAH Problems/Needs
(2-7 pages)

• Qualitative analysis (optional)

Based on quantitative and/or qualitative data
• Major problems can include

– Indicators that are significantly worse than State rate and/or HP 2010 rate
– Indicators that have worsened over time
– Indicators that show differences by age and/or racial subgroups
– Priorities from 2004 needs assessment that have worsened or not improved
– New health issues identified after 2004 needs assessment

• Analyses from Section 5 may generate a long list of problems/needs in your 
jurisdiction

• Shorten the list to one that is manageable

Purpose: To do a more in-depth analysis on problems/ 
needs that can be used for selecting priorities

40

Section 6: Local MCAH Problems/Needs
(2-7 pages)

• Describe stakeholder input, if it was used
• Describe the major problem/need
• Describe the social and environmental 

context of the problem (optional)
• Include any access to care issues 

(optional)

41

Section 7: MCAH Priorities 
(1 page; Worksheet C)

• You are not required to establish new priorities
• If you establish new priorities

– Option 1: Use Worksheet C1 to set your priorities
– Option 2: Use FHOP’s Worksheet C2 to set your priorities
– Option 3: Use your own methodology (and describe what it 

is)
– Then complete Worksheet C3

• If you do not establish new priorities
– “Copy and paste” what was previously reported in your 

2004 needs assessment into Part B of the worksheet
• Describe stakeholder input, if it was obtained 

(optional)

Purpose: To identify which problems/needs will 
receive targeted efforts for improvement within the 
next five years

42

Section 7: MCAH Priorities 
(Worksheet C1 - Optional)

MCAH Needs Prioritization Worksheet (Optional) 
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Problem/Need 
5=high 
3=medium 
1=low 

5=high 
3=medium 

1=low 
5=high 
3=medium 

1=low 
5=high 
3=medium 

1=low 
5=high 
3=medium 

1=low 
5=high 
3=medium 

1=low 
5=high 
3=medium 

1=low 
5=high 
3=medium 

1=low 
5=high 
3=medium 

1=low 
5=high 
3=medium 

1=low 
Total 

Points 
Priority 
Ranking
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Section 7: MCAH Priorities 
(Worksheet C2 - Optional)

FHOP’S Tool for Prioritizing Health Indicators (Optional) 
 
Criterion #1: Criterion #5: 

Criterion #2: Criterion #6: 

Criterion #3: Criterion #7: 

Criterion #4: Criterion #8: 

Rating Using Prioritization Criteria:   
C1 below corresponds to Criterion #1 above, C2 to Criterion #2, etc.  If using a 
“weighted” method, record the agreed upon weights in the line below each criterion 
number.  Assess each indicator using each criterion.  Enter your score  
(1=does not apply, 2=applies, 3=strongly applies) in the box corresponding to the 
indicator and its criterion.  If using a weighted method, multiply the score by the 
criterion weight and then enter the weighted score in the box.   

Total Scores 

C1 C2 C3 C4 C5 C6 C7 C8 

Indicator 

        
 

1.          

2.          

3.          

4.          

5.          

6.          

7.          

44

Section 7: MCAH Priorities 
(Worksheet C3 - Required)

Priority 1. 

Priority 2. 

Priority 3. 

Priority 4. 

Priority 5. 

Priority 6. 

Priority 7. 

Priority 8. 

Priority 9. 

Priority 10. 
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Section 8: Capacity Assessment

• Purpose 
– To understand the local MCAH infrastructure
– To generate discussion and collaboration 

within the MCAH system
– To determine where strengths, weaknesses, 

opportunities, and threats lie
– To improve and better coordinate MCAH 

activities
– To optimize current capacity
– To provide detailed basis for policy and 

funding decisions

46

Section 8: Capacity Assessment

• Provides a “snapshot” of existing capacity of 
MCAH system, not just MCAH program
– MCAH system consists of local MCAH program 

and all other organizations that serve MCAH 
population

• Requires stakeholder input
• Based on 10 MCAH Essential Services
• mCAST-5 is not scored; there are no right or 

wrong answers
• Separate presentation on mCAST-5 instructions to 

follow

47

Section 9: MCAH Capacity Needs 
(1 page; Worksheet E)

• Describe the stakeholder input you used to complete the 
mCAST-5

• Briefly summarize major themes from your SWOT analyses
– structural resources
– data/information systems
– organizational relationships
– competencies/ skills

• Prioritize your capacity needs
– Option 1: Use Part A of the worksheet
– Option 2: Use your own methodology (and describe what it is)

• Complete Part B of the worksheet

Purpose: To identify which capacity needs will 
receive targeted efforts for improvement within 
the next five years 

48

Section 9: MCAH Capacity Needs 
(Part A of Worksheet E)

Part A (Optional).  The intent of this step is to identify from the list of Capacity Needs identified through the  
mCAST-5 a set of priority areas to address in the near term.  Given the local context (e.g., funding cuts, hiring  
freezes, political will…) how realistic is it to focus on this capacity need?  See Section 9 of the guidelines for  
instructions on completing this worksheet. 
 

Capacity Need  

Importance 
5=high 
3=moderate 
1=low  

Minimal 
Cost 
5=high 
3=moderate 
1=low  

Minimal 
Time 
5=high 
3=moderate 
1=low  

Commitment 
5=high 
3=moderate 
1=low  

Feasibility 
5=high 
3=moderate 
1=low  

Total 
Points

Priority 
Ranking
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Section 9: MCAH Capacity Needs 
(Part B of Worksheet E)

Part B (Required).  Copy the top 5 to 10 capacity needs (e.g., as ranked in Part A above) and provide your  
analysis below.  Bulleted points are preferred over narrative descriptions. 
 

 

Capacity Need 

How this capacity could 
be improved (include 
any short term or long 
term strategies) 

Potential challenges on 
improving this capacity 
(e.g., impact on local 
MCAH services, 
stakeholder concerns, 
availability of 
resources) 

How other local 
organizations, local 
jurisdictions, or the 
State MCAH Program 
can help improve this 
capacity 
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Section 10: MCAH Capacity Assets 
(Optional) (1 page)

• In bulleted format, list any assets your 
program can offer to other organizations, 
jurisdictions, or the State MCAH program

51

Recap of Deliverables

Due Date: June 30, 2009

Section Number of 
Pages 

Required 
Worksheet 

Optional 
Worksheet 

1 Summary/Executive 
Report  1-2   

2 Mission Statement and 
Goals  1  A 

3 Planning Group and 
Process (Optional) 1  A 

4 Community Health Profile  2-6  A 
5 Health Status Indicators   B A 
6 Local MCAH 

Problems/Needs  2-7  A 
7 MCAH Priorities 1 C3 A; C1 or C2 
8 Capacity Assessment   A; D  
9 MCAH Capacity Needs  1 E (Part B) A; E (Part A) 
10 MCAH Capacity Assets 

(Optional) 1  A 
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2010-2014 Local Needs Assessment 
Evaluation

• Evaluations
– Your feedback
– What you liked
– What you didn’t like; what was difficult
– Suggestions for next five year needs assessment
– Will be sent out sometime July 2009

• Reporting back
– Summary of local needs assessments
– Summary of evaluations
– April 2010 (tentative)

53

2010-2014 Local Needs Assessment

The Making of…

54

2010-2014 Guidelines: Goals

• Balance
In-depth and comprehensive analyses

vs.
Varying amounts of resources

• Flexibility:
– Optional sections
– Suggested worksheets

• Consistency
– Consistent reporting format

• Involvement
– Stakeholders
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Planning Group Activities

• Review Needs Assessments conducted by 
Title V states and territories

• Review of 2005-2009 Needs Assessment 
Guidelines 

• Review Select 2005-2009 Local Needs 
Assessment

• Draft  2010-2014 Local Needs 
Assessment Guidelines

56

Stakeholder Input

– Internal
• Epi staff
• Policy Development staff
• Program Standards staff

– Nurse consultants

– External
• FHOP
• Local MCAH Directors

– Terri Nikoletich, City of Long Beach
– Sandra Rosenblum, Marin County
– Olivia Kasirye, Sacramento County

57

Title V - Five Year Needs Assessment
Proposed 2008 Timeline

MCAH Branch

Develop guidelines

Train MCAH 
directors

FHOP

Release county-
level data

Train & assist 
MCAH directors

MCAH Directors

Conduct 
assessments

JAN FEB MAR APR MAY JUN JUL AUG SEP OCT NOV DEC

58

Title V - Five Year Needs Assessment 
Proposed 2009 Timeline

MCAH Branch

Summarize 
assessments & 
evaluations

FHOP

Train & assist 
MCAH directors

Review 
assessments for 
completeness

MCAH Directors

Conduct 
assessments

Evaluate process

JAN FEB MAR APR MAY JUN JUL AUG SEP OCT NOV DEC
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Modified Capacity Assessment for State 
Title V (mCAST-5) History & Background

61

mCAST-5 History and Background

• Why look at capacity?
– To determine where strengths, weaknesses, 

opportunities, and threats lie in meeting the 
10 MCAH Essential Services

– To improve and better coordinate MCAH 
activities

– To provide detailed basis for planning, policy 
and funding decisions
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mCAST-5 History and Background

• CAST-5 was selected because it is…
– Based on the 10 MCAH Essential Services
– Adaptable; could be tailored to assess local-

level capacity
– Flexible; can be administered in a variety of 

ways based on existing resources
– Inclusive
– An educational tool
– Appropriate for long-term strategic planning
– $$$Free$$$

63

Background - Public Health Functions and 
CAST-5

- 1988, IOM: set of core public health functions 
(assessment, policy development, and assurance)

- 1994 CDC: 10 Essential Public Health Services (10 
EPHS)

- 1995, John Hopkins University, Child and Adolescent 
Health Policy Center, 1995: discipline-specific framework  
for 10 EPHS

- 1998, Association of Maternal and Child Health 
Programs and the Women’s and Children’s Health Policy 
Center of the John Hopkins University: Capacity 
Assessment for State Title V (CAST-5)

64

Modified CAST-5

Innovation on Process Indicators:
– Inclusive of the local MCAH system
– Simpler language

Input for Innovation:
– FHOP
– Local MCAH Directors
– MCAH staff

65

mCAST-5 Guidelines

66

mCAST-5 Guidelines: Introduction

• Assess the current level of MCAH system’s
capacity
– Look at the MCAH system (all organizations in your 

jurisdiction that serve the MCAH population)
– Think about your MCAH system’s ability to carry out a 

particular function right now (a “snapshot”)
• One instrument, or set of Process Indicators, for 

each of the 10 MCAH Essential Services
• Electronic versions will be available on FHOP’s 

website

67

mCAST-5 Guidelines: Preparation

• Before you begin: 
– Read through the list of 10 MCAH Essential 

Services (Attachment A)
– Read through the instructions
– Discuss with your team who or what 

comprises your MCAH system
• Individuals
• Local-level agencies
• State-level agencies
• National agencies
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mCAST-5 Guidelines: Capacity Considerations

• Capacity areas to consider:
– Structural resources

• Financial, human, and material resources
• Policies and protocols
• Other resources that form the groundwork for the 

performance of an Essential Service
• Examples – supportive environment for data-sharing; access 

to training programs in data collection and data management
– Data/Information systems

• Technological resources; state of the art information 
management and data analysis

• Examples – MIS system linking population-based data to 
program data; standardized definitions and categories in 
systems of data collection and transmittal

69

mCAST-5 Guidelines: Capacity Considerations

• Capacity areas to consider (continued):
– Organizational relationships

• Partnerships
• Communication channels
• Other types of interactions and collaborations with public and 

private entities
• Examples – relationships with professional associations; 

relationships with non-Title V state programs and agencies
– Competencies/Skills

• Knowledge, skills, and abilities of Title V staff and/or other 
individuals/agencies accessible to the Title V agency (i.e., 
borrowed or purchased staff resources)

• Examples – analytic skills; understanding of quantitative and 
qualitative research methods

70

mCAST-5 Instrument: Major Components

• Major components of each instrument:
– Process Indicators – ways to carry out a 

particular Essential Service
– Adequacy ratings – how well your MCAH 

system is able to perform that function, or 
Process Indicator

– Strengths, weaknesses, opportunities, and 
threats (SWOT) analysis

71

mCAST-5 Instrument: Major Components

• Strengths – what allows or supports you to 
perform the Essential Service; an asset

• Weaknesses – what prevents you from 
performing the Essential Service; what you need 
to perform it; a deficiency; a capacity need

• Opportunities – a chance to do something that 
would help your system carry out the Essential 
Service; something that is possibility due to the 
right set of circumstances

• Threats – something that could disrupt or 
dismantle your system’s capacity or interrupt the 
provision of services; could be internal or 
external

72

mCAST-5 Guidelines: Reminders

– Keep in mind:
• This is a self-assessment
• There are no right or wrong answers
• You are not being scored
• The value of the mCAST-5 lies in the discussion it stimulates 

and to inform state and federal MCAH of the impact of cuts to 
MCAH

• The process of rating capacity is to get you thinking about 
your system’s strengths, weaknesses, opportunities, and 
threats which will inform your SWOT analysis

• The most important part of the mCAST-5 is the SWOT 
analyses

• One of the main purposes of doing a capacity assessment is 
to build a basis for better policy and funding decisions

73

mCAST-5 Guidelines: Completing the Instrument

• Then, for each instrument:
– Read through all the Process Indicators for that 

instrument
– Determine the level of adequacy for each Process 

Indicator
• Use the examples, or list of questions, under each Process 

Indicator to generate discussion with your team members
– The questions are discussion points only.  All questions might 

not apply.  Skip the ones that don’t.
– The questions are not a checklist.  They do not represent all the 

elements needed for a high adequacy rating.
• Give a rating for each Process Indicator

– “1” = weak; for example, your MCAH system needs additional 
staff or resources to perform that Process Indicator

– “4” = strong; your MCAH system currently has the capacity to 
perform that Process Indicator
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mCAST-5 Guidelines: Ratings

• One way of thinking about the ratings
– “1” = 0% to 25% of the Process Indicator is 

being performed
– “2” = 26% to 50% of the Process Indicator is 

being performed
– “3” = 51% to 75% of the Process Indicator is 

being performed
– “4” = 76% to 100% of the Process Indicator is 

being performed

75

mCAST-5 Guidelines: Completing the Instrument

– Use the “Notes” box:
• Notes from your discussion to use for SWOT analysis
• Other comments
• Alternate viewpoints

– After rating all the Process Indicators for that 
instrument

• Complete the SWOT analysis
– Capture as much as you can and be as specific as possible
– Use bullets to list strengths, weaknesses, opportunities, and 

threats
– Review SWOT with team members before moving on
– The SWOT analysis will be used for Section 9: MCAH Capacity 

Needs
» Summarize major themes
» Prioritize capacity needs

76

mCAST-5 Guidelines: What to Submit

• Submit only one instrument per Essential 
Service
– If you have multiple completed instruments, 

consolidate them into one
– Include adequacy ratings, notes, and SWOT 

analyses
– Submit electronically

77

mCAST-5 Facilitator Tips

• Notes for facilitators (Attachment C)
– Start thinking about how to conduct the capacity 

assessment
• Who the stakeholders are
• How to structure the meetings
• Work in large group or break off into smaller groups
• How to distribute and collect materials
• How to record responses; how to come to consensus
• How to maximize use of time and resources

– Distribute materials at least one week ahead of 
meeting(s)

– More information on AMCHP’s website at 
http://www.amchp.org/topics/a-g/Downloads/CAST-
5%20materials/CAST-5-faciliator.pdf (also listed on 
Attachment C; note – “facilitator” is misspelled)



 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

This page was left intentionally blank. 



 
 
 
 
 
 

Appendix 4 



 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

This page was left intentionally blank. 















 
 
 
 
 
 

Appendix 5 



 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

This page was left intentionally blank. 



List of 27 Local Health Measures and Indicators 
 

1 Fertility per 1,000 Females Age 15 to 44 
2 A Births per 1,000 Females Age 10 to 14 
2 B Births per 1,000 Females Age 15 to 17 
2 C Births per 1,000 Females Age 18 to 19 
2 D Births per 1,000 Females Age 15 to 19 
3 Low Birth Weight Live Births (%) 
4 Very Low Birth Weight Live Births (%)  
5 Preterm Births < 37 Wks Gestation (%) 
6 A Short Inter-Pregnancy Interval for Women Age 15-44 (%) 
6 B Short Inter-Pregnancy Interval for Women Age 12-19 (%) 
7 Women Age 12-19 who are already mothers (%) 
8 Perinatal Deaths per 1,000 Births 
9 Neonatal Deaths Age < 28 days per 1,000 births 
10 Post-Neonatal Deaths Age > 28 Days to 1 Year per 1,000 births 
11 Infant Deaths to 1 Year per 1,000 births 
12 A Deaths  Age 1 to 14 per 100,000 
12 B Deaths Age 15 to 19 per 100,000 
13 First Trimester Prenatal Care for Live Births (%) 
14 Adequate Prenatal Care (Kotelchuck Index) for Women Age 15 to 44 
15 Women Exclusively Breastfeeding at the Time of Hospital Discharge (%) 
16 Children and Adolescents Age 0 to 19 without Health Insurance (%) 
17 Children Age 2 to 11 without Dental Insurance (%) 
18 Children Age 2 to 11 Who Have Been to the Dentist in the Past Year (%) 
19 A Children less than Age 5 Who Are Overweight (%) 
19 B Children  Age 5 to 19  Who Are Overweight (%) 
20 A Asthma Hospitalizations Children Age 0 to 4 per 10,000 
20 B Asthma Hospitalizations Children Age 5 to 17 per 10,000 
21 Reported Cases of Chlamydia per 1,000 Females Age 15 to 19 
22 A Mental Health Hospitalizations Children Age 5 to 14 per 10,000 
22 B Mental Health Hospitalizations Adolescents Age 15 to 19 per 10,000  
23 A Non-Fatal Injury Hospitalizations Childen Age 0 to 14 per 10,000  
23 B Non-Fatal Injury Hospitalizations Age 15 to 24 per 10,000  
24 A Non-Fatal Motor Vehicle Accident Injuries Children Age 0 to 14 per 100,000 
24 B Non-Fatal Motor Vehicle Accident Injuries Age 15 to 24 per 100,000 
24 C Non-Fatal Injury Hospitalizations for Motor Vehicle Accidents  Age 0 to 14 per 10,000  
24 D Non-Fatal Injury Hospitalizations for Motor Vehicle Accidents Age 15 to 24 per 10,000  
25 Children Living in Foster Care each July per 1,000 
26 Children Age 0 to 17 Living in Poverty % 
27 Domestic Violence Related Calls for Assistance per 10,000 
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Instructions for Workbook B 
Title V Health Status Indicators 

Workbook B was designed to help local Maternal Child and Adolescent Health (MCAH) 
jurisdictions summarize the results of their review of the 27 required Health Status Indicators. It 
allows jurisdictions to more easily review changes in indicator values over time, compare local 
and state values, assess trends in local and state values, and measure progress toward 
meeting the Healthy People (HP) 2010 objective. Your jurisdiction's Workbook B is available in 
the password-protected section of the Family Health Outcomes Project (FHOP) website 
accessible through the following link: 
http://familymedicine.medschool.ucsf.edu/fhop/htm/ca_mcah/counties.

FHOP prepared data for Workbook B with input from MCAH and the local MCAH jurisdictions. 
There are a number of reasons why FHOP prepared statistics for the local and state indicators. 
The first is to assure uniformity in the definitions of the numerator and denominator for each 
indicator. The second is to assure uniformity in the way indicators are calculated. This 
generates uniform statistics that allow counties to compare themselves to each other and the 
state. It also is intended to minimize the resources local jurisdictions need to allocate to 
generate local statistics, and provide local analysts with the opportunity to concentrate more 
effort on in-depth analyses of problems identified by the indicator statistics. For this reason, 
counties are encouraged to take advantage of the data in Workbook B and the Databooks to 
complete this part of the Title V local needs assessment. 

You will notice that the indicator values in Workbook B are three year aggregates for the earliest 
and most recent periods for which data are available. Three year aggregates allow for more 
uniform assessment of both small and large jurisdictions and result in narrower confidence 
intervals with a greater accuracy in assessing differences when comparing rates.  

FHOP cannot provide technical support if jurisdictions use other data sources to 
complete Workbook B. 

1  Preparing to Complete Workbook B 

1.1  Download the Excel workbook 

Workbook B, tailored specifically for your jurisdiction, is in the form of an Excel workbook. It is 
on your jurisdiction’s data page on FHOP’s website. Workbook B contains three worksheets, or 
tabs: Sources, County, and State. The County tab name identifies your jurisdiction. If the County 
tab has the name of another jurisdiction, please notify FHOP immediately, as there will have 
been an error in posting the data to the website. You will need to complete the worksheet with 
the name of your jurisdiction. Completing this worksheet is a required part of the Title V local 
needs assessment packet. 

Macros built into Workbook B activate pull-down menus. Some jurisdictions may have computer 
security settings that refuse to accept files with macros, thinking they contain viruses. We 
posted zipped files on the password-protected page of the County Pages on the FHOP website 
with an extension of PIZ. This fools some systems into accepting the file. After you download it, 
change the file extension to ZIP which then can be opened by PKZIP or WinZip.  
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WARNING:
Workbook B contains built-in macros. To be able 
to download the file, you may need to change 
your computer security settings to low BEFORE
downloading the file.

BEFORE opening Workbook B in Excel, set
SECURITY to LOW. Click on Tools, Macro,
Security, and select Low as shown in the picture 
on the left. 

As soon as you open Workbook B in Excel, you 
can reset the security settings. 

If you do not know how to change security 
settings, or if your jurisdiction does not allow you 
to change these settings you may need to ask 
your computer administrator to help you. FHOP 
cannot provide technical support for this. 

1.2  Print the graph tab for each FHOP Databook indicator  

Click the "Sources" tab in Workbook B. The 
"Sources" tab identifies each indicator, the eight 
Databook files containing the indicators, and 
the 27 specific tabs to preprint. Note that the 
last four characters of each file name are not 
shown in the databook file name column. These 
characters (nnAA) are specific to each county. 

When you open the Databook, only print the 
first page of each Graph Tab, with trend 
statistics for Total Cases. These printouts will 
be used to evaluate trends.  

To do this, click in cell I in row 1. Then pick File,
Print, Pages from 1 to 1, and Active Sheet, as 
shown in the picture to the left. 

Non-FHOP indicators are included  in 
Workbook B. The source of these summaries 
can be found at another place on FHOP's 
website:
http://familymedicine.medschool.ucsf.edu/fhop/

htm/ca_mcah/title_v/t5_indicators.htm.

The Non-FHOP indicators have been differently 
presented depending on the source that 
provided them. These do not have trend tests 
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and do not have to be preprinted. 

1.3  Print the "State" worksheet in Workbook B 

To make it easier to compare your jurisdiction to the State, we suggest preprinting the 
worksheet tabbed "State" in Workbook B. MCAH has pre-filled its worksheet to make it easier 
for local jurisdictions to compare their progress to the state's.  

2 Issues in Evaluating Indicator Changes 

2.1  Progress, Directionality, and Symbols 

Most evaluations of progress are based on evaluating confidence intervals. For each indicator in 
Workbook B, the total rate and its 95% confidence interval was calculated. To identify a 
statistically significant difference between two rates, confidence intervals for both rates must not 
overlap. If confidence intervals overlap, rates are not significantly different from each other. A 
jurisdiction may have a rate of 10 in one period and 2 in another, which may seem like progress. 
However, if confidence intervals overlap, the rates are not significantly different. To do this 
analysis, we urge attention to confidence intervals rather than rates. 

Pull-down menus summarize local progress for the health status indicators. The pull-down 
menu in each evaluation cell shows in words and symbols the available choices for the 
indicator. When you make a choice, only the symbols are placed in the worksheet cells. The 
following summarizes the meaning of symbols in the pull-down menus.  

A declining rate can indicate progress toward the objective for some indicators (e.g., teen births) 
and progress away from the objective for others (e.g., prenatal care). Different symbols allow 
readers to understand their meaning if no color printer is available. 

� � � Blue circled arrows are used when a decreasing or increasing rate or trend is 
moving in the desired direction.  

� � � Red hollow arrows are used when a decreasing or increasing rate or trend is 
moving away from the desired direction.  

Some indicators have no commonly understood definition of progress. Examples include fertility, 
hospital admissions with mental health diagnoses, and domestic violence. Some people think 
rising fertility is desirable while others believe rising fertility is undesirable. Some people think a 
high rate of mental health hospital admissions means people are getting appropriate care for an 
acute psychiatric episode. Others interpret a high rate to mean that the community has 
inadequate local outpatient care to prevent admissions. A low rate could mean that people are 
getting adequate care in community programs, that they are allowed to roam the streets without 
care, or that they are incarcerated for loitering and are not eligible for hospitalization. Similarly, 
we are not sure whether a high domestic violence rate reflects good outreach at the local level 
or whether rates truly are high or low. 

� � � Black hollow arrows are used when a decreasing or increasing rate or trend has 
no common understanding. 
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The choice "No significant difference" is used when confidence intervals overlap or when the 
trend test is non-significant.  

� � Black hollow arrow pointing in both directions is used to signify that there is no 
statistically significant difference in the rate or trend for the comparison period.

For Workbook B, we provide numbers and calculate rates using all events without instituting 
small numbers criteria as we do for trend tests in the Databooks. Small numbers of cases will 
almost always result in a wide confidence interval making it impossible to achieve statistically 
significant change.

Some jurisdictions have no events (N = 0) for some indicators over a three-year interval. They 
appear to have a rate of zero. In these circumstances, the lower confidence interval cannot be 
less than zero, but the rate can have an upper confidence interval. 

� � NSD No Events (No significant difference). The jurisdiction had no events for the 
interval evaluated but the difference is not statistically different (NSD). 

To menus evaluating progress toward the HP 2010 objective (column R), we added the 
following symbol. It may be used when the period end 3-year confidence interval indicates your 
jurisdiction met the objective.  

� � Circled Blue Star - Objective Met. The confidence interval does not include the HP2010 
objective and is on the appropriate side of the indicator. Hooray! 

Example:  HP 2010 Objective = 6%, where low is good.  

  Rate is 5.3, LCL 5.1, UCL 5.5. �

Trends have to be evaluated by referring to the graph tab in the appropriate FHOP Databook 
which you previously printed. Focus only on your jurisdiction's total trend. Most indicator trends 
can be evaluated using the standard arrows. However, some trends need different indicators.  

� 	
 Box signifies your jurisdiction did not have enough events to calculate a trend.


� �� Wavy symbol and right arrow signifies a non-linear trend. The arrow points to 
the right to remind you to briefly describe the trend direction in the column headed
Comment Explain. Cells in this column are formatted to wrap text if the line is too long. 

Some indicators have no HP 2010 objective. Others have no trend data or, if a trend exists, are 
non-linear. When such circumstances exist, these indicators do not have to be compared to an 
HP 2010 objective and/or analyzed for trend. In these events, the cells have been pre-filled with 
the notation N/A, which should not be changed.

� N/A Not applicable.
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2.2 Reliability 

Results of Worksheet B can be used to guide further statistical analyses and assist local 
planning and program development activities. Incorrect answers could inadvertently lead a 
jurisdiction to think it had a problem where it had none, or that it had no problem when it had 
one.

To assure that results accurately reflect local circumstances, we STRONGLY recommend 
that at least two people independently complete Workbook B, compare results, and 
resolve discrepancies before finalizing responses in Workbook B and beginning to plan. 

3 Completing Worksheet B 

3.1  Indicator  

The column set headed "Indicator" identifies 
the 27 required health status Indicators that 
have been provided for you. Note that some 
indicators have multiple categories, for 
example teen births. These are indicated by 
A, B, etc.

If the Indicator has a Healthy People 2010 
Objective, it is shown. 

If your jurisdiction added other indicators, 
insert the name(s) in the rows at the bottom 
of the local worksheet (after the required 
indicators). It is important to clearly define 
the numerator, denominator and indicator 
measurement for all additional indicators 
that your jurisdiction included. 

Indicator

# Description

1 Fertility per 1,000 Females Age 15 to 44 N/A

2 A Births per 1,000 Females Age 10 to 14 N/A

2 B Births per 1,000 Females Age 15 to 17 43

2 C Births per 1,000 Females Age 18 to 19 N/A

2 D Births per 1,000 Females Age 15 to 19 N/A

3 Low Birth Weight Live Births (%) 5%

HP 2010 
Objective
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3.2  Local Period Start and Local Period End

The next two major column sets, Local Period Start and 
Local Period End, each contain the same types of 
information. For the 27 required indicators, cells in these 
columns have been filled in for you, so you do not have to 
do any of the calculations. You will only need to calculate 
rates and confidence intervals for the optional indicators you 
choose to add. 

� Period refers to the 3-year interval for which a given 
statistic is calculated.

� Numer(ator) refers to the total number of events in the 
reference period. This column is filled in for all 
indicators. Note that small numbers are reported. 
(Hidden column)

� Denom(inator) refers to the total number of people in 
the population in the reference period. (Hidden column)

� Rate refers to the value obtained after dividing the 
numerator by the denominator and multiplying by the 
appropriate scale (100; 1,000; 10,000, etc). 

� Lower refers to the lower 95% confidence limit (LCL) for the reported rate. These are not 
the same statistic as the 3-year standard error values from the relevant Databook table. 

� Upper refers to the upper 95% confidence limit (UCL) for the reported rate. These are not 
the same as the standard error values from the relevant Databook table. 

For some indicators, the numerator is a subset of the denominator (e.g., percent of preterm 
births). Other indicators (e.g., teen birth rate, motor vehicle injuries) are calculated using 
standard external population data. California law requires public agencies to use Department of 
Finance (DOF) population estimates. Some non-FHOP indicators provided their own 
denominators. For these indicators, FHOP used the numerator data provided by the source, but 
used DOF estimates in order to have consistent denominators across indicators with the same 
age groups. Thus the number of events used for the numerator will be consistent, but some 
rates may not be exactly comparable to rates from non-FHOP sources published on the web.  
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After evaluation, a jurisdiction may seem to have a problem with a certain indicator. In deciding 
whether a problem is important enough to develop a program, it is important to understand 
prevalence. Be sure the number of events supports developing a program. To make that 
assessment, it will be necessary to unhide columns containing the numerator and denominator. 

HINT: FHOP hid columns E, F, K, and 
L to facilitate viewing. These columns 
contain numerators and denominators 
for each three-year period. To unhide 
these, select the columns headed 
period and rate. Then click on Format,
Column, Unhide as shown in the 
picture on the left.  

After work is completed, we 
recommend rehiding these columns.  

3.3  Local Period End Compared To 

This set of columns is intended to evaluate how the jurisdiction is doing, comparing its local end 
rate to its period start rate, to the State period end rate, and to the HP 2010 objective. 

Local Period Start. To make this determination, compare 
confidence intervals in the Local Period Start vs. Local Period 
End columns. If their confidence intervals overlap, the 
jurisdiction will have made no statistically significant change. 
Click on the appropriate cell under the Local Period Start
subheading. Select the drop-down menu choice that best 
summarizes how your jurisdiction’s Local Period End did in 
comparison to the Local Period Start.

If you had no events in your Local Period End, select the 0 
events indicator �.

State Period End. To make this determination, compare the 
Local Period End on your local tab to State Period End on the 
State tab.

Again, focus on confidence intervals of the two rates. If 
confidence intervals overlap, the jurisdiction will have made no 
statistically significant change relative to the State. Click on the 

appropriate cell under the State Period End subheading. Dropdown menus appear with options 
to describe how your jurisdiction is doing at Local Period End compared to State Period End.

If you had no events in your Local Period End, select the 0 events indicator �.
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HP 2010 Objective. To make this determination, compare the Local Period End on your local 
tab to the HP 2010 Objective in Column C.

Again, focus on the confidence intervals for Local Period End. If the confidence interval overlaps 
the HP 2010 objective, the jurisdiction will have no statistically significant difference between its 
rate and the HP 2010 objective.  

If your confidence intervals are in the appropriate direction relative to the HP 2010 objective and 
do not overlap it, select the star indicator �. Your jurisdiction met the HP 2010 goal. Hooray! 

3.4  Local Trend Line, Non-Linear Explain 

To complete this section, refer to the trend graph worksheets you preprinted. Focus only on the 
total graph and its statistics from page 1 of the relevant Databook graph tab, specifically the 
local trend statistics which are yellowed in the example.  

We start with the simple linear trend. 
The table shows that the local 
jurisdiction had a significant downward 
trend (as shown by -0.07, P-value 
0.011). If the indicator is improving 
when it goes down (e.g., low 

birthweight), select the blue downward circle �. If the indicator is worsening when it goes down 
(e.g., children with health insurance), select the red downward arrow �.

Now let's look at a non-linear example. 
Here we see that the local jurisdiction 
had a trend line with one bend in the 
2003-2006 period. From 1995-2003, 
the rate decreased significantly (-1.85, 
P-value = 0.000) and was essentially 
flat (not significant) thereafter (-0.11, P-

value 0.870). Because there was at least one bend in the period between 1995 and 2006, the 
trend is non-linear. Select the non-linear trend symbol ��.

Because the trend is non-linear, it must 
be explained in the last worksheet 
column headed "Comment-Explain." 
Describe the trend as summarized 
above.

You can add more detail in the written report if you think it is needed. Examples of what might 
be discussed further in the written report are whether certain race/ethnic groups have higher or 
lower rates such that they affect your total rate, an analysis of whether sufficient numbers are 
available to develop an intervention, etc. Text will wrap in this cell. If you want to make the 
column wider, feel free to do so. 

If the trend was linear and non-significant, select the non-significant symbol �

If your jurisdiction had too few events to calculate a trend line, select the box symbol 	.

From 1995-2003, the rate decreased significantly (-1.85, P-value = 
0.000) and was essentially flat thereafter (-0.11, P-value 0.870).

Comment Explain
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4 Non-FHOP Indicators 

Data for indicators identified at the bottom of this section came from resources outside of FHOP. 
Layouts and data elements varied enormously from indicator to indicator. FHOP and MCAH 
retrieved the source files from the internet or in some cases directly from the organizations that 
prepare them. FHOP is preparing new sets of county worksheets containing data used for the 
following non-FHOP indicators: 

15 Women Exclusively Breastfeeding at the Time of Hospital Discharge  
16 Children and Adolescents Age 0 to 19 without Health Insurance  
17 Children Age 2 to 11 without Dental Insurance  
18 Children Age 2 to 11 Who Have Been to the Dentist in the Past Year  
19 A Children less than Age 5 Who Are Overweight  
19 B Children Age 5 to 19 Who Are Overweight  
21 Reported Cases of Chlamydia Females Age 15 to 19 
24 A Non-Fatal Motor Vehicle Accident Injuries Children Age 0 to 14  
24 B Non-Fatal Motor Vehicle Accident Injuries Age 15 to 24  
25 Children Living in Foster Care each July  
26 Children Age 0 to 17 Living in Poverty 
27 Domestic Violence Related Calls for Assistance  

4.1  Population 

Some of these sources had population-referenced denominators. To assure that we were using 
the same denominators for the same age groups across all indicators (0 to 4, 15 to 19, etc), 
FHOP used the most recent DOF estimates (July 2007 revision) provided on the FHOP website.  

4.2  Pediatric Nutrition Surveillance System (PedNSS) 

The PedNSS Nutrition Survey reported denominators and percent-based rates for overweight 
children. We imputed a numerator from the reported percent. If a jurisdiction had fewer than 100 
participants, the people who produced the report showed the denominator but not the percent. 
This had a particular impact on five to eight smaller local health jurisdictions in a given year. For 
city-based local health jurisdictions, when no percent was available, we imputed a numerator 
based on the percent in the parent county. The numerator was imputed using the percent for the 
MCAH perinatal region for small counties. This may result in rate distortions in the affected 
jurisdictions, particularly if data are present in one year and not another. If the results seem 
unrealistic based on your knowledge of your community, be sure to add a comment in the last 
column of the local Workbook.

In interpreting PedNSS data, be aware that it is based on data from low-income children 
enrolled in federally-funded maternal and child health programs and may not be representative 
of the overweight status of the jurisdiction's entire child population. 

4.3  Breastfeeding 

FHOP and MCAH are seeking to obtain revised rates for earlier years of breastfeeding data. 
These data will be available shortly. Rather than further delaying the release of Workbook B, we 
are sending it without these data filled in. We will send a separate email to each jurisdiction with 
the rates and confidence intervals to paste into Workbook B. To indicate that these data are 
unavailable at this time, the values 999 have been inserted as placeholders. 
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4.4 California Health Interview Survey 

The California Health Interview Survey has not yet released 2007 data. Thus data for children 
without health and dental insurance and children who saw the dentist in the previous year are 
not available at this time. These data will be available shortly. To indicate that these data are 
unavailable at this time, the values 999 have been inserted as placeholders. 

Rather than delaying the release of Workbook B, we are sending it without these data filled in. 
As soon as the data are available, we will send a separate email to each jurisdiction with the 
rates and confidence intervals to paste into Workbook B. 

5 Support 

If you have further questions about the use of this Workbook, please contact Gosia 
Pellarin at FHOP: 

PellarinM@fcm.ucsf.edu
415-476-5283



DRAFT - NOT FOR DISTRIBUTION LOCAL TITLE 5 INDICATORS

Indicator Local Period Start Local Period End

95% Conf. Int 95% Conf. Int Local State
# Description Period Rate Lower Upper Period Rate Lower Upper Period Start Period End

1 Fertility per 1,000 Females Age 15 to 44 N/A 1995-1997 63.3 62.8 63.8 2004-2006 62.6 62.1 63.0 N/A N/A

2 A Births per 1,000 Females Age 10 to 14 N/A 1995-1997 1.1 1.0 1.3 2004-2006 0.4 0.3 0.5 N/A N/A

2 B Births per 1,000 Females Age 15 to 17 43 1995-1997 27.0 25.9 28.1 2004-2006 14.3 13.6 15.1 Below throughout

2 C Births per 1,000 Females Age 18 to 19 N/A 1995-1997 63.8 61.8 65.9 2004-2006 47.8 46.0 49.6 N/A N/A

2 D Births per 1,000 Females Age 15 to 19 N/A 1995-1997 41.9 40.8 43.0 2004-2006 27.2 26.3 28.0 N/A N/A

3 Low Birth Weight Live Births (%) 5% 1995-1997 7.0 6.8 7.2 2004-2006 7.2 7.0 7.4 No change

4 Very Low Birth Weight Live Births (%) 0.9% 1995-1997 1.2 1.1 1.3 2004-2006 1.2 1.1 1.3 No change

5 Preterm Births < 37 Wks Gestation (%) 7.6% 1995-1997 10.1 9.9 10.3 2004-2006 9.4 9.2 9.6 Moving toward

6 A Short Inter-Pregnancy Interval for Women 
Age 15-44 (%) 6% 1995-1997 12.5 12.2 12.8 2004-2006 10.6 10.4 10.9 Moving toward

6 B Short Inter-Pregnancy Interval for Women 
Age 12-19 (%) 6% 1995-1997 9.8 9.0 10.6 2004-2006 6.8 6.0 7.6 Moving toward

7 Women Age 12-19 who are already 
mothers (%) N/A 1995-1997 18.2 17.2 19.2 2004-2006 14.0 12.9 15.1 N/A N/A

8 Perinatal Deaths per 1,000 Births 4.5 1995-1997 6.2 5.6 6.8 2004-2006 5.3 4.8 5.9 Moving toward

9 Neonatal Deaths Age < 28 days per 1,000 
births 2.9 1995-1997 3.6 3.2 4.1 2004-2006 3.1 2.7 3.6 No change

10 Post-Neonatal Deaths Age > 28 Days to 1 
Year per 1,000 births 1.2 1995-1997 2.2 1.9 2.6 2004-2006 1.7 1.5 2.1 Moving toward

11 Infant Deaths to 1 Year per 1,000 births 4.5 1995-1997 5.8 5.3 6.4 2004-2006 4.9 4.4 5.5 Moving toward

12 A Deaths  Age 1 to 14 per 100,000 N/A 1995-1997 20.2 17.3 23.5 2004-2006 14.8 12.5 17.7 N/A N/A

12 B Deaths Age 15 to 19 per 100,000 39.8 1995-1997 57.5 49.2 67.3 2004-2006 56.8 48.8 66.1 No change

13 First Trimester Prenatal Care for Live Births 
(%) 90% 1995-1997 88.5 88.2 88.7 2004-2006 89.3 89.0 89.5 No change

14 Adequate Prenatal Care (Kotelchuck Index) 
for Women Age 15 to 44 90% 1995-1997 77.2 76.9 77.5 2004-2006 77.8 77.5 78.2 No change

15 Women Exclusively Breastfeeding at the 
Time of Hospital Discharge (%) 75% 2001-2003 999.0 999.0 999.0 2004-2006 999.0 999.0 999.0 N/A N/A

16 Children and Adolescents Age 0 to 19 
without Health Insurance (%) 0% 2001-2003 999.0 999.0 999.0 2004-2006 999.0 999.0 999.0 N/A N/A

HP 2010 
Objective

Compare Local End Status to

HP 2010 
Objective

Local Trend Line

Describe, 
explain non-

linear

If Linear Trend, 
Compare Progress 

to HP 2010 Objective 
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Objective
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linear

If Linear Trend, 
Compare Progress 

to HP 2010 Objective 

17 Children Age 2 to 11 without Dental 
Insurance (%) N/A 2001-2003 999.0 999.0 999.0 2004-2006 999.0 999.0 999.0 N/A N/A N/A

18 Children Age 2 to 11 Who Have Been to the 
Dentist in the Past Year (%) 56% 2001-2003 999.0 999.0 999.0 2004-2006 999.0 999.0 999.0 N/A N/A

19 A Children less than Age 5 Who Are 
Overweight (%) N/A 1995-1997 13.9 13.7 14.2 2004-2006 13.5 13.2 13.7 N/A N/A N/A

19 B Children  Age 5 to 19  Who Are Overweight 
(%) 5% 1995-1997 15.5 15.1 15.8 2004-2006 22.0 21.6 22.4 N/A N/A

20 A Asthma Hospitalizations Children Age 0 to 4 
per 10,000 25 1995-1997 62.0 59.3 64.8 2004-2006 52.7 50.2 55.3 Moved toward

20 B Asthma Hospitalizations Children Age 5 to 
17 per 10,000 7.7 1995-1997 23.2 22.1 24.3 2004-2006 13.7 12.9 14.5 Moved toward

21 Reported Cases of Chlamydia per 1,000 
Females Age 15 to 19 N/A 1998-2000 29.0 28.1 29.9 2005-2007 35.8 34.8 36.7 N/A N/A N/A

22 A Mental Health Hospitalizations Children Age 
5 to 14 per 10,000 N/A 1995-1997 24.0 22.7 25.3 2004-2006 27.5 26.2 28.9 N/A N/A

22 B Mental Health Hospitalizations Adolescents 
Age 15 to 19 per 10,000 N/A 1995-1997 99.7 96.0 103.5 2004-2006 106.3 102.7 110.1 N/A N/A

23 A Non-Fatal Injury Hospitalizations Childen 
Age 0 to 14 per 10,000 N/A 1995-1997 28.8 27.7 29.9 2004-2006 25.9 24.9 26.9 N/A N/A

23 B Non-Fatal Injury Hospitalizations Age 15 to 
24 per 10,000 N/A 1995-1997 60.9 58.9 62.9 2004-2006 66.2 64.1 68.3 N/A N/A

24 A Non-Fatal Motor Vehicle Accident Injuries 
Children Age 0 to 14 per 100,000 933 1997-1999 386 373 399 2005-2007 239 229 249 N/A N/A

24 B Non-Fatal Motor Vehicle Accident Injuries 
Age 15 to 24 per 100,000 933 1997-1999 1,577 1,545 1,609 2005-2007 1,305 1,276 1,335 N/A N/A

24 C Non-Fatal Injury Hospitalizations for Motor 
Vehicle Accidents  Age 0 to 14 per 10,000 N/A 1995-1997 4.3 3.9 4.8 2004-2006 2.8 2.5 3.2 N/A N/A

24 D Non-Fatal Injury Hospitalizations for Motor 
Vehicle Accidents Age 15 to 24 per 10,000 N/A 1995-1997 15.2 14.3 16.3 2004-2006 15.4 14.4 16.5 N/A N/A

25 Children Living in Foster Care each July per 
1,000 N/A 1998-2000 11.9 11.7 12.2 2005-2007 7.1 6.9 7.3 N/A N/A N/A

26 Children Age 0 to 17 Living in Poverty % N/A 1995-1997 17.7 17.7 17.8 2003-2005 14.4 14.3 14.5 N/A N/A N/A

27 Domestic Violence Related Calls for 
Assistance per 10,000 N/A 1999-2001 4.9 4.8 4.9 2004-2006 5.0 5.0 5.1 N/A N/A N/A

C1 Additional jurisdiction indicator (optional) fill 
in name

C2 Additional jurisdiction indicator (optional) fill 
in name

C3 Additional jurisdiction indicator (optional) fill 
in name

C4 Additional jurisdiction indicator (optional) fill 
in name
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HP 2010 
Objective
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Local Trend Line
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List of Stakeholders Invited to Participate in the Statewide Capacity Survey 
 

Adolescent Family Life Directors 
Adolescent Health and Development, Center for Research 
Alameda County Health Officer 
American Academy of Pediatrics, California District IX (AAP) 
American College of Nurse-Midwives 
American Indian Infant Health Initiative 
Association of Women's Health, Obstetric and Neonatal Nurses 
Black Infant Health Directors 
Black Infant Health Program (BIH) Advisory Committee 
Blue Cross of California 
Blue Shield of California 
Branagh Information Group 

California Fetal Alcohol Spectrum Disorders (FASD) Task Force 
California Adolescent Health Collaborative 
California Association of Health Plans 
California Birth Defects Monitoring Program (CBDMP) 
California Chamber of Commerce, Policy 
California Dental Association, Medi-Cal, Denti-Cal Policy 
California Dental Hygiene Association 
California Department of Alcohol and Drug Programs (ADP), Office of Women's and Perinatal Services 
California Department of Developmental Services 
California Department of Education CAL-SAFE 
California Department of Health Care Services (DHCS), Fiscal Intermediary and Contracts Oversight 
California Department of Health Care Services, California Children's Services (CCS) 
California Department of Health Care Services, Children's Medical Services 
California Department of Health Care Services, Office of Women's Health (OWH) 
California Department of Insurance, California Insurance Commissioner  
California Department of Managed Health Care 
California Department of Mental Health (DMH) 
California Department of Public Health Office of Family Planning (OFP) 
California Department of Public Health Office of Oral Health 
California Department of Public Health, Adolescent Family Life Program (AFLP) 
California Department of Public Health, Black Infant Health Program (BIH) 
California Department of Public Health, California Center for Physical Activity 
California Department of Public Health, California Conference of Local Health Officers 
California Department of Public Health, California Diabetes and Pregnancy Programs (Sweet Success) (CDAPP),  Coordinators 
California Department of Public Health, Cancer Control Branch, Nutrition, Physical Activity and Obesity Prevention Program 
California Department of Public Health, Cancer Prevention and Nutrition Section, Network for a Healthy California, Prevention Institute 
California Department of Public Health, Center for Health Statistics, Office of Health Information and Research, Vital Statistics 
California Department of Public Health, Epidemiology and Prevention for Injury Control (EPIC) 
California Department of Public Health, Genetic Disease Screening Program (GDSP)  
California Department of Public Health, Regional Perinatal Programs of California 
California Department of Public Health, Sexually Transmitted Diseases,  Epidemiology and Surveillance Section 
California Department of Public Health, Tobacco Control Section (TCS), Evaluation Unit, Center for Chronic Disease and Injury Control 
California Department of Public Health, Women, Infants and Children (WIC) Association 
California Department of Public Health, Women, Infants and Children (WIC) Program 
California Department of Social Services, CAL-Learn 
California Department of Social Services, Children and Family Services Division 



California Emergency Medical Services Authority 
California Family Health Council 
California Medical Association 
California Office of Statewide Health Planning and Development 
California Primary Care Association 
California Project LEAN (Leaders Encouraging Activity and Nutrition) 
California Public Employees' Retirement System (CalPERS) 
California School Health Centers Association 
California School Nurses Organization (CSNO) 
California State University, San Diego, Graduate School of Public Health, Research Foundation, Center for Injury Prevention, Policy and Practice 
California Sudden Infant Death Syndrome (SIDS) Program 
Center for Diabetes, Endocrinology and Metabolism at Children’s Hospital Los Angeles 
Childbirth Research Associates, LLC 
Cities, Counties, and Schools (CCS) Partnership 
Contra Costa Health Plan 
Early Identification and Intervention (EII) Collaborative of Los Angeles 
Family Health Outcomes Project (FHOP) 
Family Violence Prevention Fund 
First 5, California Children and Families Commission 
First 5, Children and Families Commission of Orange County 
Health Information Solutions/Improved Perinatal Outcomes Data Reports (IPODR) 
Health Net of California 
Innovations for the Underserved, California Healthcare Foundation 
Interagency Council on Child Abuse and Neglect (ICAN) 
Internet Sexuality Information Services 
Kaiser Family Foundation 
Kaiser Permanente, Northern California, Division of Research 
Kaiser Permanente, Southern California 
Local MCAH Directors 
Los Angeles Care Health Plan 
Los Angeles Task Force and on California Breastfeeding Council 
Managed Risk Medical Insurance Board 
March of Dimes 
MCH Access, Los Angeles 
Medi-Cal Managed Care Division, California Department of Health Care Services (DHCS) 
Nurse-Family Partnership 
PacifiCare of California 
Permanente Medical Group Dept of Obstetrics & Gynecology 
Preconception Health Council 
Preconception Health Council of CA, Kaiser Permanente, ACOG District IX 
Preconception Health Council of CA, Los Angeles County of Public Health 
Premature Infant Health Coalition 
Project, Community Perinatal Network 
Regional Perinatal Programs of California Directors 
Regional Perinatal Programs of California, Loma Linda University 
Research and Evaluation, California Healthcare Foundation 
Stanford University, California Maternal Quality Care Collaborative (CMQCC) 
Stanford University, California Perinatal Quality Care Collaborative (CPQCC) 
Sutter Medical Center Sacramento 
The American College of Obstetricians and Gynecologists (ACOG) 



University of California, Berkeley, School of Public Health, Maternal Child Health Program 
University of California, Los Angeles, School of Public Health, Department of Health Services, Center to Eliminate Health Disparities,  
University of California San Diego, Department of Pediatrics  
University of California, Berkeley, School of Public Health 
University of California, Los Angeles, Center for Health Policy Research/California Health Interview Survey (CHIS) 
University of California, Los Angeles, Center for Healthier Children, Families and Communities,  
University of California, San Francisco, Center on Social Disparities in Health (Maternal Infant Health Assessment - MIHA Contract and Black Infant Health) 
University of Southern California  School of Social Work 
WestED, Center for Prevention and Early Intervention 
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CCS Title V CSHCN Assessment Stakeholders Participating in the Identification of 
Systems Issues and the Prioritization Among Issues / Action Objectives 

 
Erin Aaberg-Givans 
Children’s Specialty Care Coalition 
 
Ken Adams 
San Bernadino County CCS 
 
David Alexander, MD 
Lucile Packard Foundation 
 
Daisy Ambia 
Youth as Self-Advocates 
 
Dini Baker 
High Risk Infant Follow-Up Program, 
Children’s Hospital Orange County 
 
Yvette Baptiste 
Family Resource Library 
 
John Barry 
Shasta County CCS 
 
Farra Bracht 
Legislative Analyst’s Office 
 
Jim Bellotti  
California Department of Education, Special 
Education 
 
Maria Calleros 
CalOptima 
 
Kris Calvin 
American Academy of Pediatrics 
 
Catherine Camacho 
CDPH 
 
Ana Clark 
HealthNet 
 
Arlene Cullum 
Sutter Hospitals 
 
Stephanie Dansker 
UC Davis Medical Center 
 
Mary Davis 
Orange County CCS 
 
Robert Dimand, MD 
PICU Technical Advisory Committee 

Diana Dooley 
California Children’s Hospital Association 
 
Juno Duenas 
Support for Families 
 
Wesley Ford 
Los Angeles County CMS 
 
Louis Girling, MD 
Santa Clara County CCS 
 
Jeffrey Gould, MD 
California Perinatal Quality Care 
Collaborative  
 
Susan Harrington 
Riverside County Department of Public 
Health 
 
Heidi Hudson 
Santa Clara County CCS 
 
Melissa Stafford Jones 
California Public Health Association 
 
Thomas Klitzner, MD, PhD 
CMS Branch Cardiac Technical Advisory 
Committee 
 
Penny Knapp, MD 
Department of Mental Health 
 
Paul Kurtin, MD 
Neonatal Quality Improvement Initiative 
Rady Children's Hospital San Diego 
 
Heidi Lerner 
CDPH Genetic Disease Branch 
 
Judith Lesner 
Kids as Self-Advocates 
 
Frank Mannino, MD 
CMS Branch NICU Technical Advisory 
Committee 
 
Samrina Marshall, MD 
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California Children’s Services (CCS) Program  
Systems Issues and Priority Action Objectives  
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Family Health Outcomes Project 
June 14, 2010 

 
Background   
 
Title V Needs Assessment.  Title V of the Social Security Act is a federal-state partner-
ship that provides for programs to improve the health of all mothers and children, 
including children with special health care needs. California currently receives 
approximately $43.3 million in federal Title V funds that are jointly administered by the 
State’s Maternal Child Adolescent Health (MCAH) Branch and the Children’s Medical 
Services (CMS) Branch.  Three population groups are served through Title V: pregnant 
women and infants less than 1 year of age; children ages 1 to 21 years; and children 
with special health care needs (CHSCN). Every five years the Federal Health 
Resources and Services Administration (HRSA) Maternal and Child Health Bureau 
requires that each State MCH agency funded through the Federal Title V MCH Block 
Grant Program complete a needs assessment.  California’s MCAH Branch, which is a 
block grant recipient, must complete an assessment of the health problems and needs 
of the MCAH population and develop a FY2010-2015 5-year plan for addressing 
problems identified through this process. At least 30% of Federal Title V funds must be 
used for preventive and primary care services for children and at least thirty percent 
(30%) for services for CSHCN as specified in legislation.  Based on this requirement it 
has been the practice that the CMS Branch would identify three priority needs for the 
California Children’s Services (CCS) program that will be addressed in the 5-year plan 
and for which performance measures will be included.  
 
As part of the broader planning process and the identification of the 3 priority CSHCN 
action areas, the Family Health Outcomes Project was contracted by CMS to conduct 
an assessment of the needs and systems issues related to delivering services to 
children and families eligible for CCS, California’s CSHCN program, is a statewide 
program that treats children with certain physical limitations and chronic health 
conditions or diseases. CCS children are a subset of the nationally defined CSHCN. 
Other California agencies and departments, such as the California Departments of 
Developmental Services and Mental Health and the California Department of Education 
(CDE) provide services to other CSHCN and may provide some services to CCS-
eligible children as well. While CMS and stakeholders recognize that Federal Title V 
guidance promotes assessment and planning for the broader CSHCN population, CMS 
is limited in its capacity to plan across programs and Departments by limited funds as 
well as California’s separation of the responsibility for the delivery of health, mental 
health, developmental and social services for children and makes coordination among 
these services difficult. Other challenges faced by CMS included California’s ongoing 
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fiscal crisis and reductions in programs staff due to layoffs and furloughs necessitated 
by the fiscal crisis. In addition, the needs assessment was conducted against the 
backdrop of the need for reauthorization of California’s Medicaid 1115 
Hospital/Uninsured Waiver and the Department of Health Care Services’ goal of 
developing pilot projects to explore potential redesign options for the CCS program. 
   
CMS recognized that a critical aspect of the assessment process is to encourage and 
facilitate participation by stakeholders throughout the state to assist in identifying health 
and health systems problems/needs, prioritizing among the identified issues, developing 
strategies to intervene in prioritized issue areas and evaluating the effectiveness of 
intervention strategies.  Accordingly, CMS established a CCS Needs Assessment 
Stakeholders Group and contracted with the Family Health Outcomes Project (FHOP) to 
facilitate a stakeholder process to determine Action Priorities to be addressed during 
FY2010-2015 and to assist in identifying the most important and potentially effective 
areas in which CCS can improve services for CCS-eligible children. 
 
CCS Program. In fiscal year 2008-2009, a total of 173,555 California children ages birth 
to 21 years received services through the CCS program.  CCS-eligible CSHCN are 
children who are under 21 years old; have or may have a medical condition that is 
covered by CCS (such as cancer, spina bifida, sickle cell disease, cerebral palsy, 
metabolic problems and congenital defects); are a resident of California; and whose 
families meet financial eligibility requirements. The family must have a family income of 
less than $40,000 as reported as the adjusted gross income on the state tax form, or 
the out-of-pocket medical expenses for a child who qualifies are expected to be more 
than 20 percent of family income, or the child has Medi-Cal or Healthy Families 
coverage.   
 
CCS may authorize and/or pay for: 

• Treatment, such as doctor services, hospital and surgical care, physical therapy 
and occupational therapy, laboratory tests, X-rays, orthopedic appliances and 
medical equipment. 

• Medical case management to authorize appropriate health care services for an 
eligible child’s medical condition when medically necessary, and referral to other 
agencies, including public health nursing and regional centers.   

• Medical Therapy Program (MTP) services including physical therapy and/or 
occupational therapy provided in public schools for medically-eligible children.  

 
Assessment Framework and Process 
 
FHOP proposed a framework and process for conducting the CCS Title V Assessment 
and facilitating the participation of a diverse group of Stakeholders identified by CMS. 
FHOP recommended an inclusive and systematic process of developing methods and 
issues to be assessed, gathering both primary and secondary data, analyzing and 
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presenting data, identifying issues and needs and setting priorities among them.  This 
general framework has been used successfully for work with large planning groups with 
diverse membership.1 CMS approved the framework and it was shared with CCS 
program Stakeholders at the first stakeholder meeting. Key elements of the framework 
include the following processes and methods. 
 
CCS CSHCN Stakeholder Process.  There were two all day meetings of the 
Stakeholders for the purpose of identifying CCS CSHCN issues/needs and recruiting 
Stakeholders to participate in subcommittees during the needs assessment process and 
setting action priorities among the identified issue areas (see Appendix 1 for a list of 
Stakeholders). Prior to the first meeting, stakeholders were contacted by phone and 
asked for their input into what needs and issues they thought should be addressed in 
the assessment and the stakeholder process.  The first meeting was held on September 
9, 2009 and the second on May 10, 2010.   
 
In addition to the two meetings, the Stakeholders participated in the following four 
subcommittees: Key Informant Interviews, Focus Groups, Surveys, and Data (including 
workgroups on program data, outcomes data, and other data sources). Between the 
first and second Stakeholder meetings, the subcommittees held a total of 13 conference 
call meetings and numerous e-mail follow-up communications as needed to review 
instruments and data (see Appendix 6 Needs Assessment Timeline for the schedule of 
meetings). Stakeholders were also invited to participate in a series of 8 webinars to 
provide them with additional data and information relevant to the needs assessment. 
Topics and presenters for the webinars included Melisasa Rowan, from Health 
Management and Associates (HMA) discussing HMA’s report: “Considerations for 
Redesign of the California Children’s Service Program”; Kathy Smith from UCLA 
presenting “The State of Children with Special Health Care Needs in California”; Tom 
Klitzner presenting “Benefits of Care Coordination for Children with Complex Disease: A 
Pilot Medical Home Project in a Resident Teaching Clinic;” and Clarissa Kripke 
presenting “Transition issues for youth with special health care needs” (a complete list 
of webinar topics and presenters is in Appendix 6). All the webinars were recorded and 
made available to Stakeholders via links on FHOP’s website so Stakeholders who 
missed the initial presentation could watch it. 
 
During the September 9 Stakeholders meeting, the group 1) received information about 
the CCS Title V 5-year needs assessment process, the stakeholder group’s role and the 
process the group would participate in to select CCS Action Priorities from among 
identified issues/problems; 2) participated in the selection of the criteria that this group 
would use during its second meeting to determine the action priorities (weighting of the 
criteria was voted on after the meeting via an online survey); 3) was introduced to the 
iterative process FHOP would use to gather primary data from key informants, focus 
groups, and online surveys; 4) saw a slide show data on CSHCN in California and 

                                            
1 The process is adapted from a method included in the University of North Carolina, Program Planning and 
Monitoring Self-Instructional Manual, “Assessment of Health Status Problems” and described in the University of 
California at San Francisco Family Health Outcome Project (FHOP) “Developing an Effective MCH Planning 
Process: A Guide for Local MCH Programs”. 
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nationally from the National Survey of Children with Special Health Care Needs; and 5) 
participated in a breakout group to assist CCS in the identification of issues/problems of 
concern to Stakeholders, relevant data, and potential data sources. (Please see 
Appendix 2 for the September Stakeholder meeting presentation). 
 
During the May 10, 2010 meeting, the group 1) reviewed the criteria they had developed 
and weighted and the definitions and rating scales (see Appendix 3 for Prioritization 
Criteria), 2) saw a slide show presentation of highlights of data related the MCHB core 
outcome indicators for CSHCN and potential priorities to address key issues (see 
Appendix 18),  3) reviewed and modified the draft list of identified issue/need areas  
(see Appendix 30) 4) revised and agreed on a final issue/ objective list (see Appendix 
31), and 5) received orientation to and used a method of rating and ranking the 
identified issues/objectives (see Appendix 4 for a copy of the Prioritization Scoring 
Tool).  
 
To promote the success of this process, the State CMS Branch staff assured that 
representative Stakeholders were invited, provided the best and most appropriate data 
available (within CCS resources and the timeframe) to FHOP, were available to FHOP 
and Stakeholders to answer questions and articulated CCS program commitment to 
using the results where funding and legislation permit. The Stakeholders were asked to 
be open to the process, to provide their expertise during discussions, use data and 
expert knowledge to inform their decision-making and agree to honor the group 
outcome.  FHOP’s role was to provide the framework; collect, review and analyze data 
and prepare a data packet and presentation; provide opportunities for stakeholder input, 
and facilitate a rational, inclusive stakeholder process.  
 
Problems/Issue Selection and Methods for Gathering Additional Data 
FHOP used an iterative approach to collecting and analyzing data for the needs 
assessment process that included key informant interviews, focus groups, and online 
surveys of respondents from key constituent groups. The process of identifying and 
learning about issues/needs began with the review of available sources of information 
about the needs of CSHCN, e.g., the National Survey of CSHCN; a scan of relevant 
websites; interviews with CCS stakeholders; and review and clarification of information 
recorded during the CCS stakeholder meeting breakout groups. Key informant 
interviews and focus groups provided additional valuable opportunities to identify 
strengths of the CCS program and current issues and challenges, however, by their 
very nature, it is not appropriate to generalize from key informant interviews or focus 
groups. Therefore, web-based surveys were developed and completed by many more 
respondents to provide data that is more representative of the key constituent groups, 
including families, physicians, County CCS program and MTU administrators, children’s 
hospitals, health plans, and durable medical equipment (DME) providers. 
 
Key Informant Interviews: A Key Informant Subcommittee consisting of 10 members 
was convened by FHOP. The information initially gathered on issues/problems was 
shared with the Subcommittee and informed the development of the key informant 
interview guide (see Appendix 8) and selection of respondents to complete the key 



 

Family Health Outcomes Project 6/14/2010 5  

informant interview. Participants selected to complete the key informant interview 
represented durable medical equipment providers, county administrators, county CCS 
programs, Medical Therapy Programs (MTPs), the Department of Developmental 
Services, specialty care physicians, primary care physicians, children’s hospitals, health 
plans, special education, legislative staff from the state government and family 
advocates. A total of 16 key informant interviews were conducted with all interviews 
being conducted over the phone. See Appendix 9 for a summary of the information 
gathered from the key informant interviews. 
 
Focus Groups: The focus group process was guided by a combination of subcommittee 
input, stakeholder coordination, and assessment of feasibility. Originally, it was planned 
for FHOP to conduct seven focus groups. Instead, FHOP conducted eight groups and 
community partners conducted two additional groups.  FHOP convened a focus groups 
subcommittee, consisting of 14 members representing hospitals, health plans, families, 
family advocacy/support groups, and County CCS programs. The subcommittee began 
meeting in October to discuss the potential topics for and make-up of focus groups and 
to identify potential locations/contacts for the groups. The development and refinement 
of the focus group discussion guides created for each group category was informed by 
the findings from the key informant interviews and with input from the focus groups 
subcommittee (see Appendix 10 Focus Group Discussion Guides). The original list of 
potential groups was modified based on scheduling and on the availability of each group 
and FHOP staff. 
 
Ten focus groups were conducted with a total of 107 participants (see Appendix 11 
Focus Groups Data Summary). Three groups were held in Southern California: 
Families, Medical Therapy Program Administrators, and Specialty Care Providers. The 
family group was held at a County health department office on a rainy day. The County 
had recruited families through a mailing and phone calls, and they offered an incentive 
of refreshments and a gift card. Six women participated, including one Spanish-
speaking woman who used a translator. The Medical Therapy Program Administrators 
group was held during a regular meeting of their group, and there were 15 participants 
representing 10 Counties. Participants took part in person and over the phone.  A group 
with Specialty Care Providers was organized by one of the stakeholders. It was held 
early in the morning at a hospital. The stakeholder invited the participants and provided 
breakfast. 10 providers participated, including nurses and doctors specializing in 
Oncology, Gastroenterology, ICU, Neonatology, Endocrinology, HIV, and Psychology. 
 
Seven groups were conducted in Northern California with Families, Transition Age 
Youth, CCS Administrators and Case Managers, CCS Medical Consultants, Medical 
Therapy Program Administrators, and administrators of Hospitals and Health Plans. The 
Subcommittee identified several potential organizations to contact about conducting a 
group with families. To gain additional perspective, a group with Spanish-speaking 
parents was held in a non-urban community. A family support agency recruited 
participants. Refreshments were provided and there was a translator. Eight mothers and 
fathers attended. A second family group was conducted by Family Voices and included 
5 mothers and fathers. Transition-age youth were identified by the Subcommittee as an 
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important group to hear from. With the assistance of a community group and a County 
program, a group with five young adults was held at a local college where they were all 
enrolled. Participants received pizza and gift cards.  
 
Also in northern California, a focus group was conducted with CCS Administrators and 
Case Managers during a regular meeting of their group, and there were 16 participants 
representing 10 counties. A focus group was conducted with CCS Medical Consultants 
during a regular meeting of their group, and there were 10 participants representing 
seven counties. A focus group with Medical Therapy Program Administrators was 
conducted on behalf of FHOP by the Children’s Regional Integrated Services System 
(CRISS) included 20 participants representing 11 counties. Finally, a focus group with 
administrators from Hospitals and Health Plans across the state was held in Northern 
California. A stakeholder agency identified and invited representatives from children’s 
hospitals and additional participants were identified from the larger Needs Assessment 
Stakeholder group. A hospital stakeholder set up a location at a community health 
center and refreshments were provided. There were 12 participants who attended in 
person and over the phone. Eight of the participants represented hospitals and four 
represented Health Plans. 
   
Online Surveys: FHOP convened a Survey Subcommittee that included 7 members and 
using the data gathered in the key informant interviews and focus group, developed four 
web-based surveys administered to 1) physicians, 2) CCS and MTP administrators, 
children’s hospitals and health plans, 3) families (available in both English and Spanish) 
who have a child covered by CCS, and 4) durable medical equipment providers. Topics 
covered in the online surveys include access to medical care and durable medical 
equipment, barriers to physician and DME providers participating in CCS and strategies 
to address the barriers, case management and the coordination of services, county 
variations in CCS services, conditions covered by CCS, transitioning of youth who age 
out of CCS, access to and satisfaction with the Medical Therapy Program and overall 
satisfaction with the CCS program. The family survey was available in Spanish and 
English and wording for most of the questions from this survey were taken from either 
the Family Voices Survey or the National Survey of Children with Special Health Care 
Needs. Findings from the survey have been incorporated into the data summary sheets 
for each MCHB core outcome measure that were prepared for Stakeholders (see 
Appendix 19).  
 
Copies of the survey instruments are in Appendixes 12-16, and Appendix 29 contains a 
table comparing the number and percentage of respondents by county to the online 
surveys for CCS families, physicians, and county CCS and MTU program administrators 
and managers, hospitals, and health plans as well as the number and percentage of 
CCS cases by county.  
 
The family surveys were online and open for completion for approximately one month. 
The English version of the family survey was completed by 331 respondents and the 
Spanish version was completed by 34 respondents. Responses from the English and 
Spanish versions were combined (see Appendix 25 for a summary of response). Family 
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Voices as well as many local CCS programs encouraged and assisted families in 
completing the online survey. While the use of a web-based survey for families can be a 
fairly quick and cost effective method of obtaining data, there are limitations to this 
approach. It can be very challenging for families without computer access to complete a 
survey, thus our survey sample is likely to over represent those CCS families that have 
a higher level of resources and education.  
 
The Physician survey was online and open for completion for approximately three 
weeks. This survey was completed by 133 physicians; the vast majority of whom are 
currently CCS paneled physician specialists. Although efforts were made to get 
physicians throughout the state to complete the survey, efforts were more successful in 
Southern California with 68% of survey respondents indicating that their practice area 
includes Los Angeles. (See Appendix 26 for a report on responses to this survey.) 
 
The survey for county CCS and MTU program administrators and managers, hospitals, 
and health plans was online for approximately two weeks and completed by 217 people. 
County CCS Program administrators/managers or Medical Consultants account for 41% 
of responses, 15% of the responses were from MTP administrators/managers, 10% 
were from Hospital administrators/managers/staffs, 8% were from Health Plan 
administrators/managers/staffs, and 27% were from others, including nurse case 
managers, public health nurses, and therapists. (See Appendix 27 for a report on 
responses to this survey.)  
 
The survey for DME providers was online for approximately 3 weeks and completed by 
14 DME providers. Between these 14 DME providers, the services area they provide 
equipment for cover the entire state of California. (See Appendix 28 for a report on the 
responses to this survey.) 
 
Additional Data Sources 
The major source for data on children with special health care needs in California is the 
National Survey of Children with Special Health Care Needs (NS-CSHCN).  In addition, 
a request for data was submitted to CMS/CCS staff who then identified which data was 
available and provided the available data to FHOP.  CMS Net and the paid claims data 
were the primary sources of CCS specific data.  Several published UCLA reports as 
well as “Family Voices” were also sources of data, as was a survey on the availability of 
specialty care physicians and wait times conducted by the Children’s Specialty Care 
Coalition.  A description of the major data sources used is included in Appendix 17.  The 
data was analyzed and summarized for stakeholder review. It was organized, using the 
six federal core CSHCN outcomes, into data summary sheets. A data packet was sent 
to the Stakeholders prior to the prioritization meeting, and an updated data packet was 
also provided at the meeting. 
 
Materials and Documentation.  In addition to the development of the framework, 
assistance in identifying Title V CCS CSHCN issues/needs, and the facilitation of the 
priority setting process, FHOP produced materials and documentation, which are 
included in appendices as follows: 
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Appendix 01. List of Stakeholders  
Appendix 02. CCS September Stakeholder Meeting Presentation with Data 

Slides 
Appendix 03. Prioritization Criteria 
Appendix 04. Prioritization Scoring Tool 
Appendix 05. CCS Issues and Topics to Address 
Appendix 06. Needs Assessment Timeline 
Appendix 07. Process Materials from Subcommittees 
Appendix 08. Key Informant Interview Guide 
Appendix 09. Key Informant Interviews Summary 
Appendix 10. Focus Group Discussion Guides 
Appendix 11. Focus Groups Data Summary 
Appendix 12. FHOP Survey of CCS Families – English Version 
Appendix 13. FHOP Survey of CCS Families – Spanish Version 
Appendix 14. FHOP Survey of Physicians 
Appendix 15. FHOP Survey of CCS Administrators, Hospitals, and Health Plans 
Appendix 16. FHOP Survey of DME Providers 
Appendix 17. Data Sources used in the CCS Needs Assessment 2010 
Appendix 18. CCS May Stakeholder Meeting Presentation 
Appendix 19. Issue briefs for MCHB Core Outcomes 
Appendix 20. CCS Expenditures and Highest Cost Conditions 
Appendix 21. CMS Net Data on Administrative Processing Times 
Appendix 22. CMS Net Data on Access to Special Care Centers 
Appendix 23. CMS Net Data on Primary Care Provider Address 
Appendix 24. Maps of CCS cases and Payer Types 
Appendix 25. Responses to FHOP Survey of CCS Families  
Appendix 26. Responses to FHOP Survey of Physicians  
Appendix 27. Responses to FHOP Survey of CCS Administrators, Hospitals and 

Health Plans  
Appendix 28. Responses to FHOP Survey of DME Providers 
Appendix 29. CCS Case Distribution and FHOP Survey Respondents   
Appendix 30. List of Potential Priorities 
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Appendix 31. Potential priorities and scores 
Appendix 32. Top Priorities 

 
 
Results of the CCS Needs Assessment and Prioritization Process 
 
Title V Needs Assessment Issues/Needs.  An initial draft list of program priorities was 
developed by FHOP, in consultation with state staff, based on issues identified through 
the data collection and analyses processes discussed previously, as well as the list of 
program priorities developed during the 2005 needs assessment. This list was sent to 
Stakeholders prior to the May 10 Stakeholder meeting for feedback, and was then 
further modified and finalized by Stakeholders at the May 10 meeting following a 
presentation of data highlights from the needs assessment.  
 
The final list of 13 objectives that the Stakeholders prioritized are:  
 
1. Link families to information and support, build better connections to community based 
resources, such as family resource centers, and inform families about what CCS 
covers. 
 
2. Increase family partnership in decision making and satisfaction with services through 
such things as:  parent participation on advisory committees and parent liaisons, and 
financial support for participating in these activities. Increase family partnership in 
decision making in the MTP by collaborative goal setting and increase family 
participation in provision of therapy. 
 
3. Conduct regular assessments of the level of parent/patient satisfaction as part of 
CCS outcomes. 
 
4. Consider adjusting financial eligibility by indexing it to inflation. 
 
5. Implement a standardized system of service delivery including consistent timeliness 
guidelines, access to special care center services, access to subspecialists and access 
to medical home services for ALL children with special health care needs regardless of 
insurance coverage or county of residence.   
 
6. Develop and implement IT and other solutions to facilitate more rapid determinations 

of eligibility and authorizations and communication between CCS and providers –  
a. Identify best practices 
b. Support electronic referrals  
c. Open physician portals to CCS staff 
d. Use technology to collect data and monitor outcomes 
e. Build on federal funding of electronic medical records  
 

7. Increase access to adult health care services for transitioning CCS youth by 
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a. Requiring CCS specialty care centers to incorporate adult specialist as part of 
their teams with written transition policies and procedures 

b. Launching outreach effort and increase education (Fresno example) to recruit 
adult specialists for youth transitioning out of CCS 

c. Working with medical providers to identify methods, materials and protocols to 
increase transition planning services provided to CCS youth  

d. Exploring regulatory and policy options to increase services for transition age 
youth 

e. Increase knowledge and provide education about community resources to adult 
physiatrists about CP and other CCS developmental diagnoses. 

 
 

8. CCS will work with appropriate partners to define and create and implement 
standards for Medical Homes for CCS children, including addressing the following 
issues: 
a. Include certification (rural areas may need special consideration) 
b. Authorization for CCS rates 
c. Authorize and pay for care coordination services (in coordination with special 

care center not in lieu of SCC, addresses relationship with SCC) 
d. Utilize previous work that was done on medical homes  
e. Implement a system able to accurately reflect whether or not CCS children have 

medical homes 
 
9. Modify the CCS program, with appropriate funding, to cover the whole child. 

 
10. Expand the number of qualified providers of all types in the CCS program.  

a. Simplify paperwork  
b. Streamline and improve the process for paneling CCS providers, for example, by 

prioritizing the Medi-Cal registration for qualified CCS providers, 
c. Ensure regular rate increases for CCS providers; preserve CCS physician rate 

enhancement; address problems with Fiscal Intermediary processing that results 
in no payment 

d. Develop and implement strategies to facilitate reimbursing providers in a more 
timely fashion. (Correct problems at Fiscal Intermediary with processing claims 
for CCS services) 

e. Look at appropriate use of physician extenders while maintaining CCS standards 
f. Develop a system of electronic-consults for screening for referrals for certain 

conditions to reduce unnecessary referrals (subspecialists provide initial consult 
via telemedicine, electronic means) 

 
11. Preserve CCS role as state standard setter (including regionalization). 

 
12. Develop quality processes and structures to collect outcomes data.  
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13. Develop a system to implement and evaluate the quality of care provided by the 
CCS program with the goal of ensuring that each child gets the right care at the right 
time by the right providers. 

 
Top Five Priority Objectives.  The Stakeholders individually used the weighted criteria 
they had developed together and a tool provided by FHOP to rate each of the 
objectives.  The individual rating scores were then summed resulting in an aggregate 
score used to rank the objectives. The resulting top five priorities follow. The complete 
ranking result is included in Appendix 31.  Three priorities will be included as Title V 
MCAH priorities.  CMS will address other priority objectives if resources and 
opportunities allow it to do so. 
 

Rank Priority Objectives 
1 Modify the CCS program, with appropriate funding, to cover the 

whole child 
2 Expand the number of qualified providers of all types in the CCS 

program  
3 CCS will work with appropriate partners to define and create and 

implement standards for Medical Homes for CCS children 
4 Develop and implement IT and other solutions to facilitate more rapid 

determinations of eligibility and authorizations and communication 
between CCS and providers  

5 Develop a system to implement and evaluate the quality of care 
provided by the CCS program with the goal of ensuring that each 
child gets the right care at the right time by the right providers 

 
 

  



Internal Capacity Assessment 
  
Historically the focus of the Children’s Medical Services (CMS) Branch has been 
on the provision of direct services for targeted populations.  Some programs, 
such as the Child Health and Disability Prevention (CHDP) program, the 
Newborn Hearing Screening Program (NHSP), and the Health Care Program for 
Children in Foster Care (HCPCFC), have components that address infrastructure 
building and population-based services.  As a result of the Capacity Assessment 
performed in 2005 that identified weaknesses, the Branch has been somewhat 
successful making progress in expanding its programmatic emphasis to include 
more infrastructure building activities.   
 
For the purposes of the 2010 Needs Assessment the Branch again decided to 
utilize the Capacity Assessment for State Title V (CAST-5), Second Edition, to 
structure this aspect of the needs assessment process.  Eight of the ten Maternal 
and Child Health Essential Services were evaluated with discussion focused 
specifically on children, in general, or Children with Special Health Care Needs 
(CSHCN), in particular.  A group of Branch managers and health professionals 
were selected to participate in this process.  A meeting was held in which the 
selected tools were reviewed and the Branch’s strengths, weaknesses, 
challenges, and strategies were enumerated for each of the eight Essential 
Services. 
 
The results of the capacity assessment are shown below. 
 
Essential Service #1 - Assess and monitor the health status of children and 
CSHCN to identify and address problems. 
 
Strengths 
There is a variety of data sources that are currently available to the CMS Branch, 
for analysis, including: 

• CMS Net data (California Children’s Services [CCS] Program] 
o Demographics 
o Administrative and process-related 
o Diagnostic 
o Service authorization, that can be linked to expenditure data 

• Expenditure data for the CCS Program, CHDP, and Medi-Cal program 
(through the Management Information System/Decision Support System 
(MIS/DSS) 

• Encounter and aggregate data from Medi-Cal Managed Care plans 
• CMS/Child Welfare Services data from the Department of Social Services 
• Health Plan Employer Data and Information Set (HEDIS) data from the 

Medi-Cal managed care plans, specifically data on immunizations and 
asthma 

• Asthma Surveillance Data 
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• Nutritional assessment data through the Pediatric Nutrition Surveillance 
System (PEDSNSS) 

• NHSP data 
o Numbers of infants screened/referred for additional 

screening/diagnosed with a hearing loss 
o NHSP referral to the Early Start Program 

• Neonatal data from CCS-approved Neonatal Intensive Care Units (NICUs) 
and the California Perinatal Quality Care Collaborative (CPQCC) 

• High Risk Infant Follow-Up (HRIF) Program data through the HRIF Quality 
Care Initiative (QCI)  

• Pediatric Intensive Care Units (PICU) and pediatric cardiac data from the 
CCS-approved hospitals   

 
Since the Assessment performed in 2005, the CMS Branch has increased its 
data analysis capability.  Staff working in the Information Technology Section has 
trained other Branch staff and county programs in the use of Business Objects 
software; and one Research Program Specialist and two Research Analyst 
positions were filled.   
 
Weaknesses 
The most significant weakness related to assessment and monitoring activities is 
the limited number of research staff and no staff with epidemiological skills and/or 
experience to analyze the data that are currently available or to develop new 
data resources.  There are no available funds to contract with individuals and/or 
institutions to perform data analysis.  There is no capacity within the Branch to 
analyze the state and national data on CSHCN that are available.   
 
Additional data are being collected in California on the target population to which 
the CMS Branch currently does not have direct access.  These include: 

• Healthy Families data through the Managed Risk Medical Insurance Board 
(MRMIB) 

• Patient-specific clinical and demographic data on children who are 
reported to the Childhood Lead Poisoning Prevention Branch  

• Hospital discharge data from the Office of Statewide Health Planning and 
Development (OSHPD) 

• Encounter and aggregate data from the California Department of Mental 
Health 

• Encounter and aggregate data from the California Department of 
Education (CDE) 

• WIC data set 
• Data on children who are referred or are enrolled in the Early Start 

program and receiving services through the California Department of 
Developmental Services, Regional Centers, CDE, and local education 
agencies 

• Clinical and outcome data from CCS-approved Special Care Centers 
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• Clinical and outcome data collected through the Cystic Fibrosis 
Foundation; Hemophilia Treatment Centers Universal Data Collection 
System; Children’s Oncology Group through the National Cancer Institute 
and the Sickle Cell Treatment Centers 

 
California has minimal population-based data on the CSHCN population and 
currently the Branch has no capacity to link existing data (CMS Net) with other 
Public Health data sets (e.g., Birth Defects Monitoring Program, Genetic Disease 
Branch, Immunization Registries, Vital Statistics).   
 
Potential Strategies
 

• Seek foundation and/or federal grant dollars to support internal and 
external data analysis 

• Initiate collaboration with other State and Local Departments for data 
sharing 

 
Essential Service #3 - Inform and educate the public and families about 
pediatric and CSHCN health issues. 
 
Strengths 
CMS has developed numerous resources to inform and educate families and 
providers:   

• CMS website, with links to other websites 
• Numerous program brochures in several languages 
• Presentation of program-specific materials at Childhood Obesity and Child 

Abuse Prevention Conferences; at Region IX Hemophilia Treatment 
Program meetings; Pediatric Palliative Care conferences; California 
Association of Neonatologists meetings. 

• Participation in meetings with community and parent/family advocates, 
including Family Voices Parent Liaisons 

• Counties have parent advisory groups that impact the content and 
methodology of parent education efforts 

• Counties hire parents and/or have contracts with Family Resource 
Centers for family support activities 

• The CMS Branch participates on the State Interagency Coordinating 
Council for Early Start 

• Transition Toolkit 
o Transition Toolkit for Families and Young Adults with Special 

Health Care Needs 
• Webinar capabilities to support presentations to providers and families 
• Development of standardized parent materials for the Medical Therapy 

Program (MTP) 
 
Weaknesses

• There is no parent voice at the Branch level 
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• No resources for health education, as a result of ongoing budget cuts 
• Budgetary restrictions on travel 

 
Potential Strategies 

• Encourage professional CMS staff to develop expertise in specific areas 
and serve as liaisons with parent groups 

• Encourage counties to develop and/or provide parent education programs 
in conjunction with CCS Special Care Centers (SCCs) 

• Hire a parent consultant in the Branch 
• Seek external funding for special projects 
• Collaborate more fully with Family Voices 
• Include Community Based Organizations in linking families with services 
• Explore wider use of Webinar and video conferencing capabilities 
 

Essential Service #4 - Mobilize community partnerships between 
policymakers, health care providers, families, the general public, and 
others to identify and solve CSHCN problems. 
 
Strengths 
The CMS Branch has relationships with many partners to address issues 
affecting CSHCN, including:  

• MRMIB, the agency overseeing the Healthy Families program, California’s 
State Children’s Health Insurance Program (SCHIP) 

• Children’s Specialty Care Coalition, a coalition of pediatric specialty and 
subspecialty physicians  

• Neonatal Quality Improvement (NQI) Initiative 
o Reduction in Catheter Associated Blood Stream Infections in 22 

CCS approved Regional NICUs 
• CPQCC and the Perinatal Quality Improvement Panel (PQIP) 

o CPQCC/CCS Breast milk Nutrition QI Collaborative  
• HRIF Quality Care Initiative (QCI) Executive Committee 
• Parent Links: Funded by Federal Grant through the Department of 

Education:  MOU with CDE. Provides parent-to-parent support and 
resources for infants and families participating in the NHSP. 

• National Initiative For Children’s Healthcare Quality 
o California NHSP Quality Improvement Initiative  
o Improve Children’s health by improving the systems responsible for 

the delivery of children’s healthcare. 
• March of Dimes – Big Five Initiative  
• Premature Infant Coalition  
• California Children’s Hospital Association 
• California Association of Neonatologists  
• American Academy of Pediatrics  
• Hemophilia Foundation 
• Family Voices 
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• Children’s Hospice and Palliative Care Coalition 
• Medi-Cal Managed Care Plans 

o Blue Cross; Kaiser; Health Net; CalOptima 
• State Interagency Coordinating Council for Early Start, active member 
• Special Education, CDE 
• Oral Health Access Council 
• Accessing Health Services for California’s Children in Foster Care Task 

Force 
• Infant Mental Health Project 
• Local youth collaboratives 
• Children’s Regional Integrated Service System (CRISS) group 
• Regional Perinatal Programs of California (RPPC) 
• Obesity Prevention Group, in collaboration with the Department of Public 

Health 
• Transition Advisory Committee 
• 1115 Waiver Stakeholder process/CCS Technical Workgroup 
• Title V Stakeholder workgroup 

 
Weaknesses
Currently the position of CMS Branch Chief is vacant.  Also, despite the varied 
and numerous collaborative relationships of which the CMS Branch is a part, 
there is no infrastructure in which the Branch has a leadership role in facilitating 
discussion and coordinating the activities among these diverse groups. 
 
There are some communities with which the Branch does not yet benefit from a 
collaborative working relationship, including the dental and orthopedic 
communities. 
 
Potential Strategies 

• Recruitment of CMS Branch Chief 
• Evaluate the CMS Branch’s internal organization regarding community 

participation 
• Build the expertise within the Branch to provide leadership in steering 

collaborative groups to address common issues. 
 
Essential Service #5 - Provide leadership for priority setting, planning, and 
policy development to support community efforts to assure the health of 
children. 
 
Strengths 
The CMS Branch has taken an active role in providing leadership for program 
activities.  A new direction for the Branch is to provide leadership in the larger 
CSHCN community.  Some of the current activities in this arena include: 

• Participation in the CCS Executive Committee 
• Participation in the CHDP Executive Committee  
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• Direction to county programs to provide performance measures and 
narratives in their annual plans 

• The strategic planning process for the Title V five-year needs assessment 
project. 

• The Branch maintains three Technical Advisory Committees (NICU, PICU, 
and Cardiac) for the development of standards and approval of new 
facilities 

• Development and implementation of the Medi-Cal Pediatric Palliative Care 
Waiver  

• Neonatal Quality Improvement (NQI) Initiative 
o Reduction in Catheter Associated Blood Stream Infections in 22 

CCS approved Regional NICUs 
• Collaboration and participation with the California Health Incentives 

Improvement Project on the Transition of Care for CSHCN 
• CPQCC and the Perinatal Quality Improvement Panel (PQIP) 

o CPQCC/CCS Breast milk Nutrition QI Collaborative  
• Participation in the Prematurity Coalition 
• Participation in the HRIF QCI Executive Committee 
• The CMS Branch issues Program Plan and Fiscal Guidelines for local 

CCS and CHDP programs 
• The CMS Branch has produced the CHDP Local Program Guidance 

Manual and provided training for the local CHDP program staff 
• The NHSP program has developed and continually updates the NHSP 

Tracking and Monitoring Procedure Manual for the Hearing Coordination 
Centers 

• NHSP released and updated (2010) the Infant Audiology Assessment 
Guidelines 

o Guidelines to assist the pediatric audiologist in obtaining complete 
infant diagnostic evaluations by applying the current standard of 
care. 

• The CHDP program has developed and updates the Health Assessment 
Guidelines for CHDP providers. 

• The CMS Branch uses Business Objects software to identify priorities and 
to guide policy development. 

• Training for State and Local Public Health Foster Care Nurses. 
 

Weaknesses 
The Branch still needs to develop capacity to provide the level of leadership in 
the larger CSHCN community.  This will include staff resources, training, financial 
resources, and data analysis expertise.  Some of the issues facing the Branch in 
this area include: 

• There is no CMS Branch Chief 
• There are no standards for health care organizations/commercial health 

plans regarding services, standards, and outcomes for CSHCN 
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• The Branch needs the capacity to collect and analyze data in order to 
identify priorities and measure progress 

• The professional staff in the Branch currently have no available time to 
provide pediatric consultation to internal and external organizations, 
agencies, and collaboratives 

 
Potential Strategies 
Some of the strategies that can move the Branch forward in providing statewide 
leadership with respect to CSHCN are: 

• Recruitment of a CMS Branch Chief 
• Expand the standardized reports available to counties through Business 

Objects to increase their capacity to identify local issues 
• Application of CCS standards to all health care organizations – this 

strategy is beyond the scope of the CMS Branch, but working with 
partners in the broader community may develop support for this approach 

• Developing and facilitating a task force with all insurance providers may 
result in a population-based review of outcomes for CSHCN 

• Evaluate the issues that need to be prioritize, and then collect and analyze 
the available data 

• Increase cultural competency of state and local program staff 
• To work with the stakeholder group to prioritize and develop strategies for 

data development  
 
Essential Service #6 - Promote and enforce legal requirements and the 
application of standards and regulations to protect the health of children 
and CSHCN, and ensure public accountability for their well-being 
 
Strengths 
The CMS Branch has developed standards and program guidelines for the CCS, 
CHDP, and NHSP programs.  Activities related to promoting the application of 
standards include:   

• Provider application and on-site facility reviews for new providers  
o CCS 
o CHDP 

• The Branch issues and updates the CHDP Health Assessment Guidelines 
and the Infant Audiology Assessment Guidelines. 

• The Branch monitors and analyzes proposed legislation 
• The Branch has the opportunity to submit proposed relevant legislative 

changes to the Department management 
• Program-specific websites that contain program standards and guidelines 

for both counties, providers and families 
 
Weaknesses 
Despite having standards and program guidelines, the Branch does not have the 
staff resources to monitor providers and programs at the local level to ensure that 
they are adhering to the standards and guidelines.  Moreover, since there are no 
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regulations to implement the standards and guidelines, there is no authority to 
enforce the: 

• Health Assessment Guidelines 
• CCS hospital standards 
• CCS NICU standards 
• CCS SCC standards 
• NHSP Inpatient and Outpatient Screening Provider Standards 

 
Major reductions in CMS Branch staffing has resulted in  

• Inability for Regional Office staff to perform local county program site 
reviews to ensure that state policies are being followed 

• Inability for CMS Branch staff to update and revise program standards 
 

Additionally, the Branch does not have legislative or regulatory authority for 
oversight of services or outcomes for CSHCN. 
 
Potential Strategies 

• Develop and implement regulations codifying program standards and 
guidelines 

• Enhance the Branch capacity for oversight of provider and county 
compliance and evaluation of outcomes for all CSHCN 

 
 
Essential Service #7 - Link children and CSHCN to health and other 
community and family services, and assure access to comprehensive, 
quality systems of care. 
 
Strengths 
One of the cornerstones of the CCS Program is to assure that children receive 
multidisciplinary services at centers of excellence from providers who meet 
minimum professional requirements and expertise.  The focus of all of the CMS 
programs is to link children with appropriate services. 

• The CCS program requires that children with certain eligible conditions 
receive SCC services 

• The HCPCFC works to link vulnerable children with appropriate medical 
services 

• The CHDP Gateway process links children with public health insurance 
programs and provides coverage for an initial period of time 

• The CCS Program provides case management services for all enrolled 
children that assures they receive health care services from an 
appropriate provider in an appropriate facility 

• The NHSP provides a single point of referral to link infants and toddlers 
with hearing loss to the Early Start program for early intervention services 

• Linkages to Parent Links  
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• The local CHDP programs assist families in accessing appropriate follow-
up services for conditions identified on a preventive health care exam that 
need specialty referral  

• Each county CCS MTP has a liaison with Special Education to assure 
compliance with agency regulations and delivery of services to CCS 
clients eligible for Special Education 

• Many county programs have developed relationships with the local 
California Children and Families Commissions to partner in building local 
infrastructure to assure access to a multitude of services for children and 
their families 

• Many county programs provide parent support activities through linkages 
with the local Family Resource Centers 

• Remodeled CCS HRIF Program supports coordinators at 17 of the CCS 
approved Regional NICUs’ HRIF programs and an online, web-based data 
base through HRIF QCI Initiative will allow analysis of efforts 

 
Weaknesses 
There is still much work to be done to assure that families receive the services 
that they need: 

• Lack of CMS Branch resources to do timely reviews of CCS providers – 
SCCs and hospital facilities 

 
Strategies 

• Improve linkages with family resource centers 
• Support development of family support groups  
• Increase support to SCCs in order to improve coordination of care for 

specialty and primary care services 
• Programs need to link with Medi-Cal/Healthy Families application 

assistors to improve the rate of application return by families who receive 
services through the CHDP Gateway 

• Improve coordination with the California Department of Developmental 
Services and Regional Centers 

• Implement a toll-free telephone line to provide assistance to families to 
access services. 

• Provide more information and linkages on program-specific website 
 

 
Essential Service #9 - Evaluate the effectiveness, accessibility, and quality 
of personal health and population-based services for CSHCN. 
 
Strengths 
The CMS Branch has performed some activities in this arena, but most of the 
resources have been directed toward the evaluation of program services.  Some 
of the tools available are: 

• Direct access to MIS/DSS data has provided ability to perform initial 
analysis and paid claims data and utilization of services by program clients 
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• The use of Business Objects software by the counties to extract CMS Net 
data to evaluate CCS services provided to children in their area, as well as 
process measures 

• CPQCC and national NHSP data are available to evaluate infrastructure 
and outcomes 

• State and national NICU data are available for comparison 
• HRIF Quality Care Initiative data base 
• The National Survey of CSHCN is available on-line 

 
Weaknesses 
This is an area in which the Branch has focused in acquiring additional 
resources, but there have been major challenges in identifying funding.  To 
adequately address these activities, the Branch would need: 

• Resources and funds to expand the data and research capacity and/or to 
fund discreet evaluation projects 

• Available professional staff to serve as preceptors for student interns  
• Capability to share data 
 

Potential Strategies 
• Seek other funding sources to expand capacity for data analysis (eg., 

foundations, federal grants) 
• Utilize student interns as a way to enhance analytic capacity 
• Work with the stakeholder group to prioritize and develop strategies for 

data development Increase capacity to compare CCS SCC data (eg., 
Cystic Fibrosis, Hemophilia) with national standards 

• Increase capacity to compare State PICU data with national data 
• Access to and the resources to analyze the data sets to which the Branch 

currently does not have access, as identified in Essential Service #1 
above 

• Work with researchers at California universities  
 
 
Essential Service #10 - Support research and demonstrations (professional 
consultation) to gain new insights and innovative solutions to pediatric and 
CSHCN problems. 
 
Strengths 
 

• The Branch has initiated and participated in the NQI Initiative and over a 
three year period has worked with 22 CSC approved Regional NICUs to 
reduce Catheter Associated Blood Stream Infections  

• The  Branch has also participated with CPQCC and the Perinatal Quality 
Improvement Panel (PQIP) on two collaboratives with CCS approved 
NICUs, including the CPQCC/CCS Breast milk Nutrition QI Collaborative  
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• Since the previous capacity assessment, the CMS Branch has actively 
applied for several grant awards.   

o The Branch as maintained receipt of funding through the State 
Systems Development Initiative Grant to now support the HRIF 
QCI. 

o Grant awarded by the Centers for Disease Control and Prevention 
jointly to the Department of Health Care Services and the 
Department of Education-California Teleaudiology Project Serving 
Rural Northern California 

• The Branch has entered into an Interagency Agreement with University of 
California, Los Angeles to evaluate the outcomes of the Pediatric Palliative 
Care Waiver 

• The CMS Branch continues to provide letters of support for community 
organizations and universities to apply for grant funding to research issues 
or outcomes for CSHCN.  

  
Weaknesses 

 
The Branch continues to have limited resources to develop and submit grant 
applications. 

 
  

Potential Strategies 
• Develop the capacity to pro-actively be involved in research as the 

principal investigator  
• Increase the capacity to apply for research grants 

 
 
In summary, this exercise has proven useful in identifying critical gaps in the 
CMS Branch’s organizational and resource capacity.  The Branch and 
Department must continue to address these in order to effectively pursue 
population-based Public Health activities focusing on building infrastructure for 
improving services for all CSHCN in California.  The key elements that have 
been identified include: 

• Research, analytical, and epidemiological resources to analyze existing 
data and develop new data sources 

• Development of leadership within the Branch to facilitate discussions and 
strategic planning in the broader CSHCN community 

• Regulatory authority to enforce standards and to oversee services and 
outcomes for CSHCN 

• Acquisition of parent expertise and input at the Branch level 
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Appendix 01 
CCS Stakeholders 

CCS Title V CSHCN Assessment Stakeholders Invited to Participate in the 
Identification of Systems Issues and the Prioritization Among Issues / Action 
Objectives 
 
(Bold indicates active participation) 
 
Organization/Affiliation Representative
CCS County programs  
     Alameda County Diana Obrinsky, M.D. 
     Alameda County Katie Schlageter 
     Orange County Mary Davis 
     LA County Wesley Ford 
     LA County Debbie Ruge 
     Santa Clara County Louis Girling, M.D. 
     Santa Clara County Heidi Hudson 
     Sacramento County Mary Jess Wilson, M.D. 
     San Bernadino County Ken Adams 
     Shasta County John Barry 
     Solano County Pam Sakamoto 
Children's Regional Integrated Service System  
     Alameda County Medical Home Project Laurie Soman 
Children's Regional Integrated Service System Mara McGrath 
CHEAC Judith Reigel 
     Riverside County Susan Harrington 
     Orange County David Souleles 
Providers  
     Hospitals  
         CA Children's Hospital Assn Diana Dooley 
         UC Medical Centers John Stobo, M.D. 
         Public Hospitals Melissa Stafford Jones 
         Sutter Hospitals Arlene Cullum 
     Physicians  
         Children's Specialty Care Coalition Erin Aaberg-Givans 
         Children's Specialty Care Coalition Tim Shannon 
         Sutter Health Greg Janos, M.D. 
         UCSD/CCS NICU TAC Frank Mannino, M.D. 
         UCSF/CHCC/CCS PICU TAC Robert Dimand, M.D. 
         UCLA/CCS Cardiac TAC Tom Klitzner, M.D. 
         American Academy of Pediatrics Kris Calvin 
         American Academy of Pediatrics Shirley Russ, M.D. 
         American Academy of Family Physicians Tom Riley 
         California Academy of Family Physicians Jeannine Rodems, M.D. 
     California Perinatal Quality Care Collaborative/  
     Stanford Jeff Gould, M.D. 
     High Risk Infant Follow-up Program Dini Baker, R.N. 
     Neonatal Quality Improvement Initiative/ Rady  
     Children’s Hospital San Diego Paul Kurtin, M.D. 
     Packard Foundation David Alexander, M.D. 
  
Families  
     Support For Families Juno Duenas 
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     Family Voices of California Tara Robinson 
     Parent/Family Resource Library Yvette Baptiste 
     Parent/Youth As Self Advocates Judith Lesner 
     Youth/Youth As Self Advocates Daisy Ambia 
     Parent/UCDavis Hemophilia Treatment Center Stephanie Dansker 
     Parent Pearline Utley 
     Family Resource Centers Debbie Sarmento 
  
Managed Care Plans  
     HealthNet Jennifer Nuovo, M.D. 
     HealthNet Ana Clark 
     HealthNet Samrina Marshall, M.D. 
     Blue Cross Joann Nishimoto, M.D. 
     Blue Cross Cheryl Sparks 
     CalOptima Richard Chambers 
     CalOptima  Maria Calleros 
     Kaiser Richard Rabens, M.D. 
  
State Departments  
     MRMIB Lesley Cummings 
     MRMIB Shelley Rouillard 
     DDS Julia Mullen 
          Assoc of Regional Center Agencies Robert Baldo 
     DMH Penny Knapp, M.D. 
     DPH  
         Maternal Child & Adolescent Health Catherine Camacho 
         Genetic Disease Branch Heidi Lerner 
     CDE Jim Bellotti 
     LAO Legislative Analyst's Office Farra Bracht 
     DHCA Systems of Care Luis Rico 
     DHCS CMS Branch Jill Abramson, M.D. 
     DHCS CMS Branch Kathy Chance, M.D. 
     DHCS CMS Branch Marian Dalsey, M.D. 
     DHCS CMS Branch Don Fields 
     DHCS CMS Branch Mary Goldberg 
     DHCS CMS Branch Joleen Heider-Freeman 
     DHCS CMS Branch Annette Irving 
     DHCS CMS Branch Brian Kentera 
     DHCS CMS Branch Hallie Morrow, M.D. 
     DHCS CMS Branch Rachel Luxemberg 
     DHCS CMS Branch Traci McCarley 
     DHCS CMS Branch Brenda Washington 
  
Researchers  
     UCLA Neal Halfon, M.D. 
     UCSF Paul Newacheck, PhD 
     Stanford Paul Wise, MD.. 
     UCLA Center for Healthier Children, Families,  
     and Communities Moira Inkelas 
     USC University Center for Excellence in  
     Developmental Disabilities Kathryn Smith, RN MN 
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Additional Participants  
     CDE, Special Education Karen Allen 
     MRMIB Dana Durham 
     MRMIB  Sarah Swaney 
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Getting Ready for the Getting Ready for the 
ChildrenChildren’’s Medical s Medical 
Services Part of the Title Services Part of the Title 
V Needs AssessmentV Needs Assessment

Gerry Oliva, M.D. 
UCSF Family Health Outcomes Project

September 9, 2009
Sacramento, CA

UCSF Family Health Outcomes ProjectUCSF Family Health Outcomes Project 22

TodayToday’’s Objectivess Objectives

Understand the Title V Needs Assessment Understand the Title V Needs Assessment 
background and requirementsbackground and requirements
Understand the goal of and the processes to be Understand the goal of and the processes to be 
used in the CMS/CCS Title V needs assessment used in the CMS/CCS Title V needs assessment 
Be updated about what is going regarding services Be updated about what is going regarding services 
for children with special healthcare needs in CA and for children with special healthcare needs in CA and 
nationallynationally
Become familiar with the methods and available Become familiar with the methods and available 
findings from other CA projects focused on CCS and findings from other CA projects focused on CCS and 
CSHCN (State redesign/HMA, CHCF, and Lucile CSHCN (State redesign/HMA, CHCF, and Lucile 
Packard Foundation)Packard Foundation)

By the End of this meeting Stakeholders will

UCSF Family Health Outcomes ProjectUCSF Family Health Outcomes Project 33

Meeting Objectives (cont)Meeting Objectives (cont)

Become knowledgeable about national and state Become knowledgeable about national and state 
level data from the survey of CSHCN  level data from the survey of CSHCN  
Reach agreement on the criteria to be used for Reach agreement on the criteria to be used for 
evaluating and deciding upon priorities evaluating and deciding upon priorities 
Identify key issues to be focused on in the needs Identify key issues to be focused on in the needs 
assessment processassessment process
Identify associated data sources Identify associated data sources 
Have the opportunity to participate in Have the opportunity to participate in 
subcommittees to review program data and to help subcommittees to review program data and to help 
develop methods, review instruments and data develop methods, review instruments and data 
collected from key informant interview, focus collected from key informant interview, focus 
groups, and web surveysgroups, and web surveys

UCSF Family Health Outcomes ProjectUCSF Family Health Outcomes Project 44

FHOP MissionFHOP Mission

To improve the health of children 
and their families and communities 
by supporting the development and 
implementation of comprehensive 
community planning, data-driven policies, 
evidence-based interventions, and effective 
evaluation strategies

UCSF Family Health Outcomes ProjectUCSF Family Health Outcomes Project 55

About FHOPAbout FHOP

Part of the Department of Family and Part of the Department of Family and 
Community Medicine, UC San FranciscoCommunity Medicine, UC San Francisco
Supports Public Health core functions: Supports Public Health core functions: 
Assessment, Policy Development, AssuranceAssessment, Policy Development, Assurance
6 pronged strategy: trainings, on6 pronged strategy: trainings, on--site and site and 
telephone technical assistance, telephone technical assistance, 
guidelines/data methods, automated tools, guidelines/data methods, automated tools, 
web accessible resources. web accessible resources. 
Ongoing cooperative agreement with Ongoing cooperative agreement with 
California DPH Maternal, Child and California DPH Maternal, Child and 
Adolescent Health Program since 1992Adolescent Health Program since 1992

UCSF Family Health Outcomes ProjectUCSF Family Health Outcomes Project 66

About FHOPAbout FHOP

Cooperative agreement with the CA Center Cooperative agreement with the CA Center 
for Health Statistics for consultation on data for Health Statistics for consultation on data 
methods, data standards and data quality methods, data standards and data quality 
related projects since 2000 related projects since 2000 

Conducts community based participatory Conducts community based participatory 
research projects with county and nonprofit research projects with county and nonprofit 
agencies related to reductions in health risks agencies related to reductions in health risks 
and disparities and disparities 
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UCSF Family Health Outcomes ProjectUCSF Family Health Outcomes Project 77

Title V Assessment: Title V Assessment: 
BackgroundBackground

Institute of Medicine Future of Public Health Institute of Medicine Future of Public Health 
Report 1988 Report 1988 -- emphasis on the core emphasis on the core 
functions of public health; focus on functions of public health; focus on 
population based programs and essential population based programs and essential 
public health services (counting numbers public health services (counting numbers 
served is no longer sufficient)served is no longer sufficient)
–– AssessmentAssessment
–– Planning and Policy DevelopmentPlanning and Policy Development
–– AssuranceAssurance

UCSF Family Health Outcomes ProjectUCSF Family Health Outcomes Project 88

Historical ContextHistorical Context

1989 1989 -- OBRA OBRA ‘‘89 required                       89 required                       
federal Title V agency, the MCH federal Title V agency, the MCH 
Bureau (MCHB), to use indicators Bureau (MCHB), to use indicators 
and performance measures to assess and performance measures to assess 
state agenciesstate agencies
1992 MCHB developed a conceptual 1992 MCHB developed a conceptual 
model for state MCAH programs model for state MCAH programs 

UCSF Family Health Outcomes ProjectUCSF Family Health Outcomes Project 99

Federal MCHB PYRAMIDFederal MCHB PYRAMID

UCSF Family Health Outcomes ProjectUCSF Family Health Outcomes Project 1010

Background CSHCNBackground CSHCN

1989 1989 –– CSHCNCSHCN--specific Amendments to specific Amendments to 
Title V LegislationTitle V Legislation
–– State programs for CSHCN were to State programs for CSHCN were to ““facilitate the facilitate the 

development of communitydevelopment of community--based systems of based systems of 
services for CSHCN and their families.services for CSHCN and their families.””

–– Mandate for states to submit annual applications    Mandate for states to submit annual applications    
for MCH Block Grant Funding  for MCH Block Grant Funding  

–– Mandate for states to conduct MCH/CSHCN stateMandate for states to conduct MCH/CSHCN state--
wide needs assessments every five years (last one wide needs assessments every five years (last one 
conducted in California 2005)conducted in California 2005)

–– Minimum 30% funding to CSHCNMinimum 30% funding to CSHCN

UCSF Family Health Outcomes ProjectUCSF Family Health Outcomes Project 1111

Background CSHCNBackground CSHCN

2001 MCHB released 2001 MCHB released The National AgendaThe National Agenda**

10 year action plan to achieve community10 year action plan to achieve community--based based 
service systems for CSHCN and their familiesservice systems for CSHCN and their families

Companion document to Healthy People 2010Companion document to Healthy People 2010

Action Plan incorporated into President BushAction Plan incorporated into President Bush’’s New s New 
Freedom Initiative in 2001Freedom Initiative in 2001

Plan contained Plan contained six core outcomessix core outcomes for assessing the for assessing the 
achievement of the MCHB Action Plan and for achievement of the MCHB Action Plan and for 
assessing the performance of State Title V programsassessing the performance of State Title V programs

UCSF Family Health Outcomes ProjectUCSF Family Health Outcomes Project 1212

CSHCN Six Core ObjectivesCSHCN Six Core Objectives

1.1. All children will be screened early and  All children will be screened early and  
continuously for special health care continuously for special health care 
needsneeds

2.2. Families of CSHCN will participate in Families of CSHCN will participate in 
decision making and will be satisfied decision making and will be satisfied 
with the services they receivewith the services they receive

3.3. All CSHCN will receive coordinated All CSHCN will receive coordinated 
comprehensive care in a medical homecomprehensive care in a medical home
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UCSF Family Health Outcomes ProjectUCSF Family Health Outcomes Project 1313

CSHCN Six Core CSHCN Six Core 
Objectives (cont.)Objectives (cont.)
4.4. All CSHCN will be adequately insured All CSHCN will be adequately insured 

for the services they needfor the services they need

5.5. Services for CSHCN will be organized Services for CSHCN will be organized 
so families can use them easilyso families can use them easily

6.6. All youth with special needs will All youth with special needs will 
receive services needed to support receive services needed to support 
the transition to adulthoodthe transition to adulthood

UCSF Family Health Outcomes ProjectUCSF Family Health Outcomes Project 1414

Federal MCHB DefinitionFederal MCHB Definition

““CSHCN are those who have or are at CSHCN are those who have or are at 
increased risk for a chronic physical, increased risk for a chronic physical, 
developmental, behavioral or developmental, behavioral or 
emotional condition and who require emotional condition and who require 
health and related services of a type health and related services of a type 
or amount beyond that required by or amount beyond that required by 
children generally.children generally.””

UCSF Family Health Outcomes ProjectUCSF Family Health Outcomes Project 1515

Varying Definitions of Varying Definitions of 
CSHCN at State LevelCSHCN at State Level

ConditionCondition--specific (ICDspecific (ICD--9 codes)9 codes)
Categorical or programCategorical or program--specificspecific
ConsequencesConsequences--based definitionsbased definitions
–– MCHB DefinitionMCHB Definition
–– The Questionnaire for Identifying The Questionnaire for Identifying 

Children with Chronic Conditions Children with Chronic Conditions 
(QUICCC)(QUICCC)

–– The CSHCN ScreenerThe CSHCN Screener

UCSF Family Health Outcomes ProjectUCSF Family Health Outcomes Project 1616

CaliforniaCalifornia’’s CCS Program and s CCS Program and 
how it fits MCHB Pyramidhow it fits MCHB Pyramid

Defines medical eligibilityDefines medical eligibility
Neonatal care (HRIF, NICU, coop Neonatal care (HRIF, NICU, coop 
agreement QI)agreement QI)
Provider/center certificationProvider/center certification
Medical standards of careMedical standards of care
Newborn hearing screeningNewborn hearing screening
Provider trainingProvider training
County CCS (authorization, case County CCS (authorization, case 
management, reimbursement for services)management, reimbursement for services)

UCSF Family Health Outcomes ProjectUCSF Family Health Outcomes Project 1717

Fiscal and Policy Changes Fiscal and Policy Changes 
Affecting State CCS in 2009Affecting State CCS in 2009

National and state budget deficits are National and state budget deficits are 
resulting in cuts for basic social and health resulting in cuts for basic social and health 
services for poor families services for poor families 

The state Title V Block Grant funds have been The state Title V Block Grant funds have been 
maintained at the same level for almost 10 maintained at the same level for almost 10 
years with no increase in sightyears with no increase in sight

Some of the local funds used to match state Some of the local funds used to match state 
funding are being threatened by county funding are being threatened by county 
deficitsdeficits

UCSF Family Health Outcomes ProjectUCSF Family Health Outcomes Project 1818

Fiscal and Policy Changes Fiscal and Policy Changes 
Affecting County CCSAffecting County CCS

State General Fund match for State General Fund match for 
administrative support of program administrative support of program 
capped in FY 2008capped in FY 2008--0909

Paying for treatment services at twice Paying for treatment services at twice 
the amount of MOE from Realignment the amount of MOE from Realignment 
Legislation Legislation 

Reduced real estate tax revenueReduced real estate tax revenue
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CCS Caseload 1999 - 2009
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CCS Non-Medi-Cal Expenditures
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CCS Medical Therapy Program Expenditures

0

20000000

40000000

60000000

80000000

100000000

120000000

1998-99 1999-00 2000-01 2001-02 2002-03 2003-04 2004-05 2005-06 2006-07 2007-08 2008-09

CCS Medical Therapy Program Expenditures

UCSF Family Health Outcomes ProjectUCSF Family Health Outcomes Project 2323

CMS Use of Current Title CMS Use of Current Title 
V FundsV Funds

FY 2009FY 2009--1010

ContractsContracts
HRIF Program CoordinatorsHRIF Program Coordinators
HRIF Quality Improvement InitiativeHRIF Quality Improvement Initiative
Neonatal Quality Improvement InitiativeNeonatal Quality Improvement Initiative
FHOPFHOP

$2,511,800$2,511,800

CCS Case ManagementCCS Case Management (County (County 
program staff support)program staff support)

$9,417,000$9,417,000

UCSF Family Health Outcomes ProjectUCSF Family Health Outcomes Project 2424

Current Efforts to Influence Current Efforts to Influence 
Systems of Care for CSHCNSystems of Care for CSHCN
California Health Care FoundationCalifornia Health Care Foundation

Goal: Assess the current environment, identify Goal: Assess the current environment, identify 
program strengths and challenges, and look for program strengths and challenges, and look for 
research opportunitiesresearch opportunities
Deliverables: Stakeholder interviews; review of Deliverables: Stakeholder interviews; review of 
literature, legislation, and policy papers; Issue Briefliterature, legislation, and policy papers; Issue Brief

Lucile Packard Foundation for ChildrenLucile Packard Foundation for Children’’s s 
HealthHealth
Goal: Developing an ideal system of care for all Goal: Developing an ideal system of care for all 
CSHCN in California CSHCN in California 
Deliverables: Stakeholders meeting, proposalDeliverables: Stakeholders meeting, proposal
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UCSF Family Health Outcomes ProjectUCSF Family Health Outcomes Project 2525

Current Efforts to Influence Current Efforts to Influence 
Systems of Care for CSHCNSystems of Care for CSHCN

HMA Redesign Project:HMA Redesign Project:

How to ensure viability of CCS program How to ensure viability of CCS program 
and how to make a better CCS programand how to make a better CCS program

HMA project goal: To identify and assess HMA project goal: To identify and assess 
options for reforming the CCS program options for reforming the CCS program 

Deliverables: Interviews and written Deliverables: Interviews and written 
comments; review of comments; review of MediMedi--Cal and CCS Cal and CCS 
data; Final Reportdata; Final Report

UCSF Family Health Outcomes ProjectUCSF Family Health Outcomes Project 2626

CCS Needs Assessment  CCS Needs Assessment  
and Action Plan Goalsand Action Plan Goals

Within budget and legislative Within budget and legislative 
constraints, determine constraints, determine ActionAction
priorities to be addressed  during FY priorities to be addressed  during FY 
20102010--20142014

Identify the most important and Identify the most important and 
potentially effective changes CCS potentially effective changes CCS 
can make to improve services for can make to improve services for 
CCSCCS--eligible childreneligible children

UCSF Family Health Outcomes ProjectUCSF Family Health Outcomes Project 2727

Title V Assessment and Planning Cycle

Convene
Stakeholders Group

Assess the Needs 
of CCS Families 

and  Identify 
Program Issues

Set Priorities 
Among Identified 

Needs / Issues

Analyze Problems and 
Develop Intervention 

Strategies

Develop 5 Year 
Action Plan

Implement Identified 
Strategies / Interventions

Monitor performance 
Indicators / other objectives

UCSF Family Health Outcomes ProjectUCSF Family Health Outcomes Project 2828

Convene Stakeholders Convene Stakeholders 
GroupGroup

Stakeholders representative of key Stakeholders representative of key 
interest groups: Families, CCS County interest groups: Families, CCS County 
Programs, Professional and Advocacy Programs, Professional and Advocacy 
Organizations, Managed Care Plans, Organizations, Managed Care Plans, 
other State Departments, and other State Departments, and 
Academic ResearchersAcademic Researchers

Stakeholders to provide input in all Stakeholders to provide input in all 
aspects of the needs assessment and aspects of the needs assessment and 
decide prioritiesdecide priorities

UCSF Family Health Outcomes ProjectUCSF Family Health Outcomes Project 2929

Convene StakeholdersConvene Stakeholders

Establish subcommittees for Establish subcommittees for 
interviews, focus groups, surveys interviews, focus groups, surveys 
and program/secondary dataand program/secondary data

Stakeholder subcommittees provide Stakeholder subcommittees provide 
input on instruments, respondents to input on instruments, respondents to 
recruit, data analyses and recruit, data analyses and 
interpretation of resultsinterpretation of results

UCSF Family Health Outcomes ProjectUCSF Family Health Outcomes Project 3030

Assess the Needs of CCS Assess the Needs of CCS 
Families and  Identify Program Families and  Identify Program 
IssuesIssues

Work with Stakeholders to identify Work with Stakeholders to identify 
key issues and existing data sourceskey issues and existing data sources

Report findings from other projects Report findings from other projects 
looking at CCS and CSHCN (California looking at CCS and CSHCN (California 
HealthCare Foundation, Lucile HealthCare Foundation, Lucile 
Packard Foundation for ChildrenPackard Foundation for Children’’s s 
Health, Health Management Health, Health Management 
Associates)Associates)
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UCSF Family Health Outcomes ProjectUCSF Family Health Outcomes Project 3131

Assess the Needs of CCS Assess the Needs of CCS 
Families and  Identify Program Families and  Identify Program 
IssuesIssues

Collect additional data in an iterative Collect additional data in an iterative 
process viaprocess via

–– Key Informant InterviewsKey Informant Interviews

–– Focus Groups Focus Groups 

–– OnOn--line Surveysline Surveys

Review all data and findings with Review all data and findings with 
stakeholdersstakeholders

UCSF Family Health Outcomes ProjectUCSF Family Health Outcomes Project 3232

Set Priorities Among Set Priorities Among 
Identified Needs / IssuesIdentified Needs / Issues

1.1. Select criteria for setting Select criteria for setting 
priorities priorities 

2.2. Develop criterion weightsDevelop criterion weights

3.3. Use criteria to prioritize issuesUse criteria to prioritize issues

UCSF Family Health Outcomes ProjectUCSF Family Health Outcomes Project 3333

Analyze Problems and Analyze Problems and 
Develop Intervention StrategiesDevelop Intervention Strategies

Review data on identified prioritiesReview data on identified priorities

Research literature and consult Research literature and consult 
expertsexperts

Get recommendations from Get recommendations from 
stakeholdersstakeholders

Identify evidence based interventions Identify evidence based interventions 
strategiesstrategies

UCSF Family Health Outcomes ProjectUCSF Family Health Outcomes Project 3434

Develop 5 Year Action Develop 5 Year Action 
PlanPlan

Solicit stakeholdersSolicit stakeholders’’
recommendations for action planrecommendations for action plan

Work with CCS state staff to develop Work with CCS state staff to develop 
goals and SMART (goals and SMART (SSpecific, pecific, 
MMeasurable, easurable, AchievableAchievable, , RRealistic, ealistic, 
and and TTimeime--bound) objectivesbound) objectives

UCSF Family Health Outcomes ProjectUCSF Family Health Outcomes Project 3535

Needs Assessment TimelineNeeds Assessment Timeline

September September –– October 2009October 2009
Convene initial meeting with Convene initial meeting with 
stakeholders groupstakeholders group
Convene Advisory Subcommittee to Convene Advisory Subcommittee to 
review and finalize interview guidereview and finalize interview guide
Identify participants for key informant Identify participants for key informant 
interviewsinterviews
Conduct key informant interviews Conduct key informant interviews 
Compile and summarize data from Compile and summarize data from 
interviewsinterviews

UCSF Family Health Outcomes ProjectUCSF Family Health Outcomes Project 3636

Needs Assessment TimelineNeeds Assessment Timeline

October October –– November 2009November 2009
Convene Advisory Subcommittee Convene Advisory Subcommittee 
to review and finalize focus group to review and finalize focus group 
discussion guidesdiscussion guides

Identify participants for focus Identify participants for focus 
groupsgroups
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UCSF Family Health Outcomes ProjectUCSF Family Health Outcomes Project 3737

Needs Assessment TimelineNeeds Assessment Timeline

November November –– December 2009December 2009
Conduct focus groups with providers Conduct focus groups with providers 
and parentsand parents
Compile and summarize data from focus Compile and summarize data from focus 
groupsgroups

UCSF Family Health Outcomes ProjectUCSF Family Health Outcomes Project 3838

Needs Assessment TimelineNeeds Assessment Timeline

January January –– February 2010February 2010
Convene Advisory Subcommittee to Convene Advisory Subcommittee to 
review and finalize surveysreview and finalize surveys

Translate surveys into SpanishTranslate surveys into Spanish

Invite providers and families to Invite providers and families to 
participate in surveyparticipate in survey

Conduct webConduct web--based survey of based survey of 
providers and parentsproviders and parents

UCSF Family Health Outcomes ProjectUCSF Family Health Outcomes Project 3939

Needs Assessment TimelineNeeds Assessment Timeline

March 2010March 2010
Summarize findings from surveysSummarize findings from surveys

Convene second meeting with stakeholders Convene second meeting with stakeholders 
group to prioritize needsgroup to prioritize needs

April 2010April 2010
Create written report on process and results Create written report on process and results 
of assessment and review with stakeholdersof assessment and review with stakeholders

May May –– June 2010June 2010
Prepare final Action Plan for adoptionPrepare final Action Plan for adoption

UCSF Family Health Outcomes ProjectUCSF Family Health Outcomes Project 4040

Success:  State CCS PartSuccess:  State CCS Part

Assure appropriate stakeholders Assure appropriate stakeholders 
are invitedare invited

Provide best data within Provide best data within 
resources/timeframeresources/timeframe

Available for questionsAvailable for questions

Commit to using the results Commit to using the results 
(where budget and legislation (where budget and legislation 
permit)permit)

Be honest about and explain Be honest about and explain 
limitationslimitations

UCSF Family Health Outcomes ProjectUCSF Family Health Outcomes Project 4141

Success: CCS Needs Success: CCS Needs 
Assessment StakeholdersAssessment Stakeholders

Be open to the processBe open to the process
Commit time needed to review Commit time needed to review 
materials and actively materials and actively 
participateparticipate
Agree to honor group Agree to honor group 
outcomeoutcome
Provide expertise during Provide expertise during 
discussiondiscussion
Use data and expert Use data and expert 
knowledge for decisionknowledge for decision--
makingmaking

UCSF Family Health Outcomes ProjectUCSF Family Health Outcomes Project 4242

Assist communication / provide Assist communication / provide 
opportunities to be heardopportunities to be heard

Provide the framework, facilitation for Provide the framework, facilitation for 
a rational inclusive process and data a rational inclusive process and data 
for decisionfor decision--makingmaking

Manage time and keep the process on Manage time and keep the process on 
tracktrack

Success:  Consultants PartSuccess:  Consultants Part
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Developing Criteria for Developing Criteria for 
Problem or Issue Problem or Issue 
PrioritizationPrioritization

Jennifer Rienks PhD
Family Health Outcomes Project

September 9,2009

UCSF Family Health Outcomes ProjectUCSF Family Health Outcomes Project 4444

Direct resources to issues that have the Direct resources to issues that have the 
greatest impact on child and family functiongreatest impact on child and family function

Direct resources to areas that reflect the Direct resources to areas that reflect the 
values and opinions of the stakeholders groupvalues and opinions of the stakeholders group

Identify a manageable number of issuesIdentify a manageable number of issues

Assure a fair and inclusive processAssure a fair and inclusive process

Facilitate a systematic, rational decisionFacilitate a systematic, rational decision--
making processmaking process

Purposes of FormalPurposes of Formal
Prioritization ProcessPrioritization Process

UCSF Family Health Outcomes ProjectUCSF Family Health Outcomes Project 4545

To assist when there are To assist when there are 
too many problems to too many problems to 
address and diverse address and diverse 
participants in the priority participants in the priority 
setting processsetting process

Utility of 
Prioritization Process

UCSF Family Health Outcomes ProjectUCSF Family Health Outcomes Project 4646

Select Criteria for Setting Select Criteria for Setting 
PrioritiesPriorities

Stakeholders will:Stakeholders will:

Select and define criteria Select and define criteria 

Engage in a thorough discussion of Engage in a thorough discussion of 
criteria criteria 

Select manageable number of criteriaSelect manageable number of criteria

““Buy intoBuy into”” the process of criteria the process of criteria 
selectionselection

UCSF Family Health Outcomes ProjectUCSF Family Health Outcomes Project 4747

Sample CriteriaSample Criteria

Problem results in great cost  (disability or Problem results in great cost  (disability or 
expense)expense)

Effective intervention availableEffective intervention available

Unacceptable disparities among population Unacceptable disparities among population 
subgroups subgroups 

Problem is significantly worse than benchmark      Problem is significantly worse than benchmark      
or worseningor worsening

There is impetus for changeThere is impetus for change

Large # of CCS Families affectedLarge # of CCS Families affected
UCSF Family Health Outcomes ProjectUCSF Family Health Outcomes Project 4848

Develop Criterion Develop Criterion 
Scoring ScalesScoring Scales

A numerical scale is developed for each A numerical scale is developed for each 
criterion with an explicit definition for each criterion with an explicit definition for each 
value.value.
Criterion:  Problem Results in Great Cost to Criterion:  Problem Results in Great Cost to 
Child/Family/Program: Child/Family/Program: 
1.1. Problem does not result in significant costProblem does not result in significant cost
2.2. Some cost to child/family OR program Some cost to child/family OR program 
3.3. Moderate cost to child/family OR programModerate cost to child/family OR program
4.4. High cost to child/family OR program High cost to child/family OR program 
5.5. High cost to BOTH child/family & programHigh cost to BOTH child/family & program
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UCSF Family Health Outcomes ProjectUCSF Family Health Outcomes Project 4949

Weight the CriteriaWeight the Criteria

How important are the criteria relative to How important are the criteria relative to 
each other?  Are some criteria more each other?  Are some criteria more 
important than others? important than others? 

Each criterion is given a weight,Each criterion is given a weight,
for example:for example:

1 =  important1 =  important
2 =  very important2 =  very important

OR  OR  
3 =  extremely important3 =  extremely important

UCSF Family Health Outcomes ProjectUCSF Family Health Outcomes Project 5050

Individuals Rate Individuals Rate 
Problems/IssuesProblems/Issues

Individually apply the criteria using the agreed Individually apply the criteria using the agreed 
upon scoring and weighting valuesupon scoring and weighting values

Apply the criteria to the problem by:Apply the criteria to the problem by:
Determining the numeric Determining the numeric ““scorescore”” (1 to 5) for the (1 to 5) for the 

criterioncriterion
Multiplying the numeric score by the Multiplying the numeric score by the ““weightweight””
for that criterion, that is:for that criterion, that is:

1 = Important 1 = Important 
2 = Very important2 = Very important
3 = Most important3 = Most important

UCSF Family Health Outcomes ProjectUCSF Family Health Outcomes Project 5151

Example of Individual ScoringExample of Individual Scoring::

162 x 3 =  65 x 2  =  10
Lack of 
medical 
home

204 x 3 = 124 x 2  =   8
Lack of 

provider 
knowledge 
about elig.

TOTALProblem is 
Increasing (Trend)

(3)

Severity of 
Consequences

(2)

PROBLEM
/ ISSUE

CRITERIA
(Score x Weight)

UCSF Family Health Outcomes ProjectUCSF Family Health Outcomes Project 5252

Scores are Summed to Produce a Scores are Summed to Produce a 
Group RankingGroup Ranking

666151520
Providers lack 
knowledge about 
eligibility

PARTICIPANTS

3081264Access to medical 
equip

461261216Lack of medical 
home

3669129
Lack of services for 
transition to 
adulthood

TOTAL
4  =3  +2  +1   +

PROBLEM /
ISSUE

UCSF Family Health Outcomes ProjectUCSF Family Health Outcomes Project 5353

Rank ProblemsRank Problems
& Confirm Agreement& Confirm Agreement

Highest Score = Top Ranked IssueHighest Score = Top Ranked Issue

From previous exampleFrom previous example::
Providers lack knowledge about eligibilityProviders lack knowledge about eligibility 6666
Lack of medical homeLack of medical home 4646
Lack of services for transition to adulthoodLack of services for transition to adulthood 3636
Family access to medical equipFamily access to medical equip 3030

UCSF Family Health Outcomes ProjectUCSF Family Health Outcomes Project 5454

Prioritization Criteria from Prioritization Criteria from 
2005 Needs Assessment2005 Needs Assessment

1.1. Criterion Name: Problem has Criterion Name: Problem has 
great impact on families (quality great impact on families (quality 
of life, functionality)of life, functionality)

Definition/Concepts:Definition/Concepts: This means that This means that 
the child / familythe child / family’’s quality of life and s quality of life and 
functionality are affected by the problem. functionality are affected by the problem. 
Examples are a parent cannot work; a Examples are a parent cannot work; a 
child cannot go to school.child cannot go to school.
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UCSF Family Health Outcomes ProjectUCSF Family Health Outcomes Project 5555

Criterion 1 Rating Scale: Criterion 1 Rating Scale: 
1.1. Problem is not affecting the quality of life or Problem is not affecting the quality of life or 

functionality of the familyfunctionality of the family
2.2. Problem is minimally or occasionally affecting the Problem is minimally or occasionally affecting the 

quality of life or functionality of the familyquality of life or functionality of the family
3.3. Problem is moderately and/or frequently affecting Problem is moderately and/or frequently affecting 

the quality of life or functionality of the family  the quality of life or functionality of the family  
4.4. Problem is negatively impacting the familyProblem is negatively impacting the family’’s quality s quality 

of life and functionality most of the time.of life and functionality most of the time.
5.5. Problem is severely negatively impacting the familyProblem is severely negatively impacting the family’’s s 

quality of life and functionality most or all of the quality of life and functionality most or all of the 
timetime

Prioritization Criteria from Prioritization Criteria from 
2005 Needs Assessment2005 Needs Assessment

UCSF Family Health Outcomes ProjectUCSF Family Health Outcomes Project 5656

Prioritization Criteria from Prioritization Criteria from 
2005 Needs Assessment2005 Needs Assessment

2.2. Criterion Name:  Addressing the  Criterion Name:  Addressing the  
problem is important to problem is important to 
consumersconsumers
Definition/ConceptsDefinition/Concepts:  Addressing :  Addressing 
the problem is important to the the problem is important to the 
recipients or potential recipients of recipients or potential recipients of 
services:  child, siblings, parents, services:  child, siblings, parents, 
extended family extended family 

UCSF Family Health Outcomes ProjectUCSF Family Health Outcomes Project 5757

Criterion 2 Rating Scale: Criterion 2 Rating Scale: 
1.1. Addressing the problem is not important to Addressing the problem is not important to 

consumersconsumers
2.2. Addressing the problem is of some Addressing the problem is of some 

importance to consumersimportance to consumers
3.3. Addressing the problem is of moderate Addressing the problem is of moderate 

Importance to consumersImportance to consumers
4.4. Addressing the problem is important to Addressing the problem is important to 

consumers consumers 
5.5. Addressing the problem is a very high priority Addressing the problem is a very high priority 

for consumersfor consumers

Prioritization Criteria from Prioritization Criteria from 
2005 Needs Assessment2005 Needs Assessment

UCSF Family Health Outcomes ProjectUCSF Family Health Outcomes Project 5858

Prioritization Criteria from Prioritization Criteria from 
2005 Needs Assessment2005 Needs Assessment
3.3. Criterion Name:Criterion Name: Problem results in Problem results in 

great cost to program and/or society, great cost to program and/or society, 
there is a significant fiscal impact of there is a significant fiscal impact of 
not addressing itnot addressing it
Definition/Concepts:Definition/Concepts: If problem is not If problem is not 
addressed there will be increased monetary addressed there will be increased monetary 
costs, e.g. health care and/or social services costs, e.g. health care and/or social services 
costs to the CCS program or to society and costs to the CCS program or to society and 
loss of education and productivity of loss of education and productivity of 
individuals because of chronic illness, individuals because of chronic illness, 
disability or premature deathdisability or premature death

UCSF Family Health Outcomes ProjectUCSF Family Health Outcomes Project 5959

Prioritization Criteria from Prioritization Criteria from 
2005 Needs Assessment2005 Needs Assessment
Criterion 3 Rating Scale:  Criterion 3 Rating Scale:  
1.1. Economic / societal cost is minimalEconomic / societal cost is minimal
2.2. There is some potential increased costs There is some potential increased costs 
3.3. There is likely to be moderate increased There is likely to be moderate increased 

costs  costs  
4.4. There is likely to be substantial increased There is likely to be substantial increased 

costscosts
5.5. There will be great economic and societal There will be great economic and societal 

cost Ccost C

UCSF Family Health Outcomes ProjectUCSF Family Health Outcomes Project 6060

Prioritization Criteria from Prioritization Criteria from 
2005 Needs Assessment2005 Needs Assessment

4.4. Criterion Name:  Addressing the Criterion Name:  Addressing the 
problem maximizes opportunity to problem maximizes opportunity to 
leverage resources and relationships leverage resources and relationships 
for effective system change.for effective system change.

Definition/Concepts:  Definition/Concepts:  There is There is 
opportunity for existing partners  to plan opportunity for existing partners  to plan 
together or pool resources to address the together or pool resources to address the 
problem or there is opportunity to build problem or there is opportunity to build 
new relationships.  Leverage resources and new relationships.  Leverage resources and 
relationships to affect systems changerelationships to affect systems change
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UCSF Family Health Outcomes ProjectUCSF Family Health Outcomes Project 6161

Prioritization Criteria from Prioritization Criteria from 
2005 Needs Assessment2005 Needs Assessment

Criterion 4 Rating Scale:Criterion 4 Rating Scale:
1.1. No known opportunity to collaborateNo known opportunity to collaborate
2.2. There may be opportunities to collaborateThere may be opportunities to collaborate
3.3. There are opportunities to collaborateThere are opportunities to collaborate
4.4. There are opportunities to collaborate and There are opportunities to collaborate and 

some collaboration is already occurringsome collaboration is already occurring
5.5. Major collaborative efforts are already Major collaborative efforts are already 

underwayunderway

UCSF Family Health Outcomes ProjectUCSF Family Health Outcomes Project 6262

Prioritization Criteria from Prioritization Criteria from 
2005 Needs Assessment2005 Needs Assessment

5.5. Criterion Name:  Addressing the Criterion Name:  Addressing the 
problem would increase equity and problem would increase equity and 
fairnessfairness
Definition/Concepts:Definition/Concepts: One or more One or more 
population subgroups as defined by population subgroups as defined by 
race/ethnicity, income, insurance status, race/ethnicity, income, insurance status, 
gender, geography, or diagnosis are more gender, geography, or diagnosis are more 
impacted than the general group.  impacted than the general group.  
Addressing the problem or issues would Addressing the problem or issues would 
promote equity and reduce disparities. promote equity and reduce disparities. 

UCSF Family Health Outcomes ProjectUCSF Family Health Outcomes Project 6363

Prioritization Criteria from Prioritization Criteria from 
2005 Needs Assessment2005 Needs Assessment
Criterion 5 Rating Scale:Criterion 5 Rating Scale:
1.1. No group is disproportionately affected by the No group is disproportionately affected by the 

problemproblem
2.2. It appears that one or more groups is It appears that one or more groups is 

disproportionately affected by the problem, but disproportionately affected by the problem, but 
differences are not statistically significant differences are not statistically significant 

3.3. Statistically significant differences exist in one Statistically significant differences exist in one 
group group 

4.4. Statistically significant differences exist in more Statistically significant differences exist in more 
than one groupthan one group

5.5. Very large statistically significant differences Very large statistically significant differences 
exist in one or more groupsexist in one or more groups

UCSF Family Health Outcomes ProjectUCSF Family Health Outcomes Project 6464

Prioritization Criteria from Prioritization Criteria from 
2005 Needs Assessment2005 Needs Assessment

6.6. Criterion Name: There is likelihood of Criterion Name: There is likelihood of 
success.  Problem is amenable to success.  Problem is amenable to 
prevention or intervention, and/or prevention or intervention, and/or 
there is political will to address itthere is political will to address it

Definition/Concepts:Definition/Concepts: There is a good There is a good 
chance that the strategies used to intervene chance that the strategies used to intervene 
will result in an improvement in outcomes.  will result in an improvement in outcomes.  
The intervention strategies are shown in The intervention strategies are shown in 
research or practice to be effective or research or practice to be effective or 
promising. Can also mean that the problem promising. Can also mean that the problem 
is a national or regional priority is a national or regional priority 

UCSF Family Health Outcomes ProjectUCSF Family Health Outcomes Project 6565

Prioritization Criteria from Prioritization Criteria from 
2005 Needs Assessment2005 Needs Assessment
Criterion 6 Rating ScaleCriterion 6 Rating Scale
1.1. No known intervention availableNo known intervention available
2.2. Promising intervention with limited impact (not Promising intervention with limited impact (not 

effecting a wider array of problems), little political effecting a wider array of problems), little political 
will will 

3.3. Proven intervention with limited impact, moderate Proven intervention with limited impact, moderate 
political willpolitical will

4.4. Promising or proven intervention with broad impact  Promising or proven intervention with broad impact  
and moderate political willand moderate political will

5.5. Proven intervention with broad impact and strong Proven intervention with broad impact and strong 
political will political will 

UCSF Family Health Outcomes ProjectUCSF Family Health Outcomes Project 6666

National Survey of National Survey of 
CSHCN: MethodsCSHCN: Methods

A national telephone survey conducted in A national telephone survey conducted in 
2001 and 2005/20062001 and 2005/2006

In 05/06, 364,841 children under 18 were In 05/06, 364,841 children under 18 were 
screened Nationwidescreened Nationwide
–– Number of CSHCN Identified in CA: Number of CSHCN Identified in CA: 1,3031,303

–– Weighted estimate for CA: 964,167Weighted estimate for CA: 964,167

Approx. 750 detailed CSHCN interviews Approx. 750 detailed CSHCN interviews 
were collected in each state and D.C.were collected in each state and D.C.
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UCSF Family Health Outcomes ProjectUCSF Family Health Outcomes Project 6767

Prevalence of CSHCNPrevalence of CSHCN

UCSF Family Health Outcomes ProjectUCSF Family Health Outcomes Project 6868

MCHB Outcome 1MCHB Outcome 1

UCSF Family Health Outcomes ProjectUCSF Family Health Outcomes Project 6969

MCHB Outcome 1MCHB Outcome 1

UCSF Family Health Outcomes ProjectUCSF Family Health Outcomes Project 7070

MCHB Outcome 1MCHB Outcome 1

UCSF Family Health Outcomes ProjectUCSF Family Health Outcomes Project 7171

MCHB Outcome 1MCHB Outcome 1

UCSF Family Health Outcomes ProjectUCSF Family Health Outcomes Project 7272

MCHB Outcome 2MCHB Outcome 2
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UCSF Family Health Outcomes ProjectUCSF Family Health Outcomes Project 7373

MCHB Outcome 2MCHB Outcome 2

UCSF Family Health Outcomes ProjectUCSF Family Health Outcomes Project 7474

MCHB Outcome 3MCHB Outcome 3

UCSF Family Health Outcomes ProjectUCSF Family Health Outcomes Project 7575

MCHB Outcome 3MCHB Outcome 3

UCSF Family Health Outcomes ProjectUCSF Family Health Outcomes Project 7676

MCHB Outcome 4MCHB Outcome 4

UCSF Family Health Outcomes ProjectUCSF Family Health Outcomes Project 7777

MCHB Outcome 4MCHB Outcome 4

UCSF Family Health Outcomes ProjectUCSF Family Health Outcomes Project 7878

MCHB Outcome 5MCHB Outcome 5
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UCSF Family Health Outcomes ProjectUCSF Family Health Outcomes Project 7979

MCHB Outcome 5MCHB Outcome 5

UCSF Family Health Outcomes ProjectUCSF Family Health Outcomes Project 8080

MCHB Outcome 6MCHB Outcome 6

UCSF Family Health Outcomes ProjectUCSF Family Health Outcomes Project 8181

MCHB Outcome 6MCHB Outcome 6

UCSF Family Health Outcomes ProjectUCSF Family Health Outcomes Project 8282

MCHB Indicator 1: Child HealthMCHB Indicator 1: Child Health

UCSF Family Health Outcomes ProjectUCSF Family Health Outcomes Project 8383

MCHB Indicator 1: Child HealthMCHB Indicator 1: Child Health

UCSF Family Health Outcomes ProjectUCSF Family Health Outcomes Project 8484

2005/20062005/200620012001

8.8* 11.6 
Indicator 3: Indicator 3: 

Without insurance Without insurance 
in prior yearin prior year

3.0 3.8 400% FPL or more 400% FPL or more 
7.1 8.8 200200--399% FPL 399% FPL 

14.0* 20.3 100100--199% FPL 199% FPL 
14.3* 21.8 00--99% FPL 99% FPL 

MCHB Indicator 3: InsuranceMCHB Indicator 3: Insurance

* Differences are statistically significant. 
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UCSF Family Health Outcomes ProjectUCSF Family Health Outcomes Project 8585

MCHB Indicator 3: InsuranceMCHB Indicator 3: Insurance

UCSF Family Health Outcomes ProjectUCSF Family Health Outcomes Project 8686

MCHB Indicator 6: AccessMCHB Indicator 6: Access

UCSF Family Health Outcomes ProjectUCSF Family Health Outcomes Project 8787

27.9*27.9*23.1 23.1 

2005/20062005/200620012001Indicator 7b: Indicator 7b: 
Needed but did Needed but did 
not get family not get family 
support servicessupport services

49.8 49.8 48.3 48.3 No insuranceNo insurance

32.432.428.428.4Both types of insuranceBoth types of insurance

31.4* 31.4* 23.3 23.3 Public InsurancePublic Insurance

21.4 21.4 18.7 18.7 Private InsurancePrivate Insurance

MCHB Indicator 7: AccessMCHB Indicator 7: Access

* Differences are statistically significant. 
UCSF Family Health Outcomes ProjectUCSF Family Health Outcomes Project 8888

MCHB Indicator 7: AccessMCHB Indicator 7: Access

UCSF Family Health Outcomes ProjectUCSF Family Health Outcomes Project 8989

MCHB Indicator 8: AccessMCHB Indicator 8: Access

UCSF Family Health Outcomes ProjectUCSF Family Health Outcomes Project 9090

MCHB Indicator 8: AccessMCHB Indicator 8: Access
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UCSF Family Health Outcomes ProjectUCSF Family Health Outcomes Project 9191

2005/20062005/200620012001Indicator 9: No Indicator 9: No 
usual place or usual place or 
relies on ERrelies on ER

5.7* 5.7* 9.3 9.3 

3.1* 3.1* 7.3 7.3 400% FPL or more 400% FPL or more 
4.7* 4.7* 7.9 7.9 200200--399% FPL 399% FPL 
6.0* 6.0* 10.7 10.7 100100--199% FPL 199% FPL 
10.6 10.6 12.2 12.2 00--99% FPL 99% FPL 

MCHB Indicator 9: AccessMCHB Indicator 9: Access

* Differences are statistically significant. 
UCSF Family Health Outcomes ProjectUCSF Family Health Outcomes Project 9292

MCHB Indicator 9: AccessMCHB Indicator 9: Access

UCSF Family Health Outcomes ProjectUCSF Family Health Outcomes Project 9393

MCHB Indicator 9: AccessMCHB Indicator 9: Access

UCSF Family Health Outcomes ProjectUCSF Family Health Outcomes Project 9494

MCHB Indicator 11: FamilyMCHB Indicator 11: Family--
Center CareCenter Care

UCSF Family Health Outcomes ProjectUCSF Family Health Outcomes Project 9595

18.1* 18.1* 20.9 20.9 

9.2* 9.2* 12.0 12.0 400% FPL or more 400% FPL or more 

2005/20062005/200620012001Indicator 13: Indicator 13: 
Condition causes Condition causes 
financial problems financial problems 
for familyfor family

19.5* 19.5* 24.4 24.4 Public InsurancePublic Insurance

19.4 19.4 21.5 21.5 200200--399% FPL 399% FPL 
25.0* 25.0* 29.4 29.4 100100--199% FPL 199% FPL 
21.5* 21.5* 28.5 28.5 00--99% FPL 99% FPL 

MCHB Indicator 13: MCHB Indicator 13: 
Impact on FamiliesImpact on Families

* Differences are statistically significant. UCSF Family Health Outcomes ProjectUCSF Family Health Outcomes Project 9696

MCHB Indicator 13: Impact MCHB Indicator 13: Impact 
on Familieson Families
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UCSF Family Health Outcomes ProjectUCSF Family Health Outcomes Project 9797

Number of Outcomes AchievedNumber of Outcomes Achieved

UCSF Family Health Outcomes ProjectUCSF Family Health Outcomes Project 9898

Number of Outcomes AchievedNumber of Outcomes Achieved

UCSF Family Health Outcomes ProjectUCSF Family Health Outcomes Project 9999

General Observations from General Observations from 
the Nationwide Data the Nationwide Data 
(NS of CSHCN 05(NS of CSHCN 05--06)06)

Significant ImprovementSignificant Improvement

MCHB Outcome 3: Adequate Insurance MCHB Outcome 3: Adequate Insurance 

Indicator 3: Without insurance at some point in past year Indicator 3: Without insurance at some point in past year 

Indicator 4: Without insurance at time of survey Indicator 4: Without insurance at time of survey 

Indicator 6: With any unmet need for specific health care Indicator 6: With any unmet need for specific health care 
services services 

Indicator 9: Without a usual source of care when sick or Indicator 9: Without a usual source of care when sick or 
who rely on the emergency roomwho rely on the emergency room

Indicator 13: Conditions cause financial problems for the Indicator 13: Conditions cause financial problems for the 
familyfamily

UCSF Family Health Outcomes ProjectUCSF Family Health Outcomes Project 100100

General Observations from General Observations from 
the Nationwide Data the Nationwide Data 
(NS of CSHCN 05(NS of CSHCN 05--06)06)

No Significant ChangeNo Significant Change

% of children who have special health care needs% of children who have special health care needs

MCHB Outcome 1: Family InvolvementMCHB Outcome 1: Family Involvement

Indicator 1: Health conditions consistently affect their daily Indicator 1: Health conditions consistently affect their daily 
activitiesactivities

Indicator 2: 11 or more days of school absences due to illnessIndicator 2: 11 or more days of school absences due to illness

Indicator 5: Currently insured CSHCN whose insurance is Indicator 5: Currently insured CSHCN whose insurance is 
inadequateinadequate

Indicator 8: Needing a referral, have difficulty getting itIndicator 8: Needing a referral, have difficulty getting it

Indicator 11: Without familyIndicator 11: Without family--centered carecentered care

UCSF Family Health Outcomes ProjectUCSF Family Health Outcomes Project 101101

General Observations from General Observations from 
the Nationwide Data the Nationwide Data 
(NS of CSHCN 05(NS of CSHCN 05--06)06)

Significantly WorseSignificantly Worse

Percent of families or parents of CSHCN Percent of families or parents of CSHCN 
who needed and did not get support who needed and did not get support 
services. services. 
–– 23.1% (2001) vs. 2005/200623.1% (2001) vs. 2005/2006 27.9%27.9%

UCSF Family Health Outcomes ProjectUCSF Family Health Outcomes Project 102102

General Observations from General Observations from 
the Nationwide Data the Nationwide Data 
(NS of CSHCN 05(NS of CSHCN 05--06)06)

Black and Hispanic populations tend to have worse Black and Hispanic populations tend to have worse 
outcomes compared to the White population. outcomes compared to the White population. 

In general, outcomes improve as income level In general, outcomes improve as income level 
improves.improves.

Significant difference in outcomes between children Significant difference in outcomes between children 
with private insurance, public insurance, and no with private insurance, public insurance, and no 
insurance.insurance.

Outcomes for CSHCN with a medical home are Outcomes for CSHCN with a medical home are 
significantly better compared to CSHCN without for significantly better compared to CSHCN without for 
every MCHB priority outcome and for every every MCHB priority outcome and for every 
indicator.indicator.
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Instructions for Instructions for 
Breakout GroupsBreakout Groups

UCSF Family Health Outcomes ProjectUCSF Family Health Outcomes Project 104104

Breakout Group Breakout Group ––Assign Assign 
Tasks InstructionsTasks Instructions

Select recorder to enter info into the Select recorder to enter info into the 
laptoplaptop
Select recorder for butcher blockSelect recorder for butcher block
Select presenter to report back for the Select presenter to report back for the 
groupgroup

UCSF Family Health Outcomes ProjectUCSF Family Health Outcomes Project 105105

Breakout Group InstructionsBreakout Group Instructions

Questions for Breakout Groups Questions for Breakout Groups -- Part 1 Part 1 
(See agenda for detailed questions)(See agenda for detailed questions)

What works well in CCS?What works well in CCS?
What data illustrates program successes?What data illustrates program successes?
What are the important issues or problems What are the important issues or problems 
accessing, providing or managing services?accessing, providing or managing services?
What data illustrates the issues or problems What data illustrates the issues or problems 
and how frequently it occurs?and how frequently it occurs?
Do you have any information that you can Do you have any information that you can 
share? Or do you have the capacity to share? Or do you have the capacity to 
produce data on this population?produce data on this population?

UCSF Family Health Outcomes ProjectUCSF Family Health Outcomes Project 106106

Breakout Group InstructionsBreakout Group Instructions

Questions for Breakout Groups Part 2Questions for Breakout Groups Part 2
Key informant interviewsKey informant interviews

Who to include and why? Contact Who to include and why? Contact 
information? information? 
Types of questions (open vs. closedTypes of questions (open vs. closed--end end 
questions)?questions)?
Specific topic areas/questions? (First Specific topic areas/questions? (First 
review topics from Part 1)review topics from Part 1)
Challenges to anticipate?Challenges to anticipate?

UCSF Family Health Outcomes ProjectUCSF Family Health Outcomes Project 107107

Breakout Group InstructionsBreakout Group Instructions

Questions for Breakout groups Part 2Questions for Breakout groups Part 2
Focus GroupsFocus Groups

Who to include and why? Contact information? Who to include and why? Contact information? 
What regions/locations around the state?What regions/locations around the state?
Agencies or organizations who can host/recruits Agencies or organizations who can host/recruits 
/assist with groups?/assist with groups?

Topic area or questions? (First review topics from Topic area or questions? (First review topics from 
Part 1)Part 1)
Challenges might we encounter with recruitment Challenges might we encounter with recruitment 
and logistics? Suggested solutions?and logistics? Suggested solutions?

UCSF Family Health Outcomes ProjectUCSF Family Health Outcomes Project 108108

Breakout Group InstructionsBreakout Group Instructions

Questions for Breakout groups Part 2Questions for Breakout groups Part 2
Web SurveysWeb Surveys

Who to include and why? Contact information? Who to include and why? Contact information? 
How best to recruit participants? How best to recruit participants? 
How to provide access for families without How to provide access for families without 
computers?computers?
Challenges around recruitment and logistics? Challenges around recruitment and logistics? 
Suggested solutions? Suggested solutions? 
Can you suggest potential topics/questions (First Can you suggest potential topics/questions (First 
review topics from Part 1)review topics from Part 1)
Questions from other surveys that we should use?Questions from other surveys that we should use?
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UCSF Family Health Outcomes ProjectUCSF Family Health Outcomes Project 109109

Wrapping Up and Wrapping Up and 
Looking ForwardLooking Forward

Next StepsNext Steps

ClosingClosing

EvaluationEvaluation

UCSF Family Health Outcomes ProjectUCSF Family Health Outcomes Project 110110

Issues Identified in preliminary Issues Identified in preliminary 
Conversations with StakeholdersConversations with Stakeholders

Need to broaden definition of CSHCN to include Need to broaden definition of CSHCN to include 
prevention services prevention services egeg, asthma, obesity, asthma, obesity
CCS deals with conditions not whole childCCS deals with conditions not whole child
More funds for services, less bureaucracyMore funds for services, less bureaucracy
Electronic alert system for providers and notification Electronic alert system for providers and notification 
system for families when family falls off the gridsystem for families when family falls off the grid
Fragmented financial coverage causes gaps in Fragmented financial coverage causes gaps in 
services/ system should be seamless to families and services/ system should be seamless to families and 
providersproviders
County by county differences in eligibility, County by county differences in eligibility, 
authorization and payment processes difficult for authorization and payment processes difficult for 
families and providersfamilies and providers

Patient Care Related Concerns:

UCSF Family Health Outcomes ProjectUCSF Family Health Outcomes Project 111111

County unfunded mandates County unfunded mandates –– loss of tax revenue, loss of tax revenue, 
capped state fundscapped state funds
MTUMTU’’ss have increasing numbers but capped funding have increasing numbers but capped funding 
from state and increasing unmatched county from state and increasing unmatched county 
expendituresexpenditures-- no one looking at thisno one looking at this
Too much bureaucracy Too much bureaucracy –– too many different too many different 
funding sourcesfunding sources
CCS kids are costing more, sicker?CCS kids are costing more, sicker?

County management issues:

Issues Identified in preliminary Issues Identified in preliminary 
Conversations with StakeholdersConversations with Stakeholders

UCSF Family Health Outcomes ProjectUCSF Family Health Outcomes Project 112112

Issues Identified in preliminary Issues Identified in preliminary 
Conversations with StakeholdersConversations with Stakeholders

Perverse incentives Perverse incentives –– overuse of transport, overuse of transport, 
inpatient testsinpatient tests
Fee for service results in inflated costs, should Fee for service results in inflated costs, should 
move to move to capitatedcapitated systemsystem
Concern about potential loss of CCS as certifier, Concern about potential loss of CCS as certifier, 
standard setter and quality assurerstandard setter and quality assurer
Why canWhy can’’t case management be delegated to t case management be delegated to 
regional centersregional centers
Conflicts over use of family physicians for CCSConflicts over use of family physicians for CCS
Excessive auditing for expenses wastes resourcesExcessive auditing for expenses wastes resources

Provider Concerns:

UCSF Family Health Outcomes ProjectUCSF Family Health Outcomes Project 113113

Issues Identified in preliminary Issues Identified in preliminary 
Conversations with StakeholdersConversations with Stakeholders

Size of stateSize of state

Hard to compare/evaluate programs in Hard to compare/evaluate programs in 
other states other states 

Unique factors in California 

Hopes for future 

Desire for electronic information flowDesire for electronic information flow

Bottom line: desire to help children Bottom line: desire to help children 
who need itwho need it
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Appendix 03 - Prioritization Criteria 

Stakeholder Prioritization Criteria for 
Title V CCS Needs Assessment Process 2009-2010 

 
1. Does addressing the issue positively affect families, providers, and the program?  

Weight: 3 
Definition/Concepts: Addressing the issue would increase satisfaction for one or more of 
these groups. For example, improving access to specialists would increase satisfaction for 
families; reducing paper work burdens would make providers happier. 
Rating Scale: 

1 = Addressing issue WOULD NOT positively affect any group (families, providers or 
the program) 
2 = Addressing the issue would positively affect ONE of the groups (families OR 
providers OR the program) 
3 = Addressing the issue would positively affect providers AND the program
4 = Addressing the issue would positively impact families AND one other group 
(providers OR the program) 
5 = Addressing the issue would positively affect ALL THREE of the groups (families, 
providers, and the program) 

 
2. Does addressing the issue reduce disparities? 

Definition/Concepts: One or more population subgroups as defined by race/ethnicity, 
income, insurance status, gender, geography, or diagnosis are more impacted than the 
general group and that addressing the problem would reduce unequal impacts. 
Weight: 2 
Rating Scale: 

1 = No group is disproportionately affected by the issue 
2 = It appears that one or more groups is disproportionately affected by the problem, 
but the differences are not statistically different. 
3 = Statistically significant differences exist in one group  
4 = Statistically significant differences exist in more than one group 
5 = Statistically significant differences exist in one or more groups and impacts a large 
portion of the affected population 

 
3. Does addressing the issue enhance the continuity and coordination of care? 

Definition/Concepts: Enhancing continuity and coordination of care could mean making 
it easier for CCS children to regularly see the same provider, better coordinating of 
referrals among needed providers, making it easier for different providers to access and 
share a child’s health record, facilitating authorization and reauthorization of services; 
providing resources to help coordinate care and referrals 
Weight: 3 
Rating Scale: 

1 = Addressing the issue does not enhance continuity and the coordination of care 
2 = Addressing the issue provides some enhancement to continuity and coordination 
of care 
3 = Addressing the issue enhances continuity and the coordination of care for a small 
part of the population 
4 = Addressing the issue enhances continuity and the coordination of care for a large 
part of the population 
5 = Addressing the issues assures continuity and coordination of care 

Title V CCS Needs Assessment 2010 1
Family Health Outcomes Project UCSF 



Appendix 03 - Prioritization Criteria 

4. Does addressing the issue enhance the systematic efficiency of the program? 
Definition/Concepts: Enhancing the systematic efficiency of the program could mean 
many things, including reducing the cost of care, more effectively deploying staff and 
other resources to save money and/or increase productivity, making it easier for families 
to navigate the system across counties and payors; and making it easier to administer the 
program. 
Weight: 1 
Ranking: 

1 = Addressing the issue does not enhance the systematic efficiency of the program 
2 = Addressing the issue makes the system more efficient for ONE of the groups 
(families OR providers OR the program) 
3 = Addressing the issue makes the system more efficient for providers AND the 
program
4 = Addressing the issue makes the system more efficient for families AND one other 
group (providers OR the program) 
5 = Addressing the issue makes the system more efficient for ALL THREE of the 
groups (families, providers, and the program) 
 

5. Does addressing the issue enhance the clients’ relationships with providers?  
Definition/Concepts: This means that addressing the issues improves things like access 
to providers, communication between providers and families, families expressed 
satisfaction with their provider(s) 
Weight: 2 
Ranking: 

1 = Addressing the issue does not enhance clients’ relationships with providers  
2 = Addressing the issue enhances to the clients’ relationships with providers in only 
minor ways  
3 = Addressing the issue enhances the clients’ access to providers  
4 = Addressing the issue enhances the clients’ relationships with providers in at least 
two areas i.e. access and communications 
5 = Addressing the issue provides major improvements to the clients’ relationships in 
more than two areas 

 
6. There is a likelihood of success. Issue is amenable to prevention or intervention, 

and/or there is political will to address it 
Definition/Concepts: This means that there is a good chance that the strategies used to 
intervene in the identified problem will result in an improvement in outcomes.  The 
intervention strategies are shown in research literature, by experts or by National, State or 
program experience to be effective or promising.  By political will we mean that there is 
support at the state or federal level for making administrative changes or providing 
funding. 
Weight: 2 
Ranking:   

1= No proven or promising intervention available 
2= Promising or proven intervention with limited impact (not effecting a large 

promotion of the CSHCN population), little political will  
3= Proven intervention with limited impact, moderate political will 
4= Promising or proven intervention with broad impact  and moderate political will 
5= Proven intervention with broad impact and strong political will  

Title V CCS Needs Assessment 2010 2
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Appendix 04 
CCS Stakeholder Issue/Objective Prioritization Rating Tool 

 
CRITERION #1:   ADDRESSING THE ISSUE POSITIVELY AFFECT 
FAMILIES/PROVIDERS/PROGRAM  

CRITERION #4: ADDRESSING THE ISSUE ENHANCES THE 
SYSTEMATIC EFFICIENCY OF THE PROGRAM     

CRITERION #2:  ADDRESSING THE ISSUE REDUCES 
DISPARITIES  

CRITERION #5:  ADDRESSING THE ISSUE ENHANCES THE 
CLIENTS RELATIONSHIPS WITH PROVIDERS    

CRITERION #3:  ADDRESSING THE ISSUE ENHANCES THE 
CONTIUITY AND COORDIATION OF CARE  

CRITERION #6: THERE IS A LIKELIHOOD OF SUCCESS 
AMENABLE TO PREVENTION OR INTERVENTION, AND/OR 
THERE IS POLITICAL WILL TO ADDRRESS IT. 

In the line below each criterion number (e.g. C1), the assigned weight is 
Then, For each issue area score each criterion (1 through 5) and multiply 
the score by the assigned weight. Add weighted criterion scores to obtain 
Total Score for Issue/objective. 

C1 C2 C3 C4 C5 C6   
Issue/Objective 

3        2 3 1 2 2

Total 
Score 

For 
Issue / 

Objective 

1. Build better linkages to community based 
resources, family resource centers to link 
families to information and support 

        
 

2. Increase family partnership in decision 
making and satisfaction with services   
 

        
 

3. Regular assessment the level of 
parent/patient satisfaction 
 

        
 

4. Consider adjusting financial eligibility by 
indexing it to inflation 
 

        
 

5. Implement a standardized system of 
service delivery for all children with special 
health care needs 

        
 

6. Develop and implement IT and other 
solutions 
 

        
 

7. Increase access to adult health care 
services for transitioning CCS youth 
 

        
 

8. Define medical home as it relates to the 
children eligible for CCS 
 

        
 

9. Modify the CCS program, with appropriate 
funding, to cover the whole child          

Title V CCS Needs Assessment 2010 
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Appendix 04 
CCS Stakeholder Issue/Objective Prioritization Rating Tool 

CRITERION #1:   ADDRESSING THE ISSUE POSITIVELY AFFECT 
FAMILIES/PROVIDERS/PROGRAM  

CRITERION #4: ADDRESSING THE ISSUE ENHANCES THE 
SYSTEMATIC EFFICIENCY OF THE PROGRAM     

CRITERION #2:  ADDRESSING THE ISSUE REDUCES 
DISPARITIES  

CRITERION #5:  ADDRESSING THE ISSUE ENHANCES THE 
CLIENTS RELATIONSHIPS WITH PROVIDERS    

CRITERION #3:  ADDRESSING THE ISSUE ENHANCES THE 
CONTIUITY AND COORDIATION OF CARE  

CRITERION #6: THERE IS A LIKELIHOOD OF SUCCESS 
AMENABLE TO PREVENTION OR INTERVENTION, AND/OR 
THERE IS POLITICAL WILL TO ADDRRESS IT. 

In the line below each criterion number (e.g. C1), the assigned weight is 
Then, For each issue area score each criterion (1 through 5) and multiply 
the score by the assigned weight. Add weighted criterion scores to obtain 
Total Score for Issue/objective. 

C1 C2 C3 C4 C5 C6   
Issue/Objective 

3        2 3 1 2 2

Total 
Score 

For 
Issue / 

Objective 

10. Expand the number of qualified providers 
of all types in the CCS program by 
streamlining the process between CCS and 
Medi-Cal 

        

 

11. Preserve CCS role as state standard 
setter 
 
 

        

 

12. Develop quality standards and processes 
and structures to collect outcomes data  
 

        
 

13. Develop a system to implement and 
evaluate the quality of care provided by CCS  
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Appendix 5 
CCS Issues and Topics to Address 

CCS Issues Raised and Questions Posed by the CCS Title V Stakeholders, the HMA Report and the 
CHCF Issue Brief – To Address with Key Informants 

 Method for collecting additional data? 
(Key Informant Interview: Focus 
Groups; Surveys of Families, 
Providers, Program Administrators) 

Who to contact? 

Access to Care 
1. Provider problems:   

a. Providers not wanting to become 
CCS paneled because have to get 
Medi-Cal ID # and are misinformed 
about having to take other Medi-Cal 
clients 

-wait to be get number, have to re apply 

Interview  

b.  Low reimbursement rates – not 
wanting to take Medi-Cal 

  

c. Lack of adequately prepared adult 
providers for transitioning kids 

Interview  (Christina at UC; Kaiser in 
Alameda; County clinics; LA 
County; Fresno symposium) 

d. Lack of provider training – many 
PCP/family practitioners not 
qualified/ not perceived by specialists 
as qualified 

-perception issue; look at county level, 
residency level 

 (Wells Shoemaker, residency 
programs) 

e. Bureaucratic delays in enrolling 
providers for participation in CCS  

  

f. Difficulties getting authorization for 
specialty services 

Interviews, county level  
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Appendix 5 
CCS Issues and Topics to Address 

 Method for collecting additional data? 
(Key Informant Interview: Focus 
Groups; Surveys of Families, 
Providers, Program Administrators) 

Who to contact? 

Access to Durable Medical Equipment (DME) 
1. CRISS survey found CCS clients having 

trouble accessing DME, especially 
apnea monitors – has resulted in longer 
hospital stays than otherwise necessary 

-Not a CCS admin issue, but big impact on 
Medi-Cal expenditures 
-Issue of not knowing how to bill/get claims 
-Issue of delays in payments 

Interview 
 

-CRISS survey, CRISS claims 
workgroup;  

-Bob Ackerman/Association 
of Medical Supply Dealers 

Case management/Care Coordination: 
1. What type of case management do 

County CCS programs do? Is there a 
uniform State definition and are there 
uniform standards/requirements for 
content? How well do county CCS 
programs perform case management?  
How could they do a better job with case 
management?  

-what is accomplished? What is done in 
addition to authorization of services? 
-what can Counties do to be more effective 
for families? 
-Who is providing CM? Who should be? 
Who wants to? 

-Interviews from multiple 
perspectives (providers, programs); 
-Ask families specific questions 
about what was received 
-Focus groups 

 

2. How much variability is there in the 
amount and quality of case 

Interviews, focus groups  
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 Method for collecting additional data? 
(Key Informant Interview: Focus 
Groups; Surveys of Families, 
Providers, Program Administrators) 

Who to contact? 

management in different counties? 
3. Would providing medical case 

management through the regional 
medical centers/Special Care Centers 
be more efficient and effective? 

Interviews, focus groups  

Medi-Cal and Regulatory issues (part of Access problem, will be addressed with provider issues) 
1. Process of EDS rejection of provider 

claims – only one error at a time, claim 
corrected and resubmitted and then 
another error found and rejected again – 
leads to provider frustration and giving 
up on submitting claims 

  

2. Problems with Medi-Cal and CCS claims 
payment processing system operated by 
EDS (rejection of claims, delays in 
paying claims)  

  

3. Low Medi-Cal reimbursement rates 
makes it harder to access providers, 
particularly specialist, and some durable 
medical equipment 

  

Consistent Rules and Regulations 
1. Lack of consistency between Counties Interviews, with health plans? (health plans) 
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 Method for collecting additional data? 
(Key Informant Interview: Focus 
Groups; Surveys of Families, 
Providers, Program Administrators) 

Who to contact? 

Inequities in Counties/Regional Differences (will get from other data) 

CCS Administration 
1. Eligible conditions – review which 

conditions make a child eligible for CCS 
and consider revisions to list of eligible 
conditions 

-What should be changed in terms of 
eligibility? 

  

Quality of Care 
1. Concern about potential loss of CCS as 

certifier, standard setter and quality 
assuror 

-how can CCS maintain its role of setting 
standards 

Look at rules and implementation 
and relation to care 

 

Treating the Whole Child 
1. Lack of continuity of care between 

primary care and CCS condition (carve 
out) 

Can ask for solutions  

2. Lack of comprehensive care because 
only treating the CCS condition  

  

3. CCS carve-out creates challenges 
coordinating services for the whole child 
and forces families to negotiate multiple 
systems  

Interviews  
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 Method for collecting additional data? 
(Key Informant Interview: Focus 
Groups; Surveys of Families, 
Providers, Program Administrators) 

Who to contact? 

Satisfaction with services 
1. Families want to know why there are no 

satisfaction surveys? Are there? 
(Perhaps we should ask about 
satisfaction with services on our survey) 

2. Family centered care questions? 

  

Funding 
1. Not enough treatment money and 

counties exceeding treatment dollar 
obligations 

Interviews CCS County programs, 
providers (for transportation 
money) 

2. Perverse incentives – overuse of 
transport, inpatient tests 

Interviews?   Physicians, hospitals,
families 

3. Fee for service results in inflated costs, 
should move to capitated system 

Quantitative data  

4. Fragmented financial coverage causes 
gaps in services/ system should be 
seamless to families and providers 

Interviews (similar/related to other 
issues – continuity of care, 
transitioning youth) 

 

5. County unfunded mandates – loss of tax 
revenue, capped state funds unmatched 
county expenditures- no one looking at 
this 

(covered in first one)  

6. Too much bureaucracy – too many 
different funding sources –issue of 
restrictions 

Interviews (asking about solutions)  

7. CCS kids are costing more, sicker? Ask 
about how CCS standards function 

(quantitative data- CPQCC data);   
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 Method for collecting additional data? 
(Key Informant Interview: Focus 
Groups; Surveys of Families, 
Providers, Program Administrators) 

Who to contact? 

8. Excessive auditing for expenses wastes 
resources (but is there auditing? Some 
thought that there wasn’t – or at least no 
program evaluation) 

  

9. Spending on pharmaceuticals has 
increased 136% from 2003 to 2008 

Other data  

10. There has also been a 81% increase in 
spending for inpatient care 

Other data  

11. Big increase in spending for cystic 
fibrosis 

Other data  

12. Big increase in spending for preterm 
birth 

Other data  

MTU and intersection with Schools 
1. For school districts – issue of what is 

billable/reimburseable under Medi-Cal –
schools don’t bill for MTP/CCS 

  

2. School Districts lack of knowledge of 
many conditions (ASL, deafness) 

 SELPA (special ed local 
planning agency) – ask 
about working with MTP 

3. MTU’s have increasing numbers but 
capped funding from state  

interviews  

4. Other sources of funding that could help 
with MTU? Influx of children with 
autism? 

(related to #3)  
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Needs Assessment Timeline 
 
September  
Stakeholder Meeting – 46 participants 
 
October 
Key Informant Interviews Subcommittee – 2 meetings 
Focus Groups Subcommittee – 2 meetings 
Data Workgroup – 1 meeting 
 
November 
Key Informant Interviews Subcommittee – 1 meeting 
Focus Groups Subcommittee – 1 meeting 
 
Key Informant Interviews – 2 pilots, 16 interviews 
County Administration, Southern CA County CCS Program, Central Valley CCS, 
Children’s Hospitals, Bay/Coastal CCS, MTP Provider, Durable Medical Equipment, 
Specialty Care, Families/Family Advocates, Legislative Staff, Special Education, 
Transition issues, DDS, Health Plans, Dependent Co-MTU/Spec. Provider, Dependent 
Co.-Primary Care Provider 
 
December 
Data Workgroup – 1 meeting 
 
Focus Groups – 8 groups facilitated by FHOP, plus 2 self-facilitated groups; 
Families (including Spanish-speaking parents), MTP Administrators, Specialty Providers, 
CCS Administrators and Case Managers, Medical Consultants, Hospital Administration 
and Health Plans, Transition Age Youth 
 
January 
Focus Groups and Key Informant Interviews Subcommittees – 1 meeting 
Data Workgroup – 1 meeting 
 
February 
Surveys Subcommittee – 1 meeting 
 
March 
Survey Subcommittee – 1 meeting 
 
April 
Data Workgroup – 1 meeting 
 
Surveys – for Families, for Physicians, for Administrators/Managers from Hospitals, 
Health Plans, and County CCS Programs/MTP 
 
May 
Stakeholder meeting 
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Webinars 
 
October 
10.20.09   "Considerations for Redesign of the California Children's Services Program."
 Melissa Rowan from HMA 
 
December 
12.02.09  “Data Snapshots of the CCS Program: Status of Federal Core Performance  
 Measures and Access to Durable Medical Equipment"  
 Laurie Soman and Mara McGrath. 
 
12.03.09 "The State of Children with Special Health Care Needs in California."  
 Kathy Smith 
 
12.09.09 “Benefits of Care Coordination for Children with Complex Disease: A Pilot  
 Medical Home Project in a Resident Teaching Clinic”  
 Tom Klitzner, MD 
 
February 
02.01.10 "Transition issues for youth with special health care needs"”  
 Clarissa Kripke, MD 
 
March 
03.02.10 "Critical Issues in Redesigning the Care for Children with Chronic Illness: 

New Evidence from California and Around the Nation."  
 Paul Wise, MD 
 
03.26.10  "Models of Care for Children and Youth with Special Health Care Needs: 

Promising Models for Transforming California's System of Care."  
 Treeby Brown from the Association of Maternal and Child Health Programs 
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Key Informant Interviews Subcommittee 
 

CCS Title V Needs Assessment 
Key Informant Interview Subcommittee Meeting 

Oct. 7, 2009 
8:00 AM 

 
 
Conference Call Number: 1-877-675-1807 
Participant Code: 648955 
 
Online meeting page: http://fcm.fhop.na4.acrobat.com/interviews/  
 
 

AGENDA 
 

1. Welcome and Introductions 
 
2. Goals for today 

a. Identify topic areas to be asked about in the interview 
b. Determine list of key informants to be interviewed 
 

3. Develop a list of topic areas and potential questions to ask interviewees 
 
4. Brainstorm organizations/individuals/interest groups to be interviewed 

 
5. Next Steps 

a. FHOP will draft interview guide and email to participants for review 
b. Schedule follow-up teleconference to discuss draft interview guide 

 
 
CCS Title V Needs Assessment 
Key Informant Interview Subcommittee 
Conference call and online meeting 
Oct. 7, 2009, 8:00 AM 
 
 

Meeting Notes 
 
Attendees: 
Kathy Chance, DHCS CMS 
Marian Dalsey, DHCS CMS 
Stephanie Dansker, UC Davis Medical Center 
Katie Gillespie, FHOP 
Mary Goldberg, DHCS CMS 
Mara McGrath, CRISS 
Gerry Oliva, FHOP 
Jennifer Rienks, FHOP 
Tara Robinson, Family Voices 
Jeannine Rodems, California Academy of Family Physicians 
Cheryl Sparks, Blue Cross 
 
 

• The meeting was held via conference call with an accompanying online meeting page.  
• Af ter  a welcome and introductions, Jennifer Rienks reviewed the goals for the meeting.  
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• The group will meet 3 or 4 more times to identify organizations/individuals/interest groups to be 
interviewed, to discuss the draft interview guide, and to review information gathered in the 
interviews. 

 
• On the online meeting page, the group viewed the document “CCS Issues Raised and Questions 

Posed by the CCS Title V Stakeholders, the HMA Report and the CHCF Issue Brief”.  Jennifer 
explained the document and then the group reviewed each of the issues/questions, discussing 
which topics to address in key informant interviews. 

 
• It was suggested to start by summarizing the positives of the CCS program and ask interviewees 

for additional examples as well as suggestions for data to illustrate the positives.  
• It was discussed to not ask for additional issues or problems because many issues and problems 

have been identified through the various statewide efforts and the key informant interview group 
will identify which need further exploration through interviews.  In the interviews, the question can 
be framed as “how does [this issue] play out in your work?”. 

• Please see the working document, “CCS Issues and Questions for Key Informants” for specific 
issues to consider addressing in interviews. 

 
• We did not make it through all of the issues.  We will meet on the phone and online again next 

Wednesday, October 14, at 1pm. Before this meeting, review the working document, “CCS 
Issues and Questions for Key Informants”. Send FHOP a list of suggested key informants, based 
on the issues and questions. We will discuss these on the call next week. 

 
 

CCS Title V Needs Assessment 
Key Informant Interview Subcommittee Meeting 

Oct. 28, 2009 
3:00 PM 

 
 
Conference Call Number: 1-877-675-1807 
Participant Code: 648955 
 
Online meeting page: http://fcm.fhop.na4.acrobat.com/interviews/  
 
 

AGENDA 
 

1. Welcome and Introductions 
 
2. Review and discuss interview guide 
 
3. Discuss Piloting interview tool - need 2 volunteers to be "interviewed" 
 
4. Next Steps 
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Focus Groups Subcommittee  
 

CCS Title V Needs Assessment 
Focus Group Subcommittee Meeting 

Oct. 12, 2009 
10:00 AM 

 
 
Conference Call Number: 1-877-675-1807 
Participant Code: 648955 
Online meeting site: http://fcm.fhop.na4.acrobat.com/focusgroups/ 
 

AGENDA 
 

1. Welcome and Introductions 
 
2. Goals for today 

c. Determine who will be asked to participate in focus groups 
d. Identify potential locations for focus groups and enlist help coordinating focus group 

logistics 
 

3. Brief review of  FHOP timeline and progress on data collection efforts and how they are 
interdependent 

 
4. Overview of purpose of focus groups- what kind of information we are looking for from these 

groups? Discussion of what types of individuals would be best able to can give us data not 
available from other sources 

 
5. Brainstorm potential organizations/individuals/interest groups to partner with in recruiting 

participants and conveining focus groups  
 
6. Determine which organizations/individuals/interest groups will be contacted for participation 

 
7. Identify who can help with coordinating the various focus groups and locations for focus groups 

 
8. Next Step 

e. FHOP and subcommittee members will follow-up on contacting identified 
organizations/individuals/interest groups to invite participation and plan logistics 

f. Schedule follow-up teleconference to discuss progress 
 
 
 

Title V CCS Needs Assessment 
Focus Group Subcommittee 

Conference call and online meeting 
Oct. 12, 2009, 10-11:30AM 

 
Attendees 
Dini Baker, CHOC 
John Barry, CCS Shasta County 
Kathy Chance, DHCS CMS 
Stephanie Dansker, UC Davis Medical Center 
Katie Gillespie, FHOP 
Mary Goldberg, DHCS CMS 
Mara McGrath, CRISS 
Gerry Oliva, FHOP 
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Jennifer Rienks, FHOP 
Debbie Ruge, CCS LA County 
Pam Sakamoto, CCS Solano County 
Katie Schlageter, CCS Alameda County 
 
 
Call notes 
 
1. What types of individuals would be best able to can give us data not available from other 
sources? 

Who are potential organizations/individuals/interest groups to partner with in recruiting 
participants and convening focus groups?  

 
-Family Groups 
-Medical Therapy Program – parents? chiefs, admins/providers? 
 -southern counties and northern counties 
 
-Some ready-made focus groups through CRISS subcommittees  

-family centered care (family resource centers, CCS reps, medical therapy program reps) 
-medical therapy program group 
-claims group 
-medical eligibility group (CCS medical consultants) 

 
-at hospitals, family advisory councils  
 -Family Partners groups in Orange County - Dini (Spanish speakers) 
 
-Contra Costa – Spanish speaking group, Joan Crook 
 
-families who use services but are not in CCS? For example, Lucile Packard group? 
 
-Children’s Hospital LA, large parent group – also Spanish speaking, especially in cancer group 
 
-Partnership Health Plan of California, convenes focus groups (Solano, Napa, Yolo, Sonoma) (CCS group 
held 2 years ago, DME a few years back) – CCS contact, Michele Dernay 
 
-LA County CCS – Family Group, majority from medical therapy program 
 -for a provider group, could invite other counties 
 
-MTP supervisors group, meeting on Dec 7 (Northern CA) 
 -Southern CA also has a group 
 
-CCS: Bay Coastal Administrators, meet monthly (12-14 counties) 
 -meetings: Oct 22, Nov ?, Dec ? ; at State building in Oakland 
 

-Similar meeting in Northern CA – Sacramento?  
  -typically meet in Dec but travel issues 
  -Could get more rural counties 
  -John Barry will follow up 

-Similar meeting in Southern CA? 
 
-Admins/chiefs outside of CCS – hospital administrators, division chiefs, who represent children’s 
hospitals, CCHA 
 
-American Academy of Pediatrics   
 
-CCS Medical providers 
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 -any specialty meetings  
–Neonatology Day in Southern CA in Nov 

 
-Hospitals may have contracted specialty care provider groups and have monthly meetings 
  -CHOC (Could have 4 focus groups) 
  -Kaiser? 
 
-Jeff Gould, perinatal quality care improvement group 
 -meet 3-4 times a year 
 
-High risk infant follow-up program meeting, Sacramento, Nov 9 
 -have monthly coordinator conference calls (1st Thursday of the month) 
 -nurses, psychologists, PT, physicians 
 
-Primary care providers in rural communities?  
 -group to develop questions for survey? 
 
-issues for primary care in general and finding/using a medical home 
 (-primary care from subspecialists) 
Explore with:  

-AAP? 
-mix primary care and subspecialists? 

 
-Durable medical providers 
 -CAMPS, Bob Ackerman - key informant interview better than focus group? 
 
-People doing the day to day work  

-Nurse case managers – can they be grouped? 
 -Orange County, PH Nurses do CCS and meet regularly 
 -LA County, CCS Nurses meet monthly (Debbie Ruge) 
 -Alameda County CCS Nurses – 12 nurses 
 -Solano, 3 nurses 
 
 
 
2.  Which organizations/individuals/interest groups should be contacted for participation?  

Who will help with contacting organizations/groups about possibilities for 
conducting/coordinating a focus group? 

 
1. MTP administrators   
2. MTP clients  
3. Specialty providers 
4. Primary care   
5. Administrators and medical chiefs  
6. Case management (CCS Nurses)  
7. CCS Administrators: Dependent Counties – 

a. Eligibility (medical consultants) – group with Administrators 
8. Family groups: Family Partners –  

 
 
3. Questions to ask when contacting groups or agencies about the possibility of a focus group: 
-The groups will be: 8-12 participants, face-to-face, 1.5-2 hours 
-Ask about dates; location, assistance recruiting participants, possible room space, possible refreshments  

For patient/family groups, also ask about: possible travel reimbursement, possible childcare, 
possible stipend 
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4. Next meeting: 
-Will schedule over meeting wizard  
 
 
 

Title V CCS Needs Assessment 
Focus Group Subcommittee Meeting 

Oct. 22, 2009 
9:00 AM 

 
Conference Call Number: 1-877-675-1807 
Participant Code: 648955 
Online meeting site: http://fcm.fhop.na4.acrobat.com/focusgroups/ 
 
 

AGENDA 
 

1. Overview of follow-up responses after last call - identify gaps or contact that still need to be made  
2. Can we combine any groups?  
3. Finalize list of focus groups and who will help with hosting and logistics  
4. Plan for next call and development of focus group guides 

 
 

Title V CCS Needs Assessment 
Focus Group Subcommittee Meeting 

Oct. 22, 2009 
9:00 AM 

 
Conference Call Number: 1-877-675-1807 
Participant Code: 648955 
Online meeting site: http://fcm.fhop.na4.acrobat.com/focusgroups/ 
 
 
Attendees: Cheryl Sparks, Anthem Blue Cross; Debbie Ruge, LA CCS MTP; Dini Baker, CHOC; Mara 
McGrath, CRISS; Kathy Chance and Mary Goldberg, DHCSCMS; Gerry Oliva, Jennifer Rienks, and Katie 
Gillespie, FHOP. 
 
 

AGENDA 
 

5. Overview of follow-up responses after last call - identify gaps or contact that still need to be made  
6. Can we combine any groups?  
7. Finalize list of focus groups and who will help with hosting and logistics  
8. Plan for next call and development of focus group guides 

 
 
Focus Groups Follow-up 
 
1. MTP administrators   
(MTP clients – combine with Family group) 
2. Specialty providers  
3. Primary Care 
4. Administrators and medical  
5. Case management (CCS Nurses)  
6. CCS Administrators: Dependent Counties  
7. Eligibility (medical consultants)  
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8. Family groups: Family Partners  
 
[Notes removed to protect identities of participants] 
 
 

CCS Title V Needs Assessment 
Focus Group Subcommittee Meeting 

Nov. 24, 2009 
10:00 AM 

 
 
Conference Call Number: 1-877-675-1807 
Participant Code: 648955 
Online meeting site: http://fcm.fhop.na4.acrobat.com/focusgroups/ 
 

AGENDA 
 

9. Welcome and Introductions 
 
10. Goals for today 

g. Update status of scheduling focus groups with groups selected for participation.  
h. Review initial list of topic to be explored in focus groups 
 

 
11. Update on scheduling focus groups 
12. Review list of potential topics to explore with various focus groups. List of potential topics 

suggested by stakeholders and or identified in the key informant interviews as common themes 
for additional exploration 

 
13. Next Step 

i. FHOP will draft focus group discussion guides based on analysis of the key informant 
interviews and feedback from focus group subcommittee 

j. Schedule follow-up teleconference to review discussion guides 
 
 
Title V CCS Needs Assessment 
Potential Topics for Focus Groups 
 
 
Category/Group Suggested Topic to Cover 

MTP Administrators 

1. Do we need to redesign the MTP to make it more efficient and 
effective? If yes, then how? [prompt – eligibility? Service delivery?] 

2. Review literature? Research? on best practices. … How can data 
collection, outcome measures, and research on best practices be used 
in MTP? Program planning and clinically. Increase use of validated 
instruments. 

3. How to deal with not enough county therapists and vendors not 
wanting to do the work because of low reimbursement rates? 

4. Do you perceive that schools and MTP are duplicating services? Are 
the recommendations for the relationship between Education and 
MTP? Confusion about who is responsible for services with school 
providing OT and PT and billing Medi-cal and CCS providing the same 
services 

5. Should state do more data collection and measurement of functional 
changes? -- What data should be collected and how to collect it to 
capture this information? 
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MTP  Same as above 

Specialty Providers 

10. What are the most significant barriers to provider participation in CCS? 
Strategies to overcome? (break into 2 questions) (incorporate #1-3) 

1. (Specialty physician shortage issue – rates and delays for 
authorization  

2. (What incentives could be used to capture new specialty physicians? 
3. (How to do more training for primary care or specialty providers? How 

to engage providers? 
4. What would it take to inspire interest in providing quality care and 

contributing to the well-being of with these kids? --- get rid of/reword: 
how to market the program to providers who are not currently 
participating? 

5. What would you need to be able provide a medical home for these 
kids?  --Would you want to incorporate into your practice? What could 
be done to improve communication with the Medical Home physicians 
– and any other components? 

6. What would it take to induce primary care MDs to provide a medical 
home to and  provide good care to CCS kids? ---Do providers think 
medical home should be integrated into specialty practice, or not 
integrated? (reword/combine 5 and 6) 

7. Should health plans be required to provide the same 
coverage/standards of care that CCS provides for kids that have 
private insurance or don’t quality for CCS (for all Health Plans – or 
managed care medicare?) (is this question best for this group? –being 
asked in multiple groups) 

8. Should state do more data collection and measurement of outcomes? 
–What kinds of outcome information should the State be collecting? 

9. Should CCS program try to get out from under EDS? (ask another way 
– should CCS providers be reimbursed in another way? What are 
challenges billing? What is a better way?) 

10.  

Medical Consultants 

1. Ideas for how to improve timely authorization process for DME – (also 
ask of MTP chiefs)   

2. How to do more training for providers? How to engage providers? 
3. How could authorization process for services be improved? 
4. How to reduce inter-county variations? 
5. (Do they do anything about providers and enforcement of standards? 

Do they do any enforcement of standards with primary care providers 
in their communities?) Could you envision your role changing to assist 
with enforcing standards? 

6. Common application process – is there ways of improving eligibility 
determinations? 

7. Provider barriers to participating in CCS? Strategies to overcome? 
-also ask question from Specialty Care group about how to recruit and 
market 

Hospital 
Administration and 
Health Plans 

1. How could health plans help facilitate  timely access to equipment and 
services given the state CCS delays in authorization for these? 

2. Issues in coordinating care in CCS kids when patient is carved out? 
How to overcome barriers to coordination? 

3. Prompt:Would it improve care to carve in of whole child when they 
have a complex CCS-eligible medical conditions? 

4. How is care coordinated when there is not a carve out? Is there a 
problem getting access to specialty care when carved in? Do they get 
to appropriate specialty care? 

5. Should health plans be required to provide the same coverage that 
CCS provides for privately insured kids that don’t meet CCS financial 

Title V CCS Needs Assessment 2010 
Family Health Outcomes Project UCSF 

8



Appendix 07 
Process Materials from Subcommittees 

qualifications? 
6. Treating the whole child – creating a whole child system for complex 

CCS cases? 
7. What would it take for the health plans to do case management and 

what should it consist of? How to provide families with social support? 
8. Common application process – is there ways of improving eligibility 

determinations? 
9. Should CCS program try to get out from under EDS? 
10. Strategies for better enforcement of state CCS standards with 

providers of high level and low level care? 

CCS Administrators 
and Case Managers 

1. How to improve timely authorization process for DME? 
2. How to reduce inter-county variations? 
3. Should health plans be required to provide the same coverage that 

CCS provides for kids that don’t qualify? 
 

4. Are there county-level models that make authorizations more efficient? 
Prompts In county, case management people work directly with 
financial eligibility people to improve the authorization process. Nurse 
managers aren’t doing as much of the clerical work (Katie add to 
this…) 

5. How could case management be improved? 
6. Should there be standardized case management protocols? Would 

they help to reduce perceived inter-county and intra- county variation 
7. Common application process  – are there ways of improving eligibility 

determinations? 
8. How much variability is there in the amount and quality of case 

management in different counties? 
9. Would providing medical case management through the regional 

medical centers/Special Care Centers be more efficient and effective? 
(would it be more efficient to have direction and authorization at 
Special Care Centers and not be done by the counties?) (should there 
be regional standardization?) (is this question about efficiency and 
effectiveness or variability?) (question is about medical practice and 
about authorization process) 

Transition Age Youth 

1. Transition issues – how can we improve transition? 
2. Challenges in finding an adult provider that can care for CCS 

condition? 
3. What has made it easier – what has made it harder? 
4. Did you have transition team? 
5. What worked with your transition planning? 
6. Who helped you with your transition? 
7. What did you experience in transitioning to an adult provider? 
8. What other kinds of non-medical services do they need and what is 

their experience in trying to get these services? 

Families 

1. Social support and case management – we’ve heard counties are 
loosing social workers and county Case Managers can only do basic 
medical case management – how is this impacting families? 

2. CCS pays for in-home support services – how is this process working 
for families? What suggestions do you have? 

3. Access to and satisfaction with primary care providers in the local 
community? Suggestions? 

4. What areas do parents want to have input into? What would make 
care more family centered? 

5. Barriers to care? 
6. Do you have adequate access to DME?  Prompts Delays in getting 

equipment serviced? Suggested solutions? 
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7. Are there gaps in services? Delays in services? 
8. With staffing cuts, do county CCS staff have enough time to provide  

an opportunity for parent input? 
 
 
 
 

CCS Title V Needs Assessment 
Focus Group Subcommittee Meeting 

Jan 20, 2010 
Noon – 1pm  

 
 
Conference Call Number: 1-877-675-1807 
Participant Code: 648955 
Online meeting site: http://fcm.fhop.na4.acrobat.com/focusgroups/ 
 

 
AGENDA 

 
1. Welcome and introductions  
2. Update on progress  
3. Review focus group draft topics/questions for:  

a. Hospitals and Health Plans  
b. Transitioning Youth  

4. Begin review of summary of finding for focus groups already conducted (this topic will also be 
continued on a later call after completion of 3 more focus groups)  

 
 
Category/Group Suggested Topic to Cover 

Hospital 
Administration 
and Health 
Plans 

11. How could health plans help facilitate timely access to equipment and 
services given the state CCS delays in authorization for these?  

(question kind of confusion, shouldn’t be the first question. Qs 2 and 3 are more 
general Is it asking about what they can do or asking about if they can identify 
issues?  
(need to know what vendors the health plans are using or need denial with initial 
request) 
12. Issues in coordinating care in CCS kids when patient is carved out? How to 

overcome barriers to coordination? 
13. How would it improve care to carve the whole child out of the managed care 

plan when they have a complex CCS-eligible medical conditions? 
14. How is care coordinated when there is not a carve out? Is there a problem 

getting access to specialty care when carved in? Do they get to appropriate 
specialty care? 

15. Should health plans be required to provide the same coverage that CCS 
provides for privately insured kids that don’t meet CCS financial 
qualifications? 

16. Would it help to create a separate delivery system to care for the whole child 
if they have a complex CCS condition?  

(similar to 3?  
(intended to be separate questions – looking at it from 2 perspectives. Is there a 
way to reword it? Carving out whole child vs enrolling in a specialty plan. 
17. What would it take for the health plans to do case management and care 

coordination and what should it consist of? How to provide families with 
social support? 

(Plans will need more staff to do case management, or else change definition of 
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case management 
(There is inconsistency in care coordination in Medi-Cal health plans, and it falls 
to the hospitals; suggestion to have a standard or expectation of what case 
management is 
(Would plans be willing to implement case management standards developed by 
CCS 
(Plans – can do case management/care coordination for clients who are not 
CCS because paid, but for CCS, not being paid because a carve out 
18. Are there ways of improving eligibility determinations? 
19. Should CCS program try to get out from under EDS? 
(a leading question, no opened ended. Reword – what is impression of EDS and 
how it works? 
(what about the issue with EDS changing, to ACS –comment: doesn’t make any 
difference what the entity is, using same computer system, just matters what 
rules they have to follow) 
20. Strategies for better enforcement of state CCS standards with providers of 

high level and low level care? 
(this question is preferred over 9) 
 

Transition Age 
Youth 

9. Transition issues – how can we improve transition? 
10. Challenges in finding an adult provider that can care for CCS condition? 
11. What has made it easier – what has made it harder? 
12. Did you have transition team? 
13. What worked with your transition planning? 
14. Who helped you with your transition? 
15. What did you experience in transitioning to an adult provider? 
16. What other kinds of non-medical services do they need and what is their 

experience in trying to get these services? 
 
-Should we add something about if they have experienced barriers in getting 
care? Any gaps in care? (a prompt for 2 or 7) 
-Not covered: technically people are adults at 18, CCS until 21. We have 
inconsistency in who tries to transition by 18 and by 21. Different providers have 
different thoughts on this. And if they have more than one condition, may be 
transitioned at different times for different conditions. (a probe/prompt for 7) 
-Move question #1 to end. 
-5 then 4 and 6 under it. 
-Start with #7 
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Survey Subcommittee 
 

CCS Needs Assessment 
Survey Workgroup Conference Call 

March 9, 2010, 11 AM 
Agenda 

Conference line: 1-877-675-1807 
Participant code: 648955 
Online meeting page: http://fcm.fhop.na4.acrobat.com/surveys/ 
 
 

1. Introductions and purpose of today’s call 
 
2. Goals of conducting the surveys – what do we want to know more about? 

a. Built on key informant interviews and focus groups 
-Comment from Sarah Swaney – to address age/grade level for questions 
-Comment from Diana Obrinsky – question about appropriateness of questions, the length makes it 
confusing and who the questions will be targeting. Suggests a broad approach, more open ended, and 
not drilling down from the start. Also, who at the hospitals will be targeted. 

 
3. Review topics areas covered in the surveys of: 

a. Families 
b. Medical providers, administrators, health plans 
 

4. Review of questions on survey for DME providers 
 
5. Review of questions on survey for families 

 
6. Review of questions on survey for Medical providers, administrators, health plans 

 
7. Plan next steps  

a. Pilot testing 
b. Survey Distribution 
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Data Work Group 
 

CCS Title V Needs Assessment 
Data Subcommittee Meeting 

Oct. 15, 2009 
9:00 AM 

 
 
Conference Call Number: 1-877-675-1807 
Participant Code: 648955 
Online meeting site: http://fcm.fhop.na4.acrobat.com/dataworkgroup/  

 
AGENDA 

 
1. Welcome and Introductions 

 
2. Project background for those who didn’t attend Sept 9th meeting, deliverables, timeline and overview 

of primary data collection in interviews, focus groups and surveys 
 

3. Goals for today 
k. Review list of data requested and reviewed in 2005 
l. Review list of suggested data for 2009 
m. Identify potential future data presentations 
n. Plan next steps 

 
4. Review list of data requested, received, and reviewed in 2005 and confirm which data we want to 

review from 2009 
 

5. Review and clarify list of recommended data sources from Stakeholder meeting and brainstorm 
additional sources 
 

6. Discuss current and past work being done by stakeholders and others regarding CCS or children with 
special health care needs that could be shared with the stakeholder group 
 

7. Plan next steps 
 
 
Title V CCS Needs Assessment 
Data Subcommittee Meeting 
October 15, 2009, 9:00 AM 
 

NOTES 
 

• After a welcome and introduction, Jennifer Rienks from FHOP provided a brief overview of the 
Title V CCS Needs Assessment process and the role of the Data Workgroup within that process. 

 
• There were four goals for the meeting: 

o. Review list of data requested and reviewed in 2005 
p. Review list of suggested data for 2009 
q. Identify potential future data presentations 
r. Plan next steps 

 
i. The group reviewed the list of data requested, received, and reviewed in 2005. There was 

discussion about the definitions of difference indicators and a suggestion to include an 
explanation of what it is and how it is measured for each indicator. The group agreed to review 
the same data from 2009 and make comparisons where it is possible. 
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ii. Then the group review and clarified the list of recommended data sources compiled from 

Stakeholder meeting and brainstormed additional sources. The notes from the discussion are 
pasted below. 

 
iii. During the needs assessment process, FHOP is coordinating webinars to present current and 

past work regarding CCS or children with special health care needs. FHOP has been in touch 
with Kathy Smith, Melissa Rowan, and Christy Bethell about doing presentations. The group 
suggested contacting Tom Klitzner, Greg Janos, Jeff Gould, Paul Wise, and Steve Barrow, and 
people representing programs in other areas, such as Denver and Houston. 

 
iv. For next steps, there was discussion of creating subgroups from Data Workgroup to focus on 

OSHPD data and on Claims data.   
 

v. Another conference call meeting will be scheduled for early November. A Meeting Wizard 
invitation will be sent out. A list of meetings for the Data Workgroup, as well as other 
subcommittees, and the webinars is available at: 
http://fhop.ucsf.edu/fhop/htm/ca_mcah/title_v/cshcn_t5_new.htm#ev  

 
 

 
 

Suggested Data to Examine for CCS Title V Needs Assessment 
 

(Notes from call are in green) 
 
Data on Screening  

• Rates / utilization data of newborn hearing screening and are receiving follow up care – can get 
program data showing what happens in certified hospitals 

• Rates on expanded metabolic and genetic newborn screening 
 
Data on Outcomes 

• LA County CCS data base – length of stay 
• Discharge logs/interviews/focus group about why kids are not discharged 
• Cystic Fibrosis Foundation Data – nutrition and outcomes; National Quality Improvement Project 

– Tara Lannon;  
• NICU Data:  

o California Perinatal Quality Care Collaborative (CPQCC) – clinical information; Jeff 
Gould; clinical quality initiatives; regional variation 

o Infection control outcomes – Paul Kurtin  
• California Hospital Assessment and Reporting Taskforce (CHART) data – general pediatric 

measures 
• Judith Baker, Hemophilia data – some on CDC website 
• Increasing referrals to CCS programs – OSHPD for hospitalization; CMS net trends 
• Office of Statewide Health Planning and Development (OSHPD) discharge abstracts  

o Admission and readmission rates by condition  
o Paul Wise’s hospital discharge data analyses  
o Rehospitalization data and link to A1C levels (diabetes) – not in OSHPD because 

outpatient  - Hospitalization and first diagnosis?, diabetes association  
o Length of Stay by condition – compare between Medi-Cal and other insurance types 

• Functional Improvement Score (FISC)/ Neuromotor Impairment Severity Scale (NISS) data (Dr. 
James Boyd, CCS MTP, has developed tools for outpatient rehab; but usable for outcomes?) 

• Rehab improvement data (data source?) 
• Standards – how they impact care (data source?) – Quality Care data in CA vs. other states; 

Kaiser, Shriner’s Hospital (not CCS in LA) 
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Data on access to services and physician availability 

• List of paneled providers 
• Claims data 

o Claims paid data can be used to identify who the physicians are that are taking care of 
CCS clients by specialty type 

o  EDS/claims data – considering carve outs 
o subsample of counties - who is taking new patients 

• Utilization data – use State data on # of authorizations that are actually billed to get an idea of 
services rendered and not rendered for authorizations sitting in the system 

• Time between medical determination eligibility to referral to authorization 
• CCS kids access to care by diagnosis to a specialty care center appropriately (data source?) – 

look at service authorizations; health plan data on referrals  
• CMS Net 
• ACMS data (CMS Net in Los Angeles County) 
• High Risk Infant Follow Up (HRIF)/Metabolic services etc.,  covered by Private Insurance and 

paid  by CCS (data source?) – CPQCC, started in April 
• How many people are not billing for services they have provided (data source?) – ask in focus 

groups 
• County Organized Health System (COHS) data – w CCS carved in (Santa Barbara, San Mateo, 

partnership health plan (Yolo, Napa, Solano)) – Paul Wise data; payment problems in Partnership 
Health Plan; look at fiscal issues 

 
Other Data for issues or problems 

• Private Insurance/Medical Therapy Program 
• Post audit reviews (more info on this?) 
• Anecdotal case stories (has someone already collected these?) 

 
Data from Families 

• National Survey of Children with Special Health Care Needs (NS of CSHCN), and “cross walking” 
to other data 

• Exit surveys (data source?) 
• Satisfaction surveys (data source?) 
• Family Voices survey  
• Interviews (Who are the interviews of?) on electronic Service Authorization Requests (SARs) 
• Access to specialists, wait times – survey, focus groups (compare to CCS data) 

 
Excluding conditions – how many kids would be impacted, fiscal issues 
Enrollment  versus expensive, why increasing costs – and compare to costs of care 
 
 
 
Title V CCS Needs Assessment  
Administrative Data Workgroup 
Dec 17, 2009, 9 a.m.  
 
Attendees: Marian Dalsey, Kathy Chance, Brenda Washington, Rachel Luxemberg, Farra Bracht, Tom 
Klitzner, Mary Jess Wilson, Jennifer Rienks, Katie Gillespie 
 
Conference call number: 1-866-718-6728  
Participant code: 9131842  
Online meeting page: http://fcm.fhop.na4.acrobat.com/dataworkgroup/   
 
 
1)      Welcome and Introductions 
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2)      Overview of Administrative Data Sources and Available Data Elements 
a)      CMS Net 
-Data dictionary was sent out. 
-CMS Net has referrals, eligibility, and authorization data 
b)      Claims Paid  
-MIS-DSS 
-EDS claims data and eligibility data 
 Issue discussed regarding costs to treat different conditions. One caution that you need to know 

more, about diagnoses and co-morbidities to be able to compare cases. A second comment that 
ICD9 codes are limited. Also kids may have 6 diagnoses but can only 4 or 5 in CMS Net.  

c)      SUR – Surveillance and Utilization Review System 
-What’s been spent by code and by fiscal group, paid and denied claims, can look by provider and by 

county; 6 years of data (revolving); might be easier to pull from than Claims Paid 
 
3)      Review current data request for administrative data 

a)      Access to Care -  
b)      Access to Specialty Care 
c)      Transition to Adulthood 
d)      Prevalence of Outcomes 
e)      Developmental Screening 
f)        Foster Care 
g)      Family Roles 
Comments in Data Request file. While reviewing data, a reminder to consider whether the information 
will help make decisions for priorities for the Branch. 
 

4)      Potential Additional data questions – other suggestions? 
a)      How many children fall into each of the eligible condition categories and what are the cost 

associated with each condition? (already under Prevalence and Outcomes) 
b)      What are the total costs of caring for a CCS child – including both the CCS condition and non-

CCS costs (will be addressed in data analysis for waiver process.) 
c)      How does the cost of care for a CCS child in FFS Medi-Cal compare with Medi-Cal managed 

care? (will be addressed in data analysis for waiver process. Will be only for Medi-Cal, not 
Healthy Families) 

d)      How do length of stay and expenditures for hospitalization vary across hospitals for specific 
conditions for children under 1. (has to be on back burner, some may come out with waiver) 

e)      How much is spent treating infants between 23-26 weeks? Average per infant and mean, mode, 
and median (cannot do this, without chart review) 

 
 
Other data questions? 
-Do we have someone looking at OSHPD? Yes being done as part of redesign, Paul Wise will be 
working on. 
-A lot of phrases about the existing data source, and it is not a research database but a case 
management data base, and paid claims are only ones that have gone through the system 
 
 

 
5)      Next Steps 
- Pull the requested data. On the next call, we will begin looking at the data. 
 
 

CCS Data Committee 
Hospital Discharge Workgroup Conference Call 

Agenda 
 

1. Welcome and Introductions 
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2. Data Analyses for the Redesign 

a. Paul Wise working with Claims Paid data 
b. Jeff Gould working with CPQCC Data 
c. Identify ways to share these analyses with the CCS Stakeholders 
 

3. Discussion research that has been done or is currently being done on CSHCN and 
access/financing/outcomes issues using: 

a. hospital discharge data  
b. other data sources 
c. review of selected research abstracts 
d. selection of what to share with stakeholders and how to show 
 

4. Next Steps 
 
 

Title V CCS Needs Assessment Data Committee 
Hospital Discharge Workgroup Conference Call  

January 26, 2010 
 

Notes 
 

5. Welcome and Introductions 
 
Present: Paul Wise, Paul Kurtin, Farra Bracht, Marian Dalsey, Kathy Chance, Mary Goldberg, Hallie 
Morrow, Jennifer Rienks, Katie Gillespie 

 
6. Data Analyses for the Redesign 

a. Paul Wise working with Claims Paid data 
b. Jeff Gould working with CPQCC Data 
c. Identify ways to share these analyses with the CCS Stakeholders 

 
Notes: 

i. FHOP shared documents from the State on the redesign: the Scope of Work for Analysis of CCS 
Expenditure Data (being completed by Paul Wise) and the Scope of Work for Analysis of CCS 
NICU data (being completed by Jeff Gould). 

ii. Paul Wise and Marian Dalsey reviewed the purpose and plan for the analysis of expenditure data. 
iii. A question was asked about why the NICU data analysis is separated out from analysis of the 

other CCS data. It was explained that Jeff Gould will be working on creating a better picture of 
what’s happening to infants in the NICU. For example, when they are admitted, how many infants 
have a CCS eligible condition, how many develop a CCS eligible condition, and how many are 
eligible by acuity or some other factor and when they leave the NICU they are no longer eligible. 

iv. Paul Wise commented there will be coordination of the analyses to approach the CCS 
expenditure data and the NICU data in similar ways.  

v. The best way to share these data with the Needs Assessment Stakeholder Group was discussed. 
In order to consider some of the preliminary results for setting priorities at the Stakeholder 
meeting in May, it will be more useful to share results before the meeting, perhaps through 
webinar(s).  

 
 

7. Discussion research that has been done or is currently being done on CSHCN and 
access/financing/outcomes issues using: 

a. hospital discharge data  
b. other data sources 
c. review of selected research abstracts 
d. selection of what to share with stakeholders and how to show 

Title V CCS Needs Assessment 2010 
Family Health Outcomes Project UCSF 

17



Appendix 07 
Process Materials from Subcommittees 

 
Notes: 

• Paul Wise shared that they have been working on how kids with chronic disease are utilizing 
facilities, looking at hospital data. For example, variation in using specialty care facilities by 
county, diagnoses, age group, etc. They are expected to be published in spring. He also shared 
that they have been going in depth for CF, rheumatology conditions, cardiac issues, and cancers 
to see what hospitals are being used for care, looking at factors such as saturation of the system, 
insurance provider, and other demographics. He said he has presented this information before 
and could do a webinar for the group. 

• We reviewed and discussed some of the articles listed in the CCS data articles working draft. 
FHOP will follow up with a couple of authors about sharing results with the Stakeholder group. 

  
 

8. Next Steps 
• Coordinate with Paul Wise on using the CCS data analysis for the needs assessment process.  
• Set up a few webinars to share results. 

 
 

Title V CCS Needs Assessment 
Data Work Group 

Thursday, April 29, 2010 
 
Call Notes 
 
Attendees: Katie Schlageter, Francine Crockett, Pat Glass, Norma Stephenson, and Diana Obrinsky 
(Alameda County); Pam Sakamoto (Solano County); Tom Klitzner (UCLA Pediatrics); Laurie Soman 
(CRISS); Tara Robinson (Family Voices); Shelley Rouillard (MRMIB); Mary Goldberg, Kathy Chance, 
Traci McCarley, Rachel Luxemberg, and Brenda Washington (State CMS); Jennifer Rienks and Katie 
Gillespie (FHOP). 
 
The following documents were sent out before and discussed on the call: 
Excel files: 

• Special Care Center data by County 
• Primary care provider addresses 
• CCS Administrative Time Tables 
• CCS Diagnosis data 
• CCS Medical Expenditures 
• CCS Deaths 2008, 2009 

 
Maps: 

• CCS Active Cases 2009 
• CCS Active Medi-Cal Cases 2009 
• Percent of CCS Medi-Cal Clients 
• Percent of CCS Only Clients 
• Percent of HF Clients 

 
 
Discussion: 
 
Two broad goals for the call: to discuss the best ways to present this data to the larger Stakeholder 
group; and to talk about some of the issues that the data raise to prepare for the Stakeholder meeting. 
 
Special Care Center data by County 

• Referenced the email comments from Mary Jess Wilson about reasons for variation between 
counties and discrepancies between State and County generated data. 
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• Tom gave the example of congenital health disease: some forms do not require significant care 
coordination, but they are eligible; also, suggested to look at counties with at least 50 cases 

• Diana noted the low the numbers for LA and suggested cautions for looking at the data, and 
specifically making conclusions about small counties and small numbers 

• Pam commented that HMO kids are eligible for some benefits, but special care services are 
covered by HMO 

• Tom asked what questions we want to answer with these data. For example, is there county by 
county variation in kids who need services (because if there are data issues happening in all 
counties, then can compare counties), suggested a County needs at least 50 cases 

• Shelley suggested looking at rural county issues and mapping where special care centers are 
located 

• Diana said she was more interested in why kids do not have authorization than between county 
variation, in order to identify potential areas for improving authorization. For example, is it HMO 
and not a problem or is it transportation. To do this, could link case number to chart, and Counties 
could check on why. 

• Pam noted there could variation by Counties with managed care 
• Diana noted that puling and doing a hand count of Alameda records found 81% authorized to 

SCC compared to 72% in table. 
• Tom suggested doing some scatter plots, for example by rural and urban to look at numbers and 

compare. 
• Jennifer asked if this document should be shared with the larger Stakeholder group – general 

consensus yet. Also she asked for/summarized reasons for variation (to be prepared for 
discussion at May meeting): county’s exposure to CCS only; Medi-Cal managed care; 
transportation issues; clinical diagnoses; regional variation based on how special care centers are 
organized (is the doctor the child needs at the SCC or separate). 

• Diana addressed the issue of special care centers not functioning at true special care centers, 
noting that because of defunding, the State cannot enforce collaboration at SCCs. 

• Tom did a quick tally and found the average for California to be about 60%.  He suggested 
looking for significant deviations from 60% to identify counties that appear to be doing well or not 
so well, and then go to them and ask what they are doing. For example, could ask if there is a 
best practice we can learn to improve authorization. 

 
Primary care provider addresses 

• If “missing”, there is no PCP of record in CMSnet 
• Did LA and Lassen get switched? 
• Jennifer asked about reasons for variations – is it administrative/record keeping? 
• Shelley noted that kids on Medi-Cal cannot find a PCP who will take it 
• Laurie gave the example of Contra Costa, which has Medi-Cal managed care 
• Traci shared that the PCP field is not required, and cannot make it required because Counties 

would object 
• Francine noted that the missing number is consistent with the number having CCS-only in 

Alameda, and that the special care center often serves as the primary care provider 
• Brenda shared that is PCP is SCC, it can be entered in the field 

 
 
CCS Administrative Time Tables 

• Discussed the many tabs included in file. Where there is not LA data, it is excluded. These are 
from calendar year 2009. Dependent counties are highlighted, and for these counties, eligibility is 
determined at the State office. Where there were multiple requests, used first request. 

• Jennifer asked about variation. 
• Pam reminded us to consider the process for determining eligibility. It can take up to 3 requests to 

parents to get release of records. 
• Tom noted the data suggest the need for a process that is efficient but also reduces variation 
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• Laurie shared that authorization delay is an indication of an administrative problem, not 
necessarily that kids aren’t getting care, because they may receive care without payment. 

• Kathy noted that it used to be deliver care, then get authorization. But not anymore. 
• Jennifer asked about multiple requests in the system, for example, for wheelchairs.  Pam gave 

the example of a wheelchair needing a growth adjustment may require multiple parts, and each 
part is coded. 

• Francine addressed the issue of choosing only the first referral. For example, the case may not 
be open because it is inappropriate or denied. Several months later, referral is used to get 
approved (for kids with open cases). 

• Laurie asked if we can look at these numbers over time to identify trends. 
• Tom shared that he does not see a lot of kids coming in this delayed and wasn’t sure how useful 

or relatable this document would be for physicians. 
• Laurie mentioned the issue of time to get service (versus authorization). Could look at how much 

it affects child’s care and how it affects admin/providers. 
• Brenda said it would be a big job to match authorization to claims paid 

 
CCS Diagnosis data and Death data 

• Jennifer wanted to know if these categories need more explanation/detail – general consensus of 
yes. 

• Specifically for primary diagnosis, group asked about mental illness. 
 
Maps 

• Quick look at maps. Discussed offering data in tables and in visual form at meeting. 
 
General data work: 

• Jennifer shared that FHOP is working on analyzing data from the surveys. We hope to send out 
data sheets and summaries May 3rd or 4th. 

• Tara asked if the summary of the Family Survey would be available in a family friendly format. 
Jennifer said FHOP would work on it, but may not be able to get to it until after the May meeting.  
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CCS Title V Needs Assessment – Key Informant Interview 
(For Interviewers) 

Program Strengths  
1. Reports on the CCS program prepared by Health Management Associates and the 

California Health Care Foundation, as well as comments from CCS Needs 
Assessment Stakeholder group indicate that there are many positive attributes of 
the CCS program, that we have grouped into 3 areas, including:  
 
ACCESS 

• the regionalization of the programs increases access to quality specialty care 
• providing CCS children with access to the same centers of excellence that 

privately insured children have 
• good coverage for medical equipment when compare to other states 
• access to newborn genetic or hearing screening and automatic referrals 
• providing children with comprehensive services for their CCS conditions  
• Maintaining access to services by keeping reimbursement outside of 

managed care  
 

LOCAL PROGRAMS/PROVIDERS 
• local nurse case managers 
• partnerships with county programs and providers; openness to parent inputs 
• partnerships between schools, regional centers and CCS Programs with the 

Medical Therapy Program 
• setting standards of care for providers and hospitals  

 
FAMILIES/CONTINUITY 
• Support for family advisory groups in CCS Programs 

 
Do you generally agree that these are program strengths?  
 
Are there any other particular strengths of the program that we should know 
about? 

 
2. Many of our stakeholders have stated that CCS’s role as a certifier and in setting 

standards in one of the strengths of the CCS program. Do you agree with 
assessment?  
 
(If “Yes”) How can the CCS program maintain its role setting standards?  
 
(If “No”) How could the CCS program improve its role setting standards? 

 
3. How do the CCS standards function and what do they accomplish? 
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Access to Care 
4. CCS has been having increasingly more trouble recruiting medical specialists to 

care for California’s growing CCS population. From your perspective, what are the 
major barriers to medical providers participating in CCS program?  

 
(follow-ups: Is having to get a Medi-Cal Number a big problem? 

(if “Yes”) Why is this a problem?  
 
Are there delays in enrolling providers for participation in CCS?  

(if “Yes”) How could these delays be reduced? How do provider rates 
impact this issue? 

 
5. What could be done to help overcome … (specify each of these barriers 

interviewee identified)? 
 
6. Administrative inefficiencies often act as barriers to recruiting and maintaining 

providers in the CCS Network. Are there challenges in getting authorizations or 
payment for specialty services through the CCS program?  

 
(If “Yes”) What kinds of challenges? What could be done to improve this situation?  
 
(If “Yes”) What are the effects of inefficiencies on families? 

 
 

 
7. In many areas of California, CCS families rely on local primary care physicians 

(pediatricians and family practitioners) for routine medical care when their specialty 
care is provided in children’s hospitals or other special regional hospitals far from 
their homes. We’ve heard that some families and many specialists hold the view 
these primary care providers aren’t qualified to care for CSHCN. It has also been 
noted that training programs for PC physicians don’t include skills needs for caring 
for this population. What are your thoughts on this subject? And do you think that 
training these PCPs should be a focus of State CCS in the future?  

 
8. We’ve heard that most trained providers who care for adults don’t have the training 

to care for those that have aged out of the CCS program. Do you agree with this 
assessment?  

 
Do you have any ideas about what could be done to increase the number of 
providers for transitioning kids?  

 
(Probe: Is this because of not knowing how to bill or complete claims?)  

 
9. What are barriers to adequate transition planning? 
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10. Are there problems accessing services or gaps in coverage as a result of a client 
moving from one payer to another?  

 
(If “Yes”) What could be done to address these gaps?   

 

Access to Durable Medical Equipment (DME) 
11. A survey done in 14 counties in 2007 found that CCS clients have trouble 

accessing durable medical equipment.  Are you still hearing about CCS clients 
having this problem?  

 
(If “Yes”) Do you have any ideas about the cause of this problem and potential 
solutions?  

Case management/Care Coordination: 
Both counties and some tertiary medical center providers have told us that they provide 
case management for CCS clients.  
 

12. From your perspective, who is providing medical case management for CCS 
clients?   
 
Who is providing social support and related case management for CCS clients? 

 
13. What are the elements of case management within local CCS programs?  
 

(If talking to parents) What case management has your child received from CCS?  
 
14. What could the CSS program do to improve case management and make it more 

effective? 
 

15. What could be done to improve case management and make it more effective in 
other settings?   

 
Would providing medical case management through the tertiary medical 
centers/special care centers be more efficient and effective? 

 
16. Have you observed or experienced variability in the amount and quality of case 

management in different counties?  
 

(If “Yes”), do you have an idea about why there are county to county differences?   
 

17. From your perspective, how does the carving out of a child’s CCS medical 
condition impact the continuity of and coordination of care and services for the 
child?  
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Are there any strategies you can suggest for improving the continuity of and 
coordination of care and services where there is a carved out system? 

 

CCS Administration 
18. Do you think that there is a lack of consistency in the application of CCS rules and 

regulations across counties?   
 

(If “Yes”) What impact, if any, does this have on access to CCS services? 
 

19. Do you think that there should be any changes in the medical eligibility guidelines 
for CCS? If so, what changes should be made? 

 
20. Do you think that there should be any changes in the financial eligibility guidelines 

for CCS? If so, what changes should be made? 

 

Funding 
 
21. We acknowledge that due to the recessions counties are experiencing a 

tremendous drop in revenue, from both federal and state allocations, as well as 
local property taxes.  With this decline in revenue coupled with an increase in 
demand, some counties are questioning their ability to continue to fund 50% of 
CCS-only diagnostic and treatment services at the current level, which is now at 
about twice the amount of the Maintenance of Effort level from 1991 Realignment 
Legislation.  What are your thoughts on this issue and how it might be addressed?  

 
22. Are Medi-Cal reimbursement rates (the rates that used to reimburse for CCS 

authorized services) for clinical care, diagnostic tests and durable medical 
equipment appropriately structured to support optimal care?  

 
(Probe – For example, do the rates encourage more use of inpatient instead of 
outpatient care?)  
 
Are there unintended and possibly negative consequences as to the way the 
reimbursement rates are structured?  (If yes) Please describe such unintended 
consequences. 

 
23. We are told that the MTUs have increasing number of children eligible for services 

but capped funding from the state. Do you have any ideas on how to address this 
issue? 

 

Satisfaction with services 
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24. How could services be more family centered?  
 

(Probes): Are there ways to help doctors make parents feel like partners in the 
child’s care decisions?  
 
In what ways could services be better organized to meet the emotional, social and 
developmental needs of children?  
 
How could the CCS program better integrate the strengths and priorities of CCS 
families into all aspects of the service system? 

Other Issues 
25. We’ve discussed a lot issues regarding the CCS program. Are there any particular 

challenges that the program is facing that we haven’t discussed?  
 
(If “Yes”) Please tell me a bit about more about these challenges and if you have 
any suggested solutions that should be implemented. 

 
26. Are there any particular challenges that CCS clients and families are facing that 

the CCS program isn’t currently addressing but should address? 
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CCS Title V Needs Assessment – Key Informant Interviews  
Data Summary 

Program Strengths  
1. Reports on the CCS program prepared by Health Management Associates and from the California Health 

Care Foundation, as well as comments from CCS Needs Assessment Stakeholder group, indicate that 
there are many positive attributes of the CCS program. We have grouped into 3 areas, including:  
 
ACCESS 

• the regionalization of the programs increases access to quality specialty care 
• providing CCS children with access to the same centers of excellence that privately insured 

children have 
• good coverage for medical equipment when compare to other states 
• access to newborn genetic or hearing screening and automatic referrals 
• providing children with comprehensive services for their CCS conditions  
• Maintaining access to services by keeping reimbursement outside of managed care  
 

LOCAL PROGRAMS/PROVIDERS 
• local nurse case managers 
• partnerships with county programs and providers; openness to parent inputs 
• partnerships between schools, regional centers and CCS Programs with the Medical Therapy 

Program 
• setting standards of care for providers and hospitals  

 
FAMILIES/CONTINUITY 
• Support for family advisory groups in CCS Programs 

 
Do you generally agree that these are program strengths?  

Large majority agreed 
 
Are there any other particular strengths of the program that we should know about? 

• specialty care centers team approach 
• MTP multidisciplinary team, whole child 

approach 
• CCS provides equipment and resources, 

less restricted than Medi-Cal 
• MTU program, staff 
• set standards, supports provider networks 
• importance of regionalization and local 

governance/oversight 
• Openness to parent input because of 

CRISS and in LA 
• best care, team approach -- if you can 

access it 
• special care centers, program standards, 

advocacy 
• regionalization increases access for larger 

but not rural communities 
• multidisciplinary approach 

• care is better for CCS because of specialty 
care centers 

• local case management ensures recognition 
of local issues and resources 

• CCS standards have improved care for all 
children 

• standards ensure all children have access 
to same services and most managed care 
could not do that 

• best and most comprehensive MTP 
• able to implement innovative service 

strategies, need money 
• not modeled on adult care 
• creative problem solving; get loads what 

they need 
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Program challenges/other issues/suggestions mentioned: 
• family advisory groups vary, especially in 

rural areas 
• long authorization process for equipment 
• lack of service coordination because of 

county staff cuts 
• suggests a separate managed care system 

for CCS and all CSHCN 
• not enough local nurse case managers 
• few counties have time for parent input 
• bad relations with MTP in larger counties 
• state staff cuts limit standard setting 
• fewer staff for family advisory groups 
• lack of standards for nurse case managers,  
• issues with costs of follow up and treatment 

newborn screening and referral 
• fewer local nurse case managers  

• child focused sub-specialists need to be 
concentrated in tertiary hospitals and 
outpatient centers 

• reimbursement should be in managed care; 
for medical home, need care in one place; 
good relation with local HMO 

• access to services and quality will drop if 
under managed care 

• partnerships an issue in LA with so many 
providers; State needs family centered care 
position 

• can strengthen family advisory groups 
• What are the benefits and drawbacks of a 

regional system of oversight versus state 
oversight? 

 
2. Many of our stakeholders have stated that CCS’s role as a certifier and in setting standards in one 

of the strengths of the CCS program. Do you agree with assessment?  
Most agree that it is a strength and many suggested ways to improve 

 
(If “Yes”) How can the CCS program maintain its role setting standards?  

• Need more certified providers and centers to meet standards 
• Closer monitoring of special care centers; need someone at the State who understands standard 

setting; involve county medical directors and consultants 
• Not enough state staff, which results in delays - suggests provisional certification 
• Less oversight of standards at lower level; burden put on regional centers to provide oversight but 

not realistic because no resources and already tension between higher and lower levels of care  
 
(If “No”) How could the CCS program improve its role setting standards? 

• Not enough State staff for facility oversight and checking standards, not enough staff for site 
visits; need more regional or state staff 

• With less staff loss of institutional memory 
• Improve relationship between CHDP and CCS 
• More quality control standards 
• Maintain up to date standards 
• Need technical advisory committee  
• Lack of leadership at State – need strong State staff 
• Need more systematic review process at State 
• clarify treatment, for best care across the state; issue of waiting for new standards to be written 

and not upholding quality 
 
3. How do the CCS standards function and what do they accomplish? 

• ensure qualified programs and providers; ensure quality of care; need to consider quality over cost 
effectiveness 

• ensure quality care and providers = better outcomes  
• specialists should drive care 
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• assure quality; also consistency across program; issue if not enough providers or facilities (Central 
Valley) 

• do not function well; need to be revised and consistently implemented 
• high quality care 
• can change infrastructure to improve quality of care 
• save lives 
• assures appropriate care in appropriate setting at appropriate time; problem if services are not 

available; if not approved, CCS won't pay 

Access to Care 
4. CCS has been having increasingly more trouble recruiting medical specialists to care for 

California’s growing CCS population. From your perspective, what are the major barriers to 
medical providers participating in CCS program?  
• Low Medi-Cal rates; no increase for DME or PT/OT 
• Provider enrollment; less state staff - bureaucratic problem not a provider problem 
• Medi-Cal children require more time and effort 
• Claims not paid in timely manner; local billing staff have high turnover 
• Provider perception of CCS, do not want to be CCS paneled; can only afford a certain number of 

CCS kids 
• Delays, inconsistent authorizations, low reimbursement 
• application errors 
• If you move, have to apply again 
• Paper work and low rates 
• Provider database not accurate or updated 
• Kaiser good at enrolling docs 
• EDS difficult to deal with 
• Competition between programs for providers in CA hurts but at least keeps providers in state 
• Small providers have limited capacity; local programs used to process claims 
• Increase Medi-Cal patients, income goes down; not enough incentives for pediatric specialists 
• Delays getting paid, biggest impact for smaller practices 
• Lack of state staff results in enrollment delays 
• hard to recruit specialists;  
• CCS has authority to change treatment authorization process but staff have not; need to revamp 

process 
• state staff resistant to change 
• pediatricians over-refer for primary care issues 
•  system problems; managed care encourages volume 
• rates are too low; cost of living is high; cost of business is high 
• DME rates too low - system does not recognize extra complexity, time, and money  
• provider fear of balance billing 
• high demand, low supply and low rates, results in losing specialists 
 

(follow-ups: Is having to get a Medi-Cal Number a big problem? 
(if “Yes”) Why is this a problem?  

• Misperception about taking Medi-Cal patients, especially for subspecialists 
• Medi-Cal number is not retrospective; doctor misperception about taking Medi-Cal patients 
• Medi-Cal dispute charges; a problem because fee for service without appropriate implementation 

system; managed care not better for CCS 
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• There was wide agreement that there are delays in enrolling providers in CCS and lack of state staff 

is seen as a big part of the problem 
• some fraud issues for new DME providers; more scrutiny, delay for new providers 
• do systems analysis to find delay issues 
• fast track applications for new providers 
• increase priority for applications from pediatric subspecialists 
• increase staff at DHCS 

 
5. What could be done to help overcome … (specify each of the barriers interviewee identified)? 
 
Low Rates: 

• increase state staff for enrollment 
• increase rate, adjust for inflation 
• raise the rate; rate based on cost of equipment and servicing it 
• get tax payers to see increasing salaries as a priority 
• match reimbursement to complexity 

 
Delays in Payments and authorization: 

• pay claims faster; training for billing employees 
• do equipment with discharge planning 
• CCS do more letters; Counties follow letters better; get code recognized right away 
• consistency, awareness, and information 
• better rates; allow PCP to continue treatment (for DME and scripts) 
• more staff 
• revamp EDS 
• ongoing training for providers on billing; local liaisons for billing 

 
Providers not wanting to participate with CCS or get Medi-Cal number 
• educate provides about CCS 
• show the benefits of working for CCS 
• could create an exception or waiver for getting Medi-Cal number 
• improve certification and Medi-Cal number efficiency; more state staff; incentives for primary care, put 

them on case management team; 
• support local training and recruitment 

 
6. Administrative inefficiencies often act as barriers to recruiting and maintaining providers in the 

CCS Network.  Are there challenges in getting authorizations or payment for specialty services 
through the CCS program?  
(If “Yes”) What kinds of challenges? What could be done to improve this situation?  

Challenges: Many respondents felt that dealing with EDS was a big challenge and suggested making 
changes at EDS 
• trouble getting authorization, varies by county depending on staffing, independent vs. dependent 

counties 
• some providers do not have a number to access the authorization system 
• consistency a problem for authorization between counties; if authorized in one county, should be 

in the next if child moves; long-term needs should have long term authorization 
• CMSNet versus non-CMSNet counties – hard for providers to know all the procedures in different 

counties; 
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• fractionation of care between the plans and CCS;  
• lack of knowledge about who to bill; more direction from state and regional offices;  
• not enough CCS staff, delays in payment and authorization 
• challenge for payments - authorization should be a promise to pay not an authorization to bill; 

CCS not a priority to EDS 
• some counties have difficulty getting authorization; some delays because no one provider to 

authorize because of eroding provider network;  
• result is no provider and no services; inefficient and unresponsive reimbursement system; can 

make direct links to poor patient outcomes 
• less county staff, hospitals waiting longer for authorization; issue with getting priori authorization 

and hospitals seeing inconsistencies across counties; Dependent counties run out of money 
 
(If “Yes”) What are the effects of inefficiencies on families? 

• results in delayed care and frustration 
• families cannot get low cost interventions, have to go to ER, or get more expensive treatment 
• families have poor access, have to travel, long appointment waits 
 
How to Improve: 
• change state and county roles, state centrally manage authorization and payment 
• can have case managers and financial people work together 
• have a centralized managed care system for CCS to coordinate care and payments 
• can streamline through redesign; families get confused and overwhelmed 
• get kids out of plans and into fee for service medi-cal; 
•  coordinate care instead of payment;  
• put whole child in; less inefficiencies at centers 
• Data from state could identify where counties are struggling with authorizations 
• have a carve in and give plans more money; sort out claims at end of year 
• need coordinated CCS teams that communicate; electronic records; private insurance should 

cover some; need staff for recruitment; consistency of standards;  
• need state policy setting and leadership 

 
7. In many areas of California, CCS families rely on local primary care physicians (pediatricians and 

family practitioners) for routine medical care when their specialty care is provided in children’s 
hospitals or other special regional hospitals far from their homes. We’ve heard that some families 
and many specialists hold the view these primary care providers aren’t qualified to care for 
children with special health care needs. It has also been noted that training programs for primary 
care physicians don’t include skills needs for caring for this population. What are your thoughts 
on this subject? And do you think that training these primary care providers should be a focus of 
State CCS in the future?  
Many respondents felt that PCPs don’t currently have the knowledge or training to care for CSHCN, but 
many felt that with training, there is a role for the PCP – especially for PCPs in rural communities. Some 
thought PCPs could do case management and provide a medical home, while others thought that is 
better done by subspecialists 
• PCPs don't have the knowledge; state and counties work with medical schools; have MTU 

conferences, conferences for pediatricians and orthopedist and pay them to attend; increase 
internship opportunities 

• State cannot make PCPs comply, what is the incentive for PCPs? 
• PCPs don't have the skills, are not interested; CCS should do training, especially for rural 

pediatricians 
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• some pediatricians should have extra training and a desire to treat, and be part of team care 
• PCP needs help on knowing how to coordinate care; CCS could set standards, maybe work with 

CHDP who has been successful 
• pediatrician need to be encouraged to practice at the top of their license 
• PCP not best for leading case management 
• PCP should work with CCS center care 
• PCPs should be part of case management and get reimbursed 
• CCS should work with training programs 
• PCP should be part of care team, can provide a medical home, need financial incentives 
• connect PCP and subspecialist 
• check with Paul Wise; PCP should identify kids and get them to subspecialists 
• Internists are more qualified and with training could provide 

 
8. We’ve heard that most trained providers who care for adults don’t have the training to care for 

those that have aged out of the CCS program. Do you agree with this assessment?  
The vast majority of respondents agreed with this assessment, and sighted the following reasons for this 
problem: 
• staff cuts, fewer nurses have larger caseloads, no time 
• no model for adult care like the child care model 
• limited number of providers 
• good in regional centers; others have to look for Medi-Cal providers but there are not enough 
• more kids surviving; many transitioned kids do not get any care or go to ER 
• limited incentives 
• families have no access to social worker 
• lack of adult providers and community resources 
• many types of transitions; budget cuts eliminated transition planning activities, county staff don't have 

time 
• more kids surviving; part not having expertise, part not knowing how to bill 
• a cultural problem; difficult for non-CSHCN; family and provider reluctance to transition; in pediatrics, 

system is responsible, in adult care, patient is responsible;  
• loss of insurance an issue 
• adult doctors do not have case managers or social works to assist 
• if chronic complex medical conditions; most adult providers are not experienced 
• many adult practices do not take Medi-Cal 
• doctors feel obligated to keep seeing patients, resulting in a loss to providers and hospitals 

 
What could be done to increase the number of providers for transitioning kids?  

o go through professional organizations to offer training to adult providers on how to care kids that 
age out 

o need reimbursement; not built into program 
o address with residency trainings, train adult oriented specialists 
o increase age for using pediatrician;  
o increase reimbursement rates to attract adult subspecialists 
o address with financial incentive to providers; change CCS to 19 and under 
o create collaborative coalitions between pediatric and adult providers  
o importance of local medical providers; transition needs to a have a more systematized system, for 

example paneled adult providers 
o issue is lack of organized network of providers and staff to assist; what is working with kids should 

be tried on adults 
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o providers need to be interested in the population 
 
(Probe: Is this because of not knowing how to bill or complete claims?)  
• also a billing issue; providers don’t know how to complete claims 

 
9. Are there problems accessing services or gaps in coverage as a result of a client moving from 

one payer to another?  
(If “Yes”) What could be done to address these gaps?   
• more bureaucratic work, but not result of not getting care 
• issue of gap with Healthy Families and not being retroactive; need single payer system or universal 

coverage 
• issue with disconnect in the system, EDS does not have the numbers or code; need communication 

with EDS when something becomes a benefit 
• hard for providers to coordinate and figure out benefits and who is responsible 
• For DME, hard to know who gets billed first; less money and taking more time, building DME takes 

time 
• Issue of pre-existing condition and youth aging out of parent's insurance 
• Need portability; no exclusions for pre-existing 
• Nightmare to have multiple payers; easier to be just CCS and a bad incentive 
• For transitioning kids - issue of communication and lack of providers 
• Need education for families on responsibilities and paperwork 
• Often not clear who will pay; need central payment for all bills regardless of payer 
• Change should be seamless; use common application 
• CCS needs to communicate with families and provide paperwork support 
• design of CCS tries to prevent this; issue is also in HMO, HMO must deny a benefit for CCS to 

cover 
• State CCS could work with MRMIB 
• some counties have good Medi-Cal standards for provider reports on effect of medical therapy; 

HMO says it is medically unnecessary 
• CCS only covers the condition; county variation in authorization 
• CCS should be about child not condition - whole child should be covered state covered 

Access to Durable Medical Equipment (DME) 
10. A survey done in 14 counties in 2007 found that CCS clients have trouble accessing durable 

medical equipment.  Are you still hearing about CCS clients having this problem?  
• Small ticket items can be hard to get because vendors can't make $$  
• claims hard to process - EDS issue 
• Reimbursement rates too low  
• Problems with hospital discharge planning and time to get authorizations - especially on Friday 

afternoons.  
• Authorization process too complex - takes too long 
• Legislature can't expand the benefit package and then not provide funding. "Legislature piles on more 

and more things but more funding is not given to make it a reality" 
• When DME providers leave, hard to find new providers for patients.  
• Few companies that do disposable medical supplies because reimbursements so low 
• Margin low and maintenance not covered. Won't fix equipment unless it is destroyed - reverse 

incentive. Lots of cost shifting 
• DME providers need to have special staff (i.e. respiratory technicians and other to fit equipment) - 

very expensive.  
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• Harder to make financially feasible when DME providers have to go to patient's home – not paid for 
travel 

• Seen Apria take a wheel chair away because won't work with CCS because of payments and claims 
taking to long or not going through.  

• Some counties hard to contact about authorizations - no voice mail. Some counties take months to 
authorize because so backlogged.  

• Kids on vents real problem with accessing home health. 
• Limited vendors in some regions 
• State cut list of equipment so less is covered.  
• When kids leave hospital, they don’t have access to appropriate CCS staff so there are delays.  
• Pediatric DME is very complex and very different from adult; Medi-Cal does not take this into account 
• Huge problem - especially respirators, wheel chairs  
• Vendors don’t deal with CCS and Medi-Cal because of rate and patients end up back in the hospital 
 
Potential solutions?  
• programs have capacity locally to cut a check and get reimbursement after the fact; different system 

than EDS 
• More consistent and efficient authorization process 
• better reimbursement and recognition of provider costs for certain types of equipment 
• Medi-Cal DME codes need to be looked at, adjustments need to be made for costly equipment, so 

vendors can meet their costs; develop specialized codes for pediatric DME 
• Need centralized authorization and payment for DME for all CHSHN regardless of insurance 
• Authorizations could be expedited. 
• Suggestion of loaner program until proper equipment identified. Early discharge planning for 

respirator equipment.  
• maybe home visiting requirement could be not so stringent 
• Some of the DME providers that are serving children with a managed care program because 

capitated - can learn from managed care? 
• Speed up authorizations and payments to DME providers - maybe do at hospital level rather than 

have CCS make authorization 

Case management/Care Coordination: 
Both counties and some tertiary medical center providers have told us that they provide case 
management for CCS clients.  

11. From your perspective, who is providing medical case management for CCS clients?   
• Decreasing staff at county level will negatively impact case management - reduction in social 

workers 
• Both counties and children's hospitals are viewed as doing case management - although 

perceptions of what they do vary 
• Variability in the level of case management provided by counties 
• Suggestion to change state regs. to allow unlicensed folks to provide some case management - 

would need to change legislation to let this happen. Others opposed to having unlicensed people 
and want better support for PHN, RN and SW 

• County case management primarily involves approving authorizations 
• Medical case management primarily happening at tertiary centers for kids who get cared for at 

these centers 
Who is providing social support and related case management for CCS clients? 

• Many unclear regarding who provides social support 
• social support needs not being met 
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12. What are the elements of case management within local CCS programs?  

• Some counties appear to play a significant role in case management and coordinating services, and 
there appears to be significant variation in case management by county. Some respondents think 
the only thing the counties are doing is providing authorization while others believed that counties 
are doing much more. 

• They do everything - look at reports, authorize, talk to parents, talk to providers, coordinate between 
parents and providers; part of job to help parents become more independent and advocate for their 
child 

• Example: Peds clinic, physician, therapist, nurse case manager, and social worker – all would look 
at the whole kid, and try to address all needs and broker the services and follow up on the services 
the child needs – not just related to CCS medical eligible condition. Able to point and direct and 
make contacts, to broker the services the child needs. The parents receive the direct line to the 
nurse case managers, to the financial case manager, and can call with any concerns; and call 
about everything, and then we direct them and try to help even if not part of CCS condition, and 
relationships are established, and parents become comfortable making contact.  

• CCS case manager is like the maestro; since kids visit multiple special care centers, they may not 
be aware the child has been visiting multiple parts of the same hospital. Can have the different 
sections, we conduct all these different skills, who are excellent at what they do, to get the sweet 
music, need a maestro 

• Often coordinating the care, trying to get all of the entities hooked into the family, and helping them 
understand why they need to go to that appointment. Working hand in hand with those that we 
authorize to see what is happening on their end.  For transitioning youth, making sure they know 
what is available to them. Also assistance for getting to appointments, travel and lodging 

• Trying to identify kids that are eligible and might benefit – actively case finding. Then they analyze 
the child’s medical situation and determine whether child is eligible, and if so, for what services. And 
then they review the medical reports, they piece together a package of services that the CCS 
program can authorize, and they link the child to the very best and most comprehensive medical 
resource that is available to us within the CCS program to treat that child. In a diagnostic case, they 
are knocking down barriers and streamlining access to most highly qualified team to clarify 
diagnosis and make treatment plan. For eligible child, looking at all elements of care from care team 
and making sure child has ready access to all elements and they are coordinated. 

• bring clients in to see MD and review case every 6 months and determine level of equipment and 
OT, PT services, but not overall case management 

• They act as refers and do the authorization, maintaining the network but can’t think of case 
management that happens locally. Might make sure enrolled in regional center or hooked up to 
MTU, but for his/her patients not seeing lots of care coordination or case management of any type 

• For all the non specialty care center patients, local programs are the medical case managers, 
eligibility, authorization, determination of benefits , most appropriate care, sources of care and 
monitoring care all medical decisions by physician protocols. 

• Determine eligibility, make and assure completion of specialty referrals, coordinate process of 
getting DME. Face to face mtg once a year the rest by phone. 

• Appropriate care by appropriate provider at appropriate time – some counties better than others at 
doing this. 

 
(If talking to parents) What case management has your child received from CCS?  
• Eligibility determination, medical need for services, care coordination, knowledge of the condition - 

organized around medical issues. Have not felt the medical home 
 
13. What could the CSS program do to improve case management and make it more effective? 
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• Problems with staffing because of funding - need more staffing to improve 
• Counties get reimbursed more for providing case management so more cost effective to have 

counties do, but should get them to put case managers in the hospitals. 
• Need to increase consistency across counties 
• Medical home model could be used - have lesser skilled people provide case management 
• Problems with staffing because of funding - need more staffing to improve 
• Counties get reimbursed more for providing case management so more cost effective to have 

counties do, but should get them to put case managers in the hospitals. 
• Need to increase consistency across counties 
• Medical home model could be used - have lesser skilled people provide case management 
• Unifying case management by carving in whole child to one agency; children are very complex, 

and chronic, and care and billing and authorization are fragmented 
• Restoring client case management ratio to better than it is (1:600) 
• "the program needs funding to improve anything" 
• Need funding for CMs and SWs at county level and recognition at county level that parents 

need independent, language appropriate  in-home support and also social support 
• Standardize case management protocols available to all counties 
• Improve rates 
• Arguments between health plans and CCS over who is going to cover what. Need strong 

leadership at the state to clarify policies and negotiate with partner agencies to draw lines.  
• Advocated for a 2-tiered approach. We have a set of regulations that tell us who is eligible. 

Within that body of regulations, some diagnoses do not require medical case management. Ex. 
An uncomplicated fracture of the femur. Other examples, CP and leukemia – a truly 
comprehensive case management structure would serve the child and the family better. And 
another tier – for these patients who benefit case management but don’t need to comprehensive 
case management, ex. Newborn with a cataract. CCS can ensure they get to someone with the 
right qualifications, and they get the correct post-op services. But after, that kid doesn’t need us 
anymore. 

 
14. What could be done to improve case management and make it more effective in other settings?   

• Special care centers required to do case management but not sure enough state staff to provide 
oversight to make sure they are doing it 

• Increase reimbursement rates for case management 
• If each family had a person who knew resources in communities and could help families work 

their way through the system – like a medical social worker 
• Primary care docs needs to be involved locally because kids far from centers and these docs 

need to have the medical home skills, resources, and volume 
• Most counties think they provide good case management 

 
Would providing medical case management through the tertiary medical centers/special care 
centers be more efficient and effective? 

• Providing medical case management through the tertiary medical centers/special care centers 
makes perfect sense 

• tertiary providers, much better at connecting to community agencies and resources, and can get 
a better quality of life 

• Tertiary centers – are great, but, if you had every kid eligible being case managed through 
tertiary centers, would have to hire more staff. Also, problem for kids who live far away from the 
centers 
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• Don’t know what would make the tertiary medical center or special care center more efficient or 
effective 

• Doesn't think tertiary care hospitals should do case management. People working within a 
tertiary care hospital are bound to that institution, and have a built-in conflict of interest. 

 
15. Have you observed or experienced variability in the amount and quality of case management in 

different counties?  
• There is variability in case management between counties 
• One county will approve and accept a medical explanation for one service but another county 

won’t approve the same service with the same explanation. Creates more work for the counties 
and the hospital. 

• Less variability would be better 
• Variation much more in eligibility and authorizations than case management 

 
 (If “Yes”), do you have an idea about why there are county to county differences?   

• Variability a function of size, resources and geographic location and personalities 
• State leadership needs to clarify requirements and expectations 
• Riverside and San Bernardino meet regularly with health plans to coordinate care and assure 

consistency 
• Participant heard that some counties work very hard to deny services and not open cases if they 

can get away with it – not sure if true 
• county budgets do effect the availability of nurses and therapists, and in some counties, will 

causes case load to be much higher 
• State should look at county differences and share strategies where things are working well 
• Variability because of how the state program is set up – Central valley has dependent and 

independent counties, and then 3 levels of dependent counties. 
• Medical consultant piece varies considerably from county to county - some thought that they 

have different interpretations of the guidelines 
• State leadership needs to clarify requirements and expectations 
• Certain philosophies of different areas and who is running the particular office. Some very hard 

nosed, and almost a program of exclusion, not inclusion.  
• In Fresno, cannot call and speak with someone or even leave a message.  
• Some counties are great and connect the kids and follow-up - Ventura for example 
• Requires leadership at the state level to clarify expectations and require consistency 
• Some big counties eliminating CM staff due to local revenue constraints 

 
16. From your perspective, how does the carving out of a child’s CCS medical condition impact the 

continuity of and coordination of care and services for the child?  
• Ping-ponging – it is difficult to coordinate their primary preventative services and specialty 

services. "Everyone is trying to keep them moving so they don’t end up holding the ball and 
having to pay." 

• CCS only kids are at greatest risk but happens with MediCal and HF also if local program 
doesn’t assure regular communication with health plans and providers.  

• Confusion for family 
• Can dely care and impede services. Often times children have received care - it is matter of 

figuring out who is going to pay for it. 
• Makes it harder to coordinate care 
• Leads to fracturing of care 
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• Regional centers and CCS – costs are pushed out on each other, and don’t know how to stop 
that 

 
Are there any strategies you can suggest for improving the continuity of and coordination of care 
and services where there is a carved out system? 

• Support carve out but need coordination of care and team approach 
• Nice if counties had legal authority to case manage for the whole child whenever kid is declared 

eligible for CCS  
• Need carve out until redesign completed. State needs to provide leadership and support for 

communication between CCS and Medi-Cal there are county models id admin issues at central 
level. Need to integrate CCS and Medi-Cal 

• ultimately we need a comprehensive case managed plan, at least for the most complicated 
children 

• Managed care medi-cal should approve payment for non-CSS services before sending it to 
CCS   to save time and allow the local CCS program to do more. 

• Take kids out of managed care plans and make all fee for service 
• If kids all fee for service – then one entity could do the coordination 
• Carve out has been important for improving quality of care and access for CSHCN. The “carve 

up” does come with problems. Carve out as-is is far preferable than going to carved in to 
managed care 

• PC docs trained and part of specialty care team so that they automatically get info on care 
provided by specialty care providers and participate in ongoing related care and decisions. 
Funding and regs that assure coordination 

• Create medical homes to coordinate all care 
• Have CCS address the whole child 
• To improve - More awareness of provider type and role in providing care, broaden tent and 

bring more people in; contracting with DME providers to use certain standards of care, give 
program more comfort in who they are working with; timeliness; have accredited providers, have 
a level playing field for providers and adequate reimbursement; greater respect for what they 
are submitting if they know the providers better and agreed via contract to meet certain 
obligations 

• Have to make it easier for providers to work it – Need education from the get go. 
• Strategies: Keep a carve out, keep track of what is being done and then settle at the end of the 

year. For certain conditions that have to have center based care – keep those conditions carved 
out to CCS. Or, Have NICUs all carved out. Or, flip around, and carve NICU in, and increase 
capitation rate for each member 

CCS Administration 
17. Do you think that there is a lack of consistency in the application of CCS rules and regulations 

across counties?   
• Suggested explanations for perceived variation: comparing apple to oranges, counties have differing 

amounts financial resources and some pay for things not required to pay for   
• No - just minor differences 
• People believe this is true, but the degree to which it is true is less than it is perceived 
• In any large organization, there will be some differences in interpretation. Some is urban legend, 

some is true 
• Inconsistency comes not only from how rules and regs are applied, but with county match and 

funding formula, those rules within county changes as the end of the fiscal year comes and they run 
out of money. Regional center serving 5 counties has to learn 5 set of rules and then the funding 
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stream in each county. Some regional centers have given up on CCS and don’t count on for anything 
– in certain parts of the state. 

• No data to show; medical directors talk and have an idea about consistencies 
• Yes, one county will definitely will pay for cholecystectomy and another will not 
• Yes - if you are in certain counties, you know it won’t be covered and we don’t even ask. 
• Yes there is a lot of inconsistency, especially with DME and amount of PT and OT at MTUs 
• Yes – eligibility especially 
 
(If “Yes”) What impact, if any, does this have on access to CCS services? 
• Care for non-urgent services can be delay 
• Not anything the counties are doing. But have had differences for years, and kids have been getting 

great services for year. 
• Trying to get child what they need more often than trying to deny 

 
18. Do you think that there should be any changes in the medical eligibility guidelines for CCS? If so, 

what changes should be made? 
• Could design or encourage the design of a system to id CCS children instead of CCS conditions. If 

certain % of care is provided by CCS or has a combination of conditions, then take all the services 
and manage the whole child instead of bifurcating kid between CCS and non-CCS conditions 

• Require all families to apply for both Medi-Cal and HF. Should start at hospital after CCS condition 
identified - seamless eligibility process 

• Issue with comprehensive case management: cover diagnostic services if a condition is suspected; or 
have gene but not condition; baby can be open for a whole year; these could be eliminated in the 
name of cost effective case management, CCS should have diagnostic services or just case manage 
CCS conditions. 

• Delete reversible and short-term conditions 
• Delete simple, single organ system that don't benefit from having and RN case manager - eliminate 

after careful consideration 
• Medical directors have put something together on this - delete non-chronic, simple chronic, eliminate 

malocclusion, orthodontia not related to another condition 
• Could change age from 21 to 18 
• Plans should handle low acuity conditions; preemies with no CCS condition should stay in health 

plans - but need to maintain credentialing for the providers that care for these kinds. OR, have NICUs 
compete on quality and give better rates to those with good quality 

 
Do you think that there should be any changes in the financial eligibility guidelines for CCS? If so, 
what changes should be made? 
• $40,000 is absurd in the Bay Area, you are in deep poverty. 2.5 times the poverty level seems more 

realistic 
• For higher income levels could be co-pays up to 200% of poverty. Take CCS out of realignment and 

state should take it back 
• Yes should be eligible up to 250% of FPL 

Funding 
19. We acknowledge that due to the recession counties are experiencing a tremendous drop in 

revenue, from both federal and state allocations, as well as local property taxes.  With this decline 
in revenue coupled with an increase in demand, some counties are questioning their ability to 
continue to fund 50% of CCS-only diagnostic and treatment services at the current level, which is 
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now at about twice the amount of the Maintenance of Effort level from 1991 Realignment 
Legislation.  What are your thoughts on this issue and how it might be addressed?  
• Explore new realignment - some  re-allocation of the liability and responsibility of these kids. Maybe 

state takes over all of the medical management of these kids. Families will continue to need services 
that the state doesn't provide so take medical care and regionalize or put under state jurisdiction and 
leave the rest of the responsibility the county 

• Realignment formulas don’t take into account changes in population. This has resulted in some 
counties like SF getting more per capita but rapidly growing counties like riverside getting less. Needs 
legislative action. CA decided to require a 17% match for HF for diagnosis and treatment and 
administrative. This was a state decision and could be rescinded 

• Concerns that if a child is Medi-Cal eligible, then refer to Medi-Cal (but they don’t have to go); instead 
they should be made to go instead of making the county bear the burden of CCS only 

• MOE should be raised to where it is actually needed - then wouldn't have local boards of supervisors 
questioning why we are spending so much money (and more than required to spend)  

• need to right-size funding for program through collaborative effort 
• the counties are not sure of the state continuing to cover their 50%. They may have to pick up more if 

the state does continue to match it 
• [How to address?]: Eliminate diagnostic services – open cases when a CCS condition is already 

identified 
• IF county co-funding – getting squeezed from every corner. Getting kids out of more expensive 

places for care and getting them home is more cost effective 
• managed care plans are getting better at identifying CCS eligibility, resulting in an increase number of 

CCS kids. Make it a carve in, they still get the care they need and managed care plans would get 
higher reimbursement. 

• Take out of realignment 
• New legislations to increase state share. Care is now rationed by what counties can afford to pay for 

and how many kids get in and what they get 
• Have heard that some counties are question the MOE because they are exceeding it 
• State should buy counties as suggested in the HMA report 

 
20. Are Medi-Cal reimbursement rates (the rates that used to reimburse for CCS authorized services) 

for clinical care, diagnostic tests and durable medical equipment appropriately structured to 
support optimal care?  
• Need consistent costs for a particular service regardless of setting 
• Allocations at odds with state staffing guideline - state requires staffing but then can't pay for it; 

Counties end up paying more - inordinate burden on counties; county has unfunded mandates 
• Rates way to low - results in very few medi-cal providers 
 
(Probe – For example, do the rates encourage more use of inpatient instead of outpatient care?)  
• Heard about this, and doctors say other specialties do this but not their own, but have never seen any 

data that illustrates this. Hospitals say they won't do this and are doing care in outpatient setting at a 
loss to the hospital.   

• Doesn't think use of more inpatient care is a problem - medical directors address this and CCS won't 
pay for what is more than medically necessary 

• Seems like higher usage of inpatient - but speculating, not from data. 
• Some patients are hospitalized that don't need to be. Not incentives to set up 23 hour care center 
 
Are there unintended and possibly negative consequences as to the way the reimbursement rates 
are structured?  (If yes) Please describe such unintended consequences. 
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• Higher rates needed for some services and DME. Race to the bottom. If you can't find need DME or 
services in the community, then can't be discharged and stay longer 

• Some cases kids stayed in hospital because could not get equipment to maintain child at home 
• Provider networks are eroding. Cannot attract providers (of all kinds) into state and cannot retain 

them once they are here. Cost of living too high and reimbursements too low. Private insurance 
industry thinks they can get away with paying low rates too. Difficult to get in-home nursing services. 
Can cite 3 examples of kids dying at home, and lack of or inadequate in-home nursing significant 
contributing factor. Health care infrastructure in CA has been eroded and continues to erode. 

 
21. We are told that the MTUs have increasing number of children eligible for services but capped 

funding from the state. Do you have any ideas on how to address this issue? 
• The County role in providing MTU services for all children with an IEP that prescribes them causes 

big financial problems for counties. Families not required to try and get other coverage like private 
insurance, so counties are running out of money for MTU staff. Then school refers family to vendor 
and CCS has to pay 

• Some kids don't get services because of increased cost for MTU care and capped realignment 
funding 

• Should be case load driven - not capped 
• need an efficiency review of MTP to decrease costs 
• No financial criteria for qualifying for the MTU. Have MTU be able to bill private insurance. 
• Higher caps on funding or more funding available 
• not enough providers mean long waits; kids get consultation instead of direct services 
• Admin decisions by DHS to cap funding. This was not a legislative decision so could be changed. 

Counties could challenge it and demand change  
• Big problem with not enough PT OT county staff due to cuts. Schools are mandated to use vendors if 

no county staff but reimbursement rates very low and vendors often will not participate 
• LA - no increase in numbers and slight decline. More children not the issue - cost is the issue and 

capped funding from the state is not enough 
• Not enough money and many kids so have to prioritize. School Districts end up becoming the payor 

of last resort 

Satisfaction with services 
22. How could services be more family centered?  

• Families would be better served if had to interface with fewer jurisdictions 
• Reinstitute parent health liaisons 
• Need medical home and funding for MDs to have time to work more intensively with families 
• Establish medical home - but reimburse appropriately for time involved and having social workers 

involved. Hard with to do with some populations. 
• Medical home model is the right one; have someone coordinating care with a team of providers; 

people treated with transparency; access after hours and on weekends for consultation 
• Whole child care with medical home and incentives for CM that is broader than medical case 

management 
• Special care centers are family centered because they are all sitting down together, and also some 

MTU 
• CCS is just one aspect of the needs; more social work aspect for parents; better mechanisms to 

collaborate with regional centers, schools, DME, families, etc. It’s a village. Need to communicate 
what is available. 
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• Enhance access to medical social workers within CCS and standardize their training. It is not a 
requirement to have one. The role is not always clear - so we are depending on the ingenuity and 
tenacity of the individual social worker. Could improve the family centered nature of the program. 

• Involve them in ongoing planning as stakeholders including the redesign effort 
• Have family work groups, and actively solicit feedback and incorporate their recommendations 
• Having family advisory panel at state level on how to better integrate services 
• Counties could implement more family advisory groups 
• Stronger alliances with family support organizations 
• Identify groups of families with similar challenges so they can help each other. Need a systematized 

way to link families.  
• Establish clear links to adult services – and that would require state leadership 
• Personal: stop calling people mom, taking time to know someone’s first name. Doctors can give 

options in an approachable language; information given is often inaccessible; family friendly 
language, and give advantages and disadvantages 

• Mental health issues often overlooked; we are not meeting emotion or social needs right now. Needs 
to be an increased focus on meeting these needs 

• Major disparities between AIM and CCS for eligibility criteria, both run by state. 
• Trying to standardize the maintenance and transportation benefit could really help. Limits families in 

rural/poor areas from participating the ways they want. 
• Expedite appointments. Have medical providers come to the kids in some instances - need to see 

school environment and meet staff and be more collaborative. Need more education for parents to 
understand conditions, treatment options, and resources available 
 

(Possible Probes): Are there ways to help doctors make parents feel like partners in the child’s 
care decisions?  

o Doctors may not be able to communicate well with families; need to have dialogues overtime 
about the purpose of CCS program, and rationale and significance of having parents involved 

 
In what ways could services be better organized to meet the emotional, social and developmental 
needs of children?  

o Clarifying where families can get assistance. State could provide more assistance in how to 
get services form DD, SS and Mental health. Even a resource guide and with types of 
programs, interactions eligibility 

o All ‘CSHCN in one system that cares for whole child with whatever mix of conditions 
o Streamlining the system, reducing fragmentation of care. MTP is where CCS really interfaces 

with clients 
 
How could the CCS program better integrate the strengths and priorities of CCS families into all 
aspects of the service system?  

o call/contact the families and have a dialogue; ongoing monitoring to discuss resources 
availability; communication with the families, and identifying how their priorities have been met 

o Survey parents to get an idea of how well we are doing 
o Need Education, information, and training for families 
o having the parents educated up front about what CCS is when they sign up, rather then when 

the child is in crisis 
o Bottom line: build empowerment, to help parents; because with an uneducated/dependent 

family, you are not helping them by doing things for them 
o Need to involve parents in the decision making process, educate them about options 
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Other Issues 
23. We’ve discussed a lot issues regarding the CCS program. Are there any particular challenges that 

the program is facing that we haven’t discussed?  
(If “Yes”) Please tell me a bit about more about these challenges and if you have any suggested 
solutions that should be implemented. 

• identity as CCS now limited, communication is limited, need to talk about what is the goal of CCS, 
not just the details 

• CCS moved over in the DCHS and there is pressure to remove the public health focus of the 
program. The leadership at the state at CMS is gone (maybe because of this none-public health 
focus). There is no vigor in the policy development section. And this has got to be fixed and must 
be fixed fast. Otherwise the program will spiral down 

• Stress need for local coordination, the CRISS model, can make a difference in the system, but 
relatively inexpensive and has made a big impact in the Bay Area – coordination and family 
involvement have come through that program; also improved efficiency and effectiveness 

• Program needs to look at facilitating data collection and research – this has been lacking. Real 
need to be sure that we are providing the most effective treatment 

• To help with continuity, focus more staff on policy development. Work with county reps to come 
up with policies that work for counties and regions and then disseminate in a user-friendly way so 
that we do have more consistency 

• Constantly negotiating where CCS is responsible and where school is. Still negotiating whose role 
it is to do what. 

• Lack of leadership. Medical directorship at state level vacated precipitously and hasn’t gotten in 
strong leadership at the top. Need strong medical director and staff in Sac. 

• Haven’t talked about disparity between Medi-Cal and Healthy Families -for CCS to cover in 
emergency admission, health plans have 24 hours to notify CCS, and they have to have clinical 
criteria to accept referral. If the referral is Medi-Cal, it is accepted, no timeliness issue (because of 
a lawsuit again state from a provider). But if Healthy Families member, and facility admits on 
Friday and on Monday you do not notify, CCS would not pick up days Fri, Sat, Sun, Mon. Only 
way to get that changed would be to change legislation.  Other situation - Healthy Family member 
can be responsible for payment, but the Medi-Cal are not. MRMIB wrote a letter than said we 
cannot have families going to collections, so it is up to plans – for until CCS patient is authorized, 
Health Plan is responsible. The letter promoted bad behavior on the part of the health plans. 
When we try to defer to CCS, it is too late 

• For redesign, need so much more info to come up with data-based changes 
• Duplication between OC and PT that is provided by schools and by CCS. MediCal reimburses 

OTP services provided by education and also those provided by CCS. MediCAL should stop 
reimbursing education for OTPT services for MTP eligible kids 

• Lows salaries limit ability to attract talent 
 

24. Are there any particular challenges that CCS clients and families are facing that the CCS program 
isn’t currently addressing but should address? 

• Economic stress is really affecting this population of families. And some need to leave one county 
for services in another county 

• Families need equipment and supplies on time 
• Some families are under stresses from a variety of directions, cuts in multiple service providers; 

many families feel rug is being pulled out; to balance life of these kids and keeping them healthy 
and going, relied on a delicate web; need to think of families in the center of all these things, not 
just in isolation in their relation to CCS 

• Families are caught in the middle. Education is really, really important 
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• Need for Spanish speaking support groups and services. Need for more accessing in-home 
support and social support in general 
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Title V CCS Needs Assessment 
Topics for Focus Groups 

 
Category/Group Suggested Topic to Cover 

Hospital 
Administration 
and Health 
Plans 

1. Are there any issues in coordinating care for CCS children when CCS provides care for just the CCS-eligible 
condition and the child’s health plan covers the rest of the child’s care?  (CCS condition is carved out of the health 
plan) Strategies to overcome barriers to coordination? 

2. Would it improve care to carve care for the whole child (not just the CCS eligible condition) out of the child’s health 
plan when they have a complex CCS-eligible medical condition? 

3. How is care coordinated when care for a child’s CCS condition is not ‘carved out’ and is it done within a County’s 
managed care plan?  
• How is access to specialty care?  
• Is anything done to ensure that these children get to appropriate specialty care? 

4. Would it help to create a specialty health plan (we had delivery system previously – do we mean a health plan, a 
delivery system, or both) to care for the whole child if they have a complex CCS condition?  

5. How could health plans help facilitate timely access to equipment and services given the State CCS delays in 
authorization for these?  
• What vendor do they use for DME? (do we want to know what vendor the hospitals use to, or just the health 

plans?) 
• For a child with private insurance and CCS, CCS won’t pay for DME unless it has been denied by the private 

insurance company. We’ve heard it can take a while to process and deny these requests, which can have a 
negative impact on the child waiting for the equipment. How could this process be speeded up? Could health 
plans authorize equipment while waiting for CCS? 

6. Should health plans be required to provide the same coverage/standards of care and scope of service to privately 
insured kids that CCS provides for CCS-eligible kids? 

7. What would it take for the health plans to do case management and care coordination and what should it consist of? 
How to provide families with social support? 

8. Are there ways of improving eligibility determinations? 
9. Strategies for better enforcement of state CCS standards with providers of high level and low level care? 
 

Transition Age 
Youth 

1. What did you experience in transitioning to an adult provider? 
• Did you transition to different adult providers at different times for different conditions? 

2. What worked with your transition planning? 
3. Did you have any challenges in finding an adult provider that can care for CCS condition? 

• What, if any, barrier to getting care did you experience? 
• Did you experience any gaps in care? 

4. Did you have transition team? 
5. Who helped you with your transition? 
6. What has made your transition easier – what has made it harder? 
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7. How can CCS improve the transition process? 
8. What other kinds of non-medical services do you need and what is your experience in trying to get these services? 

MTP 
Administrators 

1. It is said that the MTP "costs too much".  Do we need to redesign the MTP in response to capped realignment funds 
and county budget deficits?  What can be done to reduce the costs of the MTP?  

a. What services are unique to the MTP? (not provided in other venues but essential functions to be preserved)  

b. How might we change CCS guidelines to allow staff to be utilized in a more efficient manner?  What current 
guidelines are making things difficult?  

c. The program serves the clients with an individualized, needs-based perspective. How can we preserve this?  

d. In what ways could services be improved without increasing costs? 

e. Does medical eligibility for the MTP need to be modified? If so, how? 
 
2. What data gathering methods are used in the MTP? Should the state do more data collection and monitoring of 

changes in functional status for MTP clients? –  
a. What data should be collected to measure functional changes and how should this data be collected?  
b.  Are there additional ways to demonstrate the value of the MTP? 
c. What is your opinion of the current assessment tools being used to collect program data (the NISS and the 

FISC)? 
• If you feel that one or both of them is/are the best tool(s) to use for the MTP, please explain why. 
• If you do not feel these assessments are the best assessments for the MTP, what assessments would 

you recommend and why? 
d. How can data collection on quality and outcomes, and research on best practices be used in MTP to inform 

program planning and guide clinical practice? 
e. How can we increase the use of validated instruments?   
f. How can CCS get ‘buy in’ from families as to the appropriateness of using such instruments/measures? 
g. Which counties have innovative programs or could serve as 'Best Practice' models and in what areas 

(documentation, efficiencies, clinical outcomes, revenue, etc)? 
3. We have heard that there are not enough county therapists and that vendors do not want to do the work because of 

low reimbursement rates. Is this your experience? If it is, what are some potential solutions? 
4. Do you perceive that schools and MTP are duplicating services?  

a. we have heard that there might be some duplication of services with schools providing OT and PT and billing 
Medi-cal and CCS providing the same services 

b. Are there recommendations for improving the relationship between Education and MTP? 
5. Ideas on how to improve access to DME?  

 
 

Specialty 1. Are there significant barriers to provider participation in CCS? What are they? 
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Providers  Prompts:
• Are rates a problem? 
• Are delays for authorization a problem? 
• What are there challenges with the current billing system? 
 

2. What are some specific strategies to overcome provider participation 
Prompts: 

• What incentives could be used to recruit new specialty physicians?  
• Is there a better way for billing for CCS services? 
• How could the CCS program be marketed to providers who are not currently participating?  
• How do we best engage primary care providers to work with the CCS Special Care Centers? Would specific 

training help? Would the program need to provide incentives?  
3. Who should provide a medical home for CCS children? Should it be integrated into specialty care at the Special Care 

Centers or should it be the responsibility of the primary care physician? 
4. What would you need to be able provide a medical home for these kids?   
Prompts: 

• Would you want to incorporate this into your practice?  
• What could be done to improve communication with the Medical Home physicians – and specialty and other 

providers? 
• What would you need to provide case management? 

     What would it take for primary care doctors to provide medical homes for CCS kids? 
• Could primary care physicians continue care and renew prescription as directed by specialty care provider) 

5. Should health plans be required to provide the same coverage/standards of care and scope of service to privately 
insured kids that CCS provides for CCS-eligible kids? 

6. What kinds of outcome information should the State be collecting? 
7. What do you see the as the challenges of transitioning your adolescent patients to health care as they ‘age out’ of the 

program? 
• What can the CCS program do to help your adolescent patients? 
 

8. How can YOU help the CCS program? (DIDN’T HAVE TIME TO ASK) 
• Work with primary care physicians? 
• “Train” adult specialty providers? 

Medical 
Consultants 

1. What are the most significant barriers to provider participation in CCS?  
 
2. What are some specific strategies to overcome (specify barriers mentioned to provider participation)?  

Prompts: 
• What incentives could be used to recruit new specialty physicians? 
• How could the CCS program be marketed to providers who are not currently participating?  
• How could training on caring for CCS children for primary care providers be increased? How do we best engage 
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providers? 
• How well does the CCS program currently connect with PCPs?  In what ways could the relationship between 

CCS and PCPs be improved?    
 

3. What are some ways of improving eligibility determinations?  
• Are there new approaches the program could use to determine medical eligibility? 
• Is there a more efficient way to do medical eligibility determinations? 
• Would a common application process help? 
• Would it be more efficient to have eligibility determinations and authorization at Special Care Centers and not be 

done by the counties? 
• Do the current medical eligibility regulations capture the population of children you think CCS should be serving?  

If not, how would you change those regulations 
• How could authorization process for services be improved? 
 

4. Are there inter-county variations in eligibility determination and authorizations, and if so, should they be reduced and how 
could they be reduced? 

 
5. In what ways could the state CCS program enhance its communication with the county programs?  

• In what ways could the state CCS program enhance communication among county programs? 
 

6. Could you envision your role changing to assist with enforcing standards?  
 
7. Ideas on how to improve access to DME?  

CCS 
Administrators 
and Case 
Managers 

1. How could case management be improved? 
2. How much variability is there in the amount and quality of case management in different counties? 

Prompt: 
• Should there be standardized case management protocols? Would they help to reduce perceived inter-county 

and intra- county variation?  
3. Are there inter-county variations in eligibility determination and authorizations, and if so, should they be reduced and 

how could they be reduced? 
4. What are some of the ways of improving eligibility determinations?  

• Would it be more efficient to have eligibility determinations and authorization at Special Care Centers and not be 
done by the counties? 

• Would a common application process help? 
5. Are there county-level models for more providing more efficient authorizations? Which counties? 
Prompts: 

• In one county we were told about, case management people work directly with financial eligibility people to 
improve the authorization process. Nurse managers aren’t doing as much of the clerical work (Katie add to 
this…) 

Title V CCS Needs Assessment 2010      4 
Family Health Outcomes Project UCSF       



Appendix 10 
Focus Groups Discussion Guides 

6. Should health plans be required to provide the same coverage/standards of care and scope of service to privately 
insured kids that CCS provides for CCS-eligible kids? 

Prompt: 
7. Ideas on how to improve access to DME?  
 

Families 

1. How well is the CCS program currently meeting your child’s needs? 
Prompts: 

• What is working and what is not working?  
• What could be better?  
• Are you getting the Social support and case management you need?  
• Is the CCS program linking you with any needed in-home Support Services 
• With staffing cuts, does county CCS staff have enough time to provide an opportunity for parent input? 

2. Are able to access specialty providers when you need them?  
Prompts: 

• Are there barriers to receiving specialty care?  (Probe – is transportation a problem, is distance a problem, 
language and translation?) 

• Are you satisfied with the care received? 
3. Are able to access primary care providers in your community?  
Prompts: 

• Are there barriers to receiving primary care?  (Probe – is transportation a problem, is distance a problem? 
• Are you satisfied with the care received? 

4. Do you have adequate access to equipment, supplies, and medication?  
Prompts: 

• Delays in getting equipment serviced?  
• Suggested solutions? 
• Difficulties getting medication? 

5. What areas do parents want to have input into?  
• What are the best ways to incorporate parent input?  
• What would make care more family centered? 

6. How is the communication between your family and CCS? As it relates to your child, how is the communication 
among CCS staff? Is it efficient for parents? 
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Overall Summary from CCS Needs Assessment Focus Groups 
 

[Hospitals/Plans, Spanish-Speaking Parents, 
Transition-Age Youth] 
Topics: 
• Barriers to provider participation in CCS 
• Strategies to overcome barriers to provider 

participation 
• Medical Home for CCS Kids 
• Other Comments 
• Health Plans be required to provide same 

coverage – 
• More Efficient Authorizations 
• Ways of improving the process of determining 

eligibility 
• Reducing County Variability 
• Enhancing communication between state and 

county CCS programs 
• Improving Case Management 
• Issues coordinating care 
• Strategies for coordinating care 
• Issues with carve in and carve out  
• Care coordination in a carve out situation 
• Creation of a specialty plan for CSHCN 
• Improving Access to DME 
• Services unique to MTP 
• How to reduce costs for MTP 
• Medical Eligibility Changes 
• County Role in Maintaining Standards 
• Outcome information to collect 
• Challenges and solutions for transitioning 

adolescents 
• Data Collection for MTP 
• MTP Best Practice Models 
• Solutions to MTP Vendor Issues 
• How well CCS is meeting child’s needs 
• Child’s access to specialty providers when 

needed 
• Child’s access to primary care providers when 

needed 
• Child’s Access to equipment, supplies, and 

medication 

• Areas parents want to have input into 
• Communication between Family and CCS 
• As it relates to Child, communication among 

CCS Staff 
• Other Issues raised by parents  
• Experience transitioning to an adult medical 

provider 
• Concerns about transitioning 
• Type of insurance 
• What else would be or has been helpful for 

transitioning to adulthood 
• Advocating for self and control of medical 

records 
• Discussion of other issues related to becoming 

adult 
 
 
Barriers to provider participation in CCS 

- Payment issues, Low rates, delayed 
payment due to state budget 
shortfalls(IOUs), and county budget 
shortfalls 

-  High standards and low $ Platinum 
service for low fees 

- Inadequately funded mandates – special 
care centers don’t get adequate 
reimbursement for requirement CCS 
patients medially complex and time 
consuming; huge case loads 

- Can’t balance bill, even for kids who 
also have private insurance if the have 
Medi-Cal too  

- Medical decisions negatively influenced 
by reimbursement rates (e.g. 
titanium/metal, doesn’t pay for certain 
lab tests and materials  

- Issues with genetic testing and billing 
- Problem with carved-in plans not paying 
- Caring for CCS patients very time 

intensive 

- re payment applying for Medi-Cal #s 
other admin hassles (EDRS, regs re 
moving) Billing and paper work too 
complex 

 
State general CCS Administrative issues  
- Lack of power of CCS program to make 

needed changes to other agencies’ 
policies Elevate CMS to division level to 
have more power and clout to deal with 
rates, etc 

- Elevate status of CCS Director and 
increase pay 

- Need more state staff with authority with 
and leadership 

- CCS doesn’t recognize NPs 
- Abandoned the medical home initiative 
- Confusion about ‘paneling’ Even if CCS 

paneled, can’t get past office manager 
because of low reimbursement  

 
Lack of Provider support  
- State does not help providers once 

enrolled – if they have trouble no one 
explains the problem 

-  Lack of training to take care of CCS 
kids in residency programs 

- CCS patients are often medically very 
complex 

- Need for training in cultural competency 
 
 
Strategies to overcome barriers to provider 
participation 

State CCS changes  
- Simplify paper work. 
- Staff for site visits to applicants 
- require specialty care centers to recruit 

PCPs 
- have standards developed and enforced 

by people who really know what is going 
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on and are in the field – reality test to 
make sure feasible 

    Change eligibility for CSHCNs  
- When not enough money, re-prioritize. 

Too much being spent on those with a 
small chance of survival instead of 
spending less on more kids and keeping 
them healthy. Need to restrict care in 
the extremes 

- When not enough money – need to look 
at residency requirements. Concerns 
about people coming from out of state 
and out to county to get CCS 

- Stop covering acute conditions and 
concentrate on conditions that last more 
that one year 

-  
MediCal billing changes  
- Improve reimbursement rates 
- more billing experts within CCS who 

could create a better billing mechanism 
- Separate billing unit for CCS 
- Better IT system set up for CCS claims 

– electronic billing 
- develop mechanisms to educate PCPs, 

materials for all counties 
-  
Physician relations/training 
- physicians – medical home, transition 

issue, opportunity for training, tele-med 
opportunities for consultants 

- add CCS training to peds, Family 
medicine residency programs 

- loan forgiveness for PCPs 
- tertiary care centers train residents on 

systems 
- For MDs already in practice – individual 

marketing campaign especially to 
families is need  

- AT UCSF, residents do a CCS rotation 
- Tertiary and regional care centers could 

require a course on government and 

medicine, utilize relationship between 
regional center and medical schools 

- Clear, easy publication that explains 
CCS 

- contacts, should include admin and 
billing education 

- In rural areas, reach PCPs through web 
or teleconferences 

-  
Recruiting providers 
- Suggest provisional paneling of 

residents until they become board 
certified 

 
 
Medical Home for CCS Kids 

- at special care center, but have PCP 
and case managers there to manage 
and needs funding 

- Determine which special care center is 
most important in child’s life and locate 
medical home there 

- if PCP in the community, more training 
and funding needed 

- Elements being provided for free by 
some special care centers and 
programs, but not sustainable 

- Many PCPs not CCS paneled 
 
Service content or design 

- State updating of guidelines and re-
evaluating criteria for treatments OR, 
develop relationship with a few center 
that can be trusted and let them 
determine 

- No dental services 
- Abuse of incontinence supplies 
- Too many NICUs – financial incentive to 

keep babies, struggles over transfer 
- Families need hospice, psychological 

and spiritiual care. 
 
Health Plans Issue 

      Concerns of Plans  
- concerns that CCS system not 

sustainable – why make private 
insurance do the same  

- Health Plans agree that CCS has raised 
the bar for everyone[Hospital/Health 
Plan comment] I’d love to see that. 
Issue is who would pay for it 

 
Concerns about plans 
- HMOs and PPOs deny services 

inappropriately 
- Families with multiple coverage have 

perverse incentive to drop private 
coverage and just have CCS 

- Private insurance only reimburses for 
certain things and uses CCS rates 

- Concerns about cost shifting to 
consumers 

- Health plans should pay for HRIF 
services, newborn screening and 
hearing loss. HMO should be covering 
all diagnostics, not CCS 

- Insurance should cover MTU 
- CCS standards have improved care at 

non-CCS providers 
- Children’s Hospital’s can rejects 

individual insurance providers to give 
them feedback – then they have no 
where to send patients 

-  For commercial plans, it is employer 
sponsored – so the employer picks the 
benefit plan 

-  Some plans do not have a big pediatric 
subspecialty provider network. 

- Recently encountered plans not 
covering craniofacial. But you don’t want 
bills remediating specific conditions. 

-  
Suggestions to improve plans 
- Need to start with a pilot program of an 

efficient system. 



Appendix 11 Focus Groups Data Summary 

Title V CCS Needs Assessment 2010 
Family Health Outcomes Project UCSF        3 

- HMOs are mandated to provided certain 
basic benefits – more an issue with 
dieticians (?CHECK ON THIS) 

- Could have discussion about MTP. We 
think there is significant cost shifting 
from private to public, because no 
financial eligibility. Could make a case 
for plans to be billed, to require 
reimbursement for OT/PT.  

 
More Efficient Authorizations 

- Authorize for longer periods of time 
(whole year) for those needing frequent 
hospitalization 

- Right Fax – digital FAX to speed up turn 
around time 

- Development of IT infrastructure (some 
have used bioterrorism $$$) 

- Electronic request for services from 
providers instead of fax 

- E-47 – authorizing online (can all access 
or just large providers?) 

- Carved in county worked with 
Partnership Health Plan on language to 
reduce paperwork using special 
instructions – extending into other 
counties and reducing variability 

 
Ways of improving the process of 
determining eligibility 

- require managed care plans to include 
medical reports with referral forms 

- revise eligible conditions to exclude 
conditions not chronic conditions (i.e. 
gallbladder), see medical consultants 
report 

- More county staff to process 
applications 

- electronic links between CCS and 
hospitals – link institutions 

- Adequate state staff for policy 
development 

- Electronic medical records 

- Improve process for getting Medi-Cal 
cleared with the system (can’t clear old 
data on private coverage) 

- tap federal funding for electronic 
medical records 

- List of medically eligible conditions for 
providers 

- Provider rural counties help with 
technical issues 

- Could do at special care centers (is this 
a conflict of interest)?  

- Have one application to determine 
eligibility for CCS, Medi-Cal and Healthy 
Families (is there not one now?) 

- Need to improve conditions that aren’t 
chronic or too complex 

- Need state to access federal funding for 
IT 

- Give referral people a list of ICD-9 
codes that are automatically eligible 

- In rural areas, need to be done locally 
not by special care centers 

- All of the hospitals and the big provider 
groups have access to PIP/PD and they 
grant CCS access to their records online 
which cuts down on paper back and 
forth. 

- Several ways to approach. Centralize it 
as the state, done by one person. Could 
look at hospital liaison teams. Look at 
regionalizing eligibility. Idea of getting 
CCS medical eligibility consultants 
together. Need to have technical 
advisory committee at the state. 

- If there was a way to look at eligibility for 
conditions that require short 
hospitalizations/treatment – we have a 
tremendous difficulty with timeliness. 
They come in and out before CCS 
accepts them. Need a consistent policy 
on subset of short conditions.  

- Recommend we need to have the same 
standard for all CCS kids. Rules for 

Healthy Families or Medi-Cal are 
different. Issue of requesting a 
retroactive authorization.  

- There needs to be more outcome data. 
More numbers we can compare to bring 
to the table the reality. Need a 
transparent system. 

- Seems to be diagnosis driven. Some 
are very clear. But getting into some of 
endocrine, pulmonary – now we are 
fuzzy water.   

- Very difficult and time intensive to match 
authorization/SAR to services provided, 
an administrative issue.  

 
 
Reducing County Variability 

- Need more groups like CRISS MEWG 
- More state staff to consult with counties 
- Centralize eligibility determinations 
- Hospital liaison teams in special care 

centers to determine financial, medical 
and residential eligibility cover several 
counties 

- Need data about the problem 
- Need statewide meetings 
- Regionalize and share same MD 

making determinations 
- More state staff to process dependent 

county eligibility and authorizations 
- For consistency, need 1 person at the 

state level making decisions 
- Many County CCS administers don’t 

support statewide authorizations 
- There’s a difference in care covered in 

CCS. Some are acute based model – 
point of care is approved, for example 
getting labs and tests approved. We 
[Hospital] see variability working with 
different health plans. 

- Some medical directors do not want 
statewide consistency, they want to 
have flexibility for their county. 
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- Local share cost is another issue. 
 
Enhancing communication between state 
and county CCS programs 

- re-establish annual meetings 
- webinars about new policies and 

procedures 
- CRISS funded for dependent county 

meeting, could do other groups 
- statewide trainings – need state staff to 

do this 
- updated letters – get county input before 

issuing new letters 
- Need the right staff, with knowledge and 

authority to attend meetings 
- Input from counties before changes are 

made, for example to numbered letters; 
could send out to working groups to 
reduce comments 

- State has to willing to admit fault and 
take suggestions 

 
 
Improving Case Management 

- serving the whole child: mental health, 
primary care, specialty care 

- Social worker on case management 
team 

- Groups like CRISS 
- Humboldt tool – diagnosis, numbered 

letter, and This Computes alerts 
- Having access to hospital’s online 

records 
- Electronic medical records 
- Updating numbered letters 
- Trouble getting data from tertiary 

centers 
- Case management triage tool – who 

gets CM – focus on cases that would 
benefit 

- Retroactive case management 
- State support for disseminating 

innovative county tools and templates 

- One tool with links to all the regulations 
- Diagnosis-based case management 

teams 
- There is a lot of care coordination that 

happens at the plan level at Health Net. 
At CCS, it is not possible to do case 
management for the number of kids per 
case manager. So a lot of care 
coordination is happening at the plans, 
because it is the only way they can 
access the services. 

- Commercial health plans have a lot of 
programs 

- When we [hospital/health plan] work 
with the CCS, we do care coordination, 
we sort out the services. But we cannot 
co-case manage because we could go 
against CCS case management. But for 
anyone not on CCS, we do have 
programs in place. 

- Alameda Alliance, had a special needs 
care coordinator, who did liaison work 
with CCS and with ones not CCS 
eligible. 

- We place one of the staff at a regional 
center. Also at a hospital in the central 
valley. We are piloting different models. 

 
Issues Coordinating Care from the 
perspective of hospitals and health plans 

- Difficult coordinating care, especially 
when the child has more than one 
condition 

- A lot of issues with the patient being 
carved out, with a condition, with the 
conditions being carved out from each 
other.  

- Providers struggle with the authorization 
process and who authorizes. 

- For the authorization process, we have 
a high level of resources just to navigate 
the system of the Medi-Cal health plan, 

CCS, and MTU vs Regional Center and 
what the patient is eligible for. 

- Depends on the facility or the providers 
that is providing the CCS services. In 
some areas it is easier to communicate 
with the provider or facility than others. 
Where we have a good relationship, and 
can coordinate services well. 

- Great difficulty depending on where they 
are seen, for example specialty care 
within our system, we have electronic 
records. If not, the primary care 
physician is at the mercy of getting the 
records. 

- The queue for visits at the specialty care 
centers is so long  

- Issue around authorizations and getting 
child seen in a timely manner. We are 
obligated to refer out for certain CCS 
conditions, even when we have 
capacity. We have difficulty locating a 
center that can care for child in a timely 
manner.  

- Would like to get our units CCS certified, 
but there’s a lag time because of staff 
cuts at the state 

- Biggest challenge is the authorization 
process between the facility and the 
CCS office that is managing the case, 
because we are covering a large area. 
We have a CCS worker on site, which 
works beautifully. But when working with 
other CCS offices, not as streamlined. 

- Greater challenge when child moves out 
of special care services into MD only – 
have to look at how we are going to 
coordinate the care. For example, when 
diabetic is under control, they don’t 
qualify anymore, but under control 
because in program 

- Challenge we have is providers who see 
Health Families and commercial 
members – but not Medi-Cal. Need to 
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get something in place so they can get 
paid.  Providers say I don’t even bill 
CCS because I can’t get paid, and I just 
do it for free. 

- The county variation creates significant 
issues. Can delay initial treatment. For 
ongoing treatment, it provides families 
great confusion. 

- In terms of the carve out, what we’re 
seeing creating significant difficulties is 
the transition population who believe 
they have Medi-Cal, but it is a CCS 
eligible condition and it delays treatment 
and procedures. 

 
Strategies for Coordinating Care from the 
perspective of hospitals and health plans 

 
- CCS to be not as bureaucratic, and 

consider the whole child as a child. 
- Variation depending on the county and 

on the plan. Some counties have better 
relationships than others. The plans with 
the CSS liaison work pretty well. Some 
simple strategies – electronic medical 
records. Also, hospital liaison team – 
based at high volume facilities, for 
centralization of eligibility and 
authorizations. 

- Great variability across the state - to 
streamline, we need to get physicians 
paneled faster. 

- Streamline payment, or have a hotline if 
they have claims that are not being paid. 

- Look at the issue to see if it needs 
legislation or is administrative, about 
having a concurrent process of CCS 
and Medi-Cal paneling. 

- System of variability for counties, in 
authorization. Why can’t Sacramento 
office step in and give guidelines for 
interpreting.  

- State agencies that deal with special 
needs, do not talk to each other. Medi-
Cal, CCS, Healthy Families – they all 
have their own things going on.  

- Have to look at the whole system of how 
CCS looks at what constitutes CCS 
eligible conditions and what are 
requirements of a special care center. 
Some regulations were written 50 years 
ago 

 
Issues with carve in versus carve out 

- It makes for sense for kids with complex 
conditions, to serve the whole child. 

- Putting the whole child together makes 
sense. And to look at the whole child 
from a preventive lens. Care in 
outpatient and special care centers is 
preventive.  

- Other gain – having the PCP at the table 
helps us look at roles for each provider 
in the child’s care. 

- Still look to the health plans to do the 
case finding. 

- There are some gains that can be 
made, could be some efficiencies. 
Better to integrate all needs at a special 
care center.  

- Don’t think it would improve care. Before 
medical managed care, they were fee 
for service. Their care was not better. 
Also CCS does not provide preventative 
services. 

- May require the rethinking of our 
conditions, looking at medicine in this 
century 

- Gain might be greater on the 
administrative side than on the 
clinical/delivery side. I think they are 
getting all the comprehensive care they 
need. It is more dealing with the 
bureaucracy of the system. 

- Would be easier for the patients and 
families managed as whole. Families 
have administrative burdens too. 

- There is a burden already on the 
specialty provider to provide some of 
these services because they don’t have 
confidence in some of the PCPs. The 
special care provider spends their time 
managing primary care. 

- There are a couple types of kids. What 
about a two-tiered system, carving out 
the complicated complex long term 
conditions. (exactly what we have 
looked at in the CHIPRA pilot – chronic 
vs acute CCS) 

 
Care coordination in a carve out system 

- As the health plan, we’re responsible for 
finding the appropriate specialist to 
handle the needs of the child. Would 
work closely with the primary care 
provider to identify the need and then 
coordinate the access in a certain time 
frame. 

- In the commercial world, it works as 
described. Primary care provider is the 
driver, determines the type of referral 
needed. If we do not have that specialty 
provider in the network, will refer out. 

- Speaking to discharge from the hospital 
and care coordination – we don’t see 
much difference between whether 
condition is carved out or child is 
managed by the plan. Significant 
difficulties finding providers in rural 
counties 

- Some Counties contract with 
[hospital/health plan] to coordinate care. 
For us, this a good way to go because 
within our own plan.   

- Pediatric endocrinologists, oncologists – 
don’t grow on every bush. These are 
busy practitioners with many cases. 
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Trying to find an outside provider, 
especially in rural, is difficult. 

- Some issues with when you give a plan 
the financial risk, but the authorization 
are handled by a separate entity – plan 
has to figure it out. Plan is capitated for 
the care, but CCS is still responsible for 
determining correct medical treatment 
plan. Have experienced where the plan 
where overrule authorizations decisions 
– often after the care has been provided 

- Financial risk carved in, but medical 
care decisions carved out. 

- These kids are very unpredictable and 
expensive – not good for a small risk 
pool 

 
Creating a specialty plan for CSHCN 

- There’s some benefits to that. Because 
you can integrate medical management 
from screening to specialized services. 

- From a provider and family hassle 
perspective – then you have one system 
taking care of all needs. There is some 
simplicity created. 

- Conceptually, this is an idea we are 
supportive of, but needs to be properly 
funded 

- [Hospitals/Health Plans] are more the 
administrative coordinator, we don’t 
make the medical decisions. The other 
side, the specialty medical care is paid 
by CCS no questions. Anything 
primary/preventative is paid by other 
payer service. Focus is not on condition, 
but who is providing service. 

- Currently the system is about denial, or 
utilization review. But in a true service 
delivery model (such as Kaiser), there is 
discretion, and you can use the 
resources you have, for example can 
take benefits and use them in different 
ways. 

- These families don’t know they have 2 
kinds of coverage. ---like the comment 
about confusion about who they have. 
We need to educate the families about 
CCS upfront when they sign up. 

 
Improving Access to DME 

- Improve reimbursement rates – 
comparable with Medicare 

- Set rates based on actual costs (lag 
between improvements in technology 
and rates); rates need change as cost 
change 

- Improve rates for especially for smaller 
ticket items which are reimbursed at 
lower than the vendor’s costs (against 
federal law). 

- Improve DME service codes – need 
separate pediatric codes 

- Improve service date/delivery date 
issue; might be covered when ordered 
but not when delivered 

- Build relationships with vendors, and 
local vendors 

- Implement a lend or recycle program 
- Improve EDS, have billing support, 

establish CCS intermediary or fiscal 
liaison with EDS 

- Change the law that Medi-Cal is 80% of 
Medicare 

- Needing a system that has flexibility – if 
need a vendor to stay in the program 
then want to be able pay to a little more 
to keep 

- Better planning to Identify equipment 
needs earlier when hospitalized to 
facilitate discharge 

- Allow vendors electronic access to 
authorizations, but limited number of 
slots – expand the number of slots 

- Need to able to delete an item on a SAR 
instead of cancelling and reenter (pages 
of codes for peds) 

- More state staff to process dependent 
counties 

- Use Explanation of Benefits (EOB) in 
lieu of denials because insurers typically 
provide EOBs and not denials 

- Allow alternative payment methods to 
purchase medically necessary 
equipment through non-MediCal 
providers 

- Resolve the liability issues that prevent 
the reassignment of used equipment 

- Can have an authorization, but no 
payment is the issue 

- [Hospitals/Health Plans] get the 
authorization no problem. But we pay 
because we need the beds 

- CCS authorizes equipment at discharge, 
but if health plan changes at the end of 
the month, the family is at risk of having 
it removed from the home. The family 
doesn’t know how to make sure 
authorization continues. 

- [Health plans] have contracts with 
vendors – they sign with an 
understanding they will provide it no 
matter what line is used. 

- The DME benefit under the health plans 
we [hospital] work with, is very limited, 
only covers a few things. If we go to ask 
for more, it is asking them to take on a 
lot of risk. It is really cost shifting 

 
Services unique to MTP 

- Provides expertise 
- Providers ongoing assessment and 

monitoring 
- Helps improve function 
- Reduces future/long term costs 
- Helps family manage child’s care 
- Helps child live a better life 
- Is a local provider, familiar with local 

resources, and able to provide better 
care coordination  



Appendix 11 Focus Groups Data Summary 

Title V CCS Needs Assessment 2010 
Family Health Outcomes Project UCSF        7 

- Works across the state, offering 
seamless transition for children that 
move  

- Has therapists who stay with the 
program, which offers continuity of care 

- Often serves as the Medical Home for 
the child 

- An integrated medical, educational, and 
community services model  

- Each county MTP has a designated 
liaison to Education for whole child 
management 

- Provides home and school visits for 
assessment in natural environment 

- Family-focused and family centered 
- Offers transition services for young 

adults 
 
How to reduce costs for MTP 

- Look for areas that could be more cost 
efficient and effective 

- Look for evidence-based practice 
- Example: short bursts of therapy, coach 

parent to be expert 
- Need more support for clerical and 

social work issues 
- Use clerical staff instead of therapist 

using time to do those activities 
- More technology – electronic medical 

records, scheduling, access to 
authorization system 

- Look at data and figure out case load 
assessment – who to monitor, what % 
direct services and then schedule that 
way 

- Change guidelines on treatment in 
satellite setting for example, when there 
is a concentration of MTP kids at a 
particular school site. 

- MTC billing of all private insurance for 
physician’s time including HMO and 
PPO kids 

- Designate as a Special Care Center, 
then able to bill for social worker and 
nutritionist services and other 
professional categories 

- To address low rates/lack of providers: 
Create a pool of therapists in the 
regions like traveling therapists 

- To address low rates/lack of providers: 
Utilize SELPA therapists for a small 
volume need. Integrate the MTP therapy 
services and the SELPA/school therapy 
programs 

 
Medical Eligibility Changes 

- Cut off after 18, because MTP is a 
pediatric program and pediatric services 
are out of sync 

- For CCS in general, eliminate some 
simple, non-chronic diagnoses, (such as 
fractures), which would eliminate work 

- Experience: a lot of time working with 
CCS general program is spent 
determining if something is related to a 
CCS eligible condition 

- State CMS should engage in statewide 
discussion on eligibility 

- Maintain existing utilization review to 
determine which children and youth are 
still benefiting from therapy or which 
have achieved their goal 

 
County Role in Maintaining Standards 

- Have heard some issues with 
standards, that they have no legal 
power; but no one agreed 

- Suggestion to get a legal opinion on 
standards 

- We can identify a problem or issue, but 
a challenge to address or fix it, would 
need assurances reports would be 
follow up on 

- We can point out the standards they 
have agreed to follow 

- If county staff were involved in site 
visits, would want approval letters to 
come from state 

- would need more money and more staff 
– site visits, write reports, travel $ 

- should stay at state level 
- Could undermine county role of 

recruitment and relationship building 
with providers 

- County could ID problems and refer to 
state to deny payment 

- Could be joint, county needs to 
collaborate with state in site visits and 
reviews 

 
Outcome information to collect 

- Extra time spent per child, for example 
on call for free to keep child out of the 
ER;  

- Not simply measuring ER visits or 
hospitalization or mortality; these do not 
define quality; need ot look at how many 
kids were kept out of the ER 

- Compare outcomes between centers 
- Look at how much suffering we are 

causing (with extreme care) 
- Outcomes to measure need to be 

different for different kids, using kids are 
their own controls, looking at different 
acuity levels, and quality of life 
indicators 

- Look at data on palliative care services 
 
Challenges and solutions for transitioning 
adolescents 

- Free clinic if you live in that area, but 
from a primary care doctor 

- Create job programs so kids will have 
jobs and insurance 

- But do not want them all to have to get 
full time jobs, want them to go to school 

- Let some stay in until 21 



Appendix 11 Focus Groups Data Summary 

Title V CCS Needs Assessment 2010 
Family Health Outcomes Project UCSF        8 

- Make it cost efficient to keep them in the 
system 

- Put mandates on the adult side 
- Easier to get money for children 
- Patients are complicated; even if there 

is a provider, there is no case 
management 

- Need to teach PCPs to manage care; 
need to be able to consult specialists 

- Medicare when they turn 21? 
- Having co-payment for outpatient – 

would increase respect 
 

Data Collection for MTP 
- Online electronic monitoring 

(MTPOnline) 
- How long is wait list, how many kids 

aren’t getting what it prescribed 
- Can use data to show a therapist how 

they are doing 
- Can use data to show a family how the 

child is doing; if family is doing 
something at home, can feel validated, 
part of coaching model 

- Existing scales: American Academy of 
CP; GMFS classification, Canadian 
Occupation Performance Measure  

- NISS and FISC a good start, but some 
therapists do not like the NISS and 
FISC, some think they do not address 
the whole picture 

- Difficult to find one tool to fit all ages and 
diagnoses 

- Need reliability and validity data; (San 
Diego County did a reliability study and 
Dr. Boyd has that information) 

- Measure improvement of impairment 
and prevent a child from getting worse 

- How to collect data without taking time 
away from therapy – who should collect 
the data? 

- To get buy-in from families, talk to 
providers about what MTP does 

- Quality of life assessment 
- Would like to make state data 

comparable to national and international 
data 

- Need same statewide system to enable 
comparison 

- Use of standardized tools, such as 
classification scales (GMFCS, MACS, 
CFCS, FMM) to determine client status 

- Use standardized tests and Goal 
Attainment Scales to measure change 

- Use Computer Aided Questionnaires to 
determine family and client issues, 
concerns, satisfaction 

- Collecting tools and deciding on best 
standardized tools could be activity of 
Technical Advisory Committee 

- State should support upgrades and 
improvements to MTU Online  and MTU 
Online enhancements should interface 
with CMS-Net 

 
MTP Best Practice Models 

• Riverside changed therapy schedule – 
doing bursts of therapy in a limited time 

• Stricter attendance policy to get families 
who are really dedicated 

• Using data to figure out case load 
assignment – address staffing shortages 
by looking at % time for monitoring and 
% for direct services, and priority scale 
for waiting lists 

• Doing a “field assignment”, rotating 
PT/OT, clerical staff, and management, 
to address undesirable sites 

• Issue on how to update therapists on 
child and progress without taking away 
from therapy time 

• In areas where not enough therapists, 
the state allows MTP to turn them over 
to the school districts, then they have to 
reimburse the school 

• Established procedure that if MTP 
cannot provide a service, at least 
maintain an annual evaluation, and 
families call if something comes up 

• Establish a Technical Assistance 
Committee (TAC) comprised of county 
program therapists to advise the State 
regarding evidence-based practice in 
therapeutic regimens. 

• Grant smaller counties flexibility and 
provide guidelines to regionalize therapy 
services 

 
Solutions to MTP Vendor Issues 

• Extend Medi-Cal payment increase for 
doctors to PT and OT 

• Hospital-based groups can take more 
clients than smaller, private groups 
because can wait for payments 

• Improve dealing with EDS – reduce 
paperwork 

• Regionalizing and pooling resources in 
small counties 

• Therapist working nine days (80 hours) 
so 10th day is over time 

• Extend hours of MTPs at schools 
• Use summer campus to focus on 

specific skills 
• Do therapy in groups focused on goals 
• Use per diem staff, often people who 

used to work with program 
• MTU that is not school based, increases 

accessibility to families based on time it 
is open 

 
Solutions to prevention duplication of 
services 

- Some counties bring everyone together 
to see what everyone provides 

- Inform medical liaisons quarterly who 
CCS is still serving 

- State should continue to support this 
liaison position in each county. 
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- CCS program sends out letters and 
request to consult forms to all teachers 
in September 

- Revise policy on duplication 
- Numbered letter 11-0279 clearly defines 

the differences between medically 
necessary and educationally necessary 
services 

 
How well CCS is meeting child’s needs 

- perceptions of MTU vary; some happy 
with therapy and also getting active 
therapy at home, some not getting 
therapy and unhappy 

- Some having to fight MTU to get 
equipment 

- Limited therapy staff – much 
appointment time spent updating 
therapists because not consistent 

- Location of MTU convenient when 
associated with school 

- Also having medical insurance makes 
things more difficult because have to get 
denial, easier to have straight CCS 

- Some worked hard to get straight CCS 
- LA MTU lacks $$ to pay of things 
- Co-location of wheelchair clinic and 

pediatric clinic right at school very 
helpful 

- Some see improvement in services 
compared to a few years ago 

- Cutting of transportation services hard 
for families 

- With CCS, can see all providers in one 
with special care center and team 
concept – developed plan family happy 
with; with insurance, many separate 
appointments 

- Confident with CCS providers because 
they are paneled 

- Vendor therapy worked well, MTU not 
as good 

- PT at Special Care Center said request 
vendor therapy 

- It can be confusing because there are a 
lot of services and they are divided up, 
for example, CCS doesn’t cover down 
syndrome but it will cover if he has other 
health problems 

- CCS staff came to us when at the 
Children’s Hospital. Very satisfied. 

- Yes, CCS provides special food, the 
only ones who cover it. What will 
happen at 21? 

-  
 
Child’s access to specialty providers when 
needed 

- CCS easily agrees when doctor 
recommends access to specialists 

- Specialty clinics don’t do same day and 
don’t do sick care – say need to see 
pediatrician for that 

- MTU gives permission quickly 
- Not a problem is admitted to a hospital 
- Services cut for children over 18 
- Not dental services for children over 18 
- not problems with authorizations or 

getting in when a planned visit 
- Could not get same day appointment 

and got admitted to hospital 
- Does everything possible to avoid being 

admitted to hospital 
- Yes. Daughter had multiple doctors and 

they always helped 
- Have to have an eligible condition, get 

an authorization sent to the specialist, 
then wait for an appointment. Can be a 
waiting list to see a specialist because  
they have many patients. Then can lose 
authorization while waiting. 

- There are categories for appointments: 
get seen immediately if in the hospital; 
but to see a hearing specialist or dentist 
it can take a year or year and half 

 
Child’s access to primary care providers 
when needed 

- Pay out of pocket for primary care to 
see pediatrician familiar with child 

- Would like a CCS pediatrician, because 
Medi-Cal pediatrician is not familiar with 
child/conditions 

- Will pay out of pocket to see pediatrician 
because Medi-Cal pediatrician is not 
familiar with child/conditions  

- Will pay out of pocket to avoid 
hospitalization 

- Experience: Have to pay out of pocket 
for medications to get child discharged 

- Experience: Doctor will call lab without 
bringing child in 

- In ER, doctor will admit because not 
used to seeing these kids 

- Use 911, but CCS doesn’t pay for 
paramedic services 

- If child gets sick, things fall apart, can’t 
access services to head off illness and 
child ends up in ER 

- Have to go through urgent care or ER 
which exposes child 

- Adolescent care clinic at Children’s 
wonderful – noticed parent stress and 
help parent access labs, etc. 

- Yes, good 
- Problem when the child is not born in 

the US, they don’t qualify for the Medi-
Cal, only emergency Medi-Cal. For 
example, if a child has a condition, such 
as seizures, it’s not an emergency, and 
he doesn’t qualify for a pediatrician. 
They have to get an authorization, for 
emergency service. If it isn’t authorized 
then the bill goes to the family.  

- Could avoid the ER if there were better 
access to appointments to a primary 
care providers. 



Appendix 11 Focus Groups Data Summary 

Title V CCS Needs Assessment 2010 
Family Health Outcomes Project UCSF        10 

- Generally with a child with a special 
medical condition, anything can become 
an emergency 

- If he gets sick, we try to go somewhere 
locally but there are no appointments. 
Then I have to go to Children’s Oakland. 
Sometimes for 3 months she can be 
fine, or it can be every week or two with 
a cold or diarrhea. 

-  
 

Child’s Access to equipment, supplies, and 
medication 

- Good access to equipment and supplies 
- Problems with access to medication 
- Regular medication that is not urgent is 

not a problem 
- Medication when admitted for non-CCS 

condition a problem 
- Have to pay out of pocket for medication 

or wait to get reimbursed 
- Won’t pay rent or a bill to get medication 
- Need available emergency service for 

equipment 
- Experience: Cannot transport 

equipment/need home services to fix 
equipment 

- Experience: Do have home pickup for 
equipment repair 

- Need education for parents that is basic 
to explain procedures 

- Can do TAR and get reimbursed, 
pharmacy told her but no one else did 

- No handbook, don’t know what to ask, 
have to figure it out yourself or go 
without 

- No social worker, no social worker 
access 

- Parents given no social support – had to 
ask for help 

- For durable medical equipment, for 
example special shoes or a wheelchair, 
a child will be measured but it can take 

a year for the equipment to come 
because there is a lot of paperwork. 
Then it might not fit. 

- Yes, everything that is medication is 
perfect. Therapy – they will give you 3 or 
4 months of appointments. But for 
equipment, sometime the kids have a 
special chair and when it arrives, it 
doesn’t fit. A lot of delay 

- Have to go to Martinez to get it repaired, 
and it takes 3-4 days. Can be problem if 
you don’t drive. 

- CCS will cover transportation to 
appointments. But another person said 
all those funds are gone. 

- Can get some services at home. It 
depends on the case. 

- People who provided transport also 
would provide respite care in the home 

-  
 
Areas parents want to have input into 

- all areas 
- therapy decisions 
- discharge planning 
- transition planning 
- Parents last to know what CCS doing, 

parents want to know sooner about 
workshops, fairs, etc 

- Parents not given written notice of what 
is no longer being provided 

- Language or educations barriers/fears 
about losing services 

- Suggestion to have parent groups, 
through MTU or by conditions, 
especially when first eligible 

- Parents talking to other parents best 
way to learn 

 
Communication between Family and CCS 

- If ask, then told, but have to know to ask 
- Sense that staff stays quiet because will 

have to provide more services 

- Staff tells different families different 
things 

- Lack of communication with MTU staff 
- Communication mismanaged – have 

physical things but communication as 
person and family missing 

- Parent liaison cut from program 
- Parent liaisons a good thing 
- Doesn’t always know who to talk to 
- A few years ago, the director organized 

groups in each therapy unit, and she 
explained what are the services and in 
any language they could ask questions. 
They always listen.  

- If we need anything, we immediately call 
Rita or Ray. And you get a quick 
response. We identify CCS as Rita and 
Ray. And at Children’s hospital, it is 
Suzie.  

- All my questions I have, they will answer 
and then ask if I have more questions 

- Sometimes the doctors talk – it’s like 
they are not talking about a person, but 
a condition. 

- Sometimes they are very harsh. I would 
cry and they tried to find other ways to 
talk to me. Would help if doctors were 
more sensitive. 

- Yes. I have someone to call and she 
speaks Spanish. 

- In the therapy units, like in Oakley, they 
don’t have anyone who speaks Spanish. 
And it helps a lot when we take the 
children. And then they can tell us what 
we have to do with our child. 

- The way they assign the cases is by the 
last name of the child. So they only 
speak English, so if something happens, 
then we call Rita. The CM who is a 
nurse – is in charge of the case, but 
they do not speak Spanish. 

- When someone joins CCS, they get a 
list of phone numbers. If they call and 
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speak Spanish, they are referred to Rita 
or Ray 

- It helps when someone in our own 
language listens to our frustrations. 

- Yes, at Children’s, there is a team of 6 
doctors and a social worker. At the end, 
a doctor will stay with a translator, and 
ask if there is anything I need. 

-  
-  

 
As it relates to Child, communication among 
CCS Staff 

- Very little communication between 
therapists and case managers 

- The doctors do talk to each other well. 
- I think it’s about luck – we have a good 

pediatrician in Brentwood, she sends all 
the information – even before we call. 
There was another person before who 
would not do it. 

 
Other Issues raised by parents  

- Parents have info and can help each 
other 

- More parent groups needed 
- Training needed for parents about rights 

and responsibilities in CCS 
- Need community-based networking for 

parents 
- Need collaborative groups for medical 

therapy 
- Hired an advocate, made a huge 

change in her life and for son 
- Lucky to have CCS in CA 
- Not aware of CCS until Medi-Cal didn’t 

cover medication. Need to advertise the 
program. 

- CCS helped my child; I also need help, 
support, mental health services. 
Especially after the crisis/acute care 

- At Children’s, there is one staff person 
who talks to all the parents and gets 

parents together in the hospital for a 
support group. 

- At the hospital, a nurse showed how to 
give the antibiotic, in English with a 
Spanish translator 

- There used to be a support group 
outside of the hospital that was for the 
whole county but it was too far. It would 
be good to have a group once a month, 
for example in a therapy unit because 
there are a lot of them. 

- Sometimes there are a lot of medical 
records, they tell you what they did with 
your child, but we do not read medical 
language, but we don’t know if it is good 
or bad. Need a way to translate it in a 
friendly way. 

- It would be helpful if CCS cared for the 
whole child because Medi-Cal covers 
pediatrician, and CCS only covers major 
medical condition.  

- Right now, I don’t know who is covering 
what.  

- It would be wonderful if the kids who are 
undocumented could have access to the 
pediatrician too. So then they wouldn’t 
have to wait until it is an emergency.  

- It would help to have support groups for 
the siblings. Because sometimes the 
children are stressed. 

- [who provides case management] It’s a 
CCS nurse. But realize the interpreter 
does it. Or it is Ray.   

- For me, case management was in the 
hospital. 

- Sometimes it’s frustrating, for example, 
because the child is receiving PT, but he 
is not showing improvement, they 
cancel it. And as a parent, if the child 
has an appointment every week, with no 
improvement, then every other week. 
Then once a month. They leave the 
case open and review it every 6 months. 

And they give us homework to do at 
home. And it very difficult for us to ask 
the child to do it at home. 

-  
 

Experiences transitioning to adult medical 
provider 

- Still see pediatrician. 
- Most convenient to see the pediatrician. 
- Pediatrician has not talked about 

transitioning to an adult medical 
provider. 

- Have talked about transitioning 
generally 

- Technically still have a pediatrician, but 
haven’t seen any doctors recently 

- Transitioned at age 21 to an adult 
medical provider within Medi-Cal. 

- Mother figured it out. Pediatrician 
suggested an adult medical provider. No 
problems. 

- Pediatrician will help when it is time. 
- There is a general doctor in the practice 

with the pediatrician 
- No one had or has a transition team. 
- Made transition difficult: Pediatrician did 

not know a prescription was needed for 
a wheelchair 

 
Concerns about transitioning 

- Concern on the personality level, 
because my doctor and I have a really 
good working relationship. All of my 
therapy has been very much of a team 
thing. 

- Have known pediatrician for a long time. 
More concerned about having already 
established a relationship, and going to 
a new a doctor who wouldn’t know me.  

- Don’t think it will be that hard, already 
fairly connected 

- No concerns because parent works in 
medical field 
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Type of insurance 

- Private 
- Several providers now, will get Medi-Cal 
- Have Medi-Cal to qualify but use Private 
- On Medi-Cal, difficult because they will 

not pay for a new chair 
- -Have had CCS forever but not really 

used it, refresh me on what it is. 
 
 
What else would be or has been helpful for 
transitioning to adulthood 

- Mentorship program with adults with 
disabilities who meet with college 
students, to say this is what I did, this is 
my doctor, to have a point a reference. 

- The high school was helpful with 
transition to adult services and 
providers, and provided resources such 
as assistive technology 

- When my parents realized I got into this 
University, my counselors at my high 
school pointed us to DOR, SSI, and 
then University’s own health care, and 
did it all before in summer  

- Have been to the Center for 
Independent Living (CIL) - helped with 
initial IIHS application. They have a 
register of accessible apartments, so I 
will use that. 

- I’ve not used CIL. For personal reasons, 
hearing how they interact with you when 
you go. 

- Haven’t used CIL yet, but maybe for 
attendants, if I want to travel by myself 

- Through University program, people can 
apply to be attendants, and then you do 
the hiring and interviewing process 
yourself.   

- Through the University career center, if 
people are looking for diversity in their 
workforce, will match your resume. 

- A lot of word of mouth, older students 
saying go here, do this. Same thing for 
attendants. 

- Have gotten the needed services 
- Had a hard time getting desks, because 

they were not designated for disabled 
students. Emailed head of program and 
professor and got it sorted out. 

 
Advocating for self and control of medical 
records 

- My mom talked to me about it. I’ve been 
doing it myself 

- Have a lot of adult friends with 
disabilities – not so much taught me, but 
would if I went to them to ask. 

- Something I came to learn on my own. 
When I moved here away from familiy, 
living in a new area, had to talk to 
specialists and tell them what we need, 
and with our professors. 

- I just did it to a certain extent and I 
started young 

- Coming here, definitely, with my folks 
decided I would need a set of medical 
records to carry around. 

- Have a file folder of medical records 
- My mom has records but can get them if 

needed 
- Don’t have a copy but sent one to 

student health center 
- Have nothing in own possession 

 
Discussion of other issues related to 
becoming adult 

- Yes, the psychosocial aspect, the adult 
doctor talked about it.  Concerns related 
to that, I would go see an adult doctor. 

- Not really any doctors, but if I needed 
anything I could go to the [student 
health center]. 

- Yes my doctor always told me she was 
open to talk to me, but I haven’t talked 

about specifics and could if I wanted. 
Doctor has brought it up.  

- Everyone has had sex ed in school 
- [Regarding pediatrician] For someone 

you have known for so long, it is kind of 
like your parents. 

- I have a pediatrician, and the wallpaper 
is zoo animals. 

 



Page 1

CCS Survey for FamiliesCCS Survey for FamiliesCCS Survey for FamiliesCCS Survey for Families

Thank you for taking the time to complete this survey. The Family Health Outcomes Project at the 
University of California, San Francisco is conducting this survey because we are interested in your 
opinions about the California Children’s Services (CCS) Program and how well it is meeting the needs of 
your child. This information will help determine what the priorities should be for the CCS Program 
for the next 5 years. All of your answers are anonymous and you may skip any question(s) you don’t 
want to answer.  
 
The California Children’s Services (CCS) is a state program that covers the cost of treating certain 
diseases, physical limitations or chronic health problems in children that are financially eligible for these 
services. The CCS program also runs the Medical Therapy Program, which provides medical therapy 
(including occupational, physical and speech therapy to children with a CCS-eligible condition. The CCS 
program covers children with problems like:  
 
• congenital heart disease 
• cancers, tumors 
• hemophilia, sickle cell anemia 
• thyroid problems, diabetes 
• serious chronic kidney problems 
• liver or intestine diseases 
• cleft lip/palate, spina bifida 
• hearing loss, cataracts 
• cerebral palsy, uncontrolled seizures 
• rheumatoid arthritis, muscular dystrophy 
• AIDS 
• severe head, brain, or spinal cord injuries, severe burns 
• problems caused by premature birth 
• severely crooked teeth 
 
Si prefiere completar la encuesta en español, utilice este enlace:  
http://www.surveymonkey.com/s/EncuestadeCCS o haga click aquí. 

1. Do you have a child that has been covered by CCS? 

2. If YES, is your child currently covered by CCS? 

 
Introduction

Yes
 

nmlkj

No
 

nmlkj

Don't know/Not sure
 

nmlkj

Yes
 

nmlkj

No
 

nmlkj

Don't know/Not sure
 

nmlkj

Appendix 12
FHOP Survey of CCS Families - English Version

Title V CCS Needs Assessment 2010
Family Health Outcomes Project UCSF
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3. Do you have any children who have received treatment or services from 
a CCS provider or through the CCS program? 

NOTE: For all of the questions on this survey, when we ask about your child, we are asking about your child that is or was 
covered by CCS. 

4. What services for your child does the California Children Services (CCS) 
program pay for? Please check all that apply. 

In the first section, we are interested in your experiences getting services, supplies, and equipment for 
your child. NOTE: For all of the questions on this survey, when we ask about your child, we are asking 
about your child that is or was covered by CCS.  

 
Access to Services/Supplies/Equipment

Yes
 

nmlkj

No
 

nmlkj

Don't know/Not sure
 

nmlkj

Therapy services, such as physical therapy (PT), occupational therapy (OT), or speech therapy
 

gfedc

Durable medical equipment, such as crutches, walkers, ventilators, communication devices, wheelchairs, braces, 

etc. 
gfedc

Disposable medical supplies, such as gloves, swabs, diapers, etc.
 

gfedc

Inpatient hospital care
 

gfedc

Medical appointments
 

gfedc

Prescription medications
 

gfedc

Help in getting to medical appointments and therapy
 

gfedc

Home health care, such as nursing care, home health aid
 

gfedc

Hearing aids
 

gfedc

Don't know/Not sure
 

gfedc

Other
 

gfedc

Other (please describe) 

Appendix 12
FHOP Survey of CCS Families - English Version
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Family Health Outcomes Project UCSF
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5. Does your child have a primary care provider, that is, a doctor, nurse, or 
physician’s assistant, who provides your child’s ongoing medical and well-
child care? 

6. Do you think your child’s primary care provider has the skill and 
experience that is needed to care for your child? 

7. What kind of doctor or other health care provider is most important to 
your child’s care now? Check only one. 

8. What kind of specialist or other health care provider is most important to 
your child now? 

 

 
Medical provider that is most important to your child

6

 
Access to Services/Supplies/Equipment

Yes
 

nmlkj

No
 

nmlkj

Don't know/not sure
 

nmlkj

Yes
 

nmlkj

No
 

nmlkj

Don't know/not sure
 

nmlkj

Does not apply - My child does not have a primary care provider
 

nmlkj

Primary care doctor (such as a pediatrician, or family medicine doctor)
 

nmlkj

Specialist doctor
 

nmlkj

Other health care provider
 

nmlkj

Don’t know/Not sure
 

nmlkj

Appendix 12
FHOP Survey of CCS Families - English Version
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Family Health Outcomes Project UCSF



Page 4

CCS Survey for FamiliesCCS Survey for FamiliesCCS Survey for FamiliesCCS Survey for Families
9. How well is this doctor or other health care provider who is most 
important to your child’s care doing on…  

NOTE: For all of the questions on this survey, when we ask about your child, we are asking about your 
child that is or was covered by CCS. 

10. A primary care provider is a doctor (for example a pediatrician or family 
practice doctor) nurse, or physician’s assistant, who provides your child’s 
ongoing medical and well-child care. In the last 12 months, did you have any 
problems getting medical care from primary care providers that your child 
needed?  

  Excellent Good Okay Poor
Don't 

know/Not 
sure

Does not 
apply

a. Overall, providing quality care? nmlkj nmlkj nmlkj nmlkj nmlkj nmlkj
b. Explaining about my child’s health needs in 
a way that I can understand?

nmlkj nmlkj nmlkj nmlkj nmlkj nmlkj

c. Being easy to contact by phone? nmlkj nmlkj nmlkj nmlkj nmlkj nmlkj
d. Being available to give medical care or 
advice at night and on weekends?

nmlkj nmlkj nmlkj nmlkj nmlkj nmlkj

e. Giving me reassurance and support? nmlkj nmlkj nmlkj nmlkj nmlkj nmlkj

f. Being easy to reach in an emergency ? nmlkj nmlkj nmlkj nmlkj nmlkj nmlkj
g. Including my family in decision making and 
Giving me updated information about medical 
research that might help my child?

nmlkj nmlkj nmlkj nmlkj nmlkj nmlkj

h. Showing respect for my child? nmlkj nmlkj nmlkj nmlkj nmlkj nmlkj
i. Respecting our culture, ethnic identity, and 
religious beliefs?

nmlkj nmlkj nmlkj nmlkj nmlkj nmlkj

j. Communicating with my child’s other health 
care providers?

nmlkj nmlkj nmlkj nmlkj nmlkj nmlkj

k. Communicating with my child’s school or 
early intervention program?

nmlkj nmlkj nmlkj nmlkj nmlkj nmlkj

l. Communicating with other systems that 
provide services to my child (not including 
school)?

nmlkj nmlkj nmlkj nmlkj nmlkj nmlkj

m. Communicating with my child’s health 
insurance plan staff?

nmlkj nmlkj nmlkj nmlkj nmlkj nmlkj

 
Access to Services/Supplies/Equipment continued

 

My child did not need services from primary care providers
 

nmlkj

My child needed services from primary care providers and we had no problems getting them
 

nmlkj

My child needed services from primary care providers and we have had some problems getting them.
 

nmlkj

My child needed services from primary care providers and we have had a lot of problems getting them.
 

nmlkj
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11. If you had problems in the last 12 months getting services your child 
needed from primary care providers, please tell us about these problems. 
Check all that apply... 

12. A specialty care provider is a doctor or nurse who gets extra training 
and becomes an expert in one part of the body or in one disease or 
condition (for example a cardiologist (heart doctor), an oncologist (cancer 
doctor), an orthopedist (a bone doctor), a neurologist (brain doctor). In 
the last 12 months, did you have any problems getting medical care from 
specialty doctors that your child needed? 

 
Problems accessing primary care

 
Access to Specialty Care

 
Problems accessing specialty care

Getting appointments with primary care providers was a problem.
 

gfedc

Finding primary care providers with the skill and experience to care for my child was a problem.
 

gfedc

Coordination between my child’s primary care providers and specialty doctors and other providers was a 

problem. 
gfedc

The amount we had to pay for services from primary care providers was a problem.
 

gfedc

The health insurance plan would not pay for services from primary care medical providers
 

gfedc

My child needed but did not get services from primary care providers
 

gfedc

Other problems - describe below
 

gfedc

Does not apply - My child did not need services from primary care providers
 

gfedc

Does not apply - We had no problems accessing primary care providers.
 

gfedc

Other problems - please describe 

My child did not need services from specialty doctors
 

nmlkj

My child needed services from specialty doctors and we had no problems getting them
 

nmlkj

My child needed services from specialty doctors and we have had some problems getting them.
 

nmlkj

My child needed services from specialty doctors and we have had a lot of problems getting them.
 

nmlkj
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13. If you had problems in the last 12 months getting services your child 
needed from specialty doctors, please tell us about these problems. Check 
all that apply... 

14. In the past 12 months, have you had to take your child to the hospital 
emergency room for a problem or illness that you think could have been 
taken care of by your child’s health care provider if you had been able to 
talk to or see the provider earlier?  

15. How many times did you take your child to the hospital emergency room 
because you could not see or talk to your child’s health care provider 
earlier? (please enter a number) 

 

 
Access and Emergency Room Use

 
Hospital Emergency Room Visits

 
Interpretation Services

Getting referrals to get services from specialty doctors was a problem.
 

gfedc

Getting appointments with specialty doctors was a problem.
 

gfedc

Finding specialty doctors with the skill and experience to care for my child was a problem.
 

gfedc

Getting the number of visits from specialty doctors to meet my child’s needs was a problem
 

gfedc

Coordination between my child’s specialty doctors and other providers was a problem.
 

gfedc

The amount we had to pay for services from specialty doctors was a problem.
 

gfedc

The health insurance plan would not pay for services from specialty doctors
 

gfedc

My child needed but did not get services from specialty doctors
 

gfedc

Other problems - describe below
 

gfedc

Does not apply - My child did not need services from specialty doctors
 

gfedc

Does not apply - We had no problems getting services from specialty doctors.
 

gfedc

Other problems - please describe 

Yes
 

nmlkj

No
 

nmlkj

Don’t know/not sure
 

nmlkj
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16. An interpreter is someone who repeats what one person says in a 
language used by another person.  
 
During the past 12 months, did you or your child need an interpreter to help 
speak with your child’s doctors or other health care providers?  

17. When you or your child needed an interpreter, how often were you able 
to get someone other than a family member to help you speak with your 
child’s doctors or other health care providers?  

18. During the past 12 months, how often did your child’s doctors or other 
health care providers help you feel like a partner in your child’s care? Would 
you say never, sometimes, usually, or always?  

NOTE: For all of the questions on this survey, when we ask about your child, we are asking about your 
child that is or was covered by CCS. 

 
Interpretation Services

 
Access to Services/Supplies/Equipment continued

Yes
 

nmlkj

No
 

nmlkj

Don't know/not sure
 

nmlkj

Never
 

nmlkj

Sometimes
 

nmlkj

Usually
 

nmlkj

Always
 

nmlkj

Don't know/Not Sure
 

nmlkj

Never
 

nmlkj

Sometimes
 

nmlkj

Usually
 

nmlkj

Always
 

nmlkj

Don't know/Not Sure
 

nmlkj
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19. In the past 12 months, did you child need...? 

20. During the past 24 months, were there any delays in your child getting 
all the medical supplies (for example catheters, swabs, diapers, syringes, 
etc.), that {he/she} needed? 

21. Has your child ever had to wait to get out of the hospital because of 
problems getting medical equipment? 

22. During the past 24 months, were there any delays in your child getting 
mobility aids or devices, such as canes, crutches, wheelchairs, or scooters?  

 
Yes, we got the 
service and were 

satisfied

Yes, we got the 
service and were 

NOT satisfied

Yes, but we did 
NOT GET the 

service

No, my child did 
not need the 

service

Don't know/Not 
sure

Dental care nmlkj nmlkj nmlkj nmlkj nmlkj
Disposable medical supplies – 
Such as catheters, swabs, diapers, 
syringes, etc.

nmlkj nmlkj nmlkj nmlkj nmlkj

Durable medical equipment and 
medical technology – such as 
hearing aids, wheelchairs, 
ventilators, etc.

nmlkj nmlkj nmlkj nmlkj nmlkj

In home support services (IHSS) nmlkj nmlkj nmlkj nmlkj nmlkj

Respite care nmlkj nmlkj nmlkj nmlkj nmlkj

Yes
 

nmlkj

No
 

nmlkj

Don't know/Not sure
 

nmlkj

Does not apply - My child did not need medical supplies
 

nmlkj

Yes
 

nmlkj

No
 

nmlkj

Don't know/Not sure
 

nmlkj

Does not apply - My child did not need medical equipment when he/she got out of the hospital
 

nmlkj

Does not apply – My child has not been in the hospital.
 

nmlkj

Yes
 

nmlkj

No
 

nmlkj

Don't know/Not sure
 

nmlkj

Does not apply – my child did not receive mobility aids or devices
 

nmlkj
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23. If your child had delays in getting mobility aids or devices, such as canes, 
crutches, wheelchairs, or scooters, were the items still the correct size 
when they arrived?  

The next section asks about your views on how the services your child needs are organized. NOTE: For 
all of the questions on this survey, when we ask about your child, we are asking about your child that is 
or was covered by CCS. 

24. Thinking about services your child needs, are those services organized 
in a way that makes them easy to use?  

25. Thinking about services your child needs, would it be easier for you and 
your child if CCS covered ALL of the medical and therapy services your child 
needs, instead of just the medical and therapy services that are related to 
your child’s CCS-eligible condition? 

26. During the time your child was covered by CCS, did you ever move from 
one county to another county in California? 

 
Organization of Services and Treating the Whole Child

 
Experiences in Different Counties

Yes
 

nmlkj

No
 

nmlkj

Don't know/Not sure
 

nmlkj

Does not apply – my child did not receive mobility aids or devices
 

nmlkj

Always
 

nmlkj

Usually
 

nmlkj

Sometimes
 

nmlkj

Never
 

nmlkj

Don't know/Not sure
 

nmlkj

Yes
 

nmlkj

No
 

nmlkj

Don't know/Not sure
 

nmlkj

Yes
 

nmlkj

No
 

nmlkj
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27. Which best describes your experience with CCS services in different 
California counties? 
 

28. If your child was NOT eligible for certain services after moving to a new 
county, did your child ever receive those services?  

Good work so far. This section asks about your experience with case management. A case manager is a 
person who makes sure that your child gets all the services that are needed and that these services fit 
together in a way that works for you. This person may have different titles such as care coordinator or 
a social worker, etc. 

29. Who provides case management for your child?  

30. Who provides case management for your child - for other, please 
identify: 

 

 
Case Management

 
Case Management

*

 

My child was eligible to get the same services in both counties.
 

nmlkj

There were some services my child was eligible for in one county but not the other county.
 

nmlkj

YES – CCS paid for them
 

nmlkj

YES – But I had to pay for them myself
 

nmlkj

YES – But someone else paid
 

nmlkj

NO – my child never got the services
 

nmlkj

Does not apply - my child was eligible to get the same services in both counties
 

nmlkj

Private health insurance plan
 

gfedc

California Children Services (CCS)
 

gfedc

Specialty Care Center or Hospital
 

gfedc

Other state agency 
 

gfedc

Other (specify on next page)
 

gfedc

Don’t know/Not sure
 

gfedc

My child does not get case management
 

gfedc
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31. Does your child have a CCS case manager? 

32. If yes, please tell us how helpful is your child’s CCS case manager is. 
Would you say the CCS case manger is… 

33. We would like to know about what kinds case management services you 
get for your child and who provides them. Please put a check in the boxes 
to show what service you get from which program. 

 
Case Managerment

 
Private Health 

Insurance 
Plan

CCS
Special Care 

Center or 
Hospital

Medi-Cal 
Managed 

Care
Other

Helps coordinate your child’s care among the 
different providers and services that help your 
child

gfedc gfedc gfedc gfedc gfedc

Helps you understand your child’s health 
insurance plan benefits

gfedc gfedc gfedc gfedc gfedc

Helps you to identify and use other community 
based programs or services for which your child 
may be eligible (for example, Early Start or 
Regional Center programs, special education, 
summer camps, after school programs, etc.)

gfedc gfedc gfedc gfedc gfedc

Helps you to get other public programs such 
as SSI for your child?

gfedc gfedc gfedc gfedc gfedc

Helps you to find other ways to pay for needed 
services and equipment

gfedc gfedc gfedc gfedc gfedc

Provides a case manager that has a good 
understanding of my child’s health care needs 
and services.

gfedc gfedc gfedc gfedc gfedc

 
Care Coordination and Medical Therapy

Yes
 

nmlkj

No
 

nmlkj

Don't know/Not sure
 

nmlkj

Very helpful
 

nmlkj

Helpful
 

nmlkj

Only a little helpful
 

nmlkj

Not at all helpful
 

nmlkj

My child does not have a CCS case manager
 

nmlkj

Other (please specify) 

55

66
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34. Overall, how satisfied are you with the help you have received in 
coordinating your child’s care?  

35. How important is it to have ONE person who knows your child and can 
help you understand what your child needs and connect your child to the 
services he/she needs? 
 

36. In the last 12 months, has your child received any medical therapy - 
such as physical therapy (PT), occupational therapy (OT), or speech 
therapy? 

This section is for families who have experience with medical therapy. 

 
Experience with medical therapy

Very satisfied
 

nmlkj

Somewhat satisfied
 

nmlkj

Somewhat dissatisfied
 

nmlkj

Very dissatisfied
 

nmlkj

Don't know/Not sure
 

nmlkj

Very important
 

nmlkj

Somewhat important
 

nmlkj

Only a little important
 

nmlkj

Not important at all
 

nmlkj

Don't know/Not sure
 

nmlkj

Yes
 

nmlkj

No
 

nmlkj

Don't know/Not sure
 

nmlkj
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37. Please tell us about your child’s experience with PHYSICAL THERAPY in 
the last 12 months. Please check all that apply. 

  Yes No
Don't know/not 

sure
a. My child needed this therapy. [If NO, please go to 
question #38]

nmlkj nmlkj nmlkj

b. My child received this therapy. nmlkj nmlkj nmlkj

c. My child needed but did not get this therapy. nmlkj nmlkj nmlkj

d. I was satisfied with the therapy my child received. nmlkj nmlkj nmlkj

e. Having therapy available at my child’s school was helpful. nmlkj nmlkj nmlkj
f. Having therapy appointment times from 7:00 AM to 6:30 
PM was helpful.

nmlkj nmlkj nmlkj

g. Getting a referral for this therapy was a problem. nmlkj nmlkj nmlkj

h. Getting an appointment was a problem. nmlkj nmlkj nmlkj
i. Getting dropped from the therapy schedule because we 
missed too many appointments was a problem.

nmlkj nmlkj nmlkj

j. Finding a therapist with the skill and experience to care for 
my child was a problem.

nmlkj nmlkj nmlkj

k. It was a problem getting the number of visits my child 
needed.

nmlkj nmlkj nmlkj

l. It was problem getting transportation to the therapy 
appointment.

nmlkj nmlkj nmlkj

m. Coordination between my child’s therapist and other 
providers was a problem.

nmlkj nmlkj nmlkj

n. The amount we had to pay was a problem. nmlkj nmlkj nmlkj

o. My child’s health care coverage would not pay. nmlkj nmlkj nmlkj

p. Other problems (Please explain below) nmlkj nmlkj nmlkj

Other problems - please explain 
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38. Please tell us about your child’s experience with OCCUPATIONAL 
THERAPY in the last 12 months. Please check all that apply. 

  Yes No
Don't know/not 

sure
a. My child needed this therapy. [If NO, please go question 
#39]

nmlkj nmlkj nmlkj

b. My child received this therapy. nmlkj nmlkj nmlkj

c. My child needed but did not get this therapy. nmlkj nmlkj nmlkj

d. I was satisfied with the therapy my child received. nmlkj nmlkj nmlkj

e. Having therapy available at my child’s school was helpful. nmlkj nmlkj nmlkj
f. Having therapy appointment times from 7:00 AM to 6:30 
PM was helpful.

nmlkj nmlkj nmlkj

g. Getting a referral for this therapy was a problem. nmlkj nmlkj nmlkj

h. Getting an appointment was a problem. nmlkj nmlkj nmlkj
i. Getting dropped from the therapy schedule because we 
missed too many appointments was a problem.

nmlkj nmlkj nmlkj

j. Finding a therapist with the skill and experience to care for 
my child was a problem.

nmlkj nmlkj nmlkj

k. It was a problem getting the number of visits my child 
needed.

nmlkj nmlkj nmlkj

l. It was problem getting transportation to the therapy 
appointment.

nmlkj nmlkj nmlkj

m. Coordination between my child’s therapist and other 
providers was a problem.

nmlkj nmlkj nmlkj

n. The amount we had to pay was a problem. nmlkj nmlkj nmlkj

o. My child’s health care coverage would not pay. nmlkj nmlkj nmlkj

p. Other problems (Please explain below) nmlkj nmlkj nmlkj

Other problems - please explain 
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39. Please tell us about your child’s experience with SPEECH THERAPY in 
the last 12 months. Please check all that apply. 

Only a few more sections. In this section, we want to know about the social support you and your 
family have needed and have received. 

40. Have you attended a family support group to help you and your family 
to cope with your child’s health condition? 
 

41. If YES, how often do you attend family support group meetings? 
 

  Yes No
Don't know/not 

sure
a. My child needed this therapy. [If NO, please go question 
#40 - on the next page]

nmlkj nmlkj nmlkj

b. My child received this therapy. nmlkj nmlkj nmlkj

c. My child needed but did not get this therapy. nmlkj nmlkj nmlkj

d. I was satisfied with the therapy my child received. nmlkj nmlkj nmlkj

e. Having therapy available at my child’s school was helpful. nmlkj nmlkj nmlkj
f. Having therapy appointment times from 7:00 AM to 6:30 
PM was helpful.

nmlkj nmlkj nmlkj

g. Getting a referral for this therapy was a problem. nmlkj nmlkj nmlkj

h. Getting an appointment was a problem. nmlkj nmlkj nmlkj
i. Getting dropped from the therapy schedule because we 
missed too many appointments was a problem.

nmlkj nmlkj nmlkj

j. Finding a therapist with the skill and experience to care for 
my child was a problem.

nmlkj nmlkj nmlkj

k. It was a problem getting the number of visits my child 
needed.

nmlkj nmlkj nmlkj

l. It was problem getting transportation to the therapy 
appointment.

nmlkj nmlkj nmlkj

m. Coordination between my child’s therapist and other 
providers was a problem.

nmlkj nmlkj nmlkj

n. The amount we had to pay was a problem. nmlkj nmlkj nmlkj

o. My child’s health care coverage would not pay. nmlkj nmlkj nmlkj

p. Other problems (Please explain below) nmlkj nmlkj nmlkj

 
Social Support

Other problems - please explain 

Yes
 

nmlkj

No
 

nmlkj

Don't know/not sure
 

nmlkj
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42. If NO, would you be interested in attending a family support group to 
help you and your family to deal with issues related your child’s health 
condition?  

43. Has anyone from the CCS program told you that they can help you find 
emotional support, community resources, and family/individual counseling 
for your child and your family?  

44. Has anyone from the CCS program referred you to any family to family 
support services? 

Doing great. This section asks about who pays for your child's care and your experiences with health 
insurance. 

 
Insurance

Yes
 

nmlkj

No
 

nmlkj

Don't know/Not sure
 

nmlkj

Yes
 

nmlkj

No
 

nmlkj

Don't know/Not sure
 

nmlkj

Yes
 

nmlkj

No
 

nmlkj

Don't know/Not sure
 

nmlkj
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45. What kind of health coverage does your child have? Please check all 
that apply 

46. If your child is covered by private insurance AND CCS, does also having 
private insurance make it easier or harder to get the care your child needs?  

47. Have you had problems getting the care your child needs because of the 
type of insurance that covers your child? 

48. Have you had problems getting the care your child needs because of a 
lack of insurance coverage? 

CCS
 

gfedc

Medi-Cal Managed Care
 

gfedc

Medi-Cal Fee-For-Service
 

gfedc

Healthy Families
 

gfedc

Private health insurance offered through work or that I buy for my child/family
 

gfedc

Other (describe below)
 

gfedc

Don’t know/Not sure
 

gfedc

Other type - please describe 

Having private insurance in addition to CCS makes it EASIER to get the care my child needs
 

nmlkj

Having private insurance in addition to CCS makes it HARDER to get the care my child needs
 

nmlkj

Don't know/Not sure
 

nmlkj

My child does not have private insurance
 

nmlkj

Yes (specify below)
 

nmlkj

No
 

nmlkj

Don't know/Not sure
 

nmlkj

If Yes, Which type(s) of insurance causes the problems? 

Yes
 

nmlkj

No
 

nmlkj

Don't know/Not sure
 

nmlkj
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49. Have you had problems getting the care your child needs because of 
changes in insurance?  

CSS is interested in making sure young adults have a successful transition to adult life, including having 
a place to go to for health care. If your child is 14 years old or older, please complete the following 
questions. 

50. My child is 14 years old or older. 

CSS is interested in making sure young adults have a successful transition to adult life, including having 
a place to go to for health care. If your child is 14 years old or older, please complete the following 
questions. 

51. Have your child’s doctors or other health care providers talked with you 
or your child about how (his/her) health care needs might change when 
(he/she) becomes an adult? 

52. Has a plan for addressing these changing needs been developed with 
your child’s doctors or other health care providers? 

 
Transition

 
Transition

Yes
 

nmlkj

No
 

nmlkj

Don't know/Not sure
 

nmlkj

Yes
 

nmlkj

No
 

nmlkj

Yes
 

nmlkj

No
 

nmlkj

Don't know/Not sure
 

nmlkj

Yes
 

nmlkj

No
 

nmlkj

Don't know/Not sure
 

nmlkj
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53. Have your child’s doctors or other health care providers discussed 
having your child eventually see a doctor who treats adults? 

54. Has your child received any vocational or career training to help 
(him/her) prepare for a job when (he/she) becomes an adult? 

55. Has your child’s CCS case manager talked to you and your child about 
your child transition to adult providers? 

Almost done! Here we want to know your views on the CCS program. 

56. All things considered, how satisfied are you overall with the CCS 
program? 
 

 
Overall Satisfaction

Yes
 

nmlkj

No
 

nmlkj

Don't know/Not sure
 

nmlkj

Yes
 

nmlkj

No
 

nmlkj

Don't know/Not sure
 

nmlkj

Yes
 

nmlkj

No
 

nmlkj

Don't know/Not sure
 

nmlkj

Very satisfied
 

nmlkj

Somewhat satisfied
 

nmlkj

Somewhat dissatisfied
 

nmlkj

Very dissatisfied
 

nmlkj

Don't know/Not sure
 

nmlkj
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57. All things considered, how satisfied are you overall with the Medical 
Therapy Unit (MTU)? 
 

58. If you have any other comments about your experience with the CCS 
program, please share them here:  

 

In this last section, please tell us a bit more about yourself and your child. 

59. How would you describe the community where you live? 
 

60. What is the name of the county where you live? (please select from the 
list) 

 

55

66

 
Demographics

6

Very satisfied
 

nmlkj

Somewhat satisfied
 

nmlkj

Somewhat dissatisfied
 

nmlkj

Very dissatisfied
 

nmlkj

Don’t know/Not sure
 

nmlkj

Does Not Apply – my child does not use the MTU
 

nmlkj

City or urban
 

nmlkj

Suburban
 

nmlkj

Farming or rural
 

nmlkj

Other
 

nmlkj

If Other - please describe 
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61. Does your child have any of the following conditions? Please read the list 
carefully and check all that apply, even if these conditions are not covered 
by CCS. 

62. Of the conditions you checked, which one would you consider to be your 
child’s primary MEDICAL condition? 

 

Allergies or sinus trouble
 

gfedc

Asthma
 

gfedc

Attention Deficit Hyperactivity Disorder (ADHD) or 

Attention Deficit Disorder (ADD) 
gfedc

Autism
 

gfedc

Behavior problems
 

gfedc

Blood disorder (such as sickle cell anemia or 

hemophilia) 
gfedc

Cancer or leukemia
 

gfedc

Cerebral palsy or other neuromuscular condition
 

gfedc

Chronic immune condition
 

gfedc

Chronic lung, or breathing trouble (such as BPD but 

not including asthma) 
gfedc

Chronic rheumatic disease
 

gfedc

Cleft lip and/or palate
 

gfedc

Congenital disorder
 

gfedc

Congenital heart disease
 

gfedc

Cystic fibrosis
 

gfedc

Degenerative neurological disease
 

gfedc

Developmental delay
 

gfedc

Diabetes
 

gfedc

Digestive or gastrointestinal disorder
 

gfedc

Down syndrome
 

gfedc

Epilepsy/ Seizure Disorder
 

gfedc

Head injury complications
 

gfedc

Hearing impairment
 

gfedc

Hydrocephalus
 

gfedc

Kidney disease or renal failure
 

gfedc

Mental health problems
 

gfedc

Mental retardation
 

gfedc

Muscular dystrophy
 

gfedc

Orthopedic or bone problems
 

gfedc

Paraplegia/quadriplegia
 

gfedc

Respiratory distress syndrome
 

gfedc

Scoliosis
 

gfedc

Spina bifida /meningomyelocele
 

gfedc

Technology dependent or assisted (Some examples 

are central venous line, colostomy, dialysis, feeding tube, 
shunts, tracheostomy, ventilator and others) 

gfedc

Vision impairment
 

gfedc

Other (describe below)
 

gfedc

Don’t know/Not sure
 

gfedc

If Other - please describe 
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63. How old is your child? 

64. Which of the following categories best describes the race or ethnicity of 
your child?  

65. In what language did you take this survey? 

Newborn - Less than 1 month old
 

nmlkj

1 month to 12 months old
 

nmlkj

1 year old
 

nmlkj

2 years old
 

nmlkj

3 years old
 

nmlkj

4 years old
 

nmlkj

5 years old
 

nmlkj

6 years old
 

nmlkj

7 years old
 

nmlkj

8 years old
 

nmlkj

9 years old
 

nmlkj

10 years old
 

nmlkj

11 years old
 

nmlkj

12 years old
 

nmlkj

13 years old
 

nmlkj

14 years old
 

nmlkj

15 years old
 

nmlkj

16 years old
 

nmlkj

17 years old
 

nmlkj

18 years old
 

nmlkj

19 years old
 

nmlkj

20 years old
 

nmlkj

21 years old
 

nmlkj

22 years old or older
 

nmlkj

White or Caucasian
 

nmlkj

Black or African American
 

nmlkj

Asian, Pacific Islander, or Southeast Asian
 

nmlkj

Hispanic, Latino/Latina, or Spanish
 

nmlkj

Native American, American Indian, Aleut, or Eskimo
 

nmlkj

Multiracial
 

nmlkj

Other (specify below)
 

nmlkj

If Other - please specify 

English
 

nmlkj

Spanish
 

nmlkj
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66. Did you complete this survey after May 1st, 2010? 

67. (for administrative purposes) 

Thanks again for taking this survey. If you have any questions about this project, you can contact: the Family Health 
Outcomes Project, 415-476-5283. 

number

 
Thank you!

Yes
 

nmlkj

No
 

nmlkj

Appendix 12
FHOP Survey of CCS Families - English Version

Title V CCS Needs Assessment 2010
Family Health Outcomes Project UCSF



Page 1

Encuesta de CCS Para FamiliasEncuesta de CCS Para FamiliasEncuesta de CCS Para FamiliasEncuesta de CCS Para Familias

Gracias por tomarse el tiempo para completar esta encuesta. Estamos interesados en sus opiniones 
acerca de Servicios para Niños de California (CCS) y lo bien que está cumpliendo con las necesidades de 
su hijo. Esta información ayudará a determinar cuáles deberían ser las prioridades para el 
programa CCS para los próximos 5 años. Todas sus respuestas son anónimas y podrá saltarse 
cualquier pregunta (s) que usted no desea responder.  
 
Servicios para Niños de California (CCS) es un programa estatal que cubre el costo del tratamiento de 
ciertas enfermedades, limitaciones físicas o problemas crónicos de salud en los niños que son 
financieramente elegibles para estos servicios. El programa CCS también dirige el Programa de Terapia 
Médica, que ofrece tratamiento médico (como terapia ocupacional, física y terapia del lenguaje para 
niños con una condición elegible para CCS-programa. El CCS cubre a los niños con problemas como:  
 
• Cardiopatía congénita  
• Cánceres, y tumores  
• La hemofilia, la anemia de células falciformes  
• Problemas de tiroides, diabetes  
• Problemas graves crónicos de riñón  
• Enfermedades dell hígado o el intestino  
• Labio leporino o paladar hendido, espina bífida,  
• Pérdida de audición, cataratas  
• Parálisis cerebral, convulsiones incontroladas  
• La artritis reumatoide, distrofia muscular  
• SIDA  
• Lesiones Graves en la cabeza, el cerebro o lesiones de la médula espinal, quemaduras graves  
• Los problemas causados por el nacimiento prematuro  
• Dientes muy torcidos  
 
If you prefer to take the survey in English, click here 

1. ¿Tiene usted un niño que ha sido cubierto por CCS?  

2. En caso afirmativo, ¿esta su hijo actualmente cubierto por CCS?  

 
Introducción

Sí
 

nmlkj

No
 

nmlkj

No sé / No estoy seguro 
 

nmlkj

Sí
 

nmlkj

No
 

nmlkj

No sé / No estoy seguro
 

nmlkj
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3. ¿Tiene niños que han recibido tratamiento o servicios de un proveedor de 
CCS o a través del programa CCS?  

NOTA: Para todas las preguntas en esta encuesta, cuando le preguntamos acerca de su hijo, estamos preguntando por su hijo que 
es o fue cubierto por CCS. 

4. ¿Qué servicios cubre y paga para su hijo el de Servicios para Niños de 
California (CCS) ? Por favor, marque todas las que se aplican.  

En la primera sección, estamos interesados en sus experiencias accediendo servicios, suministros y 
equipo para su hijo.  
NOTA: Para todas las preguntas en esta encuesta, cuando le preguntamos acerca de su hijo, estamos 
preguntando por su hijo que es o fue cubierto por CCS. 

 
Acceso a los Servicios, suministros o equipos

Sí
 

nmlkj

No
 

nmlkj

No sé / No estoy seguro
 

nmlkj

a. Los servicios de terapia, como la terapia física (PT), la terapia ocupacional (OT), o terapia del habla
 

gfedc

b. El equipo médico durable, tales como muletas, andadores, ventilador s, dispositivos de comunicación, sillas 

de ruedas, aparatos ortopédicos, etc 
gfedc

c. suministros médicos desechables, como guantes, gasas, pañales, etc
 

gfedc

d. la atención hospitalaria para pacientes hospitalizados
 

gfedc

e. Consultas médicas
 

gfedc

f. Los medicamentos recetados
 

gfedc

g. ayuda para llegar a sus citas médicas y la terapia
 

gfedc

h. atención de salud en el hogar, tales como el cuidado de enfermería, salud en el hogar ai d
 

gfedc

I. audífonos
 

gfedc

j. Otro (Por favor describa debajo)
 

gfedc

k. No sé / No estoy seguro
 

gfedc

Otro (Por favor describa)  
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5. ¿Tiene su niño un proveedor de atención primaria, es decir, un médico, 
enfermera o asistente médico, que proporciona a su hijo cuidado médico 
continuo y de bienestar?  

6. ¿Cree que su proveedor de atención primaria tiene la habilidad y la 
experiencia que se necesita para cuidar a su hijo?  

7. ¿Qué tipo de médico u otro proveedor de cuidado de la salud es más 
importante para el cuidado de su hijo ahora? Marque sólo una.  

8. ¿Qué tipo de especialista u otro proveedor de cuidado de la salud es más 
importante que su hijo ahora?  

 

 
Médico más importante para el cuidado de su hijo

 
Acceso a los Servicios, suministros o equipos

Sí
 

nmlkj

No
 

nmlkj

No sé / No estoy seguro
 

nmlkj

Sí
 

nmlkj

No
 

nmlkj

No sé / No estoy seguro
 

nmlkj

No se aplica - Mi hijo no tiene un médico de cabecera
 

nmlkj

médico de atención primaria (tales como un pediatra o médico de medicina familiar) 
 

nmlkj

Médico especialista 
 

nmlkj

Otro proveedor de cuidado de la salud 
 

nmlkj

No sé / No estoy seguro
 

nmlkj
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9. ¿Qué tan bien este médico u otro proveedor de cuidado de la salud de su 
hijo esta haciendo en ...  

NOTA: Para todas las preguntas en esta encuesta, cuando le preguntamos acerca de su hijo, estamos 
preguntando por su hijo que es o fue cubierto por CCS. 

  Excelente Bueno Aceptable Pobre
No sé / No 

estoy 
seguro

No se aplica

a. En general, proporcionar atención de 
calidad?

nmlkj nmlkj nmlkj nmlkj nmlkj nmlkj

b. Explica sobre la salud de mi hijo de una 
manera que yo pueda entender?

nmlkj nmlkj nmlkj nmlkj nmlkj nmlkj

c. Es fácil de contactar por teléfono? nmlkj nmlkj nmlkj nmlkj nmlkj nmlkj
d. Esta disponible para prestar asistencia 
médica o el asesoramiento en la noche y los 
fines de semana?

nmlkj nmlkj nmlkj nmlkj nmlkj nmlkj

e. Dándome consuelo y apoyo? nmlkj nmlkj nmlkj nmlkj nmlkj nmlkj

f. Es de fácil acceso en caso de emergencia? nmlkj nmlkj nmlkj nmlkj nmlkj nmlkj
g. Considera a mi familia en la toma de 
decisiones y la planificación y Dándome 
información actualizada sobre la investigación 
médica que podría ayudar a mi hijo?

nmlkj nmlkj nmlkj nmlkj nmlkj nmlkj

h. mostrar respeto para mi hijo? nmlkj nmlkj nmlkj nmlkj nmlkj nmlkj
i. El respeto de nuestra cultura, identidad 
étnica y creencias religiosas?

nmlkj nmlkj nmlkj nmlkj nmlkj nmlkj

j. La comunicación con otros proveedores de 
salud de mi hijo de atención?

nmlkj nmlkj nmlkj nmlkj nmlkj nmlkj

k. La comunicación con la escuela de mi hijo o 
programa de intervención temprana - tal vez 
se combinan con la de abajo?

nmlkj nmlkj nmlkj nmlkj nmlkj nmlkj

l. La comunicación con otros sistemas que 
proporcionan servicios a mi hijo (no incluyendo 
la escuela)?

nmlkj nmlkj nmlkj nmlkj nmlkj nmlkj

m. La comunicación con seguro de mi hijo el 
personal del plan de salud?

nmlkj nmlkj nmlkj nmlkj nmlkj nmlkj

 
Acceso a los Servicios, suministros o equipos
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10. Un proveedor de atención primaria es un médico (por ejemplo, un 
pediatra o médico de familia), enfermera o asistente médico, que 
proporciona a su hijo médica continua y bien cuidado de niños. En los 
últimos 12 meses, ¿tiene problemas para médicos atención de los 
proveedores de atención primaria de que su hijo necesita?  

11. Si usted ha tenido problemas en los últimos 12 meses recibiendo 
servicios de su hijo necesitan de los proveedores de atención primaria, por 
favor díganos sobre estos problemas. Marque todo lo que corresponda ...  

 
Problemas recibiendo servicios de los proveedores de atención 
primaria

 
Acceso a médicos especialistas

Mi hijo no necesitaba los servicios de los proveedores de atención primaria 
 

nmlkj

Mi hijo necesita servicios de los proveedores de atención primaria y no tuvimos problemas con ellos 
 

nmlkj

Mi hijo necesita servicios de los proveedores de atención primaria y hemos tenido algunos problemas con ellos
 

nmlkj

Mi hijo necesita servicios de los proveedores de atención primaria y hemos tenido un muchos problemas con 

ellos.  
nmlkj

Conseguir citas con los proveedores de atención primaria es un problema.
 

gfedc

Encontrar proveedores de atención primaria con la habilidad y experiencia para cuidar a mi hijo era un 

problema. 
gfedc

Coordinación entre los proveedores de atención primaria de mi hijo y de especialidad médicos y otros 

proveedores era un problema. 
gfedc

La cantidad que tenía que pagar por los servicios de los proveedores de atención primaria es un problema.
 

gfedc

El plan de seguro de salud no pagar por los servicios de atención primaria de proveedores de servicios médicos
 

gfedc

Mi hijo ecesita, pero no recibio los servicios de los proveedores de atención primaria
 

gfedc

Otros problemas (Por favor explique debajo)
 

gfedc

No se aplica - Mi hijo no necesitaba los servicios de los proveedores de atención primaria
 

gfedc

No se aplica - No tuvimos problemas con recibiendo servicios de los proveedores de atención primaria
 

gfedc

Otros problemas - Por favor explique 
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12. Un médico especialista es un médico o enfermera que recibe 
capacitación adicional y se convierte en un experto en una parte del cuerpo 
o en una enfermedad o condición (por ejemplo, un cardiólogo (médico del 
corazón), n un oncólogo (médico especializado en cáncer), un ortopedista 
(un médico de hueso), un neurólogo (médico del cerebro). En los últimos 12 
meses, ¿usted tiene problemas para conseguir atención médica de médicos 
especialistas que su hijo necesita? In the last 12 months, did you have any 
problems getting medical care from specialty doctors that your child 
needed? 

13. Si usted ha tenido problemas en los últimos 12 meses recibiendo 
servicios de su niño necesita de los médicos de especialidad, por favor 
díganos acerca de estos problemas. Marque todo lo que corresponda ...  

 
Acceso a médicos especialistas

 

Mi hijo no necesitaba los servicios de médicos especialistas 
 

nmlkj

Mi hijo necesita servicios de médicos especialistas y no tuvimos problemas para encontrar a ellos 
 

nmlkj

Mi hijo necesita servicios de médicos especialistas y hemos tenido algunos problemas encontrando a ellos. 
 

nmlkj

Mi hijo necesita servicios de médicos especialistas y hemos tenido un muchos problemas con ellos. 
 

nmlkj

Como referencias para obtener servicios de médicos especialistas es un problema.
 

gfedc

Conseguir citas con médicos especialistas es un problema.
 

gfedc

Búsqueda de médicos especialistas con la habilidad y experiencia para cuidar a mi hijo era un problema.
 

gfedc

Obtener el número de visitas de los médicos de especialidades para satisfacer las necesidades de mi hijo era 

un problema. 
gfedc

La coordinación entre los médicos especialistas de mi hijo y otros proveedores era un problema.
 

gfedc

La cantidad que tenía que pagar por los servicios de médicos especialistas es un problema.
 

gfedc

El plan de seguro de salud no pagar por los servicios de médicos especialistas.
 

gfedc

Mi hijo necesita, pero no pudo obtener servicios de médicos especialistas
 

gfedc

Otros problemas (Por favor explique debajo)
 

gfedc

No se aplica - Mi hijo no necesitaba los servicios de médicos especialistas
 

gfedc

No se aplica - No tuvimos problemas con recibiendo servicios de médicos especialistas.
 

gfedc

Otros problemas - Por favor explique 
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14. En los últimos 12 meses, ¿ha tenido que llevar a su hijo a la sala de 
emergencias de un hospital para un problema o enfermedad que usted 
piensa que podría haber sido atendidos por el proveedor de cuidado de la 
salud de su hijo si había sido capaz de hablar o ver el proveedor de antes?  

15. (En caso afirmativo), ¿Cuántas veces tuvo que llevar a su hijo a la sala 
de urgencias del hospital porque no podía ver o hablar con su hijo al médico 
antes? (Indique un número)  

 

16. Un intérprete es alguien que repite lo que una persona dice en un 
idioma utilizado por otra persona.  
 
Durante los últimos 12 meses, ¿usted o su hijo necesita un intérprete para 
hablar con los médicos de su hijo u otros proveedores de atención de salud?  

 
Acceso a médicos y la sala de emergencias

 
La sala de emergencias

 
Servicios de Interpretación

 
Servicios de Interpretación

Sí
 

nmlkj

No
 

nmlkj

No sé / No estoy seguro
 

nmlkj

Sí 
 

nmlkj

No
 

nmlkj

No sé / No estoy seguro
 

nmlkj
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17. Cuando usted o su hijo necesita un intérprete, ¿con qué frecuencia fue 
capaz de conseguir a alguien que no sea un miembro de la familia para 
poder hablar con los médicos de su hijo o de otros proveedores de atención 
de salud?  

18. Durante los últimos 12 meses, ¿con qué frecuencia los médicos de su 
hijo u otros proveedores de atención de la salud ayudará a sentirse como 
un socio en el cuidado de su hijo? Diría que nunca, a veces, generalmente o 
siempre?  

19. En los últimos 12 meses, ¿su hijo ...?  

 
Acceso a los Servicios, suministros o equipos

 

Sí, mi hijo 
recibió el 
servicio y 
estamos 

satisfechos

Sí, mi hijo 
recibió el 

servicio y no 
estámos 

satisfechos 

Sí, mi hijo 
necesita, pero 
no recibio el 

servicio

No, mi hijo no 
necesitaba el 

servicio

No sé / No estoy 
seguro

a. El cuidado dental nmlkj nmlkj nmlkj nmlkj nmlkj
b. Suministros médicos 
desechables - como catéteres, 
gasas, pañales, jeringas, etc

nmlkj nmlkj nmlkj nmlkj nmlkj

c. El equipo médico durable y 
tecnología médica -, como 
audífonos, sillas de ruedas, 
ventiladores, etc

nmlkj nmlkj nmlkj nmlkj nmlkj

f. En los servicios de ayuda a 
domicilio (IHSS)

nmlkj nmlkj nmlkj nmlkj nmlkj

h. El cuidado de relevo nmlkj nmlkj nmlkj nmlkj nmlkj

Nunca
 

nmlkj

Algunas veces
 

nmlkj

Normalmente
 

nmlkj

Siempre
 

nmlkj

No sé / No estoy seguro
 

nmlkj

Nunca
 

nmlkj

Algunas veces
 

nmlkj

Normalmente
 

nmlkj

Siempre
 

nmlkj

No sé / No estoy seguro
 

nmlkj
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20. Durante los últimos 24 meses, ¿hubo algún retraso en su hijo recibiendo 
todos los suministros médicos (por ejemplo, las sondas, gasas, pañales, 
jeringas, etc), que (él / ella) necesita?  

21. Su hijo alguna vez tuvo que esperar para salir del hospital a causa de 
problemas para que el equipo médico?  

22. Durante los ultimos 24 meses, ¿hubo algún retraso en para recibir 
dispositivos de movilidad, tales como bastones, muletas, sillas de ruedas o 
scooter?  

23. Si su hijo tuvo demoras en conseguir ayuda para los dispositivos de 
movilidad, tales como bastones, muletas, lsillas de ruedas, scooters, cuando 
los recibio fueron todavía el tamaño correcto cuando llegaron?  

 
Organización de los servicios y el tratamiento del niño en su 
totalidad

Sí
 

nmlkj

No
 

nmlkj

No sé / No estoy seguro
 

nmlkj

No se aplica - Mi hijo no necesitaba suministros médicos
 

nmlkj

Sí
 

nmlkj

No
 

nmlkj

No sé / No estoy seguro
 

nmlkj

No se aplica - Mi hijo no tenía necesidad médica cuando él / ella salió del hospital
 

nmlkj

No se aplica – Mi hijo no ha estado en el hospital.
 

nmlkj

Sí
 

nmlkj

No
 

nmlkj

No sé / No estoy seguro
 

nmlkj

No se aplica – Mi hijo no necesita dispositivos de movilidad
 

nmlkj

Sí
 

nmlkj

No
 

nmlkj

No sé / No estoy seguro
 

nmlkj

No se aplica – mi hijo no ha recibido ayuda de dispositivos de movilidad
 

nmlkj
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La siguiente sección le pregunta sobre su opinión sobre cómo están organizados los servicios que 
necesita su hijo. 

24. Pensando en los servicios que necesita su hijo, son los servicios 
organizados de una manera fácil de usar?  

25. Pensando en los servicios que necesita su hijo, sería más fácil para 
usted y su niño si CCS cubierto la totalidad de los servicios médicos y la 
terapia que necesita su hijo, en lugar de los servicios médicos y la terapia 
que solo están relacionados con la condición elegible para CCS?  

26. Durante el tiempo que su hijo estaba cubierto por CCS, ¿alguna vez 
pasar de un condado a otro condado en California?  

27. ¿Que mejor describe su experiencia con CCS en diferentes condados de 
Califorinia? 
 

 
Experiencias en diferentes condados

Siempre
 

nmlkj

Normalmente
 

nmlkj

Algunas veces
 

nmlkj

Nunca
 

nmlkj

No sé / No estoy seguro
 

nmlkj

Sí
 

nmlkj

No
 

nmlkj

No sé / No estoy seguro
 

nmlkj

Sí 
 

nmlkj

No
 

nmlkj

Mi hijo era elegible para obtener los mismos servicios en ambos condados
 

nmlkj

Hay algunos servicios que mi hijo era elegible para en un condado, pero no el otro condado
 

nmlkj

Appendix 13
FHOP Survey of CCS Families - Spanish Version

Title V CCS Needs Assessment 2010
Family Health Outcomes Project UCSF



Page 11

Encuesta de CCS Para FamiliasEncuesta de CCS Para FamiliasEncuesta de CCS Para FamiliasEncuesta de CCS Para Familias
28. Si su hijo NO era elegible para ciertos servicios después de mudarse a 
un nuevo condado, ha tenido su niño alguna vez recibir los servicios? 

Un administrador de casos es una persona que se asegura de que su hijo reciba todos los servicios que 
son necesarios y que estos servicios encajan entre sí de una manera que funcione para usted. Esta 
persona puede tener distintos títulos, tales como coordinador, trabajador social ect...  

29. ¿Quién provee manejo de casos para su hijo?  

30. ¿Quién provee manejo de casos para su hijo? - para otros, por favor, 
identifica: 

 

31. ¿Su hijo tiene un supervisor de casos de CCS?  

 
Manejo de casos y coordinación de la atención

 
Manejo de casos y coordinación de la atención

 
Manejo de casos y coordinación de la atención

SI - CCS paga por ellos
 

nmlkj

SI - Pero yo tenía que pagar por ellos yo mismo
 

nmlkj

SI - Pero alguien paga
 

nmlkj

NO - nunca mi niño recibió los servicios
 

nmlkj

No se aplica - mi hijo era elegible para obtener los mismos servicios en ambos condados
 

nmlkj

Particular plan de seguro de salud 
 

gfedc

California Children Services (CCS)
 

gfedc

El Centro de Cuidados o Especiales del Hospital 
 

gfedc

Otra entidad del Estado 
 

gfedc

Otros (Por favor, especifique en la página siguiente)
 

gfedc

No sé / No estoy seguro 
 

gfedc

Mi hijo no recibe la gestión de casos (Por favor vaya a # 34) 
 

gfedc

Sí
 

nmlkj

No
 

nmlkj

No sé / No estoy seguro
 

nmlkj
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32. En caso afirmativo, por favor díganos lo útil es el supervisor de su hijo 
de CCS. ¿Diría usted que la supervision del caso del CCS es ...  

33. Nos gustaría saber sobre qué tipos de servicios de gestión de casos que 
usted consigue para su hijo y que les proporciona. Por favor, ponga una 
marca en las casillas para indicar el servicio que recibe y de que programa.  

 
Particular plan 
de seguro de 

salud
CCS

El Centro de 
Cuidados 

Especiales del 
Hospital

Medi-Cal 
Managed 

Care
Otros

a. Ayudar a coordinar la atención de su hijo 
entre los distintos prestadores de servicios 
que ayudan a su hijo

gfedc gfedc gfedc gfedc gfedc

b. Ayuda a entender su seguro de salud de su 
hijo plan de beneficios

gfedc gfedc gfedc gfedc gfedc

c. Ayuda a identificar y utilizar otros programas 
basados en la comunidad o servicios para los 
cuales su hijo puede ser elegible (por 
ejemplo, de Early Start o el Centro Regional, 
educación especial, los campamentos de 
verano, programas después de escuela, etc)

gfedc gfedc gfedc gfedc gfedc

d. Ayuda a conseguir otros programas públicos 
como el Seguro Social para su hijo?

gfedc gfedc gfedc gfedc gfedc

e. Ayuda a encontrar otras maneras de pagar 
por los servicios y equipo necesarios

gfedc gfedc gfedc gfedc gfedc

f. Brinda un supervisor de caso que tiene una 
buena comprensión de las necesidades de 
cuidado de mi hijo y servicios de salud.

gfedc gfedc gfedc gfedc gfedc

 
La coordinación de la atención para su hijo

Muy útil
 

nmlkj

Útiles
 

nmlkj

Sólo un poco de ayuda
 

nmlkj

No, en absoluto útil
 

nmlkj

Mi hijo no tiene un supervisor decaso de CCS
 

nmlkj

Otros - Por favor, especifique  

55

66
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Encuesta de CCS Para FamiliasEncuesta de CCS Para FamiliasEncuesta de CCS Para FamiliasEncuesta de CCS Para Familias
34. En general, ¿cuán satisfecho está usted con la ayuda que han recibido 
en la coordinación de la atención para su hijo?  

35. ¿Cuán importante es tener una persona que conoce a su hijo y puede 
ayudar a entender lo que necesita su hijo y conecta a el niño a los servicios 
que necesita?  

36. En los últimos 12 meses, ha recibido su hijo cualquier terapia médica - 
como la terapia física (PT), terapia ocupacional (OT), o la terapia del habla?  

Esta sección es para las familias que tienen experiencia con el tratamiento médico. 

 
La experiencia con el tratamiento médico

Muy satisfecho
 

nmlkj

Algo satisfecho
 

nmlkj

Algo insatisfechos
 

nmlkj

Muy insatisfecho
 

nmlkj

No sé / No estoy seguro
 

nmlkj

Muy importante
 

nmlkj

Algo importante
 

nmlkj

Sólo un poco importante
 

nmlkj

Nada importante
 

nmlkj

No sé / No estoy seguro
 

nmlkj

Sí 
 

nmlkj

No
 

nmlkj

No sé / No estoy seguro
 

nmlkj
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Encuesta de CCS Para FamiliasEncuesta de CCS Para FamiliasEncuesta de CCS Para FamiliasEncuesta de CCS Para Familias
37. Háblenos de la experiencia de su hijo con Terapia física (PT) en los 
últimos 12 meses. Por favor, marque todas las que se aplican.  

  Sí No
No sé / No estoy 

seguro
a. Mi hijo necesita esta terapia. [**Si no, por favor pase a 
la pregunta #38**]

nmlkj nmlkj nmlkj

b. Mi hijo recibió esta terapia. nmlkj nmlkj nmlkj

c. Mi hijo necesita, pero no recibió esta terapia. nmlkj nmlkj nmlkj
d. He quedado satisfecho con el tratamiento que mi hijo 
recibió.

nmlkj nmlkj nmlkj

e. Tener la terapia disponible en la escuela de mi hijo es 
útil.

nmlkj nmlkj nmlkj

f. hora de la cita Recibir terapia de 7:00-6:30 ha sido útil. nmlkj nmlkj nmlkj
g. Obtener una referencia para este tratamiento es un 
problema.

nmlkj nmlkj nmlkj

h. para conseguir una cita es un problema. nmlkj nmlkj nmlkj
i. Ser dada de baja del programa de terapia, porque 
demasiadas citas perdidas es un problema.

nmlkj nmlkj nmlkj

j. encontrar un terapeuta con la habilidad y experiencia para 
cuidar a mi hijo es un problema.

nmlkj nmlkj nmlkj

k. Es un problema para obtener el número de visitas que mi 
hijo necesita.

nmlkj nmlkj nmlkj

l. problema de transporte para llegar a la cita la terapia. nmlkj nmlkj nmlkj
M. La coordinación entre el terapeuta de mi hijo y otros 
proveedores era un problema.

nmlkj nmlkj nmlkj

n. La cantidad que debe pagar es un problema. nmlkj nmlkj nmlkj

o. La cobertura de salud no cubre el pago. nmlkj nmlkj nmlkj

p. Otros problemas (Por favor explique debajo) nmlkj nmlkj nmlkj

Otros problemas - Por favor explique 
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Encuesta de CCS Para FamiliasEncuesta de CCS Para FamiliasEncuesta de CCS Para FamiliasEncuesta de CCS Para Familias
38. Háblenos de la experiencia de su hijo con Terapia Ocupacional (OT) en 
los últimos 12 meses. Por favor, marque todas las que se aplican.  

  Sí No
No sé / No estoy 

seguro
a. Mi hijo necesita esta terapia. [**Si no, por favor pase a 
la pregunta #39**]

nmlkj nmlkj nmlkj

b. Mi hijo recibió esta terapia. nmlkj nmlkj nmlkj

c. Mi hijo necesita, pero no recibió esta terapia. nmlkj nmlkj nmlkj
d. He quedado satisfecho con el tratamiento que mi hijo 
recibió.

nmlkj nmlkj nmlkj

e. Tener la terapia disponible en la escuela de mi hijo es 
útil.

nmlkj nmlkj nmlkj

f. hora de la cita Recibir terapia de 7:00-6:30 ha sido útil. nmlkj nmlkj nmlkj
g. Obtener una referencia para este tratamiento es un 
problema.

nmlkj nmlkj nmlkj

h. para conseguir una cita es un problema. nmlkj nmlkj nmlkj
i. Ser dada de baja del programa de terapia, porque 
demasiadas citas perdidas es un problema.

nmlkj nmlkj nmlkj

j. encontrar un terapeuta con la habilidad y experiencia para 
cuidar a mi hijo es un problema.

nmlkj nmlkj nmlkj

k. Es un problema para obtener el número de visitas que mi 
hijo necesita.

nmlkj nmlkj nmlkj

l. problema de transporte para llegar a la cita la terapia. nmlkj nmlkj nmlkj
M. La coordinación entre el terapeuta de mi hijo y otros 
proveedores era un problema.

nmlkj nmlkj nmlkj

n. La cantidad que debe pagar es un problema. nmlkj nmlkj nmlkj

o. La cobertura de salud no cubre el pago. nmlkj nmlkj nmlkj

p. Otros problemas (Por favor explique debajo) nmlkj nmlkj nmlkj

Otros problemas - Por favor explique 
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Encuesta de CCS Para FamiliasEncuesta de CCS Para FamiliasEncuesta de CCS Para FamiliasEncuesta de CCS Para Familias
39. Háblenos de la experiencia de su hijo con La terapia del habla en los 
últimos 12 meses. Por favor, marque todas las que se aplican.  

Sólo unos pocos sectores más. En esta sección, queremos saber sobre el apoyo social que usted y su 
familia han necesitado y han recibido. 

40. ¿Ha asistido a un grupo de apoyo familiar para ayudar a usted y a su 
familia para hacer frente a el estado de salud de su hijo?  
 

  Sí No
No sé / No estoy 

seguro
a. Mi hijo necesita esta terapia. [**Si no, por favor pase a 
la pregunta #40**]

nmlkj nmlkj nmlkj

b. Mi hijo recibió esta terapia. nmlkj nmlkj nmlkj

c. Mi hijo necesita, pero no recibió esta terapia. nmlkj nmlkj nmlkj
d. He quedado satisfecho con el tratamiento que mi hijo 
recibió.

nmlkj nmlkj nmlkj

e. Tener la terapia disponible en la escuela de mi hijo es 
útil.

nmlkj nmlkj nmlkj

f. hora de la cita Recibir terapia de 7:00-6:30 ha sido útil. nmlkj nmlkj nmlkj
g. Obtener una referencia para este tratamiento es un 
problema.

nmlkj nmlkj nmlkj

h. para conseguir una cita es un problema. nmlkj nmlkj nmlkj
i. Ser dada de baja del programa de terapia, porque 
demasiadas citas perdidas es un problema.

nmlkj nmlkj nmlkj

j. encontrar un terapeuta con la habilidad y experiencia para 
cuidar a mi hijo es un problema.

nmlkj nmlkj nmlkj

k. Es un problema para obtener el número de visitas que mi 
hijo necesita.

nmlkj nmlkj nmlkj

l. problema de transporte para llegar a la cita la terapia. nmlkj nmlkj nmlkj
M. La coordinación entre el terapeuta de mi hijo y otros 
proveedores era un problema.

nmlkj nmlkj nmlkj

n. La cantidad que debe pagar es un problema. nmlkj nmlkj nmlkj

o. La cobertura de salud no cubre el pago. nmlkj nmlkj nmlkj

p. Otros problemas (Por favor explique debajo) nmlkj nmlkj nmlkj

 
Apoyo Social

Otros problemas - Por favor explique 

Sí
 

nmlkj

No
 

nmlkj

No sé / No estoy seguro
 

nmlkj

Appendix 13
FHOP Survey of CCS Families - Spanish Version

Title V CCS Needs Assessment 2010
Family Health Outcomes Project UCSF



Page 17

Encuesta de CCS Para FamiliasEncuesta de CCS Para FamiliasEncuesta de CCS Para FamiliasEncuesta de CCS Para Familias
41. En caso afirmativo, ¿con qué frecuencia asisten a apoyar las reuniones 
de grupo familiar? (Indique un número) 

 

42. En caso negativo, ¿estaría usted interesado en asistir a un grupo de 
apoyo familiar para ayudar a usted y a su familia para hacer frente a el 
estado de salud de su hijo?  

43. ¿Alguien del programa de CCS dijo que ellos pueden ayudar a encontrar 
apoyo emocional, los recursos de la comunidad, la familia / consejería 
individual, de promoción, para su hijo y su familia?  

44. ¿Alguien del programa de CCS que se refiere a cualquier familia a los 
servicios de apoyo a la familia?  

Esta sección le pregunta sobre quién paga por el cuidado de su hijo y sus experiencias con un seguro de 
salud 

 
Seguros

Sí
 

nmlkj

No
 

nmlkj

No sé / No estoy seguro
 

nmlkj

Sí
 

nmlkj

No
 

nmlkj

No sé / No estoy seguro
 

nmlkj

Sí
 

nmlkj

No
 

nmlkj

No sé / No estoy seguro
 

nmlkj

Appendix 13
FHOP Survey of CCS Families - Spanish Version

Title V CCS Needs Assessment 2010
Family Health Outcomes Project UCSF



Page 18

Encuesta de CCS Para FamiliasEncuesta de CCS Para FamiliasEncuesta de CCS Para FamiliasEncuesta de CCS Para Familias
45. ¿Qué tipo de cobertura de salud tiene su hijo? Por favor, marque todas 
las que se aplican. 

46. Si su hijo está cubierto por un seguro privado y de CCS, es también 
tener un seguro privado que sea más fácil o más difícil obtener la atención 
que necesita su hijo?  

47. ¿Ha tenido problemas para obtener la atención que su hijo necesita por 
el tipo de seguro que cubre a su hijo?  

48. ¿Ha tenido problemas para obtener la atención que su hijo necesita 
debido a la falta de cobertura de seguro?  

CCS
 

gfedc

Medi-Cal Managed Care
 

gfedc

Medi-Cal Fee-For-Service
 

gfedc

Healthy Families
 

gfedc

El seguro médico privado que ofrece a través del trabajo o que puedo comprar para mi hijo / familia
 

gfedc

Otros (describa abajo)
 

gfedc

No sé / No estoy seguro
 

gfedc

Otro tipo - por favor describa 

Tener un seguro privado, además de CCS es más fácil obtener la atención que mi hijo necesita
 

nmlkj

Tener un seguro privado, además de CCS hace más difícil obtener la atención que mi hijo necesita
 

nmlkj

No sé / No estoy seguro
 

nmlkj

Mi hijo no tiene seguro privado
 

nmlkj

Sí (describa el tipo debajo)
 

nmlkj

No
 

nmlkj

No sé / No estoy seguro
 

nmlkj

En caso afirmativo - ¿Qué tipo (s) de seguros tienen problemas?  

Sí
 

nmlkj

No
 

nmlkj

No sé / No estoy seguro
 

nmlkj
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Encuesta de CCS Para FamiliasEncuesta de CCS Para FamiliasEncuesta de CCS Para FamiliasEncuesta de CCS Para Familias
49. ¿Ha tenido problemas para obtener la atención que necesitan los niños 
debido a los cambios de seguros?  

CCS está interesado en asegurarse de que los adultos jóvenes tienen una transición exitosa a la vida 
adulta, incluyendo el tener un lugar para ir a la atención de salud. Si su hijo tiene 14 años de edad o 
más, por favor complete las siguientes preguntas. 

50. Mi hijo tiene 14 años o más.  

51. Disponen de médicos de su hijo o de otros proveedores de atención de 
salud hablado con usted o su hijo acerca de cómo (sus) necesidades de 
atención de la salud pueden cambiar cuando (él / ella) se convierte en un 
adulto?  

52. Tiene un plan para hacer frente a estas nuevas necesidades han 
desarrollado con el médico de su hijo u otros proveedores de atención de 
salud?  

 
Transición

 
Transición

Sí
 

nmlkj

No
 

nmlkj

No sé / No estoy seguro
 

nmlkj

Sí 
 

nmlkj

No (vaya a la siguiente sección, la pregunta # 56) 
 

nmlkj

Sí
 

nmlkj

No
 

nmlkj

No sé / No estoy seguro
 

nmlkj

Sí
 

nmlkj

No
 

nmlkj

No sé / No estoy seguro
 

nmlkj
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Encuesta de CCS Para FamiliasEncuesta de CCS Para FamiliasEncuesta de CCS Para FamiliasEncuesta de CCS Para Familias
53. Disponen de médicos de su hijo o de otros proveedores de atención de 
la salud discutió con su hijo finalmente ver a un médico que trata a los 
adultos?  

54. ¿Su niño ha recibido ninguna formación profesional o carrera para 
ayudar a (él / ella) a prepararse para un trabajo cuando (él / ella) se 
convierte en un adulto?  

55. Tiene CCS de su hijo supervisor de caso hablado con usted y su niño 
acerca de la transición del niño a los proveedores de adultos? ? 

Casi terminado! Aquí queremos saber su opinión sobre el programa CCS. 

56. Considerando todas las cosas, ¿cuán satisfecho está usted con el 
programa general de CCS?  

 
Satisfacción general

Sí
 

nmlkj

No
 

nmlkj

No sé / No estoy seguro
 

nmlkj

Sí
 

nmlkj

No
 

nmlkj

No sé / No estoy seguro
 

nmlkj

Sí
 

nmlkj

No
 

nmlkj

No sé / No estoy seguro
 

nmlkj

Muy satisfecho
 

nmlkj

Algo satisfecho
 

nmlkj

Algo insatisfecho
 

nmlkj

Muy insatisfecho
 

nmlkj

No sé / No estoy seguro
 

nmlkj
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Encuesta de CCS Para FamiliasEncuesta de CCS Para FamiliasEncuesta de CCS Para FamiliasEncuesta de CCS Para Familias
57. Considerando todas las cosas, ¿cuán satisfecho está usted en general 
con la Unidad de Terapia Médica (MTU)?  

58. Si usted tiene cualquier otro comentario sobre su experiencia con el 
programa CCS, por favor, compartir aquí:  

 

Por favor cuéntanos un poco más sobre usted y su niño.  

59. ¿Cómo describiría la comunidad donde usted vive?  
 

60. ¿Cuál es el nombre del condado donde usted vive?(Por favor seleccione 
su respuesta en la lista) 

 

55

66

 
Demografía

6

Muy satisfecho
 

nmlkj

Algo satisfecho
 

nmlkj

Algo insatisfecho
 

nmlkj

Muy insatisfecho
 

nmlkj

No sé / No estoy seguro
 

nmlkj

No Aplica - mi hijo no usa la MTU
 

nmlkj

Ciudad o urbano
 

nmlkj

Suburbano
 

nmlkj

La agricultura o las zonas rurales
 

nmlkj

Otros - describa debejo
 

nmlkj

Otros - Por favor, describa 
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Encuesta de CCS Para FamiliasEncuesta de CCS Para FamiliasEncuesta de CCS Para FamiliasEncuesta de CCS Para Familias
61. ¿Su niño tiene alguna de las siguientes condiciones? Por favor, lea la 
lista y comprobar todo lo que corresponda, incluso si estas condiciones no 
están cubiertos por CCS.  

62. De las condiciones que marcó, ¿cuál cree usted que deba ser la 
enfermedad de su hijo de primaria?  

 

a. alergias o problemas sinusales
 

gfedc

b. Asma
 

gfedc

C. Déficit de Atención e Hiperactividad (ADHD) o 

Desorden de Déficit de Atención (ADD) 
gfedc

d. Autismo
 

gfedc

e. Problemas de Conducta
 

gfedc

f. trastorno de la sangre (como la anemia de 

células falciformes o la hemofilia) 
gfedc

g. cáncer o leucemia
 

gfedc

h. La parálisis cerebral o enfermedad 

neuromuscular 
gfedc

I. condición crónica inmune
 

gfedc

J. pulmonar crónica, o dificultad para respirar (como 

DBP, pero no como el asma) 
gfedc

k. enfermedades reumáticas crónicas
 

gfedc

l. El labio leporino y / o paladar hendido
 

gfedc

m. trastorno congénito
 

gfedc

n. La cardiopatía congénita
 

gfedc

o. La fibrosis quística
 

gfedc

p. enfermedad neurológica degenerativa
 

gfedc

P. ¿Retraso en el desarrollo
 

gfedc

R. Diabetes
 

gfedc

s. trastorno digestivo o gastrointestinal
 

gfedc

T. síndrome de Down
 

gfedc

U. Epilepsia / convulsiones trastorno
 

gfedc

v. complicaciones lesiones en la cabeza
 

gfedc

W. Sordera
 

gfedc

X. Hidrocefalia
 

gfedc

Y. enfermedad renal o insuficiencia renal
 

gfedc

z. problemas de salud mental
 

gfedc

. aa Retraso mental
 

gfedc

bb. distrofia muscular
 

gfedc

cc. ortopédica o problemas de hueso
 

gfedc

DD. Paraplejia / cuadriplejia
 

gfedc

EE. síndrome de dificultad respiratoria
 

gfedc

ss. escoliosis
 

gfedc

gg. espina bífida / mielomeningocele
 

gfedc

HH. Tecnología dependiente o asistida (Algunos 

ejemplos son venosos centrales en línea, colostomía, 
diálisis, alimentación por sonda, derivaciones, la 
traqueostomía, la ventilación y otros) 

gfedc

II. Deterioro de la visión
 

gfedc

JJ. Otros - Por favor, describa debajo
 

gfedc

kk. No sé / No estoy seguro
 

gfedc

Otros - Por favor, describa 
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Encuesta de CCS Para FamiliasEncuesta de CCS Para FamiliasEncuesta de CCS Para FamiliasEncuesta de CCS Para Familias
63. ¿Qué edad tiene tu hijo?  

64. ¿Cuál de las siguientes categorías describe mejor la raza o el origen 
étnico de su niño? (Seleccionar sólo 1 respuesta)  

¡Has terminado! Gracias por completar esta encuesta!  
 
Si usted tiene alguna pregunta acerca de la encuesta, por favor llame a Family Health Outcomes Project 
en 415-476-5283.  

 
¡Muchas gracias!

Recién Nacido - Menos de 1 mes de edad
 

nmlkj

De 1 mes a 12 meses de edad
 

nmlkj

1 año de edad
 

nmlkj

2 años de edad
 

nmlkj

3 años de edad
 

nmlkj

4 años de edad
 

nmlkj

5 años de edad
 

nmlkj

6 años de edad
 

nmlkj

7 años de edad
 

nmlkj

8 años de edad
 

nmlkj

9 años de edad
 

nmlkj

10 años de edad
 

nmlkj

11 años de edad
 

nmlkj

12 años de edad
 

nmlkj

13 años de edad
 

nmlkj

14 años de edad
 

nmlkj

15 años de edad
 

nmlkj

16 años de edad
 

nmlkj

17 años de edad
 

nmlkj

18 años de edad
 

nmlkj

19 años de edad
 

nmlkj

20 años de edad
 

nmlkj

21 años de edad
 

nmlkj

22 años de edad o más
 

nmlkj

Blanco o Caucásico
 

nmlkj

Negro o African American
 

nmlkj

de Asia, islas del Pacífico o del sudeste asiático
 

nmlkj

Latino, Latino, o Español
 

nmlkj

Americanos nativos, indios americanos, las islas Aleutianas, o esquimal
 

nmlkj

Multirracial
 

nmlkj

Otro (Especifique debajo)
 

nmlkj

Otro - por favor especifique  
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CCS Needs Assessment Survey for PhysiciansCCS Needs Assessment Survey for PhysiciansCCS Needs Assessment Survey for PhysiciansCCS Needs Assessment Survey for Physicians

The California Children’s Services Program (CCS) program provides diagnostic and treatment services, medical case 
management, and physical and occupational therapy services to children under age 21 with CCS-eligible medical 
conditions and that meet financial eligibility criteria. Examples of CCS-eligible conditions include, but are not limited to, 
chronic medical conditions such as cystic fibrosis, hemophilia, cerebral palsy, heart disease, cancer, traumatic injuries, 
and infectious diseases producing major sequelae. 
 
The Family Health Outcomes Project at the University of California, San Francisco, is conducting a Needs Assessment of 
the California Children’s Services (CCS) Program, under the Children’s Medical Services Branch. Data gathered from this 
survey will be used to help set priorities for the CCS program for the next 5 years. We have collected a lot of 
information about what works well in the CCS program and now are conducting this survey to gather more information 
to help determine priorities for improving the program. You are being invited to participate because you are a physician 
who may or may not be providing services to CCS clients. We would very much like to get your perspective on the CCS 
Program and how it might encourage more physician participation and make improvements in providing services to 
children with special healthcare needs. 
 
We understand how valuable your time is so we have structured this survey to skip you through questions that might 
not apply to you. For example, physicians who have not been involved with CCS are only asked to complete a short set 
of questions at the beginning of the survey and will skipped to the end, while physicians who have participated with 
CCS and cared for CCS children as the age out of the program will be asked additional questions relevant to their 
experience. 
 
Thank you for taking the time to complete this survey and sharing your opinions with us.  
If you are are an administrator or program manager from a Hospital, Health Plan, or County CCS Program, please 
follow this link to be taken to the physician survey: http://www.surveymonkey.com/s/F9GYSBB 

 
1. Introduction
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CCS Needs Assessment Survey for PhysiciansCCS Needs Assessment Survey for PhysiciansCCS Needs Assessment Survey for PhysiciansCCS Needs Assessment Survey for Physicians
1. What kind of physician are you? 

2. Are you a physician in a hospital or a physician in a private practice? 

Child Neurologist
 

nmlkj

Family Medicine Physician
 

nmlkj

Internist
 

nmlkj

Neonatal Perinatal Medicine
 

nmlkj

Neurologist
 

nmlkj

Neurosurgeon
 

nmlkj

Opthamologist
 

nmlkj

Orthodontist
 

nmlkj

Orthopedic Surgeon
 

nmlkj

Otoloayrngolist
 

nmlkj

Otoloayrngology Maxillofacial Surgeon
 

nmlkj

Other (specify below)
 

nmlkj

Pediatrician
 

nmlkj

Pediatric Allergy Immunologist
 

nmlkj

Pediatric Cardiologist
 

nmlkj

Pedicatric Critical Care
 

nmlkj

Pediatric Endrocrinologist
 

nmlkj

Pediatric Gastroenterologist
 

nmlkj

Pediatric Hematology Oncologist
 

nmlkj

Pediatric Infectious Disease
 

nmlkj

Pediatric Neonatologist
 

nmlkj

Pediatric Nephrologist
 

nmlkj

Pediatric Neurologist
 

nmlkj

Pediatric Neuosurgeon
 

nmlkj

Pediatric Pulmonologist
 

nmlkj

Pediatric Surgeon
 

nmlkj

Psychiatrist
 

nmlkj

Other - please specify 

Hospital-based
 

nmlkj

Private Practice
 

nmlkj

Other
 

nmlkj

Other (please specify) 
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CCS Needs Assessment Survey for PhysiciansCCS Needs Assessment Survey for PhysiciansCCS Needs Assessment Survey for PhysiciansCCS Needs Assessment Survey for Physicians
3. What counties do you practice in? (Check all that apply) 

 
2. Participation in CCS

Alameda
 

gfedc

Alpine
 

gfedc

Amador
 

gfedc

Butte
 

gfedc

Calaveras
 

gfedc

Colusa
 

gfedc

Contra Costa
 

gfedc

Del Norte
 

gfedc

El Dorado
 

gfedc

Fresno
 

gfedc

Glenn
 

gfedc

Humboldt
 

gfedc

Imperial
 

gfedc

Inyo
 

gfedc

Kern
 

gfedc

Kings
 

gfedc

Lake
 

gfedc

Lassen
 

gfedc

Los Angeles
 

gfedc

Madera
 

gfedc

Marin
 

gfedc

Mariposa
 

gfedc

Mendocino
 

gfedc

Merced
 

gfedc

Modoc
 

gfedc

Mono
 

gfedc

Monterey
 

gfedc

Napa
 

gfedc

Nevada
 

gfedc

Orange
 

gfedc

Placer
 

gfedc

Plumas
 

gfedc

Riverside
 

gfedc

Sacramento
 

gfedc

San Benito
 

gfedc

San Bernardino
 

gfedc

San Diego
 

gfedc

San Francisco
 

gfedc

San Joaquin
 

gfedc

San Luis Obispo
 

gfedc

San Mateo
 

gfedc

Santa Barbara
 

gfedc

Santa Clara
 

gfedc

Santa Cruz
 

gfedc

Shasta
 

gfedc

Sierra
 

gfedc

Siskiyou
 

gfedc

Solano
 

gfedc

Sonoma
 

gfedc

Stanislaus
 

gfedc

Sutter
 

gfedc

Tehama
 

gfedc

Trinity
 

gfedc

Tulare
 

gfedc

Tuolumne
 

gfedc

Ventura
 

gfedc

Yolo
 

gfedc

Yuba
 

gfedc
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4. Please rate how much the following factors impact your participation or 
lack thereof in the CCS program:  
 
(Note: Medi-Cal rates are set by State and physicians participating with CCS 
are reimbursed at Medi-Cal rates with an additional increase for treating a 
patient’s CCS-eligible condition(s).) 

Please indicate how much you agree or disagree with the following statements about MEDI-CAL. 

  Major barrier
Somewhat of 

a barrier
Slight barrier Not a barrier

Don't 
Know/Not Sure

a. Lack of knowledge about the CCS Program 
and how to participate

nmlkj nmlkj nmlkj nmlkj nmlkj

b. Low Medi-Cal outpatient reimbursement 
rates for care of CCS children

nmlkj nmlkj nmlkj nmlkj nmlkj

c. Delays in payments for the services 
provided to CCS children

nmlkj nmlkj nmlkj nmlkj nmlkj

d. Time consuming and difficult paper work to 
complete to get reimbursed

nmlkj nmlkj nmlkj nmlkj nmlkj

e. Having to get a Medi-Cal number nmlkj nmlkj nmlkj nmlkj nmlkj
f. Process and length of time to get a Medi-Cal 
number

nmlkj nmlkj nmlkj nmlkj nmlkj

g. Having to be CCS-paneled provider nmlkj nmlkj nmlkj nmlkj nmlkj
h. Process and length of time to be a CCS-
paneled provider

nmlkj nmlkj nmlkj nmlkj nmlkj

i. The complexity of care needed by CCS 
children and the increased time it takes to 
care for them

nmlkj nmlkj nmlkj nmlkj nmlkj

j. The need to coordinate services for CCS 
children and the lack of information on how to 
do it

nmlkj nmlkj nmlkj nmlkj nmlkj

k. Lack of knowledge about resources for CCS 
children

nmlkj nmlkj nmlkj nmlkj nmlkj

l. Lack of medical training or expertise on how 
to treat/or expertise for serving children with 
special health care needs

nmlkj nmlkj nmlkj nmlkj nmlkj

m. Lack of a specialist to easily consult for 
advice in caring for children with special health 
care needs

nmlkj nmlkj nmlkj nmlkj nmlkj

n. Medi-Cal Health plans do not pay enhanced 
rate for the primary care services for children 
in CCS

nmlkj nmlkj nmlkj nmlkj nmlkj

o. Lack of knowledge about the CCS Program 
and how to participate

nmlkj nmlkj nmlkj nmlkj nmlkj

p. Other (please describe below) nmlkj nmlkj nmlkj nmlkj nmlkj

Other barriers - please specify 
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CCS Needs Assessment Survey for PhysiciansCCS Needs Assessment Survey for PhysiciansCCS Needs Assessment Survey for PhysiciansCCS Needs Assessment Survey for Physicians
5. Just because I have a Medi-Cal number, that doesn’t mean that I have to 
see too many Medi-Cal patients. It is up to me how many Medi-Cal patients I 
see. 

6. I am concerned that having a Medi-Cal - number would lead to my 
practice becoming financially unsustainable due too many Medi-Cal patients 
and the low reimbursements paid for care for Medi-Cal patients. 

a. Agree Strongly
 

nmlkj

b. Agree Somewhat
 

nmlkj

c. Disagree Somewhat
 

nmlkj

d. Disagree Strongly
 

nmlkj

e. Don’t Know/Not Sure
 

nmlkj

a. Agree Strongly
 

nmlkj

b. Agree Somewhat
 

nmlkj

c. Disagree Somewhat
 

nmlkj

d. Disagree Strongly
 

nmlkj

e. Don’t Know/Not Sure
 

nmlkj
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CCS Needs Assessment Survey for PhysiciansCCS Needs Assessment Survey for PhysiciansCCS Needs Assessment Survey for PhysiciansCCS Needs Assessment Survey for Physicians
7. Please indicate how much you agree or disagree with the following 
suggestions to increase physician participation with CCS  

Please indicate how much you agree or disagree with the following statement. 

 
Agree 

Strongly
Agree 

Somewhat
Disagree 

Somewhat
Disagree 
Strongly

Don’t 
Know/Not Sure

a. Increase the reimbursement rates paid to 
physicians to care for CCS clients.

nmlkj nmlkj nmlkj nmlkj nmlkj

b. Ensure that there are staff at the Medi-Cal 
fiscal intermediary that are familiar with CCS to 
process claims for providing services to CCS 
clients.

nmlkj nmlkj nmlkj nmlkj nmlkj

c. Primary care physicians should receive more 
training on how to handle common 
subspecialty problems such as diabetes.

nmlkj nmlkj nmlkj nmlkj nmlkj

d Create training opportunities on CCS and 
caring for CSHCN in pediatric and family 
medicine residency programs and adolescent 
medicine fellowships.

nmlkj nmlkj nmlkj nmlkj nmlkj

e. Work with professional organization such as 
the Children’s Specialty Care Coalition, the 
California affiliate of the American Academy of 
Pediatrics, the California Academy of Family 
Physicians and others to identify ways to 
further educate physicians about participating 
in the CCS program.

nmlkj nmlkj nmlkj nmlkj nmlkj

f. Work with professional medical associations 
to offer continuing education on caring for 
children with special health care needs

nmlkj nmlkj nmlkj nmlkj nmlkj

g. Streamline the process for CCS providers of 
having to re-apply for a Medi-Cal number 
when the provider moves.

nmlkj nmlkj nmlkj nmlkj nmlkj

h. The CCS paneling process should be done 
concurrently with the Medi-Cal approval 
process and should be completed in a 
reasonable timeframe, particularly if staff 
privileges have been granted at a CCS 
approved regional tertiary center.

nmlkj nmlkj nmlkj nmlkj nmlkj

i. Provide assistance to physicians to help with 
getting CCS paneled

nmlkj nmlkj nmlkj nmlkj nmlkj

j. Provide ongoing assistance with 
authorizations and billing for services once 
physicians are paneled.

nmlkj nmlkj nmlkj nmlkj nmlkj

k. Better align Codes and reimbursement 
rates to allow for outpatients tests and 
procedures where appropriate

nmlkj nmlkj nmlkj nmlkj nmlkj

l. Managed Care plans should provide 
enhanced rates for the primary care services 
for children with CCS eligible conditions.

nmlkj nmlkj nmlkj nmlkj nmlkj

m. Other (specify below) nmlkj nmlkj nmlkj nmlkj nmlkj

Other - please specify 
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8. Children with CCS conditions need increased access to primary care 
providers to decrease ER visits and hospitalization. 

9. Are you currently or have you ever been CCS paneled? 
(Note: To be CCS paneled, a physician must apply for and receive a Medi-cal 
number and then apply to the California Children’s Medical Services branch 
to become a CCS-paneled provider.) 

10. If you are not or have not been CCS paneled, are you interested in 
becoming CCS paneled? 

*

 
3. Becoming CCS Paneled

*

 
4. CCS Administration

a. Agree Strongly
 

nmlkj

b. Agree Somewhat
 

nmlkj

c. Disagree Somewhat
 

nmlkj

d. Disagree Strongly
 

nmlkj

e. Don’t Know/Not Sure
 

nmlkj

a. Currently CCS paneled
 

nmlkj

b. CCS paneled in the past but not currently
 

nmlkj

c. No
 

nmlkj

d. Don't know/Not Sure
 

nmlkj

Yes
 

nmlkj

No
 

nmlkj

Don't Know/Not Sure
 

nmlkj

Please feel free to comment on the issue of becoming CCS paneled, or any experiences you have had trying to 
become paneled. 
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CCS Needs Assessment Survey for PhysiciansCCS Needs Assessment Survey for PhysiciansCCS Needs Assessment Survey for PhysiciansCCS Needs Assessment Survey for Physicians
11. When you submit claims for payment for services for a patient’s CCS 
eligible conditions, how often are the claims rejected by the Medi-Cal fiscal 
intermediary? 

12. Please indicate how much you agree with the follow statements about 
about monitoring CCS standards. 

A case manager is a person who makes sure that a child gets all the services that are needed and that these services 
fit together in a way that works for the family. This person may have different titles such as care coordinator or a social 
worker, etc. 

13. Who should be able to provide case management for children enrolled in 
CCS? (Check all that apply) 

 
Agree 

Strongly
Agree 

Somewhat
Disagree 

Somewhat
Disagree 
Strongly

Don't 
Know/Not Sure

a. CCS standards should be monitored and 
enforced by paid consultants who are experts 
in the field for which they are monitoring 
standards.

nmlkj nmlkj nmlkj nmlkj nmlkj

b. CCS standards should be monitored and 
enforced by local county CCS staff.

nmlkj nmlkj nmlkj nmlkj nmlkj

c. CCS standards should be monitored and 
enforced by state CCS staff.

nmlkj nmlkj nmlkj nmlkj nmlkj

d. A regional system should be developed for 
monitoring and enforcing CCS standards.

nmlkj nmlkj nmlkj nmlkj nmlkj

 
5. Case Management

 
6. Organization of CCS services

a. Never
 

nmlkj

b. Less than 25% of the time
 

nmlkj

c. 25-50% of the time
 

nmlkj

d. 50 to 75% of the time
 

nmlkj

e. More than 75% of the time
 

nmlkj

f. Don't Know/Not Sure
 

nmlkj

a. Certified case managers
 

gfedc

b. RN, PHN, Medical Consultants, Social workers
 

gfedc

c. Specially trained, but unlicensed staff
 

gfedc

d. Other (specify below)
 

gfedc

Other - please specify 

Appendix 14
FHOP Survey of Physicians

Title V CCS Needs Assessment 2010
Family Health Outcomes Project UCSF



Page 9

CCS Needs Assessment Survey for PhysiciansCCS Needs Assessment Survey for PhysiciansCCS Needs Assessment Survey for PhysiciansCCS Needs Assessment Survey for Physicians

14. Do you care for CCS patients whose CCS-services are  

Please indicate how much you agree or disagree with the following statements. 

15. It is more efficient and effective to have one system of care, including 
primary care providers and specialty providers, caring for ALL of the health 
needs of children with CCS-eligible conditions (care for the whole child) 
instead of having CCS providers give care for ONLY the CCS-eligible 
conditions. 

16. Carving out coverage of children’s CCS-eligible medical conditions from 
their health plans (that is, care for the CCS-eligible conditions is not the 
responsibility of their health plan) has been important for improving the 
quality of care for their CCS-eligible conditions. 

a. ‘Carved In’ (the County’s managed care plan is responsible for providing services through CCS-approved 

providers for the patient’s CCS-eligible condition. Counties that are ‘carved in’ are Napa, Solano, San Mateo, and 
Santa Barbara). 

nmlkj

b. ‘Carved Out’ (the County’s managed care plan and patient’s health plan are *NOT* responsible for providing 

services for the patient’s CCS-eligible condition and the patient gets care through CCS-approved providers in a fee 
for service system) 

nmlkj

c. Both
 

nmlkj

a. Agree Strongly
 

nmlkj

b. Agree Somewhat
 

nmlkj

c. Disagree Somewhat
 

nmlkj

d. Disagree Strongly
 

nmlkj

e. Don’t Know/Not Sure
 

nmlkj

a. Agree Strongly
 

nmlkj

b. Agree Somewhat
 

nmlkj

c. Disagree Somewhat
 

nmlkj

d. Disagree Strongly
 

nmlkj

e. Don’t Know/Not Sure
 

nmlkj
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CCS Needs Assessment Survey for PhysiciansCCS Needs Assessment Survey for PhysiciansCCS Needs Assessment Survey for PhysiciansCCS Needs Assessment Survey for Physicians
17. If CCS services were integrated into Medi-Cal managed care plans, then 
the CCS program, CCS standards, and CCS guidelines and special care 
centers would be compromised. 

18. Special Care Centers should hire primary care providers (physicians and 
nurse practitioners) to provider primary care services to CCS clients. 

Questions #17 and #18 ask about NICU care. If you are not familiar with the NICU, please go to question #19. 

19. CCS should re-examine CCS eligibility criteria for NICU care.  

a. Agree Strongly
 

nmlkj

b. Agree Somewhat
 

nmlkj

c. Disagree Somewhat
 

nmlkj

d. Disagree Strongly
 

nmlkj

e. Don’t Know/Not Sure
 

nmlkj

Agree Strongly
 

nmlkj

Agree Somewhat
 

nmlkj

Disagree Strongly
 

nmlkj

Disagree Somewhat
 

nmlkj

Don't Know/Not Sure
 

nmlkj

a. Agree Strongly
 

nmlkj

b. Agree Somewhat
 

nmlkj

c. Disagree Somewhat
 

nmlkj

d. Disagree Strongly
 

nmlkj

e. Don’t Know/Not Sure
 

nmlkj
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CCS Needs Assessment Survey for PhysiciansCCS Needs Assessment Survey for PhysiciansCCS Needs Assessment Survey for PhysiciansCCS Needs Assessment Survey for Physicians
20. NICU care for infants should only be covered by CCS if the infant has 
been diagnosed with a CCS-eligible condition, otherwise the cost of the 
NICU care should be covered by the child’s health plan. 

21. The State should re-examine medical eligibly for CCS to focus on longer 
term conditions that need intensive case management and care 
coordination.  

22. There may be small variations between counties in medical eligibility 
determinations, but this does not create significant problems. 

a. Agree Strongly
 

nmlkj

b. Agree Somewhat
 

nmlkj

c. Disagree Somewhat
 

nmlkj

d. Disagree Strongly
 

nmlkj

e. Don’t Know/Not Sure
 

nmlkj

a. Agree Strongly
 

nmlkj

b. Agree Somewhat
 

nmlkj

c. Disagree Somewhat
 

nmlkj

d. Disagree Strongly
 

nmlkj

e. Don’t Know/Not Sure
 

nmlkj

a. Agree Strongly
 

nmlkj

b. Agree Somewhat
 

nmlkj

c. Disagree Somewhat
 

nmlkj

d. Disagree Strongly
 

nmlkj

e. Don’t Know/Not Sure
 

nmlkj
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CCS Needs Assessment Survey for PhysiciansCCS Needs Assessment Survey for PhysiciansCCS Needs Assessment Survey for PhysiciansCCS Needs Assessment Survey for Physicians
23. Medical eligibility determinations should be made at a regional or 
statewide level instead of by Counties’ CCS Medical Eligibility consultants. 

Question #22 is about durable medical equipment (DME). If you do not have patients who use DME, go to question 
#23.  

24. Please tell us how often, if ever, the following issues related to durable 
medical equipment (DME) present problems for your patients.  

 
7. Durable Medical Equipment (DME) and Transitioning Youth

  Not a problem
Only rarely a 

problem
Occasionally a 

problem
Frequently a 

problem
Don't Know/Not 

sure
a. Too few DME providers being 
available due to low 
reimbursement rates.

nmlkj nmlkj nmlkj nmlkj nmlkj

b. DME providers refusing to 
provide certain kinds of equipment 
due to low reimbursement rates for 
that equipment.

nmlkj nmlkj nmlkj nmlkj nmlkj

c. Client discharges being delayed 
because of delays in getting DME 
(e.g. ventilators, apnea monitors, 
wheel chairs.

nmlkj nmlkj nmlkj nmlkj nmlkj

d. Hospitals or families having to 
purchase DME so that clients can 
be discharged in a timely manner.

nmlkj nmlkj nmlkj nmlkj nmlkj

e. Clients missing school due to 
delays in getting or repairing 
needed DME.

nmlkj nmlkj nmlkj nmlkj nmlkj

f. Other problems with DME 
(describe below)

nmlkj nmlkj nmlkj nmlkj nmlkj

a. Agree Strongly
 

nmlkj

b. Agree Somewhat
 

nmlkj

c. Disagree Somewhat
 

nmlkj

d. Disagree Strongly
 

nmlkj

e. Don’t Know/Not Sure
 

nmlkj

Other problems - please describe 
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25. Have you worked with youth covered by CCS as they approach the time 
when they age out of the system? 

26. Please tell us how easy it is for youth/young adults who have aged out 
of CCS to find a new primary care provider when one is needed?  

27. Please tell us how easy it is for youth/young adults who have aged out 
of CCS to find a new specialty care provider when if one is needed?  

*

 
8. Transitioning Youth

Yes
 

nmlkj

No
 

nmlkj

Don't Know/Not Sure
 

nmlkj

Very Easy
 

nmlkj

Somewhat Easy
 

nmlkj

Somewhat Hard
 

nmlkj

Very Hard
 

nmlkj

Don't Know/Not Sure
 

nmlkj

Very Easy
 

nmlkj

Somewhat Easy
 

nmlkj

Somewhat Hard
 

nmlkj

Very Hard
 

nmlkj

Don't Know/Not Sure
 

nmlkj

Appendix 14
FHOP Survey of Physicians

Title V CCS Needs Assessment 2010
Family Health Outcomes Project UCSF



Page 14
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28. To encourage doctors who care for adults to take CCS clients that have 
aged out of the CCS program, please tell us how helpful it would be: 

29. Please use this space to share any other comments you want to make 
about the CCS program. 

 

Thank you for taking the time to complete this survey. If you have any questions or additional comments about the 
survey, please call the Family Health Outcomes Project at UCSF at 415-476-5283. 

  Very Helpful Helpful
Only a little 

Helpful
Not helpful

Don't Know/Not 
Sure

a. If these clients have the skills 
or supports they need to 
effectively manage their care?

nmlkj nmlkj nmlkj nmlkj nmlkj

b. If the adult providers were given 
a prepared medical summary of 
the patient?

nmlkj nmlkj nmlkj nmlkj nmlkj

c. If the adult provider had easy 
access to Regional Center, Special 
Care Center, school, CCS and 
pediatric records?

nmlkj nmlkj nmlkj nmlkj nmlkj

d. If the adult provider were 
offered training, funding, and 
resources to help you care for 
these patients?

nmlkj nmlkj nmlkj nmlkj nmlkj

e. If these clients have insurance 
that covers the cost of their care 
and coordination?

nmlkj nmlkj nmlkj nmlkj nmlkj

f. If there is someone the adult 
provider can go to for consultation?

nmlkj nmlkj nmlkj nmlkj nmlkj

 
9. Additional Comments
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CCS Needs Assessment Survey for CCS Administrators, Hospitals, andCCS Needs Assessment Survey for CCS Administrators, Hospitals, andCCS Needs Assessment Survey for CCS Administrators, Hospitals, andCCS Needs Assessment Survey for CCS Administrators, Hospitals, and

The Family Health Outcomes Project at the University of California, San Francisco, is conducting a Needs Assessment of 
the California Children’s Services (CCS) Program, under the Children’s Medical Services Branch. Data gathered from this 
survey will be used to help set priorities for the CCS program for the next 5 years. We have collected a lot of 
information about what works well in the CCS program and now are conducting this survey to gather more information 
to help determine priorities for improving the program. We are also gathering information on issues such as Medi-Cal 
which aren't under the control of CCS but may impact the CCS program and its clients and providers. 
 
We understand how valuable your time is so we have structured this survey to skip you through questions that might 
not apply to you. Thank you for taking the time to complete this survey and sharing your opinions with us. 
 
If you are a practicing physician, please follow this link to be taken to the physician survey: 
http://www.surveymonkey.com/s/N88D8QG  

1. What is your current position? 

 
1. Introduction

*
County CCS Program administrator/manager or Medical Consultant

 
nmlkj

MTP administrator/manager
 

nmlkj

Hospital administrator/manager/staff
 

nmlkj

Health Plan administrator/manager/staff
 

nmlkj

None of the above (specify below)
 

nmlkj

Other (please specify) 
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CCS Needs Assessment Survey for CCS Administrators, Hospitals, andCCS Needs Assessment Survey for CCS Administrators, Hospitals, andCCS Needs Assessment Survey for CCS Administrators, Hospitals, andCCS Needs Assessment Survey for CCS Administrators, Hospitals, and
2. What county(counties) do you work in or provide services for? (Check all 
that apply) 

Note: Physicians who participate with the CCS Program are reimbursed at the Medi-Cal rate set by the state with an additional 
increase when providing treatment for a child's CCS eligible condition.  

 
2. Participation in CCS

Alameda
 

gfedc

Alpine
 

gfedc

Amador
 

gfedc

Butte
 

gfedc

Calaveras
 

gfedc

Colusa
 

gfedc

Contra Costa
 

gfedc

Del Norte
 

gfedc

El Dorado
 

gfedc

Fresno
 

gfedc

Glenn
 

gfedc

Humboldt
 

gfedc

Imperial
 

gfedc

Inyo
 

gfedc

Kern
 

gfedc

Kings
 

gfedc

Lake
 

gfedc

Lassen
 

gfedc

Los Angeles
 

gfedc

Madera
 

gfedc

Marin
 

gfedc

Mariposa
 

gfedc

Mendocino
 

gfedc

Merced
 

gfedc

Modoc
 

gfedc

Mono
 

gfedc

Monterey
 

gfedc

Napa
 

gfedc

Nevada
 

gfedc

Orange
 

gfedc

Placer
 

gfedc

Plumas
 

gfedc

Riverside
 

gfedc

Sacramento
 

gfedc

San Benito
 

gfedc

San Bernardino
 

gfedc

San Diego
 

gfedc

San Francisco
 

gfedc

San Joaquin
 

gfedc

San Luis Obispo
 

gfedc

San Mateo
 

gfedc

Santa Barbara
 

gfedc

Santa Clara
 

gfedc

Santa Cruz
 

gfedc

Shasta
 

gfedc

Sierra
 

gfedc

Siskiyou
 

gfedc

Solano
 

gfedc

Sonoma
 

gfedc

Stanislaus
 

gfedc

Sutter
 

gfedc

Tehama
 

gfedc

Trinity
 

gfedc

Tulare
 

gfedc

Tuolumne
 

gfedc

Ventura
 

gfedc

Yolo
 

gfedc

Yuba
 

gfedc
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3. Please rate how much the following factors impact physicians' 
participation or lack thereof in the CCS program:  

Please indicate how much you agree or disagree with the following statements about MEDI-CAL. 

  Major barrier
Somewhat of 

a barrier
Slight barrier Not a barrier

Don't 
Know/Not Sure

a. Lack of knowledge about the CCS Program 
and how to participate

nmlkj nmlkj nmlkj nmlkj nmlkj

b. Low Medi-Cal outpatient reimbursement 
rates for care of CCS children

nmlkj nmlkj nmlkj nmlkj nmlkj

c. Delays in payments for the services 
provided to CCS children

nmlkj nmlkj nmlkj nmlkj nmlkj

d. Time consuming and difficult paper work to 
complete to get reimbursed

nmlkj nmlkj nmlkj nmlkj nmlkj

e. Having to get a Medi-Cal number nmlkj nmlkj nmlkj nmlkj nmlkj
f. Process and length of time to get a Medi-Cal 
number

nmlkj nmlkj nmlkj nmlkj nmlkj

g. Having to be CCS-paneled provider nmlkj nmlkj nmlkj nmlkj nmlkj
h. Process and length of time to be a CCS-
paneled provider

nmlkj nmlkj nmlkj nmlkj nmlkj

i. The complexity of care needed by CCS 
children and the increased time it takes to 
care for them

nmlkj nmlkj nmlkj nmlkj nmlkj

j. The need to coordinate services for CCS 
children and the lack of information on how to 
do it

nmlkj nmlkj nmlkj nmlkj nmlkj

k. Lack of knowledge about resources for CCS 
children

nmlkj nmlkj nmlkj nmlkj nmlkj

l. Lack of medical training or expertise on how 
to treat/or expertise for serving children with 
special health care needs

nmlkj nmlkj nmlkj nmlkj nmlkj

m. Lack of a specialist to easily consult for 
advice in caring for children with special health 
care needs

nmlkj nmlkj nmlkj nmlkj nmlkj

n. Medi-Cal Health plans do not pay enhanced 
rate for the primary care services for children 
in CCS

nmlkj nmlkj nmlkj nmlkj nmlkj

o. Lack of knowledge about the CCS Program 
and how to participate

nmlkj nmlkj nmlkj nmlkj nmlkj

p. Other (please describe below) nmlkj nmlkj nmlkj nmlkj nmlkj

Other barriers - please specify 
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4. Physicians are concerned that having a Medi-Cal number will lead to their 
practices becoming financially unsustainable due too many Medi-Cal patients 
and the low reimbursements paid for care for Medi-Cal patients. 

a. Agree Strongly
 

nmlkj

b. Agree Somewhat
 

nmlkj

c. Disagree Somewhat
 

nmlkj

d. Disagree Strongly
 

nmlkj

e. Don’t Know/Not Sure
 

nmlkj
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5. Please indicate how much you agree or disagree with the following 
suggestions to increase physician participation with CCS  

Please indicate how much you agree or disagree with the following statements. 

 
Agree 

Strongly
Agree 

Somewhat
Disagree 

Somewhat
Disagree 
Strongly

Don’t 
Know/Not Sure

a. Increase the reimbursement rates paid to 
physicians to care for CCS clients.

nmlkj nmlkj nmlkj nmlkj nmlkj

b. Ensure that there are staff at the Medi-Cal 
fiscal intermediary that are familiar with CCS to 
process claims for providing services to CCS 
clients.

nmlkj nmlkj nmlkj nmlkj nmlkj

c. Primary care physicians should receive more 
training on how to handle common 
subspecialty problems such as diabetes.

nmlkj nmlkj nmlkj nmlkj nmlkj

d. Create training opportunities on CCS and 
caring for CSHCN in pediatric and family 
medicine residency programs and adolescent 
medicine fellowships.

nmlkj nmlkj nmlkj nmlkj nmlkj

e. Work with professional organization such as 
the Children’s Specialty Care Coalition, the 
California affiliate of the American Academy of 
Pediatrics, the California Academy of Family 
Physicians and others to identify ways to 
further educate physicians about participating 
in the CCS program.

nmlkj nmlkj nmlkj nmlkj nmlkj

f. Work with professional medical associations 
to offer continuing education on caring for 
children with special health care needs

nmlkj nmlkj nmlkj nmlkj nmlkj

g. Streamline the process for CCS providers of 
having to re-apply for a Medi-Cal number 
when the provider moves.

nmlkj nmlkj nmlkj nmlkj nmlkj

h. The CCS paneling process should be done 
concurrently with the Medi-Cal approval 
process and should be completed in a 
reasonable timeframe, particularly if staff 
privileges have been granted at a CCS 
approved regional tertiary center.

nmlkj nmlkj nmlkj nmlkj nmlkj

i. Provide assistance to physicians to help with 
getting CCS paneled

nmlkj nmlkj nmlkj nmlkj nmlkj

j. Provide ongoing assistance with 
authorizations and billing for services once 
physicians are paneled.

nmlkj nmlkj nmlkj nmlkj nmlkj

k. Better align Codes and reimbursement 
rates to allow for outpatients tests and 
procedures where appropriate

nmlkj nmlkj nmlkj nmlkj nmlkj

l. Managed Care plans should provide 
enhanced rates for the primary care services 
for children with CCS eligible conditions.

nmlkj nmlkj nmlkj nmlkj nmlkj

m. Other (specify below) nmlkj nmlkj nmlkj nmlkj nmlkj

Other - please specify 
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6. Children with CCS conditions need increased access to primary care 
providers to decrease ER visits and hospitalization. 

Please indicate how much you agree or disagree with the following statements related to administering the CCS 
program. 

7. It would be very helpful if the Medi-Cal fiscal intermediary developed a 
system of edit checks within the electronic billing system so that errors can 
be found in claims (i.e. boxes that weren’t completed that need to be) 
before claims are submitted for payment. 

8. The fiscal intermediary should detect and identify ALL errors in a claim 
before sending it back. 

 
3. CCS Administration

a. Agree Strongly
 

nmlkj

b. Agree Somewhat
 

nmlkj

c. Disagree Somewhat
 

nmlkj

d. Disagree Strongly
 

nmlkj

e. Don’t Know/Not Sure
 

nmlkj

a. Agree Strongly
 

nmlkj

b. Agree Somewhat
 

nmlkj

c. Disagree Somewhat
 

nmlkj

d. Disagree Strongly
 

nmlkj

e. Don’t Know/Not Sure
 

nmlkj

a. Agree Strongly
 

nmlkj

b. Agree Somewhat
 

nmlkj

c. Disagree Somewhat
 

nmlkj

d. Disagree Strongly
 

nmlkj

e. Don’t Know/Not Sure
 

nmlkj
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9. When you submit claims for payment for services for a patient’s CCS 
eligible conditions, how often are the claims rejected by the Medi-Cal fiscal 
intermediary? 

Please indicate how much you agree or disagree with the following statements. 

10. The State should work with high-volume CCS provider hospitals to 
provide access for county CCS programs to electronic medical records, for 
example, though a physician portal, to facilitate eligibility determinations 
and authorizations. 

11. Hospital liaisons teams (nurse and eligibility worker) on site at hospitals 
should be able to access the records to facilitate authorizations and 
discharge. 

a. Never
 

nmlkj

b. Less than 25% of the time
 

nmlkj

c. 25-50% of the time
 

nmlkj

d. 50 to 75% of the time
 

nmlkj

e. More than 75% of the time
 

nmlkj

f. Don't Know/Not Sure
 

nmlkj

g. Does not apply - my program/organization does not submit claims
 

nmlkj

a. Agree Strongly
 

nmlkj

b. Agree Somewhat
 

nmlkj

c. Disagree Somewhat
 

nmlkj

d. Disagree Strongly
 

nmlkj

e. Don’t Know/Not Sure
 

nmlkj

a. Agree Strongly
 

nmlkj

b. Agree Somewhat
 

nmlkj

c. Disagree Somewhat
 

nmlkj

d. Disagree Strongly
 

nmlkj

e. Don’t Know/Not Sure
 

nmlkj
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12. CCS should work with others to expand the technological infrastructure 
to allow more medical and DME providers to access to status of submitted 
authorizations. 

13. Please indicate how much you agree or disagree with the following 
statements about monitoring CCS standards. 

14. Are you a County CCS program administrator or staff member? 

15. Does your county use standardized case management protocols? 

  Agree Strongly Agree Somewhat
Disagree 

Somewhat
Disagree 
Strongly

Don’t Know/Not 
Sure

a. CCS standards should be 
monitored and enforced by paid 
consultants who are experts in the 
field for which they are monitoring 
standards.

nmlkj nmlkj nmlkj nmlkj nmlkj

b. CCS standards should be 
monitored and enforced by local 
county CCS staff.

nmlkj nmlkj nmlkj nmlkj nmlkj

c. CCS standards should be 
monitored and enforced by state 
CCS staff.

nmlkj nmlkj nmlkj nmlkj nmlkj

d. A regional system should be 
developed for monitoring and 
enforcing CCS standards.

nmlkj nmlkj nmlkj nmlkj nmlkj

 
4. Case Management in County CCS Programs

*

 
5. Case Management in CCS County Programs

a. Agree Strongly
 

nmlkj

b. Agree Somewhat
 

nmlkj

c. Disagree Somewhat
 

nmlkj

d. Disagree Strongly
 

nmlkj

e. Don’t Know/Not Sure
 

nmlkj

Yes
 

nmlkj

No
 

nmlkj

Yes
 

nmlkj

No
 

nmlkj

Don't Know/Not Sure
 

nmlkj
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16. Please indicate which elements of case management are regularly 
provided to children covered under CCS in your county: 

17. What is the average size of the case load for CCS Case Managers in 
your County? 

 

  Yes No
Don't 

know/Not 
Sure

a. Determination of financial and residential eligibility nmlkj nmlkj nmlkj

b. Coordination with Medi-Cal Managed Care and Healthy Families plans nmlkj nmlkj nmlkj

c. Authorization of services nmlkj nmlkj nmlkj
d. Assure children get to appropriate provider for delivery of health care services at 
the appropriate time/place place.

nmlkj nmlkj nmlkj

e. Make referrals for specialty care nmlkj nmlkj nmlkj

f. Assure completion of specialty referrals nmlkj nmlkj nmlkj

g. Coordinate the process of getting DME nmlkj nmlkj nmlkj

h. Convene face to face case management meetings with providers nmlkj nmlkj nmlkj

i. Convene case management meetings over the phone with providers nmlkj nmlkj nmlkj

j. Read medical reports nmlkj nmlkj nmlkj
k. Work with parents to help/assist them to become more independent and 
advocate for their child

nmlkj nmlkj nmlkj

l. Coordinate between parents and providers nmlkj nmlkj nmlkj
m. Make referrals for other services need by the family, such as in-home support 
and respite care

nmlkj nmlkj nmlkj

n. Make referrals for other social and mental health services nmlkj nmlkj nmlkj

o. Make referrals for educational services nmlkj nmlkj nmlkj
p. Authorizing and paying for care but only care the for treatment of the medically 
eligible condition or complications of the condition

nmlkj nmlkj nmlkj

q. Development of provider standards and assuring adherence to provider 
standards

nmlkj nmlkj nmlkj

r. Approve providers for participation nmlkj nmlkj nmlkj

s. Choosing the appropriate provider for authorization nmlkj nmlkj nmlkj

t. Coordinate with other agencies nmlkj nmlkj nmlkj

u. Coordinate with Special Education and/or Regional Centers nmlkj nmlkj nmlkj

v. Transition planning with CCS clients who are aging out the the program nmlkj nmlkj nmlkj
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18. Please rate how much you agree or disagree with the following 
statements about realignment: 

19. Who should be able to provide case management for children enrolled in 
CCS? (Check all that apply) 

 
Agree 

Strongly
Agree 

Somewhat
Disagree 

Somewhat
Disagree 
Strongly

Don’t 
Know/Not Sure

a. The state should re-examine the current 
realignment structure and consider 
adjustments, e.g., returning to the 25% county 
share of costs for CCS that existed prior to 
realignment in 1991

nmlkj nmlkj nmlkj nmlkj nmlkj

b. The baseline formula for determining 
statutory maintenance-of-effort funding 
requirement for counties needs to be update 
to reflect program costs in 2010.

nmlkj nmlkj nmlkj nmlkj nmlkj

 
6. Case Management

a. Certified case managers
 

gfedc

b. RN, PHN, Medical Consultants, Social workers
 

gfedc

c. Specially trained, but unlicensed staff
 

gfedc

d. Other - (specify below)
 

gfedc

Other - please specify 
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20. Please rate the helpfulness of the following suggestions for improving 
case management.  

21. Please indicate how much you agree or disagree with the following 
statements about case management: 

Please indicate how much you agree or disagree with the following statements. 

  a. Very Helpful b. Helpful
c. Only a little 

Helpful
d. Not helpful

a. Have counties use standardized case 
management protocols

nmlkj nmlkj nmlkj nmlkj

b. Create case management teams including 
county CCS administrative and MTP staff, 
specialist providers, HMOs/Health Plans, 
Regional Centers, and special education

nmlkj nmlkj nmlkj nmlkj

c. Implement condition-based case 
management teams, and use a 2-tiered 
approach to differentiate between children who 
need lots of case management and those that 
need little or none.

nmlkj nmlkj nmlkj nmlkj

d. Use technology to bring case management 
teams together, such as virtual case meetings 
and conference calls.

nmlkj nmlkj nmlkj nmlkj

e. Have counties hire and pay case managers 
but have them work at Special Care Centers.

nmlkj nmlkj nmlkj nmlkj

f. Case management should happen at the 
child’s medical home.

nmlkj nmlkj nmlkj nmlkj

g. Implement electronic health information 
exchanges.

nmlkj nmlkj nmlkj nmlkj

h. Provide family navigators in hospitals to 
help parents when kids are very sick.

nmlkj nmlkj nmlkj nmlkj

 
Agree 

Strongly
Agree 

Somewhat
Disagree 

Somewhat
Disagree 
Strongly

Don’t 
Know/Not Sure

a. County CCS staff can do the best job at 
case management since they are familiar with 
local providers and other resources.

nmlkj nmlkj nmlkj nmlkj nmlkj

b. For the children receiving the majority of 
their care at Special Care Centers, it would be 
more effective and efficient to have the 
Special Care Centers do the case 
management and care coordination of these 
children.

nmlkj nmlkj nmlkj nmlkj nmlkj

 
7. Organization of CCS services
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22. It is more efficient and effective to have one system of care, including 
primary care providers and specialty providers, caring for ALL of the health 
needs of children with CCS-eligible conditions (care for the whole child) 
instead of having CCS providers give care for ONLY the CCS-eligible 
conditions. 

23. Carving out children’s care for and coverage of CCS-eligible medical 
conditions from their health plans (that is, care for the CCS-eligible 
conditions is not the responsibility of their health plan) has been important 
for improving the quality of care for their CCS-eligible conditions. 

24. Case management and care coordination are more difficult where 
services are carved out (that is, care for the CCS-eligible conditions is not 
the responsibility of the health plan). 

a. Agree Strongly
 

nmlkj

b. Agree Somewhat
 

nmlkj

c. Disagree Somewhat
 

nmlkj

d. Disagree Strongly
 

nmlkj

e. Don’t Know/Not Sure
 

nmlkj

a. Agree Strongly
 

nmlkj

b. Agree Somewhat
 

nmlkj

c. Disagree Somewhat
 

nmlkj

d. Disagree Strongly
 

nmlkj

e. Don’t Know/Not Sure
 

nmlkj

a. Agree Strongly
 

nmlkj

b. Agree Somewhat
 

nmlkj

c. Disagree Somewhat
 

nmlkj

d. Disagree Strongly
 

nmlkj

e. Don’t Know/Not Sure
 

nmlkj

Appendix 15
FHOP Survey of CCS Administrators, Hospitals, and Health Plans

Title V CCS Needs Assessment 2010
Family Health Outcomes Project UCSF



Page 13

CCS Needs Assessment Survey for CCS Administrators, Hospitals, andCCS Needs Assessment Survey for CCS Administrators, Hospitals, andCCS Needs Assessment Survey for CCS Administrators, Hospitals, andCCS Needs Assessment Survey for CCS Administrators, Hospitals, and
25. Continuity of care is harder when the CCS-eligible condition is carved 
out (that is, care for the CCS-eligible conditions is not the responsibility of 
the health plan). 

26. When care for the CCS child is divided, with care for the CCS-eligible 
condition being the responsibility of CCS and the rest of the child’s health 
care needs being covered by the child’s health plan, it creates confusion 
about who is accountable for paying for services, CCS or the child’s health 
plan. 

27. When care for CCS-eligible conditions is carved in to a child’s health plan 
(that is, care for the CCS-eligible conditions is the responsibility of their 
health plan), payment is inadequate to cover the services provided 

a. Agree Strongly
 

nmlkj

b. Agree Somewhat
 

nmlkj

c. Disagree Somewhat
 

nmlkj

d. Disagree Strongly
 

nmlkj

e. Don’t Know/Not Sure
 

nmlkj

a. Agree Strongly
 

nmlkj

b. Agree Somewhat
 

nmlkj

c. Disagree Somewhat
 

nmlkj

d. Disagree Strongly
 

nmlkj

e. Don’t Know/Not Sure
 

nmlkj

a. Agree Strongly
 

nmlkj

b. Agree Somewhat
 

nmlkj

c. Disagree Somewhat
 

nmlkj

d. Disagree Strongly
 

nmlkj

e. Don’t Know/Not Sure
 

nmlkj
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28. It is a problem for providers that children with Healthy Families do not 
have retroactive eligibility for CCS conditions the way that children covered 
Medi-Cal do. 

29. When care for CCS-eligible conditions is carved in to a child’s health plan 
(that is, care for the CCS-eligible conditions is the responsibility of their 
health plan), children have difficulty getting access to the CCS approved 
specialty services the child needs. 

30. When care for CCS-eligible conditions is carved out of health plans (that 
is, care for the CCS-eligible conditions is not the responsibility of the health 
plan), it creates the incentive for health plans to try and identify conditions 
as CCS-eligible so CCS will have to cover the cost of treatment. 

a. Agree Strongly
 

nmlkj

b. Agree Somewhat
 

nmlkj

c. Disagree Somewhat
 

nmlkj

d. Disagree Strongly
 

nmlkj

e. Don’t Know/Not Sure
 

nmlkj

a. Agree Strongly
 

nmlkj

b. Agree Somewhat
 

nmlkj

c. Disagree Somewhat
 

nmlkj

d. Disagree Strongly
 

nmlkj

e. Don’t Know/Not Sure
 

nmlkj

a. Agree Strongly
 

nmlkj

b. Agree Somewhat
 

nmlkj

c. Disagree Somewhat
 

nmlkj

d. Disagree Strongly
 

nmlkj

e. Don’t Know/Not Sure
 

nmlkj
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31. If CCS services were integrated into Medi-Cal managed care plans, the 
CCS program, CCS standards, and CCS guidelines and special care centers 
would be compromised. 

32. Special Care Centers should hire primary care providers (physicians and 
nurse practitioners) to provider primary care services to CCS clients. 

33. CCS should panel nurse practitioners working at the special care centers 
under the guidance of a CCS-paneled physician. 

a. Agree Strongly
 

nmlkj

b. Agree Somewhat
 

nmlkj

c. Disagree Somewhat
 

nmlkj

d. Disagree Strongly
 

nmlkj

e. Don’t Know/Not Sure
 

nmlkj

Agree Strongly
 

nmlkj

Agree Somewhat
 

nmlkj

Disagree Somewhat
 

nmlkj

Disagree Strongly
 

nmlkj

Don't Know/Not Sure
 

nmlkj

Agree Strongly
 

nmlkj

Agree Somewhat
 

nmlkj

Disagree Somewhat
 

nmlkj

Disagree Strongly
 

nmlkj

Don't Know/Not Sure
 

nmlkj
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34. CCS should work with primary care physicians and care coordinators to 
develop approaches (such as implementing enhanced medical homes) that 
could decrease ER visits and hospitalizations for CCS children. 

35. CCS should re-examine CCS eligibility criteria for NICU care.  

36. If an infant needs care in a NICU, that care should be covered under 
CCS, regardless of whether the infant has a CCS-eligible condition. 

37. NICU care for infants should only be covered by CCS if the infant has 
been diagnosed with a CCS-eligible condition, otherwise the cost of the 
NICU care should be covered by the child’s health plan. 

Agree Strongly
 

nmlkj

Agree Somewhat
 

nmlkj

Disagree Somewhat
 

nmlkj

Disagree Somewhat
 

nmlkj

Don't Know/Not Sure
 

nmlkj

a. Agree Strongly
 

nmlkj

b. Agree Somewhat
 

nmlkj

c. Disagree Somewhat
 

nmlkj

d. Disagree Strongly
 

nmlkj

e. Don’t Know/Not Sure
 

nmlkj

a. Agree Strongly
 

nmlkj

b. Agree Somewhat
 

nmlkj

c. Disagree Somewhat
 

nmlkj

d. Disagree Strongly
 

nmlkj

e. Don’t Know/Not Sure
 

nmlkj

a. Agree Strongly
 

nmlkj

b. Agree Somewhat
 

nmlkj

c. Disagree Somewhat
 

nmlkj

d. Disagree Strongly
 

nmlkj

e. Don’t Know/Not Sure
 

nmlkj
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38. There should be capitated rates for NICU coverage. 

39. The State should re-examine medical eligibly for CCS to focus on longer 
term conditions that need intensive case management and care 
coordination.  

40. There may be small variations between counties in medical eligibility 
determinations, but this does not create significant problems. 

41. There is significant variation in the amount of money counties are willing 
or able to spend serving CCS patients. 

a. Agree Strongly
 

nmlkj

b. Agree Somewhat
 

nmlkj

c. Disagree Somewhat
 

nmlkj

d. Disagree Strongly
 

nmlkj

e. Don’t Know/Not Sure
 

nmlkj

a. Agree Strongly
 

nmlkj

b. Agree Somewhat
 

nmlkj

c. Disagree Somewhat
 

nmlkj

d. Disagree Strongly
 

nmlkj

e. Don’t Know/Not Sure
 

nmlkj

a. Agree Strongly
 

nmlkj

b. Agree Somewhat
 

nmlkj

c. Disagree Somewhat
 

nmlkj

d. Disagree Strongly
 

nmlkj

e. Don’t Know/Not Sure
 

nmlkj

a. Agree Strongly
 

nmlkj

b. Agree Somewhat
 

nmlkj

c. Disagree Somewhat
 

nmlkj

d. Disagree Strongly
 

nmlkj

e. Don’t Know/Not Sure
 

nmlkj
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42. Medical eligibility determinations should be made at a regional or 
statewide level instead of by Counties’ CCS Medical Eligibility consultants. 

This set of questions is on durable medical equipment from the perspective of Hospital Administrators 
and Health Plans. 

43. Are you a Hospital Administrator or a staff member of a Health Plan? 

44. Please tell us how often, if ever, the following present problems for 
your patients: 

 
8. Durable Medical Equipment (DME) and Hospitals/Health Plans

*

 
9. Durable Medical Equipment (DME)

  Not a problem
Only rarely a 

problem
Occasionally a 

problem
Frequently a 

problem
Don't 

Know/Not sure
a. Too few DME providers being available due 
to low reimbursement rates.

nmlkj nmlkj nmlkj nmlkj nmlkj

b. DME providers refusing to provide certain 
kinds of equipment due to low reimbursement 
rates for that equipment.

nmlkj nmlkj nmlkj nmlkj nmlkj

c. Client discharges being delayed because of 
delays in getting DME (e.g. ventilators, apnea 
monitors, wheel chairs.

nmlkj nmlkj nmlkj nmlkj nmlkj

d. Hospitals or families having to purchase 
DME so that clients can be discharged in a 
timely manner.

nmlkj nmlkj nmlkj nmlkj nmlkj

e. Clients missing school due to delays in 
getting or repairing needed DME.

nmlkj nmlkj nmlkj nmlkj nmlkj

 
10. Transition Planning

a. Agree Strongly
 

nmlkj

b. Agree Somewhat
 

nmlkj

c. Disagree Somewhat
 

nmlkj

d. Disagree Strongly
 

nmlkj

e. Don’t Know/Not Sure
 

nmlkj

Yes
 

nmlkj

No
 

nmlkj
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45. Please tell us how easy it is for youth/young adults who have aged out 
of CCS to find a new specialty care provider when if one is needed?  

46. Do you or does your organization have a discussion about transition 
with your CCS clients and their families as they get ready to age out of the 
system? 

47. Please rate how a big a barrier to successfully transitioning CCS patients 
into adult care each of the following are: 

  Major barrier
Somewhat of 

a barrier
Slight barrier Not a barrier

Don't 
Know/Not Sure

a. Lack of funding for transition planning nmlkj nmlkj nmlkj nmlkj nmlkj
b. Lack of access to appropriate adult health 
care providers

nmlkj nmlkj nmlkj nmlkj nmlkj

c. Lack of training for adult clinicians in care for 
particular special care needs that transitioning 
youth have

nmlkj nmlkj nmlkj nmlkj nmlkj

d. Lack of communication between old CCS 
providers and new adult providers

nmlkj nmlkj nmlkj nmlkj nmlkj

e. Lack of clinical guidelines for care of special 
health care needs

nmlkj nmlkj nmlkj nmlkj nmlkj

f. Lack of case management and coordination 
services once the patient transitions out of 
CCS

nmlkj nmlkj nmlkj nmlkj nmlkj

g. Burdensome procedures for access to 
insurance

nmlkj nmlkj nmlkj nmlkj nmlkj

Very Easy
 

nmlkj

Somewhat Easy
 

nmlkj

Somewhat Hard
 

nmlkj

Very Hard
 

nmlkj

Don't Know/Not Sure
 

nmlkj

Yes
 

nmlkj

No
 

nmlkj

Don't Know/Not Sure
 

nmlkj
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48. To encourage doctors who care for adults to take CCS clients that have 
aged out of the CCS program, please tell us how helpful it would be: 

49. Please indicate how much you agree or disagree with the following 
statements about the Medical Therapy Program (MTP). (If you are not 
familiar with the Medical Therapy Program, please go to question #50 on 
the next page). 

  Very Helpful Helpful
Only a little 

Helpful
Not helpful

Don't 
Know/Not Sure

a. If these clients have the skills or supports 
they need to effectively manage their care?

nmlkj nmlkj nmlkj nmlkj nmlkj

b. If the adult providers were given a prepared 
medical summary of the patient?

nmlkj nmlkj nmlkj nmlkj nmlkj

c. If the adult provider had easy access to 
Regional Center, Special Care Center, school, 
CCS and pediatric records?

nmlkj nmlkj nmlkj nmlkj nmlkj

d. If the adult provider were offered training, 
funding, and resources to help you care for 
these patients?

nmlkj nmlkj nmlkj nmlkj nmlkj

e. If these clients have insurance that covers 
the cost of their care and coordination?

nmlkj nmlkj nmlkj nmlkj nmlkj

f. If there is someone the adult provider can 
go to for consultation?

nmlkj nmlkj nmlkj nmlkj nmlkj

 
11. Medical Therapy Program

 
Agree 

Strongly
Agree 

Somewhat
Disagree 

Somewhat
Disagree 
Strongly

Don’t 
Know/Not Sure

a. To maximize the number of children served 
in the Medical Therapy Program (MTP), the 
program should have strict attendance policies 
so that staff can make families that frequently 
miss therapy appointments become ineligible 
to receive MTP services for a certain period of 
time and must reapply.

nmlkj nmlkj nmlkj nmlkj nmlkj

b. MTP should extend the hours they are open 
to provide services to better accommodate 
families.

nmlkj nmlkj nmlkj nmlkj nmlkj

c. MTP should explore doing therapy in groups 
where possible to more efficiently use 
resources.

nmlkj nmlkj nmlkj nmlkj nmlkj

d. Transportation to therapy appointments is a 
problem.

nmlkj nmlkj nmlkj nmlkj nmlkj

e. Other options beside school buses should 
be explored for transportation to therapy 
appointments.

nmlkj nmlkj nmlkj nmlkj nmlkj

 
12. Final Comments and Thank you!
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50. Please use this space to share any other comments you want to make 
about the CCS program. 

 

Thank you for taking the time to complete this survey. If you have any questions or additional comments about the 
survey, please call the Family Health Outcomes Project at UCSF at 415-476-5283. 
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To help gather information for the Title V Needs Assessment of the CCS Program, the Family Health 
Outcomes Project at UCSF is conducting this short survey to learn more about Durable Medical 
Equipment (DME) Providers' opinions of the CCS Program. Please tell us about barriers to providing 
equipment and services with the CCS Program and possible solutions to these barriers. 

1. Please rate how a big a barrier to participating in CCS program each of 
the following are: 

 
1. Barriers to Participation with the CCS Program

  Major barrier
Somewhat of a 

barrier
Slight barrier

Not a barrier at 
all

Don't know/not 
sure

a. Low reimbursement rates nmlkj nmlkj nmlkj nmlkj nmlkj
b. Delays in payments for the 
services provided to CCS children

nmlkj nmlkj nmlkj nmlkj nmlkj

c. Time consuming and difficult 
paper work to complete to get 
reimbursed

nmlkj nmlkj nmlkj nmlkj nmlkj

d. Having to get a Medi-Cal 
number

nmlkj nmlkj nmlkj nmlkj nmlkj

e. The process of applying for a 
Medi-Cal number

nmlkj nmlkj nmlkj nmlkj nmlkj

f. The length of time it takes to 
get a Medi-Cal number

nmlkj nmlkj nmlkj nmlkj nmlkj

g. The length of time it takes to 
be approved as a CCS-paneled 
provider

nmlkj nmlkj nmlkj nmlkj nmlkj

h. Need for specialize staff trained 
in caring for children with special 
health care needs

nmlkj nmlkj nmlkj nmlkj nmlkj

i. Lack of a specialist to easily 
consult for advice in caring for 
children with special health care 
needs

nmlkj nmlkj nmlkj nmlkj nmlkj

j. Other (please specify below) nmlkj nmlkj nmlkj nmlkj nmlkj

Other barrier - please describe 
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CCS Survey for DME ProvidersCCS Survey for DME ProvidersCCS Survey for DME ProvidersCCS Survey for DME Providers
2. Please indicate how much you agree or disagree with the following 
suggestions to reduce barriers to DME provider participation with CCS 

 
Strongly 
agree

Agree Disagree
Strongly 
disagree

Don't 
know/Not sure

a. Increase the rates paid to DME providers nmlkj nmlkj nmlkj nmlkj nmlkj
b. Ensure that there are staff at the fiscal 
intermediary familiar with CCS to process 
claims for DME

nmlkj nmlkj nmlkj nmlkj nmlkj

c. Provide training to DME providers on how to 
complete paperwork to get reimbursed

nmlkj nmlkj nmlkj nmlkj nmlkj

d. CCS should work with DME providers to 
streamline the process of having to re-apply 
for a Medi-Cal number when the provider 
moves or changes their scope of service

nmlkj nmlkj nmlkj nmlkj nmlkj

e. To reduce delays in payments to DME 
providers, County CCS programs should cut 
the checks for DME and then get reimbursed 
by the state

nmlkj nmlkj nmlkj nmlkj nmlkj

f. Periodically adjust payments for equipment 
to correspond to the price of the equipment so 
as the cost goes up, the payment goes up too

nmlkj nmlkj nmlkj nmlkj nmlkj

g. Increase the ability of hospitals to be able 
to authorize DME when a CCS patient is 
discharged to speed up the authorization 
process and access to needed equipment

nmlkj nmlkj nmlkj nmlkj nmlkj

h. Reimburse DME providers for travel time 
when making home visits if total travel time is 
greater than 1 hour

nmlkj nmlkj nmlkj nmlkj nmlkj

i. Make it easier for DME vendors to 
communicate with county CCS staff in a timely 
fashion

nmlkj nmlkj nmlkj nmlkj nmlkj

j. Provide reimbursement to DME vendors for 
making periodic adjustments to equipment

nmlkj nmlkj nmlkj nmlkj nmlkj

k. Increase staff at the regional office to 
facilitate the timely approval of authorizations

nmlkj nmlkj nmlkj nmlkj nmlkj

l. Provide ongoing assistance to DME providers 
to help with getting CCS paneled, and with 
authorizations and billing for services once 
they are paneled.

nmlkj nmlkj nmlkj nmlkj nmlkj

m. Extend the time line for authorizations for 
DME for some complex conditions that are 
expected to continue for some time.

nmlkj nmlkj nmlkj nmlkj nmlkj

Other suggestions to reduce barriers 
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3. Please tell us a bit more about yourself. Which best describes you, are 
you a....  

4. In which of the following counties do you provide durable medical 
equipment? Please check all that apply. 

DME provider who currently accepts CCS clients
 

nmlkj

DME provider who cannot currently accept CCS clients, but is working to be able to do so
 

nmlkj

DME provider who NO LONGER accepts CCS clients, but did accept CCS clients in the past
 

nmlkj

DME provider who has never accepted a CCS client
 

nmlkj

Alameda
 

gfedc

Alpine
 

gfedc

Amador
 

gfedc

Butte
 

gfedc

Calaveras
 

gfedc

Colusa
 

gfedc

Contra Costa
 

gfedc

Del Norte
 

gfedc

El Dorado
 

gfedc

Fresno
 

gfedc

Glenn
 

gfedc

Humboldt
 

gfedc

Imperial
 

gfedc

Inyo
 

gfedc

Kern
 

gfedc

Kings
 

gfedc

Lake
 

gfedc

Lassen
 

gfedc

Los Angeles
 

gfedc

Madera
 

gfedc

Marin
 

gfedc

Mariposa
 

gfedc

Orange
 

gfedc

Placer
 

gfedc

Plumas
 

gfedc

Riverside
 

gfedc

Sacramento
 

gfedc

San Benito
 

gfedc

San Bernardino
 

gfedc

San Diego
 

gfedc

San Francisco
 

gfedc

San Joaquin
 

gfedc

San Luis Obispo
 

gfedc

San Mateo
 

gfedc

Santa Barbara
 

gfedc

Santa Clara
 

gfedc

Santa Cruz
 

gfedc

Shasta
 

gfedc

Sierra
 

gfedc

Siskiyou
 

gfedc

Solano
 

gfedc

Sonoma
 

gfedc

Stanislaus
 

gfedc

Sutter
 

gfedc
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CCS Survey for DME ProvidersCCS Survey for DME ProvidersCCS Survey for DME ProvidersCCS Survey for DME Providers

5. Please use this space to share any other comments you want to make 
about the CCS program. 

 

Thank you for talking the time to complete this survey.  
 
If you have any questions about this survey, please contact the Family Health Outcomes Project at 415-476-5283. 
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Mendocino
 

gfedc

Merced
 

gfedc

Modoc
 

gfedc

Mono
 

gfedc

Monterey
 

gfedc

Napa
 

gfedc

Nevada
 

gfedc

Tehama
 

gfedc

Trinity
 

gfedc

Tulare
 

gfedc

Tuolumne
 

gfedc

Ventura
 

gfedc

Yolo
 

gfedc

Yuba
 

gfedc
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  Appendix 17 
Data Sources 

Data Sources used in the CCS Needs Assessment 2010 
 
FHOP Web-based Surveys 
With input from Stakeholders, FHOP designed four web-based surveys: FHOP Survey 
of CCS Families; FHOP Survey of Physicians; FHOP Survey of Hospitals, Health Plans, 
and County CCS Programs; and FHOP Survey of DME Providers. The family survey 
was available in Spanish and English and wording for most of the questions from this 
survey were taken from either the Family Voices Survey or the National Survey of 
Children with Special Health Care Needs. The survey links were distributed to 
Stakeholders to send through the relevant networks. Survey responses were collected 
in April 2010. 
 
The National Survey of Children with Special Health Care Needs (NS-CSHCN)  
The National Survey of Children with Special Health Care Needs, sponsored by the 
Maternal and Child Health Bureau, provides national and state-level information about 
the numbers of children and youth, 0 - 17 yrs old, in the population with special health 
care needs. In addition, the survey asked 750 families of CYSHCN (Children and Youth 
with Special Health Care Needs) in each state about:  

• Access to health care and unmet needs  
• CYSHCN health and functioning  
• Family-centeredness of child’s health care 
• Care coordination 
• Impact of child's health on family activities, finances, and employment  
• Adequacy of health insurance to cover needed services  

In 2005/2006, there were several new topics and questions, such as: revised and 
improved care coordination questions; improved section on transition to adulthood; 
primary language spoken in the home; unmet need for interpreters during health care 
visits; number of ER visits; use of specific health care services; and reasons for difficulty 
using community-based services. 
 
In each state, telephone interviewers screened at least 3,000 households with children 
to identify CYSHCN. In-depth interviews were conducted with the parents of 
approximately 750 CYSHCN per state. Although 1,303 interviews were completed in 
California (up from 759 in 2001), the sample size limited the statistical power needed for 
detecting significant differences when making comparisons between subgroups. 

The screening questions used in the survey to identify children with special health care 
needs included five major components:  In addition to the existence of a condition that 
has lasted or is expected to last at least one year, one of the following:  the use of or 
need for prescription medication; the use of or need for more medical care, mental 
health services, or education services than other children of the same age; the use of or 
need for treatment or counseling for an emotional, developmental or behavioral 
problem; a limitation in the child’s ability to do the things most children of the same age 
do; or the use of or need for special therapy, such as physical, occupational, or speech 
therapy. (U.S. Department of Health and Human Services, Health Resources and 
Services Administration, Maternal and Child Health Bureau. The National Survey of 
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Children with Special Health Care Needs Chartbook 2005–2006. Rockville, Maryland: 
U.S. Department of Health and Human Services, 2008.) 

Data on selected indicators is presented from California and comparing California with 
the nation. (Source: Child and Adolescent Health Measurement Initiative. 2005/06 
National Survey of Children with Special Health Care Needs, Data Resource Center for 
Child and Adolescent Health website. www.cshcndata.org) 
 
CMS Net Data 
CMS Net is a full-scope case management system for California Children's Services 
(CCS). The State’s CMS Net resides at the Health and Human Services Data Center 
(HHSDC).   
CMS Net was used for: 

- Active Cases by Diagnosis  through 4/12/2010  
- Deaths among CCS clients 2008 and 2009  
- Maps of CCS Cases and Payer types 
- % of children who require Special Care Center (SCC) services that are 

authorized to SCC by county for the following diagnoses: Acute Lymphoid 
Leukemia (ALL), Brain Cancer, Cleft Lip & Palate, Congenital Heart Disease, 
Cystic Fibrosis, Hearing Loss, Hemophilia 

- Primary Care Physician Address Data by County  
- Time from Referral to CCS (new client) until Case is Opened 
- Time from receipt of referral to CCS until entered into system 
- Times from referral to CCS to first authorization for CCS services 
- Time from service authorization request until services are authorized 
- Time from service authorization request for wheel chair until authorized 
- Time from service authorization request for hematology/oncology services until 

authorized 
- Time from service authorization request for home health agency services until 

authorized 
 
Los Angeles was in the process of migrating to CMS Net during the needs assessment 
process. Other than the data on active cases by diagnosis and primary care physician 
data, the Los Angles data that was available was obtained from LA Automated Case 
Management System. 
 
Claims Paid Data 
- CCS Expenditures 1998-2009 Charts 
- CCS Highest Cost Condition Charts 
 
State Performance Measures Data 
Reporting on the CMS performance measures is a Scope of Work requirement. Starting 
in Fiscal Year (FY) 2002-03, CMS local programs have been using tracking systems 
and other data collection methods to measure their work with communities, provider 
networks, and target populations. Data presented are from fiscal year 2003-2004. 
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California Title V Application 2010  

- Newborn Metabolic Screening Data 
- Newborn Hearing Screening Data 

Prior to 2005 all newborns were screened for Phenylketonurea, Congenital 
hypothyroidism, galactosemina and sickle Cell disease. In 2005, congenital adrenal 
hyperplasia, and non-PKU inborn errors of metabolism tested by tandem mass 
spectrometry were added.  In July 2007, cystic fibrosis and biotidinase deficiency were 
added. 
 
Other Sources of Information: 
 
California Health Care Foundation. 2009. Assessing the California Children’s 
Services Program.  Issue Brief. 
This issue brief was prepared by the California Health Care Foundation to assist the 
state of California as it considers restructuring the CCS program. The brief provides an 
overview of the CCS program, including policy regarding eligibility and coverage, 
program administration and financing, the service delivery system, the number of 
children enrolled and the characteristics of these children, and the cost and expenditure 
trends.  
 
Children’s Specialty Care Coalition’s Survey of 14 medical groups based at the 
regional pediatric tertiary centers and are members of the Coalition. Survey focused on 
specialist shortages and the number open positions and time those positions have been 
open as well as  average wait time for non-urgent specialty care. Data were made 
available from the Children’s Specialty Care Coalition. 
 
Health Management and Associates. 2009. Considerations for Redesign of the 
California Children’s Services (CCS) Program. Report prepared for the Sate of 
California. 
This paper was developed to provide the state of California with technical assistance as 
it considers options for redesigning the CCS program as part of the renewal of the 
State’s Medicaid 1115 Hospital/Uninsured Waiver. The paper is based on interviews 
with 60 CCS stakeholders from around the state. It discusses the challenges facing the 
CCS program, and explores 4 options for redesign: 1) have CCS conditions covered by 
Medi-Cal managed care and Health Families health plans; 2) continue to include 
children with CCS-eligible time-limited conditions in the CCS program, but for CCS 
children who are Medi-Cal or Health Families eligible, enroll these children into Medi-
Cal managed care or Healthy Families health plans and have the plans responsible for 
treating these conditions; 3) dis-enroll CCS children with complex, chronic conditions 
from existing Medi-Cal managed care health plans and Healthy Families health plans 
(so that there is an opportunity to structure a specialty health plan or medical 
home/special care center for these children that covers the whole child); and 4) Dis-
enroll (carve out) all CCS children (including children with time-limited conditions) from 
existing Medi-Cal managed care and Healthy Families health plans. 
 

Title V CCS Needs Assessment 2010 
Family Health Outcomes Project UCSF   

3



  Appendix 17 
Data Sources 

Inkelas M, Samson K. Specialty Health Care for Children in the Los Angeles California 
Children’s Services Program (CCS) Report. UCLA Center for Healthier Children, 
Families and Communities. 2005. 
This report presents results from the 2005 Los Angeles CCS Survey. The survey 
addresses health care needs and access to health care for children in the LA CCS 
program. The indicators of health care access in the survey include: access to specialty 
care, delayed and missed care, access to a medical home, family centered care, care 
coordination, health insurance, access to transition services for adolescents, and 
experiences with CCS. The questions were asked of a random sample of parents of 
2,000 children in the LA CCS program and the questionnaires were translated into 
Spanish. The response rate was 71.9%. Subgroups are compared by type of insurance 
coverage, activities affected by condition, parent education, child’s race/ethnicity, child’s 
age, and usual source of care, and the LA CCS results are compared to the California 
NS-CSHCN 2001 results. Results are presented in tables, figures, and text, and 
comparisons are statistically significant (p<0.05) unless otherwise indicated. 
 
Wells, N., Doksum, T., Martin, L., Cooper, J. 2000 What Do Families Say About Health 
Care for Children with Special Health Care Needs in California?  Your Voice Counts!! 
Family Survey Report to California Participants.  Unpublished manuscript.  Boston, MA: 
Family Voices at the Federation for Children with Special Health Care Needs.  
"Your Voice Counts!!" was conducted in 1998 by Family Voices and Abt Associates Inc., 
to assess the health care experiences of children with special health care needs and 
their parents.  This survey was distributed to a random sample of 7,100 families from 
CCS mailing lists and 6 California family resource organizations.  954 Families returned 
the survey, 153 of which were in Spanish.  In order to get a sample that was more 
geographically representative of California, respondents came from Los Angeles, San 
Diego, Fresno, Sacramento, and two rural areas in the state. Family Voices states that 
the findings from the survey should be interpreted with caution for two reasons – the low 
response rate (13%) means that the survey may not be representative of all children 
from the CCS and family organizations in the sample, and the children from participating 
organizations may not represent all children with special health care needs in California. 
  
Additional data and information came from the following webinars that FHOP scheduled 
(see http://fhop.ucsf.edu/fhop/htm/ca_mcah/title_v/cshcn_t5_new.htm of links to 
webinars) for the CCS Needs Assessment Stakeholders:  
 

- Melissa Rowan from HMA on the report "Considerations for Redesign of the 
California Children's Services Program."  

- Data Snapshots of the CCS Program: Status of Federal Core Performance 
Measures and Access to Durable Medical Equipment" with Laurie Soman and 
Mara McGrath. 

- Kathy Smith, RN, MN, on "The State of Children with Special Health Care Needs 
in California."  

- “Benefits of Care Coordination for Children with Complex Disease: A Pilot 
Medical Home Project in a Resident Teaching Clinic” with Tom Klitzner, MD. 
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- "Transition issues for youth with special health care needs"” with Clarissa Kripke, 
MD. 

- Paul Wise, MD "Critical Issues in Redesigning the Care for Children with Chronic 
Illness: New Evidence from California and Around the Nation."  

- Treeby Brown from the Association of Maternal and Child Health Programs: 
"Models of Care for Children and Youth with Special Health Care Needs: 
Promising Models for Transforming California's System of Care."  
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2

Today’s Objectives

• Be familiar with the methods used to gather 
information for the needs assessment

• Be updated about what is going regarding 
services for children with special healthcare 
needs in CA and nationally

• Be updated on the key findings from the key 
informant interviews, focus groups, and on-
line surveys

By the End of this meeting Stakeholders will:
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Meeting Objectives (cont)

• Finalize the list of potential program 
priorities

• Using the previously developed 
criteria, evaluate and rank priorities 

• Brainstorm strategies for 
accomplishing top priorities

4

CSHCN Six Core Objectives
1. Families of CSHCN are partners in decision 

making at all levels and are satisfied with 
the services they receive

2. CSHCN receive coordinated ongoing 
comprehensive care within a medical home 

3. All CSHCN will be adequately insured for 
the services they need
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CSHCN Six Core Objectives 
(cont.)

4. Children are screened early and 
continuously for special health care 
needs

5. Services for CSHCN will be organized 
so families can use them easily

6. All youth with special needs will receive 
services needed to support the 
transition to adulthood

6

CCS Needs Assessment  and 
Action Plan Goals

• Within budget and legislative 
constraints, determine Action
priorities to be addressed  during FY 
2010-2014

• Identify the most important and 
potentially effective changes CCS 
can make to improve services for 
CCS-eligible children
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Title V Assessment and Planning Cycle

Convene
Stakeholders Group

Assess the Needs 
of CCS Families 

and  Identify 
Program Issues

Set Priorities 
Among Identified 

Needs / Issues

Analyze Problems and 
Develop Intervention 

Strategies

Develop 5 Year 
Action Plan

Implement Identified 
Strategies / Interventions

Monitor performance 
Indicators / other objectives

8

Convene Stakeholders Group

• Stakeholders representative of key 
interest groups: Families, CCS County 
Programs, Professional and Advocacy 
Organizations, Managed Care Plans, 
other State Departments, and 
Academic Researchers

• Stakeholders to provide input in all 
aspects of the needs assessment and 
decide priorities
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Convene Stakeholders

• Establish subcommittees for interviews, 
focus groups, surveys and 
program/secondary data

• Stakeholder subcommittees provide 
input on instruments, respondents to 
recruit, data analyses and interpretation 
of results

10

Assess the Needs of CCS Families 
and  Identify Program Issues

• Worked with Stakeholders to identify key issues 
and existing data sources

• Collected additional data in an iterative process via
– Stakeholders
– Key Informant Interviews
– Focus Groups 
– On-line Surveys

• Review all data and findings with Stakeholders via 
webinars (7) and meetings and conference calls 
with Subcommittees (12)

Appendix 18
CCS Stakeholders May Meeting Presentation

Title V CCS Needs Assessment 2010
Family Health Outcomes Project UCSF



6

11

Key Informant Interviews

• Working with Key Informant Interview 
subcommittee:
– Developed interview questions
– Identified participants

• 16 Key Informant Interviews completed (+ 2 
pilots)

• Participants included MDs, CCS Program 
staff, reps. from children’s hospitals, 
professional organizations, other DHCS 
department reps.

12

Focus Groups

• Focus Group Subcommittee:
– Using information from interviews and 

stakeholders, developed discussion 
guides

– Identified types of groups/participants
– Facilitated setting up groups

• 8 Focus Groups conducted by FHOP, 
plus additional groups done by CRISS 
and on by Family Voices (10 total) 
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Focus Groups
• 3 in So. CA: 1 family group, 1 MTP 

administrators group, 1 specialty care 
physician group

• 6 in No. CA: 1 hospital/health plans, 1 
CCS County Admin and Nurse CM, 2 
family groups ( 1 Spanish speaking), 1 
MTP group, 1 Transition-age youth, 1 
Medical Consultants

• Total # of participants: 98

14

On-line Surveys

• Survey Subcommittee:
– Developed 4 surveys using information from 

stakeholders, key informants, and focus 
groups

– Facilitated pilot testing of the surveys
– Recruited respondents to complete the 

surveys
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On-line Surveys

• Families – 315 English + 24 Spanish
• Physicians – 142 (130 answered most 

questions)
• Hospitals, Health Plans, and CCS 

Administrators - 217
• DME Providers - 12

16

53%

5%

5%

22%

3%

8% 4%
White

Black, African Amer.

Asian, Pacific Is., or
Southeast Asian
Hispanic, Latino/Latina,
or Spanish
Native Amer, Amer.
Indian, Aleut, or Eskimo
Multiracial

Other (specify below)

FHOP Survey of Families 2010 –
Race/Ethnicity of Child covered by CCS

Appendix 18
CCS Stakeholders May Meeting Presentation

Title V CCS Needs Assessment 2010
Family Health Outcomes Project UCSF



9

17

What is your current position?

Answer Options Response 
Percent Response Count

County CCS Program administrator/manager 
or Medical Consultant

40.6% 88

MTP administrator/manager 15.2% 33

Hospital administrator/manager/staff 9.7% 21

Health Plan administrator/manager/staff 7.8% 17

None of the above (specify below) 26.7% 58

Other (please specify) 56

answered question 217

FHOP Survey of Hospitals, Health Plans, and 
CCS Admin/Managers

18

FHOP Survey of Physicians

Neonatal Perinatal Medicine 19.7% 26

Pediatrician 13.6% 18

Pediatric Hematology Oncologist 10.6% 14

Pediatric Endocrinologist 6.1% 8

Family Medicine Physician 5.3% 7

Other (specify below) 5.3% 7

Pediatric Critical Care 5.3% 7

Pediatric Cardiologist 4.5% 6
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Today: Set Priorities Among 
Identified Needs / Issues

1. Selected criteria for setting 
priorities 

2. Developed criterion weights

3. Use criteria to prioritize issues

20

Next Step: Develop 5 Year 
Action Plan

• Solicit stakeholders’
recommendations for action plan

• Work with CCS state staff to develop 
goals and SMART (Specific, 
Measurable, Achievable, Realistic, 
and Time-bound) objectives
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Criteria Development Process

• Stakeholders selected and defined 
criteria 

• Engaged in a thorough discussion of 
criteria 

• Selected manageable number of 
criteria

• Voted on weights for the criteria

22

Prioritization Criteria

1. Does addressing the issue 
positively affect families, 
providers, and the program?

Definition/Concepts: Addressing the 
issue would increase satisfaction for 
one or more of these groups. 

Weight: 3
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Criterion 1 Rating Scale:
1 = Addressing issue WOULD NOT positively 

affect any group (families, providers or the 
program)

2 = Addressing the issue would positively 
affect ONE of the groups (families OR 
providers OR the program)

3 = Addressing the issue would positively 
affect providers AND the program

4 = Addressing the issue would positively 
impact families AND one other group 
(providers OR the program)

5 = Addressing the issue would positively 
affect ALL THREE of the groups (families, 
providers, and the program)

24

Prioritization Criteria
2. Does addressing the issue reduce 

disparities?
Definition/Concepts:  One or more 
population subgroups as defined by 
race/ethnicity, income, insurance status, 
gender, geography, or diagnosis are more 
impacted than the general group and that 
addressing the problem would reduce 
unequal impacts.

Weight: 2
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Criterion 2 Rating Scale: 
1 = No group is disproportionately affected by the 

issue
2 = It appears that one or more groups is 

disproportionately affected by the problem, but 
the differences are not statistically different.

3 = Statistically significant differences exist in one 
group 

4 = Statistically significant differences exist in more 
than one group

5 = Statistically significant differences exist in one 
or more groups and impacts a large portion of 
the affected population

Prioritization Criteria 

26

Prioritization Criteria
2. Criterion Name: Does addressing the issue 

enhance the continuity and coordination 
of care?

Definition/Concepts: Could mean making it easier for 
CCS children to regularly see the same provider, 
better coordinating of referrals among needed 
providers, making it easier for different providers to 
access and share a child’s health record, facilitating 
authorization and reauthorization of services; 
providing resources to help coordinate care and 
referrals

Weight: 3
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Criterion 3 Rating Scale: 
1 = Addressing the issue does not enhance continuity 

and the coordination of care
2 = Addressing the issue provides some enhancement 

to continuity and coordination of care
3 = Addressing the issue enhances continuity and the 

coordination of care for a small part of the population
4 = Addressing the issue enhances continuity and the 

coordination of care for a large part of the population
5 = Addressing the issues assures continuity and 

coordination of care

Prioritization Criteria

28

Prioritization Criteria from 2005 
Needs Assessment

4. Does addressing the issue enhance the 
systematic efficiency of the program?

Definition/Concepts:  Could mean many things, 
including reducing the cost of care, more 
effectively deploying staff and other resources to 
save money and/or increase productivity, making 
it easier for families to navigate the system across 
counties and payors; and making it easier to 
administer the program.

Weight: 1
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Prioritization Criteria
Criterion 4 Rating Scale:
1 = Addressing the issue does not enhance the 

systematic efficiency of the program
2 = Addressing the issue makes the system more 

efficient for ONE of the groups (families OR 
providers OR the program)

3 = Addressing the issue makes the system more 
efficient for providers AND the program

4 = Addressing the issue makes the system more 
efficient for families AND one other group 
(providers OR the program)

5 = Addressing the issue makes the system more 
efficient for ALL THREE of the groups (families, 
providers, and the program)

30

Prioritization Criteria

5. Criterion Name:  Does addressing the 
issue enhance the clients’ relationships 
with providers?

Definition/Concepts: One or more population 
subgroups as defined by race/ethnicity, 
income, insurance status, gender, 
geography, or diagnosis are more impacted 
than the general group.  Addressing the 
problem or issues would promote equity 
and reduce disparities. 

Weight: 2
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Prioritization Criteria
Criterion 5 Rating Scale:
1 = Addressing the issue does not enhance clients’

relationships with providers 
2 = Addressing the issue enhances to the clients’

relationships with providers in only minor ways 
3 = Addressing the issue enhances the clients’ access 

to providers 
4 = Addressing the issue enhances the clients’

relationships with providers in at least two areas i.e. 
access and communications

5 = Addressing the issue provides major improvements 
to the clients’ relationships in more than two areas

32

Prioritization Criteria
6. There is a likelihood of success. Issue is 

amenable to prevention or intervention, and/or 
there is political will to address it

Definition/Concepts: There is a good chance that 
the strategies used to intervene in the identified 
problem will result in an improvement in outcomes.  
The intervention strategies are shown in research 
literature, by experts or by National, State or 
program experience to be effective or promising.  
By political will we mean that there is support at 
the state or federal level for making administrative 
changes or providing funding.

Weight: 2
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Prioritization Criteria
Criterion 6 Rating Scale
1. No proven or promising intervention available
2. Promising or proven intervention with limited impact 

(not effecting a large promotion of the CSHCN 
population), little political will 

3. Proven intervention with limited impact, moderate 
political will

4. Promising or proven intervention with broad impact  
and moderate political will

5. Proven intervention with broad impact and strong 
political will 

34

Family Involvement and 
Satisfaction

• MCHB Outcome: Families of children 
and youth with special health care 
needs partner in decision making at all 
levels and are satisfied with the 
services they receive
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Family Involvement and 
Satisfaction

Priority: Increase family access to 
educational information and information 
about accessing CCS services, including 
availability of and access to services 
offered by health plans, and family support 
groups

Priority: Increase family partnership in 
decision making and satisfaction with 
services

36

Family Involvement and 
Satisfaction: what we heard

• Many parents very grateful for CCS
• Parents confident in CCS providers
• Parents have info and can help each other
• More parent groups are needed
• Some confusion about what services CCS 

covers
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Family Involvement and 
Satisfaction: the data

• 46.6% of CSCHN in CA had family 
centered care vs. 57.4% of CSCHN 
nationally

• 52% of CSHCN in CA with private 
insurance had family centered care 
compared to 40.6% of CSHCN with public 
insurance

38

All things considered, how satisfied are you 
overall with the CCS program?  

Very satisfied 44% (126)
Somewhat satisfied 39% (113)
Somewhat dissatisfied 11% (31)
Very dissatisfied 5% (14)
Don't know/Not sure 1% (4)

Family Involvement and 
Satisfaction: the data

FHOP Survey of Families 2010

83%
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Family Involvement and 
Satisfaction: the data

Dental Care 92% 183

Disposable Medical Supplies
Durable medical equipment and 

medical technology 

In home support services (IHSS) 

Respite care 

92% 122

85% 167

93% 102

79% 93

Satisfaction with services

FHOP Survey of Families 2010

40

Family Involvement and 
Satisfaction: the data

All things considered, how satisfied are you 
overall with the Medical Therapy Unit (MTU)?  

Very satisfied 50% 121

Somewhat satisfied 28% 69

Somewhat dissatisfied 11% 27

Very dissatisfied 6% 14

Don’t know/Not sure 5% 13
FHOP Survey of Families 2010
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Family Involvement and 
Satisfaction: the data
How helpful is you CCS Case Manager? (N= 151)

52%

25%
16%

7%

0%

10%

20%

30%

40%

50%

60%

Very helpful Helpful Only a little
helpful

Not at all
helpful

FHOP Survey of Families 2010

42

Family Involvement and 
Satisfaction: the data

Access to Interpretation Services
• 8.1% (25) families reported needing 

interpretation services to communicate with 
their child’s medical provider in the last 12 
months

• Among the 30 families having needed 
interpretation services, 30% (9) only 
sometimes got this service and 13% (4) 
never got this service

FHOP Survey of Families 2010
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Medical Home
• Definition - accessible, continuous, 

comprehensive, family centered, 
coordinated, compassionate, and culturally 
effective and delivered or directed by a well-
trained primary care or specialty physician 
who helps to manage and facilitate 
essentially all aspects of care for the child 

Priority: Increase number of family-
centered medical homes for CSCHN and 
the number/% of CCS children who have 
a designated medical home. 

44

Medical Home: What we heard

• Some problems accessing primary care
• Delays accessing specialty care
• Use of ER services because of lack of access to 

timely care
• Delays in getting DME and kids having outgrown 

DME when it arrives
• Lack of timely DME leading to delayed 

discharges
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Medical Home: What we heard

• Poor communication and coordination 
between primary and specialty care 
providers

• Parents playing a big role in coordinating 
care for their child

• Many barriers to physician participation in 
CCS – delays in payments, complex paper 
work, concerns about Medi-Cal

• Reductions of staff at the state level to 
administer CCS and provide leadership, 
enforce standards, panel physicians 

46

Medical Home: The data
• 58% of CSHCN lack a medical home 

(NS-CSHCN CA data)
• African Amer. and Latino CSHCN 

significantly more likely to lack medical 
home than white CSHCN

• 87% - CA average for primary care 
provider listed for CCS clients (CMSNet) 

• 95% of families reported that their child 
has a primary care provider (FHOP 
Family Survey)
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Medical Home : the data
Family ratings on access to MD most important to 

child:
• 8% (26) – poor rating on being easy to contact 

by phone
• 19% (45) – poor rating on being available to give 

medical care or advice at night and on 
weekends

• 15% (37) – poor rating on being easy to reach in 
an emergency

FHOP Survey of Families 2010

48

Medical Home: the data
From the FHOP Survey of CCS Families 2010
ER Visits
• 13% (40) families report going to the 

hospital emergency room in the last 12 
months for problem/illness that could have 
been taken care of by their child’s health 
care provider if been able to talk to or see 
the provider earlier.

• 36 of these families reported a combined 
total of 82 of these ER visits in the last year, 
with one family reporting 7 visits.
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Medical Home: The data

ER Visits
• 93% (123) of respondents to the HHPCCS 

survey agreed that CCS should work with 
primary care physicians and care coordinators to 
develop approaches (such as implementing 
enhanced medical homes) that could decrease 
ER visits and hospitalizations for CCS children.

FHOP Survey of Families 2010

50

Medical Home: The data

• Among LA children in Medi-Cal, more 
children in CCS (85.2%) than in the 
general population of CSHCN (72.2%) 
have a personal doctor (LA Survey 2005)

• LA survey found that as children get older, 
less likely to have personal doctor
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Primary care access problems
• 13% (44) reported some problems getting 

primary care services and 3% (20) reported 
a lot of problems

• Frequent Problems include not being able to 
find a primary care provider with the 
necessary skills and experience, and 
coordination between primary and specialty 
care providers

Medical Home: The data

FHOP Survey of Families 2010

52

Medical Home: the data
Specialty Care Provider Access Problems
• 18.2% (62) reported some problems getting 

specialty care services and 7.6% (26) 
reported a lot of problems.

• Most frequently reported problem: getting 
an appointment. 

• Other frequent problems: getting a referral, 
not being able to find specialist with the 
need skill and experience, and coordination 
between primary and specialty care 
providers, and refusal by the health plan to 
pay for the service

FHOP Survey of Families 2010
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Medical Home: The data

Unmet Needs
From the FHOP Survey of CCS Families 2010
• 27% (43) of families reported their child 

needed physical therapy but did not receive 
it

• 18% (27) of families reported their child 
needed occupational therapy but did not 
receive it

• 34% (32) of families reported their child 
needed speech therapy but did not receive it

54

Medical Home: The data
Unmet Needs (cont.)
• 33% (95) families report attending family 

support groups 
• Of the 239 families not currently attending 

family support groups, 39% (94) would like 
to attend 

• Only 29% (85) of families report that anyone 
from the CCS program told them that CCS 
could help them find emotional support, 
community resources, and family/individual 
counseling for their child and family

• Only 20% (56) of families report that anyone 
from the CCS program referred them to any 
family to family support services 
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Medical Home: the data

Too few DME providers being available 
due to low reimbursement rates. 71% (44)

DME providers refusing to provide 
certain kinds of equipment due to low 
reimbursement rates for that 
equipment.

69% (41)

Client discharges being delayed 
because of delays in getting DME 
(e.g. ventilators, apnea monitors, 
wheel chairs

58% (42)

Physicians reporting the following are FREQUENTLY a 
problem:

Physician Survey 2009

56

Medical Home: the data
Administrative Processing Times: The good news

2 Days or Less 3 days to 1 wk
Within 1 

week
Within 2 
weeks

Referral Until opened 12% (4297) 27% (9952) 39% 60%
Referral until first SAR 

auth 7% (3033) 19% (8113) 22% 42%

SAR request to auth.* 25% (14008) 26% (14790) 51% 67%
Hemo. Oncol. SAR to 

auth. 42% (1675) 18% (713) 60% 70%
HHA SAR to Auth 37% (749) 25% (496) 62% 75%
Wheelchair SAR to 

auth. 39% (2398) 17% (1040) 46% 58%

Source: CMSNet 2009, * includes LA Data

Appendix 18
CCS Stakeholders May Meeting Presentation

Title V CCS Needs Assessment 2010
Family Health Outcomes Project UCSF



29

57

Medical Home: the data
Administrative Processing Times: The bad news

2 Months or more

Referral Until opened 9% (184)
Referral until first SAR 

auth 15% (6507)
SAR request to auth.* 7% (2679)

Hemo. Oncol. SAR to auth. 8% (4426)
HHA SAR to Auth 11% (727)

Wheelchair SAR to auth. 10% (414)
Source: CMSNet 2009, * includes LA Data

58

Medical Home: the data
• CSCC Survey indicated:

– Roughly 22% of positions for specialty 
physician unfilled (33% for neurologists)

– Long wait times for accessing specialists
• 39 days to  see Pediatric Cardiologist 

for a suspected heart conditions
• 53 days to see Otolaryngologist for 

suspected hearing loss
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Medical Home: the data
Barriers to Physician Participation in CCS:

Time consuming and difficult paper 
work to complete to get reimbursed 78% (98%)

Delays in payments for the services 
provided to CCS children 67% (97%)

Low Medi-Cal outpatient reimbursement 
rates for care of CCS children 60% (97%)

The need to coordinate services for 
CCS children and the lack of 
information on how to do it 59% (85%)

Physician Survey 2009 and HHPCSS Survey 

MDs (HHPCCS)

60

Medical Home: the data
Strategies STRONGLY AGREED to for increasing 

Physician Participation in CCS:

Increase the reimbursement rates paid 
to physicians to care for CCS clients. 88% (80%)

Provide ongoing assistance with 
authorizations and billing for services 
once physicians are paneled. 79% (78%)

Better align Codes and reimbursement 
rates to allow for outpatients tests 
and procedures where appropriate 78% (68%)

Physician Survey 2009 and HHPCSS Survey 

MDs (HHPCCS)
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Medical home: the data

Top barriers to DME Supplier participation in 
CCS

Low reimbursement rates 53.8% (7)

Delays in payments for the services 
provided to CCS children 53.8% (7)

Time consuming and difficult paper work 
to complete to get reimbursed 92.3% (12)

62

Medical Home: Possible 
Priorities

Priority: Increase number of family-
centered medical homes for CSCHN 
and the number/% of CCS children who 
have a designated medical home. 
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Medical Home: Possible 
Priorities

Priority: Increase access of CCS children to 24-
7 medical consultation and urgent care 
services from the child’s usual sources of 
primary and specialty care to decrease 
unnecessary ER visits and hospitalizations

Priority: Increase timely access of CCS children 
to durable medical equipment

64

Medical Home: Possible 
Priorities

Priority: Expand the number of qualified 
providers participating in the CCS program, 
e.g., medical specialists, primary care 
physicians, audiologists, occupational and 
physical therapists, and nutritionists

Priority: Increase access of CCS children to 
preventive health care services (primary 
care, well child care, immunizations, 
screening) as recommended by the AAP
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Insurance Coverage

• MCHB Outcome #3: Families of CSHCN 
have adequate private and/or public 
insurance to pay for the services they 
need.

66

Insurance Coverage: What we 
heard

From Families:
• Having private insurance and CCS 

makes it harder to get care
• Medi-cal and private insurance don’t 

understand the needs of CSHCN
• Having to pay out of pocket for 

expenses they can’t get covered
• Medi-Cal workers even more 

overwhelmed than CCS
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Insurance Coverage : the data

Experience of families who have a child covered 
by BOTH private insurance and CCS (n=167)

Having private insurance along with 
CCS makes it easier to get services

47% (78)

Having private insurance along with 
CCS makes it harder to get services

22% (36)

Not sure if also having private 
insurance make it easier or harder

32% (53)

FHOP Survey of Families 2010

68

Insurance Coverage : the data

Reasons families have trouble getting 
needed care

Type of insurance that covers 
their child insurance

37% (105)  

Lack of insurance 22% (63)

Changes in insurance 21% (59)
FHOP Survey of Families 2010
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Insurance Coverage: the data
• Looking more broadly at CSHCNs in CA, 

35.5% report that their current insurance is 
inadequate to meeting their child’s health care 
needs

• Shift to public coverage:

From the National Survey of CSHCN 2005/2006

Private or employer- based 
insurance only Public insurance only

2001 05/06 2001 05/06
72.2* 63.6 16.6* 26.2 a

70

Insurance Coverage: Possible 
Priorities

• Priority: Increase access to CCS services 
by increasing the financial eligibility limit 
($40,000 limit)

• Priority: Implement a system of standards 
of service delivery for all children with CCS 
medically eligible conditions regardless of 
insurance coverage.
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Organization of Services
• MCHB Outcome #5: Community-

based services for children and 
youth with special health care 
needs are organized so families can 
use them easily.

72

Organization of Services: What 
we heard

• Inconsistencies between Counties in 
services covered and in wait times for 
authorizations

• CCS deals with conditions, not the whole 
child

• Challenges in care coordination due to 
carve out

• Desire for ‘whole child’ approach
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Organization of Services: what 
we heard

• Variations between counties in size of 
case load for case management

• CCS should re-examine eligibility, 
particularly for less complex, short term 
conditions and NICU care without a CCS 
Diagnosis 

74

Organization of Services: the 
data

Thinking about services your child needs, are 
those services organized in a way that makes 
them easy to use? 

Always 24% 73
Usually 41% 124
Sometimes 26% 79
Never 6% 18
Don't know/Not sure 4% 11

answered question 305

FHOP Survey of Families 2010

65%
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Organization of Services: the 
data

Who should be able to 
provide case management 
for children in CCS ?

Hospitals/
Health Plans/ CCS 

Prog. Survey
Physician

Survey

RNs, PHNs, Medical 
Consultants, or Social 
Workers 

93.8% 83.3%

Certified case managers 42.8% 81.7%
Specially trained but 

unlicensed staff 24.1% 21.7%

FHOP Survey Of Hospitals, HP, and CCS; and Physician Survey

76

Organization of Services: the 
data

One System of Care
• 84.1% (117) of Hospital/Health Plan/CCS 

Programs respondents and 75.2% (88) of 
Physicians agreed it would be more 
efficient and effective to have one system 
of care for children with CCS-eligible 
conditions.
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Organization of Services

Agree Strongly 41.5% 49

Agree Somewhat 36.4% 43

Disagree Somewhat 7.6% 9

Disagree Strongly 5.9% 7

Don’t know/ Not sure 8.5% 10

Re-examine medical eligibly for CCS to focus on longer 
term conditions that need intensive case management and 
care coordination 

FHOP Survey Of Physicians Survey, 2009

78

Organization of Services
NICU care for infants should only be covered by CCS if the 
infant has been diagnosed with a CCS-eligible condition, 
otherwise the cost of the NICU care should be covered by the 
child’s health plan 

Agree Strongly 32.1% 25

Agree Somewhat 26.9% 21

Disagree Somewhat 6.4% 5

Disagree Strongly 11.5% 9

Don’t know/ Not sure 23.1% 18

FHOP Survey Of Physicians, 2009

Appendix 18
CCS Stakeholders May Meeting Presentation

Title V CCS Needs Assessment 2010
Family Health Outcomes Project UCSF



40

79

Organization of Services: the 
data

If CCS services were integrated into Medi-Cal 
managed care plans, the CCS program, CCS 
standards, and CCS guidelines and special 
care centers would be compromised.

Hosp./HP/CCS 65% Agree (87)
20% (27) Disagree 

Physicians 58% Agree (68)
18% Disagree (22)

80

Organization of Services: the 
data

Special Care Centers should hire primary 
care providers (physicians and nurse 
practitioners) to provider primary care 
services to CCS clients.
HHPCCS 45% (60) Agree

35% (47) Disagree
Physicians 58% (69) Agree

27% (31) Disagree
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Organization of Services: the 
data

• 24% (32) of respondents to the Hosp./Health 
Plans/CCS Programs survey agreed that 
Medical eligibility determinations should be 
made at a regional or statewide level instead of 
by Counties’ CCS Medical Eligibility consultants’

• 67% (78) of Physician Survey respondents 
agreed

82

Organization of Services: Potential 
Priorities

Priority: Develop and implement strategies to 
facilitate reimbursing providers in a more 
timely fashion. 

Priority: Develop and implement to 
identify/create IT and other solutions to 
facilitate more rapid determinations of 
eligibility and authorizations and 
communication between CCS and providers
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Organization of Services: 
Potential Priorities

Priority: Decrease the time between referral 
to CCS and authorization of CCS services, 
particularly in dependent counties. 

84

Organization of Services: 
Potential Priorities

Priority: Increase the capacity of the State 
CCS program to more quickly panel 
providers and make eligibility and 
authorization determinations, to update 
and enforce CCS standards, and to 
work with Counties to adopt strategies 
and best practices to reduce variation 
between Counties and implement 
administrative efficiencies.
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Transition to Adulthood

• MCHB Core Outcome #6: Youth with 
special health care needs receive the 
services necessary to make transitions 
to all aspects of adult life, including 
adult health care, work, and 
independence.

86

Transition to Adulthood: What 
we heard

• Very hard to find a provider to see CCS 
clients as they age out

• Lack of transition planning
• No organized system of care for YSCHN 

to transition into
• Lack of insurance coverage a major 

problem

Appendix 18
CCS Stakeholders May Meeting Presentation

Title V CCS Needs Assessment 2010
Family Health Outcomes Project UCSF



44

87

Transition to Adulthood: The 
data

• NS-CSHCN - 37% of youth in CA achieved this 
outcome

• FHOP survey of Physicians
• 63% who worked with transition age youth report 

it is very hard to find a new PCP
• 69% who worked with transition age youth report 

it is very hard to find a new specialty care 
provider

88

Transition to Adulthood: the data

35% (99) of respondents have a child 14 or older that 
is/was covered by CCS
– 21 (21%) have a plan for addressing changing needs 

developed with child’s doctors or other health care 
providers

– 27% (27) report that child’s doctors or other health 
care providers discussed having child eventually see 
doctor who treats adults

– 19% (19) report child received any vocational or 
career training to help (him/her) prepare for a job 
when an adult

– 26% (26) report child’s CCS case manager has 
talked to them and child about transition to adult 
providers
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Transition to Adulthood: the 
data

• Suggestions to improve transition from 
HHPCCS Survey
– All rated as very helpful (see listing in 

summary sheet)
– Suggestion most highly rated on Physician 

survey: having insurance that covers the cost 
of care and coordination

90

Transition to Adulthood

Priority: Increase access to services for CCS 
youth, 17-21 years of age

Priority: Work with medical providers to 
identify methods, materials and protocols 
to increase transition planning services 
provided to CCS youth 
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Interrelated components

Physician
Supply

Access 
to Care

Cost of 
care

Budget cuts, 
Reduced staff

Lack of Primary 
Care/ Medical 

Home

Instructions for 
Breakout Groups
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Breakout Group –Assign Tasks 
Instructions

• Select recorder to enter info into the 
laptop

• Select recorder for butcher block
• Select presenter to report back for the 

group

94

Breakout Groups: Mission

• Review draft list of priorities and:
– Add priorities if needed
– Delete priorities if not needed
– Reword listed priorities

GOAL: Manageable list of priorities 
for Stakeholders to rank
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Children with Special Health Care Needs 

Prevalence Information 
  
 
Prevalence of CSHCN Population  
 
From the National Survey of CSHCN 2005/2006i

 
Percent of children identified as having special health care needs 
 
 
 

   

 2001 2005/2006
California % 10.3 9.9* 
Nationwide % 12.8 13.9** 

 
Prevalence by Race/Ethnicity, 2005/2006i 

 
 Hispanic White Black Multiracial Other 
California %: 
 Sample Size: 
 Est. Pop.: 

6.2 
390 

271,166 

13.9 
590 

444,961 

15.1 
91 

98,192 

17.1 
67 

53,266 

6.3 
82 

64,931 
Nationwide %: 
Sample Size: 
 Est. Pop.: 

8.3 
5,402 

1,175,345 

15.5 
37,336 

6,509,153 

15.0 
5,829 

1,607,185 

17.9 
2,163 

369,120 

8.2 
2,071 

299,111 
 
• There are no significant differences between CA and the nation in terms of prevalence of 

CSHCN by race/ethnicity  
• Nationally, the prevalence for White, Black, and Multiracial children increased since 2001 

and this difference is statistically significant.  There are no significant differences from 2001 
to 2005/2006 in prevalence between Racial/Ethnic groups in California. 

 
Prevalence by Age 2005/2006i

 
 0 – 3 yrs. 4 – 7 yrs. 8 – 11 yrs. 12 – 14 yrs. 15 – 17 yrs.
California % 4.9* 9.8* 11.0* 11.5* 13.2* 
Nationwide % 7.2 13.2 16.5 16.7 16.9 

 
• Compared to the nation, significantly fewer children at all ages are identified as CSHCN 
• Nationally, the prevalence of CSHCN for children ages 0-3 years, 4-7 years, 8-11 years, 

and 15-17 years has increased from 2001 to 2005/2006 and this difference is statistically 
significant.  There are no significant differences from 2001 to 2005/2006 in prevalence by 
age group in California. 

 
Prevalence and Public Insurance  
From the “Experiences with health care for California’s children with special health care needs”ii

 
• About 15% of California’s CSHCN receive specialty care through the CCS program. 

(150,000 annually). 
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• The prevalence is lower for MediCal and Healthy Families   
 

Percent of children enrolled with special health care needs, 2001
 

 % 
Medi-Cal 7.4 
Healthy Families 3.5 

 
 
 
 
Prevalence of CSHCN Population by Household Income, 2005/2006i

 
 0 - 99% FPL 100 - 199% FPL 200 - 399% FPL 400% FPL or greater 

California % 7.1*^ 9.5* 10.9* 11.4* 
Nationwide % 14.0 14.0 13.5 14.0 

Note: FLP = Federal Poverty Level 
 
• In 2001, the poorest children in CA (199% of the FPL or less) were significantly less likely 

than the poorest children in the nation to be identified as CSHCN. In 2005/2006, fewer 
children in California at all household income levels were identified as CSHCN compared to 
children nationwide.  

• In California in 2005/2006, children in households earning 99% or less of the FPL are 
significantly less likely to be identified as a CSHCN than children in households earning 
200% or greater than the FPL. 

 
 

Prevalence of CSHCN by Criteria for Qualifying as a CSHCN for All Children 0-17, 
2005/2006i

 
 
 
 
 
 
 
 
 

Screening Criteria California % Nationwide %
Use of prescription medication  7.2* 10.9 
Elevated need/use of medical, mental 
health or educational services  

3.8* 5.3 

Functional limitation  2.1* 3.0 
Need/use of specialized therapies  1.6* 2.4 
Emotional, developmental or 
behavioral conditions 

2.7* 3.9 

• Nationally, the percent of children qualifying based on use of prescription medication has 
increased from 9.5% in 2001 and this difference is statistically significant.  

 
 
Prevalence of CSHCN by Specific Types of Special Health Needs for All Children 0-17, 
2005/2006i

 
 
 
 
 
 
 
 
 
 
 

Type of Health Need California % Nationwide %
Conditions that result in functional 
limitations 

2.1* 3.0 

Condition managed by prescription 
medication 

4.1* 6.1 

Condition requires above routine use 
of medical, mental health or other 
services 

1.9 2.0 

Condition required prescription 
medicine and above routine use of 
services 

1.8* 2.9 
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Demographics of CSHCN Population in CA and Nationally 
 
Race/Ethnicity 
From the National Survey of CSHCN 2005/2006 
 

 Hispanic White Black Multiracial Other 
California % 29.1* 47.7* 10.5* 5.7 7.0 
Nationwide % 11.8 65.4 16.1 3.7 3.0 

 
• Significantly more of the CSHCN in CA are Hispanic, and significantly fewer are white or 

black, consistent with the racial/ethnic composition of CA compared to the nation, 
• There are no significant differences from 2001 to 2005/2006 in distribution of CHSCN 

between Racial/Ethnic groups in California. 
 
From the 2005 Los Angeles CCS Parent Survey iii

 
 Hispanic White Black 
Los Angeles % 80.2 5.8 8.3 

 
 
Age of the CSHCN population 
From the National Survey of CSHCN 2005/2006 i

 
 0 – 3 yrs. 4 – 7 yrs. 8 – 11 yrs. 12 – 14 yrs. 15 – 17 yrs. 
California % 10.5 22.2 25.0 20.1 22.3 
Nationwide % 11.1 21.4 25.7 20.8 20.9 

 
 
From the 2005 Los Angeles CCS Parent Survey iii

 
 <5 years 6-11 years 12-17 years 18-21 years 
Los Angeles % 34.8 25.7 30.0 9.2 

 
 
Demographics and types of needs for CSHCN population 

 
How Many CSHCN Qualified On Specific Types of Special Health Needs Screening Criteria 
From the National Survey of CSHCN 2005/2006 i

 
 
 
 
 
 
 
 
 
 
 
 

Screening Criteria California % Nationwide %
Elevated need/use of medical, 
mental health or educational 
services  

19.6* 14.3 

Conditions result in functional 
limitation  

21.3 21.3 

CSHCN whose conditions are 
managed w/ prescription medicines 
only 

41.2 43.7 

Conditions require prescription 
medicine AND above routine use 
of services 

17.9 20.7 
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Percent CSHCN  by number of Criteria that apply 
From the National Survey of CSHCN 2005/2006 i 

 
 One Two Three Four or five 
California % 56.7 23.1 10.6 9.6 
Nationwide % 55.2 20.8 12.7 11.4 

 
 
From the “Your Voice Counts!!” Survey iv: 
• Most children were affected by more than one condition.  37% had two or three conditions, 

53% had four or more conditions.  Fourteen percent of the children were technology 
dependent or assisted, needed things such as a feeding tube, shunt, or ventilator, etc. 

 
 

Impact of Health Conditions 
 

From the National Survey of CSHCN 2005/2006 i

• 34.8% of CSHCN in CA never have their daily activities limited or affected by their health 
condition, 41.5% have their daily activities moderately affected and 23.6% have them 
consistently affected. These rates are similar to national rates and they do not differ 
significantly from 2001 rates. 

• 53.5% of CSHCN in CA missed 0 – 3 days of school due to illness, 19.8% missed 4 to 6 
days, 11.3% missed 7 to 10 days, and 16.2% missed 11or more days. These rates are 
similar to national rates and they do not differ significantly from 2001 rates. 

 
 
 
Diagnoses among CCS clients 

 
From 2005 Los Angeles CCS Parent Survey 
 

Medical Conditions of Children in CCS 
 

Heart disease/defect 10.6% 
Prematurity/low birth weight 9.4% 
Deafness/hearing 7.0% 
Mental retardation/dev’t delay 6.5% 
Asthma 5.9% 
Cerebral palsy 5.4% 
Diabetes 5.0% 
Blindness/vision 5.0% 
Seizures/epilepsy 4.0% 
Injury 4.0% 
Cleft lip/palate 3.3% 
Physical malformation 2.9% 
Kidney 2.8% 
Cancer 2.0% 
Spina bifida 1.6% 
Scoliosis 1.4% 
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Active Cases (including LA )through 4/12/2010 From CMS Net 

 
Primary Diagnosis N % 

Undiagnosed Condition 50  0.0 
01 Infectious/parasitic 
(includes HIV, Hepatitis. Viral and other infections, immunizations and screening) 702  0.4 
02 Neoplasms  
(cancers) 7,748  4.4 
03 Endocr/nutrit/metab/immune  
(includes thyroid disorders, diabetes, other endocrine disorders, nutritional 
deficiencies, cystic fibrosis, sickle cell, anemia, and coagulation disorders) 21,117  12.1 
05 Mental Illness 
(includes delirium, developmental disorders, mood disorders, alcohol and 
substance-related disorders, suicide and self-inflicted injury, and other mental 
disorders) 2,706  1.6 
06 Nervous/Sensory 
(includes meningitis, encephalitis, paralysis, epilepsy, blindness and other eye 
problems, and hearing disorders) 46,455  26.6 
07 Circulatory 
(includes heart valve problems, dysrhythmia, cardiac arrest, and acute 
cardiovascular disease) 6,641  3.8 
08 Respiratory 
(Asthma and other respiratory problems) 2,194  1.3 
09 Digestive 
(includes teeth and mouth problems, gastritis, stomach problems, appendicitis, 
hernia, ulcerative colitis and other digestive problems) 7,747  4.4 
10 Genitourinary 
(include nephritis, renal failure, urinary tract infections, kidney and bladder 
problems) 5,321  3.1 
11 Preg/Birth/Puerperium Cx 
(includes pregnancy complications, pelvic obstructions, other birth complication, 
and normal pregnancy and delivery) 59  0.0 
12 Skin/subcutaneous 
(includes skin infections and ulcers on the skin) 395  0.2 
13 Muscle/skeleton/connective 
(includes arthritis, other joint problems, connective tissue problems, bone 
problems, and other acquired deformities) 8,013  4.6 
14 Congenital anomalies 
(including cleft lip, cleft palate, cardiac and other congenital anomalies) 39,723  22.8 
15 Perinatal conditions 
(including low birth weight, respiratory distress, birth trauma and other perinatal 
diagnoses) 9,963  5.7 
16 Injury/poison 13,338  7.6 
17 Symptoms/signs/factors 
(includes exams, evaluations, and other screenings) 1,700  1.0 
18 Injury Unclassified 549  0.3 
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Deaths among CCS clients 2008 and 2009 From CMS Net 

Deaths 2008 2009 
Primary Diagnosis N %  N %  

01 Infectious/parasitic 
(includes HIV, Hepatitis. Viral and other infections, immunizations and 
screening) 4 0.4 1 0.1
02 Neoplasms  
(cancers) 117 10.5 109 10.5
03 Endocr/nutrit/metab/immune  
(includes thyroid disorders, diabetes, other endocrine disorders, nutritional 
deficiencies, cystic fibrosis, sickle cell, anemia, and coagulation disorders) 51 4.6 37 3.6
05 Mental Illness 
(includes delirium, developmental disorders, mood disorders, alcohol and 
substance-related disorders, suicide and self-inflicted injury, and other 
mental disorders) 6 0.5 7 0.7
06 Nervous/Sensory 
(includes meningitis, encephalitis, paralysis, epilepsy, blindness and other 
eye problems, and hearing disorders) 166 14.9 189 18.2
07 Circulatory 
(includes heart valve problems, dysrhythmia, cardiac arrest, and acute 
cardiovascular disease) 57 5.1 70 6.7
08 Respiratory 
(Asthma and other respiratory problems) 58 5.2 53 5.1
09 Digestive 
(includes teeth and mouth problems, gastritis, stomach problems, 
appendicitis, hernia, ulcerative colitis and other digestive problems) 15 1.3 13 1.3
10 Genitourinary 
(include nephritis, renal failure, urinary tract infections, kidney and bladder 
problems) 9 0.8 7 0.7
11 Preg/Birth/Puerperium Cx 
(includes pregnancy complications, pelvic obstructions, other birth 
complication, and normal pregnancy and delivery) 0 0 1 0.1
12 Skin/subcutaneous 
(includes skin infections and ulcers on the skin) 4 0.4 13 1.3
13 Muscle/skeleton/connective 
(includes arthritis, other joint problems, connective tissue problems, bone 
problems, and other acquired deformities) 208 18.7 173 16.6
14 Congenital anomalies 
(including cleft lip, cleft palate, cardiac and other congenital anomalies) 307 27.5 275 26.4
15 Perinatal conditions 
(including low birth weight, respiratory distress, birth trauma and other 
perinatal diagnoses) 98 8.8 82 7.9
16 Injury/poison 11 1.0 5 0.5
17 Symptoms/signs/factors 
(includes exams, evaluations, and other screenings) 4 0.4 5 0.5
Total 1115 100.0 1040 100.0
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Birth Defects Data 
Estimates from California Birth Defects Monitoring Program registry data 1999-2003 

 
http://www.cbdmp.org/gd_california.htm  

                                          
i Child and Adolescent Health Measurement Initiative. 2005/06 National Survey of Children with Special 
Health Care Needs, Data Resource Center for Child and Adolescent Health website. Retrieved [04/08/10] 
from www.cshcndata.org 
ii Inkelas M, Ahn P, Larson K. 2003. “Experiences with health care for California’s children with special 
health care needs.” Los Angeles, CA: UCLA Center for Healthier Children, Families and Communities  

iii Inkelas M, Samson K. Specialty Health Care for Children in the Los Angeles California Children’s 
Services Program (CCS) Report. UCLA Center for Healthier Children, Families and Communities. 2005. 
iv Wells, N., Doksum, T., Martin, L., Cooper, J. (2000) What Do Families Say About Health Care for 
Children with Special Health Care Needs in California?  Your Voice Counts!! Family Survey Report to 
California Participants.  Unpublished manuscript.  Boston, MA: Family Voices at the Federation for 
Children with Special Health Care Needs. 
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Children with Special Health Care Needs 
Family-Centered Care 

  
 
MCHB Outcome #1: Families of children and youth with special health 
care needs partner in decision making at all levels and are satisfied with 
the services they receive. 
 
From the National Survey of CSHCN 2005/2006i

 
Family centered care outcome successfully achieved 
 

California % 46.6* 
Nationwide % 57.4 
The numbers are not significantly difference from 2001. 

 
Family centered care outcome successfully achieved, by insurance type in California 
 

Public Insurance % 40.6 
Private Insurance % 52.0 
This pattern is seen in the national data and the difference is significant. 

 
Family centered care outcome achieved, by race/ethnicity 
 

 Hispanic White Black Multiracial Other 
California %: 39.5 50.3 51.4 52.5 38.0 
Nationwide %: 46.4** 60.1** 53.5 56.7 47.2 

In 2001, similar patterns are seen.  In 2001 compared to 2005/2006, fewer Hispanic CSHCN 
(28.6%) and more White CSHCN (62.3%) achieved the outcome; however, this difference is 
between the years is not significant for either group. 

 
Parent Satisfaction with Services/Care 
From the FHOP Survey of CCS Families 2010 
 
All things considered, how satisfied are you overall with the CCS program?  

 Response % Count 
Very satisfied 44% 126 
Somewhat satisfied 39% 113 
Somewhat dissatisfied 11% 31 
Very dissatisfied 5% 14 
Don't know/Not sure 1% 4 

answered question 288 
 

All things considered, how satisfied are you overall with the Medical Therapy Unit (MTU)?  
 Response % Count 
Very satisfied 50% 121 
Somewhat satisfied 28% 69 
Somewhat dissatisfied 11% 27 
Very dissatisfied 6% 14 
Don’t know/Not sure 5% 13 

answered question 244 
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CCS Case Management 
From the FHOP Survey of CCS Families 2010 
 

How helpful is you CCS Case Manager? (N= 151)

52%

25%
16%

7%

0%

10%

20%

30%

40%

50%

60%

Very helpful Helpful Only a little
helpful

Not at all
helpful

 
 
 
Overall, how satisfied are you with the help you have received in coordinating your child’s care 
 

 Response % Count 
Very satisfied 37% 100 
Somewhat satisfied 33% 91 
Somewhat dissatisfied 19% 52 
Very dissatisfied 11% 29 

answered question 272 
 
Primary Care and Specialty Care 
 
• 13% (44) respondents think that their primary care provider does not have the skills and 

experience necessary to care for their child 
• 88% (257) of families say that it is very important to have ONE person who knows their child 

and can help them understand what their child needs and connect their child to the services 
he/she needs 

 
What kind of doctor or other health care provider is most important to your child’s care now 
 

 Response % Count  
Primary care doctor (such as a pediatrician, or 
family medicine doctor) 34.7% 118 

Specialist doctor 59.7% 203 
Other health care provider 4.4% 15 
Don’t know/Not sure 1.2% 4 

answered question 340 
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Please tell us about your child’s experience with THERAPY in the last 12 months. Please check all 
that apply. 

PHYSICAL THERAPY  OCCUPATIONAL THERAPY SPEECH THERAPY 

Answer Options Yes % 
Yes 
total No % 

No 
Total Total 

Yes 
% 

Yes 
total 

No 
% 

No 
Total Total

Yes 
% 

Yes 
total 

No 
% 

No 
Total Total 

a. My child needed this therapy 91% 191 9% 19 210 88%       175 13% 25 200 60% 110 40% 73 183 
b. My child received this therapy. 84% 161              16% 30 191 90% 160 10% 18 178 75% 83 25% 28 111
c. My child needed but did not get this 
therapy. 27%              43 11673% 159 18% 27 82% 125 152 34% 32 66% 63 95
d. I was satisfied with the therapy my 
child received. 70%               122 30% 53 175 74% 124 26% 43 167 54% 53 46% 45 98
e. Having therapy available at my child’s 
school was helpful. 80%               91 20% 23 114 86% 96 14% 16 112 80% 67 20% 17 84
f. Having therapy appointment times 
from 7:00 AM to 6:30 PM was helpful. 94%               143 6% 9 152 88% 127 12% 17 144 72% 48 28% 19 67
g. Getting a referral for this therapy was 
a problem. 19%               30 81% 132 162 12% 18 88% 136 154 33% 27 67% 56 83
h. Getting an appointment was a 
problem. 17%               29 83% 139 168 14% 23 86% 137 160 27% 22 73% 60 82
i. Getting dropped from the therapy 
schedule because we missed too many 
appointments was a problem. 3%               5 97% 142 147 2% 3 98% 142 145 5% 4 95% 75 79
j. Finding a therapist with the skill and 
experience to care for my child was a 
problem. 25%               41 75% 124 165 23% 36 77% 121 157 45% 39 55% 47 86
k. It was a problem getting the number of 
visits my child needed. 44%               75 56% 95 170 33% 54 67% 110 164 47% 40 53% 45 85
l. It was problem getting transportation to 
the therapy appointment. 18%               29 82% 134 163 13% 21 87% 135 156 13% 10 88% 70 80
m. Coordination between my child’s 
therapist and other providers was a 
problem. 20%               32 80% 128 160 16% 25 84% 128 153 24% 19 76% 61 80
n. The amount we had to pay was a 
problem. 8%               12 92% 145 157 6% 9 94% 143 152 16% 13 84% 67 80
o. My child’s health care coverage would 
not pay. 21%               28 79% 108 136 20% 27 80% 107 134 32% 25 68% 52 77
p. Other problems 33% 29 67% 58 87           30% 24 70% 57 81 48% 22 52% 24 46

* Differenc
** Differe
^
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Communication With and Between Providers 
From the LA CCS Survey 2005 

• 66.5% of parents said that the child’s health care providers usually or always: provided 
information, listened carefully, sensitive to family customs and customs, treated the 
parent like a partner in care, and spent enough time with the child. 

 
Parents’ rating of Communication between Medical Providers

Excellent or very good % 63.4 
Fair or poor % 13.7 

 
Family Participation and Having a Personal Provider 
 Parents always receive information they need about managing condition 

Child has multiple providers 73.7 
Child has single provider 64.5 
Child does not have a provider 47.6 

 
Parents’ rating communication as excellent or good 

Child has multiple providers 84.8 
Child has single provider 86.2 
Child does not have a provider 73.8 

 
Communication and Access to Interpretation Services 
 
From 2010 FHOP Survey of CCS Families 
• 8.1% (25) families reported needing interpretation services to communicate with their child’s 

medical provider in the last 12 months 
• Among the 30 families having needed interpretation services, 30% (9) only sometimes got 

this service and 13% (4) never got this service 
 
From the LA CCS Survey 20051

• About three-quarters (75.4%) of parents always received interpreter services when 
needed. 
 
Interpreter needed, by insurance type 

Medi-Cal Only % 44 
Healthy Families % 38 
Private Insurance % 8 

 
• 86% of parents said that they were always confident that translated information between 

the parent and the child’s providers is accurate.  
• 28.3% of parents report ever used a friend or relative to interpret for them and the child’s 

providers. 13.8% report using a child under 18 to translate. 
 
From the “Your Voice Counts!!” Survey 
• Parents who responded in Spanish were less satisfied in terms of overall quality of care from 

their doctors, their doctor’s overall communication with the family, and their waiting times.  
Spanish respondents were more satisfied with their doctor’s respect for their child and the 
family than those responding in English 

                                          
1 In the LA CCS Survey sample, about 80.2% of children are reported as Hispanic, compared to 31.0% of 
CSHCN in California from the 2001 NS CSHCN. 
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Quality of the Provider-Parent Relationship 
 
From “Experiences with health care for California’s children with special health care needs” 2003 
 
Research generally shows that a good interpersonal relationship between the provider and 
parent/child improves adherence to medical advice, patient satisfaction, self-rated access to 
care, fewer unmet needs and fewer emergency department visits. 
 
• Fewer children in Medi-Cal (62%) than with private insurance (82%) were reported to have 

enough time with their providers. 
 

 
From the FHOP Survey of CCS Families 2010 
 
How well is this doctor or other health care provider who is most important to your child’s 
care doing on…  
 
  Excellent Good Okay Poor Total
a. Overall, providing quality care? 58% 184 33% 106 9% 29 0% 1 320 
b. Explaining about my child’s health 
needs in a way that I can understand? 57% 184 34% 108 8% 26 1% 4 322 
c. Being easy to contact by phone? 40% 125 32% 100 19% 60 8% 26 311 
d. Being available to give medical care 
or advice at night and on weekends? 31% 72 26% 61 25% 58 19% 45 236 
e. Giving me reassurance and 
support? 47% 144 27% 84 19% 60 7% 21 309 
f. Being easy to reach in an 
emergency? 39% 98 26% 67 20% 52 15% 37 254 
g. Including my family in decision 
making and Giving me updated 
information about medical research 
that might help my child? 47% 140 27% 82 16% 48 10% 31 301 
h. Showing respect for my child? 68% 217 24% 77 7% 22 1% 4 320 
i. Respecting our culture, ethnic 
identity, and religious beliefs? 63% 174 30% 84 6% 16 1% 4 278 
j. Communicating with my child’s other 
health care providers? 47% 139 33% 98 14% 41 7% 20 298 
k. Communicating with my child’s 
school or early intervention program? 37% 76 31% 64 15% 31 17% 35 206 
l. Communicating with other systems 
that provide services to my child (not 
including school)? 38% 93 33% 81 14% 35 14% 35 244 
m. Communicating with my child’s 
health insurance plan staff? 44% 102 32% 73 14% 33 10% 22 230 
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Family Participation From State Performance Measuresii

This summary performance measure is designed to assess the degree to which the CMS 
program demonstrates family participation. 2
 
In 51 CA counties, the percentage of points counties received on this measure ranged from 0 to 
100% with an average of 41% of possible points. 
• 6% of counties scored 80% or more of possible points 
• 18% of counties scored between 60 to 79% of possible points 
• 22% of counties scored between 40 to 59% of possible points 
• 29% of counties scored between 20 to 39% of possible points 
• 26 of counties scored less than 20% of possible points 

 
 
Understanding How Health Plans Work 
 
From the “Experiences with health care for California’s children with special health care needs”iii

• 73% of parents of CSHCN in Medi-Cal said that they have enough information about how 
their child’s health insurance plan works, compared to 92% of parents of privately insured 
children.  

• Among parents of the children most severely affected by their condition, 56% of those in 
Medi-Cal reported having enough information about their health insurance plan compared to 
92% of privately insured children. 

 
 
From the “Your Voice Counts!!” Surveyiv:  
• Nearly half (46%) of families surveyed did not know whether their child was in a managed 

care plan, though most (72%) were in fact in a plan with at least one managed care feature, 
such as a network of doctors or required primary care doctor 

 
 

 
i Child and Adolescent Health Measurement Initiative. 2005/06 National Survey of Children 
with Special Health Care Needs, Data Resource Center for Child and Adolescent Health website. 
Retrieved [04/08/10] from www.cshcndata.org 
ii State performance measures 
iii Inkelas M, Ahn P, Larson K. 2003. “Experiences with health care for California’s children 
with special health care needs.” Los Angeles, CA: UCLA Center for Healthier Children, Families 
and Communities 
iv Wells, N., Doksum, T., Martin, L., Cooper, J. (2000) What Do Families Say About Health Care 
for Children with Special Health Care Needs in California?  Your Voice Counts!! Family Survey 
Report to California Participants.  Unpublished manuscript.  Boston, MA: Family Voices at the 
Federation for Children with Special Health Care Needs. 

                                          
2 The measure combines responses to 6 questions regarding family member participation on advisory 
committees or task forces, offering of financial support for parent activities or groups, providing 
opportunities for family members to provide feedback regarding their satisfaction with services received 
through CCS program, involving family members in in-service trainings of CCS staff and providers, hiring 
family advocates for their expertise as paid staff or consultants to the CCS program, and involving family 
members of diverse cultures in all the above activities. 
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Children with Special Health Care Needs 

 Medical Home and Access to Care 
 
MCHB Outcome #2: Children and youth with special health care needs 
receive coordinated ongoing comprehensive care within a medical home. 
 
 
Medical Home 
From the National CSHCN Survey 2005/2006i 
 
The National Survey of CSHCN implements the America Academy of Pediatrics definition of a 
medical home – medical care that is accessible, continuous, comprehensive, family centered, 
coordinated, compassionate, and culturally effective and delivered or directed by a well-trained 
primary care or specialty physician who helps to manage and facilitate essentially all aspects of 
care for the child. The medical home variable is derived from responses to questions about 
having a usual source of care, having a personal doctor or nurse, having no problems receiving 
referrals when needed, and family centered care. 
 
CSHCN lacking a medical homei 

 
California % 58.0 
Nationwide % 52.9 

  *not a significant difference 
 
• In 2001, significantly more CSHCN in California were lacking a medical home compared to 

the national rate. Because of changes in the questions asked, the results are not 
comparable between years. 

 
 
Percent of CSHCN in California lacking a medical home by race/ethnicityi 
 

White %  47.3^ 
Hispanic % 71.3 
Black % 71.7 

 
 
Percent of CSHCN in California lacking a medical home by special health needsi 
 

Needs managed by prescription drugs % 46.0^ 
Functional limitations % 68.5 
Above routine needs and use of services % 69.4 

 
• In CA, children with one of more emotional, behavioral, or developmental issue are more 

likely to lack a medical home than children without one of those issues [75.0% vs. 51.4%]. 
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Having a Usual Source of Care and Personal Provider 
 
From the FHOP Survey of CCS Families 2010 
 
• 95% of families reported that their child has a primary care provider 
 
From CMS Netii 
 
In CMS Net, having a medical home is defined as having a primary care provider. CA Counties 
vary widely in 2005 in their percentages of CCS children with a medical home.  
 
• In 35% of counties, 80% or more of their CCS children have medical homes  
• In 24% of counties, between 60 to 79% of their CCS children have medical homes 
• In 22% of counties, between 40 to 59% of their CCS children have medical homes 
• In 5% of counties, between 20 and 39% of their CCS children have medical homes 
• In 15% of counties, fewer than 20% of their CCS children have medical homes. 

 
 
From the LA CCS Survey 2005iii 
 
• About 85% of children in LA CCS have personal providers.  
• Nearly all children in CCS have a usual source of health care, irrespective of the type of 

health insurance coverage.  
•  85.4% of children have a usual source of care and one personal provider.  
• Among parents who consider the emergency room to be their child’s usual source, 72.4% 

said the child has a personal provider. 
• Lacking a personal provider increases among adolescents and young adults. 2.2% of 

children age 0-12 years lack a provider, 6.3% of those age 13-17 and 11.4% of those age 
18-21 lack a personal provider. 

• Among children with exclusively Medi-Cal coverage who have personal doctors, slightly 
more children in managed health plans than in fee-for-service Medi-Cal had one personal 
provider (92.3% vs. 88.6%). 

• Among children in Medi-Cal, more children in CCS (85.2%) than in the general population of 
CSHCN (72.2%) have a personal doctor. 

 
Unmet Medical Needs 
Unmet need is a direct measure of access to health care services.  Unmet service needs may 
affect severity of the disease, lead to more urgent care contacts and greater emergency 
department utilization, and ultimately reduce children’s physical and mental well-being. 
 
From the National Survey of CSHCN 2005/2006i 
 
CSHCN with no unmet needs for health care servicesi 

 
 2001 2005/2006 
California % 76.9 82.5 
Nationwide % 82.3 83.9** 
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CSHCN with no unmet medical needs by race/ethnicityi 

 
 White Black Hispanic Mutli-racial 
California % 84.8 81.7 78.9 91.9 
Nationwide % 86.1** 81.1 77.8** 80.0 

 
• This pattern also was seen in the 2001 and the 2001 rates are not significantly different from 

2005/2006 nationwide.  
 
Percent of CSHCN in California with no unmet medical needs, by medical homei   
 

With a medical home 91.2 
Without a medical home 76.6* 

 
CSHCN with no unmet medical needs, by insurance statusi   
 

 With Insurance Without Insurance 
California % 83.3 61.8 
Nationwide % 85.0 55.3** 

 
From  “Experiences with health care for California’s children with special health care needs” 2003iv 
• Nearly half of children in Medi-Cal (43%) were reported having at least one unmet need.  

Rates of unmet need among those children in Medi-Cal requiring a particular service were 
high for mental health (42%) and specialty care (10%).  Among all CSHCN in California, the 
highest reported rates of unmet need were for respite care (35%), family counseling or 
mental health services (23%) and mental health services for the child (22%) 

 
• Most health services needed by CSHCN in Medi-Cal are covered benefits of the federal 

Medicaid program.  Unlike adult services, children’s benefits in Medi-Cal come from the 
expansive federal Early and Periodic Screening Diagnosis and Treatment (EPSDT) 
requirements.  The medical necessity definition in EPSDT requires the state Medicaid 
program to provide children with any federal Medicaid benefit that is needed to ameliorate a 
condition.  Moreover, the CCS program covers specialty care for those children in Medi-Cal 
or Healthy Families with severe or disabling conditions.  CCS also pays for some specialty 
services for commercially insured children whose health plans limit benefits: 

o Fewer parents of CSHCN in Medi-Cal (61%) compared to those with private 
insurance (86%) reported that their child’s needs are met by insurance benefits. 

o Parents of 18% of CSHCN in Medi-Cal said that the benefits “never” meet their 
child’s health care needs.   

 
 
Unmet Need for Therapy Services 
From the FHOP Survey of CCS Families 2010 
 
• 27% (43) of families reported that their child needed physical therapy but did not receive 

physical therapy 
• 18% (27) of families reported that their child needed occupational therapy but did not 

receive occupational therapy 
• 34% (32) of families reported that their child needed speech therapy but did not receive 

speech therapy 
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Unmet Need for Family Support Services 
 
From the FHOP Survey of CCS Families 2010 
• 33% (95) families report attending family support groups to help them cope with their child’s 

health condition 
• Of the 239 families not currently attending family support groups, 39% (94) would like to 

attend family support groups 
• Only 29% (85) of families report that anyone from the CCS program told then that CCS 

could help them find emotional support, community resources, and family/individual 
counseling for their child and family 

• Only 20% (56) of families report that anyone from the CCS program referred them to any 
family to family support services 

 
From the National Survey of CSHCN 2005/2006i 

 
Percent of families or parents of CSHCN needing but not getting support servicesi 

 
 2001 2005/2006 
California % 25.1 28.8 
Nationwide % 23.1 27.9** 

 
• In California and nationally, there were no statistically significant differences in unmet needs for family 

support services by race/ethnicity.  
 
 
Access 
From the FHOP Survey of CCS Families 2010 
• 13% (40) families report going to the hospital emergency room in the last 12 months for a 

problem or illness that that think could have been taken care of by their child’s health care 
provider if they had been able to talk to or see the provider earlier. 36 of these families 
reported a combined total of 82 of these ER visits in the last year, with one family reporting 
7 visits. 

 
How well is this doctor or other health care provider who is most important to your child’s 
care doing on…  
 Excellent Good Okay Poor Total 
Being easy to contact by phone? 40% 125 32% 100 19% 60 8% 26 311 
Being available to give medical care 
or advice at night and on weekends? 

31% 72 26% 61 25% 58 19% 45 236 

Being easy to reach in an 
emergency? 39% 98 26% 67 20% 52 15% 37 254 

 
 
From  “Experiences with health care for California’s children with special health care needs” 2003iv 
 
• In general parents of CSHCN in Medi-Cal report experiencing more access problems than 

parents of CSHCN in other state Medicaid programs. (Nearly 80% of CCS children are 
Medi-Cal beneficiaries.)  
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Access to Primary Care 
From the FHOP Survey of CCS Families 2010 
• 95% (322) families report having a primary care provider 
• 13% (44) reported some problems getting primary care services and 3% (20) reported a lot 

of problems. Types of problems most frequently reported include not being able to get an 
appointment, not being able to find a primary care provider with the necessary skills and 
experience, and coordination between primary and specialty care providers 

 
Access to Specialty Care 
From the FHOP Survey of CCS Families 2010 
• 18.2% (62) reported some problems getting specialty care services and 7.6% (26) reported 

a lot of problems. The most frequently reported problem was getting an appointment. Other 
frequent problems included getting a referral, not being able to find specialist with the need 
skill and experience, and coordination between primary and specialty care providers, and 
refusal by the health plan to pay for the service 

• When asked what type of doctor is most important to their child’s care now, 60% (203) said 
a specialist doctor 

 
From  “Experiences with health care for California’s children with special health care needs” 2003iv 

• Parents of CSHCN in Medi-Cal more frequently reported difficulty obtaining a referral (54%) 
if their child is significantly affected by their medical condition. 

• Most children eventually got needed specialty care even when they had problems with 
referrals.  Parents of 9% of the CSHCN who needed a specialist (about 44,000 children) 
said that the child did not receive the needed care, with no differences between children in 
Medi-Cal (10%) and children in private insurance (8%) 

 
Specialist Shortages 
From the Children’s Specialty Care Coalition’s survey of medical groups based at the regional pediatric 
tertiary centers and are members of the Coalition 
 

Sub-specialty 
# of Current Filled 

Positions 
# Positions open/recruiting 

(%Total) 
Length of time 

recruiting 
Cardiologist 36 10 (28%) 1-2 yrs 
Orthopedist 23 5 (22%) 1-3 yrs 
Hematologist/ Oncologist 26 7 (27%) 1-2 yrs 
Endocrinologist 43 7 (16%) 1m - 2 yrs 
Neurologist 36 11 (31%) 1 - 3yr 
Otolaryngologist 13 2 (15%) 1m-1 yr 
Allergy 13 1 (8%) 1 yr 
Behavioral/Developmental 7 2 (29%) 1 yr 
Critical Care 46 6 (13%) 1m-1 yr 
Gastroenterology 35 9 (26%) 1- 2.5 yrs 
Geneticist 13 3 (23%) 1 yr 
Infectious Disease 12 1 (8%) 1 yr 
Nephrology 20 1 (5%) 2 yrs 
Rheumatology 10 3 (33%) 3 yrs 
Surgery 35 8 (23%) 1-2 yrs 
Pulmonary Medicine 23 5 (22%) 6-12 ms 
Rehabilitation Medicine 6 3 (50%) 2 yrs 
Totals 397 84 (22%)   
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Average Wait Time for Non-Urgent Specialty Care  
From the Children’s Specialty Care Coalition’s survey 

Condition Sub-specialty Wait Time for Non-Urgent Patient 
Suspected Heart Condition Pediatric Cardiologist 39 days 
Hearing Loss Otolaryngologist 53 days 
Treatment for compound fx Pediatric Orthopedist 16 days 
New Bleeding disorder order  Pediatric Hematologist 18 days 
Diabetes Pediatric Endocrinologist 56 days 
Seizure Pediatric Neurologist 45 days 
Concern for autism Pediatric Neurologist 54 days 
Asthma Pediatric Pulmonologist 36 days 
Cleft lip/palate Otolaryngologist 95 days 
  Orthodontist 114 days 
  Plastic Surgeon 72 days 

 
Barriers to Physician Participation in CCS  
From the FHOP Survey of Hospitals, Health Plans, and CCS Program 2010 and the FHOP Survey of 
Physicians 2010 

From the FHOP Survey of Hospitals, Health 
Plans, and CCS Program 2010 and the FHOP 
Survey of Physicians 2010 Physicians 

Hospitals/Health 
Plans Staff 

 Percent Count Percent Count 
a. Lack of knowledge about the CCS Program 
and how to participate 30% 37 91% 144 

b. Low Medi-Cal outpatient reimbursement rates 
for care of CCS children 60% 69 97% 154 

c. Delays in payments for the services provided 
to CCS children 67% 78 97% 149 

d. Time consuming and difficult paper work to 
complete to get reimbursed 78% 88 98% 145 

e. Having to get a Medi-Cal number 32% 37 84% 118 
f. Process and length of time to get a Medi-Cal 
number 49% 56 93% 128 

g. Having to be CCS-paneled provider 33% 41 87% 136 
h. Process and length of time to be a CCS-
paneled provider 43% 49 92% 133 

i. The complexity of care needed by CCS 
children and the increased time it takes to care 
for them 

44% 55 81% 121 

j. The need to coordinate services for CCS 
children and the lack of information on how to do 
it 

59% 73 85% 126 

k. Lack of knowledge about resources for CCS 
children 53% 65 85% 124 

l. Lack of medical training  or expertise on how to 
treat/or expertise for serving children with special 
health care needs 

14% 17 73% 105 

m. Lack of a specialist to easily consult for 
advice in caring for children with special health 
care needs 

35% 42 77% 110 

n. Medi-Cal Health plans do not pay enhanced 
rate for the primary care services for children in 
CCS 

50% 53 93% 111 
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Strategies to increase Physician Participation in CCS 
 
From the FHOP Survey of Hospitals, Health Plans, and CCS Program 2010 and the FHOP Survey of 
Physicians 2010 
 

  
Hospitals/Health Plans/ 
CCS Program Survey Physician Survey 

  
Agree 

Strongly 
Agree 

Somewhat 
Agree 

Strongly 
Agree 

Somewhat
a. Increase the reimbursement rates paid to 
physicians to care for CCS clients. 80% 130 18% 29 88% 112 12% 15 

b. Ensure that there are staff at the Medi-Cal fiscal 
intermediary that are familiar with CCS to process 
claims for providing services to CCS clients. 

88% 138 11% 17 73% 91 27% 34 

c. Primary care physicians should receive more 
training on how to handle common subspecialty 
problems such as diabetes. 

38% 54 46% 65 16% 18 45% 52 

d Create training opportunities on CCS and caring 
for CSHCN in pediatric and family medicine 
residency programs and adolescent medicine 
fellowships. 

64% 98 33% 50 29% 33 50% 57 

e. Work with professional organization such as the 
CSCC, the California affiliate of the AAP, the CAFP 
and others to identify ways to further educate 
physicians about participating in the CCS program. 

64% 99 34% 52 42% 49 47% 55 

f. Work with professional medical associations to 
offer continuing education on caring for children 
with special health care needs 

58% 89 38% 58 40% 49 49% 59 

g. Streamline the process for CCS providers of 
having to re-apply for a Medi-Cal number when the 
provider moves. 

77% 122 22% 34 54% 65 35% 42 

h. The CCS paneling process should be done 
concurrently with the Medi-Cal approval process 
and should be completed in a reasonable 
timeframe, particularly if staff privileges have been 
granted at a CCS approved regional tertiary center. 

82% 128 17% 27 72% 89 20% 25 

i. Provide assistance to physicians to help with 
getting CCS paneled 72% 114 25% 39 63% 79 27% 34 

j. Provide ongoing assistance with authorizations 
and billing for services once physicians are 
paneled. 

78% 123 20% 32 79% 100 17% 21 

k. Better align Codes and reimbursement rates to 
allow for outpatients tests and procedures where 
appropriate 

68% 101 31% 46 78% 93 20% 24 

l. Managed Care plans should provide enhanced 
rates for the primary care services for children with 
CCS eligible conditions. 

70% 96 25% 34 75% 88 24% 28 
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Referrals 
 
Problems Getting Referrals 
From the National Survey of CSHCN 2005/2006i 
 
CSHCN needing a referral for specialty care and having difficulty getting iti 
 

California % 27.6 
Nationwide % 21.1 

 
CSHCN needing a referral for specialty care and having difficulty getting, by race/ethnicityi 

 
 White Black Hispanic 
California % 23.3 - 33.8 
Nationwide % 19.9 19.1 30.9** 

 
CSHCN needing a referral for specialty care and having difficulty getting, by type of health 
problemi 

 Functional 
limitations 

Managed by 
Rx 

Above routing need/ 
use of services 

Rx meds and 
service use 

California % 63.8 81.3 69.1 71.9 
Nationwide % 73.9 85.5** 74.1 79.1 

 
Waiting times from referral to first authorization for CCS services from CMS Net 
• In 54 CA counties in 2005, average waiting times for referral to authorization varied from 55 

to 227 days, with an average of 127 days.  
• In CA counties in 2010 (all except LA), wait times range from 0 to 364 days, with an 

average of 32.5 days, a mode of 0 and a median of 17 days; in LA, wait times ranged from 
0 to 381 days with an average of 12 days 

• Relative risk statistics were computed comparing dependent counties with independent 
counties (excluding LA). For CCS children in the dependent counties, they are 6.2 times 
more likely to have to wait for longer than a month from referral to first authorization than 
are CCS children in independent counties (CI 5.6-6.8) 

 
 
Access to Ancillary Services/Durable Medical Equipment and Medical Supplies 
From the FHOP Survey of CCS Families 2010 
 

  % and # who 
report needing the 

Service 

Of those needing 
the service, % 
and # who did 

NOT get service 

Of those who 
got service, % 

and # who were 
satisfied 

Of those who 
got service, % 

and # who were 
NOT satisfied 

Dental care 81% 237 16% 38 92% 183 8% 16 
Disposable 
medical supplies  53% 152 13% 19 92% 122 8% 11 
Durable medical 
equipment and 
medical 
technology 71% 209 6% 13 85% 167 15% 29 
In home support 
services (IHSS) 51% 142 23% 32 93% 102 7% 8 
Respite care 56% 152 22% 34 79% 93 21% 25 
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Wait time between request for in-home support services and authorization  
From CMS Net 
• In 2005, wait time between request for and authorization for in-home support services 

ranges from 0 to 1469 days in 2005, with average being 24 days, the mode (most frequent 
value) being 0 days and the median (middle value) being 5 days. 

• In 2009, wait time for request until authorization of in-home support improved with a range of 
0 to 303 days and an average of 18.2 days and a mode of 0 days. 

 
Access to Medical Supplies/Durable Medical Equipment/Mobility Aides 
From the FHOP Survey of CCS Families 2010 
• 31% (61) of the 191 families needing medical supplies for their CCS child in the last 24 

months report delays in receiving needed medical supplies 
• Among the 190 CCS families who report their CCS child ever being hospitalized and 

needing durable medical equipment on discharge, 12% (22) report delays in discharge 
because DME was not available when needed. 

• 42% (84) of the 201 families needing mobility aides or devices, such as canes, crutches, 
wheelchairs, or scooters in the last 24 month report delays in getting these items 

• 32% (42) of the 136 families who have ever experienced delays in getting mobility aides or 
devices report that when the equipment did arrive, it was no longer the correct size 

 
From the FHOP Survey of Hospitals, Health Plans, and CCS Program 2010 and the FHOP Survey of 
Physicians 2010 
• Hospital/health plan staff and physicians responded to the following regarding durable 

medical equipment (DME)  
 Hospital/Health Plans Physicians 

 
Occasionally a 

problem 
Frequently 
a problem 

Occasionally 
a problem 

Frequently 
a problem 

Too few DME providers being available 
due to low reimbursement rates. 36% (5) 50% (7) 23% (14) 71% (44) 

DME providers refusing to provide 
certain kinds of equipment due to low 
reimbursement rates for that equipment. 

36% (6) 36% (6) 24% (14) 69% (41) 

Client discharges being delayed 
because of delays in getting DME (e.g. 
ventilators, apnea monitors, wheel 
chairs 

29% (4) 43% (6) 27% (20) 58% (42) 

Hospitals or families having to purchase 
DME so that clients can be discharged 
in a timely manner. 

18% (2) 27% (3) 38% (21) 36% (20) 

Clients missing school due to delays in 
getting or repairing needed DME. 20% (2) 20% (2) 37% (19) 45% (23) 

 
Wait time between request for equipment (wheelchairs) and authorization 
From CMS Net 
• In 2005, the wait time between request for and authorization of equipment ranged from 0 to 

1838 days, with average being 29 days, the mode (most frequent value) being 0 days and 
the median (middle value) being 12 days. 

• In 2009, the wait time show improvement with a ranged between 0 and 321 days, an 
average of 22.2 days and a mode of 0 days. 
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Barriers to Providing Durable Medical Equipment  
FHOP Survey of Durable Medical Equipment Providers 2010 
 

Major barriers 
 
Low reimbursement rates 53.8% (7) 
Delays in payments for the services 
provided to CCS children 53.8% (7) 

Time consuming and difficult paper work to 
complete to get reimbursed 92.3% (12) 

 
• The majority of respondents indicated the following are not barriers at all: Having to get a 

Medi-Cal number, the process of applying for a Medi-Cal number, the length of time it 
takes to get a Medi-Cal number, and the length of time it takes to be approved as a 
CCS-paneled provider. 

 
Respondents strongly agreed or agreed with all of the suggestions to reduce barriers to DME 
provider participation.  The most popular suggestions were: 

• Ensure that there are staff at the fiscal intermediary familiar with CCS to process claims for DME - 
69.2% (9) of respondents strongly agreed 

• Periodically adjust payments for equipment to correspond to the price of the equipment so as the 
cost goes up, the payment goes up too – 92.3% (12) strongly agreed  

• Increase the ability of hospitals to be able to authorize DME when a CCS patient is discharged to 
speed up the authorization process and access to needed equipment - 69.2% (9) strongly agreed 

• Extend the time line for authorizations for DME for some complex conditions that are expected to 
continue for some time. 76.9% (10) strongly agreed 

 
 
Coordination of Services 
 
Case management and Care Coordination 
From the FHOP Survey of CCS Families 2010 
 
Who provides case management for your child?  
 
 Response % Count 
Private health insurance plan 12.9% 41 
California Children Services (CCS) 43.5% 138 
Specialty Care Center or Hospital 4.7% 15 
Other state agency  14.8% 47 
Other  14.5% 46 
Don’t know/Not sure 9.5% 30 

 
• Of the 236 families reporting that their child received case management services, 64% 

(152) report having a CCS case manager while 14% (34) report having no CCS case 
manager and 21% (50) are not sure if they have a CCS case manager 

• For “Other”, many respondents indicated “me” or “I do”. 
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How well is this doctor or other health care provider who is most important to your child’s 
care doing on…  
 Excellent Good Okay Poor Total 
Communicating with my child’s 
other health care providers? 

47% 139 33% 98 14% 41 7% 20 298 

Communicating with my child’s 
school or early intervention 
program? 

37% 76 31% 64 15% 31 17% 35 206 

Communicating with other systems 
that provide services to my child 
(not including school)? 

38% 93 33% 81 14% 35 14% 35 244 

Communicating with my child’s 
health insurance plan staff? 

44% 102 32% 73 14% 33 10% 22 230 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
                                          
i Child and Adolescent Health Measurement Initiative. 2005/06 National Survey of Children with Special 
Health Care Needs, Data Resource Center for Child and Adolescent Health website. Retrieved [04/08/10] 
from www.cshcndata.org 
ii CMS Net 
iii  Inkelas M, Samson K. Specialty Health Care for Children in the Los Angeles California Children’s 
Services Program (CCS) Report. UCLA Center for Healthier Children, Families and Communities. 2005. 
iv Inkelas M, Ahn P, Larson K. 2003. “Experiences with health care for California’s children with special 
health care needs.” Los Angeles, CA: UCLA Center for Healthier Children, Families and Communities 
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Children with Special Health Care Needs 

Health Insurance Coverage 
  
 
MCHB Outcome #3: Families of CSHCN have adequate private and/or 
public insurance to pay for the services they need. 
 
Research shows that for children generally, retention of coverage is important for health care 
continuity, quality of care, parent adherence to medical advice and parent self-management of 
children’s conditions. 
 
Current Insurance Inadequate 
From the National Survey of CSHCN 2005/2006i

 
 Insurance  

inadequate
California % 35.5 
Nationwide % 33.1 
  

• Differences are not significant between 2001 and 2005/2006. 
 
Current Insurance inadequate by Race 
From the National Survey of CSHCN 2005/2006i

 
 Hispanic White Black Multiracial Other 
California %: 36.1 36.5 36.4 21.0 38.5 
Nationwide %: 37.3 32.2 33.4 29.4 34.9 

 
• Nationally in 2001, Hispanics were more likely than all other groups to not have adequate 

insurance for their CSHCN (46.7%). In 2005/2006, Hispanic children are only more likely 
than White CSHCN to not have adequate insurance, and fewer Hispanic CSHCN report 
inadequate insurance (37.3%) than in 2001; these differences are significant.  

• The CA data shows no significant differences. 
 
Current Insurance Coverage for CSHCN 
 
Type of Coverage 
From the National Survey of CSHCN 2005/2006i

 Private or 
employer- based 
insurance only 

Public insurance 
only 

Combination of 
public and private 

insurance 
Uninsured at 
time of survey 

 2001 05/06 2001 05/06 2001 05/06 2001 05/60
California % 72.2* 63.6 16.6* 26.2 a 6.9 7.1 4.3 3.1 
Nationwide % 64.9 60.3 a 21.7 28.6 a 8.1 7.5 5.2 3.6a

 
• In California and nationally, more children have public insurance in 2005/2006 than in 2001 

and this difference is significant. 

** Differences within the Nation significant at p < .05  Data Summary Sheet: Insurance Coverage 
^ Difference within the State significant at p < .05   Family Health Outcomes Project UCSF 
a Difference between 2001 and 2005/2006 significant at p < .05 
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Type of Coverage 
From the “Your Voice Counts!!” Surveyii

 Medi-Cal 
Managed Care

Private Managed 
Care

Medi-Cal Fee 
for Service

Private Fee for 
Service

California % 53 26 20 1 
 
 
No Insurance Coverage during Past Year 
From the National Survey of CSHCN 2005/2006i 

 
 2001 2005/2006 
California % 9.9 8.0 
Nationwide % 11.6 8.6** 

 
No Insurance, by Race/Ethnicity

 White, Non-
Hispanic 

Black, Non-
Hispanic 

Hispanic 

California % 5.4 - 11.9 
Nationwide % 7.1** 11.0** 15.1** 

 
 
Adequacy of Current Insurance  
From the “Experiences with health care for California’s children with special health care needs” 2003iii  
 
Recent expansions of Medi-Cal and the Healthy Families program have improved children’s 
financial access to health care.  However, having insurance coverage does not guarantee that 
CSHCN are covered for all the services that they need.1    
• Fewer parents of CSHCN in Medi-Cal (61%) compared to those with private insurance 

(86%) reported that their child’s needs are met by insurance benefits. 
• Parents of 18% of CSHCN in Medi-Cal said that the benefits “never” meet their child’s health 

care needs.   
 
From the National Survey of CSHCN 2005/2006i

Adequacy of Insurance by Type of Need, Nationwide 
 

 Adequate Insurance 
Managed by prescription drugs 72.5** 
Functional limitations 59.0 
Above routine needs/use of services  61.4 
Both above routine needs/use of 
services and use of prescription drugs 

67.0 

 
• These rates are not significantly different from 2001. CA reflects a similar pattern but there are no 

significant differences. 

                                          

* Difference between CA and Nation significant at p < .05  Title V CCS Needs Assessment 2010  - 2 - 

1 Most health services needed by CSHCN in Medi-Cal are covered benefits of the federal Medicaid 
program.  Unlike adult services, children’s benefits in Medi-Cal come from the expansive federal Early 
and Periodic Screening Diagnosis and Treatment (EPSDT) requirements.  The medical necessity 
definition in EPSDT requires the state Medicaid program to provide children with any federal Medicaid 
benefit that is needed to ameliorate a condition.  Moreover, the CCS program covers specialty care for 
those children in Medi-Cal or Healthy Families with severe or disabling conditions.  CCS also pays for 
some specialty services for commercially insured children whose health plans limit benefits. 

** Differences within the Nation significant at p < .05  Data Summary Sheet: Insurance Coverage 
^ Difference within the State significant at p < .05   Family Health Outcomes Project UCSF 
a Difference between 2001 and 2005/2006 significant at p < .05 
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Difficulties with Current Insurance Coverage 
 
From the National Survey of CSHCN, 2005/2006i 

 
Rating of costs not covered by Insurance by California parents of CSHCN 
 

Never or sometimes reasonable 29.6% 
Usually reasonable 27.4% 
Always reasonable 36.9% 

 
• These rates are not significantly different from 2001. 

 
 
Impact of Coverage System on Families 
From the FHOP Survey of CCS Families 2010 
 
Experience of families who have a child covered by BOTH private insurance and CCS (n=167) 
 

Having private insurance along with CCS makes it 
easier to get services 

47% (78) 

Having private insurance along with CCS makes it 
harder to get services 

22% (36) 

Not sure if also having private insurance make it 
easier or harder 

32% (53) 

 
Reasons families have trouble getting needed care  
 

Type of insurance that covers their child insurance 37% (105)   
Lack of insurance 22% (63) 
Changes in insurance 21% (59) 

 
From the “Your Voice Counts!!” Surveyii 

• Over half of the parents reported spending some time each week providing health care 
at home.  One-fifth spent 20 or more hours per week providing this care. 

• One third of the parents reported that their child’s health conditions caused financial 
problems; 28% said they stopped working; and 37% cut down the hours they worked. 

• Almost half the parents reported spending between $500 and $3000 out of their own 
pocket for the special health care needs of their child in the past year.  One-tenth said 
they spent $3000 or more. 

 
                                          
i Child and Adolescent Health Measurement Initiative. 2005/06 National Survey of Children with Special 
Health Care Needs, Data Resource Center for Child and Adolescent Health website. Retrieved [04/08/10] 
from www.cshcndata.org 
ii Wells, N., Doksum, T., Martin, L., Cooper, J. (2000) What Do Families Say About Health Care for 
Children with Special Health Care Needs in California?  Your Voice Counts!! Family Survey Report to 
California Participants.  Unpublished manuscript.  Boston, MA: Family Voices at the Federation for 
Children with Special Health Care Needs. 
iii Inkelas M, Ahn P, Larson K. 2003. “Experiences with health care for California’s children with special 
health care needs.” Los Angeles, CA: UCLA Center for Healthier Children, Families and Communities  
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Children with Special Health Care Needs 

Screening 
  
 
MCHB Outcome #4: Children are screened early and continuously for 
special health care needs. 
 
Screening for Special Health Care Needs 
 
 From the National Survey CSHCN 2005/20061  

• 63.8% of CSHCN nationally are screened early and continuously for special health care 
needs2 compared to 62.7% in California. Privately insured CA CSHCNs are significantly 
more likely to be screened than publically insured. 

 
 % Screened
California overall  62.7 
    CA Private Ins 69.1 
    CA Public Ins 54.8 
Nationwide  63.8 

 
• In both California and Nationally Whites are more likely to be screened than Hispanics or 

Blacks. However, in California only the White/Hispanic difference is significant. 
 

 Hispanic White Black Multiracial Other 
California %: 53.9 68.8 56.9 77.9 53.6 
Nationwide %: 55.5 67.2 56.5 63.2 61.7 

 
 
Newborn Metabolic Screening  
 
From Title V Reports, 2001-2003 3

 
• CA had high rates of screening for the 4 conditions it mandated: 99.9% in 2001, 99.0% 

in 2002, and 98.5% in 2003  

                                          
1 Child and Adolescent Health Measurement Initiative. 2005/06 National Survey of Children with Special 
Health Care Needs, Data Resource Center for Child and Adolescent Health website. Retrieved [04/08/10] 
from www.cshcndata.org 
2 Children achieve this measure if they receive both preventive medical and dental care during the past 
12 months 
3 Prior to 2005 all newborns were screened for Phenylketonurea, Congenital hypothyroidism, 
galactosemina and sickle Cell disease. In 2005, congenital adrenal hyperplasia, and non-PKU 
inborn errors of metabolism tested by tandem mass spectrometry were added.  In July 2007, 
cystic fibrosis and biotidinase deficiency were added. 
 
* Difference between CA and Nation significant at p < .05  Title V CCS Needs Assessment 2010  - 1 - 
** Differences within the Nation significant at p < .05  Data Summary Sheet: Screening 
^ Difference within the State significant at p < .05   Family Health Outcomes Project UCSF 
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• In 2003, 100% of those needing treatment for PKU, congenital hypothyroidism, and 
galactosemia were treated. Rates for receiving needed treatment of sickle cell disease 
have been increasing for the last three years: 2001 = 94%, 2002 – 95.9%, 2003 – 97.6% 

 
From the California Title V Application 2010 

• 100% of newborns who screened positive received timely follow up for definitive 
diagnosis and clinical management for identified condition(s) in 2004, 2006 and 2007, 
and 99.2% in 2005.4 

 
 
California Newborn Hearing Screening  
From the State Newborn Hearing Screening Program (NHSP) Data 2003-45

 
• In 2003, 90.7% of newborns at CCS-approved hospitals received hearing screening at 

birth, and 94.3% did so in 2004 
 

• Screening rates in WBN in CCS approved hospitals that were certified to participate in 
the NHSP were 97.1% in 2004 and 97.2% in 2003 

 
• Screening rates in CCS approved NICU that were certified to participate in the NHSP 

were 91% in 2004 and 86.3%in 2003 
 

• There were some regional variations in NICU screening rates, with Regions A and B 
reporting the lowest levels of screening (Region A: 2003 = 85.9%, 2004 = 87.9%; Region 
B: 2003 = 73.4%, 2004 = 86%, and Region D reporting the highest: 2003 = 99.3%, 2004 
= 98%) 

 
• Regional screening rates for WBN ranged from 96.4% to 98.1% 

 
 
From the California Title V Application 2010 
 
Percentage of all newborns screened for hearing before hospital discharge 
 

 2004 2005 2006 2007 
Annual Indicator 70 70 75 75 
Annual Performance Objective 68.6 75.0 75.7 73.3 

 

                                          
4 Prior to 2005 all newborns were screened for Phenylketonurea, Congenital hypothyroidism, 
galactosemina and sickle Cell disease. In 2005, congenital adrenal hyperplasia, and non-PKU 
inborn errors of metabolism tested by tandem mass spectrometry were added.  In July 2007, 
cystic fibrosis and biotidinase deficiency were added. 
5 Data are from the California Newborn Hearing Screening Program, 2003 and 2004 In CA, all 
newborns born at CCS-approved hospitals are required to be offered hearing screening and all 
infants in CCS-approved NICUs must be screened.  
 
* Difference between CA and Nation significant at p < .05  Title V CCS Needs Assessment 2010  - 2 - 
** Differences within the Nation significant at p < .05  Data Summary Sheet: Screening 
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Children with Special Health Care Needs 

 Organization of Services  
 
 
MCHB Outcome #5: Community-based services for children and youth 
with special health care needs are organized so families can use them 
easily. 
 
From the FHOP Survey of CCS Families 2010 
 

Thinking about services your child needs, are those services organized in 
a way that makes them easy to use?  
Answer Options Response % Total
Always 24% 73 
Usually 41% 124 
Sometimes 26% 79 
Never 6% 18 
Don't know/Not sure 4% 11 

answered question 305 
 

• When families were asked in thinking about services their child needs, if it would be easier 
for them and their child if CCS covered ALL of the medical and therapy services their child 
needs, instead of just the medical and therapy services that are related to your child’s CCS-
eligible condition, 26% (75) didn’t know of were not sure. Of the 226 families with an opinion, 
83% (187) said it would be easier 

 
 
From the National Survey of CSHCN, 2005/2006i

 
Community-Based Service Systems Organized for Easy Use 
 

 Yes 
California %: 85.3* 
Nationwide %: 89.1 

 
Community-Based Service Systems Organized for Easy Use by Race 
 

 Hispanic White Black Multiracial Other 
California %: 78.5 90.5 78.8 89.5 82.5 
Nationwide %: 84.1** 89.9 89.7 89.5 88.1 

 
• In 2001, nationally, this outcome was more likely to be achieved for Whites (77.4%) than for 

Hispanics (66.4% and Blacks (65.3%), or other (59.2%).  Numbers are not comparable 
between survey years. 

 
 

* Difference between CA and Nation significant at p < .05  Title V CCS Needs Assessment 2010  - 1 - 
** Differences within the Nation significant at p < .05  Data Summary Sheet: Organization of Services 
^ Difference within the State significant at p < .05   Family Health Outcomes Project UCSF 
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From “Experiences with health care for California’s children with special health care needs” ii

• In general, parents of CSHCN in Medi-Cal reported more difficulty in navigating the system 
of services and obtaining the health care benefits needed by the child than did parents of 
CSHCN in other state Medicaid programs. 

 
From the “Your Voice Counts!!” Surveyiii

• Most parents were dissatisfied with the lack of “family-centeredness” of their primary health 
plan.  Parents were most dissatisfied with the lack of information or newsletters about issues 
of interest or resources outside of their plan.  Many were dissatisfied with or did not know 
whether their plan offered parent support groups or gave parents an opportunity to give 
advice to the plan. 

 
 
Care Coordination  
 
From the LA CCS Survey 2005iv

• Most parents who report needing care coordination in the past year say that they 
received all of the coordination they needed. About 13 percent of all parents (one-
quarter of those needing coordination) did not receive all of the coordination needed. 
The most common reasons are that help was not offered to them (10 percent of all 
children in Los Angeles CCS), not knowing that coordination was available, a language 
or translation barrier, and being unable to find help with coordination. 

 
• About two-thirds of parents report knowing the name of the child’s nurse case manager 

at Los Angeles CCS. 
 

• Parents enthusiastically support several hypothetical improvements to the system of 
care for children in CCS. The largest proportion of parents endorse the ideas of (1) 
having a single care coordinator, chosen by the family, who would help coordinate all of 
the child’s services across programs and providers, and (2) providing more information 
and help to parents. 

 
 
Coordination and consistency of care for children in foster care 
 
From the UCLA Health Services Assessment for Children in Foster Care:v

• Fewer than one third of agencies report that judges review a child’s health plan when 
making decisions about a child’s placement. 

 
 
Consistency across Counties 
 
From the FHOP Survey of CCS Families 2010 
• 15% of family respondents who had moved from one California county to another during the 

time when their child was covered by CCS 
o 35% (15) reported that their were some services their child was eligible for in one 

county by not in the other 
o 65% (28) report being eligible for the same services 

 
From the FHOP Survey of Hospitals, Health Plans, and CCS Program 2010) and the FHOP Survey of 
Physicians 

* Difference between CA and Nation significant at p < .05  Title V CCS Needs Assessment 2010  - 2 - 
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There may be small variations between counties in medical eligibility determinations, but this 
does not create significant problems. 
 

Hospitals, Health Plans, and CCS Program Survey 

 Total 

CCS Admin/
Mg./ Med. 

Conslt. 

MTP 
Admin/ 

mg. 

Hospital 
admin/ 

mg/ staff 

Health Plan 
admin/ mg/ 

staff Other 

MDs 
Survey 
Total 

Agree 
Strongly 

19.3% 
(26) 

27.1%  
(16) 

20.8% 
(5) 

0.0% 
(0) 

23.1% 
(3) 

7.4% 
(2) 

4.3% 
(5) 

Agree 
Somewhat 

26.7% 
(36) 

25.4%  
(15) 

37.5% 
(9) 

16.7% 
(2) 

7.7% 
(1) 

33.3% 
(9) 

22.2% 
(26) 

Disagree 
Somewhat 

28.9% 
(39) 

33.9% 
(20) 

25.0% 
(6) 

33.3% 
(4) 

0.0% 
(0) 

33.3% 
(9) 

30.8% 
(36) 

Disagree 
Strongly 

14.8% 
(20) 

8.5% 
(5) 

4.2% 
(1) 

16.7% 
(2) 

69.2% 
(9) 

11.1% 
(3) 

17.1% 
(20) 

Don’t know/ 
Not sure 

10.4% 
(14) 

5.1% 
(3) 

12.5%  
(3) 

33.3% 
(4) 

0.0% 
(0) 

14.8% 
(4) 

25.6% 
(30) 

 135 59 24 12 13 27 117 
 
 
 
Care Coordination and Case Management from the Program Perspective 
From the FHOP Survey of Hospitals, Health Plans, and CCS Program 2010 
 
Case Management and Case Loads 
 

• 76.3% (74) of respondents from CCS County Programs report their county uses 
standardized case management protocols. 

 
• Responded from Counties were asked for the average size of the case load for CCS. 

The responses ranged from 50 to 4100.  The average from 86 responses was 503 and 
the median was 400. 

 
 
From the FHOP Survey of Hospitals, Health Plans, and CCS Program 2010) and the FHOP Survey of 
Physicians 
 
Who should be able to provide case management for children in CCS 
 

 Hospitals/Health 
Plans/CCS 
Program 

Physicians

RNs, PHNs, Medical Consultants, or Social Workers  93.8% 83.3% 
Certified case managers 42.8% 81.7% 
Specially trained but unlicensed staff 24.1% 21.7% 
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Where should case management happen 
 

 
Agree 

Strongly 
Agree 

Somewhat
Disagree 

Somewhat 
Disagree 
Strongly 

Don’t Know/ 
Not Sure 

County CCS staff can do 
the best job at case 
management since they are 
familiar with local providers 
and other resources. 
 

69.4% 
(100) 

15.3% 
(22) 

11.8% 
(17) 

2.8% 
(4) 

0.7% 
(1) 

For the children receiving the 
majority of their care at 
Special Care Centers, it 
would be more effective and 
efficient to have the Special 
Care Centers do the case 
management and care 
coordination. 

16.0% 
(23) 

22.2% 
(32) 

33.3% 
(48) 

25.0% 
(36) 

3.5% 
(5) 

 
• Out of several options for improving case management, 41.4% (55) of respondents said 

it would not be helpful to have counties hire and pay case managers but have them 
work at Special Care Centers. 

 
 
Organization of Services 
 
One system of care 
From the FHOP Survey of Hospitals, Health Plans, and CCS Program 2010 and the FHOP Survey of 
Physicians 2010 
 

• 84.1% (117) of Hospital/Health Plan/CCS Programs respondents and 75.2% (88) of 
Physicians agreed it would be more efficient and effective to have one system of care for 
children with CCS-eligible conditions. 

 
More efficient and effective to have one system caring for ALL of the health needs of children 
with CCS-eligible conditions, by type of respondent 
 

Hospitals, Health Plans, and CCS Program Survey 

 Total 

CCS Admin/
Mg./ Med. 

Conslt. 

MTP 
Admin/ 

mg. 

Hospital 
admin/ 

mg/ staff 

Health Plan 
admin/ mg/ 

staff Other 

MDs 
Survey 
Total 

Agree 
Strongly 

56.8%  
(79) 

67.2% 
(41) 

50.0% 
(12) 

41.7% 
(5) 

69.2% 
(9) 

41.4% 
(12) 

53.8% 
(63) 

Agree 
Somewhat 27.3% (38) 21.3% 

(13) 
37.5% 

(9) 
33.3% 

(4) 
15.4% 

(2) 
34.5% 
(10) 

21.4% 
(25) 

Disagree 
Somewhat 8.6% (12) 4.9% 

(3) 
4.2% 
(1) 

16.7% 
(2) 

15.4 % 
(2) 

13.8% 
(4) 

7.7% 
(9) 

Disagree 
Strongly 4.3% (6) 4.9% 

(3) 
4.2% 
(1) 

0.0% 
(0) 

0.0% 
(0) 

6.9% 
(2) 

8.5% 
(10) 

Don’t know/ 
Not sure 2.9% (4) 1.6% 

(1) 
4.2% 
(1) 

8.3% 
(1) 

0.0% 
(0) 

3.4% 
(1) 

8.5% 
(10) 

 139 61 24 12 13 29 117 

* Difference between CA and Nation significant at p < .05  Title V CCS Needs Assessment 2010  - 4 - 
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Experiences in a carved out system 
From the FHOP Survey of Hospitals, Health Plans, and CCS Program 2010 
 
Case management and care coordination are more difficult where services are carved out (that 
is, care for the CCS-eligible conditions is not the responsibility of the health plan). 

  
Percent 

 
Count 

Agree Strongly 29.4% 40 
Agree Somewhat 29.4% 40 
Disagree Somewhat 20.6% 28 
Disagree Strongly 9.6% 13 
Don’t know/ Not sure 11.0% 15 

 
 
Continuity of care is harder when the CCS-eligible condition is carved out (that is, care for the 
CCS-eligible conditions is not the responsibility of the health plan). 

  
Percent 

 
Count 

Agree Strongly 27.0% 37 
Agree Somewhat 25.5% 35 
Disagree Somewhat 24.1% 33 
Disagree Strongly 14.6% 20 
Don’t know/ Not sure 8.8% 12 

 
 
When care for the CCS child is divided, with care for the CCS-eligible condition being the 
responsibility of CCS and the rest of the child’s health care needs being covered by the child’s 
health plan, it creates confusion about who is accountable for paying for services, CCS or the 
child’s health plan. 

  
Percent 

 
Count 

Agree Strongly 48.5% 65 
Agree Somewhat 31.3% 42 
Disagree Somewhat 11.2% 15 
Disagree Strongly 6.7% 9 
Don’t know/ Not sure 2.2% 3 

 
 
When care for CCS-eligible conditions is carved out of health plans (that is, care for the CCS-
eligible conditions is not the responsibility of the health plan), it creates the incentive for health 
plans to try and identify conditions as CCS-eligible so CCS will have to cover the cost of 
treatment. 

  
Percent 

 
Count 

Agree Strongly 56.7% 76 
Agree Somewhat 24.6% 33 
Disagree Somewhat 6.0% 8 
Disagree Strongly 0.7% 1 
Don’t know/ Not sure 11.9% 16 
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Experiences in a Carved In System 
From the FHOP Survey of Hospitals, Health Plans, and CCS Program 2010 
 
When care for CCS-eligible conditions is carved in to a child’s health plan (that is, care for the 
CCS-eligible conditions is the responsibility of their health plan), payment is inadequate to cover 
the services provided 

 Percent Count 
Agree Strongly 30.1% 40 
Agree Somewhat 15.8% 21 
Disagree Somewhat 6.0% 8 
Disagree Strongly 4.5% 6 
Don’t know/ Not sure 43.6% 58 

 
 
When care for CCS-eligible conditions is carved in to a child’s health plan (that is, care for the 
CCS-eligible conditions is the responsibility of their health plan), children have difficulty getting 
access to the CCS approved specialty services the child needs. 

  
Percent 

 
Count 

Agree Strongly 26.3% 35 
Agree Somewhat 19.5% 26 
Disagree Somewhat 9.0% 12 
Disagree Strongly 10.5% 14 
Don’t know/ Not sure 34.6% 46 

 
From the FHOP Survey of Hospitals, Health Plans, and CCS Program 2010 and the FHOP Survey of 
Physicians 2010 
If CCS services were integrated into Medi-Cal managed care plans, the CCS program, CCS 
standards, and CCS guidelines and special care centers would be compromised. 
 

 Hospitals/Health Plans 
/CCS Program Survey 

Physician 
Survey 

 Percent Count Percent Count 
Agree Strongly 49.3% 66 41.0% 48 
Agree Somewhat 15.7% 21 17.1% 20 
Disagree Somewhat 11.9% 16 14.5% 17 
Disagree Strongly 8.2% 11 4.3% 5 
Don’t know/ Not sure 14.9% 20 23.1% 27 

 
 
Medical Eligibility 
 
From the FHOP Survey of Hospitals, Health Plans, and CCS Program 2010 
It is a problem for providers that children with Healthy Families do not have retroactive eligibility 
for CCS conditions the way that children covered Medi-Cal do. 

  
Percent 

 
Count 

Agree Strongly 53.3% 72 
Agree Somewhat 23.0% 31 
Disagree Somewhat 1.5% 2 
Disagree Strongly 1.5% 2 
Don’t know/ Not sure 20.7% 28 
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From the FHOP Survey of Hospitals, Health Plans, and CCS Program 2010 and the FHOP Survey of 
Physicians 2010 
 
Medical eligibility determinations should be made at a regional or statewide level instead of by 
Counties’ CCS Medical Eligibility consultants. 

  
Hospitals/Health Plans 
/CCS Program Survey 

 
Physician 

Survey 
 Percent Count Percent Count 
Agree Strongly 10.4% 14 29.1% 34 
Agree Somewhat 13.3% 18 37.6% 44 
Disagree Somewhat 17.8% 24 7.7% 9 
Disagree Strongly 51.5% 69 7.7% 9 
Don’t know/ Not sure 7.4% 10 17.9% 21 

 
 
Medically-Eligible Conditions 
 
From the FHOP Survey of Physicians 2010 
 
CCS should re-examine CCS eligibility criteria for NICU care. 

  
Percent 

 
Count 

Agree Strongly 24.3% 17 
Agree Somewhat 25.7% 18 
Disagree Somewhat 2.9% 2 
Disagree Strongly 10.0% 7 
Don’t know/ Not sure 37.1% 26 

 
 
NICU care for infants should only be covered by CCS if the infant has been diagnosed with a 
CCS-eligible condition, otherwise the cost of the NICU care should be covered by the child’s 
health plan. 

 Percent Count 
Agree Strongly 32.1% 25 
Agree Somewhat 26.9% 21 
Disagree Somewhat 6.4% 5 
Disagree Strongly 11.5% 9 
Don’t know/ Not sure 23.1% 18 

 
 
The State should re-examine medical eligibly for CCS to focus on longer term conditions that 
need intensive case management and care coordination. 

  
Percent 

 
Count 

Agree Strongly 41.5% 49 
Agree Somewhat 36.4% 43 
Disagree Somewhat 7.6% 9 
Disagree Strongly 5.9% 7 
Don’t know/ Not sure 8.5% 10 

 
 
 

* Difference between CA and Nation significant at p < .05  Title V CCS Needs Assessment 2010  - 7 - 
** Differences within the Nation significant at p < .05  Data Summary Sheet: Organization of Services 
^ Difference within the State significant at p < .05   Family Health Outcomes Project UCSF 

Appendix 19
Issue Briefs for MCHB Core Outcomes



 
Working with Special Care Centers 
 
From the FHOP Survey of Hospitals, Health Plans, and CCS Program 2010 
 
CCS should panel nurse practitioners working at the special care centers under the guidance of 
a CCS- paneled physician. 

 Percent Count 
Agree Strongly 37.0% 50 
Agree Somewhat 38.5% 52 
Disagree Somewhat 8.9% 12 
Disagree Strongly 4.4% 6 
Don’t know/ Not sure 11.1% 15 

 
CCS should work with primary care physicians and care coordinators to develop approaches 
(such as implementing enhanced medical homes) that could decrease ER visits and 
hospitalizations for CCS children. 

 Percent Count 
Agree Strongly 57.9% 77 
Agree Somewhat 34.6% 46 
Disagree Somewhat 1.5% 2 
Disagree Strongly 1.5% 2 
Don’t know/ Not sure 4.5% 6 

 
From the FHOP Survey of Hospitals, Health Plans, and CCS Program 2010 and the FHOP Survey of 
Physicians 2010 
 
Special Care Centers should hire primary care providers (physicians and nurse practitioners) to 
provider primary care services to CCS clients. 
 

 Hospitals/Health Plans 
/CCS Program Survey 

Physician 
Survey 

 Percent Count Percent Count 
Agree Strongly 17.0% 23 22.2% 26 
Agree Somewhat 27.4% 37 36.8% 43 
Disagree Somewhat 17.9% 24 12.0% 14 
Disagree Strongly 17.0% 23 14.5% 17 
Don’t know/ Not sure 20.7% 28 14.5% 17 

 
                                          
i Child and Adolescent Health Measurement Initiative. 2005/06 National Survey of Children with Special 
Health Care Needs, Data Resource Center for Child and Adolescent Health website. Retrieved [04/08/10] 
from www.cshcndata.org 
ii Inkelas M, Ahn P, Larson K. 2003. “Experiences with health care for California’s children with special 
health care needs.” Los Angeles, CA: UCLA Center for Healthier Children, Families and Communities 
iii Wells, N., Doksum, T., Martin, L., Cooper, J. (2000) What Do Families Say About Health Care for 
Children with Special Health Care Needs in California?  Your Voice Counts!! Family Survey Report to 
California Participants.  Unpublished manuscript.  Boston, MA: Family Voices at the Federation for 
Children with Special Health Care Needs. 
iv Inkelas M, Samson K. Specialty Health Care for Children in the Los Angeles California Children’s 
Services Program (CCS) Report. UCLA Center for Healthier Children, Families and Communities. 2005. 
v Halfon N, Inkelas M, Flint R, Shoaf K, Zepeda A, Franke T. 2002.  Assessment of factors influencing the 
adequacy of health care services to children in foster care.  UCLA Center for Healthier Children, Families 
and Communities. 
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Children with Special Health Care Needs 

Transition to Adulthood 
  
 
MCHB Core Outcome #6: Youth with special health care needs receive the 
services necessary to make transitions to all aspects of adult life, 
including adult health care, work, and independence. 
 
From National Survey of CSHCN 2005/20061

 
In the NS CSHCN, the transition core outcome measure is assessed by determining “CSHCN 
ages 12-17 whose doctors usually/always encourage increasing responsibility for self-care AND 
(when needed) have discussed transitioning to adult health care, changing health care needs, 
and how to maintain insurance coverage.” 
 

• 37.1% of youth in California and 41.2% of youth nationwide achieved this outcome (not a 
significant difference). 

 
Transition services by race/ethnicity1

 
 Hispanic White Black Multiracial Other 
California % 29.6 44.1 19.2 53.3 17.7 
Nationwide % 26.3 46.5** 28.7 41.8** 33.9 

 
• Patterns for race/ethnic groups appear similar between CA and the US but in CA 

differences are not significant 
 
 
Transition Planning 
 
From the FHOP Survey of CCS Families 2010 
 

• 35% (99) of participating CCS families report having a child 14 or older that is/was 
covered by CCS 

• Of these 99 families,  
o 41% (41) report that their child’s doctors has talked with them or their child about 

how (his/her) health care needs might change when (he/she) becomes an adult 
o 21 (21%) report having a plan for addressing these changing needs has been 

developed with your child’s doctors or other health care providers 
o 27% (27) report that their child’s doctors or other health care providers discussed 

having their child eventually see a doctor who treats adults 
o 19% (19) report that their child received any vocational or career training to help 

(him/her) prepare for a job when (he/she) becomes an adult 
o 26% (26) report that their child’s CCS case manager has talked to them and their 

child about their child’s transition to adult providers 

* Difference between CA and Nation significant at p < .05  Title V CCS Needs Assessment 2010  - 1 - 
** Differences within the Nation significant at p < .05  Data Summary Sheet: Transition 
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Transition to Adult Systems of Care 
From the FHOP Survey of Physicians 2010 
 
How easy it is for youth/young adults who have aged out of CCS to find a new primary care 
provider when one is needed? 

 Percent Count 
Very Easy 0.0% 0 
Somewhat Easy 3.4% 3 
Somewhat Hard 22.5% 20 
Very Hard 62.9% 56 
Don't Know/Not Sure 11.2% 10 
  89 

 
How easy it is for youth/young adults who have aged out of CCS to find a new primary care 
provider when one is needed? 

 Percent Count 
Very Easy 0.0% 0 
Somewhat Easy 3.4% 3 
Somewhat Hard 21.3% 19 
Very Hard 68.5% 61 
Don't Know/Not Sure 6.7% 6 
  89 

 
From the LA CCS Survey 20052

Experiences of youth ages 13-21 
Already seeing a physician who treats adults 12% 
Transition has been discussed but no plan in place 7% 
Not yet seeing a physician who treats adults and 
not discussed this change 

50% 

 
• 22.7% of parents had discussed changing to physicians who treat adults with their 

child’s physician(s), including adolescents and young adults with and without transition 
plans. 

 
Self-Management of the Condition 
From the LA CCS Survey 20052

 
How often providers encourage young adult to take responsibility for own health care, according 
to parents of CCS enrollees age 13-21 
 

Usually or always 71.8% 
Never 13.9% 

 
Percent of young adults always encouraged to take responsibility for self-management, by age  
 

18-21 years old 69.8% 
13-17 years old 53.5% 

 
• These percentages exclude the 12.1% of parents of teens/young adults who said that taking 

more responsibility for self-managing the condition was not relevant for the child.  Possible 
reasons include the parent’s perception of the child’s age-related capacity, the type of health 
condition and care involved, and/or cognitive limitations. 
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Number of CCS Clients Age 20 with Insurance 
From CMS Net 2005 
• Out of the CCS cases active as of 3/15/05, there were a total of 2746 clients 20 years of 

age. Within 52 CA counties, the percentages of these clients with insurance range from 1 to 
100% with an average of 22% having insurance. 

 
 
Transition from the Program/Provider Perspective 
From the FHOP Survey of Hospitals, Health Plans, and County CCS Programs 2010 
 

• 86.4% (114) of respondents said they or their organization has a discussion about 
transition with CCS clients and their families. 

• 38.6% (51) of respondents said it is very hard and 33.3% (44) said is somewhat hard for 
youth who age out of CCS to find a new specialty care provider if one is needed. 

 
Barriers to successful transition 
From the FHOP Survey of Hospitals, Health Plans, and County CCS Programs 2010 
 

• Respondents identified the following as “major barriers” to successful transition 
 

Lack of access to appropriate health care providers 54.2% 
Lack of training for adult providers in care for 
particular special care needs transitioning youth have 

50.8% 

Lack of case management and coordination of 
services once the client transitions out of CCS 

50.0% 

Burdensome procedures for access to insurance 46.5%  
 

Ways to encourage physicians to take CCS clients who age out 
From the FHOP Survey of Hospitals, Health Plans, and County CCS Programs 2010 and the FHOP 
Survey of Physicians 2010 
 
The majority of respondents to BOTH surveys rated all of the suggestions to encourage doctors 
who care for adults to take CCS clients that have aged out of the CCS program as “very 
helpful”. These suggestions include: 

• If these clients have the skills or supports they need to effectively manage their care 
• If the adult providers were given a prepared medical summary of the patient 
• If the adult provider had easy access to Regional Center, Special Care Center, school, 

CCS and pediatric records 
• If the adult provider were offered training, funding, and resources to help you care for 

these patients 
• If these clients have insurance that covers the cost of their care and coordination 
• If there is someone the adult provider can go to for consultation 

 
For respondents completing the physician survey, clients having insurance that covers the cost 
of the care and coordination was the most highly rated suggestion. 
 
1. Child and Adolescent Health Measurement Initiative. 2005/06 National Survey of Children with Special Health Care 
Needs, Data Resource Center for Child and Adolescent Health website. Retrieved [04/08/10] from 
www.cshcndata.org 
2. Inkelas M, Samson K. Specialty Health Care for Children in the Los Angeles California Children’s Services 
Program (CCS) Report. UCLA Center for Healthier Children, Families and Communities. 2005. 
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Appendix 20 
CCS Expenditure Summaries and Highest Cost Conditions 

 
CCS Case Load and Expenditure data by Funding Source 1998-2009 

 CCS Caseload 1999 - 2009
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CCS Cost Per Case
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CCS Medical Therapy Program Expenditures
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Fiscal Year CCS-Only 

Expenditures  
CCS/Healthy Families 

Expenditures 
CCS Medi-Cal 
Expenditures 

CCS Medical Therapy 
Program Expenditures Total 

1998-99 $53,554,785 $98,815 $637,815,031 $44,536,200 $736,004,831
1999-00 $45,068,664 $3,258,436 $694,554,004 $54,500,900 $797,382,004
2000-01 $45,343,136 $14,297,164 $727,889,492 $59,993,500 $847,523,292
2001-02 $46,053,500 $29,975,301 $963,707,355 $62,892,500 $1,102,628,656
2002-03 $50,807,409 $53,342,671 $1,092,978,098 $67,276,100 $1,264,404,278
2003-04 $48,215,494 $72,161,983 $1,188,515,815 $68,829,000 $1,377,722,292
2004-05 $49,421,792 $73,710,006 $1,172,814,795 $77,759,724 $1,373,706,317
2005-06 $56,114,059 $95,531,503 $1,325,583,823 $85,511,319 $1,562,740,704
2006-07   $57,201,314 $122,258,000 $1,432,881,960 $91,830,000 $1,704,171,274
2007-08   $58,634,854 $144,105,212 $1,694,055,700 $100,000,000 $1,996,795,766
2008-09  $55,062,572 $169,468,074 $1,603,165,000 $106,000,000 $1,933,695,646
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Highest Cost Conditions Covered by CCS 2004-2009  
 
 

CCS Highest Cost Conditions 2004-2009
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CCS Medi-Cal Highest Cost Conditions 2004-2009
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CCS Health Families Highest Cost Conditions 2004-2009
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CCS-Only Highest Cost Conditions 2004-2009
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County % N % N % N % N % N % N % N Total N
California 27.1% 17232 31.2% 19844 17.5% 11141 10.7% 6833 7.9% 5046 5.5% 3507 1.5% 929 63603
Alameda 3.3% 59 55.2% 976 25.9% 458 8.0% 141 3.6% 64 4.0% 71 2.0% 35 1769
Amador 44.4% 12 22.2% 6 11.1% 3 14.8% 4 7.4% 2 0.0% 0 0.0% 0 27
Butte 21.2% 57 36.8% 99 22.7% 61 8.6% 23 1.9% 5 8.9% 24 3.3% 9 269
Calaveras 9.8% 4 22.0% 9 22.0% 9 4.9% 2 31.7% 13 9.8% 4 4.9% 2 41
Colusa 34.1% 15 22.7% 10 20.5% 9 18.2% 8 0.0% 0 4.5% 2 0.0% 0 44
Contra Costa 5.4% 63 11.8% 138 23.9% 278 19.1% 222 19.4% 226 20.4% 238 6.4% 74 1165
Del Norte 28.3% 13 28.3% 13 15.2% 7 13.0% 6 13.0% 6 2.2% 1 0.0% 0 46
El Dorado 18.1% 23 22.8% 29 21.3% 27 14.2% 18 11.0% 14 12.6% 16 2.4% 3 127
Fresno 34.9% 995 20.5% 583 16.5% 470 11.5% 327 12.2% 348 4.4% 126 0.8% 23 2849
Glenn 17.1% 7 39.0% 16 17.1% 7 9.8% 4 9.8% 4 7.3% 3 0.0% 0 41
Humboldt 84.2% 325 7.5% 29 3.4% 13 2.6% 10 1.0% 4 1.3% 5 0.0% 0 386
Imperial 15.7% 71 25.2% 114 20.8% 94 13.3% 60 12.6% 57 12.4% 56 3.1% 14 452
Inyo 26.5% 9 35.3% 12 5.9% 2 23.5% 8 5.9% 2 2.9% 1 0.0% 0 34
Kern 12.4% 388 37.4% 1171 26.1% 817 18.2% 570 4.9% 152 1.0% 30 0.4% 14 3128
Kings 6.6% 14 3.3% 7 4.7% 10 4.2% 9 17.9% 38 63.2% 134 6.1% 13 212
Lake 1.1% 1 11.1% 10 35.6% 32 24.4% 22 18.9% 17 8.9% 8 2.2% 2 90
Los Angeles 47.3% 6461 39.1% 5338 10.3% 1410 2.9% 395 0.3% 47 0.1% 16 0.0% 3 13667
Lassen 23.1% 3 0.0% 0 0.0% 0 30.8% 4 23.1% 3 23.1% 3 7.7% 1 13
Madera 11.1% 28 16.7% 42 26.2% 66 17.1% 43 20.6% 52 8.3% 21 2.0% 5 252
Marin 77.4% 137 14.1% 25 3.4% 6 3.4% 6 0.6% 1 1.1% 2 0.0% 0 177
Mariposa 0.0% 0 21.1% 4 42.1% 8 15.8% 3 10.5% 2 10.5% 2 0.0% 0 19
Mendocino 33.3% 81 26.3% 64 13.2% 32 13.6% 33 8.6% 21 4.9% 12 0.0% 0 243
Merced 50.4% 386 31.1% 238 11.2% 86 4.4% 34 2.0% 15 0.9% 7 0.3% 2 766
Modoc 46.7% 7 6.7% 1 0.0% 0 13.3% 2 26.7% 4 6.7% 1 0.0% 0 15
Mono 33.3% 7 28.6% 6 9.5% 2 19.0% 4 9.5% 2 0.0% 0 0.0% 0 21
Monterey 11.7% 157 20.2% 272 30.3% 408 21.6% 290 10.8% 145 5.4% 73 0.9% 12 1345
Napa 37.4% 70 31.0% 58 22.5% 42 4.8% 9 2.7% 5 1.6% 3 0.0% 0 187
Nevada 9.1% 6 7.6% 5 34.8% 23 19.7% 13 22.7% 15 6.1% 4 3.0% 2 66
Orange 43.1% 2018 36.2% 1696 12.4% 581 6.3% 293 1.4% 64 0.7% 34 0.3% 15 4686
Placer 53.3% 145 30.1% 82 6.6% 18 5.5% 15 2.2% 6 2.2% 6 0.7% 2 272
Plumas 25.0% 1 0.0% 0 25.0% 1 25.0% 1 25.0% 1 0.0% 0 25.0% 1 4
Riverside 3.0% 129 24.9% 1080 29.5% 1280 26.4% 1148 12.9% 560 3.4% 147 0.5% 22 4344
Sacramento 46.9% 996 29.5% 627 11.2% 238 8.1% 172 1.8% 38 2.5% 54 1.1% 24 2125
San Benito 13.8% 8 15.5% 9 20.7% 12 17.2% 10 15.5% 9 17.2% 10 8.6% 5 58
San Bernardino 15.7% 733 55.9% 2613 16.0% 750 5.2% 245 3.4% 158 3.7% 175 1.0% 49 4674
San Diego 12.4% 869 31.8% 2231 22.0% 1542 13.6% 954 10.1% 707 10.1% 711 4.5% 315 7014
San Francisco 17.5% 105 23.8% 143 26.5% 159 16.2% 97 10.2% 61 5.8% 35 3.0% 18 600
San Joaquin 1.4% 25 5.7% 99 15.5% 269 17.9% 312 28.4% 494 31.1% 540 0.5% 9 1739
San Luis Obispo 50.9% 253 27.4% 136 11.3% 56 6.6% 33 3.0% 15 0.8% 4 0.4% 2 497
San Mateo 51.1% 296 22.1% 128 13.8% 80 7.9% 46 3.1% 18 1.9% 11 0.5% 3 579
Santa Barbara 77.6% 555 13.8% 99 5.0% 36 2.0% 14 1.3% 9 0.3% 2 0.3% 2 715
Santa Clara 2.7% 52 7.7% 149 19.7% 378 22.8% 439 25.2% 484 21.9% 421 7.1% 136 1923
Santa Cruz 14.7% 111 23.8% 180 21.0% 159 13.8% 104 10.6% 80 16.1% 122 5.4% 41 756
Shasta 14.7% 41 16.8% 47 33.0% 92 19.0% 53 11.8% 33 4.7% 13 0.4% 1 279
Sierra 33.3% 1 0.0% 0 0.0% 0 33.3% 1 33.3% 1 0.0% 0 0.0% 0 3
Siskiyou 33.3% 23 30.4% 21 21.7% 15 10.1% 7 2.9% 2 1.4% 1 0.0% 0 69
Solano 32.2% 119 39.0% 144 19.8% 73 5.1% 19 2.4% 9 1.4% 5 0.3% 1 369
Sonoma 42.9% 234 34.3% 187 12.7% 69 4.6% 25 4.2% 23 1.3% 7 0.4% 2 545
Stanislaus 39.7% 527 31.2% 414 18.1% 241 6.1% 81 3.1% 41 1.9% 25 0.2% 3 1329
Sutter 50.0% 85 31.8% 54 9.4% 16 5.3% 9 2.4% 4 1.2% 2 0.0% 0 170
Tehama 11.4% 9 12.7% 10 19.0% 15 12.7% 10 31.6% 25 12.7% 10 1.3% 1 79
Trinity 23.5% 4 11.8% 2 17.6% 3 29.4% 5 11.8% 2 5.9% 1 0.0% 0 17
Tulare 1.4% 20 3.2% 47 18.0% 267 11.8% 175 50.5% 748 15.1% 224 1.1% 16 1481
Tuolumne 14.8% 8 5.6% 3 18.5% 10 18.5% 10 11.1% 6 31.5% 17 0.0% 0 54
Ventura 21.3% 295 18.0% 250 24.5% 340 18.8% 261 12.6% 175 4.7% 65 3.3% 46 1386
Yolo 49.6% 131 27.3% 72 14.4% 38 4.9% 13 3.0% 8 0.8% 2 0.4% 1 264
Yuba 33.1% 40 38.0% 46 19.0% 23 9.1% 11 0.8% 1 0.0% 0 0.0% 0 121

Time from Receipt of Referral for CCS unitl Referral is entered into CMSNet 2009

Day received 1 Day 2 - 3 Days 4 to 5 Days 6 to 9 Days
10 day to 1 

mo.
More than 1 

mon.

Appendix 21
CMSNet Data on Administrative Processing Times

Title V CCS Needs Assessment 2010
Family Health Outcomes Project UCSF



County
% N % N % N % N % N % N % N % N

California 12% 4297 27% 9952 21% 7815 19% 7097 7% 2524 6% 2288 7% 2516 0% 163 36652
Alameda 31% 416 41% 551 11% 144 8% 103 3% 41 3% 43 4% 55 0% 4 1357
Amador 0% 0 0% 0 12% 2 12% 2 18% 3 18% 3 41% 7 0% 0 17
Butte 17% 28 52% 87 7% 11 8% 14 4% 6 3% 5 8% 13 1% 2 166
Calaveras 6% 2 3% 1 6% 2 29% 9 13% 4 13% 4 29% 9 0% 0 31
Colusa 0% 0 8% 3 6% 2 11% 4 14% 5 14% 5 47% 17 0% 0 36
Contra Costa 1% 9 10% 85 28% 248 38% 333 10% 91 6% 51 7% 64 0% 2 883
Del Norte 6% 2 6% 2 3% 1 11% 4 14% 5 19% 7 42% 15 0% 0 36
El Dorado 1% 1 2% 2 6% 6 14% 14 28% 28 21% 21 29% 29 0% 0 101
Fresno 37% 826 29% 650 20% 444 8% 189 2% 43 2% 41 2% 39 0% 11 2243
Glenn 0% 0 3% 1 6% 2 25% 8 6% 2 38% 12 22% 7 0% 0 32
Humboldt 44% 115 24% 63 12% 32 10% 27 3% 9 2% 5 4% 10 0% 1 262
Imperial 2% 7 10% 37 17% 61 26% 93 11% 39 12% 43 21% 76 1% 5 361
Inyo 0% 0 0% 0 13% 3 38% 9 21% 5 13% 3 17% 4 0% 0 24
Kern 12% 286 44% 1031 28% 651 11% 246 2% 39 2% 38 2% 48 0% 2 2341
Kings 1% 1 0% 0 0% 0 9% 17 16% 29 28% 52 44% 81 2% 3 183
Lake 1% 1 1% 1 0% 0 13% 9 21% 14 19% 13 43% 29 0% 0 67
Lassen 0% 0 0% 0 0% 0 10% 1 10% 1 10% 1 60% 6 10% 1 10
Madera 1% 1 1% 2 3% 5 9% 16 17% 30 28% 50 40% 70 2% 3 177
Marin 12% 12 34% 34 28% 28 11% 11 9% 9 5% 5 2% 2 0% 0 101
Mariposa 0% 0 0% 0 7% 1 0% 0 14% 2 36% 5 43% 6 0% 0 14
Mendocino 4% 5 24% 32 38% 51 17% 23 7% 9 8% 11 4% 5 0% 0 136
Merced 50% 254 29% 148 6% 30 6% 28 3% 17 2% 8 4% 21 0% 1 507
Modoc 0% 0 0% 0 0% 0 14% 1 14% 1 0% 0 71% 5 0% 0 7
Mono 0% 0 0% 0 7% 1 21% 3 21% 3 14% 2 36% 5 0% 0 14
Monterey 13% 123 23% 223 16% 155 23% 218 11% 103 7% 66 6% 60 0% 1 949
Napa 2% 2 22% 28 23% 29 29% 37 12% 15 5% 6 7% 9 0% 0 126
Nevada 0% 0 7% 3 0% 0 14% 6 16% 7 33% 14 30% 13 0% 0 43
Orange 13% 460 51% 1806 15% 516 10% 368 4% 139 3% 92 4% 138 0% 15 3534
Placer 11% 16 26% 39 26% 40 24% 36 3% 4 5% 7 5% 8 1% 1 151
Plumas 0% 0 0% 0 0% 0 33% 1 0% 0 33% 1 33% 1 0% 0 3
Riverside 5% 174 22% 743 26% 875 26% 858 7% 239 6% 200 6% 205 0% 10 3304
Sacramento 11% 178 32% 511 29% 463 16% 253 5% 82 4% 65 4% 57 0% 8 1617
San Benito 4% 2 0% 0 4% 2 11% 5 2% 1 32% 15 45% 21 2% 1 47
San Bernardin 14% 524 32% 1219 22% 847 17% 632 5% 175 5% 176 5% 182 0% 16 3771
San Diego 4% 200 22% 1094 26% 1288 24% 1155 8% 405 8% 376 7% 328 1% 29 4875
San Francisco 2% 8 23% 92 31% 122 24% 93 6% 22 7% 29 7% 26 0% 0 392
San Joaquin 2% 30 10% 123 21% 266 33% 413 14% 178 10% 127 8% 99 0% 3 1239
San Luis Obis 38% 128 30% 102 8% 26 7% 23 6% 20 4% 15 6% 20 0% 1 335
San Mateo 13% 48 34% 130 22% 83 17% 66 7% 28 3% 13 4% 15 0% 1 384
Santa Barbar 5% 23 19% 89 30% 140 24% 113 6% 30 8% 35 6% 27 1% 5 462
Santa Clara 2% 22 25% 358 30% 432 23% 331 5% 79 6% 90 9% 127 1% 10 1449
Santa Cruz 5% 28 14% 81 18% 102 34% 192 13% 75 8% 46 7% 37 0% 1 562
Shasta 1% 2 4% 7 6% 11 10% 20 14% 27 21% 40 43% 83 2% 4 194
Sierra 0% 0 0% 0 0% 0 0% 0 0% 0 33% 1 33% 1 33% 1 3
Siskiyou 0% 0 2% 1 5% 3 10% 6 17% 10 21% 12 43% 25 2% 1 58
Solano 2% 4 5% 13 29% 71 32% 77 12% 30 9% 23 9% 23 1% 3 244
Sonoma 8% 32 35% 135 29% 110 17% 65 3% 12 2% 9 5% 20 0% 0 383
Stanislaus 23% 201 21% 184 15% 133 25% 224 7% 59 4% 35 5% 48 1% 6 890
Sutter 3% 3 5% 5 9% 10 16% 17 17% 18 23% 25 27% 29 1% 1 108
Tehama 5% 3 0% 0 14% 8 12% 7 15% 9 29% 17 25% 15 0% 0 59
Trinity 0% 0 22% 2 0% 0 22% 2 33% 3 0% 0 22% 2 0% 0 9
Tulare 0% 5 2% 18 10% 113 37% 419 19% 215 19% 221 13% 149 0% 4 1144
Tuolumne 0% 0 3% 1 3% 1 12% 4 18% 6 24% 8 41% 14 0% 0 34
Ventura 4% 41 18% 164 25% 227 28% 261 8% 73 8% 74 8% 77 1% 6 923
Yolo 43% 71 29% 48 8% 14 12% 20 2% 4 2% 3 4% 7 0% 0 167
Yuba 3% 3 3% 3 3% 3 13% 11 24% 21 22% 19 31% 27 0% 0 87

Time from Referral to CCS until Case is Opened 2009
2 Days or 

Less
3 days to 1 

wk
8 day to 2 

wks
15 days to 1 

month
31 days to 

6 wks
43 weeks to 

2 months
61 days to 
6 months

More than 
6 months

Total N

Appendix 21
CMSNet Data on Administrative Processing Times

Title V CCS Needs Assessment 2010
Family Health Outcomes Project UCSF



County Total N
% N % N % N % N % N % N % N % N

California 7% 3033 19% 8113 20% 8833 22% 9342 9% 3860 9% 3745 13% 5738 2% 769 43433
Alameda 19% 303 31% 489 13% 200 14% 214 6% 96 6% 92 10% 160 2% 24 1578
Amador 0% 0 0% 0 6% 1 11% 2 17% 3 22% 4 44% 8 0% 0 18
Butte 6% 15 23% 54 7% 16 10% 23 13% 29 10% 23 26% 61 5% 11 232
Calaveras 0% 0 3% 1 0% 0 31% 10 16% 5 22% 7 28% 9 0% 0 32
Colusa 0% 0 8% 3 8% 3 10% 4 13% 5 10% 4 51% 20 0% 0 39
Contra Costa 1% 9 7% 73 19% 197 36% 377 11% 122 10% 110 14% 153 2% 20 1061
Del Norte 3% 1 5% 2 5% 2 11% 4 8% 3 24% 9 45% 17 0% 0 38
El Dorado 1% 1 2% 2 7% 9 14% 18 19% 24 21% 26 34% 43 2% 3 126
Fresno 21% 562 25% 653 23% 614 15% 387 4% 99 4% 110 7% 189 2% 48 2662
Glenn 3% 1 0% 0 8% 3 22% 8 5% 2 35% 13 27% 10 0% 0 37
Humboldt 20% 63 25% 78 15% 45 12% 37 4% 12 8% 24 14% 43 3% 8 310
Imperial 1% 5 8% 32 14% 61 28% 120 11% 48 10% 44 25% 105 2% 10 425
Inyo 4% 1 0% 0 7% 2 32% 9 18% 5 11% 3 25% 7 4% 1 28
Kern 8% 201 29% 716 24% 578 18% 438 5% 135 5% 119 10% 245 1% 23 2455
Kings 0% 1 0% 1 0% 1 8% 17 13% 27 25% 51 48% 98 3% 7 203
Lake 1% 1 1% 1 2% 2 14% 12 18% 15 18% 15 44% 37 2% 2 85
Lassen 0% 0 0% 0 0% 0 9% 1 9% 1 9% 1 64% 7 9% 1 11
Madera 0% 1 2% 5 6% 14 11% 27 14% 32 23% 55 39% 92 5% 11 237
Marin 6% 7 15% 18 25% 30 22% 26 8% 10 11% 13 11% 13 3% 3 120
Mariposa 0% 0 6% 1 6% 1 6% 1 12% 2 24% 4 47% 8 0% 0 17
Mendocino 4% 7 10% 19 23% 44 26% 51 9% 17 9% 18 17% 33 3% 5 194
Merced 34% 238 26% 178 10% 73 10% 73 5% 38 5% 38 7% 49 1% 9 696
Modoc 0% 0 0% 0 0% 0 11% 1 11% 1 11% 1 67% 6 0% 0 9
Mono 0% 0 0% 0 6% 1 12% 2 18% 3 12% 2 47% 8 6% 1 17
Monterey 6% 67 11% 118 15% 159 25% 255 14% 149 11% 111 15% 159 1% 14 1032
Napa 0% 0 7% 11 21% 34 37% 61 12% 19 7% 12 15% 24 2% 3 164
Nevada 1% 1 4% 3 3% 2 10% 7 15% 10 27% 18 37% 25 1% 1 67
Orange 6% 240 26% 1061 26% 1087 17% 699 7% 297 6% 261 10% 425 2% 66 4136
Placer 10% 19 16% 31 16% 32 24% 47 9% 17 9% 18 13% 25 5% 9 198
Plumas 0% 0 0% 0 0% 0 20% 1 0% 0 20% 1 60% 3 0% 0 5
Riverside 4% 176 17% 664 21% 821 26% 1021 10% 379 8% 334 12% 467 2% 68 3930
Sacramento 6% 103 18% 307 27% 463 21% 347 7% 122 7% 122 11% 180 2% 41 1685
San Benito 4% 2 0% 0 4% 2 18% 10 4% 2 25% 14 44% 25 4% 2 57
San Bernard 11% 464 24% 1022 19% 809 20% 860 8% 350 7% 302 10% 418 1% 39 4264
San Diego 4% 214 22% 1308 26% 1545 22% 1327 8% 462 8% 473 10% 591 2% 106 6026
San Francisc 0% 1 6% 28 18% 86 29% 141 14% 67 14% 67 18% 87 2% 11 488
San Joaquin 1% 17 3% 47 15% 213 25% 360 15% 216 15% 212 23% 323 2% 25 1413
San Luis Ob 19% 80 23% 97 14% 59 14% 58 6% 27 7% 28 14% 57 3% 12 418
San Mateo 4% 21 18% 87 18% 87 23% 108 11% 52 10% 47 12% 58 2% 11 471
Santa Barba 5% 28 13% 72 21% 123 23% 135 7% 41 10% 56 16% 92 5% 28 575
Santa Clara 1% 27 19% 367 26% 488 21% 400 7% 139 7% 139 15% 289 2% 41 1890
Santa Cruz 4% 27 13% 79 19% 117 29% 183 15% 97 9% 54 11% 68 1% 7 632
Shasta 0% 1 2% 4 5% 11 11% 25 15% 34 18% 42 47% 108 3% 6 231
Sierra 0% 0 0% 0 0% 0 0% 0 0% 0 33% 1 33% 1 33% 1 3
Siskiyou 0% 0 0% 0 6% 4 13% 8 11% 7 18% 11 47% 29 5% 3 62
Solano 1% 2 1% 4 14% 44 35% 107 14% 44 14% 43 18% 55 3% 8 307
Sonoma 2% 11 18% 84 30% 142 27% 125 6% 28 5% 21 10% 45 2% 10 466
Stanislaus 3% 35 17% 190 22% 242 32% 356 8% 93 7% 77 10% 116 1% 16 1125
Sutter 8% 12 5% 7 8% 11 14% 20 16% 23 22% 32 26% 38 2% 3 146
Tehama 4% 3 0% 0 12% 9 11% 8 15% 11 26% 19 27% 20 4% 3 73
Trinity 0% 0 6% 1 6% 1 19% 3 31% 5 13% 2 25% 4 0% 0 16
Tulare 1% 7 1% 18 8% 116 32% 449 19% 263 18% 255 19% 257 1% 18 1383
Tuolumne 0% 0 0% 0 0% 0 11% 5 11% 5 28% 13 41% 19 9% 4 46
Ventura 2% 25 10% 115 16% 192 26% 306 11% 125 12% 137 22% 256 2% 22 1178
Yolo 15% 30 29% 58 16% 32 18% 37 7% 14 6% 12 9% 18 1% 2 203
Yuba 3% 3 4% 4 4% 5 10% 11 25% 28 22% 25 31% 35 2% 2 113

Time from Referral to CCS until First Authorization 2009
2 Days or 

Less
3 days to 1 

wk
8 day to 2 

wks
15 days to 1 

month
31 days to 

6 wks
43 weeks 

to 2 months
61 days to 
6 months

More than 
6 months

Appendix 21
CMSNet Data on Administrative Processing Times

Title V CCS Needs Assessment 2010
Family Health Outcomes Project UCSF



County Total N
% N % N % N % N % N % N % N % N

California 25% 14008 26% 14790 16% 9416 14% 8183 6% 3297 5% 2982 7% 3994 1% 432 57102
Alameda 42% 664 25% 390 8% 130 11% 166 5% 76 4% 56 5% 77 1% 15 1574
Amador 17% 3 0% 0 11% 2 6% 1 17% 3 22% 4 28% 5 0% 0 18
Butte 19% 43 25% 58 9% 20 9% 20 10% 22 10% 23 18% 42 1% 2 230
Calaveras 6% 2 3% 1 3% 1 28% 9 9% 3 22% 7 28% 9 0% 0 32
Colusa 21% 8 3% 1 8% 3 10% 4 13% 5 10% 4 36% 14 0% 0 39
Contra Costa 22% 228 27% 282 21% 221 17% 176 5% 49 3% 37 6% 59 1% 7 1059
Del Norte 8% 3 8% 3 11% 4 13% 5 5% 2 21% 8 34% 13 0% 0 38
El Dorado 19% 24 4% 5 7% 9 14% 18 16% 20 14% 18 25% 31 1% 1 126
Fresno 29% 757 24% 634 22% 582 14% 368 4% 101 3% 83 4% 110 1% 21 2656
Glenn 8% 3 0% 0 11% 4 16% 6 16% 6 27% 10 22% 8 0% 0 37
Humboldt 82% 253 4% 12 2% 5 2% 5 2% 5 4% 11 5% 16 1% 3 310
Imperial 4% 18 8% 33 13% 54 27% 116 13% 53 9% 38 24% 100 2% 10 422
Inyo 4% 1 4% 1 11% 3 29% 8 18% 5 11% 3 21% 6 4% 1 28
Kern 12% 299 30% 736 23% 576 17% 415 5% 127 4% 100 8% 189 0% 11 2453
Kings 11% 22 0% 1 2% 5 7% 14 12% 25 23% 46 42% 85 2% 4 202
Lake 9% 8 1% 1 1% 1 15% 13 18% 15 18% 15 36% 31 1% 1 85
Lassen 9% 1 0% 0 0% 0 9% 1 9% 1 0% 0 64% 7 9% 1 11
Los Angeles 33% 4592 40% 5543 11% 1545 7% 902 2% 311 2% 283 3% 450 1% 116 13742
Madera 25% 60 3% 6 3% 7 10% 24 15% 35 17% 41 25% 60 2% 4 237
Marin 53% 64 6% 7 11% 13 11% 13 8% 9 4% 5 7% 8 1% 1 120
Mariposa 12% 2 12% 2 6% 1 6% 1 12% 2 24% 4 29% 5 0% 0 17
Mendocino 48% 93 20% 38 11% 22 10% 19 2% 3 4% 8 5% 9 1% 2 194
Merced 40% 279 27% 186 10% 67 9% 59 5% 34 5% 34 4% 29 1% 6 694
Modoc 0% 0 11% 1 11% 1 11% 1 22% 2 22% 2 22% 2 0% 0 9
Mono 6% 1 0% 0 6% 1 18% 3 12% 2 18% 3 41% 7 0% 0 17
Monterey 39% 403 6% 63 8% 83 17% 173 10% 105 7% 76 11% 117 1% 10 1030
Napa 3% 5 9% 15 22% 36 37% 60 13% 21 5% 9 10% 17 1% 1 164
Nevada 18% 12 3% 2 6% 4 9% 6 12% 8 21% 14 31% 21 0% 0 67
Orange 7% 295 26% 1064 29% 1194 18% 755 7% 280 6% 237 7% 277 1% 28 4130
Placer 25% 49 20% 39 19% 38 18% 36 5% 9 6% 11 5% 10 3% 6 198
Plumas 20% 1 0% 0 20% 1 0% 0 20% 1 0% 0 40% 2 0% 0 5
Riverside 15% 591 19% 746 19% 748 23% 914 8% 307 7% 266 8% 321 1% 29 3922
Sacramento 40% 674 26% 440 12% 201 9% 147 4% 73 3% 48 5% 81 1% 18 1682
San Benito 11% 6 0% 0 5% 3 12% 7 7% 4 21% 12 44% 25 0% 0 57
San Bernard 34% 1467 25% 1061 13% 558 12% 532 6% 237 4% 165 5% 227 0% 13 4260
San Diego 10% 618 28% 1687 26% 1592 18% 1075 6% 344 6% 356 5% 311 1% 34 6017
San Francisc 18% 89 9% 44 21% 103 23% 111 10% 50 10% 48 8% 39 1% 4 488
San Joaquin 13% 179 5% 68 15% 215 23% 330 13% 180 12% 176 18% 256 1% 8 1412
San Luis Obi 39% 162 21% 89 10% 42 12% 49 5% 21 4% 16 7% 31 2% 8 418
San Mateo 28% 132 18% 83 15% 70 20% 92 8% 37 7% 33 4% 19 1% 5 471
Santa Barba 20% 113 21% 119 25% 145 16% 94 3% 17 6% 34 7% 39 2% 14 575
Santa Clara 25% 477 28% 530 18% 331 10% 193 5% 99 4% 84 8% 159 1% 13 1886
Santa Cruz 27% 173 21% 131 16% 99 21% 133 6% 39 3% 22 5% 30 1% 4 631
Shasta 20% 47 3% 8 3% 7 10% 23 13% 29 15% 35 35% 80 1% 2 231
Sierra 33% 1 0% 0 0% 0 0% 0 0% 0 33% 1 33% 1 0% 0 3
Siskiyou 11% 7 3% 2 6% 4 11% 7 10% 6 16% 10 42% 26 0% 0 62
Solano 8% 24 3% 8 18% 55 34% 104 13% 41 11% 35 11% 35 1% 4 306
Sonoma 27% 126 28% 132 22% 104 12% 54 2% 11 3% 15 5% 23 0% 0 465
Stanislaus 36% 402 26% 295 13% 147 16% 176 3% 39 2% 26 3% 34 0% 4 1123
Sutter 18% 27 7% 10 8% 11 15% 22 14% 21 16% 23 21% 30 1% 2 146
Tehama 11% 8 3% 2 11% 8 15% 11 14% 10 19% 14 26% 19 1% 1 73
Trinity 25% 4 0% 0 0% 0 25% 4 19% 3 19% 3 13% 2 0% 0 16
Tulare 7% 90 4% 59 10% 138 31% 432 18% 243 17% 230 13% 179 1% 8 1379
Tuolumne 4% 2 2% 1 4% 2 9% 4 16% 7 20% 9 40% 18 4% 2 45
Ventura 20% 237 11% 124 16% 183 21% 244 9% 109 9% 104 14% 167 1% 6 1174
Yolo 71% 144 10% 20 4% 9 6% 13 3% 6 2% 5 3% 6 0% 0 203
Yuba 13% 15 6% 7 7% 8 13% 15 21% 24 19% 22 18% 20 2% 2 113

Time from Service Authorization Request until Authorized 2009
2 Days or 

Less
3 days to 1 

wk
8 day to 2 

wks
15 days to 
1 month

31 days to 
6 wks

43 weeks to 
2 months

61 days to 
6 months

> 6 
months

Appendix 21
CMSNet Data on Administrative Processing Times

Title V CCS Needs Assessment 2010
Family Health Outcomes Project UCSF



County
% N % N % N % N % N % N % N % N

California 39% 2398 17% 1040 12% 741 12% 741 5% 306 4% 249 10% 643 1% 84 6202
Alameda 30% 76 29% 72 16% 39 14% 34 3% 8 2% 4 6% 16 1% 2 251
Amador 0% 0 0% 0 50% 2 25% 1 25% 1 0% 0 0% 0 0% 0 4
Butte 32% 17 17% 9 9% 5 15% 8 4% 2 9% 5 13% 7 0% 0 53
Calaveras 28% 5 11% 2 11% 2 6% 1 11% 2 17% 3 17% 3 0% 0 18
Colusa 0% 0 0% 0 0% 0 50% 1 0% 0 0% 0 50% 1 0% 0 2
Contra Costa 78% 170 9% 19 4% 8 2% 5 1% 2 1% 2 6% 13 0% 0 219
Del Norte 0% 0 0% 0 0% 0 0% 0 0% 0 0% 0 67% 2 33% 1 3
El Dorado 43% 13 13% 4 10% 3 13% 4 0% 0 0% 0 20% 6 0% 0 30
Fresno 41% 164 16% 65 11% 45 12% 47 4% 15 4% 17 10% 38 2% 6 397
Glenn 14% 1 14% 1 0% 0 0% 0 14% 1 29% 2 29% 2 0% 0 7
Humboldt 74% 25 3% 1 6% 2 6% 2 0% 0 3% 1 9% 3 0% 0 34
Imperial 11% 7 5% 3 17% 11 31% 20 11% 7 9% 6 17% 11 0% 0 65
Inyo 0% 0 50% 1 0% 0 0% 0 50% 1 0% 0 0% 0 0% 0 2
Kern 42% 96 25% 57 7% 17 11% 26 7% 15 1% 3 5% 12 1% 2 228
Kings 11% 3 7% 2 4% 1 26% 7 4% 1 4% 1 41% 11 4% 1 27
Lake 44% 7 19% 3 13% 2 19% 3 0% 0 0% 0 6% 1 0% 0 16
Lassen 100% 2 0% 0 0% 0 0% 0 0% 0 0% 0 0% 0 0% 0 2
Madera 11% 5 4% 2 2% 1 13% 6 11% 5 13% 6 42% 19 2% 1 45
Marin 87% 34 3% 1 0% 0 0% 0 3% 1 3% 1 3% 1 3% 1 39
Mendocino 39% 12 35% 11 10% 3 6% 2 6% 2 0% 0 3% 1 0% 0 31
Merced 39% 40 17% 17 7% 7 11% 11 5% 5 5% 5 17% 17 1% 1 103
Modoc 0% 0 0% 0 50% 1 0% 0 0% 0 0% 0 50% 1 0% 0 2
Monterey 9% 10 5% 5 8% 9 25% 28 6% 7 10% 11 32% 36 5% 5 111
Napa 9% 3 12% 4 24% 8 6% 2 6% 2 18% 6 18% 6 6% 2 33
Nevada 72% 13 11% 2 11% 2 0% 0 0% 0 0% 0 6% 1 0% 0 18
Orange 28% 166 21% 126 23% 140 9% 53 5% 28 3% 18 11% 68 1% 4 603
Placer 17% 8 17% 8 25% 12 23% 11 2% 1 4% 2 6% 3 6% 3 48
Plumas 29% 2 14% 1 14% 1 0% 0 14% 1 14% 1 14% 1 0% 0 7
Riverside 35% 202 19% 106 10% 59 12% 68 6% 35 6% 33 12% 66 1% 3 572
Sacramento 32% 97 17% 53 11% 35 15% 45 7% 20 5% 15 12% 36 2% 6 307
San Benito 0% 0 11% 1 11% 1 11% 1 22% 2 22% 2 22% 2 0% 0 9
San Bernardino 22% 113 7% 37 12% 63 27% 138 12% 62 8% 41 11% 57 1% 5 516
San Diego 48% 347 20% 146 11% 80 6% 44 3% 24 3% 24 7% 53 0% 1 719
San Francisco 30% 26 14% 12 13% 11 8% 7 14% 12 5% 4 16% 14 0% 0 86
San Joaquin 77% 139 2% 3 4% 8 8% 15 1% 2 1% 1 6% 11 1% 2 181
San Luis Obisp 66% 42 11% 7 2% 1 3% 2 2% 1 2% 1 6% 4 9% 6 64
San Mateo 7% 8 7% 8 27% 31 35% 40 8% 9 4% 5 10% 11 1% 1 113
Santa Barbara 68% 56 6% 5 2% 2 4% 3 6% 5 1% 1 9% 7 4% 3 82
Santa Clara 25% 84 27% 90 17% 57 13% 42 2% 5 3% 10 11% 36 2% 7 331
Santa Cruz 52% 33 20% 13 3% 2 9% 6 0% 0 5% 3 11% 7 0% 0 64
Shasta 65% 41 10% 6 3% 2 3% 2 2% 1 3% 2 10% 6 5% 3 63
Siskiyou 50% 3 0% 0 0% 0 0% 0 17% 1 0% 0 0% 0 33% 2 6
Solano 21% 10 23% 11 30% 14 11% 5 6% 3 4% 2 4% 2 0% 0 47
Sonoma 82% 82 3% 3 1% 1 2% 2 1% 1 2% 2 8% 8 1% 1 100
Stanislaus 35% 65 38% 70 11% 21 6% 11 2% 4 2% 3 4% 8 1% 2 184
Sutter 83% 15 11% 2 0% 0 0% 0 0% 0 0% 0 6% 1 0% 0 18
Tehama 25% 1 25% 1 25% 1 0% 0 0% 0 0% 0 0% 0 25% 1 4
Trinity 50% 2 0% 0 0% 0 0% 0 0% 0 0% 0 50% 2 0% 0 4
Tulare 33% 36 19% 21 9% 10 12% 13 5% 6 4% 4 17% 19 1% 1 110
Tuolumne 0% 0 29% 2 0% 0 14% 1 14% 1 14% 1 29% 2 0% 0 7
Ventura 59% 106 10% 19 8% 15 8% 15 3% 5 1% 1 5% 9 6% 11 181
Yolo 36% 10 18% 5 18% 5 25% 7 0% 0 0% 0 4% 1 0% 0 28
Yuba 13% 1 38% 3 13% 1 25% 2 0% 0 0% 0 13% 1 0% 0 8

Time from Service Authorization Request for a Wheelchair Until Authorization is Made 2009

2 Days or 
Less

3 days to 1 
wk

8 day to 2 
wks

15 days to 
1 month

31 days to 
6 wks

43 weeks 
to 2 

months
61 days to 
6 months

More 
than 6 
months

Total N
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County
% N % N % N % N % N % N % N % N

California 37% 749 25% 496 13% 266 9% 174 4% 76 4% 75 8% 165 1% 19 2020
Alameda 38% 30 22% 17 23% 18 4% 3 3% 2 4% 3 5% 4 1% 1 78
Butte 33% 5 0% 0 13% 2 13% 2 13% 2 0% 0 7% 1 20% 3 15
Contra Costa 57% 43 12% 9 13% 10 11% 8 1% 1 4% 3 1% 1 0% 0 75
El Dorado 0% 0 0% 0 0% 0 100% 1 0% 0 0% 0 0% 0 0% 0 1
Fresno 40% 59 12% 18 12% 18 12% 17 7% 10 3% 5 14% 20 0% 0 147
Glenn 0% 0 0% 0 0% 0 0% 0 0% 0 100% 1 0% 0 0% 0 1
Humboldt 31% 5 13% 2 6% 1 13% 2 0% 0 13% 2 19% 3 6% 1 16
Imperial 0% 0 20% 1 20% 1 0% 0 20% 1 20% 1 20% 1 0% 0 5
Kern 52% 17 15% 5 15% 5 15% 5 0% 0 3% 1 0% 0 0% 0 33
Kings 25% 1 0% 0 0% 0 0% 0 0% 0 0% 0 50% 2 25% 1 4
Lake 33% 1 33% 1 33% 1 0% 0 0% 0 0% 0 0% 0 0% 0 3
Madera 50% 6 8% 1 8% 1 25% 3 8% 1 0% 0 0% 0 0% 0 12
Marin 60% 3 20% 1 0% 0 20% 1 0% 0 0% 0 0% 0 0% 0 5
Mendocino 0% 0 0% 0 0% 0 0% 0 0% 0 0% 0 100% 1 0% 0 1
Merced 61% 11 28% 5 0% 0 6% 1 0% 0 6% 1 0% 0 0% 0 18
Modoc 0% 0 0% 0 0% 0 0% 0 0% 0 100% 1 0% 0 0% 0 1
Monterey 77% 40 4% 2 4% 2 2% 1 4% 2 2% 1 4% 2 4% 2 52
Nevada 100% 2 0% 0 0% 0 0% 0 0% 0 0% 0 0% 0 0% 0 2
Orange 46% 85 23% 42 13% 24 6% 11 3% 5 1% 2 9% 16 1% 1 186
Placer 0% 0 33% 1 33% 1 0% 0 0% 0 0% 0 0% 0 33% 1 3
Riverside 27% 71 27% 72 16% 43 14% 37 5% 12 3% 7 8% 20 0% 1 263
Sacramento 36% 29 33% 26 15% 12 9% 7 3% 2 4% 3 1% 1 0% 0 80
San Benito 0% 0 33% 1 0% 0 0% 0 0% 0 0% 0 33% 1 33% 1 3
San Bernardin 50% 143 24% 69 7% 21 5% 15 3% 10 3% 8 7% 20 1% 2 288
San Diego 15% 56 48% 172 21% 76 7% 24 2% 7 3% 10 4% 16 0% 1 362
San Francisco 30% 9 10% 3 13% 4 7% 2 10% 3 7% 2 23% 7 0% 0 30
San Joaquin 19% 5 7% 2 11% 3 26% 7 11% 3 4% 1 22% 6 0% 0 27
San Luis Obis 24% 4 6% 1 0% 0 0% 0 6% 1 18% 3 41% 7 6% 1 17
San Mateo 75% 6 25% 2 0% 0 0% 0 0% 0 0% 0 0% 0 0% 0 8
Santa Barbara 43% 9 5% 1 5% 1 24% 5 14% 3 5% 1 5% 1 0% 0 21
Santa Clara 39% 9 13% 3 9% 2 13% 3 0% 0 13% 3 13% 3 0% 0 23
Santa Cruz 59% 20 15% 5 6% 2 3% 1 3% 1 0% 0 9% 3 6% 2 34
Shasta 56% 10 22% 4 0% 0 0% 0 0% 0 0% 0 22% 4 0% 0 18
Solano 25% 2 25% 2 0% 0 13% 1 0% 0 0% 0 38% 3 0% 0 8
Sonoma 51% 21 7% 3 12% 5 2% 1 0% 0 10% 4 17% 7 0% 0 41
Stanislaus 53% 8 40% 6 0% 0 0% 0 0% 0 0% 0 7% 1 0% 0 15
Sutter 50% 2 0% 0 25% 1 0% 0 25% 1 0% 0 0% 0 0% 0 4
Tehama 0% 0 22% 2 0% 0 11% 1 22% 2 22% 2 11% 1 11% 1 9
Tulare 34% 17 12% 6 10% 5 12% 6 6% 3 12% 6 14% 7 0% 0 50
Tuolumne 0% 0 50% 1 0% 0 0% 0 50% 1 0% 0 0% 0 0% 0 2
Ventura 28% 13 17% 8 9% 4 19% 9 6% 3 9% 4 13% 6 0% 0 47
Yolo 100% 7 0% 0 0% 0 0% 0 0% 0 0% 0 0% 0 0% 0 7
Yuba 0% 0 40% 2 60% 3 0% 0 0% 0 0% 0 0% 0 0% 0 5

Time from Services Authorization Request for Home Health Agency Services until Authorization 2009

31 days to 
6 wks

43 weeks 
to 2 

months
61 days to 
6 months

More than 
6 months

2 Days or 
Less

3 days to 1 
wk

8 day to 2 
wks

15 days to 1 
month Total 

N
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County
% N % N % N % N % N % N % N % N

California 42% 1675 18% 713 11% 438 10% 393 5% 202 5% 193 8% 328 2% 86 4028
Alameda 35% 75 36% 77 10% 22 7% 14 3% 7 2% 5 4% 9 2% 5 214
Amador 75% 3 0% 0 0% 0 25% 1 0% 0 0% 0 0% 0 0% 0 4
Butte 48% 10 14% 3 0% 0 10% 2 5% 1 0% 0 14% 3 10% 2 21
Calaveras 50% 1 0% 0 0% 0 0% 0 0% 0 0% 0 50% 1 0% 0 2
Colusa 0% 0 50% 1 50% 1 0% 0 0% 0 0% 0 0% 0 0% 0 2
Contra Costa 40% 72 23% 41 14% 26 12% 21 3% 5 3% 5 7% 12 0% 0 182
Del Norte 50% 1 0% 0 50% 1 0% 0 0% 0 0% 0 0% 0 0% 0 2
El Dorado 54% 7 15% 2 8% 1 8% 1 0% 0 15% 2 0% 0 0% 0 13
Fresno 37% 68 8% 15 10% 18 10% 18 5% 9 7% 13 14% 25 9% 17 183
Glenn 29% 2 14% 1 0% 0 14% 1 14% 1 14% 1 14% 1 0% 0 7
Humboldt 60% 6 20% 2 0% 0 0% 0 0% 0 0% 0 10% 1 10% 1 10
Imperial 21% 5 8% 2 13% 3 17% 4 4% 1 0% 0 29% 7 8% 2 24
Inyo 0% 0 0% 0 100% 1 0% 0 0% 0 0% 0 0% 0 0% 0 1
Kern 45% 111 18% 45 12% 30 9% 21 5% 13 4% 9 7% 16 0% 1 246
Kings 30% 8 0% 0 4% 1 11% 3 0% 0 7% 2 33% 9 15% 4 27
Lake 71% 5 0% 0 0% 0 29% 2 0% 0 0% 0 0% 0 0% 0 7
Lassen 80% 4 0% 0 0% 0 0% 0 0% 0 0% 0 20% 1 0% 0 5
Madera 53% 16 0% 0 7% 2 10% 3 10% 3 10% 3 10% 3 0% 0 30
Marin 85% 17 5% 1 5% 1 5% 1 0% 0 0% 0 0% 0 0% 0 20
Mariposa 50% 1 0% 0 0% 0 0% 0 0% 0 50% 1 0% 0 0% 0 2
Mendocino 62% 8 8% 1 23% 3 0% 0 0% 0 8% 1 0% 0 0% 0 13
Merced 46% 24 25% 13 17% 9 6% 3 0% 0 2% 1 4% 2 0% 0 52
Mono 0% 0 0% 0 0% 0 0% 0 100% 1 0% 0 0% 0 0% 0 1
Monterey 84% 66 4% 3 4% 3 1% 1 0% 0 1% 1 4% 3 3% 2 79
Napa 29% 5 18% 3 6% 1 12% 2 12% 2 0% 0 18% 3 6% 1 17
Nevada 33% 2 17% 1 0% 0 0% 0 0% 0 0% 0 0% 0 50% 3 6
Orange 62% 218 13% 44 7% 24 6% 20 3% 9 2% 8 5% 17 3% 12 352
Placer 59% 10 12% 2 6% 1 6% 1 12% 2 6% 1 0% 0 0% 0 17
Plumas 0% 0 100% 1 0% 0 0% 0 0% 0 0% 0 0% 0 0% 0 1
Riverside 19% 83 17% 72 17% 72 15% 66 7% 31 7% 28 16% 67 2% 8 427
Sacramento 24% 47 10% 19 3% 6 3% 6 6% 11 21% 42 34% 66 0% 0 197
San Benito 40% 4 0% 0 10% 1 10% 1 10% 1 0% 0 30% 3 0% 0 10
San Bernardin 39% 172 32% 141 12% 51 8% 35 4% 16 3% 14 2% 8 0% 1 438
San Diego 24% 103 27% 118 19% 82 16% 69 8% 34 3% 15 4% 16 0% 1 438
San Francisco 61% 50 10% 8 6% 5 7% 6 9% 7 2% 2 4% 3 1% 1 82
San Joaquin 40% 63 8% 12 17% 27 15% 24 5% 8 5% 8 9% 14 0% 0 156
San Luis Obis 69% 11 0% 0 13% 2 6% 1 6% 1 0% 0 6% 1 0% 0 16
San Mateo 42% 19 13% 6 7% 3 13% 6 2% 1 4% 2 9% 4 9% 4 45
Santa Barbara 25% 2 13% 1 13% 1 0% 0 0% 0 0% 0 25% 2 25% 2 8
Santa Clara 70% 108 3% 5 3% 5 7% 11 6% 9 1% 2 4% 6 5% 8 154
Santa Cruz 74% 46 15% 9 2% 1 5% 3 0% 0 3% 2 2% 1 0% 0 62
Shasta 65% 17 15% 4 4% 1 4% 1 8% 2 0% 0 4% 1 0% 0 26
Siskiyou 25% 1 25% 1 0% 0 0% 0 0% 0 25% 1 25% 1 0% 0 4
Solano 34% 11 3% 1 22% 7 13% 4 0% 0 6% 2 3% 1 19% 6 32
Sonoma 43% 19 20% 9 5% 2 7% 3 7% 3 11% 5 5% 2 2% 1 44
Stanislaus 33% 20 28% 17 13% 8 8% 5 10% 6 2% 1 3% 2 2% 1 60
Sutter 25% 3 8% 1 8% 1 8% 1 8% 1 0% 0 33% 4 8% 1 12
Tehama 40% 2 0% 0 0% 0 20% 1 20% 1 0% 0 20% 1 0% 0 5
Tulare 59% 104 8% 14 5% 9 13% 23 6% 11 5% 9 3% 5 0% 0 175
Tuolumne 38% 3 25% 2 25% 2 0% 0 13% 1 0% 0 0% 0 0% 0 8
Ventura 35% 19 17% 9 6% 3 13% 7 7% 4 11% 6 7% 4 4% 2 54
Yolo 76% 19 12% 3 0% 0 0% 0 0% 0 0% 0 12% 3 0% 0 25
Yuba 40% 4 30% 3 10% 1 10% 1 0% 0 10% 1 0% 0 0% 0 10

Time from Service Authorization Request for Hemotology Oncology until Approval of Authorization 2009

2 Days or 
Less

3 days to 1 
wk

8 day to 2 
wks

15 days to 
1 month

31 days to 
6 wks

43 weeks 
to 2 

months
61 days to 6 

months
More than 
6 months

Total N
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County Total N
% N % N % N % N % N % N % N % N

California 37% 749 25% 496 13% 266 9% 174 4% 76 4% 75 8% 165 1% 19 2020 HHA SAR to Auth
California 7% 3033 19% 8113 20% 8833 22% 9342 9% 3860 9% 3745 13% 5738 2% 769 43433 Referral until first SAR auth
California 12% 4297 27% 9952 21% 7815 19% 7097 7% 2524 6% 2288 7% 2516 0% 163 36652 Referral Until opened
California 25% 14008 26% 14790 16% 9416 14% 8183 6% 3297 5% 2982 7% 3994 1% 432 57102 SAR request to auth.
California 39% 2398 17% 1040 12% 741 12% 741 5% 306 4% 249 10% 643 1% 84 6202 Wheelchair SAR to auth.
California 42% 1675 18% 713 11% 438 10% 393 5% 202 5% 193 8% 328 2% 86 4028 Hemo. Oncol. SAR to auth.
Alameda 35% 75 36% 77 10% 22 7% 14 3% 7 2% 5 4% 9 2% 5 214 Hemo. Oncol. SAR to auth.
Alameda 38% 30 22% 17 23% 18 4% 3 3% 2 4% 3 5% 4 1% 1 78 HHA SAR to Auth
Alameda 19% 303 31% 489 13% 200 14% 214 6% 96 6% 92 10% 160 2% 24 1578 Referral until first SAR auth
Alameda 31% 416 41% 551 11% 144 8% 103 3% 41 3% 43 4% 55 0% 4 1357 Referral until opened
Alameda 42.2% 664 24.8% 390 8.3% 130 10.5% 166 4.8% 76 3.6% 56 4.9% 77 1.0% 15 1574 SAR request to auth.
Alameda 30% 76 29% 72 16% 39 14% 34 3% 8 2% 4 6% 16 1% 2 251 Wheelchair SAR to auth.
Amador 75% 3 0% 0 0% 0 25% 1 0% 0 0% 0 0% 0 0% 0 4 Hemo. Oncol. SAR to auth.
Amador 0% 0 0% 0 6% 1 11% 2 17% 3 22% 4 44% 8 0% 0 18 Referral until first SAR auth
Amador 0% 0 0% 0 12% 2 12% 2 18% 3 18% 3 41% 7 0% 0 17 Referral until opened
Amador 16.7% 3 0.0% 0 11.1% 2 5.6% 1 16.7% 3 22.2% 4 27.8% 5 0.0% 0 18 SAR request to auth.
Amador 0% 0 0% 0 50% 2 25% 1 25% 1 0% 0 0% 0 0% 0 4 Wheelchair SAR to auth.
Butte 48% 10 14% 3 0% 0 10% 2 5% 1 0% 0 14% 3 10% 2 21 Hemo. Oncol. SAR to auth.
Butte 33% 5 0% 0 13% 2 13% 2 13% 2 0% 0 7% 1 20% 3 15 HHA SAR to Auth
Butte 6% 15 23% 54 7% 16 10% 23 13% 29 10% 23 26% 61 5% 11 232 Referral until first SAR auth
Butte 17% 28 52% 87 7% 11 8% 14 4% 6 3% 5 8% 13 1% 2 166 Referral until opened
Butte 18.7% 43 25.2% 58 8.7% 20 8.7% 20 9.6% 22 10.0% 23 18.3% 42 0.9% 2 230 SAR request to auth.
Butte 32% 17 17% 9 9% 5 15% 8 4% 2 9% 5 13% 7 0% 0 53 Wheelchair SAR to auth.
Calaveras 50% 1 0% 0 0% 0 0% 0 0% 0 0% 0 50% 1 0% 0 2 Hemo. Oncol. SAR to auth.
Calaveras 50% 1 0% 0 0% 0 0% 0 0% 0 0% 0 50% 1 0% 0 2 Hemo. Oncol. SAR to auth.
Calaveras 0% 0 3% 1 0% 0 31% 10 16% 5 22% 7 28% 9 0% 0 32 Referral until first SAR auth
Calaveras 6% 2 3% 1 6% 2 29% 9 13% 4 13% 4 29% 9 0% 0 31 Referral until opened
Calaveras 6.3% 2 3.1% 1 3.1% 1 28.1% 9 9.4% 3 21.9% 7 28.1% 9 0.0% 0 32 SAR request to auth.
Calaveras 28% 5 11% 2 11% 2 6% 1 11% 2 17% 3 17% 3 0% 0 18 Wheelchair SAR to auth.
Colusa 0% 0 50% 1 50% 1 0% 0 0% 0 0% 0 0% 0 0% 0 2 Hemo. Oncol. SAR to auth.
Colusa 0% 0 8% 3 8% 3 10% 4 13% 5 10% 4 51% 20 0% 0 39 Referral until first SAR auth
Colusa 0% 0 8% 3 6% 2 11% 4 14% 5 14% 5 47% 17 0% 0 36 Referral until opened
Colusa 20.5% 8 2.6% 1 7.7% 3 10.3% 4 12.8% 5 10.3% 4 35.9% 14 0.0% 0 39 SAR request to auth.
Colusa 0% 0 0% 0 0% 0 50% 1 0% 0 0% 0 50% 1 0% 0 2 Wheelchair SAR to auth.

CCS Administrative Processing Times by County 2009
2 Days or Less 3 days to 1 wk 8 day to 2 15 days to 1 31 days to 6 43 weeks to 61 days to 6 More than 

Time from:
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County Total N
% N % N % N % N % N % N % N % N

CCS Administrative Processing Times by County 2009
2 Days or Less 3 days to 1 wk 8 day to 2 15 days to 1 31 days to 6 43 weeks to 61 days to 6 More than 

Time from:
Contra Costa 40% 72 23% 41 14% 26 12% 21 3% 5 3% 5 7% 12 0% 0 182 Hemo. Oncol. SAR to auth.
Contra Costa 57% 43 12% 9 13% 10 11% 8 1% 1 4% 3 1% 1 0% 0 75 HHA SAR to Auth
Contra Costa 1% 9 7% 73 19% 197 36% 377 11% 122 10% 110 14% 153 2% 20 1061 Referral until first SAR auth
Contra Costa 1% 9 10% 85 28% 248 38% 333 10% 91 6% 51 7% 64 0% 2 883 Referral until opened
Contra Costa 21.5% 228 26.6% 282 20.9% 221 16.6% 176 4.6% 49 3.5% 37 5.6% 59 0.7% 7 1059 SAR request to auth.
Contra Costa 78% 170 9% 19 4% 8 2% 5 1% 2 1% 2 6% 13 0% 0 219 Wheelchair SAR to auth.
Del Norte 50% 1 0% 0 50% 1 0% 0 0% 0 0% 0 0% 0 0% 0 2 Hemo. Oncol. SAR to auth.
Del Norte 3% 1 5% 2 5% 2 11% 4 8% 3 24% 9 45% 17 0% 0 38 Referral until first SAR auth
Del Norte 6% 2 6% 2 3% 1 11% 4 14% 5 19% 7 42% 15 0% 0 36 Referral until opened
Del Norte 7.9% 3 7.9% 3 10.5% 4 13.2% 5 5.3% 2 21.1% 8 34.2% 13 0.0% 0 38 SAR request to auth.
Del Norte 0% 0 0% 0 0% 0 0% 0 0% 0 0% 0 67% 2 33% 1 3 Wheelchair SAR to auth.
El Dorado 54% 7 15% 2 8% 1 8% 1 0% 0 15% 2 0% 0 0% 0 13 Hemo. Oncol. SAR to auth.
El Dorado 0% 0 0% 0 0% 0 100% 1 0% 0 0% 0 0% 0 0% 0 1 HHA SAR to Auth
El Dorado 1% 1 2% 2 7% 9 14% 18 19% 24 21% 26 34% 43 2% 3 126 Referral until first SAR auth
El Dorado 1% 1 2% 2 6% 6 14% 14 28% 28 21% 21 29% 29 0% 0 101 Referral until opened
El Dorado 19.0% 24 4.0% 5 7.1% 9 14.3% 18 15.9% 20 14.3% 18 24.6% 31 0.8% 1 126 SAR request to auth.
El Dorado 43% 13 13% 4 10% 3 13% 4 0% 0 0% 0 20% 6 0% 0 30 Wheelchair SAR to auth.
Fresno 37% 68 8% 15 10% 18 10% 18 5% 9 7% 13 14% 25 9% 17 183 Hemo. Oncol. SAR to auth.
Fresno 40% 59 12% 18 12% 18 12% 17 7% 10 3% 5 14% 20 0% 0 147 HHA SAR to Auth
Fresno 21% 562 25% 653 23% 614 15% 387 4% 99 4% 110 7% 189 2% 48 2662 Referral until first SAR auth
Fresno 37% 826 29% 650 20% 444 8% 189 2% 43 2% 41 2% 39 0% 11 2243 Referral until opened
Fresno 28.5% 757 23.9% 634 21.9% 582 13.9% 368 3.8% 101 3.1% 83 4.1% 110 0.8% 21 2656 SAR request to auth.
Fresno 41% 164 16% 65 11% 45 12% 47 4% 15 4% 17 10% 38 2% 6 397 Wheelchair SAR to auth.
Glenn 29% 2 14% 1 0% 0 14% 1 14% 1 14% 1 14% 1 0% 0 7 Hemo. Oncol. SAR to auth.
Glenn 0% 0 0% 0 0% 0 0% 0 0% 0 100% 1 0% 0 0% 0 1 HHA SAR to Auth
Glenn 3% 1 0% 0 8% 3 22% 8 5% 2 35% 13 27% 10 0% 0 37 Referral until first SAR auth
Glenn 0% 0 3% 1 6% 2 25% 8 6% 2 38% 12 22% 7 0% 0 32 Referral until opened
Glenn 8.1% 3 0.0% 0 10.8% 4 16.2% 6 16.2% 6 27.0% 10 21.6% 8 0.0% 0 37 SAR request to auth.
Glenn 14% 1 14% 1 0% 0 0% 0 14% 1 29% 2 29% 2 0% 0 7 Wheelchair SAR to auth.
Humboldt 60% 6 20% 2 0% 0 0% 0 0% 0 0% 0 10% 1 10% 1 10 Hemo. Oncol. SAR to auth.
Humboldt 31% 5 13% 2 6% 1 13% 2 0% 0 13% 2 19% 3 6% 1 16 HHA SAR to Auth
Humboldt 20% 63 25% 78 15% 45 12% 37 4% 12 8% 24 14% 43 3% 8 310 Referral until first SAR auth
Humboldt 44% 115 24% 63 12% 32 10% 27 3% 9 2% 5 4% 10 0% 1 262 Referral until opened
Humboldt 81.6% 253 3.9% 12 1.6% 5 1.6% 5 1.6% 5 3.5% 11 5.2% 16 1.0% 3 310 SAR request to auth.
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CCS Administrative Processing Times by County 2009
2 Days or Less 3 days to 1 wk 8 day to 2 15 days to 1 31 days to 6 43 weeks to 61 days to 6 More than 

Time from:
Humboldt 74% 25 3% 1 6% 2 6% 2 0% 0 3% 1 9% 3 0% 0 34 Wheelchair SAR to auth.
Imperial 21% 5 8% 2 13% 3 17% 4 4% 1 0% 0 29% 7 8% 2 24 Hemo. Oncol. SAR to auth.
Imperial 0% 0 20% 1 20% 1 0% 0 20% 1 20% 1 20% 1 0% 0 5 HHA SAR to Auth
Imperial 1% 5 8% 32 14% 61 28% 120 11% 48 10% 44 25% 105 2% 10 425 Referral until first SAR auth
Imperial 2% 7 10% 37 17% 61 26% 93 11% 39 12% 43 21% 76 1% 5 361 Referral until opened
Imperial 4.3% 18 7.8% 33 12.8% 54 27.5% 116 12.6% 53 9.0% 38 23.7% 100 2.4% 10 422 SAR request to auth.
Imperial 11% 7 5% 3 17% 11 31% 20 11% 7 9% 6 17% 11 0% 0 65 Wheelchair SAR to auth.
Inyo 0% 0 0% 0 100% 1 0% 0 0% 0 0% 0 0% 0 0% 0 1 Hemo. Oncol. SAR to auth.
Inyo 4% 1 0% 0 7% 2 32% 9 18% 5 11% 3 25% 7 4% 1 28 Referral until first SAR auth
Inyo 0% 0 0% 0 13% 3 38% 9 21% 5 13% 3 17% 4 0% 0 24 Referral until opened
Inyo 3.6% 1 3.6% 1 10.7% 3 28.6% 8 17.9% 5 10.7% 3 21.4% 6 3.6% 1 28 SAR request to auth.
Inyo 0% 0 50% 1 0% 0 0% 0 50% 1 0% 0 0% 0 0% 0 2 Wheelchair SAR to auth.
Kern 45% 111 18% 45 12% 30 9% 21 5% 13 4% 9 7% 16 0% 1 246 Hemo. Oncol. SAR to auth.
Kern 52% 17 15% 5 15% 5 15% 5 0% 0 3% 1 0% 0 0% 0 33 HHA SAR to Auth
Kern 8% 201 29% 716 24% 578 18% 438 5% 135 5% 119 10% 245 1% 23 2455 Referral until first SAR auth
Kern 12% 286 44% 1031 28% 651 11% 246 2% 39 2% 38 2% 48 0% 2 2341 Referral until opened
Kern 12.2% 299 30.0% 736 23.5% 576 16.9% 415 5.2% 127 4.1% 100 7.7% 189 0.4% 11 2453 SAR request to auth.
Kern 42% 96 25% 57 7% 17 11% 26 7% 15 1% 3 5% 12 1% 2 228 Wheelchair SAR to auth.
Kings 30% 8 0% 0 4% 1 11% 3 0% 0 7% 2 33% 9 15% 4 27 Hemo. Oncol. SAR to auth.
Kings 25% 1 0% 0 0% 0 0% 0 0% 0 0% 0 50% 2 25% 1 4 HHA SAR to Auth
Kings 0% 1 0% 1 0% 1 8% 17 13% 27 25% 51 48% 98 3% 7 203 Referral until first SAR auth
Kings 1% 1 0% 0 0% 0 9% 17 16% 29 28% 52 44% 81 2% 3 183 Referral until opened
Kings 10.9% 22 0.5% 1 2.5% 5 6.9% 14 12.4% 25 22.8% 46 42.1% 85 2.0% 4 202 SAR request to auth.
Kings 11% 3 7% 2 4% 1 26% 7 4% 1 4% 1 41% 11 4% 1 27 Wheelchair SAR to auth.
Lake 71% 5 0% 0 0% 0 29% 2 0% 0 0% 0 0% 0 0% 0 7 Hemo. Oncol. SAR to auth.
Lake 33% 1 33% 1 33% 1 0% 0 0% 0 0% 0 0% 0 0% 0 3 HHA SAR to Auth
Lake 1% 1 1% 1 2% 2 14% 12 18% 15 18% 15 44% 37 2% 2 85 Referral until first SAR auth
Lake 1% 1 1% 1 0% 0 13% 9 21% 14 19% 13 43% 29 0% 0 67 Referral until opened
Lake 9.4% 8 1.2% 1 1.2% 1 15.3% 13 17.6% 15 17.6% 15 36.5% 31 1.2% 1 85 SAR request to auth.
Lake 44% 7 19% 3 13% 2 19% 3 0% 0 0% 0 6% 1 0% 0 16 Wheelchair SAR to auth.
Lassen 80% 4 0% 0 0% 0 0% 0 0% 0 0% 0 20% 1 0% 0 5 Hemo. Oncol. SAR to auth.
Lassen 0% 0 0% 0 0% 0 9% 1 9% 1 9% 1 64% 7 9% 1 11 Referral until first SAR auth
Lassen 0% 0 0% 0 0% 0 10% 1 10% 1 10% 1 60% 6 10% 1 10 Referral until opened
Lassen 9.1% 1 0.0% 0 0.0% 0 9.1% 1 9.1% 1 0.0% 0 63.6% 7 9.1% 1 11 SAR request to auth.
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2 Days or Less 3 days to 1 wk 8 day to 2 15 days to 1 31 days to 6 43 weeks to 61 days to 6 More than 

Time from:
Lassen 100% 2 0% 0 0% 0 0% 0 0% 0 0% 0 0% 0 0% 0 2 Wheelchair SAR to auth.
Los Angeles 33% 4592 40% 5543 11% 1545 7% 902 2% 311 2% 283 3% 450 1% 116 13742 SAR request to auth.
Madera 53% 16 0% 0 7% 2 10% 3 10% 3 10% 3 10% 3 0% 0 30 Hemo. Oncol. SAR to auth.
Madera 50% 6 8% 1 8% 1 25% 3 8% 1 0% 0 0% 0 0% 0 12 HHA SAR to Auth
Madera 0% 1 2% 5 6% 14 11% 27 14% 32 23% 55 39% 92 5% 11 237 Referral until first SAR auth
Madera 1% 1 1% 2 3% 5 9% 16 17% 30 28% 50 40% 70 2% 3 177 Referral until opened
Madera 25.3% 60 2.5% 6 3.0% 7 10.1% 24 14.8% 35 17.3% 41 25.3% 60 1.7% 4 237 SAR request to auth.
Madera 11% 5 4% 2 2% 1 13% 6 11% 5 13% 6 42% 19 2% 1 45 Wheelchair SAR to auth.
Marin 85% 17 5% 1 5% 1 5% 1 0% 0 0% 0 0% 0 0% 0 20 Hemo. Oncol. SAR to auth.
Marin 60% 3 20% 1 0% 0 20% 1 0% 0 0% 0 0% 0 0% 0 5 HHA SAR to Auth
Marin 6% 7 15% 18 25% 30 22% 26 8% 10 11% 13 11% 13 3% 3 120 Referral until first SAR auth
Marin 12% 12 34% 34 28% 28 11% 11 9% 9 5% 5 2% 2 0% 0 101 Referral until opened
Marin 53.3% 64 5.8% 7 10.8% 13 10.8% 13 7.5% 9 4.2% 5 6.7% 8 0.8% 1 120 SAR request to auth.
Marin 87% 34 3% 1 0% 0 0% 0 3% 1 3% 1 3% 1 3% 1 39 Wheelchair SAR to auth.
Mariposa 50% 1 0% 0 0% 0 0% 0 0% 0 50% 1 0% 0 0% 0 2 Hemo. Oncol. SAR to auth.
Mariposa 0% 0 6% 1 6% 1 6% 1 12% 2 24% 4 47% 8 0% 0 17 Referral until first SAR auth
Mariposa 0% 0 0% 0 7% 1 0% 0 14% 2 36% 5 43% 6 0% 0 14 Referral until opened
Mariposa 11.8% 2 11.8% 2 5.9% 1 5.9% 1 11.8% 2 23.5% 4 29.4% 5 0.0% 0 17 SAR request to auth.
Mendocino 62% 8 8% 1 23% 3 0% 0 0% 0 8% 1 0% 0 0% 0 13 Hemo. Oncol. SAR to auth.
Mendocino 0% 0 0% 0 0% 0 0% 0 0% 0 0% 0 100% 1 0% 0 1 HHA SAR to Auth
Mendocino 4% 7 10% 19 23% 44 26% 51 9% 17 9% 18 17% 33 3% 5 194 Referral until first SAR auth
Mendocino 4% 5 24% 32 38% 51 17% 23 7% 9 8% 11 4% 5 0% 0 136 Referral until opened
Mendocino 47.9% 93 19.6% 38 11.3% 22 9.8% 19 1.5% 3 4.1% 8 4.6% 9 1.0% 2 194 SAR request to auth.
Mendocino 39% 12 35% 11 10% 3 6% 2 6% 2 0% 0 3% 1 0% 0 31 Wheelchair SAR to auth.
Merced 46% 24 25% 13 17% 9 6% 3 0% 0 2% 1 4% 2 0% 0 52 Hemo. Oncol. SAR to auth.
Merced 61% 11 28% 5 0% 0 6% 1 0% 0 6% 1 0% 0 0% 0 18 HHA SAR to Auth
Merced 34% 238 26% 178 10% 73 10% 73 5% 38 5% 38 7% 49 1% 9 696 Referral until first SAR auth
Merced 50% 254 29% 148 6% 30 6% 28 3% 17 2% 8 4% 21 0% 1 507 Referral until opened
Merced 40.2% 279 26.8% 186 9.7% 67 8.5% 59 4.9% 34 4.9% 34 4.2% 29 0.9% 6 694 SAR request to auth.
Merced 39% 40 17% 17 7% 7 11% 11 5% 5 5% 5 17% 17 1% 1 103 Wheelchair SAR to auth.
Modoc 0% 0 0% 0 0% 0 0% 0 0% 0 100% 1 0% 0 0% 0 1 HHA SAR to Auth
Modoc 0% 0 0% 0 0% 0 11% 1 11% 1 11% 1 67% 6 0% 0 9 Referral until first SAR auth
Modoc 0% 0 0% 0 0% 0 14% 1 14% 1 0% 0 71% 5 0% 0 7 Referral until opened
Modoc 0.0% 0 11.1% 1 11.1% 1 11.1% 1 22.2% 2 22.2% 2 22.2% 2 0.0% 0 9 SAR request to auth.
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Modoc 0% 0 0% 0 50% 1 0% 0 0% 0 0% 0 50% 1 0% 0 2 Wheelchair SAR to auth.
Mono 0% 0 0% 0 0% 0 0% 0 100% 1 0% 0 0% 0 0% 0 1 Hemo. Oncol. SAR to auth.
Mono 0% 0 0% 0 6% 1 12% 2 18% 3 12% 2 47% 8 6% 1 17 Referral until first SAR auth
Mono 0% 0 0% 0 7% 1 21% 3 21% 3 14% 2 36% 5 0% 0 14 Referral until opened
Mono 5.9% 1 0.0% 0 5.9% 1 17.6% 3 11.8% 2 17.6% 3 41.2% 7 0.0% 0 17 SAR request to auth.
Monterey 84% 66 4% 3 4% 3 1% 1 0% 0 1% 1 4% 3 3% 2 79 Hemo. Oncol. SAR to auth.
Monterey 77% 40 4% 2 4% 2 2% 1 4% 2 2% 1 4% 2 4% 2 52 HHA SAR to Auth
Monterey 6% 67 11% 118 15% 159 25% 255 14% 149 11% 111 15% 159 1% 14 1032 Referral until first SAR auth
Monterey 13% 123 23% 223 16% 155 23% 218 11% 103 7% 66 6% 60 0% 1 949 Referral until opened
Monterey 39.1% 403 6.1% 63 8.1% 83 16.8% 173 10.2% 105 7.4% 76 11.4% 117 1.0% 10 1030 SAR request to auth.
Monterey 9% 10 5% 5 8% 9 25% 28 6% 7 10% 11 32% 36 5% 5 111 Wheelchair SAR to auth.
Napa 29% 5 18% 3 6% 1 12% 2 12% 2 0% 0 18% 3 6% 1 17 Hemo. Oncol. SAR to auth.
Napa 0% 0 7% 11 21% 34 37% 61 12% 19 7% 12 15% 24 2% 3 164 Referral until first SAR auth
Napa 2% 2 22% 28 23% 29 29% 37 12% 15 5% 6 7% 9 0% 0 126 Referral until opened
Napa 3.0% 5 9.1% 15 22.0% 36 36.6% 60 12.8% 21 5.5% 9 10.4% 17 0.6% 1 164 SAR request to auth.
Napa 9% 3 12% 4 24% 8 6% 2 6% 2 18% 6 18% 6 6% 2 33 Wheelchair SAR to auth.
Nevada 33% 2 17% 1 0% 0 0% 0 0% 0 0% 0 0% 0 50% 3 6 Hemo. Oncol. SAR to auth.
Nevada 100% 2 0% 0 0% 0 0% 0 0% 0 0% 0 0% 0 0% 0 2 HHA SAR to Auth
Nevada 1% 1 4% 3 3% 2 10% 7 15% 10 27% 18 37% 25 1% 1 67 Referral until first SAR auth
Nevada 0% 0 7% 3 0% 0 14% 6 16% 7 33% 14 30% 13 0% 0 43 Referral until opened
Nevada 17.9% 12 3.0% 2 6.0% 4 9.0% 6 11.9% 8 20.9% 14 31.3% 21 0.0% 0 67 SAR request to auth.
Nevada 72% 13 11% 2 11% 2 0% 0 0% 0 0% 0 6% 1 0% 0 18 Wheelchair SAR to auth.
Orange 62% 218 13% 44 7% 24 6% 20 3% 9 2% 8 5% 17 3% 12 352 Hemo. Oncol. SAR to auth.
Orange 46% 85 23% 42 13% 24 6% 11 3% 5 1% 2 9% 16 1% 1 186 HHA SAR to Auth
Orange 6% 240 26% 1061 26% 1087 17% 699 7% 297 6% 261 10% 425 2% 66 4136 Referral until first SAR auth
Orange 13% 460 51% 1806 15% 516 10% 368 4% 139 3% 92 4% 138 0% 15 3534 Referral until opened
Orange 7.1% 295 25.8% 1064 28.9% 1194 18.3% 755 6.8% 280 5.7% 237 6.7% 277 0.7% 28 4130 SAR request to auth.
Orange 28% 166 21% 126 23% 140 9% 53 5% 28 3% 18 11% 68 1% 4 603 Wheelchair SAR to auth.
Placer 59% 10 12% 2 6% 1 6% 1 12% 2 6% 1 0% 0 0% 0 17 Hemo. Oncol. SAR to auth.
Placer 0% 0 33% 1 33% 1 0% 0 0% 0 0% 0 0% 0 33% 1 3 HHA SAR to Auth
Placer 10% 19 16% 31 16% 32 24% 47 9% 17 9% 18 13% 25 5% 9 198 Referral until first SAR auth
Placer 11% 16 26% 39 26% 40 24% 36 3% 4 5% 7 5% 8 1% 1 151 Referral until opened
Placer 24.7% 49 19.7% 39 19.2% 38 18.2% 36 4.5% 9 5.6% 11 5.1% 10 3.0% 6 198 SAR request to auth.
Placer 17% 8 17% 8 25% 12 23% 11 2% 1 4% 2 6% 3 6% 3 48 Wheelchair SAR to auth.
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Plumas 0% 0 100% 1 0% 0 0% 0 0% 0 0% 0 0% 0 0% 0 1 Hemo. Oncol. SAR to auth.
Plumas 0% 0 0% 0 0% 0 20% 1 0% 0 20% 1 60% 3 0% 0 5 Referral until first SAR auth
Plumas 0% 0 0% 0 0% 0 33% 1 0% 0 33% 1 33% 1 0% 0 3 Referral until opened
Plumas 20.0% 1 0.0% 0 20.0% 1 0.0% 0 20.0% 1 0.0% 0 40.0% 2 0.0% 0 5 SAR request to auth.
Plumas 29% 2 14% 1 14% 1 0% 0 14% 1 14% 1 14% 1 0% 0 7 Wheelchair SAR to auth.
Riverside 19% 83 17% 72 17% 72 15% 66 7% 31 7% 28 16% 67 2% 8 427 Hemo. Oncol. SAR to auth.
Riverside 27% 71 27% 72 16% 43 14% 37 5% 12 3% 7 8% 20 0% 1 263 HHA SAR to Auth
Riverside 4% 176 17% 664 21% 821 26% 1021 10% 379 8% 334 12% 467 2% 68 3930 Referral until first SAR auth
Riverside 5% 174 22% 743 26% 875 26% 858 7% 239 6% 200 6% 205 0% 10 3304 Referral until opened
Riverside 15.1% 591 19.0% 746 19.1% 748 23.3% 914 7.8% 307 6.8% 266 8.2% 321 0.7% 29 3922 SAR request to auth.
Riverside 35% 202 19% 106 10% 59 12% 68 6% 35 6% 33 12% 66 1% 3 572 Wheelchair SAR to auth.
Sacramento 24% 47 10% 19 3% 6 3% 6 6% 11 21% 42 34% 66 0% 0 197 Hemo. Oncol. SAR to auth.
Sacramento 36% 29 33% 26 15% 12 9% 7 3% 2 4% 3 1% 1 0% 0 80 HHA SAR to Auth
Sacramento 6% 103 18% 307 27% 463 21% 347 7% 122 7% 122 11% 180 2% 41 1685 Referral until first SAR auth
Sacramento 11% 178 32% 511 29% 463 16% 253 5% 82 4% 65 4% 57 0% 8 1617 Referral until opened
Sacramento 40.1% 674 26.2% 440 12.0% 201 8.7% 147 4.3% 73 2.9% 48 4.8% 81 1.1% 18 1682 SAR request to auth.
Sacramento 32% 97 17% 53 11% 35 15% 45 7% 20 5% 15 12% 36 2% 6 307 Wheelchair SAR to auth.
San Benito 40% 4 0% 0 10% 1 10% 1 10% 1 0% 0 30% 3 0% 0 10 Hemo. Oncol. SAR to auth.
San Benito 0% 0 33% 1 0% 0 0% 0 0% 0 0% 0 33% 1 33% 1 3 HHA SAR to Auth
San Benito 4% 2 0% 0 4% 2 18% 10 4% 2 25% 14 44% 25 4% 2 57 Referral until first SAR auth
San Benito 4% 2 0% 0 4% 2 11% 5 2% 1 32% 15 45% 21 2% 1 47 Referral until opened
San Benito 10.5% 6 0.0% 0 5.3% 3 12.3% 7 7.0% 4 21.1% 12 43.9% 25 0.0% 0 57 SAR request to auth.
San Benito 0% 0 11% 1 11% 1 11% 1 22% 2 22% 2 22% 2 0% 0 9 Wheelchair SAR to auth.
San Bernardino 39% 172 32% 141 12% 51 8% 35 4% 16 3% 14 2% 8 0% 1 438 Hemo. Oncol. SAR to auth.
San Bernardino 50% 143 24% 69 7% 21 5% 15 3% 10 3% 8 7% 20 1% 2 288 HHA SAR to Auth
San Bernardino 11% 464 24% 1022 19% 809 20% 860 8% 350 7% 302 10% 418 1% 39 4264 Referral until first SAR auth
San Bernardino 14% 524 32% 1219 22% 847 17% 632 5% 175 5% 176 5% 182 0% 16 3771 Referral until opened
San Bernardino 34.4% 1467 24.9% 1061 13.1% 558 12.5% 532 5.6% 237 3.9% 165 5.3% 227 0.3% 13 4260 SAR request to auth.
San Bernardino 22% 113 7% 37 12% 63 27% 138 12% 62 8% 41 11% 57 1% 5 516 Wheelchair SAR to auth.
San Diego 24% 103 27% 118 19% 82 16% 69 8% 34 3% 15 4% 16 0% 1 438 Hemo. Oncol. SAR to auth.
San Diego 15% 56 48% 172 21% 76 7% 24 2% 7 3% 10 4% 16 0% 1 362 HHA SAR to Auth
San Diego 4% 214 22% 1308 26% 1545 22% 1327 8% 462 8% 473 10% 591 2% 106 6026 Referral until first SAR auth
San Diego 4% 200 22% 1094 26% 1288 24% 1155 8% 405 8% 376 7% 328 1% 29 4875 Referral until opened
San Diego 10.3% 618 28.0% 1687 26.5% 1592 17.9% 1075 5.7% 344 5.9% 356 5.2% 311 0.6% 34 6017 SAR request to auth.
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San Diego 48% 347 20% 146 11% 80 6% 44 3% 24 3% 24 7% 53 0% 1 719 Wheelchair SAR to auth.
San Francisco 61% 50 10% 8 6% 5 7% 6 9% 7 2% 2 4% 3 1% 1 82 Hemo. Oncol. SAR to auth.
San Francisco 30% 9 10% 3 13% 4 7% 2 10% 3 7% 2 23% 7 0% 0 30 HHA SAR to Auth
San Francisco 0% 1 6% 28 18% 86 29% 141 14% 67 14% 67 18% 87 2% 11 488 Referral until first SAR auth
San Francisco 2% 8 23% 92 31% 122 24% 93 6% 22 7% 29 7% 26 0% 0 392 Referral until opened
San Francisco 18.2% 89 9.0% 44 21.1% 103 22.7% 111 10.2% 50 9.8% 48 8.0% 39 0.8% 4 488 SAR request to auth.
San Francisco 30% 26 14% 12 13% 11 8% 7 14% 12 5% 4 16% 14 0% 0 86 Wheelchair SAR to auth.
San Joaquin 40% 63 8% 12 17% 27 15% 24 5% 8 5% 8 9% 14 0% 0 156 Hemo. Oncol. SAR to auth.
San Joaquin 19% 5 7% 2 11% 3 26% 7 11% 3 4% 1 22% 6 0% 0 27 HHA SAR to Auth
San Joaquin 1% 17 3% 47 15% 213 25% 360 15% 216 15% 212 23% 323 2% 25 1413 Referral until first SAR auth
San Joaquin 2% 30 10% 123 21% 266 33% 413 14% 178 10% 127 8% 99 0% 3 1239 Referral until opened
San Joaquin 12.7% 179 4.8% 68 15.2% 215 23.4% 330 12.7% 180 12.5% 176 18.1% 256 0.6% 8 1412 SAR request to auth.
San Joaquin 77% 139 2% 3 4% 8 8% 15 1% 2 1% 1 6% 11 1% 2 181 Wheelchair SAR to auth.
San Luis Obisp 69% 11 0% 0 13% 2 6% 1 6% 1 0% 0 6% 1 0% 0 16 Hemo. Oncol. SAR to auth.
San Luis Obisp 24% 4 6% 1 0% 0 0% 0 6% 1 18% 3 41% 7 6% 1 17 HHA SAR to Auth
San Luis Obisp 19% 80 23% 97 14% 59 14% 58 6% 27 7% 28 14% 57 3% 12 418 Referral until first SAR auth
San Luis Obisp 38% 128 30% 102 8% 26 7% 23 6% 20 4% 15 6% 20 0% 1 335 Referral until opened
San Luis Obisp 38.8% 162 21.3% 89 10.0% 42 11.7% 49 5.0% 21 3.8% 16 7.4% 31 1.9% 8 418 SAR request to auth.
San Luis Obisp 66% 42 11% 7 2% 1 3% 2 2% 1 2% 1 6% 4 9% 6 64 Wheelchair SAR to auth.
San Mateo 42% 19 13% 6 7% 3 13% 6 2% 1 4% 2 9% 4 9% 4 45 Hemo. Oncol. SAR to auth.
San Mateo 75% 6 25% 2 0% 0 0% 0 0% 0 0% 0 0% 0 0% 0 8 HHA SAR to Auth
San Mateo 4% 21 18% 87 18% 87 23% 108 11% 52 10% 47 12% 58 2% 11 471 Referral until first SAR auth
San Mateo 13% 48 34% 130 22% 83 17% 66 7% 28 3% 13 4% 15 0% 1 384 Referral until opened
San Mateo 28.0% 132 17.6% 83 14.9% 70 19.5% 92 7.9% 37 7.0% 33 4.0% 19 1.1% 5 471 SAR request to auth.
San Mateo 7% 8 7% 8 27% 31 35% 40 8% 9 4% 5 10% 11 1% 1 113 Wheelchair SAR to auth.
Santa Barbara 25% 2 13% 1 13% 1 0% 0 0% 0 0% 0 25% 2 25% 2 8 Hemo. Oncol. SAR to auth.
Santa Barbara 43% 9 5% 1 5% 1 24% 5 14% 3 5% 1 5% 1 0% 0 21 HHA SAR to Auth
Santa Barbara 5% 28 13% 72 21% 123 23% 135 7% 41 10% 56 16% 92 5% 28 575 Referral until first SAR auth
Santa Barbara 5% 23 19% 89 30% 140 24% 113 6% 30 8% 35 6% 27 1% 5 462 Referral until opened
Santa Barbara 19.7% 113 20.7% 119 25.2% 145 16.3% 94 3.0% 17 5.9% 34 6.8% 39 2.4% 14 575 SAR request to auth.
Santa Barbara 68% 56 6% 5 2% 2 4% 3 6% 5 1% 1 9% 7 4% 3 82 Wheelchair SAR to auth.
Santa Clara 70% 108 3% 5 3% 5 7% 11 6% 9 1% 2 4% 6 5% 8 154 Hemo. Oncol. SAR to auth.
Santa Clara 39% 9 13% 3 9% 2 13% 3 0% 0 13% 3 13% 3 0% 0 23 HHA SAR to Auth
Santa Clara 1% 27 19% 367 26% 488 21% 400 7% 139 7% 139 15% 289 2% 41 1890 Referral until first SAR auth
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Santa Clara 2% 22 25% 358 30% 432 23% 331 5% 79 6% 90 9% 127 1% 10 1449 Referral until opened
Santa Clara 25.3% 477 28.1% 530 17.6% 331 10.2% 193 5.2% 99 4.5% 84 8.4% 159 0.7% 13 1886 SAR request to auth.
Santa Clara 25% 84 27% 90 17% 57 13% 42 2% 5 3% 10 11% 36 2% 7 331 Wheelchair SAR to auth.
Santa Cruz 74% 46 15% 9 2% 1 5% 3 0% 0 3% 2 2% 1 0% 0 62 Hemo. Oncol. SAR to auth.
Santa Cruz 59% 20 15% 5 6% 2 3% 1 3% 1 0% 0 9% 3 6% 2 34 HHA SAR to Auth
Santa Cruz 4% 27 13% 79 19% 117 29% 183 15% 97 9% 54 11% 68 1% 7 632 Referral until first SAR auth
Santa Cruz 5% 28 14% 81 18% 102 34% 192 13% 75 8% 46 7% 37 0% 1 562 Referral until opened
Santa Cruz 27.4% 173 20.8% 131 15.7% 99 21.1% 133 6.2% 39 3.5% 22 4.8% 30 0.6% 4 631 SAR request to auth.
Santa Cruz 52% 33 20% 13 3% 2 9% 6 0% 0 5% 3 11% 7 0% 0 64 Wheelchair SAR to auth.
Shasta 65% 17 15% 4 4% 1 4% 1 8% 2 0% 0 4% 1 0% 0 26 Hemo. Oncol. SAR to auth.
Shasta 56% 10 22% 4 0% 0 0% 0 0% 0 0% 0 22% 4 0% 0 18 HHA SAR to Auth
Shasta 0% 1 2% 4 5% 11 11% 25 15% 34 18% 42 47% 108 3% 6 231 Referral until first SAR auth
Shasta 1% 2 4% 7 6% 11 10% 20 14% 27 21% 40 43% 83 2% 4 194 Referral until opened
Shasta 20.3% 47 3.5% 8 3.0% 7 10.0% 23 12.6% 29 15.2% 35 34.6% 80 0.9% 2 231 SAR request to auth.
Shasta 65% 41 10% 6 3% 2 3% 2 2% 1 3% 2 10% 6 5% 3 63 Wheelchair SAR to auth.
Sierra 0% 0 0% 0 0% 0 0% 0 0% 0 33% 1 33% 1 33% 1 3 Referral until first SAR auth
Sierra 0% 0 0% 0 0% 0 0% 0 0% 0 33% 1 33% 1 33% 1 3 Referral until opened
Sierra 33.3% 1 0.0% 0 0.0% 0 0.0% 0 0.0% 0 33.3% 1 33.3% 1 0.0% 0 3 SAR request to auth.
Siskiyou 25% 1 25% 1 0% 0 0% 0 0% 0 25% 1 25% 1 0% 0 4 Hemo. Oncol. SAR to auth.
Siskiyou 0% 0 0% 0 6% 4 13% 8 11% 7 18% 11 47% 29 5% 3 62 Referral until first SAR auth
Siskiyou 0% 0 2% 1 5% 3 10% 6 17% 10 21% 12 43% 25 2% 1 58 Referral until opened
Siskiyou 11.3% 7 3.2% 2 6.5% 4 11.3% 7 9.7% 6 16.1% 10 41.9% 26 0.0% 0 62 SAR request to auth.
Siskiyou 50% 3 0% 0 0% 0 0% 0 17% 1 0% 0 0% 0 33% 2 6 Wheelchair SAR to auth.
Solano 34% 11 3% 1 22% 7 13% 4 0% 0 6% 2 3% 1 19% 6 32 Hemo. Oncol. SAR to auth.
Solano 25% 2 25% 2 0% 0 13% 1 0% 0 0% 0 38% 3 0% 0 8 HHA SAR to Auth
Solano 1% 2 1% 4 14% 44 35% 107 14% 44 14% 43 18% 55 3% 8 307 Referral until first SAR auth
Solano 2% 4 5% 13 29% 71 32% 77 12% 30 9% 23 9% 23 1% 3 244 Referral until opened
Solano 7.8% 24 2.6% 8 18.0% 55 34.0% 104 13.4% 41 11.4% 35 11.4% 35 1.3% 4 306 SAR request to auth.
Solano 21% 10 23% 11 30% 14 11% 5 6% 3 4% 2 4% 2 0% 0 47 Wheelchair SAR to auth.
Sonoma 43% 19 20% 9 5% 2 7% 3 7% 3 11% 5 5% 2 2% 1 44 Hemo. Oncol. SAR to auth.
Sonoma 51% 21 7% 3 12% 5 2% 1 0% 0 10% 4 17% 7 0% 0 41 HHA SAR to Auth
Sonoma 2% 11 18% 84 30% 142 27% 125 6% 28 5% 21 10% 45 2% 10 466 Referral until first SAR auth
Sonoma 8% 32 35% 135 29% 110 17% 65 3% 12 2% 9 5% 20 0% 0 383 Referral until opened
Sonoma 27.1% 126 28.4% 132 22.4% 104 11.6% 54 2.4% 11 3.2% 15 4.9% 23 0.0% 0 465 SAR request to auth.
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Sonoma 82% 82 3% 3 1% 1 2% 2 1% 1 2% 2 8% 8 1% 1 100 Wheelchair SAR to auth.
Stanislaus 33% 20 28% 17 13% 8 8% 5 10% 6 2% 1 3% 2 2% 1 60 Hemo. Oncol. SAR to auth.
Stanislaus 53% 8 40% 6 0% 0 0% 0 0% 0 0% 0 7% 1 0% 0 15 HHA SAR to Auth
Stanislaus 3% 35 17% 190 22% 242 32% 356 8% 93 7% 77 10% 116 1% 16 1125 Referral until first SAR auth
Stanislaus 23% 201 21% 184 15% 133 25% 224 7% 59 4% 35 5% 48 1% 6 890 Referral until opened
Stanislaus 35.8% 402 26.3% 295 13.1% 147 15.7% 176 3.5% 39 2.3% 26 3.0% 34 0.4% 4 1123 SAR request to auth.
Stanislaus 35% 65 38% 70 11% 21 6% 11 2% 4 2% 3 4% 8 1% 2 184 Wheelchair SAR to auth.
Sutter 25% 3 8% 1 8% 1 8% 1 8% 1 0% 0 33% 4 8% 1 12 Hemo. Oncol. SAR to auth.
Sutter 50% 2 0% 0 25% 1 0% 0 25% 1 0% 0 0% 0 0% 0 4 HHA SAR to Auth
Sutter 8% 12 5% 7 8% 11 14% 20 16% 23 22% 32 26% 38 2% 3 146 Referral until first SAR auth
Sutter 3% 3 5% 5 9% 10 16% 17 17% 18 23% 25 27% 29 1% 1 108 Referral until opened
Sutter 18.5% 27 6.8% 10 7.5% 11 15.1% 22 14.4% 21 15.8% 23 20.5% 30 1.4% 2 146 SAR request to auth.
Sutter 83% 15 11% 2 0% 0 0% 0 0% 0 0% 0 6% 1 0% 0 18 Wheelchair SAR to auth.
Tehama 40% 2 0% 0 0% 0 20% 1 20% 1 0% 0 20% 1 0% 0 5 Hemo. Oncol. SAR to auth.
Tehama 0% 0 22% 2 0% 0 11% 1 22% 2 22% 2 11% 1 11% 1 9 HHA SAR to Auth
Tehama 4% 3 0% 0 12% 9 11% 8 15% 11 26% 19 27% 20 4% 3 73 Referral until first SAR auth
Tehama 5% 3 0% 0 14% 8 12% 7 15% 9 29% 17 25% 15 0% 0 59 Referral until opened
Tehama 11.0% 8 2.7% 2 11.0% 8 15.1% 11 13.7% 10 19.2% 14 26.0% 19 1.4% 1 73 SAR request to auth.
Tehama 25% 1 25% 1 25% 1 0% 0 0% 0 0% 0 0% 0 25% 1 4 Wheelchair SAR to auth.
Trinity 0% 0 6% 1 6% 1 19% 3 31% 5 13% 2 25% 4 0% 0 16 Referral until first SAR auth
Trinity 0% 0 22% 2 0% 0 22% 2 33% 3 0% 0 22% 2 0% 0 9 Referral until opened
Trinity 25.0% 4 0.0% 0 0.0% 0 25.0% 4 18.8% 3 18.8% 3 12.5% 2 0.0% 0 16 SAR request to auth.
Trinity 50% 2 0% 0 0% 0 0% 0 0% 0 0% 0 50% 2 0% 0 4 Wheelchair SAR to auth.
Tulare 59% 104 8% 14 5% 9 13% 23 6% 11 5% 9 3% 5 0% 0 175 Hemo. Oncol. SAR to auth.
Tulare 34% 17 12% 6 10% 5 12% 6 6% 3 12% 6 14% 7 0% 0 50 HHA SAR to Auth
Tulare 1% 7 1% 18 8% 116 32% 449 19% 263 18% 255 19% 257 1% 18 1383 Referral until first SAR auth
Tulare 0% 5 2% 18 10% 113 37% 419 19% 215 19% 221 13% 149 0% 4 1144 Referral until opened
Tulare 6.5% 90 4.3% 59 10.0% 138 31.3% 432 17.6% 243 16.7% 230 13.0% 179 0.6% 8 1379 SAR request to auth.
Tulare 33% 36 19% 21 9% 10 12% 13 5% 6 4% 4 17% 19 1% 1 110 Wheelchair SAR to auth.
Tuolumne 38% 3 25% 2 25% 2 0% 0 13% 1 0% 0 0% 0 0% 0 8 Hemo. Oncol. SAR to auth.
Tuolumne 0% 0 50% 1 0% 0 0% 0 50% 1 0% 0 0% 0 0% 0 2 HHA SAR to Auth
Tuolumne 0% 0 0% 0 0% 0 11% 5 11% 5 28% 13 41% 19 9% 4 46 Referral until first SAR auth
Tuolumne 0% 0 3% 1 3% 1 12% 4 18% 6 24% 8 41% 14 0% 0 34 Referral until opened
Tuolumne 4.4% 2 2.2% 1 4.4% 2 8.9% 4 15.6% 7 20.0% 9 40.0% 18 4.4% 2 45 SAR request to auth.
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Tuolumne 0% 0 29% 2 0% 0 14% 1 14% 1 14% 1 29% 2 0% 0 7 Wheelchair SAR to auth.
Ventura 35% 19 17% 9 6% 3 13% 7 7% 4 11% 6 7% 4 4% 2 54 Hemo. Oncol. SAR to auth.
Ventura 28% 13 17% 8 9% 4 19% 9 6% 3 9% 4 13% 6 0% 0 47 HHA SAR to Auth
Ventura 2% 25 10% 115 16% 192 26% 306 11% 125 12% 137 22% 256 2% 22 1178 Referral until first SAR auth
Ventura 4% 41 18% 164 25% 227 28% 261 8% 73 8% 74 8% 77 1% 6 923 Referral until opened
Ventura 20.2% 237 10.6% 124 15.6% 183 20.8% 244 9.3% 109 8.9% 104 14.2% 167 0.5% 6 1174 SAR request to auth.
Ventura 59% 106 10% 19 8% 15 8% 15 3% 5 1% 1 5% 9 6% 11 181 Wheelchair SAR to auth.
Yolo 76% 19 12% 3 0% 0 0% 0 0% 0 0% 0 12% 3 0% 0 25 Hemo. Oncol. SAR to auth.
Yolo 100% 7 0% 0 0% 0 0% 0 0% 0 0% 0 0% 0 0% 0 7 HHA SAR to Auth
Yolo 15% 30 29% 58 16% 32 18% 37 7% 14 6% 12 9% 18 1% 2 203 Referral until first SAR auth
Yolo 43% 71 29% 48 8% 14 12% 20 2% 4 2% 3 4% 7 0% 0 167 Referral until opened
Yolo 70.9% 144 9.9% 20 4.4% 9 6.4% 13 3.0% 6 2.5% 5 3.0% 6 0.0% 0 203 SAR request to auth.
Yolo 36% 10 18% 5 18% 5 25% 7 0% 0 0% 0 4% 1 0% 0 28 Wheelchair SAR to auth.
Yuba 40% 4 30% 3 10% 1 10% 1 0% 0 10% 1 0% 0 0% 0 10 Hemo. Oncol. SAR to auth.
Yuba 0% 0 40% 2 60% 3 0% 0 0% 0 0% 0 0% 0 0% 0 5 HHA SAR to Auth
Yuba 3% 3 4% 4 4% 5 10% 11 25% 28 22% 25 31% 35 2% 2 113 Referral until first SAR auth
Yuba 3% 3 3% 3 3% 3 13% 11 24% 21 22% 19 31% 27 0% 0 87 Referral until opened
Yuba 13.3% 15 6.2% 7 7.1% 8 13.3% 15 21.2% 24 19.5% 22 17.7% 20 1.8% 2 113 SAR request to auth.
Yuba 13% 1 38% 3 13% 1 25% 2 0% 0 0% 0 13% 1 0% 0 8 Wheelchair SAR to auth.
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Appendix 22 
CMSNet Data on Access to Special Care Centers 

Number and Percent of Children Requiring Special Care Center (SCC) Services for a 
Select Diagnoses* and Number and Percent Authorized, by County, 2009 
 

County 

Children Who 
Require SCC 

Services* 
Children Authorized 

to SCC* 
Percent of  Children 
Authorized to SCC 

Alameda 1345 969 72.0% 
Alpine 1 1 100.0% 
Amador 27 21 77.8% 
Butte 245 148 60.4% 
Calaveras 28 14 50.0% 
Colusa 35 27 77.1% 
Contra Costa 677 524 77.4% 
Del Norte 32 13 40.6% 
El Dorado 156 86 55.1% 
Fresno 2051 1034 50.4% 
Glenn 49 23 46.9% 
Humboldt 216 172 79.6% 
Imperial 420 123 29.3% 
Inyo 25 13 52.0% 
Kern 1585 952 60.1% 
Kings 233 133 57.1% 
Lake 81 56 69.1% 
Lassen 28 12 42.9% 
Los Angeles 865 700 80.9% 
Madera 279 162 58.1% 
Marin 121 111 91.7% 
Mariposa 14 9 64.3% 
Mendocino 170 99 58.2% 
Merced 639 315 49.3% 
Modoc 13 8 61.5% 
Mono 22 11 50.0% 
Monterey 838 444 53.0% 
Napa 108 85 78.7% 
Nevada 78 42 53.8% 
Orange 3531 2105 59.6% 
Placer 255 146 57.3% 
Plumas 13 3 23.1% 
Riverside 2913 1869 64.2% 
Sacramento 1779 1079 60.7% 
San Benito 84 30 35.7% 
San Bernardino 3134 2232 71.2% 
San Diego 3059 1740 56.9% 
San Francisco 445 345 77.5% 
San Joaquin 1238 543 43.9% 
San Luis Obispo 263 170 64.6% 
San Mateo 493 287 58.2% 
Santa Barbara 562 272 48.4% 
Santa Clara 1828 699 38.2% 
Santa Cruz 778 303 38.9% 
Shasta 239 134 56.1% 
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Appendix 22 
CMSNet Data on Access to Special Care Centers 

County 

Children Who 
Require SCC 

Services* 
Children Authorized 

to SCC* 
Percent of  Children 
Authorized to SCC 

Sierra 6 3 50.0% 
Siskiyou 74 36 48.6% 
Solano 245 216 88.2% 
Sonoma 455 337 74.1% 
Stanislaus 993 378 38.1% 
Sutter 140 100 71.4% 
Tehama 102 56 54.9% 
Trinity 12 7 58.3% 
Tulare 1160 742 64.0% 
Tuolumne 58 31 53.4% 
Ventura 811 460 56.7% 
Yolo 208 132 63.5% 
Yuba 108 69 63.9% 

Source: CMSNet and Los Angeles data obtained from LA ACMS System  
 
* % of children who require SCC services that are authorized to SCC by county for the following 
diagnoses: Acute Lymphoid Leukemia (ALL), Brain Cancer, Cleft Lip & Palate, Congenital Heart 
Disease, Cystic Fibrosis, Hearing Loss, Hemophilia    
 
Dependent Counties are highlighted    
 
   
Note: 
A group of Stakeholders from the Data Subcommittee reviewed these data and discussed 
some of the issues in a recent conference call. Several explanations for the variations 
seen were offered, such as: County’s level of CCS only children as these children may 
have private insurance that is expected to cover the special care center; Medi-Cal 
managed care; transportation issues; clinical diagnoses, for example some forms of 
congenital heart disease do not require significant care coordination although they are 
eligible; regional variation based on how special care centers are organized (is the doctor 
the child needs at the SCC or separate); children with an HMO are eligible for some 
benefits but the HMO will not pay for special care services; and use of ICD-9 codes for 
pulling the data and other issues related to discrepancies between State and County 
generated data. 
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Appendix 23 
CMSNet Data on Primary Care Provider Address 

Number and Percent of CCS Children with a Primary Care Provider Address Listed in 
CMS Net 2009 (Dependent Counties are highlighted) 

County

Primary Care 
MD Address 

Present

Primary Care 
MD Address 

Missing Total % Missing
Alameda 6,841 543 7,384 7.35%
Alpine 1 2 3 66.67%
Amador 104 4 108 3.70%
Butte 934 78 1,012 7.71%
Calaveras 148 19 167 11.38%
Colusa 176 14 190 7.37%
Contra Costa 3,427 906 4,333 20.91%
Del Norte 76 104 180 57.78%
El Dorado 610 25 635 3.94%
Fresno 8,824 2,234 11,058 20.20%
Glenn 187 15 202 7.43%
Humboldt 1,049 1 1,050 0.10%
Imperial 1,180 1,096 2,276 48.15%
Inyo 112 8 120 6.67%
Kern 5,737 2,553 8,290 30.80%
Kings 739 244 983 24.82%
Lake 357 24 381 6.30%
Los Angeles 90 10 100 10.00%
Lassen 32,976 15,957 48,933 32.61%
Madera 1,076 65 1,141 5.70%
Marin 601 40 641 6.24%
Mariposa 68 0 68 0.00%
Mendocino 579 94 673 13.97%
Merced 2,567 6 2,573 0.23%
Modoc 49 11 60 18.33%
Mono 94 4 98 4.08%
Monterey 3,062 435 3,497 12.44%
Napa 553 1 554 0.18%
Nevada 334 3 337 0.89%
Orange 14,896 1,656 16,552 10.00%
Placer 787 71 858 8.28%
Plumas 43 1 44 2.27%
Riverside 11,117 3,462 14,579 23.75%
Sacramento 6,007 835 6,842 12.20%
San Benito 262 92 354 25.99%
San Bernardino 13,880 1,667 15,547 10.72%
San Diego 16,129 3,736 19,865 18.81%
San Francisco 2,310 173 2,483 6.97%
San Joaquin 4,678 584 5,262 11.10%
San Luis Obispo 1,367 75 1,442 5.20%
San Mateo 2,123 304 2,427 12.53%
Santa Barbara 2,431 47 2,478 1.90%
Santa Clara 6,772 1,370 8,142 16.83%
Santa Cruz 1,958 111 2,069 5.36%
Shasta 933 188 1,121 16.77%
Sierra 8 3 11 27.27%
Siskiyou 250 17 267 6.37%
Solano 1,130 125 1,255 9.96%
Sonoma 1,718 340 2,058 16.52%
Stanislaus 3,863 309 4,172 7.41%
Sutter 624 2 626 0.32%
Tehama 354 65 419 15.51%
Trinity 56 1 57 1.75%
Tulare 4,887 77 4,964 1.55%
Tuolumne 224 5 229 2.18%
Ventura 3,240 967 4,207 22.99%
Yolo 797 3 800 0.38%
Yuba 399 57 456 12.50%  
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CCS Survey for Families 

1. Do you have a child that has been covered by CCS?

 
Response 

Percent

Response 

Count

Yes 91.3% 358

No 6.4% 25

Don't know/Not sure 2.3% 9

  answered question 392

  skipped question 0

2. If YES, is your child currently covered by CCS?

 
Response 

Percent

Response 

Count

Yes 83.6% 317

No 12.9% 49

Don't know/Not sure 3.4% 13

  answered question 379

  skipped question 13

3. Do you have any children who have received treatment or services from a CCS provider or through the CCS 

program?

 
Response 

Percent

Response 

Count

Yes 87.7% 335

No 9.4% 36

Don't know/Not sure 2.9% 11

  answered question 382

  skipped question 10
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4. What services for your child does the California Children Services (CCS) program pay for? Please check all that 

apply.

 
Response 

Percent

Response 

Count

Therapy services, such as 

physical therapy (PT), 

occupational therapy (OT), or 

speech therapy

74.0% 270

Durable medical equipment, such 

as crutches, walkers, ventilators, 

communication devices, 

wheelchairs, braces, etc.

54.0% 197

Disposable medical supplies, such 

as gloves, swabs, diapers, etc.
21.6% 79

Inpatient hospital care 20.3% 74

Medical appointments 35.1% 128

Prescription medications 24.7% 90

Help in getting to medical 

appointments and therapy
8.8% 32

Home health care, such as nursing 

care, home health aid
5.2% 19

Hearing aids 6.8% 25

Don't know/Not sure 4.9% 18

Other 6.8% 25

 Other (please describe) 39

  answered question 365

  skipped question 27
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5. Does your child have a primary care provider, that is, a doctor, nurse, or physician’s assistant, who provides 

your child’s ongoing medical and well-child care?

 
Response 

Percent

Response 

Count

Yes 95.0% 322

No 4.4% 15

Don't know/not sure 0.6% 2

  answered question 339

  skipped question 53

6. Do you think your child’s primary care provider has the skill and experience that is needed to care for your 

child?

 
Response 

Percent

Response 

Count

Yes 74.0% 253

No 12.9% 44

Don't know/not sure 8.5% 29

Does not apply - My child does not 

have a primary care provider
4.7% 16

  answered question 342

  skipped question 50
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7. What kind of doctor or other health care provider is most important to your child’s care now? Check only one.

 
Response 

Percent

Response 

Count

Primary care doctor (such as a 

pediatrician, or family medicine 

doctor)

34.8% 118

Specialist doctor 59.6% 202

Other health care provider 4.4% 15

Don’t know/Not sure 1.2% 4

  answered question 339

  skipped question 53
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8. What kind of specialist or other health care provider is most important to your child now?

 
Response 

Percent

Response 

Count

Bone doctor (Orthopedist) 14.9% 33

Allergy doctor (Allergist) 1.4% 3

Heart doctor (Cardiologist) 1.4% 3

Diabetes/hormone doctor 

(Endocrinologist)
4.5% 10

Stomach/intestine doctor 

(Gastroenterologist)
6.8% 15

Premature/sick baby doctor 

(Neonatologist)
  0.0% 0

Kidney doctor (Nephrologist) 2.7% 6

Brain doctor (Neurologist) 29.4% 65

Nurse Practitioner 0.5% 1

Cancer doctor (Oncologist) 0.9% 2

Eye doctor (Ophthalmologist) 0.9% 2

Teeth doctor (Orthodontist) 0.5% 1

Physician Assistant   0.0% 0

Psychiatrist 3.6% 8

Lung doctor (Pulmonologist) 5.9% 13

Other 26.7% 59

  answered question 221

  skipped question 171
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9. How well is this doctor or other health care provider who is most important to your child’s care doing on… 

  Excellent Good Okay Poor

Don't 

know/Not 

sure

Does 

not 

apply

Response 

Count

a. Overall, providing quality care?
56.8% 

(184)

32.7% 

(106)

9.0% 

(29)
0.3% (1) 1.2% (4) 0.0% (0) 324

b. Explaining about my child’s 

health needs in a way that I can 

understand?

56.6% 

(184)

33.2% 

(108)

8.0% 

(26)
1.2% (4) 0.6% (2) 0.3% (1) 325

c. Being easy to contact by phone?
38.6% 

(125)

30.9% 

(100)

18.5% 

(60)

8.0% 

(26)
3.1% (10) 0.9% (3) 324

d. Being available to give medical 

care or advice at night and on 

weekends?

22.4% 

(72)

18.9% 

(61)

18.0% 

(58)

14.0% 

(45)

14.9% 

(48)

11.8% 

(38)
322

e. Giving me reassurance and 

support?
44.7% 

(144)

26.1% 

(84)

18.6% 

(60)

6.5% 

(21)
1.9% (6) 2.2% (7) 322

f. Being easy to reach in an 

emergency ?
30.7% 

(98)

21.0% 

(67)

16.3% 

(52)

11.6% 

(37)

13.5% 

(43)

6.9% 

(22)
319

g. Including my family in decision 

making and Giving me updated 

information about medical research 

that might help my child?

43.5% 

(141)

25.0% 

(81)

14.8% 

(48)

9.6% 

(31)
3.4% (11)

3.7% 

(12)
324

h. Showing respect for my child?
67.2% 

(217)

23.8% 

(77)

6.8% 

(22)
1.2% (4) 0.3% (1) 0.6% (2) 323

i. Respecting our culture, ethnic 

identity, and religious beliefs?
53.9% 

(174)

26.0% 

(84)

5.0% 

(16)
1.2% (4) 3.1% (10)

10.8% 

(35)
323

j. Communicating with my child’s 

other health care providers?
43.3% 

(140)

30.0% 

(97)

12.7% 

(41)

6.2% 

(20)
5.0% (16) 2.8% (9) 323

k. Communicating with my child’s 

school or early intervention 

program?

24.1% 

(77)

19.7% 

(63)

9.7% 

(31)

10.9% 

(35)

10.6% 

(34)
25.0% 

(80)
320

l. Communicating with other 

systems that provide services to 

my child (not including school)?

29.4% 

(94)

25.0% 

(80)

10.9% 

(35)

10.9% 

(35)

10.3% 

(33)

13.4% 

(43)
320

m. Communicating with my child’s 

health insurance plan staff?
32.3% 

(103)

22.6% 

(72)

10.3% 

(33)

6.9% 

(22)

13.8% 

(44)

14.1% 

(45)
319

  answered question 326
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  skipped question 66

10. A primary care provider is a doctor (for example a pediatrician or family practice doctor) nurse, or physician’s 

assistant, who provides your child’s ongoing medical and well-child care. In the last 12 months, did you have any 

problems getting medical care from primary care providers that your child needed? 

 
Response 

Percent

Response 

Count

My child did not need services 

from primary care providers
9.0% 29

My child needed services from 

primary care providers and we 

had no problems getting them

74.4% 241

My child needed services from 

primary care providers and we 

have had some problems getting 

them.

13.6% 44

My child needed services from 

primary care providers and we 

have had a lot of problems 

getting them.

3.1% 10

  answered question 324

  skipped question 68
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11. If you had problems in the last 12 months getting services your child needed from primary care providers, 

please tell us about these problems. Check all that apply...

 
Response 

Percent

Response 

Count

Getting appointments with 

primary care providers was a 

problem.

48.1% 26

Finding primary care providers with 

the skill and experience to care 

for my child was a problem.

33.3% 18

Coordination between my child’s 

primary care providers and 

specialty doctors and other 

providers was a problem.

40.7% 22

The amount we had to pay for 

services from primary care 

providers was a problem.

7.4% 4

The health insurance plan would 

not pay for services from primary 

care medical providers

16.7% 9

My child needed but did not get 

services from primary care 

providers

13.0% 7

Other problems - describe below 33.3% 18

Does not apply - My child did not 

need services from primary care 

providers

  0.0% 0

Does not apply - We had no 

problems accessing primary care 

providers.

7.4% 4

 Other problems - please describe 22

  answered question 54

  skipped question 338
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12. A specialty care provider is a doctor or nurse who gets extra training and becomes an expert in one part of the 

body or in one disease or condition (for example a cardiologist (heart doctor), an oncologist (cancer doctor), an 

orthopedist (a bone doctor), a neurologist (brain doctor). In the last 12 months, did you have any problems 

getting medical care from specialty doctors that your child needed?

 
Response 

Percent

Response 

Count

My child did not need services 

from specialty doctors
8.8% 28

My child needed services from 

specialty doctors and we had no 

problems getting them

63.4% 201

My child needed services from 

specialty doctors and we have had 

some problems getting them.

19.6% 62

My child needed services from 

specialty doctors and we have had 

a lot of problems getting them.

8.2% 26

  answered question 317

  skipped question 75
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13. If you had problems in the last 12 months getting services your child needed from specialty doctors, please 

tell us about these problems. Check all that apply...

 
Response 

Percent

Response 

Count

Getting referrals to get services 

from specialty doctors was a 

problem.

37.8% 34

Getting appointments with 

specialty doctors was a problem.
64.4% 58

Finding specialty doctors with the 

skill and experience to care for 

my child was a problem.

27.8% 25

Getting the number of visits from 

specialty doctors to meet my 

child’s needs was a problem

17.8% 16

Coordination between my child’s 

specialty doctors and other 

providers was a problem.

36.7% 33

The amount we had to pay for 

services from specialty doctors 

was a problem.

11.1% 10

The health insurance plan would 

not pay for services from 

specialty doctors

24.4% 22

My child needed but did not get 

services from specialty doctors
13.3% 12

Other problems - describe below 15.6% 14

Does not apply - My child did not 

need services from specialty 

doctors

  0.0% 0

Does not apply - We had no 

problems getting services from 

specialty doctors.

1.1% 1

 Other problems - please describe 22

  answered question 90

  skipped question 302
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14. In the past 12 months, have you had to take your child to the hospital emergency room for a problem or 

illness that you think could have been taken care of by your child’s health care provider if you had been able to 

talk to or see the provider earlier? 

 
Response 

Percent

Response 

Count

Yes 12.5% 40

No 83.2% 267

Don’t know/not sure 4.4% 14

  answered question 321

  skipped question 71

15. How many times did you take your child to the hospital emergency room because you could not see or talk to 

your child’s health care provider earlier? (please enter a number)

 
Response 

Count

  93

  answered question 93

  skipped question 299

16. An interpreter is someone who repeats what one person says in a language used by another person. During 

the past 12 months, did you or your child need an interpreter to help speak with your child’s doctors or other 

health care providers? 

 
Response 

Percent

Response 

Count

Yes 8.0% 25

No 90.7% 284

Don't know/not sure 1.3% 4

  answered question 313

  skipped question 79
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17. When you or your child needed an interpreter, how often were you able to get someone other than a family 

member to help you speak with your child’s doctors or other health care providers? 

 
Response 

Percent

Response 

Count

Never 13.8% 4

Sometimes 31.0% 9

Usually 10.3% 3

Always 37.9% 11

Don't know/Not Sure 6.9% 2

  answered question 29

  skipped question 363

18. During the past 12 months, how often did your child’s doctors or other health care providers help you feel 

like a partner in your child’s care? Would you say never, sometimes, usually, or always? 

 
Response 

Percent

Response 

Count

Never   0.0% 0

Sometimes 26.7% 8

Usually 26.7% 8

Always 43.3% 13

Don't know/Not Sure 3.3% 1

  answered question 30

  skipped question 362
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19. In the past 12 months, did you child need...?

 

Yes, we got 

the service 

and were 

satisfied

Yes, we got 

the service 

and were 

NOT 

satisfied

Yes, but we 

did NOT 

GET the 

service

No, my 

child did 

not need 

the service

Don't 

know/Not 

sure

Response 

Count

Dental care 60.8% (183) 5.3% (16) 12.6% (38) 18.3% (55) 3.0% (9) 301

Disposable medical supplies – Such 

as catheters, swabs, diapers, 

syringes, etc.

41.1% (122) 3.7% (11) 6.4% (19) 45.5% (135) 3.4% (10) 297

Durable medical equipment and 

medical technology – such as 

hearing aids, wheelchairs, 

ventilators, etc.

54.9% (167) 9.5% (29) 3.9% (12) 28.6% (87) 3.0% (9) 304

In home support services (IHSS) 34.7% (102) 2.7% (8) 10.5% (31) 45.9% (135) 6.1% (18) 294

Respite care 31.2% (92) 8.5% (25) 11.5% (34) 40.3% (119) 8.5% (25) 295

  answered question 306

  skipped question 86

20. During the past 24 months, were there any delays in your child getting all the medical supplies (for example 

catheters, swabs, diapers, syringes, etc.), that {he/she} needed?

 
Response 

Percent

Response 

Count

Yes 19.6% 60

No 42.2% 129

Don't know/Not sure 2.3% 7

Does not apply - My child did not 

need medical supplies
35.9% 110

  answered question 306

  skipped question 86
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21. Has your child ever had to wait to get out of the hospital because of problems getting medical equipment?

 
Response 

Percent

Response 

Count

Yes 7.2% 22

No 54.4% 167

Don't know/Not sure 1.6% 5

Does not apply - My child did not 

need medical equipment when 

he/she got out of the hospital

10.7% 33

Does not apply – My child has not 

been in the hospital.
26.1% 80

  answered question 307

  skipped question 85

22. During the past 24 months, were there any delays in your child getting mobility aids or devices, such as 

canes, crutches, wheelchairs, or scooters? 

 
Response 

Percent

Response 

Count

Yes 27.3% 84

No 37.7% 116

Don't know/Not sure 1.3% 4

Does not apply – my child did not 

receive mobility aids or devices
33.8% 104

  answered question 308

  skipped question 84
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23. If your child had delays in getting mobility aids or devices, such as canes, crutches, wheelchairs, or scooters, 

were the items still the correct size when they arrived? 

 
Response 

Percent

Response 

Count

Yes 32.0% 93

No 14.8% 43

Don't know/Not sure 2.7% 8

Does not apply – my child did 

not receive mobility aids or 

devices

50.5% 147

  answered question 291

  skipped question 101

24. Thinking about services your child needs, are those services organized in a way that makes them easy to use? 

 
Response 

Percent

Response 

Count

Always 24.3% 74

Usually 40.7% 124

Sometimes 25.6% 78

Never 5.9% 18

Don't know/Not sure 3.6% 11

  answered question 305

  skipped question 87
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25. Thinking about services your child needs, would it be easier for you and your child if CCS covered ALL of the 

medical and therapy services your child needs, instead of just the medical and therapy services that are related to 

your child’s CCS-eligible condition?

 
Response 

Percent

Response 

Count

Yes 60.8% 186

No 13.1% 40

Don't know/Not sure 26.1% 80

  answered question 306

  skipped question 86

26. During the time your child was covered by CCS, did you ever move from one county to another county in 

California?

 
Response 

Percent

Response 

Count

Yes 14.8% 45

No 85.2% 260

  answered question 305

  skipped question 87

27. Which best describes your experience with CCS services in different California counties? 

 
Response 

Percent

Response 

Count

My child was eligible to get the 

same services in both counties.
65.1% 28

There were some services my child 

was eligible for in one county but 

not the other county.

34.9% 15

  answered question 43

  skipped question 349
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28. If your child was NOT eligible for certain services after moving to a new county, did your child ever receive 

those services? 

 
Response 

Percent

Response 

Count

YES – CCS paid for them 16.7% 7

YES – But I had to pay for them 

myself
9.5% 4

YES – But someone else paid 9.5% 4

NO – my child never got the 

services
9.5% 4

Does not apply - my child was 

eligible to get the same services 

in both counties

54.8% 23

  answered question 42

  skipped question 350

29. Who provides case management for your child? 

 
Response 

Percent

Response 

Count

Private health insurance plan 13.6% 41

California Children Services 

(CCS)
44.9% 135

Specialty Care Center or Hospital 4.7% 14

Other state agency 15.3% 46

Other (specify on next page) 15.3% 46

Don’t know/Not sure 10.0% 30

My child does not get case 

management
19.3% 58

  answered question 301

  skipped question 91

Appendix 25
Responses to FHOP Survey of CCS Families

Title V CCS Needs Assessment 2010
Family Health Outcomes Project



18 of 41

30. Who provides case management for your child - for other, please identify:

 
Response 

Count

  264

  answered question 264

  skipped question 128

31. Does your child have a CCS case manager?

 
Response 

Percent

Response 

Count

Yes 64.7% 152

No 14.0% 33

Don't know/Not sure 21.3% 50

  answered question 235

  skipped question 157

32. If yes, please tell us how helpful is your child’s CCS case manager is. Would you say the CCS case manger 

is…

 
Response 

Percent

Response 

Count

Very helpful 38.9% 79

Helpful 19.7% 40

Only a little helpful 12.3% 25

Not at all helpful 8.4% 17

My child does not have a CCS 

case manager
20.7% 42

  answered question 203

  skipped question 189
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33. We would like to know about what kinds case management services you get for your child and who provides 

them. Please put a check in the boxes to show what service you get from which program.

 

Private 

Health 

Insurance 

Plan

CCS

Special 

Care 

Center or 

Hospital

Medi-Cal 

Managed 

Care

Other
Response 

Count

Helps coordinate your child’s care 

among the different providers and 

services that help your child

17.4% (34) 50.8% (99) 7.7% (15) 17.4% (34) 34.4% (67) 195

Helps you understand your child’s 

health insurance plan benefits
30.1% (55) 35.0% (64) 6.0% (11) 18.6% (34) 24.0% (44) 183

Helps you to identify and use other 

community based programs or 

services for which your child may 

be eligible (for example, Early Start 

or Regional Center programs, 

special education, summer camps, 

after school programs, etc.)

6.1% (11) 42.5% (76) 10.6% (19) 7.8% (14) 46.9% (84) 179

Helps you to get other public 

programs such as SSI for your 

child?

4.4% (7) 24.5% (39) 8.2% (13) 10.1% (16) 57.9% (92) 159

Helps you to find other ways to 

pay for needed services and 

equipment

3.1% (5) 47.5% (76) 3.8% (6) 10.6% (17) 48.1% (77) 160

Provides a case manager that has 

a good understanding of my child’s 

health care needs and services.

5.0% (8) 50.9% (82) 5.6% (9) 7.5% (12) 46.6% (75) 161

 Other (please specify) 90

  answered question 213

  skipped question 179
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34. Overall, how satisfied are you with the help you have received in coordinating your child’s care? 

 
Response 

Percent

Response 

Count

Very satisfied 34.4% 100

Somewhat satisfied 31.3% 91

Somewhat dissatisfied 17.9% 52

Very dissatisfied 10.0% 29

Don't know/Not sure 6.5% 19

  answered question 291

  skipped question 101

35. How important is it to have ONE person who knows your child and can help you understand what your child 

needs and connect your child to the services he/she needs? 

 
Response 

Percent

Response 

Count

Very important 87.7% 257

Somewhat important 8.5% 25

Only a little important 0.7% 2

Not important at all 0.7% 2

Don't know/Not sure 2.4% 7

  answered question 293

  skipped question 99
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36. In the last 12 months, has your child received any medical therapy - such as physical therapy (PT), 

occupational therapy (OT), or speech therapy?

 
Response 

Percent

Response 

Count

Yes 78.8% 231

No 20.8% 61

Don't know/Not sure 0.3% 1

  answered question 293

  skipped question 99
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37. Please tell us about your child’s experience with PHYSICAL THERAPY in the last 12 months. Please check all 

that apply.

  Yes No Don't know/not sure
Response 

Count

a. My child needed this therapy. [If 

NO, please go to question #38]
91.0% (192) 8.5% (18) 0.5% (1) 211

b. My child received this therapy. 84.4% (162) 15.6% (30) 0.0% (0) 192

c. My child needed but did not get 

this therapy.
26.5% (43) 72.2% (117) 1.2% (2) 162

d. I was satisfied with the therapy 

my child received.
65.4% (123) 28.2% (53) 6.4% (12) 188

e. Having therapy available at my 

child’s school was helpful.
57.6% (91) 14.6% (23) 27.8% (44) 158

f. Having therapy appointment 

times from 7:00 AM to 6:30 PM was 

helpful.
82.8% (144) 5.2% (9) 12.1% (21) 174

g. Getting a referral for this therapy 

was a problem.
18.1% (31) 77.2% (132) 4.7% (8) 171

h. Getting an appointment was a 

problem.
16.4% (29) 79.1% (140) 4.5% (8) 177

i. Getting dropped from the therapy 

schedule because we missed too 

many appointments was a problem.

3.0% (5) 86.1% (143) 10.8% (18) 166

j. Finding a therapist with the skill 

and experience to care for my child 

was a problem.

23.4% (41) 71.4% (125) 5.1% (9) 175

k. It was a problem getting the 

number of visits my child needed.
42.4% (75) 54.2% (96) 3.4% (6) 177

l. It was problem getting 

transportation to the therapy 

appointment.

17.0% (29) 78.9% (135) 4.1% (7) 171

m. Coordination between my child’s 

therapist and other providers was a 

problem.

18.6% (32) 75.0% (129) 6.4% (11) 172

n. The amount we had to pay was a 

problem.
7.1% (12) 86.4% (146) 6.5% (11) 169
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o. My child’s health care coverage 

would not pay.
17.0% (28) 66.1% (109) 17.0% (28) 165

p. Other problems (Please explain 

below)
30.9% (30) 59.8% (58) 9.3% (9) 97

 Other problems - please explain 51

  answered question 216

  skipped question 176

38. Please tell us about your child’s experience with OCCUPATIONAL THERAPY in the last 12 months. Please check 

all that apply.

  Yes No Don't know/not sure
Response 

Count

a. My child needed this therapy. [If 

NO, please go question #39]
86.2% (175) 11.8% (24) 2.0% (4) 203

b. My child received this therapy. 87.4% (160) 9.8% (18) 2.7% (5) 183

c. My child needed but did not get 

this therapy.
17.1% (27) 79.7% (126) 3.2% (5) 158

d. I was satisfied with the therapy 

my child received.
70.6% (125) 23.7% (42) 5.6% (10) 177

e. Having therapy available at my 

child’s school was helpful.
63.8% (95) 10.7% (16) 25.5% (38) 149

f. Having therapy appointment 

times from 7:00 AM to 6:30 PM was 

helpful.
76.5% (127) 10.8% (18) 12.7% (21) 166

g. Getting a referral for this therapy 

was a problem.
11.2% (18) 84.5% (136) 4.3% (7) 161

h. Getting an appointment was a 

problem.
13.8% (23) 82.0% (137) 4.2% (7) 167

i. Getting dropped from the therapy 

schedule because we missed too 

many appointments was a problem.

2.5% (4) 89.8% (141) 7.6% (12) 157

j. Finding a therapist with the skill 

and experience to care for my child 

was a problem.

21.2% (35) 73.9% (122) 4.8% (8) 165

k. It was a problem getting the 

number of visits my child needed.
31.8% (54) 64.7% (110) 3.5% (6) 170
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l. It was problem getting 

transportation to the therapy 

appointment.

13.0% (21) 83.3% (135) 3.7% (6) 162

m. Coordination between my child’s 

therapist and other providers was a 

problem.

15.2% (25) 77.6% (128) 7.3% (12) 165

n. The amount we had to pay was a 

problem.
6.2% (10) 87.6% (141) 6.2% (10) 161

o. My child’s health care coverage 

would not pay.
16.7% (26) 69.2% (108) 14.1% (22) 156

p. Other problems (Please explain 

below)
26.4% (24) 62.6% (57) 11.0% (10) 91

 Other problems - please explain 38

  answered question 212

  skipped question 180
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39. Please tell us about your child’s experience with SPEECH THERAPY in the last 12 months. Please check all that 

apply.

  Yes No Don't know/not sure
Response 

Count

a. My child needed this therapy. [If 

NO, please go question #40 - on 

the next page]
57.9% (110) 38.4% (73) 3.7% (7) 190

b. My child received this therapy. 68.6% (81) 23.7% (28) 7.6% (9) 118

c. My child needed but did not get 

this therapy.
31.1% (32) 60.2% (62) 8.7% (9) 103

d. I was satisfied with the therapy 

my child received.
50.0% (53) 41.5% (44) 8.5% (9) 106

e. Having therapy available at my 

child’s school was helpful.
64.7% (66) 16.7% (17) 18.6% (19) 102

f. Having therapy appointment 

times from 7:00 AM to 6:30 PM was 

helpful.
52.7% (48) 19.8% (18) 27.5% (25) 91

g. Getting a referral for this therapy 

was a problem.
26.5% (26) 57.1% (56) 16.3% (16) 98

h. Getting an appointment was a 

problem.
21.4% (21) 61.2% (60) 17.3% (17) 98

i. Getting dropped from the therapy 

schedule because we missed too 

many appointments was a problem.

4.3% (4) 79.6% (74) 16.1% (15) 93

j. Finding a therapist with the skill 

and experience to care for my child 

was a problem.

38.8% (38) 48.0% (47) 13.3% (13) 98

k. It was a problem getting the 

number of visits my child needed.
40.2% (39) 46.4% (45) 13.4% (13) 97

l. It was problem getting 

transportation to the therapy 

appointment.

10.8% (10) 74.2% (69) 15.1% (14) 93

m. Coordination between my child’s 

therapist and other providers was a 

problem.

18.9% (18) 64.2% (61) 16.8% (16) 95

n. The amount we had to pay was a 

problem.
14.1% (13) 71.7% (66) 14.1% (13) 92
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o. My child’s health care coverage 

would not pay.
25.8% (24) 55.9% (52) 18.3% (17) 93

p. Other problems (Please explain 

below)
38.6% (22) 43.9% (25) 17.5% (10) 57

 Other problems - please explain 51

  answered question 195

  skipped question 197

40. Have you attended a family support group to help you and your family to cope with your child’s health 

condition? 

 
Response 

Percent

Response 

Count

Yes 32.5% 95

No 65.4% 191

Don't know/not sure 2.1% 6

  answered question 292

  skipped question 100

41. If YES, how often do you attend family support group meetings?

 
Response 

Count

  93

  answered question 93

  skipped question 299
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42. If NO, would you be interested in attending a family support group to help you and your family to deal with 

issues related your child’s health condition? 

 
Response 

Percent

Response 

Count

Yes 39.1% 93

No 38.7% 92

Don't know/Not sure 22.3% 53

  answered question 238

  skipped question 154

43. Has anyone from the CCS program told you that they can help you find emotional support, community 

resources, and family/individual counseling for your child and your family? 

 
Response 

Percent

Response 

Count

Yes 29.3% 85

No 59.0% 171

Don't know/Not sure 11.7% 34

  answered question 290

  skipped question 102

44. Has anyone from the CCS program referred you to any family to family support services?

 
Response 

Percent

Response 

Count

Yes 19.5% 56

No 71.1% 204

Don't know/Not sure 9.4% 27

  answered question 287

  skipped question 105
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45. What kind of health coverage does your child have? Please check all that apply

 
Response 

Percent

Response 

Count

CCS 70.2% 203

Medi-Cal Managed Care 41.9% 121

Medi-Cal Fee-For-Service 15.6% 45

Healthy Families 8.7% 25

Private health insurance offered 

through work or that I buy for my 

child/family

47.8% 138

Other (describe below) 9.3% 27

Don’t know/Not sure 0.7% 2

 Other type - please describe 43

  answered question 289

  skipped question 103

46. If your child is covered by private insurance AND CCS, does also having private insurance make it easier or 

harder to get the care your child needs? 

 
Response 

Percent

Response 

Count

Having private insurance in addition 

to CCS makes it EASIER to get the 

care my child needs

28.7% 77

Having private insurance in addition 

to CCS makes it HARDER to get 

the care my child needs

13.4% 36

Don't know/Not sure 19.8% 53

My child does not have private 

insurance
38.1% 102

  answered question 268

  skipped question 124
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47. Have you had problems getting the care your child needs because of the type of insurance that covers your 

child? 

 
Response 

Percent

Response 

Count

Yes (specify below) 37.1% 104

No 55.0% 154

Don't know/Not sure 7.9% 22

 If Yes, Which type(s) of insurance causes the problems? 92

  answered question 280

  skipped question 112

48. Have you had problems getting the care your child needs because of a lack of insurance coverage?

 
Response 

Percent

Response 

Count

Yes 21.6% 62

No 73.5% 211

Don't know/Not sure 4.9% 14

  answered question 287

  skipped question 105

49. Have you had problems getting the care your child needs because of changes in insurance? 

 
Response 

Percent

Response 

Count

Yes 20.6% 59

No 74.9% 215

Don't know/Not sure 4.5% 13

  answered question 287

  skipped question 105
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50. My child is 14 years old or older.

 
Response 

Percent

Response 

Count

Yes 34.6% 98

No 65.4% 185

  answered question 283

  skipped question 109

51. Have your child’s doctors or other health care providers talked with you or your child about how (his/her) 

health care needs might change when (he/she) becomes an adult?

 
Response 

Percent

Response 

Count

Yes 41.8% 41

No 58.2% 57

Don't know/Not sure   0.0% 0

  answered question 98

  skipped question 294

52. Has a plan for addressing these changing needs been developed with your child’s doctors or other health 

care providers?

 
Response 

Percent

Response 

Count

Yes 21.6% 21

No 75.3% 73

Don't know/Not sure 3.1% 3

  answered question 97

  skipped question 295

Appendix 25
Responses to FHOP Survey of CCS Families

Title V CCS Needs Assessment 2010
Family Health Outcomes Project



31 of 41

53. Have your child’s doctors or other health care providers discussed having your child eventually see a doctor 

who treats adults?

 
Response 

Percent

Response 

Count

Yes 27.3% 27

No 69.7% 69

Don't know/Not sure 3.0% 3

  answered question 99

  skipped question 293

54. Has your child received any vocational or career training to help (him/her) prepare for a job when (he/she) 

becomes an adult?

 
Response 

Percent

Response 

Count

Yes 19.4% 19

No 78.6% 77

Don't know/Not sure 2.0% 2

  answered question 98

  skipped question 294

55. Has your child’s CCS case manager talked to you and your child about your child transition to adult 

providers?

 
Response 

Percent

Response 

Count

Yes 25.5% 25

No 70.4% 69

Don't know/Not sure 4.1% 4

  answered question 98

  skipped question 294
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56. All things considered, how satisfied are you overall with the CCS program? 

 
Response 

Percent

Response 

Count

Very satisfied 44.1% 127

Somewhat satisfied 38.9% 112

Somewhat dissatisfied 10.8% 31

Very dissatisfied 4.9% 14

Don't know/Not sure 1.4% 4

  answered question 288

  skipped question 104

57. All things considered, how satisfied are you overall with the Medical Therapy Unit (MTU)? 

 
Response 

Percent

Response 

Count

Very satisfied 42.5% 122

Somewhat satisfied 23.7% 68

Somewhat dissatisfied 9.4% 27

Very dissatisfied 4.9% 14

Don’t know/Not sure 4.5% 13

Does Not Apply – my child does 

not use the MTU
15.0% 43

  answered question 287

  skipped question 105

58. If you have any other comments about your experience with the CCS program, please share them here: 

 
Response 

Count

  131

  answered question 131

  skipped question 261
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59. How would you describe the community where you live? 

 
Response 

Percent

Response 

Count

City or urban 48.1% 137

Suburban 32.3% 92

Farming or rural 17.5% 50

Other 2.1% 6

 If Other - please describe 6

  answered question 285

  skipped question 107
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60. What is the name of the county where you live? (please select from the list)

 
Response 

Percent

Response 

Count

Alameda 7.9% 22

Alpine   0.0% 0

Amador   0.0% 0

Butte 1.8% 5

Calaveras   0.0% 0

Colusa 1.4% 4

Contra Costa 1.8% 5

Del Norte   0.0% 0

El Dorado 0.4% 1

Fresno 1.1% 3

Glenn   0.0% 0

Humboldt 3.2% 9

Imperial 0.4% 1

Inyo 2.9% 8

Kern   0.0% 0

Kings   0.0% 0

Lake   0.0% 0

Lassen   0.0% 0

Los Angeles 6.4% 18

Madera   0.0% 0

Marin 1.8% 5

Mariposa   0.0% 0

Mendocino   0.0% 0

Merced 0.4% 1

Modoc   0.0% 0
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Mono   0.0% 0

Monterey   0.0% 0

Napa   0.0% 0

Nevada   0.0% 0

Orange 3.9% 11

Placer 2.5% 7

Plumas 0.4% 1

Riverside 22.9% 64

Sacramento 4.6% 13

San Benito 0.4% 1

San Bernardino 1.8% 5

San Diego 1.8% 5

San Francisco 5.0% 14

San Joaquin 1.4% 4

San Luis Obispo 1.4% 4

San Mateo 8.2% 23

Santa Barbara 1.4% 4

Santa Clara 5.0% 14

Santa Cruz   0.0% 0

Shasta 2.9% 8

Sierra   0.0% 0

Siskiyou 0.4% 1

Solano 0.4% 1

Sonoma 0.4% 1

Stanislaus 1.4% 4

Sutter 0.4% 1

Tehama   0.0% 0

Trinity   0.0% 0
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Tulare 1.8% 5

Tuolumne 1.1% 3

Ventura   0.0% 0

Yolo 1.4% 4

Yuba   0.0% 0

  answered question 280

  skipped question 112
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61. Does your child have any of the following conditions? Please read the list carefully and check all that apply, 

even if these conditions are not covered by CCS.

 
Response 

Percent

Response 

Count

Allergies or sinus trouble 26.2% 72

Asthma 17.5% 48

Attention Deficit Hyperactivity 

Disorder (ADHD) or Attention 

Deficit Disorder (ADD)

11.3% 31

Autism 7.3% 20

Behavior problems 14.2% 39

Blood disorder (such as sickle cell 

anemia or hemophilia)
2.5% 7

Cancer or leukemia 2.5% 7

Cerebral palsy or other 

neuromuscular condition
58.2% 160

Chronic immune condition 3.3% 9

Chronic lung, or breathing trouble 

(such as BPD but not including 

asthma)

10.2% 28

Chronic rheumatic disease 0.4% 1

Cleft lip and/or palate 4.4% 12

Congenital disorder 9.8% 27

Congenital heart disease 5.8% 16

Cystic fibrosis 1.1% 3

Degenerative neurological disease 2.5% 7

Developmental delay 46.9% 129

Diabetes 2.2% 6

Digestive or gastrointestinal 

disorder
19.6% 54

Down syndrome 2.5% 7
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Epilepsy/ Seizure Disorder 28.4% 78

Head injury complications 6.2% 17

Hearing impairment 13.8% 38

Hydrocephalus 9.1% 25

Kidney disease or renal failure 2.5% 7

Mental health problems 6.5% 18

Mental retardation 30.2% 83

Muscular dystrophy 2.9% 8

Orthopedic or bone problems 32.4% 89

Paraplegia/quadriplegia 14.5% 40

Respiratory distress syndrome 5.1% 14

Scoliosis 16.0% 44

Spina bifida /meningomyelocele 3.6% 10

Technology dependent or assisted 

(Some examples are central 

venous line, colostomy, dialysis, 

feeding tube, shunts, 

tracheostomy, ventilator and 

others)

18.5% 51

Vision impairment 29.5% 81

Other (describe below) 10.9% 30

Don’t know/Not sure 1.1% 3

 If Other - please describe 64

  answered question 275

  skipped question 117
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62. Of the conditions you checked, which one would you consider to be your child’s primary MEDICAL condition?

 
Response 

Count

  220

  answered question 220

  skipped question 172

63. How old is your child?

 
Response 

Percent

Response 

Count

Newborn - Less than 1 month old 0.7% 2

1 month to 12 months old 0.7% 2

1 year old 1.8% 5

2 years old 5.6% 16

3 years old 5.3% 15

4 years old 6.0% 17

5 years old 7.7% 22

6 years old 5.6% 16

7 years old 7.4% 21

8 years old 3.5% 10

9 years old 4.2% 12

10 years old 3.2% 9

11 years old 6.7% 19

12 years old 4.9% 14

13 years old 3.5% 10

14 years old 4.9% 14

15 years old 5.6% 16

16 years old 5.6% 16

17 years old 3.9% 11
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18 years old 3.2% 9

19 years old 2.1% 6

20 years old 3.5% 10

21 years old 1.4% 4

22 years old or older 2.8% 8

  answered question 284

  skipped question 108

64. Which of the following categories best describes the race or ethnicity of your child? 

 
Response 

Percent

Response 

Count

White or Caucasian 53.6% 149

Black or African American 4.3% 12

Asian, Pacific Islander, or 

Southeast Asian
5.4% 15

Hispanic, Latino/Latina, or Spanish 21.2% 59

Native American, American Indian, 

Aleut, or Eskimo
2.9% 8

Multiracial 8.3% 23

Other (specify below) 4.3% 12

 If Other - please specify 22

  answered question 278

  skipped question 114
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65. In what language did you take this survey?

 
Response 

Percent

Response 

Count

English   0.0% 0

Spanish 100.0% 34

  answered question 34

  skipped question 358
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Comments from the FHOP Survey of Families 2010 
 
 
11. Problems getting needed services from primary care providers (25 comments) 
 
My primary care provider did not accept CCS, so I paid for my child's visits, lab work and medication 
I consistently asked her PCP to refer my child to an Orthopedics doctor who specializes in children 
with Special Needs. My daughter has been and still needs ankle braces and she still isn't getting 
approved by our insurance. Which is completely absurd considering I pay $300.00 a month for 
insurance. Our healthcare system is ridiculous! 
I need help getting my son a dentist, and a in endocrinology for his thyroid 
que hablen espanol 
The provider did not follow through with a much needed prescription. 
The problems could come when he turns to 22, because he will not be treated by pediatricians 
anymore. 
primary drs disregard or are suspicious of parents input because they seem too familiar with medical 
issues 
DME requests have been lost and delayed due to lack of coordination and staff turnover 
dental problem was not resolve because social worker remove insurance when all paper works was 
submitted 
Disconnect between doctor and front office on time between checkups on chronically ill child w/ special 
needs. 
PCP's office does not fill out necessary paperwork on time 
Lack of knowledge regarding autism of assistive personnel (how to approach child with ASD) 
child is deceased 
medical 
UNABLE TO GET APPTS WHEN CHILDREN ARE ILL WENT TO A NON CCS/MEDICAL MD TO 
RECEIVE URGENT CARE AND PAID FOR THE VISIT.  THIS KEPT US FROM HAVING TO GO TO 
THE ER WHEN ER CARE WAS NOT INDICATED. 
Sometimes the long wait in time to see a primary care provider comes into play.  Always, whenever 
there have been issues which relate back to the CCS therapists, they have acted quickly and 
efficiently on behalf of our child. 
getting medical supplies from a certain company, 
trying to get certain equipment seems impossible 
my child aged out of the pediatric clinic he grew up with.  finding a replacement was difficult.  we've 
only been to one appointment with the new NP. 
THE APPOVE TAKE TO LONG BY TIME WE GET THE ITEMS THEY DONT FIT ANY MORE 
Providing information on meds and coordinating specialist care information to CCS; providing info for 
IHSS; Providing info for conservatorship.  Also, when our child turned 18, they were moved from 
pediatric care to adult care and the transition was/is horrendous. Poor understanding of CCS and other 
systems for individual to 21 years old and other systems of care. 
The one phone number to our primary care provider's office is often busy.  I need to try it repeatedly 
for an extended period of time to get through at times. 
Getting the Pre Authorizations In A Timely Manner 
Could not get immunizations through PCP 
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13. Problems getting needed services from specialty care providers (24 comments) 
 
Communication problems between CCS therapist recommending procedure for my child and my child's 
doctor 
My son needs orthotics and hasn't gotten them in years. 
Not getting in to see the specialist in a timely fashion.  I.E. orthopedic surgeon needed to cast my son's 
ankle and due to delay this did not occur (i.e. it was too late) all due to his availability! 
Finding the doctors that would take Medi-cal...no where! ONLY clinics that do not have the doctors and 
we have to drive 2 hours to find if you can find that will take the insurance provided by the state. 
GARBAGE INSURANCE 
The neurologist cancelled on us twice, causing a delay of over 2 months for a follow-up appointment. We 
then switched doctors. 
dental problems - no insurance no dental 
I would like my child to see a specialty doctor for assessment on her current condition & future 
expectation but the primary doctor says she's been seen initially (specialists from [Northern CA] 
 Children’s' Hosp) and will have to go back from where she started. 
orthodontic, Down syndrome related specialties, OT/PT/Communication specialists on Down syndrome 
took 6 months to get approval for CT scan (epilepsy related) through medi-cal 
difficult finding specialty providers closer to home that accept CCS or are approved by CCS 
I'm having difficulty getting authorization for a repeat hearing screen for my son. 
CCS did not want to authorize a pulmonary and ophthalmology. 
Sometime takes long time to get the answer when we ask questions by phone 
location of these doctors 
The neuro wasn't very smart and almost put my child on a high blood pressure medicine for 
sleeplessness that was potentially harmful 
getting insurance to give names of specialists we could go to who were knowledgeable about problem 
Post-operative problems caused by Shriners Hospital staff were not addressed properly, and we were 
forced to seek medical attention from 3 different specialists to find a solution to a problem caused by 
Shriners 
My child is seen at [Southern CA Hospital] and was receiving bad service.  I wrote a letter to the Dean of 
the medical school and services are starting to improve. 
Because we see the GI specialist in a satellite clinic, he does not bring his whole team; therefore we do 
not have access to valuable resources such as a nutritionist.  It seems without the team approach to 
addressing my child's GI needs she is not improving in this area. 
At age 18, Kaiser discontinued pediatric specialist and primary care and moved our child to adult care.  
Adult providers did not understand CCS systems and requirements, and there has been and continues 
to be confusion and delay in getting necessary information.  The Kaiser system does not align with CCS 
system at age 18. However, the CCS support has been good because we are well informed parents and 
we have been with the same CCS providers for a long time. It takes a long time for the CCS assessment 
and authorization system to work sometimes 
Could not get a letter from Neurologist for school needs 
The doctor said that my daughter would never walk therefore time and money was lost to get treatment 
that my daughter needed. 
The Orthopedic Dr. at [-] MTU eyeball examined my daughter, after writing a letter to transfer from this 
office it has been difficult to but we finally were transfered to [-] MTU.  This whole process took several 
months, time that passed without my daughter being seen by a Ortho Dr.  It is well know of the [-] MTU 
Dr. manerisim however nothing is done about it.  I submitted a written complaint with a response from the 
Dr. "If I don't like it , go somewhere else." The [-] MTU acts as gate keepers to the services my daughter 
requires. 
Our specialist works out of Children's hospital and getting appointments to see them are horrible. I must 
constantly hound them to get an appointment for a child with uncontrolled seizures who's on a special 
diet. Forget about getting coorindating appointment with a neurologist and the nutritionist. It can't happen 
at this hospital. 
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47. Problems getting needed care because of type of insurance coverage (yes, 115, 
35.9%; 103 comments) 
 
HMO INSURANCE (BLUE SHIELD) 
medical 
Kaiser 
dental care 
HMO - thought that sending me to any type of geneticist was adequate, but it turns out we needed a 
super-subspecialty which they refused to cover; same with neuro-opthalmology. 
Private insurance does not cover the procedure that the CCS doctor is recommending 
At one point by the time my insurance send denial letter and I had to go through the process my son had 
outgrown initial measurements or item. 
We have Blue Cross of California - Anthem. I pay $300.00 a month and consistently get denied for 
services. I have to request a fair hearing to petition the insurance for NEEDED services. 
private insurance wouldn't cover therapy services in the summer (before we had a diagnosis and were 
served through school district). Also lack of communication for needed DME between therapist and 
insurance 
Private insurance limited # of appts/constant follow up and denials 
HMO has problem approving therapies for "out of network" providers 
Medi-Cal 
Health Plan of San Joaquin cover San Joaquin County only. Can't get specialists out of SJ County 
sometimes due to the fact I need to get a denial letter for services from the private health care first. 
sometimes this take a long time 
Medi-Cal always has made it hard, even though the insurance is billed first, Medi-Cal has messed it up a 
number of times. 
My daughter needs to see an Optometrist that specializes in special needs patients but it is a problem 
finding one that will take her Medi-cal since she is a CCS patient. 
Medical-my son need AFO's, orthotics 
Kaiser 
Doctors and Dentist are limited in taking Medi Cal 
When there is a break in contract between hospitals and insurance companies, we have had to change 
ALL her care providers to another specialty hospital. 
Many of her necessary physicians (e.g. Pediatrician, Neurologist) do not take Medi-Cal/CCS because of 
the low rates so we pay out of pocket for the co-pays for their services, which limits the frequency of our 
visits. Our ability to find nurses has also been a problem because of Medi-Cal/CCS's low rate. 
MEDICAL NON COVERED DOCTORS IN BUTTE COUNTY 
Both HMO and Medi-Cal 
HMO 
Some therapies are not covered 
Kaiser doesn't cover DME.  Makes the process longer with denials, etc. 
Dental work is in Atwater, CA, an overnight trip for us. 
Had trouble getting a SPIO compression suit paid for by private insurance.  Medi-Cal would have paid for 
it.  Same with speech therapy. 
Blue Cross Medi-cal 
medi-cal 
CCS and Medical 
they severely limit the # of visits per yr 
Blue Shield and Blue Cross HMO 
Many doctors will not take Medi-Cal or they are not CCS paneled. 
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ccs and medical 
Anthem Blue Cross, we are getting less flexibility in scheduling appointments with our child's doctor. 
Certain creams for her skin are not covered by medical for her scar treatment 
We have an HMO. All requests have to be coordinated through our primary care provider. He and his staff 
are EXCELLENT and coordinating all of our requests. It's the HMO's local medical group that is a 
nightmare. They stall and drag out the denial/approval process.. I can't move on to the next step in the 
request process, which is CCS/Medi-Cal, until I get a denial or approval from the private insurance medical 
group. 
KAISER PPO 
Private insurance has denied claims and will not pay for all the therapy sessions he needs. 
Our private insurance denies most medically necessary therapies and procedures because they know that 
Medi-Cal will cover. In fact the insurances make a note of inquiring as to whether we have Medi-Cal and 
encourage their customers to apply for Medi-Cal, although they continue to raise our premiums every year. 
Assessments, number of visits and equipment for therapies, specialists in Down syndrome, mostly the lack 
of coverage 
Our private insurance isn't flexible when it comes to DME. 
coordination of care is way too difficult 
Medi-Cal has had denied medications prescribed by MD several times - 6mo approval process for CT scan 
medi cal 
I have had trouble getting medi-cal to cover some of the necessary prescriptions 
Kaiser 
POS 
SHE NEEDS ST 
Forced to cancel/private provider 
medical has been cancelled 
dental cavities: my child needs anesthesia and I do not know where to go for that 
Private frequently does not cover auxiliary but necessary therapies 
Preferred providers for Blue Shield of CA HMO 
When we had CCS, we had to go through a minimum of nine months of applications, paper work, 
rejections, more applications, for any and all medical durable equipment.  (Stander, wheel chair, etc.) 
diapers, braces 
Medical/CCS is not taken from some providers/restriction by CCS that does not allow outside therapy but 
cannot cover all therapy that is needed do to lack of therapists is a problem. 
would like to go [-] Rehabilitation, however my private insurance does not have a contract. 
dental care for special needs child and the durable medical equipment my child needs 
UHC dropped [-] Rehab as a provider it is difficult to find a vendor to repair wheelchairs etc 
durable med equipment process slowed down by problems with communicating between CCS, Medical, 
regional center, and insurance 
Medi-cal 
medi-cal 
lost my pediatrician cause he would not except medi-cal 
Medi-Cal 
Difficulties in deciding who will cover what 
Speech Services and OT 
Many medical providers choose not to take Medi-Cal. 
When we had private insurance it was difficult to get help and medical professionals often said it would be 
easier if we just had Medi-Cal and not the combination of the private insurance. 
Mental Health. 
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number of visits are limited, have to fight with insurance to cover additional 
CCS 
difficulty getting private insurance to cover services CCS doesn't 
Finding a Primary Care physician, right now my child goes to the Teaching Office 
Medi-Cal managed care 
updated equipment, chiropractor, massage therapy, any alternative medicine needs 
Medi Cal, not very many doctors in our are except Medi Cal. We have to travel over 50 miles for specialty 
care 
A couple times, child's medical paperwork got lost in Kaiser Medical system; I had to find out who to call to 
get it going again, like Durable Medical Equipment 
Medi-Cal 
No therapy anymore as per Blue cross 
insurance just not covering what she needed 
Determining payer responsible and getting letters of denial is a challenging job that parents must do and it 
delays everything. 
Medi-Cal 
private ins and Medi-Cal have different Rx formularies; don't always cover the Rx my daughter needs 
HMO.  if my HMO doesn't pay a portion of the medication then medi-cal won't pay at all. 
Health insurance 
CCS promised to care for my daughter’s cranio facial issues, but specialist we see is not covered by CCS, 
so we had to pay out of pocket for everything at Oakland children's Hospital. 
private 
doctors who does not accept Medi-Cal 
Emergency Medi-Cal 
Having private insurance and CCS or Medi-Cal at the same time is problematic for receiving attention 
(Tener Seguro privado y ccs o medical amismo tiempo es mucho problema a recibir atencion) 
Medi-cal fee-for-service 
while out of state (Utah) 
Limited # of DME providers, cannot always get equipment/supplies in timely manner 
hmo 
dental 
HMO...just takes longer to wait for denial or approval 
CCS screwed up getting my son's most important life-saving medication-he nearly required hospitalization 
Does not coordinate well with private insurance doctors 
not covered for his illness 
Medical often doesn't pay their vendors on time -we have been turned down because of this. 
United HealthCare arbitrarily dropping Children's Hospital Oakland 
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Other comments about CCS (151 comments) 
 
I love the CCS program and how they have helped me with my son's medical care.  One phone call does 
it all! 
Location of CCS therapy unit is a problem, as it's in a rough are of town, so I would never allow my child 
to take the bus by herself to her therapy appointment (even though she would be able to do so if it was 
in a better location). 
The only problem I've had is not being able to coordinate the time of appointments and my work 
schedule, its been hard. 
thank you! thank you! There is no way we would could have survived without CCS. We have private 
insurance and have sometimes been over income and private insurance does not cover half the costs of 
raising our son with cerebral palsy. Again, thank you very much. 
I was extremely satisfied with the [-] MTU facilities. However, since my daughter transition to [-], they 
have not called AT ALL to set up appointments. I am EXTREMELY upset with this Therapy Unit! I am 
looking into legal assistance so my voice is heard! I understand they have a heavy case load but they do 
need to follow up with open cases. I've left messages for [-] and still no response. I did have an 
appointment initially to sign the paper work, and they did not even have my appointment on their books. 
I'm egregiously concerned with the way [-] is running their agency. 
Over concentrated on young children and not maintenance of function in young adults. 
inability to qualify for MTU services when we knew our child had a neuromuscular disease, but no 
definite diagnosis. This delayed our ability to access school district services as well, as they were sure 
we belonged to CCS so delayed doing their own assessments (this led to a 5 month delay, and then 
summer started, and had to wait 3 more months to start PT and OT.) 
In the last 12 years and two children in CCS I have watched the program be more worried about their 
quotas and percentages, and less about the children it serves. It abandons it's most vulnerable clients 
because they are not equipped to give the amount of services needed to make it a successful program. 
It provides just enough service to negate receiving therapy from other sources. It has become another 
misguided government program.  
 
I think this program needs to be seriously re-evaluated to return to it key focus: providing children with 
the therapy they need to overcome the challenges they have been dealt. 
Unfortunately, we've seen the therapists taking on a bigger workload of non-therapy related items that 
assistant used to do.  Our therapists at are wonderful and friendly and helpful and caring.  But they seem 
pulled in too many directions and it seems they are starting to look to reduce hours to meet budgets. 
My child only receives OT and not PT, so we have to pay for PT out of pocket. 
CCS Has "been there" but because of our private pay insurance and Medi-Cal they have not had to pay 
for much.  I once needed them for denistry, but was turned down and had to jump through so many 
hoops it was ridiculous.  My son has congenital deformities of his mouth and they told me he was not 
eligible.  Also the rate of pay for providers is so low that no one want to take the reimbursement they 
offer, thus it is like being uninsured 
My daughter adores everyone at the [-]  MTU. They are very helpful and I enjoy taking my daughter for 
her visits. 
I appreciate the help we got when my son came home from the hospital. Excellent service. I'm a little 
confused on how to get his AFO's (orthotics) so he can walk/run better. 
My daughter had CCS as needed in conjunction with Medi-Cal. 
One thing that always occurs to me is that the therapists are happy to see my son. They genuinely care  
and want to help. 
Only contact we have with CCS is annually to ensure our child is still eligible, Case workers change 
almost every year and we have to explain why our child is eligible to receive CCS every year. 
The majority of the staff has been great, the system is what impinges success. 
Something is inherently wrong with the system when the individuals who most need the therapy to 
prevent worsening of their medical condition cannot obtain the necessary services for 
prevention/maintenance.  Requiring an arbitrary amount of progress sets these children up to fail the 
system and to not be adequately served by the system.  If we didn't have private insurance and 
therapists (at the school) to cover the majority of our costs and work with my daughter her medical 
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condition would likely be even more severe than it already is. 
[-]  has served as my daughter’s Case Manager for the duration of her CCS coverage.  She is efficient 
and supportive.  I am very thankful for that. 
It would be beneficial if CCS provided in-home therapy services post surgery. 
I have found that the therapists make note in reports about the medical status of my child but don't really 
know.  And if he is having difficulties, they do not try to work with him.  Recently a doctor diagnosed 
multiply muscle spasms in his back which was causing pain.  The therapists missed it and didn't want to 
work with him because he was crying.  where the therapy could have relieved his pain. 
CCS provides a valuable link to therapy for my child. The stress of special needs on a family is 
tremendous, and at least with the CCS PT and OT we receive, I feel like we have a little bit of a safety 
net to catch us when we feel like we are drowning in the stress of it all. 
Love our PT, don't love our OT, but my son loves both.  :-) 
CCS has been our foundation for dealing with our daughter's CP. I am not sure what we would have 
done without their direction. The Therapist explain everything to us and assist us in all we need for her. 
The other programs help to but not to the degree that CCS does. Thank you! 
Wonderful, wonderful therapists at our MTU - but overscheduled/overworked.  Our family really 
appreciates that MTU services are provided for families without regard to income - otherwise we would 
have a difficult time arranging services through private insurance or EI. 
We have worked with wonderful, caring people, and are very grateful for their concern and help. 
Very satisfied with our physical therapist, somewhat satisfied with the occupational therapist, not at all 
satisfied with the equipment available at the MTU for my child - not enough sizes and varieties of 
standers, walkers and gait trainers (opportunities for movement) for a moderately disabled kid who 
wants to move but can't support himself. 
I actually just stopped our CCS program yesterday. 
 
We can not have CCS and HIPP at the same time. We chose to discontinue CCS since they only thing 
we get through CCS is DME.  
 
We still will be able to see the same Dr my son sees through the MTU clinic. I am actually excited 
because I will not just have 2 dates per year that he can be seen. I will be empowered to make the appts 
and the Dr will still be able to write a script for the DME and since we have private insurance, medi-cal 
and the regional center the equipment will still be covered. 
Due to budget constraints, you can see how they have been forced to reduce caseload and try to 
transition kids to the school system once they reach school age which is unfortunate.  Therapists are 
very skilled and provide very valuable services but are definitely forced to try to limit the amount of time 
they can see your child, and frequency, due to larger caseloads. 
Not close to home. Services not available at school. 
I believe that all kids deserve therapy, at least once a month but with the shortage of therapists this is 
not the case. Although when I go in there they are usually not busy at all. 
ccs should make parents aware of all options available to them thru CCS - I feel like I know very little 
and it's like pulling teeth to find out 
 
the fact that you can't also get private OT or PT in addition to CCS is ridiculous 
All the therapists are nice people but operate like government employees....they do their job well enough 
but don't benefit from the kinds of stimuli that private sector folks face everyday like competition and job 
performance reviews that actually have ramifications. They operate on a medical model, not an 
educational one and are what I would call "stuck in their ways" or perhaps too worn down by the system 
to care too much anymore...In most ways I don't blame them...there are many crazy parents out there 
that act as though their child is entitled to the very best of  everything...I just wish that our therapists had 
more incentives to do well, to do better.....to keep trying as hard as our kids do. 
Yes, for the last 10 years they have been very aware on all my son's necessities at home, school and in 
the MTU. In general I'm happy with them. 
The individuals at the MTU do try hard, but the bureaucracy of the overall system & main office and the 
paperwork is frustrating. 
I know my child has used CCS as [Northern CA Hospital] has said so, but I have no idea what they have 
paid for, how one qualifies for the program, what they will pay for in the future, or if there are any 
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alternatives 
The CCS therapists in [-] are incredible. I wish there was more available in terms of access to other 
therapies, therapy at school, and more information about managing my child's orthopedic needs. 
The help from CCS has made it very significant in improving my granddaughter’s medical condition. 
WE are appreciative for CCS and all that it has done for my son and our family through his 14 years, but 
believe there are changes that could be made that would be beneficial to families, especially in case 
management. 
It's very hard to get in touch with a CCS provider in our area, at times.  I'd like to know what other 
services our benefit from 
CCS is good about covering my daughter's endocrine issues, but was not able to help with her skin 
issues i.e.; her severe keliod scars. 
The CCS staff we have encountered are all skilled and caring people. They do the best they can with 
very limited resources. The PT equipment available from MTU site to site varies substantially. They 
should all be equipped with everything they need to employ the latest and best PT practices. Private PT 
clinics are typically much better equipped.  I think that after it's been determined CCS will not longer be 
providing a child regular PT, the family should be given a subsidy to continue some PT on their own, at a 
discount, if they choose whether it's weekend swim therapy or some sort of group classes etc. 
I don't fully understand the role of CCS vs. other groups like GGRC, Medi-Cal. 
[-] MTU staff are very helpful in meeting all the needs of my daughter 
because we are rural we are extremely limited in providers. The dr. that comes up for clinic is offensive 
and there is not a lot of proactive looking to change or improve services. 
Excellent at providing direct services (MTU), support and referral services through their staff and through 
[-] Family Resource Center. 
Must wait too long to see Dr. Paperwork for referrals sit on desks at CCS too long.(emergency cardio or 
seizures cannot wait) Not informed how to expand coverage so she gets the orthodontic (endless pain) 
care she needs and the therapies for speech, OT, PT.  No case management as far as I can see. 
The questions at the beginning of this survey were confusing because it didn't specify the difference 
between a CCS client that receives only PT/OT and one with financial support as well.  The questions 
could be interpreted differently. 
previously used MTU services - not happy, now received services that I pay for and provided by the 
school district 
The cutbacks have been tough.  I think my daughter could use more appointments per week than she 
receives.  It has been more than cut in half in the past year and not being allowed to go out and 
supplement does not make sense to me. 
I ABSOLUTLY LOVE OUR PHYSICAL AND OCCUPATIONAL THERAPIST. THEY HAVE MADE A 
HUGE DIFFERANCE IN MY CHILDS LIFE. 
We have two children in the ccs program, and we are thankful to have these services, but several times 
we have had to deal with very rude employees. That is my only complaint and or concern, I could not 
believe that someone could be that rude to a family. Thanks ! 
I have had a very positive experience with the CCS program. The few bumps that we have had in my 
child's care have not been due to CCS. I consider the program a huge blessing. A lot of my child's 
progress in his development would not have been possible without this program. 
This case worked is sometimes difficult to reach. I had to be proactive and contact her for issues. Are 
they supposed to contact us to offer us services? The best support we have had  is from the Alcott 
Program. 
The ccs program is a God send for our family. My son sees some of the best juvenal diabetes doctors 
and all his prescriptions our covered which is huge to our family. We have been truly blessed by this 
program. This situation was very difficult and heart wrenching for our family. The ccs program has truly 
lighten the load of my sons' diabetes in our life. I truly thank the program for that. 
It would be wonderful if speech therapy services could be rolled into the MTP 
I don't have any problems to your services, I’m very thankful because it helps me a lot to my daughter's 
needs. Thank you very much for your full support. 
thank you for all of your help I just wish that there could be more therapy for people who make slow 
progress. I think that the budget cuts make it difficult for the therapists to keep clients who are not 
making great strides and they should have the opportunity to keep progressing instead of being dropped 
by CCS. 
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we are happy with most things but the lack of therapy that he gets because they say he will not advance 
that is silly he will only get better if he has therapy he needs each day repetitive actions is how we all 
LEARN he has come a long way in eating because no one has given up on him  which is really problem 
with docs not pushing them but ccs themselves are usually helpful and take good care of us and our son 
thank you 
Because of the constant threat of cuts in gov't funding, CCS tends to focus on the less severe children, 
ones that should marked improvement with therapy.  Those who need intensive long term therapy are 
left behind. 
Build a better facility in [-] with equipment that is as good as the equipment in San Mateo 
The CCS staff is great. My son sees [-]  and [-]. There are both encouraging and supportive. My son is 
thriving because of CCS. 
Would like to see CCS continue helping parents manage care for their children.  It is very important to 
also continue therapy at school sites, so that parents do not have to leave their work to take children to 
therapy.  CCS needs to have more office support, so that therapist can do their important job with 
children. Thank you. 
Not every child does well with the programs offered at CCS (mine certainly didn't), but it appears to be a 
good program for most. 
At first our experience was very good.  My son could only handle about 45 minutes of therapy (OT or PT) 
every week.  We had a change of therapists, and they cut back on our services because they claimed 
that there was a lack of progress.  It happened to be that his favorite therapist went on a maternity leave, 
and he never liked the new therapist and refused to perform for her.  It also became a very big issue that 
she would miss an average of every other therapy and not have the time to make it up.  At one point, 
after seeing how much he did in a classroom setting with other people she even stated to me, "His new 
goal is for him to begin to like me."  Maybe if she were to have begun with that attitude, we would have 
had a much better outcome.  When CCS finally dropped us, I warned his new therapists of his refusal to 
work for people he did not like.  It only took them a few appointments for him to warm up to them, and 
now he performs better for them then he does for me.  We as a family truly felt pushed out of the CCS 
program.  And even in the end when we asked to be considered for Durable Medical Coverage, as far as 
making sure that the equipment that was already ordered for us through CCS was checked on, we were 
told they do not do that.  I have it on good authority from many sources, that since they were the ones to 
request it, they are supposed to be the once to be sure that it still functions properly, fits properly and 
that any repairs are followed through them.  We were told by CCS, that they do not do this and that if 
anything goes wrong with the equipment, it is up to our family to go out and find a solution on our own. 
IT HELPS 
Nel is great! 
I have been extremely happy with the care my son has received from [-]  at [-]  MTU. 
The care is standard at best and the center isn’t very inviting. These children feel like lab rats as it is and 
the therapists are sweet but the work for the Count of LA and there isn’t much variation and assurance of 
the use of progressive treatments. 
Cuts on staff and funding make it nearly impossible to get appointments during reasonable times, or to 
reschedule missed appointments due to illness! 
I am very pleased with [-]  ot and [-]  pt 
Up until the last year we were able to get approval for needed supplies or therapy in a timely manner. 
The last year has brought slow response in approvals. Such as AFO approvals.  If a child needs AFO's, 
it is for a reason. You should not need to wait 4 months. We have a private insurance.  We make sure 
we always have a PPO.  We are grateful we have CCS for out child. There are both therapists and 
nurses that have in the past been a wonderful support. But, this past year has brought changes to the 
MTU that are not beneficial to clients. There are problems that doctors and other providers are having 
that may cause them to no longer provide services for CCS. 
It would have been a more positive experience for my child and me if my child's CCS case manager 
(CCS Public Health Nurse) were more supportive with regard to understanding how difficult it is to 
schedule appointments with, and promote communications between my child's numerous specialists and 
his primary care physician. 
My CCS Manager has not been helpful in assisting with anything. 
We as a family are so thankful for CCs and their support, I have no complaints. I am active in my child’s 
health care and appreciate so much the aid with medical issues 
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The therapists at ccs seem to be caring and have knowledge for working with my child.  The 
bureaucracy and the funding problems that CA state has makes the service mediocre at best and 
insufficient at worst.  My child will not be able to have the skills to care for himself because of these lack 
of services.  I am very disappointed in the system. 
Thank you CCS! 
There is not any communication from ccs. mtu clinic therapists are great, but the people who schedule 
appts. need some training. 
It took fourteen years to get qualified for the MTU. Seizures alone do not qualify. Very frustrating 
I WOULD LIKE TO PUT MY KIDS ON MY PRIVATE INSURANCE BUT IN TALKING WITH OTHER 
FAMILIES, HEALTH CARE PROVIDERS AND TEAM CENTERS IT CAUSES NOTHING BUT 
PROBLEMS.  THE ONLY ADVANTAGE WOULD BE I COULD GET PEDIATRIC CARE WHEN MY 
KIDS ARE SICK THUS ALLEVIATING THE NEED FOR A HOSPITALIZATION OR ER VISIT.  I HAVE 
HAD NO ISSUES AT ALL GETTING DME, BRACES, SPECIALTY CARE ETC. JUST   FREQUENT 
PEDIATRIC CARE. 
THEY ARE THE BEST! WITHOUT THEM WE WOULD'NT BE WHERE WERE AT TODAY. 
EXCELLENT 
Our child needs more than 30 minutes of weekly therapy. And it needs to be at home or school, where 
our child functions, not in a therapy center. Our child does not live his life everyday in a therapy center. 
My child would not be doing as good as he is now is not for CCS! 
I have a major problem getting CCS to let my daughter see a local nutritionist.  The nutritionist  I see 
locally is CCS approved but they insist I drive every 4 months from Chico to Sacramento GI clinic.  This 
means my daughter is in her car seat for 4 hours.  Then in her wheelchair for 3 hours at the GI clinic to 
see a nutritionist. She comes home every-time with pressure sores on her body then I then can't send 
her to school because she needs to stay off of the pressure sores.  I have an approved nutritionist that is 
CCS covered that comes to my house for a short 45 minute visit.  So why must my daughter have pain 
and suffering? On the road I must pull over the van every 25 minutes to suction her mouth and take her 
out of the sitting position which is causing a pressure sore. She screams and screams because she 
should not be sitting for more than 45 minutes.  Seven hours sitting is not good therapy for my daughter.  
I have been told for almost a year that I have no choice CCS children that live in Butte County who are 
tube feed must she a nutritionist in Sacramento.  WHY WHY does my daughter have to suffer?? 
I think CCS is a great resource and out therapist, Ms. [-] has been fabulous for us from the start!!!!  very 
pleased !! 
Love the therapists 
I feel there needs to be more done therapy wise for kids that are slowly declining.  They say if they do 
not have any signs of improvement w/ot or pt they have no reason to continue.  As a parent I feel we 
should get more guidance when it comes to how to deal w/ this decline.  Our MTU is horrible in getting a 
hold of anyone and making appt. for adjustments to equipment.  It has taken over 9 maybe 10 months 
for a car seat to be ordered and we still haven't received it.  By the time the equipment comes he has 
grown so much I don't know if it will fit.  Same w/ bathchairs and wheelchairs.  His wheelchair is 4 almost 
5 years old and I feel we need to order on now so when it takes a year to year and half to get we will at 
least have one on order.  Very frustrating as a parent and all we deal with to have to continually call and 
check up on so many things; there has to be a better way. 
very satisfied with the mtu except dropping therapies down to quarterly visits only 
Big difference from Hawaii.  There we received physical therapy once a week, occupational therapy 
once a week and aqua therapy twice a week.  Here we will get physical, maybe occupational therapy for 
3 months and take a break? 
In the past I have had problems, but currently the staff at the but is very helpful and competent 
VERY HAPPY WITH ALL THE SERVICES AN HELP WITH CCS. 
I would say that all of my child's medical needs were addressed and taken care of through CCS or 
Medical. CCS dealt with the majority of services and we didn't have any problems with the authorization 
of any services that were needed. The wait for authorization may be the only complaint that I have and 
all in all it isn't a major problem because none of the services were emergencies. When I needed to get 
authorization for a specific procedure to be done on a specific date I called and it was pushed through, 
so we could be accommodated. You have provided everything that was ever asked for and my husband 
and I will forever be in your debt. 
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The most important thing my child needs ot, pt, and speech therapist, please if u can add more hours for 
him, coz these services helps him a lot. no cuts for the hours pleaseeeeeeee. 
FANTASTIC THERAPISTS AND GREAT SUPPORT! 
It takes to long to get a service approved 
I wish that the braces and shoes were paid for in full by ccs 
I feel like the MTU thinks that they have done their job when the child can walk and they don't work on 
improving endurance or quality of life. 
Don't have much to say.  Overall I am pleased with the services 
The MTU is great, but understaffed. Sometimes it takes a while to get an appt and we went over a year 
before receiving OT services that were prescribed. 
I have more then one child with a disability (3) and could use help and support for them all but I am only 
able to get help for one.  So that leaves me with more appointments in different locations to deal with.  
My child with low tone CP need services just as bad if not more so then my child with high tone CP, 
ect.....  I also have to say that I am not sure what CCS has to offer my family.  It is really hard to find time 
to do my own research when I have 3 children under the age of 9 with multiple disabilities. 
We could not ask for a better experience with the therapists that work with our child. 
My child has just begun services with CCS.  My answers are based on the speed of the process of 
getting her into the program and follow up in getting her initial appts established.  Her first PT eval isn't 
until 5/6/10 perhaps I should repeat the survey after being in the program for awhile. 
MY CHILD NEEDS ONGOING pt, OT, SPEECH AND IS NOT OFFERED IT. ONLY GIVEN A PAPER 
AND SHOWN HOW TO DO BASIC ROM AND STRETCHES 1X YEAR. 
I believe the SF MTU has my child's best interests at heart, but are sometimes hampered by the system 
in being able to provide proper equipment. 
Words cannot express our thankfulness for the  expertise the CCS Team has provided for not only our 
daughter but our family unit.  The MTU Staff in [-] has been a life source for us. 
My son's Physical Therapist is not very nice to my son.  It feels as if she doesn't like children.  I don't 
know why she is working w/ children?  She seems very agitated with my son and with other kids that I 
have seen there.  She stopped seeing my son about 4 months ago and doesn't even call us in for 
monthly visits and she didn’t show up for his IEP either. 
quality of therapists is excellent.  program administration is fair. Case conference meetings every six 
months seems like a waste of time; would prefer once a year.  Also, the 'rent-a-doc' brought in for these 
meetings is not well-informed about my child and appears not to be particularly well informed about 
childhood disability in general. 
Has helped me obtain emergency medicine when pharmacy was having problem with Medi-Cal. 
I wish CCS would cover alternative medicine care, like holistic care, and physical therapy like massage, 
or reike 
We attend the MTU in [-]. Our PT is friendly and tries hard to work with our child and the office manager 
is nice, but the rest of office staff is NOT friendly or welcoming at all. They never greet you nor 
acknowledge your presence. A friendly "Hello, someone will be right with you" is all it would take. Also, 
when you call them on the phone, the office staff is very rude! 
The [-] CCS staff is amazing. Our case worker has always responded quickly to our questions and 
provided the guidance we need. The MTU staff is well trained and has provided my child and family with 
exemplary support. The MTU therapists seem to always hold the child's best interest at heart and 
appropriate advocate for the child. We’re extremely appreciative for the support CCS has been able to 
provide our family. 
Very efficient program.  Good communication by phone and mail 
The only complaint I have about CCS is the delay in approval of necessary supplies.  Occasionally, there 
is a lag in approval of my son's feeding and/or respiratory supplies. 
I do not like negotiating through additional layer whenever my child needs DME. Denial letter from CCS 
can take time. also, my child needs speech services and I was not aware it was provided through CCS 
We are very happy with the Indio MTU and our therapist has helped us so very much. We are Blessed to 
have known [-] and he has helped my son cope with his spinal cord injury for the last 5 years. I don't 
know what we would have done without him. He taught my son to live again and be independent. He is 
the best, [-] at the [-] MTU. Thank you so much for your services. May the Lord Bless [-] back for actually 
bringing my son back to believe in himself after this car accident with a drunk driver. He has also taught 
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me his mother how to deal with this too. I am a stronger person and can take better care of my son and 
not be afraid like I was in the beginning. Thank you again CCS.  
great, concerned therapists 
My son was diagnosed with CP as a toddler, but I knew nothing about CCS until he was 4 and we were 
referred by [-] Hospital. 
My child doesn’t receive a lot of services because the people that work there have said that it would be a 
waste of time to help her. She's paralyzed from a gun shot wound at  T4 level that she received when 
she was just 10 months old. I requested to have therapy or exercises, and while she was a child she 
received some, but as she grew older many services were taken away. The therapists/evaluators said 
that it was unnecessary and a waste of time because she was never going to walk. The only good 
services that she's received is anything regarding receiving equipment that she needs. 
Too much paper work for therapists.  Reports not sufficiently shared with families so that goals are 
known.  Children dropped too early and forgotten, often during their biggest time of need.  CCS 
therapists have a very unique understanding of the needs of children with physical disabilities.  The 
MTU's combined expertise is hard to  match when dealing with special conditions, braces for legs/feet, 
wheelchairs, and other mobility needs.  Without the services provided by CCS, many children's potential 
would not be realized and families would be on their "own" or helpless. 
CCS people are very negative.  They emphasize what my daughter can't do rather than what she can do 
(Other providers are more positive, even when discussing her disabilities).  CCS therapists are 
compromised in their medical roles by their bean-counter/money gatekeeper roles:  They are advocates 
for the system, not advocates for my daughter.  Their first answer is always "no" and I have to fight each 
step of the way.  Their systems are antiquated:  paperwork is not electronic, I can't reach them by email, 
and they only got individual voice mail a few months ago!  They work absurdly short hours, making it 
difficult to reach them.  Getting DME always takes months and months.  They won't talk to my insurance 
company, I always have to do it.  They never take the initiative to figure out what equipment or approach 
would be best; they offer the same thing to everyone.  If I want something else I have to research and 
advocate for it.  If it weren't for the wonderful people at my daughter's school (an NPS) she wouldn't 
have much of any good equipment or services.  My daughter has a permanent, chronic condition yet I 
have to go every six months for an "eligibility" clinic appointment.  What a waste and my daughter has to 
miss school.  The physiatrist at that appt is great but I still dread the appt b/c the other CCS people are 
so gloomy and negative.  I know they have a hard job and are always underfunded but they behave as if 
they are defeated.  I know I have a reputation among them as a "difficult" parent but that's because I 
advocate for my child and don't hesitate to do what's best for her even if they don't agree.  I am a white 
woman from a privileged background; English is my first language; and I have a BA and a graduate 
degree; yet it took me years to understand how the insurance/CCS connection functioned and how to 
use it; and I still get confused by the funding process for DME.  I don't know how non-native speakers, 
people without education, people without an empowering sense of entitlement, or people working 
shifts/two jobs could get any services at all out of CCS.  For me taking care of my daughter is a second 
job.  It shouldn't be that hard. 
I am very satisfied with the therapists at the MTU, but dissatisfied with how difficult it is to access for p.t. 
and o.t. use.  The MTU is too far for us to travel. 
I think it would hugely benefit families if there were options available to them - even if not offered by CCS 
per se - above and beyond what CCS offers. Parents are generally told that there is nothing that can be 
done (I specifically speak of the condition of CP) for their child when they are in NICU or when their 
condition is diagnosed. It is no wonder then that you see so few families take advantage of what CCS 
offers, and that you see even more drop out over time. Traditional PT/OT simply has very limited results 
for kids with CP. Imposing a therapy onto a child's body is effective to a very small degree, whereas the 
type of learning that a child can accomplish using either Feldenkrais or ABM (Anat Baniel Method, based 
on Feldenkrais) has over and over shown not only better results but concrete change in a body that has 
spasticity and limited movement range/ability. In closing, I implore you to look at better models of 
learning and therapy for infants and children with CP, spina bifida, and other motor challenges. 
sometimes family doesn't agree with the treatment doctor recommend, and not open for discussion. 
I would like to understand more about what CCS has to offer my children.  They need services, and I am 
not in a position to pay for what they need, however, because some of their issues are not directly 
related to their PHYSICAL cleft, the emotional problems we are having most likely are due to the cleft, 
and are very expensive.... bipolar, adhd, ODD, hospitalization for bi polar episodes, etc. 
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CCS needs to reach out to the community further to identify children with special needs. The diagnosis 
that is eligible for CCS services are too narrow and causes a lot of confusion. CCS staff follows the 
medical diagnosis eligibility very narrowly and often times, deny services. Medical care providers do not 
understand CCS eligibility clearly and so, do not provide enough information in their referral to actually 
get services. CCS needs to make the conditions eligible for services easier especially for certain 
complex conditions that has motoric impairments but do not have a specific diagnosis (idiopathic cases). 
Ultimately, CCS needs to be fair in providing services to all children with special needs and must not 
discriminate the children based on their diagnosis. 
we are very happy and satisfied with CCS therapy also "hay unas lindas personas" 
QUE NO LES QUITEN LA TERAPIA A LOS NINOS PORQUE LOS NINOS LA NECESITAN PARA 
SALIR ADELANTE Y NO SE ATRASEN EN SUS MIVIMIENTOS A MI HIJA LE QUITARON LA 
TERAPIA Y YO NO ESTOY DEACUERDO PORQUE ELLA ANTES DE UNA CIRUGIA CAMINABA MAS 
Y CON LA OPERACION DE CADERA SE ATRASO MUCHO Y NO CUMPLIO LAS METAS Y LE 
QUITARON LA TERAPIA Y ES INGUSTO QUE SE LA AHIGAN QUITADO. 
"It is the best program we have...please keep keeping it because it is very necessary for many people 
and thank you very much" Es el mejor programa que tenemos y que hay en el estado por,favor sigan 
manteniendolo porque es muy necesario para muchas personas Ymuchas gracias por hayudarnos. 
Without CCS, my mouth would not work 
Because they do not want to approve a chair appropriate for his/her size (Porque no me quieren aprovar 
una silla apropiada para su Tamaňo.) 
i can only say thank you for their support in general and I think that is an exemplary program, without you 
my children would not have their therapies and the chair and braces, and the attention of specialists, 
Thanks 
I did not always feel that my concerns during occupational therapy were addressed. My concerns instead 
were addressed by her orthopedic doctor. The occupational therapist was not pleased that I went 
elsewhere to solve issues. 
It has taken me over 6 months to have my son evaluated by the MTU.  There is never any follow up other 
than the calls I make.  I coordinate my child's care.  It's a pain to find out what is/is not covered by CCS. 
The therapists and officer worker at our local MTU are fabulous! 
[-] is the most wonderful PT I could imagine. My son has received exactly what has been needed, at his 
pace -pushing him only when she needs to (which he does quite often). The staff has been incredibly 
understanding and patient. P.S. my son just turned 14 (with regards to those questions) 
These cuts that the CCS program is making to SERVICES, STAFF, and PROGRAMS is ridiculous.  The 
only ones that get affected by these cuts are the disabled children that have to deal with this torment, as 
if they need more on their plate.  I'm extremely upset that the CCS program has FAILED it's mission to 
it's patients.  Furthurmore, I'm disgusted with the fact that no one seems to care. 
[-], RN and Dr. have been helpful with information to help me get medical care for my child.  I don't know 
who my CCS SW is, she doesn't call. 
I am very dis satisfied with this program on all levels. I written letters and will continue to write until there 
is a change  
CCS therapy services are vital to our son and we greatly appreciate the care he has gotten from infancy 
till now. 
I have 4 children on CCS.  The treatment was great .  My son was diagnosed with Retinoblastoma at the 
age of 2 and I did not know what I was going to do about insurance.  I was just trying to Keep my child 
alive.  Everyone was so great!!!! 
We love our CCS therapists.  They are very helpful, and know our daughter so well.  They are flexible 
and caring, and very knowledgeable. 
If this program was not part of my daughters life she would not be where she is today.  I was told she 
would just lay there.  She feeds herself, is talking and is very aware of her surroundings.  Thank you  [-] 
medical therapy unit!!!!! 
My only problem has been with obtaing this special medication for my son. It has been a problem every 
month since the first of this year. Never a problem prior 7 years he has been on it. 
my son was born with a cleft lip it wasn't a severe one he only had one major surgery and 1 touch up 
he now has to have teeth fixed but other than that  we have been so lucky and ccs has been great 
without their help i don't know what would have happened. 
Only limit with satisfaction is the range of services and lack of coordinator. The services we do receive 
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are excellent. 
Thank God for this program. gracias a DIOS que hay este programa porque si no estuviera este 
programa mi hijo no estuviera aqui con nosotros es lo mas grande que tenemos nosotros los pobres 
gracias a DIOS y al programa de ccs 
I was not happy with the way that I was talked to during MTU. It has been many years since we 
participated though. 
I am very satisfied with CCS. Today my daughter esta kasi completa mente aliviada. Thank you CCS. 
I am concerned about our sons future. Both Ccs and Regional center seem to fight against each other to 
provide care. They are both very good at pointing the finger at the other provider. Both seem to forget 
they are dealing with children's needs and  providing those services. 
Very difficult to receive speech theraphy for my daughter, it was not until we moved to another county 
that her services began. She could have proggressed so much if she would have had these services 
sooner. 
some people are very overbearing 
 
 
 
 
37. Experiences with Physical Therapy (60 comments) 
 

continued reduced service from CCS is impacting the health of my child. 
My daughter was previously seen [-] Therapy Units - very satisfied with the services. We recently 
relocated to [-], thus part of the [-] Therapy Unit. They have not contacted me about my daughter's 
case. It has been well over 3 months. I've contacted [-], case manager, numerous times and still have 
not received a call. I also left several messages for the Main office in [-] and still no response. I am 
extremely disappointed with [-] MTU and would prefer to go back to [-]. 
child was "not progressing and not compliant with home program so services were discontinued. 
Therapists didn't know how to work with him 
The medical model neglects the very children who need it the most. The more they need, the less they 
get.It is a formula, suit and tie driven system that abandons children. 
We did not have times avail to 6:30 or at school but I checked yes because it would be important 
The problem was my son was cut off because he didn't make enough gains! If he made gains he 
wouldn't need PT! 
Our MTU is in other town and does not do ongoing therapy to maintain strength etc.  better if at school. 
My child's "physical therapy" wasn't really therapy but monitoring and equipment management once 
every three months.  She has severe cerebral palsy and is at great risk for contractions and other 
physical limitations without therapy yet she is not receiving the necessary therapy because she does 
not progress fast enough to make it worth her therapists' time and "therapeutic handling." This is 
ludicrous in my opinion that a child who needs services the most given her severe condition is unable 
to receive them and her doctors' agree with me. 
CCS provides excellent physical therapy.  However, when child needed in-home therapy after surgery, 
none was available. 
Child does not get enough and varied therapies and the CCS therapists have not been able to work 
from a preventative perspective. 
she gets it at school 
CCS therapy only available Tues, Wed & Thursday 
PT was recieved by NPA; 
Our PT has had frequent illnesses and we've missed many sessions because of this. There should be 
a fill-in PT available. 
My child needs PT but does not qualify for Medical Therapy Unit. 
#6 There is NO PT in his School District and My son had PT in his IEP 
CCS stops providing regular physical therapy if they determine the child has reached a "plateau." for 
my child that plateau was determined to have been reached about 12 months after the brain injury she 
sustained that made her CCS eligible. 
there are no pediatric physical therapists up here. we cannot get referrals to places where there are 
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Therapists will NOT do a written assessment so child can have it at school.  Need them for IPP and 
IEPs. Will not do an assessment because medical will not cover it.  Need assessements for doctors 
and school application. 
Took a long time between home care pt and outpatient pt. My son had to be re-evaluated, which held 
up the process. 
theraPIST BASICALLY DO NOT want to work with him they want to consult once or twice a year 
maybe every few months but do no real daily work with him 
Having a child with severe impairments with little improvement means little service offered 
Would prefer that PT continues after the age of 12 years old. 
received therapies thru school, not CCS 
CCS Dropped my son from their therapy for lack of progress, yet in the six months leading up to this 
decision, they drastically cut back on his scheduled therapy (2 times a week) and then missed 
numerous appointments (over 6 appointments missed in 6 months) because of the therapist being 
unable to attend.  It then took us another six months for them to completely drop him from services, 
and he now sees all of his therapists weekly through the school and has been progressing very well. 
my childs walking degraded and had a hard time trying to jutify the need for more therapy and 
something more aggressive or progerssive than the standard of care that was being offered 
Shortage of Physical Therapists does not allow all of my childs needs to be met 
Regional assigned PT. 
the budget cuts are preventing the kind of therapy I think my child needs and deserves. therapy appts 
were not available after 4pm and were not available at all some days 
THERAPY CUT DOWN TO MONTHLY CHECKS DUE TO BUDGET CONSTRAINTS. 
State of CA reducing PT and OT to 30 minutes per week. What good does that amount do??!!! 
She only receives once a year consultation.  The state they are only able to help with school 
equipment I'm not allowed extra hours for therapy and assists needed at home. 
My son need continuing therapy and was dropped down to being seen only once every 3 months. 
getting cut because my child is not progressing makes no sense, should cut if child is progressing and 
it is working at home 
My son was dropped to once a month PT instead of 2 times a week like he needs. 
the number of visits my child needed , my child need more but they cut the ot and pt hours 
My child's behavioral problems inhibit the recieving of PT/OT 
I have a child with mutlipal disabilities.  One disability prevent the other from getting the right service.  
For exsample: My child has CP, Autism, Seizure Disorder, Dev Delays and vision impairment. For CP 
he needs OT and PT, but because he has autism he needs sensory intergration but that is not 
provided because CCS does not treat autism.  Since we are not treating the whole child with all his 
disabilities he is not getting the help he needs.  Exsample #2:  My child has a therapy session and has 
a seizure and needs some time to recover there is not time for him on another day or when he snaps 
out of it. 
inconsistent billing amounts 
Getting dropped from 2x per week to 2x per month, when my child clearly needed more visits!! 
no PT past year 
My child is being monitored 1 time per year now; Main problem, child diagnosed in report, but that 
doctor never talked to parent or had seen child, based informtion on other reports, then I not told, found 
out on own when saw report in open file 
ALL I HAVE TO SAY IS MY DAUTHER GETS HER THERAPY IN THE INDIO CA OFFICE AND 
SCOTT SMITH IS HER THERAPY AND HE DID A GREAT JOB CAUSE SHE NOT EASY TO DO 
THINGS AND HE CAN GET HER TO DO IT HE A FINE WORKER ALWAYS HAPPY AND SMILES 
ALOT 
lack of transportation and lack of therapists; filed compliance complaint; matter resolved informally. 
No problems with our office at [-] MTU and our therpist was great [-]. 
Physical therapist only monitors my child once a month 
No PT from CCS-we were told no becasue we see a private PT. 
Medical Therapy Unit is too far from our home (45 minutes away from us in [-]) therefore, we are forced 
pay out of pocket 
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My problem with CCS is that they only offer very traditional and not very effective therapy. We had 
more gains in an extremely short period of time using the Conductive Education model of learning. 
Hippotherapy has been helpful as well. Currently we are in therapy with [-] in [-]. At the VERY least it 
would have been helpful YEARS ago had we even know these therapies existed. We were told that the 
only effective therapy is traditional PT and OT. This is simply put, a lie. A lie that takes years for 
parents to discover, often too late for any real gains with any other type of therapy. By this time 
spasticity has almost inevitably become severe, pronation irreversible. I feel that it is imperative to let 
parents know that there are many different approaches to healing their child and offering some real 
solutions to their individual conditions. Feldenkrais is another very effective therapy for children. 
NO ESTOY DEACUERDO QUE LES QUITEN LA TERAPIA A LOS NINOS QUE LA NECESITAN 
ESTO ME PASO A MI CON MI HIJA Y ES ALGO INGUSTO QUE LE AHIGAN QUITADO LA TERAPIA
my daughter does not receive this therapy "mi hija todabia no recive esa terapia y si la ocupa" 
the regional center will not provide PT & OT at my sons school any longer I will have to take him twice 
a week and take off work and I can't do that so he won't have therapy anymore 
Trouble coordinating who would pay: school district, [-], CCS, Medi-cal so my child never received the 
service 
My child needs a therapist that will work with us everyday , not order equipment and send it home, and 
make myself the fulltime therapist, with the MTU just doing weekly checks to see if we're doing things 
the right way. 
The protocols that we as parents are required to follow from CCS are strict, harsh and unfair!!! 
six month delay from time service was asked for through foster care SW until services were received 
My day off is on Monday and NO services are provided on Monday. My daughters therapist are off on 
Monday.  The Vendor only comes on Friday. 
Getting dropped for not making progress is a problem. 
there's no therapist in school and there's no suficient therapists in the city 
staying employed while attending at least 4 therapy appointments a week was a challenge 

 
38. Experiences with Occupational Therapy (45 comments) 
 

occupational therapy was provided by the school district.  Therapist did not return emails due to heavy 
work load. 
My daughter was previously seen at [-] Therapy Units - very satisfied with the services. We recently 
relocated to [-], thus part of the[-]Therapy Unit. They have not contacted me about my daughter's case. 
It has been well over 3 months. I've contacted [-], case manager, numerous times and still have not 
received a call. I also left several messages for the Main office in [-] and still no response. I am 
extremely disappointed with Montebello MTU and would prefer to go back to [-]. 
The more involved a child is , the more therapy they need. These children are abandoned by CCS 
because they are formula driven. 
We did not have times avail to 6:30 or at school but I checked yes because it would be important 
My son didn't make good enough gains to make it worth it for CCS to do th etherapy! 
email with therapist when at a satellite site 
Difficult co=ordinating school responsibility and CCS responsibility 
My child's "occupational therapy" wasn't really therapy but monitoring and equipment management 
once every three months.  She has severe cerebral palsy and is at great risk for contractions and other 
physical limitations without therapy yet she is not receiving the necessary therapy because she does 
not progress fast enough to make it worth her therapists' time and "therapeutic handling." This is 
ludicrous in my opinion that a child who needs services the most given her severe condition is unable 
to receive them and her doctors' agree with me 
Therapists are not proactive. If child is uncomfortable they don't treat instead of pursuing why he is 
uncomfortable. 
school OT was GREAT.  CCS OT wasn't so great. 
timid therapists 
My child needs OT but does not qualify for Medical Therapy Unit. 
school ot only. it helps but she needs to be in touch with teacher, parent, and aide more. not helping 
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much 
I would like to see better integration between the OT and school on sensory and motor issues in a full 
inclusion setting. 
insurance coverance and not eligible for this with CCS unless she is and we don't know. 
not provided by CCS 
took a long time between home care and outpatient pt scheduling and approval. My son had to be re-
evaluated, which held up the process. 
same as above they dr [-] does not push for thearapy 
distance between house and therapy united posed some problems 
Would like OT to continue more intense even after the age of 12 
received therapies thru school, not CCS 
My son's therapy was dropped from every 2 weeks to 1 time every 6 months, due to lack of progress.  
He now recieves therapy from the school once a week and is progressing nicely. 
the low standard of therapy is obvious 
shortage of OT caused a problem, had to go outside CCS. The turnover of therpist and their oppions 
as to what is important causes ineffective follow thru to areas needing therapy. 
It is difficlut to get my child's IEP team administrators (School District, County SELPA, the OT provider) 
to provide the actual amount of OT services which my child needs. 
Regional assigned OT. 
the budget cuts are preventing the kind of therapy I think my child needs and deserves. therapy appts 
were not available after 4pm and were not available at all some days 
MY CHILD WAS CUT DOWN TO MONTHLY CHECKS DUE TO BUDGET CUTS. 
State of CA reducing PT and OT to 30 minutes per week. What good does that amount do??!!! 
Therapist was good, but my child needed someone with experience with extreme cases. 
same as last question at the top 
My son was dropped to once a month PT instead of 2 times a week like he needs. 
the number of visits my child needed , my child need more but they cut the ot and pt hours 
Same as above. 
Getting dropped from 2x per week to 2x per month, when my child clearly needed more visits!! 
MY child only has OT once a month!! 
See above. 
Please explain: I believe that much focus on the behavior of the child and say why and unable to work 
or see results with the child. 
only received through school district 
Same as above, I'm not trained as a therapist . 
Same as above!!!!!!!!!!!!! 
CCS reduced # of therapy visits due to lack of functional gains 
ssa 
Getting dropped due to not making progress. 
staying employed while attending at least 4 therapy appointments a week was a challenge 

 
 
39. Experiences with Speech Therapy (56 responses) 
 

Speech is provided by the school in our county. Speech therapists are hard to find to cover CCS eligible 
conditions 
N/A 
we've always gotten speech therapy through the school district, not CCS 
AAC should be concidered into the CCS programs because it is a major part of therapy for some 
children, but CCS refused to acknowledge or help these children recieve their alternative speech needs 
and won't allow therapist to help under their current guidelines 
no in home speech therapy, nearest speech therapist insurance would pay was 30 miles away. 
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Difficulty with school system.  Previously provided at school and great therapy. 
My child has severe cerebral palsy, is non-verbal and has Cortical visual impairment so her "speech 
therapy" has to do with her ability to access switches which is supposedly nested within her 
"occupational therapy" which she receives for monitoring/equipment management only once every 3 
months 
speech therapy was through the school, not ccs 
My child receives this only becuase he gets it from school not CCS 
08-09 therapist was terrible.  09-10 therapist is great. 
Speech was at the local elementary school and was a mess so we are doing it ourselves thru a pvt 
organization. 
Speech Therapy was "dropped" from Early Intervention and now our Private Medical Insurer (Blue 
Shield HMO) requires a $15 co-pay for every visit.  We can't afford that X 3 times per week, so we 
dropped the service until our child turns 3 and can receive it through the school district. 
This is the school's responsibility.  I feel they are not adequately addressing the issue of communication. 
No speech through CCS, School speech therapy lacking. Paying for private to get help. 
didn't know speech was available!! 
CCS does not cover his speech therapy...the school district does as far as I know. 
Speech was never recommended by CCS; parents obtained speech via School and NPA 
My child qualifies for Speech Therapy but does not qualify for Medical Therapy Unit.  He does, however, 
receive PT, OT ST through his school. 
Speech therapy is extremely important to us and in my opinion, it's a critical service. CCS does not cover 
speech therapy. The school district is supposed to provide it and my daughter only gets about 30 
minutes a week. I am trying to find an independent provider and will have to pay out of pocket. 
he needs mor than the school provides, but this is never offered 
He only get it at school need more speech Therapy. 
She needs CTEC assessment for communication for IEP and IPP plans and no coverage for this. 
provided by the school district 
early start provided services but was discontinued too early. 
Just denied, despite physician referral. Speech therapist at OT feeding group suprised as with SLP at 
school. 
this thearapy was excellent 
ps. this was not thru ccs 
School therapists have little skill with severely challenged children.  Most are newly graduated 
Continued Speach would be good to continue after the age of 12 
received therapies thru school, not CCS 
CCS did not cover this service.  We receive speech therapy through Regional Center of the East Bay 
haven't had a good one in four years 
Again, I found it difficult trying to get the funding administrators to agree to provide the necessary 
amount of Speech Therapy services which my child actually needed. 
Regional will assign once age appropriate 
difficult to find a s/l specialized in swallowing/chewing and able to work with my child 
NONE OF MY CHILDREN HAVE RECEIVED SPEECH THERAPY AND ALL THREE WOULD 
BENEFIT. 
No ST offered to us by state of CA. ST from school district is terrible, and they give our child few hours. 
We had to hire attorney to get speech therapy.  My child is now speaking Spanish and English. 
does not offer my son speech at my mtu 
my child needs alot more hours than he gets for the speech therapist 
Speech was provided by my daughter's school. 
Could not get a speech generating device 
Speech is not offered at my child's MTU. 
paying out of pocket - CCS & insurance wouldn't approve and school-based therapy inadequate 
Due to the Regional Center budget cuts, I have to do more paperwork and continue advocating for my 
child to receive speech services. I have to continually document my child's progress in speech and write 
letters of appeal for services. 
My child is 20 years old and now receives only DME and OT/PT consults with CCS 
No speech thru CCS-private only 



Appendix  25 
Responses to FHOP Survey of Families 

Title V CCS Needs Assessment 2010 
Family Health Outcomes Project UCSF 

19

private ins. won't pay for enough speech. School did not give speech during summer. 
we did not require speech therapy. 
a limited amt of speech therapy was administered at school, but not qualified to help my daughter as I 
would like.  Was told she could speak clearly enough. 
I think my daughter [could use it] and they do not give it to her "creo que mi hija la ocupa y todabia no se 
la dan" 
my child receives language therapy but the county has limited staff 
only received through school district 
I  wasn't aware that speech therapy is avail via CCS 
School provided the therapy, not CCS 
school refusal to provide requested evaluation 
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CCS Needs Assessment Survey for Physicians 

1. What kind of physician are you?

 
Response 

Percent

Response 

Count

Child Neurologist 1.5% 2

Family Medicine Physician 4.6% 6

Internist   0.0% 0

Neonatal Perinatal Medicine 20.0% 26

Neurologist   0.0% 0

Neurosurgeon 0.8% 1

Opthamologist 2.3% 3

Orthodontist   0.0% 0

Orthopedic Surgeon 3.1% 4

Otoloayrngolist 0.8% 1

Otoloayrngology Maxillofacial 

Surgeon
  0.0% 0

Other (specify below) 5.4% 7

Pediatrician 13.8% 18

Pediatric Allergy Immunologist 3.8% 5

Pediatric Cardiologist 4.6% 6

Pedicatric Critical Care 4.6% 6

Pediatric Endrocrinologist 6.2% 8

Pediatric Gastroenterologist 1.5% 2

Pediatric Hematology Oncologist 10.8% 14

Pediatric Infectious Disease 1.5% 2

Pediatric Neonatologist 3.8% 5

Pediatric Nephrologist 3.1% 4

Pediatric Neurologist   0.0% 0
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Pediatric Neuosurgeon   0.0% 0

Pediatric Pulmonologist 3.8% 5

Pediatric Surgeon 2.3% 3

Psychiatrist 1.5% 2

 Other - please specify 26

  answered question 130

  skipped question 18

2. Are you a physician in a hospital or a physician in a private practice?

 
Response 

Percent

Response 

Count

Hospital-based 73.3% 22

Private Practice 13.3% 4

Other 13.3% 4

 Other (please specify) 5

  answered question 30

  skipped question 118
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3. What counties do you practice in? (Check all that apply)

 
Response 

Percent

Response 

Count

Alameda 5.5% 8

Alpine   0.0% 0

Amador   0.0% 0

Butte 0.7% 1

Calaveras   0.0% 0

Colusa 0.7% 1

Contra Costa 4.1% 6

Del Norte 0.7% 1

El Dorado 0.7% 1

Fresno 1.4% 2

Glenn   0.0% 0

Humboldt 1.4% 2

Imperial 0.7% 1

Inyo   0.0% 0

Kern 2.1% 3

Kings 0.7% 1

Lake 0.7% 1

Lassen 0.7% 1

Los Angeles 68.3% 99

Madera 2.1% 3

Marin 1.4% 2

Mariposa 0.7% 1

Mendocino 0.7% 1

Merced 2.1% 3

Modoc   0.0% 0
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Mono   0.0% 0

Monterey 2.8% 4

Napa 0.7% 1

Nevada 0.7% 1

Orange 3.4% 5

Placer 0.7% 1

Plumas   0.0% 0

Riverside 1.4% 2

Sacramento 2.1% 3

San Benito 1.4% 2

San Bernardino 0.7% 1

San Diego 2.8% 4

San Francisco 4.8% 7

San Joaquin 0.7% 1

San Luis Obispo 2.8% 4

San Mateo 6.2% 9

Santa Barbara 2.8% 4

Santa Clara 9.7% 14

Santa Cruz 2.1% 3

Shasta 2.1% 3

Sierra 0.7% 1

Siskiyou   0.0% 0

Solano 3.4% 5

Sonoma 2.8% 4

Stanislaus 1.4% 2

Sutter   0.0% 0

Tehama 0.7% 1

Trinity   0.0% 0
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Tulare 0.7% 1

Tuolumne 1.4% 2

Ventura 3.4% 5

Yolo   0.0% 0

Yuba 0.7% 1

  answered question 145

  skipped question 3
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4. Please rate how much the following factors impact your participation or lack thereof in the CCS program: (Note: 

Medi-Cal rates are set by State and physicians participating with CCS are reimbursed at Medi-Cal rates with an 

additional increase for treating a patient’s CCS-eligible condition(s).)

 
Major 

barrier

Somewhat 

of a barrier

Slight 

barrier

Not a 

barrier

Don't 

Know/Not 

Sure

Response 

Count

a. Lack of knowledge about the 

CCS Program and how to 

participate

1.6% (2) 13.4% (17) 13.4% (17) 67.7% (86) 3.9% (5) 127

b. Low Medi-Cal outpatient 

reimbursement rates for care of 

CCS children

25.4% (32) 17.5% (22) 11.9% (15) 34.9% (44) 10.3% (13) 126

c. Delays in payments for the 

services provided to CCS children
30.7% (39) 17.3% (22) 12.6% (16) 29.9% (38) 9.4% (12) 127

d. Time consuming and difficult 

paper work to complete to get 

reimbursed

22.4% (28) 30.4% (38) 16.8% (21) 19.2% (24) 11.2% (14) 125

e. Having to get a Medi-Cal number 3.9% (5) 9.4% (12) 15.0% (19) 61.4% (78) 10.2% (13) 127

f .  Process and length of time to get 

a Medi-Cal number
7.9% (10) 19.8% (25) 15.9% (20) 45.2% (57) 11.1% (14) 126

g. Having to be CCS-paneled 

provider
7.1% (9) 11.9% (15) 11.9% (15) 65.1% (82) 4.0% (5) 126

h. Process and length of time to be 

a CCS-paneled provider
10.6% (13) 12.2% (15) 16.3% (20) 52.0% (64) 8.9% (11) 123

i. The complexity of care needed 

by CCS children and the increased 

time it takes to care for them

10.2% (13) 17.3% (22) 14.2% (18) 54.3% (69) 3.9% (5) 127

j. The need to coordinate services 

for CCS children and the lack of 

information on how to do it

14.3% (18) 20.6% (26) 21.4% (27) 39.7% (50) 4.0% (5) 126

k. Lack of knowledge about 

resources for CCS children
7.9% (10) 16.5% (21) 26.0% (33) 44.9% (57) 4.7% (6) 127

l. Lack of medical training or 

expertise on how to treat/or 

expertise for serving children with 

special health care needs

1.6% (2) 4.0% (5) 7.9% (10) 81.0% (102) 5.6% (7) 126

m. Lack of a specialist to easily 

consult for advice in caring for 

children with special health care 
8.7% (11) 9.5% (12) 14.3% (18) 61.9% (78) 5.6% (7) 126

Appendix 26
Responses to FHOP Survey of Physicians

Title V CCS Needs Assessment 2010
Family Health Outcomes Project UCSF



7 of 22

needs

n. Medi-Cal Health plans do not pay 

enhanced rate for the primary care 

services for children in CCS

18.3% (23) 17.5% (22) 5.6% (7) 42.1% (53) 16.7% (21) 126

o. Lack of knowledge about the 

CCS Program and how to 

participate

2.4% (3) 8.7% (11) 11.1% (14) 67.5% (85) 10.3% (13) 126

p. Other (please describe below) 22.6% (7) 0.0% (0) 0.0% (0) 35.5% (11) 41.9% (13) 31

 Other barriers - please specify 13

  answered question 127

  skipped question 21

5. Just because I have a Medi-Cal number, that doesn’t mean that I have to see too many Medi-Cal patients. It is up 

to me how many Medi-Cal patients I see.

 
Response 

Percent

Response 

Count

a. Agree Strongly 22.7% 29

b. Agree Somewhat 19.5% 25

c. Disagree Somewhat 14.1% 18

d. Disagree Strongly 22.7% 29

e. Don’t Know/Not Sure 21.1% 27

  answered question 128

  skipped question 20
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6. I am concerned that having a Medi-Cal - number would lead to my practice becoming financially unsustainable 

due too many Medi-Cal patients and the low reimbursements paid for care for Medi-Cal patients.

 
Response 

Percent

Response 

Count

a. Agree Strongly 20.9% 27

b. Agree Somewhat 28.7% 37

c. Disagree Somewhat 15.5% 20

d. Disagree Strongly 21.7% 28

e. Don’t Know/Not Sure 13.2% 17

  answered question 129

  skipped question 19
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7. Please indicate how much you agree or disagree with the following suggestions to increase physician 

participation with CCS 

 
Agree 

Strongly

Agree 

Somewhat

Disagree 

Somewhat

Disagree 

Strongly

Don’t 

Know/Not 

Sure

Response 

Count

a. Increase the reimbursement 

rates paid to physicians to care for 

CCS clients.
85.3% (110) 11.6% (15) 0.0% (0) 0.8% (1) 2.3% (3) 129

b. Ensure that there are staff at the 

Medi-Cal fiscal intermediary that 

are familiar with CCS to process 

claims for providing services to 

CCS clients.

70.1% (89) 26.8% (34) 0.0% (0) 0.0% (0) 3.1% (4) 127

c. Primary care physicians should 

receive more training on how to 

handle common subspecialty 

problems such as diabetes.

14.0% (18) 38.8% (50) 21.7% (28) 13.2% (17) 12.4% (16) 129

d Create training opportunities on 

CCS and caring for CSHCN in 

pediatric and family medicine 

residency programs and adolescent 

medicine fellowships.

25.8% (33) 43.0% (55) 14.8% (19) 3.9% (5) 12.5% (16) 128

e. Work with professional 

organization such as the Children’s 

Specialty Care Coalition, the 

California affiliate of the American 

Academy of Pediatrics, the 

California Academy of Family 

Physicians and others to identify 

ways to further educate physicians 

about participating in the CCS 

program.

37.2% (48) 41.9% (54) 6.2% (8) 3.1% (4) 11.6% (15) 129

f .  Work with professional medical 

associations to offer continuing 

education on caring for children with 

special health care needs

38.0% (49) 44.2% (57) 7.8% (10) 2.3% (3) 7.8% (10) 129

g. Streamline the process for CCS 

providers of having to re-apply for 

a Medi-Cal number when the 

provider moves.

49.6% (63) 33.1% (42) 8.7% (11) 1.6% (2) 7.1% (9) 127

h. The CCS paneling process 

should be done concurrently with 

the Medi-Cal approval process and 
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should be completed in a 

reasonable timeframe, particularly 

if staff privileges have been 

granted at a CCS approved regional 

tertiary center.

67.4% (87) 19.4% (25) 3.9% (5) 3.1% (4) 6.2% (8) 129

i. Provide assistance to physicians 

to help with getting CCS paneled
59.7% (77) 26.4% (34) 7.0% (9) 3.1% (4) 3.9% (5) 129

j. Provide ongoing assistance with 

authorizations and billing for 

services once physicians are 

paneled.

76.0% (98) 16.3% (21) 3.9% (5) 0.0% (0) 3.9% (5) 129

k. Better align Codes and 

reimbursement rates to allow for 

outpatients tests and procedures 

where appropriate

71.3% (92) 18.6% (24) 2.3% (3) 0.0% (0) 7.8% (10) 129

l. Managed Care plans should 

provide enhanced rates for the 

primary care services for children 

with CCS eligible conditions.

68.5% (87) 22.0% (28) 0.8% (1) 0.8% (1) 7.9% (10) 127

m. Other (specify below) 22.7% (5) 9.1% (2) 0.0% (0) 0.0% (0) 68.2% (15) 22

 Other - please specify 9

  answered question 129

  skipped question 19

8. Children with CCS conditions need increased access to primary care providers to decrease ER visits and 

hospitalization.

 
Response 

Percent

Response 

Count

a. Agree Strongly 69.8% 90

b. Agree Somewhat 20.9% 27

c. Disagree Somewhat 1.6% 2

d. Disagree Strongly 2.3% 3

e. Don’t Know/Not Sure 5.4% 7

  answered question 129

  skipped question 19
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9. Are you currently or have you ever been CCS paneled? (Note: To be CCS paneled, a physician must apply for 

and receive a Medi-cal number and then apply to the California Children’s Medical Services branch to become a 

CCS-paneled provider.) 

 
Response 

Percent

Response 

Count

a. Currently CCS paneled 87.9% 116

b. CCS paneled in the past but not 

currently
0.8% 1

c. No 5.3% 7

d. Don't know/Not Sure 6.1% 8

  answered question 132

  skipped question 16

10. If you are not or have not been CCS paneled, are you interested in becoming CCS paneled?

 
Response 

Percent

Response 

Count

Yes 71.4% 5

No 28.6% 2

Don't Know/Not Sure   0.0% 0

 Please feel free to comment on the issue of becoming CCS paneled, or any experiences you have had trying 

to become paneled.
2

  answered question 7

  skipped question 141
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11. When you submit claims for payment for services for a patient’s CCS eligible conditions, how often are the 

claims rejected by the Medi-Cal fiscal intermediary?

 
Response 

Percent

Response 

Count

a. Never 0.8% 1

b. Less than 25% of the time 14.4% 17

c. 25-50% of the time 9.3% 11

d. 50 to 75% of the time 8.5% 10

e. More than 75% of the time   0.0% 0

f. Don't Know/Not Sure 66.9% 79

  answered question 118

  skipped question 30

12. Please indicate how much you agree with the follow statements about about monitoring CCS standards.

 
Agree 

Strongly

Agree 

Somewhat

Disagree 

Somewhat

Disagree 

Strongly

Don't 

Know/Not 

Sure

Response 

Count

a. CCS standards should be 

monitored and enforced by paid 

consultants who are experts in the 

field for which they are monitoring 

standards.

39.5% (47) 30.3% (36) 9.2% (11) 9.2% (11) 11.8% (14) 119

b. CCS standards should be 

monitored and enforced by local 

county CCS staff.

10.1% (12) 21.8% (26) 33.6% (40) 21.8% (26) 12.6% (15) 119

c. CCS standards should be 

monitored and enforced by state 

CCS staff.

10.1% (12) 35.3% (42) 25.2% (30) 15.1% (18) 14.3% (17) 119

d. A regional system should be 

developed for monitoring and 

enforcing CCS standards.

21.2% (25) 42.4% (50) 12.7% (15) 6.8% (8) 16.9% (20) 118

  answered question 120

  skipped question 28
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13. Who should be able to provide case management for children enrolled in CCS? (Check all that apply)

 
Response 

Percent

Response 

Count

a. Certified case managers 83.1% 98

b. RN, PHN, Medical Consultants, 

Social workers
81.4% 96

c. Specially trained, but unlicensed 

staff
22.0% 26

d. Other (specify below) 1.7% 2

 Other - please specify 4

  answered question 118

  skipped question 30

14. Do you care for CCS patients whose CCS-services are 

 
Response 

Percent

Response 

Count

a. ‘Carved In’ (the County’s 

managed care plan is responsible 

for providing services through 

CCS-approved providers for the 

patient’s CCS-eligible condition. 

Counties that are ‘carved in’ are 

Napa, Solano, San Mateo, and 

Santa Barbara).

10.6% 12

b. ‘Carved Out’ (the County’s 

managed care plan and patient’s 

health plan are *NOT* responsible 

for providing services for the 

patient’s CCS-eligible condition and 

the patient gets care through CCS-

approved providers in a fee for 

service system)

39.8% 45

c. Both 49.6% 56

  answered question 113

  skipped question 35

Appendix 26
Responses to FHOP Survey of Physicians

Title V CCS Needs Assessment 2010
Family Health Outcomes Project UCSF



14 of 22

15. It is more efficient and effective to have one system of care, including primary care providers and specialty 

providers, caring for ALL of the health needs of children with CCS-eligible conditions (care for the whole child) 

instead of having CCS providers give care for ONLY the CCS-eligible conditions.

 
Response 

Percent

Response 

Count

a. Agree Strongly 53.4% 62

b. Agree Somewhat 21.6% 25

c. Disagree Somewhat 7.8% 9

d. Disagree Strongly 8.6% 10

e. Don’t Know/Not Sure 8.6% 10

  answered question 116

  skipped question 32

16. Carving out coverage of children’s CCS-eligible medical conditions from their health plans (that is, care for 

the CCS-eligible conditions is not the responsibility of their health plan) has been important for improving the 

quality of care for their CCS-eligible conditions.

 
Response 

Percent

Response 

Count

a. Agree Strongly 35.0% 41

b. Agree Somewhat 19.7% 23

c. Disagree Somewhat 11.1% 13

d. Disagree Strongly 8.5% 10

e. Don’t Know/Not Sure 25.6% 30

  answered question 117

  skipped question 31
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17. If CCS services were integrated into Medi-Cal managed care plans, then the CCS program, CCS standards, and 

CCS guidelines and special care centers would be compromised.

 
Response 

Percent

Response 

Count

a. Agree Strongly 41.4% 48

b. Agree Somewhat 17.2% 20

c. Disagree Somewhat 14.7% 17

d. Disagree Strongly 4.3% 5

e. Don’t Know/Not Sure 22.4% 26

  answered question 116

  skipped question 32

18. Special Care Centers should hire primary care providers (physicians and nurse practitioners) to provider 

primary care services to CCS clients.

 
Response 

Percent

Response 

Count

Agree Strongly 22.4% 26

Agree Somewhat 36.2% 42

Disagree Strongly 12.1% 14

Disagree Somewhat 14.7% 17

Don't Know/Not Sure 14.7% 17

  answered question 116

  skipped question 32
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19. CCS should re-examine CCS eligibility criteria for NICU care. 

 
Response 

Percent

Response 

Count

a. Agree Strongly 24.6% 17

b. Agree Somewhat 26.1% 18

c. Disagree Somewhat 2.9% 2

d. Disagree Strongly 10.1% 7

e. Don’t Know/Not Sure 36.2% 25

  answered question 69

  skipped question 79

20. NICU care for infants should only be covered by CCS if the infant has been diagnosed with a CCS-eligible 

condition, otherwise the cost of the NICU care should be covered by the child’s health plan.

 
Response 

Percent

Response 

Count

a. Agree Strongly 32.5% 25

b. Agree Somewhat 26.0% 20

c. Disagree Somewhat 6.5% 5

d. Disagree Strongly 11.7% 9

e. Don’t Know/Not Sure 23.4% 18

  answered question 77

  skipped question 71

Appendix 26
Responses to FHOP Survey of Physicians

Title V CCS Needs Assessment 2010
Family Health Outcomes Project UCSF



17 of 22

21. The State should re-examine medical eligibly for CCS to focus on longer term conditions that need intensive 

case management and care coordination. 

 
Response 

Percent

Response 

Count

a. Agree Strongly 41.9% 49

b. Agree Somewhat 36.8% 43

c. Disagree Somewhat 6.8% 8

d. Disagree Strongly 6.0% 7

e. Don’t Know/Not Sure 8.5% 10

  answered question 117

  skipped question 31

22. There may be small variations between counties in medical eligibility determinations, but this does not create 

significant problems.

 
Response 

Percent

Response 

Count

a. Agree Strongly 4.3% 5

b. Agree Somewhat 22.4% 26

c. Disagree Somewhat 31.0% 36

d. Disagree Strongly 17.2% 20

e. Don’t Know/Not Sure 25.0% 29

  answered question 116

  skipped question 32
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23. Medical eligibility determinations should be made at a regional or statewide level instead of by Counties’ CCS 

Medical Eligibility consultants.

 
Response 

Percent

Response 

Count

a. Agree Strongly 29.3% 34

b. Agree Somewhat 37.9% 44

c. Disagree Somewhat 7.8% 9

d. Disagree Strongly 6.9% 8

e. Don’t Know/Not Sure 18.1% 21

  answered question 116

  skipped question 32
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24. Please tell us how often, if ever, the following issues related to durable medical equipment (DME) present 

problems for your patients. 

 
Not a 

problem

Only 

rarely a 

problem

Occasionally 

a problem

Frequently 

a problem

Don't 

Know/Not 

sure

Response 

Count

a. Too few DME providers being 

available due to low reimbursement 

rates.

4.6% (4) 0.0% (0) 16.1% (14) 50.6% (44) 28.7% (25) 87

b. DME providers refusing to 

provide certain kinds of equipment 

due to low reimbursement rates for 

that equipment.

3.4% (3) 1.1% (1) 16.1% (14) 47.1% (41) 32.2% (28) 87

c. Client discharges being delayed 

because of delays in getting DME 

(e.g. ventilators, apnea monitors, 

wheel chairs.

2.3% (2) 10.3% (9) 23.0% (20) 48.3% (42) 16.1% (14) 87

d. Hospitals or families having to 

purchase DME so that clients can 

be discharged in a timely manner.

8.1% (7) 8.1% (7) 24.4% (21) 23.3% (20) 36.0% (31) 86

e. Clients missing school due to 

delays in getting or repairing 

needed DME.

4.7% (4) 5.9% (5) 22.4% (19) 27.1% (23) 40.0% (34) 85

f. Other problems with DME 

(describe below)
4.0% (1) 0.0% (0) 4.0% (1) 8.0% (2) 84.0% (21) 25

 Other problems - please describe 8

  answered question 88

  skipped question 60
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25. Have you worked with youth covered by CCS as they approach the time when they age out of the system?

 
Response 

Percent

Response 

Count

Yes 73.5% 86

No 23.1% 27

Don't Know/Not Sure 3.4% 4

  answered question 117

  skipped question 31

26. Please tell us how easy it is for youth/young adults who have aged out of CCS to find a new primary care 

provider when one is needed? 

 
Response 

Percent

Response 

Count

Very Easy   0.0% 0

Somewhat Easy 3.4% 3

Somewhat Hard 22.5% 20

Very Hard 62.9% 56

Don't Know/Not Sure 11.2% 10

  answered question 89

  skipped question 59
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27. Please tell us how easy it is for youth/young adults who have aged out of CCS to find a new specialty care 

provider when if one is needed? 

 
Response 

Percent

Response 

Count

Very Easy   0.0% 0

Somewhat Easy 3.4% 3

Somewhat Hard 21.3% 19

Very Hard 68.5% 61

Don't Know/Not Sure 6.7% 6

  answered question 89

  skipped question 59
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28. To encourage doctors who care for adults to take CCS clients that have aged out of the CCS program, please 

tell us how helpful it would be:

 
Very 

Helpful
Helpful

Only a 

little 

Helpful

Not helpful

Don't 

Know/Not 

Sure

Response 

Count

a. If these clients have the skills or 

supports they need to effectively 

manage their care?
52.3% (46) 29.5% (26) 9.1% (8) 1.1% (1) 8.0% (7) 88

b. If the adult providers were given 

a prepared medical summary of the 

patient?
57.3% (51) 27.0% (24) 11.2% (10) 0.0% (0) 4.5% (4) 89

c. If the adult provider had easy 

access to Regional Center, Special 

Care Center, school, CCS and 

pediatric records?

58.0% (51) 26.1% (23) 10.2% (9) 1.1% (1) 4.5% (4) 88

d. If the adult provider were offered 

training, funding, and resources to 

help you care for these patients?
56.8% (50) 28.4% (25) 5.7% (5) 3.4% (3) 5.7% (5) 88

e. If these clients have insurance 

that covers the cost of their care 

and coordination?
82.0% (73) 11.2% (10) 2.2% (2) 0.0% (0) 4.5% (4) 89

f .  If there is someone the adult 

provider can go to for consultation?
59.6% (53) 31.5% (28) 3.4% (3) 0.0% (0) 5.6% (5) 89

  answered question 89

  skipped question 59

29. Please use this space to share any other comments you want to make about the CCS program.

 
Response 

Count

  32

  answered question 32

  skipped question 116
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FHOP Survey of Physicians 
Comments 
 
#1. What kind of physician are you? 
OTHER – Please Specify (26 responses) 
Developmental-Behavioral Pediatrician 
Pediatric Neuroradiologist 
Pediatric Bone Marrow  Transplanation specialist 
Pediatric emergency physician 
Pediatric Geneticist 
Pediatric Emergency Medicine Physician 
Pediatric Sleep Medicine 
pediatric rheumatology 
Medical Geneticist 
Pediatric Rheumatologist 
Pediatric Physiatrist (Pediatric Rehabilitation) 
hospitalist 
Geneticist/Metabolic disease specialist 
child and adolescent and psychosomatic specialties 
pediatric neuro-oncologist 
Pediatric Dentist 
Ephebiatrician 
Dentist 
Adolescent Medicine/HIV specialist 
Pediatric Emergency Medicine 
Pediatric Bone Marrow Transplant 
pediatric emergency physician 
pediatric emergency medicine 
Pediatric Anesthesiologist 
anesthesiologist 
Public Health 

 
 
#2. Are you a physician in a hospital or a physician in a private practice?  
OTHER – 5 responses 
retired from private practice 
both 
Local health department 
Hospital-sponsored residency program 
Famiy Medicine Residency 

 
#4. Barriers to participation in the CCS Program 
OTHER – 13 responses 
Several of the above are barriers to the delivery of care to these children, but do not affect my 
participation in CCS 
Patients with inborn errors of mitochondrial metabolism are eligible for CCS per California law, but CCS 
is requiring proof by muscle biopsy, which is outdated and places patients at unnecessary risk. 
Delay in getting CCS services authorized by county CCS staff (Solano County).  Sometimes has taken 
months for NICU patients to receive authorizations. 
Inconsistency about which diagnoses are covered.  Also, CCS eligible children have other medical 
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conditions that CCS does not cover and therefore creates a paper work and logistical barrier. 
Difficult coordination of care with managed care for dental services. Difficult determination as to if 
needed dental service(s) are to be considered related to CCS eligible condition or not, i.e., can we 
honor CCS authorization? 
I am currently on hiatus from caring for MTU patients due to lack of payment for hours or mileage since 
2008.  I am personally owed over $14,000. 
I am fortunate to practice at Childrens Hospital where I am familiar with care of special needs children 
and can coordinate care more easily. However, if in private practice, the extra time it takes to care for 
the complex patient is not reimbursed and is a practical barrier to including them in a practice. 
Lack of CCS reimbursement for general pediatricians who coordinate care for medically complex 
children. 
Having to unnecessarily request transfer and transfer CCS PICU patients to CCS PICUs when all of 
their PICU needs can be met in the community PICU. 
Waste of time and resources transfering hospitalized children to "CCS approved" centers. 
Timely payments and complicated numbers on claim forms 
Difficulty in becoming a participating provider, though I am board certified and have pediatric priviliges 
at a major hospital. 
the reimbursement rate is a huge issue, but you worded the question so that I can't express this.  The 
reimbursement we get for the massive work that these kids often represent is ridiculously low. I still see 
these kids all the time, so it does not limit my participation, but it certainly is a factor in how well the 
finances of practice go and is putting caring for these patients into an impossible bucket shortly 

 
#7. Suggestions to increase physician participation 
OTHER – 9 responses 
Eliminate the need for CCS authorization for freqently needed consultations or commonly performed 
tests for certain CCS diagnoses. 
There has been discussion of paying outstanding debt to physicians at less than 100%.  Contracted 
work should be payed in full in a timely fashion with compensation in the form of interest for delayed 
payment. 
streamline process for review of reports for unlisted CPT codes on CCS patients using reviewers with 
adequate knowledge of condition. Complicated conditions sometimes require complicated or unlisted 
treatments. 
Too many MediCal patients in a private practice is financially unsustainble. Large volumes needed to 
help offeset this may lead to reduced qulaity of care, and extreme difficulty in handling complex care 
pts. 
 
When MediCal rates for OBs increased, private practices/hospita;s were willing to accept OB pts they 
previously would not have. If reimbursement were improved or time spent were reimbursed, more 
providers would be willing to take MediCal/CCS pts. 
I have no choice I am paneled and take care of chronically ill children; better would be for me to make 
the process of following the kids better.  And I have two new partners that have been here for 6 
months and still not CCS paneling completed. 
Don't limit the hospitals they can be admitted to. 
Ongoing C.M.E. is imperative. Forms need to be simplistic. Reimbursement has to improve. 
Anything to make it more cost-effective for physician's practices will be the most effective way to 
increase participation. 
CCS Children shlould have the option to enroll in FFS MediCal 

 
#10. If you are not CCS paneled, are you interested? (5 yes, 2 no, 7  answered 
question) 
Comments – 2 responses 
I will not become CCS paneled because third-party payor relationships, particularly Medi-Cal and 
CCS, are becoming increasingly cost-prohibitive for primary care practices and are increasingly 
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limiting the freedom of physicians' decision making. 
I tried to get on a panel and was rejected, even though I am board certified and have priviliges in 
pediatrics at local hospital. 

 
#13. Who should be able to provide case management for children in CCS? 
OTHER – 4 responses 
Genetic counselors, physicians 
personnel must be experienced in teh specific diease state they are monitoring. 
Physician experts at the State level 
need medically trained people to understand the needs of the child with complex medical problem 

 
#24. Issues with Durable Medical Equipment  
OTHER – 8 responses  
Long delays in obtaining and repairing DME 
Regional Center or CCS refusing to provide new or more appropriate DME 
1. applying adult standards to the pediatric population  2. finding vendors in rural areas 
Authorization does not apparently equate payment.  there is a constant fear from the vendors that they 
will not be paid even if they have a CCS authorization 
simple devices could frequently used instead of the expensive custom made ones but are not 
reimbursed 
need broader group of DME vendors 
Difficulty coordinating which agency pays for DME when patients with CCS and Medi-Cal or other 
plans have DME needs.  We frequently waste a great deal of administrative time trying to obtain the 
DME. 
Authorization is a slow process. 

 
#29. Comments about the CCS Program – 32 responses 
CCS is a vital component of health care for many of our children. 
The CCS program is one of the best of it's kind in the country, however, there are huge gaps when it 
comes to obtaining necessary equipment and for transfer of care once a child is on medi-cal. 
Adolescents who "age out" of CCS usually have NO WHERE TO GO. We know of no private-practice 
adult neurologists willing to take on multihandicapped young adults or adults with intractable epilepsy 
on MediCal. The only source of care for our 21 yo former patients is LACUSC or HarborUCLA, and 
there is NO coordinated multispecialty care available anywhere for them. 
Rett syndrome should be a CCS qualifiable diagnosis in Southern California! 
An absolutely critical program for children 
It makes it very difficult to have "doctor/subspecialty"-specific CCS approval. For example, a patient 
with a pituitary tumor who sees both Endocrinology and Neurosurgery, was CCS approved only for 
Neurosurgery. This does not make sense. All subspecialists for a condition should be approved.  
Also, the designation of "CCS MD" is not helpful -- most of the time, CCS qualifying patients would 
benefit from seeing other members of the CCS team, just say once a year, and it should be up to the 
doctor to decide if they need a Nutritionist or Nurse visit, for example. These are restrictions that 
seem arbitrary, and impede good clinical care. Thank you. 
we receive hundreds of individual paper auths by mail each week to the same address-- a waste of 
postage, paper, work time.  should be a high priority for going paperless. 
 
Getting authorization for a CCS patient to see another specialist takes too long 
 
The local GHPP office has been a barrier rather than a pathway for patient's with CF moving to adult 
care. 
 
The lack of available adult practitioners for our kids with special needs is overwhelming. 
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However, I am grateful to practice in a state that values children and overall the CCS system is a 
huge benefit. 
I found the survey easy to navigate 
Poor reimbursement rates and delays in reimbursement have forced us to having to ask for donations 
to keep our division financially sound so that we can continue to care for CCS patients who do make 
up the majority of our practice. 
 
 
 
Diffierences between CCS function in different counties generates a lot of headaches as we negotiate 
the ever different bureacratic maze. 
The CCS Program has functioned since 1927... it is the oldest managed care system in the state and 
it needs to be supported with improved compensation at the state and county levels to attract the 
needed leadership to maintain this enormous resource for the children with special needs in 
california.   It is imperative that CCS survive or these children will not recieve adequate and just care. 
CCS provides excellent care and better svc than my PPO insured pts. While this is great for these 
pats, it is expensive and CCS should limit care to certain standarts without the burden for the CCS 
providers to fight with CCS for approval 
CCS eligibility states that infant's requiring two or more of the following therapies qualifies for CCS: IV 
fluids, oxygen, gavage feedings, medical treatment of apnea.  However, many infant's require these 
things briefly for example O2 less than 24 hours, IV fluids less than 2 days, gavage feedings for a few 
days.  These are therapies that any hospital delivering babies should be competent in and infants 
requiring these should not have to be transferred away from their mothers just to meet CCS 
requirements.  CCS does not require them to be transferred but the MediCal Managed Care Plans 
will deny coverage unless the infants are transferred.  I think this just adds costs to the system 
without benefit. We are also to support family centered care and if infants are transferred from their 
mothers for minor problems, we are doing the families a big disservice. 
CCS Standards are not evidence based.  Care is assessed by adherence to arbitrarily installed 
standards, not by outcome.  The system for measurement of quality needs to be modernized so that 
it focuses on process and outcome, and not on literal compliance with standards, particularly when 
the standards developed have little or no evidence to support their deployment. 
CCS program is critically important for directing eligible patients to appropriately qualified specialist 
and institutions. 
CCS  infrastructure especially for electronic communication needs urgent upgrade.  CCS needs to 
get move away from "fax based" communications and approvals 
The major barier to trabnsitioning patients to other centers after they age-out of CCS, is our inability 
to help these patients achieve adequate insurance so that tthey can be transitioned to qualified 
physicians. Most of the physicians I have the ability to send my patients to, do not take straight Medi-
Cal. 
Major problem is toptal lack of adult centers with special expertise in the disorders covered by peds.  
For ex ample, there are no EFFECITIVE adult sickle cell programs in LA.  The diseases are too 
complicated to be managed by providers who only see a few patients.  This is a MAJOR problem and 
results in early DEATH of many patients, at least with SCD. 
Commercial insurers should not be allowed to transfer responsibility for care of CCS eligible patients 
to CCS until they have exhausted their benefits with their plan. 
Transition of care. CCS paneled providers should be able to work with adult medical practioners. 
 
Better physician reimbursement 
 
Consider coverage for certain short term conditions that may need prolonged follow-up. 
For adult-aged patients, a CCS like system to ensure certain care standards are met, care is 
coordinated,a nd providers are reimbursed would help tremendously. It is difficult to get providers 
once CCS is lost as the main insurance is MediCal or uninsured. 
CCS paperwork in conjunction with reimbursement rates less than medicare rates makes care a 
money losing proposition. It is only the dedication of childrens institutions to providing this care that 
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has made the system viable despite being economically a bad business. 
Pharmacies have difficulty filling prescriptions for CCS pts as they cont to bill Medi-Cal and when 
denied tell the families they are unable to get the meds. 
This survey is a little bad.  The questions were 18 and 19 and not 17 and 18.  The wording of the 
questions were so complex that I can't answer many of them.  What right does the physcian have 
allocate state funding to individual counties, why is that a question.  Most of the question are very 
good, and I wish things could be improved by leaps and bound yet this is not possible.  I think that 
this means so many different things to different people it will be hard to understand the answer.  
Surgeons want fast pre-auths, chronic care providers want more services and easier maintenance 
and better transition to adult.  Specialist want the pediatrician to do most of the heavy lifting and let 
them do the subspecialty part...etc... 
In my over 25 yrs working w/ CSHCN it seems that perception about difficulties in caring for CCS kids 
was greater than reality. If anything, dispelling misconceptions will go a long way to increasing 
physician enrollment and improving the medical home experience for our patients. Its not enough to 
say a kid has a medical home, it has to function in the way that will met the patient's needs. 
I am a pediatric orthopaedist and specialize in cerebral palsy and spinabifida and other 
neuromuscular conditions. I think it is essential to have orthopaedists trained to take care of children 
with these conditions taking care of them. It is not the same for an adult orthopaedist to occasionally 
take care of these kids. It is a specialty and requires expertise to manage these children and without 
the expertise- care is compromised. 
Since 1964 reimbursement has been a pain in the neck because of the slow process. The MTU 
supervisors and the therapists have been very professional and delight to work with. 
My opinion isthat the largest problem by far is the extremely poor reimbursement provided to 
physicians for caring for these extremely complex patients 
CCS is a fantastic program to cover the special needs of really sick children.  Medi-Cal is so bad that 
CCS is often the only means by which these children can receive adequate care. 
Don't know much at all about it.  Don't do billing 
The root problem is low reimbursement, I can't afford to see complex patients at these rates. 
Not getting paid for providing care to a CCS patient, even though we're providing primary care and 
seeing the patient for acute illnesses. 
Just like the adult providers  we pediatric specialist need adequate reimbursement for services.  The 
government has never done this for pediatrics. 
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CCS Needs Assessment Survey for CCS Administrators, Hospitals, and Health Plans 

1. What is your current position?

  What is your current position?  

 

County CCS Program 

administrator/manager 

or Medical Consultant

MTP 

administrator/manager

Hospital 

administrator/manager/staff

Health Plan 

administrator/manager/staff

None 

of the 

above 

(specify 

below)

Response

Totals

County CCS Program 

administrator/manager or 

Medical Consultant

100.0% 

(88)

0.0% 

(0)

0.0% 

(0)

0.0% 

(0)

0.0% 

(0)
40.6%

MTP administrator/manager
0.0% 

(0)
100.0% 

(33)

0.0% 

(0)

0.0% 

(0)

0.0% 

(0)

15.2%

Hospital 

administrator/manager/staff

0.0% 

(0)

0.0% 

(0)
100.0% 

(21)

0.0% 

(0)

0.0% 

(0)

Health Plan 

administrator/manager/staff

0.0% 

(0)

0.0% 

(0)

0.0% 

(0)
100.0% 

(17)

0.0% 

(0)

None of the above (specify 

below)

0.0% 

(0)

0.0% 

(0)

0.0% 

(0)

0.0% 

(0)
100.0% 

(58)

26.7%

Other (please specify) 1 reply 1 reply 1 reply 1 reply
52 

replies

answered question 88 33 21 17 58

skipped question
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2. What county(counties) do you work in or provide services for? (Check all that apply)

  What is your current position?  

 

County CCS Program 

administrator/manager 

or Medical Consultant

MTP 

administrator/manager

Hospital 

administrator/manager/staff

Health Plan 

administrator/manager/staff

None 

of the 

above 

(specify 

below)

Response 

Totals

Alameda
4.7% 

(4)

18.2% 

(6)

35.0% 

(7)

29.4% 

(5)

5.4% 

(3)

11.8% 

(25)

Alpine
0.0% 

(0)

0.0% 

(0)

0.0% 

(0)

5.9% 

(1)

1.8% 

(1)

0.9% 

(2)

Amador
1.2% 

(1)

0.0% 

(0)

0.0% 

(0)

17.6% 

(3)

1.8% 

(1)

2.4% 

(5)

Butte
4.7% 

(4)

3.0% 

(1)

20.0% 

(4)

29.4% 

(5)

1.8% 

(1)

7.1% 

(15)

Calaveras
1.2% 

(1)

0.0% 

(0)

5.0% 

(1)

23.5% 

(4)

1.8% 

(1)

3.3% 

(7)

Colusa
1.2% 

(1)

0.0% 

(0)

15.0% 

(3)

17.6% 

(3)

3.6% 

(2)

4.2% 

(9)

Contra Costa
2.3% 

(2)

0.0% 

(0)

20.0% 

(4)

23.5% 

(4)

0.0% 

(0)

4.7% 

(10)

Del Norte
0.0% 

(0)

0.0% 

(0)

10.0% 

(2)

11.8% 

(2)

3.6% 

(2)

2.8% 

(6)

El Dorado
1.2% 

(1)

3.0% 

(1)

20.0% 

(4)

23.5% 

(4)

1.8% 

(1)

5.2% 

(11)
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Fresno
5.8% 

(5)

6.1% 

(2)

10.0% 

(2)

29.4% 

(5)

7.1% 

(4)

8.5% 

(18)

Glenn
0.0% 

(0)

0.0% 

(0)

10.0% 

(2)

23.5% 

(4)

5.4% 

(3)

4.2% 

(9)

Humboldt
2.3% 

(2)

0.0% 

(0)

10.0% 

(2)

29.4% 

(5)

3.6% 

(2)

5.2% 

(11)

Imperial
2.3% 

(2)

0.0% 

(0)

15.0% 

(3)

29.4% 

(5)

1.8% 

(1)

5.2% 

(11)

Inyo
3.5% 

(3)

0.0% 

(0)

0.0% 

(0)

5.9% 

(1)

0.0% 

(0)

1.9% 

(4)

Kern
3.5% 

(3)

0.0% 

(0)

10.0% 

(2)

23.5% 

(4)

1.8% 

(1)

4.7% 

(10)

Kings
1.2% 

(1)

0.0% 

(0)

5.0% 

(1)

29.4% 

(5)

1.8% 

(1)

3.8% 

(8)

Lake
1.2% 

(1)

0.0% 

(0)

5.0% 

(1)

23.5% 

(4)

3.6% 

(2)

3.8% 

(8)

Lassen
1.2% 

(1)

0.0% 

(0)

5.0% 

(1)

5.9% 

(1)

1.8% 

(1)

1.9% 

(4)

Los Angeles
8.1% 

(7)

24.2% 

(8)

10.0% 

(2)
47.1% 

(8)

3.6% 

(2)

12.7% 

(27)

Madera
1.2% 

(1)

0.0% 

(0)

5.0% 

(1)

29.4% 

(5)

3.6% 

(2)

4.2% 

(9)

Marin
2.3% 

(2)

3.0% 

(1)

20.0% 

(4)

29.4% 

(5)

3.6% 

(2)

6.6% 

(14)

Mariposa
0.0% 

(0)

0.0% 

(0)

0.0% 

(0)

17.6% 

(3)

1.8% 

(1)

1.9% 

(4)
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Mendocino
1.2% 

(1)

0.0% 

(0)

15.0% 

(3)

29.4% 

(5)

1.8% 

(1)

4.7% 

(10)

Merced
2.3% 

(2)

0.0% 

(0)

5.0% 

(1)

29.4% 

(5)

1.8% 

(1)

4.2% 

(9)

Modoc
1.2% 

(1)

0.0% 

(0)

5.0% 

(1)

5.9% 

(1)

1.8% 

(1)

1.9% 

(4)

Mono
1.2% 

(1)

0.0% 

(0)

0.0% 

(0)

5.9% 

(1)

0.0% 

(0)

0.9% 

(2)

Monterey
1.2% 

(1)

0.0% 

(0)

5.0% 

(1)

5.9% 

(1)

1.8% 

(1)

1.9% 

(4)

Napa
2.3% 

(2)

3.0% 

(1)

20.0% 

(4)

29.4% 

(5)

1.8% 

(1)

6.1% 

(13)

Nevada
2.3% 

(2)

0.0% 

(0)

15.0% 

(3)

17.6% 

(3)

1.8% 

(1)

4.2% 

(9)

Orange
5.8% 

(5)

3.0% 

(1)

5.0% 

(1)
47.1% 

(8)

1.8% 

(1)

7.5% 

(16)

Placer
3.5% 

(3)

0.0% 

(0)

20.0% 

(4)

29.4% 

(5)

3.6% 

(2)

6.6% 

(14)

Plumas
0.0% 

(0)

0.0% 

(0)

0.0% 

(0)

17.6% 

(3)

1.8% 

(1)

1.9% 

(4)

Riverside
4.7% 

(4)

3.0% 

(1)

20.0% 

(4)

41.2% 

(7)

1.8% 

(1)

8.0% 

(17)

Sacramento
1.2% 

(1)

3.0% 

(1)

25.0% 

(5)

41.2% 

(7)

1.8% 

(1)

7.1% 

(15)

San Benito
0.0% 

(0)

0.0% 

(0)

5.0% 

(1)

11.8% 

(2)

0.0% 

(0)

1.4% 

(3)
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San Bernardino
2.3% 

(2)

6.1% 

(2)

5.0% 

(1)

41.2% 

(7)

0.0% 

(0)

5.7% 

(12)

San Diego
4.7% 

(4)

3.0% 

(1)
40.0% 

(8)

41.2% 

(7)

10.7% 

(6)

12.3% 

(26)

San Francisco
3.5% 

(3)

6.1% 

(2)

15.0% 

(3)

29.4% 

(5)

3.6% 

(2)

7.1% 

(15)

San Joaquin
2.3% 

(2)

0.0% 

(0)
40.0% 

(8)

41.2% 

(7)
19.6% 

(11)

13.2% 

(28)

San Luis Obispo
2.3% 

(2)

0.0% 

(0)

5.0% 

(1)

17.6% 

(3)

5.4% 

(3)

4.2% 

(9)

San Mateo
3.5% 

(3)

6.1% 

(2)

20.0% 

(4)

11.8% 

(2)

12.5% 

(7)

8.5% 

(18)

Santa Barbara
1.2% 

(1)

0.0% 

(0)

5.0% 

(1)

23.5% 

(4)

1.8% 

(1)

3.3% 

(7)

Santa Clara
2.3% 

(2)

0.0% 

(0)

15.0% 

(3)

11.8% 

(2)

1.8% 

(1)

3.8% 

(8)

Santa Cruz
4.7% 

(4)

3.0% 

(1)

10.0% 

(2)

11.8% 

(2)

7.1% 

(4)

6.1% 

(13)

Shasta
1.2% 

(1)

0.0% 

(0)

20.0% 

(4)

23.5% 

(4)

1.8% 

(1)

4.7% 

(10)

Sierra
0.0% 

(0)

0.0% 

(0)

0.0% 

(0)

17.6% 

(3)

1.8% 

(1)

1.9% 

(4)

Siskiyou
1.2% 

(1)

0.0% 

(0)

15.0% 

(3)

5.9% 

(1)

1.8% 

(1)

2.8% 

(6)

Solano
3.5% 

(3)

0.0% 

(0)

25.0% 

(5)

35.3% 

(6)

0.0% 

(0)

6.6% 

(14)
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Sonoma
5.8% 

(5)

3.0% 

(1)

15.0% 

(3)

35.3% 

(6)

14.3% 

(8)

10.8% 

(23)

Stanislaus
3.5% 

(3)

0.0% 

(0)

25.0% 

(5)

29.4% 

(5)

1.8% 

(1)

6.6% 

(14)

Sutter
0.0% 

(0)

0.0% 

(0)

20.0% 

(4)

23.5% 

(4)

5.4% 

(3)

5.2% 

(11)

Tehama
0.0% 

(0)

0.0% 

(0)

10.0% 

(2)

17.6% 

(3)

1.8% 

(1)

2.8% 

(6)

Trinity
0.0% 

(0)

0.0% 

(0)

0.0% 

(0)

5.9% 

(1)

3.6% 

(2)

1.4% 

(3)

Tulare
2.3% 

(2)

0.0% 

(0)

10.0% 

(2)

29.4% 

(5)

1.8% 

(1)

4.7% 

(10)

Tuolumne
0.0% 

(0)

0.0% 

(0)

5.0% 

(1)

11.8% 

(2)

3.6% 

(2)

2.4% 

(5)

Ventura
2.3% 

(2)

3.0% 

(1)

5.0% 

(1)

29.4% 

(5)

3.6% 

(2)

5.2% 

(11)

Yolo
3.5% 

(3)

0.0% 

(0)

15.0% 

(3)

35.3% 

(6)

3.6% 

(2)

6.6% 

(14)

Yuba
1.2% 

(1)

0.0% 

(0)

15.0% 

(3)

29.4% 

(5)

1.8% 

(1)

4.7% 

(10)

answered question 86 33 20 17 56 212

skipped question 5
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3. Please rate how much the following factors impact physicians' participation or lack thereof in the CCS program: 

  What is your current position?

 

County CCS Program 

administrator/manager 

or Medical Consultant

MTP 

administrator/manager

Hospital 

administrator/manager/staff

Health Plan 

administrator/manager/staff

None 

of the 

above 

(specify 

below)

Response

Totals

a. Lack of 

knowledge 

about the CCS 

Program and 

how to 

participate

Major 

barrier

25.7% 

(18)

21.4% 

(6)

14.3% 

(2)
42.9% 

(6)

42.1% 

(16)

Somewhat 

of a 

barrier

44.3% 

(31)

28.6% 

(8)

28.6% 

(4)

21.4% 

(3)

39.5% 

(15)

Slight 

barrier

18.6% 

(13)
28.6% 

(8)

21.4% 

(3)

28.6% 

(4)

18.4% 

(7)

Not a 

barrier

11.4% 

(8)

10.7% 

(3)

21.4% 

(3)

7.1% 

(1)

0.0% 

(0)

Don't 

Know/Not 

Sure

0.0% 

(0)

10.7% 

(3)

14.3% 

(2)

0.0% 

(0)

0.0% 

(0)

  70 28 14 14 38

b. Low Medi-

Cal outpatient 

reimbursement 

rates for care 

of CCS 

children

Major 

barrier

75.0% 

(54)

78.6% 

(22)

46.2% 

(6)

28.6% 

(4)
65.8% 

(25)

Somewhat 

of a 

barrier

15.3% 

(11)

14.3% 

(4)

23.1% 

(3)
50.0% 

(7)

23.7% 

(9)

Slight 

barrier

4.2% 

(3)

0.0% 

(0)

7.7% 

(1)

7.1% 

(1)

10.5% 

(4)
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Not a 

barrier

2.8% 

(2)

3.6% 

(1)

7.7% 

(1)

0.0% 

(0)

0.0% 

(0)

Don't 

Know/Not 

Sure

2.8% 

(2)

3.6% 

(1)

15.4% 

(2)

14.3% 

(2)

0.0% 

(0)

  72 28 13 14 38

c. Delays in 

payments for 

the services 

provided to 

CCS children

Major 

barrier

69.0% 

(49)

57.1% 

(16)

46.2% 

(6)

57.1% 

(8)

59.0% 

(23)

Somewhat 

of a 

barrier

19.7% 

(14)

25.0% 

(7)

23.1% 

(3)

7.1% 

(1)

25.6% 

(10)

Slight 

barrier

5.6% 

(4)

14.3% 

(4)

0.0% 

(0)

14.3% 

(2)

5.1% 

(2)

Not a 

barrier

1.4% 

(1)

0.0% 

(0)

7.7% 

(1)

14.3% 

(2)

2.6% 

(1)

Don't 

Know/Not 

Sure

4.2% 

(3)

3.6% 

(1)

23.1% 

(3)

7.1% 

(1)

7.7% 

(3)

  71 28 13 14 39

d. Time 

consuming 

and difficult 

paper work to 

complete to 

get reimbursed

Major 

barrier

51.4% 

(36)

46.4% 

(13)

61.5% 

(8)

50.0% 

(7)

52.6% 

(20)

Somewhat 

of a 

barrier

35.7% 

(25)

14.3% 

(4)

23.1% 

(3)

35.7% 

(5)

26.3% 

(10)

Slight 

barrier

5.7% 

(4)

17.9% 

(5)

7.7% 

(1)

0.0% 

(0)

10.5% 

(4)

Not a 1.4% 3.6% 0.0% 7.1% 0.0% 
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barrier (1) (1) (0) (1) (0)

Don't 

Know/Not 

Sure

5.7% 

(4)

17.9% 

(5)

7.7% 

(1)

7.1% 

(1)

10.5% 

(4)

  70 28 13 14 38

e. Having to 

get a Medi-Cal 

number

Major 

barrier

14.3% 

(10)
28.6% 

(8)

23.1% 

(3)
50.0% 

(7)

31.6% 

(12)

Somewhat 

of a 

barrier

30.0% 

(21)

28.6% 

(8)

23.1% 

(3)

7.1% 

(1)

28.9% 

(11)

Slight 

barrier

28.6% 

(20)

7.1% 

(2)

0.0% 

(0)

21.4% 

(3)

23.7% 

(9)

Not a 

barrier

21.4% 

(15)

7.1% 

(2)
30.8% 

(4)

7.1% 

(1)

2.6% 

(1)

Don't 

Know/Not 

Sure

5.7% 

(4)
28.6% 

(8)

23.1% 

(3)

14.3% 

(2)

13.2% 

(5)

  70 28 13 14 38

f .  Process and 

length of time 

to get a Medi-

Cal number

Major 

barrier

30.0% 

(21)
53.6% 

(15)

23.1% 

(3)
71.4% 

(10)

36.8% 

(14)

Somewhat 

of a 

barrier

34.3% 

(24)

21.4% 

(6)
30.8% 

(4)

7.1% 

(1)

26.3% 

(10)

Slight 

barrier

18.6% 

(13)

3.6% 

(1)

0.0% 

(0)

0.0% 

(0)

15.8% 

(6)

Not a 

barrier

7.1% 

(5)

3.6% 

(1)

23.1% 

(3)

0.0% 

(0)

2.6% 

(1)
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Don't 

Know/Not 

Sure

10.0% 

(7)

17.9% 

(5)

23.1% 

(3)

21.4% 

(3)

18.4% 

(7)

  70 28 13 14 38

g. Having to 

be CCS-

paneled 

provider

Major 

barrier

21.1% 

(15)

14.3% 

(4)

0.0% 

(0)
50.0% 

(7)

43.2% 

(16)

Somewhat 

of a 

barrier

33.8% 

(24)

39.3% 

(11)

33.3% 

(4)

28.6% 

(4)

32.4% 

(12)

Slight 

barrier

32.4% 

(23)

21.4% 

(6)

16.7% 

(2)

7.1% 

(1)

18.9% 

(7)

Not a 

barrier

12.7% 

(9)

14.3% 

(4)
41.7% 

(5)

7.1% 

(1)

5.4% 

(2)

Don't 

Know/Not 

Sure

0.0% 

(0)

10.7% 

(3)

8.3% 

(1)

7.1% 

(1)

0.0% 

(0)

  71 28 12 14 37

h. Process 

and length of 

time to be a 

CCS-paneled 

provider

Major 

barrier

29.4% 

(20)

21.4% 

(6)

0.0% 

(0)
50.0% 

(7)

50.0% 

(19)

Somewhat 

of a 

barrier

33.8% 

(23)

42.9% 

(12)

53.8% 

(7)

28.6% 

(4)

15.8% 

(6)

Slight 

barrier

20.6% 

(14)

10.7% 

(3)

15.4% 

(2)

7.1% 

(1)

23.7% 

(9)

Not a 

barrier

11.8% 

(8)

3.6% 

(1)

15.4% 

(2)

0.0% 

(0)

2.6% 

(1)
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Don't 

Know/Not 

Sure

4.4% 

(3)

21.4% 

(6)

15.4% 

(2)

14.3% 

(2)

7.9% 

(3)

  68 28 13 14 38

i. The 

complexity of 

care needed 

by CCS 

children and 

the increased 

time it takes 

to care for 

them

Major 

barrier

10.1% 

(7)

25.0% 

(7)

23.1% 

(3)

21.4% 

(3)

23.7% 

(9)

Somewhat 

of a 

barrier

36.2% 

(25)

32.1% 

(9)

38.5% 

(5)

35.7% 

(5)

36.8% 

(14)

Slight 

barrier

24.6% 

(17)

17.9% 

(5)

15.4% 

(2)

14.3% 

(2)

21.1% 

(8)

Not a 

barrier

20.3% 

(14)

17.9% 

(5)

15.4% 

(2)

14.3% 

(2)

13.2% 

(5)

Don't 

Know/Not 

Sure

8.7% 

(6)

7.1% 

(2)

7.7% 

(1)

14.3% 

(2)

5.3% 

(2)

  69 28 13 14 38

j. The need to 

coordinate 

services for 

CCS children 

and the lack 

of information 

on how to do it

Major 

barrier

9.0% 

(6)

21.4% 

(6)

15.4% 

(2)

28.6% 

(4)

28.9% 

(11)

Somewhat 

of a 

barrier

40.3% 

(27)

32.1% 

(9)

46.2% 

(6)

35.7% 

(5)

39.5% 

(15)

Slight 

barrier

25.4% 

(17)

17.9% 

(5)

23.1% 

(3)

21.4% 

(3)

18.4% 

(7)

Not a 

barrier

16.4% 

(11)

21.4% 

(6)

7.7% 

(1)

7.1% 

(1)

7.9% 

(3)

Don't 
9.0% 7.1% 7.7% 7.1% 5.3% 
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Know/Not 

Sure
(6) (2) (1) (1) (2)

  67 28 13 14 38

k. Lack of 

knowledge 

about 

resources for 

CCS children

Major 

barrier

10.1% 

(7)

25.0% 

(7)

15.4% 

(2)
42.9% 

(6)

31.6% 

(12)

Somewhat 

of a 

barrier

36.2% 

(25)

32.1% 

(9)

38.5% 

(5)

14.3% 

(2)
39.5% 

(15)

Slight 

barrier

23.2% 

(16)

28.6% 

(8)

30.8% 

(4)

14.3% 

(2)

10.5% 

(4)

Not a 

barrier

17.4% 

(12)

7.1% 

(2)

7.7% 

(1)

21.4% 

(3)

10.5% 

(4)

Don't 

Know/Not 

Sure

13.0% 

(9)

7.1% 

(2)

7.7% 

(1)

7.1% 

(1)

7.9% 

(3)

  69 28 13 14 38

l. Lack of 

medical 

training or 

expertise on 

how to treat/or 

expertise for 

serving 

children with 

special health 

care needs

Major 

barrier

8.7% 

(6)

29.6% 

(8)

7.7% 

(1)

21.4% 

(3)

21.1% 

(8)

Somewhat 

of a 

barrier

33.3% 

(23)

37.0% 

(10)

15.4% 

(2)

14.3% 

(2)
28.9% 

(11)

Slight 

barrier

24.6% 

(17)

11.1% 

(3)

15.4% 

(2)

21.4% 

(3)

15.8% 

(6)

Not a 

barrier

23.2% 

(16)

18.5% 

(5)
53.8% 

(7)

35.7% 

(5)

15.8% 

(6)

Don't 

Know/Not 

Sure

10.1% 

(7)

3.7% 

(1)

7.7% 

(1)

7.1% 

(1)

18.4% 

(7)
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  69 27 13 14 38

m. Lack of a 

specialist to 

easily consult 

for advice in 

caring for 

children with 

special health 

care needs

Major 

barrier

23.2% 

(16)

18.5% 

(5)

0.0% 

(0)
35.7% 

(5)

21.6% 

(8)

Somewhat 

of a 

barrier

27.5% 

(19)

33.3% 

(9)

30.8% 

(4)

35.7% 

(5)

29.7% 

(11)

Slight 

barrier

15.9% 

(11)

14.8% 

(4)
30.8% 

(4)

21.4% 

(3)

16.2% 

(6)

Not a 

barrier

18.8% 

(13)

22.2% 

(6)
30.8% 

(4)

7.1% 

(1)

21.6% 

(8)

Don't 

Know/Not 

Sure

14.5% 

(10)

11.1% 

(3)

7.7% 

(1)

0.0% 

(0)

10.8% 

(4)

  69 27 13 14 37

n. Medi-Cal 

Health plans 

do not pay 

enhanced rate 

for the 

primary care 

services for 

children in 

CCS

Major 

barrier

30.9% 

(21)

44.4% 

(12)

23.1% 

(3)

46.2% 

(6)

53.8% 

(21)

Somewhat 

of a 

barrier

26.5% 

(18)

11.1% 

(3)
23.1% 

(3)

7.7% 

(1)

12.8% 

(5)

Slight 

barrier

10.3% 

(7)

14.8% 

(4)
23.1% 

(3)

7.7% 

(1)

7.7% 

(3)

Not a 

barrier

4.4% 

(3)

3.7% 

(1)

7.7% 

(1)

23.1% 

(3)

2.6% 

(1)

Don't 

Know/Not 

Sure

27.9% 

(19)

25.9% 

(7)
23.1% 

(3)

15.4% 

(2)

23.1% 

(9)
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  68 27 13 13 39

o. Lack of 

knowledge 

about the CCS 

Program and 

how to 

participate

Major 

barrier

18.2% 

(12)

15.4% 

(4)

16.7% 

(2)

21.4% 

(3)

30.8% 

(12)

Somewhat 

of a 

barrier

48.5% 

(32)

34.6% 

(9)

33.3% 

(4)
35.7% 

(5)

38.5% 

(15)

Slight 

barrier

15.2% 

(10)

30.8% 

(8)
41.7% 

(5)

7.1% 

(1)

25.6% 

(10)

Not a 

barrier

13.6% 

(9)

11.5% 

(3)

8.3% 

(1)

28.6% 

(4)

2.6% 

(1)

Don't 

Know/Not 

Sure

4.5% 

(3)

7.7% 

(2)

0.0% 

(0)

7.1% 

(1)

2.6% 

(1)

  66 26 12 14 39

p. Other 

(please 

describe 

below)

Major 

barrier

41.7% 

(5)
100.0% 

(2)

50.0% 

(1)

33.3% 

(2)
50.0% 

(3)

Somewhat 

of a 

barrier

0.0% 

(0)

0.0% 

(0)

0.0% 

(0)

16.7% 

(1)

33.3% 

(2)

Slight 

barrier

0.0% 

(0)

0.0% 

(0)

0.0% 

(0)

0.0% 

(0)

16.7% 

(1)

Not a 

barrier

8.3% 

(1)

0.0% 

(0)

0.0% 

(0)

0.0% 

(0)

0.0% 

(0)

Don't 

Know/Not 

Sure

50.0% 

(6)

0.0% 

(0)
50.0% 

(1)

50.0% 

(3)

0.0% 

(0)

  12 2 2 6 6
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Other barriers - please 

specify
19 replies 3 replies 3 replies 4 replies 9 replies

answered question 72 28 14 14 39

skipped question

4. Physicians are concerned that having a Medi-Cal number will lead to their practices becoming financially unsustainable due too many Medi-Cal patients 

and the low reimbursements paid for care for Medi-Cal patients.

  What is your current position?  

 

County CCS Program 

administrator/manager 

or Medical Consultant

MTP 

administrator/manager

Hospital 

administrator/manager/staff

Health Plan 

administrator/manager/staff

None 

of the 

above 

(specify 

below)

Response 

Totals

a. Agree Strongly
49.3% 

(35)

40.7% 

(11)
40.0% 

(6)

28.6% 

(4)
46.2% 

(18)

44.6% 

(74)

b. Agree Somewhat
32.4% 

(23)
44.4% 

(12)

26.7% 

(4)
35.7% 

(5)

35.9% 

(14)

34.9% 

(58)

c. Disagree 

Somewhat

9.9% 

(7)

3.7% 

(1)

6.7% 

(1)

0.0% 

(0)

5.1% 

(2)

6.6% 

(11)

d. Disagree Strongly
4.2% 

(3)

3.7% 

(1)

0.0% 

(0)

7.1% 

(1)

0.0% 

(0)

3.0% 

(5)

e. Don’t Know/Not 

Sure

4.2% 

(3)

7.4% 

(2)

26.7% 

(4)

28.6% 

(4)

12.8% 

(5)

10.8% 

(18)

answered question 71 27 15 14 39 166

skipped question 51
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5. Please indicate how much you agree or disagree with the following suggestions to increase physician participation with CCS 

  What is your current position?

 

County CCS Program 

administrator/manager 

or Medical Consultant

MTP 

administrator/manager

Hospital 

administrator/manager/staff

Health Plan 

administrator/manager/staff

None 

of the 

above 

(specify 

below)

Response

Totals

a. Increase 

the 

reimbursement 

rates paid to 

physicians to 

care for CCS 

clients.

Agree 

Strongly

88.7% 

(63)

85.2% 

(23)

61.5% 

(8)

35.7% 

(5)
81.6% 

(31)

Agree 

Somewhat

11.3% 

(8)

3.7% 

(1)

38.5% 

(5)
57.1% 

(8)

18.4% 

(7)

Disagree 

Somewhat

0.0% 

(0)

7.4% 

(2)

0.0% 

(0)

7.1% 

(1)

0.0% 

(0)

Disagree 

Strongly

0.0% 

(0)

0.0% 

(0)

0.0% 

(0)

0.0% 

(0)

0.0% 

(0)

Don’t 

Know/Not 

Sure

0.0% 

(0)

3.7% 

(1)

0.0% 

(0)

0.0% 

(0)

0.0% 

(0)

  71 27 13 14 38

b. Ensure that 

there are staff 

at the Medi-

Cal fiscal 

intermediary 

that are 

familiar with 

CCS to 

process 

claims for 

Agree 

Strongly

90.1% 

(64)

84.6% 

(22)

61.5% 

(8)

71.4% 

(10)

89.5% 

(34)

Agree 

Somewhat

5.6% 

(4)

11.5% 

(3)

30.8% 

(4)

21.4% 

(3)

7.9% 

(3)

Disagree 

Somewhat

1.4% 

(1)

0.0% 

(0)

0.0% 

(0)

0.0% 

(0)

0.0% 

(0)

Disagree 0.0% 0.0% 0.0% 0.0% 0.0% 
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providing 

services to 

CCS clients.

Strongly (0) (0) (0) (0) (0)

Don’t 

Know/Not 

Sure

2.8% 

(2)

3.8% 

(1)

7.7% 

(1)

7.1% 

(1)

2.6% 

(1)

  71 26 13 14 38

c. Primary 

care 

physicians 

should receive 

more training 

on how to 

handle 

common 

subspecialty 

problems such 

as diabetes.

Agree 

Strongly

28.6% 

(20)
44.4% 

(12)

15.4% 

(2)

28.6% 

(4)
42.1% 

(16)

Agree 

Somewhat

48.6% 

(34)

33.3% 

(9)
30.8% 

(4)

50.0% 

(7)

28.9% 

(11)

Disagree 

Somewhat

8.6% 

(6)

3.7% 

(1)
30.8% 

(4)

7.1% 

(1)

13.2% 

(5)

Disagree 

Strongly

4.3% 

(3)

0.0% 

(0)

7.7% 

(1)

7.1% 

(1)

2.6% 

(1)

Don’t 

Know/Not 

Sure

10.0% 

(7)

18.5% 

(5)

15.4% 

(2)

7.1% 

(1)

13.2% 

(5)

  70 27 13 14 38

d. Create 

training 

opportunities 

on CCS and 

caring for 

CSHCN in 

pediatric and 

family 

medicine 

residency 

programs and 

adolescent 

Agree 

Strongly

58.0% 

(40)

70.4% 

(19)

38.5% 

(5)

85.7% 

(12)

57.9% 

(22)

Agree 

Somewhat

33.3% 

(23)

25.9% 

(7)
38.5% 

(5)

14.3% 

(2)

34.2% 

(13)

Disagree 

Somewhat

2.9% 

(2)

0.0% 

(0)

7.7% 

(1)

0.0% 

(0)

2.6% 

(1)

Disagree 

Strongly

0.0% 

(0)

0.0% 

(0)

0.0% 

(0)

0.0% 

(0)

0.0% 

(0)
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medicine 

fellowships.

Don’t 

Know/Not 

Sure

5.8% 

(4)

3.7% 

(1)

15.4% 

(2)

0.0% 

(0)

5.3% 

(2)

  69 27 13 14 38

e. Work with 

professional 

organization 

such as the 

Children’s 

Specialty Care 

Coalition, the 

California 

affiliate of the 

American 

Academy of 

Pediatrics, the 

California 

Academy of 

Family 

Physicians 

and others to 

identify ways 

to further 

educate 

physicians 

about 

participating in 

the CCS 

program.

Agree 

Strongly

62.3% 

(43)

48.1% 

(13)

46.2% 

(6)

92.9% 

(13)

63.2% 

(24)

Agree 

Somewhat

30.4% 

(21)

40.7% 

(11)
46.2% 

(6)

7.1% 

(1)

34.2% 

(13)

Disagree 

Somewhat

2.9% 

(2)

0.0% 

(0)

0.0% 

(0)

0.0% 

(0)

0.0% 

(0)

Disagree 

Strongly

0.0% 

(0)

3.7% 

(1)

0.0% 

(0)

0.0% 

(0)

2.6% 

(1)

Don’t 

Know/Not 

Sure

4.3% 

(3)

7.4% 

(2)

7.7% 

(1)

0.0% 

(0)

0.0% 

(0)

  69 27 13 14 38

f .  Work with 

professional 

medical 

associations 

to offer 

Agree 

Strongly

53.6% 

(37)

48.1% 

(13)

53.8% 

(7)

71.4% 

(10)

57.9% 

(22)

Agree 

Somewhat

33.3% 

(23)
48.1% 

(13)

30.8% 

(4)

28.6% 

(4)

36.8% 

(14)
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continuing 

education on 

caring for 

children with 

special health 

care needs

Disagree 

Somewhat

7.2% 

(5)

0.0% 

(0)

0.0% 

(0)

0.0% 

(0)

2.6% 

(1)

Disagree 

Strongly

0.0% 

(0)

0.0% 

(0)

0.0% 

(0)

0.0% 

(0)

2.6% 

(1)

Don’t 

Know/Not 

Sure

5.8% 

(4)

3.7% 

(1)

15.4% 

(2)

0.0% 

(0)

0.0% 

(0)

  69 27 13 14 38

g. Streamline 

the process 

for CCS 

providers of 

having to re-

apply for a 

Medi-Cal 

number when 

the provider 

moves.

Agree 

Strongly

75.4% 

(52)

77.8% 

(21)

53.8% 

(7)

78.6% 

(11)

81.6% 

(31)

Agree 

Somewhat

20.3% 

(14)

18.5% 

(5)

38.5% 

(5)

21.4% 

(3)

18.4% 

(7)

Disagree 

Somewhat

2.9% 

(2)

0.0% 

(0)

0.0% 

(0)

0.0% 

(0)

0.0% 

(0)

Disagree 

Strongly

0.0% 

(0)

0.0% 

(0)

0.0% 

(0)

0.0% 

(0)

0.0% 

(0)

Don’t 

Know/Not 

Sure

1.4% 

(1)

3.7% 

(1)

7.7% 

(1)

0.0% 

(0)

0.0% 

(0)

  69 27 13 14 38

h. The CCS 

paneling 

process 

should be 

done 

concurrently 

with the Medi-

Cal approval 

Agree 

Strongly

75.4% 

(52)

74.1% 

(20)

69.2% 

(9)

92.9% 

(13)

89.5% 

(34)

Agree 

Somewhat

20.3% 

(14)

22.2% 

(6)

23.1% 

(3)

7.1% 

(1)

7.9% 

(3)
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process and 

should be 

completed in a 

reasonable 

timeframe, 

particularly if 

staff 

privileges 

have been 

granted at a 

CCS approved 

regional 

tertiary center.

Disagree 

Somewhat

0.0% 

(0)

0.0% 

(0)

0.0% 

(0)

0.0% 

(0)

0.0% 

(0)

Disagree 

Strongly

1.4% 

(1)

0.0% 

(0)

7.7% 

(1)

0.0% 

(0)

0.0% 

(0)

Don’t 

Know/Not 

Sure

2.9% 

(2)

3.7% 

(1)

0.0% 

(0)

0.0% 

(0)

2.6% 

(1)

  69 27 13 14 38

i. Provide 

assistance to 

physicians to 

help with 

getting CCS 

paneled

Agree 

Strongly

66.2% 

(45)

77.8% 

(21)

46.2% 

(6)

92.9% 

(13)

76.3% 

(29)

Agree 

Somewhat

32.4% 

(22)

14.8% 

(4)

38.5% 

(5)

0.0% 

(0)

21.1% 

(8)

Disagree 

Somewhat

0.0% 

(0)

3.7% 

(1)

15.4% 

(2)

7.1% 

(1)

2.6% 

(1)

Disagree 

Strongly

0.0% 

(0)

0.0% 

(0)

0.0% 

(0)

0.0% 

(0)

0.0% 

(0)

Don’t 

Know/Not 

Sure

1.5% 

(1)

3.7% 

(1)

0.0% 

(0)

0.0% 

(0)

0.0% 

(0)

  68 27 13 14 38

j. Provide 

ongoing 

assistance 

with 

authorizations 

Agree 

Strongly

73.5% 

(50)

77.8% 

(21)

76.9% 

(10)

85.7% 

(12)

78.9% 

(30)

Agree 

Somewhat

20.6% 

(14)

18.5% 

(5)

23.1% 

(3)

14.3% 

(2)

21.1% 

(8)
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and billing for 

services once 

physicians are 

paneled.

Disagree 

Somewhat

4.4% 

(3)

0.0% 

(0)

0.0% 

(0)

0.0% 

(0)

0.0% 

(0)

Disagree 

Strongly

0.0% 

(0)

0.0% 

(0)

0.0% 

(0)

0.0% 

(0)

0.0% 

(0)

Don’t 

Know/Not 

Sure

1.5% 

(1)

3.7% 

(1)

0.0% 

(0)

0.0% 

(0)

0.0% 

(0)

  68 27 13 14 38

k. Better align 

Codes and 

reimbursement 

rates to allow 

for outpatients 

tests and 

procedures 

where 

appropriate

Agree 

Strongly

56.5% 

(39)

55.6% 

(15)

76.9% 

(10)

57.1% 

(8)

76.3% 

(29)

Agree 

Somewhat

31.9% 

(22)

33.3% 

(9)

23.1% 

(3)

35.7% 

(5)

18.4% 

(7)

Disagree 

Somewhat

1.4% 

(1)

0.0% 

(0)

0.0% 

(0)

0.0% 

(0)

0.0% 

(0)

Disagree 

Strongly

1.4% 

(1)

0.0% 

(0)

0.0% 

(0)

0.0% 

(0)

0.0% 

(0)

Don’t 

Know/Not 

Sure

8.7% 

(6)

11.1% 

(3)

0.0% 

(0)

7.1% 

(1)

5.3% 

(2)

  69 27 13 14 38

l. Managed 

Care plans 

should provide 

enhanced 

rates for the 

primary care 

services for 

children with 

Agree 

Strongly

51.5% 

(35)

55.6% 

(15)

76.9% 

(10)

33.3% 

(4)

84.2% 

(32)

Agree 

Somewhat

27.9% 

(19)

11.1% 

(3)

15.4% 

(2)
33.3% 

(4)

15.8% 

(6)

Disagree 

Somewhat

2.9% 

(2)

3.7% 

(1)

0.0% 

(0)

16.7% 

(2)

0.0% 

(0)
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CCS eligible 

conditions. Disagree 

Strongly

2.9% 

(2)

0.0% 

(0)

0.0% 

(0)

8.3% 

(1)

0.0% 

(0)

Don’t 

Know/Not 

Sure

14.7% 

(10)

29.6% 

(8)

7.7% 

(1)

8.3% 

(1)

0.0% 

(0)

  68 27 13 12 38

m. Other 

(specify 

below)

Agree 

Strongly

36.4% 

(4)

0.0% 

(0)

0.0% 

(0)
33.3% 

(2)

75.0% 

(3)

Agree 

Somewhat

0.0% 

(0)

0.0% 

(0)

0.0% 

(0)

16.7% 

(1)

0.0% 

(0)

Disagree 

Somewhat

0.0% 

(0)

0.0% 

(0)

0.0% 

(0)

16.7% 

(1)

0.0% 

(0)

Disagree 

Strongly

0.0% 

(0)

0.0% 

(0)

0.0% 

(0)

0.0% 

(0)

0.0% 

(0)

Don’t 

Know/Not 

Sure

63.6% 

(7)

0.0% 

(0)
100.0% 

(3)

33.3% 

(2)

25.0% 

(1)

  11 0 3 6 4

Other - please specify 11 replies 1 reply 1 reply 4 replies 5 replies

answered question 71 27 13 14 38

skipped question
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6. Children with CCS conditions need increased access to primary care providers to decrease ER visits and hospitalization.

  What is your current position?  

 

County CCS Program 

administrator/manager 

or Medical Consultant

MTP 

administrator/manager

Hospital 

administrator/manager/staff

Health Plan 

administrator/manager/staff

None 

of the 

above 

(specify 

below)

Response 

Totals

a. Agree Strongly
54.3% 

(38)

67.9% 

(19)

78.6% 

(11)

42.9% 

(6)

69.2% 

(27)

61.2% 

(101)

b. Agree Somewhat
30.0% 

(21)

28.6% 

(8)

7.1% 

(1)
42.9% 

(6)

23.1% 

(9)

27.3% 

(45)

c. Disagree 

Somewhat

7.1% 

(5)

0.0% 

(0)

7.1% 

(1)

7.1% 

(1)

2.6% 

(1)

4.8% 

(8)

d. Disagree Strongly
2.9% 

(2)

0.0% 

(0)

0.0% 

(0)

0.0% 

(0)

0.0% 

(0)

1.2% 

(2)

e. Don’t Know/Not 

Sure

5.7% 

(4)

3.6% 

(1)

7.1% 

(1)

7.1% 

(1)

5.1% 

(2)

5.5% 

(9)

answered question 70 28 14 14 39 165

skipped question 52
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7. It would be very helpful if the Medi-Cal fiscal intermediary developed a system of edit checks within the electronic billing system so that errors can be 

found in claims (i.e. boxes that weren’t completed that need to be) before claims are submitted for payment.

  What is your current position?  

 

County CCS Program 

administrator/manager 

or Medical Consultant

MTP 

administrator/manager

Hospital 

administrator/manager/staff

Health Plan 

administrator/manager/staff

None 

of the 

above 

(specify 

below)

Response 

Totals

a. Agree Strongly
83.6% 

(56)

77.8% 

(21)

85.7% 

(12)

64.3% 

(9)

81.1% 

(30)

80.5% 

(128)

b. Agree Somewhat
10.4% 

(7)

14.8% 

(4)

7.1% 

(1)

21.4% 

(3)

10.8% 

(4)

11.9% 

(19)

c. Disagree 

Somewhat

1.5% 

(1)

0.0% 

(0)

0.0% 

(0)

0.0% 

(0)

0.0% 

(0)

0.6% 

(1)

d. Disagree Strongly
0.0% 

(0)

0.0% 

(0)

0.0% 

(0)

0.0% 

(0)

0.0% 

(0)

0.0% 

(0)

e. Don’t Know/Not 

Sure

4.5% 

(3)

7.4% 

(2)

7.1% 

(1)

14.3% 

(2)

8.1% 

(3)

6.9% 

(11)

answered question 67 27 14 14 37 159

skipped question 58
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8. The fiscal intermediary should detect and identify ALL errors in a claim before sending it back.

  What is your current position?  

 

County CCS Program 

administrator/manager 

or Medical Consultant

MTP 

administrator/manager

Hospital 

administrator/manager/staff

Health Plan 

administrator/manager/staff

None 

of the 

above 

(specify 

below)

Response 

Totals

a. Agree Strongly
91.2% 

(62)

88.9% 

(24)

85.7% 

(12)

64.3% 

(9)

82.9% 

(29)

86.1% 

(136)

b. Agree Somewhat
7.4% 

(5)

3.7% 

(1)

7.1% 

(1)

14.3% 

(2)

5.7% 

(2)

7.0% 

(11)

c. Disagree 

Somewhat

0.0% 

(0)

0.0% 

(0)

0.0% 

(0)

0.0% 

(0)

0.0% 

(0)

0.0% 

(0)

d. Disagree Strongly
0.0% 

(0)

0.0% 

(0)

0.0% 

(0)

0.0% 

(0)

0.0% 

(0)

0.0% 

(0)

e. Don’t Know/Not 

Sure

1.5% 

(1)

7.4% 

(2)

7.1% 

(1)

21.4% 

(3)

11.4% 

(4)

7.0% 

(11)

answered question 68 27 14 14 35 158

skipped question 59
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9. When you submit claims for payment for services for a patient’s CCS eligible conditions, how often are the claims rejected by the Medi-Cal fiscal 

intermediary?

  What is your current position?  

 

County CCS Program 

administrator/manager 

or Medical Consultant

MTP 

administrator/manager

Hospital 

administrator/manager/staff

Health Plan 

administrator/manager/staff

None 

of the 

above 

(specify 

below)

Response 

Totals

a. Never
0.0% 

(0)

3.7% 

(1)

0.0% 

(0)

0.0% 

(0)

0.0% 

(0)

0.6% 

(1)

b. Less than 25% of 

the time

16.2% 

(11)

14.8% 

(4)

21.4% 

(3)

0.0% 

(0)

5.6% 

(2)

12.6% 

(20)

c. 25-50% of the 

time

11.8% 

(8)

14.8% 

(4)

14.3% 

(2)

7.1% 

(1)

8.3% 

(3)

11.3% 

(18)

d. 50 to 75% of the 

time

0.0% 

(0)

0.0% 

(0)

0.0% 

(0)

0.0% 

(0)

0.0% 

(0)

0.0% 

(0)

e. More than 75% of 

the time

1.5% 

(1)

0.0% 

(0)

0.0% 

(0)

7.1% 

(1)

0.0% 

(0)

1.3% 

(2)

f. Don't Know/Not 

Sure

25.0% 

(17)
55.6% 

(15)

64.3% 

(9)

28.6% 

(4)
52.8% 

(19)

40.3% 

(64)

g. Does not apply - 

my 

program/organization 

does not submit 

claims

45.6% 

(31)

11.1% 

(3)

0.0% 

(0)
57.1% 

(8)

33.3% 

(12)

34.0% 

(54)

answered question 68 27 14 14 36 159

skipped question 58
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10. The State should work with high-volume CCS provider hospitals to provide access for county CCS programs to electronic medical records, for 

example, though a physician portal, to facilitate eligibility determinations and authorizations.

  What is your current position?  

 

County CCS Program 

administrator/manager 

or Medical Consultant

MTP 

administrator/manager

Hospital 

administrator/manager/staff

Health Plan 

administrator/manager/staff

None 

of the 

above 

(specify 

below)

Response 

Totals

a. Agree Strongly
88.1% 

(59)

85.2% 

(23)

84.6% 

(11)

85.7% 

(12)

88.9% 

(32)

87.3% 

(137)

b. Agree Somewhat
10.4% 

(7)

11.1% 

(3)

15.4% 

(2)

7.1% 

(1)

5.6% 

(2)

9.6% 

(15)

c. Disagree 

Somewhat

0.0% 

(0)

0.0% 

(0)

0.0% 

(0)

0.0% 

(0)

2.8% 

(1)

0.6% 

(1)

d. Disagree Strongly
0.0% 

(0)

0.0% 

(0)

0.0% 

(0)

0.0% 

(0)

0.0% 

(0)

0.0% 

(0)

e. Don’t Know/Not 

Sure

1.5% 

(1)

3.7% 

(1)

0.0% 

(0)

7.1% 

(1)

2.8% 

(1)

2.5% 

(4)

answered question 67 27 13 14 36 157

skipped question 60
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11. Hospital liaisons teams (nurse and eligibility worker) on site at hospitals should be able to access the records to facilitate authorizations and 

discharge.

  What is your current position?  

 

County CCS Program 

administrator/manager 

or Medical Consultant

MTP 

administrator/manager

Hospital 

administrator/manager/staff

Health Plan 

administrator/manager/staff

None 

of the 

above 

(specify 

below)

Response 

Totals

a. Agree Strongly
80.6% 

(54)

81.5% 

(22)

100.0% 

(13)

100.0% 

(14)

86.1% 

(31)

85.4% 

(134)

b. Agree Somewhat
13.4% 

(9)

11.1% 

(3)

0.0% 

(0)

0.0% 

(0)

13.9% 

(5)

10.8% 

(17)

c. Disagree 

Somewhat

3.0% 

(2)

0.0% 

(0)

0.0% 

(0)

0.0% 

(0)

0.0% 

(0)

1.3% 

(2)

d. Disagree Strongly
1.5% 

(1)

0.0% 

(0)

0.0% 

(0)

0.0% 

(0)

0.0% 

(0)

0.6% 

(1)

e. Don’t Know/Not 

Sure

1.5% 

(1)

7.4% 

(2)

0.0% 

(0)

0.0% 

(0)

0.0% 

(0)

1.9% 

(3)

answered question 67 27 13 14 36 157

skipped question 60
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12. CCS should work with others to expand the technological infrastructure to allow more medical and DME providers to access to status of submitted 

authorizations.

  What is your current position?  

 

County CCS Program 

administrator/manager 

or Medical Consultant

MTP 

administrator/manager

Hospital 

administrator/manager/staff

Health Plan 

administrator/manager/staff

None 

of the 

above 

(specify 

below)

Response 

Totals

a. Agree Strongly
74.2% 

(49)

85.2% 

(23)

85.7% 

(12)

76.9% 

(10)

61.1% 

(22)

74.4% 

(116)

b. Agree Somewhat
16.7% 

(11)

11.1% 

(3)

14.3% 

(2)

23.1% 

(3)

30.6% 

(11)

19.2% 

(30)

c. Disagree 

Somewhat

1.5% 

(1)

0.0% 

(0)

0.0% 

(0)

0.0% 

(0)

0.0% 

(0)

0.6% 

(1)

d. Disagree Strongly
0.0% 

(0)

0.0% 

(0)

0.0% 

(0)

0.0% 

(0)

0.0% 

(0)

0.0% 

(0)

e. Don’t Know/Not 

Sure

7.6% 

(5)

3.7% 

(1)

0.0% 

(0)

0.0% 

(0)

8.3% 

(3)

5.8% 

(9)

answered question 66 27 14 13 36 156

skipped question 61
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13. Please indicate how much you agree or disagree with the following statements about monitoring CCS standards.

  What is your current position?  

 

County CCS Program 

administrator/manager 

or Medical Consultant

MTP 

administrator/manager

Hospital 

administrator/manager/staff

Health Plan 

administrator/manager/staff

None 

of the 

above 

(specify 

below)

Response

Totals

a. CCS 

standards 

should be 

monitored 

and 

enforced 

by paid 

consultants 

who are 

experts in 

the field 

for which 

they are 

monitoring 

standards.

Agree 

Strongly

17.9% 

(12)

23.1% 

(6)

30.8% 

(4)

35.7% 

(5)

28.6% 

(10)

Agree 

Somewhat

29.9% 

(20)

3.8% 

(1)
46.2% 

(6)

42.9% 

(6)

31.4% 

(11)

Disagree 

Somewhat

23.9% 

(16)
34.6% 

(9)

7.7% 

(1)

7.1% 

(1)

22.9% 

(8)

Disagree 

Strongly

14.9% 

(10)
34.6% 

(9)

0.0% 

(0)

14.3% 

(2)

8.6% 

(3)

Don’t 

Know/Not 

Sure

13.4% 

(9)

3.8% 

(1)

15.4% 

(2)

0.0% 

(0)

8.6% 

(3)

  67 26 13 14 35 155

b. CCS 

standards 

should be 

monitored 

and 

enforced 

by local 

county 

CCS staff.

Agree 

Strongly

24.2% 

(16)
42.3% 

(11)

7.7% 

(1)

15.4% 

(2)
44.4% 

(16)

Agree 

Somewhat

25.8% 

(17)

30.8% 

(8)

15.4% 

(2)

15.4% 

(2)

25.0% 

(9)

Disagree 

Somewhat

22.7% 

(15)

7.7% 

(2)
53.8% 

(7)

15.4% 

(2)

19.4% 

(7)

Disagree 25.8% 15.4% 15.4% 46.2% 2.8% 
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Strongly (17) (4) (2) (6) (1)

Don’t 

Know/Not 

Sure

1.5% 

(1)

3.8% 

(1)

7.7% 

(1)

7.7% 

(1)

8.3% 

(3)

  66 26 13 13 36 154

c. CCS 

standards 

should be 

monitored 

and 

enforced 

by state 

CCS staff.

Agree 

Strongly

47.7% 

(31)

34.6% 

(9)

38.5% 

(5)

38.5% 

(5)

25.7% 

(9)

Agree 

Somewhat

32.3% 

(21)

30.8% 

(8)

30.8% 

(4)

30.8% 

(4)
42.9% 

(15)

Disagree 

Somewhat

12.3% 

(8)

15.4% 

(4)

7.7% 

(1)

7.7% 

(1)

14.3% 

(5)

Disagree 

Strongly

1.5% 

(1)

15.4% 

(4)

15.4% 

(2)

15.4% 

(2)

8.6% 

(3)

Don’t 

Know/Not 

Sure

6.2% 

(4)

3.8% 

(1)

7.7% 

(1)

7.7% 

(1)

8.6% 

(3)

  65 26 13 13 35 152

d. A 

regional 

system 

should be 

developed 

for 

monitoring 

and 

enforcing 

CCS 

standards.

Agree 

Strongly

34.8% 

(23)

33.3% 

(9)

15.4% 

(2)
53.8% 

(7)

47.1% 

(16)

Agree 

Somewhat

40.9% 

(27)

37.0% 

(10)

46.2% 

(6)

15.4% 

(2)

38.2% 

(13)

Disagree 

Somewhat

13.6% 

(9)

18.5% 

(5)

30.8% 

(4)

0.0% 

(0)

8.8% 

(3)

Disagree 

Strongly

3.0% 

(2)

7.4% 

(2)

0.0% 

(0)

15.4% 

(2)

0.0% 

(0)

Don’t 
7.6% 3.7% 7.7% 15.4% 5.9% 
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Know/Not 

Sure
(5) (1) (1) (2) (2)

  66 27 13 13 34 153

answered question 67 27 13 14 37 158

skipped question

14. Are you a County CCS program administrator or staff member?

  What is your current position?  

 

County CCS Program 

administrator/manager 

or Medical Consultant

MTP 

administrator/manager

Hospital 

administrator/manager/staff

Health Plan 

administrator/manager/staff

None 

of the 

above 

(specify 

below)

Response 

Totals

Yes
90.3% 

(65)

85.7% 

(24)

7.7% 

(1)

0.0% 

(0)
74.4% 

(29)

71.7% 

(119)

No
9.7% 

(7)

14.3% 

(4)
92.3% 

(12)

100.0% 

(14)

25.6% 

(10)

28.3% 

(47)

answered question 72 28 13 14 39 166

skipped question 51
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15. Does your county use standardized case management protocols?

  What is your current position?  

 

County CCS Program 

administrator/manager 

or Medical Consultant

MTP 

administrator/manager

Hospital 

administrator/manager/staff

Health Plan 

administrator/manager/staff

None 

of the 

above 

(specify 

below)

Response 

Totals

Yes
76.4% 

(42)

71.4% 

(15)

0.0% 

(0)

0.0% 

(0)
81.0% 

(17)

76.3% 

(74)

No
16.4% 

(9)

14.3% 

(3)

0.0% 

(0)

0.0% 

(0)

19.0% 

(4)

16.5% 

(16)

Don't Know/Not Sure
7.3% 

(4)

14.3% 

(3)

0.0% 

(0)

0.0% 

(0)

0.0% 

(0)

7.2% 

(7)

answered question 55 21 0 0 21 97

skipped question 120
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16. Please indicate which elements of case management are regularly provided to children covered under CCS in your county:

  What is your current position?  

 

County CCS Program 

administrator/manager 

or Medical Consultant

MTP 

administrator/manager

Hospital 

administrator/manager/staff

Health Plan 

administrator/manager/staff

None 

of the 

above 

(specify 

below)

Response

Totals

a. 

Determination 

of financial 

and 

residential 

eligibility

Yes
100.0% 

(57)

100.0% 

(21)

0.0% 

(0)

0.0% 

(0)
100.0% 

(24)

No
0.0% 

(0)

0.0% 

(0)

0.0% 

(0)

0.0% 

(0)

0.0% 

(0)

Don't 

know/Not 

Sure

0.0% 

(0)

0.0% 

(0)

0.0% 

(0)

0.0% 

(0)

0.0% 

(0)

  57 21 0 0 24

b. 

Coordination 

with Medi-Cal 

Managed 

Care and 

Healthy 

Families 

plans

Yes
96.5% 

(55)

100.0% 

(21)

0.0% 

(0)

0.0% 

(0)
95.8% 

(23)

No
3.5% 

(2)

0.0% 

(0)

0.0% 

(0)

0.0% 

(0)

0.0% 

(0)

Don't 

know/Not 

Sure

0.0% 

(0)

0.0% 

(0)

0.0% 

(0)

0.0% 

(0)

4.2% 

(1)

  57 21 0 0 24

c. 

Authorization 

of services

Yes
92.9% 

(52)

100.0% 

(20)

0.0% 

(0)

0.0% 

(0)
95.8% 

(23)
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No
7.1% 

(4)

0.0% 

(0)

0.0% 

(0)

0.0% 

(0)

4.2% 

(1)

Don't 

know/Not 

Sure

0.0% 

(0)

0.0% 

(0)

0.0% 

(0)

0.0% 

(0)

0.0% 

(0)

  56 20 0 0 24

d. Assure 

children get 

to appropriate 

provider for 

delivery of 

health care 

services at 

the 

appropriate 

time/place 

place.

Yes
93.0% 

(53)

81.0% 

(17)

0.0% 

(0)

0.0% 

(0)
87.5% 

(21)

No
7.0% 

(4)

9.5% 

(2)

0.0% 

(0)

0.0% 

(0)

12.5% 

(3)

Don't 

know/Not 

Sure

0.0% 

(0)

9.5% 

(2)

0.0% 

(0)

0.0% 

(0)

0.0% 

(0)

  57 21 0 0 24

e. Make 

referrals for 

specialty 

care

Yes
93.0% 

(53)

100.0% 

(21)

0.0% 

(0)

0.0% 

(0)
87.5% 

(21)

No
5.3% 

(3)

0.0% 

(0)

0.0% 

(0)

0.0% 

(0)

12.5% 

(3)

Don't 

know/Not 

Sure

1.8% 

(1)

0.0% 

(0)

0.0% 

(0)

0.0% 

(0)

0.0% 

(0)

  57 21 0 0 24

f .  Assure 

completion of 

specialty 

Yes
89.5% 

(51)

71.4% 

(15)

0.0% 

(0)

0.0% 

(0)
95.8% 

(23)
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referrals
No

7.0% 

(4)

14.3% 

(3)

0.0% 

(0)

0.0% 

(0)

4.2% 

(1)

Don't 

know/Not 

Sure

3.5% 

(2)

14.3% 

(3)

0.0% 

(0)

0.0% 

(0)

0.0% 

(0)

  57 21 0 0 24

g. Coordinate 

the process 

of getting 

DME

Yes
100.0% 

(57)

100.0% 

(21)

0.0% 

(0)

0.0% 

(0)
100.0% 

(24)

No
0.0% 

(0)

0.0% 

(0)

0.0% 

(0)

0.0% 

(0)

0.0% 

(0)

Don't 

know/Not 

Sure

0.0% 

(0)

0.0% 

(0)

0.0% 

(0)

0.0% 

(0)

0.0% 

(0)

  57 21 0 0 24

h. Convene 

face to face 

case 

management 

meetings with 

providers

Yes
42.1% 

(24)
66.7% 

(14)

0.0% 

(0)

0.0% 

(0)

37.5% 

(9)

No
56.1% 

(32)

4.8% 

(1)

0.0% 

(0)

0.0% 

(0)
62.5% 

(15)

Don't 

know/Not 

Sure

1.8% 

(1)

28.6% 

(6)

0.0% 

(0)

0.0% 

(0)

0.0% 

(0)

  57 21 0 0 24

i. Convene 

case 

management 

meetings 

over the 

phone with 

Yes
78.6% 

(44)

90.5% 

(19)

0.0% 

(0)

0.0% 

(0)
70.8% 

(17)

No
14.3% 

(8)

0.0% 

(0)

0.0% 

(0)

0.0% 

(0)

25.0% 

(6)
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providers Don't 

know/Not 

Sure

7.1% 

(4)

9.5% 

(2)

0.0% 

(0)

0.0% 

(0)

4.2% 

(1)

  56 21 0 0 24

j. Read 

medical 

reports

Yes
100.0% 

(57)

100.0% 

(21)

0.0% 

(0)

0.0% 

(0)
100.0% 

(24)

No
0.0% 

(0)

0.0% 

(0)

0.0% 

(0)

0.0% 

(0)

0.0% 

(0)

Don't 

know/Not 

Sure

0.0% 

(0)

0.0% 

(0)

0.0% 

(0)

0.0% 

(0)

0.0% 

(0)

  57 21 0 0 24

k. Work with 

parents to 

help/assist 

them to 

become more 

independent 

and advocate 

for their child

Yes
87.5% 

(49)

95.2% 

(20)

0.0% 

(0)

0.0% 

(0)
91.7% 

(22)

No
8.9% 

(5)

0.0% 

(0)

0.0% 

(0)

0.0% 

(0)

4.2% 

(1)

Don't 

know/Not 

Sure

3.6% 

(2)

4.8% 

(1)

0.0% 

(0)

0.0% 

(0)

4.2% 

(1)

  56 21 0 0 24

l. Coordinate 

between 

parents and 

providers

Yes
98.2% 

(55)

90.5% 

(19)

0.0% 

(0)

0.0% 

(0)
95.8% 

(23)

No
0.0% 

(0)

4.8% 

(1)

0.0% 

(0)

0.0% 

(0)

4.2% 

(1)

Don't 

know/Not 

Sure

1.8% 

(1)

4.8% 

(1)

0.0% 

(0)

0.0% 

(0)

0.0% 

(0)
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  56 21 0 0 24

m. Make 

referrals for 

other 

services 

need by the 

family, such 

as in-home 

support and 

respite care

Yes
87.5% 

(49)

85.7% 

(18)

0.0% 

(0)

0.0% 

(0)
82.6% 

(19)

No
7.1% 

(4)

9.5% 

(2)

0.0% 

(0)

0.0% 

(0)

17.4% 

(4)

Don't 

know/Not 

Sure

5.4% 

(3)

4.8% 

(1)

0.0% 

(0)

0.0% 

(0)

0.0% 

(0)

  56 21 0 0 23

n. Make 

referrals for 

other social 

and mental 

health 

services

Yes
91.1% 

(51)

85.7% 

(18)

0.0% 

(0)

0.0% 

(0)
87.5% 

(21)

No
3.6% 

(2)

9.5% 

(2)

0.0% 

(0)

0.0% 

(0)

12.5% 

(3)

Don't 

know/Not 

Sure

5.4% 

(3)

4.8% 

(1)

0.0% 

(0)

0.0% 

(0)

0.0% 

(0)

  56 21 0 0 24

o. Make 

referrals for 

educational 

services

Yes
66.1% 

(37)

71.4% 

(15)

0.0% 

(0)

0.0% 

(0)
70.8% 

(17)

No
21.4% 

(12)

9.5% 

(2)

0.0% 

(0)

0.0% 

(0)

20.8% 

(5)

Don't 

know/Not 

Sure

12.5% 

(7)

19.0% 

(4)

0.0% 

(0)

0.0% 

(0)

8.3% 

(2)

  56 21 0 0 24
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p. Authorizing 

and paying 

for care but 

only care the 

for treatment 

of the 

medically 

eligible 

condition or 

complications 

of the 

condition

Yes
92.9% 

(52)

100.0% 

(21)

0.0% 

(0)

0.0% 

(0)
91.7% 

(22)

No
7.1% 

(4)

0.0% 

(0)

0.0% 

(0)

0.0% 

(0)

8.3% 

(2)

Don't 

know/Not 

Sure

0.0% 

(0)

0.0% 

(0)

0.0% 

(0)

0.0% 

(0)

0.0% 

(0)

  56 21 0 0 24

q. 

Development 

of provider 

standards 

and assuring 

adherence to 

provider 

standards

Yes
16.1% 

(9)

28.6% 

(6)

0.0% 

(0)

0.0% 

(0)

20.8% 

(5)

No
67.9% 

(38)

23.8% 

(5)

0.0% 

(0)

0.0% 

(0)
62.5% 

(15)

Don't 

know/Not 

Sure

16.1% 

(9)
47.6% 

(10)

0.0% 

(0)

0.0% 

(0)

16.7% 

(4)

  56 21 0 0 24

r. Approve 

providers for 

participation

Yes
8.9% 

(5)

19.0% 

(4)

0.0% 

(0)

0.0% 

(0)

12.5% 

(3)

No
78.6% 

(44)

28.6% 

(6)

0.0% 

(0)

0.0% 

(0)
66.7% 

(16)

Don't 

know/Not 

Sure

12.5% 

(7)
52.4% 

(11)

0.0% 

(0)

0.0% 

(0)

20.8% 

(5)

  56 21 0 0 24
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s. Choosing 

the 

appropriate 

provider for 

authorization

Yes
87.5% 

(49)

100.0% 

(21)

0.0% 

(0)

0.0% 

(0)
78.3% 

(18)

No
10.7% 

(6)

0.0% 

(0)

0.0% 

(0)

0.0% 

(0)

17.4% 

(4)

Don't 

know/Not 

Sure

1.8% 

(1)

0.0% 

(0)

0.0% 

(0)

0.0% 

(0)

4.3% 

(1)

  56 21 0 0 23

t. Coordinate 

with other 

agencies

Yes
98.2% 

(55)

100.0% 

(21)

0.0% 

(0)

0.0% 

(0)
95.8% 

(23)

No
0.0% 

(0)

0.0% 

(0)

0.0% 

(0)

0.0% 

(0)

4.2% 

(1)

Don't 

know/Not 

Sure

1.8% 

(1)

0.0% 

(0)

0.0% 

(0)

0.0% 

(0)

0.0% 

(0)

  56 21 0 0 24

u. Coordinate 

with Special 

Education 

and/or 

Regional 

Centers

Yes
96.4% 

(54)

100.0% 

(21)

0.0% 

(0)

0.0% 

(0)
95.8% 

(23)

No
0.0% 

(0)

0.0% 

(0)

0.0% 

(0)

0.0% 

(0)

0.0% 

(0)

Don't 

know/Not 

Sure

3.6% 

(2)

0.0% 

(0)

0.0% 

(0)

0.0% 

(0)

4.2% 

(1)

  56 21 0 0 24

v. Transition 

planning with 

CCS clients 

Yes
98.2% 

(55)

100.0% 

(21)

0.0% 

(0)

0.0% 

(0)
87.5% 

(21)
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who are aging 

out the the 

program

No
0.0% 

(0)

0.0% 

(0)

0.0% 

(0)

0.0% 

(0)

8.3% 

(2)

Don't 

know/Not 

Sure

1.8% 

(1)

0.0% 

(0)

0.0% 

(0)

0.0% 

(0)

4.2% 

(1)

  56 21 0 0 24

answered question 57 21 0 0 24

skipped question

17. What is the average size of the case load for CCS Case Managers in your County?

  What is your current position?  

 

County CCS Program 

administrator/manager 

or Medical Consultant

MTP 

administrator/manager

Hospital 

administrator/manager/staff

Health Plan 

administrator/manager/staff

None 

of the 

above 

(specify 

below)

Response 

Count

53 replies 11 replies 0 replies 0 replies
22 

replies
86

answered question 53 11 0 0 22 86

skipped question 131
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18. Please rate how much you agree or disagree with the following statements about realignment:

  What is your current position?  

 

County CCS Program 

administrator/manager 

or Medical Consultant

MTP 

administrator/manager

Hospital 

administrator/manager/staff

Health Plan 

administrator/manager/staff

None 

of the 

above 

(specify 

below)

Response

Totals

a. The state 

should re-

examine the 

current 

realignment 

structure and 

consider 

adjustments, 

e.g., 

returning to 

the 25% 

county share 

of costs for 

CCS that 

existed prior 

to 

realignment 

in 1991

Agree 

Strongly

29.1% 

(16)

33.3% 

(7)

0.0% 

(0)

0.0% 

(0)

25.0% 

(6)

Agree 

Somewhat

7.3% 

(4)

19.0% 

(4)

0.0% 

(0)

0.0% 

(0)

8.3% 

(2)

Disagree 

Somewhat

5.5% 

(3)

0.0% 

(0)

0.0% 

(0)

0.0% 

(0)

4.2% 

(1)

Disagree 

Strongly

3.6% 

(2)

0.0% 

(0)

0.0% 

(0)

0.0% 

(0)

0.0% 

(0)

Don’t 

Know/Not 

Sure

54.5% 

(30)

47.6% 

(10)

0.0% 

(0)

0.0% 

(0)
62.5% 

(15)

  55 21 0 0 24

b. The 

baseline 

formula for 

determining 

statutory 

maintenance-

Agree 

Strongly

55.4% 

(31)

80.0% 

(16)

0.0% 

(0)

0.0% 

(0)
50.0% 

(12)

Agree 

Somewhat

19.6% 

(11)

10.0% 

(2)

0.0% 

(0)

0.0% 

(0)

12.5% 

(3)
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of-effort 

funding 

requirement 

for counties 

needs to be 

update to 

reflect 

program 

costs in 

2010.

Disagree 

Somewhat

8.9% 

(5)

0.0% 

(0)

0.0% 

(0)

0.0% 

(0)

0.0% 

(0)

Disagree 

Strongly

1.8% 

(1)

0.0% 

(0)

0.0% 

(0)

0.0% 

(0)

0.0% 

(0)

Don’t 

Know/Not 

Sure

14.3% 

(8)

10.0% 

(2)

0.0% 

(0)

0.0% 

(0)

37.5% 

(9)

  56 20 0 0 24

answered question 56 21 0 0 24

skipped question
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19. Who should be able to provide case management for children enrolled in CCS? (Check all that apply)

  What is your current position?  

 

County CCS Program 

administrator/manager 

or Medical Consultant

MTP 

administrator/manager

Hospital 

administrator/manager/staff

Health Plan 

administrator/manager/staff

None 

of the 

above 

(specify 

below)

Response 

Totals

a. Certified case 

managers

33.3% 

(21)

44.0% 

(11)

66.7% 

(8)

50.0% 

(7)

48.4% 

(15)

42.8% 

(62)

b. RN, PHN, Medical 

Consultants, Social 

workers

96.8% 

(61)

100.0% 

(25)

83.3% 

(10)

78.6% 

(11)

93.5% 

(29)

93.8% 

(136)

c. Specially trained, 

but unlicensed staff

30.2% 

(19)

20.0% 

(5)

8.3% 

(1)

21.4% 

(3)

22.6% 

(7)

24.1% 

(35)

d. Other - (specify 

below)

6.3% 

(4)

24.0% 

(6)

25.0% 

(3)

28.6% 

(4)

6.5% 

(2)

13.1% 

(19)

Other - please 

specify
4 replies 8 replies 4 replies 4 replies 4 replies 24

answered question 63 25 12 14 31 145

skipped question 72
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20. Please rate the helpfulness of the following suggestions for improving case management. 

  What is your current position?  

 

County CCS Program 

administrator/manager 

or Medical Consultant

MTP 

administrator/manager

Hospital 

administrator/manager/staff

Health Plan 

administrator/manager/staff

None 

of the 

above 

(specify 

below)

Response

Totals

a. Have 

counties use 

standardized 

case 

management 

protocols

a. Very 

Helpful

46.7% 

(28)

40.0% 

(10)

8.3% 

(1)
57.1% 

(8)

67.7% 

(21)

b. 

Helpful

38.3% 

(23)
52.0% 

(13)

91.7% 

(11)

42.9% 

(6)

25.8% 

(8)

c. Only 

a little 

Helpful

15.0% 

(9)

4.0% 

(1)

0.0% 

(0)

0.0% 

(0)

3.2% 

(1)

d. Not 

helpful

0.0% 

(0)

4.0% 

(1)

0.0% 

(0)

0.0% 

(0)

3.2% 

(1)

  60 25 12 14 31 142

b. Create 

case 

management 

teams 

including 

county CCS 

administrative 

and MTP 

staff, 

specialist 

providers, 

HMOs/Health 

Plans, 

a. Very 

Helpful

25.4% 

(15)
41.7% 

(10)

18.2% 

(2)
85.7% 

(12)

45.2% 

(14)

b. 

Helpful

47.5% 

(28)

37.5% 

(9)
63.6% 

(7)

14.3% 

(2)

41.9% 

(13)

c. Only 

a little 

Helpful

22.0% 

(13)

12.5% 

(3)

9.1% 

(1)

0.0% 

(0)

6.5% 

(2)
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Regional 

Centers, and 

special 

education

d. Not 

helpful

5.1% 

(3)

8.3% 

(2)

9.1% 

(1)

0.0% 

(0)

6.5% 

(2)

  59 24 11 14 31 139

c. Implement 

condition-

based case 

management 

teams, and 

use a 2-tiered 

approach to 

differentiate 

between 

children who 

need lots of 

case 

management 

and those 

that need little 

or none.

a. Very 

Helpful

29.3% 

(17)
33.3% 

(8)

41.7% 

(5)

57.1% 

(8)

55.2% 

(16)

b. 

Helpful

32.8% 

(19)

29.2% 

(7)
41.7% 

(5)

21.4% 

(3)

24.1% 

(7)

c. Only 

a little 

Helpful

22.4% 

(13)

25.0% 

(6)

8.3% 

(1)

14.3% 

(2)

10.3% 

(3)

d. Not 

helpful

15.5% 

(9)

12.5% 

(3)

8.3% 

(1)

7.1% 

(1)

10.3% 

(3)

  58 24 12 14 29 137

d. Use 

technology to 

bring case 

management 

teams 

together, 

such as 

virtual case 

meetings and 

conference 

calls.

a. Very 

Helpful

43.3% 

(26)

64.0% 

(16)

41.7% 

(5)
85.7% 

(12)

56.7% 

(17)

b. 

Helpful

33.3% 

(20)

24.0% 

(6)
58.3% 

(7)

7.1% 

(1)

30.0% 

(9)

c. Only 

a little 

Helpful

20.0% 

(12)

4.0% 

(1)

0.0% 

(0)

7.1% 

(1)

10.0% 

(3)

d. Not 

helpful

3.3% 

(2)

8.0% 

(2)

0.0% 

(0)

0.0% 

(0)

3.3% 

(1)
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  60 25 12 14 30 141

e. Have 

counties hire 

and pay case 

managers but 

have them 

work at 

Special Care 

Centers.

a. Very 

Helpful

6.8% 

(4)

9.5% 

(2)

30.0% 

(3)

28.6% 

(4)

6.9% 

(2)

b. 

Helpful

16.9% 

(10)

14.3% 

(3)
40.0% 

(4)

14.3% 

(2)

27.6% 

(8)

c. Only 

a little 

Helpful

28.8% 

(17)

19.0% 

(4)

10.0% 

(1)
35.7% 

(5)

31.0% 

(9)

d. Not 

helpful

47.5% 

(28)

57.1% 

(12)

20.0% 

(2)

21.4% 

(3)
34.5% 

(10)

  59 21 10 14 29 133

f .  Case 

management 

should 

happen at the 

child’s 

medical 

home.

a. Very 

Helpful

8.3% 

(5)

0.0% 

(0)
36.4% 

(4)

50.0% 

(7)

25.0% 

(7)

b. 

Helpful

33.3% 

(20)

21.7% 

(5)

27.3% 

(3)

28.6% 

(4)
32.1% 

(9)

c. Only 

a little 

Helpful

30.0% 

(18)
43.5% 

(10)

27.3% 

(3)

14.3% 

(2)

25.0% 

(7)

d. Not 

helpful

28.3% 

(17)

34.8% 

(8)

9.1% 

(1)

7.1% 

(1)

17.9% 

(5)

  60 23 11 14 28 136

g. Implement 

electronic 

health 

information 

exchanges.

a. Very 

Helpful

66.7% 

(40)

80.0% 

(20)

63.6% 

(7)

85.7% 

(12)

76.7% 

(23)

b. 

Helpful

28.3% 

(17)

16.0% 

(4)

36.4% 

(4)

14.3% 

(2)

20.0% 

(6)

c. Only 
5.0% 0.0% 0.0% 0.0% 3.3% 
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a little 

Helpful
(3) (0) (0) (0) (1)

d. Not 

helpful

0.0% 

(0)

4.0% 

(1)

0.0% 

(0)

0.0% 

(0)

0.0% 

(0)

  60 25 11 14 30 140

h. Provide 

family 

navigators in 

hospitals to 

help parents 

when kids are 

very sick.

a. Very 

Helpful

34.4% 

(21)
70.8% 

(17)

54.5% 

(6)

64.3% 

(9)

66.7% 

(20)

b. 

Helpful

42.6% 

(26)

16.7% 

(4)

45.5% 

(5)

28.6% 

(4)

26.7% 

(8)

c. Only 

a little 

Helpful

14.8% 

(9)

8.3% 

(2)

0.0% 

(0)

7.1% 

(1)

3.3% 

(1)

d. Not 

helpful

8.2% 

(5)

4.2% 

(1)

0.0% 

(0)

0.0% 

(0)

3.3% 

(1)

  61 24 11 14 30 140

answered question 62 25 12 14 31 144

skipped question 73
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21. Please indicate how much you agree or disagree with the following statements about case management:

  What is your current position?  

 

County CCS Program 

administrator/manager 

or Medical Consultant

MTP 

administrator/manager

Hospital 

administrator/manager/staff

Health Plan 

administrator/manager/staff

None 

of the 

above 

(specify 

below)

Response

Totals

a. County 

CCS staff 

can do the 

best job at 

case 

management 

since they 

are familiar 

with local 

providers 

and other 

resources.

Agree 

Strongly

82.3% 

(51)

88.0% 

(22)

16.7% 

(2)

21.4% 

(3)
71.0% 

(22)

Agree 

Somewhat

14.5% 

(9)

12.0% 

(3)

25.0% 

(3)

21.4% 

(3)

12.9% 

(4)

Disagree 

Somewhat

3.2% 

(2)

0.0% 

(0)
41.7% 

(5)

42.9% 

(6)

12.9% 

(4)

Disagree 

Strongly

0.0% 

(0)

0.0% 

(0)

8.3% 

(1)

14.3% 

(2)

3.2% 

(1)

Don’t 

Know/Not 

Sure

0.0% 

(0)

0.0% 

(0)

8.3% 

(1)

0.0% 

(0)

0.0% 

(0)

  62 25 12 14 31

b. For the 

children 

receiving the 

majority of 

their care at 

Special Care 

Centers, it 

would be 

more 

effective 

Agree 

Strongly

8.1% 

(5)

4.0% 

(1)

41.7% 

(5)
42.9% 

(6)

19.4% 

(6)

Agree 

Somewhat

19.4% 

(12)

20.0% 

(5)
58.3% 

(7)

7.1% 

(1)

22.6% 

(7)

Disagree 

Somewhat

40.3% 

(25)

28.0% 

(7)

0.0% 

(0)
42.9% 

(6)

32.3% 

(10)
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and efficient 

to have the 

Special Care 

Centers do 

the case 

management 

and care 

coordination 

of these 

children.

Disagree 

Strongly

30.6% 

(19)
40.0% 

(10)

0.0% 

(0)

7.1% 

(1)

19.4% 

(6)

Don’t 

Know/Not 

Sure

1.6% 

(1)

8.0% 

(2)

0.0% 

(0)

0.0% 

(0)

6.5% 

(2)

  62 25 12 14 31

answered question 63 25 12 14 31

skipped question
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22. It is more efficient and effective to have one system of care, including primary care providers and specialty providers, caring for ALL of the health 

needs of children with CCS-eligible conditions (care for the whole child) instead of having CCS providers give care for ONLY the CCS-eligible 

conditions.

  What is your current position?  

 

County CCS Program 

administrator/manager 

or Medical Consultant

MTP 

administrator/manager

Hospital 

administrator/manager/staff

Health Plan 

administrator/manager/staff

None 

of the 

above 

(specify 

below)

Response 

Totals

a. Agree Strongly
67.2% 

(41)

50.0% 

(12)

41.7% 

(5)

69.2% 

(9)

41.4% 

(12)

56.8% 

(79)

b. Agree Somewhat
21.3% 

(13)

37.5% 

(9)

33.3% 

(4)

15.4% 

(2)

34.5% 

(10)

27.3% 

(38)

c. Disagree 

Somewhat

4.9% 

(3)

4.2% 

(1)

16.7% 

(2)

15.4% 

(2)

13.8% 

(4)

8.6% 

(12)

d. Disagree Strongly
4.9% 

(3)

4.2% 

(1)

0.0% 

(0)

0.0% 

(0)

6.9% 

(2)

4.3% 

(6)

e. Don’t Know/Not 

Sure

1.6% 

(1)

4.2% 

(1)

8.3% 

(1)

0.0% 

(0)

3.4% 

(1)

2.9% 

(4)

answered question 61 24 12 13 29 139

skipped question 78
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23. Carving out children’s care for and coverage of CCS-eligible medical conditions from their health plans (that is, care for the CCS-eligible conditions 

is not the responsibility of their health plan) has been important for improving the quality of care for their CCS-eligible conditions.

  What is your current position?  

 

County CCS Program 

administrator/manager 

or Medical Consultant

MTP 

administrator/manager

Hospital 

administrator/manager/staff

Health Plan 

administrator/manager/staff

None 

of the 

above 

(specify 

below)

Response 

Totals

a. Agree Strongly
36.7% 

(22)

58.3% 

(14)

58.3% 

(7)

38.5% 

(5)

17.2% 

(5)
38.4% 

(53)

b. Agree Somewhat
26.7% 

(16)

4.2% 

(1)

16.7% 

(2)

0.0% 

(0)

20.7% 

(6)

18.1% 

(25)

c. Disagree 

Somewhat

13.3% 

(8)

4.2% 

(1)

16.7% 

(2)

15.4% 

(2)
27.6% 

(8)

15.2% 

(21)

d. Disagree Strongly
15.0% 

(9)

8.3% 

(2)

8.3% 

(1)
46.2% 

(6)

17.2% 

(5)

16.7% 

(23)

e. Don’t Know/Not 

Sure

8.3% 

(5)

25.0% 

(6)

0.0% 

(0)

0.0% 

(0)

17.2% 

(5)

11.6% 

(16)

answered question 60 24 12 13 29 138

skipped question 79
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24. Case management and care coordination are more difficult where services are carved out (that is, care for the CCS-eligible conditions is not the 

responsibility of the health plan).

  What is your current position?  

 

County CCS Program 

administrator/manager 

or Medical Consultant

MTP 

administrator/manager

Hospital 

administrator/manager/staff

Health Plan 

administrator/manager/staff

None 

of the 

above 

(specify 

below)

Response 

Totals

a. Agree Strongly
25.4% 

(15)

17.4% 

(4)

25.0% 

(3)
53.8% 

(7)

37.9% 

(11)

29.4% 

(40)

b. Agree Somewhat
37.3% 

(22)

21.7% 

(5)
33.3% 

(4)

23.1% 

(3)

20.7% 

(6)
29.4% 

(40)

c. Disagree 

Somewhat

16.9% 

(10)
30.4% 

(7)

25.0% 

(3)

7.7% 

(1)

24.1% 

(7)

20.6% 

(28)

d. Disagree Strongly
8.5% 

(5)

17.4% 

(4)

8.3% 

(1)

15.4% 

(2)

3.4% 

(1)

9.6% 

(13)

e. Don’t Know/Not 

Sure

11.9% 

(7)

13.0% 

(3)

8.3% 

(1)

0.0% 

(0)

13.8% 

(4)

11.0% 

(15)

answered question 59 23 12 13 29 136

skipped question 81
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25. Continuity of care is harder when the CCS-eligible condition is carved out (that is, care for the CCS-eligible conditions is not the responsibility of the 

health plan).

  What is your current position?  

 

County CCS Program 

administrator/manager 

or Medical Consultant

MTP 

administrator/manager

Hospital 

administrator/manager/staff

Health Plan 

administrator/manager/staff

None 

of the 

above 

(specify 

below)

Response 

Totals

a. Agree Strongly
23.3% 

(14)

12.5% 

(3)

25.0% 

(3)
46.2% 

(6)

39.3% 

(11)

27.0% 

(37)

b. Agree Somewhat
31.7% 

(19)

29.2% 

(7)

25.0% 

(3)

15.4% 

(2)

14.3% 

(4)

25.5% 

(35)

c. Disagree 

Somewhat

18.3% 

(11)
33.3% 

(8)

33.3% 

(4)

7.7% 

(1)

32.1% 

(9)

24.1% 

(33)

d. Disagree Strongly
13.3% 

(8)

16.7% 

(4)

8.3% 

(1)

30.8% 

(4)

10.7% 

(3)

14.6% 

(20)

e. Don’t Know/Not 

Sure

13.3% 

(8)

8.3% 

(2)

8.3% 

(1)

0.0% 

(0)

3.6% 

(1)

8.8% 

(12)

answered question 60 24 12 13 28 137

skipped question 80
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26. When care for the CCS child is divided, with care for the CCS-eligible condition being the responsibility of CCS and the rest of the child’s health care 

needs being covered by the child’s health plan, it creates confusion about who is accountable for paying for services, CCS or the child’s health plan.

  What is your current position?  

 

County CCS Program 

administrator/manager 

or Medical Consultant

MTP 

administrator/manager

Hospital 

administrator/manager/staff

Health Plan 

administrator/manager/staff

None 

of the 

above 

(specify 

below)

Response 

Totals

a. Agree Strongly
53.3% 

(32)

34.8% 

(8)

30.0% 

(3)

61.5% 

(8)

50.0% 

(14)

48.5% 

(65)

b. Agree Somewhat
38.3% 

(23)

26.1% 

(6)
30.0% 

(3)

7.7% 

(1)

32.1% 

(9)

31.3% 

(42)

c. Disagree 

Somewhat

1.7% 

(1)

30.4% 

(7)

20.0% 

(2)

7.7% 

(1)

14.3% 

(4)

11.2% 

(15)

d. Disagree Strongly
5.0% 

(3)

0.0% 

(0)

20.0% 

(2)

23.1% 

(3)

3.6% 

(1)

6.7% 

(9)

e. Don’t Know/Not 

Sure

1.7% 

(1)

8.7% 

(2)

0.0% 

(0)

0.0% 

(0)

0.0% 

(0)

2.2% 

(3)

answered question 60 23 10 13 28 134

skipped question 83

Appendix 27
FHOP Survey of CCS Administrators Hospitals and Health Plans

Title V CCS Needs Assessment 2010
Family Health Outcomes Project UCSF



56 of 89

27. When care for CCS-eligible conditions is carved in to a child’s health plan (that is, care for the CCS-eligible conditions is the responsibility of their 

health plan), payment is inadequate to cover the services provided

  What is your current position?  

 

County CCS Program 

administrator/manager 

or Medical Consultant

MTP 

administrator/manager

Hospital 

administrator/manager/staff

Health Plan 

administrator/manager/staff

None 

of the 

above 

(specify 

below)

Response 

Totals

a. Agree Strongly
29.8% 

(17)

29.2% 

(7)
50.0% 

(6)

38.5% 

(5)

18.5% 

(5)

30.1% 

(40)

b. Agree Somewhat
17.5% 

(10)

16.7% 

(4)

16.7% 

(2)

0.0% 

(0)

18.5% 

(5)

15.8% 

(21)

c. Disagree 

Somewhat

5.3% 

(3)

4.2% 

(1)

0.0% 

(0)

0.0% 

(0)

14.8% 

(4)

6.0% 

(8)

d. Disagree Strongly
1.8% 

(1)

0.0% 

(0)

0.0% 

(0)

23.1% 

(3)

7.4% 

(2)

4.5% 

(6)

e. Don’t Know/Not 

Sure
45.6% 

(26)

50.0% 

(12)

33.3% 

(4)
38.5% 

(5)

40.7% 

(11)

43.6% 

(58)

answered question 57 24 12 13 27 133

skipped question 84
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28. It is a problem for providers that children with Healthy Families do not have retroactive eligibility for CCS conditions the way that children covered 

Medi-Cal do.

  What is your current position?  

 

County CCS Program 

administrator/manager 

or Medical Consultant

MTP 

administrator/manager

Hospital 

administrator/manager/staff

Health Plan 

administrator/manager/staff

None 

of the 

above 

(specify 

below)

Response 

Totals

a. Agree Strongly
57.6% 

(34)

25.0% 

(6)
75.0% 

(9)

61.5% 

(8)

55.6% 

(15)

53.3% 

(72)

b. Agree Somewhat
27.1% 

(16)

16.7% 

(4)

8.3% 

(1)

15.4% 

(2)

29.6% 

(8)

23.0% 

(31)

c. Disagree 

Somewhat

3.4% 

(2)

0.0% 

(0)

0.0% 

(0)

0.0% 

(0)

0.0% 

(0)

1.5% 

(2)

d. Disagree Strongly
3.4% 

(2)

0.0% 

(0)

0.0% 

(0)

0.0% 

(0)

0.0% 

(0)

1.5% 

(2)

e. Don’t Know/Not 

Sure

8.5% 

(5)
58.3% 

(14)

16.7% 

(2)

23.1% 

(3)

14.8% 

(4)

20.7% 

(28)

answered question 59 24 12 13 27 135

skipped question 82
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29. When care for CCS-eligible conditions is carved in to a child’s health plan (that is, care for the CCS-eligible conditions is the responsibility of their 

health plan), children have difficulty getting access to the CCS approved specialty services the child needs.

  What is your current position?  

 

County CCS Program 

administrator/manager 

or Medical Consultant

MTP 

administrator/manager

Hospital 

administrator/manager/staff

Health Plan 

administrator/manager/staff

None 

of the 

above 

(specify 

below)

Response 

Totals

a. Agree Strongly
28.1% 

(16)

33.3% 

(8)

33.3% 

(4)

23.1% 

(3)

14.8% 

(4)

26.3% 

(35)

b. Agree Somewhat
22.8% 

(13)

16.7% 

(4)

8.3% 

(1)

15.4% 

(2)

22.2% 

(6)

19.5% 

(26)

c. Disagree 

Somewhat

8.8% 

(5)

8.3% 

(2)

0.0% 

(0)

15.4% 

(2)

11.1% 

(3)

9.0% 

(12)

d. Disagree Strongly
7.0% 

(4)

4.2% 

(1)

16.7% 

(2)
30.8% 

(4)

11.1% 

(3)

10.5% 

(14)

e. Don’t Know/Not 

Sure
33.3% 

(19)

37.5% 

(9)

41.7% 

(5)

15.4% 

(2)
40.7% 

(11)

34.6% 

(46)

answered question 57 24 12 13 27 133

skipped question 84
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30. When care for CCS-eligible conditions is carved out of health plans (that is, care for the CCS-eligible conditions is not the responsibility of the health 

plan), it creates the incentive for health plans to try and identify conditions as CCS-eligible so CCS will have to cover the cost of treatment.

  What is your current position?  

 

County CCS Program 

administrator/manager 

or Medical Consultant

MTP 

administrator/manager

Hospital 

administrator/manager/staff

Health Plan 

administrator/manager/staff

None 

of the 

above 

(specify 

below)

Response 

Totals

a. Agree Strongly
72.9% 

(43)

37.5% 

(9)

33.3% 

(4)

41.7% 

(5)

55.6% 

(15)

56.7% 

(76)

b. Agree Somewhat
18.6% 

(11)
37.5% 

(9)

25.0% 

(3)

25.0% 

(3)

25.9% 

(7)

24.6% 

(33)

c. Disagree 

Somewhat

1.7% 

(1)

4.2% 

(1)

16.7% 

(2)

16.7% 

(2)

7.4% 

(2)

6.0% 

(8)

d. Disagree Strongly
0.0% 

(0)

0.0% 

(0)

0.0% 

(0)

8.3% 

(1)

0.0% 

(0)

0.7% 

(1)

e. Don’t Know/Not 

Sure

6.8% 

(4)

20.8% 

(5)

25.0% 

(3)

8.3% 

(1)

11.1% 

(3)

11.9% 

(16)

answered question 59 24 12 12 27 134

skipped question 83
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31. If CCS services were integrated into Medi-Cal managed care plans, the CCS program, CCS standards, and CCS guidelines and special care centers 

would be compromised.

  What is your current position?  

 

County CCS Program 

administrator/manager 

or Medical Consultant

MTP 

administrator/manager

Hospital 

administrator/manager/staff

Health Plan 

administrator/manager/staff

None 

of the 

above 

(specify 

below)

Response 

Totals

a. Agree Strongly
58.6% 

(34)

58.3% 

(14)

33.3% 

(4)

30.8% 

(4)
37.0% 

(10)

49.3% 

(66)

b. Agree Somewhat
22.4% 

(13)

16.7% 

(4)

8.3% 

(1)

7.7% 

(1)

7.4% 

(2)

15.7% 

(21)

c. Disagree 

Somewhat

6.9% 

(4)

4.2% 

(1)
41.7% 

(5)

0.0% 

(0)

22.2% 

(6)

11.9% 

(16)

d. Disagree Strongly
1.7% 

(1)

4.2% 

(1)

0.0% 

(0)
53.8% 

(7)

7.4% 

(2)

8.2% 

(11)

e. Don’t Know/Not 

Sure

10.3% 

(6)

16.7% 

(4)

16.7% 

(2)

7.7% 

(1)

25.9% 

(7)

14.9% 

(20)

answered question 58 24 12 13 27 134

skipped question 83
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32. Special Care Centers should hire primary care providers (physicians and nurse practitioners) to provider primary care services to CCS clients.

  What is your current position?  

 

County CCS Program 

administrator/manager 

or Medical Consultant

MTP 

administrator/manager

Hospital 

administrator/manager/staff

Health Plan 

administrator/manager/staff

None 

of the 

above 

(specify 

below)

Response 

Totals

Agree Strongly
13.8% 

(8)

17.4% 

(4)

8.3% 

(1)
38.5% 

(5)

17.2% 

(5)

17.0% 

(23)

Agree Somewhat
32.8% 

(19)

21.7% 

(5)
33.3% 

(4)

15.4% 

(2)
24.1% 

(7)

27.4% 

(37)

Disagree Somewhat
19.0% 

(11)

13.0% 

(3)

16.7% 

(2)

15.4% 

(2)

20.7% 

(6)

17.8% 

(24)

Disagree Strongly
15.5% 

(9)

21.7% 

(5)

16.7% 

(2)

23.1% 

(3)

13.8% 

(4)

17.0% 

(23)

Don't Know/Not Sure
19.0% 

(11)
26.1% 

(6)

25.0% 

(3)

7.7% 

(1)
24.1% 

(7)

20.7% 

(28)

answered question 58 23 12 13 29 135

skipped question 82
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33. CCS should panel nurse practitioners working at the special care centers under the guidance of a CCS-paneled physician.

  What is your current position?  

 

County CCS Program 

administrator/manager 

or Medical Consultant

MTP 

administrator/manager

Hospital 

administrator/manager/staff

Health Plan 

administrator/manager/staff

None 

of the 

above 

(specify 

below)

Response 

Totals

Agree Strongly
28.1% 

(16)

20.8% 

(5)
75.0% 

(9)

46.2% 

(6)

48.3% 

(14)

37.0% 

(50)

Agree Somewhat
43.9% 

(25)

54.2% 

(13)

8.3% 

(1)

38.5% 

(5)

27.6% 

(8)
38.5% 

(52)

Disagree Somewhat
8.8% 

(5)

8.3% 

(2)

8.3% 

(1)

7.7% 

(1)

10.3% 

(3)

8.9% 

(12)

Disagree Strongly
3.5% 

(2)

4.2% 

(1)

0.0% 

(0)

7.7% 

(1)

6.9% 

(2)

4.4% 

(6)

Don't Know/Not Sure
15.8% 

(9)

12.5% 

(3)

8.3% 

(1)

0.0% 

(0)

6.9% 

(2)

11.1% 

(15)

answered question 57 24 12 13 29 135

skipped question 82
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34. CCS should work with primary care physicians and care coordinators to develop approaches (such as implementing enhanced medical homes) that 

could decrease ER visits and hospitalizations for CCS children.

  What is your current position?  

 

County CCS Program 

administrator/manager 

or Medical Consultant

MTP 

administrator/manager

Hospital 

administrator/manager/staff

Health Plan 

administrator/manager/staff

None 

of the 

above 

(specify 

below)

Response 

Totals

Agree Strongly
44.8% 

(26)

50.0% 

(12)

83.3% 

(10)

66.7% 

(8)

77.8% 

(21)

57.9% 

(77)

Agree Somewhat
44.8% 

(26)

41.7% 

(10)

16.7% 

(2)

25.0% 

(3)

18.5% 

(5)

34.6% 

(46)

Disagree Somewhat
3.4% 

(2)

0.0% 

(0)

0.0% 

(0)

0.0% 

(0)

0.0% 

(0)

1.5% 

(2)

Disagree Somewhat
1.7% 

(1)

0.0% 

(0)

0.0% 

(0)

8.3% 

(1)

0.0% 

(0)

1.5% 

(2)

Don't Know/Not Sure
5.2% 

(3)

8.3% 

(2)

0.0% 

(0)

0.0% 

(0)

3.7% 

(1)

4.5% 

(6)

answered question 58 24 12 12 27 133

skipped question 84
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35. CCS should re-examine CCS eligibility criteria for NICU care. 

  What is your current position?  

 

County CCS Program 

administrator/manager 

or Medical Consultant

MTP 

administrator/manager

Hospital 

administrator/manager/staff

Health Plan 

administrator/manager/staff

None 

of the 

above 

(specify 

below)

Response 

Totals

a. Agree Strongly
47.5% 

(28)

12.5% 

(3)

8.3% 

(1)
53.8% 

(7)

40.7% 

(11)

37.0% 

(50)

b. Agree Somewhat
23.7% 

(14)

12.5% 

(3)

25.0% 

(3)

7.7% 

(1)

22.2% 

(6)

20.0% 

(27)

c. Disagree 

Somewhat

10.2% 

(6)

8.3% 

(2)

16.7% 

(2)

0.0% 

(0)

3.7% 

(1)

8.1% 

(11)

d. Disagree Strongly
1.7% 

(1)

8.3% 

(2)

0.0% 

(0)

15.4% 

(2)

3.7% 

(1)

4.4% 

(6)

e. Don’t Know/Not 

Sure

16.9% 

(10)
58.3% 

(14)

50.0% 

(6)

23.1% 

(3)

29.6% 

(8)

30.4% 

(41)

answered question 59 24 12 13 27 135

skipped question 82
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36. If an infant needs care in a NICU, that care should be covered under CCS, regardless of whether the infant has a CCS-eligible condition.

  What is your current position?  

 

County CCS Program 

administrator/manager 

or Medical Consultant

MTP 

administrator/manager

Hospital 

administrator/manager/staff

Health Plan 

administrator/manager/staff

None 

of the 

above 

(specify 

below)

Response 

Totals

a. Agree Strongly
6.8% 

(4)

0.0% 

(0)

8.3% 

(1)
53.8% 

(7)

7.1% 

(2)

10.3% 

(14)

b. Agree Somewhat
11.9% 

(7)

0.0% 

(0)

16.7% 

(2)

23.1% 

(3)

14.3% 

(4)

11.8% 

(16)

c. Disagree 

Somewhat

15.3% 

(9)

16.7% 

(4)

33.3% 

(4)

7.7% 

(1)

25.0% 

(7)

18.4% 

(25)

d. Disagree Strongly
59.3% 

(35)

37.5% 

(9)

0.0% 

(0)

7.7% 

(1)
35.7% 

(10)

40.4% 

(55)

e. Don’t Know/Not 

Sure

6.8% 

(4)
45.8% 

(11)

41.7% 

(5)

7.7% 

(1)

17.9% 

(5)

19.1% 

(26)

answered question 59 24 12 13 28 136

skipped question 81
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37. NICU care for infants should only be covered by CCS if the infant has been diagnosed with a CCS-eligible condition, otherwise the cost of the NICU 

care should be covered by the child’s health plan.

  What is your current position?  

 

County CCS Program 

administrator/manager 

or Medical Consultant

MTP 

administrator/manager

Hospital 

administrator/manager/staff

Health Plan 

administrator/manager/staff

None 

of the 

above 

(specify 

below)

Response 

Totals

a. Agree Strongly
60.3% 

(35)

45.8% 

(11)

16.7% 

(2)

15.4% 

(2)
60.7% 

(17)

49.6% 

(67)

b. Agree Somewhat
17.2% 

(10)

16.7% 

(4)

16.7% 

(2)

7.7% 

(1)

17.9% 

(5)

16.3% 

(22)

c. Disagree 

Somewhat

13.8% 

(8)

0.0% 

(0)

16.7% 

(2)

23.1% 

(3)

3.6% 

(1)

10.4% 

(14)

d. Disagree Strongly
3.4% 

(2)

0.0% 

(0)

8.3% 

(1)
46.2% 

(6)

3.6% 

(1)

7.4% 

(10)

e. Don’t Know/Not 

Sure

5.2% 

(3)

37.5% 

(9)
41.7% 

(5)

7.7% 

(1)

14.3% 

(4)

16.3% 

(22)

answered question 58 24 12 13 28 135

skipped question 82
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38. There should be capitated rates for NICU coverage.

  What is your current position?  

 

County CCS Program 

administrator/manager 

or Medical Consultant

MTP 

administrator/manager

Hospital 

administrator/manager/staff

Health Plan 

administrator/manager/staff

None 

of the 

above 

(specify 

below)

Response 

Totals

a. Agree Strongly
13.6% 

(8)

0.0% 

(0)

0.0% 

(0)

16.7% 

(2)

21.4% 

(6)

11.9% 

(16)

b. Agree Somewhat
22.0% 

(13)

16.7% 

(4)

0.0% 

(0)

8.3% 

(1)

21.4% 

(6)

17.8% 

(24)

c. Disagree 

Somewhat

18.6% 

(11)

8.3% 

(2)

16.7% 

(2)

25.0% 

(3)

14.3% 

(4)

16.3% 

(22)

d. Disagree Strongly
8.5% 

(5)

12.5% 

(3)
41.7% 

(5)

8.3% 

(1)

3.6% 

(1)

11.1% 

(15)

e. Don’t Know/Not 

Sure
37.3% 

(22)

62.5% 

(15)

41.7% 

(5)

41.7% 

(5)

39.3% 

(11)

43.0% 

(58)

answered question 59 24 12 12 28 135

skipped question 82
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39. The State should re-examine medical eligibly for CCS to focus on longer term conditions that need intensive case management and care coordination. 

  What is your current position?  

 

County CCS Program 

administrator/manager 

or Medical Consultant

MTP 

administrator/manager

Hospital 

administrator/manager/staff

Health Plan 

administrator/manager/staff

None 

of the 

above 

(specify 

below)

Response 

Totals

a. Agree Strongly
65.5% 

(38)

50.0% 

(12)

25.0% 

(3)
41.7% 

(5)

50.0% 

(14)

53.7% 

(72)

b. Agree Somewhat
24.1% 

(14)

37.5% 

(9)
66.7% 

(8)

25.0% 

(3)

42.9% 

(12)

34.3% 

(46)

c. Disagree 

Somewhat

6.9% 

(4)

0.0% 

(0)

8.3% 

(1)

16.7% 

(2)

3.6% 

(1)

6.0% 

(8)

d. Disagree Strongly
0.0% 

(0)

4.2% 

(1)

0.0% 

(0)

8.3% 

(1)

0.0% 

(0)

1.5% 

(2)

e. Don’t Know/Not 

Sure

3.4% 

(2)

8.3% 

(2)

0.0% 

(0)

8.3% 

(1)

3.6% 

(1)

4.5% 

(6)

answered question 58 24 12 12 28 134

skipped question 83
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40. There may be small variations between counties in medical eligibility determinations, but this does not create significant problems.

  What is your current position?  

 

County CCS Program 

administrator/manager 

or Medical Consultant

MTP 

administrator/manager

Hospital 

administrator/manager/staff

Health Plan 

administrator/manager/staff

None 

of the 

above 

(specify 

below)

Response 

Totals

a. Agree Strongly
27.1% 

(16)

20.8% 

(5)

0.0% 

(0)

23.1% 

(3)

7.4% 

(2)

19.3% 

(26)

b. Agree Somewhat
25.4% 

(15)
37.5% 

(9)

16.7% 

(2)

7.7% 

(1)
33.3% 

(9)

26.7% 

(36)

c. Disagree 

Somewhat
33.9% 

(20)

25.0% 

(6)
33.3% 

(4)

0.0% 

(0)
33.3% 

(9)

28.9% 

(39)

d. Disagree Strongly
8.5% 

(5)

4.2% 

(1)

16.7% 

(2)
69.2% 

(9)

11.1% 

(3)

14.8% 

(20)

e. Don’t Know/Not 

Sure

5.1% 

(3)

12.5% 

(3)
33.3% 

(4)

0.0% 

(0)

14.8% 

(4)

10.4% 

(14)

answered question 59 24 12 13 27 135

skipped question 82
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41. There is significant variation in the amount of money counties are willing or able to spend serving CCS patients.

  What is your current position?  

 

County CCS Program 

administrator/manager 

or Medical Consultant

MTP 

administrator/manager

Hospital 

administrator/manager/staff

Health Plan 

administrator/manager/staff

None 

of the 

above 

(specify 

below)

Response 

Totals

a. Agree Strongly
36.2% 

(21)

20.8% 

(5)

16.7% 

(2)
33.3% 

(4)

25.9% 

(7)

29.3% 

(39)

b. Agree Somewhat
27.6% 

(16)
33.3% 

(8)

33.3% 

(4)

25.0% 

(3)

14.8% 

(4)

26.3% 

(35)

c. Disagree 

Somewhat

5.2% 

(3)

12.5% 

(3)

0.0% 

(0)

0.0% 

(0)

11.1% 

(3)

6.8% 

(9)

d. Disagree Strongly
1.7% 

(1)

0.0% 

(0)

0.0% 

(0)

8.3% 

(1)

0.0% 

(0)

1.5% 

(2)

e. Don’t Know/Not 

Sure

29.3% 

(17)
33.3% 

(8)

50.0% 

(6)

33.3% 

(4)

48.1% 

(13)

36.1% 

(48)

answered question 58 24 12 12 27 133

skipped question 84
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42. Medical eligibility determinations should be made at a regional or statewide level instead of by Counties’ CCS Medical Eligibility consultants.

  What is your current position?  

 

County CCS Program 

administrator/manager 

or Medical Consultant

MTP 

administrator/manager

Hospital 

administrator/manager/staff

Health Plan 

administrator/manager/staff

None 

of the 

above 

(specify 

below)

Response 

Totals

a. Agree Strongly
5.2% 

(3)

4.2% 

(1)
25.0% 

(3)

38.5% 

(5)

7.1% 

(2)

10.4% 

(14)

b. Agree Somewhat
19.0% 

(11)

0.0% 

(0)
25.0% 

(3)

23.1% 

(3)

3.6% 

(1)

13.3% 

(18)

c. Disagree 

Somewhat

10.3% 

(6)

29.2% 

(7)
25.0% 

(3)

7.7% 

(1)

25.0% 

(7)

17.8% 

(24)

d. Disagree Strongly
58.6% 

(34)

62.5% 

(15)

0.0% 

(0)

23.1% 

(3)
60.7% 

(17)

51.1% 

(69)

e. Don’t Know/Not 

Sure

6.9% 

(4)

4.2% 

(1)
25.0% 

(3)

7.7% 

(1)

3.6% 

(1)

7.4% 

(10)

answered question 58 24 12 13 28 135

skipped question 82
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43. Are you a Hospital Administrator or a staff member of a Health Plan?

  What is your current position?  

 

County CCS Program 

administrator/manager 

or Medical Consultant

MTP 

administrator/manager

Hospital 

administrator/manager/staff

Health Plan 

administrator/manager/staff

None 

of the 

above 

(specify 

below)

Response 

Totals

Yes
1.6% 

(1)

0.0% 

(0)

30.8% 

(4)
92.3% 

(12)

0.0% 

(0)

11.9% 

(17)

No
98.4% 

(61)

100.0% 

(24)

69.2% 

(9)

7.7% 

(1)
100.0% 

(31)

88.1% 

(126)

answered question 62 24 13 13 31 143

skipped question 74
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44. Please tell us how often, if ever, the following present problems for your patients:

  What is your current position?

 

County CCS Program 

administrator/manager 

or Medical Consultant

MTP 

administrator/manager

Hospital 

administrator/manager/staff

Health Plan 

administrator/manager/staff

None 

of the 

above 

(specify 

below)

Response

a. Too few 

DME providers 

being available 

due to low 

reimbursement 

rates.

Not a 

problem

0.0% 

(0)

0.0% 

(0)

0.0% 

(0)

16.7% 

(2)

0.0% 

(0)

Only rarely a 

problem

0.0% 

(0)

0.0% 

(0)

0.0% 

(0)

0.0% 

(0)

0.0% 

(0)

Occasionally 

a problem

0.0% 

(0)

0.0% 

(0)

0.0% 

(0)
41.7% 

(5)

0.0% 

(0)

Frequently a 

problem

0.0% 

(0)

0.0% 

(0)
100.0% 

(4)

25.0% 

(3)

0.0% 

(0)

Don't 

Know/Not 

sure

0.0% 

(0)

0.0% 

(0)

0.0% 

(0)

16.7% 

(2)

0.0% 

(0)

  0 0 4 12 0

b. DME 

providers 

refusing to 

provide certain 

kinds of 

equipment due 

to low 

reimbursement 

rates for that 

equipment.

Not a 

problem

0.0% 

(0)

0.0% 

(0)

0.0% 

(0)

16.7% 

(2)

0.0% 

(0)

Only rarely a 

problem

0.0% 

(0)

0.0% 

(0)

0.0% 

(0)

0.0% 

(0)

0.0% 

(0)

Occasionally 

a problem

0.0% 

(0)

0.0% 

(0)

25.0% 

(1)
41.7% 

(5)

0.0% 

(0)

Frequently a 0.0% 0.0% 75.0% 25.0% 0.0% 
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problem (0) (0) (3) (3) (0)

Don't 

Know/Not 

sure

0.0% 

(0)

0.0% 

(0)

0.0% 

(0)

16.7% 

(2)

0.0% 

(0)

  0 0 4 12 0

c. Client 

discharges 

being delayed 

because of 

delays in 

getting DME 

(e.g. 

ventilators, 

apnea 

monitors, 

wheel chairs.

Not a 

problem

0.0% 

(0)

0.0% 

(0)

0.0% 

(0)

16.7% 

(2)

0.0% 

(0)

Only rarely a 

problem

0.0% 

(0)

0.0% 

(0)

0.0% 

(0)

16.7% 

(2)

0.0% 

(0)

Occasionally 

a problem

0.0% 

(0)

0.0% 

(0)

25.0% 

(1)
25.0% 

(3)

0.0% 

(0)

Frequently a 

problem

0.0% 

(0)

0.0% 

(0)
75.0% 

(3)

25.0% 

(3)

0.0% 

(0)

Don't 

Know/Not 

sure

0.0% 

(0)

0.0% 

(0)

0.0% 

(0)

16.7% 

(2)

0.0% 

(0)

  0 0 4 12 0

d. Hospitals or 

families 

having to 

purchase DME 

so that clients 

can be 

discharged in 

a timely 

manner.

Not a 

problem

0.0% 

(0)

0.0% 

(0)

0.0% 

(0)

25.0% 

(3)

0.0% 

(0)

Only rarely a 

problem

0.0% 

(0)

0.0% 

(0)
25.0% 

(1)

16.7% 

(2)

0.0% 

(0)

Occasionally 

a problem

0.0% 

(0)

0.0% 

(0)
25.0% 

(1)

8.3% 

(1)

0.0% 

(0)

Frequently a 

problem

0.0% 

(0)

0.0% 

(0)
25.0% 

(1)

16.7% 

(2)

0.0% 

(0)

Don't 
0.0% 0.0% 25.0% 33.3% 0.0% 
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Know/Not 

sure
(0) (0) (1) (4) (0)

  0 0 4 12 0

e. Clients 

missing school 

due to delays 

in getting or 

repairing 

needed DME.

Not a 

problem

0.0% 

(0)

0.0% 

(0)
25.0% 

(1)

36.4% 

(4)

0.0% 

(0)

Only rarely a 

problem

0.0% 

(0)

0.0% 

(0)

0.0% 

(0)

9.1% 

(1)

0.0% 

(0)

Occasionally 

a problem

0.0% 

(0)

0.0% 

(0)
25.0% 

(1)

9.1% 

(1)

0.0% 

(0)

Frequently a 

problem

0.0% 

(0)

0.0% 

(0)
25.0% 

(1)

9.1% 

(1)

0.0% 

(0)

Don't 

Know/Not 

sure

0.0% 

(0)

0.0% 

(0)
25.0% 

(1)

36.4% 

(4)

0.0% 

(0)

  0 0 4 11 0

answered question 0 0 4 12 0

skipped question
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45. Please tell us how easy it is for youth/young adults who have aged out of CCS to find a new specialty care provider when if one is needed? 

  What is your current position?  

 

County CCS Program 

administrator/manager 

or Medical Consultant

MTP 

administrator/manager

Hospital 

administrator/manager/staff

Health Plan 

administrator/manager/staff

None 

of the 

above 

(specify 

below)

Response 

Totals

Very Easy
0.0% 

(0)

0.0% 

(0)

0.0% 

(0)

7.7% 

(1)

0.0% 

(0)

0.8% 

(1)

Somewhat Easy
14.0% 

(8)

20.8% 

(5)

0.0% 

(0)

15.4% 

(2)

15.4% 

(4)

14.4% 

(19)

Somewhat Hard
31.6% 

(18)
37.5% 

(9)

8.3% 

(1)
38.5% 

(5)

42.3% 

(11)

33.3% 

(44)

Very Hard
49.1% 

(28)

37.5% 

(9)

41.7% 

(5)

15.4% 

(2)

26.9% 

(7)
38.6% 

(51)

Don't Know/Not Sure
5.3% 

(3)

4.2% 

(1)
50.0% 

(6)

23.1% 

(3)

15.4% 

(4)

12.9% 

(17)

answered question 57 24 12 13 26 132

skipped question 85
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46. Do you or does your organization have a discussion about transition with your CCS clients and their families as they get ready to age out of the 

system?

  What is your current position?  

 

County CCS Program 

administrator/manager 

or Medical Consultant

MTP 

administrator/manager

Hospital 

administrator/manager/staff

Health Plan 

administrator/manager/staff

None 

of the 

above 

(specify 

below)

Response 

Totals

Yes
96.6% 

(56)

95.8% 

(23)

33.3% 

(4)
69.2% 

(9)

88.0% 

(22)

86.4% 

(114)

No
1.7% 

(1)

0.0% 

(0)

16.7% 

(2)

7.7% 

(1)

4.0% 

(1)

3.8% 

(5)

Don't Know/Not Sure
1.7% 

(1)

4.2% 

(1)
50.0% 

(6)

23.1% 

(3)

8.0% 

(2)

9.8% 

(13)

answered question 58 24 12 13 25 132

skipped question 85
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47. Please rate how a big a barrier to successfully transitioning CCS patients into adult care each of the following are:

  What is your current position?

 

County CCS Program 

administrator/manager 

or Medical Consultant

MTP 

administrator/manager

Hospital 

administrator/manager/staff

Health Plan 

administrator/manager/staff

None 

of the 

above 

(specify 

below)

Response

Totals

a. Lack of 

funding for 

transition 

planning

Major 

barrier

35.1% 

(20)

12.5% 

(3)

25.0% 

(3)

15.4% 

(2)
30.8% 

(8)

Somewhat 

of a 

barrier

33.3% 

(19)
37.5% 

(9)

25.0% 

(3)
30.8% 

(4)

30.8% 

(8)

Slight 

barrier

17.5% 

(10)

16.7% 

(4)

0.0% 

(0)

7.7% 

(1)

15.4% 

(4)

Not a 

barrier

7.0% 

(4)

33.3% 

(8)

8.3% 

(1)

23.1% 

(3)

11.5% 

(3)

Don't 

Know/Not 

Sure

7.0% 

(4)

0.0% 

(0)
41.7% 

(5)

23.1% 

(3)

11.5% 

(3)

  57 24 12 13 26

b. Lack of 

access to 

appropriate 

adult health 

care providers

Major 

barrier

67.9% 

(38)

45.8% 

(11)

41.7% 

(5)

23.1% 

(3)
53.8% 

(14)

Somewhat 

of a 

barrier

23.2% 

(13)

37.5% 

(9)

16.7% 

(2)
30.8% 

(4)

26.9% 

(7)

Slight 

barrier

5.4% 

(3)

16.7% 

(4)

0.0% 

(0)

7.7% 

(1)

7.7% 

(2)
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Not a 

barrier

3.6% 

(2)

0.0% 

(0)

0.0% 

(0)

15.4% 

(2)

7.7% 

(2)

Don't 

Know/Not 

Sure

0.0% 

(0)

0.0% 

(0)
41.7% 

(5)

23.1% 

(3)

3.8% 

(1)

  56 24 12 13 26

c. Lack of 

training for 

adult clinicians 

in care for 

particular 

special care 

needs that 

transitioning 

youth have

Major 

barrier

57.1% 

(32)

58.3% 

(14)

41.7% 

(5)

23.1% 

(3)

48.0% 

(12)

Somewhat 

of a 

barrier

21.4% 

(12)

25.0% 

(6)

16.7% 

(2)
23.1% 

(3)

28.0% 

(7)

Slight 

barrier

8.9% 

(5)

16.7% 

(4)

0.0% 

(0)

15.4% 

(2)

4.0% 

(1)

Not a 

barrier

0.0% 

(0)

0.0% 

(0)

0.0% 

(0)

15.4% 

(2)

0.0% 

(0)

Don't 

Know/Not 

Sure

12.5% 

(7)

0.0% 

(0)
41.7% 

(5)

23.1% 

(3)

20.0% 

(5)

  56 24 12 13 25

d. Lack of 

communication 

between old 

CCS providers 

and new adult 

providers

Major 

barrier

22.8% 

(13)
29.2% 

(7)

16.7% 

(2)

23.1% 

(3)
56.0% 

(14)

Somewhat 

of a 

barrier

42.1% 

(24)

29.2% 

(7)

25.0% 

(3)

23.1% 

(3)

12.0% 

(3)

Slight 

barrier

10.5% 

(6)

4.2% 

(1)

8.3% 

(1)

7.7% 

(1)

20.0% 

(5)

Not a 5.3% 20.8% 0.0% 15.4% 0.0% 
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barrier (3) (5) (0) (2) (0)

Don't 

Know/Not 

Sure

19.3% 

(11)

16.7% 

(4)
50.0% 

(6)

30.8% 

(4)

12.0% 

(3)

  57 24 12 13 25

e. Lack of 

clinical 

guidelines for 

care of special 

health care 

needs

Major 

barrier

25.0% 

(14)
33.3% 

(8)

8.3% 

(1)

16.7% 

(2)
37.5% 

(9)

Somewhat 

of a 

barrier

25.0% 

(14)

16.7% 

(4)

41.7% 

(5)

8.3% 

(1)

20.8% 

(5)

Slight 

barrier

14.3% 

(8)

8.3% 

(2)

0.0% 

(0)

25.0% 

(3)

8.3% 

(2)

Not a 

barrier

8.9% 

(5)

12.5% 

(3)

0.0% 

(0)

8.3% 

(1)

4.2% 

(1)

Don't 

Know/Not 

Sure

26.8% 

(15)

29.2% 

(7)
50.0% 

(6)

41.7% 

(5)

29.2% 

(7)

  56 24 12 12 24

f .  Lack of 

case 

management 

and 

coordination 

services once 

the patient 

transitions out 

of CCS

Major 

barrier

56.1% 

(32)

50.0% 

(12)

33.3% 

(4)
30.8% 

(4)

54.2% 

(13)

Somewhat 

of a 

barrier

24.6% 

(14)

29.2% 

(7)

16.7% 

(2)

7.7% 

(1)

20.8% 

(5)

Slight 

barrier

1.8% 

(1)

12.5% 

(3)

0.0% 

(0)

15.4% 

(2)

4.2% 

(1)

Not a 

barrier

1.8% 

(1)

0.0% 

(0)

0.0% 

(0)

23.1% 

(3)

0.0% 

(0)
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Don't 

Know/Not 

Sure

15.8% 

(9)

8.3% 

(2)
50.0% 

(6)

23.1% 

(3)

20.8% 

(5)

  57 24 12 13 24

g. Burdensome 

procedures for 

access to 

insurance

Major 

barrier

52.6% 

(30)

45.8% 

(11)

50.0% 

(6)

23.1% 

(3)

43.5% 

(10)

Somewhat 

of a 

barrier

24.6% 

(14)

29.2% 

(7)

8.3% 

(1)

15.4% 

(2)

30.4% 

(7)

Slight 

barrier

1.8% 

(1)

4.2% 

(1)

0.0% 

(0)

15.4% 

(2)

4.3% 

(1)

Not a 

barrier

0.0% 

(0)

0.0% 

(0)

8.3% 

(1)
23.1% 

(3)

0.0% 

(0)

Don't 

Know/Not 

Sure

21.1% 

(12)

20.8% 

(5)

33.3% 

(4)
23.1% 

(3)

21.7% 

(5)

  57 24 12 13 23

answered question 57 24 12 13 26

skipped question
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48. To encourage doctors who care for adults to take CCS clients that have aged out of the CCS program, please tell us how helpful it would be:

  What is your current position?  

 

County CCS Program 

administrator/manager 

or Medical Consultant

MTP 

administrator/manager

Hospital 

administrator/manager/staff

Health Plan 

administrator/manager/staff

None 

of the 

above 

(specify 

below)

Response

Totals

a. If these 

clients have 

the skills or 

supports 

they need to 

effectively 

manage their 

care?

Very 

Helpful

63.2% 

(36)

66.7% 

(16)

33.3% 

(4)
69.2% 

(9)

47.8% 

(11)

Helpful
28.1% 

(16)

29.2% 

(7)

25.0% 

(3)

7.7% 

(1)
47.8% 

(11)

Only a 

little 

Helpful

5.3% 

(3)

0.0% 

(0)

0.0% 

(0)

0.0% 

(0)

4.3% 

(1)

Not 

helpful

0.0% 

(0)

0.0% 

(0)

0.0% 

(0)

0.0% 

(0)

0.0% 

(0)

Don't 

Know/Not 

Sure

3.5% 

(2)

4.2% 

(1)
41.7% 

(5)

23.1% 

(3)

0.0% 

(0)

  57 24 12 13 23

b. If the 

adult 

providers 

were given a 

prepared 

medical 

summary of 

the patient?

Very 

Helpful

63.2% 

(36)

50.0% 

(12)

33.3% 

(4)

53.8% 

(7)

69.6% 

(16)

Helpful
28.1% 

(16)

45.8% 

(11)

25.0% 

(3)

23.1% 

(3)

30.4% 

(7)

Only a 

little 

Helpful

3.5% 

(2)

0.0% 

(0)

8.3% 

(1)

0.0% 

(0)

0.0% 

(0)
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Not 

helpful

0.0% 

(0)

0.0% 

(0)

0.0% 

(0)

0.0% 

(0)

0.0% 

(0)

Don't 

Know/Not 

Sure

5.3% 

(3)

4.2% 

(1)
33.3% 

(4)

23.1% 

(3)

0.0% 

(0)

  57 24 12 13 23

c. If the 

adult 

provider had 

easy access 

to Regional 

Center, 

Special Care 

Center, 

school, CCS 

and pediatric 

records?

Very 

Helpful

62.5% 

(35)

45.8% 

(11)
41.7% 

(5)

69.2% 

(9)

82.6% 

(19)

Helpful
30.4% 

(17)
50.0% 

(12)

25.0% 

(3)

7.7% 

(1)

17.4% 

(4)

Only a 

little 

Helpful

1.8% 

(1)

0.0% 

(0)

0.0% 

(0)

0.0% 

(0)

0.0% 

(0)

Not 

helpful

0.0% 

(0)

0.0% 

(0)

0.0% 

(0)

0.0% 

(0)

0.0% 

(0)

Don't 

Know/Not 

Sure

5.4% 

(3)

4.2% 

(1)

33.3% 

(4)

23.1% 

(3)

0.0% 

(0)

  56 24 12 13 23

d. If the 

adult 

provider 

were offered 

training, 

funding, and 

resources to 

help you 

care for 

these 

patients?

Very 

Helpful

56.1% 

(32)

54.2% 

(13)

33.3% 

(4)
53.8% 

(7)

56.5% 

(13)

Helpful
29.8% 

(17)

25.0% 

(6)

25.0% 

(3)

30.8% 

(4)

34.8% 

(8)

Only a 

little 

Helpful

5.3% 

(3)

4.2% 

(1)

0.0% 

(0)

0.0% 

(0)

4.3% 

(1)

Not 0.0% 0.0% 0.0% 0.0% 4.3% 
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helpful (0) (0) (0) (0) (1)

Don't 

Know/Not 

Sure

8.8% 

(5)

16.7% 

(4)
41.7% 

(5)

15.4% 

(2)

0.0% 

(0)

  57 24 12 13 23

e. If these 

clients have 

insurance 

that covers 

the cost of 

their care 

and 

coordination?

Very 

Helpful

84.2% 

(48)

66.7% 

(16)

50.0% 

(6)

53.8% 

(7)

87.0% 

(20)

Helpful
14.0% 

(8)

25.0% 

(6)

16.7% 

(2)

23.1% 

(3)

13.0% 

(3)

Only a 

little 

Helpful

0.0% 

(0)

0.0% 

(0)

0.0% 

(0)

0.0% 

(0)

0.0% 

(0)

Not 

helpful

0.0% 

(0)

0.0% 

(0)

0.0% 

(0)

0.0% 

(0)

0.0% 

(0)

Don't 

Know/Not 

Sure

1.8% 

(1)

8.3% 

(2)

33.3% 

(4)

23.1% 

(3)

0.0% 

(0)

  57 24 12 13 23

f .  If there is 

someone the 

adult 

provider can 

go to for 

consultation?

Very 

Helpful

60.7% 

(34)

66.7% 

(16)

41.7% 

(5)

53.8% 

(7)

58.3% 

(14)

Helpful
35.7% 

(20)

29.2% 

(7)

25.0% 

(3)

23.1% 

(3)

33.3% 

(8)

Only a 

little 

Helpful

1.8% 

(1)

0.0% 

(0)

0.0% 

(0)

0.0% 

(0)

4.2% 

(1)

Not 

helpful

0.0% 

(0)

0.0% 

(0)

0.0% 

(0)

0.0% 

(0)

4.2% 

(1)
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Don't 

Know/Not 

Sure

1.8% 

(1)

4.2% 

(1)

33.3% 

(4)

23.1% 

(3)

0.0% 

(0)

  56 24 12 13 24

answered question 57 24 12 13 24

skipped question
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49. Please indicate how much you agree or disagree with the following statements about the Medical Therapy Program (MTP). (If you are not familiar with the 

Medical Therapy Program, please go to question #50 on the next page).

  What is your current position?  

 

County CCS Program 

administrator/manager 

or Medical Consultant

MTP 

administrator/manager

Hospital 

administrator/manager/staff

Health Plan 

administrator/manager/staff

None 

of the 

above 

(specify 

below)

Response

Totals

a. To 

maximize the 

number of 

children 

served in the 

Medical 

Therapy 

Program 

(MTP), the 

program 

should have 

strict 

attendance 

policies so 

that staff can 

make families 

that 

frequently 

miss therapy 

appointments 

become 

ineligible to 

receive MTP 

services for a 

certain period 

of time and 

must reapply.

Agree 

Strongly

31.6% 

(18)
66.7% 

(16)

0.0% 

(0)
30.0% 

(3)

55.0% 

(11)

Agree 

Somewhat

43.9% 

(25)

25.0% 

(6)

28.6% 

(2)
30.0% 

(3)

30.0% 

(6)

Disagree 

Somewhat

15.8% 

(9)

0.0% 

(0)

28.6% 

(2)

20.0% 

(2)

5.0% 

(1)

Disagree 

Strongly

7.0% 

(4)

8.3% 

(2)
42.9% 

(3)

10.0% 

(1)

5.0% 

(1)

Don’t 

Know/Not 

Sure

1.8% 

(1)

0.0% 

(0)

0.0% 

(0)

10.0% 

(1)

5.0% 

(1)
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  57 24 7 10 20

b. MTP should 

extend the 

hours they 

are open to 

provide 

services to 

better 

accommodate 

families.

Agree 

Strongly

15.8% 

(9)

8.3% 

(2)
85.7% 

(6)

30.0% 

(3)
40.0% 

(8)

Agree 

Somewhat

36.8% 

(21)

41.7% 

(10)

0.0% 

(0)
60.0% 

(6)

35.0% 

(7)

Disagree 

Somewhat

33.3% 

(19)

25.0% 

(6)

0.0% 

(0)

0.0% 

(0)

15.0% 

(3)

Disagree 

Strongly

7.0% 

(4)

25.0% 

(6)

0.0% 

(0)

0.0% 

(0)

0.0% 

(0)

Don’t 

Know/Not 

Sure

7.0% 

(4)

0.0% 

(0)

14.3% 

(1)

10.0% 

(1)

10.0% 

(2)

  57 24 7 10 20

c. MTP should 

explore doing 

therapy in 

groups where 

possible to 

more 

efficiently 

use 

resources.

Agree 

Strongly

21.1% 

(12)

20.8% 

(5)
85.7% 

(6)

30.0% 

(3)
35.0% 

(7)

Agree 

Somewhat

50.9% 

(29)

54.2% 

(13)

14.3% 

(1)
60.0% 

(6)

35.0% 

(7)

Disagree 

Somewhat

15.8% 

(9)

12.5% 

(3)

0.0% 

(0)

0.0% 

(0)

15.0% 

(3)

Disagree 

Strongly

3.5% 

(2)

12.5% 

(3)

0.0% 

(0)

0.0% 

(0)

0.0% 

(0)

Don’t 

Know/Not 

Sure

8.8% 

(5)

0.0% 

(0)

0.0% 

(0)

10.0% 

(1)

15.0% 

(3)

  57 24 7 10 20
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d. 

Transportation 

to therapy 

appointments 

is a problem.

Agree 

Strongly

17.5% 

(10)

20.8% 

(5)
57.1% 

(4)

40.0% 

(4)

50.0% 

(10)

Agree 

Somewhat

61.4% 

(35)

45.8% 

(11)

14.3% 

(1)

30.0% 

(3)

30.0% 

(6)

Disagree 

Somewhat

14.0% 

(8)

20.8% 

(5)

0.0% 

(0)

0.0% 

(0)

10.0% 

(2)

Disagree 

Strongly

3.5% 

(2)

12.5% 

(3)

0.0% 

(0)

0.0% 

(0)

0.0% 

(0)

Don’t 

Know/Not 

Sure

3.5% 

(2)

0.0% 

(0)

28.6% 

(2)

30.0% 

(3)

10.0% 

(2)

  57 24 7 10 20

e. Other 

options 

beside school 

buses should 

be explored 

for 

transportation 

to therapy 

appointments.

Agree 

Strongly

28.1% 

(16)

20.8% 

(5)
57.1% 

(4)

22.2% 

(2)
55.0% 

(11)

Agree 

Somewhat

63.2% 

(36)

37.5% 

(9)

14.3% 

(1)
44.4% 

(4)

30.0% 

(6)

Disagree 

Somewhat

3.5% 

(2)

8.3% 

(2)

0.0% 

(0)

0.0% 

(0)

0.0% 

(0)

Disagree 

Strongly

1.8% 

(1)

33.3% 

(8)

0.0% 

(0)

0.0% 

(0)

0.0% 

(0)

Don’t 

Know/Not 

Sure

3.5% 

(2)

0.0% 

(0)

28.6% 

(2)

33.3% 

(3)

15.0% 

(3)

  57 24 7 9 20

answered question 57 24 7 10 20

skipped question
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50. Please use this space to share any other comments you want to make about the CCS program.

  What is your current position?  

 

County CCS Program 

administrator/manager 

or Medical Consultant

MTP 

administrator/manager

Hospital 

administrator/manager/staff

Health Plan 

administrator/manager/staff

None 

of the 

above 

(specify 

below)

Response 

Count

21 replies 10 replies 2 replies 8 replies
11 

replies
52

answered question 21 10 2 8 11 52

skipped question 165
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CCS Needs Assessment Survey for CCS Administrators, Hospitals, and Health Plans 
 
1. What is your current position – 56 responses 

ELIGIBILITY SUPERVISOR 
eligibility supervisor 
pediatric surgeon 
CCS case manager 
State CCS Program Consultant - Southern California 
Senior Public Health Nurse 
PHN Case manager 
Senior Public heatlh Nurse 
Supervising Therapist for the Co. MTP 
CCS PHN Case Manager 
County CCS PHN CM 
mlm 
MTU manager 
Director Quality, Social Services, Interpreter Services 
CCS MTP therapist 
Director of a Parent Center 
Medical Care Program Eligibility Supr 
County CCS Nurse Case Manager 
MTP physician 
Public Health Director 
CCS NURSE CASE MANAGER 
Supervising Public Health Nurse 
CCS Supervising Public Health Nurse IV 
County CCS Nurse Consultant/PHN 
physical therapist 
Physician 
Intake Worker 
County CCS Case Manager 
CCS Supervising Public Health Nurse IV 
MTP physician 
A pediatric nephrologist 
Administrative Coordinator 
MCAH Director and CHDP Director 
MCH and CHDP Director 
CHDP Deputy Director 
Staff nurse 
CCS paneled Pediatrician 
Compliance Manager 
Senior Public Health Nurse 
PHN Case manager, MTP Admin, CCS Admin 
pediatrician 
Eligibility Coordinator/Sr CSPS 
CCS Coordinator 
Program Coordinator 
Supervising Social Worker 
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2

public health nurse case manager 
County CCS Nutrition Case Manager 
CCS Staff 
PHN 
PUBLIC HEALTH NURSE, RN CASE MANAGER 
County CCS Case Manager 
CCs Public Health Nurse Case Manager 
NURSE CASE MANAGER 
CHILD HEALTH LIAISON 
PROGRAM COORDINATOR 
Physicians Medical Group of Santa Cruz County IPA Medical Director 

 
3. Please rate how much the following factors impact physicians' participation or lack 
thereof in the CCS program: 
OTHER BARRIERS – 38 responses 

The carve out for Healthy Families is not clearly known by both physicians in the HF plans and 
hospitals.  Frequently the HF plan has not educated the providers regarding the carve out and 
families are really left in the dark.  Anthem BlueCross and Healthnet have tried, but I believe 
PSA's would be the way to reach the most both patients, families and providers. 
Knowledge that the insurance the family has carves out CCS-i.e. Healthy Families.  Healthnet 
and Anthem Blue Cross have tried to educate providers. 
Closest Medical Center Geographically is in Nevada and hospital is not approved for CCS for 
many services.  Needing coordination with State CMS for facility approval of NICU, and other 
departments. 
coordination of payment for non-ccs conditions with health plan 
Physicians commonly believe that becoming a MediCal provider and/or a CCS provider will 
cause their practices to be inundated by low-paying patients who are non-compliant and 
difficult to manage. 
*hard to get Dermatology, Psychiatry, Orthodontic, Dental consultations for our Oncology 
patients 
 
*hard to get services for the over 18/under 21 crowd at Children's or in Adult offices off campus. 
Appears that this section is oriented to PCPs and not specialists - too bad that distinction was 
not made at the beginning. 
Barriers apply differently to participating sub-specialists vs PCP's, but this is not clear in the 
questions. 
Not enought pediatricians to equitably share medical home responsibilities for the most 
complex CCS children 
1)Distance to specialty centers from primary care site is a barrier. 2)Primary care physicians 
who are ped specialists sometimes feel they're expertise is adequate compared to a Special 
Care Center. 
inaccurate information about what the CCS program can or cannot provide, lack of 
understanding about medical eligibility criteria 
(O) is duplicate question of (a) 
Major difficulty is dealing with billing Medi-Cal for services and changing information with Medi-
Cal. 
Limited local providers, therefore impacts specialists at major health centers. 
 
Many problems with billing since billers are dealing with different counties and if M/Cal 
managed Care or not and many managed programs are different. 
Rates-rates-rates are the big barrier. 
Different authorization rules for Healthy Families vs Medi-Cal CCS and inconsistancy between 
counties. 
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Discrepancies between CCS programs in different counties 
Old and outdated regulations governing CCS 
 
Lack of consistencies across counties in determinig eligibility. Working with the manged care 
plans and their lack of understanding how the program works 
Low Reimbursement rate and waiting period for completion of CCS panel & approved Medi-cal 
provider status is major barrier 
Case management of pts is adequately done by the local CCS staff and we train providers to 
understand how the CCS program works by offering monthly trainings and going to their 
worksites if requested. The paneling process is prohibitive especially for ER doctors that do not 
think about funding issues at the ER level. 
delay in getting authorizations. All the extra Admin work for a difficult child at significant cut in 
reimbursement.  Also getting the word out when there are rate increases or easier claims 
submission. 
Knowledge in the field that other CCS MTP physicians have extreme difficulty getting paid in a 
timely manner. 
Lack of knowledge about the types of children (eligibility) and family income of children served 
by CCS.  Lack of knowledge of other services available to families, especially Regional 
Centers. 
Working in Imperial County where there are no therapists to care for the patients pre and 
postoperatively or post Botulinum toxin injections 
The CCS program is not geared to work with PCPs, so the PCP is often left out, doesn't know 
what is happening with the CCS child and the parent may not remember everything, so the 
PCP is often practicing/making decisions with only part of the history/no interval update.  There 
is often a delay between the specialist's note getting back to the PCP, no real-time way to 
communicate (unless the PCP has access to the EHR of the specialist, and everything is in 
there, eg Packard's physician portal).  Want to emphasize that CCS paneling is a big deal--
many CCS covered services are denied by CCS because the ordering MD is not CCS paneled-
-could be (eg board cert pediatrician, etc), but no facilitation of getting that done. 
administrative barriers in general and multiple payors for the same pt 
Standards are old and need to be updated and be evidence-based.  This is a barrier for 
certification for new sites/hospitals. 
difficulty getting families to properly complete and respond to requests for applications 
Delayed claim payment is a major reason 
Missed appointments and language barriers working with low-income MediCal/CCS families. 
Complexity of dealing with Healthy Families plans. 
The physician's staff is not knowledgeable about the CCS program and how to bill for services. 
resources available in other languages. Lack of translation for office visits outside of tertiary 
center. 
Lack of knowledge about the CCS policies/requirements for authorization of services. 
The largest barrier is the problem with the State reimbursement contractors and getting paid. 
That is a major reason that physicians drop off of the list of M/Cal providers and CCS 
participants. 
Pharmacies not knowing how to bill EDS for medications and billing staff not being 
willing/knowledgeable enough to assist them,which causes a delay in clients getting their 
medications. 
Many CCS families are non-compliant, ie no shows, etc. 
EDS 
low reimbursement, especially for audiology services!!! 

 
#5. Please indicate how much you agree or disagree with the following suggestions to 
increase physician participation with CCS  
OTHER – 22 responses 

SCC's need to fulfil the roles they have accepted.  Fragmenting care by not seeing the team 
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and having the family go to separate appts at separte locations defeats the purpose of the 
SCC. 
Link hospital Medi-Cal reimubursement rates with having CCS paneled physicians 
admitting/caring for patients so that the hospital would receive a higher rate for inpatient care IF 
the admitting physician is CCS paneled.  The hospital credentialling staff would be motivated to 
have hospital staff physicians submit CCS paneling applications. 
It seems unreasonable from a standpoint of time and knowledge for PCPs to become case 
managers for CCS eligible children other than managing the general care and coordinating with 
the specialists 
Consider regionalizing the fiscal intermediaries with actual staff that will interact with the 
providers 
Physicians need reimbursement to attend these trainings. They can't be expected to take time 
away from their practice to increase expertise without compensation. 
Many local offices note billing/reimbursement is the main factor why they do not accept CCS 
clients. The offices who only see a few M/Cal are not well versed in how to bill for services or 
deal with the denials or respond to the corrections needed to get paid. 
Managed Care Plans should encourage Physicians to become CCS Paneled 
Concerning item 5.L. above, I believe our Managed Care plan treats CCS clients as special 
category of members separate from capitated rate and doctors receive less for these patient 
visits, so a disencentive actually exists. 
Provide enhanced rates to provider who provides care coordination. 
Public Service Announcements to increase the community knowledge and demand for CCS 
services 
if the State cannot support the CCS system, allow local CCS programs to outreach MDs and 
community health partners in coordinating care for CCS eligible children by increasing fiscal 
support and innovation. 
(H) has two pieces. Should be better coordination but should be more education w hospitals to 
push doctors to become CCS paneled when requesting Hospital priveleges to ensure they are 
reimbursed. 
Decentralize the system and provide more fiscal and regional support to local CCS programs to 
enhance case management and innovation that streamlines the referrals and 
authorizationprocess. 
It is very difficult for the Medical Therapy Clinics to exist with the low reimbursement, lack of 
therapy services, distances driven, etc. 
1.  CCS should be required to target every potential PCP in their county for CCS paneling--that 
kind of outreach should be expected. 
 
2.  Managed Care plans who have CCS carved in should be allowed to have CCS paneling 
delegated to them just like other credentialing requirements. 
 
3. Re: L--there should only be enhanced rates for enhanced services eg tied to specified 
medical home model services, additional care coordination, etc--just because a PCP cares for 
a CCS kid, but might do a poor job, doesn't mean they should get paid--it should be for meeting 
specific criteria (which exist, and are standardized--AAP's medical home criteria--contact Dr. 
David Bergman at LPCH for assistance with this.)  
 
4. Need increased rates for CCS kids to Managed care plans for paying more to PCPs--need to 
look at how to better integrate PCP care and CCS specialty care to improve coordination and 
communication to PCPs. 
l. we are fine with enhancing rates as long as the plans are compensated by the state for 
enhancing primary care rates. 
Hospitals are rapidly consolidating financial staffing making it more difficult to process new 
patients.  Requirements to validate each hospital day through Medi-cal and others should be 
enough for CCS as well. Can these agencies share documents. The overhead is too costly to 
comply with all financial group requests. 
Provide assistance to Allied Health professionals similarly as above. 
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Prompt claim payment and a provider friendly fiscal intermediary with CCS knowledgeable reps 
to assist them with problem claims. 
Regarding 'I' if change to medical home model, they need compensaton for that.  In general, 
the questions above are fixing "providers" and that isn't the right focus.  Fix CCS and if done 
properly the providers will align themselves accordingly.  This approach speads the 
governmental agency too thin. 
Paneling physicians is an outdated concept and does not guarantee the competency of care 
that the individual will provide. 
Better reimbursement for audiology services 

 
19. Who should be able to provide case management for children enrolled in CCS? 
(Check all that apply) 
OTHER – 24 responses 

PHN's have a through knowledge of population based practice which I believe is necessary for 
complete case management of CSHCN's.  RN's do not have the necessary knowledge and 
orientation really takes too long.  CCS is a program to improve the care access and to educate 
the family & client on how to advocate for themselves.  With PHN's as case managers clients 
learn how to handle their own care, where to access care and when to appeal denials. 
Occupational Therapists & Physical Therapists in the Medical Therapy Program 
Physical Therapists & Interdiscplinary Combination of Medical & non-medical 
Not social workers as long as this is a medical model. RN's, PHN's or physicians should do the 
case management. They tend to not make their own exceptions to regulations. 
licensed occupational or physical therapists 
RN and PHN and Medical consultant 
Supervising Therapists 
possible CCS contracts with local family support organizations 
therapists 
"C" would be helpful. I also believe it would depend on the complexity of services needed. 
Chief Therapists 
allied health professionals such as rehab therapists 
supervising therapists 
PT/OT 
knowledeable capable people 
Therapists 
Others have too large a case load to manage 
Nurse Practitioners 
Registered Dietitians 
physical therapy in some cases 
RN and MD only.  Medical conditions dictate the need for clinicians to provide case 
management. 
Medical Therapy Program staff 
Physical Therapist, Social Worker, R.D. 
Medical home provider 

 
#50 Other comments 

CCS needs to focus on education of both providers and clients/families to take responsiblity for 
their care.  CCS can provide the education on how to use the medical care system and 
coordinate care.  Clients need to accept responsibility for their SHCN and use the education to 
access care.  When clients choose not to follow medical advice or are non-compliant they 
should be closed for a period of time as we do not have unlimited funding and resources.  I see 
many clients who believe this is an entitlement program and they can not be closed even if they 
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do no show 10 appointments. 
The financial/residential eligibility criteria should be stricter and only available to US citizens 
and their children, not to anchor babies. 
I think that CCS needs to coordinate with SSI for transition into adult coverage and Medi-Cal.  
Vendored therapy is all that is available to CCS MTP eligible children - and no school based 
physical therapy and very little occupational therapy can be obtained through the public schools 
in our County.  For this reason, when only vendored therapy is available to students it would be 
fair if families universally did not have to use their own insurance coverage and pay out of 
pocket for deductibles and co-pays, when those children without insurance or with Medi-Cal or 
Healthy Families do not have to pay for vendored therapy at all.  At the very least the CCS 
Program should not announce that this MTP is a "free program" that doesn't require financial 
eligibility.  (As in the CCS Program letters for MTP.) It is not FREE.  Since a CCS-MTP only 
child may or may not have to pay for their therapy depending upon the private insurance policy 
coverage - and those that do not have private insurance but make over 40,000 annual income 
may get the benefit of all vendored therapy for FREE through CCS.  It is not a consistent policy, 
as the State has been requiring that individual insurance be used in lieu of CCS as a first payor 
for MTP.  I do not know if this policy is consistent throughout all the Counties, but it has been 
implemented through the So. Calif. Regional Office of CCS - and I hope that it is in line with 
what the rest of the Dependent and Independent Counties are doing.  Living in a rural area 
where the access to care is a very huge barrier, should be taken into consideration when 
establishing a policy that might actually be discriminating against certain groups of children 
eligible for a program like MTP, because of their medical condition. 
I think it would be more cost effective and allow better continuity of care for MTP patients to 
have their medical home with CCS for all of their health care.  The most costly aspect of their 
care is the cost of managing their CCS medically eligible condition, including equipment, 
surgeries, therapy, etc.  The families would not have to navigate the very complex medical 
system and would be better educated in the care of the patient.  In addition, the MTP staff is 
well trained and informed as to how to provide the best care and equipment at the lowest cost 
for these patients.  The MTP staff also establishes long term relationships with MTP patients 
and their families and strongly supports family centered care. 
I believe that having county staff on site at tertiary medical centers is unnecessary in the days 
of electronic records.  CCS programs need to be given access to electronic records at the 
major hospitals 
1. Develop standardized funding of the MTP across the state based on caseload size. 2. 
Eliminate CCS/MTP services for families traveling from foreign countries to California only to 
access services.  3. Eliminate program eligibilty/services for illegal aliens. 4. Develop incentives 
from the State for staff therapists to work in areas w/severe and prolonged staffing shortages 
such as the central valley. 5. Improve reimburse rates for providers of vendored therapy 
services to encourage more private practitioners to participate in treatment of MTP clients. 
Thank you for the opportunity to share comments about the CCS Program! 
 
 
 
Shawn Phipps, MS, OTR/L 
 
Therapy Manager 
 
CCS Medical Therapy Program 
 
Children's Medical Services 
 
Los Angeles County Department of Public Health 
The CCS program is a active case management providing prompt authorization for services. 
The caseload counts for the survey will be inconsistent, as it is not clear whether you are 
asking for active cases, pending cases, or both.  My answer (437) is active cases ONLY.  If 
pending cases were included, this number would be MUCH higher. 
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thank you . . . 
The DME section was only aimed at the hospital side of provision of DME. Many times the 
delay in obtaining equipment is the fault of the hospital staff and last minute or inadequate 
discharge planning. 
Clients residing in rural areas experience lack of local CCS providers and specialists therefore 
transportation becomes a huge issue.  Having SCC's manage all care for the CCS eligible child 
would be a huge burden for our families who have trouble visiting their SCC 1-2 times per year. 
At some point, given the State financial difficulties, the State may wish to re-examine extending 
CCS eligiblility to undocumented patients, or perhaps creating a "waiting period". 
CCS is a good program with the right mission and excellent quality standards that serves the 
sickest of the sick and the most needy.  However, the mission has been hampered by lack of 
legislation that could realign the covered conditions with the mission and by a serious lack of 
state leadership that did not see the need to maintain meaningful data, did not help local 
programs address high cost drivers, did not address the bureaucratic processes restricting 
provider access and failed to value the feedback from those actually administering the program 
at the local level.  Hopefully surveys such as this one, if thoughtfully considered, will help 
transform CCS into the program it needs to be to meet its mission in these times. 
The regulatory evolution of the CCS program has made it very complex necessitating a 
committment to reference-based decision making and uniform, documented operational 
standards.  The program definately needs a strong State, Regional, County partnership and a 
commitment to operational efficiency and value added enhancements to remain viable. 
#21, not feasible in smaller,independent counties. #22would need adequate funding and staff 
for this expansion of service, #31 It really depends if MCMCARE treats these case as 
exceptional; will need to creat specialized review/auth unit. #34 This work should fall on 
insurance companies or MCMC, not local CCS workers without additional funding for staff & 
classification to do this. #38 Need better ethics review of these cases; too many wrongful lives; 
Better (frank and direct) prenatal consultation.   I am no longer a county CCS Administrator, but 
I am a PH Manager and former state CCS consultant. 
Upon review of the CCS program, consideration should be taken to maintain the strengths of 
the program (quality oversight & coordination of the special care needs), while improving the 
program inefficiencies. 
Colusa County is a very small rural county with no speciality providers, no specialtity care units, 
and transportation to medical/speciality appointments which are 50-80 miles away is a very 
large problem. 
 
 
 
We are a dependent county and for over 20 years the Sacramento Regiona Office has been 
understaffed and receiving timely authorizations have been a major issue.  Survey after survey 
has not resulted in adequate staffing for SRO to allow timely authorization of services for our 
children. 
 
 
 
When developing new policies and procedures please consider the needs of rural counties with 
limited medical providers, lack of public transportation, and other resources. 
Our county used to provide taxi services to the MTU's (which for the MTU was a clerical 
nightmare to schedule with taxi, ensure that funding matched attendance, etc.) Once we 
stopped due to budgetary constraints and since we are in the family's neighborhood and can be 
accessed by public transportation, the families still have been able to come to all appointments. 
So if you ask a family if they want transportation, they will say yes.  If you don't provide 
transportation, they somehow still come to appointments.  Parents need to be an integral part 
of the MTP and treatment.  It is imperative to ensure daily carry over of activities to have the 
families come in to each treatment.  If the family does not come or misses frequently, then it 
may not be a good time for the patient or their family to participate in the MTP program at this 
time.  They shouldn't be made to feel guilty that this is not a good time for them to participate in 
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the MTP. 
Although the CCS program does have many areas that need to be improved, overall I believe it 
is a strong, excellent and committed program to help special needs kids and case management 
should continue to remain in the hands of the county. 
CCS has the expertise to casemanage children with special health care needs.  It would make 
the most sense to carve in the whole child to the CCS program and serve only the most 
complex/chronic children in the CCS program. (D/C some of the more time limited conditions.) 
CCS provides needed medically necessary services for clients with special ongoing health care 
needs.  
 
It is a program that has served our clients well.  
 
I think being required to provide care ongoing to illegal residents is very costly. I also think our 
end age should be 18, clients older could be served in adult settings. 
 
State overseeing of the program is very important to maintain quality and consistency of care.  
 
I would very much advocate to maintain the program with case managment at the local level .I 
feel families needs could get lost  ,and Specialty Centers may not know the local resources.  
 
We should continue to work toward improved  
 
efficiencies within the program with the people and specialists that understand our clients. 
In answer to the question about the advisability of having the Special Care Centers provide 
case managment and care coordination, the current reality is extreme variability in the quality of 
coordination services. In general, Craniofacial Centers do an excellent job in coordinating 
multidisciplinary care, while Cardiac Centers rarely coordinate anything other than cardiologist 
plus cardiac surgeon services (rarely include dietician services despite posted list of team 
members) and GI Centers tend to limit services to MD plus dietician services. While this 
primarily reflects a lack of strict oversight and enforcement of SCC standards, any proposal to 
place all of the case management responsibility on the currently constituted Special Care 
Centers would appear to be highly unrealistic and likely to result in compromised quality of 
patient care.  
 
There is also reason to be concerned about conflict of interest, with incentive to maximize 
reimbursable services when the case managers are paid baesd on the amount of "services" 
they generate. 
The CCS Program provides a great service and I believe local Case Management is the right 
direction. Barriers include county location, Special Care Center location, transportation, 
providers not getting reimbursed adequately/timely and the "red tape" needed to go through to 
get the care necessary by the client's. That "red tape" comes from several resources, including 
Managed Care, funding source, panelled providers, et al. The answers are not easy nor 
concrete. 
Access to some services (Maintenance and Transportation, support in transition planning, etc) 
is not equal across the board but very dependent on which Case Manager is assigned and how 
proactive they are feeling the day they get the case. 
CCS has lost it original mission. CCS should not be in the dental/orthodontics. We should not 
be responsible for injuries due to violence,self inflicted drug overdoses,mva'etc. Program was 
set up to handle long term chronic conditions.Fractures should not be in CCS. CCS has 
become too cumbersome and expensive for most counties. Lack of direction from state and 
very little consistencies across counties 
In the MTP section, I answered "disagree strongly" to several questions, because those are 
things which are already being done in our unit (we are open from 7-7 most days, we do groups 
whenever possible and we try to connect families with other transportation resources whenever 
possible).  In addition, I would like to say that the questions in this survey betray a lack of 
knowledge or understanding of the CCS program which is seriously regrettable, and it is really 
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too bad that the developers refused to accept the help which I know was offered towards 
rewording the questions. 
1- consistancy as to what is eligible is a major problem.  
 
2- Northern Regional Office 2-months behind. In March they were just finishing up Decembres 
referrals. 
 
3- CCS not thinking how their trivial denials or actions alienates what few specialists they have. 
example: determine child no longer meets med elig on 1/28. adm staff don't cancel and existing 
on-going auth until March. In meantime a procedure is done based on that open auth. when 
claim comes CCS denies because now the auth ends 1/28 instead of original 6/1. when 
provider contacts CCS they are told "they don't do retro auths". It was not a retro AND at time of 
service auth was active! This is just one example. 
Staffing is key in processing referrals and authorizations.  The state regional offices should 
allow all dependent counties, regardless of CMIP level, to process authorizations/denials in 
order to assist the state clerical staff and speed up the SAR process. 
this survey was too long 
There is a tremendous amount of expertise in this program that should be  drawn out as we 
redesign the health care system for the future. 
The low reimbursement (or extremely long delays in payment), lack of medical records, access 
to xrays, poor therapy access are affecting orthopedic surgeons desires to go to these clinic 
anymore.  The pediatric orthopedic surgeons in Orange and Riverside Counties are already not 
going to the MTPs.  The pediatric orthopedic surgeons in San Diego and Imperial Counties are 
strongly considering opting out of the program 
My clients would benefit from more funding for transportation as it is a long distance to the 
SCC. 
 
I also feel that our providers would be interested in annual billing conferences locally were 
available. 
The CCS standards need review and revision. 
Our suggestion is that children with CCS eligible condition should become plan members and 
all services whether CCS or non-CCS should be the plan's responsibility. Management should 
be the plan's responsibility and plan's should employ or partner with CCS knowledgeable staff 
to provide comprehensive services for the member. In addition, the plan needs access to the 
CCS PEDI. 
1. Two areas not touched upon here--Regional Center and CCS pt/client overlap--this is 
another "carve out" essentially--where two agencies split up a child--kid can have cerebral 
palsy and developmental delay, and CCS will only handle one aspect of care leaving the other 
to the RC--doesn't make sense; need to treat the whole child, just like we should integrate 
primary care and specialty care for the CCS kid.  For the Managed Care plans that have CCS 
carved in, specialists are often paid more than FFS anyway to attract them to the plan, so being 
underpaid isn't as much a problem as arguing over who has to pay the bill between CCS and 
health plans when the child is "carved up."  To ensure better payment, if the child was "whole" 
you could have a separate aid code for special needs kids--give a separate rate to plans for 
that, and then no excuses for bad rates to providers.  In addition, mandate that there be 
Consumer Advisory Groups to be watchdogs, as well as a State Consumer Adv Group.  These 
would be mechanisms to ensure adherence to appropriate care/no unnecessary 
underutilization/underpayment.  Another related issue is not the narrowing of med eligibility, but 
looking at kids in general, and what conditions make them "special needs children"--asthma 
kids who have this disease as a chronic condition, and kids with eating disorders who are in the 
hospital and nearly die--these conditions are just as bad as other "approved" CCS conditions--
the care a child needs and the need for case management/care coordination should be the 
determining factor for entry into CCS, nothing else.  There should be a ready mechanism to 
add such conditions to CCS eligibility, because they are chronic conditions, fall under the 
chronic care model, etc. 
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The second issue to raise, unpopular as it is, is that counties now cover many undocumented 
children with life-saving treatments, including transplant.  These of course are not available for 
adults in similar immigration status.  It is this group of children for which we have the greatest 
difficulty transitioning care once they become adults.  They are not eligible for full-scope Medi-
Cal.  They will not be eligible for expanded access to insurance under health reform.  Yet they 
often need specialists for a lifetime, who may not be available through the county health 
system, which may be the only source of care they have (if they even have that, in some 
counties).  What is to be done for this group as they age into adulthood? 
 
 
 
Thanks for the opportunity to respond. 
Undocumented patients can be a problem. 
It has been suggested to lower the age of the client to 18 y.o. instead of 21, due to most 
facilities use that age as well for children. 
Independent county CCS programs do an excellent and efficient job of providing access to high 
quality specialty care for CCS children with very limited resources. Any proposed changes 
need to take into account the tremendous variation between regions in CA and the very differnt 
needs of rural northern counties vs urban counties. "Carve-in" of CCS children into a general 
managed care plan clearly results in worse access to care for those children from my 
experience with the Partnership Plan. Any "carve-in" should be carving-in the whole child into a 
county CCS plan, not into a managed care plan. Plans to have SCC's take on CCS care 
coordination might work in some urban areas, but would be disaster in rural counties. The 
SCC's don't known where these communities are or what local resources are available. These 
children need their care coordination/case management done locally. 
Outsource as much as possible to private entities who are motivated to find efficiencies. Keep 
to improving the CCS system (if it stays) by making it streamlined and user friendly.  Your 
provider "issues" will go away once that system is improved. 
The issue of residency and disparity between the AIM program and CCS. AIM mothers 
complete a enrollment form and state current residency.  She delivers a AIM linked HF baby 
and if CCS eligible --residency of the baby is checked.  If child not showing to have residency in 
California then CCS denies and the health plan is responsible. The AIM mother is not held 
accountable for this incorrect information.  We need to have the same guidelines for the AIM 
mother as well as the CCS program. 
A lot of time wasted deciding whether a service is related to the CCS condition or not.  
Electronic billing system needs significant enhancement to be effective and efficient.  If CCS 
teams were created at the major hospitals or by region, would be best to have a CCS liaison 
person(s) to assist with local questions and coordination. 
There is no evidence that group therapy in the MTP is more efficient. 
caseload to be manegeable to a # that intensive CM can be done. Allow for some HV esp. for 
high risk cases. 
I believe it's important to have specialized (expert)members of the local case management 
team, who better understand the specific services being requested; and if they are medically 
appropriate/eligible based on the CCS's standards. This would save a lot of time and money for 
both the county and state, as unnecessary/ineligible services would be denied. 
CCS does not appear to monitor their bed days.  If health plans were to take over the CCS 
case management and authorizations, the costs to CCS will likely decrease. 
Overall the CCS program is an oustanding resource for both families and all providers involved. 
They make transitioning and coordination care a grea way assist clients in these programs. 
I HAVE BEEN A NURSE CASE MANAGER FOR OVER 12 YEARS. THIS IS A VALUABLE 
PROGRAM. I A HONORED TO BE A PART OF CCS, AND HOPE TO CONTINUE IN MY 
ROLE FOR MANY YEARS TO COME. 
Behavioral Health Specialist should also be a part of the team that provides case management 
to CCS members.   DME providers may not necessarily need access to CCS authorization site-
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question combine DME and Medical Providers.  Transitioning CCS members may qualify for 
Medicare through their parents-what can be implemented to facilitate this process for members 
who qualify. 
To expedite initial medical eligibility determination, all other (open cases) case management 
issues should be done at the county level, under close supervision of the State Nurse 
Consultant. 
If CCS wants Family Physicians to care for CCS patients in the outpatient setting, then they 
need to trust them to care for the CCS patients in the inpatient setting.  Of course, the physician 
would request specialty consults if needed. 
There are significant variations in the interpretation of the CCS medical eligible conditions from 
county to county. 
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CCS Survey for DME Providers 

1. Please rate how a big a barrier to participating in CCS program each of the following are:

 
Major 

barrier

Somewhat 

of a 

barrier

Slight 

barrier

Not a 

barrier 

at all

Don't 

know/not 

sure

Rating 

Average

Response 

Count

a. Low reimbursement rates 58.3% (7) 33.3% (4) 8.3% (1) 0.0% (0) 0.0% (0) 1.50 12

b. Delays in payments for the 

services provided to CCS children
58.3% (7) 33.3% (4) 8.3% (1) 0.0% (0) 0.0% (0) 1.50 12

c. Time consuming and difficult 

paper work to complete to get 

reimbursed

91.7% 

(11)
8.3% (1) 0.0% (0) 0.0% (0) 0.0% (0) 1.08 12

d. Having to get a Medi-Cal number 0.0% (0) 16.7% (2)
25.0% 

(3)
58.3% (7) 0.0% (0) 3.42 12

e. The process of applying for a 

Medi-Cal number
0.0% (0) 8.3% (1)

16.7% 

(2)
58.3% (7) 16.7% (2) 3.60 12

f. The length of time it takes to get 

a Medi-Cal number
8.3% (1) 8.3% (1) 8.3% (1) 58.3% (7) 16.7% (2) 3.40 12

g. The length of time it takes to be 

approved as a CCS-paneled 

provider

0.0% (0) 16.7% (2) 8.3% (1) 58.3% (7) 16.7% (2) 3.50 12

h. Need for specialize staff trained 

in caring for children with special 

health care needs

16.7% (2) 25.0% (3)
33.3% 

(4)
25.0% (3) 0.0% (0) 2.67 12

i. Lack of a specialist to easily 

consult for advice in caring for 

children with special health care 

needs

0.0% (0) 16.7% (2)
41.7% 

(5)
33.3% (4) 8.3% (1) 3.18 12

j. Other (please specify below) 50.0% (2) 25.0% (1) 0.0% (0) 25.0% (1) 0.0% (0) 2.00 4

 Other barrier - please describe 4

  answered question 12

  skipped question 0
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2. Please indicate how much you agree or disagree with the following suggestions to reduce barriers to DME 

provider participation with CCS

 
Strongly 

agree
Agree Disagree

Strongly 

disagree

Don't 

know/Not 

sure

Rating 

Average

Response 

Count

a. Increase the rates paid to DME 

providers
50.0% (6) 50.0% (6) 0.0% (0) 0.0% (0) 0.0% (0) 1.50 12

b. Ensure that there are staff at the 

fiscal intermediary familiar with 

CCS to process claims for DME
75.0% (9) 16.7% (2) 8.3% (1) 0.0% (0) 0.0% (0) 1.33 12

c. Provide training to DME 

providers on how to complete 

paperwork to get reimbursed

33.3% (4) 66.7% (8) 0.0% (0) 0.0% (0) 0.0% (0) 1.67 12

d. CCS should work with DME 

providers to streamline the process 

of having to re-apply for a Medi-Cal 

number when the provider moves 

or changes their scope of service

33.3% (4) 33.3% (4) 0.0% (0) 8.3% (1) 25.0% (3) 1.78 12

e. To reduce delays in payments to 

DME providers, County CCS 

programs should cut the checks for 

DME and then get reimbursed by 

the state

58.3% (7) 33.3% (4) 0.0% (0) 0.0% (0) 8.3% (1) 1.36 12

f. Periodically adjust payments for 

equipment to correspond to the 

price of the equipment so as the 

cost goes up, the payment goes up 

too

91.7% 

(11)
8.3% (1) 0.0% (0) 0.0% (0) 0.0% (0) 1.08 12

g. Increase the ability of hospitals 

to be able to authorize DME when a 

CCS patient is discharged to speed 

up the authorization process and 

access to needed equipment

75.0% (9) 25.0% (3) 0.0% (0) 0.0% (0) 0.0% (0) 1.25 12

h. Reimburse DME providers for 

travel time when making home 

visits if total travel time is greater 

than 1 hour

50.0% (6) 50.0% (6) 0.0% (0) 0.0% (0) 0.0% (0) 1.50 12

i. Make it easier for DME vendors 

to communicate with county CCS 

staff in a timely fashion
58.3% (7) 33.3% (4) 8.3% (1) 0.0% (0) 0.0% (0) 1.50 12

j. Provide reimbursement to DME 
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vendors for making periodic 

adjustments to equipment

41.7% (5) 58.3% (7) 0.0% (0) 0.0% (0) 0.0% (0) 1.58 12

k. Increase staff at the regional 

office to facilitate the timely 

approval of authorizations
58.3% (7) 41.7% (5) 0.0% (0) 0.0% (0) 0.0% (0) 1.42 12

l. Provide ongoing assistance to 

DME providers to help with getting 

CCS paneled, and with 

authorizations and billing for 

services once they are paneled.

25.0% (3) 50.0% (6) 8.3% (1) 0.0% (0) 16.7% (2) 1.80 12

m. Extend the time line for 

authorizations for DME for some 

complex conditions that are 

expected to continue for some 

time.

75.0% (9) 8.3% (1) 8.3% (1) 8.3% (1) 0.0% (0) 1.50 12

 Other suggestions to reduce barriers 2

  answered question 12

  skipped question 0

3. Please tell us a bit more about yourself. Which best describes you, are you a.... 

 
Response 

Percent

Response 

Count

DME provider who currently 

accepts CCS clients
100.0% 12

DME provider who cannot currently 

accept CCS clients, but is working 

to be able to do so

  0.0% 0

DME provider who NO LONGER 

accepts CCS clients, but did 

accept CCS clients in the past

  0.0% 0

DME provider who has never 

accepted a CCS client
  0.0% 0

  answered question 12

  skipped question 0
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4. In which of the following counties do you provide durable medical equipment? Please check all that apply.

 
Response 

Percent

Response 

Count

Alameda 25.0% 3

Alpine 8.3% 1

Amador 8.3% 1

Butte 16.7% 2

Calaveras 8.3% 1

Colusa 8.3% 1

Contra Costa 25.0% 3

Del Norte 25.0% 3

El Dorado 16.7% 2

Fresno 25.0% 3

Glenn 8.3% 1

Humboldt 25.0% 3

Imperial 33.3% 4

Inyo 16.7% 2

Kern 33.3% 4

Kings 16.7% 2

Lake 8.3% 1

Lassen 16.7% 2

Los Angeles 83.3% 10

Madera 16.7% 2

Marin 16.7% 2

Mariposa 16.7% 2

Mendocino 16.7% 2

Merced 8.3% 1

Modoc 8.3% 1
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Mono 8.3% 1

Monterey 16.7% 2

Napa 16.7% 2

Nevada 16.7% 2

Orange 75.0% 9

Placer 8.3% 1

Plumas 8.3% 1

Riverside 66.7% 8

Sacramento 25.0% 3

San Benito 16.7% 2

San Bernardino 66.7% 8

San Diego 58.3% 7

San Francisco 16.7% 2

San Joaquin 25.0% 3

San Luis Obispo 41.7% 5

San Mateo 16.7% 2

Santa Barbara 41.7% 5

Santa Clara 25.0% 3

Santa Cruz 16.7% 2

Shasta 8.3% 1

Sierra 8.3% 1

Siskiyou 16.7% 2

Solano 16.7% 2

Sonoma 16.7% 2

Stanislaus 16.7% 2

Sutter 16.7% 2

Tehama 8.3% 1
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Trinity 25.0% 3

Tulare 25.0% 3

Tuolumne 8.3% 1

Ventura 66.7% 8

Yolo 8.3% 1

Yuba 16.7% 2

  answered question 12

  skipped question 0

5. Please use this space to share any other comments you want to make about the CCS program.

 
Response 

Count

  4

  answered question 4

  skipped question 8
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FHOP Survey of DME Providers 
Comments 
 
#1. Barriers to participating in CCS. 
OTHER – 5 responses 
Different policies for DME that is covered and process by which we gat a RAD/TAR from county to 
county. 
The unwillingness of the Sacramento office to communicate with the providers 
for 1a, I think it depends on the line of business. Rates for supplies and home infusion are 
prohibitively low. 
Many times we get denied and told to bill medi-cal.  The back and forth is frustrating 
Major barrier of CCS SAR approval time (can be as long as 6 months) 

 
#2. Suggestions to reduce barriers to DME providers participation with CCS? 
OTHER – 3 responses 
In 2a, especially in the areas noted 
RE: C   We find tremendous inconsistency among various county CCS staffer, within the same 
office, in interpreting requirements for pre-authing both equipment and prescriptions such as 
Synagis. 
Create statewide inventory tracking system so providers can research prior equipment delivered and 
creat system to recycle products to improve speed to client and reduce cost to state. 

 
#5. Other comments about the CCS Program -5 responses 
I cannot say enough about the need for open communication process between the people 
responsibile for providing the services and the people granted the decision making to approve or 
deny.  If that decision is being made by someone who has never been directly involved in the childs 
care then common sense should dictate that the decision makers would defer to the physician, 
therapist and providers for their expertise and experience in their combined fields.  In our 
experience, this does not seem to be the normal process. 
CCS program needs a serious overhaul. CCS Technical Workgroup is a positive step in the right 
direction but more work needs to be done. 
Process for authorizations - especially recurring authorizations for chronic long term conditions is 
VERY cumbersome 
I take very few ccs patients because there is no way to predict if we will be paid. 
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County  
Active CCS 
Cases 2009

% of Active 
CCS Cases 

2009
CCS Family 
Survey %

CCS Family 
Survey 
County

CCS 
Physician 
Survey %

CCS 
Physician 

Survey 
Count

Hosp./HP/ 
CCS Prog. 
Survey %

Hosp./HP/ 
CCS Prog. 

Survey 
county

Alameda 6080 3.5% 7.9% 22 5.4% 8 11.8% 25
Alpine 3 0.0% 0.0% 0 0.0% 0 0.9% 2

Amador 91 0.1% 0.0% 0 0.0% 0 2.4% 5
Butte 754 0.4% 1.8% 5 0.7% 1 7.1% 15

Calaveras 121 0.1% 0.0% 0 0.0% 0 3.3% 7
Colusa 138 0.1% 1.4% 4 0.7% 1 4.2% 9

Contra Costa 3396 1.9% 1.8% 5 4.1% 6 4.7% 10
Del Norte 143 0.1% 0.0% 0 0.7% 1 2.8% 6
El Dorado 520 0.3% 0.4% 1 0.7% 1 5.2% 11

Fresno 9295 5.3% 1.1% 3 1.4% 2 8.5% 18
Glenn 161 0.1% 0.0% 0 0.0% 0 4.2% 9

Humboldt 730 0.4% 3.2% 9 1.4% 2 5.2% 11
Imperial 2019 1.2% 0.4% 1 0.7% 1 5.2% 11

Inyo 99 0.1% 2.9% 8 0.0% 0 1.9% 4
Kern 5719 3.3% 0.0% 0 2.0% 3 4.7% 10
Kings 805 0.5% 0.0% 0 0.7% 1 3.8% 8
Lake 321 0.2% 0.0% 0 0.7% 1 3.8% 8

Lassen 68 0.0% 0.0% 0 0.7% 1 1.9% 4
Los Angeles 48187 27.5% 6.4% 18 68.0% 100 12.7% 27

Madera 974 0.6% 0.0% 0 2.0% 3 4.2% 9
Marin 524 0.3% 1.8% 5 1.4% 2 6.6% 14

Mariposa 53 0.0% 0.0% 0 0.7% 1 1.9% 4
Mendocino 477 0.3% 0.0% 0 0.7% 1 4.7% 10

Merced 1840 1.1% 0.4% 1 2.0% 3 4.2% 9
Modoc 49 0.0% 0.0% 0 0.7% 1 1.9% 4
Mono 78 0.0% 0.0% 0 0.0% 0 0.9% 2

Monterey 2451 1.4% 0.0% 0 2.7% 4 1.9% 4
Napa 388 0.2% 0.0% 0 0.7% 1 6.1% 13

Nevada 291 0.2% 0.0% 0 0.7% 1 4.2% 9
Orange 13162 7.5% 3.9% 11 3.4% 5 7.5% 16
Placer 657 0.4% 2.5% 7 0.7% 1 6.6% 14
Plumas 42 0.0% 0.4% 1 0.0% 0 1.9% 4

Riverside 10840 6.2% 22.5% 63 1.4% 2 8.0% 17
Sacramento 5046 2.9% 4.6% 13 2.0% 3 7.1% 15
San Benito 311 0.2% 0.4% 1 1.4% 2 1.4% 3

an Bernardin 12014 6.9% 1.8% 5 0.7% 1 5.7% 12
San Diego 13056 7.5% 1.8% 5 2.7% 4 12.3% 26

San Francisc 1913 1.1% 5.0% 14 4.8% 7 7.1% 15
San Joaquin 4171 2.4% 1.8% 5 0.7% 1 13.2% 28
an Luis Obis 1081 0.6% 1.4% 4 2.7% 4 4.2% 9

San Mateo 1834 1.0% 8.2% 23 6.1% 9 8.5% 18
Santa Barbar 1899 1.1% 1.4% 4 2.7% 4 3.3% 7

Santa Clara 6753 3.9% 5.0% 14 9.5% 14 3.8% 8
Santa Cruz 1321 0.8% 0.0% 0 2.0% 3 6.1% 13

Shasta 879 0.5% 2.9% 8 2.0% 3 4.7% 10
Sierra 7 0.0% 0.0% 0 0.7% 1 1.9% 4

Siskiyou 204 0.1% 0.4% 1 0.0% 0 2.8% 6
Solano 903 0.5% 0.4% 1 3.4% 5 6.6% 14

Sonoma 1600 0.9% 0.4% 1 2.7% 4 10.8% 23
Stanislaus 3223 1.8% 1.4% 4 1.4% 2 6.6% 14

Sutter 466 0.3% 0.4% 1 0.0% 0 5.2% 11
Tehama 344 0.2% 0.0% 0 0.7% 1 2.8% 6
Trinity 51 0.0% 0.0% 0 0.0% 0 1.4% 3
Tulare 3525 2.0% 1.8% 5 0.7% 1 4.7% 10

Tuolumne 176 0.1% 1.1% 3 1.4% 2 2.4% 5
Ventura 3026 1.7% 0.0% 0 3.4% 5 5.2% 11

Yolo 584 0.3% 1.4% 4 0.0% 0 6.6% 14
Yuba 370 0.2% 0.0% 0 0.7% 1 4.7% 10
Total 175233 280 147 212  

Profile of CCS Case Distribution and Respondents to FHOP Surveys 
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Issues/Objectives Final Draft List 
 
From the Title V CCS Needs Assessment 2010 
May Stakeholder Meeting 
Sacramento, CA 
 
Objectives for CCS Program 
 
1. Link families to information and support, build better connections to community based 
resources, such as family resource centers, and inform families about what CCS covers. 
 
2. Increase family partnership in decision making and satisfaction with services through 
such things as:  parent participation on advisory committees and parent liaisons, and 
financial support for participating in these activities. Increase family partnership in 
decision making in the MTP by collaborative goal setting and increase family 
participation in provision of therapy. 
 
3. Conduct regular assessments of the level of parent/patient satisfaction as part of CCS 
outcomes. 
 
4. Consider adjusting financial eligibility by indexing it to inflation. 
 
5. Implement a standardized system of service delivery including consistent timeliness 
guidelines, access to special care center services, access to subspecialists and access 
to medical home services for ALL children with special health care needs regardless of 
insurance coverage or county of residence.   
 
6. Develop and implement IT and other solutions to facilitate more rapid determinations 

of eligibility and authorizations and communication between CCS and providers –  
a. Identify best practices 
b. Support electronic referrals  
c. Open physician portals to CCS staff 
d. Use technology to collect data and monitor outcomes 
e. Build on federal funding of electronic medical records  
 

7. Increase access to adult health care services for transitioning CCS youth by 
a) Requiring CCS specialty care centers to incorporate adult specialist as part of 

their teams with written transition policies and procedures 
b) Launching outreach effort and increase education (Fresno example) to recruit 

adult specialists for youth transitioning out of CCS 
c) Working with medical providers to identify methods, materials and protocols to 

increase transition planning services provided to CCS youth  
d) Exploring regulatory and policy options to increase services for transition age 

youth 
e) Increase knowledge and provide education about community resources to adult 

physiatrists about CP and other CCS developmental diagnoses. 
 
 

8. CCS will work with appropriate partners to define and create and implement 
standards for Medical Homes for CCS children. Address the following issues: 
a. Include certification (rural areas may need special consideration) 

Title V CCS Needs Assessment 2010 
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b. Authorization for CCS rates 
c. Authorize and pay for care coordination services (in coordination with special 

care center not in lieu of SCC, addresses relationship with SCC) 
d. Utilize previous work that was done on medical homes  
e. Implement a system able to accurately reflect whether or not CCS children have 

medical homes 
 
9. Modify the CCS program, with appropriate funding, to cover the whole child 

 
10. Expand the number of qualified providers of all types in the CCS program.  

a. Simplify paperwork  
b. Streamline and improve the process for paneling CCS providers, for example, by 

prioritizing the Medi-Cal registration for qualified CCS providers, 
c. Ensure regular rate increases for CCS providers; preserve CCS physician rate 

enhancement; address problems with Fiscal Intermediary processing that results 
in no payment 

d. Develop and implement strategies to facilitate reimbursing providers in a more 
timely fashion. (Correct problems at Fiscal Intermediary with processing claims 
for CCS services) 

e. Look at appropriate use of physician extenders while maintaining CCS standards 
f. Develop a system of electronic-consults for screening for referrals for certain 

conditions to reduce unnecessary referrals (subspecialists provide initial consult 
via telemedicine, electronic means) 

 
11. Preserve CCS role as state standard setter (including regionalization). 

 
12. Develop quality processes and structures to collect outcomes data  

 
13. Develop a system to implement and evaluate the quality of care provided by the CCS 

program with the goal of ensuring that each child gets the right care at the right time 
by the right providers 

 

Title V CCS Needs Assessment 2010 
Family Health Outcomes Project UCSF 

2



1 2 3 4 5 6 7 8 9 10 11 12 13
1 55 58 46 36 58 52 56 58 59 52 50 58 62
2 24 24 24 60 60 60 60 60 60 60 60 60 60
3 57 60 59 36 63 54 63 46 54 63 46 59 61
4 30 22 17 25 40 51 48 43 49 52 46 50 50
5 43 47 52 33 54 61 65 59 50 61 57 49 51
6 37 61 39 38 54 55 40 53 63 49 43 53 57
7 32 24 0 0 55 55 50 49 54 54 55 49 47
8 27 33 27 28 43 35 39 49 34 52 54 37 36
9 20 30 25 23 27 37 28 50 60 41 13 44 47

10 49 45 0 27 59 52 58 62 58 50 54 40 40
11 24 43 36 19 48 48 58 52 64 55 60 58 58
12 61 58 44 43 61 65 65 65 65 65 63 57 57
13 51 51 43 30 55 55 52 51 62 50 46 58 53
14 29 25 35 26 43 55 28 38 30 31 34 47 54
15 29 31 24 21 51 41 20 63 42 47 57 39 44
16 58 59 45 29 41 56 63 49 58 54 47 57 58
17 44 48 29 25 56 49 59 61 55 52 61 37 48
18 27 35 36 50 43 44 44 53 56 54 50 41 41
19 57 43 44 57 59 63 63 63 59 51 45 57 57
20 38 56 62 49 54 54 52 52 52 60 54 56 60
21 47 42 28 31 55 47 39 53 52 48 55 43 58
22 45 48 28 48 59 56 53 58 58 60 63 65 63
23 26 24 24 15 15 50 29 37 38 60 33 22 29
24 39 45 35 27 51 57 42 37 48 55 44 44 45

Totals 949 1012 802 776 1204 1252 1174 1261 1280 1276 1190 1180 1236 0 0

CCS Stakeholder's Priority Issue / Objective Rating Scores

Appendix 31
Potential Priorities and Scores
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Appendix 32 
Top Priorities 

Top Issues/Objectives to Address in the Next Five Years 
 
From the Title V CCS Needs Assessment 2010 
May Stakeholder Meeting 
Sacramento, CA 
 
 

Rank Priority Objectives 
1 Modify the CCS program, with appropriate funding, to cover the 

whole child. 
2 Expand the number of qualified providers of all types in the CCS 

program. 
3 CCS will work with appropriate partners to define and create and 

implement standards for Medical Homes for CCS children. 
4 Develop and implement IT and other solutions to facilitate more rapid 

determinations of eligibility and authorizations and communication 
between CCS and providers.  

5 Develop a system to implement and evaluate the quality of care 
provided by the CCS program with the goal of ensuring that each 
child gets the right care at the right time by the right providers. 
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