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# COMMENT DEPARTMENT RESPONSE 
1-1 
 

Timely Access to Health Care Services 
 
(Talk about "timeliness"! Weren't these regs due by January 1, 
2004?) 

No change requested. 

1-2 (a)  Standards. 
       
(1)  Provide Timely Health Care.   ...  This section is not intended to 
create any basis for an individual cause of action not presently 
existing in law ... 
 
Why Not? Violation of a statutory right to timely access should 
be the basis for a claim of negligence per se. 

Decline: The suggested revision is not necessary to implement the intended 
consumer protection objectives of AB 2179, which enacted Section 1367.03, or this 
rulemaking action.  

1-3 (2)  Documented Process For Timely Access.  All plans shall have 
established and documented quality assurance processes and 
systems and adequate provider network capacity to achieve timely 
access in accordance with this section.   All plans shall have written 
policies and procedures that include: 
(A) Standards for specified indicators of timely access to care; 
(B)  Plan monitoring of compliance with timely access standards; 
(C)  Corrective action to address timely access deficiencies; 
(D)  Assessment of enrollee satisfaction with timely access to care; 
(E)  Assessment of provider satisfaction with timely access to care; 
and 
(F)  Annual reporting of timely access. 
 
Why are these standards left to each plan? These are the very 
matters which the REGULATION should specify! How will 
DMHC determine that a plan's policy is inadequate or self-
serving? 

Accept in Part: The concerns reflected in this comment have been addressed by the 
revised text at subsections (c) and (d).  
 
Decline in Part: The revisions made to address the concerns are different than 
those suggested by this comment.  

1-4 (3)  Delegation and Responsibility.   
 
(B)   No plan shall require a contracting health care provider or 
provider group to provide timely access to health care services that 
the provider or provider group does not have the employed or 

Accept in Part: The concerns reflected in this comment have been addressed by the 
revised text at subsections (a), which confirms that the regulation clarifies the 
obligations for plans to ensure adequate networks and does not establish 
performance standards for individual providers.  
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contracted capacity to provide.  
 
This vitiates the entire regulation! No plan should CONTRACT 
with a provider that does not have the capacity to provide 
timely access!! 

Decline in Part: The revisions made to address the concerns are different than 
those suggested by this comment. 

1-5 b)  Definitions.  For purposes of this section, the following definitions 
apply: 
 
(1)  Advanced Access or same-day access means every enrollee is 
offered an appointment on the day of the request for an appointment 
regardless of the reason for the appointment, or within one business 
day for non-urgent primary care and within five business days for 
non-urgent specialty care.   
 
This is ambiguous!  
What is the meaning of "appointment"? Is it the doctor visit itself, or 
the setting of the date of the doctor visit? Does this mean that the 
patient must be SEEN by the doctor on the specified day, or that the 
doctor visit date must be SET on the specified date, for the enrollee 
to be SEEN at some future unspecified date? 
You need a definition of "appointment" to resolve this 
ambiguity.  

Accept in part: Please see the revisions to subsection (b)(1).  
   
Decline in Part: Adding a definition for appointment is not necessary to ensure 
accurate application of the proposed regulation, in light of the revisions made to 
subsection (b).  

1-6 Also, What are the situations in which the enrollee is entitled to an 
appointment "on the day of the request", as opposed to 1 or 5 days 
later? It appears that the "or" clauses completely nullify the initial "day 
of the request" clause. 

Decline: Clarifying the definition of appointment waiting time as suggested by this 
comment is not necessary to ensure accurate application of the proposed 
regulation.  

1-7 (2)  Appointment waiting time ...  Appointment waiting time for 
specialty care is exclusive of time to make diagnostic tests available 
to the specialist for diagnosis by the specialist. 
 
It should be the responsibility of the plan to see that all 
necessary clinical information is provided to the specialist by 
the date of the scheduled visit. Excluding time taken to make 
that information available destroys the specified time limits. 

Decline: The proposed regulation is not intended to include the kind of day-to-day 
operational specifics for provider offices as suggested by this comment.  

1-8 (5)  Open access means every enrollee is offered an appointment on 
the day of the request for an appointment regardless of the reason for 
the appointment, or within five business days for non-urgent primary 

Accept in part: Please see the revisions to subsection (b)(1).  
 
Decline in Part: Adding a definition for appointment is not necessary to ensure 
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care and within seven business days for non-urgent specialty care.   
 
Same ambiguities as mentioned under "Advanced Access", 
above. 

accurate application of the proposed regulation, in light of the revisions made to 
subsection (b). 

1-9 (c)  Timely Access Program Requirements.   
 
(2)  Quality Assurance Standards for Timely Appointments.... all 
plans shall adopt quality assurance standards for timely delivery of 
health care services in accordance with this section.   
 
Once again, the REGULATION should set quality assurance 
standards, not the plan! 

Accept in Part: The regulation has been revised to clarify that a plan’s time elapsed 
standards must be developed in accordance with the requirements set fort in the 
revised regulation.  The regulation retains and confirms the definitive performance 
standard for providing timely access to care, that is, the requirement that plans must 
ensure timely access to covered services as appropriate for an enrollee’s condition 
and health care needs consistent with professionally recognized standards of 
practice.  This is not a new performance standard - it is reflected in multiple 
provisions of the Act and Rules, including but not limited to, Sections 1367(d) and 
(e), 1367.01, 1370 and Rules 1300.67.1 and 1300.70.  The regulation also retains 
the requirement for developing and complying with time elapsed standards, by 
requiring plans to develop them in accordance in accordance with the standards set 
forth at subsection (d)(3) and file them for the Department’s approval.  This revised 
approach provides necessary and appropriate flexibility for plans to develop 
effective mechanisms, within the context of their particular operations and networks, 
for meeting the performance standards, including the time elapsed standards. 
 
Decline in Part:  The regulation is not intended to be a substitute for a plan’s internal 
written policies and procedures, which include the plans specific and detailed 
instructions to its staff regarding how to meet the performance standards 
established in the regulation and in the plan’s time elapsed standards, which must 
be filed for Department approval.  
 

1-10 (A)  Primary Care Accessibility.  An appointment shall be offered with 
a primary care physician ... 
      (i)    For urgent primary care:  within 24 hours. 
      (ii)   For routine primary care:  within 8 business days. 
      (iii)  For preventive primary care:  within 22 business days.        
 
This is a different set of numbers from those in the Definition section! 
Which apply when? 

Accept:: The stated concerns are addressed by deleting the detailed specific time 
elapsed standards applicable to all plans and replacing them with performance 
standards plans must meet in developing time elapsed standards for their 
respective networks.  Please see subsections (c) and (d), which establish the 
relevant performance standards, and subsection (e) which establishes the filing and 
reporting requirements, and the factors considered by the Department when  
evaluating proposed standards and determining  plan compliance deficiencies. 

1-11 (B)  Specialty Care Accessibility.  An appointment shall be offered 
with a specialty care physician ... 
       (i)    For urgent specialty care:  within 72 hours, subject to time, if 

Accept in Part: The stated concerns regarding the adequacy of the specific time 
elapsed standards for specialty care are addressed by deleting them and relying 
instead on the performance standards established by subsections (c) and (d), which 
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any, reasonably allowable under Section 1367.01(h)(2) and (3). 
       (ii)   For routine specialty care:  within 12 business days. 
       (iii)  For routine subspecialty and tertiary specialty care:  within 
22 business days. 
       (iv)  For preventive specialty care: within 22 business days. 
 
Urgent is Urgent!!! Why should an enrollee be forced to wait 3 
days for a urgent condition to be seen by a specialist, but only 
1 day for a GP? There is no rational medical basis for such a 
distinction!  

will apply to specific time elapsed standards to be developed by the plans and filed 
for the Department’s approval.  Please see subsections (c) and (d), which establish 
the relevant performance standards, and subsection (e) which establishes the filing 
and reporting requirements, and the factors considered by the Department when  
evaluating proposed standards and determining  plan compliance deficiencies. 
 
Decline in Part: The proposed regulation already requires appointments to be made 
in timely manner appropriate for an enrollee’s condition, and this requirement is 
retained in the revised regulation text.  Please see subsection (d)(1).  
 

1-12 (C)  Mental Health Care Accessibility.  ... 
 
Why should mental health care be handled any differently from 
any other specialty? 

Please see the Department’s response to Comment No. 1-11. 

1-13 (i)   For urgent mental health care:  within 48 hours. 
 
Again, Urgent is Urgent, and no less urgent because it's 
mental. 

Please see the Department’s response to Comment No. 1-11. 

1-14 (F)  Specialized Service Accessibility.   
      (i)   For urgent acupuncture care:  within 72 hours.     
          
Can you give an example of a condition requiring "urgent 
acupuncture care"?  You shouldn't allow a foolish consistency 
to make you appear ridiculous! 

Accept:: The stated concerns have been addressed by deleting the requirements 
applicable to specialized plans.  

1-15 (g)  Plan’s Corrective Action.   As soon as feasible, plans shall correct 
patterns of noncompliance and egregious episodes of noncompliance 
with the standards adopted in accordance with this section.   
 
This is NOT what the LAW requires!  
AB2179 says "It is the intent of the Legislature to ensure that ALL 
enrollees of health care service plans and health insurers have timely 
access to health care."  
That does NOT say that some proportion of enrollees can be 
maltreated before any corrective action is taken! We don't let 
bank robbers off just because there haven't been an excessive 
number of bank robberies in their neighborhood! We don't give 
a doctor a free pass on malpractice, just because it's his first 

Accept:  Please see the revised performance standards for plan monitoring and 
corrective action, established at subsections (c) and (d). Please also see subsection 
(e) for the factors the Department will consider in evaluating a plan’s proposed 
timely access standards and in determining compliance deficiencies.  
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offense. EVERY enrollee is entitled to the full protection of the 
law.  

1-16 (1)  Corrective Actions.  
  
Your "corrective actions" outlined below say NOTHING about what is 
to be done for the enrollee denied timely care!  A more rational policy 
would be that if an HMO does not provide care within the regulatory 
guidelines, they MUST pay for care obtained outside their network! 
If DMHC is SERIOUS about these policies, they will provide 
regulations with TEETH! 
 

Decline:  Outside the scope of this rulemaking action.  This proposed regulation is 
not intended to address compensation to an enrollee wrongfully denied timely 
access to health care services.  The appropriate solution will vary depending on the 
circumstances and are issues addressed through other laws and regulations, for 
example, the grievance process (Sections 1368, et seq., and Rule 1300.68).  

1-17 (F)  Increase the number of enrollees referred to available non-
contracting providers in the affected service area to achieve 
compliance with timely access standards, with the enrollee’s financial 
responsibility being limited to applicable copayments, coinsurance 
and/or deductibles that would apply had the enrollee seen plan-
contracted providers. 
 
This should be available to EVERY enrollee denied timely 
within network care, not just after a "pattern" of abuse. 

Accept: The revised regulation text clarifies that plans musty monitor for both 
patterns of non-compliance and incidents in which an enrollee has suffered 
substantial harm, and that corrective action must be directed to correct the root 
cause of the compliance deficiency. 
 

1-18 (i)  Annual Compliance Report.  By March 31 of the first full year 
following the effective date of this section and by March 31 of each 
year thereafter, each plan shall file a verified timely access 
compliance report as an amendment to the plan’s license application, 
which shall contain: 
 
"Verified" by Whom? Like Arthur Anderson "verified" Enron's 
financial fraud?  The Verifiers need to be employees of DMHC, 
NOT the individual plans!  

Accept: The reference to “verified” has been deleted and replaced with the 
requirement at subsection (e)(1) that plans file an amendment, which includes a 
requirement that the information contained in the amendment be signed, under 
penalty of perjury, by an authorized officer of the plan, and that plans file an annual 
compliance report.  Pursuant to established Department processes, reports are filed 
pursuant to a similar attestation as to its accuracy.   

1-19 (j)  Substantial Compliance.  Except as described in Section 
1367.03(g)(3)(A) & (B), a plan will be in compliance with the timely 
access standards set forth in subsections (c)(2), (c)(3) and (c)(4) and 
not subject to enforcement action for patterns of noncompliance if the 
plan demonstrates that it is in substantial compliance with those 
subsections.   
 
In spite of "substantial compliance", EVERY enrollee subject to 

Accept: References to “substantial” compliance have been deleted, and replaced 
with the performance standards set forth at subsections (c) and (d), and the factors 
to be considered by the Department at subsection (e).  
.  
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noncompliance with the regulations needs to have some relief, 
e.g., reimbursement for out-of-network care required by the 
plan's noncompliance. The plan must not be allowed to 
second-guess whether the condition was "urgent". 

1-20 (2)  Compliance in Provider Shortage Situations.   
 
In such situations, the plan MUST reimburse affected enrollees 
for out-of-network care. 

Decline: This issue is outside the intended scope of this rulemaking action.  The 
proposed regulation is not intended to address the specific remedy available in 
every situation in which an enrollee is denied timely access to covered services.  
Other provisions of law address these issues, for example, the grievance process 
pursuant to Section 1368, et seq., and Rule 1300.68. 

1-21 (4)  Percentage Compliance. 
You may use these percentages for determining regulatory 
actions, but they MUST NOT allow plans to avoid the 
consequences of INDIVIDUAL violations.   

Accept: The referenced provisions have been deleted and replaced with the 
performance standards set forth at subsections (c) and (d), and the factors to be 
considered by the Department at subsection (e).  

1-22 k)   No New Cause Of Action.  This section is not intended to create 
any basis for an individual cause of action not presently existing in 
law.  
 

This is the SECOND time you've said this! The purpose of this 
law is NOT to protect plans from liability to their enrollees. It is 
to protect Enrollees from negligent plans!   You should clarify it 
to allow the violation of the law to be the basis for a claim for 
negligence per se. 

Accept in Part: The revised regulation only references this once, at subsection (a), 
and also has been revised to clarify that it does not create a new basis for a 
defense.  
 
Decline in Part: The regulation is not intended to be a basis for finding negligence 
per se.  

1-23 STATISTICALLY VALID SURVEY SAMPLING GUIDE 

You need less emphasis on statistics and more emphasis on 
INDIVIDUAL enrollees harmed by plan policies! 

Accept:: The statistically valid sampling guide has been deleted from this 
rulemaking action, and the regulation text has been revised to establish the  
performance standards set forth at subsections (c) and (d), and the factors to be 
considered by the Department at subsection (e). 

2-24 Broad Overview: 
 
Utilize existing time-elapsed industry standards as a general 
“population-based” overall standard.  Compliance should focus on the 
network as a whole rather than on an individual provider basis.  
 

Accept in Part: The regulation text has been revised to require plans to develop and 
obtain the Department’s approval for time elapsed standards, to be developed 
pursuant to the performance standards set forth at subsections (c) and (d).  See 
also subsection (e) which clarifies the factors to be considered by the Department in 
evaluating a plan’s proposed time elapsed standards and in determining 
compliance deficiencies. 

2-25 Standards not a guarantee of/applicable to specific member’s case – 
on an individual basis the standard will be that the member have 
access to care consistent with the requirements of good medical 

Accept: See revised subsection (d)(1), which articulates the definitive performance 
standard for timely access to covered services. 
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practice for the member’s specific medical condition.  
 

2-26 Appointment wait–time monitoring will be primarily focused on 
member complaints and member satisfaction surveys supplemented 
by a reasonable level of specific provider surveys/reporting.  
 

Accept in Part: See revised subsection (c) and (d) for monitoring requirements,  
 
Decline in Part: The revised regulation text clarifies that plans must have robust QA 
monitoring processes, and responsive mechanisms for identifying compliance 
deficiencies, including both patterns of non-compliance and instances in which an 
enrollee suffered substantial harm.  The revised regulation text also confirms that a 
plan must maintain close oversight of delegated programs, because the plan 
remains ultimately responsible and accountable for ensuring timely access and 
correcting compliance deficiencies.  The revised regulation clarifies that a plan’s QA 
compliance monitoring must include more than monitoring solely through enrollee 
and provider satisfaction surveys. 

2-27 Have compliance measured primarily through standard medical 
surveys as is the case with compliance with other QM/UM 
requirements.  
 

Decline: The suggestion to measure compliance solely through the Department’s 
medical survey process is not consistent with Section 1367.03(f), which requires 
plans to file an annual compliance report, which must contain information sufficient 
to allow consumers to compare the performance of plans and their contracted 
providers, and, pursuant to Section 1367(h) which will be included in the Office of 
the Patient Advocate Report Card.    

2-28 Recommendations: 
 
TIME ELAPSED STANDARDS: 
Adopt time-elapsed standards for appointment wait time and office 
wait time consistent with current industry-accepted standards, such 
as NCQA, URAC, CAHPS standards (the data below is illustrative 
only and needs to be confirmed against current industry standards): 
 
PCP - Preventive Care             -           30 days 
PCP - Routine non-urgent care -           14 days 
PCP – Urgent care                    -           24 hours 
Emergency Care                       -           Immediate 
Specialist – Routine non-urgent care -   30 days 
Specialist – Urgent care            -           72 hours 
Mental Health – Routine OV     -           10 working days 
Mental Health – Urgent care     -           48 hours 
Mental Health – Emergency      -           Immediate 
In-office Wait Time              -           Less than 30 minutes 

Accept in Part: Pursuant to revised subsection (d)(2) and (e)(5), plans may submit 
information regarding the referenced industry standards when they file their 
respective proposed time elapsed standards or request approval for alternative 
standards, and similarly, the plans may submit this information in the course of 
obtaining Department approval for any uniform time elapsed standards developed 
collaboratively, for example, via the Industry Collaboration Effort (ICE). 
 
Decline in Part:  The Department has determined, that establishing in this regulation 
the numerous different time elapsed standards for each of the access indicators, 
will be unworkable and will generate unintended consequences that may disrupt the 
delivery of care and operate contrary to the intent to improve access to care.    
Accordingly, the references in the regulation to specific time elapsed standards for 
each indicator, and the multiple references to special exceptions and waivers, have 
been deleted and replaced with the performance standards set forth at subsection 
(c) and (d), and the description at subsection (e) of the factors to be considered by 
the Department. 
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2-29 Timely access by phone should be a general standard only; 
i.e., timely telephone access based on the nature of the 
provider’s practice and the urgency of the member’s 
condition/inquiry. 

Decline: The regulation has been revised to require plans to provide a mechanism 
for telephone screening and triage, and to facilitate timely access to appointments 
as appropriate for the enrollee’s condition and health care needs, available to both 
enrollees and providers, where the plan has not arranged for Advanced Access as 
defined at subsection (b)(1).  A plan’s telephone screening/triage processes are 
also a mechanism for plans to affirmatively monitor the adequacy of their respective 
provider networks for access deficiencies, and to take prompt corrective action 
where deficiencies are identified.   
 
The revised regulation establishes a specific 5 minutes standard for access to a 
qualified individual for determining and facilitating timely access.  
 
During the course of receiving public comments, the Department has learned that 
most plans, and or their contracting provider groups already provide telephone 
medical advice lines and similar triage and screening assistance for enrollees, so 
this requirement should not be unduly burdensome or costly for plans and their 
delegated medical groups to meet.  
 
For providers operating in solo practices, who lack the administrative capacity to 
provide screening and triage as required by the revised regulation, plans may 
demonstrate compliance by establishing, arranging or contracting to provide triage 
and screening services, and making that available to the providers and to the 
enrollees assigned to those providers. 
 
Helpful models for the provision of appointment screening and triage already exist in 
various contexts within the California delegated model of health care delivery 
system, and the Department remains committed to continued discussion and 
encourages innovative solutions that may be developed as this new regulation is 
implemented.  
 

2-30 Time-elapsed standards should apply on a population-wide 
basis as a general guideline as to whether a plan is providing 
timely access to care, but not on a patient-specific basis.  On a 
member-specific basis, the member should be provided with 
timely access to care consistent with the requirements of good 
medical practice for the member’s specific medical condition. 

Accept in Part: Please see revised subsection (d)(1).  
 
Decline in Part: The revised regulation retains the reliance on time elapsed 
standards as established by Section 1367.03, except that the specific standards 
must be developed and proposed by the plans and filed for the Department’s 
approval. 
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Time elapsed standards are measurable standards that also provide a basis for 
enrollees to compare accessibility among plans.  The annual compliance report is 
based on a county by county assessment, which will permit enrollees within a 
county to compare the accessibility and compliance performance among plans 
similarly situated, i.e., all plans in a given county will be subject to the same 
provider shortages within that county.   This will enable consumers to identify, and 
select, the plans within their county which have demonstrated higher accessibility 
for their enrollees.  Providing meaningful information to consumers to enable them 
to make an informed purchase based on a plan’s performance regarding 
accessibility of covered services is an objective of AB 2179 and this rulemaking 
action.  Please see, for example, Section 1367.03(f)(2) and (h). 
 

2-31 PLAN MONITORING:  Monitoring of appointment access by plans 
should be focused on identifying any patters of noncompliance and 
initiate corrective action, and should consist of 3 components: 
Member complaints – The plan should monitor member 
complaints regarding access to identify and address access 
problems. 

Decline: Section 1367.03 specifically references patterns of non-compliance and 
instances where an enrollee has suffered substantial harm, and the regulation 
confirms that QA monitoring and corrective action, appropriate for the root cause, is 
required for both patterns of non-compliance and instances of substantial harm. 

2-32 Member Satisfaction Surveys – the Current CAS survey 
includes a NUMBER of questions that relate to timely access to 
care.  Consider those questions as being appropriate or, if 
necessary, see about adding questions to an existing standard 
survey tool.  Plans should monitor the results of those surveys 
to identify and address access problems. 

Accept in Part: The revised regulation retains provisions permitting plans to use 
existing survey tools, so long as they comply with the requirements of the 
regulation, e.g. they are statistically valid and the questions, either existing or 
supplemental, have been approved by the Department. 
 
Decline in Part: The details regarding adequacy of questions in an existing survey 
tool or supplemental questions will be addressed after adoption of this regulation 
pursuant to the filing described at subsection (e)(1).  

2-33 Provider survey/reporting – Plans or delegated groups/IPAs to 
conduct a survey of or reporting on specific providers annually to 
identify time to first available appointment: 
 
Applies to PCPs and high-volume specialists only – 

Accept in part: Please see revised subsection (c)(2)(B).  
Decline in Part: The content of the survey is not specified in the regulation text, 
however, the regulation clarifies that it must be directed to assess performance as 
to each of the access indicators. 

2-34 Establish a uniform list of high-volume specialists so that it is 
the same for all plans/reporting providers.  [Per the FEP 
program, high volume specialists are:  cardiologists, 
gastroenterologists, general surgeons, neurologists, 
oncologists, ophthalmologists, orthopedic surgeons, 
otolaryngologists, and urologists.] 

Accept in Part:  revised subsection (d)(3) permits the collaborative development of 
uniform standards, subject to the Department’s approval. 
Decline in Part: The uniform standards are not specified in the regulation text.   
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2-35 Must monitor 25% of network each year so entire network is 
surveyed every 4 years. 
 

Decline: The comment appears to relate to monitoring by provider satisfaction 
survey only, which is not consistent with existing requirements (see Section 1370 
and Rule 1300.70) or the intent of this rulemaking action.  The revised regulation 
requires an annual provider satisfaction survey of 5% PCP and 5% specialists, but 
a plan’s QA monitoring for accessibility of appointments must be designed to 
monitor the entirety of its network on an ongoing basis, to identify patterns of non-
compliance and instances of substantial harm to an enrollee.  

2-36 Monitoring by IPAs/groups to involve calls to or self-reporting of 
time by providers to first available appointment.  Goal is 
flexibility on the part of groups/IPAs in how to survey/report. 

Decline: This suggested revision is not consistent with the requirement that plans 
establish robust QA programs, including QA programs that are delegated to 
contracting providers.  Please see the performance standards for QA monitoring of 
plan compliance set forth at subsection (c).  

2-37 Monitoring of phone and office wait time will be done only by 
monitoring member complaints and member satisfaction surveys. 
 

Decline: This suggested revision is not consistent with the requirement that plans 
establish robust QA programs, including QA programs that are delegated to 
contracting providers.  Please see the performance standards for QA monitoring of 
plan compliance set forth at subsection (c). 

2-38 DEMONSTRATION OF COMPLIANCE:     Existing regulations 
require that plans file their access standards a monitoring 
process as part of the QA program.  Those materials can be 
re-filed upon implementation of this regulation. 

Accept in Part: The revised regulation retains the requirement for plans to file 
materials demonstrating compliance and updating their public files.  
 
Decline in Part: The revised regulation implements performance standards which 
include requirements for plans to develop time elapsed standards for each of the 
access indicators set forth in subsection (d) (2); to establish systems to provide 
telephone triage and screening to assist providers and enrollees to determine and 
facilitate timely scheduling of appointments for an enrollee’s condition and health 
care needs, and other requirements that will involve amending existing plan 
documents and contracts, and in some cases to develop new plan documents.   
The revised documents and new documents must be filed as required by the Act 
and regulations, including but not limited to Sections 1351, 1352 and Rules 
1300.51(d)(Exhibit J) and 1300.52.  The revised regulation clarifies that plans must 
file their proposed policies and procedures in advance of the implementation due 
date, to permit Department to evaluate and inform the plan regarding necessary 
revisions necessary to reflect compliance.  Please see revised subsection (e)(1) for 
the revised filing requirement.  

2-39 Further demonstration of compliance should take place as an 
element of the current routine medical surveys.  Surveyors can 
monitor timely access as they currently monitor plan 
compliance with any other quality requirements (e.g., policies, 
member complaint logs, sample of files and sample of provider 

Decline: Plans must affirmatively monitor accessibility, including compliance with 
time elapsed standards developed by the plan and approved by the Department 
pursuant to subsections (c), (d) and (e),  in a manner and with a scope so as to 
enable the plan to provide the annual compliance report.  Section 1367.03 requires 
the annual compliance report to include information enabling consumers to 
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surveys).  compare compliance performance among plans and their contracted providers.  
2-40 ADDITIONAL:   The regulations should continue to specify that they 

do not create a private right of action 
 

Accept: This provision is retained, and the regulation has also been revised to clarify 
that it does not create a new defense. 

2-41 The regulations should specify that neither plans nor delegated 
provider groups are obligated to provide access beyond what is 
reasonably available in a geographic area based on number 
and location of providers, provider willingness to contract with 
plans, etc.  If current practice in an area is that patients must 
wait longer than the general standards for appointments, that 
should be sufficient. 

Decline: The suggested revision is not consistent with the consumer protection 
objective of Section 1367.03 and is not consistent with other existing statute bearing 
on accessibility of covered services.  Pursuant to Sections 1367 and 1370, and 
Rules 1300.70, plans must have processes in place to ensure that enrollees receive 
timely access to covered services.  Section 1367(d), which references the term “as 
feasible” upon which this comment appears to rely, bears on geographic access, 
not timely access.   
 
This comment fails to account for the “patterns of practice” requirements in the Act.  
Reference Section 1367(d) and (e), and Rules 1300.67.1, 1300.67.2, and 
1300.67.2.1.  In some communities, for example if there is a shortage of providers, 
enrollees in that community will travel farther to get a timely appointment, and will 
not, as this comment appears to suggest, forego timely medically necessary care 
solely because there are insufficient providers in their community.  Accordingly, 
providing timely access, which is the subject of this rulemaking action is a distinct 
and separate standard, to be distinguished from geographic access.   
 

2-42 The regulation should not modify current contracting 
relationships between plans and delegated providers. 

Decline: Plans must ensure that provider contracts are in compliance with the law, 
including new legislation and new regulations that implement or clarify statutory 
requirements.  Rule 1300.51 provides a process for filing amendments to provider 
contracts under Exhibit K, and the Health Care Providers’ Bill of Rights (Section 
(1375.7) establishes certain requirements for plan and provider contract revisions. 

2-43 Consider exceptions for MediCal? 
 

Decline: It is not necessary for the regulation to specify exceptions for Medi-Cal.  

2-44 The following are the comments of Blue Shield of California regarding 
the revised text of the proposed regulations referenced above.  In 
addition to these comments, we fully endorse and support the written 
comments submitted by the California Association of Health Plans. 
 
We believe that the record to date clearly establishes that the 
approach being taken for these regulations  - i.e., based around strict 
time-elapsed standards – is unworkable, unnecessary and flawed.  
Thus, we would respectfully offer some very general 

Accept: in part: The revised regulation establishes performance standards and 
eliminates the referenced complex and detailed prescriptive requirements. 
 
Decline in Part: Section 1367.03 requires the adoption of time elapsed standards 
unless the Department demonstrates that different standards are more appropriate.  
To date, the Department has not determined that different standards are more 
appropriate.  The revised statute retains requirements for time elapsed standards, 
which are not specified in the regulation, but which must be developed by plans 
pursuant to the performance standards set forth at subsections (c) and (d).  
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recommendations as a framework in which to take a new approach to 
regulations under this statute: 
 
STATUTORY FLEXIBILITY – The statute does not mandate that the 
Department enact detailed, draconian, and complex regulations.  The 
Department has the authority to develop a careful surgical set of 
regulations that very cautiously seek to implement the statute.  
Section 1367.03 does, in fact, grant the Department a great deal of 
flexibility and does not actually mandate much in the way of specific 
features in the regulations; see, e.g., the statements that the 
Department “shall consider” certain things, and that standards be 
adopted “as necessary”.  It is likely that some “indicators” of 
timeliness must be developed, but what those indicators are is not 
dictated.  [Health plans have repeatedly suggested that enrollees 
grievances and satisfaction survey results are completely appropriate 
“indicators”.] 
 

 

2-45 Moreover, the statute specifically authorizes the Department to 
adopt standards (again, only “as needed” – meaning that no 
standards would be adopted if none are needed) other than 
time-elapsed standards.  All that is required is that the 
Department demonstrate that the alternative standards are 
‘more appropriate”.  And the Department is charged to 
“consider the nature of the plan network” when deciding what 
standards are more appropriate.  We believe 2 important 
conclusions flow from these provisions in the law: 
If, as has been repeatedly suggested and as is noted below, 
time-elapsed standards are of very limited or no real value in 
determining whether enrollees are, in fact, receiving clinically 
appropriate and timely access to care, then any other 
alternative standards or indicators that are shown to be “more 
appropriate” and have greater value would meet the 
requirements of the statute. 
 
We believe the record makes it abundantly clear that, given the 
nature of the delegated HMO network in California, time-
elapsed standards would not only not be appropriate but would 

Accept in Part: The revised regulation establishes performance standards and 
eliminates the referenced complex and detailed prescriptive requirements. 
 
 
Decline in Part: Section 1367.03 requires the adoption of time elapsed standards 
unless the Department demonstrates that different standards are more appropriate.  
To date, the Department has not determined that different standards are more 
appropriate.  The revised statute retains requirements for time elapsed standards, 
which are not specified in the regulation, but which must be developed pursuant to 
the performance standards set forth at subsections (c) and (d).  
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adversely impact both access and cost. 
 
Further, this is a VERY complex matter.  It is prudent to take a 
very careful first step.  There have been many 
recommendations that the Department propose a very narrow 
and careful regulation as a first step and then investigate and 
research further, accessing expert input.  We encourage the 
Department to heed that guidance. 
 
SIMPLICITY IS ESSENTIAL – There is elegance in simplicity.  
These regulations have reached a level of complexity that is 
both unwarranted and unworkable.  This is more than there just 
being too many words – although there are too many words.  
The approach itself is just too complex – it creates a regulatory 
scheme that is unnecessary and, candidly, unworkable.  Thus, 
we recommend that the Department not try to “fix” these 
regulations – that is how the current version got where they 
are.  The Department should discard these regulations and 
start anew with keen eye on keeping it simple. 

2-46 As we have noted in previous comments about these 
regulations, it doesn’t matter how they are written, or what the 
Department implements - they will do absolutely nothing to 
improve enrollee access to care.  Thus, as we have previously 
suggested, where a regulation will have little or no positive 
impact on access, cost or quality, the Department should 
proceed very carefully with the “lightest” regulations possible.  

Accept in Part: The revised regulation establishes performance standards and 
eliminates the referenced complex and detailed prescriptive requirements. 
 
Decline in Part: Section 1367.03 requires the adoption of time elapsed standards 
unless the Department demonstrates that different standards are more appropriate.  
To date, the Department has not determined that different standards are more 
appropriate.  The revised statute retains requirements for time elapsed standards, 
which are not specified in the regulation, but which must be developed pursuant to 
the performance standards set forth at subsections (c) and (d).  
  

2-47 RIGID OBJECTIVE STANDARD IS WRONG – These 
regulations seem based on and focused on some perceived 
current norm that is an objective standard of access that is  
ascertainable and being met.  Thus, any variation from that 
ideal triggers all kinds of obligations under the regulations – 
using non-contracting providers unnecessarily, doing an 
incredibly large number of filings for exceptions, having to 
submit corrective action plans, etc.  We respectfully submit that 

Accept in Part: The revised regulation establishes performance standards and 
eliminates the referenced complex and detailed prescriptive requirements. 
 
Decline in Part: Section 1367.03 requires the adoption of time elapsed standards 
unless the Department demonstrates that different standards are more appropriate.  
To date, the Department has not determined that different standards are more 
appropriate.  The revised statute retains requirements for time elapsed standards, 
which are not specified in the regulation, but which must be developed pursuant to 
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focus is simply wrong and the Department needs to broaden its 
point of view. 

the performance standards set forth at subsections (c) and (d).  
 

2-48 PLANS DOEN’T “CREATE” ACCESS – It is not the statutory 
obligation of plans to create local provider access and it is 
inappropriate for the Department to suggest that, where there 
is a local lack of providers, plans should somehow work to 
recruit new providers, etc.  The Kaiser system aside, plans 
don’t build hospitals, and they don’t recruit or hire physicians.  
Rather plans contract with providers in the community to 
provide reasonable access to care within the context of that 
community.  The Department has no statutory authority to 
suggest otherwise and, thus, we must reject of any 
suggestions in the current regulations that plans must create 
access where it doesn’t exist. 

Decline: The Department disagrees with the conclusions in this comment regarding 
the Department’s authority to establish the standards in this proposed regulation.  
Further, this comment does not accurately reflect the plans’ statutory obligations, 
including but not limited to those established by Sections 1367 and 1370, for plans 
to provide accessibility, availability, and continuity of covered services as medically 
necessary and appropriate for an enrollee’s condition consistent with good 
professional practice and professionally recognized standards of practice.   
 
Plans that do not build hospitals or hire physicians, are nonetheless obligated to 
contract with hospitals, physicians and other health care providers in a manner to 
ensure that the plan’s provider network and organizational and administrative 
capacity meet the statutory standards for providing quality, accessibility, availability 
and continuity of covered health care services consistent with professionally 
recognized standards of practice. 
 
The commenter’s reliance on the availability of providers in a “community” fails to 
account for the “patterns of practice” requirements in the Act.  Reference Section 
1367(d) and (e), and Rules 1300.67.1, 1300.67.2, and 1300.67.2.1.  In some 
communities, for example if there is a shortage of providers, enrollees in that 
community will travel farther to get a timely appointment, and will not, as this 
comment appears to suggest, forego timely medically necessary care solely 
because there are insufficient providers in their community.  Accordingly, providing 
timely access, which is the subject of this rulemaking action is a distinct and 
separate standard, to be distinguished from geographic access.   
 
The Department’s authority to establish standards for timely access through this 
proposed rulemaking action is clear and specific.   The proposed revised regulation 
provides flexibility for plans to develop the necessary processes to correct 
compliance deficiencies, including as appropriate to address the root cause, 
contracting with additional providers in a particular service area or referring 
enrollees outside the shortage service area to other network providers when such 
referral is medically necessary to ensure timely access appropriate for the 
enrollee’s condition and health care needs. 

2-49 In the above context, the plan offers some brief specific comments.  
First, Blue Shield previously submitted an outline of an alternative 

Decline: Section 1367.03 requires the adoption of time elapsed standards unless 
the Department demonstrates that different standards are more appropriate.  To 
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proposal to the Department, a copy of which is enclosed herewith.   
The Department responded to that proposal suggesting, in part, that 
the Department’s approach and our alternative were “substantially 
consistent”, but then noted a number of material areas where the 
proposal differ markedly.   We agree that, in discussions, there 
appeared to be close alignment regarding the appropriate approach.  
However, the details of the regulations then diverge and the 
comments of the Department confirm a sharp difference of opinion in 
many material areas.  In response we offer the following: 
 
TIME ELAPSED STANDARDS ARE NOT THE RIGHT 
STANDARD – This seems to be the area of greatest 
disconnect.  The Department has on a couple of occasions 
noted that plans already have time-elapsed access standards 
and that several of the standards the Department is proposing 
pretty much mirror what plans have in place.  So, the 
Department asks why the plans are so opposed to these 
standards.  The problem is not what the standards are, but how 
they are applied and what they mean.  Plans have for many 
years had access standards in place – they have been 
required to do so by regulations for years.  However, these 
standards have always been general guidelines.  They have 
never been absolute standards applied rigidly to each and 
every health care encounter between an enrollee and a 
provider.  Moreover, they have existed in context – as general 
guidelines only, they aren’t implicated where current 
circumstances make it impossible for them to be met.  The 
broader goal of plans has been to ensure that enrollees get 
care in a way and a time that is clinically appropriate for their 
particular circumstance. 
 
What the Department is proposing is that these are absolute 
standards and apply to each and every enrollee in each and 
every encounter, unless a plan applies for and obtains a 
specific and applicable exception.  Applied on an event-specific 
basis, they require plans to use non-contracting providers and, 
in fact, will likely undermine the ability of plans to maintain 

date, the Department has not determined that different standards are more 
appropriate.  The revised statute retains requirements for time elapsed standards, 
which are not specified in the regulation, but which must be developed by plans, 
subject to Department approval, pursuant to the performance standards set forth at 
subsections (c) and (d).  
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contracted networks of certain providers in some areas – as we 
noted previously, this will result in a de facto any willing 
provider situation with the related increase in cost.  This is a 
result that should be completely unacceptable to everyone. 
 
Moreover, those rigid standards then trigger onerous tracking 
and reporting and an endless flow of plan filings seeking 
specific exemptions in specific areas as the composition of 
available local providers changes. 

2-50 TIME-ELAPSED STANDARDS DON’T MEASURE ACCESS 
AND DON’T ENSURE ACCESS – As a corollary to the above, 
many stakeholders, including plans and physicians, have 
repeatedly noted that rigid time elapsed standards like these 
simply are not a valid means to evaluate access to care and 
they don’t ensure access to care.  Qualified medical directors 
at various plans and medical groups/IPAs have repeatedly 
stated this position.  So, if, in fact, these rigid time elapsed 
standards are NOT a valid way to measure access, then 
saying they are won’t make it so.  It just creates inherent 
irreconcilable conflict.  In a vacuum, care is not clinically 
appropriate and timely on day 30, but clinically inappropriate 
and untimely on day 31. 
 
We submit it is critical that the Department listen carefully to 
those experts who know best how to approach access to care, 
measure it and impact it in a positive way.  Further, if the 
Department believes that time elapsed standards are an 
absolutely essential part of the regulation, then they need to 
exist only as small part and as a general guideline as we and 
others repeatedly have suggested. 

Accept in Part: The concerns reflected in this comment have been addressed by the 
revised text at subsections (c), (d) and (e).  
 
Decline in Part: The revisions made to address the concerns are different than 
those suggested by this comment. The public comments received by the 
Department reflect that increasing the number and scope of the prescriptive 
requirements contained in prior versions has been ineffective to resolve the 
concerns regarding unintended consequences, and with each revision of the 
prescriptive requirements, new concerns regarding additional unintended 
consequences were generated.  The Department has decided that it is not a 
workable approach to include in the regulation text every specific time elapsed 
standard for each of the access indicators set forth in Section 1367.03 that could 
apply in the multitude of geographic circumstances, operational variations, and 
health care conditions affecting plans, providers, and enrollees.  Instead, the 
Department has determined that the appropriate place for the specific time elapsed 
standards to be established and documented is in each plan’s internal written 
policies and procedures, developed in accordance with the performance standards 
established by this revised proposed regulation. 

2-51 We concur with suggestions being made by CAHP and others 
that the Department should convene an expert panel of people 
who really understand access to develop proper guidelines and 
to understand why the currently proposed standards are not 
the right standards before adopting the wrong standard in an 
incredibly onerous regulation.  This is particularly critical if, as 
has been predicted may a number of medical providers, 

Accept in part: The regulation has been revised to eliminate the detailed prescriptive 
requirements and to require plans to develop time elapsed standards in accordance 
with the performance standards set forth at subsections (c) and (d) and subject to 
the Department’s approval.  Plans may convene experts and submit the information 
necessary to reflect compliance with the performance standards and to support 
alternative standards pursuant to subsection (e)(5), including uniform standards 
developed collaboratively and approved by the Department.  
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implementation of this regulation, as currently drafted, would 
likely have the effect of making care less timely. 

 
Decline in Part: The referenced suggestion to delay these regulations to convene an 
expert panel is not consistent with the Department’s intent to move complete this 
rulemaking action.  The Department will continue to welcome comments and 
concerns raised regarding unintended consequences and other concerns as the 
new regulations are implemented. 

2-52 MONITORING/REPORTING – We continue to believe that the 
mouse trap proposed in these regulations is unnecessary, 
complex and unworkable.  The primary monitoring and 
reporting which is a valid indicator of access must, according to 
the experts, be based on tracking member grievances, the 
results of member surveys and any other measure the experts 
suggest have merit.  Thus, any monitoring and reporting based 
on time-elapsed standards, if it exists at all, must be simple, 
flexible and avoid burdening providers who contract with and 
will have to report to several health plans.  Quite simply, a 
complex system of monitoring and reporting against a 
meaningless standard will only result in meaningless pieces of 
data that do not inform.  We have suggested some alternatives 
to the Department.   

Accept in Part: The concerns reflected in this comment have been addressed by the 
revised text at subsections (c), (d) and (e).  
 
Decline in Part: The legislature clearly did not consider time elapsed standards to 
be “meaningless” as suggested by this comment.  To the contrary, Section 
1367.03(f)(2) and (h) reflect a legislative intent that a plan’s performance and 
compliance in connection with time elapsed standards be documented and reported 
to consumers, as information meaningful and useful in making a coverage purchase 
decision.  At this time, the Department has not determined that there are more 
appropriate standards than time elapsed standards for monitoring access to care 
than time elapsed standards.  Quality assurance monitoring for the adequacy of a 
provider network cannot, as has been suggested by this and a number of other 
commenters, rely solely on the subjective perceptions of laypersons, i.e. the 
responses to enrollee satisfaction surveys or enrollee complaints.  The Act imposes 
an obligation on plans to conduct affirmative quality assurance monitoring, and to 
conduct quality assurance monitoring with the involvement of qualified actively 
practicing health care providers.  Accordingly, the revised regulation confirms this 
requirement as an additional performance standard at subsection (d)(3). 
 

2-53 PPOs – On page 16 of the regulation in paragraph (e)(6), it 
appears the Department is now proposing a separate set of 
requirements relating to PPO products and compliance 
monitoring.  We believe it is appropriate and have no 
objections.  However, it is not clear the extent to which other 
provisions of the regulations do/do not apply to PPOs.  What 
other sections of these regulations apply to PPOs?  That needs 
to be clarified. 

Accept in Part: The concerns reflected in this comment have been addressed by the 
revised text at subsections (c), (d) and (e).  
 
Decline in Part: The revisions made to address the concerns are different than 
those suggested by this comment.  The public comments received by the 
Department reflect that increasing the number and scope of the prescriptive 
requirements contained in prior versions has been ineffective to resolve the 
concerns regarding unintended consequences, and with each revision of the 
prescriptive requirements, new concerns regarding additional unintended 
consequences were generated.  The Department has decided that it is not a 
workable approach to include in the regulation text every specific time elapsed 
standard for each of the access indicators set forth in Section 1367.03 that could 
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apply in the multitude of geographic circumstances, operational variations, and 
health care conditions affecting plans, providers, and enrollees.  Instead, the 
Department has determined that the appropriate place for the specific time elapsed 
standards to be established and documented is in each plan’s internal written 
policies and procedures, developed in accordance with the performance standards 
established by this revised proposed regulation. 
 

2-54 We note that the last sentence in Section (c)(2) sets out a 
separate PPO requirement relating to compliance with 
appointment standards.  The implication is that the standards 
themselves apply.  However, the PPO is apparently in 
compliance if 1 provider in the PPO network (based on type of 
specialty?) is “geographically accessible” who can meet that 
appointment wait time.  How is the plan supposed to know that 
on any given day for all types of providers in all of the relevant 
geographic areas?  How frequently would the plan have to 
survey providers to determine that in order to be confident it is 
in compliance?  This requirement is completely unworkable in 
a PPO setting, especially when enrollees in a PPO are free to 
go anywhere in the service area for care – they are not limited 
at all to their own geographic area.  For example, if an enrollee 
in Sacramento wants to see a PPO specialist in LA, but that 
specialist can’t offer an appointment in compliance with the 
standards, has the enrollee nonetheless been provided with 
timely access if the plan has a PPO specialist in Sacramento 
that had an available appointment?  Or in LA?  Will the enrollee 
believe that is the case? 

Accept in Part: The concerns reflected in this comment have been addressed by the 
revised text at subsections (c), (d) and (e).  
 
Decline in Part: The revisions made to address the concerns are different than 
those suggested by this comment.  The public comments received by the 
Department reflect that increasing the number and scope of the prescriptive 
requirements contained in prior versions has been ineffective to resolve the 
concerns regarding unintended consequences, and with each revision of the 
prescriptive requirements, new concerns regarding additional unintended 
consequences were generated.  The Department has decided that it is not a 
workable approach to include in the regulation text every specific time elapsed 
standard for each of the access indicators set forth in Section 1367.03 that could 
apply in the multitude of geographic circumstances, operational variations, and 
health care conditions affecting plans, providers, and enrollees.  Instead, the 
Department has determined that the appropriate place for the specific time elapsed 
standards to be established and documented is in each plan’s internal written 
policies and procedures, developed in accordance with the performance standards 
established by this revised proposed regulation. 
 

2-55 CONTRACTING PROVIDER RESPONSIBILITY – Blue Shield 
continues to be very concerned with the text in Section (a)(3)(B) and 
what contracting providers can/cannot be required to do.  This should 
really be a matter of contract between the plan and the provider.  The 
provider should not agree by contract to do something and actually 
accept payment to do something, and then be free to simply avoid 
having to comply with that obligation.  An IPA or medical group is 
contracting with a plan to provide services to enrollees that select 
them.  That includes making sure that the services are appropriately 
accessible.  In a capitated model, the plan is paying the IPA/group a 

Accept in Part: The concerns reflected in this comment have been addressed by the 
revised text at subsections (a), which confirms that the regulation clarifies the 
obligations for plans to ensure adequate networks and does not establish 
performance standards for individual providers.  
 
Decline in Part: The revisions made to address the concerns are different than 
those suggested by this comment. 
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monthly amount to do that.  It is not appropriate for the provider to 
accept the capitation but not meet its obligations.   For example, if an 
IPA/group is encountering problems with its network such that it 
believes it can’t meet its contractual obligations, then it should close 
its panel to all health plans unless/until it correct the problem.  As 
such, we believe it would be appropriate to modify this section to 
read, perhaps as follows: 
 
“No plan shall require a health care provider or provider group to 
provide timely access to health care services beyond the 
commitments the provider has made in its contract with the plan.” 
 

2-56 EXEMPTION FILINGS SIMPLY WON’T WORK – The 
Department has on several occasions noted that, to the extent 
that there are inadequate providers in an area to meet the 
standards, the regulation includes a process whereby an 
exemption from the standard can be obtained.  While we 
acknowledge that exemption process is in the proposed 
regulation, we believe that the process is simply unacceptable 
and unworkable for plans, delegated providers and the 
Department.  This would result in each health plan separately 
having to periodically access each provider type in a 
geographic area to see if lack of providers is causing the rigid 
access standards to not be met.  [We assume that would, of 
necessity, not be triggered by a momentary provider absence, 
illness, etc., but, rather by a circumstance that will exist over 
some period of time.]  The plans would each need to seek the 
assistance of and information from its delegated provider 
groups to perform this analysis and file for the exemptions.  
And each plan would separately have to make the same filing 
for the same exemption for the same provider situation. 
 
This will take an enormous amount of time to prepare and track 
and it is likely to result in literally hundreds of ongoing filings.  
For example, if 1 of 2 orthopedic surgeons in an area retires 
and the one left can’t meet the stated strict access standards, 
then I assume each health plan that contracts with the IPA in 

Accept in Part: The concerns reflected in this comment have been addressed by the 
revised text at subsections (c), (d) and (e).  
 
Decline in Part: The revisions made to address the concerns are different than 
those suggested by this comment.  The public comments received by the 
Department reflect that increasing the number and scope of the prescriptive 
requirements contained in prior versions has been ineffective to resolve the 
concerns regarding unintended consequences, and with each revision of the 
prescriptive requirements, new concerns regarding additional unintended 
consequences were generated.  The Department has decided that it is not a 
workable approach to include in the regulation text every specific time elapsed 
standard for each of the access indicators set forth in Section 1367.03 that could 
apply in the multitude of geographic circumstances, operational variations, and 
health care conditions affecting plans, providers, and enrollees.  Instead, the 
Department has determined that the appropriate place for the specific time elapsed 
standards to be established and documented is in each plan’s internal written 
policies and procedures, developed in accordance with the performance standards 
established by this revised proposed regulation. 
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that area would have to file for an exemption.  Then, if a new 
orthopedic surgeon is later successfully recruited and the 
ability to meet the standards changes (either somewhat or 
completely), I assume that means all of the plans would then 
have to do a filing to modify or vacate the exemption?  This is 
going to result in an enormous burden on medical groups/IPAs, 
plans and the Department.  While it may be a theoretical 
approach to this matter, we would submit that it is simply not a 
practical workable solution. 
 
In light of the above and all of the previously stated concerns, 
Blue Shield believes that the Department should abandon the 
current regulations and consider one of several alternatives.  
Whichever alternative option is adopted, we also strongly 
encourage the Department to convene an ad hoc committee or 
round-table of experts in this area to assist the Department in 
more fully understanding the limited value and problems 
presented by rigid time-elapsed standards and to consider 
alternative standards and indicators that are more meaningful 
and appropriate.  The outcome of that work could then, if 
appropriate, inform future changes in the regulations. 

2-57 As alternatives, Blue Shield asks the Department to consider the 
following alternatives: 
 
PRUDENT PAUSE – Suspend all further action on the 
regulations until the expert roundtable can be created and the 
work done.  Further regulations would then be based on more 
robust expert information and recommendations. 

Decline: The suggestion to terminate this rulemaking action is not consistent with 
the Department’s intent to move forward with these regulations as revised.  The 
Department will continue to welcome comments and concerns raised regarding 
unintended consequences and other concerns as the new regulations are 
implemented.  

2-58 PHASE 1 BARE BONES – CAHP is presenting the Department 
with an option to surgically modify the existing access 
regulations to add substance from the Section 1367.03 but 
doing so in a way that is cautious and measured.  The 
suggestion is that this approach would them be subject to 
change in the future based on the outcome of the further 
research, round-tables, etc.  That approach is rational and 
should be considered. 

Decline:  The referenced approach is not consistent with the Department’s intended 
approach as reflected in the revised text. 

2-59 HYBRID – As noted above Blue Shield, previously provided the See Department’s response to comment no. 2-58. 
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Department with an outline of an alternative proposal which 
maintained the existing time-elapsed standards as broad 
population-based guidelines only, and proposed limited plan 
monitoring based on member complaints and member 
satisfaction surveys and careful delegated provider reporting of 
appointment availability.  It was believed this represented a 
possible compromise approach.  We are resubmitting that 
proposal to the Department with these comments, although we 
do not believe it is the preferred approach. 

2-60 MACRO/MICRO APPROACH – Another possible approach would be 
to maintain the existing time-elapsed standards as broad population-
based guidelines only and then have plans develop a “macro” and a 
“micro” approach to access as follows: 
MACRO – Monitor indicators of access based on member 
complaints, member satisfaction surveys and general existing 
monitoring/auditing of delegated providers. 
MICRO – Have plans establish a process that is communicated to 
enrollees whereby enrollees who believe they are not receiving timely 
access to care can seek assistance from the plan.  The plan would 
then investigate to determine whether care being offered is clinically 
timely and appropriate and, if not, to take steps to intervene. 
 

See Department’s response to comment no. 2-58. 

2-61 Finally, we would note that these particular regulations are 
being considered at a very critical time for health care.  Many, 
the Director included, are working diligently right now on what 
we all fervently hope will be successful health care reform.   If 
those efforts succeed, then these regulations, as drafted, will, 
in our opinion, prove to be antithetical to those reform efforts.  
Several million additional Californians will be added to the rolls 
of covered patients seeking care from the existing healthcare 
delivery system.  Those additional demands will very likely 
materially alter the access and capacity of that system and no 
one should want impediments like these regulations adversely 
impacting the ability of the system to care for those enrollees.  
Further, a very important part of the current reform efforts 
hinges on enhancing, affordability.  For all the reasons that 
have been noted to the Department, these regulations do 

Accept in Part: The concerns reflected in this comment have been addressed by the 
revised text at subsections (c), (d) and (e).  
 
Decline in Part: The revisions made to address the concerns are different than 
those suggested by this comment.  The public comments received by the 
Department reflect that increasing the number and scope of the prescriptive 
requirements contained in prior versions has been ineffective to resolve the 
concerns regarding unintended consequences, and with each revision of the 
prescriptive requirements, new concerns regarding additional unintended 
consequences were generated.  The Department has decided that it is not a 
workable approach to include in the regulation text every specific time elapsed 
standard for each of the access indicators set forth in Section 1367.03 that could 
apply in the multitude of geographic circumstances, operational variations, and 
health care conditions affecting plans, providers, and enrollees.  Instead, the 
Department has determined that the appropriate place for the specific time elapsed 
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nothing to improve affordability – in fact, they will negatively 
impact affordability without doing anything to improve access 
or quality. 
 
In summary, we feel strongly this regulation is the wrong 
approach.  We and others have proposed careful and surgical 
alternatives which be believe are much more appropriate, 
especially in the current environment.  We urge you to adopt 
one of the more narrow and careful suggested approaches as 
a cautious first step.  We are very anxious to continue to work 
with the Department on this regulation and with any future task 
forces and work groups which may be implemented. 

standards to be established and documented is in each plan’s internal written 
policies and procedures, developed in accordance with the performance standards 
established by this revised proposed regulation. 
 

2-62 I did a little digging and wanted to share some data with you. During 
all of 2006, we received the following total number of formal access 
to care appeals/complaints:  

                HMO             75  
                Medicare        56  
                PPO             1  

We also received 197 appeals from PPO members who contended 
their claims from non-contracting providers should be paid at the in-
network level of benefits because they did not have access to a 
preferred provider. 

That is for about 2.5 million members.  That is a complaint 
volume of about 0.013%.  More information can always help. 

No change requested. 

3-63 Will there be any consideration for size of provider practice and 
or provider's (PCP) total assigned members/enrollees? If a 
provider has predominantly 65+ members assigned to his/her 
practice, could there be a way to assign these time frames 
based on a minimum or maximum membership assigned to a 
PCP? For example, if two PCP's each have 500 
members/enrollees assigned to their practice and 70% of one 
PCP's total members are 65+ and the other PCP's 70% of total 
members are let's say under 50 years of age, would both 

Accept in Part: The concerns reflected in this comment have been addressed by the 
revised text at subsections (c), (d) and (e).  
 
Decline in Part: The revisions made to address the concerns are different than 
those suggested by this comment.  The public comments received by the 
Department reflect that increasing the number and scope of the prescriptive 
requirements contained in prior versions has been ineffective to resolve the 
concerns regarding unintended consequences, and with each revision of the 
prescriptive requirements, new concerns regarding additional unintended 
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PCP's be held to the same timely access to health care? I 
believe to make this ruling a win-win situation for providers and 
members, a consideration for the type and age of members 
may be a valid consideration. Same is true of specialty care as 
well. For those members living primarily in 55+ cities or 
communities, is it reasonable to expect providers to comply 
with this ruling giving the frequent number of visits by these 
members and need for constant medical care.  

consequences were generated.  The Department has decided that it is not a 
workable approach to include in the regulation text every specific time elapsed 
standard for each of the access indicators set forth in Section 1367.03 that could 
apply in the multitude of geographic circumstances, operational variations, and 
health care conditions affecting plans, providers, and enrollees.  Instead, the 
Department has determined that the appropriate place for the specific time elapsed 
standards to be established and documented is in each plan’s internal written 
policies and procedures, developed in accordance with the performance standards 
established by this revised proposed regulation. 
 

4-64 First, let me underscore that the UC clinical enterprise is very 
supportive of the thrust of the regulatory package – to protect 
consumers from unnecessary delays in receiving important 
care.  That being said, the challenge is ensuring the 
regulations provide a balanced approach given the 
extraordinary capacity constraints in our largest regional 
markets.  This includes extremely limited access to certain sub-
specialties often concentrated at providers such as the UC 
medical centers.  To that end, the regulations would benefit 
from a more explicit recognition on this reality.  
 
Given the very significant capacity constraints that exist today, we are 
most concerned with provisions that possible provide additional 
financial leverage to health plans over providers as consumers 
access services.  Specifically: 
 
(9)  Offering Appointments with Alternate Providers.  When a plan 
becomes aware that a specific enrollee’s appointment waiting time for 
a provider exceeds the standards of subsection (c)(2) or alternative 
standards as approved by the Department, the plan shall assist the 
enrollee or the enrollee’s referring provider in obtaining a timely 
appointment with another geographically accessible provider of 
equivalent specialty appropriate for the enrollee’s condition, or 
provide the names of plan providers able to offer a timely 
appointment, which may include:  (i) another plan-contracted 
provider, or (ii) a non-contracted provider, with the enrollee’s financial 
responsibility (including financial responsibility to the plan and the 

Accept in Part: The concerns reflected in this comment have been addressed by the 
revised text at subsections (c), (d) and (e).  
 
Decline in Part: The revisions made to address the concerns are different than 
those suggested by this comment.   The public comments received by the 
Department reflect that increasing the number and scope of the prescriptive 
requirements contained in prior versions has been ineffective to resolve the 
concerns regarding unintended consequences, and with each revision of the 
prescriptive requirements, new concerns regarding additional unintended 
consequences were generated.  The Department has decided that it is not a 
workable approach to include in the regulation text every specific time elapsed 
standard for each of the access indicators set forth in Section 1367.03 that could 
apply in the multitude of geographic circumstances, operational variations, and 
health care conditions affecting plans, providers, and enrollees.  Instead, the 
Department has determined that the appropriate place for the specific time elapsed 
standards to be established and documented is in each plan’s internal written 
policies and procedures, developed in accordance with the performance standards 
established by this revised proposed regulation. 
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provider) being limited to applicable co-payments, coinsurance and/or 
deductibles that would apply had the enrollee seen a plan-contracted 
provider.  
 
Taken literally this provision could be interpreted to mean that 
a plan could unilaterally determine that a patient is not getting 
timely access to a specialist and refer the patient to a non-
contract provider.  Although it is not clear, this could lead to a 
significant limitation on what the non-contract facility, which is 
likely providing a highly specialized service, such a UC facility, 
could be paid.  We would suggest some additional clarity in this 
section.  
 
(10)  More Stringent Standards.  This section is not intended to 
preclude a plan from adopting more stringent waiting time standards 
than the standards described herein, including but not limited to more 
stringent standards that may be imposed upon a plan by federal or 
state statute or regulation or pursuant to a contract with a federal or 
state agency. 
 
This Section could be interpreted as flexibility for plans to 
impose requirements that go well beyond the statutory 
standards, which if taken in combination with the possible 
latitude in Section (9) above, could provide significant financial 
leverage to the plans.  

5-65 What will happen to the providers or more specifically the 
Medical HMO plans that fail to meet these standards for timely 
access to an office appointment for their patients and either 
directly or indirectly divert the care of their patients to a 
local/nearby emergency department to provide this non 
emergent or even urgent care (which will further lead to 
overcrowding of emergency departments)? The Santa Clara 
Family Health Plan and their providers routinely divert their 
patients to an emergency room for non emergent problems. I 
have the data to prove this. They are making millions of dollars 
every year at the expense of emergency room providers and 
hospital on call panels while receiving bonuses for their 

Outside the intended scope of this rulemaking action.  Provider complaints may be 
submitted to the Provider Complaint Unit.  Information is available at 
www.dmhc.ca.gov.  



Department of Managed Health Care 
 

TIMELY ACCESS TO HEALTH CARE SERVICES 
(2005-0203) 

RESPONSES TO COMMENTS 
Comment Period #2, July 16, 2007 – September 21, 2007 

 

 25

actions/inactions. Who can I talk to about my concerns 
regarding this HMO? 

6-66 Upon 1st reading of DMHC’s Timely Access to Health Care Services, 
I was awe struck by the Orwellian nature of the proposed 
regulations.  I understand that the Department came under statutory 
requirements to establish such regulations but I would like to make a 
few comments prior to final adoption and recommend a little 
reconsideration.  
 
I am a practicing Family Physician, Medical Director of an Urgent 
Care and Memorial Healthcare IPA in Long Beach. There is probably 
nothing wrong with these regulations if they were in the form of a 
proclamation or as an ideal to achieve but as written these 
regulations are an insult to the medical profession as well as the 
informed patient. 
 
The thing that disturbs me the most as a physician and prospective 
patient and why I oppose these regulations is the fact that legislators 
might find this reasonable and expand legislation to put real teeth in 
their enforceability, specifically the time standards for telephone wait 
times, appointment wait times, and office waiting times. One wonders 
if an overzealous legislator had to wait 45 minutes for a medical 
consult (15 minutes over your time-elapsed regulation) and was 
peeved that he missed his favorite fund raising event and thus was 
burdened to show who really had power over “those Doctors”-   how 
shortsighted and selfish. 
 
I bring unique first hand experiences to access to care concerns. My 
patients are cherished. I use all of my professional and personal skill 
to deliver appropriate and timely care.  They understand delays and 
are very supportive of me.  This trusting relationship allows patients 
to be comfortable waiting 5 weeks for surgery for their facial skin 
cancers.  If I am singled out for being noncompliant I guarantee you 
my behavior will change but not in any way that improves the quality 
of care my patients will receive.   
 
These regulations are unnecessary and are an intrusion to the very 

Accept in Part: The concerns reflected in this comment have been addressed by the 
revised text at subsections (c), (d) and (e).  
 
Decline in Part: The revisions made to address the concerns are different than 
those suggested by this comment.  The public comments received by the 
Department reflect that increasing the number and scope of the prescriptive 
requirements contained in prior versions has been ineffective to resolve the 
concerns regarding unintended consequences, and with each revision of the 
prescriptive requirements, new concerns regarding additional unintended 
consequences were generated.  The Department has decided that it is not a 
workable approach to include in the regulation text every specific time elapsed 
standard for each of the access indicators set forth in Section 1367.03 that could 
apply in the multitude of geographic circumstances, operational variations, and 
health care conditions affecting plans, providers, and enrollees.  Instead, the 
Department has determined that the appropriate place for the specific time elapsed 
standards to be established and documented is in each plan’s internal written 
policies and procedures, developed in accordance with the performance standards 
established by this revised proposed regulation. 
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private and sacred Physician- Patient relationship. There is really no 
precedence for this type of regulation. 
 
One of the greatest pleasures of my work as medical director for an 
IPA is to be part of a team that is able to provide timely access to 
quality care for the sickest of the sick. This is not a perfect science 
but I would hate to see a regulation that prioritized a fungal nail 
clipping equal to a non- urgent but still brewing abdominal aortic 
aneurysm.   

6-67 The unintended consequences of these regulations will be 
disastrous and far reaching aggravating any perceived access 
problem these regulations purport to address.  A pre med 
student will think twice about a medical career.   Physicians will 
be financially and emotionally impacted.  Patients will be left 
bewildered and frustrated.  “Sorry Mrs. Jones you are here for 
your pap smear, your headache will need to be addressed in 
urgent care by the Physician Assistant because my wait time 
for the next patient is in violation with a state regulation, oh and 
by the way because I know your history so well you would 
probably not need any further testing but knowing the urgent 
care providers who will be seeing you you will probably have to 
have a Neurologist referral and an unneeded MRI”.  Great 
compliance but not good medical care and not happy patients.  
 
Physicians and especially primary Care Physicians are already 
tasked with ever increasing demands to provide 
comprehensive care, meet every preventative guideline, 
comply with Medicare, Medicaid, Health Plans, and a physician 
unfriendly  Medical Board.  The increased administrative 
hassles are increasing exponentially; overhead expenses are 
outstripping declining or static reimbursements. Physicians 
continue to reel from the nightmarish “silent PPOs” and leased 
networks egregiously perpetrated by health insurers to help 
their bottom lines but made virtually impossible a Physicians 
ability to get paid contractually agreed upon rates.  Many 
Physicians are currently contemplating mass cancellations of 
contracts just to get a better handle on this.  And now, one 

Accept in Part: The concerns reflected in this comment have been addressed by the 
revised text at subsections (c), (d) and (e).   Concerns expressed regarding 
continuity of care in connection with referrals to other providers have been 
addressed by the addition of an access indicator for referral waiting time.  This 
access indicator is one of the three categories of care required by the legislature at 
Section 1367.03(a)(2) and is important to the monitoring and correction of potential 
delays in scheduling timely access to covered services.  Examples of situations 
where this indicator is relevant include the time taken for one physician to submit a 
referral to a specialist or to submit a treatment authorization request to a plan for 
prior authorization.   This component of the health care delivery mechanism is 
critical because, until such a request is submitted, the time frame for appointment 
wait time will not commence.  This is a critical place where ineffective processes 
and communication pathways may detrimentally impact continuity of care during an 
episode of illness or injury.  
 
Decline in Part: The revisions made to address the concerns are different than 
those suggested by this comment.  The public comments received by the 
Department reflect that increasing the number and scope of the prescriptive 
requirements contained in prior versions has been ineffective to resolve the 
concerns regarding unintended consequences, and with each revision of the 
prescriptive requirements, new concerns regarding additional unintended 
consequences were generated.  The Department has decided that it is not a 
workable approach to include in the regulation text every specific time elapsed 
standard for each of the access indicators set forth in Section 1367.03 that could 
apply in the multitude of geographic circumstances, operational variations, and 
health care conditions affecting plans, providers, and enrollees.  Instead, the 
Department has determined that the appropriate place for the specific time elapsed 
standards to be established and documented is in each plan’s internal written 
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more layer of regulations to deal with handed down by the 
DMHC!  Please. 
 
These regulations and rules will have to be applied capriciously 
and arbitrarily somewhat like the IRS because no physician or 
medical group could achieve compliance without substantial 
gaming. Urgent Care definitions will blur into routine and the 
routine will blur into follow-ups and chronic disease 
management. Health Plans and The Department will find this 
oversight task unmanageable. 
 
These regulations were not well thought out.  They ignore the 
very real and dynamic medical marketplace as well as the 
Principle of Supply and Demand.  There is currently a greater 
demand for Medical Services than we can currently 
accommodate or supply.  For example for routine colonoscopy 
our wait times are 2-3 months irrespective (1-2 months greater 
than your proposed regulation) of payer class or if the patient 
comes under your regulations.  Do we encourage physicians to 
drop all payers that do not come under your regulations in 
order to comply and not be sanctioned?  Not achieving 
compliance by that measure Doctors would need to cancel 
contracts that do come under your jurisdiction. This would be   
a definite victory for your department   but moral and ethical 
suicide for a physician and hurtful to patients.    Any corrective 
action plan could no more address the supply and demand 
equation than it could instantly produce a board certified 
gastroenterologist out of the Genie Bottle.  The burden of these 
regulations, in my opinion, will only aggravate the Physician 
shortage.  Patients will suffer.  
 
In summary, let’s ponder the unintended and ill effects that 
these regulations will bring to the delivery of healthcare in 
California.  I would be in favor of reasonable language that 
specifies guidelines but minimizes corrective action plans and 
enforceability.  These guidelines are better suited for Health 
Planning purposes not the exam room. 

policies and procedures, developed in accordance with the performance standards 
established by this revised proposed regulation. 
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7-68 I respectfully submit my comments to DMHC while the "Timely 
Access Regulation" is being considered. I would ask that the DMHC 
considers the various geographical regions as a main point of 
contention when putting this regulation into law. I represent a medical 
group in Apple Valley and although the High Desert region has grown 
from 250,000 population to over 425,000 population in the last few 
years, for us is very difficult to recruit new physicians, especially 
specialists. I know that the hospital in our area and other medical 
groups in our area have the same challenge. Our region's climate is 
very hot and dry and not suitable to many. Our Group this year 
budgeted recruit dollars for four new primary care for this year, 
however, after several interviews we have recruited only one primary 
care, although our offers (as per the recruiting companies) are much 
higher than the ones the candidates receive in other part of the 
Country. The others chose positions in other part of the Country. The 
same three recruiting companies that we use are also recruiting for 
the other medical groups in the area and they are having the same 
challenge. In our medical group we reward our physicians for 
participating in open access programs and value our patients' 
satisfaction. 
 
In summary, imposing a strict access timeline it will cause higher 
expectations by the Enrollees and lower their satisfaction if a region 
cannot meet statewide standards which do not keep in consideration 
many variables that impact certain areas. 

Accept in Part: The concerns reflected in this comment have been addressed by the 
revised text at subsections (c), (d) and (e).  
 
Decline in Part: The revisions made to address the concerns are different than 
those suggested by this comment.  The public comments received by the 
Department reflect that increasing the number and scope of the prescriptive 
requirements contained in prior versions has been ineffective to resolve the 
concerns regarding unintended consequences, and with each revision of the 
prescriptive requirements, new concerns regarding additional unintended 
consequences were generated.  The Department has decided that it is not a 
workable approach to include in the regulation text every specific time elapsed 
standard for each of the access indicators set forth in Section 1367.03 that could 
apply in the multitude of geographic circumstances, operational variations, and 
health care conditions affecting plans, providers, and enrollees.  Instead, the 
Department has determined that the appropriate place for the specific time elapsed 
standards to be established and documented is in each plan’s internal written 
policies and procedures, developed in accordance with the performance standards 
established by this revised proposed regulation. 
 

8-69 Objective:  “To provide for covered health care services in a timely 
manner appropriate for the nature of the enrollee’s condition 
consistent with professionally recognized standards.”  
 
As an Independent Physician Association (IPA) focused on providing 
quality care in a safe and satisfying manner, Empire Physicians 
Medical Group (EPMG) supports the objective of the above 
statement. We strongly oppose the content of this legislation due to 
the consequences for our providers, the IPA, and patients.  
 
Our objections are based on several issues: 

Accept in Part: The concerns reflected in this comment have been addressed by the 
revised text at subsections (c), (d) and (e).  
 
Decline in Part: The revisions made to address the concerns are different than 
those suggested by this comment.  The public comments received by the 
Department reflect that increasing the number and scope of the prescriptive 
requirements contained in prior versions has been ineffective to resolve the 
concerns regarding unintended consequences, and with each revision of the 
prescriptive requirements, new concerns regarding additional unintended 
consequences were generated.  The Department has decided that it is not a 
workable approach to include in the regulation text every specific time elapsed 
standard for each of the access indicators set forth in Section 1367.03 that could 
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Access standards cannot be legislated when there is not the physician 
supply to meet the patient demand, especially in the Inland Empire 
where physician demand is significantly higher based on the 
population growth 
 
Alternate provider regulation totally contradicts the purpose of 
managed or coordinated care. 
 
As the administrative burden increases based on this proposed 
legislation, healthcare and cost benefits associated with a coordinated 
care system will be negated by regulatory demands and associated 
costs  
 
The standards are prescriptive and do not allow for medical judgment 
to determine what is appropriate for the patient’s condition.   
 
The standards are setting patients up for unrealistic expectations and 
dissatisfaction 
 
The proposed legislation will increase the already high cost of 
reimbursing non-contracting physicians (average 70% over 
contracted), and in fact will most likely cause contracting physician 
“fall-out” based on establishing an arena in which physicians believe 
they will obtain better reimbursement as “non-contracting” 
physicians.   This approach will negatively impact the quality of care 
in a coordinated system.   The coordinated system offers the patient 
assurance that care will be available from doctors whose credentials 
meet standards and who are contracted to provide the care.  
Coordinating care with physicians who have no responsibility to the 
physician group or patient is not only a lower standard of care, but 
will increase overall cost to patients and to the system. 
 
Empire Physicians Medical Group (EPMG):  Who we are 
EPMG is a physician owned, Independent Physician Association 

apply in the multitude of geographic circumstances, operational variations, and 
health care conditions affecting plans, providers, and enrollees.  Instead, the 
Department has determined that the appropriate place for the specific time elapsed 
standards to be established and documented is in each plan’s internal written 
policies and procedures, developed in accordance with the performance standards 
established by this revised proposed regulation. 
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which has been in business for over 21 years in the in the Coachella 
Valley. 
225 physicians, comprised of 50 primary care practices and a full 
complement of specialty physicians 
Have provided coordinated care in a cost  effective and quality 
manner for its 21 years of business 
One of only three organized multi-specialty physician groups in this 
region 
Have been named one of the “top five in the State” quality groups in 
the past 
Patient population comes from Riverside and San Bernardino 
counties, and as a desert community is growing at one of the fastest 
rates in the Inland Empire 
 A declining number of physicians are electing to establish practice in 
this geographic area 
 
The Inland Empire: San Bernardino and Riverside Counties – 
Coachella Valley 
These two counties have been identified among the most rapidly 
growing counties in the nation. 
Population just under 4 million 
Have a projected population growth of 12.8% by 2009, with higher 
statistics in this specific region 
Are 2 of 17 metropolitan areas in the nation experiencing a decline in 
the ratio of physicians per capita, projected to decrease by another 
5%  by 2009 
Experiencing current shortage of both primary care and specialty 
physicians. which is projected to grow worse in the future 
One of lowest reimbursement areas of the country, and thus lower 
physician salaries. (This last bullet, makes it extremely difficult to 
recruit physicians to this area.) 
Coachella Valley is surrounded by desert which means that there is a 
1.5-2 hour drive to “alternate providers”  = diminished continuity and 
unacceptable turn around time 
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Supply and Demand 
CANNOT LEGISLATE ACCESS STANDARDS  WHEN THERE 
IS NO SUPPLY ; WE CANNOT PROVIDE WHAT DOES NOT 
EXIST   
 
Extended access to care may be an indicator that the group/physicians 
are in high demand; may be considered as  “popular” physicians or 
quality medical groups 
 
Resources ($$) not available to recruit and retain physicians 
 
Physicians entering into practice are attracted to other regions where 
reimbursement is better and there is less regulation/intrusiveness 
 

8-70 Financial Implications 
Degree of regulation and associated costs may eventually cause 
EPMG (or health plans)  to drop managed care contracts in this 
region 
 
Administrative costs will be a burden to implement and it will be 
impossible to maintain monitoring and reporting 
 
Providing an Alternate Provider - Patients enroll with EPMG because 
they want care by EPMG providers.  Referring patients out of the 
system is a total contradiction to the philosophy of managed care.  In 
addition it presents a logistical nightmare for authorizations and 
continuity of care.  No consideration is given for medical urgency. 
 
Operational Implications 
Seeing patients is what our physicians do best.  We are constantly 
looking for ways to improve our patient satisfaction. Physicians are 
already struggling to provide quality service and timely care. 
Demands and external pressure imposed by this regulation will 

Accept in Part: The concerns reflected in this comment have been addressed by the 
revised text at subsections (c), (d) and (e).  
 
Decline in Part: The revisions made to address the concerns are different than 
those suggested by this comment.  The public comments received by the 
Department reflect that increasing the number and scope of the prescriptive 
requirements contained in prior versions has been ineffective to resolve the 
concerns regarding unintended consequences, and with each revision of the 
prescriptive requirements, new concerns regarding additional unintended 
consequences were generated.  The Department has decided that it is not a 
workable approach to include in the regulation text every specific time elapsed 
standard for each of the access indicators set forth in Section 1367.03 that could 
apply in the multitude of geographic circumstances, operational variations, and 
health care conditions affecting plans, providers, and enrollees.  Instead, the 
Department has determined that the appropriate place for the specific time elapsed 
standards to be established and documented is in each plan’s internal written 
policies and procedures, developed in accordance with the performance standards 
established by this revised proposed regulation. 
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compromise service and jeopardize the quality of care. 
 
Medical Judgment- There is a process by which medical urgency is 
evaluated and patients provided appointments according to that need. 
By assuring all patients get in within the standard and without regard 
to medical urgency will mean that those that really need to be seen 
will not be able to be accommodated, and be redirected to the ED. 
 
Phone standards  
By definition in the legislation, an RN is the lowest level of staff 
qualified to triage phone calls.  There already is a serious statewide 
shortage of RNs. Currently there are very few RNs in our primary 
care clinics, and using them to answer phone calls is ineffective use 
of this resource of their expertise and time. Even if they were 
available, this would dramatically increase overhead costs. 
 
After hour standards mandate a return call for any reason within 30 
minutes by an RN or physician.  This sets the unrealistic expectation 
for patients that they can have the same level of service anytime night 
or day, at their convenience and regardless of the issue, and thus 
patient dissatisfaction. 
 
Compliance Standards 
Monitoring and reporting requirements are prohibitive, complex and 
labor intensive—an operational nightmare.  Health plans and groups 
already have processes in place for performance improvement, and 
good ongoing monitoring systems.  Resolution of non-compliance 
within 120 days is unrealistic, in lieu of the physician shortage and 
economic constraints. 
 
We appreciate the intent of these proposed standards in providing 
timely care.  However, we do not feel they will improve the quality of 
medical care delivered, while increasing operational costs and 
placing unrealistic demands provider groups. Enactment of these 
regulations may jeopardize Empire Physicians Medical Group’s ability 
to continue providing care for capitated health plans 
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9-71 Exactly eight years ago today, September 18, 1999, my father, Jon 

Marsellos, died as a result of delayed and denied health care by his 
California-based HMO, Kaiser Permanente.  Today, he would be 
seventy years old and enjoying his retirement with his wife and 
family.  Unfortunately, my dad's life was cut short by health plan 
administrators and health care providers who intentionally refused 
timely access to appropriate health care information and treatment. 
  
Before continuing, I would like to say on behalf of my mother, 
my sisters, and all our family members that we greatly 
appreciate your efforts at the DMHC to make the necessary 
regulatory changes to protect other families from experiencing 
the nightmare we encountered.  We pray that our family 
tragedy will help shed light on this grave issue and assist you 
with finding some much needed solutions. 
On the issue of time constraints - the five minute time limitation 
for public commentary is not sufficient to address all the issues 
brought forth in the 25-page Proposed Text, but I will try to 
focus on the most critical issues.  
Timely access to health care information, including all medical 
records, is crucial to timely access to health care 
treatment.  Hidden in my dad's medical records for over six 
months were numerous reports containing 
recommendations for further diagnostic tests to determine the 
extent of two very serious health conditions.  These two 
conditions were never mentioned or discussed with my dad, 
my mom, or anyone in our family.  When we discovered 
these recommendations for additional tests in his medical file - 
again more than six months after the fact - it was only then that 
we were able to "request" care.  My dad's overall health and 
quality of life spiraled downhill in those six months and most 
assuredly contributed to his death.   
Your standards as set forth will not protect those enrollees like 
my father who are unaware of the need to request care, and 
unfortunately do not have ethical health plan administrators or 
care providers who will act on their behalf.  For this reason, we 

Accept in part: The regulation has been revised to include referral time as an access 
indicator, and a clarifying definition for that indicator.   
 
Decline in Part: The issues regarding adequate communications, including informed 
consent, are outside the intended scope of this rulemaking action, and are 
addressed by other provisions of law regulating the conduct of individual health care 
providers, hospitals and other facilities.  
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implore you to set time standards for providing all medical 
information, including possible diagnoses and treatment plans, 
in a documented format to enrollees and/or their 
representatives. 
Please adopt into your regulations a standard for "time 
elapsed" between the time a health care provider and/or health 
plan knows, or should know, that further medical care is 
needed and the time the enrollee is informed and care is 
obtained.  "Requests for care" are dependent on the enrollee 
being fully informed in a timely fashion of their medical 
condition/s and all possible treatment options. 
If I am not mistaken, in the state of California, a patient has the 
right to "informed consent", that is, to have all the 
appropriate information about their condition in clear, 
understandable terms and to know all risks and benefits of 
treatment alternatives - whether covered by the plan or not.  It 
is, therefore, reasonable to request that you place time 
constraints on giving the enrollee access to all their 
medical information and treatment options as it is, in many 
cases, a matter of life and death.   
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9-72 Second only to the issue of timely access to all health care 
information, is the issue of documentation.  Just as you are 
requiring the health plans to have a documented process for 
timely access, a requirement for documentation between the 
health plan, provider, and the enrollee should be established.  
It seems ironic that the only contracted entity not being 
included in the documentation process is the enrollee - the one 
who stands to loose the most.  
Accountability will only be possible if the enrollee is provided 
with a signed hard copy of all transactions between them 
and their health plan and providers.  First, the patient/enrollee 
should be given an "Informed Consent" document in a timely 
fashion.  This document would give them clear information 
regarding their medical condition/s, all possible treatment 
options, and a clear statement as to which options are covered 
by the plan.  Next, the patient/enrollee would fill out a "Health 
Care Request Form" stating that they have read and 
understand the "Informed Consent" document from the plan 
and provider, and then they would request care based on their 
informed decision for a specific treatment plan.  Many times 
health plans and providers deny that a request for care was 
made or critical information in the initial request is not 
documented correctly.  If real solutions are what you are 
seeking, then a documented process which includes the 
enrollee is a must. 
 
Again, I know I am running out of time so I will briefly mention a 
few other concerns in the hopes that you will address these issues as 
you complete this process. 
Define more specifically "a representative of the enrollee" - 
does this representative have to be a legal representative?  
While my dad was alive, I attempted to repeat his requests for 
care but was later told I had to have a Durable Power of 
Attorney.  Ironically, my sisters and I were constantly 
approached to change my dad to a "no code" status, but we 
could not request care.  We could end his life without legal 
documentation, however, we could not ask for treatment to 

Decline: The issues regarding adequate and accurate medical record 
documentation, access for the disabled, and medical record confidentiality issues 
that relate to patient representatives, are outside the intended scope of this 
rulemaking action, and are addressed by other provisions of law regulating the 
conduct of individual health care providers, hospitals and other facilities. 
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keep him alive or improve his quality of life.  
 
Quality Assurance and Timely Access - please make sure to 
include time standards which are applicable to all disabled 
patients and that equal access to quality care is required.  
During the last few years of my dad's life, he was denied 
access to timely and appropriate health care due to the fact 
that he was disabled.  Kaiser Permanente in our area 
(Bakersfield) did not have examination tables, scales, hoyer 
lifts, and other necessary equipment for disabled patients.  For 
a period of two years, my father's primary care physician never 
physically examined him due to lack of equipment and an 
unwillingness to obtain access to the proper equipment.  My 
dad was sent home from appointments due to their inability to 
examine him and, they sent a home health nurse do the best 
they could without equipment at the house. 
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9-73 Timely access to hospitalization for surgery or other necessary 
medical care is the ultimate responsibility of the plan - that is, the plan 
cannot wait on the the primary or specialty care physician to facilitate 
the admission.  For over two months, my father waited to get into a 
hospital for surgery recommended by his specialist.  The plan later 
stated that the specialist could have admitted him if he felt it was 
urgent.  All the while, my dad's health declined and he was finally 
admitted in critical condition.  
Home health care provided by the plan should have direct telephone 
access to the plan and provider, and time standards for return calls 
should be in place.  
Covered health care, if unavailable within the local network of 
providers, must be obtained through outside services in order to meet 
timely access standards.   
On this day, September 18th, the eighth anniversary of my father's 
death, I beseech you, on his behalf, to make real and meaningful 
changes to the regulations that will truly protect lives in California.  
We pray that the DMHC and the State of California Medical Board will 
hold health plans, health care service plan businesses, and health 
care providers accountable for their actions or inaction as the case 
may be.  Information and documentation is critical to maintaining the 
health, safety, and welfare of the people of the State of California.  
 

Accept in Part: The regulation has been revised to clarify that plans must monitor 
and take corrective action in connection with both patterns of noncompliance and 
instances of substantial harm to an enrollee.   
 
Decline in Part: While the revised regulation retains the requirement for time access 
standards, the requirements are framed in terms of performance standards 
governing the development of time elapsed standards by plans.  

10-74 I am writing to ask you to move forward with your second 
proposed revision to the new regulation governing timely 
access to care. 

Accept in Part: the Department is moving forward with this proposed rulemaking 
action.  
 
Decline in Part:  The regulation has been revised to replace numerous prescriptive 
requirements contained in the second proposed version of the regulation text, with 
performance standards.  This approach is consistent with the legislative intent 
regarding agency rulemaking actions as set forth in California Government Code 
§11340.1. 

11-75 On behalf of the Board, Staff, Community Advocates and Alameda 
County Consumers with Disabilities of the Hayward-based 
independent living center, Community Resources for Independent 
Living, I strongly encourage the DMHC to finalize the “Timely Access 
to Care Standards” regulations for AB2179 without requiring 
consumers to make a choice between the timeliness of health access 

Accept in Part: the Department is moving forward with this proposed rulemaking 
action.  
 
Decline in Part: the regulation has been revised to replace numerous prescriptive 
requirements contained in the second proposed version of the regulation text, with 
performance standards.  This approach is consistent with the legislative intent 
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and language translation.  Such language access has already been 
adopted into the Cultural and Linguistic Access to Care regulation 
this year; do not weaken this regulation nor discriminate against 
people who speak a language other than English.  
 
The Timely Access regulations are long overdue and the prevalence 
of patients having to wait inordinate periods of time to see a doctor or 
specialist continues to be a significant problem.  The longer people 
must wait to see a doctor for minor issues affects an increase in 
emergency room visits and in medical expenses.  This law was 
created and passed to remedy these problems, but cannot be 
effective if not implemented.   
 
Please finalize these regulations today. 

regarding agency rulemaking actions as set forth in California Government Code 
§11340.1 
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12-76 No change requested. 

12-77 Decline:  The issues regarding outsourcing plan functions are outside the intended 
scope of this rulemaking action. 
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12-78 

 

Accept in Part: The concerns reflected in this comment have been addressed by the 
revised text at subsections (c), (d) and (e).  
 
Decline in Part: The revisions made to address the concerns are different than 
those suggested by this comment.  The public comments received by the 
Department reflect that increasing the number and scope of the prescriptive 
requirements contained in prior versions has been ineffective to resolve the 
concerns regarding unintended consequences, and with each revision of the 
prescriptive requirements, new concerns regarding additional unintended 
consequences were generated.  The Department has decided that it is not a 
workable approach to include in the regulation text every specific time elapsed 
standard for each of the access indicators set forth in Section 1367.03 that could 
apply in the multitude of geographic circumstances, operational variations, and 
health care conditions affecting plans, providers, and enrollees.  Instead, the 
Department has determined that the appropriate place for the specific time elapsed 
standards to be established and documented is in each plan’s internal written 
policies and procedures, developed in accordance with the performance standards 
established by this revised proposed regulation. 
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12-79 Decline:  This rulemaking action is not intended to address access to emergency 
services.  Other provisions of the Knox Keene Act apply.  Please see §1371.4. 

12-80 Accept in Part: The concerns reflected in this comment have been addressed by the 
revised text at subsections (c), (d) and (e).  
 
Decline in Part: The revisions made to address the concerns are different than 
those suggested by this comment.  The public comments received by the 
Department reflect that increasing the number and scope of the prescriptive 
requirements contained in prior versions has been ineffective to resolve the 
concerns regarding unintended consequences, and with each revision of the 
prescriptive requirements, new concerns regarding additional unintended 
consequences were generated.  The Department has decided that it is not a 
workable approach to include in the regulation text every specific time elapsed 
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standard for each of the access indicators set forth in Section 1367.03 that could 
apply in the multitude of geographic circumstances, operational variations, and 
health care conditions affecting plans, providers, and enrollees.  Instead, the 
Department has determined that the appropriate place for the specific time elapsed 
standards to be established and documented is in each plan’s internal written 
policies and procedures, developed in accordance with the performance standards 
established by this revised proposed regulation. 
 

12-81 Accept:  References to the term “guidelines” have been deleted. 

12-82 Accept in part:  References to substantial compliance have been deleted. 
Decline in part:  It is not necessary to define patterns of non-compliance. 

12-83 No change requested. 

12-84 Decline:  Other provisions of the Act establish enforcement authority.  However, 
please see revised subsection (e)(3) and (4). 

12-85 

 

Accept in Part: The concerns reflected in this comment have been addressed by the 
revised text at subsections (c), (d) and (e).  
 
Decline in Part: The revisions made to address the concerns are different than 
those suggested by this comment.  The public comments received by the 
Department reflect that increasing the number and scope of the prescriptive 
requirements contained in prior versions has been ineffective to resolve the 
concerns regarding unintended consequences, and with each revision of the 
prescriptive requirements, new concerns regarding additional unintended 
consequences were generated.  The Department has decided that it is not a 
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workable approach to include in the regulation text every specific time elapsed 
standard for each of the access indicators set forth in Section 1367.03 that could 
apply in the multitude of geographic circumstances, operational variations, and 
health care conditions affecting plans, providers, and enrollees.  Instead, the 
Department has determined that the appropriate place for the specific time elapsed 
standards to be established and documented is in each plan’s internal written 
policies and procedures, developed in accordance with the performance standards 
established by this revised proposed regulation. 
 

12-86 Accept in Part: The stated concerns are addressed by revised subsection (a)(2).  
 
Decline: The revisions made to address the stated concerns are different than the 
revisions suggested in this comment. 

12-87 

 

 

Accept in Part: The concerns reflected in this comment have been addressed by the 
revised text at subsections (c), (d) and (e).  
 
Decline in Part: The revisions made to address the concerns are different than 
those suggested by this comment.  The public comments received by the 
Department reflect that increasing the number and scope of the prescriptive 
requirements contained in prior versions has been ineffective to resolve the 
concerns regarding unintended consequences, and with each revision of the 
prescriptive requirements, new concerns regarding additional unintended 
consequences were generated.  The Department has decided that it is not a 
workable approach to include in the regulation text every specific time elapsed 
standard for each of the access indicators set forth in Section 1367.03 that could 
apply in the multitude of geographic circumstances, operational variations, and 
health care conditions affecting plans, providers, and enrollees.  Instead, the 
Department has determined that the appropriate place for the specific time elapsed 
standards to be established and documented is in each plan’s internal written 
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policies and procedures, developed in accordance with the performance standards 
established by this revised proposed regulation. 
 

12-88 Accept.  

12-89 Accept in Part: The concerns reflected in this comment have been addressed by the 
revised text at subsections (c), (d) and (e).  
 
Decline in Part: The revisions made to address the concerns are different than 
those suggested by this comment.  The public comments received by the 
Department reflect that increasing the number and scope of the prescriptive 
requirements contained in prior versions has been ineffective to resolve the 
concerns regarding unintended consequences, and with each revision of the 
prescriptive requirements, new concerns regarding additional unintended 
consequences were generated.  The Department has decided that it is not a 
workable approach to include in the regulation text every specific time elapsed 
standard for each of the access indicators set forth in Section 1367.03 that could 
apply in the multitude of geographic circumstances, operational variations, and 
health care conditions affecting plans, providers, and enrollees.  Instead, the 
Department has determined that the appropriate place for the specific time elapsed 
standards to be established and documented is in each plan’s internal written 
policies and procedures, developed in accordance with the performance standards 
established by this revised proposed regulation. 
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12-90 Accept in Part: The concerns reflected in this comment have been addressed by the 
revised text at subsections (c), (d) and (e).  
 
Decline in Part: The revisions made to address the concerns are different than 
those suggested by this comment.  The public comments received by the 
Department reflect that increasing the number and scope of the prescriptive 
requirements contained in prior versions has been ineffective to resolve the 
concerns regarding unintended consequences, and with each revision of the 
prescriptive requirements, new concerns regarding additional unintended 
consequences were generated.  The Department has decided that it is not a 
workable approach to include in the regulation text every specific time elapsed 
standard for each of the access indicators set forth in Section 1367.03 that could 
apply in the multitude of geographic circumstances, operational variations, and 
health care conditions affecting plans, providers, and enrollees.  Instead, the 
Department has determined that the appropriate place for the specific time elapsed 
standards to be established and documented is in each plan’s internal written 
policies and procedures, developed in accordance with the performance standards 
established by this revised proposed regulation. 
 

12-91 Accept in Part: The concerns reflected in this comment have been addressed by the 
revised text at subsections (c), (d) and (e).  
 
Decline in Part: The revisions made to address the concerns are different than 
those suggested by this comment.  The public comments received by the 
Department reflect that increasing the number and scope of the prescriptive 
requirements contained in prior versions has been ineffective to resolve the 
concerns regarding unintended consequences, and with each revision of the 
prescriptive requirements, new concerns regarding additional unintended 
consequences were generated.  The Department has decided that it is not a 
workable approach to include in the regulation text every specific time elapsed 
standard for each of the access indicators set forth in Section 1367.03 that could 
apply in the multitude of geographic circumstances, operational variations, and 
health care conditions affecting plans, providers, and enrollees.  Instead, the 
Department has determined that the appropriate place for the specific time elapsed 
standards to be established and documented is in each plan’s internal written 
policies and procedures, developed in accordance with the performance standards 
established by this revised proposed regulation. 
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12-92 Accept in Part: The concerns reflected in this comment have been addressed by the 

revised text at subsections (c), (d) and (e).  
 
Decline in Part: The revisions made to address the concerns are different than 
those suggested by this comment.  The public comments received by the 
Department reflect that increasing the number and scope of the prescriptive 
requirements contained in prior versions has been ineffective to resolve the 
concerns regarding unintended consequences, and with each revision of the 
prescriptive requirements, new concerns regarding additional unintended 
consequences were generated.  The Department has decided that it is not a 
workable approach to include in the regulation text every specific time elapsed 
standard for each of the access indicators set forth in Section 1367.03 that could 
apply in the multitude of geographic circumstances, operational variations, and 
health care conditions affecting plans, providers, and enrollees.  Instead, the 
Department has determined that the appropriate place for the specific time elapsed 
standards to be established and documented is in each plan’s internal written 
policies and procedures, developed in accordance with the performance standards 
established by this revised proposed regulation. 
 

12-93 Accept in Part: The concerns reflected in this comment have been addressed by the 
revised text at subsections (c), (d) and (e).  
 
Decline in Part: The revisions made to address the concerns are different than 
those suggested by this comment.  The public comments received by the 
Department reflect that increasing the number and scope of the prescriptive 
requirements contained in prior versions has been ineffective to resolve the 
concerns regarding unintended consequences, and with each revision of the 
prescriptive requirements, new concerns regarding additional unintended 
consequences were generated.  The Department has decided that it is not a 
workable approach to include in the regulation text every specific time elapsed 
standard for each of the access indicators set forth in Section 1367.03 that could 
apply in the multitude of geographic circumstances, operational variations, and 
health care conditions affecting plans, providers, and enrollees.  Instead, the 
Department has determined that the appropriate place for the specific time elapsed 
standards to be established and documented is in each plan’s internal written 
policies and procedures, developed in accordance with the performance standards 
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established by this revised proposed regulation. 
 

12-94 Accept in Part: The concerns reflected in this comment have been addressed by the 
revised text at subsections (c), (d) and (e).  
 
Decline in Part: The revisions made to address the concerns are different than 
those suggested by this comment.  The public comments received by the 
Department reflect that increasing the number and scope of the prescriptive 
requirements contained in prior versions has been ineffective to resolve the 
concerns regarding unintended consequences, and with each revision of the 
prescriptive requirements, new concerns regarding additional unintended 
consequences were generated.  The Department has decided that it is not a 
workable approach to include in the regulation text every specific time elapsed 
standard for each of the access indicators set forth in Section 1367.03 that could 
apply in the multitude of geographic circumstances, operational variations, and 
health care conditions affecting plans, providers, and enrollees.  Instead, the 
Department has determined that the appropriate place for the specific time elapsed 
standards to be established and documented is in each plan’s internal written 
policies and procedures, developed in accordance with the performance standards 
established by this revised proposed regulation. 
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12-95 Please see response to comment no. 12-94. 

12-96 Accept in Part: The concerns reflected in this comment have been addressed by the 
revised text at subsections (c), (d) and (e).  
 
Decline in Part: The revisions made to address the concerns are different than 
those suggested by this comment.  The public comments received by the 
Department reflect that increasing the number and scope of the prescriptive 
requirements contained in prior versions has been ineffective to resolve the 
concerns regarding unintended consequences, and with each revision of the 
prescriptive requirements, new concerns regarding additional unintended 
consequences were generated.  The Department has decided that it is not a 
workable approach to include in the regulation text every specific time elapsed 
standard for each of the access indicators set forth in Section 1367.03 that could 
apply in the multitude of geographic circumstances, operational variations, and 
health care conditions affecting plans, providers, and enrollees.  Instead, the 
Department has determined that the appropriate place for the specific time elapsed 
standards to be established and documented is in each plan’s internal written 
policies and procedures, developed in accordance with the performance standards 
established by this revised proposed regulation. 
 

12-97 Accept in Part: The concerns reflected in this comment have been addressed by the 
revised text at subsections (c), (d) and (e).  
 
Decline in Part: The revisions made to address the concerns are different than 
those suggested by this comment.  The public comments received by the 
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Department reflect that increasing the number and scope of the prescriptive 
requirements contained in prior versions has been ineffective to resolve the 
concerns regarding unintended consequences, and with each revision of the 
prescriptive requirements, new concerns regarding additional unintended 
consequences were generated.  The Department has decided that it is not a 
workable approach to include in the regulation text every specific time elapsed 
standard for each of the access indicators set forth in Section 1367.03 that could 
apply in the multitude of geographic circumstances, operational variations, and 
health care conditions affecting plans, providers, and enrollees.  Instead, the 
Department has determined that the appropriate place for the specific time elapsed 
standards to be established and documented is in each plan’s internal written 
policies and procedures, developed in accordance with the performance standards 
established by this revised proposed regulation. 
 

12-98 Accept in Part: The concerns reflected in this comment have been addressed by the 
revised text at subsections (c), (d) and (e).  
 
Decline in Part: The revisions made to address the concerns are different than 
those suggested by this comment.  The public comments received by the 
Department reflect that increasing the number and scope of the prescriptive 
requirements contained in prior versions has been ineffective to resolve the 
concerns regarding unintended consequences, and with each revision of the 
prescriptive requirements, new concerns regarding additional unintended 
consequences were generated.  The Department has decided that it is not a 
workable approach to include in the regulation text every specific time elapsed 
standard for each of the access indicators set forth in Section 1367.03 that could 
apply in the multitude of geographic circumstances, operational variations, and 
health care conditions affecting plans, providers, and enrollees.  Instead, the 
Department has determined that the appropriate place for the specific time elapsed 
standards to be established and documented is in each plan’s internal written 
policies and procedures, developed in accordance with the performance standards 
established by this revised proposed regulation. 
 

12-99 Accept in Part: The concerns reflected in this comment have been addressed by the 
revised text at subsections (c), (d) and (e).  
 
Decline in Part: The revisions made to address the concerns are different than 
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those suggested by this comment.  The public comments received by the 
Department reflect that increasing the number and scope of the prescriptive 
requirements contained in prior versions has been ineffective to resolve the 
concerns regarding unintended consequences, and with each revision of the 
prescriptive requirements, new concerns regarding additional unintended 
consequences were generated.  The Department has decided that it is not a 
workable approach to include in the regulation text every specific time elapsed 
standard for each of the access indicators set forth in Section 1367.03 that could 
apply in the multitude of geographic circumstances, operational variations, and 
health care conditions affecting plans, providers, and enrollees.  Instead, the 
Department has determined that the appropriate place for the specific time elapsed 
standards to be established and documented is in each plan’s internal written 
policies and procedures, developed in accordance with the performance standards 
established by this revised proposed regulation. 
 

12-100 Decline in Part: The revisions made to address the concerns are different than 
those suggested by this comment.  The public comments received by the 
Department reflect that increasing the number and scope of the prescriptive 
requirements contained in prior versions has been ineffective to resolve the 
concerns regarding unintended consequences, and with each revision of the 
prescriptive requirements, new concerns regarding additional unintended 
consequences were generated.  The Department has decided that it is not a 
workable approach to include in the regulation text every specific time elapsed 
standard for each of the access indicators set forth in Section 1367.03 that could 
apply in the multitude of geographic circumstances, operational variations, and 
health care conditions affecting plans, providers, and enrollees.  Instead, the 
Department has determined that the appropriate place for the specific time elapsed 
standards to be established and documented is in each plan’s internal written 
policies and procedures, developed in accordance with the performance standards 
established by this revised proposed regulation. 
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12-101 Decline:  The indicator of “Office Waiting Time” has been deleted.  An access 
indicator for referral wait time has been added. 

12-102 Decline:  The suggested change is not necessary to achieve accurate 
implementation. 

12-103 Accept in Part: The concerns reflected in this comment have been addressed by the 
revised text at subsections (c), (d) and (e).  
 
Decline in Part: The revisions made to address the concerns are different than 
those suggested by this comment.  The public comments received by the 
Department reflect that increasing the number and scope of the prescriptive 
requirements contained in prior versions has been ineffective to resolve the 
concerns regarding unintended consequences, and with each revision of the 
prescriptive requirements, new concerns regarding additional unintended 
consequences were generated.  The Department has decided that it is not a 
workable approach to include in the regulation text every specific time elapsed 
standard for each of the access indicators set forth in Section 1367.03 that could 
apply in the multitude of geographic circumstances, operational variations, and 
health care conditions affecting plans, providers, and enrollees.  Instead, the 
Department has determined that the appropriate place for the specific time elapsed 
standards to be established and documented is in each plan’s internal written 
policies and procedures, developed in accordance with the performance standards 
established by this revised proposed regulation. 
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12-104 Accept in Part: The concerns reflected in this comment have been addressed by the 
revised text at subsections (c), (d) and (e).  
 
Decline in Part: The revisions made to address the concerns are different than 
those suggested by this comment.  The public comments received by the 
Department reflect that increasing the number and scope of the prescriptive 
requirements contained in prior versions has been ineffective to resolve the 
concerns regarding unintended consequences, and with each revision of the 
prescriptive requirements, new concerns regarding additional unintended 
consequences were generated.  The Department has decided that it is not a 
workable approach to include in the regulation text every specific time elapsed 
standard for each of the access indicators set forth in Section 1367.03 that could 
apply in the multitude of geographic circumstances, operational variations, and 
health care conditions affecting plans, providers, and enrollees.  Instead, the 
Department has determined that the appropriate place for the specific time elapsed 
standards to be established and documented is in each plan’s internal written 
policies and procedures, developed in accordance with the performance standards 
established by this revised proposed regulation. 
 

12-105 Accept in Part: The concerns reflected in this comment have been addressed by the 
revised text at subsections (c), (d) and (e).  
 
Decline in Part: The revisions made to address the concerns are different than 
those suggested by this comment.  The public comments received by the 
Department reflect that increasing the number and scope of the prescriptive 
requirements contained in prior versions has been ineffective to resolve the 
concerns regarding unintended consequences, and with each revision of the 
prescriptive requirements, new concerns regarding additional unintended 
consequences were generated.  The Department has decided that it is not a 
workable approach to include in the regulation text every specific time elapsed 
standard for each of the access indicators set forth in Section 1367.03 that could 
apply in the multitude of geographic circumstances, operational variations, and 
health care conditions affecting plans, providers, and enrollees.  Instead, the 
Department has determined that the appropriate place for the specific time elapsed 
standards to be established and documented is in each plan’s internal written 
policies and procedures, developed in accordance with the performance standards 
established by this revised proposed regulation. 
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12-106 Accept in Part: The concerns reflected in this comment have been addressed by the 

revised text at subsections (c), (d) and (e).  
 
Decline in Part: The revisions made to address the concerns are different than 
those suggested by this comment.  The public comments received by the 
Department reflect that increasing the number and scope of the prescriptive 
requirements contained in prior versions has been ineffective to resolve the 
concerns regarding unintended consequences, and with each revision of the 
prescriptive requirements, new concerns regarding additional unintended 
consequences were generated.  The Department has decided that it is not a 
workable approach to include in the regulation text every specific time elapsed 
standard for each of the access indicators set forth in Section 1367.03 that could 
apply in the multitude of geographic circumstances, operational variations, and 
health care conditions affecting plans, providers, and enrollees.  Instead, the 
Department has determined that the appropriate place for the specific time elapsed 
standards to be established and documented is in each plan’s internal written 
policies and procedures, developed in accordance with the performance standards 
established by this revised proposed regulation. 
 

12-107 Accept in Part: The concerns reflected in this comment have been addressed by the 
revised text at subsections (c), (d) and (e).  
 
Decline in Part: The revisions made to address the concerns are different than 
those suggested by this comment.  The public comments received by the 
Department reflect that increasing the number and scope of the prescriptive 
requirements contained in prior versions has been ineffective to resolve the 
concerns regarding unintended consequences, and with each revision of the 
prescriptive requirements, new concerns regarding additional unintended 
consequences were generated.  The Department has decided that it is not a 
workable approach to include in the regulation text every specific time elapsed 
standard for each of the access indicators set forth in Section 1367.03 that could 
apply in the multitude of geographic circumstances, operational variations, and 
health care conditions affecting plans, providers, and enrollees.  Instead, the 
Department has determined that the appropriate place for the specific time elapsed 
standards to be established and documented is in each plan’s internal written 
policies and procedures, developed in accordance with the performance standards 
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established by this revised proposed regulation. 
 

12-108  

12-109 Accept in Part: The concerns reflected in this comment have been addressed by the 
revised text at subsections (c), (d) and (e).  
 
Decline in Part: The revisions made to address the concerns are different than 
those suggested by this comment.  The public comments received by the 
Department reflect that increasing the number and scope of the prescriptive 
requirements contained in prior versions has been ineffective to resolve the 
concerns regarding unintended consequences, and with each revision of the 
prescriptive requirements, new concerns regarding additional unintended 
consequences were generated.  The Department has decided that it is not a 
workable approach to include in the regulation text every specific time elapsed 
standard for each of the access indicators set forth in Section 1367.03 that could 
apply in the multitude of geographic circumstances, operational variations, and 
health care conditions affecting plans, providers, and enrollees.  Instead, the 
Department has determined that the appropriate place for the specific time elapsed 
standards to be established and documented is in each plan’s internal written 
policies and procedures, developed in accordance with the performance standards 
established by this revised proposed regulation. 
 

12-110 Accept in Part: The concerns reflected in this comment have been addressed by the 
revised text at subsections (c), (d) and (e).  
 
Decline in Part: The revisions made to address the concerns are different than 
those suggested by this comment.  The public comments received by the 
Department reflect that increasing the number and scope of the prescriptive 
requirements contained in prior versions has been ineffective to resolve the 
concerns regarding unintended consequences, and with each revision of the 
prescriptive requirements, new concerns regarding additional unintended 
consequences were generated.  The Department has decided that it is not a 
workable approach to include in the regulation text every specific time elapsed 
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standard for each of the access indicators set forth in Section 1367.03 that could 
apply in the multitude of geographic circumstances, operational variations, and 
health care conditions affecting plans, providers, and enrollees.  Instead, the 
Department has determined that the appropriate place for the specific time elapsed 
standards to be established and documented is in each plan’s internal written 
policies and procedures, developed in accordance with the performance standards 
established by this revised proposed regulation. 
 

12-111 Accept in Part: The concerns reflected in this comment have been addressed by the 
revised text at subsections (c), (d) and (e).  
 
Decline in Part: The revisions made to address the concerns are different than 
those suggested by this comment.  The public comments received by the 
Department reflect that increasing the number and scope of the prescriptive 
requirements contained in prior versions has been ineffective to resolve the 
concerns regarding unintended consequences, and with each revision of the 
prescriptive requirements, new concerns regarding additional unintended 
consequences were generated.  The Department has decided that it is not a 
workable approach to include in the regulation text every specific time elapsed 
standard for each of the access indicators set forth in Section 1367.03 that could 
apply in the multitude of geographic circumstances, operational variations, and 
health care conditions affecting plans, providers, and enrollees.  Instead, the 
Department has determined that the appropriate place for the specific time elapsed 
standards to be established and documented is in each plan’s internal written 
policies and procedures, developed in accordance with the performance standards 
established by this revised proposed regulation. 
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12-112 Accept in part:  The monitoring requirement includes provider surveys. 
 
Decline in part:  The revisions are different than suggested in this comment. 

12-113 Accept in Part: The concerns reflected in this comment have been addressed by the 
revised text at subsections (c), (d) and (e).  
 
Decline in Part: The revisions made to address the concerns are different than 
those suggested by this comment.  The public comments received by the 
Department reflect that increasing the number and scope of the prescriptive 
requirements contained in prior versions has been ineffective to resolve the 
concerns regarding unintended consequences, and with each revision of the 
prescriptive requirements, new concerns regarding additional unintended 
consequences were generated.  The Department has decided that it is not a 
workable approach to include in the regulation text every specific time elapsed 
standard for each of the access indicators set forth in Section 1367.03 that could 
apply in the multitude of geographic circumstances, operational variations, and 
health care conditions affecting plans, providers, and enrollees.  Instead, the 
Department has determined that the appropriate place for the specific time elapsed 
standards to be established and documented is in each plan’s internal written 
policies and procedures, developed in accordance with the performance standards 
established by this revised proposed regulation. 
 

12-114 Accept in Part: The concerns reflected in this comment have been addressed by the 
revised text at subsections (c), (d) and (e).  
 
Decline in Part: The revisions made to address the concerns are different than 
those suggested by this comment.  The public comments received by the 
Department reflect that increasing the number and scope of the prescriptive 
requirements contained in prior versions has been ineffective to resolve the 
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concerns regarding unintended consequences, and with each revision of the 
prescriptive requirements, new concerns regarding additional unintended 
consequences were generated.  The Department has decided that it is not a 
workable approach to include in the regulation text every specific time elapsed 
standard for each of the access indicators set forth in Section 1367.03 that could 
apply in the multitude of geographic circumstances, operational variations, and 
health care conditions affecting plans, providers, and enrollees.  Instead, the 
Department has determined that the appropriate place for the specific time elapsed 
standards to be established and documented is in each plan’s internal written 
policies and procedures, developed in accordance with the performance standards 
established by this revised proposed regulation. 
 

12-115 Accept in Part: The concerns reflected in this comment have been addressed by the 
revised text at subsections (c), (d) and (e).  
 
Decline in Part: The revisions made to address the concerns are different than 
those suggested by this comment.  The public comments received by the 
Department reflect that increasing the number and scope of the prescriptive 
requirements contained in prior versions has been ineffective to resolve the 
concerns regarding unintended consequences, and with each revision of the 
prescriptive requirements, new concerns regarding additional unintended 
consequences were generated.  The Department has decided that it is not a 
workable approach to include in the regulation text every specific time elapsed 
standard for each of the access indicators set forth in Section 1367.03 that could 
apply in the multitude of geographic circumstances, operational variations, and 
health care conditions affecting plans, providers, and enrollees.  Instead, the 
Department has determined that the appropriate place for the specific time elapsed 
standards to be established and documented is in each plan’s internal written 
policies and procedures, developed in accordance with the performance standards 
established by this revised proposed regulation. 
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12-116 Accept in Part: The concerns reflected in this comment have been addressed by the 
revised text at subsections (c), (d) and (e).  
 
Decline in Part: The revisions made to address the concerns are different than 
those suggested by this comment.  The public comments received by the 
Department reflect that increasing the number and scope of the prescriptive 
requirements contained in prior versions has been ineffective to resolve the 
concerns regarding unintended consequences, and with each revision of the 
prescriptive requirements, new concerns regarding additional unintended 
consequences were generated.  The Department has decided that it is not a 
workable approach to include in the regulation text every specific time elapsed 
standard for each of the access indicators set forth in Section 1367.03 that could 
apply in the multitude of geographic circumstances, operational variations, and 
health care conditions affecting plans, providers, and enrollees.  Instead, the 
Department has determined that the appropriate place for the specific time elapsed 
standards to be established and documented is in each plan’s internal written 
policies and procedures, developed in accordance with the performance standards 
established by this revised proposed regulation. 
 

12-117 Accept in Part: The concerns reflected in this comment have been addressed by the 
revised text at subsections (c), (d) and (e).  
 
Decline in Part: The revisions made to address the concerns are different than 
those suggested by this comment.  The public comments received by the 
Department reflect that increasing the number and scope of the prescriptive 
requirements contained in prior versions has been ineffective to resolve the 
concerns regarding unintended consequences, and with each revision of the 
prescriptive requirements, new concerns regarding additional unintended 
consequences were generated.  The Department has decided that it is not a 
workable approach to include in the regulation text every specific time elapsed 
standard for each of the access indicators set forth in Section 1367.03 that could 
apply in the multitude of geographic circumstances, operational variations, and 
health care conditions affecting plans, providers, and enrollees.  Instead, the 
Department has determined that the appropriate place for the specific time elapsed 
standards to be established and documented is in each plan’s internal written 
policies and procedures, developed in accordance with the performance standards 
established by this revised proposed regulation. 
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13-118 CHC is writing in support of the Timeline Access to Healthcare 

Services regulations as written and to urge DMH not to delay in 
implementing regulations that will help improve California 
consumers’ ability to access healthcare.  We believe that the 
standards written in these regulations are appropriate and 
adequate to the intent of AB 2179 to establish standards for 
timely access to healthcare services.  Moreover, the passage 
of AB 2179 five years ago has allowed adequate time for 
providers and health plans to prepare for its implementation.   
 
As you have heard in testimony, increasingly insured 
consumers are experiencing problems accessing healthcare 
providers including long waiting times for appointments, finding 
a nearby insurance network provider that accepts new patients, 
and outdated provider network listings. These issues have long 
been seen at the Medi-Cal level and for underserved 
communities. California Health Interview Survey data show that 
10.8% of Medi-Cal and 66% of employment-based covered 
individuals delayed/didn’t get medical care for “some other 
reason” than cost or their own choice.  This response was 
given more than any other by those insured by an employer.  
The failure to receive timely access to care deters consumers 
from utilizing healthcare services including establishing a 
medical home or obtaining necessary follow-up care and 
consequently leads to poorer health status and use of more 
expensive care in emergency rooms—raising healthcare costs. 
 
The “teeth” contained in the Timely Access to Healthcare regulations 
will go a long way toward addressing these issues by allowing gaps 
in the provider networks and other barriers to be identified and will 
hold health plans and providers accountable to ensuring that the 
networks represented as available are actually accessible.  To 
respond to the main areas: 
 
We support the current definition of timely access to care 
developed by DMH.  Using the actual time it takes for patients to get 

Accept in Part: The concerns reflected in this comment have been addressed by the 
revised text at subsections (c), (d) and (e).  
 
Decline in Part: The revisions made to address the concerns are different than 
those suggested by this comment.  The public comments received by the 
Department reflect that increasing the number and scope of the prescriptive 
requirements contained in prior versions has been ineffective to resolve the 
concerns regarding unintended consequences, and with each revision of the 
prescriptive requirements, new concerns regarding additional unintended 
consequences were generated.  The Department has decided that it is not a 
workable approach to include in the regulation text every specific time elapsed 
standard for each of the access indicators set forth in Section 1367.03 that could 
apply in the multitude of geographic circumstances, operational variations, and 
health care conditions affecting plans, providers, and enrollees.  Instead, the 
Department has determined that the appropriate place for the specific time elapsed 
standards to be established and documented is in each plan’s internal written 
policies and procedures, developed in accordance with the performance standards 
established by this revised proposed regulation. 
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a necessary healthcare appointment is the appropriate measurement 
of timely access to care.  The documentation and enforcement 
requirements as written seem doable and adequate. 
 

13-119 Timely access standards must still apply in all communities and 
for all languages to ensure equal treatment for underserved 
communities.   DMH, other state health agencies, providers, health 
plans and consumers should work together proactively to develop 
strategies to increase provider capacity in areas that experience 
shortages. 
 

Accept:  Time elapsed standards are a requirement retained in the proposed 
regulation.  However, they will be developed by the plans, in accordance with the 
performance standards at revised subsections (c) and (d), subject to Department 
approval. 

13-120 We also recommend that DMH evaluate the impact of the regulations 
for their intended purpose after adequate time has elapsed and present 
that for consideration and debate among stakeholders.  Thank you for 
the opportunity to comment on the regulations. Please consider our 
position to implement the regulations as currently written strongly in 
your decision.   
 

No change requested. 

14-121 Thank you for the opportunity to comment on the Timely Access to 
Health Care Services regulations. Latino Issues Forum (LIF) is a non-
profit public policy and advocacy institute dedicated to advancing new 
and innovative public policy solutions for a better, more equitable and 
prosperous society.  
 
Time-Elapsed Standards 
LIF supports the current version of the regulations, which specify 
specific time periods as to what is considered timely access.  We 
believe this is a strong and effective way to ensure all patients have 
timely access to health care services.   
 

Accept in part:  Time elapsed standards are a requirement retained in the proposed 
regulation.  However, they will be developed by the plans, in accordance with the 
performance standards at revised subsections (c) and (d), subject to Department 
approval. 

14-122 Increase the Connection of the Timely Access regulations to the 
Language Assistance Regulations 
The issues of timeliness and language assistance are very much 
interconnected for limited-English proficient (LEP) enrollees and this 
connection has been recognized by the author of Senate Bill 853 and 
the Department of Managed Health Care (“the Department”).  For 

Decline:  The suggested revision is not necessary.  The Department recognizes that 
delays in coordinating interpreter services with scheduled appointments could give 
rise to excessive office wait times resulting in unreasonable barriers to access.  
However, these concerns are addressed by the requirements established by 
Section 1367.04 and Rule 130.67.04 and, more specifically, subsection (c)(2)(G)(v) 
in Rule 1300.67.04. 
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example, SB 853 specifies that plans should develop “standards to 
ensure the quality and timeliness of oral interpretation services 
provided by the health care services plans” (Section (b)(1)(D)(4).   
Further, the final adopted version of the regulations specifies that 
plans must provide:  “(v) A description of the arrangements of the 
plan will make to provide or arrange for the provision of timely 
interpretation services at no charge to the LEP enrollees at all points 
of contact where language assistance is needed. For purposes of this 
subsection “timely” means in a manner appropriate for the situation 
in which language assistance is needed. Interpretation services are 
not timely if delay results in the effective denial of the service, 
benefit, or right at issue.  A plan’s language assistance program shall 
specify quality assurance standards for timely delivery of language 
assistance services for emergency, urgent, and routine health care 
services, and shall include standards for coordinating interpretation 
services with appointment scheduling.”   
 
These are clear requirements for the development of standards for 
the provision of timely health care and language access services. 
During LIF’s work with the Department in crafting the Language 
Assistance regulations, the Department noted that there was no need 
for specific time periods because this would be addressed in the 
Timely Access regulations. Yet there remains a missing link between 
these issues in the current draft of the timely access regulations. It is 
critical that the provision of language assistance services in a timely 
manner be addressed in the timely access regulations.   
 

 

14-123 LIF strongly supports a direct reference to the requirements health 
care plans have in providing timely language access to health care 
services.  Specifically, LIF would like to see a reference to the 
specific amount of time that health care plans and providers have to 
provide language assistance in a timely manner, such as 15 minutes 
or less.  In addition, LIF would also support a reference to ensuring 
that “qualified” interpreters are available within this timeframe and 
that plans are not accepting the utilization of an enrollee’s family, 
friends or non-qualified interpreters. 
 

Decline:  The suggested revision is not necessary and is outside the intended scope 
of this rulemaking action.  Please see Rule 1300.67.04. 
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14-124 Translation of Survey and Other Compliance Mechanisms 
Given that the Department will heavily rely upon enrollee satisfaction 
surveys, enrollee grievances, and enrollee requests for assistance, 
these tools must be available to LEP enrollees.  The number of LEP 
enrollees participating in HMOs and PPOs is increasing.  If the 
Department is to have clear and accurate picture of whether or not 
health care services are being provided in a timely manner, language 
should not become a barrier in identifying both good and harmful 
practices.  Furthermore, if certain non-English speaking enrollee 
populations meet the threshold requirements as specified in Senate 
Bill 853, the surveys should be translated, at a minimum, in those 
languages that meet the thresholds.  
 

Decline:  The suggested revision is not necessary and is outside the intended scope 
of this rulemaking action.  Please see Rule 1300.67.04. 

14-125 Additional Concerns about Compliance and Monitoring 
LIF echoes and supports the concerns raised and recommendations 
provided by Health Access and the California Pan-Ethnic Health 
Network regarding provisions related to compliance and monitoring.   
 

No change requested. 

15-126 First, I would like to commend you and the other staff members for 
the amount of time you have obviously put into these regulations. 
 
As a Specialized Dental Plan, we believe that the accessibility 
standards set forth in Section (c)(2)(F)  of the proposed regulations 
are reasonable and consistent with existing dental plans standards, 
except that the regulations require these timelines to be “inclusive” of 
any required prior authorization processing time.  The standard in the 
industry today is “exclusive” of any prior authorization processing 
time, which is problematic for Urgent Care Appointment.   We believe 
requiring these accessibility standards to be “inclusive” of prior 
authorization processing time violates the requirements of Section 
1367.01(b)(4), which requires the Department to “Consider” other 
laws, specifically Section 1367.01 that prescribes specific timetables 
for processing authorizations.   By including the prior authorization 
processing time in these standards, the Department has effectively 
“Overridden” the time allowed by Section 1367.01 for processing 
Urgent Care authorizations.   We recommend that the applicable 
sections of the proposed regulations be amended to make these 

Accept: in Part: The stated concerns have been addressed by deleting the 
requirements applicable to dental, vision, acupuncture and chiropractic plans. 
 
Decline in Part: The concerns are addressed by revisions different than those 
suggested in this comment. 
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requirements “Exclusive” of prior authorization processing time, which 
will give plans the reasonable and necessary time to process prior 
authorization afforded by section 1367.01.  A regulation cannot be 
more restrictive than the statute.  
 
We also believe that many of these regulations impose 
standards beyond the scope of Section 1367.03, such as 
telephone waiting times for members to talk with a plan 
representative.  There is no reason need to require plans to 
answer the telephone within 10 minutes for members to file a 
grievance, when the plan has 30 days to resolve that grievance 
and the grievance may have nothing to do with accessibility.  
These requirements, which might be good business practices, 
are not necessary or appropriate for regulatory requirements.  
Many plans and providers see these requirements as an 
attempt to micro-manage the business practices and 
operations of their organizations.  
 
1. Section (a) (2) Document Process For timely Access. 
Subsections (D) and (E) requiring Enrollee and Provider 
Satisfaction Surveys are beyond the scope of section 1367.03 
and have no bearing upon the appropriateness of the standard 
or the Plan’s compliance.    Consumer and Provider 
Satisfaction Surveys, regardless of how carefully worded the 
questions may be, are materially biased by overall satisfaction 
with the Plan, the Provider, the treatment received and the 
standard itself.    Answers to these questions will be based 
upon perceptions, not facts.  A 10 minute wait to a patient in 
pain or discomfort can seem like an hour and a 30 minute wait 
can seem like all day.  Satisfaction Surveys maybe good 
Business Practices, but they are not an adequate gauge for 
Regulatory Compliance when its consequences can be costly 
corrective action plans and every enforcement sanctions. 
 
2. Section (b) (2) Appointment Waiting times. 
Section 1367.03(a)(4) requires the Department to consider 
“”The requirements of other provisions of law, including Section 
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1367.01 governing utilization review, that may affect timely 
access”.  Waiting Times, as defined in the proposed 
regulations include the “time for obtaining authorizations.”  
Section 1367.01 allows up to 72 hours for urgent care and 5 
working days for all other cases where a prior authorization is 
required.  The timeframes as established for urgent care 
accessibility within the regulations does not “Consider” the time 
afforded plans by section 1367.01, but instead “Overrides” the 
time allow by the statue and in so doing creates an 
unreasonable and unrealistic requirement.   Specifically, these 
regulations require ALL Urgent care cases to be afforded an 
appointment with 48 hours, including the time for the plan’s 
authorization process.  Section (b)(2) must be amended to 
EXCLUDE the time required by section 1367.01, which will 
allow for the “Appropriate” time needed for the Plan to 
authorize services based upon the specific circumstance in 
each case.    
 
3. Section (c)(2) Quality Assurance Standards for timely 
Appointments. 
This section again requires appointment waiting times to “run 
concurrently with the requirements for utilization review timeframes 
set forth in Section 1367.01”.  We have the same concerns about this 
section as set forth above for item 2 above.   
 
Also, the last sentence of this paragraph relating to Preferred 
Provider Organizations should not be limited to PPO’s.  Dental 
plans typically pay their specialists on a fee for service bases 
and as a result, members are allowed the chose of any of the 
plan’s contracting specialists. Thus, this statement should 
apply to those categories or type of providers within a 
specialized plans network that functions similarly to a PPO.    
 
4. Section (c)(2)(F) Specialized Service Accessibility 
This section limits Accessibility to an “Appointment”.  Many Urgent 
Care conditions in the dental field are appropriately treated with 
prescriptions that can and are effectively prescribed over the 
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telephone and do not require an appointment.   
 
We recommend that this section be amended to read: 
“An appointment shall be offered, or the member shall 
otherwise receive treatment consistent with the standards of 
care appropriate for the enrollee’s needs, with a provider of the 
plans specialized network that is licensed to provide the 
covered specialized services.” 
 
5. Section (c)(2)(f)(vii) For Urgent Dental Care:  within 48 hours.   
If comments X and Y are not incorporated into these regulations, this 
section needs to be revised to read: 
 
“Within 48 hours which shall commence upon the plans 
approval if the plan requires a prior authorization for the 
services or provider the enrollee needs. “   
 
6. Section (c)(3)(A) Telephone Access to Providers. 
First, there appears to be a conflict between Subsections (i)(II) and 
(ii).  Both subsections deal with answering machines and both have 
different requirements for what could be the same the scenario.   
 
We recommend that the Department consider different standards for 
specialized plans that do not offer coverage for life threatening 
conditions, such as dental plans, where there is no need for such 
urgency. 
 
Subsection (i)(II) is completely unrealistic to expect dentists to call a 
member back within 30 minutes, when again, they are not dealing 
with life threatening issues.  Our standard for dentists to treat 
emergencies has been 24 hours from the time the member calls the 
dental office.  This 24 includes the time to return the members call 
and provide appropriate treatment, either in the form of an office visit 
OR prescribing prescriptions for the members treatment and/or pain. 
 
We recommend that subsection (ii)(II) be the after provider 
office hour requirement for dental plans. 
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7. Section (c)(3)(B) Telephone Access to Plans: 
Subsection (i) contains administrative operations that are far 
beyond the scope and intent of section 1367.03.   There is not 
justification to require plans to answer the telephone with 10 
minutes for referrals and grievances when they have up to 5 
working days to process a referral and 30 days to resolve 
grievances.  Also, according to the report on Complaint Results 
by Category and Health Plan the Department received 4,025 
complaints for all health plans in 2006, of which only 206 or 
about 5% were regarding Access Issues.  While this may seem 
like a good and reasonable Business practice, it again should 
not be a Regulatory Requirement with the potential adverse 
consequences.   
 
8. Subsection (B) (ii) does not exist? 
 
9. Subsection (B) (iii) 
Subsection (I), the waiting time of 5 minutes for provider calling for an 
authorization is unreasonable, especially for small specialized plans 
with limited staff and resources.    Plans have between 72 hours and 
5 days to approve the authorizations and there is no reason for such 
urgency when, again, we are not dealing with life threatening issues 
in the dental field.  We recommend that the requirement be changed 
to a reasonableness standard and allow for leaving a message with a 
return phone call the same or next business day. 
 
Subsection (II) We recommend that Subsection (iii)(II) be 
replaced with wording similar to Subsection (B)(i)(II), which 
allows for after hours answering machines, with messages 
instructing the provider on what it do with patients needing 
emergency and urgent care.  This has been the practice in the 
industry.   
 
10. Section (c)(4)  
What is “a general” office?  We believe this maybe a typo and was 
intended to be “in general office waiting time…” 
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11. Section (c)(9)  
From an abundance of caution, we recommend that this section be 
amended as follows: 
“When a plan becomes aware that a specific enrollee’s 
appointment time for a provider exceeds the standards of 
subsection (c)(2) or alternative standards as approved by the 
Department, for other then the enrollees request for a specific 
specialist or choice of appointment time or date,…” 
 
12. Section (e)(4)(C).   
We recommend amending the section to add “or equivalent 
questions appropriate for the services offered by a specialized 
plan”.   Dental plans, for example have routinely ask separate 
questions for the waiting time of both routine appointments and 
a separate question for Hygiene Appointments, both of which 
are routine, but have historically had different waiting. 
 
13. (j)(4)(D) Substantial Compliance 
The percentages called for in this subsection should somehow 
be correlated to the plans enrollment.   As a small dental plan, 
we need a large provider network in order to be competitive 
with the larger plans.  However, as a small plan we do not have 
the enrollment that large plans do and as a result we have 
many providers with no members assigned to their office.  
Thus, overall provider availability may not relate to member 
accessibility.  We recommend that specialized plans be 
allowed to request as part of their “Alternative Standards” filing 
alternative tests for qualification as substantial compliance. 
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16-127 

 

Accept: in Part: The stated concerns have been addressed by deleting the 
requirements applicable to specialized plans. 
 
Decline in Part: The concerns are addressed by revisions different than those 
suggested in this comment. 
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17-128 The Health Rights Hotline (Hotline) is an independent program that 
provides free information and assistance to health care consumers in 
El Dorado, Placer, Sacramento, and Yolo counties.  Since its 
inception in 1997, the Hotline has served more than 26,000 
consumers. In 2006, approximately 8 percent of issues reported by 
Hotline callers related to delays in obtaining needed health care 
services.  
 
The Hotline appreciates this opportunity to comment on 
proposed regulations to ensure timely access to health care.  
The Hotline is pleased to see that Durable Medical Equipment 
providers were added to the list of ancillary and other providers 
in this iteration of the proposed regulations, and that the 
compliance and monitoring sections have been strengthened. 
Below are specific comments on the regulations and related 
case stories from the Hotline’s direct experience assisting 

No change requested. 
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health care consumers.  Please note that the names of Hotline 
clients have been changed to protect their identities.  

17-129 Appointment Waiting Times 
 
The Hotline appreciates that the Department of Managed Health 
Care (Department) kept most of the specific wait times for primary 
and specialty care appointments in the new proposed regulations. 
Having reliable timely access to health care will have a large impact 
on the health of our clients, who now often have to wait weeks or 
months to receive primary or specialty care. For example,  
 
Trish is a woman in a Medi-Cal HMO. She had GI surgery two years 
ago but things went wrong. After the surgery she required another 
surgery to have her pelvic wall rebuilt, which was supposed to be 
done promptly. She received a referral for this follow-up surgery 
months after the GI surgery and was not able to get the actual 
surgery until over a year after the referral; she got through that time 
by taking antidepressants and painkillers.  Trish was outraged with 
the delays in getting referrals and treatment, but Trish did not know 
what she could have done to speed things up or how she could now  
 
file a complaint. The Hotline advised her that in the future she could 
seek assistance from her health plan, her medical group, and the 
HMO helpline. The Hotline advised Trish about who she could file a 
complaint with, but Trish seemed more interested in pursuing follow-
up care than in filing a complaint.  
 
The specified times in the proposed regulations would ensure 
that in the future people in Trish’s situation will not be forced to 
wait too long for health care. There are two areas where the 
Hotline would like to see the wait times shortened. 

Dental Waiting Times 
The Hotline was disappointed to see that the Department did 
not change the wait times for dental care. The wait times for 
dental appointments are far too long; this is highlighted by the 
large discrepancy between dental wait times and wait times for 

Accept in Part: The concerns reflected in this comment have been addressed by the 
revised text at subsections (c), (d) and (e).  
 
Decline in Part: The revisions made to address the concerns are different than 
those suggested by this comment.  The public comments received by the 
Department reflect that increasing the number and scope of the prescriptive 
requirements contained in prior versions has been ineffective to resolve the 
concerns regarding unintended consequences, and with each revision of the 
prescriptive requirements, new concerns regarding additional unintended 
consequences were generated.  The Department has decided that it is not a 
workable approach to include in the regulation text every specific time elapsed 
standard for each of the access indicators set forth in Section 1367.03 that could 
apply in the multitude of geographic circumstances, operational variations, and 
health care conditions affecting plans, providers, and enrollees.  Instead, the 
Department has determined that the appropriate place for the specific time elapsed 
standards to be established and documented is in each plan’s internal written 
policies and procedures, developed in accordance with the performance standards 
established by this revised proposed regulation. 
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other specialty care. Dental care is an integral part of overall 
health care; making people wait so long for dental 
appointments will hurt not just their oral health but their overall 
health. Urgent dental care needs to be provided within 24 
hours. 36 business days is too long to wait for routine dental 
care, in that amount of time routine care could change to 
urgent care. Similarly, 180 calendar days is too long to wait for 
preventative care. For those consumers receiving regular 
dental check ups, 180 days makes sense as a standard, but if 
a new patient who has not had dental care in many years 
makes an appointment they should be able to access 
preventative care much sooner. The Hotline suggests 
standards of 14 days for routine care and 60 days for 
preventive care. 

Mental Health Waiting Times 
The Hotline was similarly disappointed to see that the Mental 
Health appointment wait times were not shortened in this 
iteration of the proposed regulations. Urgent care for mental 
health needs to be accessible within 24 hours. 48 hours is too 
long for someone with an urgent mental health need to have to 
wait. 

17-130 
Telemedicine 
The Hotline is pleased that the Department is embracing 
telemedicine as a way to ensure that beneficiaries living in rural 
areas can achieve meaningful timely access to health care. 
The Hotline is concerned that the way the regulations are 
currently written telemedicine could supplant in-person 
appointments. Electronic communication and telemedicine 
should only be used under certain circumstances; such as 
when an in-person appointment is not available in a proximate 
area and the medical issue is one that does not need to be 
closely examined. A consumer should be able to turn down a 
telemedicine appointment in favor of an in-person appointment 
and still have the in-person appointment offered in a timely 
manner. 

No change requested.  However, the regulation has been revised in a manner 
affecting the issues referenced in this comment. 
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17-131 
Enrollee Delay 
The Hotline agrees with the Department that delay caused by the 
enrollee should not be included in the appointment waiting time. It is 
important to specify that needing an interpreter or other necessary 
accommodation would not be considered delay caused by the 
enrollee. The time to find an interpreter or make other needed 
accommodations should be included in the waiting times in this 
section and all other sections of the Timely Access regulations. 
Enrollees with language or other barriers often spend large amounts 
of time waiting for appointments or in doctors’ offices. For example: 
 
Helena, a Russian speaking woman called the Hotline because 
she wanted to change her Denti-Cal HMO. She felt that she 
had received poor care.  Her dentist did not extract teeth that 
needed to be extracted, she ended up going to another dentist 
and paying out of pocket to have the teeth extracted. Helena 
does not speak English and requires an interpreter at 
appointments. The doctor’s office often canceled her 
appointments. When she came to scheduled appointments 
they made her wait. Helena has high blood pressure and once 
she was made to wait so long she passed out in the dentist’s 
office. The Hotline gave Helena information on how to change 
HMOs, the Hotline also informed Helena of her right to make a 
complaint.  Helena was not interested in filing a complaint 
because she wanted to focus on getting a new HMO and then 
getting a dental appointment, furthermore the complaint forms 
were not available in Russian. 
 
Including time to secure an interpreter is necessary to ensure that the 
Timely Access regulations do not conflict with the Language 
Assistance regulations. This section should read: 
 
§1300.67.2.2 (b)(2) Appointment waiting time means the time from 
the initial request for health care services (by an enrollee or provider 
to a provider, provider’s office, or to the plan) to the time offered for 
the appointment for services (or the provision of a report to referring 

Decline:  The regulation as revised is consistent with the requirements of Section 
1367.04 and Rule 1300.67.04. 



Department of Managed Health Care 
 

TIMELY ACCESS TO HEALTH CARE SERVICES 
(2005-0203) 

RESPONSES TO COMMENTS 
Comment Period #2, July 16, 2007 – September 21, 2007 

 

 73

provider), inclusive of: (A) time for obtaining authorization from the 
plan or completing any other condition or requirement of the plan or 
its contracting providers; (B) triage time, if triage is provided; (C) time 
for arranging for an interpreter to be at the appointment in cases 
where an interpreter is requested; and (D) time for arranging for other 
necessary accommodations related to an enrollee’s impairment. 
 

17-132 Telephone Access 
 
Telephone access to a qualified professional within 15 minutes during 
office hours is an excellent standard. The Hotline is concerned that 
this standard has an exception in the circumstance that a 
professional is not immediately available. This exception should be 
deleted; otherwise the standard can be completely circumvented 
because providers’ offices could just ensure that professionals are 
never available from their phone intake stations. If the standard is 
retained, the  
 
regulation should specify a time within which the professional 
will return the call, such as thirty minutes. Thirty minutes would 
give the professional a reasonable amount of time to come 
back and make the call and is not too much time if the 
consumer is experiencing an urgent or emergency situation 
and needs clarification about what to do. As the regulation is 
now, a consumer calling during office hours when a provider is 
not available has less assurance of someone calling back in a 
timely manner than a consumer who calls after office hours. 
 
If providers have an answering machine, there should be a 
specific time in the regulation in which they have to return the 
call. Currently the regulation states that a call must be returned 
in a time “consistent with good professional practice.” 
§1300.67.2.2 (C)(3)(A)(ii)(II). That language is too vague; a 
time should be specified to bring it in line with the rest of the 
regulations. The message should specify how much time it will 
take for the provider to return the call or how the consumer can 
contact an available qualified professional. 

Accept in Part: The concerns reflected in this comment have been addressed by the 
revised text at subsections (c), (d) and (e).   This performance standard applies 
where plans have not provided or arranged for the provision of advanced access to 
appointments.  The weight of the public comments reflect the following: enrollees 
are laypersons lacking clinical expertise to determine the time frame in which they 
need an appointment; plans are unable to develop workable mechanisms to monitor 
telephone access to enrollees seeking medical advice regarding need for 
appointments; many providers, particularly sole practitioners in independent medical 
offices, lack the administrative capacity to provide triage and the individual physician 
often is unable to personally respond with a timely return call due to patient load; 
many plans and/or delegated medical groups already have established telephone 
medical advice phone lines and/or call centers that provide medical advice and 
screening to determine the enrollee’s need for an appointment and to facilitate 
scheduling timely appointments.  The Act and Rules require plans to ensure timely 
access, and the regulation is not intended to impose performance requirements on 
individual providers.  Accordingly, the Department has determined that it is 
necessary and appropriate to clarify that plans must provide or arrange for the 
provision of telephone triage and screening to facilitate providers and enrollees in 
scheduling timely appointments consistent with professionally recognized standards 
of practice and the overall concept of “managed care” to achieve “the right care at 
the right time.” 
 
 
Decline in Part: The revisions made to address the concerns are different than 
those suggested by this comment.  The public comments received by the 
Department reflect that increasing the number and scope of the prescriptive 
requirements contained in prior versions has been ineffective to resolve the 
concerns regarding unintended consequences, and with each revision of the 
prescriptive requirements, new concerns regarding additional unintended 
consequences were generated.  The Department has decided that it is not a 
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There should be a requirement that providers and plans have 
an after hours access system, whether it be a machine or 
answering service, otherwise they will be able to circumvent 
this section of the regulations all together by making 
themselves completely inaccessible after hours. 
 
Some plans do not allow separate access to their providers. 
Consumers in those plans must call the plan to reach their 
provider. Those plans should have to follow the after-office 
hours’ guidelines that providers must adhere to. 

workable approach to include in the regulation text every specific time elapsed 
standard for each of the access indicators set forth in Section 1367.03 that could 
apply in the multitude of geographic circumstances, operational variations, and 
health care conditions affecting plans, providers, and enrollees.  Instead, the 
Department has determined that the appropriate place for the specific time elapsed 
standards to be established and documented is in each plan’s internal written 
policies and procedures, developed in accordance with the performance standards 
established by this revised proposed regulation. 
 

17-133 Office Waiting Times 
 
What were previously standards here have been reduced to 
guidelines. Cal. Health & Safety Code §1367.03 is entitled 
“Development of standards for timely access to health care services.” 
§1367.03 is located within Article 5 of the Knox-Keene Act, which is 
entitled “Standards.” Standards are specifically called for. Reducing a 
section that should be a standard to a guideline, seems to render that 
section unenforceable. The regulations discuss what the Department 
must do to evaluate compliance with standards but there is nothing 
about compliance with guidelines. See §1367.03(f)-(j). This new 
wording will prevent enforcement of the office waiting times, in 
conflict with the regulation. In all sections where the word “guideline” 
is used it should be deleted and replaced with “standard.” For 
example the section regarding office waiting times should begin: 
 
§1300.67.2.2 (c)(3)(B)(iii)(4) Quality Assurance Standards for office 
waiting times: All plans shall establish quality assurance standards 
for office waiting times. Except for delay caused by exigent or 
unforeseen circumstances (for example, a provider called to handle 
an urgent or emergency patient condition), a general office waiting 
time standard shall be: 
 

Decline:  The references to office wait time as an access indicator has been deleted 
and replaced with an access indicator for referral wait time.  Virtually all comments 
regarding the access indicator of Office Wait Times note the potential for unintended 
detrimental consequences, with numerous approaches to address the identified 
concerns.  The Department has determined that, at this time, this access indicator is 
not necessary to achieve the core objective of AB 2179, because office waiting time 
occurs after the appointment has been scheduled, and does not relate to the 
potential delays in obtaining an appointment or a referral for an appointment.  
Accordingly, this access indicator has been deleted from the revised regulation text.  
 

17-134 Monitoring 
 
Plans should be required to conduct anonymous as well as non-

Accept in Part: The concerns reflected in this comment have been addressed by the 
revised text at subsections (c), (d) and (e).  
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anonymous telephone surveys. Anonymous surveys provide accurate 
information as to what times are being offered to enrollees. In non-
anonymous surveys, the providers know the times with which they 
should be complying and have an incentive to answer that 
appointments are available within those times. Anonymous surveys 
would remove that incentive to bend the truth. Furthermore non-
anonymous surveys may not reveal the whole story of when 
appointments are available. Appointments for certain types of 
procedures or consumers may be available far earlier than for other 
types of procedures or consumers. For example:  
 
Johnny is an infant who is new to his Medi-Cal HMO.  He had an 
urgent need to see his Primary Care Physician. Johnny’s 
grandmother told the PCP’s office that Johnny had a spreading rash 
and swelling and that Johnny would not stop crying. The PCP’s office 
told Johnny’s Grandmother that they could not see him because the 
first available appointment they had for new patients was not for over 
a month. They went on to say that if Johnny was an established client 
they could see him that day but as he was new he would have to wait 
over a month.  
 
At the March 5, 2007 Timely Access hearing, plans voiced 
concerns about the logistics of the secret shopper calls and the 
amount of time it would take. Since anonymous calls are more 
effective than non-anonymous calls, if time to do the surveys is 
a concern, we would urge the department to adopt the secret 
shopper surveys in lieu of the non-anonymous surveys. As for 
the anonymous calls jamming up the books and taking 
appointments away from real patients, the anonymous 
appointment could be cancelled soon after the call or even at 
the end of the call where the appointment is made. Audits of 
providers’ records should be conducted along with anonymous 
surveys. 

Decline in Part: The revisions made to address the concerns are different than 
those suggested by this comment.  The public comments received by the 
Department reflect that increasing the number and scope of the prescriptive 
requirements contained in prior versions has been ineffective to resolve the 
concerns regarding unintended consequences, and with each revision of the 
prescriptive requirements, new concerns regarding additional unintended 
consequences were generated.  The Department has decided that it is not a 
workable approach to include in the regulation text every specific time elapsed 
standard for each of the access indicators set forth in Section 1367.03 that could 
apply in the multitude of geographic circumstances, operational variations, and 
health care conditions affecting plans, providers, and enrollees.  Instead, the 
Department has determined that the appropriate place for the specific time elapsed 
standards to be established and documented is in each plan’s internal written 
policies and procedures, developed in accordance with the performance standards 
established by this revised proposed regulation. 
 

17-135 The Hotline appreciates that the Department took the time to 
translate plan and provider compliance into measurable 
percentages; this is a sensible way to determine when a plan is 
out of compliance. We do think consumer complaints should be 

Accept in Part: The concerns reflected in this comment have been addressed by the 
revised text at subsections (c), (d) and (e).  
 
Decline in Part: The revisions made to address the concerns are different than 
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taken seriously, especially as a way to find egregious instances 
of non-compliance, but they should not be used as a measure 
of the plans compliance. Adding 5 percent to a plan’s score for 
not having consumer complaints is not an accurate 
measurement. Consumer complaints are not a good measure 
of how compliant a plan is with the Timely Access regulations. 
Many consumers will not know of their right to complain, or will 
not have the time to complain after waiting too long to talk to 
someone or to schedule an appointment. Helena and Trish’s 
stories above illustrate further reasons why consumers may not 
file complaints. The number of consumers who complain will be 
a very small percentage of the number of consumers who 
actually experience problems. If the Department continues to 
use this system we urge them to take several steps to ensure 
that beneficiaries know specifically when they should be getting 
access to appointments and how they can go about 
complaining. These steps should include all EOCs listing the 
specific times in which consumers must be able to access 
appointments and telephone and office wait times. These times 
should also be posted in all providers’ offices and played on 
provider and plan recordings during telephone wait times. 

those suggested by this comment.  The public comments received by the 
Department reflect that increasing the number and scope of the prescriptive 
requirements contained in prior versions has been ineffective to resolve the 
concerns regarding unintended consequences, and with each revision of the 
prescriptive requirements, new concerns regarding additional unintended 
consequences were generated.  The Department has decided that it is not a 
workable approach to include in the regulation text every specific time elapsed 
standard for each of the access indicators set forth in Section 1367.03 that could 
apply in the multitude of geographic circumstances, operational variations, and 
health care conditions affecting plans, providers, and enrollees.  Instead, the 
Department has determined that the appropriate place for the specific time elapsed 
standards to be established and documented is in each plan’s internal written 
policies and procedures, developed in accordance with the performance standards 
established by this revised proposed regulation. 
 

17-136 The regulation outlines special steps that preferred provider 
organizations need to take. These steps should be in addition 
to compliance with the rest of the regulations, not the only 
requirement for PPO compliance. Otherwise people who enroll 
with PPOs will not receive their health care in the same timely 
manner as those in HMOs. 

Decline:  The regulation has been revised to eliminate detailed prescriptive 
requirements and to include performance standards. 

17-137 The Hotline is pleased to see that there is an option for plans to 
coordinate on the Enrollee Satisfaction survey and to use 
standardized questions jointly prepared by multiple plans and 
approved by the department. Standard questions will provide a 
more meaningful comparison between the plans. The Hotline 
would urge the Department to have all the plans use 
standardized, jointly prepared questions and cut out the option 
of creating their own individual questions. Individually prepared 
questions will make plans less comparable. Even if the plan 
can show that they are meeting all the timely access 

Accept:  The revised regulation retains the permissive provision regarding standard 
questions. 
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requirements it will not allow the data to be aggregated with 
data from all the plans. The statute expressly states that health 
plan reported data will allow “consumers to compare the 
performance of plans.” Cal. Health & Safety Code 
§1367.03(f)(2). Unless the plans use standardized questions 
the data collected will not meet this requirement.  

17-138 Conclusion 

 
The Hotline applauds the Department’s efforts to ensure that 
consumers have the ability to access health care in a timely 
manner. We appreciate the opportunity to submit these 
comments. 

No change requested. 

18-139 On behalf of the National Health Law Program (NHeLP), 
Neighborhood Legal Services’ Health Consumer Center of Los 
Angeles, Protection & Advocacy, Inc., and the Western Center on 
Law and Poverty, we submit these comments in response to the 
Department of Managed Health Care’s (Department’s) proposed 
regulations on timely access to health care services.  Most of our 
organizations are members of the Health Consumer Alliance (HCA) – 
a partnership of consumer assistance programs operated by nine 
local Health Consumer Centers that cover thirteen counties in 
California.  HCA’s mission is to help low-income people obtain 
essential health care.  NHeLP and Western Center provide statewide 
policy advocacy for the local consumer centers on health care issues 
impacting low-income consumers.   
 
Our Health Consumer Centers get calls from hundreds of consumers 
each year who are not able to get the care they need in a timely 
manner.  We hear stories of consumers who cannot get an 
appointment for weeks or months, callers who repeatedly have their 
appointment rescheduled, problems getting a timely referral for 
specialty services, and problems getting advice by phone after their 
doctor’s office is closed.  We also see delays in care due to language 
barriers, including patients being told to come back with their own 
interpreters or having their appointments re-scheduled for lack of an 
interpreter.  We see the real impact these problems have on 

No change requested.  However, the proposed regulation has been revised in a 
manner that addresses the issues referenced in this comment. 
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consumers’ health outcomes. 
 
We appreciate the progress the Department has made in this 
version of the proposed regulations to ensure timely access to 
care as required by AB 2179 (Health & Safety Code § 
1367.03).  In particular the Department has clearly taken 
considerable effort in developing a statistically valid provider 
survey process.  We still have concerns about these 
regulations including a number of the time-elapsed standards, 
the compliance monitoring methods, how these regulations 
intersect with the language access regulations, and consumer 
education.   

18-140 We urge the Department to move expeditiously to finalize these 
critical standards.  We strenuously disagree that the Department 
should “take a step back” and appoint a commission of stakeholders 
to rethink the approach as suggested by numerous speakers at the 
hearing.  All stakeholders have had ample time to come forward with 
alternative approaches.  We support the Department’s approach of 
putting in place specific time-elapsed standards for various types of 
care and are at a loss as to how an I-know-it-when-I-see-it standard 
as proposed by some stakeholders is in any way measurable or 
enforceable. 
 

Accept:  The Department is moving forward with this rulemaking action. 

18-141 Standards for Timely Appointments 
 
With some notable exceptions we believe that most of the timeframes 
set forth in the regulations comply with the requirements of AB 2179. 
 
Primary Care Standards 
 
We continue to support the primary care times and think it critical that 
a consumer be able to get an urgent primary care appointment within 
24 hours.  This version of the proposed regulations allows a primary 
care appointment to be made with an urgent care center.  While 
urgent care centers are an important component in the health care 
system, they cannot and should not replace the need for consumers 
to have a medical home with a primary care provider.  In most cases, 

Decline:  The prescriptive requirements have been deleted, but the requirement for 
time elapsed standards is retained.   
 
Accept in Part: The concerns reflected in this comment have been addressed by the 
revised text at subsections (c), (d) and (e).  
 
Decline in Part: The revisions made to address the concerns are different than 
those suggested by this comment. The public comments received by the 
Department reflect that increasing the number and scope of the prescriptive 
requirements contained in prior versions has been ineffective to resolve the 
concerns regarding unintended consequences, and with each revision of the 
prescriptive requirements, new concerns regarding additional unintended 
consequences were generated.  The Department has decided that it is not a 
workable approach to include in the regulation text every specific time elapsed 
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an urgent care center will not have a consumer’s medical records and 
will not have an established relationship with the consumer.  
Accordingly, we think it important that such centers only be used for 
urgent care appointments.  If the Department decides over our 
objection to allow non-urgent, primary care to be provided through an 
urgent care center, the regulations must specify that in such cases, 
the consumer will not incur more cost sharing than if she was seen by 
her primary care provider.  Subsection 1300.67.2.2 (c)(2)(A) already 
includes a description of a medical home.  We suggest this language 
be designated as the definition of medical home and then that the 
primary care appointment standard state that an urgent care 
appointment can be made at an urgent care center only if there is no 
appointment time available with the consumer’s medical home.  Our 
suggested language is as follows: 
 
A new term should be added to the definition list: 
 
§ 1300.67.2.2 (b)(4) Medical home means the primary location or 
provider group to which the enrollee is assigned or has selected or 
where the enrollee regularly receives care. 
 
The following changes should be made to the primary care 
standards: 
 
§ 1300.67.2.2 (c)(2)(A) Primary Care Accessibility.  An 
appointment shall be offered with a primary care physician or, if 
appropriate for the enrollee’s health care needs consistent with good 
professional practice, with a physician assistant, nurse, practitioner, 
or certified nurse midwife, acting within his or her scope of practice, 
at the primary care location or provider group to which the enrollee is 
assigned or has selected or where the enrollee regularly receives 
care or at an urgent care center. enrollee’s medical home.  Urgent 
primary care appointments may be provided at an urgent care center 
if a provider from the enrollee’s medical home is not available.  If an 
enrollee receives care from an urgent care center the enrollee’s 
financial responsibility shall be limited to applicable copayments, 
coinsurance and/or deductibles that would apply had the enrollee 

standard for each of the access indicators set forth in Section 1367.03 that could 
apply in the multitude of geographic circumstances, operational variations, and 
health care conditions affecting plans, providers, and enrollees.  Instead, the 
Department has determined that the appropriate place for the specific time elapsed 
standards to be established and documented is in each plan’s internal written 
policies and procedures, developed in accordance with the performance standards 
established by this revised proposed regulation. 
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seen a provider in the enrollee’s medical home. 
Full-service plans shall monitor for provider compliance with the 
following appointment waiting time standards for primary care, in-
person or via electronic communications or telemedicine, consistent 
with the standard of care appropriate for the enrollee’s needs 
 

18-142 Dental Care Standards 
 
The time standards set forth for dental care appointments continue to 
be too long and we are dismayed that the Department has not 
corrected these lengthy times in this version of the proposed 
regulations.  As with urgent primary care, the time for urgent dental 
care should be changed from 48 to 24 hours.  A consumer in intense 
pain from an infected tooth should not be expected to wait two days 
for an appointment; they should be seen within one day.  Dental 
health is inextricably intertwined with one’s health and should not be 
treated differently.  Good oral health can prevent other conditions.  
Millions of Americans who treat or manage a range of diseases with 
medications may experience side effects that negatively effect oral 
health, e.g. xerostomia, known commonly as dry mouth, is a listed 
side effect on more than 400 medications.  Without timely and 
adequate oral care, bacteria and plaque can accumulate in the mouth 
and make a person more vulnerable to gum disease and tooth decay. 
 
The other dental care appointment times are also much too 
long.  The Department proposes that an appointment for 
routine dental care may be given within 36 business days and 
for preventive dental care within 180 calendar days.  As 
previously stated, these standards are notably “out of whack” 
with all the other standards and are hardly timely.  They are 
also significantly longer than the standards current dental plans 
have on file with the Department.  It does not make sense that 
while primary, specialty, ancillary, acupuncture, and 
chiropractic preventive care must each be provided in 22 
business days, preventive dental care need not be scheduled 
for 180 days – a time period more than six times as long.  
While we recognize that the practice is that dental check-ups 

Decline:  The issues of concern raised in connection with dental plan standards 
have been addressed by deleting them.  Please see revised subsection (a). 
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and cleanings are often scheduled every six months from one 
cleaning appointment to the next, an enrollee should not as a 
matter of course have to wait six months for a dental cleaning 
or other preventive dental care.  Similarly, while most types of 
routine care would have to be provided within eight to twelve 
business days, the timeframe proposed for routine dental care 
is 36 business days (seven weeks) – three to four times as 
long.  We propose that the timeframes for routine and 
preventive dental care be set at 12 business days and 60 
calendar days respectively. 

18-143 Mental Health Care Standards 
 
Again, we are disappointed that the Department did not heed 
advocates’ strenuous objection to the proposed 48-hour 
standard for urgent mental health care.  Someone with extreme 
anxiety or depression or who is in crisis should not have to wait 
48 hours for intervention.  We reiterate that urgent mental 
health appointments should be given within 24 hours.  
Conforming the standard for urgent mental health with the 
standard for urgent physical health needs is in keeping with 
California’s mental health parity law.  It would also better align 
these timely access standards with the Department of Mental 
Health’s standards for mental health plans which require that 
services for urgent conditions be available 24 hours a day, 
seven days a week.  9 CCR §§ 1810.345 and 1810.405.  
Similarly, the Medi-Cal Specialty Mental Health Service 
standards require that plans make mental health services to 
treat a member's urgent condition available 24 hours a day, 
seven days per week. Individuals covered by a managed care 
plan who are in crisis should not have to wait longer than 24 
hours to receive the mental health care that they need. We 
strongly encourage the Department to modify the standard for 
urgent mental health care to 24 hours at the longest.  We also 
concur with the comments made at the hearing that all health 
plans should be required to have a mental health professional 
available 24 hours a day, seven days a week to speak to 
members in crisis. 

Accept in Part: The concerns reflected in this comment have been addressed by the 
revised text at subsections (c), (d) and (e).  
 
Decline in Part: The revisions made to address the concerns are different than 
those suggested by this comment. The public comments received by the 
Department reflect that increasing the number and scope of the prescriptive 
requirements contained in prior versions has been ineffective to resolve the 
concerns regarding unintended consequences, and with each revision of the 
prescriptive requirements, new concerns regarding additional unintended 
consequences were generated.  The Department has decided that it is not a 
workable approach to include in the regulation text every specific time elapsed 
standard for each of the access indicators set forth in Section 1367.03 that could 
apply in the multitude of geographic circumstances, operational variations, and 
health care conditions affecting plans, providers, and enrollees.  Instead, the 
Department has determined that the appropriate place for the specific time elapsed 
standards to be established and documented is in each plan’s internal written 
policies and procedures, developed in accordance with the performance standards 
established by this revised proposed regulation. 
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18-144 Timely Telephone Access 
 
The telephone waiting times are a critical component of timely access 
but this latest version of the regulations weakens this important area 
– demoting them from standards to guidelines.  Consumers all too 
often wait for more than fifteen minutes on the telephone with their 
plan or provider during business hours.  This may be particularly true 
if the plan is trying to identify an LEP enrollee’s language and arrange 
for an interpreter. 
 
Another concern we have is that the telephone waiting time of fifteen 
minutes during office hours has been effectively swallowed by the 
new exception that this does not apply “if no such qualified 
professional is available.”  That language renders the standard 
meaningless by employing the circular reasoning that a consumer 
can talk to someone within fifteen minutes unless no one is available.  
It should be deleted as follows: 
 
§ 1300.67.2.2 (c)(3)(A)(i)(I) During office hours, within 15 minutes (or 
if no such qualified professional is available, the caller shall be 
advised of the approximate time a professional will return the call and 
what to do in an emergency); 
 
The new language that applies to providers whose offices use 
answering machines in subsection (3)(A)(ii) also fails to  “ensure that 
enrollees have access to needed health care services in a timely 
manner.”  Cal. Health & Safety Code §1367.03(a).  This language 
states that if a provider uses an answering machine to answer 
telephone calls, the office “shall attempt to contact the enrollee in a 
timely manner consistent with good professional practice.”  As we 
submitted in our last set of comments, while the other standards have 
a specific time, this one is unworkably vague.  The language 
instructing patients what to do in an emergency does not ensure that 
a patient will be able to talk to a provider.  Many offices simply tell 
patients to call 911 which is appropriate for emergencies but not 
when patients need to consult with their provider to determine 
whether their condition requires urgent care.  Given the many options 

Accept in part: The concerns stated in this comment are addressed by revisions to 
subsection (d)(5). 
 
Decline in Part: The stated concerns are addressed by revisions different than 
suggested in this comment.   
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providers have including answering services, pagers, and cellular 
telephones to ensure sufficient contact with their patients who are in 
need of triage, it is unreasonable that a consumer not be able to 
reach a live person within 30 minutes at the longest.  We once again 
urge that language be added requiring that providers instruct patients 
how to reach someone: 
 
§ 1300.67.2.2 (c)(3)(A)(ii)(I) The machine’s recorded message shall 
include what to do in an emergency, and how to contact a qualified 
professional, acting within his or her scope of practice, who is trained 
to screen and triage. The message shall state that if the caller does 
not need immediate assistance she or he can leave a message.   
 

18-145 Appointment Changes or Cancellations 
 
We are pleased to see the new subsections here requiring that plans 
have systems in place to avoid repetitive cancellations and to ensure 
enrollees are promptly notified when an appointment has had to be 
changed or cancelled.  § 1300.67.2.2 (c)(6). We hear from 
consumers who have had appointments cancelled or changed 
numerous times – sometimes without advance warning – a clear 
barrier to care. 
 

Accept:  These issues referenced in this comment are addressed at subsection (d) 
of the revised text. 

18-146 Compliance Monitoring 
 
Monitoring compliance with the timely access standards is 
required by the statute and critical to ensuring that these 
standards are meaningful.  The Department has clearly done 
considerable work in this version to ensure a statistically valid 
process for the provider surveys and for that we applaud them.  
The process laid out is specific, clear, and scientifically based.  
Plans can follow it without having to develop their own system.  
However, we still think it is fundamentally flawed to rely on 
consumer complaints and non-anonymous surveys.  When 
providers know they are being asked what their appointment 
wait times to measure compliance, they have an incentive to 
give an answer within the standards.  Anonymous surveys 

Accept in Part: The concerns reflected in this comment have been addressed by the 
revised text at subsections (c), (d) and (e).  
 
Decline in Part: The revisions made to address the concerns are different than 
those suggested by this comment. The public comments received by the 
Department reflect that increasing the number and scope of the prescriptive 
requirements contained in prior versions has been ineffective to resolve the 
concerns regarding unintended consequences, and with each revision of the 
prescriptive requirements, new concerns regarding additional unintended 
consequences were generated.  The Department has decided that it is not a 
workable approach to include in the regulation text every specific time elapsed 
standard for each of the access indicators set forth in Section 1367.03 that could 
apply in the multitude of geographic circumstances, operational variations, and 
health care conditions affecting plans, providers, and enrollees.  Instead, the 
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would be more reliable.  The plan could follow the same 
process for anonymous surveys as are currently laid out for 
non-anonymous surveys, e.g. same list of providers, selection 
process, etc.  We find unpersuasive the argument made by 
some health plans that creating false appointments would 
interfere with their appointments system.  The surveyor could 
easily cancel the appointment – even at the end of the call. 
 
As to relying on consumer complaints, we know well from our 
work advising and assisting consumers with problems in the 
health care arena, that consumers rarely take the time and 
trouble to file a formal grievance for something like a telephone 
or appointment waiting time, or even if they are turned away 
because they are not provided any language assistance.  The 
data on the Office of Patient Advocate website of the number 
of consumers who filed complaints with the Department is 
instructive.  Of the more than 16 million HMO members only 
210 members filed a complaint – .00131%. 

Department has determined that the appropriate place for the specific time elapsed 
standards to be established and documented is in each plan’s internal written 
policies and procedures, developed in accordance with the performance standards 
established by this revised proposed regulation. 
 

18-147 There is new language in this version of the regulations prohibiting 
plans from requiring providers to maintain records of various 
standards.1  This violates the authorizing statute and undermines the 
goal of ensuring timely access to care.  AB 2179 specifically states 
that contracts between health plans and providers “shall require 
reporting by health care providers to health care service plans.”  
Healthy & Safety Code § 1367.03(f)(1).  While we understand the 
desire to avoid onerous record-keeping requirements, the 
Department neither has the authority nor should it prohibit plans from 
requiring a particular type of record keeping.  Given that the statute 
requires reporting by providers to plans and, in turn, by plans to the 
Department, we are at a loss as to why the Department would 
prohibit a plan from requiring that providers keep these records.  

Accept in Part: The concerns reflected in this comment have been addressed by the 
revised text at subsections (c), (d) and (e).  
 
Decline in Part: The revisions made to address the concerns are different than 
those suggested by this comment. The public comments received by the 
Department reflect that increasing the number and scope of the prescriptive 
requirements contained in prior versions has been ineffective to resolve the 
concerns regarding unintended consequences, and with each revision of the 
prescriptive requirements, new concerns regarding additional unintended 
consequences were generated.  The Department has decided that it is not a 
workable approach to include in the regulation text every specific time elapsed 
standard for each of the access indicators set forth in Section 1367.03 that could 
apply in the multitude of geographic circumstances, operational variations, and 

                                                 
1 Subsection 1300.67.2.2 (c)(3)(A) states, “plans shall not require providers to maintain records to demonstrate compliance with telephone access standards.”   Subsection 
1300.67.2.2 (c)(4) states that health “[p]lans shall not require providers to maintain records of office waiting times unless the quantity of enrollee complaints indicates a 
substantial pattern of noncompliance with the 30-minute guideline by a provider or provider group and the plan includes such requirement as part of a corrective action plan.”  
Subsection 1300.67.2.2 (e)(1) states “No plan shall require a contracting health care provider or provider group to maintain log books recording appointment waiting times, 
office waiting times and telephone waiting times for all enrollees served by the provider or provider group.” 
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While we understand that it would be counter-productive for providers 
to record every waiting or appointment time, throughout this process 
we have urged that there be a sampling methodology where 
providers, for example, track this information for a statistically 
significant period. 
 

health care conditions affecting plans, providers, and enrollees.  Instead, the 
Department has determined that the appropriate place for the specific time elapsed 
standards to be established and documented is in each plan’s internal written 
policies and procedures, developed in accordance with the performance standards 
established by this revised proposed regulation. 
 

18-148 We wholeheartedly agree with the new provision which allows plans 
that contract with the same medical group to pool resources and 
share a survey process and results.  This makes sense for all parties. 
 

No change requested. 

18-149 The regulations should specify that the following compliance 
monitoring tools be implemented in multiple languages to comply with 
language access requirements: enrollment satisfaction survey, 
disenrollment survey, non-anonymous telephone surveys of 
providers’ offices (if this is retained in the regulations), and 
anonymous (secret shopper) telephone audits of providers’ offices.  
Our suggested language is the following:   
 
§1300.67.2.2(f):  Plan’s Enrollee Satisfaction Survey.  Not less than 
annually, all plans shall conduct a survey … in the languages 
identified in the plan’s demographic profile requiring interpreter or 
translation services, and at a minimum, the plan’s threshold 
languages. 
 
Language Access  
 
Although we are pleased with the additional language making it clear 
that the plan must contractually require compliance with and enforce 
the applicable standards in the regulations, we are disappointed that 
our recommendations regarding the coordination between the timely 
access regulations and the Language Assistance Program 
regulations, under §§1300.67.04-.07, have not been incorporated into 
the regulations nor cross-referenced.  As we explained in our prior 
set of comments, we have seen that timely access to care is a 
serious problem for LEP consumers.  In fact, the Department 
hearings held throughout the state clearly illustrated the kinds of 
problems many LEP enrollees faced when trying to seek health care 

Decline:  Outside scope of this rulemaking action.  Language access issues are 
addressed by Section 1367.04 and Rule 1300.67.04. 
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from managed care plans.  When advocates expressed concern with 
the vague definition of “timely” in §1300.67.04(C)(2)(G)(v), we were 
told that the timely access regulations were in the process of being 
amended at the time and would address our concerns.   

 

However, there continues to be no reference of the applicability of the 
specific standards in the timely access regulations, including 
appointment waiting times, office waiting times, and telephone 
waiting times for all types of providers including primary care and 
specialty care physicians, and for routine, preventive care, and urgent 
care, to the Language Assistance Programs nor LEP enrollees and 
their language assistance needs.  Thus, there is no assurance that 
the timely access regulations apply when LEP enrollees require 
interpreter or translation services to access health care.  As we noted 
before, the same timely access standards must apply for LEP 
enrollees who need language assistance services.   
 

We would recommend the following language:  

§1300.67.2.2(c) Timely Access Program Requirements.  Every plan 
shall develop and implement … which shall comply with the 
requirements and standards established by the Act, this section, and 
§1300.67.04-.07, including the use of language assistance services, 
including qualified interpretation and translation services.” 

We continue to urge the Department to adopt our other suggestions 
raised in our prior letter: 
 
The quality assurance standards in the timely access regulations 
should include those in the Language Assistance Program 
regulations.  §1300.67.04(C)(2)(G)(v) explains that:  “A plan’s 
language assistance program shall specify quality assurance 
standards for timely delivery of language assistance services for 
emergency, urgent and routine health care services, and shall include 
standards for coordinating interpretation services with appointment 
scheduling.”   
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We suggest adding the following: 
 
§130067.2.2 (a)(2)(B) Standards for timely delivery of language 
assistance services for emergency, urgent and routine health care 
services and coordinating interpretation services with appointment 
scheduling. 
 
We would also urge the incorporation of these two standards/factors 
to §130067.2.2 (c)(1),  Timely Access Program Requirements, as two 
additional “Indicators for Timely Access.”  This would ensure that 
these two indicators would be included in compliance monitoring of 
the plans.  See §130067.2.2 (e).  
 
With regard to compliance monitoring, we would suggest that the 
demographic profile of the enrollees in the plan be part of the 
evaluation:  
 
§130067.2.2 (e)(4)(A). The size of the plan and the demographic 
profile of its enrollee population.   
 
We would also urge the regulations include a general requirement for 
the use of qualified       interpreters whenever an interpreter is used, 
as suggested in the above paragraph, or in specific sections such as 
in §130067.2.2 (c)(3), Quality Assurance Standards for Timely 
Telephone Access. 
 
There is no reference to the time requirements regarding the 
translation of materials into other languages upon request.  We would 
recommend that the statutory time requirements be included in these 
regulations, or at least a reference to the statute included in the 
regulations, to remind plans of their obligation to translate written 
materials within specific time periods.  For vital documents that are 
not standardized but contain enrollee specific information, the 
enrollee can request the document to be translated, and the 
translation must be completed within 21 days.  See Health & Safety 
Code §1367.04(b)(1)(C). 
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18-150 Enrollee Education 
 
The Department rightly includes in its Compliance and 
Implementation section a requirement that health plans include 
information in their evidences of coverage about how enrollees can 
get the plan’s help in getting a timely appointment, how to file a 
complaint and “general information” about the plan’s standards for 
timely access.  We strongly encourage the Department to strengthen 
this language to require that plans include the standards themselves.  
Enrollees have the right to know in what period of time they should be 
able to get an appointment from the respective types of providers.  
While we continue to maintain that consumer complaints are not a 
reliable indicator of compliance with timely access standards, if the 
regulations continue to rely on these, it is of the utmost important that 
consumers know the standards.  How can they be expected to know 
that they should not have to wait for four weeks for a routine primary 
care appointment if no one tells them?  We urge that the language be 
changed as follows: 
 
§ 1300.67.2.2 (h)(2) A description of the plan’s educational program 
and disclosures added in the evidences of coverage and disclosure 
forms informing enrollees about how to request the plan’s assistance 
in obtaining timely appointments, how to file a complaint about a 
timely access problem, how to notify the plan regarding timely access 
problems, and generally describing listing the plan’s specific 
indicators and standards for timely access . . .  
 

Decline:  It is not necessary for plans to include all of the standards in an EOC to 
accomplish the consumer protection objective.  However, a plan’s standards will be 
part of the public record.  Plans that do not provide or arrange for the provision of 
advanced access as defined in subsection (b) (1) must provide or arrange for 
screening and triage pursuant to revised subsection (d). 



Department of Managed Health Care 
 

TIMELY ACCESS TO HEALTH CARE SERVICES 
(2005-0203) 

RESPONSES TO COMMENTS 
Comment Period #2, July 16, 2007 – September 21, 2007 

 

 89

19-151 

 

Accept in part:  Please see revised subsection (a).  The proposed regulation is 
intended to establish performance standards for plans to ensure the adequacy of 
their provider networks, and in accordance with existing statutory requirements.  
Plans that choose to delegate network development to contracted entities retain the 
ultimate responsibility for active oversight of the delegated obligation.   Accordingly, 
this regulation does not establish performance standards for individual providers, 
who are already subject to the legal, professional and ethical obligations of licensed 
health care providers.  It is the responsibility of a plan to ensure that it has an 
adequate network to provide timely access to its enrollees and, where compliance 
deficiencies are identified through the plan’s QA monitoring processes, to take 
prompt corrective action 
 
Decline in part:  These issues are addressed by revisions different than suggested 
by this comment. 
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19-152 

 

 
Recent developments in the health reform debate may have an 
impact on strategy surrounding the access to care regulations.  As 
you are aware, CHA has agreed to stop balance billing as part of a 
broader health reform package.  Most hospitals rarely balance bill a 
patient.  Without the possibility of balance billing, however, we 
remain very concerned that health plans will have even less incentive 
to contract with hospitals and establish adequate networks.  It will be 
much easier for health plans to maintain skeletal and token networks 
and then pay reasonable and customary as they define it for 
noncontracted care.  We think the access regulations may 
unintentionally exacerbate that problem by putting the obligation to 
meet access standards on what could become the increasingly 
limited network of contracted providers instead of health plans. 
 

Accept in Part: The concerns reflected in this comment have been addressed by the 
revised text at subsections (c), (d) and (e).  
 
Decline in Part: The revisions made to address the concerns are different than 
those suggested by this comment. The public comments received by the 
Department reflect that increasing the number and scope of the prescriptive 
requirements contained in prior versions has been ineffective to resolve the 
concerns regarding unintended consequences, and with each revision of the 
prescriptive requirements, new concerns regarding additional unintended 
consequences were generated.  The Department has decided that it is not a 
workable approach to include in the regulation text every specific time elapsed 
standard for each of the access indicators set forth in Section 1367.03 that could 
apply in the multitude of geographic circumstances, operational variations, and 
health care conditions affecting plans, providers, and enrollees.  Instead, the 
Department has determined that the appropriate place for the specific time elapsed 
standards to be established and documented is in each plan’s internal written 
policies and procedures, developed in accordance with the performance standards 
established by this revised proposed regulation. 
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It may be time for us to start thinking about a way to ensure 
health plans have adequate contracted networks for all care 
including emergency services and address other related 
problems, e.g. phantom panels and the inability to get 
authorizations for a reasonable amount of psych care, 
especially after hours and on weekends.  Let me know your 
thoughts about a process to develop this concept further. 

20-153 

 

Accept: in Part: The stated concerns have been addressed by deleting the 
requirements applicable to specialized plans. 
 
Decline in Part: The concerns are addressed by revisions different than those 
suggested in this comment. 
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21-154 

 

No change requested. 
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21-155 Accept.  Please see revised subsections (c) and (d). 
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21-156 Decline:  The referenced suggestion to delay these regulations to convene an 
expert panel is not consistent with the Department’s intent to move complete this 
rulemaking action.  The Department will continue to welcome comments and 
concerns raised regarding unintended consequences and other concerns as the 
new regulations are implemented. 
 

21-157 No change requested. 

22-158 Thank you for the opportunity to comment on the new regulations 
related to timely access to care. The California Pan-Ethnic Health 
Network, CPEHN, organizes multicultural efforts to develop and 
advance public policies that promote equal treatment and universal 
access to care.  Our mission is to improve access to health care and 
eliminate health disparities by advocating for public policies and 
sufficient resources to address the health needs of communities of 
color.  
 
We support strong regulations to require health plans to fulfill 
their duty to provide timely access to health care services. We 
are disappointed that DMHC has not clarified wait times for 
interpreter services. We feel this matter has taken on greater 
urgency, as comments made at the public hearing on timely 
access regulations make us very worried that health plans and 
providers will force enrollees to choose between language 
services and timely access. Communities of color and limited 
English proficient (LEP) persons do not have to choose which 
rights they are entitled to. All Californians must benefit from 
both these laws. 
 
In light of the provider comments it is imperative that DMHC 
clarify in this regulation that these wait times apply to the 
provision of interpreter services as well. However, it would be 
reasonable for DMHC to clarify that enrollees should have to 

Decline:  Issues regarding language assistance services, including coordinating 
interpreter services with appointments, are addressed by section 1367.04 and Rule 
1300.67.04. 
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wait no more than 15 additional minutes for an interpreter. We 
would remind you that the language access statute, SB 853, 
requires DMHC to develop standards for the timeliness of oral 
interpretation services (1367.04b1D4). It has been our 
understanding that the vagueness in the language access 
regulation on this regard was to be clarified in the timely 
access regulations. 
 
While we feel strongly that the regulations must be changed to 
clarify that LEP enrollees have equal access to timely care, an 
undue delay, or starting from scratch, as some providers have 
called for, is unacceptable. These regulations are over 3 years 
late and further delays only cause more harm for consumers.  
 
We would like to suggest the following additional changes to the 
timely access regulation to ensure appropriate access for 
communities of color.  
The regulations address how plans must ensure timely 
telephone access, but again, do not require plans to address 
how they would handle telephone access in a timely manner 
for LEP enrollees. 
The regulations specify how a plan can handle offering patients 
appointments with alternate providers in situations in which 
wait time is too long. The regulations specify that plans must 
address ensuring that the alternate provider is geographically 
accessible and appropriate for the enrollee's condition; 
however, the regulations do not specify that the plan must 
address ensuring the alternate provider's language proficiency. 
We are pleased that DMHC is requiring plans to use surveys of 
enrollees as a means of gauging compliance with the standards 
outlined in these regulations. However, the regulations do not specify 
that these surveys must be translated. How else can we ensure that 
the needs of all communities are being addressed equally by health 
plans if all satisfactions surveys are conducted in English? According 
to the language access statute, satisfaction surveys are to be a way 
of gauging compliance with the language access regulations, so it is 
appropriate to consider these surveys to be vital documents that 
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require translation into at a minimum the threshold languages: 
“1367.07.  Within one year after a health care service plan's 
assessment pursuant to subdivision (b) of Section 1367.06, the 
health care service plan shall report to the department, in a format 
specified by the department, regarding internal policies and 
procedures related to cultural appropriateness in each of the 
following contexts: 
………  
      (d) Evaluation of the health care service plan's programs and 
services with respect to the plan's enrollee population, using 
processes such as an analysis of complaints and satisfaction 
survey results.” 
 
The regulations specify how plans must ensure statistical 
validity of their surveys, including addressing sample size and 
valid demographics. However, the regulations do not specify 
that plans must ensure sufficient diversity in terms of 
demographic characteristics such as language, race, ethnicity, 
gender, and income. Plans must ensure their samples reflect 
not just an appropriate size globally, but are sufficient to look at 
the quality and timeliness of care received by subgroups in all 
communities. 
Along these same lines, we believe that plans should not be 
held in compliance with these regulations if their surveys or 
other monitoring techniques reveal significant disparities in 
access by race or language, even if they are meeting the 
requirements for their overall populations. 
We are pleased that plans will be required to conduct secret 
shopper calls to providers' offices in certain situations to gauge 
compliance with plans' contract providers, but again, it is 
essential that a portion of these calls be conducted in 
languages other than English. 
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23-159 No change requested. 

23-160 

 

Accept in part:  Please see subsection (a)(2).  See also the performance standards 
at (d)(1) and (d)(5). 
 
Decline in part:  The stated concerns are addressed by revisions different than 
suggested by this comment. 
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23-161 Accept in Part: The concerns reflected in this comment have been addressed by the 
revised text at subsections (c), (d) and (e).  
 
Decline in Part: The revisions made to address the concerns are different than 
those suggested by this comment. The public comments received by the 
Department reflect that increasing the number and scope of the prescriptive 
requirements contained in prior versions has been ineffective to resolve the 
concerns regarding unintended consequences, and with each revision of the 
prescriptive requirements, new concerns regarding additional unintended 
consequences were generated.  The Department has decided that it is not a 
workable approach to include in the regulation text every specific time elapsed 
standard for each of the access indicators set forth in Section 1367.03 that could 
apply in the multitude of geographic circumstances, operational variations, and 
health care conditions affecting plans, providers, and enrollees.  Instead, the 
Department has determined that the appropriate place for the specific time elapsed 
standards to be established and documented is in each plan’s internal written 
policies and procedures, developed in accordance with the performance standards 
established by this revised proposed regulation. 
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23-162 Accept in Part: The concerns reflected in this comment have been addressed by the 
revised text at subsections (c), (d) and (e).  
 
Decline in Part: The revisions made to address the concerns are different than 
those suggested by this comment. The public comments received by the 
Department reflect that increasing the number and scope of the prescriptive 
requirements contained in prior versions has been ineffective to resolve the 
concerns regarding unintended consequences, and with each revision of the 
prescriptive requirements, new concerns regarding additional unintended 
consequences were generated.  The Department has decided that it is not a 
workable approach to include in the regulation text every specific time elapsed 
standard for each of the access indicators set forth in Section 1367.03 that could 
apply in the multitude of geographic circumstances, operational variations, and 
health care conditions affecting plans, providers, and enrollees.  Instead, the 
Department has determined that the appropriate place for the specific time elapsed 
standards to be established and documented is in each plan’s internal written 
policies and procedures, developed in accordance with the performance standards 
established by this revised proposed regulation. 
 

23-163 Accept in Part: The concerns reflected in this comment have been addressed by the 
revised text at subsections (c), (d) and (e).  
 
Decline in Part: The revisions made to address the concerns are different than 
those suggested by this comment. The public comments received by the 
Department reflect that increasing the number and scope of the prescriptive 
requirements contained in prior versions has been ineffective to resolve the 
concerns regarding unintended consequences, and with each revision of the 
prescriptive requirements, new concerns regarding additional unintended 
consequences were generated.  The Department has decided that it is not a 
workable approach to include in the regulation text every specific time elapsed 
standard for each of the access indicators set forth in Section 1367.03 that could 
apply in the multitude of geographic circumstances, operational variations, and 
health care conditions affecting plans, providers, and enrollees.  Instead, the 
Department has determined that the appropriate place for the specific time elapsed 
standards to be established and documented is in each plan’s internal written 
policies and procedures, developed in accordance with the performance standards 
established by this revised proposed regulation. 
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23-164 Accept in Part: The concerns reflected in this comment have been addressed by the 

revised text at subsections (c), (d) and (e).  
 
Decline in Part: The revisions made to address the concerns are different than 
those suggested by this comment. The public comments received by the 
Department reflect that increasing the number and scope of the prescriptive 
requirements contained in prior versions has been ineffective to resolve the 
concerns regarding unintended consequences, and with each revision of the 
prescriptive requirements, new concerns regarding additional unintended 
consequences were generated.  The Department has decided that it is not a 
workable approach to include in the regulation text every specific time elapsed 
standard for each of the access indicators set forth in Section 1367.03 that could 
apply in the multitude of geographic circumstances, operational variations, and 
health care conditions affecting plans, providers, and enrollees.  Instead, the 
Department has determined that the appropriate place for the specific time elapsed 
standards to be established and documented is in each plan’s internal written 
policies and procedures, developed in accordance with the performance standards 
established by this revised proposed regulation. 
 

23-165 No change requested. 
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23-166 Accept in part:  The stated concerns are addressed by deleting the detailed specific 
time elapsed standards applicable to all plans and replacing them with performance 
standards plans must meet in developing time elapsed standards for their 
respective networks.  Please see subsections (c) and (d), which establish the 
relevant performance standards, and subsection (e) which establishes the filing and 
reporting requirements, and the factors considered by the Department when  
evaluating proposed standards and determining  plan compliance deficiencies. 
 
Decline in part:  The revisions made to address the concerns are different than 
those suggested by this comment. 
 

23-167 Accept in part:  The stated concerns are addressed by deleting the detailed specific 
time elapsed standards applicable to all plans and replacing them with performance 
standards plans must meet in developing time elapsed standards for their 
respective networks.  Please see subsections (c) and (d), which establish the 
relevant performance standards, and subsection (e) which establishes the filing and 
reporting requirements, and the factors considered by the Department when  
evaluating proposed standards and determining  plan compliance deficiencies. 
 
Decline in part:  The revisions made to address the concerns are different than 
those suggested by this comment. 
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24-168 

 

Accept in Part: The concerns reflected in this comment have been addressed by the 
revised text at subsections (c), (d) and (e).  
 
Decline in Part: The revisions made to address the concerns are different than 
those suggested by this comment. The public comments received by the 
Department reflect that increasing the number and scope of the prescriptive 
requirements contained in prior versions has been ineffective to resolve the 
concerns regarding unintended consequences, and with each revision of the 
prescriptive requirements, new concerns regarding additional unintended 
consequences were generated.  The Department has decided that it is not a 
workable approach to include in the regulation text every specific time elapsed 
standard for each of the access indicators set forth in Section 1367.03 that could 
apply in the multitude of geographic circumstances, operational variations, and 
health care conditions affecting plans, providers, and enrollees.  Instead, the 
Department has determined that the appropriate place for the specific time elapsed 
standards to be established and documented is in each plan’s internal written 
policies and procedures, developed in accordance with the performance standards 
established by this revised proposed regulation. 
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25-169 

 

Accept in Part: The concerns reflected in this comment have been addressed by the 
revised text at subsections (c), (d) and (e).  
 
Decline in Part: The revisions made to address the concerns are different than 
those suggested by this comment. The public comments received by the 
Department reflect that increasing the number and scope of the prescriptive 
requirements contained in prior versions has been ineffective to resolve the 
concerns regarding unintended consequences, and with each revision of the 
prescriptive requirements, new concerns regarding additional unintended 
consequences were generated.  The Department has decided that it is not a 
workable approach to include in the regulation text every specific time elapsed 
standard for each of the access indicators set forth in Section 1367.03 that could 
apply in the multitude of geographic circumstances, operational variations, and 
health care conditions affecting plans, providers, and enrollees.  Instead, the 
Department has determined that the appropriate place for the specific time elapsed 
standards to be established and documented is in each plan’s internal written 
policies and procedures, developed in accordance with the performance standards 
established by this revised proposed regulation. 
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25-170 Accept in Part: The concerns reflected in this comment have been addressed by the 
revised text at subsections (c), (d) and (e).  
 
Decline in Part: The revisions made to address the concerns are different than 
those suggested by this comment. The public comments received by the 
Department reflect that increasing the number and scope of the prescriptive 
requirements contained in prior versions has been ineffective to resolve the 
concerns regarding unintended consequences, and with each revision of the 
prescriptive requirements, new concerns regarding additional unintended 
consequences were generated.  The Department has decided that it is not a 
workable approach to include in the regulation text every specific time elapsed 
standard for each of the access indicators set forth in Section 1367.03 that could 
apply in the multitude of geographic circumstances, operational variations, and 
health care conditions affecting plans, providers, and enrollees.  Instead, the 
Department has determined that the appropriate place for the specific time elapsed 
standards to be established and documented is in each plan’s internal written 
policies and procedures, developed in accordance with the performance standards 
established by this revised proposed regulation. 
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25-171 Accept in Part: The concerns reflected in this comment have been addressed by the 
revised text at subsections (c), (d) and (e).  
 
Decline in Part: The revisions made to address the concerns are different than 
those suggested by this comment. The public comments received by the 
Department reflect that increasing the number and scope of the prescriptive 
requirements contained in prior versions has been ineffective to resolve the 
concerns regarding unintended consequences, and with each revision of the 
prescriptive requirements, new concerns regarding additional unintended 
consequences were generated.  The Department has decided that it is not a 
workable approach to include in the regulation text every specific time elapsed 
standard for each of the access indicators set forth in Section 1367.03 that could 
apply in the multitude of geographic circumstances, operational variations, and 
health care conditions affecting plans, providers, and enrollees.  Instead, the 
Department has determined that the appropriate place for the specific time elapsed 
standards to be established and documented is in each plan’s internal written 
policies and procedures, developed in accordance with the performance standards 
established by this revised proposed regulation. 
 
Accept in part:  The stated concerns are addressed by deleting the detailed specific 
time elapsed standards applicable to all plans and replacing them with performance 
standards plans must meet in developing time elapsed standards for their 
respective networks.  Please see subsections (c) and (d), which establish the 
relevant performance standards, and subsection (e) which establishes the filing and 
reporting requirements, and the factors considered by the Department when  
evaluating proposed standards and determining  plan compliance deficiencies. 
 
Decline in part:  The revisions made to address the concerns are different than 
those suggested by this comment. 
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25-172 Accept in Part: The concerns reflected in this comment have been addressed by the 
revised text at subsections (c), (d) and (e).  
 
Decline in Part: The revisions made to address the concerns are different than 
those suggested by this comment. The public comments received by the 
Department reflect that increasing the number and scope of the prescriptive 
requirements contained in prior versions has been ineffective to resolve the 
concerns regarding unintended consequences, and with each revision of the 
prescriptive requirements, new concerns regarding additional unintended 
consequences were generated.  The Department has decided that it is not a 
workable approach to include in the regulation text every specific time elapsed 
standard for each of the access indicators set forth in Section 1367.03 that could 
apply in the multitude of geographic circumstances, operational variations, and 
health care conditions affecting plans, providers, and enrollees.  Instead, the 
Department has determined that the appropriate place for the specific time elapsed 
standards to be established and documented is in each plan’s internal written 
policies and procedures, developed in accordance with the performance standards 
established by this revised proposed regulation. 
 
Accept in part:  The stated concerns are addressed by deleting the detailed specific 
time elapsed standards applicable to all plans and replacing them with performance 
standards plans must meet in developing time elapsed standards for their 
respective networks.  Please see subsections (c) and (d), which establish the 
relevant performance standards, and subsection (e) which establishes the filing and 
reporting requirements, and the factors considered by the Department when  
evaluating proposed standards and determining  plan compliance deficiencies. 
 
Decline in part:  The revisions made to address the concerns are different than 
those suggested by this comment. 
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25-173 Accept in Part: The concerns reflected in this comment have been addressed by the 
revised text at subsections (c), (d) and (e).  
 
Decline in Part: The revisions made to address the concerns are different than 
those suggested by this comment. The public comments received by the 
Department reflect that increasing the number and scope of the prescriptive 
requirements contained in prior versions has been ineffective to resolve the 
concerns regarding unintended consequences, and with each revision of the 
prescriptive requirements, new concerns regarding additional unintended 
consequences were generated.  The Department has decided that it is not a 
workable approach to include in the regulation text every specific time elapsed 
standard for each of the access indicators set forth in Section 1367.03 that could 
apply in the multitude of geographic circumstances, operational variations, and 
health care conditions affecting plans, providers, and enrollees.  Instead, the 
Department has determined that the appropriate place for the specific time elapsed 
standards to be established and documented is in each plan’s internal written 
policies and procedures, developed in accordance with the performance standards 
established by this revised proposed regulation. 
 
Accept in part:  The stated concerns are addressed by deleting the detailed specific 
time elapsed standards applicable to all plans and replacing them with performance 
standards plans must meet in developing time elapsed standards for their 
respective networks.  Please see subsections (c) and (d), which establish the 
relevant performance standards, and subsection (e) which establishes the filing and 
reporting requirements, and the factors considered by the Department when  
evaluating proposed standards and determining  plan compliance deficiencies. 
 
Decline in part:  The revisions made to address the concerns are different than 
those suggested by this comment. 
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25-174 Decline:  The legislature evaluated the evidence regarding access problems and 
enacted AB 2179, directing the Department to adopt regulations in accordance with 
1367.03.  Nonetheless, the issues of concern referenced in this comment are 
addressed by the revisions to the regulation text. 
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25-175 Accept in Part: The concerns reflected in this comment have been addressed by the 
revised text at subsections (c), (d) and (e).  
 
Decline in Part: The revisions made to address the concerns are different than 
those suggested by this comment. The public comments received by the 
Department reflect that increasing the number and scope of the prescriptive 
requirements contained in prior versions has been ineffective to resolve the 
concerns regarding unintended consequences, and with each revision of the 
prescriptive requirements, new concerns regarding additional unintended 
consequences were generated.  The Department has decided that it is not a 
workable approach to include in the regulation text every specific time elapsed 
standard for each of the access indicators set forth in Section 1367.03 that could 
apply in the multitude of geographic circumstances, operational variations, and 
health care conditions affecting plans, providers, and enrollees.  Instead, the 
Department has determined that the appropriate place for the specific time elapsed 
standards to be established and documented is in each plan’s internal written 
policies and procedures, developed in accordance with the performance standards 
established by this revised proposed regulation. 
 
Accept in part:  The stated concerns are addressed by deleting the detailed specific 
time elapsed standards applicable to all plans and replacing them with performance 
standards plans must meet in developing time elapsed standards for their 
respective networks.  Please see subsections (c) and (d), which establish the 
relevant performance standards, and subsection (e) which establishes the filing and 
reporting requirements, and the factors considered by the Department when  
evaluating proposed standards and determining  plan compliance deficiencies. 
 
Decline in part:  The revisions made to address the concerns are different than 
those suggested by this comment. 
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25-176 Accept in Part: The concerns reflected in this comment have been addressed by the 

revised text at subsections (c), (d) and (e).  
 
Decline in Part: The revisions made to address the concerns are different than 
those suggested by this comment. The public comments received by the 
Department reflect that increasing the number and scope of the prescriptive 
requirements contained in prior versions has been ineffective to resolve the 
concerns regarding unintended consequences, and with each revision of the 
prescriptive requirements, new concerns regarding additional unintended 
consequences were generated.  The Department has decided that it is not a 
workable approach to include in the regulation text every specific time elapsed 
standard for each of the access indicators set forth in Section 1367.03 that could 
apply in the multitude of geographic circumstances, operational variations, and 
health care conditions affecting plans, providers, and enrollees.  Instead, the 
Department has determined that the appropriate place for the specific time elapsed 
standards to be established and documented is in each plan’s internal written 
policies and procedures, developed in accordance with the performance standards 
established by this revised proposed regulation. 
 
Accept in part:  The stated concerns are addressed by deleting the detailed specific 
time elapsed standards applicable to all plans and replacing them with performance 
standards plans must meet in developing time elapsed standards for their 
respective networks.  Please see subsections (c) and (d), which establish the 
relevant performance standards, and subsection (e) which establishes the filing and 
reporting requirements, and the factors considered by the Department when  
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evaluating proposed standards and determining  plan compliance deficiencies. 
 
Decline in part:  The revisions made to address the concerns are different than 
those suggested by this comment. 
 

25-177 Accept in Part: The concerns reflected in this comment have been addressed by the 
revised text at subsections (c), (d) and (e).  
 
Decline in Part: The revisions made to address the concerns are different than 
those suggested by this comment. The public comments received by the 
Department reflect that increasing the number and scope of the prescriptive 
requirements contained in prior versions has been ineffective to resolve the 
concerns regarding unintended consequences, and with each revision of the 
prescriptive requirements, new concerns regarding additional unintended 
consequences were generated.  The Department has decided that it is not a 
workable approach to include in the regulation text every specific time elapsed 
standard for each of the access indicators set forth in Section 1367.03 that could 
apply in the multitude of geographic circumstances, operational variations, and 
health care conditions affecting plans, providers, and enrollees.  Instead, the 
Department has determined that the appropriate place for the specific time elapsed 
standards to be established and documented is in each plan’s internal written 
policies and procedures, developed in accordance with the performance standards 
established by this revised proposed regulation. 
 
Accept in part:  The stated concerns are addressed by deleting the detailed specific 
time elapsed standards applicable to all plans and replacing them with performance 
standards plans must meet in developing time elapsed standards for their 
respective networks.  Please see subsections (c) and (d), which establish the 
relevant performance standards, and subsection (e) which establishes the filing and 
reporting requirements, and the factors considered by the Department when  
evaluating proposed standards and determining  plan compliance deficiencies. 
 
Decline in part:  The revisions made to address the concerns are different than 
those suggested by this comment. 
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25-178 Accept.  Please see the revised text. 

26-179 Accept.  Please see the revised text. 

26-180 Decline:  The Department disagrees with the commenter’s characterization of AB 
2179.  Nonetheless, the text has been revised to address the stated concerns. 
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26-181 Accept in Part: The concerns reflected in this comment have been addressed by the 

revised text at subsections (c), (d) and (e).  
 
Decline in Part: The revisions made to address the concerns are different than 
those suggested by this comment. The public comments received by the 
Department reflect that increasing the number and scope of the prescriptive 
requirements contained in prior versions has been ineffective to resolve the 
concerns regarding unintended consequences, and with each revision of the 
prescriptive requirements, new concerns regarding additional unintended 
consequences were generated.  The Department has decided that it is not a 
workable approach to include in the regulation text every specific time elapsed 
standard for each of the access indicators set forth in Section 1367.03 that could 
apply in the multitude of geographic circumstances, operational variations, and 
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health care conditions affecting plans, providers, and enrollees.  Instead, the 
Department has determined that the appropriate place for the specific time elapsed 
standards to be established and documented is in each plan’s internal written 
policies and procedures, developed in accordance with the performance standards 
established by this revised proposed regulation. 
 
Accept in part:  The stated concerns are addressed by deleting the detailed specific 
time elapsed standards applicable to all plans and replacing them with performance 
standards plans must meet in developing time elapsed standards for their 
respective networks.  Please see subsections (c) and (d), which establish the 
relevant performance standards, and subsection (e) which establishes the filing and 
reporting requirements, and the factors considered by the Department when  
evaluating proposed standards and determining  plan compliance deficiencies. 
 
Decline in part:  The revisions made to address the concerns are different than 
those suggested by this comment. 
 

26-182 Accept in Part: The concerns reflected in this comment have been addressed by the 
revised text at subsections (c), (d) and (e).  
 
Decline in Part: The revisions made to address the concerns are different than 
those suggested by this comment. The public comments received by the 
Department reflect that increasing the number and scope of the prescriptive 
requirements contained in prior versions has been ineffective to resolve the 
concerns regarding unintended consequences, and with each revision of the 
prescriptive requirements, new concerns regarding additional unintended 
consequences were generated.  The Department has decided that it is not a 
workable approach to include in the regulation text every specific time elapsed 
standard for each of the access indicators set forth in Section 1367.03 that could 
apply in the multitude of geographic circumstances, operational variations, and 
health care conditions affecting plans, providers, and enrollees.  Instead, the 
Department has determined that the appropriate place for the specific time elapsed 
standards to be established and documented is in each plan’s internal written 
policies and procedures, developed in accordance with the performance standards 
established by this revised proposed regulation. 
 
Accept in part:  The stated concerns are addressed by deleting the detailed specific 
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time elapsed standards applicable to all plans and replacing them with performance 
standards plans must meet in developing time elapsed standards for their 
respective networks.  Please see subsections (c) and (d), which establish the 
relevant performance standards, and subsection (e) which establishes the filing and 
reporting requirements, and the factors considered by the Department when  
evaluating proposed standards and determining  plan compliance deficiencies. 
 
Decline in part:  The revisions made to address the concerns are different than 
those suggested by this comment. 
 

26-183 Accept in Part: The concerns reflected in this comment have been addressed by the 
revised text at subsections (c), (d) and (e).  
 
Decline in Part: The revisions made to address the concerns are different than 
those suggested by this comment. The public comments received by the 
Department reflect that increasing the number and scope of the prescriptive 
requirements contained in prior versions has been ineffective to resolve the 
concerns regarding unintended consequences, and with each revision of the 
prescriptive requirements, new concerns regarding additional unintended 
consequences were generated.  The Department has decided that it is not a 
workable approach to include in the regulation text every specific time elapsed 
standard for each of the access indicators set forth in Section 1367.03 that could 
apply in the multitude of geographic circumstances, operational variations, and 
health care conditions affecting plans, providers, and enrollees.  Instead, the 
Department has determined that the appropriate place for the specific time elapsed 
standards to be established and documented is in each plan’s internal written 
policies and procedures, developed in accordance with the performance standards 
established by this revised proposed regulation. 
 

26-184 Accept in Part: The concerns reflected in this comment have been addressed by the 
revised text at subsections (c), (d) and (e).  
 
Decline in Part: The revisions made to address the concerns are different than 
those suggested by this comment. The public comments received by the 
Department reflect that increasing the number and scope of the prescriptive 
requirements contained in prior versions has been ineffective to resolve the 
concerns regarding unintended consequences, and with each revision of the 



Department of Managed Health Care 
 

TIMELY ACCESS TO HEALTH CARE SERVICES 
(2005-0203) 

RESPONSES TO COMMENTS 
Comment Period #2, July 16, 2007 – September 21, 2007 

 

 123

prescriptive requirements, new concerns regarding additional unintended 
consequences were generated.  The Department has decided that it is not a 
workable approach to include in the regulation text every specific time elapsed 
standard for each of the access indicators set forth in Section 1367.03 that could 
apply in the multitude of geographic circumstances, operational variations, and 
health care conditions affecting plans, providers, and enrollees.  Instead, the 
Department has determined that the appropriate place for the specific time elapsed 
standards to be established and documented is in each plan’s internal written 
policies and procedures, developed in accordance with the performance standards 
established by this revised proposed regulation. 
 

26-185 Accept in Part: The concerns reflected in this comment have been addressed by the 
revised text at subsections (c), (d) and (e).  
 
Decline in Part: The revisions made to address the concerns are different than 
those suggested by this comment. The public comments received by the 
Department reflect that increasing the number and scope of the prescriptive 
requirements contained in prior versions has been ineffective to resolve the 
concerns regarding unintended consequences, and with each revision of the 
prescriptive requirements, new concerns regarding additional unintended 
consequences were generated.  The Department has decided that it is not a 
workable approach to include in the regulation text every specific time elapsed 
standard for each of the access indicators set forth in Section 1367.03 that could 
apply in the multitude of geographic circumstances, operational variations, and 
health care conditions affecting plans, providers, and enrollees.  Instead, the 
Department has determined that the appropriate place for the specific time elapsed 
standards to be established and documented is in each plan’s internal written 
policies and procedures, developed in accordance with the performance standards 
established by this revised proposed regulation. 
 
Accept in part:  The stated concerns are addressed by deleting the detailed specific 
time elapsed standards applicable to all plans and replacing them with performance 
standards plans must meet in developing time elapsed standards for their 
respective networks.  Please see subsections (c) and (d), which establish the 
relevant performance standards, and subsection (e) which establishes the filing and 
reporting requirements, and the factors considered by the Department when  
evaluating proposed standards and determining  plan compliance deficiencies. 
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Decline in part:  The revisions made to address the concerns are different than 
those suggested by this comment. 
 

26-186 Accept in Part: The concerns reflected in this comment have been addressed by the 
revised text at subsections (c), (d) and (e).  
 
Decline in Part: The revisions made to address the concerns are different than 
those suggested by this comment. The public comments received by the 
Department reflect that increasing the number and scope of the prescriptive 
requirements contained in prior versions has been ineffective to resolve the 
concerns regarding unintended consequences, and with each revision of the 
prescriptive requirements, new concerns regarding additional unintended 
consequences were generated.  The Department has decided that it is not a 
workable approach to include in the regulation text every specific time elapsed 
standard for each of the access indicators set forth in Section 1367.03 that could 
apply in the multitude of geographic circumstances, operational variations, and 
health care conditions affecting plans, providers, and enrollees.  Instead, the 
Department has determined that the appropriate place for the specific time elapsed 
standards to be established and documented is in each plan’s internal written 
policies and procedures, developed in accordance with the performance standards 
established by this revised proposed regulation. 
 
Please see also the revisions at subsection (d)(5). 

26-187 Accept in Part: The concerns reflected in this comment have been addressed by the 
revised text at subsections (c), (d) and (e).  
 
Decline in Part: The revisions made to address the concerns are different than 
those suggested by this comment. The public comments received by the 
Department reflect that increasing the number and scope of the prescriptive 
requirements contained in prior versions has been ineffective to resolve the 
concerns regarding unintended consequences, and with each revision of the 
prescriptive requirements, new concerns regarding additional unintended 
consequences were generated.  The Department has decided that it is not a 
workable approach to include in the regulation text every specific time elapsed 
standard for each of the access indicators set forth in Section 1367.03 that could 
apply in the multitude of geographic circumstances, operational variations, and 
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health care conditions affecting plans, providers, and enrollees.  Instead, the 
Department has determined that the appropriate place for the specific time elapsed 
standards to be established and documented is in each plan’s internal written 
policies and procedures, developed in accordance with the performance standards 
established by this revised proposed regulation. 
 

26-188 Accept in Part: The concerns reflected in this comment have been addressed by the 
revised text at subsections (c), (d) and (e).  
 
Decline in Part: The revisions made to address the concerns are different than 
those suggested by this comment. The public comments received by the 
Department reflect that increasing the number and scope of the prescriptive 
requirements contained in prior versions has been ineffective to resolve the 
concerns regarding unintended consequences, and with each revision of the 
prescriptive requirements, new concerns regarding additional unintended 
consequences were generated.  The Department has decided that it is not a 
workable approach to include in the regulation text every specific time elapsed 
standard for each of the access indicators set forth in Section 1367.03 that could 
apply in the multitude of geographic circumstances, operational variations, and 
health care conditions affecting plans, providers, and enrollees.  Instead, the 
Department has determined that the appropriate place for the specific time elapsed 
standards to be established and documented is in each plan’s internal written 
policies and procedures, developed in accordance with the performance standards 
established by this revised proposed regulation. 
 

26-189 Accept in Part: The concerns reflected in this comment have been addressed by the 
revised text at subsections (c), (d) and (e).  
 
Decline in Part: The revisions made to address the concerns are different than 
those suggested by this comment. The public comments received by the 
Department reflect that increasing the number and scope of the prescriptive 
requirements contained in prior versions has been ineffective to resolve the 
concerns regarding unintended consequences, and with each revision of the 
prescriptive requirements, new concerns regarding additional unintended 
consequences were generated.  The Department has decided that it is not a 
workable approach to include in the regulation text every specific time elapsed 
standard for each of the access indicators set forth in Section 1367.03 that could 
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apply in the multitude of geographic circumstances, operational variations, and 
health care conditions affecting plans, providers, and enrollees.  Instead, the 
Department has determined that the appropriate place for the specific time elapsed 
standards to be established and documented is in each plan’s internal written 
policies and procedures, developed in accordance with the performance standards 
established by this revised proposed regulation. 
 

26-190 Accept in Part: The concerns reflected in this comment have been addressed by the 
revised text at subsections (c), (d) and (e).  
 
Decline in Part: The revisions made to address the concerns are different than 
those suggested by this comment. The public comments received by the 
Department reflect that increasing the number and scope of the prescriptive 
requirements contained in prior versions has been ineffective to resolve the 
concerns regarding unintended consequences, and with each revision of the 
prescriptive requirements, new concerns regarding additional unintended 
consequences were generated.  The Department has decided that it is not a 
workable approach to include in the regulation text every specific time elapsed 
standard for each of the access indicators set forth in Section 1367.03 that could 
apply in the multitude of geographic circumstances, operational variations, and 
health care conditions affecting plans, providers, and enrollees.  Instead, the 
Department has determined that the appropriate place for the specific time elapsed 
standards to be established and documented is in each plan’s internal written 
policies and procedures, developed in accordance with the performance standards 
established by this revised proposed regulation. 
 

27-191 The Association of California Life and Health Insurance Companies 
was pleased to present testimony at the Department of Managed 
Health Care’s hearing on the above-cited regulations on September 
18th.   We would like to offer the following comments on specific 
concerns with the current version of the regulations which will 
hopefully provide more detail to our testimony. 
 
As you are aware, our association represents health insurers selling 
PPO managed care coverage in California.  Two of our members, 
CPIC Life (Blue Shield) and Blue Cross Life, also sell PPO coverage 
under their respective affiliated Knox-Keene license.  While our 

Accept in Part: The concerns reflected in this comment have been addressed by the 
revised text at subsections (c), (d) and (e).  
 
Decline in Part: The revisions made to address the concerns are different than 
those suggested by this comment. The public comments received by the 
Department reflect that increasing the number and scope of the prescriptive 
requirements contained in prior versions has been ineffective to resolve the 
concerns regarding unintended consequences, and with each revision of the 
prescriptive requirements, new concerns regarding additional unintended 
consequences were generated.  The Department has decided that it is not a 
workable approach to include in the regulation text every specific time elapsed 
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comments will be limited to the impacts of these regulations on PPO 
products, we would note that we also concur with the concerns raised 
by our member companies on behalf of their affiliate HMO business, 
and would thus endorse the comments submitted by CAHP and 
CAPG. 
 
First, we wish to acknowledge the effort made in these regulations to 
recognize the difference in network arrangements between HMOs 
and PPOs.  Specifically, the regulations allow, under Sec. 
1300.67.2.2 (c) (2), PPOs to be in compliance with the Quality 
Assurance Standards for Timely Appointments if an appointment 
within the applicable time standards is offered by at least one 
geographically accessible provider in the network appropriate for the 
enrollee’s condition.  
 
The challenge for health care service plans with PPO networks will 
be to somehow ensure compliance, since any particular enrollee 
could call any provider within each provider category.  This poses a 
monitoring problem that may not be resolved absent getting a 
complaint from a member who was unable to get an appointment, 
and then setting up an alternative appointment for them.  Thus, we 
continue to believe that in a PPO setting, the issue is adequate 
numbers of contracted providers to be available for members, not 
elapsed time standards.  This is consistent with legislative intent 
since PPOs under the Insurance Code are not subject to time 
elapsed standards pursuant to the statute.  In Section 1367.03 (c) of 
the Health and Safety Code, the Department has been given 
flexibility by the legislature to consider alternative standards taking 
the network arrangement of the health plan into consideration, to wit: 
 
(c) The department may adopt standards other than the time elapsed 
between the time an enrollee seeks health care and obtains care. If 
the Department chooses a standard other than the time elapsed 
between the time an enrollee first seeks health care and obtains it, 
the department shall demonstrate why that standard is more 
appropriate. In developing these standards, the department shall 
consider the nature of the plan network. (emphasis added). 

standard for each of the access indicators set forth in Section 1367.03 that could 
apply in the multitude of geographic circumstances, operational variations, and 
health care conditions affecting plans, providers, and enrollees.  Instead, the 
Department has determined that the appropriate place for the specific time elapsed 
standards to be established and documented is in each plan’s internal written 
policies and procedures, developed in accordance with the performance standards 
established by this revised proposed regulation. 
 
Accept in part:  The stated concerns are addressed by deleting the detailed specific 
time elapsed standards applicable to all plans and replacing them with performance 
standards plans must meet in developing time elapsed standards for their 
respective networks.  Please see subsections (c) and (d), which establish the 
relevant performance standards, and subsection (e) which establishes the filing and 
reporting requirements, and the factors considered by the Department when  
evaluating proposed standards and determining  plan compliance deficiencies. 
 
Decline in part:  The revisions made to address the concerns are different than 
those suggested by this comment. 
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The intent of the legislation, as stated in the chaptered bill, was to 
ensure timely access to providers for enrollees.  Therefore, standards 
that would encourage, and not inhibit, that access would be the most 
appropriate standard. 
 
As many of those testifying before the Department at the 9/18/07 
hearing on these regulations indicated, the time elapsed standards in 
the regulation have no clinical basis on which to base patient 
outcomes.  Rather, every medical group and medical director testified 
that these standards would serve to reduce the number of providers 
on panels, delaying timely access rather than enhancing the access.  
We share those concerns from a PPO perspective, particularly in 
rural settings where PPOs may be the only or the primary coverage 
option for enrollees.  This is because HMOs find it difficult to develop  
adequate panels of providers in those areas.  Anything that would 
serve to discourage providers from joining network panels would only 
exacerbate that problem. 

27-192 We particularly are concerned with Section 1300.67.2.2 (c) (9) of the 
regulations which states that if a plan becomes aware that a specific 
enrollee’s appointment time has exceeded the standards of 
subsection  (c)(2), then the plan shall assist the enrollee with an 
appointment for another geographically accessible provider for the 
enrollee’s condition, including offering a non-contracted provider if a 
contracted provider is unavailable, with the enrollee held harmless as 
to any out of network costs. 
 
Currently, if there is not a specialist available for a particular 
enrollee in a rural area, normal operating procedure for PPOs 
would be to send that enrollee somewhere in the state where 
they could get service, but this language would restrict the 
PPO to finding a provider in the enrollee’s geographical area.  
Since there may be only one or two providers in a certain 
specialty in a given rural area, a provision such as this would 
encourage that provider NOT to contract with a PPO or an 
HMO, since they would know that the enrollee would be held 
harmless and they could charge their normal fee for service 

Accept in Part: The concerns reflected in this comment have been addressed by the 
revised text at subsections (c), (d) and (e).  
 
Decline in Part: The revisions made to address the concerns are different than 
those suggested by this comment. The public comments received by the 
Department reflect that increasing the number and scope of the prescriptive 
requirements contained in prior versions has been ineffective to resolve the 
concerns regarding unintended consequences, and with each revision of the 
prescriptive requirements, new concerns regarding additional unintended 
consequences were generated.  The Department has decided that it is not a 
workable approach to include in the regulation text every specific time elapsed 
standard for each of the access indicators set forth in Section 1367.03 that could 
apply in the multitude of geographic circumstances, operational variations, and 
health care conditions affecting plans, providers, and enrollees.  Instead, the 
Department has determined that the appropriate place for the specific time elapsed 
standards to be established and documented is in each plan’s internal written 
policies and procedures, developed in accordance with the performance standards 
established by this revised proposed regulation. 
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charges.  In fact, such a provision could erode a perfectly 
adequate panel over time since there would be no incentive for 
any provider to contract.  While we agree that allowing an 
enrollee to access a noncontracting provider may be the only 
alternative is some instances, a provision such as this in 
regulations that require this option will serve as a green light for 
providers to cancel their contracts and hold insurers hostage.  
We would strongly urge the Department to drop this provision, 
as it is counterproductive and inconsistent with the very intent 
of the law. 

Accept in part:  The stated concerns are addressed by deleting the detailed specific 
time elapsed standards applicable to all plans and replacing them with performance 
standards plans must meet in developing time elapsed standards for their 
respective networks.  Please see subsections (c) and (d), which establish the 
relevant performance standards, and subsection (e) which establishes the filing and 
reporting requirements, and the factors considered by the Department when  
evaluating proposed standards and determining  plan compliance deficiencies. 
 
Decline in part:  The revisions made to address the concerns are different than 
those suggested by this comment. 
 

27-193 We would ask the Department, rather than continuing the 
concept of time elapsed standards to consider instead the 
many alternatives proposed by various health plans and the 
California Association of Health Plans since the inception of 
these regulations.  We would also ask the Department to 
consider regulatory consistency and parity between health 
plans and health insurers by adopting, in large part, the same 
regulatory construct as required under commensurate 
regulations being adopted by the Department of Insurance to 
implement this law.  
 
Again, we are appreciative of the efforts the Department has 
made to flesh out all the issues related to this law through 
many stakeholder meetings, workshops and hearings.  While 
we agree with the intent and the need to adopt regulations that 
improve timely access, we continue to disagree that time 
elapsed standards would be more appropriate than alternatives 
that would encourage more providers on panels and keep 
costs down for enrollee premiums.  Statistics prove that the 
biggest barrier to timely and appropriate care is the inability to 
afford insurance in the first place.  Encouraging provider 
contracting is paramount to protecting enrollee access to care, 
thus we feel that the alternatives that have been suggested 
that would accomplish that goal would be demonstrably better 
than a standard that would deplete provider networks and price 
enrollees out of insurance altogether. 

Accept in Part: The concerns reflected in this comment have been addressed by the 
revised text at subsections (c), (d) and (e).  
 
Decline in Part: The revisions made to address the concerns are different than 
those suggested by this comment. The public comments received by the 
Department reflect that increasing the number and scope of the prescriptive 
requirements contained in prior versions has been ineffective to resolve the 
concerns regarding unintended consequences, and with each revision of the 
prescriptive requirements, new concerns regarding additional unintended 
consequences were generated.  The Department has decided that it is not a 
workable approach to include in the regulation text every specific time elapsed 
standard for each of the access indicators set forth in Section 1367.03 that could 
apply in the multitude of geographic circumstances, operational variations, and 
health care conditions affecting plans, providers, and enrollees.  Instead, the 
Department has determined that the appropriate place for the specific time elapsed 
standards to be established and documented is in each plan’s internal written 
policies and procedures, developed in accordance with the performance standards 
established by this revised proposed regulation. 
 
Accept in part:  The stated concerns are addressed by deleting the detailed specific 
time elapsed standards applicable to all plans and replacing them with performance 
standards plans must meet in developing time elapsed standards for their 
respective networks.  Please see subsections (c) and (d), which establish the 
relevant performance standards, and subsection (e) which establishes the filing and 
reporting requirements, and the factors considered by the Department when  
evaluating proposed standards and determining  plan compliance deficiencies. 
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Decline in part:  The revisions made to address the concerns are different than 
those suggested by this comment. 
 

28-194 Health Access, a coalition of more than 200 consumer, community 
and other organizations, offers comments on and amendments to the 
proposed regulations on. These regulations result from AB2179 (c. of 
2002) by Assemblymember Rebecca Cohn. 
 
We appreciate the opportunity to comment at the public hearing on 
September 18, 2007.   In addition, we offer these written comments 
to The Department.  We begin by noting that we are generally 
supportive of the proposed regulations as written.  However, we also 
suggest specific amendments and corrections. 
 
Affirmation of Time-Elapsed Standards 
 
At the public hearing we were surprised at the amount of 
opposition to these proposed regulations from the plans and 
associations.  We believe it is clear that for the last 30 years it 
has been the expectation that the consumer would receive 
timely access to health care.  In addition, the legislature 
reaffirmed that expectation of timely access to care in the 
language of AB2179, enacted in 2002, five years ago. During 
2002, during the development of AB2179, in addition to 
hearings in the legislative process, the advisory committee to 
the Department held more than three hearings on timely 
access to care, hearings that demonstrated both that it was 
possible to provide timely access and that the need for 
standards existed.  
 
Particularly in light of the lengthy time since enactment of AB2179 
and the extensive process of seeking input by the Department as well 
as the Legislature, Health Access is disappointed that the plans, 
providers, and associations are surprised that the Department is 
going forward with the regulatory process.  Indeed, the law requires 
the Department to have completed these regulations no later than 

No change requested.   
 
Accept in part:  The stated concerns are addressed by deleting the detailed specific 
time elapsed standards applicable to all plans and replacing them with performance 
standards plans must meet in developing time elapsed standards for their 
respective networks.  Please see subsections (c) and (d), which establish the 
relevant performance standards, and subsection (e) which establishes the filing and 
reporting requirements, and the factors considered by the Department when  
evaluating proposed standards and determining  plan compliance deficiencies. 
 
Decline in part:  The revisions made to address the concerns are different than 
those suggested by this comment. 
 



Department of Managed Health Care 
 

TIMELY ACCESS TO HEALTH CARE SERVICES 
(2005-0203) 

RESPONSES TO COMMENTS 
Comment Period #2, July 16, 2007 – September 21, 2007 

 

 131

January 1, 2004, almost four years ago.  The suggestion that The 
Department begin the regulation process from the beginning again is 
completely without merit and is directly contrary to statutory obligation 
on the Department.   
 
AB2179 in Sec. 1367.03 ( c) states that  
The department may adopt standards other than the time elapsed 
between the time an enrollee seeks health care and obtain care. If 
the department chooses a standard other than the time elapsed 
between the time an enrollee first seeks health care and obtains it, 
the department shall demonstrate why that standard is more 
appropriate. 
 
No one has demonstrated that any other standard is more 
appropriate in terms of meeting the obligations of the Knox-
Keene Act. 
 
It is clear that despite The Department’s specific request in the 
Solicitation of Comments, no one at the hearing could offer any 
concrete suggestions or language for alternative standards or 
practical means to monitor compliance.  Many speakers argued that 
they were already providing exemplary timely access to care, in 
which case they should have no problem achieving and even 
exceeding these standards.   
 
Since the enactment of the Knox-Keene Act in 1975, health 
care service plans have been obliged by S. 1367 (e) to assure 
that “all services shall be readily available at reasonable times 
to all enrollees”. In developing the timely access program 
requirements, the Department reviewed the standards for 
timely access that the plans had filed with the Department for 
three decades and which providers had allegedly complied with 
for over thirty years (see attachment). The regulations 
proposed by the Department are based on standards for timely 
access that were substantially consistent with those imposed 
by the plans on themselves.  If plans have failed to comply with 
their own standards, and years of complaints by consumers 
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suggest this is the case, that is precisely what AB2179 and 
these regulations are intended to remedy.  Despite the plans’ 
stated opposition, we believe that specific time-elapsed 
standards such as these would be the only mechanism for the 
Department to ensure its goal of timely access to health care.   
 
We further note that many speakers argued that these 
regulations were unnecessary because of the relatively small 
number of formal complaints on timely access to care 
registered by The Department.  It is clear that The Department 
is not the sole repository of consumer complaints, and the 
statistics the speakers referred to did not include inquiries to 
DMHC or complaints registered with a myriad of consumer 
organizations, legal advocacy organizations, or directly to the 
plans and providers themselves.   In addition, we believe that 
not all consumers are fully versed on their rights and take a 
delay or denial in receiving care for themselves, a family 
member or friend with resignation and make no further inquiry 
or register any kind of complaint at all.  Consequently, the 
number of formal complaints filed with DMHC is at best a 
partial and imperfect measure of the lack of timely access.   

28-195 Substantial Compliance in Provider Shortage Situations 
 
Health Access is opposed to the language providing an open-ended 
exemption from compliance with timely access standards in provider 
shortage situations.  This is an exemption that could make 
meaningless all of the other requirements of these regulations and 
other basic provisions of the Knox-Keene Act. This exemption says 
that the plan must attempt to remedy the shortage of providers, but 
does nothing to set timelines or force other action, such as 
withdrawal from a geographic region where the plan is unable to 
provide timely access.  
 
Indeed the provision allowing an unlimited exemption from timeliness 
of access raises in our minds grave concerns as to whether the 
Department is meeting its statutory obligation to assure adequate 
networks by plans in their respective service areas. 

Accept in Part: The concerns reflected in this comment have been addressed by the 
revised text at subsections (c), (d) and (e).  
 
Decline in Part: The revisions made to address the concerns are different than 
those suggested by this comment. The public comments received by the 
Department reflect that increasing the number and scope of the prescriptive 
requirements contained in prior versions has been ineffective to resolve the 
concerns regarding unintended consequences, and with each revision of the 
prescriptive requirements, new concerns regarding additional unintended 
consequences were generated.  The Department has decided that it is not a 
workable approach to include in the regulation text every specific time elapsed 
standard for each of the access indicators set forth in Section 1367.03 that could 
apply in the multitude of geographic circumstances, operational variations, and 
health care conditions affecting plans, providers, and enrollees.  Instead, the 
Department has determined that the appropriate place for the specific time elapsed 
standards to be established and documented is in each plan’s internal written 
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Adequacy of network is one of the fundamental principles of 
the Knox-Keene Act. Plans that are unable to demonstrate 
adequate networks have been required to withdraw from 
geographic regions in which they are unable to provide 
adequate access to care or refused permission to add covered 
lives.  
 
Plans are able to rectify provider shortages by a variety of means 
including providing increased compensation to recruit and retain an 
adequate number and mix of providers, enhanced use of technology, 
and utilization of out-of-network specialty consultations, among 
others.  Provider shortages are largely a product of plan failure to 
compensate providers adequately and to treat them respectfully.  It is 
said there is never a labor shortage, just a wage shortage or a 
working condition shortage.  
 
We are particularly unsympathetic to those medical group 
administrators that have testified again and again over a period of 
years that they are unable to rectify provider shortages. Their failure 
to provide timely care and an adequate network merits enforcement 
action. Consumers should not be put at risk of lack of care because 
of the incapacity of administrators.  
 
We note that California has successfully implemented standards for 
nursing care in both hospitals and nursing homes. In late 2003, 
regulations were finalized requiring nursing ratios in hospitals. In 
2004, the hospital association attempted various maneuvers to delay 
or make meaningless these requirements. The various legal battles 
ended early in 2005. Attached is a chart from a 2007 report by the 
California HealthCare Foundation that demonstrates that nursing 
care increased from 7.5 hours per patient day in 2001 to 8.5 hours 
per patient day in 2005. In 2004, use of registry or temporary nursing 
staff increased significantly over historic levels but by 2005, use of 
registry had reverted to the more usual levels. This was done despite 
a shortage of registered nurses not only in California but across the 
country. Indeed Kaiser Permanente which implemented nursing 

policies and procedures, developed in accordance with the performance standards 
established by this revised proposed regulation. 
 
Accept in part:  The stated concerns are addressed by deleting the detailed specific 
time elapsed standards applicable to all plans and replacing them with performance 
standards plans must meet in developing time elapsed standards for their 
respective networks.  Please see subsections (c) and (d), which establish the 
relevant performance standards, and subsection (e) which establishes the filing and 
reporting requirements, and the factors considered by the Department when  
evaluating proposed standards and determining  plan compliance deficiencies. 
 
Decline in part:  The Department disagrees with the conclusions in this comment 
regarding the Department’s authority to establish the standards in this proposed 
regulation.  The revisions made to address the concerns are different than those 
suggested by this comment. 
 
See also revised subsection (a)(2). 
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ratios in advance of the requirement, increased wages and made 
other improvements in working conditions (such as allowing meal 
breaks!) was able to come into compliance even more quickly. If 
hospitals can obey the law, so can medical groups and health plans.  
 
S.1367.03 (d) gives the Department no statutory authority to 
exempt plans from standards on timeliness of access. Indeed, 
S.1367.03 (d) is quite clear that “if the department finds that 
health care service plans and health care providers are having 
difficulty in meeting these standards, the department may 
make recommendations to the Assembly Committee on Health 
and the Senate Committee on Insurance of the Legislature”. By 
this language, the Legislature made plain that the department 
could only return to the Legislature for further action and the 
department lacks statutory authority to grant exemptions due to 
provider shortages. 

28-196 Standards Regarding Telephone Triage 
 
In 1300.67.2.2 (c) (3) the Department stipulates that consumers must 
be able to speak with a plan representative for a referral, to register a 
complaint, or to request telephone triage.  However, much of this 
language implies that it is optional for a plan to provide services after 
hours.  Telephone triage is care: it is subject to 1367.03 ( c). Indeed 
telephone triage is often the first effort by an enrollee to seek care 
and thus plainly must be governed by a “standard”, not a “guideline”. 
Again 1367.03 ( c):  
If the department chooses a standard other than the time elapsed 
between the time an enrollee first seeks health care and obtains it, 
the department shall demonstrate why that standard is more 
appropriate. 
 
Triage is by definition the first moment when an enrollee seeks care.  
 
All health plans and all contracting providers should be 
required to provide prompt telephone service during business 
hours and telephone triage after hours.  The need for health 
care does not occur only between 9:00 am and 5:00 pm, 

Accept.  Please see revised subsection (d)(5). 
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Monday through Friday.  Timely access to care requires that 
consumers, who are not clinicians, have access to a health 
care professional who is trained to screen and refer them for 
emergency or urgent care when appropriate or simply to 
assure them that they can safely wait until the morning to be 
seen. A new mother with a baby with a high temperature or 
vomiting may not know whether her child needs care, a spouse 
with a partner with shortness of breath may not know what 
needs to be done, a family friend with an injury may not know 
whether they need to be seen urgently. These are precisely the 
kinds of cases AB2179 was intended to address. 
 
We also take note that 85% of those who use emergency rooms have 
coverage of some sort, either Medi-Cal, Medicare or commercial 
insurance. Directing insured consumers to emergency rooms for 
triage of non-emergent conditions is wasteful and avoidable. These 
regulations should assure that consumers can get timely access to 
triage without being forced to use an emergency room.  
 
If an enrollee does not have access at all times to a health 
professional that is licensed to triage so that an enrollee is 
forced by the lack of adequate network to be triaged in an 
emergency room, then the consumer should have no financial 
barriers to the use of emergency room care. Health plans 
cannot create financial barriers to the use of emergency room 
care and at the same time direct consumers to go to the 
emergency room for basic triage. This is an unacceptable 
Catch-22 where the consumer always loses, facing a choice 
between their money and their life. We would prefer that plans 
and providers provide access to telephone triage 24 hours a 
day, seven days a week rather than sending consumers to 
overcrowded emergency rooms. We note that this 24 hour/7 
days per week standard is one the Department itself meets at 
its own HMO Help hotline. 

28-197 The Inter-relationship Between Cultural and Linguistic Access to 
Care and Timely Access Regulations 
 

Decline:  Outside scope of this rulemaking action.  These issues are addressed by 
§1367.04 and Rule 1300.67.04. 
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We wish to comment on the discussion at the public hearing 
that highlighted the alleged conflict between the Department’s 
recent approval of the Cultural and Linguistic Access to Care 
regulation with this proposed regulation governing timely 
access.  Health Access believes that low English proficient 
consumers should be entitled to timely access to care and that 
care should be delivered in a language that the patient can 
understand.  We do not believe that consumers should have to 
choose between those rights or that providers should be 
permitted to make that choice for them.  There are both federal 
and state statutes that would see that practice as 
discriminatory.  We believe that there are numerous 
alternatives that would help providers meet each of these 
imperatives in a cost-effective manner, including Video Medical 
Interpretation (VMI). 

28-198 Alternative Standards; Material Modification 
 
In 1300.67.2.2 (d) the Department outlines a method for plans to 
propose alternatives to the timely access standards specified.  In 
addition, this section describes the process, to last for not more than 
three years, and the option of how to request a continuation of the 
alternative standard beyond that time if the circumstances are not 
remedied.  This provision appears to enable a plan to adopt an 
alternative, more lenient standard with the Department’s concurrence 
that would last for years.   
 
One of the benchmarks by which the Department is to assess 
an alternative standard is whether the proposed alternative 
standard is “more appropriate”. Since all too often plans and 
providers translate “more appropriate” as more convenient for 
the plan or the provider, ignoring the needs of the consumer; 
this should specify that the proposed alternative is more 
appropriate for the consumer. 
 
In addition, the principal approval mechanism for this deviation from 
requirements to provide true timely access would be a material 
modification to the plan’s license.   We have serious objections to the 

Decline:  Please see revised subsections (c), (d), and (e). 
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process as outlined.  The material modification is an internal 
procedure that is not open to public comment or scrutiny.  It would 
potentially provide plans that will not or cannot meet the timely 
access standard to evade their responsibility to do so.  
 

28-199 Follow-up Auditing 
 
In 1300.67.2.2 (e) the Department stipulates that if the plan has 
reason to question the validity, credibility, or veracity of the 
responses to the monitoring of providers, the plan shall 
undertake to resolve these discrepancies.  Health Access 
believes that careful monitoring of timely access to care is 
essential and this requirement for plan oversight and 
verification is critical.  We would argue, in addition, that a 
similar provision be entered in this section to specify that the 
Department should undertake to verify the reliability of 
information supplied by health plans when there is reason to 
question its validity, credibility, or veracity or the Department 
otherwise believes that additional verification is appropriate.  

Decline:  The referenced provision has been deleted because it is not necessary in 
the context of the definitive performance standard set forth in the revised text. 

28-200 Compliance Monitoring 
 
In 1300.67.2.2 (e) the plans are permitted to use a wide variety 
of techniques to monitor timely access.  We noted the 
testimony at the hearing that gave examples of where non-
anonymous questions and surveying led to distorted answers.  
This was particularly problematic in terms of results when the 
provider learned that the questioner was the plan and not a 
patient/consumer.  We believe non-anonymous surveying 
should not be permitted because it is not a valid indicator of 
access to care.   

Decline:  Prohibiting the referenced mechanism is not necessary to implement 
Section 1367.03. 

28-201 Revision of Standard for Urgent Mental Health Care 
 
In 1300.67.2.2 (c) (2) (C) calls for access to urgent mental health 
care within 48 hours.  In light of changes to this portion of the 
regulation and the testimony at the hearing, we urge you to reassess 
this standard to within 24 hours.   
 

Accept in Part: The concerns reflected in this comment have been addressed by the 
revised text at subsections (c), (d) and (e).  
 
Decline in Part: The revisions made to address the concerns are different than 
those suggested by this comment. The public comments received by the 
Department reflect that increasing the number and scope of the prescriptive 
requirements contained in prior versions has been ineffective to resolve the 
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Timely access to care remains one of the principal complaints 
from consumers.  Consequently, we look forward to working 
closely with the Department on the implementation, monitoring, 
and enforcement of this regulation.   

concerns regarding unintended consequences, and with each revision of the 
prescriptive requirements, new concerns regarding additional unintended 
consequences were generated.  The Department has decided that it is not a 
workable approach to include in the regulation text every specific time elapsed 
standard for each of the access indicators set forth in Section 1367.03 that could 
apply in the multitude of geographic circumstances, operational variations, and 
health care conditions affecting plans, providers, and enrollees.  Instead, the 
Department has determined that the appropriate place for the specific time elapsed 
standards to be established and documented is in each plan’s internal written 
policies and procedures, developed in accordance with the performance standards 
established by this revised proposed regulation. 
 

29-202 Brown & Toland Medical Group is an Independent Practice 
Association (IPA) of 1,500 physicians – including community-based 
private practitioners and UCSF faculty physicians -- serving over 
200,000 HMO and 100,000 PPO patients in San Francisco and 
surrounding areas.  Recognized as a prestigious leader of chronic 
care programs, including coordinating care for patients with diabetes, 
HIV, or asthma, Brown & Toland is a multi-specialty, clinically-
integrated physician network that provides the highest quality of care 
to our patients, who are covered under HMO or PPO health plans, 
including Medicare plans. 
 
Brown & Toland appreciates the opportunity to submit comments on 
the Department of Managed Health Care’s proposed regulation for 
Timely Access to Health Care Services, as follows:  
 
I very much appreciate the chance to have submitted testimony at the 
Department’s public hearing on the proposed regulations on 
September 18, 2007.  Attached to the email submission of these 
comments ate my presentation and the Cattaneo & Stroud report that 
I presented on, “#7, Active California Medical Groups by County by 
Line of Business 2004-2007.”  I would like to highlight some points I 
represented as part of my testimony: 
 
Based on my assessment of the Cattaneo & Stroud report I am 
submitting to you, I posit that, as far primary care services are 

Accept in Part: The concerns reflected in this comment have been addressed by the 
revised text at subsections (c), (d) and (e).  
 
Decline in Part: The revisions made to address the concerns are different than 
those suggested by this comment. The public comments received by the 
Department reflect that increasing the number and scope of the prescriptive 
requirements contained in prior versions has been ineffective to resolve the 
concerns regarding unintended consequences, and with each revision of the 
prescriptive requirements, new concerns regarding additional unintended 
consequences were generated.  The Department has decided that it is not a 
workable approach to include in the regulation text every specific time elapsed 
standard for each of the access indicators set forth in Section 1367.03 that could 
apply in the multitude of geographic circumstances, operational variations, and 
health care conditions affecting plans, providers, and enrollees.  Instead, the 
Department has determined that the appropriate place for the specific time elapsed 
standards to be established and documented is in each plan’s internal written 
policies and procedures, developed in accordance with the performance standards 
established by this revised proposed regulation. 
 
Accept in part:  The stated concerns are addressed by deleting the detailed specific 
time elapsed standards applicable to all plans and replacing them with performance 
standards plans must meet in developing time elapsed standards for their 
respective networks.  Please see subsections (c) and (d), which establish the 
relevant performance standards, and subsection (e) which establishes the filing and 
reporting requirements, and the factors considered by the Department when  
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concerned, there has yet to be established statistically credible data 
demonstrating that an access issue exists in the Knox-Keene delivery 
system statewide.  From a medical group/IPA level, as demonstrated 
in the attached Cattaneo & Stroud report, the vast majority of 
counties in California have more than the necessary contracted 
primary care physicians to provide Knox-Keene enrollees with the 
access to primary care services within a timely manner.  Moreover, 
As I stated in my testimony, the Cattaneo & Stroud report does not 
account for certain key factors: Namely, the fact that many private 
practitioners multiply contract with payors and physician groups, and 
so the counts of primary care physicians (PCPs) in the report are 
likely, by some unknown degree, inflated; the report does not break 
down the count of PCPs by type (for example, Pediatrics; Internal 
Medicine; Family Practice); the report does not account for the full-
time status (FTE status) of a participating PCP.  Therefore, it is 
imperative that the state of California conduct a detailed survey to 
fully assess the Knox-Keene’s delivery system’s primary care 
physician capacity to determine if a problem with the timely access  
of health services indeed exists. 
 
Additionally, as represented at the public hearing on September 18, 
even the Department’s tracking of access related inquiries and 
complaints are not sufficient to establish that there is a problem 
accessing primary care services.  The Department should undergo a 
detailed survey of its licensed health plans to determine the full scope 
of Knox-Keene enrollee grievances and complaints regarding access 
related issues, as well as (and especially so) the various industry 
standard consumer/patient satisfaction surveys that are performed by 
both heath plans and physician groups, to determine what types of 
patterns – not incidents -- of access issues may exist in California’s 
Knox-Keene delivery system. 
 
Patient satisfaction regarding access should be assessed with the 
focus on  the quality of clinical care a patient receives.  Therefore, the 
Department should consider establishing a body of clinical quality 
assessors to address patterns of problems of timely access of health 
care services in light of clinical and quality standards.   

evaluating proposed standards and determining  plan compliance deficiencies. 
 
Decline in part:  The revisions made to address the concerns are different than 
those suggested by this comment. 
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Since the passing of the statute (AB 2179), critical factors that 
influence timely access to health care services in the Knox-Keene 
delivery system.  These factors demonstrate that California’s 
delegated, coordinated-care physician group/network model has long 
stabilized.  For example: 
 
As indicated in the Cattaneo & Stroud report, Knox-Keene enrollment 
has stabilized (although there has been a slow decline in Knox-
Keene enrollment, which is a result of the established but unfortunate 
fact that health care coverage purchasers are seeking more 
affordable coverage options, including those outside Knox-Keene 
products): 
Knox-Keene Commercial Enrollment 
2004: 11,825,820 
2005: 11,751,770 
2006: 11,550,250 
2007: 11,574,850 
 
Additionally, the financial solvency status of delegated medical 
groups and IPAs in California has stabilized these past few years.  
(Instead, a trend toward physician group consolidation appears to 
have begun in California’s market place.) 
 
Until the Department quantifiably demonstrates with statistically 
credible data what specific needs and issues exists regarding the 
need for timely access to health care services in the Knox-Keene 
delivery system, as clearly permitted by Section 1367.03 of the 
California Heath & Safety Code, the Department should redefine its 
proposed time-elapsed “standards” of access as “indicators” or 
measures.  Indicators or measures should not require compliance per 
se.  Instead, the Department should consider enforcing certain 
access indicators as required time-elapsed standards “as needed” 
(Health & Safety Code Section 1367.03(d)) specific access problems 
have been identified, and such enforcement should be focused in 
regards to the scale and scope of a particular access problem (for 
example, is an access issue regard a certain specialty, within a 
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certain health plan’s service area or geographic area or county?). 
 
At the September 18 public hearing, testimony well noted reliable 
data that shows that a physician shortage looms ahead, and that 
California has its own peculiar factors (for example, cost of living 
expenses; a highly regulated environment) which could well 
contribute to discouraging new physicians from practicing in 
California.  So as not to inadvertently exacerbate the looming 
physician shortage problem,  the Department should recognize that 
by merely promulgating a regulation would not in itself resolve any 
issues related to accessing health care services.  Moreover, the 
Department should find it of primary interest to uphold its provider 
network of coordinated care physician groups by not encouraging 
health plans to resort to directing enrollees to access services from 
“any willing” non-contracted  provider,” without first exhausting 
resources in the Knox-Keene contracted provider network. The 
regulations as proposed could have long-range adverse financial 
impact on medical groups and IPAs.  
 
The Department is strongly encouraged to step back once more and 
heed industry-wide testimony to reassess what a more effective and 
practical approach might be to uphold the requirements of the statute 
and, more importantly, protect and enhance Knox-Keene enrollee 
rights for timely access to health care services. 
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30-203 Accept in part:  The stated concerns are addressed by deleting the detailed specific 
time elapsed standards applicable to all plans and replacing them with performance 
standards plans must meet in developing time elapsed standards for their 
respective networks.  Please see subsections (c) and (d), which establish the 
relevant performance standards, and subsection (e) which establishes the filing and 
reporting requirements, and the factors considered by the Department when  
evaluating proposed standards and determining  plan compliance deficiencies. 
 
Decline in part:  The revisions made to address the concerns are different than 
those suggested by this comment.  The concerns regarding the unintended 
consequences generated by numerous prescriptive requirements have been 
addressed by revised subsections (c), (d) and (e).  The revisions do not include the 
addition of additional prescriptive requirements.  Instead, the revised regulation 
establishes performance standards governing the development by each plan of 
specific time elapsed standards.  The public comments received by the Department 
reflect that increasing the number and scope of the prescriptive requirements 
contained in prior versions has been ineffective to resolve the concerns regarding 
unintended consequences, and with each revision of the prescriptive requirements, 
new concerns regarding additional unintended consequences were generated.  The 
Department has determined that the text of this proposed regulation should not 
include a recitation for every specific time elapsed standard for each of the access 
indicators set forth in Section 1367.03 that could may apply in the multitude of 
geographic circumstances, operational variations, and health care conditions 
affecting plans, providers, and enrollees. Instead, the Department has determined 
that the appropriate place for the specifics to be established and documented is in 
each plan’s internal written policies and procedures, developed in accordance with 
the performance standards established by this proposed regulation. 
 
 

30-204 Accept in Part: The concerns reflected in this comment have been addressed by the 
revised text at subsections (c), (d) and (e).  
 
Decline in Part: The revisions made to address the concerns are different than 
those suggested by this comment. The public comments received by the 
Department reflect that increasing the number and scope of the prescriptive 
requirements contained in prior versions has been ineffective to resolve the 
concerns regarding unintended consequences, and with each revision of the 
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prescriptive requirements, new concerns regarding additional unintended 
consequences were generated.  The Department has decided that it is not a 
workable approach to include in the regulation text every specific time elapsed 
standard for each of the access indicators set forth in Section 1367.03 that could 
apply in the multitude of geographic circumstances, operational variations, and 
health care conditions affecting plans, providers, and enrollees.  Instead, the 
Department has determined that the appropriate place for the specific time elapsed 
standards to be established and documented is in each plan’s internal written 
policies and procedures, developed in accordance with the performance standards 
established by this revised proposed regulation. 
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30-205 

 

Accept in Part: The concerns reflected in this comment have been addressed by the 
revised text at subsections (c), (d) and (e).  
 
Decline in Part: The revisions made to address the concerns are different than 
those suggested by this comment. The public comments received by the 
Department reflect that increasing the number and scope of the prescriptive 
requirements contained in prior versions has been ineffective to resolve the 
concerns regarding unintended consequences, and with each revision of the 
prescriptive requirements, new concerns regarding additional unintended 
consequences were generated.  The Department has decided that it is not a 
workable approach to include in the regulation text every specific time elapsed 
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standard for each of the access indicators set forth in Section 1367.03 that could 
apply in the multitude of geographic circumstances, operational variations, and 
health care conditions affecting plans, providers, and enrollees.  Instead, the 
Department has determined that the appropriate place for the specific time elapsed 
standards to be established and documented is in each plan’s internal written 
policies and procedures, developed in accordance with the performance standards 
established by this revised proposed regulation. 
 
Accept in part:  The stated concerns are addressed by deleting the detailed specific 
time elapsed standards applicable to all plans and replacing them with performance 
standards plans must meet in developing time elapsed standards for their 
respective networks.  Please see subsections (c) and (d), which establish the 
relevant performance standards, and subsection (e) which establishes the filing and 
reporting requirements, and the factors considered by the Department when  
evaluating proposed standards and determining  plan compliance deficiencies. 
 
Decline in part:  The revisions made to address the concerns are different than 
those suggested by this comment. 
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30-206 Decline:  The referenced suggestion to delay these regulations to convene an 
expert panel is not consistent with the Department’s intent to move complete this 
rulemaking action.  The Department will continue to welcome comments and 
concerns raised regarding unintended consequences and other concerns as the 
new regulations are implemented. 
 

30-207 Accept in Part: The concerns reflected in this comment have been addressed by the 
revised text at subsections (c), (d) and (e).  
 
Decline in Part: The revisions made to address the concerns are different than 
those suggested by this comment. The public comments received by the 
Department reflect that increasing the number and scope of the prescriptive 
requirements contained in prior versions has been ineffective to resolve the 
concerns regarding unintended consequences, and with each revision of the 
prescriptive requirements, new concerns regarding additional unintended 
consequences were generated.  The Department has decided that it is not a 
workable approach to include in the regulation text every specific time elapsed 
standard for each of the access indicators set forth in Section 1367.03 that could 
apply in the multitude of geographic circumstances, operational variations, and 
health care conditions affecting plans, providers, and enrollees.  Instead, the 
Department has determined that the appropriate place for the specific time elapsed 
standards to be established and documented is in each plan’s internal written 
policies and procedures, developed in accordance with the performance standards 
established by this revised proposed regulation. 
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30-208 Accept in Part: The concerns reflected in this comment have been addressed by the 

revised text at subsections (c), (d) and (e).  
 
Decline in Part: The revisions made to address the concerns are different than 
those suggested by this comment. The public comments received by the 
Department reflect that increasing the number and scope of the prescriptive 
requirements contained in prior versions has been ineffective to resolve the 
concerns regarding unintended consequences, and with each revision of the 
prescriptive requirements, new concerns regarding additional unintended 
consequences were generated.  The Department has decided that it is not a 
workable approach to include in the regulation text every specific time elapsed 
standard for each of the access indicators set forth in Section 1367.03 that could 
apply in the multitude of geographic circumstances, operational variations, and 
health care conditions affecting plans, providers, and enrollees.  Instead, the 
Department has determined that the appropriate place for the specific time elapsed 
standards to be established and documented is in each plan’s internal written 
policies and procedures, developed in accordance with the performance standards 
established by this revised proposed regulation. 
 

30-209 Accept in Part: The concerns reflected in this comment have been addressed by the 
revised text at subsections (c), (d) and (e).  
 
Decline in Part: The revisions made to address the concerns are different than 
those suggested by this comment. The public comments received by the 
Department reflect that increasing the number and scope of the prescriptive 
requirements contained in prior versions has been ineffective to resolve the 
concerns regarding unintended consequences, and with each revision of the 
prescriptive requirements, new concerns regarding additional unintended 
consequences were generated.  The Department has decided that it is not a 
workable approach to include in the regulation text every specific time elapsed 
standard for each of the access indicators set forth in Section 1367.03 that could 
apply in the multitude of geographic circumstances, operational variations, and 
health care conditions affecting plans, providers, and enrollees.  Instead, the 
Department has determined that the appropriate place for the specific time elapsed 
standards to be established and documented is in each plan’s internal written 
policies and procedures, developed in accordance with the performance standards 
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established by this revised proposed regulation. 
 

30-210 Accept in Part: The concerns reflected in this comment have been addressed by the 
revised text at subsections (c), (d) and (e).  
 
Decline in Part: The revisions made to address the concerns are different than 
those suggested by this comment. The public comments received by the 
Department reflect that increasing the number and scope of the prescriptive 
requirements contained in prior versions has been ineffective to resolve the 
concerns regarding unintended consequences, and with each revision of the 
prescriptive requirements, new concerns regarding additional unintended 
consequences were generated.  The Department has decided that it is not a 
workable approach to include in the regulation text every specific time elapsed 
standard for each of the access indicators set forth in Section 1367.03 that could 
apply in the multitude of geographic circumstances, operational variations, and 
health care conditions affecting plans, providers, and enrollees.  Instead, the 
Department has determined that the appropriate place for the specific time elapsed 
standards to be established and documented is in each plan’s internal written 
policies and procedures, developed in accordance with the performance standards 
established by this revised proposed regulation. 
 

30-211 Accept in Part: The concerns reflected in this comment have been addressed by the 
revised text at subsections (c), (d) and (e).  
 
Decline in Part: The revisions made to address the concerns are different than 
those suggested by this comment. The public comments received by the 
Department reflect that increasing the number and scope of the prescriptive 
requirements contained in prior versions has been ineffective to resolve the 
concerns regarding unintended consequences, and with each revision of the 
prescriptive requirements, new concerns regarding additional unintended 
consequences were generated.  The Department has decided that it is not a 
workable approach to include in the regulation text every specific time elapsed 
standard for each of the access indicators set forth in Section 1367.03 that could 
apply in the multitude of geographic circumstances, operational variations, and 
health care conditions affecting plans, providers, and enrollees.  Instead, the 
Department has determined that the appropriate place for the specific time elapsed 
standards to be established and documented is in each plan’s internal written 
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policies and procedures, developed in accordance with the performance standards 
established by this revised proposed regulation. 
 

30-212 Accept in Part: The concerns reflected in this comment have been addressed by the 
revised text at subsections (c), (d) and (e).  
 
Decline in Part: The revisions made to address the concerns are different than 
those suggested by this comment. The public comments received by the 
Department reflect that increasing the number and scope of the prescriptive 
requirements contained in prior versions has been ineffective to resolve the 
concerns regarding unintended consequences, and with each revision of the 
prescriptive requirements, new concerns regarding additional unintended 
consequences were generated.  The Department has decided that it is not a 
workable approach to include in the regulation text every specific time elapsed 
standard for each of the access indicators set forth in Section 1367.03 that could 
apply in the multitude of geographic circumstances, operational variations, and 
health care conditions affecting plans, providers, and enrollees.  Instead, the 
Department has determined that the appropriate place for the specific time elapsed 
standards to be established and documented is in each plan’s internal written 
policies and procedures, developed in accordance with the performance standards 
established by this revised proposed regulation. 
 

30-213 Accept in Part: The concerns reflected in this comment have been addressed by the 
revised text at subsections (c), (d) and (e).  
 
Decline in Part: The revisions made to address the concerns are different than 
those suggested by this comment. The public comments received by the 
Department reflect that increasing the number and scope of the prescriptive 
requirements contained in prior versions has been ineffective to resolve the 
concerns regarding unintended consequences, and with each revision of the 
prescriptive requirements, new concerns regarding additional unintended 
consequences were generated.  The Department has decided that it is not a 
workable approach to include in the regulation text every specific time elapsed 
standard for each of the access indicators set forth in Section 1367.03 that could 
apply in the multitude of geographic circumstances, operational variations, and 
health care conditions affecting plans, providers, and enrollees.  Instead, the 
Department has determined that the appropriate place for the specific time elapsed 
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standards to be established and documented is in each plan’s internal written 
policies and procedures, developed in accordance with the performance standards 
established by this revised proposed regulation. 
 
Accept in part:  The stated concerns are addressed by deleting the detailed specific 
time elapsed standards applicable to all plans and replacing them with performance 
standards plans must meet in developing time elapsed standards for their 
respective networks.  Please see subsections (c) and (d), which establish the 
relevant performance standards, and subsection (e) which establishes the filing and 
reporting requirements, and the factors considered by the Department when  
evaluating proposed standards and determining  plan compliance deficiencies. 
 
Decline in part:  The revisions made to address the concerns are different than 
those suggested by this comment. 
 

30-214 Accept in Part: The concerns reflected in this comment have been addressed by the 
revised text at subsections (c), (d) and (e).  
 
Decline in Part: The revisions made to address the concerns are different than 
those suggested by this comment. The public comments received by the 
Department reflect that increasing the number and scope of the prescriptive 
requirements contained in prior versions has been ineffective to resolve the 
concerns regarding unintended consequences, and with each revision of the 
prescriptive requirements, new concerns regarding additional unintended 
consequences were generated.  The Department has decided that it is not a 
workable approach to include in the regulation text every specific time elapsed 
standard for each of the access indicators set forth in Section 1367.03 that could 
apply in the multitude of geographic circumstances, operational variations, and 
health care conditions affecting plans, providers, and enrollees.  Instead, the 
Department has determined that the appropriate place for the specific time elapsed 
standards to be established and documented is in each plan’s internal written 
policies and procedures, developed in accordance with the performance standards 
established by this revised proposed regulation. 
 
Accept in part:  The stated concerns are addressed by deleting the detailed specific 
time elapsed standards applicable to all plans and replacing them with performance 
standards plans must meet in developing time elapsed standards for their 
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respective networks.  Please see subsections (c) and (d), which establish the 
relevant performance standards, and subsection (e) which establishes the filing and 
reporting requirements, and the factors considered by the Department when  
evaluating proposed standards and determining  plan compliance deficiencies. 
 
Decline in part:  The revisions made to address the concerns are different than 
those suggested by this comment. 
 

30-215 Accept in Part: The concerns reflected in this comment have been addressed by the 
revised text at subsections (c), (d) and (e).  
 
Decline in Part: The revisions made to address the concerns are different than 
those suggested by this comment. The public comments received by the 
Department reflect that increasing the number and scope of the prescriptive 
requirements contained in prior versions has been ineffective to resolve the 
concerns regarding unintended consequences, and with each revision of the 
prescriptive requirements, new concerns regarding additional unintended 
consequences were generated.  The Department has decided that it is not a 
workable approach to include in the regulation text every specific time elapsed 
standard for each of the access indicators set forth in Section 1367.03 that could 
apply in the multitude of geographic circumstances, operational variations, and 
health care conditions affecting plans, providers, and enrollees.  Instead, the 
Department has determined that the appropriate place for the specific time elapsed 
standards to be established and documented is in each plan’s internal written 
policies and procedures, developed in accordance with the performance standards 
established by this revised proposed regulation. 
 
Accept in part:  The stated concerns are addressed by deleting the detailed specific 
time elapsed standards applicable to all plans and replacing them with performance 
standards plans must meet in developing time elapsed standards for their 
respective networks.  Please see subsections (c) and (d), which establish the 
relevant performance standards, and subsection (e) which establishes the filing and 
reporting requirements, and the factors considered by the Department when  
evaluating proposed standards and determining  plan compliance deficiencies. 
 
Decline in part:  The revisions made to address the concerns are different than 
those suggested by this comment. 
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30-216 Accept in Part: The concerns reflected in this comment have been addressed by the 

revised text at subsections (c), (d) and (e).  
 
Decline in Part: The revisions made to address the concerns are different than 
those suggested by this comment. The public comments received by the 
Department reflect that increasing the number and scope of the prescriptive 
requirements contained in prior versions has been ineffective to resolve the 
concerns regarding unintended consequences, and with each revision of the 
prescriptive requirements, new concerns regarding additional unintended 
consequences were generated.  The Department has decided that it is not a 
workable approach to include in the regulation text every specific time elapsed 
standard for each of the access indicators set forth in Section 1367.03 that could 
apply in the multitude of geographic circumstances, operational variations, and 
health care conditions affecting plans, providers, and enrollees.  Instead, the 
Department has determined that the appropriate place for the specific time elapsed 
standards to be established and documented is in each plan’s internal written 
policies and procedures, developed in accordance with the performance standards 
established by this revised proposed regulation. 
 
Accept in part:  The stated concerns are addressed by deleting the detailed specific 
time elapsed standards applicable to all plans and replacing them with performance 
standards plans must meet in developing time elapsed standards for their 
respective networks.  Please see subsections (c) and (d), which establish the 
relevant performance standards, and subsection (e) which establishes the filing and 
reporting requirements, and the factors considered by the Department when  
evaluating proposed standards and determining  plan compliance deficiencies. 
 
Decline in part:  The revisions made to address the concerns are different than 
those suggested by this comment. 
 

30-217 Decline:  This comment does not account for a plans obligation to provide or 
arrange for the provision of timely access to covered services, and the express 
statement in §1367 (last sentence) that confirms a plan retains the ultimate 
responsibility, which is not waived when the plan delegates an obligation.  
Accordingly, the regulation has been revised to include a requirement that plans 
provide or arrange for triage/screening and facilitate scheduling timely 
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appointments.   
30-218 Accept in Part: The concerns reflected in this comment have been addressed by the 

revised text at subsections (c), (d) and (e).  
 
Decline in Part: The revisions made to address the concerns are different than 
those suggested by this comment.  The revisions do not include the addition of 
additional prescriptive requirements to the regulation text.  Instead, the revised 
regulation establishes performance standards governing the development by each 
plan of specific time elapsed standards.  The public comments received by the 
Department reflect that increasing the number and scope of the prescriptive 
requirements contained in prior versions has been ineffective to resolve the 
concerns regarding unintended consequences, and with each revision of the 
prescriptive requirements, new concerns regarding additional unintended 
consequences were generated.  The Department has determined that the text of 
this proposed regulation should not include a recitation for every specific time 
elapsed standard for each of the access indicators set forth in Section 1367.03 that 
could apply in the multitude of geographic circumstances, operational variations, 
and health care conditions affecting plans, providers, and enrollees. Instead, the 
Department has determined that the appropriate place for the specifics to be 
established and documented is in each plan’s internal written policies and 
procedures, developed in accordance with the performance standards established 
by this proposed regulation. 
 
 

30-219 Accept in Part: The concerns reflected in this comment have been addressed by the 
revised text at subsections (c), (d) and (e).  
 
Decline in Part: The revisions made to address the concerns are different than 
those suggested by this comment. The public comments received by the 
Department reflect that increasing the number and scope of the prescriptive 
requirements contained in prior versions has been ineffective to resolve the 
concerns regarding unintended consequences, and with each revision of the 
prescriptive requirements, new concerns regarding additional unintended 
consequences were generated.  The Department has decided that it is not a 
workable approach to include in the regulation text every specific time elapsed 
standard for each of the access indicators set forth in Section 1367.03 that could 
apply in the multitude of geographic circumstances, operational variations, and 
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health care conditions affecting plans, providers, and enrollees.  Instead, the 
Department has determined that the appropriate place for the specific time elapsed 
standards to be established and documented is in each plan’s internal written 
policies and procedures, developed in accordance with the performance standards 
established by this revised proposed regulation. 
 
Accept in part:  The stated concerns are addressed by deleting the detailed specific 
time elapsed standards applicable to all plans and replacing them with performance 
standards plans must meet in developing time elapsed standards for their 
respective networks.  Please see subsections (c) and (d), which establish the 
relevant performance standards, and subsection (e) which establishes the filing and 
reporting requirements, and the factors considered by the Department when  
evaluating proposed standards and determining  plan compliance deficiencies. 
 
Decline in part:  The revisions made to address the concerns are different than 
those suggested by this comment. 
 

30-220 Accept in Part: The concerns reflected in this comment have been addressed by the 
revised text at subsections (c), (d) and (e).  
 
Decline in Part: The revisions made to address the concerns are different than 
those suggested by this comment. The public comments received by the 
Department reflect that increasing the number and scope of the prescriptive 
requirements contained in prior versions has been ineffective to resolve the 
concerns regarding unintended consequences, and with each revision of the 
prescriptive requirements, new concerns regarding additional unintended 
consequences were generated.  The Department has decided that it is not a 
workable approach to include in the regulation text every specific time elapsed 
standard for each of the access indicators set forth in Section 1367.03 that could 
apply in the multitude of geographic circumstances, operational variations, and 
health care conditions affecting plans, providers, and enrollees.  Instead, the 
Department has determined that the appropriate place for the specific time elapsed 
standards to be established and documented is in each plan’s internal written 
policies and procedures, developed in accordance with the performance standards 
established by this revised proposed regulation. 
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30-221 Decline in Part: The revisions made to address the concerns are different than 
those suggested by this comment. The public comments received by the 
Department reflect that increasing the number and scope of the prescriptive 
requirements contained in prior versions has been ineffective to resolve the 
concerns regarding unintended consequences, and with each revision of the 
prescriptive requirements, new concerns regarding additional unintended 
consequences were generated.  The Department has decided that it is not a 
workable approach to include in the regulation text every specific time elapsed 
standard for each of the access indicators set forth in Section 1367.03 that could 
apply in the multitude of geographic circumstances, operational variations, and 
health care conditions affecting plans, providers, and enrollees.  Instead, the 
Department has determined that the appropriate place for the specific time elapsed 
standards to be established and documented is in each plan’s internal written 
policies and procedures, developed in accordance with the performance standards 
established by this revised proposed regulation. 
 

30-222 Decline:  Section 1367.03 requires the annual compliance report. The legislature, in 
enacting Section 1367.03, imposed the requirement for plans to file an annual 
compliance report.  Please see Section 1367.03(f)(2) and (h), which specify that the 
annual compliance report must contain information sufficient to enable enrollees to 
compare plan performance and compliance, and that requires the Department to 
make this information available to the Office of the patient Advocate for inclusion in 
the OPA Report Card.  The revised regulation text clarifies implementation of this 
reporting requirement, including the first reporting period and due date for the first 
report.   

30-223 Accept in Part: The concerns reflected in this comment have been addressed by the 
revised text at subsections (c), (d) and (e).  
 
Decline in Part: The revisions made to address the concerns are different than 
those suggested by this comment. The public comments received by the 
Department reflect that increasing the number and scope of the prescriptive 
requirements contained in prior versions has been ineffective to resolve the 
concerns regarding unintended consequences, and with each revision of the 
prescriptive requirements, new concerns regarding additional unintended 
consequences were generated.  The Department has decided that it is not a 
workable approach to include in the regulation text every specific time elapsed 
standard for each of the access indicators set forth in Section 1367.03 that could 
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apply in the multitude of geographic circumstances, operational variations, and 
health care conditions affecting plans, providers, and enrollees.  Instead, the 
Department has determined that the appropriate place for the specific time elapsed 
standards to be established and documented is in each plan’s internal written 
policies and procedures, developed in accordance with the performance standards 
established by this revised proposed regulation. 
 
Accept in part:  The stated concerns are addressed by deleting the detailed specific 
time elapsed standards applicable to all plans and replacing them with performance 
standards plans must meet in developing time elapsed standards for their 
respective networks.  Please see subsections (c) and (d), which establish the 
relevant performance standards, and subsection (e) which establishes the filing and 
reporting requirements, and the factors considered by the Department when  
evaluating proposed standards and determining  plan compliance deficiencies. 
 
Decline in part:  The revisions made to address the concerns are different than 
those suggested by this comment. 
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31-224 Accept in Part: The concerns reflected in this comment have been addressed by the 
revised text at subsections (c), (d) and (e).  
 
Decline in Part: The revisions made to address the concerns are different than 
those suggested by this comment. The public comments received by the 
Department reflect that increasing the number and scope of the prescriptive 
requirements contained in prior versions has been ineffective to resolve the 
concerns regarding unintended consequences, and with each revision of the 
prescriptive requirements, new concerns regarding additional unintended 
consequences were generated.  The Department has decided that it is not a 
workable approach to include in the regulation text every specific time elapsed 
standard for each of the access indicators set forth in Section 1367.03 that could 
apply in the multitude of geographic circumstances, operational variations, and 
health care conditions affecting plans, providers, and enrollees.  Instead, the 
Department has determined that the appropriate place for the specific time elapsed 
standards to be established and documented is in each plan’s internal written 
policies and procedures, developed in accordance with the performance standards 
established by this revised proposed regulation. 
 
Accept in part:  The stated concerns are addressed by deleting the detailed specific 
time elapsed standards applicable to all plans and replacing them with performance 
standards plans must meet in developing time elapsed standards for their 
respective networks.  Please see subsections (c) and (d), which establish the 
relevant performance standards, and subsection (e) which establishes the filing and 
reporting requirements, and the factors considered by the Department when  
evaluating proposed standards and determining  plan compliance deficiencies. 
 
Decline in part:  The revisions made to address the concerns are different than 
those suggested by this comment. 
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31-225 Accept in Part: The concerns reflected in this comment have been addressed by the 
revised text at subsections (c), (d) and (e).  
 
Decline in Part: The revisions made to address the concerns are different than 
those suggested by this comment. The public comments received by the 
Department reflect that increasing the number and scope of the prescriptive 
requirements contained in prior versions has been ineffective to resolve the 
concerns regarding unintended consequences, and with each revision of the 
prescriptive requirements, new concerns regarding additional unintended 
consequences were generated.  The Department has decided that it is not a 
workable approach to include in the regulation text every specific time elapsed 
standard for each of the access indicators set forth in Section 1367.03 that could 
apply in the multitude of geographic circumstances, operational variations, and 
health care conditions affecting plans, providers, and enrollees.  Instead, the 
Department has determined that the appropriate place for the specific time elapsed 
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standards to be established and documented is in each plan’s internal written 
policies and procedures, developed in accordance with the performance standards 
established by this revised proposed regulation. 
 

32-226 PacifiCare submits the following comments regarding the proposed 
text of the Timely Access to Health Care Services Regulation 2005-
0203, which were published for comment on July 16, 2007.   
 
We support the California Association of Health Plans (CAHP) 
comments to the Department in response to these regulations on 
behalf of its member plans, which includes PacifiCare. 
 

We believe the focus should be on developing appropriate and 
meaningful methods of addressing identified access issues. 
The health care landscape has changed since the passage of 
AB 2179 and continues to change.  With that in mind the 
regulation needs to allow for flexibility and accommodation for 
forward thinking and innovation in the health care system. 
 
We are concerned that the Department is drafting a regulation 
to address a problem that has yet to be defined. Is data 
available that identifies and supports the perception that 
specific access issues exist? Are there valid statistical studies 
which track a patient’s journey through the healthcare system 
as a way of identifying and understanding the problem areas?  
We have been or will be patients at one point and need to 
understand when a wait for care is medically acceptable or 
unacceptable. 
 
We believe a more balanced approach would be to create a 
Task Force, representative of all stakeholder groups, to 
develop a timely access to health care strategy, which would 
include development of comparable indicators of access, 
evidence-based benchmarks for medically acceptable wait 
times, multi-year targets across identified priority treatment 
areas and appropriate monitoring mechanisms to ensure 
compliance and improvement.  In tandem with the work of the 

Accept in Part: The concerns reflected in this comment have been addressed by the 
revised text at subsections (c), (d) and (e).  
 
Decline in Part: The revisions made to address the concerns are different than 
those suggested by this comment. The public comments received by the 
Department reflect that increasing the number and scope of the prescriptive 
requirements contained in prior versions has been ineffective to resolve the 
concerns regarding unintended consequences, and with each revision of the 
prescriptive requirements, new concerns regarding additional unintended 
consequences were generated.  The Department has decided that it is not a 
workable approach to include in the regulation text every specific time elapsed 
standard for each of the access indicators set forth in Section 1367.03 that could 
apply in the multitude of geographic circumstances, operational variations, and 
health care conditions affecting plans, providers, and enrollees.  Instead, the 
Department has determined that the appropriate place for the specific time elapsed 
standards to be established and documented is in each plan’s internal written 
policies and procedures, developed in accordance with the performance standards 
established by this revised proposed regulation. 
 
Decline:  The referenced suggestion to delay these regulations to convene an 
expert panel is not consistent with the Department’s intent to move complete this 
rulemaking action.  The Department will continue to welcome comments and 
concerns raised regarding unintended consequences and other concerns as the 
new regulations are implemented. 
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task force Regulators would draft regulations to address timely 
access to care in a measured and balanced manner for all 
levels of urgency and to meet the intent of AB 2179 utilizing the 
work product of the task force. 
 
Evidence-informed decision-making is about using research, 
data analysis, facts, expertise, and the experience and best 
practices of other experts to gain a more complete 
understanding of an issue before making a decision.  Several 
states, countries and professional associations have embarked 
on research projects to understand and address access to 
care.  A common fundamental element of these research 
projects is identification of the issues and then development of 
strategies to work towards improvement in care and service. 

32-227 In addition we are responding to the Departments request in the 
second amended notice of rulemaking action for particular solicitation 
of comments regarding the following:   

 

�Identify and describe timely access standards other than time-
elapsed standards which you suggest for consideration, and describe 
why those other standards are more appropriate than time-elapsed 
standards.  
 

Response: A comprehensive approach is needed to develop an 
access to care strategy.   We need to identify and then begin to 
reduce wait times for health services across the state in a measured 
and responsive way. We need a starting point from which to build 
greater understanding of the wait time issue and consensus on 
medically acceptable wait times. Proposed indicators and 
benchmarks need the input of expert clinicians from across the state 
and should be part of an ongoing process that seeks to engage all 
stakeholders.  It may be most feasible to begin with identified “priority 
treatment areas”. 
 
For each of the “priority treatment areas”: 
�identify clinically acceptable indicators of access and wait times 

Accept in Part: The concerns reflected in this comment have been addressed by the 
revised text at subsections (c), (d) and (e).  
 
Decline in Part: The revisions made to address the concerns are different than 
those suggested by this comment. The public comments received by the 
Department reflect that increasing the number and scope of the prescriptive 
requirements contained in prior versions has been ineffective to resolve the 
concerns regarding unintended consequences, and with each revision of the 
prescriptive requirements, new concerns regarding additional unintended 
consequences were generated.  The Department has decided that it is not a 
workable approach to include in the regulation text every specific time elapsed 
standard for each of the access indicators set forth in Section 1367.03 that could 
apply in the multitude of geographic circumstances, operational variations, and 
health care conditions affecting plans, providers, and enrollees.  Instead, the 
Department has determined that the appropriate place for the specific time elapsed 
standards to be established and documented is in each plan’s internal written 
policies and procedures, developed in accordance with the performance standards 
established by this revised proposed regulation. 
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�provide a medical perspective on the development of evidence-
based benchmarks for medically acceptable wait times  
�implement wait-time reduction strategies 

Example of Priority Treatment Areas   
Priority Area Service Wait Time 

Benchmark 

Cardiac Specialists evaluation Level 1: within X 
weeks 
Level 2: within X 
weeks 
Level 3: within XX 
weeks 

Sight Restoration Cataract surgery 
evaluation 

within X weeks for 
patients who are at 
high risk 

Orthopedics Fixation of Hip 
Fractures 

within X hrs 

  Hip Replacement within X weeks 

  Knee Replacement within X weeks 

Diagnostic Services Mammograms within X weeks 

  Cervical Screening within X weeks 
 

The priority treatment areas would receive immediate attention, as 
these would be the areas where there has been identification of 
significant access problems. However, there will also need to be the 
establishment of indicators beyond these priority treatment areas to 
ensure a balanced approach to reducing wait times across the health 
system.  
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Identifying medically appropriate wait times is a fluid and continuous 
process. Improvements in medical technologies and the adoption of 
new approaches based on evidence from research are changing the 
diagnostic and treatment landscape on an ongoing basis. 
 
�Identify and describe standards (not measures) for timely access to 
health care which you suggest that the Department consider and 
which are used in the industry, other than the CCHRI, IHA P4P2, and 
NCQA/HEDIS/CAHPS3 survey questions (which use questions to 
measure primarily consumer subjective input, do not use any 
standards for appointment waiting time (except mental health), or use 
only standards of 15 or 30 seconds for telephone waiting time and 15 
minutes for office waiting time).  
 

Response: We believe that member satisfaction surveys and member 
complaints are the best indicator of whether barriers to care exist.  
The Plan can then act in a targeted way to address those very 
specific occurrences.  The standards developed and used by the 
industry include CCHRI, IHA P4P2, and NCQA/HEDIS/CAHPS3 
which are evidence-based and allow for comparison and 
measurement of improvement overtime.  We are unclear as to why 
the department would not utilize well recognized evidence-based 
standards. 

�Identify and describe "indicators" of  timeliness of access to care in 
addition to the indicators specified in the statute (Health & Safety 
Code § 1367.03(a)(1)-(3) and subsection (c) of  the text of the 
proposed regulation, and describe how such other indicators  can be 
monitored by health care service plans and enforced by the 
Department.   
 

Response: We support evidence-based indicators and therefore 
should focus on identified access problems that we believe as an 
industry, if corrected, are most likely to lead to improved health 
outcomes on a wide scale. Indicators should be identified that would 
be used to measure changes in the degree of access to specific 
health care services. 
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The following is a list of possible criteria against which proposed 
indicators could be compared before inclusion in the indicator set.  
 
Possible Criteria for Selecting Indicators: 
�Applies to an issue of importance for stakeholders 
�Meaningful for users 
�Availability of data in the California health system 
�Reliability of data obtained 
�Potential for California performance goals and comparison with 
national benchmarks 
�Compatibility with California programs and priorities 
�Similar measures useful in other states, managed care companies 
�Similar measures appear in other performance measurement 
systems 
�Restricted number of indicators initially 
 

The ideal performance indicator is one for which complete, reliable 
data can be collected and analyzed and the result of the analysis can 
be assessed against some identified performance goal or 
benchmark. 
 
�Identify and describe with particularity methods of plan monitoring 
of provider compliance with timely access standards, other than the 
plan monitoring methods described in the proposed regulation, and 
describe how such other monitoring methods would achieve 
adequate assessment of provider compliance with the timely access 
standards identified in the proposed regulation.  
 

Response: The significant disadvantage to measuring compliance 
with time-elapsed standards is the resource-intensive data collection 
required: hiring “mystery shoppers” to regularly contact all practices 
in the network to establish appointment availability, which presents 
feasibility issues for many health care organizations. Two of the time-
elapsed standards used in the proposed regulation— appointment 
wait time and office wait time—have been well studied by health 
services researchers for over 30 years. These two measures could 
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contribute to complaints and poor patient satisfaction and therefore 
the best approach is to evaluate through satisfaction survey and 
complaint monitoring.   
 
Identification of appropriate monitoring mechanism would be more 
appropriately addressed by the Task Force which we suggest the 
Department establish to develop a timely access to health care 
strategy. 
 
We strongly urge the department to reconsider its current 
approach and instead utilize an evidence-based strategy. For 
the comment record we are also providing a comment grid 
(Attachment 1) which includes specific comment for each 
section of the proposed regulations. 

32-228 (a)  Standards.  
(1)  Provide Timely Health Care.   All health care service plans, 
including specialized plans (plans), shall provide or arrange for the 
provision of covered health care services in a timely manner 
appropriate for the nature of the enrollee’s condition consistent with 
professionally recognized standards of practice.  This section is not 
intended to create any basis for an individual cause of action not 
presently existing in law and is not intended to apply to emergency 
medical conditions and emergency care which are regulated and 
governed by other applicable law including Health and Safety Code 
section 1317.1.  However, this section applies to timely access to 
needed health care services after the enrollee has received 
emergency services and has been stabilized, as described in section 
1371.4 of the Act and section 1300.71.4 of the regulations. 
 
General comment: The regulation as drafted is overly complex 
and prescriptive, very difficult to understand and interpret, 
which will hinder the ability to implement and comply.  The 
proposed regulation does not meet the requirement outlined in 
the Administrative Procedure Act (APA) for - "Clarity" means 
written or displayed so that the meaning of regulations will be 
easily understood by those persons directly affected by them. 

Accept in Part: The concerns reflected in this comment have been addressed by the 
revised text at subsections (c), (d) and (e).  
 
Decline in Part: The revisions made to address the concerns are different than 
those suggested by this comment. The public comments received by the 
Department reflect that increasing the number and scope of the prescriptive 
requirements contained in prior versions has been ineffective to resolve the 
concerns regarding unintended consequences, and with each revision of the 
prescriptive requirements, new concerns regarding additional unintended 
consequences were generated.  The Department has decided that it is not a 
workable approach to include in the regulation text every specific time elapsed 
standard for each of the access indicators set forth in Section 1367.03 that could 
apply in the multitude of geographic circumstances, operational variations, and 
health care conditions affecting plans, providers, and enrollees.  Instead, the 
Department has determined that the appropriate place for the specific time elapsed 
standards to be established and documented is in each plan’s internal written 
policies and procedures, developed in accordance with the performance standards 
established by this revised proposed regulation. 
 

32-229 (A)Standards for specified indicators of timely access to care; Accept in Part: The concerns reflected in this comment have been addressed by the 
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The regulation that is constructed needs to incorporate 
evidence-based standards allowing plans to target areas that 
have identified access problems rather than simply codifying 
time-elapsed standards for numerous types of service area 
with the expectation that everything should be monitored and 
improved.  The current approach outlined in the regulation is 
neither practical nor feasible. 

revised text at subsections (c), (d) and (e).  
 
Decline in Part: The revisions made to address the concerns are different than 
those suggested by this comment. The public comments received by the 
Department reflect that increasing the number and scope of the prescriptive 
requirements contained in prior versions has been ineffective to resolve the 
concerns regarding unintended consequences, and with each revision of the 
prescriptive requirements, new concerns regarding additional unintended 
consequences were generated.  The Department has decided that it is not a 
workable approach to include in the regulation text every specific time elapsed 
standard for each of the access indicators set forth in Section 1367.03 that could 
apply in the multitude of geographic circumstances, operational variations, and 
health care conditions affecting plans, providers, and enrollees.  Instead, the 
Department has determined that the appropriate place for the specific time elapsed 
standards to be established and documented is in each plan’s internal written 
policies and procedures, developed in accordance with the performance standards 
established by this revised proposed regulation. 
 

32-230 (E)Assessment of provider satisfaction with timely access to 
care; and 
 
This requirement appears to go beyond the requirements of the 
statute and should be deleted.   

Decline:  Provider satisfaction with timely access is a relevant monitoring tool, for 
example, if a provider’s patients are unable to get timely appointments for 
diagnostic lab or x-ray services. 

32-231 (A)  Every contract between a plan and a person or other entity to 
which the plan has delegated any part of the plan’s obligation to 
implement and ensure timely access to health care services shall 
include terms and provisions sufficient to clearly specify the 
respective obligations of the parties, including but not limited to, the 
financial risk for additional plan-required services to provide timely 
access, and the plan’s methods for monitoring the contractually 
delegated performance.  
 
This would require Amendments to contracts (Unilateral Regulatory 
or Bilateral). Depending on the cost of compliance to Provider’s this 
may open the door for Providers to re-negotiate financial terms. 
 
We are unclear as to what is meant by “additional plan-required 

Accept in Part: The concerns reflected in this comment have been addressed by the 
revised text at subsections (c), (d) and (e).  
 
Decline in Part: The revisions made to address the concerns are different than 
those suggested by this comment. The public comments received by the 
Department reflect that increasing the number and scope of the prescriptive 
requirements contained in prior versions has been ineffective to resolve the 
concerns regarding unintended consequences, and with each revision of the 
prescriptive requirements, new concerns regarding additional unintended 
consequences were generated.  The Department has decided that it is not a 
workable approach to include in the regulation text every specific time elapsed 
standard for each of the access indicators set forth in Section 1367.03 that could 
apply in the multitude of geographic circumstances, operational variations, and 
health care conditions affecting plans, providers, and enrollees.  Instead, the 
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services”.  Delegated entities are currently required to provide timely 
access to care and services. This sets the expectation with 
contracted entities that plans will increase compensation to comply 
with this regulation.  We agree with making it clear in the contract the 
respective obligations of the parties and the plans methods for 
monitoring performance, however dictating financial risk language is 
beyond the requirements under the statute, which include the 
following: 
1367.03 (f)(1) Contracts between health care service plans and 
health care providers shall assure compliance with the standards 
developed under this section. These contracts shall require reporting 
by health care providers to health care service plans and by health 
care service plans to the department to ensure compliance with the 
standards. 
 
We suggest the following revised language for your consideration: 
Every contract between a plan and a person or other entity to which 
the plan has delegated any part of the plan’s obligation to implement 
and ensure timely access to health care services shall include terms 
and provisions sufficient to clearly specify the respective obligations 
of the parties, including but not limited to, the financial risk for 
additional plan-required services to provide timely access, and the 
plan’s methods for monitoring the contractually delegated 
performance. 
 

Department has determined that the appropriate place for the specific time elapsed 
standards to be established and documented is in each plan’s internal written 
policies and procedures, developed in accordance with the performance standards 
established by this revised proposed regulation. 
 
 

32-232 (4)  Exemption for Providers Using Advanced Access, Same-Day 
Access or Open Access.  If plan providers provide appointments on 
an “Advanced Access” basis, a “same-day access” basis, or an “open 
access” basis, as defined in subsections (b)(1) and (b)(5), the plan 
will be deemed to be in compliance with the appointment waiting time 
standards of subsection (c)(3), in regard to those providers operating 
on an Advanced Access basis, a same-day access basis, or an open 
access basis.  Accordingly, monitoring is limited to annual 
verification.  
We would like to verify if subsection (c)(3) referenced in this 
exemption is correct as it only addresses Quality Assurance 
Standards for Timely Telephone Access and not appointment 

Accept in Part: The concerns reflected in this comment have been addressed by the 
revised text at subsections (c), (d) and (e).  
 
Decline in Part: The revisions made to address the concerns are different than 
those suggested by this comment. The public comments received by the 
Department reflect that increasing the number and scope of the prescriptive 
requirements contained in prior versions has been ineffective to resolve the 
concerns regarding unintended consequences, and with each revision of the 
prescriptive requirements, new concerns regarding additional unintended 
consequences were generated.  The Department has decided that it is not a 
workable approach to include in the regulation text every specific time elapsed 
standard for each of the access indicators set forth in Section 1367.03 that could 
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waiting time standards. apply in the multitude of geographic circumstances, operational variations, and 
health care conditions affecting plans, providers, and enrollees.  Instead, the 
Department has determined that the appropriate place for the specific time elapsed 
standards to be established and documented is in each plan’s internal written 
policies and procedures, developed in accordance with the performance standards 
established by this revised proposed regulation. 
 

32-233 (1) Advanced Access or same-day access means every enrollee is 
offered an appointment  on the day of the request for an 
appointment regardless of the reason for the appointment, or within 
one business day for non-urgent primary care and within five 
business days for non-urgent specialty care.  If an enrollee does 
not want an appointment on the day she or he calls, the appointment 
may be scheduled on the day requested by the enrollee.  An enrollee 
calling to request an appointment with a physician not present that 
day should be given the choice of seeing another physician that day 
or waiting for the next available appointment with the requested 
physician.   Follow-up appointments and chronic disease monitoring 
appointments may be scheduled as clinically appropriate, or 
enrollees needing follow-up may be asked to call and make an 
appointment when they are ready to be seen. 
 
We are unclear as to the difference between the defined terms 
“Advanced Access” and “Open Access”.  These definitions should be 
combined and the additional appointment timeframes should be 
deleted.  This appointment method is premised on the goal of 
scheduling appointments on the day of choice. 
 
Advanced Access: 
or within one business day for non-urgent primary care and within five 
business days for non-urgent specialty care. 
 
Open Access: 
or within five business days for non-urgent primary care and 
within seven business days for non-urgent specialty care. 

Accept in part: Please see the revisions to subsection (b)(1).  
 
Decline in Part: Adding a definition for appointment is not necessary to ensure 
accurate application of the proposed regulation, in light of the revisions made to 
subsection (b). 

32-234 (2)  Appointment waiting time means the time from the initial 
request for health care services (by an enrollee or provider to a 

Accept in Part: The concerns reflected in this comment have been addressed by the 
revised text at subsections (c), (d) and (e).  



Department of Managed Health Care 
 

TIMELY ACCESS TO HEALTH CARE SERVICES 
(2005-0203) 

RESPONSES TO COMMENTS 
Comment Period #2, July 16, 2007 – September 21, 2007 

 

 168

provider, provider’s office, or to the plan) to the time offered for the 
appointment for services (or the provision of a report to referring 
provider), inclusive of:  (A) time for obtaining authorization from the 
plan or completing any other condition or requirement of the plan or 
its contracting providers; and (B) triage time, if triage is provided.  
Appointment waiting time is exclusive of time delay caused by the 
enrollee.  The request for health care services may be by the enrollee, 
by a representative of the enrollee, or by a provider on behalf of the 
enrollee.  Appointment waiting time for specialty care is exclusive of 
time to make diagnostic tests available to the specialist for diagnosis 
by the specialist. 
 
There are multiple factors that influence this defined wait time –  1) 
physician request for prior authorization, if required 2) authorization 
by plan or delegated provider 3) physician or plan relay of 
authorization decision to member 4) member executing appointment 
request 5) appointment offering (regardless if member accepted or 
not).  Any type of compliance monitoring would require data being 
obtained from potentially five different sources.  Utilization timeframes 
are defined and monitored – the UR turn-around-times for an urgent 
care request is within 72 hours as follows:  
Decision must be made in a timely fashion appropriate for the 
member’s condition not to exceed 72 hours after receipt of the 
request.  There are also allowances for delaying the decision when 
more information is needed.    
 
Practitioner notification: Within 24 hours of the decision, not to 
exceed 72 hours of  receipt of the request (for approvals and denials) 
 
Member notification:  
 
Within 72 hours of receipt of the request (for approval decisions) 
Within 72 hours of receipt of the request (for denial decisions)  Note: 
If oral notification is given within 72 hours of receipt of the request, 
written or electronic notification must be given no later than 3 
calendar days after the initial oral notification 

 
Decline in Part: The revisions made to address the concerns are different than 
those suggested by this comment. The public comments received by the 
Department reflect that increasing the number and scope of the prescriptive 
requirements contained in prior versions has been ineffective to resolve the 
concerns regarding unintended consequences, and with each revision of the 
prescriptive requirements, new concerns regarding additional unintended 
consequences were generated.  The Department has decided that it is not a 
workable approach to include in the regulation text every specific time elapsed 
standard for each of the access indicators set forth in Section 1367.03 that could 
apply in the multitude of geographic circumstances, operational variations, and 
health care conditions affecting plans, providers, and enrollees.  Instead, the 
Department has determined that the appropriate place for the specific time elapsed 
standards to be established and documented is in each plan’s internal written 
policies and procedures, developed in accordance with the performance standards 
established by this revised proposed regulation. 
 



Department of Managed Health Care 
 

TIMELY ACCESS TO HEALTH CARE SERVICES 
(2005-0203) 

RESPONSES TO COMMENTS 
Comment Period #2, July 16, 2007 – September 21, 2007 

 

 169

 
It is not feasible that an urgent specialty care appointment could be 
offered within 72 hours if authorization is required and the plan or 
provider is allowed 72 hours to make the decision after receipt of the 
request.   
 
Utilization decision/notification timeframes and appointment wait 
times are distinct standards and should be measured separately.   
 
We suggest the following revised language for your consideration: 
New definition: Appointment waiting time means the average length 
of time in days between the day an enrollee requests an appointment 
with a provider and the next available appointment for that type of 
visit. 
 

32-235 (4)  Office waiting time means the time from the scheduled time of 
the appointment or the time the enrollee arrives in the provider’s 
office, whichever is later, to the time the patient receives service from 
the provider, inclusive of waiting time in the examination room. 

Distinguishing between the time the enrollee spends with the 
physician or other members of the care team ("value-added" time) 
and the time spent waiting ("non-value-added time") is not 
meaningful. The goal should be to maximize the time the enrollee 
spends with the physician or other members of the care team not to 
reduce the total cycle time.  

Unless there is a standard method for tracking and reporting wait 
times then reliance on the enrollee’s experience (satisfaction survey) 
will be the only meaningful way to measure and report compliance. 
We suggest the following revised language for your consideration: 
New definition: Office waiting time means the length of time 
waiting in the office for a visit. 

Accept in part:  The concerns stated in this comment are addressed by the deletion 
of office waiting time as an access indicator, and adding referral time as an access 
indicator.   
 
Decline in part:  The revisions are different than suggested by this comment. 

32-236 (5)  Open access means every enrollee is offered an appointment 
on the day of the request for an appointment regardless of the 
reason for the appointment, or within five business days for non-
urgent primary care and within seven business days for non-

Accept in part: Please see the revisions to subsection (b)(1).  
   
Decline in Part: Adding a definition for appointment is not necessary to ensure 
accurate application of the proposed regulation, in light of the revisions made to 
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urgent specialty care.  If an enrollee does not want an appointment 
on the day she or he calls, the appointment may be scheduled on the 
day requested by the enrollee.  An enrollee calling to request an 
appointment with a physician not present that day should be given 
the choice of seeing another physician that day or waiting for the next 
available appointment with the requested physician.  Follow-up 
appointments and chronic disease monitoring appointments may be 
scheduled as clinically appropriate, or enrollees needing follow-up 
may be asked to call and make an appointment when they are ready 
to be seen.  Approximately fifty percent of appointment slots are open 
at the start of the workday for same-day or next-day appointments. 
We are unclear as to the difference between the defined terms 
“Advanced Access” and “Open Access”.  These definitions should be 
combined and the additional appointment timeframes should be 
deleted.  This appointment method is premised on the goal of 
scheduling appointments on the day of choice. 
 
Advanced Access: 
or within one business day for non-urgent primary care and within five 
business days for non-urgent specialty care. 
 
Open Access: 
or within five business days for non-urgent primary care and 
within seven business days for non-urgent specialty care. 

subsection (b). 

32-237 (9)  Telephone waiting time means the time on the telephone 
waiting to speak to, including time waiting for a return call from, a 
physician, registered nurse, or other qualified health professional 
acting within his or her scope of practice who is trained to screen or 
triage an enrollee who may need care. 
 
Physicians and providers groups will need to have central 
phone systems or a method for tracking and reporting hold 
times regardless plans will only be able to evaluate this 
requirement through member experiences (satisfaction 
surveys).   

Accept in part:  These concerns are addressed by revised subsection (d)(5). 
 
Decline in part:  The revisions to address these concerns are different than 
suggested in this comment. 

32-238 (A)  Appointment waiting time for all types of providers including 
primary care and specialty care physicians, and for routine care, 

Accept in Part: The concerns reflected in this comment have been addressed by the 
revised text at subsections (c), (d) and (e).  
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preventive care, and urgent care appointments. 
We are unclear as to what is meant by “all types of providers”.  This 
appears to go beyond the requirements under the statute, which 
includes the following: 
1367.03 (a) requires the department shall develop and adopt 
regulations to ensure that enrollees have access to needed health 
care services in a timely manner. In developing these regulations, the 
department shall develop indicators of timeliness of access to care 
and, in so doing, shall consider the following as indicators of 
timeliness of access to care:  
Waiting times for appointments with physicians, including primary 
care and specialty physicians 
 
We suggest the following revised language for your consideration: 
Appointment waiting time for all types of providers including primary 
care and specialty care physicians. , and for routine care, preventive 
care, and urgent care appointments. 
 

 
Decline in Part: The revisions made to address the concerns are different than 
those suggested by this comment. The public comments received by the 
Department reflect that increasing the number and scope of the prescriptive 
requirements contained in prior versions has been ineffective to resolve the 
concerns regarding unintended consequences, and with each revision of the 
prescriptive requirements, new concerns regarding additional unintended 
consequences were generated.  The Department has decided that it is not a 
workable approach to include in the regulation text every specific time elapsed 
standard for each of the access indicators set forth in Section 1367.03 that could 
apply in the multitude of geographic circumstances, operational variations, and 
health care conditions affecting plans, providers, and enrollees.  Instead, the 
Department has determined that the appropriate place for the specific time elapsed 
standards to be established and documented is in each plan’s internal written 
policies and procedures, developed in accordance with the performance standards 
established by this revised proposed regulation. 
 

32-239 (D)  Office waiting time. 
See comment for (b)(4). 

Accept in part:  The concerns stated in this comment are addressed by the deletion 
of office waiting time as an access indicator, and adding referral time as an access 
indicator.   
 
Decline in part:  The revisions are different than suggested by this comment. 

32-240 (2)  Quality Assurance Standards for Timely Appointments.   In 
addition to ensuring that covered health care services are provided in 
a timely manner appropriate for the nature of an enrollee’s condition 
consistent with professionally recognized standards of practice as 
required by subsection (a), all plans shall adopt quality assurance 
standards for timely delivery of health care services in accordance 
with this section.  The appointment waiting time standards set forth 
below shall run concurrently with the requirements for utilization 
review timeframes set forth in Section 1367.01.   Plans that provide 
services through a preferred provider organization network will be in 
compliance with this subsection if an appointment within the 
applicable waiting time standards is offered by at least one 
geographically accessible provider in the network appropriate for the 
enrollee’s condition.  

Accept in Part: The concerns reflected in this comment have been addressed by the 
revised text at subsections (c), (d) and (e).  
 
Decline in Part: The revisions made to address the concerns are different than 
those suggested by this comment. The public comments received by the 
Department reflect that increasing the number and scope of the prescriptive 
requirements contained in prior versions has been ineffective to resolve the 
concerns regarding unintended consequences, and with each revision of the 
prescriptive requirements, new concerns regarding additional unintended 
consequences were generated.  The Department has decided that it is not a 
workable approach to include in the regulation text every specific time elapsed 
standard for each of the access indicators set forth in Section 1367.03 that could 
apply in the multitude of geographic circumstances, operational variations, and 
health care conditions affecting plans, providers, and enrollees.  Instead, the 
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See comment for (b)(2). 
 
(ii)   For routine primary care:  within 8 business days. 
 
A more realistic and reasonable standards is within 10 
business days 
 
(iii)  For preventive primary care:  within 22 business days. 
 
A more realistic and reasonable standards is within 30 
business days 
 
(B)  Specialty Care Accessibility.  An appointment shall be offered 
with a specialty care physician who is board certified, in the active 
examination process of a specialty board, or determined in 
accordance with the plan’s written peer review credentialing/quality 
assurance policy to have training and/or experience essentially 
equivalent to board certification, and such physician’s specialty is 
appropriate for the enrollee’s health care needs and consistent with 
good professional practice.  Full-service plans shall monitor for 
provider compliance with the following appointment waiting time 
standards for specialty care (excluding mental health care and 
enrollee request for a specific specialist whose appointment waiting 
time exceeds the standards), in-person or via electronic 
communications or telemedicine, consistent with the standard of care 
appropriate for the enrollee’s needs: 
 
A more appropriate and measurable standard would be to 
monitor high volume specialty care providers as defined by the 
plan. By addressing the high volume specialty care, enrollees 
will be better served, excessive wait times will be addressed, 
and health care systems will become increasingly responsive 
to the needs of the enrollee. 
 
(ii)   For routine specialty care:  within 12 business days. 
 
A more realistic and reasonable standards is within 30 

Department has determined that the appropriate place for the specific time elapsed 
standards to be established and documented is in each plan’s internal written 
policies and procedures, developed in accordance with the performance standards 
established by this revised proposed regulation. 
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business days 
 
(iii)  For routine subspecialty and tertiary specialty care:  within 
22 business days. 
 
A more realistic and reasonable standards is within 30 
business days 
 
(iv)  For preventive specialty care: within 22 business days. 
 
We are unclear as to what would constitute a “preventive specialty 
care” visit.  Routine specialty care visits within 30 business days 
should cover the range of specialty care type visits. 
 
(ii)  For routine mental health initial evaluation appointments:  
within 10 business days. 
 
There are only three (3) feasible ways to measure this:  1) The Plan 
measures the time between the referral and the claim for the initial 
visit, 2) the Plan reviews appointment books/treatment records during 
high-volume site visits, and 3) through the Plan's grievance process.  
While 10 business days is within industry standard for routine mental 
health office visits (NCQA standard), it is not likely that providers will 
maintain precise records of an initial evaluation vs. a subsequent 
appointment.  Additionally, it should be noted that the Plan does not 
make the appointment for the member.  Rather, the member is 
offered the referral and contacts the provider on his/her own.  The 
Plan will not have knowledge of the member's call to the provider for 
the initial evaluation.   
We suggest the following revised language for your consideration: 
For routine mental health initial evaluation appointments:  within 10 
business days.    
 
(iii)  For routine mental health subsequent appointments after an 
initial evaluation appointment:  within 12 business days from the date 
of the initial evaluation appointment, unless a longer time is 
necessary or medically appropriate to the specific health care needs 



Department of Managed Health Care 
 

TIMELY ACCESS TO HEALTH CARE SERVICES 
(2005-0203) 

RESPONSES TO COMMENTS 
Comment Period #2, July 16, 2007 – September 21, 2007 

 

 174

of the enrollee as determined by the treating mental health 
professional. 
 
A more realistic and reasonable standards is within 14 
business days 
 
(iv)   For routine mental health initial follow-up appointments after an 
inpatient stay for mental health care:  within 5 business days from 
date of discharge, unless either the referring mental health provider 
or the outpatient mental health provider or physician to whom the 
enrollee has been referred for continuation mental health care 
services has determined and documented that the enrollee may be 
offered an appointment at variance with this standard, consistent with 
professionally recognized standards of practice.  Any such 
determination shall include a documented assessment of the 
enrollee’s need to assure the enrollee’s access to continuing 
medication. 
This standard appears to go beyond the requirements of the statute 
and should be deleted. 
This has been a HEDIS measure required by NCQA, captured 
through administrative data and reported by NCQA-accredited health 
plans.  If a plan is not accredited or does not report HEDIS data than 
those plans would need to establish systems for monitoring 
compliance which has cost implications. In addition, HEDIS 
measures change so this would codify a measure that could be 
obsolete or changed in future years. 
 
Monitoring for documentation that the enrollee was offered an 
appointment at variance with this standard would require 
reporting from the providers or medical record review, which 
would be administratively burdensome and require costly 
tracking mechanisms. 
 
(D)  Ancillary and Other Provider Accessibility.  An appointment with 
ancillary and other providers shall include access to licensed or 
certified non-physician providers of covered services, including but 
not limited to the following services:   diagnostic and therapeutic 
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radiology and imaging; diagnostic laboratory; other diagnostic 
services; physical, speech and occupational therapy; home health; 
hospice; and durable medical equipment.  Access to ancillary and 
other provider services shall be appropriate for the enrollee’s health 
care needs and consistent with good professional practice.  Plans 
shall monitor for provider compliance with the following appointment 
waiting time standards for ancillary and other providers (excluding 
mental health care providers, hospitals and specialized plan 
providers), consistent with the standard of care appropriate for the 
enrollee’s needs: 
 
These standards appear to go beyond the requirements of the statute 
and should be deleted. 
 
In general, there is scant evidence on wait time indicators in the area 
of ancillary services and in particular diagnostic imaging. There 
needs to be evidence-based data to support prescriptive indicators in 
these types of setting. In addition, the proposed requirements do not 
take into consideration complex specialty imaging.  
 
An alternative would be for plans to establish average wait time 
indictors for high volume ancillary services as defined by the plan.  By 
targeting high volume ancillary service providers, enrollees will be 
better served and excessive wait times will be addressed. 
 
We suggest the following revised language for your consideration: 
Delete (D)(i) – (iv).   
New standard: Ancillary Service Provider Accessibility. An 
appointment with high volume ancillary service providers, as 
defined by the plan, shall be appropriate for the enrollee’s 
health care needs and consistent with good professional 
practice.   
 
(i)  For diagnostic imaging, diagnostic laboratory and other 
diagnostic testing and reports needed for urgent primary care 
and urgent specialty care:  within 24 hours. 
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Recommend deletion of (D)(i) – (iv). 
 
(ii)   For urgent ancillary and other provider care (including 
physical therapy, occupational therapy, speech therapy, and 
durable medical equipment): within 72 hours. 
 
Recommend deletion of (D)(i) – (iv). 
 
(iv)  For preventive ancillary and other provider care: within 22 
business days. 
 
Recommend deletion of (D)(i) – (iv).   In addition, we are 
unclear as to what would constitute a preventive ancillary and 
other provider care visit. 
 
(E)   Hospital Accessibility.  Waiting time standards for admission to 
hospitals shall be appropriate for the enrollee’s health care needs 
and consistent with good professional practice.  Full-service plans 
shall monitor for provider compliance with the following appointment 
waiting time standards for hospital care, consistent with the standard 
of care appropriate for the enrollee’s needs: 
 
These standards appear to go beyond the requirements of the statute 
and should be deleted. 
In general, there is scant evidence on wait time indicators in the area 
of hospital care. There needs to be evidence-based data to support 
these types of prescriptive indicators in this type of setting.  
An alternative would be to establish one standard for hospital 
services. 
We suggest the following revised language for your consideration: 
New standard: Appointment waiting time standards for 
hospital services shall be the shortest time appropriate for the 
nature of the enrollee’s condition, within the hospital’s capacity, 
and consistent with professionally recognized standards of 
practice. 
 
(i)   For urgent hospital care:  within 24 hours. 
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Recommend deletion of (E)(i) – (iii). We are unclear as to what 
would constitute urgent hospital care.   
 
(ii)  For urgent outpatient diagnostic imaging, outpatient 
diagnostic laboratory and other diagnostic testing needed for 
urgent primary care and urgent specialty care:  within 24 hours.
 
Recommend deletion of (E)(i) – (iii). 
 
(iii)  For routine hospital care including elective procedures, 
outpatient surgery, and outpatient procedures:  the shortest 
time appropriate for the nature of the enrollee’s condition, 
within the hospital’s capacity, and consistent with 
professionally recognized standards of practice, unless a 
longer time is necessary or clinically appropriate to the specific 
health care needs of the enrollee. 
 
Recommend deletion of (E)(i) – (iii). 
 
(ii)  For routine acupuncture care: within 12 business days. 
 
A more realistic and reasonable standards is within 14 
business days 
 
(iii) For preventive acupuncture care:  within 22 business days. 
 
A more realistic and reasonable standards is within 30 
business days 
 
(v)  For routine chiropractic care:  within 12 business days. 
 
A more realistic and reasonable standards is within 14 
business days 
 
(vi) For preventive chiropractic care:  within 22 business days. 
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A more realistic and reasonable standards is within 30 
business days 
(viii) For routine dental care:  within 36 business days. 
 
A more realistic and reasonable standards is within 42 
business days 
 
(ix)  For preventive dental care:  within 180 calendar days. 
 
A more realistic and reasonable standards is within 180 
business days 
 
(xi)  For routine vision care:  within 12 business days. 
 
A more realistic and reasonable standards is within 14 
business days 
 
(xii) For preventive vision care:  within 60 calendar days. 
 
A more realistic and reasonable standards is within 60 
business days 
 
(xiii) For urgent other specialized plan provider care:  within 72 
hours. 
 
Recommend deletion of this standard as it is arbitrary and 
ambiguous. 
 
(xiv) For routine other specialized plan provider care:  within 12 
business days. 
 
Recommend deletion of this standard as it is arbitrary and 
ambiguous. 
 
(xv)  For preventive other specialized plan provider care:  
within 50 business days. 
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Recommend deletion of this standard as it is arbitrary and 
ambiguous. 
 
(3)  Quality Assurance Standards for Timely Telephone Access.  All 
plans shall adopt quality assurance standards for timely telephone 
access.  If a telephone tree providing touch-tone options for selection 
by the caller is used, the telephone waiting time standards shall not 
be extended due to the telephone tree. 
 
This standard regarding a telephone tree providing touch-tone 
option for selection by the caller goes beyond the requirements 
of the statute and should be deleted. 
 
(iii)  If a plan requires prior authorization for any covered service, 
telephone waiting time for providers calling to request prior 
authorization shall not exceed: 
 
(I)  During plan office hours, within 5 minutes; and 
 
(II)  After plan office hours, within 15 minutes, which may be through 
any reasonable and responsive arrangement the plan may have for 
such calls after hours including an on-call medical director or an 
automated system to give providers authorization.   
 
This standard goes beyond the requirements of the statute and 
should be deleted.  There are electronic and fax processes for 
authorization requests which require a response within a 
prescribed timeframe. 

32-241 (4)  Quality Assurance for Office Waiting Time.  All plans shall 
establish quality assurance guidelines for office waiting time.  Except 
for delay caused by exigent or unforeseen circumstances (for 
example, a provider called to handle an urgent or emergent patient 
condition), a general office waiting time guideline shall be within 30 
minutes.  A rescheduled appointment may be offered with an 
explanation of the reason for the delay when excessive office waiting 
time is the result of exigent or unforeseen circumstances.  Plans shall 
not require providers to maintain records of office waiting times 

Accept in part:  The concerns stated in this comment are addressed by the deletion 
of office waiting time as an access indicator, and adding referral time as an access 
indicator.   
 
Decline in part:  The revisions are different than suggested by this comment. 
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unless the quantity of enrollee complaints indicates a substantial 
pattern of noncompliance with the 30-minute guideline by a provider 
or provider group and the plan includes such requirement as part of a 
corrective action plan for that provider or provider group. 
 
The language below goes beyond the requirements of the statute and 
should be deleted. Providers are responsible professionals and are 
able to explain to their patients the reason for a delay without having 
it imbedded in regulations. 
 
“A rescheduled appointment may be offered with an 
explanation of the reason for the delay when excessive office 
waiting time is the result of exigent or unforeseen 
circumstances. “ 

32-242 (5)  Enrollee Choice Regarding Appointment Time.  An appointment 
waiting time standard is met if an appointment is offered within the 
appointment waiting time standards of this subsection.  The 
appointment waiting time standards of this subsection are not 
intended to prohibit a provider from accepting the enrollee’s choice if 
the enrollee declines the offered timely appointment time and 
requests an appointment at a later time.  
 
The language goes beyond the requirements of the statute and 
should be deleted. Providers are responsible professionals and 
are able to manage appointment requests without having the 
requirement imbedded in regulations. 
 
(6)  Appointment Changes or Cancellations.  The quality assurance 
standards specified in this subsection are not intended to prohibit a 
provider from canceling or changing an appointment to address 
exigent scheduling needs.  Plans shall have effective systems in 
place: 
 
This language goes beyond the requirements of the statute 
and should be deleted. These types of processes are 
imbedded in a provider’s scheduling processes and are 
therefore unnecessary. 

Accept in Part: The concerns reflected in this comment have been addressed by the 
revised text at subsections (c), (d) and (e).  
 
Decline in Part: The revisions made to address the concerns are different than 
those suggested by this comment. The public comments received by the 
Department reflect that increasing the number and scope of the prescriptive 
requirements contained in prior versions has been ineffective to resolve the 
concerns regarding unintended consequences, and with each revision of the 
prescriptive requirements, new concerns regarding additional unintended 
consequences were generated.  The Department has decided that it is not a 
workable approach to include in the regulation text every specific time elapsed 
standard for each of the access indicators set forth in Section 1367.03 that could 
apply in the multitude of geographic circumstances, operational variations, and 
health care conditions affecting plans, providers, and enrollees.  Instead, the 
Department has determined that the appropriate place for the specific time elapsed 
standards to be established and documented is in each plan’s internal written 
policies and procedures, developed in accordance with the performance standards 
established by this revised proposed regulation. 
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(A)  To ensure the enrollee is offered a replacement 
appointment in a timely fashion appropriate for the nature of 
the enrollee’s condition, 
 
The language below goes beyond the requirements of the 
statute and should be deleted. Providers are responsible 
professionals and are able to manage appointment requests 
without having the requirement imbedded in regulations. 
 
(B)  To avoid repetitive cancellations, 
 
The language below goes beyond the requirements of the 
statute and should be deleted. Providers are responsible 
professionals and are able to manage appointment requests 
without having the requirement imbedded in regulations. 
 
(C)  To provide prompt advance notice of the change or 
cancellation to the enrollee, and 
 
The language below goes beyond the requirements of the 
statute and should be deleted. Providers are responsible 
professionals and are able to manage appointment requests 
without having the requirement imbedded in regulations. 
 
(D)  To ensure consistency with the objectives of Section 
1367.03 and this section. 
 
The language below goes beyond the requirements of the 
statute and should be deleted. Providers are responsible 
professionals and are able to manage appointment requests 
without having the requirement imbedded in regulations. 
 
(7)  Follow-up or Standing Appointments.  The appointment waiting 
time standards specified in this subsection, do not apply when good 
clinical practice for scheduling follow-up, recurring or standing 
appointments allows for longer appointment waiting times for 
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enrollees who need ongoing follow-up or periodic health care 
services.  
 
This language goes beyond the requirements of the statute 
and should be deleted. These types of processes are 
imbedded in a provider’s scheduling processes and are 
therefore unnecessary. 
 
(8)  Enrollee Requests for Specific Specialists.  The appointment 
waiting time standards of this section shall not apply when an 
enrollee prefers to wait longer to see the specialist of his or her 
choice.  When the plan becomes aware that the appointment waiting 
time for a specialist exceeds the timely access standards of this 
subsection due to enrollee choice of specialist, then the plan shall 
timely inform both the enrollee who is requesting referral to the 
selected specialist, and where applicable, the enrollee’s referring 
physician, of the availability of a timely appointment with another 
plan-contracted provider of comparable specialty.  Informing the 
enrollee may be delegated to the referring or specialist provider or 
provider group. 
 
This language goes beyond the requirements of the statute 
and should be deleted. 
 
(9) Offering Appointments with Alternate Providers.  When a plan 
becomes aware that a specific enrollee’s appointment waiting time for 
a provider exceeds the standards of subsection (c)(2) or alternative 
standards as approved by the Department, the plan shall assist the 
enrollee or the enrollee’s referring provider in obtaining a timely 
appointment with another geographically accessible provider of 
equivalent specialty appropriate for the enrollee’s condition, or 
provide the names of plan providers able to offer a timely 
appointment, which may include:  (i) another plan-contracted 
provider, or (ii) a non-contracted provider, with the enrollee’s financial 
responsibility (including financial responsibility to the plan and the 
provider) being limited to applicable copayments, coinsurance and/or 
deductibles that would apply had the enrollee seen a plan-contracted 
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provider. 
 
Plan should make reasonable effort when medically indicated to 
arrange for an alternative provider. 
 
We suggest the following revised language for your consideration: 
Offering Appointments with Alternate Providers.  When a plan 
becomes aware that a specific enrollee’s appointment waiting 
time for a provider exceeds the standards of subsection (c)(2) 
or alternative standards as approved by the Department, and it 
is medically indicated, the plan shall offer the enrollee a timely 
appointment with another geographically accessible provider of 
equivalent specialty., or the names of plan providers able to 
offer a timely appointment, which may include:  (i) another 
plan-contracted provider, or (ii) a non-contracted provider, with 
the enrollee’s financial responsibility (including financial 
responsibility to the plan and the provider) being limited to 
applicable copayments, coinsurance and/or deductibles that 
would apply had the enrollee seen a plan-contracted provider. 

32-243 (1)  Methodology and Timing of Monitoring.   Each plan’s timely 
access monitoring system shall focus upon identifying any patterns of 
noncompliance and egregious episodes of noncompliance.  The plan 
shall demonstrate a valid and reliable methodology that assures the 
integrity of the reported monitoring results, and considers enrollee 
mix selection, sample size and statistical validity.   The frequency and 
timing of the plan’s monitoring shall be sufficient to enable the plan to 
form sound conclusions regarding compliance, substantial 
compliance, and noncompliance with the timely access standards by 
the plan’s contracting providers.  No plan shall require a contracting 
health care provider or provider group to maintain log books 
recording appointment waiting times, office waiting times and 
telephone waiting times for all enrollees served by the provider or 
provider group.  A plan shall not be subject to enforcement action due 
to isolated episodes of noncompliance, absent egregious 
circumstances. 
 
We request that the language which disallows a plan the option 

Accept in Part: The concerns reflected in this comment have been addressed by the 
revised text at subsections (c), (d) and (e).  
 
Decline in Part: The revisions made to address the concerns are different than 
those suggested by this comment. The public comments received by the 
Department reflect that increasing the number and scope of the prescriptive 
requirements contained in prior versions has been ineffective to resolve the 
concerns regarding unintended consequences, and with each revision of the 
prescriptive requirements, new concerns regarding additional unintended 
consequences were generated.  The Department has decided that it is not a 
workable approach to include in the regulation text every specific time elapsed 
standard for each of the access indicators set forth in Section 1367.03 that could 
apply in the multitude of geographic circumstances, operational variations, and 
health care conditions affecting plans, providers, and enrollees.  Instead, the 
Department has determined that the appropriate place for the specific time elapsed 
standards to be established and documented is in each plan’s internal written 
policies and procedures, developed in accordance with the performance standards 
established by this revised proposed regulation. 
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of requiring the contracting health care provider to maintain log 
books, recording appointment waiting times, office waiting 
times and telephone waiting times for enrollees served by the 
provider or provider group be deleted.  Plans need the flexibility 
for adoption of tools or methods to better manage wait times 
and if the best method requires a form of record keeping them 
this should not be prohibited. 

 

32-244 (E)  For full-service plans, survey of disenrolled persons (excluding 
persons disenrolled due to group contract termination and termination 
of enrollee eligibility) to determine whether lack of timely access was 
a reason for disenrollment. 
 
Doing disenrollment surveys of individual plan members would 
only reflect data for a very small segment of the market and 
would gather data that is un-actionable.  We request that this 
language be deleted. 

Accept.  This provision has been deleted. 

32-245 (3)  For providers operating on an Advanced Access basis or an open 
access basis, the plan shall monitor and confirm, on an annual basis, 
that those providers continue to maintain an effective Advanced 
Access or open access appointment system.  Such verification shall 
be sufficient to enable the plan to reasonably conclude that the 
providers are operating on an Advanced Access basis or an open 
access basis, and may include: 
 
Non-anonymous telephone surveys of providers’ offices; or 
Anonymous (secret shopper) telephone audits of providers’ offices. 
 
If providers are not required to or do not have mechanisms in 
place to capture information to show compliance with plans 
standards then this type of monitoring will be ineffective.  Once 
the providers understand the monitoring mechanisms then 
canned response may be given to the entity conducting the 
survey in order to receive a passing score.   
 
(4)  For providers not operating on an Advanced Access basis or an 
open access basis, the plan’s monitoring system shall include non-
anonymous telephone surveys of providers at least annually, as 

Accept in Part: The concerns reflected in this comment have been addressed by the 
revised text at subsections (c), (d) and (e).  
 
Decline in Part: The revisions made to address the concerns are different than 
those suggested by this comment. The public comments received by the 
Department reflect that increasing the number and scope of the prescriptive 
requirements contained in prior versions has been ineffective to resolve the 
concerns regarding unintended consequences, and with each revision of the 
prescriptive requirements, new concerns regarding additional unintended 
consequences were generated.  The Department has decided that it is not a 
workable approach to include in the regulation text every specific time elapsed 
standard for each of the access indicators set forth in Section 1367.03 that could 
apply in the multitude of geographic circumstances, operational variations, and 
health care conditions affecting plans, providers, and enrollees.  Instead, the 
Department has determined that the appropriate place for the specific time elapsed 
standards to be established and documented is in each plan’s internal written 
policies and procedures, developed in accordance with the performance standards 
established by this revised proposed regulation. 
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follows: 
 
If providers are not required to or do not have mechanisms in place to 
capture information to show compliance with plans standards then 
this type of monitoring will be ineffective.  Once the providers 
understand the monitoring mechanisms then canned response may 
be given to the entity conducting the survey in order to receive a 
passing score.   
 
Prescribing a survey methodology and questions goes beyond 
the requirements of the statute and should be deleted. 
 
(g)  Plan’s Corrective Action.   As soon as feasible, plans shall 
correct patterns of noncompliance and egregious episodes of 
noncompliance with the standards adopted in accordance with this 
section.  Except for subsection (j)(1)(where a corrective action plan is 
an element of the substantial compliance), a corrective action plan is 
not required if the plan demonstrates substantial compliance in 
accordance with subsection (j).  If the pattern or egregious episode of 
noncompliance is not corrected within 60 days of identifying the 
deficiency(ies), the plan shall file a corrective action plan with the 
Department not later than the 60th day and correct the pattern or 
egregious episode of noncompliance within 120 days of identifying 
the deficiency(ies).  The corrective action plan shall contain provision 
for monitoring the effectiveness of the corrective action.  The 
corrective action plan shall be verified by an officer authorized to act 
on behalf of the plan but shall not be filed as an amendment to the 
plan application. 
 
The timeframe for correcting deficiencies should be realistic but not 
micromanaged.  For example if a individual provider is out of 
compliance with office wait times and the deficiency has not been 
corrected within 60 days then the plan would be required to file a 
corrective action plan.  Alternatively, if the plan needs to increase the 
number of plan-contracted providers in an effected services area and 
needs to complete the credentialing process or there may be a lack 
of available providers in a particular specialty in a geographic area.  
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This may require more than 60 days to complete.   
 
Plans should be required to correct deficiencies within a 
reasonable time but this process should not be micromanaged 
by the department. 
 
(F)  Increase the number of enrollees referred to available non-
contracting providers in the affected service area to achieve 
compliance with timely access standards, with the enrollee’s financial 
responsibility being limited to applicable copayments, coinsurance 
and/or deductibles that would apply had the enrollee seen plan-
contracted providers. 
 
This is an onerous remedy for a corrective action.  If we have a 
provider that is unable to comply then we may be able to re-assign 
the enrollee to another “contracted providers” in the service area but 
should not be required to refer enrollees to non-contracted providers.  
 
Transaction systems may not be able to pay claims to non-
contracted providers and apply the contracted level of enrollee 
benefits.  This will result in increased enrollee billing issues. 

32-246 (h)  Compliance and Implementation.  Not later than one year after 
the effective date of this section:  all plans shall be in compliance with 
Section 1367.03 and this section; and each plan shall file the 
following as an amendment to the plan’s license application. 
 
This language goes beyond the requirements of the statute 
and should be simplified. 
 
(i)  Annual Compliance Report.  By March 31 of the first full year 
following the effective date of this section and by March 31 of each 
year thereafter, each plan shall file a verified timely access 
compliance report as an amendment to the plan’s license application, 
which shall contain: 
 
This language is overly prescriptive and needs to be simplified. 

Accept in part:  The issues stated in this comment  are addressed by revised 
subsection (e). 
 
Decline in part:  The filing and reporting requirements are retained.  §1367.03 
requires an annual report from the plans. 

32-247 (4)  For full-service plans, the number and percentage of the plan’s Accept in Part:  The concerns stated regarding confusion generated by the 
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contracting primary care physicians and specialty care physicians 
using an Advanced Access or an open access appointment system.  
For purposes of Advanced Access or open access in this subsection, 
each provider in a provider group is a separate provider and each 
facility (for example, a hospital or freestanding surgery center) is a 
separate provider. 
 
This requirement is ambiguous and would be costly. The 
example includes facilities – is the intent to capture the number 
and percentage of contracted PCPs and specialty care 
physicians using same-day access appointment systems or all 
types of providers?    
 
(5)  A description of the implementation and use by the plan and its 
contracting providers of triage, telemedicine, and health information 
technology to provide timely access to care. 
 
This language goes beyond the requirements of the statute and 
should be deleted. Plans may elect to capture this type of data but it 
is unclear how the department would utilize this information to 
evaluate a plans compliance with timely access requirements. 
 
Overall, the research literature in telehealth suggests that it has 
the potential to improve health services delivery while 
maintaining patient health outcomes, but that its cost-
effectiveness and implementability have yet to be clearly 
demonstrated. 

definitions of open access and advanced access, the prescriptive detailed 
provisions regarding differential monitoring, and how a plan may demonstrate 
compliance through use of advanced and/or open access, are addressed by 
revisions to subsection (b)(1), (d)(1), (d)(4) and (d)(5).  The revised text clarifies that 
plans must ensure timely access in accordance with subsection (d)(1), and that they 
may meet the requirements for establishing specific time elapsed standards where 
they can demonstrate that the plan is providing or has arranged for the provision of 
advanced access to appointments as defined at subsection (b)(1).  Plans that 
cannot demonstrate advanced access to appointments, must provide or arrange for 
the provision of telephone screening or triage as described at subsection (d)(5).  
The Department recognizes that many plans will likely have a mixed approach 
depending on variations in their administrative operations, types of provider 
networks, etc.  A plan may demonstrate advanced access for portions of its provider 
network, with other portions having established triage and screening systems, e.g. 
large medical groups with sophisticated administrative support mechanisms already 
in place, and other portions of the provider network for which the plan may need to 
establish or contract for telephone triage services.  The revised regulation provides 
performance standards and the optimum flexibility for plans to identify the least 
burdensome approach to demonstrate compliance with the performance standard.   
The revised text has also been simplified to eliminate the multiple definitions for 
advanced access, open access, and same day access, so that there is a single, 
definitive definition for the mechanism that will serve as the “safe harbor” for a plan’s 
time elapsed access standards.   
 
Decline in Part: The revisions made to address the stated concerns are different 
than those suggested by this comment.  
 

32-248 (6)  A summary of enrollee grievances received during the prior 
calendar year, regarding timely access. 
 
Plans will require more detail regarding reporting requirements 
as system enhancements may be needed to capture the 
required data.  If the Department intends to report the summary 
data then the methodology will need to be consistent to allow 
for comparison amongst plans.  

Accept in Part: The concerns reflected in this comment have been addressed by the 
revised text at subsections (c), (d) and (e).  
 
Decline in Part: The revisions made to address the concerns are different than 
those suggested by this comment. The public comments received by the 
Department reflect that increasing the number and scope of the prescriptive 
requirements contained in prior versions has been ineffective to resolve the 
concerns regarding unintended consequences, and with each revision of the 
prescriptive requirements, new concerns regarding additional unintended 
consequences were generated.  The Department has decided that it is not a 
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workable approach to include in the regulation text every specific time elapsed 
standard for each of the access indicators set forth in Section 1367.03 that could 
apply in the multitude of geographic circumstances, operational variations, and 
health care conditions affecting plans, providers, and enrollees.  Instead, the 
Department has determined that the appropriate place for the specific time elapsed 
standards to be established and documented is in each plan’s internal written 
policies and procedures, developed in accordance with the performance standards 
established by this revised proposed regulation. 
 

32-249 (j)  Substantial Compliance.  Except as described in Section 
1367.03(g)(3)(A) & (B), a plan will be in compliance with the timely 
access standards set forth in subsections (c)(2), (c)(3) and (c)(4) and 
not subject to enforcement action for patterns of noncompliance if the 
plan demonstrates that it is in substantial compliance with those 
subsections.  For purposes of this section and for plans not able to 
achieve compliance in one or more parts of the plan’s network, a plan 
may achieve “substantial compliance” for the specific part of the 
plan’s network by completing any of the following and documenting 
such substantial compliance in the plan’s annual compliance report: 
 
This language goes beyond the requirements of the statute and 
should be deleted. 
 
Plans should be allowed to set goals to which performance is 
measured against.  Full compliance assumes 100%, which is 
not appropriate or realistic.  A plan may create an internal 
performance target based on a clear rationale. The target 
should be something that a plan strives for, but may not 
necessarily reach. Failure of a plan to attain the stated 
performance target for a required standard should not result in 
negative consequences as long as there is evidence of 
continued improvement.  
 
(C)  Measures the plan is planning or has taken to achieve timely 
access in spite of the shortage of providers, for example, by 
implementing or encouraging the implementation of telemedicine.   
 

Accept in Part: The concerns reflected in this comment have been addressed by the 
revised text at subsections (c), (d) and (e).  
 
Decline in Part: The revisions made to address the concerns are different than 
those suggested by this comment. The public comments received by the 
Department reflect that increasing the number and scope of the prescriptive 
requirements contained in prior versions has been ineffective to resolve the 
concerns regarding unintended consequences, and with each revision of the 
prescriptive requirements, new concerns regarding additional unintended 
consequences were generated.  The Department has decided that it is not a 
workable approach to include in the regulation text every specific time elapsed 
standard for each of the access indicators set forth in Section 1367.03 that could 
apply in the multitude of geographic circumstances, operational variations, and 
health care conditions affecting plans, providers, and enrollees.  Instead, the 
Department has determined that the appropriate place for the specific time elapsed 
standards to be established and documented is in each plan’s internal written 
policies and procedures, developed in accordance with the performance standards 
established by this revised proposed regulation. 
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Overall, the research literature in telehealth suggests that it has 
the potential to improve health services delivery while 
maintaining patient health outcomes, but that its cost-
effectiveness and implement ability have yet to be clearly 
demonstrated. 
 
(4)  Percentage Compliance. 
 
This language goes beyond the requirements of the statute 
and should be deleted. 
 
(B)  For Full-Service Plans.  A full-service plan will be in 
substantial compliance if the percentage as specified below of 
total number of providers in the plan’s network have 
appointment waiting times not longer than the appointment 
waiting time standards for the following (or an alternative 
standard approved in accordance with subsection (d)): 
 
This language goes beyond the requirements of the statute 
and should be deleted. 

32-250 (C)  For Specialized Service Plans.  A specialized service plan 
will be in substantial compliance if the percentage as specified 
below of total number of providers in the plan’s network have 
appointment waiting times not longer than the appointment 
waiting time standards (specified in subsections (c)(2)(C) and 
(F)) for the following as applicable (or an alternative standard 
approved in accordance with subsection (d)): 
 
This language goes beyond the requirements of the statute 
and should be deleted. 

Accept: in Part: The stated concerns have been addressed by deleting the 
requirements applicable to specialized plans. 
 
Decline in Part: The concerns are addressed by revisions different than those 
suggested in this comment. 
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32-251 
 

(D)  Percentages Qualifying for Substantial Compliance. 
 
This language goes beyond the requirements of the statute 
and should be deleted. 
(1)  Advanced Access or Open Access.  Where a plan has filed 
verified documentation sufficient to demonstrate that 50% or more of 
the plan’s contracting providers are operating on an Advanced 
Access appointment system or an open access appointment system, 
the plan’s annual compliance report for the immediately succeeding 
year need not include the information required by subsection (i)(2), 
(5) and (9), except for plan contracting providers that are not 
operating with an Advanced Access or an open access appointment 
system.  
 
This language goes beyond the requirements of the statute 
and should be deleted.  Research literature suggests that an 
Advanced or Open Access approach has the potential to 
improve access but this approach is still in developed and 
being validated. 
(2)  Demonstrated Compliance With Standards.  When a plan has 
filed verified documentation sufficient to demonstrate full compliance 
across its entire network with the timely access requirements of 
Section 1367.03 and of this section including applicable substantial 
compliance, the plan’s annual compliance report for the immediately 
succeeding year need not include the information required by 
subsection (i)(2), (5) and (9). 
 
This language goes beyond the requirements of the statute 
and should be deleted. 
(3)  Telemedicine to Improve Timely Access.  If a plan has filed 
verified documentation to the satisfaction of the Department that the 
plan has implemented or made a significant contribution toward 
implementing telemedicine to provide timely access in a provider 
shortage area, by including but not limited to, providing technical 
support, telemedicine equipment, staffing and/or training, the plan’s 
annual compliance report for the immediately succeeding year need 
not include the information required by subsection (i)(2), (5) and (9) 
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as to the specific service area where the telemedicine is 
implemented. 
 
This language goes beyond the requirements of the statute and 
should be deleted. 
 
Overall, the research literature in telehealth suggests that it has 
the potential to improve health services delivery while 
maintaining patient health outcomes, but that its cost-
effectiveness and implement ability have yet to be clearly 
demonstrated. 
 
(4)  Health Information Technology to Improve Timely Access.  If a 
plan has filed verified documentation to the satisfaction of the 
Department that the plan has implemented health information 
technology with its contracting providers, including but not limited to, 
electronic medical records and compatible software, electronic 
access to laboratory results, electronic prescriptions to pharmacies, 
radiologic imaging results, pathologic reports, and/or other test and 
medical reports including specialist consultant reports, to achieve 
compliance with the timely access standards of this section, the 
plan’s annual compliance report for the immediately succeeding year 
need not include the information required by subsections (i)(2), (5)  
and (9) as to the specific service area where timely access 
compliance was achieved with the support of health information 
technology. 
 
This language goes beyond the requirements of the statute 
and should be deleted. 
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32-252 1. Statistically valid survey sampling. Providers may be surveyed 
by using a statistically valid random method of sample selection and 
a determination of provider category compliance. The following 
method may be used or another method may be used if approved by 
the Department. 
 
This language goes beyond the requirements of the statute 
and should be deleted. 

Accept in Part: The concerns reflected in this comment have been addressed by the 
revised text at subsections (c), (d) and (e).  
 
Decline in Part: The revisions made to address the concerns are different than 
those suggested by this comment. The public comments received by the 
Department reflect that increasing the number and scope of the prescriptive 
requirements contained in prior versions has been ineffective to resolve the 
concerns regarding unintended consequences, and with each revision of the 
prescriptive requirements, new concerns regarding additional unintended 
consequences were generated.  The Department has decided that it is not a 
workable approach to include in the regulation text every specific time elapsed 
standard for each of the access indicators set forth in Section 1367.03 that could 
apply in the multitude of geographic circumstances, operational variations, and 
health care conditions affecting plans, providers, and enrollees.  Instead, the 
Department has determined that the appropriate place for the specific time elapsed 
standards to be established and documented is in each plan’s internal written 
policies and procedures, developed in accordance with the performance standards 
established by this revised proposed regulation. 
 

33-253  
Accept: in Part: The stated concerns have been addressed by deleting the 
requirements applicable to specialized plans. 
 
Decline in Part: The concerns are addressed by revisions different than those 
suggested in this comment.  
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34-254 On behalf of the California Association of Health Plans (CAHP), I am 
providing you with our comments on the proposed regulations 
referenced above regarding timely access to care. These comments 
represent the consensus of our 39 member plans, which provide care 
for 21 million Californians. We also reiterate the comments and 
support the individual letters submitted by member health plans. 
 
Despite the changes made since the first comment period, 
CAHP continues to be seriously concerned that the 
Department is taking the wrong approach with these 
regulations.  The proposed regulations go beyond the scope of 
statutory authority, and attempt to force timely access by 
utilizing rigid time-elapsed standards and an overly complex 
compliance and corrective action framework.  CAHP does not 
believe that this approach will result in more timely access to 
care, but instead will wreak havoc on the health care delivery 
system and drive up the cost of health care.  
 
While Health and Safety Code Section 1367.03 requires the 
Department to adopt regulations to ensure that enrollees have 
access to care in a timely manner, the Legislature gave the 

Accept in Part: The concerns reflected in this comment have been addressed by the 
revised text at subsections (c), (d) and (e).  
 
Decline in Part: The revisions made to address the concerns are different than 
those suggested by this comment. The public comments received by the 
Department reflect that increasing the number and scope of the prescriptive 
requirements contained in prior versions has been ineffective to resolve the 
concerns regarding unintended consequences, and with each revision of the 
prescriptive requirements, new concerns regarding additional unintended 
consequences were generated.  The Department has decided that it is not a 
workable approach to include in the regulation text every specific time elapsed 
standard for each of the access indicators set forth in Section 1367.03 that could 
apply in the multitude of geographic circumstances, operational variations, and 
health care conditions affecting plans, providers, and enrollees.  Instead, the 
Department has determined that the appropriate place for the specific time elapsed 
standards to be established and documented is in each plan’s internal written 
policies and procedures, developed in accordance with the performance standards 
established by this revised proposed regulation. 
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Department great latitude in how to approach these 
regulations.  Since AB 2179 was enacted into law, CAHP, 
individual member plans and other stakeholders have offered 
the Department a variety of alternative approaches (these 
suggestions are detailed in Attachment A), yet the Department 
continuously rejects any proposal that does not include (and 
some that do) time-elapsed standards.  CAHP believes the 
Department’s reading of Section 1367.03 is inherently flawed, 
and in its effort to achieve time-elapsed standards at any cost, 
the Department will trigger a host of unintended consequences.
 
Even after two public hearings within the current rulemaking 
process, it is not clear under what circumstances timely access 
is a problem for consumers.  The Department’s own data 
indicate that access is not an issue that receives many 
complaints.  In 2006, the Department received 193 formal 
complaints concerning access from a population of over 20 
million patients. (California Department of Managed Health 
Care 2006 Complaint Results by Category and Health Plan)  
These figures suggest that the Department does not need a 
heavy-handed regulatory approach.  Further, while some 
stakeholder groups have suggested that not all complaints 
have been received by the Department, there is nothing within 
the public record that supports such an assertion. However, the 
Department has proposed over 20 pages of prescriptive 
requirements. 
 
Governor Schwarzenegger has repeatedly spoken of his goal 
to provide affordable health care to every Californian, and has 
convened a Special Session of the Legislature to address 
health care reform.  The prescriptive nature of these 
regulations will only exacerbate any issues with access, 
especially as more patients enter the system under health care 
reform.  We urge the Department to support the Governor’s 
efforts by narrowly tailoring its regulations to Section 1367.03, 
or by withdrawing the regulation and convening a forum where 
all stakeholders can come together to first identify the areas 
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where access is a problem, and then develop an appropriate 
approach. 
 
With very few exceptions, the comments expressed in CAHP’s 
March 2007 comment letter still apply to the regulation as 
drafted.  CAHP hereby reiterates its previously submitted 
comments. 

34-255 1)  The Regulations Exceed the Authority Granted By Statute  
California Government Code Section 11342.1 requires that “[e]ach 
regulation adopted, to be effective, shall be within the scope of 
authority conferred…”  To be valid, the regulation must be 
“reasonably necessary to effectuate the purpose of the statute.”  
Government Code § 11342.2  The Department cannot “enlarge the 
terms of a legislative enactment” and “a regulation which impairs the 
scope of a statute must be declared void.” Bearden v. Borax, Inc., 
138 Cal. App. 4th 429 at 436 (2006) 
 
The proposed regulation exceeds the authority granted in 
Section 1367.03.  CAHP believes that the enlarged the scope 
of the regulation will directly cause less access to care, which 
is in stark contradiction to the very purpose of the enabling 
statute. 
 
1)  The Department Fails to Follow Legislative Direction 
for the Promulgation of the Regulations.  Section 1367.03 
requires the Department, in developing the regulations, to 
consider various issues relating to the standards created for 
timeliness of access.  Section 1367.03(b)(1) requires the 
Department to consider the clinical appropriateness of the 
standard.  At the September 18, 2007 public hearing, provider 
after provider testified that setting rigid time-elapsed standards 
in the regulations is neither clinically appropriate nor evidence 
based, and will interfere with the providers’ ability to utilize 
sound judgment for each individual patient’s circumstances.  
Based on overwhelming evidence that time-elapsed standards 
are not considered clinically appropriate by the provider 
community, the Department should reject them, as expressly 

Accept in Part: The concerns reflected in this comment have been addressed by the 
revised text at subsections (c), (d) and (e).  
 
Decline in Part: The revisions made to address the concerns are different than 
those suggested by this comment. The public comments received by the 
Department reflect that increasing the number and scope of the prescriptive 
requirements contained in prior versions has been ineffective to resolve the 
concerns regarding unintended consequences, and with each revision of the 
prescriptive requirements, new concerns regarding additional unintended 
consequences were generated.  The Department has decided that it is not a 
workable approach to include in the regulation text every specific time elapsed 
standard for each of the access indicators set forth in Section 1367.03 that could 
apply in the multitude of geographic circumstances, operational variations, and 
health care conditions affecting plans, providers, and enrollees.  Instead, the 
Department has determined that the appropriate place for the specific time elapsed 
standards to be established and documented is in each plan’s internal written 
policies and procedures, developed in accordance with the performance standards 
established by this revised proposed regulation. 
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permitted by the Legislature in Section 1367.03(c).   
 
Section 1367.03(b)(2) requires consideration of the nature of the 
specialty.  The proposed regulations “one-size-fits-all” approach does 
not take into consideration the nature of the specialty, but requires all 
specialists to adhere to the same timeframes.   
 
Section 1367.03(e) requires the Department to consider requirements 
under nationally recognized accrediting organizations, and 
professional organizations.   However, the Department has 
consistently ignored that the National Committee for Quality 
Assurance (NCQA), the most nationally recognized and accepted 
quality assurance agency, does not utilize time-elapsed standards.  
The Department has rejected the use of NCQA’s standards and other 
organizations survey tools that are widely used today, as inadequate 
for monitoring compliance, and requires plans to utilize complex 
provider survey processes.  In addition, relevant professional 
associations - the California Medical Association, the California 
Hospital Association, the California Dental Association and the 
California Association of Physician Groups – all have rejected the use 
of time-elapsed standards, and oppose the proposed regulations. 
 
2)  The Department’s regulation exceeds the scope of Section 
1367.03.  As expressed to the Department in our previous comment 
letter, Section 1367.03(a) of the Health and Safety Code requires the 
Department to develop indicators of timeliness, and cites as 
examples wait times for appointments, timeliness of referrals and 
other services in an episode of illness and wait times to speak to a 
physician or nurse when a patient is in need of care. The sample 
indicators deal only with physicians and nurses, and speak to 
“needed health care” and standards “concerning the availability of 
primary care physicians, specialty physicians, hospital care, and 
other health care.” The language and examples demonstrated that 
the Legislature wanted the Department to focus on situations in which 
enrollees needed timely access to physician care, and to focus on 
those sentinel events in the medical care system that would serve as 
key indicators—but not to measure every single type of encounter or 
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communication.  However, the regulations prescribes specific 
timeframes for appointments and communications relating to mental 
health care, ancillary care, physical and occupational therapies and 
care provided by specialized plans, dental care, chiropractic, 
acupuncture, optometric and other types of care.  The providers of 
these services were not included in the statute.  Had the Legislature 
intended the Department to develop waiting time standards for non-
physician providers, it would not have explicitly limited the language 
of the bill to physicians only.   
 
CAHP continues to suggest limiting the scope of the 
regulations to be narrowly tailored to the statutory 
requirements.   
 
3)  The proposed regulation is contrary to the Knox-Keene Act.  
A fundamental principle of managed care, which is the 
foundation for the Knox-Keene Act, is the ability to manage the 
cost of care by utilizing networks of providers.  The proposed 
regulation requires plans to utilize non-contracting providers 
when an enrollee cannot obtain care within the arbitrary 
timelines set by regulation regardless of clinical 
appropriateness or the nature of the specialty needed.  This 
requirement creates a disincentive for providers in high 
demand specialties or rural areas to contract with the plan 
because they will be able to ensure a higher reimbursement 
rate by not contracting with the plans.  This provision will 
unravel the plans’ networks and their ability to appropriately 
manage the cost of care.  The regulation also contemplates 
that plans are responsible for recruiting providers to establish 
an adequate supply to meet the standards set in the 
regulations.  There is no basis for this requirement in existing 
law and the Department is exceeding its authority to create any 
such standard. 

34-256 B) Proposed Regulations Could Result in Unintended 
Consequences  
 
CAHP believes that the Department’s current prescriptive approach 

Accept in Part: The concerns reflected in this comment have been addressed by the 
revised text at subsections (c), (d) and (e).  
 
Decline in Part: The revisions made to address the concerns are different than 
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to the regulations will result in a number of unintended 
consequences.   
 
Physician Exodus – The Department received testimony that there 
is a physician shortage in California, especially in primary care and 
certain specialties.  Imposing more regulatory burdens on providers 
will result in more physicians choosing to leave California, refusing to 
contract, refusing to accept HMO patients or refusing insurance 
coverage altogether, some even setting up “concierge” practices that 
cater solely to the affluent. Physicians and other providers are 
extremely unhappy with existing administrative requirements and 
intrusions imposed by plans as a result of regulatory requirements. 
These regulations would only exacerbate these tensions. These 
regulations could have the unintended consequence of forcing 
medical groups to close their practices to new patients because they 
cannot serve them within the time standards, or give a higher priority 
to health plan patients when other patients are in greater need.  
 
Plans Withdrawing from Geographic Areas – Rather than attempt 
to meet artificial time standards, plans may choose to withdraw from 
those geographic areas where they have the most difficulty 
contracting with providers.  This will result in enrollees in rural areas 
having a more difficult time getting timely access to care and less 
choice of providers.   
 
Less Access – Especially for Underserved – The proposed 
regulation contains numerous requirements that intrude on providers’ 
ability to best manage their patient load.  Time standards for 
appointments, waiting times, telephone access, same-day access – 
providers will need to be more judicious on the patients they accept.  
Medi-Cal is under-funded and providers serving the Medi-Cal 
population are already inadequately reimbursed.  These regulations 
serve as a strong disincentive for providers to continue to serve the 
populations that pay the least.   
 

those suggested by this comment. The public comments received by the 
Department reflect that increasing the number and scope of the prescriptive 
requirements contained in prior versions has been ineffective to resolve the 
concerns regarding unintended consequences, and with each revision of the 
prescriptive requirements, new concerns regarding additional unintended 
consequences were generated.  The Department has decided that it is not a 
workable approach to include in the regulation text every specific time elapsed 
standard for each of the access indicators set forth in Section 1367.03 that could 
apply in the multitude of geographic circumstances, operational variations, and 
health care conditions affecting plans, providers, and enrollees.  Instead, the 
Department has determined that the appropriate place for the specific time elapsed 
standards to be established and documented is in each plan’s internal written 
policies and procedures, developed in accordance with the performance standards 
established by this revised proposed regulation. 
 

34-257 3) Proposed Regulations Would Be Extremely Costly with No 
Corresponding Benefit 
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The costs and burdens that would be involved in monitoring the 
extensive standards set forth in the regulations would be prohibitive 
and would not equal the benefit provided.  A preliminary estimate of 
the administrative costs that will be incurred by CAHP’s member 
plans is $54 million.  One plan estimated that health plans will be 
forced to expand their provider networks to include higher-cost 
providers, particularly in rural areas, to meet the standards outlined in 
the regulations.  This plan calculated that payments to providers 
would immediately increase by over $20 million annually if it were 
forced to contract with out-of-network providers on their terms and in 
areas with a limited supply of providers.  Over time, payments would 
increase further due to the shift of negotiating power toward 
providers. 
 
In order to stay in business, plans will need to increase 
premiums, which would only exacerbate California’s 
affordability challenges.   

34-258 4) The Department Should Allow for Plan and Provider 
Innovation 
 
In the proposed regulations, the Department dictates every 
nuance - from time-elapsed standards, to what questions need 
to be asked on provider surveys.  This level of detail is not 
appropriate in a regulation.  Not only will it tie the Department’s 
hands as circumstances change in the future, but it does not 
allow for plan and provider innovation.  Plans are already trying 
to do what makes the most sense to serve the needs of their 
enrollees. The Department should set some general structure 
within the regulations, and let plans establish quality programs 
that meet those requirements and can measure improvements 
to care given to their members.  Allow plans flexibility in 
approaching timely access to care so they can adapt to meet 
the needs of their enrollees.  The Department should attempt 
to build on existing programs, rather than create a 
cumbersome, expensive new system. 

Accept in Part: The concerns reflected in this comment have been addressed by the 
revised text at subsections (c), (d) and (e).  
 
Decline in Part: The revisions made to address the concerns are different than 
those suggested by this comment. The public comments received by the 
Department reflect that increasing the number and scope of the prescriptive 
requirements contained in prior versions has been ineffective to resolve the 
concerns regarding unintended consequences, and with each revision of the 
prescriptive requirements, new concerns regarding additional unintended 
consequences were generated.  The Department has decided that it is not a 
workable approach to include in the regulation text every specific time elapsed 
standard for each of the access indicators set forth in Section 1367.03 that could 
apply in the multitude of geographic circumstances, operational variations, and 
health care conditions affecting plans, providers, and enrollees.  Instead, the 
Department has determined that the appropriate place for the specific time elapsed 
standards to be established and documented is in each plan’s internal written 
policies and procedures, developed in accordance with the performance standards 
established by this revised proposed regulation. 
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34-259 
 

Concerns with Specific Aspects of Regulations 
Below we outline our specific concerns with provisions of the 
regulations as they appear in the regulation (as opposed to priority 
order).  
 
1300.67.2.2 (a) (2):  “All plans shall have established and 
documented quality assurance systems and adequate provider 
network capacity to achieve timely access in accordance with 
this section.”  As discussed above, there is no requirement in 
the Knox-Keene Act that requires plans to build provider 
capacity to meet the arbitrary standards imposed by the 
regulation.  Delete “and adequate provider network capacity.”  
1300.67.2.2 (a) (2) (E):  Delete “Assessment of provider 
satisfaction with timely access to care.”  This requirement goes 
beyond the intent of the law as there is no requirement to 
assess providers, but rather to ensure timely access to care for 
enrollees which can be measured in multiple ways.  Provider 
surveys may be appropriate in certain cases, but certainly not 

Accept in Part: The concerns reflected in this comment have been addressed by the 
revised text at subsections (c), (d) and (e).  
 
Decline in Part: The revisions made to address the concerns are different than 
those suggested by this comment. The public comments received by the 
Department reflect that increasing the number and scope of the prescriptive 
requirements contained in prior versions has been ineffective to resolve the 
concerns regarding unintended consequences, and with each revision of the 
prescriptive requirements, new concerns regarding additional unintended 
consequences were generated.  The Department has decided that it is not a 
workable approach to include in the regulation text every specific time elapsed 
standard for each of the access indicators set forth in Section 1367.03 that could 
apply in the multitude of geographic circumstances, operational variations, and 
health care conditions affecting plans, providers, and enrollees.  Instead, the 
Department has determined that the appropriate place for the specific time elapsed 
standards to be established and documented is in each plan’s internal written 
policies and procedures, developed in accordance with the performance standards 
established by this revised proposed regulation. 
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 in all cases, for all specialties in all regions, or for all plans. 
1300.67.2.2. (b) Definitions.  Several of the definitions will 
have significant impact on provider groups because of existing 
categorizations used by provider groups. Some groups don’t 
distinguish between routine and preventive care, while others 
do. Some have a very narrow definition of urgent care, which 
would warrant a 24-hour access standard, while others have a 
more expansive definition of what constitutes an urgent 
condition, which suggests the existing 72-hour standard that is 
referenced in Section 1367.01. The statute clearly indicates 
that the Department is to consider the current utilization 
standards when evaluating access to care, and thus any 
standard must incorporate existing law, including the 72-hour 
period for reviewing urgently needed care that must be pre-
authorized.  A more flexible approach is needed to this aspect 
of the regulation. 
1300.37.2.2 (b)(2).  Appointment Waiting Time.  Appointment 
waiting time should be exclusive of the time required to authorize a 
service.  
1300.67.2.2 (b)(4). Office Waiting Time. Regulating office waiting 
time exceeds the scope of the statute and should be deleted from the 
proposed regulations. 
1300.67.2.2 (b)(6)  Preventive care. The regulations define 
preventive care as health care provided for prevention and early 
detection of disease or illness, injury or other health condition. 
 Preventive services are already defined in §1300.67(f) of Title 
28.  These regulations should not create a new definition of 
preventive care, but rather should reference the existing 
definition. 
1300.67.2.2 (c). Timely Access Program Requirements. The 
regulations include “office waiting time” in the list of programs 
to monitor timely access to care. Including office waiting time in 
this program not only exceeds the scope of the statute, but 
also exceeds what is reasonable for government to regulate. 
We ask that this be deleted. 
1300.67.2.2(c)(2)(A) – Primary Care Accessibility.  The 
Department changed the standards to business days.  This is 

 



Department of Managed Health Care 
 

TIMELY ACCESS TO HEALTH CARE SERVICES 
(2005-0203) 

RESPONSES TO COMMENTS 
Comment Period #2, July 16, 2007 – September 21, 2007 

 

 212

problematic for plans as it creates conflict with other measurement 
tools, including those by national accreditation programs and other 
governmental programs, which do not make a distinction between 
calendar or business days, such as satisfaction surveys.  Survey 
tools typically ask whether a member was able to obtain an 
appointment when they wanted or within XX days - so any 
appointment waiting time measurement should take into account that 
appointments may not be available on weekends.  
 
This comment applies to all sections that make this change.   
 
In addition, the regulation would establish a standard of 8 days 
for “routine primary care,” which is defined as care that is not 
urgent and not preventive. This definition encompasses a very 
broad category of ailments, some that may require 
appointments in 8 days and some that may not—such as a 
follow-up appointment to check an ongoing condition, which 
may not need to be scheduled for four to six weeks. CAHP 
suggests that the Department reconsider the definition of 
routine care and review existing law regarding urgent care to 
determine if the time-frame is appropriate to encompass all 
ailments that may fall into the “urgent” category.” 
 
Additionally, monitoring for provider compliance in this area will 
be especially costly. 
1300.67.2.2 (c) (2) (B). Specialty Care Accessibility. We are 
unclear as to what preventive specialty care might be, as it is not 
defined in the regulations and it does not exist in medical practice.  
Therefore, we see no reason for separate standards for routine and 
preventive specialty care. In addition, the standard for routine 
specialty care is too short and should be extended to 30 days. Many 
specialists cannot accommodate this standard. Teaching institutions, 
in particular, have significant waits and appointments are triaged at 
such facilities on a medially appropriate basis, not on an arbitrary 
standard. 
 
Monitoring for provider compliance will also be especially 
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costly. 
1300.67.2.2 (c) (2) (C), (D), (E) and (F). Delete in its entirety.  We 
request that the Department scale back the regulations to eliminate 
those standards that exceed the scope of the statute.  This section is 
beyond the Departments authority.  
 

34-260 1300.67.2.2 (c) (3). Quality Assurance Standards for Timely 
Telephone Access.   The proposed regulations would require 
myriad specific and narrow timeframes for answering 

This performance standard applies where plans have not provided or arranged for 
the provision of advanced access to appointments.  The weight of the public 
comments reflect the following: enrollees are laypersons lacking clinical expertise to 
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telephone calls from patients. Not only are these standards 
outside NCQA standards, but also are excessive, intrusive and 
unnecessary to carry out the purpose of the statute. Given 
other restrictions in the regulations, the monitoring required to 
determine even partial compliance would intrude into a 
provider’s practice, putting more strains on providers and 
potentially taking time away from patients. Most providers do 
not have any means of tracking telephone wait time. Many 
small provider offices do not have separate lines for triage 
versus general questions, and other than tracking by hand in 
log books—which is prohibited by the regulation—accurate 
monitoring would be impossible. Monitoring of such a standard 
by other means, such as enrollee surveys, would not be 
statistically reliable. Thus, we urge caution in establishing this 
standard which cannot be accurately measured, documented 
or audited. 

determine the time frame in which they need an appointment; plans are unable to 
develop workable mechanisms to monitor telephone access to providers for 
enrollees seeking medical advice regarding their need for appointments; many 
providers, particularly sole practitioners in independent medical offices, lack the 
administrative capacity to provide triage and the individual physician often is unable 
to personally respond with a timely return call due to patient load.  Many plans 
and/or delegated medical groups already have established telephone medical 
advice phone lines and/or call centers that provide medical advice and screening to 
determine the enrollee’s need for an appointment and to facilitate scheduling timely 
appointments.  The Act and Rules require plans to ensure timely access, and the 
regulation is not intended to impose performance requirements on individual 
providers.  Accordingly, the Department has determined that it is necessary and 
appropriate to clarify that plans must provide or arrange for the provision of 
telephone triage and screening to facilitate providers and enrollees in scheduling 
timely appointments consistent with professionally recognized standards of practice 
and the overall concept of “managed care” to achieve “the right care at the right 
time.” 
 
Decline in Part: The stated concerns are addressed by revisions different than those 
suggested in this comment.  
 

34-261 
 

1300.67.2.2. (c) (3) (A) requires health plans to “provide 
provider education and appropriate corrective action to improve 
timely telephone access.” It would be extremely difficult to 
provide corrective action when the same subsection prohibits 
plans from requiring providers to maintain records to 
demonstrate compliance.  The providers themselves are in a 
better position to assess what the causes are of untimely 
services because they are closer to the situation than plans 
are.  In addition, it would be equally burdensome to test each 
providers phone service and after hours recordings etc.  Thus, 
we suggest striking the words “and appropriate corrective 
action.” 
1300.67.03 (3) (B) is particularly troublesome for plans and the 
timeframes are unworkable.  Requiring the plan to answer 
telephone calls within a specific time frame for any purpose is 
outside the scope of the statute, and the Legislature has 

See response to comment no. 34-260 
 



Department of Managed Health Care 
 

TIMELY ACCESS TO HEALTH CARE SERVICES 
(2005-0203) 

RESPONSES TO COMMENTS 
Comment Period #2, July 16, 2007 – September 21, 2007 

 

 215

rejected specified timeframes for plans to answer the 
telephone in the past.  Not all telephone calls deal with access 
to care, but many, in fact the majority, are questions regarding 
coverage, requests for ID cards, and changes in the enrollees 
address.  Such a requirement is unnecessary, administratively 
burdensome and unneeded.  Specifically, 1300.67.2.2. (c) (3) 
(B) (i) requires health plans to provide timely access to 
telephone waiting time for referrals, complaints, triage … or for 
any other purpose, and that waiting time to speak to a plan 
representative must be within 10 minutes during plan office 
hours.  The intent of AB 2179 is timely access to health care 
services.  “For any other purpose,” is a broad and ambiguous 
term that could include business services such as premium, 
enrollment, and agent services.  Furthermore, the 10 minute 
threshold waiting period is unlikely to be satisfied during “peak 
times,” whereby plans could experience a heavy volume of 
calls due to unforeseen causes. We suggest that (c) (3) (B) (i) 
should, at the very least be redrafted accordingly: “During plan 
office hours, within 10 minutes, except during peak hours.”  
Without an exception for peak hours, the only way to satisfy the 
10 minute threshold is by “gross overstaffing,” which would 
lead to more administrative costs. 
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34-262 1300.67.2.2. (c) (4). Quality Assurance Standards for Office Wait 
Time.  
As previously expressed to the Department this is yet another 
standard that would be costly to monitor and difficult to do 
without burdening physician offices. The purpose of the statute 
was to ensure patients obtained timely appointments and triage 
communications when in need. Had the Legislature wished to 
regulate the time spent in waiting rooms, it could have stated 
so. Regulating the time a patient spends in the waiting room of 
a physician’s office goes beyond the intent of the statute and is 
unnecessary. This indicator should be deleted in its entirety. 

Accept.  The access indicator for office wait time has been deleted. 
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34-263 
 

1300.67.2.2 (c) (9). Offering Appointments with Alternate 
Providers.  As stated above, the provision that requires plans 
to utilize non-contracting providers when waiting time exceeds 
the standards set forth in the regulation is contrary to the 
principles of managed care and should be deleted.  Due to the 
shortage of physicians in California, this provision in effect 
creates and “any willing provider” standard which has been 
rejected by the Legislature on multiple occasions.  This 
provision alone will increase the cost of care. 
1300.67.2.2 (d). Alternative Standards. Material 
Modification. This section would permit a plan to file a 
material modification seeking approval for access standards 
other than those required by the regulation.  As we appreciate 
the option of filing another, more appropriate standard for 
measuring access, the very nature of this provision calls into 
question the need for such prescriptive requirements as 
outlined in this regulation.  Requiring plans to go through the 
lengthy material modification process to address the systemic 
issues that make this regulation unworkable today is not 
appropriate.  Additionally, review from one licensing counsel to 
the next will be different and CAHP is concerned that plans will 
have difficulty getting alternative standards approved in a 
timely fashion.  More importantly, there are systemic issues 
that will not be resolved in any reasonable timeframe.  Having 
to re-file material modifications repeatedly will burden the 
Department’s licensing staff who already have indicated 
workload issues.  
 
The Department should delete the requirement that plans file 
such exceptions as a material modification, but instead would 
include such exceptions as part of their quality assurance 
filings.  As any systemic issues are rectified or altered, those 
sections of the QA plan would then be refilled for approval 
accordingly. 
1300.67.2.2 (e). Compliance Monitoring.  The Department 
should delete the complex compliance monitoring section and 
allow plans to file their monitoring approaches with the 

Accept in Part: The concerns reflected in this comment have been addressed by the 
revised text at subsections (c), (d) and (e).  
 
Decline in Part: The revisions made to address the concerns are different than 
those suggested by this comment. The public comments received by the 
Department reflect that increasing the number and scope of the prescriptive 
requirements contained in prior versions has been ineffective to resolve the 
concerns regarding unintended consequences, and with each revision of the 
prescriptive requirements, new concerns regarding additional unintended 
consequences were generated.  The Department has decided that it is not a 
workable approach to include in the regulation text every specific time elapsed 
standard for each of the access indicators set forth in Section 1367.03 that could 
apply in the multitude of geographic circumstances, operational variations, and 
health care conditions affecting plans, providers, and enrollees.  Instead, the 
Department has determined that the appropriate place for the specific time elapsed 
standards to be established and documented is in each plan’s internal written 
policies and procedures, developed in accordance with the performance standards 
established by this revised proposed regulation. 
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 35-307 

35-308 

department as part of their quality assurance processes.  As 
stated numerous times, the approaches that plans and 
providers are currently aware of would be either inadequate or 
extremely costly and consume significant amounts of staff time.
 
In particular, 1300.67.2.2(e)(2)(C) & (D) requires that health 
plans review enrollee requests for plan assistance to obtain an 
appointment and review provider communications to the plan 
regarding concerns with or about timely accessibility  and 
availability of covered services.  Additionally, (e)(2)(E), requires 
survey of disenrolled person to determine whether lack of 
timely access was a reason for disenrollment.  Some plans do 
not currently track or review requests for plan assistance and 
provider communications about timely access, so creating a 
new system would add cost.  Surveying disenrolled subscribers 
is not useful because most of them will be difficult to track 
down (e.g., subscribers may have left California or simply do 
not have a forwarding information); therefore, the requirement 
to survey disenrolled persons should be deleted because it is 
unnecessary. 
 
1300.67.2.2 (g).  Corrective Action.   Like the compliance 
monitoring section, this section should be deleted.  Section 
1367.03 already sets forth a substantial enforcement provision 
and existing law is robust and provides the Department with 
broad authority for enforcement.  The detailed corrective action 
section is not necessary and goes beyond the scope of existing 
law.  Additionally, the term “egregious episodes of 
noncompliance” is vague and needs to be further defined. 
Should the Department retain the corrective action section, the 
following changes should be incorporated:   
 
1300.67.2.2 (g)(1)(C) The term and “recruitment” needs 
additional clarification.  Instead of the term “recruitment,” the 
regulations should be clearer that health plans should make a 
reasonable effort by stating “health plans will make their best 
effort to attract.” 
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1300.67.2.2 (g) (1) (D)  In the region of the plan’s service area 
in which the noncompliance is located, commence negotiations 
with non-contracting providers in order to add providers at 
contracted rates of compensation comparable to the rates 
being paid to contracting providers in the region.  “Commence 
negotiations” assume that providers are willing to enter into a 
contract with a health plan. What if they do not want to contract 
with a health plan? What if there are not enough providers in a 
given area?   Additionally, adding non-contracting providers will 
significantly increase cost on health plans that will be absorbed 
by subscribers.  The phrase “commence negotiations with,” 
should be replaced with “health plans will make its best effort to 
attract ….” 
1300.67.2.2 (g) (1) (E)   If lack of compliance with the timely 
access standards may be due to a “shortage of providers” in a 
region of the plan’s service area.  There is a concern that 
providers could “create artificial shortage of providers.”  For 
example, a primary care physician could inadvertently send too 
many patients to a specialist, which could create a shortage. 
There should be some kind of protection for health plans on 
this issue to prohibit providers from artificially creating a 
shortage.  
1300.67.2.2 (j).  Substantial Compliance.  This section lacks clarity, 
is unwieldy and should be deleted.   
1300.67.2.2 (l). Alternative Monitoring and Reporting 
Requirements.  As with filing for alternative standards, these 
filing burdens are excessive and unwarranted. Plans should be 
allowed to develop appropriate monitoring techniques to 
determine what works best for their model of service delivery.  
There is no evidence that the alternatives listed in this section 
would achieve the desired result in any case. 
 
While CAHP appreciates the efforts undertaken by the 
Department over the past 5 years, it is now time to pause and 
reflect on what is in the public record, not anecdote.  We hope 
that these comments are helpful as you work to revise the draft 
regulations. 
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35-264 

 

Accept in Part: The concerns reflected in this comment have been addressed by the 
revised text at subsections (c), (d) and (e).  
 
Decline in Part: The revisions made to address the concerns are different than 
those suggested by this comment. The public comments received by the 
Department reflect that increasing the number and scope of the prescriptive 
requirements contained in prior versions has been ineffective to resolve the 
concerns regarding unintended consequences, and with each revision of the 
prescriptive requirements, new concerns regarding additional unintended 
consequences were generated.  The Department has decided that it is not a 
workable approach to include in the regulation text every specific time elapsed 
standard for each of the access indicators set forth in Section 1367.03 that could 
apply in the multitude of geographic circumstances, operational variations, and 
health care conditions affecting plans, providers, and enrollees.  Instead, the 
Department has determined that the appropriate place for the specific time elapsed 
standards to be established and documented is in each plan’s internal written 
policies and procedures, developed in accordance with the performance standards 
established by this revised proposed regulation. 
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35-265 
 

 

 

 

 

Accept in Part: The concerns reflected in this comment have been addressed by the 
revised text at subsections (c), (d) and (e).  
 
Decline in Part: The revisions made to address the concerns are different than 
those suggested by this comment. The public comments received by the 
Department reflect that increasing the number and scope of the prescriptive 
requirements contained in prior versions has been ineffective to resolve the 
concerns regarding unintended consequences, and with each revision of the 
prescriptive requirements, new concerns regarding additional unintended 
consequences were generated.  The Department has decided that it is not a 
workable approach to include in the regulation text every specific time elapsed 
standard for each of the access indicators set forth in Section 1367.03 that could 
apply in the multitude of geographic circumstances, operational variations, and 
health care conditions affecting plans, providers, and enrollees.  Instead, the 
Department has determined that the appropriate place for the specific time elapsed 
standards to be established and documented is in each plan’s internal written 
policies and procedures, developed in accordance with the performance standards 
established by this revised proposed regulation. 
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35-266 (COMMENTS ON SUGGESTED REVISIONS FOR 1300.67.2 
FROM CAPG) 
 

 

 

 

Accept in Part: The concerns reflected in this comment have been addressed by the 
revised text at subsections (c), (d) and (e).  
 
Decline in Part: The revisions made to address the concerns are different than 
those suggested by this comment. The public comments received by the 
Department reflect that increasing the number and scope of the prescriptive 
requirements contained in prior versions has been ineffective to resolve the 
concerns regarding unintended consequences, and with each revision of the 
prescriptive requirements, new concerns regarding additional unintended 
consequences were generated.  The Department has decided that it is not a 
workable approach to include in the regulation text every specific time elapsed 
standard for each of the access indicators set forth in Section 1367.03 that could 
apply in the multitude of geographic circumstances, operational variations, and 
health care conditions affecting plans, providers, and enrollees.  Instead, the 
Department has determined that the appropriate place for the specific time elapsed 
standards to be established and documented is in each plan’s internal written 
policies and procedures, developed in accordance with the performance standards 
established by this revised proposed regulation. 
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36-267 Accept in Part: The concerns reflected in this comment have been addressed by the 
revised text at subsections (c), (d) and (e).  
 
Decline in Part: The revisions made to address the concerns are different than 
those suggested by this comment. The public comments received by the 
Department reflect that increasing the number and scope of the prescriptive 
requirements contained in prior versions has been ineffective to resolve the 
concerns regarding unintended consequences, and with each revision of the 
prescriptive requirements, new concerns regarding additional unintended 
consequences were generated.  The Department has decided that it is not a 
workable approach to include in the regulation text every specific time elapsed 
standard for each of the access indicators set forth in Section 1367.03 that could 
apply in the multitude of geographic circumstances, operational variations, and 
health care conditions affecting plans, providers, and enrollees.  Instead, the 
Department has determined that the appropriate place for the specific time elapsed 
standards to be established and documented is in each plan’s internal written 
policies and procedures, developed in accordance with the performance standards 
established by this revised proposed regulation. 
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37-268 

 

 

Accept in Part: The concerns reflected in this comment have been addressed by the 
revised text at subsections (c), (d) and (e).  
 
Decline in Part: The revisions made to address the concerns are different than 
those suggested by this comment. The public comments received by the 
Department reflect that increasing the number and scope of the prescriptive 
requirements contained in prior versions has been ineffective to resolve the 
concerns regarding unintended consequences, and with each revision of the 
prescriptive requirements, new concerns regarding additional unintended 
consequences were generated.  The Department has decided that it is not a 
workable approach to include in the regulation text every specific time elapsed 
standard for each of the access indicators set forth in Section 1367.03 that could 
apply in the multitude of geographic circumstances, operational variations, and 
health care conditions affecting plans, providers, and enrollees.  Instead, the 
Department has determined that the appropriate place for the specific time elapsed 
standards to be established and documented is in each plan’s internal written 
policies and procedures, developed in accordance with the performance standards 
established by this revised proposed regulation. 
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38-269 One of the key roles of a Medical Director is to ensure that the 
medical providers in the IPAs he or she might oversee always 
provide the best care for their patients, based on recognized medical 
guidelines and disease pathways, and that they do so in the most 
efficient manner possible.  My experience in medicine and medical 
management includes over 20 years as a practicing general surgeon 
and almost 10 years as a health care administrator.  I have been 
privileged in my administrative career to serve as past President of 
an Inland Empire IPA, medical director for IPAs in both the Inland 
Empire and Los Angeles areas, serving both the commercial and 
senior patient populations, and, for the last year, as the Chief Medical 

Accept in Part: The concerns reflected in this comment have been addressed by the 
revised text at subsections (c), (d) and (e).  
 
Decline in Part: The revisions made to address the concerns are different than 
those suggested by this comment. The public comments received by the 
Department reflect that increasing the number and scope of the prescriptive 
requirements contained in prior versions has been ineffective to resolve the 
concerns regarding unintended consequences, and with each revision of the 
prescriptive requirements, new concerns regarding additional unintended 
consequences were generated.  The Department has decided that it is not a 
workable approach to include in the regulation text every specific time elapsed 
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Officer for Primary Provider Management Company, which provides 
management services for multiple IPAs serving the Medi-Cal and 
Medi-Medi populations.  This diverse experience has allowed me to 
develop a greater personal appreciation of the complexities of the 
health care delivery system as it exists today in California. 
 
I have been a first hand witness to the tremendous changes medicine 
has undergone, both in the complexity of practice management in this 
information technology age and in the demands made on the 
practicing physicians on the front line in a patient care delivery 
system that is already at maximum capacity for providing care. 
 
There is no physician I am aware of who does not agree that 
our goal should be to provide the best care possible and to not 
bankrupt the healthcare system with unnecessary tests and 
treatments.  This is the basis of utilization and quality 
management programs already in place.  A corollary to this 
goal is to provide this care in the most appropriate time frame 
for a particular patient’s needs. 
 
The rising costs to remain in practice, which include the costs 
for technology improvements and Malpractice protection, along 
with the concomitant decreases in the levels of compensation 
to health care deliverers, at the same time asking all to do 
more, has created an environment that is dissuading talented 
people from going into medicine and is driving those physicians 
presently in practice to leave or no longer serve all types of 
patients.  It is becoming more and more difficult for me to 
achieve the high goals we all have.  The physicians I oversee 
are already overwhelmed by the large numbers of patients 
requiring medical attention with not enough hours in the day to 
see them.  Mandating and adding legislative requirements that 
will not serve to achieve quality improvement goals seems 
counter-productive. 
 
In the Medi-Cal population, it is already a challenge to attract 
physicians to provide care to a patient population with a 40% 

standard for each of the access indicators set forth in Section 1367.03 that could 
apply in the multitude of geographic circumstances, operational variations, and 
health care conditions affecting plans, providers, and enrollees.  Instead, the 
Department has determined that the appropriate place for the specific time elapsed 
standards to be established and documented is in each plan’s internal written 
policies and procedures, developed in accordance with the performance standards 
established by this revised proposed regulation. 
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no show rate for appointments at compensation rates that 
barely cover costs.  As a result, the very goals we seek to 
achieve are hampered by the extraordinary inconvenience to a 
patient, already with limited resources, who is now required to 
travel long distances to see specialty providers who are still 
willing to accept Medi-Cal.  These providers, even those whose 
prime role is serving the indigent population, such as the 
County facilities, are maxed out and would have no real ability 
to meet these types of requirements.   
 
Placing admirable but unrealistic legislative requirements on 
the time frames a physician must follow to provide access to 
care for patients that is not truly based on that individual’s 
medical condition will not improve care.  It will, instead, create 
a requirement that would be difficult, if not impossible, to meet, 
and even more difficult to fairly oversee. 
 
Recommending access guidelines with incentives to those who 
are able follow them in an exemplary fashion are to be 
embraced.   
 
Legislative guidelines with negative consequences to health 
care providers, whether health plan or physician, without 
allowing room for physician judgment of the medical condition 
of the individual patient, will further deplete the number of 
providers who see our Medi-Cal patients. 
 
The existing peer review process and IPA oversight already 
serves to protect patients from harm, based on untimely 
access to care.  There is no need to legislate access and 
create unwieldy requirements for health care providers to meet 
that will not result in better patient care. 

39-270 I am here today on behalf of Sharp Rees-Stealy Medical Group and 
Sharp Mission Park Medical Group who are committed to ensure that 
the managed care model survives. 
 
Sharp Rees-Stealy Medical Group (SRS) is a multi-specialty medical 

Accept in Part: The concerns reflected in this comment have been addressed by the 
revised text at subsections (c), (d) and (e).  
 
Decline in Part: The revisions made to address the concerns are different than 
those suggested by this comment. The public comments received by the 
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group with 337 physicians serving over 140,000 HMO lives.  Sharp 
Rees-Stealy has been serving the San Diego population since 1923. 
 
Sharp Mission Park Medical Group (SMP) is a primary care medical 
group model of 60+ physicians in Northern San Diego since 1961, 
with a patient base of 47,000 HMO. 
 
Quality – Both medical groups have been designated by the 
Integrated Healthcare Association as top performing medical groups 
for the last two years.  Sharp Rees-Stealy has earned recognition as 
the number one medical group in California for the last two years 
under Blue Cross of California’s pay for performance program. 
 
Patient perception – Medical Groups are held to high quality 
standards and both SRS and SMP exceed those standards 
and lead the state in many areas.  In the advent of a timely 
access regulation there is the potential for patient confusion 
over what the access regulation means and potential for 
misperceptions that their provider is not meeting a state 
standard. 
 
Access – We understand that timely access to care is an 
important issue for our patients and are working to ensure that 
we have adequate access for all patients.  However, the 
regulations suggested in the timely access standards will bring 
higher cost to health care.  These increased costs will come in 
the form of administrative burden of tracking access in much 
greater detail and the hiring of more physicians in an already 
difficult physician recruiting market. 
 
Recruitment – Both Sharp Rees-Stealy Medical Group and 
Sharp Mission Park Medical Group continue to face challenges 
in recruiting qualified specialist and internal medicine 
physicians.  Attracting and retaining PCPs is becoming 
increasingly difficult due to the decreasing supply of family 
physicians and internists.  Family Medicine and Internal 
Medicine residencies are not filling.  Fewer medical students 

Department reflect that increasing the number and scope of the prescriptive 
requirements contained in prior versions has been ineffective to resolve the 
concerns regarding unintended consequences, and with each revision of the 
prescriptive requirements, new concerns regarding additional unintended 
consequences were generated.  The Department has decided that it is not a 
workable approach to include in the regulation text every specific time elapsed 
standard for each of the access indicators set forth in Section 1367.03 that could 
apply in the multitude of geographic circumstances, operational variations, and 
health care conditions affecting plans, providers, and enrollees.  Instead, the 
Department has determined that the appropriate place for the specific time elapsed 
standards to be established and documented is in each plan’s internal written 
policies and procedures, developed in accordance with the performance standards 
established by this revised proposed regulation. 
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go into these residencies due to relatively lower compensation 
compared to other specialties which have more opportunities 
for alternative work schedules and less-than-full-time 
employment compared to other specialties.  PCP supply is 
decreasing at the same time there is an increasing demand for 
PCPs. 
 
Hiring / Contracting – Attracting specialists will become more 
difficult in an environment which favors the non-contracted 
specialist, and the cost of specialty care will continue to rise in 
a regulatory environment which favors the non-contracted 
specialty provider.  The proposed timely access regulations will 
create an additional financial incentive for specialists not to 
contract with the medical groups.  At the same time, patient 
demand for specialty care has increased. 
 
Reimbursement – San Diego faces lower Medicare rates than 
other metropolitan areas of similar population under the 
Medicare Region 99 rates as well as historically lower 
Commercial HMO and PPO rates.  This regulation will add 
substantial administrative burden.  Although not required, in 
order to defend compliance, physician practices will be faced 
with a need to maintain internal tracking of access 
requirements. 
 
This regulation does not promote the managed care model but 
rather discourages its survival. 
 
Public Hearing: 
Thank you for having me here today.  I'm here on behalf of 
these two medical groups, and our medical groups are 
committed and invested in assuring that the managed care 
model survives. Sharp Rees-Stealy is a multi-specialty medical 
group with over 337 physicians, and we serve over 140,000 
managed care lives.  Sharp Rees-Stealy is the oldest multi-
specialty group in San Diego and we've been serving San 
Diego since 1923. Sharp Mission Park is a primary care 
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medical group model with over 60 primary care physicians in 
north San Diego County and we've been serving the market 
since 1961 with a patient base of 47,000 managed care lives. 
Both medical groups are committed to quality, we've both been 
designated by the Integrated Health Care Association as top 
performing medical groups for the last two years, and Sharp 
Rees-Stealy has earned recognition as the number one 
medical group for the last two years in Blue Cross' paid-for-
performance program. Our first concern is with patient 
perception. Medical groups, we believe, are held to high 
standards, and both SRS, Sharp Rees-Stealy, and Sharp 
Mission Park exceed those standards and lead the state in 
many areas. In the advent of this timely access regulation, we 
believe there's the potential for patient confusion over what the 
access regulation means and there's a potential for 
misperceptions that the provider is not meeting the state 
standard. 
We do understand that timely access is an important issue for 
our patients and we are working to ensure adequate access for 
all of our patients, however, we believe the regulations that are 
suggested will bring higher costs to health care and these 
higher costs will result from the administrative burden of 
tracking access and much greater detail at the medical group 
level, and the need to hire more physicians in an already 
difficult physician recruiting market. 
Although San Diego has great weather and great beaches, 
both Sharp Rees-Stealy and Sharp Mission Park Medical 
Group are continuing to face challenges in recruiting qualified 
specialists and primary care physicians. For example, primary 
care physicians is becoming ncreasingly difficult due to a 
decreasing supply, and as we've heard already, decreasing fill 
rates for the residency programs.  Fewer medical students are 
going into these relatively lower-compensated specialties 
compared to other specialties with more alternatives for 
alternative work schedules and less than full-time employment. 
Primary care supply is decreasing.  At the same time there 
appears to be an increased demand for primary care. 
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On the specialty side, we're also having difficulty attracting 
specialists, and we believe these regulations will result in a 
more difficult environment for us to recruit and network and 
employ specialists in an environment which we believe will 
favor the non-contracted specialist.  And then the cost of 
specialty care will continue to rise. 
The proposed timely access regulations, we believe, create 
additional financial incentives for specialists not to contract with 
the medical groups.  At the same time we're seeing increased 
patient demand for specialty care. San Diego has a challenge 
with lower Medicare rates than other metropolitan areas of 
similar population under Area 99 rates, and also historically 
lower commercial HMO, PPO rates. 
We believe this regulation will add to our costs with 
administrative burden, and in order to defend compliance, that 
we will be required to maintain extensive internal tracking for 
the access requirements. In summary, we believe the 
regulations as proposed do not promote the managed care 
model and the consequences will be that it will discourage its 
survival. 

40-271 I am writing this letter on behalf of Orange County Hospitalist 
Physicians (OCHP) – a hospital-based group of 21 physicians 
that cares for more than one hundred seventy (170) patients on 
a daily basis in Orange County, California.  We are greatly 
concerned that DMHC’s “Timely Access Regulation” 2005-
0203 imposes a level of bureaucracy that may adversely 
impact patient care coordination.  Presently, hospitalists, not 
primary care providers (PCPs), care for many hospitalized 
patients and return those patients to their PCPs upon 
discharge.  Frequently, these patients require rapid follow-up 
and coordinated care between inpatient and outpatient 
physicians. 
 
Unfortunately, the access rules do not account for this 
important transfer process.  The strength of primary care rests 
upon continuity of care, and not just “timely access.”  If the only 
option offered to patients would be to see another physician 

Accept in Part: The concerns reflected in this comment have been addressed by the 
revised text at subsections (c), (d) and (e).  
 
Decline in Part: The revisions made to address the concerns are different than 
those suggested by this comment. The public comments received by the 
Department reflect that increasing the number and scope of the prescriptive 
requirements contained in prior versions has been ineffective to resolve the 
concerns regarding unintended consequences, and with each revision of the 
prescriptive requirements, new concerns regarding additional unintended 
consequences were generated.  The Department has decided that it is not a 
workable approach to include in the regulation text every specific time elapsed 
standard for each of the access indicators set forth in Section 1367.03 that could 
apply in the multitude of geographic circumstances, operational variations, and 
health care conditions affecting plans, providers, and enrollees.  Instead, the 
Department has determined that the appropriate place for the specific time elapsed 
standards to be established and documented is in each plan’s internal written 
policies and procedures, developed in accordance with the performance standards 
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who is more accessible, patients will be led to participate in a 
system that is more fractured and expensive.  Under these 
circumstances, care coordination between primary care 
physicians and specialists will become more difficult and 
complicated at the expense of patient care quality. 
 
While this regulation certainly has noble intentions, its goals are not 
met when considering patients who are afflicted with chronic 
diseases that require a coordinated “team approach.”  If one team 
member has perceived access problems, the solution is not to “plug 
in” another physician who has little knowledge of the patient or the 
practice styles of the other members of the team. 
 
Thank you for your time and consideration. 

established by this revised proposed regulation. 
 

41-272 

 

Accept in Part: The concerns reflected in this comment have been addressed by the 
revised text at subsections (c), (d) and (e).  
 
Decline in Part: The revisions made to address the concerns are different than 
those suggested by this comment. The public comments received by the 
Department reflect that increasing the number and scope of the prescriptive 
requirements contained in prior versions has been ineffective to resolve the 
concerns regarding unintended consequences, and with each revision of the 
prescriptive requirements, new concerns regarding additional unintended 
consequences were generated.  The Department has decided that it is not a 
workable approach to include in the regulation text every specific time elapsed 
standard for each of the access indicators set forth in Section 1367.03 that could 
apply in the multitude of geographic circumstances, operational variations, and 
health care conditions affecting plans, providers, and enrollees.  Instead, the 
Department has determined that the appropriate place for the specific time elapsed 
standards to be established and documented is in each plan’s internal written 
policies and procedures, developed in accordance with the performance standards 
established by this revised proposed regulation. 
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42-273 I'm Executive Vice President of Primary Provider Management 
Company.  We're based in San Diego, California, we have 
offices in four areas, San Diego, Riverside, San Bernardino, 
Rancho Mirage and Orange County. We currently manage five 
IPAs in those four areas.  We represent about 230 managed 
care lives, and of those managed care lives, about 200,000 of 
them are Medi-Cal managed care.  I've personally been 
working with the Medi-Cal managed care population for about 
15 years in those same areas. The reason for us coming today 
to testify is to talk about some of the issues surrounding 
building a network and sustaining a network to support the 
Medi-Cal managed care population.  As many of you are 
aware, PPMC started in 1984 as a PCCM, so we've been 
serving the Medi-Cal population for quite a long time and are 
the largest Medi-Cal managed care provider in the State of 
California as an IPM medical group. 
Part of our responsibility is to support the physicians in our 
network to try to unburden some of the managed care 
paperwork and administration that goes along with it, and with 
that a lot of the times, as many of you know, it's very difficult to 
build a network and sustain it anyway, and when you're dealing 

Accept in Part: The concerns reflected in this comment have been addressed by the 
revised text at subsections (c), (d) and (e).  
 
Decline in Part: The revisions made to address the concerns are different than 
those suggested by this comment. The public comments received by the 
Department reflect that increasing the number and scope of the prescriptive 
requirements contained in prior versions has been ineffective to resolve the 
concerns regarding unintended consequences, and with each revision of the 
prescriptive requirements, new concerns regarding additional unintended 
consequences were generated.  The Department has decided that it is not a 
workable approach to include in the regulation text every specific time elapsed 
standard for each of the access indicators set forth in Section 1367.03 that could 
apply in the multitude of geographic circumstances, operational variations, and 
health care conditions affecting plans, providers, and enrollees.  Instead, the 
Department has determined that the appropriate place for the specific time elapsed 
standards to be established and documented is in each plan’s internal written 
policies and procedures, developed in accordance with the performance standards 
established by this revised proposed regulation. 
   



Department of Managed Health Care 
 

TIMELY ACCESS TO HEALTH CARE SERVICES 
(2005-0203) 

RESPONSES TO COMMENTS 
Comment Period #2, July 16, 2007 – September 21, 2007 

 

 245

with the Medi-Cal population, it comes with some unique 
challenges. Some of those things involve transportation, very, 
very high levels of teen pregnancy, socioeconomic and social 
issues that come along with it, child abuse, shaken baby 
syndromes that exceed, far and exceed anything that 
commercial populations and Medicare are dealing with. So in 
so much as we have to basically beg doctors to participate, we 
have to pay them significantly more than Medi-Cal to get them 
to even participate in our network. 
Getting patients in to see doctors in a timely manner is often a 
challenge.  We rely primarily on a safety net provider network 
to support the overflow of traditional --   One of the more recent 
challenges is really dealing with some of the overflow in 
pediatrics subspecialties.  Some of that is based on just a basic 
lack of specialties in our areas.  We represent the Inland 
Empire, which is the largest two-county system in the state.  
And in so much as it's hard to -- it's difficult to even get doctors 
to come and practice in those counties.  Primary care 
represents the lower percentage. Many times it takes six 
months to get a child in for an evaluation, so some of these 
timeliness regulations will appear to be not only unrealistic, 
they're unreasonable. 
If we have to implement these and regulate them, doctors will 
leave our networks.  They will – patients will have to go back to 
the emergency rooms to receive Medi-Cal coverage, which is 
not good for any of other systems.  Emergency room waiting 
rooms are often taking five to six hours now.  What will happen 
if we have no specialty network to support a Medi-Cal 
population going forward? 
We're currently paying a lot of our surgical specialties and 
pediatric subspecialties in excess of Medicare.  Some require 
billed charges or 80 percent of billed charges.  For example, in 
San Diego, it's very difficult.  And for those of you in the room 
who have done this, you can also attest to the fact that it's 
basically begging doctors to provide service for these people. 
One of the other challenges is because the Medi-Cal 
population tends to be less compliant than other populations, 
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the doctors are concerned about malpractice issues.  We have 
orthopedic cases where moms bring their children in, they get 
a cast put on, they don't bring them back for two months, and 
they still have the same cast on their arm, no follow-up care.  
So they're concerned about malpractice.  So enforcing issues 
that are not reasonable will force doctors out of our networks, 
and we won't have anybody to take care of these people. 
On top of all of those things, we have primary care doctors who 
are being pushed to get I.T. initiatives in their office.  We still 
have Medi-Cal providers who don't even have fax lines.  You 
have to call them before you send their fax to them, get them to 
unplug their phone, plug in their fax machine, and get their fax 
for an authorization.  This is not an extreme example, this is 
something that's very common in our delivery system in our 
networks.  So they're asked to get I.T. initiatives. 
We also have P for P.  There's all this additional administrative 
burden, lack of funding to pay them any more money to get 
them to do more administrative work, so they're already 
overcome with details and burden and everything else. 
There are increased consumer demands.  People are coming 
there and demanding more service for less money and they 
want it now and they want it faster and they don't want to pay 
for it. 
So getting people into the waiting room, filling up their waiting 
rooms, being demanding, showing up without appointments, 
not showing up for appointments that they have scheduled 
often creates a real burden.  There are open spaces of time 
where they can't even get people in for urgent care 
appointments.  The unfunded mandates continue to be an 
issue for the doctors and for all of us. 
And I'm just here to do what everybody is and talk about the 
additional mandates to the contracted physician networks will 
absolutely affect our ability to continue to provide adequate 
access for the health care delivery system in our areas. 

43-274 Sansome is the largest multi-specialty group providing 
outpatient services between Los Angeles and the bay area.  
We signed our first managed care contract in 1982, so we have 

Accept in Part: The concerns reflected in this comment have been addressed by the 
revised text at subsections (c), (d) and (e).  
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a lot of experience and we serve over 60,000 HMO patients, 
which represents about 50 percent of our total business. I think 
we have a theme developing here in some of these comments, 
and I think one of the underlying principles is that staff and 
physicians start out every day wanting to provide timely and 
appropriate access to their patients.  It certainly is that way in 
our group. Our physicians work on medical necessity and 
appropriateness; and as a multi-specialty group, the primary 
care physicians are able to call their specialty colleagues and 
facilitate appointments and services based on the medical 
necessity and the issues that their patients are dealing with. I 
think we're very concerned about the added administrative 
burden and negative financial impact that we see these 
regulations will have on our practice.  The ability of our group 
to improve access to care is directly related to the number of 
physicians that we're able to hire and the number of exam 
rooms that we're able to provide to those physicians, two very 
basic concepts. 
Santa Barbara County has one of the highest if not the highest 
cost of living in the State of California. Couple that with a 
national shortage of primary care physicians, and I think you 
see the access issues that we have are very serious.  We will 
not be able to recruit enough physicians or build enough exam 
room space to meet artificially established timelines or access 
standards. There's not enough dollars in the system to fund 
those kinds of needs. 
And as we see every day, employers are looking for the lowest 
possible cost health plan in order to provide care, to provide 
services to their employees.  I think the best example of this 
that we have right now and that we're dealing with is the new 
Blue Shield low cost CalPERS network, where Blue Shield has 
offered Sansome a 40 percent reduction in capitation rates in 
order to join that low cost network.  We will not be able to 
provide access to CalPERS members in a Blue Shield network 
with a 40 percent reduction in capitation. To help improve 
patient access we have implemented advanced access or 
open access programs in two of our clinics.  We've met with 

Decline in Part: The revisions made to address the concerns are different than 
those suggested by this comment. The public comments received by the 
Department reflect that increasing the number and scope of the prescriptive 
requirements contained in prior versions has been ineffective to resolve the 
concerns regarding unintended consequences, and with each revision of the 
prescriptive requirements, new concerns regarding additional unintended 
consequences were generated.  The Department has decided that it is not a 
workable approach to include in the regulation text every specific time elapsed 
standard for each of the access indicators set forth in Section 1367.03 that could 
apply in the multitude of geographic circumstances, operational variations, and 
health care conditions affecting plans, providers, and enrollees.  Instead, the 
Department has determined that the appropriate place for the specific time elapsed 
standards to be established and documented is in each plan’s internal written 
policies and procedures, developed in accordance with the performance standards 
established by this revised proposed regulation. 
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some success with those programs, but, again, a key 
component to a successful open access program is the ability 
to limit the number of patients, the total number of patients in a 
physician's practice.  You can't have unlimited number of 
patients and still provide unlimited access to those patients.  
This concept of the panel size is something that we are 
struggling with in those open access practices. 
The regulations, we believe, will have the unintended 
consequence in our area of limiting the total number of patients 
that we will be able to care for. 
In Santa Barbara County this will make affordable health 
insurance unaffordable.  The patients will no longer be able to 
get care in our primary care networks, and they will be 
jettisoned out into the community where there are no 
independent primary care physicians who have open practices 
in our area primary care physicians are converting their 
practices to concierge or retainer practices.  And we're seeing 
charges of 1500 to $3,000 per year per patient to be in those 
practices.  We've had patients who have been either fired from 
those practices or have left those practices, and they come to 
us seeking primary and specialty care. 
Finally, I think asking health plans to oversee and enforce 
access regulations is not the way to do it. This adds, again, a 
level of complexity to providing care that we cannot cope with 
and there is no reimbursement for additional administrative 
costs.  Each plan will have its own slightly different 
interpretation of the standards and will have slightly different 
ways of enforcing them, but I elieve ultimately financial 
penalties will be enacted as we've seen in some of the pay-for-
performance programs where reimbursement is reduced based 
on meeting or not meeting pay-for-performance standards.  I 
don't think that was a consequence, the intended consequence 
of any of these regulations. As I said in the beginning, I don't 
think any practice starts the day trying to limit or control or not 
provide access to the patients in the care that they want. 

44-275 I'm the Executive Medical Director for the managed care 
system for Loma Linda University Health Care.  It's a faculty 

Accept in Part: The concerns reflected in this comment have been addressed by the 
revised text at subsections (c), (d) and (e).  
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practice group for Loma Linda University School of Medicine.  
It's affiliated with Loma Linda University Hospital as well as 
Loma Linda University Children's Hospital.  We have 550 
physicians comprising three primary care groups and over 50 
specialties.  We have over 550,000 visits per year and we run 
45 different residency programs with 150 residents graduating 
each year. 
 We are the largest provider in San Bernardino and Riverside 
counties and the only tertiary provider in the Inland Empire.  
Many of our subspecialties are the exclusive provider for that 
specialty in the Inland Empire.  Our patient population comes 
from San Bernardino, Riverside, Inyo and Kern counties. As an 
institution, we're focused on providing quality care in an 
environment of service excellence. Loma Linda University 
Health Care supports the objective of this regulation to provide 
for covered health care services in a timely manner appropriate 
for the nature of the enrollee's condition consistent with 
professionally-recognized standards.  However, we strongly 
oppose the content of this myopic legislation due to the 
consequences for our providers, the institution and our 
patients. 
Number one, access standards cannot be legislated when 
there is not the physician supply to meet the patient demand.  
With a population of just under four million in our two counties, 
we have been identified among the most rapidly growing 
counties in the nation.  There's a projected growth population 
of 13 percent by 2009 with a 25 percent increase in the age 
range with the highest utilization, the 25 to 64 year olds. The 
area's currently experiencing a shortage of both primary care 
and specialty physicians, note, cardiology, dermatology, GI, 
ENT, orthopedics, ophthalmology and rheumatology.  San 
Bernardino and Riverside are two of 17 metropolitan areas in 
the United States experiencing a decline in the ratio of 
physicians per capita with a projected decrease of another five 
percent over the next few years.  This region has one of the 
lowest reimbursement areas in the country, with lower 
physician salaries making it difficult to both recruit and retain 
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physicians. 
Access is being approached in a vacuum without consideration 
of the health care system as a whole. Seeing patients is what 
our physicians do best, and we are constantly looking for ways 
to improve our patient satisfaction.  Physicians are struggling to 
provide quality service and timely care.  Demands and external 
pressure imposed by these regulations will replace the role of 
medical decision making by the physician compromising the 
service as well as jeopardizing appropriateness of care for all 
of our patients. 
Currently there's a process by which medical urgency is 
evaluated and patients are provided appointments according to 
that need.  By assuring that all patients get in within the 
standard and without regard to medical urgency, will mean that 
those that really need to be seen will not be able to be 
accommodated and will be redirected to the emergency 
department thereby reinforcing the trend for using the E.D. as 
primary care. 
You'll create discrimination by health plan, meaning if we 
schedule the managed care patients according to the 
regulations rather than by medical urgency, non-managed 
health care patients will be discriminated against forcing us to 
choose with which regulation to comply. 
The regulation for alternative providers is in total contradiction 
to the purpose of managed care. Patients enroll with Loma 
Linda because they want care by a Loma physician provider.  
Referring to outside providers presents a logistical nightmare 
for authorizations, tracking, cost effectiveness, and continued 
care.  In many cases our specialists are the only ones available 
to see patients for that specific service in the Inland Empire. 
Standards are setting up patients for unrealistic expectations 
and dissatisfaction.  The DMHC regulations promise patients 
the moon, and in reality is neither practical nor feasible to 
assure that every managed care patient receives care within 
the standard set. 
We appreciate the intent of these proposed standards in 
providing timely care, however, we feel that increasing 
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operational costs, placing unrealistic expectations and 
demands on the provider groups will not improve the quality of 
medical care delivered but rather will reward mediocrity and 
result in increasing levels of patient dissatisfaction.  Enactment 
of these regulations may jeopardize Loma Linda University 
Health Care's ability to continue providing care for managed 
care plans and in particular capitated plans. 

45-276 I'm Dr. Bart Wald, pediatrician and President of Physician 
Associates Group of the San Gabriel Valley.  Thank you for 
allowing us to have this opportunity to speak with you about the 
regs. I really appreciate the opportunity to hear the previous 
comments because it really hit home to me about what a 
systems problem this really is.  Timely care is good, nobody 
would reject that, but standards and regs need to be developed 
and enforced, I think, in the context of what system we 
currently have. 
I couldn't help but think of the parallels to what NASA went 
through in the late nineties.  They had a mandate from 
government saying you've got to do it better, cheaper, and 
faster.  And they lost two major projects on Mars and there's 
been multiple writeups of that.  And basically the scientists said 
we couldn't do all three; we could do two of the three, better 
and cheaper, but not faster, or we could do better and faster, 
but not cheaper. And this, I think, has led to a reconfiguration 
of their policies and practices. So how does that apply to our 
system?  Well, better, I think we're doing a lot better.  Better 
clinical services, more mammograms, more vaccines, more 
diabetes care, more acute care, more PET scans, more 
biotechnology, and these have all been documented.  Better 
service.  I think our past surveys show that we are improving 
service to our patients.  Certainly communication issues have 
been a major challenge, and better communication, longer 
visits, more opportunity for questions, more interactions 
between physicians are all things that we're doing to try to 
make the service better. And then lastly, electronic health care 
records, better documentation, but it takes longer, not to say 
more expensive.  So I think we have documented we're doing 
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better. 
How about cheaper?  We still have amongst the lowest if not 
the lowest HMO and Medi-Cal costs in the country.  We're still 
under major challenges to reduce hospital rates, reduce ER 
rates.  These things can certainly increase the number of office 
visits. 
We're having greater challenges finding specialists who will 
work at typical managed care rates, and our rates in our 
community are still less than a hundred percent of Medicare.  
We cannot find dermatologists, we cannot find radiology for 
mammograms, we cannot find rheumatologists or orthopedists 
sometimes at any price at all, let alone our standardized 
managed care rates. So there is consequences of doing it 
cheaper and providing less expensive care.  We're having 
major problems with recruitment as other organizations have 
had. 
So what about faster?  We've done two.  Faster is good, but it's 
tough to mandate it in a system that won't really make room for 
all three challenges.  Some of the solutions for faster would be 
decreasing unnecessary visits and unnecessary services, but 
we're in an era of consumerism.  They want more visits, they 
want more services. Decreasing no-shows.  Now, we don't 
have a Medi-Cal population, but our physicians do report easily 
a 25 percent no-show rate.  We've recently had to send out a 
letter to our primary care physicians saying, please urge your 
patients to make and keep their specialist appointments.  
They're so much at a premium, we can't afford no-shows.  And 
the specialists have appreciated our efforts to do that.  What 
about getting more doctors, those who will accept our 
California managed care rates and the income that goes with 
it?  We can't compete with Texas and other parts of the 
country.  What about decreasing documentation time?  That's 
not going to happen.  What about decreasing the regulatory 
burden on our physicians?  That's not going to happen. So 
there are solutions, but within the context of our system these 
things are not going to enable us to meet aster access time. 
So timely care is good, but it's a system's issue.  And we're 
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doing two of the three quite well, and I think that's pretty good 
for a broken system, which people claim we have.  And the 
impact of universal coverage, which we all support or certainly 
CAPG's position is, what is that going to do to access issues 
that haven't even begun to be considered yet? 
So are there delays in care on occasion, yes, there are, but we 
sure do the best we can to monitor our programs to incorporate 
NCQA standards for timeliness of care, to do our surveys, to 
address problems where we identify them to the best we can; 
but I think until we develop a more coherent and rational 
system, just putting in mandates on these timely access regs is 
just pushing the balloon in and letting it pop out somewhere 
else; and I don't know if we want to compromise the better and 
the cheaper that we, I think, have made great strides at. 

46-277 People have tried to describe a little bit where they've come 
from.  I've been a medical director of an IPA in Santa Cruz 
County, before that, medical director of the regional Medi-Cal 
managed care plan for Santa Cruz and Monterey counties.  
Before that, almost 20 years of practice in pediatrics in a low-
income community.  I think I can fairly say that I'm a crusader 
and hopefully a champion for access as the cornerstone of an 
ethical health care system in our state and in our country.  And 
I regard timeliness as one of the best ways of demonstrating 
the mutual respect that makes the professional relationship 
work. I'm also proud to say that I've been serving as faculty 
and hopefully as a stimulator for the last three or four years, 
specifically in strategies for medical groups to approach patient 
satisfaction.  And I think this exposure has given me a pretty 
good view of what's going on around the state and it's made 
me a realist, which has led me to some serious concerns about 
the regulations that are facing us. To be blunt, I fear that the 
rigidly prescriptive requirements and the regulations may very 
well exacerbate rather than ameliorate the access challenge of 
the almost crucial kind we're talking about, which is the 
availability of medical homes.  Timeliness is an important 
issue, but having a doctor that is your guardian, if you will, and 
communicator and guide is even more precious, and I feel 
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that's what may be at stake. 
I have objections in a number of categories that I want to raise, 
but I'm going to leave this with a very constructive overture 
because we want to be part of the solution and not snipers. I 
do feel the term "standards" is a bit of a misnomer.  I think 
these are goals, that, in fact, they're stretch goals.  There is 
very little evidence on any large scale that these have been 
met in California.  We've certainly seen examples, anecdotal 
examples typically in systems with strong administrative 
support, good physician supply and enough financial flexibility 
to go through the challenges of putting advanced access in 
place, we have had some anecdotal successes, but nowhere 
have we seen a penetration more than half of primary care.  
And nowhere has this become even now touching the earth in 
specialty care. 
I think the regs are based a little bit on gauzy science.  And we 
look back to the date that the regulations were passed.  We've 
learned a little bit since then.  But nowhere is there a 
suggestion that these timeliness issues have a bearing on 
reduction of morbidity, improvement in productivity and 
reduction of suffering for our patients. 
Now, those of us that have worked in strained environments 
look at these issues as the really fundamental parts of health 
care.  Convenience and timeliness, yes, they're important, 
they're legitimate, but they're secondary to people getting care 
for chronic illnesses and early intervention for problems that 
typically get larger later. 
Well, what about the citation of evidence in the DMHC 
document?  Actually, there's very little evidence about the 
clinical consequences of the timeliness. There's a great deal of 
information regarding the operational details of how to put 
advanced access into place.  Nine of the articles are written by 
one physician, Dr. Mark Murray, certainly a leader and a 
charismatic spokesman.  Another 15 are circular citations of 
the previous work. So it's actually, it's an important platform, 
but this whole concept of advanced access is really a work in 
process, it's new, mostly in the last three or four years we've 



Department of Managed Health Care 
 

TIMELY ACCESS TO HEALTH CARE SERVICES 
(2005-0203) 

RESPONSES TO COMMENTS 
Comment Period #2, July 16, 2007 – September 21, 2007 

 

 255

had some glowing successes, but also some pretty grim 
failures.  We're finding our way.  And I think putting these 
regulations into brick and mortar is really premature for 
California. 
I think the fact that the regulation excludes specifically 
emergency care, the only area where probably the matter of a 
half hour makes a true credible difference, is really kind of 
inconsistent with the purpose of improving health care.  I know 
why it's not there, because everybody knows it's not 
conceivably possible to put those time requirements into our 
crowded emergency room system.  But we put it on the types 
of appointments which are actually less threatening and less 
important in terms of consequences. 
I believe the regs are discriminatory.  You've heard, I think, 
really compelling testimony from Medi-Cal managed care.  
When I left my practice, 65 percent of my practice population 
was Medi-Cal, and I've been a medical managed care provider 
and I've worked in community health centers.  I can honestly 
say that these regulations are just simply not credibly 
enforceable in this environment. I think we're looking at 
systems that are able to respond, and we're not looking at the 
systems that are providing, I think, the most crucial care. I 
believe we're also in the old parable about the man looking for 
his car keys underneath the streetlight and a policeman said, 
well, you know, why are you – what are you doing down there 
on the ground?  And he said, I'm looking for my keys.  He said, 
well, where did you drop them?  Well, back there in the alley, 
but the light was better where he was. 
And, in fact, we are heaping these regulations on the most 
intensely regulated, most transparent, most heavily burdened 
group of providers in the state.  They are not applying to fee-
for-service Medi-Cal, fee-for-service Medicare, and most 
crucially our six million uninsured people, who are the people 
where I think true access really is a binding issue. 
I think you've heard a lot about the burden on prospective 
physicians entering our health care system in California, and I 
really am worried about that.  Half of our California graduates 
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are leaving.  The more regulatory burden we put in front of a 
young physician, the more the University of California is 
training the future physicians of Idaho and Nebraska.  I just 
really don't think that's what we want to do.  And this is 
perceived by many as just one more bale on the donkey's 
back. 

47-278 I am Jay Cohen, and I'm President and Chairman of Monarch 
Health Care.  I'm also a chair-elect of CAPG.  I originally was 
an emergency physician and did that for eight to ten years and 
then I transitioned over and opened up a general family 
practice, which I did for a total of 12 years, so I've served on 
both sides, the specialty side and on the primary care side. I'm 
going to abbreviate my comments to avoid redundancy in an 
interest of time, but I will leave a written copy of my prepared 
statements for the record. What I'm going to be focusing on 
specifically with respect to the regulation is the impact that I 
view it will have on the California physician work force. I did 
slides, but I also did them as handouts because I think it will be 
easier for you to follow as handouts, and I -- you know, for 
everyone else, if you want to do the slides, that would be great, 
but then each of you will have a copy. Basically, recently 
published data does support the view that on a statewide 
basis, California's physician work force is adequate to meet the 
health care needs of the state's population, and the first slide 
actually demonstrates that.  It's a UC Berkeley 2004 Physician 
Work Force Study that demonstrates that based on AMA 
master file data, our statewide physician per 100,000 
population ratio exceeds the Council on Graduate Medical 
Education, also known as COGME, requirements for both 
primary care and specialty physician. 
The real problem in California with respect to its physician work 
force is a chronic geographic maldistribution. In your packet, 
the first slide demonstrates the work force is adequate relative 
to the population. The real problem in the California work force 
is related to the chronic geographic maldistribution between 
metropolitan and rural areas.  So if you'll look at the second 
and third pages of your packets, those are two maps that 
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demonstrate for you which counties in the state have an 
oversupply of physicians relative to the population need and 
which counties have an undersupply, well below the COGME 
requirement.  And as you'll see, it is predominantly our rural 
counties that have that problem. And some of those numbers 
are very dramatic. 
It should also be noted that in some communities, and this was 
referenced in earlier testimony, that even in those communities 
where the specialist numbers exceed the COGME 
requirements, we're unable to recruit physicians in certain 
specialties, such as orthopedic surgery, intervential and 
cardiology and endocrinology, because of the great demand for 
those specialists. More important than these facts are the 
projections related to our future physician population and, 
that's the slide that you're looking at there, which is the fourth 
page in your handout, which is the COGME national projection, 
which demonstrates a subtle decline in the ratio to population 
starting about 2015.  But if you'll notice the green bar, which is 
the bottom one, I'd say far more dramatic decline, which has 
already begun, and this is related to physician lifestyle issues. 
Specifically, as we've noticed in our recruitment of new 
doctors, in general, they're not trained to work the long hours 
that their predecessors were, nor have they embraced the 
lifestyle compromises that pursuing that traditional physician 
work schedule would require. 
More importantly, and I think on the next slide you'll see the 
aging trend in the California physician work force is quite 
alarming.  You'll see from that slide that there is a dramatic 
shift in the physician population to those who are likely to retire 
within the next five to ten years. On the following slide you'll 
note that the impending physician shortage is dramatically 
compounded by increasing demand.  And this will occur as 
Californians age.  And those red boxes demonstrate what the 
raw number of physician shortage will be once the population 
ages and if we expand insurance to the uninsured in 2015. 
California's already challenged for several reasons when 
competing for new physician recruits.  Of particular concern is 
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the cost of living discrepancy in California relative to other 
states.  If this were offset by more attractive compensation 
packages, that would be great, but the fact is the physician 
compensation in California in general is lower than physicians 
can command in other states.  And the recruiting becomes 
even more challenging as administrative burden and cost of 
practicing in California continues to rise more rapidly than the 
associated revenue. 
So what's my point?  The point is that the adoption of these 
access regs will actually exacerbate the problem they're trying 
to solve.  Researchers more sophisticated than me have 
concluded that public policy actions do need to be taken.  
Rather than to detail fully their conclusions, I've actually taken 
the liberty of printing an executive summary prepared by the 
California Physician Work Force Center for Health Care Work 
Force Studies at University of Albany, which I think has very, 
very good conclusions for your review later.  Just let me 
highlight a couple. They concur that the problem really is a 
maldistribution, it's not the supply at present, but in the future, 
the supply shortage will exacerbate the maldistribution. 
They do encourage increasing medical school and residency 
capacity.  So if you could whip to the last two pages of your 
handout you'll see California on the far right both on residency, 
and the next slide is medical students, so those last few slides, 
we're far below national standards with respect to number of 
medical students and residency openings.  So they encourage 
increasing that. 
They also encourage policies to address the maldistribution by 
increasing physician diversity, recruiting new candidates from 
those underserved areas and creating incentives like loan 
repayment programs to encourage those physicians to migrate 
into those areas. They also encourage increased productivity 
with use of non-physician clinicians and technology. 
Most importantly, they do not recommend creating a rigid 
regulatory framework that intrudes upon the way physicians 
practice medicine, as this regulation will. This will actually 
contribute to the factors creating the problem that California 
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currently has. 
I think I would just say in closing, on behalf of the CAPG 
physicians and physicians of Monarch Health Care, I 
respectfully encourage the Department to reevaluate the 
approach it has taken in the proposed access regs and work 
on an achievable regulation that fulfills the terms of the timely 
access statute without inadvertently worsening the problem 
that California's projected to have. 

48-279 I appreciate the opportunity to come here before the 
Department and to provide comment on behalf of Molina 
Health Care regarding the proposed timely access regulations.  
Our medical group is comprised of 120 physicians and support 
staff providing quality care to 120,000 patient visits a year.  We 
operate 19 primary care offices in Northern California and 
Southern California, and these community-based facilities 
serve managed care Medi-Cal and Healthy Family enrollees of 
Molina Health Care.  We also serve patients enrolled in other 
government-sponsored programs as well as individuals without 
health insurance. We will be submitting formal written 
comments on Friday regarding all aspects of the proposed 
regulations, today, however, I want to share with you what it 
means to implement the regulations as drafted. Molina Health 
Care supports efforts undertaken by the Department to 
strengthen consumer protection, however, we firmly believe 
that this proposed regulation, if adopted in its current form, will 
seriously undermine the delegated model, reduce access to 
care and further exacerbate the challenges already faced by 
those health plans, medical groups and physicians providing 
care to the underserved population. 
Furthermore, the implementation of the proposed regulatory 
requirements unnecessarily increases administrative costs in 
an age of inadequate government reimbursement for providing 
care to those enrolled in government programs.  And these 
additional administrative costs will not result in better quality 
care for patients and, in fact, may impede timely access to 
care. 
Since Director Ehnes first joined the Department, she has 
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spoken often of protecting and preserving the delegated 
provider model.  Director Ehnes recognizes the vital role 
played by the delegated model and efficiently providing quality 
health care to Californians while at the same time keeping 
costs down. However, the requirements of the proposed 
regulation seriously undermine the foundation of the delegated 
model by affirmatively directing that patients be referred to 
providers that are not part of the network. This requirement to 
refer out to non-contracted providers exists absent even one 
complaint by an enrollee, and this removes any incentive for a 
provider who might have joined otherwise in a provider network 
organized by a delegated group or health plan. 
Contrary to the stated intention of increasing access to care, 
implementing the proposed regulation would actually result in 
potentially serious delays. First, there are dozens of specific 
regulatory standards for access to care and communications to 
and from health plans and providers.  And these overly 
complex and confusing standards serve as another barrier 
dissuading physicians from contracting with provider networks. 
Second, another provision within the proposed regulation 
requires that 50 percent of the provider appointments be open 
at the start of the workday for same-day and next-day 
appointments in order to meet open access as defined by the 
regulation.  Meeting this requirement would further limit the 
number of patients that can be seen in any one day and cause 
significant delays. 
Third, the doctor's schedule as prescribed by the regulation 
seriously limits if not practically eliminates time for preventative 
health services.  And our ability to positively influence health 
outcomes, particularly for a underserved population, is related 
to providing not only acute care, but preventative health 
services such as wellness screenings, immunizations, breast 
cancer screens, cervical cancer screenings, et cetera.  The 
ability to schedule these types of visits in advance is 
compromised. 
As a medical provider in a health plan committed to delivering 
quality care to those in government- sponsored programs, 
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Molina Health Care faces the additional burden of inadequate 
reimbursement for Medi-Cal services, and the requirements of 
the proposed regulation, increasing the so-called red tape that 
providers must endure when they contract with delegated 
models or health plans, only exacerbates the shortage of 
specialists we witness in many communities. 

49-280 My comments are from the perspective of both a primary care 
based group practice and an IPA which arranges for the full 
spectrum of health care services. We have about 65 percent 
HMO in our group practice, and we also share the difficulty 
that's been mentioned of recruiting physicians into our practice 
because of competition with larger systems like Kaiser that can 
offer maybe a higher salary or a better lifestyle, no call, things 
like that that we can't offer in a smaller primary care group 
practice.  So we'd be very challenged in meeting a lot of these 
regulations with regards to access. Before I comment on the 
regulations, I just wanted to make a comment about some of 
the things we've done in our group to try and improve access 
for our patients We have an urgent care center that's open at 
night, weekends and holidays.  We have Saturday hours for 
pediatric patients from 9:00 to noon for people that can't come 
in during the week when they are working.  We use physician 
extenders, but they're also difficult to recruit as physicians are 
because they're very popular and in demand right now. And 
we've worked on open access programs for our family practice; 
some are working, some are not working so well.  And looked 
at group visits for things like diabetes, where people can come 
in one big group and get educated by the physician all at once, 
and also for prenatal care after they've had their first visits, 
they can come in for some group prenatal care visits. And also 
this year we've purchased and are implementing an electronic 
health record, hopefully to streamline some of the office 
administrative things.  We don't think it's going to take any 
shorter time to see the patient with that, but shorter times for 
things like returning calls for pharmacy refills and things like 
that should just be a little bit more efficient in the physician 
office. And having said all that we still have -- I think that on our 
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IHA patient satisfaction survey that we had received back this 
year, access was our worst area.  And so we're obviously 
looking into the factors that go into that access area for us.  It's 
not just access to the primary care is not an issue for us as 
much as access to either specialists or sometimes returned 
phone calls from the office, which is a burden everybody faces. 
My direct comments on pieces of the regulation focus on some 
of the areas that were added to it this go-around.  One is in the 
delegation and responsibility area.  There's a segment that 
says, "All provider groups are presumed to have sufficient 
capacity to comply with the applicable standards specified in 
this section if they have sufficient number and type of 
applicable specialties or providers to provide covered services 
to their panel of plans and enrollees."  We're not sure who is 
determining that sufficient number and type of specialties.  It's 
not clear in the regulation.  And I suggest it can vary 
significantly by region and also by medical community as to 
what types of specialties you need in what area to care for your 
population of patients. So most likely the provider group itself 
would be the only one that could judge if it had a sufficient 
panel or not, and I just suggest that that presumption in the 
regulation that was put in be deleted because it's going to 
create a requirement for provider groups to supply access that 
they potentially don't have the capability to supply. 
Another area that I wanted to comment on was the definition of 
advanced access that was listed in the regulation.  Specialty 
care was included in the definition for advanced access by 
saying that specialty care access should be within five days I 
believe.  And I feel that the inclusion of specialty care in the 
definition of advanced access is going to negate any value of 
having that in the regulation at all, because by its nature, 
specialty care is generally delivered for non-routine care, and 
patients will call or be referred when they need to be seen.  It's 
not that the practitioner can leave half their schedule open 
every day waiting for people to call that day. They're 
scheduling consults, procedures and surgeries and follow-ups.  
They don't have the ability to leave half their schedule open 
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every day waiting for people who just might want to call the 
specialist office. So I think just by including it in there, if you 
include that in the measurement of all your advanced access, 
nobody will be able to meet that measure. 
Another issue that I think about advanced access that we 
found that doesn't work so well is there – you have different 
populations of patients that -- where it doesn't work so well.  
With us, it's our senior patients. They don't like it, they don't 
want to call the day of, they're afraid of not getting through on 
the phone, they want to schedule their appointment when they 
walk out the door that day.  They want to know when their next 
appointment is. So if you have a patient population for a 
practitioner that's an internist who sees a lot of senior patients, 
they may not be able to keep their schedule open half because 
they have a lot of seniors making those pre-scheduled 
appointments. 
The appointment waiting time was another issue that I've had 
that I've mentioned before, which is you have that area of -- to 
see a specialist, you have 72 hours to authorize the referral 
and 24 hours to communicate it back to the patient and the 
provider, but you only have 72 hours to have the visit.  So 
there's just a problem there. 

50-281 I'm from Brown & Toland Medical Group.  I'm the compliance 
director there.  And Brown & Toland serves about 180,000 
HMO commercial enrollees, about 12- to 15,000 senior 
patients.  We've also -- we're in growth mode, we are now in 
the PPO fee-for-service arena and we more than doubled our 
patient base than we had in the HMO arena.  We are well-
renowned for our quality initiatives, our case management 
initiatives, we were one of the first groups in the country to 
implement a hospital-less system. And what I'm going to look 
at -- I'll also submit some written comments by the end of the 
week, but I wanted to look at a particular slice of things.  And, 
you know, in the statute it says that the Department shall 
review and adopt standards as needed concerning the 
availability of primary care physicians, et cetera, et cetera, as 
well s specialists and hospital care, the whole -- across the 
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whole medical treatment continuum.  So I wanted to focus on 
primary care specialty. But I want to start off by saying I keep 
hearing the system's broke from some people.  I don't know 
what we mean by "the system."  If we mean the macro system, 
obviously there are issues, yes, it's broken, we have so many 
uninsured and under-insured, it's broke.  But from Brown & 
Toland's point of view, for our delivery system in San 
Francisco, we're not broke, in fact we're far from it. We're doing 
quite well.  We are, in many ways that you measure it, we 
participate in many programs that are about transparency, we 
publish an annual report.  Even though we're not a publicly-
traded company, we're open, you can see we're not broken. 
And I don't think the HMO delivery system is as a whole 
broken.  There are issues, and I think those issues might be 
dependent on certain markets or regions or maybe even 
certain medical groups or delivery systems within the overall 
HMO commercial delivery system. 
So if you go to the first slide, please, basically what I've done, I 
looked at a Cattaneo & Stroud report that's called "Active 
California Medical Groups by County by Line of Business," and 
it covers from 2004 through 2007.  The 2007 numbers are 
based on March reporting.  Medical groups and IPAs 
participate on their own. I think there was 302 medical groups 
and IPAs that are active in the state.  Cattaneo & Stroud had 
over 82 percent reporting, which is a pretty good reporting 
ratio, but -- and I'm looking at this report because I didn't know 
where else to look.  This is something for our model which gets 
published each year, and it's got issues with it and I'm going to 
come clean with those issues at the beginning and end of this, 
and some of them I want to be up front right now. So first of all, 
their assumptions and methodology slides, there's like two or 
three of them, and some of them are about the report and 
some of them are about me. And the first one is my thing, there 
is something on the books right now in terms of a regulation.  It 
basically says to the plan, make sure that there's at least one 
FTE, primary care physician or PCP -- I know primary care 
physicians, forgive me, I know you hate the term PCP, but I 
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might be using it -- per every 2,000 enrollees.  So, you know, 
that measurement, what does that mean?  Does that mean that 
no PCP should have more than 2,000 patients on their panel?  
I'm not sure if that is but let's just use that as some kind of 
guidepost for now. 
The other assumptions are that the report that I've looked at, it 
counts physicians -- or the way it counts physicians includes 
both employed and contracted, so you have your staff model 
medical group, you have your IPAs, but -- and it does not 
include any solo practitioners that don't at all participate in the 
coordinated care group model, okay?  The PCPs affiliated with 
the groups, I'm looking at -- just at the commercial HMO for 
now and then -- but the report doesn't break down between 
PCP specialties, pediatrics or IMs and it doesn't break down by 
FTE status either.  Also, it only looks at MDs and DOs.  But this 
is basically -- the next slide -- what we're looking at is just a 
medical group IPA level, not -- so it's a very high level from that 
regard.   So I just want to go -- I looked at some counties 
across the state -- the next slide please, Bill – and I'll just 
highlight a couple of counties.  Go to the next slide. Let's look 
at L.A.  And L.A. you got over almost three and a half million 
Knox-Keene commercial enrollees. You've got over 10,000 
PCPs.  When you look at the panel distribution, that's an 
average of 335 members per PCP panel.  Is there a PCP 
access issue in L.A.?  These numbers would say no. Let's go 
to, like move up to three.  Let's look at Sacramento since we're 
in Sacramento. Really quickly, you've got 650,000 Knox-
Keenes, 919 PCPs.  That's an average of 712 enrollees per 
PCP. So let's move forward a few more slides.  I just want to 
show you -- keep going. Here are the counties that show, from 
these numbers from a medical group IPA level, not taking 
regard to multiple contracting where many individual physicians 
are multiple contract between IPAs, but from this view it 
doesn't look like there's a PCP access issue. The next slide, 
please. For these counties, it's not as rich, but there's no HMO 
commercial access PCP if you look at these counties based on 
these numbers. And then the next slide. Now you're getting a 
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little bit more tighter. You've got here counties that have a 
capacity to serve Knox-Keene but not a capacity to serve much 
more than that. And then the next slide.  We've got three 
counties that don't even participate in the HMO coordinated 
care models. 
Next slide, take aways from a medical IPA level, the current 
HMO commercial medical group IPA, PCP capacity more than 
serves Knox-Keene commercial, Knox-Keene enrollment 
needs.  Currently many medical groups, IPAs currently serve 
Medicare, Medi-Cal, Healthy Families.  In addition, many 
medical groups, IPAs on top of that serve patients outside of 
the system, fee-for-service patients, from a medical group IPA 
level, current HMO commercial PCP capacity, and the majority 
of counties can either fully serve the entire population or 
significantly fill PCP needs.  Brown & Toland's experiencing 
this, we're in growth mode.  We have 1500 physicians, half of 
which are with the UCSF academic physicians, the other half 
are individual practitioners in our communities, in San 
Francisco. 
And I just want to go to the next slide. I want to show you that 
we are in a period of stabilization.  When the statute was 
passed five, six years ago, things were very different.  We are 
in a period of medical group IPA financial solvency 
stabilization.  We are in a period of enrollment stabilization.  
Now, Medi-Cal is much lower than commercial enrollment and 
Healthy Families even lower still, but if you look at those 
numbers, we've been doing quite well. 
In terms of a full-time employed or equivalent PCP capacity, I 
feel, Brown & Toland feels, there needs to be a detailed study 
that takes into account a variety of factors including multiple 
contracting.  Let's get to the real size of what the PCP capacity 
is in this state and especially within our system.  In our Knox-
Keene system, in our managed care coordinated care system, 
I think we can take on, in some areas, in certain markets, in 
certain regions, the market could respond to a growth in 
business if we can encourage and find ways to incentivize 
purchasers, including the government, to get focused in our 
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system, I think there's ways to address access and care needs. 
And if you go to the next slide, please, which is the last one. 
Basically that's what I'm saying, is that I'm believing in a careful 
-- but allow the market a chance to respond to needs as it's 
doing today in so many ways with transparent reporting, 
incentives in its reporting on measurements and health I.T. 
programs. So that's it.  Sorry so fast or long. 

51-282 I'm here today on behalf of Prime Care Medical Network.  We 
are a little unusual; we have a limited number Knox-Keene 
license, which I guess makes us sort of a quasi-HMO.  We 
have 11 subsidiary contracted IPAs.  So again, that makes us 
both sort of provider and plan.  We service approximately 
220,000 members in the Inland Empire, that's Riverside and 
San Bernardino counties. I appreciate the opportunity to come 
and speak today on these regulations. My testimony today is a 
little bit different than what you've heard so far.  I'm really here, 
and I will try to keep it short and summary form, but I'm really 
here to talk about sort of the legal arguments and tie together a 
lot of what you've heard today. We are concerned that the 
proposed regulations potentially do not meet the procedural 
requirements under the APA.  And as you know, the basic -- 
the APA establishes the basic minimal procedure requirements 
for rule making, and compliance is necessary particularly for 
these kinds of regulations. There are six standards.  And, 
again, I'm going to try and present this in summary form, so I 
am just using the slides to keep this a little more concise. The 
six standards, necessity, authority, reference, consistency, 
clarity and non-duplication.  And we will be submitting a much 
more detailed letter to the Department analyzing these 
arguments, but I'm going to try and summarize this today and 
keep it a little bit simple. I've kind of broken this down into two 
areas. We're concerned that the record does not reflect 
compliance with the necessity and authority standards, 
specifically with respect to the regulations itself exceeding the 
scope and the intent of the original statute.  And there will be 
testimony today I believe that will talk about how the original 
intent of the statute was to prevent incurred violations at a 
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pattern level and not an individual level.  And you can see 
there's language in the statute that speaks to that.  The statute 
itself states that the Department shall focus more on patterns 
of conduct. 
We also very respectfully disagree with some of the positions 
that have been taken that the Department is required to 
develop time-elapsed standards.  The statute requires the 
Department, in our opinion, to develop indicators, and also 
Section D states, "The Department shall review and adopt as 
needed concerning the availability of primary care," and it goes 
on. So it's our position that the regulation really tries to 
encourage the Department to assess the need and then to 
address standards as may be needed in response. 
A lot of the testimony today has focused on need. The 
regulations as they are written, I think there's been a lot of 
testimony about them being prescriptive.  They're very detailed 
with respect to what the standards should be, with respect to 
corrective action, with respect to monitoring.  There is already 
a current -- there's current Knox-Keene law regarding plans' 
obligations to include access standards in their QI program.  
And the Department currently requires that in the plans' 
programs, they currently monitor for that and have corrective 
actions come down, not just for the plans, but then the plans 
will go down and monitor their contracted providers, which is 
really, I think, what we're trying to accomplish today. 
I think that there's no one in the room who doesn't believe that 
timely access is important for care. And it certainly is the 
physicians' and all of our responsibility who provide care to 
ensure that it's done timely. The standards, however, we 
believe, as written are prescriptive and will have more of a 
detrimental effect on what the statute is trying to achieve.  So 
we don't necessarily believe that there is a nexus between the 
way that the regulation is written and the way that -- and the 
ultimate outcome. 
The Department of Insurance has promulgated regulations that 
are much more simple, and we also would encourage the 
Department to look at those as well, because assuming that 
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the DOI goes forward, we will have conflicting standards. 
The second is with respect to consistency, clarity and non-
duplication.  There are two sections of the Health and Safety 
Code that we believe conflict with the current statute.  The first 
is Health and Safety Code 1367.01H, which has to do with 
referrals.  And I think we've talked about that as an industry, 
how the current law requires 72 hours of a submission of an 
authorization for a decision to deny or approve, 24 hours to 
communicate that to the patient. The current regulations 
require a 72-hour turnaround time inclusive of that referral time.  
The Department attempted to fix that with some additional 
language added, subject to time if any reasonably or allowable 
under this 1367H.  I don't believe that that necessarily clears 
up the conflict, and, in fact, I think it does provide some 
confusion in that area. 
The second is with respect to continuity of care. 137396 is the 
continuity of care language, and that language was specifically 
designed to encourage a plan and a contracting provider to 
negotiate rates, and the plan is not necessarily required to 
contract with a non-par provider if they can't agree on 
reasonable rates. And yet I'm concerned that some of the 
language in this regulation requires the plans or providers to 
necessarily contract with a non-par provider at any rate in order 
to ensure access. 
Finally, I would ask that the Department consider the testimony 
with respect to adverse economic impact to California 
businesses.  There has been substantial testimony as to what 
that impact will be, not only to the groups and the plans but 
also to -- that really funnels downstream to the members. I 
apologize for going over.  Thank you for your indulgence. 

52-283 I'm CEO of Gem Care Medical Group in Bakersfield, California.  
I'm also an owner and board member of Gem Care Health 
Plan, which is a local Medicare Advantage Plan in Bakersfield. 
We represent 40,000 commercial lives and 6500 seniors.  We 
also manage several thousand self-insured lives, that does 
impact also our access and waiting times in our physician 
offices. Our county is a little unusual.  Where most groups have 
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a radius of 30 miles around their main office, we have to cover 
over 8,000 square miles.  Kern County is bigger than Rhode 
Island, Connecticut and Massachusetts combined.  We service 
both metropolitan Bakersfield and such areas as Lake Isabella, 
Delano, Tehachape, Arvin, Taft, and Lamont.  Everybody 
should have an opportunity to visit those cities someday. You 
know, we support any quality initiatives that are going to 
improve patient care, but I think, even though I didn't talk to Dr. 
Cohen before I came today, I think my presentation is part two 
of his because one size does not fit all.  And I don't know if 
anybody else is here from the valley today to talk, but the 
valley is unique in many ways. But in 2006, Central Valley 
Health Policy, Fresno State did this study.  The national mean 
for our ends per 100,000 lives is 622.  Kern County is 345.  
We're at 55 percent.  For California, it's an average of 302 
physicians per 100,000 lives.  The San Joaquin Valley is 173, 
57 percent.  California has 125 primary care physicians per 
100,000, San Joaquin Valley has 87, or 67 percent.  Statewide, 
California has 87 specialists per 100,000, San Joaquin Valley 
has 43, or 49 percent.  So echoing Dr. Cohen's presentation, 
what he was talking about in terms of being deficient in 
physicians in our geographic region.  You know, with regard to 
access, some of my colleagues today about in other parts of 
the state, I represent if they're having problems, you can 
imagine the problems we're going to have with those numbers.  
Now, we don't have great beaches and we don't have great 
weather; we do have the second dirtiest air in the United States 
and it can be 104 degrees 20 days in a row. So those are a 
little different recruiting attributes that we have.    In some of 
the areas, the outlying areas, they're 65, 70 miles away.  We 
actually do subsidize specialists to go in those areas, but they 
only go maybe one day a week, maybe twice a month.  And I'd 
be very honest with you, I don't think we meet any of the 
standards in those areas relative to specialists for those 
people, many who cannot travel to Bakersfield.  It would 
probably be very cost prohibitive to put specialists out there to 
meet those standards. I've personally recruited, I've hired 
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recruiting firms to bring specialists and primary care physicians 
to Kern County.  I can assure you, it's not easy. 
Today we have an inadequate number of physicians in several 
specialties:  Urology, psychiatry, dermatology, orthopedics, 
neurology.  If you talk to my colleagues at the Kern Family 
Health Plan, the Medi-Cal local initiative in Bakersfield, they will 
tell you that that list's a lot longer than I have in the private 
sector so to speak. 
I also run a 30,000 member employee assistance program in 
Kern County.  And I can tell you there is no way that we would 
ever meet the standards for psychiatrists in terms of timeliness.  
I mean, we have about five psychiatrists in Bakersfield 
covering 8,000 square miles.  We can never meet that.  And I 
think that's echoed by most of my colleagues in California in 
that particular specialty. 
You know, I think another thing needs to be discussed, and 
quite honestly, and I don't know if it really needs to be taken 
into consideration by the Department, but in some areas we 
probably, on a per thousand basis, have enough physicians.  
But I think most of you know who run IPAs and medical groups 
it's not that every patient wants to see every physician.  So 
what you have is your favorite physicians who have a lot of 
patients and some doctors don't have as many.  Now, that's 
our problem, but I would represent that those patients are 
willing to wait to see those physicians that are popular, and that 
sometimes increases our waiting times and our access. 
I think it's an unintended consequence, but I could see us, if we 
had to meet some of these standards, having to pay primary 
care and specialist doctors more to see patients in these 
timeframes.  I'd also say that would lessen the time that they'd 
have to see many of the patients they do see in Kern County 
who are uninsured. I believe these regulations were well 
intended. I think that what is missing today is the fact that they 
cannot apply uniformly across the State of California, 
especially in the central valley. 
You know, while I was sitting here I got an email.  And I just 
wanted to read it to you because I think it speaks to all the 
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groups in California.  And I got this, literally, just a few minutes 
ago from a senior. Now, I know these regulations won't apply 
to the Medicare plans, but I want to read it to you because I 
think it speaks well of what Dr. Wald said today and Dr. Cohen, 
that we all do care and we want people to get timely access, 
we want them to get quality care. But it says, "My wife Ruth 
recently needed immediate care for a condition that could have 
been life threatening.  We are so appreciative of your 
willingness to speedily approve all the requests for tests and 
treatments from a variety of doctors, labs and the hospital.  
Fortunately, it did not turn out to be as serious as we thought, 
although continued treatment will be needed.  The general 
opinion about HMOs is that they're uncaring and difficult to 
work with.  That is not true of your plan." And I would represent 
it's not true of any medical group or plan in this room today.  
And I think if we're going to measure things, we need to be 
measuring improvement, not necessarily based on certain 
standards. We really need, can we improve in the valley?  Can 
we recruit more doctors? But our measure's in improvement, 
because I think this represents, and it's not just my plan, but I 
think it represents everybody in this room.  We do really care 
about those patients and we're going to take care of them. And 
when it's medically necessary, we're going to be there.  But I 
don't know if we can be there based on these regulations every 
day.  I appreciate the opportunity to comment. 

53-284 Santa Clara Family Health Plan is one of the state's eight local 
initiatives.  We were formed to be the public alternative to a 
commercial plan in each of our areas and we compete with that 
plan to ensure that there is continued viability of the safety net 
and traditional providers of our community, that's our very 
specific mission, while insuring quality care for our members, 
often the most vulnerable people in our community.  In short, 
we act as a bridge between those most needing health care 
and the providers most able and willing to provide care to this 
population. Because the Santa Clara Family Health Plan is 
formed by state legislation and county ordinance as a 
freestanding public agency, we are subject to the Brown Act 
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and conduct our business in public with full disclosure of all 
financial information.  While we are a public agency, we are 
also subject to all regulatory provisions which commercial 
plans must meet including, of course, the Knox-Keene Act, 
which we're pleased to be subject to. As a health plan with our 
very specific and special mission, Santa Clara Family Health 
Plan has great concerns about the access regulations that are 
proposed.  While we appreciate very much the time and the 
energy that has been put in by staff of DMHC, the listening 
you've done for the development of these regs, we know that 
as proposed the regulations would be extraordinarily costly for 
a health plan like us to monitor and virtually impossible for our 
very busy and dedicated providers to meet consistently. 
I am providing you with written comments that detail our more 
significant concern and respond to the four questions very 
specifically that you asked, but I wish to speak about two major 
issues that we're facing that will be made far worse by these 
regulations. First is the problem of payment made by the state 
for Medi-Cal services.  Those of us whose primary business is 
Medi-Cal, must rely heavily upon the state's payments for our 
ability to survive.  Except for a small increase that was 
provided as an administrative mechanism, which will end next 
year, we have not received an increase in Medi-Cal payments 
for what is now four years.  In fact, for several years we 
experienced an approximate two-and-a-half percent decrease 
in our payments due to legislative action. The situation is now 
very serious, so serious that our own governor has publicly 
stated that Medi-Cal is way underpaid, and I agree with him, 
clearly.  Further, due to legislative budget reductions this year, 
we still don't even know what rates we're going to be paid for 
services effective October 1st.  In spite of the significant 
underpayment, we have managed to keep good provider 
networks available for our members, however, we're losing 
ground. In Santa Clara County a major hospital for Medi-Cal 
members, Regional Medical Center, has terminated all Medi-
Cal contracts including ours.  This has caused serious 
disruption in patterns of practice, and further, greatly increased 
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the patient load and costs of the remaining hospitals in San 
Jose and has caused physicians to have to move their 
practices. The contracts were terminated because the hospital 
reported to us that they could no longer afford to provide 
service due to the rates we were able to pay on Medi-Cal and 
the fact that we -- the regulations they had to meet. 
Second, we do not believe the proposed regulations meet the 
terms of AB2179, which specifically state that legislation -- the 
legislative intent that individual situations must be taken into 
account.  We find little of any accommodation being proposed 
for situations in which access to providers is diminished due to 
geographic location, which you've certainly heard about, 
overcrowding of existing providers within the community, lack 
of ability to pay appropriately because of deficiency in state 
payments and so on. Providers are moving away from us as 
you have heard, from our expensive communities, and moving 
into other states.  Others are simply retiring and giving up. 
Hospitals are closing their emergency departments, a very 
serious issue, if not their whole hospitals, as in Los Angeles.  
Yet it is still proposed we meet strict access requirements with 
no help to solve the underlying systemic problems. 
I do have a recommendation if I have one more moment. An 
alternative to what is being proposed, I wish to urge that a 
major new work be undertaken with an expert task force 
appointed to readdress the legislation.  As you know, we are in 
a very pivotal point in our health care system today with, 
hopefully, our governor and legislature at this very moment 
working to develop true reform of our system, the way we are 
paying for and receiving care. This is not the moment to 
impose new regulations.  Rather it is the time to prepare to 
respond to the innovation our administration is undertaking.  
We need to find new ways to contain rather than increase 
costs, streamline our regulatory requirements and prepare and 
truly respond to the health care access which our communities 
are entitled. 
I urge that the task force I am proposing include persons who 
have faced some of these challenges I have described.  If such 
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a group were to take a year to reexamine how to provide and 
measure good access, using models as suggested in the 
legislation from other parts of our country, then many new 
persons who may have and hopefully will have access to 
health coverage available through the new California plan can 
be assured of getting the care they need when they need it. 
While we have a provider shortage and growing provider 
shortage, we still have good contracts, but most importantly we 
have Stanford University Medical, we have Stanford, we have 
the Packard Children's Hospital, and we have Valley Medical 
Center, all of which are strong, tertiary institutions which have 
the full range of scope of providers. However, access is an 
issue.  It might take three months to get to see a 
gastroenterologist, but you'll get to see one.  And if it's an 
urgent situation, we see that it happens immediately. 
The problem is it's costly.  These tertiary centers are very 
much more expensive to operate and indeed then for us to pay 
than would be physicians in the community.  So that's the 
biggest issue for us, is the additional cost.  We can do it, but 
we don't have the money.  
And I'm very concerned about the emergency room situation.  
And in our community one of the serious issues is our urgent 
care centers have become, really, workers' comp centers.  
They close at seven o'clock at night and don't open on 
Saturday and Sunday.  So what do we need to do? We need -- 
somebody said the system isn't broken in San Francisco.  Well, 
I think the system really needs to be looked at.  We need to 
find ways to, as was said, provide physician extenders, to pay 
better for urgent care, to really see to it that the public system 
is carrying its own weight so that indeed it all doesn't go on the 
private system to try to pick up the cost. 
The legislature in this statute indicated that the Department 
had to issue indicators of timely access, but in Subsection D of 
the underlying statute, it said that the Department could issue 
standards as needed.  So the necessity component differs 
when you get to the element of standards versus indicators.  
You are required to issue indicators, and that's basically what 
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the industry has been urging the Department to adopt for the 
past three to four years when it submitted previous alternative 
standards.  We don't advocate that you regulate the adoption 
of rigid time elapsed standards. 

54-285 As you saw from Elizabeth Haughton's testimony, necessity is 
a key component under the Administrative Procedures Act and 
it's a fundamental condition precedent that must be met by the 
agency if a regulation is to survive a legal challenge or review 
by the Office of Administrative Law.  An important indicator, if 
you will, of necessity is data on the scope and magnitude of the 
problem that you want to solve by issuing the regulation. The 
publicly available data compiled by the Department of 
Managed Health Care for 2006, which I have up on the screen 
in front of you, indicates that there were less than 200 
complaints about access problems by enrollees.  So on that 
slide I have at the top, the large box, are the health plans with 
over 400,000 enrollment, and there were 185 complaints.  We 
don't know if any of those complaints were multiple complaints 
by a single enrollee, so it's uncertain whether it was actually 
185 people who complained to the Department in 2006. The 
smaller box underneath it is the bottom of the section related to 
health plans.  It's basically all the other health plans under 
400,000 enrollment.  And there were 8 complaints listed by the 
Department publicly disclosed on its website.  And so if you 
total the 16,627,000 members in the upper box and the 
3,426,000 members in the lower box, you get total lives under 
care of 20,053,994 under regulation by the Department of 
Managed Health Care.  And the total complaints in 2006 
related, again, to access issues were 193.  That's the sum of 
the 185 and the 8 from the two boxes.  The statistical 
significance doesn't even register on a calculator.  It places out 
beyond five decimal places. Why do I mention that?  Well, the 
survey component of the proposed regulation is based on a 
survey data methodology that is measured and reported on a 
statistically significant basis.  And so statistically significant 
reporting is imposed by the Department on regulated health 
plans and medical groups under this regulation.  Yet it does not 
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appear that the scope of this problem, as illustrated in DMHC 
data, reaches statistical significance, which is basically four to 
five percent of a sample size.  The total number of complaints 
received annually does not justify the imposition of a regulatory 
scheme that would significantly increase physician office 
overhead in California. 
Every day physicians seek to provide their patients with the 
best access to services that they can muster.  One of the keys 
to access is affordability.  And burdensome regulations 
increase operational overhead, which negatively impacts the 
medical loss ratio.  The impact of regulations in the absence of 
significant evidence of a problem create a bigger problem 
rather than solving it. 
We therefore urge the Department to carefully weigh the need 
or the necessity against the cost and decide whether a primary 
care physician's scarce financial resources should be devoted 
to more red tape or to increase patient care. 
In summary, no one regulated or legislated the creation of 
advanced access programs, but the medical profession in 
California innovated to provide its patients better access over 
the past four years.  California doctors are doing a good job in 
that regard.  A recent article cited that in Massachusetts 
patients have to wait seven weeks to get an appointment with 
their primary care doctor.  That is unheard of in California's 
medical community. In closing, stakeholders in this process will 
soon submit an alternative standard that has been vetted 
through existing medical practice capabilities.  We urge you to 
review it and consider it. 

55-286 I did want to just make a point which I don't believe has been 
made, and I'm going to defer other comments regarding health 
plans' specific issues to other people who will probably testify 
after me. I am a specialist in pulmonary and critical care 
medicine, have practiced in California for 30 years, the first 20 
of which were in large medical groups, the most recently of 
which was with Cedars-Sinai Medical Group and served on the 
faculty at UCLA as a professor of clinical medicine.  For the 
past 11 years I have worked with Blue Cross of California. One 
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of the issues that has struck me during the testimony today is 
the question of evidence, and it was raised by Dr. Shoemaker 
regarding evidence for the regulations on a medical basis, not 
evidence on a number of complaint basis.  What is the 
scientific evidence that these access standards will provide 
improved quality of care?  And I think that's where the 
regulations don't provide much help in terms of seeking the 
source of that evidence. 
The other point I would make with regard to the evidence is the 
demand, because clearly access is the counterpoint of 
demand.  And demand, if we're going to regulate access, 
should we also be regulating demand?  Is there evidence to 
indicate what appropriate demand for medical services is.  And 
again, the legislation here or the regulations are silent on 
demand.  I think it's important to raise these issues because 
demand is flexible. 
I was particularly struck by the report recently in the Journal of 
the Los Angeles Times, which was reporting on a medical 
journal, dermatology -- on access to dermatologists, a study in 
the peer-reviewed literature, which detailed the waiting times 
for people to see dermatologists whether they had a complaint 
of a suspicious mole or they were seeking Botox treatment.  
And the study found that it was four days for Botox and four 
weeks for a suspicious mole.  I think this exemplifies some of 
the issues we are facing in the flexibility or elasticity of 
demand. Demand can also be manipulated in terms of 
physician referrals to specialists, because there is very little 
evidence on how often or who needs to go to see a specialist. 
And I think the other point that comes up is the frequency of 
visits.  Particularly with chronic care, which we know is the 
major issue in terms of health care costs, chronic care is a 
function of repeated visits or repeated supervision by a 
physician, and yet there is no good evidence as to what the 
frequency of a follow-up visit is.  Should a diabetic be going 
back every two weeks, every four weeks, every six weeks or 
every two months? Would it be possible for a physician to 
actually, not consciously, but inadvertently, fill his appointment 
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book by bringing back chronic care patients at a high frequency 
so as to actually impact or create a pseudo-shortage in the 
sense that a more timely allocation of follow-up visits would, in 
fact, free up appointments for other people? 
So I just raise these issues as something that I found 
particularly missing from the current regs.  If we are going to 
regulate access, then I think it's appropriate to provide 
symmetrical oversight and also look at the regulation of 
consumer demand or the role of the physician regulating the 
access. 
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56-287 And as you know from previous testimony, the dental plans 
represent about 20 million enrollees, about the same as in our 
full-service plans.  But the PMPM revenue for dental plans is 
about $14 a month compared to an average of $270 for full-
service plans.  That's why these regulations are so significant 
for the dental plans, because the administrative burden on very 
small plans can be significant.  And you'll hear about those with 
additional witnesses to come, but we want you to keep in mind 
that dental is different.  Urgent care conditions are addressed 
by palliative prescriptions for antibiotics and pain medication.  
You don't even have to go in to see the dentist.  The dentist 
isn't going to do anything with that tooth until the swelling goes 
down.  So urgent for medical is much different than urgent for 
dental. 
Against this backdrop of the dental product, we'd like you to 
look at the consideration of the Government Code Section 
11349 that Bill has already addressed. Regulations need to be 
necessary, they need to have adequate authority and they 
need to be clear.  Our written remarks are going to address 
those specifically where we see specific problems with that, but 
we will give you a few examples right now, particularly under 
the necessity requirement. These are excessively detailed 
requirements, particularly in the context of dental plans.  You 
don't need to tell us exactly how to draft a question in a survey 
to a member because while what may sound in the abstract to 
be a good question, when applied to dental plans it isn't going 
to make sense.  For example, were you given timely access to 
an urgent care appointment, if so, in how many hours?  Well, 
when they call the dentist and got the prescription over the 
phone, they never actually got an urgent care appointment.  So 
when we're surveying providers or members, they're going to 
answer that question, I don't know.  And in answering the 
question, I don't know is not the kind of data you're going to 
need to assess access to urgent care appointments.  We 
would like you to step back and say, dental plans have been 
doing this for a long time, they know how to ask the right 
questions.  We agree that surveys of members and providers is 
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very appropriate, but we don't need you to tell us exactly how 
to do it.  We can figure that out, particularly given the 
populations that we address. 
Another issue that is significant in the dental industry are the 
obligations that you answer the telephone within five minutes, 
within ten minutes.  How does that address access to getting in 
to see the dentist?  Some previous speakers have pointed out 
the conflicts between the obligation that you authorize a -- that 
you provide an authorization for a service, under these 
regulations, in 72 hours, and yet under other regulations within 
the statute, and actually the statute itself, give plans five days 
to authorize regulations.  So you've got internally inconsistent 
requirements that you're expecting dental plans to adhere to, 
which is quite problematic from our perspective. 
What we would also like you to think about is the fact that 
consumers are agitating for lower prices.  They want to see 
dental products that stay low.  In the marketplace, when the 
price of dental products goes up, the employers and individuals 
vote with their feet and just agree to go without dental 
coverage.  When you impose regulations that require additional 
administrative obligations, the price of these services is going 
to go up.  We can pay lots of dentists lots of money and we can 
document every time we answer the phone and we can make 
sure it's done in five minutes, but that's not going to increase 
access, that's actually going to result in exactly the opposite. 
When you also look at necessity, the statistics for dental plan 
complaints regarding access are even more compelling than 
they are for full service.  There were nine complaints in your 
own records for 2006 for 20 million members.  That's 40-
millionths of a percent of the membership of dental plans 
complaining about not getting in to see their dentist.  Even if 
you multiply that by a factor of ten or let's say a factor of 
10,000, let's say those complaints are off by 10,000, you still 
have less than one percent of the membership of dental plans 
complaining about access.  It's actually .4 percent.  So this is a 
solution in search of a problem. 
So with those considerations, I'd like you to think about the 
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recommendations that CADP is going to provide to you that 
suggest that you consider full-service plans and the issues that 
you think need to be addressed in full-service plans in one 
context, but don't put out the match with the water from the 
swimming pool by making all of those regulations also apply to 
dental plans. 
We will recommend to you far less cumbersome obligations for 
dental plans that I think full-service plans may think are 
appropriate for them as well, that include provider self-
evaluation, that include evaluation of member complaints, that 
include surveying members for problems which we think is 
really the way to go.  It includes looking at complaints that 
come into the Department, looking at complaints that come into 
the plans. 
We're also willing to ask the providers whether or not they 
meet the timely access standards that are currently proposed 
in the draft regulations, but we're doing it in a different way.  So 
we agree that, you know, 180 days for a preventative care 
appointment is appropriate, but we're seeking a much greater 
flexibility in how we go about showing you that the plans are 
meeting those requirements. 
Our greatest concern is that your overly-detailed regulations 
are unnecessarily burdening dental plans particularly in light of 
the fact that there isn't a problem. 
So with that I'll wrap up simply by reminding you that what Dr. 
Cohen said, that we need a regulation that enhances dental 
productivity, to paraphrase him, rather than diminishing it.  And 
as Dr. Shoemaker said, taking the manpower from an already 
lean system and devoting it to documenting how quickly you 
answer the phone rather than making sure that you've got 
enough providers to provide the dental services is not really the 
best way to meet the statutory intent.  Dental plans are already 
doing very significant monitoring activities, which is why we 
don't think it's necessary for you to tell us in such great detail 
what else you think we need to do. 
And the final thought is it's our business; we are trying to be as 
innovative as possible.  When the Department comes up with 
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regulations to try and tell us what to do, you're precluding 
innovation rather than supporting it.  And your goal is not to do 
that; your goal is to support innovation.  That was the point of 
the physicians who were talking about the access definitions 
and the challenges of those.  Advanced access is a very 
innovative idea, they didn't need the Department to tell them to 
do it.  In fact, you're responding to something the marketplace 
has already adopted. 
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57-288 I'm presently the Dental Director of Care First Dental Plan, but 
I'm here to give you a perspective from somebody who actually 
has worked as dental director for several of the California 
licensed plans for like a period of 20 years, so I bring more 
perspective than just Care First. This first slide actually is a 
slide that shows the access standards that Care First has filed 
with the Department.  And those are a requirement for any 
Knox-Keene licensed dental plan to file.  And so I can tell you 
from my past history that those are very similar, at least pretty 
similar, to access standards that the plans are living with at the 
present time.  And the Department has traditionally used the 
medical survey process to assess how well the plan is 
performing in monitoring those particular issues. 
As a side note, at Care First, a hundred percent of our 
population is Medi-Cal or Denti-Cal.  And so the premium that 
Mary Antoine mentioned as full-service premium for dental is 
approximately 50 percent of that for the Medi-Cal population in 
Southern California.  And so we have margins that are 
extremely, extremely thin.  And in addition to that, we have a 
population that is no less desirous of services for a full-benefits 
plan, no co-payments, but they want the same level of service 
that they would get if they were in a full-service plan paying an 
increased premium.  So we have to be responsive to that 
population in terms of whether we are meeting these particular 
access to care standards. 
So this is the way that we monitor provider compliance with 
those standards.  As Mary mentioned, we have a self-
assessment program and then we test the validity of that self-
assessment, we do it at Care First with a secret shopper type 
thing for a statistically valid portion of the providers that are 
there.  When we go out for facility site reviews, that is one of 
the things that we look at in terms of the facility site review, 
whether the access to care is as they are testifying that they 
are performing. In addition to that, as part of our quality 
improvement utilization management programs, we have 
quarterly potential quality issues review for grievances that 
seem to revolve around access, transfers out of offices that 
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seem to involve access, and member inquiries from our 
member services department in terms of why are you calling, 
and the list of those, some of those are access categories. In 
specialty care it's a little bit different. We have a slightly 
different manner of monitoring, but it still is primarily customer 
satisfaction driven.  We have a member satisfaction survey.  
There are questions on that survey that are directed towards 
your access to specialty care, your satisfaction with the 
specialty care, and those types of issues. We have turnaround 
time that we monitor because there are legislated requirements 
for us to turn around claims for specialty care within certain 
timeframes.  And so we meet all those standards, and as a 
result of that, believe that we are providing access to specialty 
care in a timely fashion as prescribed by the current 
regulations. 
For instance, we get a request for a specialty referral for an 
oral surgeon from the primary care dentist, and we have 
timelines of how -- first of all, we have 24 hours, we impose 
upon ourselves a 24-hour notification to the member that we 
have received that and that something will happen with it.  
Then when the appropriate review is done, which we do within 
ten days, then they receive notification, both the specialist and 
the member receive notification of whether it was approved, if it 
wasn't approved, why it wasn't approved, if it was approved, 
how do you contact the specialist.  
Then again, with our specialist, we also have the same kind of 
quarterly review for potential quality issues resulting from 
grievances that might involve specialty care referral or 
specialty care treatment. We have a review of our high volume 
providers, ones that handle a large number of our members, to 
see whether there's patterns of inconsistencies with our 
policies or patterns of dissatisfaction with members, et cetera. 
And then we also have the third tier of potential quality issue 
review for reasons of transfer, the same kind of thing, it's one 
of the categories in transfer that says, did you have a problem 
with your specialty care, it wasn't fast enough or whatever. So 
I'm basically here to amplify a little bit on what Mary was 
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saying, is we would like to see some kind of flexibility for the 
Department to allow the flexibility that already exists within the 
dental plans where they have filed what they think are 
reasonable access components, they are monitoring those 
components, and the Department has a mechanism in place 
where they can evaluate whether the plan is reasonable in the 
access standards that they set and whether they have 
demonstrated they're paying attention and satisfying their 
members. That will vary from plan to plan. For instance, 
member assessment may come in one plan by telephone 
surveys, another one may testify or may collect data from 
members based on a statistically valid sample rather than a 
hundred percent or rather the provider, directed by provider.  
Those kinds of flexibility are very useful and should be 
maintained so that the plan can meet the needs of their 
particular membership.  And then as Mary said, we're going to 
send you a specific -- actually, back up. 
The point is that we would like to have you take what is the 
written CADP thing, take a look at it, and if you think that 
maybe you need to establish some kind of standard in terms of 
corrective action plans that should be standardized or should 
be a certain corrective action plan on the basis of whatever 
level of dissatisfaction the members have or whatever, failure 
to provide the timely access, that is one point that we might be 
able to deal with, because the corrective action plan is perhaps 
within the Department to make some -- I still would suggest 
suggestions, but rather than hard legislation.  But I'd like you to 
take that into account. 
And then in conclusion, essentially we have actually put a lot of 
time, CADP has put a lot of time in collecting from its 
membership, which includes the 20 million people who are 
receiving dental care in California.  We have tried to come up 
with something that is a consensus opinion of how you might 
best help us work with addressing any of the problems that 
may exist in providing timely access to oral care. 
The language of the proposed regs, the draft regs, goes far 
beyond not necessarily establishing the standards, but goes far 
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beyond the intent and daily operational activity of a company 
like Care First. 
It would require us to burden our providers in the same way as 
the medical providers are being burdened and it would have 
exactly the same effect.  We would find it much more difficult to 
contract. And when you take one of the -- so Care First has 
17,000 members.  We have 80 offices, probably 45 or 50 
dentists in those 80 offices, and so we can handle something, 
you know, a little differently than Delta, who you're going to 
hear from.  They have much more – what you're proposing is 
much more problematic for those kinds of plans.  For us it's a 
matter of money; for them it's a matter of practicality. So just -- 
I don't know if I've answered your question, but we would -- the 
only suggestion I would make would be rather than to establish 
Care First's filed access days or times, I would allow flexibility 
because some plans may not feel that that is responsive to 
their particular needs.  For instance, waiting time, Care First 
has a waiting time of 30 minutes, but nobody has ever defined 
what that is.  When does the 30 minutes start? And so we 
could live with that because with 17,000 members it's not a big 
deal; Delta, with I don't know how many thousands, but lots of 
members, may not have the ability to sift through the meaning 
of a wait time that exceeded 30 minutes for some of their 
particular members.  We pick it up on our PQI evaluation. 

58-289 I want to talk specifically about the alternative standards 
because I've been eyeing that provision very carefully, and 
believe me, we're very grateful and aware of it as it pertains to 
dental plans.  I guarantee you dental plans will be using that 
provision because there is so much flexibility and difference in 
plan implementation and operations, et cetera. 
But having said that, I also think the Department, both the 
plans and the Department, would probably like to avoid 27 
different applications for alternative standards and processes 
for measuring indicators of timely access.  As of right now 
that's what you're going to get.  Because what I'm calling the 
default regulation, anything outside the alternative standard, is 
simply unworkable and inappropriate for dental.  It just is. 
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And what the industry would really like to see, we proposed it 
between the first and second draft period, is a dental only, let's 
call it a safe harbor, regulatory scheme that says for dental, 
recognizing dental is different, recognizing that a solo provider 
does not need to return a phone call in ten minutes while he's 
working on a patient and doesn't have any other office staff 
and returning that phone call would not result in an increased 
access to timely care, because so much of so many dental 
conditions simply do not rely on 10 minutes, 20 minutes, 5 
hours and in many cases 24 hours does not require that 
degree of responsiveness. Now, the marketplace may require 
us to be that responsive and our customers may require us to 
do that, but the Department doesn't need to regulate what I am 
seeing as business practices of dentistry and business 
practices of dental plans. 
So it's a good business practice for dental plans to be 
responsive on phone calls and return calls within ten minutes 
during office hours, and we track those things, and when we sit 
in a finalist presentation to try and get a group, we -- believe 
me, we cite those statistics, we measure it, we do all of that 
stuff, but we don't think it's appropriate for the Department to 
use that as an indicator of timely access. 
So what do we consider to be appropriate?  As Mary Antoine 
mentioned, we are going to submit a very sort of basic 
regulatory scheme that involves surveying providers, surveying 
enrollees, using our audit – you know, auditing our grievances, 
both internal and to the HMO hotline.  And when you sync 
those things up, you identify a pattern and you go to it and you 
begin a corrective action and you document and you do all that 
stuff.  So basic scheme is not that hard for us to identify.  It 
probably won't include, you know, ten-minute response times 
on telephones.  So we worry about those default regulations. 
The other thing we worry about the alternatives is there may be 
in place today a licensing and enforcement staff that would 
take a look at Dr. Fitzgerald's regimen and say, yes, this is 
great, we approve it, go; but we don't know what the licensing 
and enforcement staff of tomorrow or the next administration is 



Department of Managed Health Care 
 

TIMELY ACCESS TO HEALTH CARE SERVICES 
(2005-0203) 

RESPONSES TO COMMENTS 
Comment Period #2, July 16, 2007 – September 21, 2007 

 

 289

going to give us. So this, again, points to the need of a dental 
specific sort of safe harbor, and then where plans are different, 
and I want to talk about that for one second, we will use the 
alternative standard and explain to you why something should 
be a little different from that, you know, from that starting point.  
We think that's what makes sense for the industry. 
Now, having said all that, remember that Delta Dental, unique 
from all the other CADP members, is an actual PPO with -- 
where 92 percent of all dentists are members of our panel.  
And so when a patient is unable to get Dentist A to see him 
within three weeks, he can go to Dentist B who's right across 
the street or Dentist C or Dentist D.  So we want to urge you to 
remember that type of choice that's available to enrollees 
should affect the way we measure indicators of timely access.  
Timely access may not be this dentist, but it could be.  If you 
have all these other options, that's something that needs to be 
taken into account.  And I think we would just figure on using 
the alternative standard to explain that and justify that 
particular difference. 
Now, having said all that, we do have an HMO, a dental HMO, 
with a million members in it, and we use many of those same 
processes.  We do audit and survey providers, a hundred 
percent of them every year on a quarterly basis; we do have 
quality management committees so that when there are 
problems identified, the QM committee then goes to that 
dentist and finds out whether it's actually a problem with the 
dentist or if it's a problem with a shortage, if there's just not 
enough -- there's a lot of explanations why the data that you 
get through surveys may, in fact, not have anything to do with 
that the dentist or the facility is doing anything wrong. And in 
those cases we need to be free to report to you, hey, we 
checked it out, and this is why it happened, it was not a failure 
to provide timely access to care.  So that's just another 
example of those sort of things. 
My final point would just be to talk about the inherent tension 
we have as a plan contracting with dentists during a time when 
there is a shortage of dentists nationwide.  I know you heard all 
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the shortage stories on the physician side too, it's true on the 
dental side. You have to remember that dentists, when they 
agree to contract with us or any of the other CADP member 
plans, they're agreeing to prudential and quality assurance 
review, they have to submit X-rays and documentation with 
their claims, they have to do a whole bunch of stuff that they 
don't have to do with the uninsured population, and the truth is 
they don't really have to do it at all. The economic model is 
strong enough for most practicing dentists right now that they 
don't have to need to contract with us; they really do it as a 
convenience to their patients.  And so realizing that, the more 
you force us to go in and be an enforcer of the way they do 
business practices, the more difficult you make that effort for us 
to contract. And, in fact, we ran a few numbers.  If we were to 
lose as a result of any type of onerous regulation anywhere 
between 5 to 15 percent of our network, the average, the 
consumer who has to go out of network instead of in network is 
going to pay about 70 percent more in out-of-pocket costs.  We 
ran the numbers for our entire population, and we're looking at 
increased costs of between 32 to 103 million dollars a year, 
just Delta enrollees.  If we lost 5 to 15 percent of our contracted 
network because they said it doesn't make sense for them to 
be doing business with insurance anymore.  So that's -- I think 
we all want to avoid that sort of thing.  And if you give us a 
dental only and dental appropriate place in this regulation, we 
think we can avoid it. 

59-290 We're one of the small specialized dental plans licensed by the 
Department.  We've got about 40,000 members, and last year 
year our revenues were just under $5 million. First, I'd like to 
point out a couple of things. There's currently over 29,000 
dentists licensed in the State of California and less than ten 
percent of them contract with traditional dental plans.  Most of 
the practicing dentists in the state operate their own private 
practice as solo practitioners and the few that participate in 
dental plans typically limit the level of their plan membership to 
less than 25 percent of their total patients.  Very few of them 
allow dental plan patients to be more than 50 percent of their 

Accept: in Part: The concerns regarding the potential unintended consequences for 
specialized plans generated by numerous prescriptive standards contained in prior 
versions of the proposed regulation text have been addressed by revised 
subsection (a).  The Department has determined that application of this regulation to 
those specified specialized plans is not necessary to achieve the core objective of 
AB 2179. 
 
 
Decline in Part: The concerns are addressed by revisions different than those 
suggested in this comment. 
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practice. As a result, the more the dental plan premium -- 
dental plan requirements differ from traditional fee-for-service 
practice, the more disincentives that are created for dentists to 
participate.  This is important for two reasons:  First and most 
obvious is that the fewer the number of dentists participating in 
a plan, the fewer provider options plan members are going to 
have.  And you're obviously not going to increase real 
accessibility if you end up reducing the number of plan 
providers. 
Second, and more importantly, dental plans are the only 
entities that actually conduct routine, independent, in-office 
inspections of dental practices. And those inspections help to 
protect all the patients treated in the office, not just the plan 
patients.  If a dental plan does an inspection and finds that a 
dental office doesn't have proper safety equipment, such as an 
oxygen tank or they're using outdated medications, the 
correction of those issues protect all patients treated in the 
office, not just the dental plan patients. Thus, dental plans can 
perform an important role in helping to ensure and improve the 
quality of dental care for all Californians, and as a result the 
underlying public policy should be to encourage more dentists 
to participate in dental plans and not create disincentives by 
imposing standards that are significantly different or 
nonexistent in the fee-for-service dental community unless 
those requirements are absolutely essential to issue 
specifically related to dental plans. 
According to the Department's report, as you've already seen, 
the number of grievances relating to accessibility issues for 
dental plans last year was nine. And based upon the combined 
membership of these plans, the nine complaints equates to 
one complaint for every 26.1 million member months of 
coverage.  This is less than five percent of the equivalent 
number for the full-service plans during the same period with 
basically the same level of membership. We recognize that 
1367.03 applies to all plans, but it is clearly another example of 
how specialized plans are caught up in the real or perceived 
problems associated with full-service plans and it's unfair to the 
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specialized plans and their providers that have to create the 
same costly systems as full-service plans when the 
Department's own report is evidence that there's clearly not a 
systemic problem with members accessing care with the 
California dental plan industry and the specialized plans and 
their providers are operating on premiums that are less than 
one-tenth the full-service plans.  It's also unfair to the 
specialized plan members who will ultimately pay for the cost 
of these services. 
We also recognize that the Department has attempted to 
incorporate some flexibility into the regulations through the 
alternative standards provisions, but that provision creates a 
very time consuming and costly process.  Specialized plans do 
not have the hundreds of millions or even billions of dollars 
behind them the full-service plans do.  Therefore, it's 
imperative that the Department take the time to understand the 
needs and concerns of the specialized plans and incorporate 
those needs and concerns into the regulations. 
There's two specific issues I'd like to comment on, one is 
urgent care.  I think Mary alluded to the fact that urgent care in 
the dental plan setting is, first, significantly different and it has 
far different consequences to members than it does in a 
medical plan. And the regulations as they're drafted limit 
accessibility to an actual appointment.  It doesn't give the 
opportunity to treat the patient with prescriptions or over the 
phone, which is typically done in the dental community. 
The survey process and the annual compliance report is too 
rigid and does not allow for any adjustments to the results and 
it automatically requires a corrective action plan, when in reality 
there may be nothing to correct. Dentists, typically specialists, 
practice out of more than one office, and as a result they're not 
always available.  We, for example, contract with 60 unique 
independent endodontists that practice out of 97 different 
locations that together creates 122 endodontic access points 
for our members.  If we have five in an area, and we do the 
survey at a wrong time when four of the five that may be part-
time are not available, we have a score of 20 percent, we are 
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automatically expected to do a corrective action plan.  But 
ironically, if I do go out and cancel the contracts with the four 
part-time dentists, now I only have one full-time endodontist 
and I have a score of a hundred percent.  But how does 
canceling contracts improve real accessibility? 

60-291 You've seen, I think I'm the anchor or the last person from the 
dental, if there's any other ones here, maybe we didn't realize.  
And I'm here to bring actually some national statistics that we 
actually survey our members doing to make sure that you all 
understand a little bit more of our industry and some of the 
specific problems that we're going to be focused in having to 
deal with the specific issues that Mary pointed out. Although 
some people do say shortage, and I know before a lot of folks 
were talking about the -- I'm sorry, the provider, the medical, 
that there was a shortage, if there wasn't; we actually have 
statistics that dentists, there's not a specific shortage.  We 
actually have enough dentists right now to cover the amount of 
people seeking care. What we have, and what I think a lot of 
other folks have seen, we have a severe maldistribution of 
those dentists.  So we have them typically in areas where 
they're higher socioeconomic areas, urban areas, typically 
actually where they graduate dental schools.  So that gives us 
a problem of how do we get those dentists into the areas which 
are geographically not served. 
And typically we've actually seen a lot of states be proactive, 
and our plans have also been proactive in how to change that.  
And I think that was some of the questions that you had asked 
some former folks.  And what we're doing is we're doing higher 
reimbursement rates, we're also doing dental loan repayments, 
hoping to get them into those geographic underserved areas, 
as well as expansion of duties for a dental hygienist.  That's a 
big issue as well.  Getting them out into the community, getting 
more of them so that they can assist the dentists in a bigger 
fashion. We actually looked up under the U.S. HHS website, 
they actually talk about underserved areas.  And currently 
California's shown that there's more than 50 counties that have 
facilities that are in need of dentists because they can't get 

Accept: in Part: The stated concerns have been addressed by deleting the 
requirements applicable to specialized plans. 
 
Decline in Part: The concerns are addressed by revisions different than those 
suggested in this comment. 
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them to those specific areas.  So it is a big issue not only 
nationwide that we're addressing with the ADA, but the state 
issue as well. 
I wanted to briefly talk about what we have also seen as far as 
a national statistic, and that's the decrease of providers that 
are signing on to our HMOs. This is actually really worrisome to 
us because it is the most, or one of the most affordable ways 
that folks can get a dental insurance program.  A DHMO is 
about half the cost of what a DPPO is. And we want to make 
sure that we get as many people dental benefits as we can, not 
just for us, but because the stats prove that 42 percent of those 
that have dental benefits will actually go see the dentist.  It's a 
huge increase.  And not only that, but they take their children, 
and that's extremely important because right now the number 
one disease for children is caries, and it's completely 
preventable.  So we want to make sure that we get those folks 
covered and we get them in to see their provider as quickly as 
possible. And I'm going to be real brief here because I think 
most of my collaborators here have said most of what I needed 
to, but I just wanted to mention that the statistics that Mary kind 
of talked about, the changes that she's going to be proposing, I 
mean, back in March they had proposed some great changes, I 
think you all adopted some of them; but, again, I'm here to say 
we'd really like you to take specific focus on those written 
comments and go further. 
We do do certain statistical research with our plans.  We have 
shown them, in our call centers, I believe we have a 95 percent 
rate that we actually, within all of our call centers for all of your 
plans, we make sure that we take care of their problems within 
the first call.  So we've got some really great high statistical, if 
you all ever need those kind of statistics, we do have them. 

61-292 One of the challenges for many of us today is that the subject 
matter of this regulation has been kicking around for so long 
and we have been circling along and jousting about the same 
issues for so long, we feel that we are in quicksand and it's 
difficult to move, and the harder we move, the more we seem 
to seem to sink. The answer is likely that we should all stop 

Please see the Department’s responses to Comment Nos. 2-24 through 2-62, 
submitted by Blue Shield.  
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struggling with it, let this one go, grab a rope and pull ourselves 
to some rational island of safety.  A paradigm shift may be in 
order. 
I want to offer five general recommendations as a framework 
for us to approach the regulation of this statute, and I think it 
puts some of the comments today in context also. First of all, 
as Steve invited, the statute does not mandate that the 
Department enact a detailed, Draconian and complex 
regulation.  The Department has the authority under the statute 
to develop a careful, appropriate and necessary surgical set of 
regulations that very cautiously seek to implement the statute.  
Moreover, this is a complex matter.  We've heard that over and 
over again.  It is prudent to take a careful first step.  You're 
hearing some recommendations today that the Department 
propose a narrow and careful regulation as a first step and 
then move on to investigate and research further accessing 
expert input.  And there's been a lot of it here today, and I 
encourage you to heed that guidance. 
Second, there is elegance in simplicity.  These regulations 
have reached a level of complexity that is both unwarranted 
and workable in my opinion.  And it's more than that there's just 
too many words.  The approach is too complex, it creates a 
regulatory scheme that is unnecessary and candidly 
unworkable.  Thus I recommend that the Department not try to 
fix this regulation.  That is how the current version got where it 
is.  The Department should discard this regulation and start 
anew with a keen eye on keeping it simple and surgical. 
Third, as I noted in my previous comments about these 
regulations, it doesn't really matter how they are written or what 
the Department implements, they really will do nothing to 
improve enrollee access to care.  Thus, as I've also previously 
suggested, where a regulation will have little or no positive 
impact on either access, cost or quality, the Department should 
proceed very carefully with the lightest regulations possible. 
Fourth, the regulations seem to be focused on the norm being 
some objective standard of access that is current, 
ascertainable and being met.  I frankly don't know what timely 
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access to care means.  Thus, any variation from the ideal 
trigger set out in the regulations trigger all kinds of bad stuff, 
using non-contracting providers unnecessarily, doing large 
numbers of filings for exemptions, having to submit corrective 
action plans, et cetera.  I would submit that the focus is simply 
wrong and the Department needs to broaden its point of view. 
Fifth, it is not the statutory obligation of plans to create local 
provider access.  And I would submit it is inappropriate for the 
Department to suggest that where there is a local lack of 
providers, plans should somehow work to recruit new 
providers, et cetera.  The Kaiser system aside, we don't build 
hospitals, we don't recruit or hire physicians; rather, we 
contract with providers in the community to provide reasonable 
access to care within the context of that community.  As such, I 
think you'll see probably a wholesale rejection of any 
suggestion in the current regulations the plans must create 
access where it doesn't exist. 
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61-293 
 

In that context, I wanted to offer some specific comments.  I 
previously submitted an outline of an alternative proposal to the 
Department, which will be included in my written comments, 
and I very much appreciate the Department's consideration 
response to that. The Department responded to the proposal 
suggesting in part that the Department's approach in our 
alternative were substantially consistent, but then noted a 
number of material areas where the proposals differ markedly.  
I agree that in discussions we appear to be in close alignment 
regarding inappropriate approach, but the details of the 
regulation then diverge and the comments of the Department 
confirm a sharp difference of opinion in several material areas. 
Again, my written comments will identify the material areas of 
difference, but I want to suggest a couple of things the 
Department should consider and which I think will put in 
context many of the comments the Department is hearing 
today. 
With respect to time elapsed standards, this seems to be the 
greatest disconnect.  The Department has on a couple of 
occasions noted the plans already have time elapsed 
standards on -- have those standards and that several of the 
standards the Department is proposing pretty much mirror what 
plans have in place.  So the Department has fairly asked why 
plans are so opposed to these standards.  The problem is not 
what the standards are, the problem is with how they are 
applied and what they mean. 
Plans have for many years had access standards in place, 
they've been required by the regulations for years; however, 
the standards have been general guidelines and goals.  They 
have never been absolute standards applied rigidly to each 
and every health care encounter between an enrollee and 
provider.  Moreover, they had existed in context as general 
guidelines only.  They aren't implicated where current 
circumstances make it impossible for them to be met. The 
broader goal of plans has been to ensure that enrollees get 
care in a way and at a time that is clinically appropriate for their 
particular circumstance. What the Department is proposing is 

Accept in Part: The concerns reflected in this comment have been addressed by the 
revised text at subsections (c), (d) and (e).  
 
Decline in Part: The revisions made to address the concerns are different than 
those suggested by this comment. The public comments received by the 
Department reflect that increasing the number and scope of the prescriptive 
requirements contained in prior versions has been ineffective to resolve the 
concerns regarding unintended consequences, and with each revision of the 
prescriptive requirements, new concerns regarding additional unintended 
consequences were generated.  The Department has decided that it is not a 
workable approach to include in the regulation text every specific time elapsed 
standard for each of the access indicators set forth in Section 1367.03 that could 
apply in the multitude of geographic circumstances, operational variations, and 
health care conditions affecting plans, providers, and enrollees.  Instead, the 
Department has determined that the appropriate place for the specific time elapsed 
standards to be established and documented is in each plan’s internal written 
policies and procedures, developed in accordance with the performance standards 
established by this revised proposed regulation. 
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that these are absolute standards that apply to each and every 
enrollee and each and every encounter, unless a plan applies 
for and obtains a specific and applicable exception on a 
geographic basis.  Applied on an event specific basis, they 
require plans to use non-contracting providers and in fact will 
likely undermine the ability of plans to maintain contracting 
efforts of certain providers in some areas. This is a result that 
should be completely unacceptable to everyone.  It will 
increase costs.  And you've heard a lot about that requirement 
already. 
Moreover, the rigid standards then trigger onerous tracking and 
reporting and an endless flow of plans seeking the specific 
exemptions. I think the question has to be asked, and it's been 
hinted here today, is whether or not using time elapsed 
standards truly measures access.  And I think if you talk to the 
medical directors of plans and medical groups you will hear 
repeatedly that they do not.  I've heard that a lot, and I'm 
beginning to believe it.  I think that the question has to be used 
what do the standards mean and how are they used. 
I just want to close by trying to put this in context of today's 
environment.  It is disconcerting to me that we are considering 
these particular regulations at this particular time because 
many of us, and the director included and your staff, are 
working diligently right now at what we hope will be successful 
health care reform.  If those efforts succeed, then these 
regulations as drafted may -- those reform efforts. Several 
million additional Californians will be added to the rolls of 
covered patients seeking care from the existing health care 
delivery system.  Those additional demands will roll back and 
materially alter access and capacity to the system and we don't 
want impediments like these regulations adversely impacting 
the ability of the system to care for those enrollees. 
Further, an important part of the current reform efforts hinges 
on enhancing affordability.  And for all the reasons that I and 
others have noted, these regulations don't improve affordability 
and make efforts to the impactment.  So we encourage you to 
look at a regulation that has an approach that makes sense in 
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terms of setting up indicators for access and looking at what is 
needed in terms of standards and appropriate monitoring.  
I think what's been missing in this discussion is you have the 
ability to sit down with the right group of experts -- and I don't 
profess to be one of those -- and decide what is the right 
indicator, what is the right way to look at what's clinically 
appropriate in terms of access. The problem with these 
guidelines is they sort of imply that an appointment for a 
particular care is timely and appropriate clinically on day 30.  
But on day 31, it shifts to be timely and inappropriate.  And I 
think the comments from the physicians that are that doesn't 
make sense in a clinical context.  I think you need to tap that 
resource and look at indicators from a clinical standpoint that 
are talking about access to care, not a standard that may be 
arbitrary and not work. 
And the comment about Bakersfield was interesting, because 
I'm from Bakersfield and my family there.  And getting in to see 
a urologist was hard to see. My mother needed to see one, and 
she was not going to get an appointment in the time she 
thought was appropriate. She called the primary care 
physician.  He agreed and got her in.  So the system works in 
getting the care in the clinically appropriate way. I just think that 
using time-elapsed standards as the measure, there is a huge 
disconnect between that standard and what really is clinically 
appropriate and timely care.  That's the piece that's missing in 
the discussion. 
MR. SWALLOW:   My written comments are going to suggest 
what the Department do is convene a task force of experts to 
develop the regs with that input.  There are resources there 
that the Department can convene.  And a one off from the plan 
is not necessarily the best way to get an informed body 
opinion.  



Department of Managed Health Care 
 

TIMELY ACCESS TO HEALTH CARE SERVICES 
(2005-0203) 

RESPONSES TO COMMENTS 
Comment Period #2, July 16, 2007 – September 21, 2007 

 

 300

62-294 I represent consumers who try often with very limited success 
to access medical health care with insurance plans. And I want 
to thank you for drafting these access regulations.  Access 
regulations within mental health care are sorely, sorely needed.  
I think these regs solve some of the problems, but maybe not 
necessarily all of the problems.  And there are problems. You 
know, we've heard not a lot of documentation of problems.  
There are significant problems within mental health care.  I 
don't know how many of them end up on the DMHC website or 
on the slide, but there are significant problems.  
And I also want to start out by saying mental illnesses are 
incredibly common.  We're not just talking about the severely 
mentally ill person.  We're talking about the -- there's a huge 
morbidity between mental illness and physical illness.  
Depression is a known factor for heart attack and diabetes.  On 
the other hand, chronic illnesses can cause depression.  So 
we're talking about a large number of people who are having 
trouble accessing this care. 
With regard to these access regulations, I'm going to bring up a 
few points.  I think there are people in the audience who are 
going to address them maybe in more detail.  In terms of 24 
hour, seven day a week telephone access, the regulations at 
some point say if a plan has 24/7 telephone access, when 
we're talking about a mental health consumer in crisis, those 
people need 24/7 telephone access to a trained mental health 
professional. If you're a consumer in crisis, calling 911 is not 
going to be an appropriate solution.  You don't want these 
people showing up at your door. And I want to give you an 
example.  A few years ago my friend, John, was my next door 
neighborhood.  And John was threatening suicide.  He was 
marking everything in his apartment with Post-It notes.  He 
said, "Come over. I want you to mark what you want, because 
I'm going to kill myself later on.  You know, later tonight when 
everyone goes to bed.  But mark what you want." So I ran 
home and I called 911.  911 said, "We can't help you.  It's not 
an imminent threat.  He's not threatening right now to kill 
himself."  I didn't know what to do. 

 
Accept in Part: The stated concerns regarding the ongoing concerns regarding 
unintended consequences and perceived inadequacy of the specific detailed 
prescriptive time elapsed standards in prior versions of the regulations highlights 
the difficulties in establishing this degree of operational detail through a rulemaking 
action.  Accordingly, the specific time elapsed standards for mental health care 
services have been deleted and replaced with the performance standards 
established by subsections (c) and (d), which will apply to specific time elapsed 
standards to be developed by the plans and filed for the Department’s approval.  
Please see subsections (c) and (d), which establish the relevant performance 
standards, and subsection (e) which establishes the filing and reporting 
requirements, and the factors considered by the Department when  evaluating 
proposed standards and determining  plan compliance deficiencies. 
 
Decline in Part: Previous versions of the proposed regulation text specified the 
definitive performance standard, that is, appointments must be made in a timely 
manner appropriate for an enrollee’s condition, and this requirement has been 
retained in the revised regulation text.  The requirement for time elapsed standards 
has also been retained, except that they will be developed by plans in accordance 
with standards for development as set forth in the revised regulation text.  In 
addition, plans that do not offer advance access to appointments, as defined at 
subsection (b)(1), must provide or arrange for the provision of triage and screening 
services to assist enrollees and providers to determine how soon an appointment 
should be provided, and to facilitate the scheduling of timely appointments.. Please 
see subsections (c) and (d). 
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This leads right into my next point about these regulations.  
The regulations offer standards for access for mental health 
care, emergency access.  The next standard for care within 48 
hours.  Clearly, John's case was somewhere in between there.  
He couldn't have waited 48 hours.  911 wasn't going to help 
him.  We need a standard in there for people like John. 
And I also have from the Department of Managed Health 
Care's parody report.  And I want to add a lot of these 
problems are well documented in the DMHC and the 
Department of mental health parody reports.  There is a chart 
on page 45 and it shows that the health plans already have 
standards for non life threatening emergency, six hour 
standard.  And they also have a 48-hour standard. And it says 
that the DMHC is enforcing these standards which the plans 
have developed. So my only point here is let's not let the 
regulations go backwards from what the plans are already 
doing.  If they already have a six-hour standard, let's not let 
these regulations move us backwards. 
And the next thing -- and the other thing I want to mention also 
on the 24/7 issue, page 43 of the report says all seven of the 
major plans already have 24/7 telephone access to a trained 
mental health professional. So let's not go backwards. 
And then I want to address briefly the lack of appropriate 
specialists.  There's a huge lack of appropriate specialists in 
mental health care.  Anorexia is a very good example.  I get a 
lot of calls on anorexia. The treatment must be very 
specialized.  A lot of local plans will not have the right 
treatment.  Some facilities are locked.  Some are not locked.  
Some are for certain age groups.  And I think these regulations 
really must address this issue in terms of mental health care. 
I think there's three ways that we need to address this issue.  
The plans must be required to put better information on their 
web sites and on their provider lists telling what the specialty is 
of each provider.  We're telling on the website all of the 
providers and what their specialties are. 
I think we need to increase of the number of contracted 
providers by making payment easier or increasing rates.  And I 
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also think we need mental health care to require the plans to 
cover appropriate treatment where it can be found.  If there is 
not an appropriate anorexia treatment specialist in someone's 
area, the plans need to look higher to cover that wherever it 
can be found for that person.  I think ultimately the plans say it 
will cost more.  Ultimately, it's going to save more if we can 
make these people better.  So just in closing I want to thank 
you for drafting these regulations.  They are very much needed 
in mental health care.  And I think with a little work they can do 
the job. 

63-295 We are participating member of the California Coalition for 
Mental Health.  And now you are hearing the views and 
concerns of our groups both individually and collectively. As 
California Association of Marriage and Family Therapists, we 
represent interests of over 29,000 licensed and aspiring 
marriage and family therapists in California. And I'm speaking 
primarily to the adequacy of provider networks, which of course 
directly effects access. First of all, I want to say there are three 
different types of providers.  There are hospitals and other 
institutional providers.  There are independent practitioners.  
There are group practices as well as agencies and clinics.  The 
proposed regulations do not take into account the uniqueness 
of these various types of providers.  For better understanding 
of consumer access across these various providers, the 
regulations need to provide for differentiation. 
Regarding mental health professionals, there must be a better 
way to ensure access to keeping provider panels current.  
They can be grossly out of date.  For example, with regard to 
one major plan and one consumer attempting to make an 
appointment with his provider group, he tried to make an 
appointment with a psychiatrist.  It took 19 calls to get an 
appointment.  One was retired. Two are not there any more.  
Three, no one knew them by that name.  Two were not taking 
any new patients.  Two of the numbers were not in service.  
Two were wrong numbers. One, the first opening was a month 
away.  One was on vacation.  Four were voice mails with no 
return phone calls.  This is far too onerous a process for the 

Accept in Part: The stated concerns regarding the ongoing concerns regarding 
unintended consequences and perceived inadequacy of the specific detailed 
prescriptive time elapsed standards in prior versions of the regulations highlights 
the difficulties in establishing this degree of operational detail through a rulemaking 
action.  Accordingly, the specific time elapsed standards for mental health care 
services have been deleted and replaced with the performance standards 
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services to assist enrollees and providers to determine how soon an appointment 
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consumer seeking mental health services.  The circumstance 
has become to be known affectionately as phantom panels. 
There must be a better way for consumers to determine when 
looking at provider lists the specialties of each particular 
provider in order to make more informed contacts with the least 
effort.  Specialties such as adolescents, eating disorders, older 
adult, cultural differences, language differences, et cetera, 
would be helpful information for a consumer to have when 
seeking access.  This has to be a part of these networks for 
these panels. 
There must be a better way for consumers to determine 
availability of particular providers, as many providers have 
limited or no availability or due to excessively low 
reimbursement rates, limit the volume of managed care clients 
they will accept.  There must be some mechanism to convey 
the availability of a particular provider by indicating on a list full 
time equivalent status. For example, some clinicians will see 
only a limited number of managed care clients because they 
cannot sustain a practice on limited reimbursements.  Thus 
needing to balance with full paying clients.  Some clinicians 
see a lot of managed care clients but have full practices with 
no availability.  Some clinicians only work part time.  Some 
reserve certain less desirable hours for their managed care 
clients, saving the hours of greatest demand for their higher 
paying clients.  There's no way for a consumer to determine 
availability given the existing provider network. 
The problem with accessibility will be exacerbated by situations 
like the acquisition of the Pacificare by USVH.  Persons who 
are now expected to sign contracts with USBHPC are being 
informed they will be reimbursed at lower rates than they were 
with Pacificare where they have for many years already been 
receiving substandard reimbursement rates without increase. 
Consequently, many providers will be deciding to not agree to 
accept the new terms and will not be continuing to be 
providers. This reduction in fees created by this merger 
approved by the Department will result in the elimination of 
many clinicians as well as clinicians with specialties that are in 
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high demand, like those who will work with adolescents.  The 
result will mean even greater difficulty for clients to access 
care. 
In fact, the substandard reimbursement rates plus the 
exceptional demands of managed care organizations and the 
compromising of client confidentiality has caused many a 
clinician to terminate agreements with managed care 
organizations thus exacerbating access problems for 
consumers. Thank you for the opportunity to express some of 
our concerns with regard to these proposed access 
regulations.  We will collectively provide written comments on 
behalf of the coalition of mental health and the many 
organizations that make up the organizations. 

64-296 And basically I think Mary just gave our testimony, so I won't 
bother to repeat the important part which she did just a good 
job of explaining. But let me just back up and give a quick 
25,000 foot perspective on this issue.  Mental health insurance 
was a law -- AB 88 was a law that was enacted almost it 
seems like almost a decade ago.  And the purpose was two 
fold.  It was discrimination that brought financial ruin to families 
because benefits ran out for the treatment of mental disorders 
that were not around if they were being treated for medical 
disorders.  So it was that discrimination and the fact that those 
kinds of arrangements left individuals untreated and 
undertreated that we have the mental health insurance law. 
The most common complaint we receive is one that Mary just 
very fully explained.  The two other things we hear in my office 
are that there are unequal standards for utilization and review.  
I know that is not the subject of these regulations.  But that our 
doctors report they have had many face to face conversations 
with plan medical directors, the old doc to doc, to get access to 
the authorization for the treatment of the patients. The third 
thing that we find is in comments that say something about the 
effect of the phantom panel.  One is from the California Mental 
Health Directors Association reports to us there is a safety net 
that should not be treating private plan patients, but they do 
and do not get reimbursed for it. The other surprising thing that 
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came up when we had a meeting this week with my doctors to 
discuss this was the fact that places like Kaiser in L.A. are 
picking up patients who cannot access their private plan 
arrangements on an urgent care basis.  And I'm not quite sure 
how that happens.  But in fact add to the public mental health 
clinics Kaiser is picking up some of the pieces for an access 
problem that obviously exists out there. As far as the specific 
regulations, I think that I understand that time-elapsed 
standards.  There is a nexus between that and phantom panel.  
If a plan is not able to meet the requirements in time-elapsed 
standards that there may be a problem that can be directly 
attributable to the panel issue.  However, I think one of the 
things that we discussed this weekend is there needs to be a 
more direct approach.  We appreciate the time-elapsed 
standards, and our doctors are prepared as individuals and as 
members of organizations to accept time-elapsed standards.  
That there needs to be a real definition of what adequate 
provider panel needs. 
And one of our doctors said jokingly -- and I throw this out 
there as a point of departure for discussion that maybe there 
ought to be a standard that says you know instead of the 
patient calling 18 providers and -- and actually had a professor 
at one of the UCs who had a university insurance actually call 
me and say 18 people, I can't find a psychiatrist, can you help 
me. Maybe we ought to ask those people to call no more than 
three or five.  Then give the plans 48 hours to find someone for 
them.  And then if they can't, make the plans pay for any willing 
provider at their usual customary and reasonable rate. I think 
it's useful to start thinking in terms of real specific kinds of 
solutions like that. 
So we also have you know issues with the whole structural set 
up where behavioral health care is carved out.  Our members 
maybe after five or six years of trying to work with the access 
issues and phantom panel may be in favor of eliminating the 
carve-outs.  They seem to add a whole other level of 
complexification, administration, excess costs.  Excess energy 
put into everything but excess care.  And that leads to increase 
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in medical loss ratio kinds of stuff.  So you know, I will say 
something to kind of preface.  Dr. Lurie, one of our members 
who has been the chair, if he's not probably the chair of the 
American Psychiatric Association to talk a little bit about the 
availability of physicians and why it is not.  And there is a little 
data there that I think be extended out to make some useful 
conclusions.  And so when he gets here I just want to note that 
he does have extensive experience in dealing with managed 
care.  He's been my consultant for an awful long trying in trying 
to make sure the patients get access to psychiatric care.   

65-297 And I want to speak on the issue of who should be measuring 
access.  And we heard a number of times I had patients call 
and say they tried to see a psychiatrist, I heard it's 18 times 
now.  And I've heard one in a zillion complaints.  I think there's 
a problem of reality.  Where does it fit? In San Francisco in the 
year 2003 and again in 2005, the San Francisco Medical 
Society did two surveys asking psychiatrists, are they in 
managed health panels, are they seeing managed care 
patients.  And it turns out 60 percentage in San Francisco of 
our panels, 30 percent were taking new patients. We asked 
them all why aren't you taking more and what are the 
problems?  And I think you ask what should we really be 
addressing.  The first is administrative costs and paperwork.  
The second was low fee reimbursement.  The third was the 
authorization process.  And the fourth was billing headaches.  
That's why the managed health plans were not taking new 
patients.  There were ten others, but those were the four major 
ones.  And one way or another they need to be addressed. But 
when we asked, are you taking new patients, only one in three 
said they were.  When I talked to managed care companies, 
they said 90 percent of the panel are taking new patients. 
In the regulations, the way you resolved that was to have sort 
of the secret shopper shop how it was done. It was that you will 
ask the managed care companies to call up the psychiatrist, 
identified themselves as managed care and ask are you 
accepting new patients.  And the psychiatrists are going to 
think, I have a lot of old patients that I feel really responsible 

Accept in Part: The regulation has been revised to clarify the requirements for plan 
QA monitoring and corrective action. 
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for.  And if I say no, I'm not taking any new patients, they're 
going to take me off the panel when I was threatening get off 
the panel. I'm taking new patients, so they get a 90 percent 
everybody is interested.  We get a 30 percent. I think we really 
need to get the facts.  I think the secret shoppers should come 
to the Department of Managed Health Care.  You can get an 
honest answer.  This is not a regulation.  This is a survey.  This 
is gather information so you can act.  And what it is saying is 
the Department of Managed Health Care can be trusted. I don't 
trust a survey done by a managed care company.  They're 
going to come in with high facts.  If you do it, but the problem is 
-- I understand your thinking.  It's going to cost money.  If I do 
it, I'm going to need staff.  If I do it when as I heard all these 
managed care companies talking about these hoops, they're 
thinking exactly the same thing.  That's why a lot of them don't 
like your regulations.  Because it costs money and it's 
expensive.  It really isn't that expensive to do a survey. 
And I think it's something that the Department should be doing 
and not putting it out to managed care companies to do it.  And 
if the Department can't do it, can they find the money to have a 
university to do it or can they find the money to maybe a 
specific business group, even the employers might be 
interested in getting what is the reality.  What are the facts.  
And that's what we need.  And that's what I wanted to say. 

66-298 I want to be brief here.  So there's just two points I really want 
to cover. The first has to do with this 48 hour urgent mental 
health care standard.  We believe that this is inadequate.  And 
I realize that the Department is looking for a reason to deviate 
from the NCQA standard.  We believe the standard should be 
24 hours.   
I can point to three things right now.  First is the consensus 
from the mental health community including all the mental 
health professional guilds as represented by California 
Coalition or Mental Health all signed a letter to you saying the 
24 hours is the way to go. We have the evidence from the 
Department's mental health parody report I would point to the 
access section of that report.  As mentioned earlier, it turns out 
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proposed standards and determining  plan compliance deficiencies. 
 



Department of Managed Health Care 
 

TIMELY ACCESS TO HEALTH CARE SERVICES 
(2005-0203) 

RESPONSES TO COMMENTS 
Comment Period #2, July 16, 2007 – September 21, 2007 

 

 308

the health plans carved out another category called non life 
threatening emergencies.  It's my guess that category includes 
some of what would be in your urgent category. Thirdly, I would 
point to the standard for the MediCal specialty mental health 
care plans which are clear for urgent care for 24 hours. 
My second major point is a little bit more personal.  In talking to 
providers and patients like myself, reading these definitions of 
urgent and emergent, they're very, very hard to distinguish 
between the two. The differences are subtle.  When you look at 
them through the mental health lenses, the difference becomes 
almost impossible to figure out.   
As an example, about ten years ago I was diagnosed with 
chronic major depressive disorder. Initially, I was treated with a 
prescription, anti-depressant prescribed by my physician and 
from my health plan.  Shortly thereafter, I began having serious 
frightening suicidal urges, and they're basically -- I was feeling 
like I wanted to kill myself.  And I was pretty clear on how I was 
going to do it. To compound the problem, this also happened 
late on a Friday.  And so what do I do?  Well, the first thing I 
did was called my provider who prescribed me the med. And 
low and behold, I got a machine that told me they were closed 
until Monday, call 911 in an emergency. Okay.  Well, I'm not 
sure I'm in a emergency. I'm pretty freaked out.  So let me call 
the plan.  So I called the plan.  At that time the plan did not 
have 247 access.  The plan said we're closed until Monday, 
call 911 in an emergency.  So then I'm struck thinking, all right, 
is this an emergency or not?  Well, am I really going to kill 
myself?  I'm not sure. And me being sort of the nerdy person I 
am, I got out my booklet from my health plan looking at what 
they defined as an emergency as opposed to urgent care.  And 
I couldn't make sense of it when it came to my specific 
situation.  What I did see is if I guessed wrong and I went to the 
ER and it wasn't an emergency, I was going to pay a huge bill. 
And so what ended up happening was sort of I white knuckled 
it, was on the phone with friends and family for most of that 
weekend until I could reach my doctor that Monday. What I 
basically learned from that whole situation first of all was to get 
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involved in the mental health care advocate.  And secondly 
was that I wasn't going to rely on this plan at that time for my 
care and found a doctor outside the plan. Basically, what I'm 
trying to boil this down to is when we start creating definitions 
in regs which I think is not a bad idea for urgent and emergent 
care, these definitions need to work.  They need to be 
practical.  And you'll see in our written comments, we laid them 
out side by side the definition of urgent care and emergency 
care.  And if you look at them like I said with a mental health 
lens, I really defy you to see a distinction and really to come up 
with concrete examples that would fit under the urgent care 
category and not the emergent.  So with that, I'll leave it. 

67-299 And Karen Vicari already alluded to the issue that I would like 
to talk about.  And that is under telephone access to the plans.  
There are two sections there wherein the Department uses the 
regulations use the word "if."  "If a plan provides telephone 
access."  It is our strong suggestion to you that there be no "if" 
there. 
Integrated health care plans -- and there are a few of them.  
Kaiser is a good example.  Can manage to have 24 hour 
human beings who are mental health specialists available for 
emergencies.  And for referrals for new patients I think that the 
behavioral health carve outs can do no less than that and that 
it's imperative. I think Karen did a great job of talking about why 
using 911 and so did Peter is not the answer for mental health 
care. But I would like to add to that about a year and a half 
ago, I was on a mental health task group trying to write a 
recommendation to the White House Conference on Aging.  
And in the process of being on that group we interviewed first 
responders, a number of them.  We interviewed police chiefs, 
fire chiefs.  And their responses to us with regard to psychiatric 
emergencies were uniform and across all age groups.  And 
what they said quite candidly was when you send a uniformed 
police officer or a fire man into a scene where a person is 
already agitated, where the family is fearful for the person, they 
exacerbate the situation. There will be legitimate times 
because of the maldistribution issue when a representative of 

Accept in part: The regulation has been revised to require plans to provide or 
arrange for the provision of access to telephone triage and screening, with a wait 
time not to exceed 5 minutes.   
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the plan will have no resource but to recommend 911.  And 
that's unfortunately as it will be.  But if in any given area a 
provider of a representative is able to recommend an 
institutional provider or an emergency psych ward as opposed 
to med surge ward, that is the appropriate care that the 
individual should receive.  And then an authorization could 
follow. 
These are some of the problems that we see when police or 
fire fighters do what they are trained to do and that is to take a 
psych patient to med surge emergency room or to an 
overcrowded county treatment center where they will get 
treatment but that treatment frequently will not be 
reimbursement by the plan.  This is testimony that was given to 
us by the County Mental Health Directors' Association.  So I 
would really urge you to not use permissive language.   
And as Karen referred to your parody report on page 43 and 45 
statements exist that all of the plans that we surveyed say they 
already provide 24 hour mental health specialists.  I have my 
doubts about that.  At one point we all threw our medical cards 
on the table and vowed we would call that night pretending that 
we were in a psychiatric emergency, call our own plans.  I have 
Kaiser. I had no problem.  I was one of only two who had no 
problem. So with that, I really ask you, please, adjust the 
language. 

68-300 The California Coalition for Mental Health represents 37 
different statewide and regional organizations working to 
support people living with mental illness.  Our membership 
consists of clients, providers of services, advocates, family 
members, and care givers really working to support individuals 
living with mental illness and also children with serious 
emotional disturbances. Nearly a decade ago, Californians 
were assured by state law AB 88 to have access to certain 
needed mental health care services with the parody legislation.  
CCMH is providing comments on the proposed regulations 
today in order to demonstrate our conclusions regarding 
mental health parody implementation.  Lack of access to 
mental health services is lack of parody and implementation. 

Please see the Department’s responses to the comments from the California 
Coalition for Mental Health at comment nos. 12-76 through 12-117. 
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You've heard today a snapshot of concerns expressed by 
enrollees who when attempting to access mental health 
benefits are supposed to be treated at parody with physical 
illnesses, which means they need services just as much as a 
cancer patient needs chemotherapy or a heart patient needs 
angioplasty. You've heard today about the availability of 
services.  Plans must be required to ensure the availability of 
psychiatrists so that primary care physicians aren't relegated to 
the default status of psychiatric providers.  And health plan 
providers' lists must be updated when providers are taking new 
clients. Primary care providers frequently complain they have 
no idea what happens to their consumers once they refer them 
to a psychiatrist but only obtain information when they ask. 
This issue of phantom panels that was brought up earlier is old 
news.  Every single one of the professional organizations that 
belong to CCMH have a very clear message is that 
compensation is inadequate.  The administrative burden is 
excessive and interferes into the provision of services those 
that are trained and licensed to provide these services is 
intolerable. 
And finally, you've heard about the urgency of care when it 
comes to mental health care.  Inappropriate delays risk 
morbidity and unacceptable fatality including suicides, 
homicides, and reaction to medication or lack of medication.  
And this has ramifications for families, school, or workplace. If 
there is any doubt in your mind that there is a lack of access to 
appropriate mental health care for people who qualify for 
services under the law, I offer you a challenge.  Tonight after 
regular business hours, roll play that you or someone you love 
is in the middle of a mental health crisis and you need to call 
your health plan.  Call the number on the back of your 
insurance card and I defy you to get a live representative to 
help you. And so I will submit our full comments, and I look 
forward to working with you. 

69-301 We represent 39 health plans in California representing about 
21 million enrollees across the state.  I appreciate the 
opportunity to testify today as CAHP continues to have serious 

Accept in Part: The concerns reflected in this comment have been addressed by the 
revised text at subsections (c), (d) and (e).  
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concerns about these regulations. First -- and actually sorry he 
stepped out.  I want to publicly acknowledge Steve Hanson.  I 
know he's done a tremendous amount of work on these 
regulations.  It is evident from the draft that he's spent a lot of 
time and we really appreciate -- I was acknowledging you 
publicly, but you're missing it. We appreciate the willingness to 
always listen to our concerns.  And we feel that some aspects 
of the reg have been improved upon based on some of our 
comments. For instance, the going from the office waiting time 
specific standard to guidelines was one example of that. We 
appreciate that. 
It's become clear to me after reading your questions and 
listening to testimony today that there's a fundamental 
difference in approach that we would take as opposed to how 
the Department has gone thus far.  And while as we said 
there's elegance in simplicity -- and I'm far less elegant than 
Lyle -- don't make a mountain out of a mole hill.  And I think 
this is a mountain of regulations. CAHP on multiple indications 
has recommended a variety of approaches.  I'll mention in a 
moment for the record.  But first as others have testified, the 
Department's own data indicates that in 2006 for full-service 
plans there were only 193 formal complaints. And this is for 
over 20 million people.  You've heard today the impact on 
physician communities with their practices that there's a 
shortage of physicians in California.  And of course you're well 
aware of the Governor's effort to bring health care reform to 
California. Taking these issues into consideration, we continue 
to urge the Department to re-think your approach and to 
narrowly taylor the regulation to the specific requirements of 
the statute providing a more flexible framework by which plans 
and the contracting providers can function within the realities of 
health care system today. 
We've had a difficult time measuring the cost of the proposal.  
Just identifying the element to measure is difficult.  One 
preliminary estimate has been that's for CAHP's member 
providers, not just providers, is it's $54 million.  This doesn't 
take into consideration other costs that could effect the system 

Decline in Part: The revisions made to address the concerns are different than 
those suggested by this comment. The public comments received by the 
Department reflect that increasing the number and scope of the prescriptive 
requirements contained in prior versions has been ineffective to resolve the 
concerns regarding unintended consequences, and with each revision of the 
prescriptive requirements, new concerns regarding additional unintended 
consequences were generated.  The Department has decided that it is not a 
workable approach to include in the regulation text every specific time elapsed 
standard for each of the access indicators set forth in Section 1367.03 that could 
apply in the multitude of geographic circumstances, operational variations, and 
health care conditions affecting plans, providers, and enrollees.  Instead, the 
Department has determined that the appropriate place for the specific time elapsed 
standards to be established and documented is in each plan’s internal written 
policies and procedures, developed in accordance with the performance standards 
established by this revised proposed regulation. 
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such as the number of plans that move out of geographical 
areas or those that might move away from HMOs entirely and 
into the PPO market.  Or the number of providers their doctors 
who stopped contracting with HMOs all together and move out 
of the state or just not take HMO patients.  And we think this is 
a real problem.  And also I think as was mentioned the cost on 
the unintended consequence of putting less access for those 
populations who are already underserved such as the MediCal 
population. 
So briefly for the record I just wanted to establish that CAHP 
has been working with the Department since the establishment 
of the reg to create a framework for the regulation. And I know 
that Leanna is here today.  She's worked very diligently in her 
time at CAHP to bring stakeholders together and to submit a 
proposal that we thought was workable.  Now this would range 
anywhere from suggesting guidelines which you guys have 
said you don't want to go there to other specific standards.  For 
instance, in CAHP March letter we suggest limiting the number 
of indicators to six standards. So we're willing to work with the 
Department.  We think the way you're going now is not the 
approach that will achieve access for California.  We think that 
you've gone way beyond the scope of the statute.  And I hope 
after hearing the testimony from plans and providers today that 
you will rethink your current approach. 
I would echo Leanna and Lyle's suggestion that we convene a 
stakeholders group of intelligent minds who can come together 
from all aspects of the mental health community from plans 
and providers and really try to identify the true areas where 
access is not being achieved today and to try to come up with 
solutions and do it in the context of health care reform and the 
debate that's going on right now. 
So I briefly address some of our troublesome portions of the 
statute that I will reserve for my written comments are 
obviously the number of standards – just complex monitoring 
requirements is very troublesome. 
Telephone access standards for plans is very problematic to 
meet this time frame. The requirement for non-contracting 
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providers can't be met.  And the extensive provider survey 
requirement.  We think all these things will add to 
administrative costs in a time where we're all trying to reduce 
those costs in response to issues that are being addressed in 
the Legislature. 

70-302 I'm here on behalf of the Kaiser Foundation Health Plan.  And 
in consideration of the time and the late day and the number of 
individuals who have provided some fairly compelling 
testimony today from all aspects of industry, I'm going to keep 
mine short for you. We have submitted written comments on a 
number of occasions and certainly do intend to do that well.  
And I think that will be more helpful than me standing up here 
today. he regulations pertaining to AB 2179 have been in some 
sate of development from 2002.  As a matter of fact, I was 
actually in Gretchen's job when they first came out.  We've all 
experienced several iterations. We've all sat together in several 
hearings dating back to the advisory committee of managed 
health care.  Kaiser has certainly participated in all forums and 
will continue to participate to the extent that the Department 
needs us to help bring some resolve do this issue. And we 
certainly provided a number of experts to testify on this, many 
of which who have now actually retired.  And now today we do 
not have any final regulations.  I'm not so certain that the 
Department's inability to finalize these regulations is a 
reflection of the Department.  But instead, I think that based on 
the testimony today it's really clear evidence that imposing 
these types of standard perhaps to answer the kind of 
questions that we're trying to answer might not be the right way 
to do it.  And I think we heard from a number of aspects of the 
industry that maybe we need to just take a step back here for a 
minute.  And God forbid I should retire when these things are 
still going on.  But it really might be beneficial. 
And to get to your question on how do we resolve this.  And 
you've asked that of many people that have come up here.  
And I know out of respect to the Department you've asked 
many times when we've all testified up here give me something 
more tangible to help me understand what we need to be doing 

Accept in Part: The concerns reflected in this comment have been addressed by the 
revised text at subsections (c), (d) and (e).  
 
Decline in Part: The revisions made to address the concerns are different than 
those suggested by this comment. The public comments received by the 
Department reflect that increasing the number and scope of the prescriptive 
requirements contained in prior versions has been ineffective to resolve the 
concerns regarding unintended consequences, and with each revision of the 
prescriptive requirements, new concerns regarding additional unintended 
consequences were generated.  The Department has decided that it is not a 
workable approach to include in the regulation text every specific time elapsed 
standard for each of the access indicators set forth in Section 1367.03 that could 
apply in the multitude of geographic circumstances, operational variations, and 
health care conditions affecting plans, providers, and enrollees.  Instead, the 
Department has determined that the appropriate place for the specific time elapsed 
standards to be established and documented is in each plan’s internal written 
policies and procedures, developed in accordance with the performance standards 
established by this revised proposed regulation. 
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to resolve this.  And I don't know that any of us really have that 
answer. But I will tell you what I think we need to be doing 
because I'm hearing everybody come up and give their 
testimony and I'm not even following this at this point is that I 
hear you know maybe the mental health folks – and I get that 
side maybe standing up here and saying but this is really what 
happens.  And then a health plans comes up and saying this is 
not how it happens.  It happens like this.  And the provider says 
it doesn't matter if it happens like this and this because we're in 
the middle and look at us. So to kind of sort of tag along with a 
number of folks that testified here today, maybe you really do 
need to have a few people in the room dialogue about this 
instead of testifying and coming up and giving specific 
comments.  You did that once before.  It's been some time now 
and it was convened specifically by you, Cindy.  And I 
remember sitting in that room and I remember the association 
bringing some key people and the providers bringing key 
people and being able to say what do you mean by that.  
Because if you mean this, this is how we take it.  And if you 
mean that, this is how we take it.  I don't know if that's helpful.  
I certainly would offer that up. 
Right now, I would say the time-elapsed standards that are 
currently in the regulations really doesn't as you've heard 
impede the ability of the health care provider to provide 
services to their patients.  They're worried about that clearly by 
their testimony today.  We don't think they're sufficiently flexible 
to address the ongoing changes in health care.  They started in 
2002. Today we're faced with all kinds of different issues.  If we 
were to have adopted regulations back in 2003, you might be 
changing them today.  I don't know.  Maybe we need to look at 
that and see if we're being forward thinking in the direction that 
health care is going, especially in light of the health care 
reform. 
And then finally, of course, it all gets down to significant issues 
about cost.  And I will reiterate every single one of us in this 
room is a consumer first and foremost.  And we're interested in 
having health care for ourselves and our families.  And cost 
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you know doesn't matter when it's your family who's involved.  
So I think we have to certainly keep that in consideration.  But 
not have unintended consequences of ridiculous costs that 
may actually increase the cost of care or maybe result in more 
people becoming uninsured.  And I'm a little concerned about 
that. 
And I can tell you just Kaiser Permanente has one of the most 
comprehensive and technological sound abilities to answer 
calls and respond and 24 hour access and things like that.  
And it's going to cost us a lot of money to make the kind of 
changes to these regulations. Southern California estimate 
alone is $17 million.  And that's a lot of money.  And I just want 
to be sure that that money is being spent in health care 
industry it's really getting to what we need to be answering in 
these. 
So I do support a number that have come up here today and 
maybe we should take a step back.  We're at the table. I'll be at 
the table once again trying to help resolve this.   So anyway, I 
just wanted to thank you for having us yet one more time 
today.  But encourage you to make us take one more step 
back. 

71-303 What I do is represent PPOs that are regulated by the 
Department of Insurance.  And that's really why I'm here today.  
I also represent companies that have HMO business.  I 
certainly concur with the comments that have been made by 
my HMO patriots.  But I want to focus my comments on PPO 
issues, because two of my companies have very large PPOs 
that are regulated by Department of Managed Health Care as 
well as the Department of Insurance. First of all, in terms of 
legislative history, as I may have mentioned at one of the 
workshops, PPOs are really the last thought when the statute 
was being adopted.  In fact, if you look at the legislative record, 
it was HMOs all the way through the Committee hearings, et 
cetera, et cetera.  Insurance regulated PPOs are put into the 
statute in the Senate floor in the second house.  So there 
wasn't a lot of discussion or talk about how these regulations 
and the statute would effect PPOs. 

Accept: The regulation has been revised to provide appropriate flexibility for 
the required time elapsed standards, which must be developed by plans 
according to the performance standards established in the revised regulations 
and subject to the Department’s approval, to account for variations in 
business operations and provider networks, including PPO operations and 
networks. 
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But I would point out that Health Access, the sponsor was good 
enough to notice that PPOs might have a different issue 
related to access and thus did not include the concept of time-
elapsed standards even in the insurance code.  And also 
included language in the Knox-Keene Act that would allow the 
Department of Managed Health Care to look at and provide 
difference standards depending on the network, and that was 
the reason that amendment was put in there.  That's the value 
of being around long enough that you can date me.  I was 
around when that was being negotiated. 
I also want to thank Dr. Cohen for coming up with the best term 
in several years with chronic geographic maldistribution.  I 
really appreciate that.  Because I think PPOs serve a particular 
benefit in California, particularly rural areas because of that.  In 
some rural areas, PPOs are the only option.  So some of the 
issues related to imposing these type of time-elapsed 
standards on PPOs create might exacerbate that for these 
poor rural counties as well as in the urban areas. 
I talked to the Department of Insurance.  They are actually 
going to be sending out their next version of their regulations 
on this issue.  And we're very concerned about making sure 
there's some regulatory parody there. So with those 
comments, I will leave it at that.  And just want to make sure 
that PPOs are considered because they are different.  Thank 
you. 

72-304 The time-elapsed standards within the regulation have taken a 
lot of hits today.  And I just want to report that we actually went 
out to some of our dentists with this formative policy for the 
Department and presented them with the standard within the 
regulation. And there was a consensus that the urgent care 
standard the 48 hours routine dental care standards, 
preventative dental care standards were reasonable.  So you 
know at least that's a positive.  And I hope you don't take that 
and go back and think you need to make it more stringent for 
dentists.  But at least that was a positive. 
But the main concern has been mentioned a number of times 
here.  And I just want to reiterate with dentists the timely 

Accept: in Part: The stated concerns have been addressed by deleting the 
requirements applicable to specialized plans.  The concerns regarding the potential 
unintended consequences for specialized plans generated by numerous 
prescriptive standards contained in prior versions of the proposed regulation text 
have been addressed by revised subsection (a).  The Department has determined 
that application of this regulation to those specified specialized plans is not 
necessary to achieve the core objective of AB 2179, that is, to ensure timely access 
to covered medical services, including non-EAP mental health services. 
 
Decline in Part: The concerns are addressed by revisions different than those 
suggested in this comment. 
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telephone access standard of returning general patient calls 
within 15 minutes.  This is probably the most problematic 
aspect of the standards for dentists.  I testified at the last 
hearing and I note DMHC has provided some flexibility with this 
standard over the previous draft.  But the proposed standard is 
still 15 minutes. 
The dentists who we had received some input from on this said 
that -- reported that for them in terms of practice most of them 
are able to return calls within the same day.  Roughly 72 
percent of dental practices in the state are single dentist 
practices.  So their ability or even desirability of a dentist who 
interrupts treatment of a patient to return phone call in 15 
minute time frame is certainly questionable. 
But while the dentists in single practice offices are able to 
return patient phone calls by the end of the day, the question 
we have is if the standard is basically 15 minutes, are these 
people clinically in violation of the standards?  The DMHC 
standards concerning returned calls should reflect this reality 
we believe instead shouldn't be based on arbitrary standards. 
The other standard -- for instance, the proposed standard for 
the 30 minute in-office waiting time seems to us overly 
prescriptive and has to do with addressing access to care and 
more to do with attempting to micro-manage dental offices 
practices. 
I know from the earlier comments that were made that this 30 
minute in-office waiting time is more guideline as opposed to a 
standard. I guess my question is what's the difference? When 
you have a guideline and a standard particularly if there's some 
offices that find it difficult to meet that even if it is a guideline. 
We would note that compliance actions directed by the 
regulations upon the plans tend to encourage cooperative 
effort to indicate and inform provider offices how to improve 
access care time rather than being impunative.  We think that's 
a plus in terms of corrective action.  We think the regulations 
should and do appear to promote cooperation rather than 
punitive actions for offices that are having difficulties with these 
standards.  And we would certainly urge in the final draft of 
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these regulations whatever form those take that be the spirit in 
when the corrective action or requirements are finally put in. 
And then couple of notes in regard to demographics.  
According to findings in 2003 with the California dental survey 
conducted by UCLA standard health policy research estimated, 
there are slightly over 23,800 dentists actively practicing in the 
state.  Almost three quarters of the dentists, 72 percent, are in 
solo practices.  Meaning for the vast majority of dental 
practices professional backup necessary to meet some timely 
access to care or standard doesn't exist. 
The final point this has been made by everybody who has 
spoken on this point.  Almost half of those 23,000 practicing 
dentists in the state reside in six counties: Los Angeles, 
Orange, San Diego, San Francisco, Santa Clara, and 
Alameda.  They perceive their actual timely access to care 
problems experienced by patients may be due to proportional -
- this has been mentioned.  Don't recall the term that was used 
earlier.  But due to this malappropriation or maldistribution of 
providers certainly in areas like the central valley, the Inland 
Empire in southern California, rural, northern California 
mountain counties may have difficulties -- providers may have 
difficulty meeting standards simply because there aren't 
enough provider dentists involved in the network for those 
areas. 
Now, the proposed rules recognize the need to expand the 
health plans to expand provider networks in response to the 
inability to meet timely access to standards.  And we certainly 
encourage the Department given this objective priority as a 
corrective action within the rule.  Our sense is the dental plans 
do a pretty good job of trying to recruit so there still might be 
some problems.  Never the less, we appreciate the opportunity.  
We still see some difficulty, but we think overall many of the 
standards actually meet the standard of care within dentistry. 

73-305 And I'm also representing Health Consumer Alliance, which 
assists health care consumers who do have problems getting 
timely access to care. The Legislature clearly decided in 2002 
to charge the Department to develop regulations to ensure 

Please see the Department’s responses to comments from the Western Center on 
Law and Poverty at comment nos. 18-139 through 18-155. 
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timely access to care.  So that debate it seems is over and now 
we're trying to focus on how to ensure timely access to care for 
consumers.  We appreciate the progress that the Department 
has made in this version of the regulation and in particular note 
the considerable time you clearly spent in trying to develop a 
statistically significant provider survey. We wholeheartedly 
approve of having time-elapsed standards.  Again, the 
Department has been charged with having to enforce timely 
access to care.  And then have yet to hear a clear substitute 
suggestion for how to ensure timely access to care.  We think 
there should be standards with some flexibility, but of course 
there may be shortage problems that the plan needs to attend 
to. But there should be at least some standards that the 
consumers provider and health care plans alike can 
understand how the common understanding of what timely 
access means. 
In terms of the time-elapsed standards, we continue to be 
concerned that the mental care standards are too long.  Sorry 
to disagree with you, Dennis.  And it was kind instructive to see 
that dental care standards were quite a bit shorter.  I 
encourage the Department to look at those.  We don't think 
someone should have to wait six months for preventative care.  
And it's -- that the dental care standards are three, four, and 
sometimes six times as long as the dental care standard. 
We also want to wholeheartedly echo the points made by our 
colleagues at the Mental Health Association about the urgent 
care standard on the mental health side and the need for 24/7 
access by health plans.  This is consistent with mental health 
parody law with the Department of Mental Health standard and 
also with the MediCal specialty mental health service 
standards all of which require 24 hours a day, 7 days per week.  
Very compelling stories about why someone who is facing a 
mental health problem needs to get care right away. 
On the primary care standard side, we did note that the 
Department added a provision allowing that primary care be 
met at an urgent care center.  And while we think urgent care 
centers play an important role in the network of providers, we 



Department of Managed Health Care 
 

TIMELY ACCESS TO HEALTH CARE SERVICES 
(2005-0203) 

RESPONSES TO COMMENTS 
Comment Period #2, July 16, 2007 – September 21, 2007 

 

 321

agree with the comments made by some of the providers in 
terms of the importance of medical homes and think that urgent 
care centers should only be used if there's not an appointment 
available by a PCP and if they're only be used in urgent care 
situations. 
In terms of the compliance monitoring, we think it critical of 
course there be some compliance monitoring. Agree none of 
us are interested in having it be so onerous that it increases 
the costs disproportionately, but there has to be some way 
these standards are meaningful to check if they're happening. 
Again, the Department did considerable work in developing the 
provider survey.  We agree with the comments made earlier 
that we somewhat doubt this efficiency of a non-anonymous 
provider survey and think a secret shopper survey would be 
considerably more reliable in terms of determining whether the 
standards are being complied with.  There's a pretty clear 
incentive if you know that your health plan is calling to state 
that you have appointment within the standard times. 
As to relying on consumer complaints, I like to go to the DMHC 
website to check the consumer complaint for an opposite 
reason.  I don't want to see that the Department is over relying 
on consumer complaints.  I know the nine help consumer 
centers we work with received hundred of calls last year about 
timely access to care. Some of my colleagues can give some 
similar statistics. So the 192 complaints are not in any way 
reflective of the fact that consumers are not having a problem. 
But we can all imagine that if you're having trouble getting a 
medical care appointment, you are going to do what you can to 
get that appointment and not necessarily take that next step to 
file a formal complaint, especially if you or your family member 
is suffering from a serious illness.  So we don't want to see 
over reliance on the compliance on the consumer complaint. 
Last, we are distressed to see that the Department doesn't 
have anything specifically referencing a language access 
standards here.  Because we think it important that the 
regulations, the timely access, and language access standards 
be read together, there's a very broad and general standard on 
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timeliness and language access context.  And I think that these 
timely access standards provide much more specificity. 

74-306 Also here representing had California Academy of Family 
Physicians. And I have some comments that I'd like to make on 
behalf of Kathleen and also have some comments I'd like to 
make on behalf of the California Academy of Family 
Physicians. Kathleen, who was called away, also left me some 
of her notes.  And I think she was reflecting on many of the 
comments that people had previously made.  But wanted to 
kind of interject something specifically from the perspective of 
physicians, specifically osteopathic physicians and surgeons of 
California. First of all, I think we all agree what is being 
attempted here is very important.  And it's also very difficult.  
The California Academy of Family Physicians worked very 
closely with the author in the development of the bill.  We are 
unfortunately opposed to the legislation in the final analysis.  
But it was not for wont of trying and working with the author to 
try to resolve fundamental issues of how do you bring this 
about in a way that does not create the opposite of what you 
were trying to accomplish. And what we ultimately realized was 
that in the end, poor people, people without health insurance 
would be put at a disadvantage relative to people who had 
health insurance.  People who had health insurance would get 
faster care at the result of poor people and people without any 
access or very poor access to care losing some of that if, in 
fact, we were not able to address the issue of cost. 
Cost could result in the opposite happening.  And I think 
probably more importantly we remain opposed because we 
didn't see a way that you could create a law that would do a 
better job at all of the usual places where an osteopathic 
physicians and family physicians and other physicians are 
trying to make very difficult priority decisions about their clinical 
training.  And we don't know how on earth you could do that in 
a law. 
So what we did with the legislation I think in the final analysis is 
we punted it and says we're going to develop this in the 
regulatory process and leave an open question.  So here we 

Accept in Part: The concerns reflected in this comment have been addressed by the 
revised text at subsections (c), (d) and (e).  The concerns regarding the need for 
flexibility to permit and encourage innovation in improving access to care are 
addressed by the revisions to subsection (d)(2) and (e)(5),  The Department 
encourages innovation by plans and providers, including through plan and provider 
systems, processes and use of technology, to improve access to covered health 
care services. Accordingly, the regulation includes a provision clarifying that plans 
may propose, for the Department’s approval, access standards other than time 
elapsed standards, and confirms that the burden is on the plan to demonstrate that 
the proposed alternative is more appropriate than time elapsed standards. 
 
Decline in Part: The revisions made to address the concerns are different than 
those suggested by this comment. The public comments received by the 
Department reflect that increasing the number and scope of the prescriptive 
requirements contained in prior versions has been ineffective to resolve the 
concerns regarding unintended consequences, and with each revision of the 
prescriptive requirements, new concerns regarding additional unintended 
consequences were generated.  The Department has decided that it is not a 
workable approach to include in the regulation text every specific time elapsed 
standard for each of the access indicators set forth in Section 1367.03 that could 
apply in the multitude of geographic circumstances, operational variations, and 
health care conditions affecting plans, providers, and enrollees.  Instead, the 
Department has determined that the appropriate place for the specific time elapsed 
standards to be established and documented is in each plan’s internal written 
policies and procedures, developed in accordance with the performance standards 
established by this revised proposed regulation. 
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are and where Cindy is sitting in the seat right now she would 
be worrying as all of you are so what do we do here now in 
2007 as we move forward of trying to implement this difficult 
plan. And I would urge us to kind of reconsider the timely -- the 
measuring of time in absolute terms rather than to have a 
survey that says were you able to obtain care in X number of 
minutes, I would urge the question -- and as we work with the 
author what we firmly believe going out of the legislation -- the 
reason the legislation is flexible is because we believe that the 
author believed this could be an open-ended survey.  I think 
there should be very specific questions that get at what we are 
trying to get at that.  They should not be based on numbers of 
minutes in a broad range of settings which in some setting may 
make perfect sense and others make absolutely no sense.  
That's one solution. 
I think there's probably a much more difficult solution.  And that 
is part of the reason that we are here in 2007 asking these 
questions and part of the reason we were bumping up against 
it in 2002 is that right now primary care is undervalued in the 
marketplace.  It's undervalued in the marketplace as paid for 
by the state of California.  It's under market in the private 
marketplace. It's under market in the state of California.  And 
as a result for the last nine years we've had bright young 
social-minded medical students increasingly disinterested in 
primary care at a time as one of the previous speakers pointed 
out we need primary care more than ever.  And as another 
speaker pointed out, right here on the brink of some kind of 
health care reform that's being involved millions of new 
consumers enter the health care market. And I think unless we 
address this head on.  The old expression:  Quality, cost, 
access; pick two.  It's very difficult to get all three.  And the 
third issue will pop up inevitably if you solve two. 
So unless we have an adequate work force, unless we start 
getting on the ball and figuring out how to compensate primary 
care adequately so more people will enter that world and we 
build the primary care medical homes in a way that we do not 
fragment -- in our efforts to create health providers we do not 
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fragment that team, unless we do all of those things, this will be 
a wonderful mobile effort but it will fall short without the 
providers to make it work. 
 
And so I would urge you to move away from it being a time 
based question and move toward a much more contextural 
question.  And I think that can be done in the context of these 
regulations and it can be done certainly within the context of 
the statute that allows you that flexibility.  These regs I think 
have been ambitious in their attempt to do everything for 
everyone, but it has to be done for everyone and everything in 
the context of also the quality and cost. 
 
I would caution you one of the reasons that all of those bright 
minded medical student are not choosing primary care is that 
they understand the primary care has been over regulated 
compared to other areas.  That because you have so many 
transactions during the course of the day and each one of 
those transactions is heavily regulated, they're realizing it 
would be much more sensible to go into a higher paid specialty 
where you only have a few transactions, even if they may be 
also regulated.  So if the advent of regulating this alternative 
that may or may not fit in with other quality measures and other 
timely access measures is keeping regulation upon 
regulations. And I think at some point as somebody said earlier 
the simplicity here should be our leader.  Because for a 
physician who may have multiple contracts to try to figure out 
whether he or she is falling under the DMHC's regulations or 
this alternative regulation that was proposed by one of the 
plans that was granted, that may be complex.  Maybe even 
more complex than this. 

75-307 The hotline provides free independent assistance to health 
care consumers in Sacramento, Yolo, Placer, and El Dorado 
Counties.  Thank you for giving us the opportunity to testify 
here. The hotline appreciates the Department kept the specific 
wait lines for primary and specialty care appointments in the 
new regulations.  Having reliable, timely access to health care 

Please see the Department’s responses to comments from the Health Rights 
Hotline at comment nos. 17-128 through 17-138. 
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will have a large impact on the health of our clients who now 
often have to wait weeks or months to receive primary or 
specialty care.  About ten percent of the calls we receive deal 
with timely access problems.  In short, our consumers do not 
see timely access problems as a hole hill at all. One example is 
Trish, who was a woman who's in a MediCal HMO.  She had 
GI surgery about two years ago.  But things went wrong.  And 
after the surgery, she required another surgery to have her 
pelvic wall rebuilt.  The surgery was to happen rather 
immediately.  She received a referral for the follow-up surgery 
after the GI surgery and was not able to get the actual surgery 
until a year after the referral.  She got through that time by 
taking anti-depressants and painkillers.  Trish is outraged with 
the delays in getting referrals in treatment but she did not know 
what she could have done to speed things up or file a 
complaint. The hotline advised her in the future she could seek 
assistance from a health plan, her medical group, and the 
hotline.  The hotline advised Trish about she could file a 
complaint, but she seemed interested in pursuing follow-up 
care than in filing a complaint. 
There are two specialty care areas where we would like to see 
the appointment wait time strengthened.  The wait time for 
dental appointments are far too long.  This is highlighted by the 
discrepancy in dental wait times and wait times for other 
specialty care.  Dental care is an integral part of overall health 
care.  Making people wait so long for dental appointments will 
hurt not just their oral health but their general health.  Urgent 
dental care needs to be provided within 24 hours.  Routine 
dental care needs to be available prior to 36 business days.  In 
that amount of time, routine care could change to urgent care. 
Likewise, 180 calendar days is too long to wait for preventative 
care.  For those consumers receiving regular dental check-ups, 
180 days makes sense as a standard.  But in a new patient 
who has not had dental care in many years makes an 
appointment, they should be able to access dental care much 
sooner. 
The hotline was also disappointed to see that the mental health 
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care wait times were not shortened in consideration of the 
proposed regulations.  Urgent care for mental health needs to 
be accessible within 24 hours. 48 hours is too long for 
someone with an urgent mental health need to wait. 
In regard to telephone access, in general, the hotline is 
pleased with the telephone wait times to speak to both 
providers and plans during office hours.  We would like to see 
requirements added that providers and plans have an after-
hours access system, whether it be a machine or answering 
service.  Without this requirement, plans and providers will be 
able to make themselves completely inaccessible after hours 
and consumers will not know who to call after hours with their 
urgent health care needs. 
In regards to monitoring and compliance, the hotline is 
concerned that anonymous or secret shoppers surveys are 
only an option and not mandatory.  Plans should be required to 
conduct anonymous surveys. Anonymous surveys provide 
accurate information as to what times are being offered to 
enrollees.  Non-anonymous surveys, as we heard, the 
providers know the times with which they should be complying 
and have an incentive to answer that appointments are 
available within those times. 
Furthermore, non-anonymous surveys may not reveal the 
whole story of when appointments for specific ailments for 
consumers are available.  Appointments for certain types of 
procedures or appointments may be available far earlier than 
for other types of procedures and consumers. The Botox 
versus cancerous mole you heard about is an excellent 
example of this. Another example is a hotline client named 
Johnny. He's an infant who was new to his MediCal HMO.  He 
had an urgent need to see his primary care physician.  
Johnny's grandmother told the PCP's office that Johnny had a 
spreading rash and swelling and that Johnny would not stop 
crying The PCP's office told Johnny's grandmother they could 
not see him because the first available appointment they had 
for new patients was not for over a month.  They went on to 
say if Johnny was an established client, they could see him 
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that day.  But as he was new, they could not see him for over a 
month. 
The hotline is also concerned that consumer complaints are 
still being relied on to determine compliance.  Consumer 
complaints are not a good measure of how compliant a 
provider is with timely access regulations.  Many consumers 
will not know the right to complain or not have the time to 
complain after waiting too long to talk to someone or waiting for 
an appointment. The number of consumers who complained 
will be a very small percentage of the numbers of consumers 
who actually experience problems. For example, Helana, a 
Russian-speaking woman, called the hotline because she 
wanted to change her HMO. She felt she received poor care.  
Her dentist did not extract teeth that needed to be extracted.  
She ended up going to another dentist and paying out of 
pocket to have the teeth extracted.  Helana does not speak 
English and requires an interpreter at appointments.  The 
doctor's office often cancels her appointment because of this. 
When she came to scheduled appointments, they made her 
wait.  Helana has high blood pressure, and once she was 
made to wait so long she passed out in the doctor's office. The 
hotline gave Helana information on how to change HMOs.  The 
hotline also informed Helana of her right to make a complaint.  
Helana was not interested in filing a complaint, despite the 
egregious care she received because she wanted to focus on 
getting a new HMO dental appointment.  Furthermore, the 
complaint forms were not available in Russian.   

76-308 I'm a practicing family physician in the Long Beach area.  I'm 
also medical director of Moore Health Care IPA.  And also 
director of an urgent care center.  I previously submitted written 
comments that basically was more of a diatribe in terms of how 
these regulations will be passed down to the average 
practicing family physician and patient. So never the less, you 
know I'd like to make a few comments.  I really do agree on 
what the two attorneys had mentioned, both Bill and also the 
representative from Blue Shield, that I don't really believe it 
was the legislative intent back in 2002 that we come up with 

Accept in Part: The concerns reflected in this comment have been addressed by the 
revised text at subsections (c), (d) and (e).  
 
Decline in Part: The revisions made to address the concerns are different than 
those suggested by this comment. The public comments received by the 
Department reflect that increasing the number and scope of the prescriptive 
requirements contained in prior versions has been ineffective to resolve the 
concerns regarding unintended consequences, and with each revision of the 
prescriptive requirements, new concerns regarding additional unintended 
consequences were generated.  The Department has decided that it is not a 
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these very strict guidelines or standards for timely access to 
care. 
When we talk about timely access to care, I've had experience 
in the last 25 years in doing utilization review, medical directing 
quality assurance committees -- and I can address Mr. 
Hansen's comments about these horror stories that we really 
haven't seen those.  I haven't really had any experience where 
we couldn't use a physician's clinical judgment at the time to 
assess medical needs and then weave that person through the 
system.  I've always been very proud we've been able to 
accomplish that. To give you an example, we had a patient the 
other day that for whatever reason had to be transferred from 
Long Beach to Stanford University for an emergency procedure 
for a thoracic aneurysm.  He already had three previous 
surgeries.  Why Stanford?  Because they're the world leader in 
treating phantom syndrome, which these patients have this 
condition. 
So you know, timely access to care is probably akin to you 
know what the Supreme Court would say.  I don't know what 
pornography is, but I know it when I see it.  So I would contend 
that physicians that are in the real world that includes the 
specialists.  That includes nurses, people who are actually 
practicing, they can't may be give you a fine definition of it, but 
they at least know when they see timely access.  You know, I 
was real heartened by the mental health people because 
basically when they talked about access to care, you know, 
those are some horror stories. 
We have in our IPA about 60,000 commercial lives and we 
have about 5,500 senior lives.  We're at risk on for the senior 
lives on the mental health side.  We're not at risk on the 
behavioral health side for the commercial population because 
it's carved out.  So me as a practicing physician, when I see a 
patient that really needs to have mental health, I agree with 
what has been said.  You cannot access mental health.  You 
cannot access it. What do I do?  I tell my patient to go to the 
contracted hospital typically in our area college hospital.  So 
does that need to be fixed, probably.  But doesn't the 

workable approach to include in the regulation text every specific time elapsed 
standard for each of the access indicators set forth in Section 1367.03 that could 
apply in the multitude of geographic circumstances, operational variations, and 
health care conditions affecting plans, providers, and enrollees.  Instead, the 
Department has determined that the appropriate place for the specific time elapsed 
standards to be established and documented is in each plan’s internal written 
policies and procedures, developed in accordance with the performance standards 
established by this revised proposed regulation. 
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Department already have enforceability authority to deal with 
something like that?  Do we need to have additional 
regulations that are so specific? 
The other thing is I'm Johnny come lately in terms of knowing 
this even passed in two 2002.  Found out about it a few weeks 
ago.  When we talked to other physicians around, you know, 
you don't want to hear the comments they made when I 
actually showed them these time-elapsed standards. So you 
know, it's really -- so me it as an intrusion on a 
physician/patient relationship.  And other speakers have 
already addressed that it's not going to really enhance the 
quality of care that is delivered in the exam room.  It is going to 
I believe increase the physician shortage problem.  And I think 
it will actually decrease quality and actually entrenches and 
kind of hinders the ability to practice what I would call good 
quality medicine. 
The speakers who have mentioned that we ought to have an 
expert panel and revisit this, I'm totally in favor of that.  And 
you need to have people who are in the trenches that really 
see how health care is delivered. And I want the patients there.  
I want the patients there. But I see this document as actually 
being more in favor of the patient in a dictorial relationship 
versus a physician/patient partnership. 
To default to say these time-elapsed standards are indeed the 
"standards" because no one has come up with a better solution 
is not the answer.  It's not the answer. So the people who have 
testified here, even though they can't define it, I still believe 
they have a legitimate concern to revisit it.  And maybe we 
could come up with something we could define this we could 
agree that is not the time-elapsed standards. 
But again I think -- the other thing it's a slippery slope.  Once 
we have the guidelines.  The guidelines becomes the 
regulation, then it becomes enforceable.  So I worry about the 
big brother aspect of this. And you know, I would be happy to 
have more time where we could come up with something 
maybe we could come to a consensus that would say this is 
better than time-elapsed standards.  But we can't do that in this 
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setting or we can't have that dialogue or that debate. That 
would be my comment. 

77-309 The issues regarding the various standards apply to hospitals 
or to the extent they apply to hospitals, we have the same 
concerns.  So I won't repeat those. To the extent the 
regulations don't apply to hospitals, we still have some 
concerns because many of our members are hospitals that are 
part of integrated systems. Hospitals have affiliated medical 
groups and physicians practice in our hospitals and are all part 
of the same integrated delivery system.  So the concerns that 
have been raised today are also concerns of ours. 
You know, it's true the statute has passed.  The Legislature 
has acted.  And now it's a question of trying to implement the 
regulations.  And as I look at -- I spent my entire career at CHA 
working on these regs and one aspect or the other.  And I have 
to say every regulation has become more complex and more 
prescriptive.  And it is amazing you know for those of us who 
have ever gone back and looked at the original statute, the 
amount of flexibility and discretion that is provided to the 
regulator.  And so as you look back after hearing these 
comments today and considering the regulation, sort of take I 
would suggest you look at it as a decision tree. Every issue are 
we taking the most prescriptive complex approach or are we 
exercising the judgment that we have as a regulator that was 
given to us by the Legislature? 
I think we've heard a lot of problems about phantom panels 
today that are legitimate problems and that the Department has 
the ability and the authority to address outside of some of the 
complexities that are in this regulation.  So there are legitimate 
problems to be addressed, but are we doing them in the most 
efficient manner.  So that's just a general comment. 
I just want to conclude my comments with one specific I guess 
hospital type of comment.  And that is our concern is that 
whatever standards are adopted by the Department that that is 
a standard that is applicable to health plans.  Not to hospitals 
because hospitals are operating at full capacity.  We can't 
create access where access does not exist. And so to the 

Accept in Part: The concerns reflected in this comment have been addressed by the 
revised text at subsections (c), (d) and (e).  
 
Decline in Part: The revisions made to address the concerns are different than 
those suggested by this comment. The public comments received by the 
Department reflect that increasing the number and scope of the prescriptive 
requirements contained in prior versions has been ineffective to resolve the 
concerns regarding unintended consequences, and with each revision of the 
prescriptive requirements, new concerns regarding additional unintended 
consequences were generated.  The Department has decided that it is not a 
workable approach to include in the regulation text every specific time elapsed 
standard for each of the access indicators set forth in Section 1367.03 that could 
apply in the multitude of geographic circumstances, operational variations, and 
health care conditions affecting plans, providers, and enrollees.  Instead, the 
Department has determined that the appropriate place for the specific time elapsed 
standards to be established and documented is in each plan’s internal written 
policies and procedures, developed in accordance with the performance standards 
established by this revised proposed regulation. 
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extent a health plan does not have a sufficient network to 
address whatever access standards you create, we want to 
make sure that there aren't provisions where the health plan 
pushes that responsibility down to the hospital provider level 
and becomes our liability. 
Let me refer to you at Section A, 3B.  And the Department has 
addressed that in the regulation.  It says no plan shall require a 
contracting health care provider or provider group to provide 
timely access to health care services that the provider or 
provider group does not have the employer or contract capacity 
to provide. I agree with you that's a good place to stop. But the 
next sentence starts with however.  And the however we've 
had several compliance people look at it. They don't know what 
it means.  And it seems to undue what the first sentence said.  
The provider groups are presumed to have sufficient capacity if 
they comply with applicable standards.  While really what 
you've done is just create another issue of contention between 
health plans and hospitals and other providers as they try to 
negotiate these contracts. 
Maybe a better alternative or a different solution is to have 
some sort of a reporting mechanism where if a hospital or 
another provider is operating at full capacity that the plan 
through either its own monitoring mechanism or a report 
system knows that provider is at capacity and they need to do 
something else.  Hospitals don't know how many patients 
they're going to get.  It may be different in the capacitated 
situation, but it's very difficult for a hospital to become 
responsible for access to care when they're already operating 
at full capacity. 
MR. GRELLMANN:  Well, I think when you talk about hospital 
services, you need to make a distinction between emergency 
care.  And we will hospitals triage, and there's a whole 
mechanism for diversion as you indicated.  So emergency care 
is different.  The regulations apply to other outpatient services. 
But again, outpatient service of a hospital, you know, if we are 
operating at 100 percent capacity, whatever standard has been 
created here is meaningless to us.  We're operating at 100 
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percent capacity. The question is have the enrollees of that 
health plan do they have sufficient access however we decide 
we're going to measure it.  And if there is inadequate access, 
that's not -- that's the hospital's problem to fix.  We're already 
at 100 percent capacity.  That's the health plan's role. 
So that's what I'm trying to get at is a health plan needs to have 
an adequate network to meet whatever standards are adopted.  
And it can't just be put in a contract which the regulations 
indicate and then the health plan washes it hands and it 
becomes a liability for the hospital. 

78-310 We are a coalition of over 200 groups representing seniors, 
people with disabilities, labor, religious organizations, children 
group and other consumers and we are working for quality 
affordable health care for all Californians. We note that timely 
access to care has been a cornerstone of the Knox-Keene Act.  
But it has not been consistently adhered to by the plans, nor 
has it been diligently monitored by the Department heretofore.  
So we welcome the establishment of these regulations and 
look forward to the improvement that they will bring for 
consumers in achieving truly timely access to care. 
I was very interested to hear the comments of people today 
because when we were first involved with this statute, the 
Department of Managed Health Care convened a group of 
plans and DMHC employees and talked to them about the 
standards for timely access to care.  And each of the plans 
were queried by the DMHC as to what standard they had for 
urgent, routine for various classifications.  And in many 
occasions the plans could not answer that. Also, the consumer 
advocates in the group asked the question of DMHC how are 
the plans doing on whatever those standards are that you have 
or that you impute they have.  And the Department said 
somewhat sheepishly we have never looked. So there probably 
are some flaws with this regulation, but I would venture to say 
that no one has proposed something that would supplant it.  
And we applaud the Department's willingness to be specific 
and to hold everyone to high standards. 
I was interested also at the last hearing there was much 

Please see the Department’s responses to comments from the Health Rights 
Hotline at comment nos. 17-128 through 17-138. 



Department of Managed Health Care 
 

TIMELY ACCESS TO HEALTH CARE SERVICES 
(2005-0203) 

RESPONSES TO COMMENTS 
Comment Period #2, July 16, 2007 – September 21, 2007 

 

 333

fussing and carrying on that the Department had not given 
enough framework to have these things measured. And in 
return, this particular hearing, everybody said there's way too 
prescriptive, way too detailed.  So I suspect you want one for 
losing. We do have some particular comments about this 
regulation, and we would venture to say that the Legislature 
has spoken and the time five years later after the enactment of 
the statute.  To go back to ground zero and redo those de novo 
is probably not a viable alternative, although we certainly hope 
that you take everyone's comments into consideration that they 
presented at this hearing. 
We are concerned at Health Access about the language that 
provides an open ended exception for compliance on 
standards and provider storage situations. It seems like the 
danger with that is that it will at least leave open the possibility 
that the timely access standards will not be effectuated 
because there will be so many exceptions to it. And we would 
certainly understand there would be flexibility would be 
desirable.  But we would recommend there be time frames or 
other actions that would flow so that plans and providers could 
not have an open ended exemption from meeting timely 
access standards. 
And in my former life as a regional administrator for the Center 
of Medicare and Medicaid Services what ended up happening, 
plans were forced to withdraw if they did not have an adequacy 
of network.  And ultimately those kinds of things are a long 
term fallback position. 
I would also -- I will not dwell on this.  But on the telephone 
triage issue, it certainly is true that that should not be framed in 
the conditional sense.  If a plan has telephone triage, have 
after hour services, it should be a requirement they do. 
I would like to raise another issue and that is that the approval 
mechanism for deviation from these requirements to have true 
timely access would be a material modification to the plan's 
license.  We object to that because that is not a public process.  
There is nothing visible that comes out of that.  There is no way 
for consumers to have an understanding of that. 
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So we would urge you to have a more public process for that.  
We would also urge that auditing be afforded in the statute to 
the Department as well as plans and providers, because that is 
not specifically done and it should be.  Because there may be 
some reason that you would want to have the Department go 
and survey or question or do some of the auditing of that if they 
have reason to question. 
I would also propose that we not make consumers pick 
between language access to care and timely access to care.  
This should not be an either/or proposition.  It should be not a 
trade off that we offer to consumers.  And Health Access does 
look forward to working with the Department in the final version 
of these and the implementation and enforcement. 
MODERATOR HANSEN:  I have a question.   Your objection 
or concern regarding auditing, the Department already has the 
ability to do a non-scheduled survey.  Usually –  
MS. ABBOTT:  All I'm asking you is not to relinquish that. 
MODERATOR HANSEN:  And the rest are there.  The change 
is there.  It's not never mind this reg.  It's there.  And so I'm 
wondering what you're really asking for or what your concern is 
if that power is already there. Now, you may have an issue 
whether or not it's adequately enforced.  That's for another 
forum at the moment…. 
MS. ABBOTT:  My particular comment had to do with 1367.2e, 
like Elizabeth.  And it stipulates if the plan has a reason to 
question the validity, credibility voracity of the responses to the 
monitoring of providers, the plan shall undertake to resolve 
these discrepancies. And we think that's splendid.  However, 
we urge that a similar provision be added that the Department 
if they have reason to question the aversion of the plan's 
regarding the reliability, validity, or voracity that they can 
undertake whatever mechanism to verify the timely access 
standards are being met.  It would add a sentence there. 

79-311 And I work with the Mills-Peninsula Medical Group, which is an 
independent practice association providing medical and 
financial management service for our network of 350 different 
physicians working in 110 offices.  We're located in center San 

Accept in Part: The concerns reflected in this comment have been addressed by the 
revised text at subsections (c), (d) and (e).  
 
Decline in Part: The revisions made to address the concerns are different than 
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Mateo. Together with our physicians, we're responsible for the 
health of 60,000 HMO and thousands of PPO members in 
central San Mateo, California.  During the past 15 years, I've 
held various roles in quality improvement for both health plans 
and more recently for physician organization in California. For 
years, the California HMO Coalition and the California 
Cooperative Health Care Reporting Initiative have tried to 
develop an effective and efficient system to monitor patient 
access that did not require physician practices to maintain 
detailed logs.  In the end, these groups decided that self 
collected data were more subjective than objective and not 
sufficiently valid to justify the resources used to collect them.  
Nor did they result in any measurable improvement in patient 
access. Instead, the groups decided to monitor access by 
focusing on complaints, patient satisfaction, and monitoring of 
after hours access.  While these measures are not perfect, 
since they've been implemented, there's been improvement in 
patient's rating of access to care on the statewide patient 
assessment survey. I would like to just briefly highlight some of 
the issues with monitoring compliance for timely appointments 
and developing corrective actions when deficiencies are 
identified.  Within our medical group, we have a number of 
primary care physicians with appointment availability.  We also 
have what we call non-urgent care clinic but an extended hour 
clinic that is open 365 days a year to see patients when their 
physician may not be available.  Developing a monitoring 
system that measures access within a system of care is 
challenging and costly and quite possibly will not reflect 
whether one of our patients can get the care they need. 
Would identified auditor or secret shopper first ask about 
appointment availability for the individual physician.  And if one 
was not available, than access availability with any physician 
within that practice, group, or other or extended hour clinic to 
monitor compliance with the appointment available standards. 
Given the diversity of medical group and IPA structures in 
California, it would be problematic to train callers to ask the 
correct questions to the office staff about appointment 

those suggested by this comment. The public comments received by the 
Department reflect that increasing the number and scope of the prescriptive 
requirements contained in prior versions has been ineffective to resolve the 
concerns regarding unintended consequences, and with each revision of the 
prescriptive requirements, new concerns regarding additional unintended 
consequences were generated.  The Department has decided that it is not a 
workable approach to include in the regulation text every specific time elapsed 
standard for each of the access indicators set forth in Section 1367.03 that could 
apply in the multitude of geographic circumstances, operational variations, and 
health care conditions affecting plans, providers, and enrollees.  Instead, the 
Department has determined that the appropriate place for the specific time elapsed 
standards to be established and documented is in each plan’s internal written 
policies and procedures, developed in accordance with the performance standards 
established by this revised proposed regulation. 
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availability.  We spent hours trying to work on training the 
auditors to ask these kinds of questions.  And you talk about a 
secret shopper, many physician practices if you call up and you 
don't have a patient name, then you can't even get into the 
appointment -- so there's a lot of challenges with secret 
shoppers and even identified auditors. 
Such callers add to the problem of telephone access and 
increased patient costs.  Our group has appointment 
availability for most, if not all, specialties but may not have 
appointment availability which meets the preference for each 
individual patient.  How do we implement a corrective action 
plan for our popular physicians who may not meet the 
appointment availability standards?  Close their panel if it's not 
already closed? Select a group of patients that must be 
transferred to another physician? 
Most of the corrective action plans will not be effective because 
these patients want to see their preferred physicians and they 
aren't willing to switch to another physician based on access 
issues alone. 
Solutions to some of the identified problems. The electronic 
health record may allow for a more efficient way to monitor 
appointment access without multiple phone calls to a busy 
practice.  For now, the resources somebody directed to these 
implementation efforts and not adding to the additional burden 
of the cost of implementing a monitoring system that we know 
from past is a resource intensive and not effective at producing 
accurate results. 
Currently, all medical groups in California and IPAs monitor 
complaints including access issue and report them on a 
quarterly basis to their health plans as part of their delegation 
agreement.  Through this process, our group has identified 
access issues and we work actively with our providers to solve 
these issues. Our group and many other groups in the state 
also measure patient satisfaction with appointment access at 
the individual physician level.  In addition, almost all California 
medical groups participate in patient assessment survey, the 
HMO, P for P patient assessment survey which is part of the 
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statewide pay for performance program.  Medical groups are 
currently incentivized to improve access both financially and 
through public recognition.  This has resulted in an 
improvement in access over the past several years. 
And finally through a collaborative effort, through CCHRI, we 
monitor after hours access on an annual basis.  Earlier this 
year, I heard a talk from a physician in Minnesota -- and I know 
Minnesota is very active in their medical group's physician 
incentive program.  Until recently, the time to third next 
appointment available was the metric they used for the 
component of this program. They decided to eliminate this 
metric from the program because the results were not always 
consistent with the patient's rating of access on the patient 
surveys. Instead, they used the patient's rating of access to 
measure access to care.  The medical group came to the same 
conclusion we came in California reached years ago, 
measuring patient satisfaction through patient satisfaction is 
the most efficient tool available. 
To that end, let's not go backwards.  I recommend we continue 
our current strategies to monitor and improve timely access so 
that we continue to direct our resources to such things as the 
implementation of the electronic health record which will have a 
far greater benefit to the health of our patients. 

80-312 I'm now with America's Health Insurance Plans National Trade 
Association representing health insurance plans around the 
nation who care for about 200 million enrollees. Couple things I 
want to point out.  I'm not going to reiterate what's been said 
today.  I will point out a couple things. One, I don't think that 
we've heard any evidence or any appropriateness standard 
from any of the speakers today showing the time-elapsed 
standards work.  They don't work in New York.  They don't 
work in Arizona.  They have them on the books in Arizona.  
And there's no indicators anybody there is getting care faster 
or better than the state of California.  So I would look at 
evidence to say what works and doesn't work.  And where 
time-elapsed standards have been imposed, have they really 
produced the results we want to see. 

Accept in Part: The concerns reflected in this comment have been addressed by the 
revised text at subsections (c), (d) and (e).  
 
Decline in Part: The revisions made to address the concerns are different than 
those suggested by this comment. The public comments received by the 
Department reflect that increasing the number and scope of the prescriptive 
requirements contained in prior versions has been ineffective to resolve the 
concerns regarding unintended consequences, and with each revision of the 
prescriptive requirements, new concerns regarding additional unintended 
consequences were generated.  The Department has decided that it is not a 
workable approach to include in the regulation text every specific time elapsed 
standard for each of the access indicators set forth in Section 1367.03 that could 
apply in the multitude of geographic circumstances, operational variations, and 
health care conditions affecting plans, providers, and enrollees.  Instead, the 
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Secondly, the questions you had put out in the announcement 
for today's meeting I want to address some of those.  I have 
been working -- I have a short career. I've been working on 
these regulations for all of my health care career since 2002.  
And over that period of time, have probably sent a hundred e-
mails to the Department outlining various approaches and 
ideas and thoughts and concepts and things for the 
Department to consider in lieu of a strict time-elapsed 
standards.  So I will point out today. One is a draft proposal 
that was presented in December 2004 and again in December 
2005 which was a consensus document put by CAPG, CAHP, 
CMA, CHA, CADP, which took the existing regs we have on 
the books today, modified them to incorporate the elements of 
1378.03 which was added by AB 79 and added those elements 
in a way we thought would be a measurement tool for the 
development to audit against and for plans to audit against.  
And so again, not that you have to look at this language. But 
the concepts in this language of taking the access regs that are 
already on the book and modifying them and enhancing them 
to make them more robust, to make them measurable is a 
better alternative and I would deem more appropriate than 
writing a whole new set of regulations, not touching those that 
are on the books and now we have two different sets of access 
regulations that aren't coordinated with one another.  And 
putting those together in a comprehensive approach.  That's 
approach number one. 
Secondly is an approach which I offered last year which is 
called for lack of a better name a three prong approach.  This 
is another alternative approach that was presented to the 
Department.  Prong number one is proactive standards, which 
would be increased notification to enrollees and providers in 
community groups that plan assistance is available if enrollees 
are having trouble accessing care.  The plan proactively 
identifying opportunity to improve access in coordination with 
their providers and putting together outreach programs and 
plan provide programs to get to enrollees who may have 
difficulty getting assistance and identifying provider gaps and 

Department has determined that the appropriate place for the specific time elapsed 
standards to be established and documented is in each plan’s internal written 
policies and procedures, developed in accordance with the performance standards 
established by this revised proposed regulation. 
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shortages within the network. 
Prong number two is what I would call the reactive standard.  
This is a real time assistance standard for enrollees who are 
having problems right. That call the plan.  And the plan has a 
policy and procedures and programs in place to assist that 
enrollees in getting the care they need at the time the enrollees 
need care, identifying them to the next person of how to fix that 
so it doesn't happen again. 
Prong three's a retrospective standard which is what I would 
dare bet the 27 pages of regulations all fit into this prong in my 
mind.  These are planned programs that include analysis of 
network adequacy getting phantom network closed panels, 
open panels, providers shortages, looking through appeals and 
grievance data, looking at ER utilization for non ER use to 
identify why people are using the ER in non urgent situations.  
Looking at your complaint data.  Looking at member 
satisfaction surveys. Looking at corrective action outcomes to 
see if what you did had any outcome and it worked, if it didn't 
work.  If it didn't work, then try something new.  And then 
benchmarking member improvement scores. Those could be 
member satisfaction scores.  If you have member satisfaction 
that's at 50 percent in your cap survey, that next year you're 
going to get that to 60 percent and then next year 80 percent.  
And then next year, 90 percent.  And you're putting in 
programs back in your proactive plan to get to that eventually. 
Enforcement is something I've heard repeated over and over 
again.  I would ask everyone to look at the statute.  There's an 
entire page of enforcement that's actually written in the statute.  
And so we don't need to have some kind of robust enforcement 
mechanism in the regulation because in addition to all of the 
enforcement mechanisms the Department already has at its 
disposal in terms of looking at appropriate access to care and 
all of the statute -- and Bill read off chapter and verse.  I can't 
do that any more.  Where you can look at it says you just look 
at 136703h where it talks about evaluating compliance with the 
standard and outlines what the Department has available to it, 
fines, collective action plan, repeated failures isolated event, 
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administrative penalties.  All of that is in the statute and the 
Legislature has been very clear they wanted to have robust 
enforcement around this and have done that. 
So I think if you look at various approaches that have been 
presented to the Department, we've had about six hours of 
testimony of what people have talked about here today is a 
more appropriate standard than a time-elapsed standard to 
meet the need under 136703C which is actually the only 
section in 136703 that talks about time-elapsed standards.  
When the Legislature started talking in 136703 A, B, D, E 
doesn't mention time-elapsed standards.  It mentions indicators 
of timeliness.  It talks about timely care, episodes of care.  
Looking at clinical appropriateness, the nature of the specialty, 
the urgency of care and other regulations regarding utilization 
review and continuity of care. So I would ask the Department to 
step back and say if we don't look at this through a time-
elapsed lens, what else can we look at that's actually going to 
bring an improvement that we've heard about today.  Thank 
you. 

 
 


