
    
  

        
 

     

        

  
     

 
    

      
  

   
   

    
  

 
   

  
  

  
  

   
  

 
 

   
 

  
  

 
 

  
   

  
 

   
  

 
 

   
 

 

   
 

 
  

  
   

  
   

  
  

 
   

   
 

   
   
 

     
  

    
 

 
   

  
  

  
  

 
    

  
   

   
 

 

http://www.dhcs.ca.gov 
RESEARCH AND ANALYTIC STUDIES DIVISION

MEDI-CAL STATISTICAL REPORT JUNE 2014 

Medi-Cal’s Nonelderly Adults: 
The Medi-Cal Population Before the Implementation of the Affordable Care Act 

Introduction 
California was one of many states that voluntarily expanded Medicaid under the Affordable Care Act 
(ACA) through the extension of benefits to previously unqualified populations. Since 2010, California 
anticipated ACA implementation by 
developing several transitional 
programs, most notably the California 
“Bridge to Reform” Waiver, which 
allowed counties to begin enrolling 
ACA-eligible adult populations in 
advance of full implementation. By 
January 2012, Medi-Cal had enrolled 
over 350 thousand nonelderly adults in 
Low Income Health Programs (LIHP) 
created for that purpose.1 Evaluating 
the effects of this transition and the full 
implementation of the ACA on 
California’s Medicaid program, Medi-
Cal, requires researchers and 
stakeholders to possess a clear 
understanding of the Medi-Cal 
population before the expansion. 

To address this informational need, the 
Research and Analytic Studies Division 
(RASD) has created the following report 
on the socio-demographic, regional, and 
health characteristics of the 2011-12 
nonelderly adult Medi-Cal population. 
These statistics provide stakeholders 
with a highly textured point-in-time 
depiction of the Medi-Cal population, 
which may serve as a comparative 
baseline as ACA transition data 
becomes available. 

Key Findings:

• Over half (52.0%) of adults in Medi-Cal had incomes below
100% FPL, compared to 28.5% of adults without insurance and
5.3% of privately insured adults.
• The ACA grants Medi-Cal coverage to adults with incomes at or

below 138% FPL. In 2012, 67.8% of Medi-Cal enrollees, 44.6%
of the uninsured, and 9.6% of the privately insured had
incomes at or below 138% FPL.
•	 Adults with private insurance were more than twice as likely

(48.3%) to have a college degree than adults with no insurance
(17.3%) and more than five times more likely than adults with
Medi-Cal (8.5%).
• Adults in Medi-Cal were almost twice as likely to experience

food insecurity (42.2%) than uninsured (28.7%) and privately
insured (5.8%) adults.
• Adults with private insurance were less likely to smoke (6.7%)

when compared to adults in Medi-Cal (14.2%) and those
without insurance (13.2%).
• Adults in Medi-Cal were less likely (61.4%) to find affordable

fruits and vegetables in their neighborhood than adults with
private insurance (81.0%) or no insurance (69.4%).
• Daily soda consumption was more than twice as common

among adults with Medi-Cal (20.5%) than the privately insured
(8.8%).
• Adults in Medi-Cal were more than twice as likely to have

serious psychological distress as the privately insured (6.6%)
and 1.5 times more likely than the uninsured (9.3%).
• Disability was more common among adults in Medi-Cal (44.8%)

than adults without insurance (27.4%) and those with private
insurance (19.3%).
•	 A greater proportion of adult Medi-Cal women under 45 were

pregnant (7.4%) than women under 45 with private insurance
(3.2%), and women under 45 without insurance (1.0%).
• Adults enrolled in Medi-Cal were three times more likely

(35.2%) than adults with private insurance (10.7%) to have fair
or poor health.

Link to Appendix A: Data Sources and Methods 
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To create a nuanced picture of the 2011-12 Medi-Cal population, RASD combined Department of Health 
Care Services (DHCS) administrative data and data derived from the California Health Interview Survey 
(CHIS). As a survey, CHIS provides information on socio-demographic determinants of health and health 
behaviors not available in administrative data. In turn, Medi-Cal administrative data balances the 
limitations of a telephone survey such as CHIS; while CHIS provides data from a sample of respondents 
weighted to represent the entire state, Medi-Cal administrative data includes a record for each Medi-Cal 
beneficiary. 

This report is the first in a series that RASD is preparing on the Medi-Cal population before ACA 
implementation. This report will focus on the population that stakeholders believe will expand most 
dramatically with ACA implementation―nonelderly adults age 18 to 64. Corresponding reports on the 
elderly and child populations, as well as related statistical publications, will be available on the 
RASD website when completed. 

Data Sources 
RASD used two complementary data sources to create this report: DHCS administrative Medi-Cal data 
and CHIS survey data. Statewide statistics match those reported on the California Department of 
Finance website. Appendix A, Data Sources and Methods, contains a detailed technical discussion of the 
data and methodology used to produce the statistics in this report. 

CHIS 
CHIS is an independent, population-based telephone survey that represents California’s non-
institutionalized population living in households. CHIS covers a wide range of topics focused on the 
health and health care needs of California’s diverse population. Although CHIS addresses recognized 
negative health behaviors, it also captures factors more subtly related to health, such as soda 
consumption, the availability of affordable fruits and vegetables, and neighborhood cohesion factors. 
Because this level of detail is not available through administrative data, CHIS is a valuable resource for 
Medi-Cal stakeholders. Further, the addition of CHIS data allowed RASD to present the Medi-Cal 
population alongside privately insured and uninsured residents of the state, giving context to these 
unique statistics. 

CHIS is a continuous survey that takes two years to complete a data cycle. During 2011 and 2012, CHIS 
completed 42,935 adult interviews. Of these, 27,370 interviewees were nonelderly adults (ages 18-64). 
This report includes data on the 4,047 Medi-Cal enrollees, 18,125 privately insured, and 5,198 uninsured 
nonelderly adults interviewed during the study period. For the purpose of this analysis, RASD excluded 
adults enrolled in only Medicare from the study population and considered adults with employee-based 
insurance as having private insurance. 

DHCS Administrative Data 
RASD drew enrollment eligibility data from Medi-Cal Eligibility Data Systems (MEDS) January 2012, 
reflecting a 12-month reporting lag, for 3,048,350 non-elderly adults. RASD considers a specific month’s 

Link to Appendix A: Data Sources and Methods 
Volume 2014-003 
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eligibility count finalized 12 months after the month’s end; therefore, RASD utilized a 12-month 
reporting lag to ensure the data is as complete as possible. 

RASD confined the study of Medi-Cal beneficiaries to “certified eligibles,” individuals who received a 
valid eligibility determination and were enrolled during January 2012.2 The certified eligible classification 
excludes beneficiaries who were qualified for Medi-Cal but not enrolled during the period,3 as well as 
beneficiaries who were required to meet a monthly Share of Cost (SOC) obligation as a condition of 
receiving Medi-Cal-covered services, but did not meet that obligation in January 2012. 

Limitations 
The CHIS survey presents estimated characteristics for the entire California population produced using a 
representative sample of interviewees from the state of California. As such, readers should review this 
report with an awareness of sampling error. Sampling error is the deviation between the ‘true’ value of 
the characteristics for a population and the estimate of the characteristics produced from a sample of 
the population. Charts derived from CHIS data include individual confidence intervals to provide readers 
with an indication of the reliability in the estimates. 

Medi-Cal is a safety-net program intended to provide health care to individuals who might otherwise 
struggle to secure affordable health insurance. Many Medi-Cal beneficiaries qualify based on their 
income relative to the federal poverty level (FPL), coupled with their assets, deprivation (deprivation 
represents the absence of one parent or the underemployment or unemployment of the principal wage 
earner in the family with children), disability, and health needs not addressed through other means. 
Readers should remain mindful of Medi-Cal eligibility guidelines when drawing conclusions about 
differences between the Medi-Cal, privately insured, and uninsured populations. RASD advises readers 
to interpret other economic indicators in this report (unemployment, educational attainment, home 
ownership, etc.), when comparing groups, with similar consideration for Medi-Cal’s program goals and 
eligibility guidelines. 

How to Read this Report 
This report contains a general discussion and data analysis on 33 topics related to the health of the 
California population in 2011-12. As noted above, RASD used two complementary data sources to create 
this report: DHCS administrative Medi-Cal data and CHIS survey data. Sub-headers on each “Findings” 
page state which of these two data sources RASD used to produce the statistics related to that topic 
area. RASD advises readers to note the data source for each topic and remain mindful of the limitations 
specific to that data source when reviewing the report. 

Link to Appendix A: Data Sources and Methods 
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Background: 
Medi-Cal is the joint state-federal program that provides low- and no-cost health care to low-income 
residents of California. While Medi-Cal eligibility is generally based on income relative to the FPL,4 the 
program also provides coverage to individuals considered blind or disabled under the Social Security 
Administration, individuals with qualifying health conditions (such as breast cancer or tuberculosis), and 
Medicare enrollees who meet specific income requirements. With annual spending of over $55 billion in 
2011, Medi-Cal is an essential financer of health care in California and provides care to a substantial 
percentage of the population.5,6 

Figure 1  - Percent of  California Population Enrolled In Medi-Cal   
FY 2003-04  - FY 2011-12  
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In January 2012, over 7 million Californians participated in Medi-Cal, accounting for 20.1% of the state’s 
population. This value represents a leveling off of the previous trend; from 2007-08 to 2010-11 Medi-Cal 
provided services to a steadily increasing percentage of California’s population, which was primarily 
driven by the nation’s economic recession. Although there was no significant increase from 2010-11 to 
2011-12, stakeholders predict that the percentage of Californians enrolled in Medi-Cal will continue to 
increase under the ACA. 

Study Population: 
This analysis will focus on Medi-Cal beneficiaries 
ages 18 to 64, enrolled during the 2011-12 period. 
As of January 2012, this cohort accounted for over 
3 million beneficiaries and 40.2% of the Medi-Cal 
population. Beneficiaries ages 17 and younger 
made up 47.6% of the Medi-Cal population in 
January 2012, and beneficiaries ages 65 and older 
accounted for 12.2%. 

Figure 2 - Medi-Cal Beneficiaries 
by Age Categories 

January 2012 

Age 17 and 
Younger 
47.6% 

18 64 
40.2% 

Age 65 and 
Over 

12.2% 

Source: Prepared by DHCS Research and Analytic Studies Division 
using Medi-Cal eligibility data obtained from the MEDS System MMEF 
files, January 2012. 
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Eligibility Pathway of Study Population 
In Medi-Cal, an eligibility pathway represents the means by which a beneficiary qualified for Medi-Cal 
coverage. For analysis, eligibility pathways can be grouped into and presented as “aid categories.” In 
addition to representing the way a beneficiary qualified for Medi-Cal, aid categories reveal the scope of 
services available to that individual.. 

For the purpose of this analysis, RASD grouped Medi-Cal’s nonelderly adult population into nine broad 
categories: Families, 1931(b)-Non-CalWORKS, Blind/Disabled, Blind/Disabled receiving cash assistance 
under the Supplemental Security Income (SSI) program, Undocumented, Aged, Medically Indigent (MI), 
Long-Term Care (LTC), and All Other.  The Families aid group includes parents/caretaker relatives in low 
income families with dependent children. The 1931(b)-non-CalWORKs aid category is a large subset of 
the Families grouping that covers children and caretaker relatives who were eligible for Medi-Cal under 
the former Aid to Families with Dependent Children (AFDC) program. The Medically Indigent (MI) aid 
category covers adults with no other Medi-Cal linkage who meet one the following requirements: 
resides in a skilled nursing facility; have resided in the U.S. for less than eight months on a refugee 
status; or are pregnant and do not qualify under any other Medi-Cal program.7 The SSI aid category 
covers individuals who receive Medi-Cal as an automatic condition of their receiving SSI cash assistance. 
The Undocumented aid category covers beneficiaries without satisfactory immigration status (SIS). In 
general, beneficiaries qualified under an Undocumented aid category are only eligible for emergency or 
pregnancy-related services through Medi-Cal. Beneficiaries enrolled in the Blind/Disabled aid category 
qualify by meeting the SSI medical definition of disability. Beneficiaries enrolled in the Long-Term Care 
(LTC) aid category reside in a LTC facility and meet all other Medi-Cal income requirements. The All 
Other aid category is an aggregate of nonelderly adults eligible for Medi-Cal under an aid code not 
specifically listed. 

In January 2012, beneficiaries enrolled in 1931(b)-Non-CalWORKs made up 26.4% of the nonelderly 
adult population, with beneficiaries enrolled in Families (20.3%), Blind/Disabled-SSI (21.7%), and 
Undocumented (20.7%) aid categories contributing the only other substantial percentages. 

Figure 3 - Nonelderly Medi-Cal Beneficaries by Aid Categories 
January 2012 
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Source: Prepared by DHCS  Research and Analytic Studies  Division using Medi-Cal eligibility  data obtained from the  MEDS  System  
MMEF  files, January 2012  reflecting a 12-month reporting lag.   

Link to Appendix A: Data Sources and Methods 
Volume 2014-003 

5 



   
    

 
   

 
   

      
   

  
       

    
   

  
 

 
       

  
   

  
 
 
 
 
 
 
 

  
  

  

 

      
  

Findings: Age and Gender in Medi-Cal’s Nonelderly Adult Population 
Derived from DHCS Administrative eligibility data. 

Historically, young adults in the U.S. have had disproportionately low rates of insurance coverage and 
individuals ages 19 through 29 have long had the highest uninsured rate of any age group.8 Prior to the 
implementation of the ACA, employer-based insurance dropped dependents from private plans at age 
19 or 22, depending on their status as full-time students. Most young people cited “cost” as the reason 
behind not purchasing insurance, due to frequently taking jobs that did not offer health benefits, or 
lacking permanent employment upon first entering the workforce.9 Older adults are more likely to have 
full-time employment with health benefits, contributing to the declining number of enrollees among the 
older age groups. 

Women make up a large proportion of the Medi-Cal population, particularly during their reproductive 
years (ages 15 to 44). However, the proportion of women to men in Medi-Cal normalizes as the 
population ages out of reproductive age. In addition to receiving Medi-Cal coverage during pregnancy, 
women are more likely than men to be caregivers and receive Medi-Cal as a parent of an eligible child 
under Families aid codes.10 
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65.8% 

Male 
34.2% 

Figure 4 - Nonelderly Medi-Cal 
Beneficiaries Ages 18-44 by Gender 

January 2012 
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Figure 5 - Nonelderly Medi-Cal 
Beneficaries Ages 45-64 by Gender 

January 2012 

Source: Prepared by DHCS Research and Analytic Studies Division using Medi-Cal eligibility data obtained from the MEDS System MMEF 
files, January 2012 reflecting a 12-month reporting lag. 
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Findings: Race and Ethnicity in Medi-Cal’s Nonelderly Adult Population 
Derived from DHCS Administrative eligibility data. 

Differences in health outcomes for racial and ethnic minorities remain a persistent problem in health 
care. Racial and ethnic minorities are less likely to receive routine medical treatments, and experience a 
lower quality of health care.11 In addition, the social, economic, and environmental disadvantages faced 
by some ethnic groups contribute to health disparities.12 

Reduced access to health insurance and health care services exacerbate the difficulty in addressing 
variability in health outcomes for racial and ethnic minorities. Minorities are less likely to have 
employer-based insurance, which contributes to lower rates of insurance among minorities.13 

Hispanics accounted for 50.6% of the Medi-Cal population. Non-Hispanic whites were the second largest 
group with 23.1%, followed by African-Americans (10.8%) and Asian/Pacific Islanders (8.1%). In contrast, 
whites accounted for the largest proportion of the overall California population (39.4%), and Hispanics 
accounted for 38.2%.14 

Figure 6 - Percentage of Nonelderly Adult Medi-Cal Beneficairies 
by Race/Ethnicity 

January 2012 

Other/Not Reported 
6.8% 

Hispanic 
50.6% 

White 
23.1% 

Alaskan 
Native/American 

Indian 
0.6% 

African- American 
10.8% Asian/ Pacific Islander 

8.1% 

Source: Prepared by DHCS Research and Analytic Studies Division using Medi-Cal eligibility data obtained from the MEDS System MMEF 
files, January 2012 reflecting a 12-month reporting lag. 
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Findings: Regional Distribution in Medi-Cal’s Nonelderly Adult Population 
Derived from DHCS Administrative eligibility data. 

In 2012, 79% of the U.S. population lived in metropolitan areas.15 Where a community falls on the urban 
to rural spectrum influences its demographic, environmental, economic, and social characteristics. 
Urban counties have younger, more diverse populations and higher concentrations of poverty, whereas 
rural populations live further from health resources.16 Geographic distance, severe weather, lack of 
transportation, or challenging traveling conditions may restrict health care access. Emergency response 
times are also a serious concern for rural populations that tend to be older and have more chronic 
health conditions.17 Rural populations are more likely to have chronic diseases and mental health issues, 
have higher proportions of obesity, and higher rates of infant mortality.18 Rural residents are also less 
likely to have insurance coverage through Medicaid. 19 

For this analysis, RASD defined an urban county as one in an established metropolitan region based on 
population size, degree of urbanization, and adjacency to a metropolitan area (see Appendix A, Data 
Sources and Methods). RASD classified counties outside or adjacent to metropolitan areas as rural. 
California’s population is highly urbanized. While California has 37 urban counties and 21 rural counties, 
87% of the population lives in urban areas. This proportion reflects the population concentration 
inherent in the urban-rural analysis; rural counties have much smaller populations and thus account for 
a much smaller percent of the state’s population. 

The majority of nonelderly Medi-Cal beneficiaries live in urban areas (97.3%). Only a very small 
proportion (2.7%) lives outside of urban areas. 

Figure 7 - Nonelderly Adult Medi-Cal Beneficiaries by Rural-Urban Designation 
January 2012 

Reside in Urban 
Counties, 97.3% 

Reside in Rural 
Counties, 2.7% 

Source: Prepared by DHCS Research and Analytic Studies Division using Medi-Cal eligibility data obtained from the MEDS System 
MMEF files, January 2012 reflecting a 12-month reporting lag. 
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Findings: Percentage of Nonelderly Adults Enrolled in Medi-Cal by County 
Derived from DHCS Administrative eligibility data. 

Link to Appendix A: Data Sources and Methods
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Figure 8 – Percentage of Nonelderly Adults Enrolled in 
Medi-Cal by County 

January 2012 



   
    

    
     

 
   

   
    

     
     

 
  

    
  

   
 

  
  

   
 

     
     

     
  

 

  

     
  

 

      
    

      
  

Findings: Citizenship Status in Medi-Cal’s Nonelderly Population 
Derived from DHCS Administrative eligibility data. 

Immigrants are a diverse, vulnerable, and growing part of the U.S. population. Generally, immigrants 
arrive in the U.S. healthier than their native-born counterparts, but tend to lose that advantage over 
time as they reside in the U.S. and adopt American lifestyle choices.20,21 Additionally, because 
immigrants tend to be marginalized, they are at increased risk for poor health outcomes. Immigrants 
have lower rates of health insurance, use less health care, and receive poor quality of care.22 

In general, undocumented immigrants, immigrants with Permanently Residing Under Color of Law 
(PRUCOL) status, and legal immigrants residing in the U.S. for less than 5 years are not eligible for full-
scope Medicaid benefits under federal guidelines. California offers full-scope Medi-Cal coverage to legal 
immigrants, PRUCOL immigrants, and naturalized citizens provided that they meet all other Medi-Cal 
qualifications, regardless of the length of their residency.23 Because the federal government only funds 
emergency and pregnancy-related services for the above populations, all other services are state-
funded.24 In California, undocumented immigrants are only eligible for emergency and pregnancy-
related services through Medi-Cal. 

Citizens and other non-aliens or refugees accounted for 66.0% of the Medi-Cal population. The next 
largest group was beneficiaries without SIS (Undocumented), who made up 20.0% of Medi-Cal, followed 
by the Qualified – Not Subject to the Five-Year Bar group (11.8%) and Qualified – Subject to the Five-
Year Bar (1.3%). 

Figure 9 - Nonelderly Adult Medi-Cal Beneficiary Population Distribution 
by Citizenship Status 

January 2012 
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Source: Prepared by DHCS Research and Analytic Studies Division using Medi-Cal eligibility data obtained from the MEDS System 
MMEF files, January 2012 reflecting a 12-month reporting lag. 
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Findings: Number of Years in the U.S. in Medi-Cal’s Nonelderly Adult Population 
CHIS Question: “About how many years have you lived in the United States?” 

Upon coming to the U.S., immigrants are healthier than their American counterparts; however, this 
health advantage erodes over time.25 Immigrants arrive in the U.S. with body mass index (BMI) values an 
average of two to five percentage points lower than native-born Americans. However, as immigrants 
remain in the U.S. longer, their health status begins to deteriorate, eventually converging to unhealthy 
American BMI levels.26 Researchers attribute this trend to lifestyle factors which contribute to adverse 
health outcomes, such as poor diet, increased alcohol and cigarette use, and reduced physical activity.27 

Immigrants are also less likely to have insurance and a regular source of care, and report more 
discrimination in health care settings compared to native-born adults in the U.S.28 

Among foreign-born nonelderly adults, those with private insurance were more likely (63.1%) to have 
lived in the U.S. for 18 or more years than those with Medi-Cal (50.2%) or without insurance (49.0%). At 
13.2%, the privately insured population had a smaller percentage of recent (0 to 8 years) immigrants 
than the Medi-Cal (18.2%) and uninsured (20.3%) populations. 

Figure 10  - Number of  Years  Living  in U.S.  among Foreign-born Californians   
Ages 18-64 by  Insurance  Status   

CHIS 2011-12  
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Findings: Language Spoken by the Nonelderly Medi-Cal Population 
Derived from DHCS Administrative eligibility data. 

Non-financial barriers such as limited English proficiency contribute to disparities in insurance status and 
access to quality health care.29 Immigrants with limited English proficiency report lower satisfaction with 
the level of care they received, and a poorer understanding of their medical diagnosis. Limited English 
proficiency can also affect patient safety due to a poor understanding of instructions, or an adverse 
reaction to medications.30 

More than half of all Medi-Cal beneficiaries reported speaking English as a primary language (57.2%), 
followed by Spanish (32.4%). A combined category of all other languages accounted for only 6.5% of the 
Medi-Cal population. The “Other” category represented 26 other languages, including Armenian, 
Cantonese, Russian, Hmong, Mandarin, and Arabic.  Appendix A, Data Sources and Methods, provides a 
complete breakdown of the languages spoken in the Medi-Cal population. 

Figure 11 - Nonelderly Adult Medi-Cal Beneficiaries by Language Spoken 
January 2012 

English 
57.2% Spanish 

32.4% 

Unknown 
3.8% Other 

6.5% 

Source: Prepared by DHCS Research and Analytic Studies Division using Medi-Cal eligibility data obtained from the MEDS 
System MMEF files, January 2012 reflecting a 12-month reporting lag. 
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Findings: Language of Interview in California’s Nonelderly Adult Population 
CHIS Question: Language in which interviewer conducted CHIS interview. 

RASD’s findings for the language of CHIS interview for nonelderly adults closely mirrors the language 
findings derived from DHCS administrative claims data. As noted earlier in this report, 57.2% of 
nonelderly adult Medi-Cal beneficiaries speak English as a primary language, followed by Spanish 
(32.4%). A combined category of all other languages accounted for only 6.5% of the Medi-Cal 
population. 

Among Medi-Cal beneficiaries, 66.4% elected to be interviewed in English and 30.1% in Spanish. The 
proportion conducted in English among nonelderly adults with private insurance was 90.8%. Both the 
uninsured (3.5%) and Medi-Cal beneficiaries (3.4%) had a higher proportion of interviews conducted in a 
language other than English or Spanish compared to the privately insured (1.7%). 

Figure 12 - Language of Interview among Californians
 
Ages 18-64 by Insurance Status
 

CHIS 2011-12 
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Findings: Percent of Nonelderly Adult Medi‐Cal Beneficiaries with a Primary 
Language Other than English 
Derived from DHCS Administrative eligibility data. 
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Findings: Marital Status in California’s Nonelderly Adult Population 
CHIS Question: “Are you now married, living with partner in a marriage-like relationship, widowed, 
divorced, separated or never married?” 

Marital status correlates with both health status and income. The reviewed literature indicates that 
married adults are generally healthier than unmarried adults.31 This health advantage may begin before 
marriage; good health increases one’s desirability as a marriage partner and improves the likelihood of 
marriage. Additionally, research has shown that there are health benefits from being married. Marriage 
is associated with reduced use of nursing home care, reduced depressive symptoms in both men and 
women, and an increased likelihood of having health insurance coverage.32,33 In general, low-income 
populations are less likely to be married than those with higher incomes.34 

It is important to note that Medi-Cal considers the absence of one parent in a family with children as 
deprivation and an eligibility pathway for enrollment. The status of single-parenthood as a condition of 
eligibility may explain the elevated proportion of unmarried adults in Medi-Cal. 

Nonelderly adults in California with private insurance were nearly twice as likely to be married (59.6%) 
as nonelderly adults with Medi-Cal (32.8%) or the uninsured (34.5%). Nonelderly adults with Medi-Cal 
and the uninsured had similar proportions of their populations living with an unmarried partner, being a 
widow, separated, or divorced, and having never married (67.2% and 65.5%, respectively). 

Figure 14 - Marital Status among Californians Ages 18-64 by Insurance Status 
CHIS 2011-12 

Link to Appendix A: Data Sources and Methods 
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Findings: Education Level in California’s Nonelderly Adult Population 
CHIS Question: “What is the highest grade of education you have completed and received credit for?” 

A strong and persistent association exists between educational attainment and health status. The 
reviewed literature shows that morbidity and mortality rates are lower among people with higher 
educational attainment even after controlling for income, the labor market, and family background. 35 

Individuals with more education are less likely to report or die from acute or chronic diseases, and less 
likely to report anxiety or depression.36 Higher levels of education are associated with a lower 
probability of reporting fair or poor health, a reduced number of days of work lost, and an increase in 
reported positive health behaviors.37 

There is also a strong correlation between educational attainment and income. In 2011, 36.7% of 
families in which no adult had a high school diploma lived in poverty, compared to 19.9% of families 
with at least one adult with a high school diploma, and 5.4% of families with at least one adult with a 
college degree.38 

Adults with Medi-Cal coverage had lower educational attainment than the privately insured or 
uninsured populations. Nonelderly adults enrolled in Medi-Cal were more likely to not have a high 
school diploma (34.6%) than the uninsured (26.8%) and nonelderly adults with private insurance (7.4%). 
Individuals with private insurance were more than five times more likely to have a college degree 
(48.3%) when compared to nonelderly adults with Medi-Cal (8.5%). 

Figure 15 - Education Level among Californians Ages 18-64 by Insurance Status 
CHIS 2011-12 

Link to Appendix A: Data Sources and Methods 
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Findings: Employment Status in California’s Nonelderly Adult Population 
CHIS Question: “How many hours per week do you usually work?” 

There is a strong association between unemployment and adverse health outcomes. While some of this 
disparity may be the advantage of individuals with better health in seeking employment, the reviewed 
literature suggests that unemployment has measurable health consequences and that long-term 
unemployment may result in greater mortality.39 This relationship is particularly evident when 
examining mental health issues, such as depression and substance abuse.40 While unemployment is 
intrinsically linked to income level, the relationship between health and unemployment remains after 
adjusting for factors such as social class, poverty, age, and pre-existing morbidity.41 

Because Medi-Cal is intended to provide coverage to low- or no-income families and individuals, the 
relationship between unemployment and income creates a correlation between unemployment and 
Medi-Cal. Many Medi-Cal eligibility pathways require that enrollees have incomes at or below 
established low-income thresholds. RASD advises readers to remain mindful of the relationship between 
income and Medi-Cal eligibility when drawing conclusions from the unemployment data presented in 
this report. 

In 2012, 10.2% of California’s population was unemployed.42 Although unemployment declined 1.5% 
from 2011 to 2012, the health consequences of unemployment remain a relevant issue. 43 

More than half of nonelderly adults enrolled in Medi-Cal reported being unemployed (58.1%). This was 
almost three times the proportion among nonelderly adults with private insurance (19.6%) and more 
than 1.5 times the proportion among nonelderly adults with no insurance (35.0%). 

Figure 16 - Employment Status among Californians Age 18-64 by Insurance Status 
CHIS 2011-12 

Link to Appendix A: Data Sources and Methods 
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Findings: Federal Poverty Level Status in California’s Nonelderly Adult 
Population 
CHIS Question: “What is the best estimate of your household’s total annual income from all sources 
before taxes in 2010?” 

Health status and income level are strongly related. Low-income individuals have an increased risk of 
mortality and morbidity, and are less likely to have sufficient access to health care or to receive an 
adequate quality of care.44 Healthy People, a federal organization that identifies long-term health 
objectives for the U.S. population, recognizes living in poverty as a key determinant of health in a society 
and an important factor in reducing health disparities.45 In the U.S., the standard measure of poverty is 
the FPL determined by the Department of Health and Human Services. Using household size and 
income, the FPL allows administrators to measure the proportion and characteristics of the population 
living in poverty. In 2011, the FPL for a family of four was an income of $22,350 (100% FPL).46 

Many Medi-Cal eligibility pathways require that enrollees have incomes at or below established low-
income thresholds. RASD advises readers to remain mindful of the relationship between income and 
Medi-Cal eligibility when drawing conclusions from the income data presented in this report. 

More than half (52.0%) of nonelderly adults enrolled in Medi-Cal had incomes below 100% FPL. By 
contrast, only 28.5% of nonelderly adults without insurance and 5.3% of privately insured nonelderly 
adults had incomes below 100% FPL. Among the privately insured population, 76.8% had incomes at or 
above 250% FPL. A substantial percentage of the Medi-Cal (29.9%) and uninsured population (32.9%) 
had incomes at or above 100% FPL and below 200% FPL. 

Figure 17  - Federal  Poverty Level (100%)  among Californians  Ages  18-64   
by Insurance  Status  

CHIS 2011-12  

Link to Appendix A: Data Sources and Methods 
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Findings: Federal Poverty Level Status at 138% in California’s Nonelderly Adult 
Population 
CHIS Question: “What is the best estimate of your household’s total annual income from all sources 
before taxes in 2010?” 

Because the ACA creates new eligibility pathways based on FPL, measuring insurance status and income 
levels are critical monitoring the progress of the implementation. Under the ACA, childless adults with 
incomes up to 138% FPL are eligible for Medi-Cal. As noted previously in this report, many Medi-Cal 
eligibility pathways require that enrollees have incomes at or below established low-income thresholds. 
RASD advises readers to remain mindful of the relationship between income and Medi-Cal eligibility 
when drawing conclusions based on the income data presented in this report. 

Using CHIS data, the chart below depicts the proportion of Medi-Cal enrollees, privately insured, and 
uninsured Californians with incomes relative to the new ACA eligibility threshold. Almost half of the 
uninsured nonelderly adults (44.6%) in California have household incomes at or below 138% FPL. 
Because this population represents those uninsured adults that may become eligible for Medi-Cal under 
the ACA expansion, tracking this group over the coming years will provide insight into the impact of the 
ACA. 

Among nonelderly adults enrolled in Medi-Cal, 67.8% had household incomes at or below 138% FPL. By 
contrast, only 9.6% of individuals with private insurance had household income at or below 138% FPL. 

Figure 18  - Federal  Poverty Level (138%)  among Californians  Ages  18-64   
by Insurance  Status  

CHIS 2011-12  

Link to Appendix A: Data Sources and Methods 
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Findings: Food Insecurity in California’s Nonelderly Adult Population 
See Appendix A for the questions used to measure food insecurity using CHIS data. 

The U.S. Department of Agriculture (USDA) defines food insecurity as an individual or household that, at 
times, is “uncertain of having, or unable to acquire, enough food to meet needs” due to “insufficient 
money or other resources for food.”47 During 2011, the USDA estimated that 14.9% of households in the 
U.S. and 15.6% of those in California experienced food insecurity.48 Research links food insecurity to 
numerous physical and mental health complications at all stages of life.49 For example, adults who 
experience moderate to severe food insecurity are more likely to be obese and develop type 2 diabetes 
than adults who are not food-insecure.50,51 Food insecurity in children correlates to malnutrition, poor 
academic performance, and behavioral issues.52 

RASD constructed this food insecurity measure from several CHIS questions addressing the availability 
and affordability of food. A description of the questions used to measure food insecurity is located 
in Appendix A, Data Sources and Methods. The chart below depicts three food security statuses: food 
security, food insecurity without experiencing hunger, and food insecurity with hunger. 

Nonelderly adults enrolled in Medi-Cal were more likely to experience food insecurity without hunger 
(24.7%) and food insecurity with hunger (17.5%) when compared with the privately insured and 
uninsured populations. Food insecurity both with hunger (1.7%) and without hunger (4.1%) was 
considerably lower in the privately insured population. 

Figure 19 - Food Insecurity among Californians Ages 18-64 by Insurance Status 
CHIS 2011-12 

Link to Appendix A: Data Sources and Methods 
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Findings: Renting/Owning a Home in California’s Nonelderly Adult Population 
CHIS Question: “Do you own or rent your home?” 

Homeownership is associated with improved health outcomes and social benefits.53 Many of the health 
advantages of homeownership correspond with the tendency of homeowners to maintain healthier 
residences that promote better living conditions. Renters are more likely to suffer from health 
conditions associated with residential dampness, toxicity, or allergens.54 Historically, researchers have 
associated homeownership with positive mental health outcomes, including greater life satisfaction. 55 

However, recent studies suggest that the stresses of homeownership may negate some or all of the 
emotional health advantages for some population groups.56 Home foreclosures, which are more 
common in low-income areas, negatively affect the mental health of residents.57 

Only 26.5% of nonelderly adults enrolled in Medi-Cal owned their home, compared to 39.8% of the 
uninsured and 70.9% of nonelderly adults with private insurance. 

Figure 20  - Own or Rent Residence among Californians  Ages  18-64   
by Insurance  Status   

CHIS 2011-12  

Link to Appendix A: Data Sources and Methods 
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Findings: Feeling of Safety in the Neighborhood in California’s Nonelderly Adult 
Population 
CHIS Question: “Do you feel safe in your neighborhood? Strongly agree, agree, disagree, or strongly 
disagree?” 

The social and economic features of a neighborhood affect the mortality, health status, and health 
behaviors of the population who lives there.58 Neighborhoods influence health through physical factors, 
such as poor air and water quality, unsafe housing, and limited access to healthy food and safe exercise 
spaces. Less obvious social factors in a neighborhood can also affect the health of the residents. For 
example, neighborhoods where residents reported feeling less close-knit experience increased rates of 
negative mental health outcomes and health-damaging behaviors like smoking and drinking. 59 

For the purpose of this analysis, RASD defined adults that answered “strongly agree” or “agree” to the 
question above as feeling safe in their neighborhood. 

Of all the studied populations, nonelderly adults enrolled in Medi-Cal were least likely to report feeling 
safe in their neighborhood (38.6%). The privately insured population was divided evenly between those 
who felt safe and those who did not (49.9% and 50.1%, respectively). 

Figure 21 - Californians Ages 18-64 Who Report Feeling Safe in Neighborhood 
by Insurance Status 

CHIS 2011-12 

Link to Appendix A: Data Sources and Methods 
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Findings: Feeling that Neighbors Help One Another in California’s Nonelderly 
Adult Population 
CHIS Question: “People in my neighborhood are willing to help each other. Strongly agree, agree, 
disagree, or strongly disagree?” 

Like physical health hazards, the social environments of neighborhoods can influence the health 
outcomes of the residents. For example, neighborhoods where residents report feeling less close-knit 
experience increased rates of negative mental health outcomes and health-damaging behaviors like 
smoking and drinking.60 Similarly, research indicates that higher levels of neighborhood social cohesion 
correlate with better physical and mental health outcomes.61 A resident’s willingness to help neighbors 
is a common indicator of the level of cohesion in a community.62 

For the purpose of this analysis, RASD defined adults that answered “strongly agree” or “agree” to the 
above question as living in a neighborhood where individuals were willing to help each other. 

Nonelderly adults with private insurance (86.9%) and the uninsured (71.8%) were more likely than those 
enrolled in Medi-Cal (68.2%) to feel that people in their neighborhood were willing to help each other. 
This pattern mirrors the findings in the other community cohesion measures reported by RASD. 

Figure 22  - Californians Ages  18-64  Who Report People in Neighborhood Help 

Each Other by Insurance  Status
  

CHIS 2011-12  
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Findings: Ability to Find Fruit and Vegetables in the Neighborhood in California’s 
Nonelderly Adult Population 
CHIS Question: “How often can you find fruits and vegetables in your neighborhood? Never, sometimes, 
usually or always?” 

Access to healthy food has serious effects on health and wellbeing.63 Individuals who do not have access 
to healthy food through grocery stores, farmer’s markets, or produce vendors have a harder time 
lowering fat intake, maintaining a healthy diet, and meeting federal dietary guidelines.64 In addition to 
correlating with these negative health behaviors, access to healthy food correlates with health status. 
Individuals who report poor health are four times more likely to have trouble accessing healthy food 
than those who report excellent health.65 Neighborhood resources have a substantial impact on the 
health outcomes of residents even when residents are making a conscious effort to make healthy 
choices.66 

For the purpose of this analysis, RASD defined respondents who answered “usually” or “always” to the 
above question as able to find fruits and vegetables in their neighborhood, and those who responded 
“sometimes” or “never” as not usually able to find fruits and vegetables in their neighborhood. 

Nonelderly adults enrolled in Medi-Cal were more than twice as likely (18.1%) as nonelderly adults with 
private insurance (8.5%) to report trouble finding fruits and vegetables in their neighborhood. 

Figure 23 - Californians Ages 18-64 Who Can Usually Find Fruits and Vegetables in 
their Neighborhood by Insurance Status 

CHIS 2011-12 

Link to Appendix A: Data Sources and Methods 
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Findings: Ability to Find Affordable Fruit and Vegetables in the Neighborhood in 
California’s Nonelderly Adult Population 
CHIS Question: “How often are they affordable? Never, sometimes, usually or always?” 

Low-income areas are less likely to have healthy food options, making the affordability of available 
healthy food an important factor in access. A study of food availability in the U.S. found that wealthy 
census tracts had, on average, twice as many supermarkets as low-income census tracts.67 This limited 
availability compounds the budgetary concerns of low-income families. Because families with modest 
food budgets are motivated to prioritize low-cost, energy-rich foods, fruits and vegetables represent less 
efficient calories than cheaper starches, sugars, and vegetable fats.68 Energy-dense fats and starches are 
often the cheaper and more convenient option for low-income populations, while fresh produce is more 
expensive, harder to come by, and involves greater spoilage and cooking costs. 69 

Access to fruits and vegetables correlates with positive health behaviors, an increased ability to meet 
federal dietary guidelines, and improved health outcomes.70 When studying low-income populations like 
Medi-Cal beneficiaries, it is important that stakeholders consider the affordability of healthy foods as an 
impediment that compounds issues of physical access to healthy foods. 

For the purpose of this analysis, RASD defined respondents who answered “usually” or “always” to the 
above question as able to find affordable fruits and vegetables in their neighborhood and those who 
responded “sometimes” or “never” as not usually able to find affordable fruits and vegetables in their 
neighborhood. Respondents who do not eat or shop for fruits and vegetables were not included in the 
analysis. 

Among the studied population groups, nonelderly adults enrolled in Medi-Cal were least likely (61.4%) 
to find affordable fruits and vegetables in their neighborhood. Affordable fruits and vegetables were 
available to a greater percentage of nonelderly adults with private insurance (81.0%) or no insurance 
(69.4%). 

Figure 24  - Californians Ages  18-64  Who  Reported Fruits  and Vegetables are 

Affordable in their Neighborhood  by  Insurance  Status 
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Link to Appendix A: Data Sources and Methods 
Volume 2014-003 

25 

 

 
 

 

 
 

100% 
81.0% 

80% 69.4% 
61.4%
 

60%
 
38.6%
 

40%
 30.6% 
19.0% 

20% 

0% 
Medi-Cal Private Insurance Uninsured 

Fruits and Vegetables are Affordable in Neighborhood 
Fruits and Vegetables are NOT Affordable in Neighborhood 



   
    

   
   

 
 

 
       

      
   

    
   

  
 

   
        

  
 

    
   

 
         

     
  

 
 
 

   

      
  

 

      
  

Findings: Smoking in California’s Nonelderly Adult Population 
CHIS Question: “Altogether have you smoked 100 or more cigarettes in your lifetime? Did you smoke 
every day, some days or not at all?” 

Cigarette smoking is the single most preventable cause of death and disease in the United States.71 

Research has causally linked smoking to diseases of almost every organ of the body, including many 
types of cancers, heart disease, and lung disease. 72 Smoking increases the chance of developing lung 
cancer by over 25% and accounts for approximately 90% of all lung cancer deaths in the U.S.73 Smoking 
is also associated with a number of chronic health concerns, such as general bodily inflammation, 
reduced immunity, reduced sperm count, and decreased tooth and gum health. 74 Maternal smoking 
increases the chance of premature birth, low birth weight, stillbirth, and infant death.75 

Smoking is more common among low-income populations in the U.S.76 In 2012, 27.9% of U.S. adults 
with incomes below 100% FPL smoked, compared to 17.0% of U.S. adults with incomes at or above 
100% FPL.77 

For the purpose of this analysis, RASD considered nonelderly adults who smoked at least 100 cigarettes 
in their lifetime and smoked every day as daily smokers. 

Nonelderly adults enrolled in Medi-Cal were more than twice as likely (14.2%) to be daily smokers when 
compared to adults with private insurance (6.7%). A substantial percentage of uninsured nonelderly 
adults were daily smokers (13.2%). 

Figure 25 - Daily Smokers among 18-64 Year Old Californians 
by Insurance Status 

CHIS 2011-12 
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Findings: Smoking in the Household in California’s Nonelderly Adult Population 
CHIS Question: “Is smoking ever allowed in your home?” 

The health consequences of smoking extend beyond the smoker to their household and community. The 
Centers for Disease Control and Prevention (CDC) defines secondhand smoke as a “combination of 
smoke from the burning end of a cigarette and the smoke breathed out by smokers.”78 Increased 
exposure to secondhand smoke increases the risk for many of the same conditions found in cigarette 
smokers, including cardiovascular disease, stroke, and lung cancer.79 Research indicates that 
secondhand smoke is especially harmful for children. Children exposed to secondhand smoke have an 
increased chance of developing asthma, and are more likely to suffer from ear infections and other 
illness than children not exposed to secondhand smoke.80

Because exposure to secondhand smoke has serious health consequences, it is important for 
stakeholders to examine the number of households that allow smoking in the home in addition to the 
number of cigarette smokers in a population. 

The proportion of nonelderly adults that allowed smoking in their home was similar among nonelderly 
adults enrolled in Medi-Cal (8.5%) and those without insurance (9.0%), but considerably lower among 
adults with private insurance (4.8%). 

Figure 26  - Smoking  Ever Allowed in Household among Californians  Ages 18-64   
by Insurance  Status  

CHIS 2011-12  
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Findings: Binge Drinking in California’s Nonelderly Adult Population 
CHIS Question: “In the past 12 months how many times did you have 5 [4 for women] or more alcoholic 
drinks in a single day?” 

In the U.S., a two-hour drinking episode that results in a blood alcohol concentration above 0.08% is 
considered binge drinking.81 Although most binge drinkers do not have an alcohol dependency, binge 
drinking is associated with a myriad of negative health outcomes including neurological damage, liver 
disease, stroke, sexual dysfunction, and alcohol poisoning.82 Despite the associated health 
consequences, the CDC estimates that binge drinking accounts for more than half of all alcohol 
consumed in the U.S. 83 In 2010, 17.1% of U.S. adults reported binge drinking, with an average of 8 
drinks consumed in an episode.84 

For the purpose of this analysis, RASD defined binge drinking as five or more drinks in a single day for 
men and four or more drinks in a single day for women, occurring monthly or more often in the past 
year. 

Unlike many of the health behaviors highlighted in this report, binge drinking is more frequent among 
high-income populations in the U.S.85 RASD’s analysis found that adults enrolled in Medi-Cal were less 
likely (8.7%) to binge drink than adults with private insurance (16.6%), and adults without insurance 
(16.2%). 

Figure 27 - Binge Drinking among Californians Ages 18-64 by Insurance Status 
CHIS 2011-12 

Link to Appendix A: Data Sources and Methods 
Volume 2014-003 

28 

 

  

20% 

18% 

16% 

14% 

12% 

10% 

8% 

6% 

4% 

2% 

0% 

16.2% 16.6% 

8.7% 

Medi-Cal Private Insurance Uninsured 

Binge Drinking 



   
    

 
 

    
 

    
    

 
  

  
    

      
 

       
      

  
 
 
 
 

 

    
 

 

      
  

Findings: Eating Three or More Fruits or Vegetables per Day in California’s 
Nonelderly Adult Population 
CHIS Question: “How many times did you eat fruit? How many times did you eat vegetables?” 

The Dietary Guidelines for Americans issued by the USDA suggests that Americans increase their intake 
of fruits and vegetables, especially vegetables that are dark green, orange, or red in color.86 The USDA 
estimates that the average American consumes only 59% of the recommended vegetable intake and 
42% of the recommended fruit intake, despite the well-established health benefits.87 Several recent 
studies have associated dietary factors to the cause and prevention of chronic diseases, including 
cancer, coronary heart disease, birth defects, and cataracts.88,89 Routinely consuming fruits and 
vegetables reduces the risk of cancer, stroke, and Alzheimer’s disease.90 

Only 21.3% of nonelderly adults enrolled in Medi-Cal ate three or more fruits or vegetables per day in 
the past week. The rate was higher among adults with private insurance (29.8%) and similar among 
adults with no insurance (19.9%). 

Figure 28 - Californians Age 18-64 Who Consumed 3 or More Fruits or Vegetables 
per Day in the Past Week by Insurance Status 

CHIS 2011-12 
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Findings: Soda Consumption in California’s Nonelderly Adult Population 
CHIS Question: “How often do you drink regular soda or pop that contains sugar?” 

Sugar-sweetened beverages, such as soda, provide little nutritional benefit while containing a high 
concentration of calories. In the U.S., the average person consumes 200 calories a day in soda, 
representing 10% of the recommended daily caloric intake.91 Further, because liquid calories do not give 
a sensation of fullness associated with solid food, they encourage consumers to add calories to their 
usual diet.92 Consuming soda is associated with the decreased intake of fruits and vegetables, and the 
increased occurrence of tooth decay, obesity, and obesity-related conditions (type 2 diabetes, high 
cholesterol, and high blood pressure). 93 

The reviewed literature indicates that the increase of soda consumption in recent decades, especially in 
low-income populations, is a major factor in the increased prevalence of obesity in the U.S.94 The 
relationship between soda consumption and income disparity makes it an important area of study for 
Medi-Cal stakeholders. 

Daily soda consumption was more than twice as common among nonelderly adults enrolled in Medi-Cal 
(20.5%) and those without insurance (19.4%) than nonelderly adults with private insurance (8.8%) 

Figure 29 - Soda Consumption among Californians Ages 18-64 by Insurance Status 
CHIS 2011-12 
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Findings: Fast-Food Consumption in California’s Nonelderly Adult Population 
CHIS Question: “In the past 7 days, how many times did you eat fast food?” 

Although fast-food consumption has, on average, decreased in the U.S. in recent years, it still accounts 
for a substantial percentage of the nation’s calories.95 From 2007 to 2010, American adults received 
11.3% of their average calorie intake from fast food.96 Regular fast-food consumption has been 
associated with higher fat intake, and lower intake of healthy nutrients.97 Frequently ingesting fast food 
contributes to increased weight gain due to the greater intake of calories, fat, saturated fat, and sugar-
sweetened drinks.98,99 More than one-third of U.S. adults are obese and the prevalence of obesity 
increased consistently with regular fast-food consumption.100,101 

Fast-food consumption is relevant for Medi-Cal stakeholders as some studies indicate a relationship 
between low-income adults and increased fast-food consumption. A study of adults ages 20 to 39 found 
that the percentage of daily calories attributed to fast food decreased significantly as incomes 
increased.102 

Nonelderly adults enrolled in Medi-Cal were less likely to eat fast food two or more times per week 
(42.2%) than nonelderly adults without insurance (45.8%), but more likely than nonelderly adults with 
private insurance (37.6%). 

Figure 30 - Fast-Food Consumption among Californians Ages 18-64 in the Past
 
Week by Insurance Status
 

CHIS 2011-12 
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Findings: Walking for 10 Minutes in California’s Nonelderly Adult Population 
CHIS Question: “In the past 7 days, did you walk to get some place that took you at least 10 minutes?” 

Walking is a simple, low-risk activity that can considerably improve health and reduce rates of chronic 
disease.103 Physical inactivity contributes to obesity and is a major risk factor in many adverse health 
outcomes related to obesity, including hypertension, cardiovascular disease, diabetes mellitus, and all-
cause mortality.104 Small amounts of physical activity prevent weight gain in most populations.105 A 
collation of recent walking studies found that over an average period of 11.3 years, walking reduced the 
chance of a cardiac event by 31% and the risk of dying by 32%.106 Further, the health benefits of walking 
are cumulative; walking farther, more often, or faster increases the health benefits. 107 

The proportion of nonelderly adults in the study population who did not walk for at least 10 minutes in 
the past week was similar for nonelderly adults on Medi-Cal (17.7%), those with private insurance 
(17.0%), and those without insurance (19.0%). 

Figure 31 - Californians Age 18-64 Who Walked at Least 10 Minutes for Transportation 
or Leisure in the Past Week by Insurance Status 

CHIS 2011-12 
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Findings: Internet Use in California’s Nonelderly Adult Population 
CHIS Question: “Have you ever used the internet?” 

In 2011, 78% of adults in the U.S. had access to the internet and more than half of adults (59%) reported 
using the internet to research health topics.108 Of adults self-diagnosing a condition using the internet, 
35% do not visit a doctor or clinician to confirm their diagnosis.109 Further, emerging research indicates 
that internet access may correlate with health status. For example, 82% of adults without a chronic 
condition report having internet access, compared to only 72% of adults with a chronic condition.110 The 
relationship between internet access and health status requires further study, due to the social and 
economic factors shared by populations with poor health outcomes and reduced access to the 
internet.111 

Populations less likely to have internet access share many traits with the Medi-Cal population, including 
lower average educational attainment, lower incomes, and a higher proportion of minorities.112 As such, 
it is important for stakeholders to monitor the intersection of health information and the internet as it 
develops. 

Nearly one in three nonelderly adults enrolled in Medi-Cal had never used the internet (27.9%). 
Nonelderly adults with private insurance were most likely to have used the internet (93.6%). 

Figure 32 - Californians Ages 18-64 Who Have Used the Internet by Insurance 

Status
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Findings: Comfort Level with Internet Applications in California’s Nonelderly 
Adult Population 
CHIS Question: “How confident are you that you can fill out an application online?” 

As discussed earlier in this report, populations less likely to have internet access share many traits with 
the Medi-Cal population, including lower average educational attainment, lower incomes, and a higher 
proportion of minorities.113 As such, it is important for stakeholders to monitor the intersection of 
health information and the internet as it develops. One specific area of concern is comfort level filling 
out an application online. As more health organizations and public programs move toward an electronic 
application process, it will be important to monitor populations who are not confident using the internet 
to ensure that they retain equal access to information and services. 

CHIS interviewers only asked the above question to respondents who reported having used the internet. 
The proportions below reflect the percentage of people within those who have used the internet. 

RASD’s findings for comfort using an internet application mirror findings reported earlier in this report 
for internet usage. Among nonelderly adults who use the internet, those with Medi-Cal (18.7%) and 
without insurance (14.3%) were more likely to lack confidence filling out an internet application when 
compared with nonelderly adults with private insurance (4.5%). 

Figure 33  - Confidence  in  Filling out  Application  Online  among  Californians   
Age 18-64 by  Insurance  Status  

CHIS 2011-12  
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Findings: Self-Reported Health Status in California’s Nonelderly Adult 
Population 
CHIS Question: “Would you say your health is excellent, very good, good, fair or poor?” 

Self-reported health status is the measure of an individual’s perception of their own health status. This 
versatile measure allows researchers to compare health over time and between populations that may 
not have sufficient conditions in common to allow for other corresponding measures.114 Further, the 
literature demonstrates that self-reported health status contributes to predicting hospitalizations and 
mortality.115 The Healthy People organization recognized the importance of self-reported health status 
by incorporating the measure into their 2020 goals to improve the quality of life and well-being for all 
individuals. 116 

Self-reported health status strongly correlates with socioeconomic factors. A national study found that 
states with greater income inequality were 30% more likely to have individuals report fair or poor health 
than states with less pronounced income disparity.117 

Nonelderly adults enrolled in Medi-Cal were three times more likely (35.2%) than adults with private 
insurance (10.7%) and 1.5 times more likely than the uninsured (24.1%) to report that their health was 
fair or poor. Nonelderly adults with private insurance were most likely to report excellent or very good 
health (62.1%). 

Figure 34  - Health Status  among  Californians  Ages  18-64 by  Insurance  Status  
CHIS 2011-12  
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Findings: Disability in California’s Nonelderly Adult Population 
CHIS Question: “Are you blind or deaf or do you have a severe vision or hearing problem? Do you have a 
condition that substantially limits one or more physical activities such as walking, climbing stairs, 
reaching, lifting, or carrying? Because of a physical, mental, or emotional condition lasting 6 months or 
more do you have any of the following: 
• Any difficulty learning, remembering, or concentrating?
• Any difficulty dressing, bathing, or getting around inside the home?
• Any difficulty going outside the home alone to shop or visit a doctor’s office?
• Any difficulty working at a job or business?”

Disabilities can cover a wide range of physical, emotional, and mental difficulties developed at any stage 
of life. A person’s likelihood of developing a disability increases with age; however, many disabilities can 
be delayed or prevented with healthy habits and increased access to care. In 2009, 20.9% of Californians 
18 years of age or older had a disability.118 

For the purpose of this analysis, RASD defined disability as answering yes to any of the CHIS survey 
questions listed above. 

Almost half of the adults enrolled in Medi-Cal were disabled (44.8%). Nonelderly adults enrolled in 
Medi-Cal were twice as likely as nonelderly adults with private insurance (19.3%), and more than 1.5 
times the proportion among adults with no insurance (27.4%) to have a disability. 

Figure 35 - Disability Status among Californians Ages 18-64 by Insurance Status 
CHIS 2011-12 
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Findings: Chronic Conditions in Medi-Cal’s Nonelderly Adult Population 
See Appendix A for the questions used to measure chronic conditions using CHIS data. 

Chronic conditions are among the most costly and common health problems in the U.S. The Agency for 
Healthcare Research and Quality (AHRQ) defines a chronic condition as one which “lasts 12 months or 
longer and meets one or both of the following tests: a) it places limitations on self-care, independent 
living, and social interactions; b) it results in the need for ongoing intervention with medical products, 
services, and special equipment.”119 Many chronic conditions are preventable; healthy lifestyles and 
access to high-quality preventative measures help to reduce incidence, cost, and future disabilities due 
to chronic conditions.120,121 Lack of exercise, poor nutrition, tobacco use, and excessive alcohol 
consumption contribute notably to illness and pain related to chronic conditions.122 

Appendix A, Data Sources and Methods, gives a detailed description of the questions used to determine 
the number of conditions reported in this analysis. 

Nonelderly adults enrolled in Medi-Cal had the highest rates of chronic disease diagnoses. Nonelderly 
adults with private insurance and no insurance were less likely to report two or more chronic illnesses 
(12.2% and 9.8%, respectively) than those with Medi-Cal (22.2%). Fully 60.1% of the privately insured 
and 65.9% of the uninsured reported no chronic conditions. However, it is possible that those with no 
insurance simply did not have an opportunity to visit a doctor and receive a chronic condition diagnosis. 

Figure 36  - Chronic Conditions  among Californians Ages  18-64 by  Insurance  Status  
CHIS 2011-12  
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Findings: Obesity in California’s Nonelderly Adult Population 
CHIS Question: “How tall are you without shoes? How much do you weigh without shoes?” 

The prevalence of obesity in the U.S. has increased consistently in recent decades.123 One common 
measurement of individual and population obesity is the BMI measurement. BMI uses a calculation of 
weight versus height to determine the ideal weight for an individual.124 Although BMI measures for 
unhealthy body weight rather than body fat, research indicates that BMI correlates with levels of body 
fat and can function as a predictor of negative health outcomes. 125 Children with a high BMI have an 
increased probability of becoming obese adults, and obese adults are at greater risks for chronic 
conditions.126 The increased prevalence of obesity has a significant impact on the incidence of adverse 
health outcomes such as cardiovascular disease, type 2 diabetes, cancer, osteoarthritis, work disability, 
and sleep apnea.127 

To calculate the BMI values for the study population, CHIS interviewers asked respondents their height 
and weight and performed the BMI calculation using those values. See Appendix A, Data Sources and 
Methods, for a detailed description of the BMI calculation and the definition of overweight and obese. 

The proportion of overweight and obese adults in the study population was highest among nonelderly 
adults enrolled in Medi-Cal (68.1%) and lowest among adults with private insurance (56.4%). 

Figure 37  - Body  Mass Index among  Californians  Ages 18-64 by  Insurance  Status  
CHIS 2011-12  
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Findings: Pregnancy Status in California’s Nonelderly Adult Population 
CHIS Question: “To your knowledge, are you now pregnant?” 

The U.S. general fertility rate (GFR) in 2011 was 63.2 births per 1,000 women of childbearing age (ages 
15-44), a 1.4% decline from 2010 (64.1 per 1,000 women of childbearing age).128 In California, fertility 
rates decreased from 64.8 per 1,000 women of childbearing age in 2010 to 63.4 per 1,000 women of 
childbearing age in 2011.129,130 Although slightly higher than the national rate, the California GFR for 
2011 represented a 2.2% decline from 2010. 

In 2011, approximately 12% of all hospitalizations in the U.S. were for maternity care, and an additional 
10% were for care of newborns.131 Live born (newborn infant) deliveries are the most common reason 
for hospital care in the U.S., and this trend holds true in the Medi-Cal program. Among female 
beneficiaries under ages 65, childbearing is the primary reason for seeking health care in the Medi-Cal 
program.132 In 2011, Medi-Cal financed a record 50.4% of hospital births to California residents.133 

Confirmed pregnancy constitutes an eligibility pathway for Medi-Cal enrollment. The relationship 
between pregnancy and Medi-Cal enrollment may explain the elevated proportion of pregnancies in the 
Medi-Cal population reported here. RASD advises readers to consider the correlation between 
pregnancy and Medi-Cal eligibility when drawing conclusions regarding the data below. 

CHIS data shows that among women under 45 years old, Medi-Cal had the highest proportion of 
pregnant women at 7.4%. The proportion of Medi-Cal women who were pregnant was 131.3% higher 
than that of the privately insured women (3.2%) and over 600% higher than that of the uninsured 
(1.0%). 

Figure 38  - California  Females (Under Age 45) Currently  Pregnant   
by Insurance  Status   

CHIS 2011-12  
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Findings: Serious Psychological Distress in Medi-Cal’s Nonelderly Adult 
Population 
CHIS Question: “During the past 30 days how often did you feel nervous, hopeless, restless or fidgety, so 
depressed that nothing could cheer you up, everything was an effort, or worthless?” 

Serious psychological distress (SPD) is a measure of nonspecific mental illness. Adults with SPD have 
similar characteristics to persons with serious mental illness as described in psychiatric epidemiological 
studies.134 Research shows that adults with severe mental illness are more likely to be socially and 
economically disadvantaged, with lack of insurance as a barrier to care. 135 Many adults with SPD do not 
receive specialty care.136 A study using the National Health Interview Survey found that SPD 
corresponded with increased mortality before and after controlling for socio-demographic factors, 
health behaviors and physical illness.137 

The SPD measures reported by CHIS are determined using the Kessler-6 (K6) scale. The K6 scale 
identifies persons with a high likelihood of having a diagnosable mental illness with as few questions as 
possible. Appendix A contains a detailed description of the method used by RASD to score these 
questions. 

Nonelderly adults enrolled in Medi-Cal were more than twice as likely (15.7%) to have SPD as nonelderly 
adults with private insurance (6.6%), and more than 1.5 times more likely than adults with no insurance 
(9.3%). 

Figure 39  - Serious Psychological  Distress in Past Year among 18-64 Year Old 

Californians by  Insurance  Status 
 

CHIS 2011-12  
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More Information on the Medi-Cal Population 
The Research and Analytic Studies Division (RASD) of the Department of Health Care Services (DHCS) 
performed the analysis for this report. RASD compiles official statistics and performs analytical studies to 
assist DHCS in achieving its mission and goals. More information regarding Medi-Cal enrollment, 
program expenditures, and other relevant topics is available at the RASD website. 

Subscribe to the RASD Mailing List 
Click here to receive email notifications when new statistical content is added the RASD website. The 
RASD website is updated regularly with graphics, pivot tables and statistical briefs describing the Medi-
Cal population, Medi-Cal enrollment trends, and other issues relevant to the Medi-Cal program and its 
stakeholders. 

IF YOU PLAN TO CITE THIS PAPER IN A SUBSEQUENT WORK, WE SUGGEST THE FOLLOWING CITATION: 
Watkins, J, Epstein, J, and Carpenter, W. 2014. Medi-Cal’s Nonelderly Adults: The Medi-Cal Population 
Before the Implementation of the Affordable Care Act. California Department of Health Care Services. 
Sacramento, CA. July 2014. 

PLEASE NOTE: 
This document provides a brief summary of complex subjects and should be used only as an overview 
and general guide to the Medi-Cal program. The views expressed herein do not necessarily reflect the 
policies or legal positions of the California Health and Human Services Agency (CHHS) or the California 
Department of Health Care Services (DHCS). These summaries do not render any legal, accounting, or 
other professional advice, nor are they intended to explain fully all of the provisions or exclusions of the 
relevant laws, regulations, and rulings of the Medicare and Medicaid programs. Original sources of 
authority should be researched and utilized. 
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Appendix A: Data Sources and Methods 

Data Sources 

The California Health Interview Survey (CHIS) 
The California Health Interview Survey (CHIS) is the largest health survey in the state of California. The UCLA Center 
for Health Policy Research conducts CHIS in collaboration with the California Department of Public Health, the 
Department of Health Care Services and the Public Health Institute. Collecting information for all age groups on 
health and health related issues, CHIS gives a detailed picture of the health and health care needs of California’s 
large and diverse population. In 2011, CHIS transitioned to a continuous survey taking two years to complete a 
data cycle. CHIS has included households with only cell phones since 2007. 

Using an independent multistage probability sample, CHIS provides a representative sample of the state’s non-
institutionalized population. CHIS also provides estimates for most individual counties, as well as estimates for 
major racial ethnic subgroups and some smaller ethnic subgroups. CHIS conducted the landline sample using a 
random digit dialing (RDD) method from 41 single county strata and three multi-county strata. For the cell phone 
sample, CHIS used a RDD sample from telephone numbers with cellular service stratified into 28 geographic strata 
using seven CHIS regions and telephone area codes. Approximately 20% of the interviews included in the 2011-12 
survey occurred via cell phone. Interviews were conducted in five languages: English, Spanish, Chinese (Mandarin 
and Cantonese dialects), Vietnamese, and Korean. 

The 2011-12 survey completed 42,935 adult interviews. The graphs and charts for this report reflect data from 
27,370 interviews of nonelderly adults ages 18 to 64 who were not on Medicare. 

Medi-Cal Administrative Data 
RASD drew enrollment eligibility data from Medi-Cal Eligibility Data Systems (MEDS) January 2012, reflecting a 12-
month reporting lag, for 3,048,350 non-elderly adults. 

Methods 
This section provides details on select measures reported by RASD in this analysis. 

Language Assignment (Language Spoken, Administrative Data) 

Language Percentage Language Percentage 
Unknown 3.8% Lao 0.1% 
ASL 0.0% Mandarin 0.2% 
Arabic 0.3% Mien 0.1% 
Armenian 0.9% Other Chinese 0.0% 
Cambodian 0.3% Other Non-Eng. 0.5% 
Cantonese 0.8% Other Sign 0.0% 
English 57.2% Polish 0.0% 
Farsi 0.2% Portuguese 0.0% 
French 0.0% Russian 0.4% 
Hebrew 0.0% Samoan 0.0% 
Hmong 0.4% Spanish 32.4% 
Ilocano 0.0% Tagalog 0.2% 
Italian 0.0% Thai 0.0% 
Japanese 0.0% Turkish 0.0% 
Korean 0.1% Vietnamese 1.8% 

Link to Appendix A: Data Sources and Methods 
Volume 2014-003 

42 



43 Link to Appendix A: Data Sources and Methods  
Volume 2014‐003 

Urban/Rural Distinction 
Urban – Rural Counties Description  Counties

Urban Counties  
Includes: Counties in metro areas with populations of 1 million or 
more; Counties in metro areas with populations of 250,000 to 1 
million; and Counties in metros areas with populations smaller than 
250,000.  

Alameda, Contra Costa, El Dorado, Los Angeles, Marin, Orange, Placer, 
Riverside, Sacramento , San Benito , San Bernardino, San Diego, San 
Francisco, San Mateo, Santa Clara, Yolo, Fresno, Kern, Monterey, San 
Joaquin, Santa Barbara, Santa Cruz, Solano, Sonoma, Stanislaus, 
Tulare, Ventura, Butte, Imperial, Kings, Madera, Merced, Napa, San 
Luis Obispo, Shasta, Sutter, Yuba 

Rural Counties  
Includes: Urban populations of 20,000 or more, adjacent to a metro 
area; Urban populations of 20,000 or more, not adjacent to a metro 
area; Urban population of 2,500 to 19,999, adjacent to a metro area; 
Urban population of 2,500 to 19,999, not adjacent to a metro area; 
Completely rural area or an urban population less than 2,500, 
adjacent to a metro area; and Completely rural area or an urban 
population less than 2,500, not adjacent to a metro area 

Lake, Mendocino, Nevada, Tehama, Tuolumne, Humboldt, Amador, 
Calaveras, Colusa, Glenn, Lassen, Modoc, Del Norte, Inyo, Mono, 
Plumas, Siskiyou, Alpine, Mariposa, Sierra, Trinity 

Food Insecurity 
RASD measured food insecurity using the following 6 questions which represent a validated scale derived from the 
U.S. Household Food Security questionnaire: 

 “The  food  that  I/we  bought  just  didn't  last,  and  I  didn't  have money  to  get more. Was  that  often  true,
sometimes true, or never true for you in the last 12 months?”

 “I/we couldn't afford to eat balanced meals. Was that often true, sometimes true, or never true for you in the
last 12 months?”

 “Please tell me yes or no  in the  last 12 months, since (date 12 months ago), did you (or other adults  in your
household) ever cut the size of your meals or skip meals because there wasn't enough money for food?” “How
often did this happen‐almost every month, some months but not every month, or in only 1 or 2 months?”

 “In the last 12 months, did you ever eat less than you felt you should because there wasn't enough money to
buy food?”

 “In the last 12 months, since (date 12 months ago), were you ever hungry but didn't eat because you couldn't
afford enough food?”138

Number of Chronic Conditions 
RASD measured  the  number  of  chronic  conditions  present  in  the  population  by  summing  the  number  of  yes 
responses to the following questions: 

 “Has a doctor ever told you that you have asthma?”

 “Has a doctor ever told you that you have diabetes or sugar diabetes?”
 “Has a doctor ever told you that you have high blood pressure?”
 “Has a doctor ever told you that you have any kind of heart disease?”
 “Has a doctor ever told you that you had a stroke?”
 “Has a doctor ever told you that you have some form of arthritis, gout, lupus or fibromyalgia?”



   
    

  
   

      
   

 
      

   
 

  
   

 
 
    
    
   
   
    
    

 
      

   
 
  

 
 

     
     

     
   

 
    

        
       

  
  

      
  

Body Mass Index (BMI) and definition of BMI and overweight 
RASD measured the obesity and overweight status of the population using a Body Mass Index (BMI) calculation. 
BMI is a uniform comparative value based on a person’s height and weight. The BMI equation is as follows: 
[703 × 𝑊𝑒𝑖𝑔ℎ𝑡 (𝑙𝑏𝑠. )] ÷ [𝐻𝑒𝑖𝑔ℎ𝑡 (𝑖𝑛. )]P 

2 

RASD considered interviewees with BMI values of less than 25 as not overweight, interviewees with BMI values of 
25 to less than 30 as overweight, and interviewees with BMI values of 30 or greater as obese. 

Serious Psychological Distress 
RASD measured serious psychological distress (SPD) using the Kessler-6 (K6 scale). First, respondents were asked 
the following six questions: 

•	 How often during the past 30 days did you feel nervous?
•	 How often during the past 30 days did you feel hopeless?
•	 How often during the past 30 days did you feel restless or fidgety?
•	 How often during the past 30 days did you feel nothing could cheer you up?
•	 How often during the past 30 days did you feel everything was an effort?
•	 How often during the past 30 days did you feel worthless?

Possible responses to each of the six questions were all of the time, most, some, a little or none of the time. After 
these six questions, interviewers asked respondents: 

•	 “Was there ever a month in the past 12 months when these feelings occurred more often than they did in the
past 30 days?”

If respondents answered yes to this question, interviewers asked them the above six questions again about that 
worst month. Serious psychological distress in the past year was measured using the respondent’s answers for the 
worst month in the past year. (Note: if respondents did not have a month when their feelings occurred more often 
than in the past 30 days, their score reflected their responses for the past 30 days.) 

Each of the six question were scored from 0 to 4 based on the frequency of the symptom where none was equal to 
0, a little was equal to 1, some was equal to 2, most was equal to 3, and all the time was equal to 4. A total score 
ranging from 0 to 24 was calculated by summing the scores for each of the questions. A respondent with a total 
score greater or equal to 13 was defined as having serious psychological distress. 
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Appendix B: Detail Data for California Maps (Figures 8 & 13) 

Figure 8 – Percentage of Nonelderly Adults Enrolled in Medi-Cal by County 

Counties 
Percentage of non-elderly 

adults enrolled in Medi-Cal Counties 
Percentage of non-elderly 

adults enrolled in Medi-Cal 
ALAMEDA 

10.5% 
ORANGE 

8.6% 
ALPINE 

13.2% 
PLACER 

6.4% 
AMADOR 

9.3% 
PLUMAS 

12.9% 
BUTTE 

18.2% 
RIVERSIDE 

11.4% 
CALAVERAS 12.2% SACRAMENTO 15.8% 
COLUSA 14.3% SAN BENITO 12.0% 
CONTRA COSTA 

9.1% 
SAN BERNARDINO 

14.7% 
DEL NORTE 

22.5% 
SAN DIEGO 

8.3% 
EL DORADO 

7.9% 
SAN FRANCISCO 

9.8% 
FRESNO 

23.1% 
SAN JOAQUIN 

18.6% 
GLENN 

18.1% 
SAN LUIS OBISPO 

8.3% 
HUMBOLDT 

15.7% 
SAN MATEO 

6.2% 
IMPERIAL 

21.9% 
SANTA BARBARA 

12.0% 
INYO 

14.3% 
SANTA CLARA 

8.7% 
KERN 

18.9% 
SANTA CRUZ 

10.3% 
KINGS 

14.9% 
SHASTA 

19.1% 
LAKE 

23.0% 
SIERRA 

13.0% 
LASSEN 

9.6% 
SISKIYOU 

19.7% 
LOS ANGELES 

15.0% 
SOLANO 

11.4% 
MADERA 

20.7% 
SONOMA 

8.7% 
MARIN 

6.9% 
STANISLAUS 

18.5% 
MARIPOSA 

11.9% 
SUTTER 

17.2% 
MENDOCINO 

19.7% 
TEHAMA 

21.4% 
MERCED 

23.2% 
TRINITY 

17.4% 
MODOC 

18.0% 
TULARE 

26.7% 
MONO 

5.2% 
TUOLUMNE 

11.9% 
MONTEREY 

15.0% 
VENTURA 

9.1% 
NAPA 

8.5% 
YOLO 

9.6% 
NEVADA 

9.4% 
YUBA 

21.5% 
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Figure 13 – Percentage of Beneficiaries with Primary Language Other than English 

Counties English 
All Other 

Languages Counties English 
All Other 

Languages 

ALAMEDA 60.8% 39.2% ORANGE 45.6% 54.4% 

ALPINE 96.1% 3.9% PLACER 81.9% 18.1% 

AMADOR 91.3% 8.7% PLUMAS 91.5% 8.5% 

BUTTE 83.2% 16.8% RIVERSIDE 66.9% 33.1% 

CALAVERAS 90.8% 9.2% SACRAMENTO 68.8% 31.2% 

COLUSA 53.3% 46.7% SAN BENITO 60.0% 40.0% 

CONTRA COSTA 65.3% 34.7% SAN BERNARDINO 71.7% 28.3% 

DEL NORTE 87.6% 12.4% SAN DIEGO 58.7% 41.3% 

EL DORADO 83.2% 16.8% SAN FRANCISCO 50.0% 50.0% 

FRESNO 59.7% 40.3% SAN JOAQUIN 67.6% 32.4% 

GLENN 68.3% 31.7% SAN LUIS OBISPO 74.0% 26.0% 

HUMBOLDT 89.9% 10.1% SAN MATEO 50.7% 49.3% 

IMPERIAL 43.3% 56.7% SANTA BARBARA 48.7% 51.3% 

INYO 77.6% 22.4% SANTA CLARA 45.0% 55.0% 

KERN 64.2% 35.8% SANTA CRUZ 53.1% 46.9% 

KINGS 66.0% 34.0% SHASTA 91.9% 8.1% 

LAKE 88.3% 11.7% SIERRA 92.5% 7.5% 

LASSEN 91.7% 8.3% SISKIYOU 89.8% 10.2% 

LOS ANGELES 47.2% 52.8% SOLANO 72.9% 27.1% 

MADERA 50.3% 49.7% SONOMA 66.0% 34.0% 

MARIN 49.3% 50.7% STANISLAUS 67.8% 32.2% 

MARIPOSA 91.9% 8.1% SUTTER 69.4% 30.6% 

MENDOCINO 78.1% 21.9% TEHAMA 81.1% 18.9% 

MERCED 59.5% 40.5% TRINITY 93.1% 6.9% 

MODOC 88.1% 11.9% TULARE 57.8% 42.2% 

MONO 60.3% 39.7% TUOLUMNE 92.6% 7.4% 

MONTEREY 40.5% 59.5% VENTURA 51.2% 48.8% 

NAPA 55.3% 44.7% YOLO 60.8% 39.2% 

NEVADA 88.8% 11.2% YUBA 79.6% 20.4% 

Link to Appendix A: Data Sources and Methods 
Volume 2014-003 

46 



   
    

 

        
     

 
 
         

  
  
      

 
      

 
         

       
 

 
        

         
   

  
 
            

 
  
      

  
 
        

      

 
 

                
  

 
 

       
    

 
 

          
   

 
         

 
   

 
        

  
 

         
   

  
 

       
     

   
 

       
  

 

        
  

                                                            
End Notes 

1 Cabezas, L., Kominski, G., Meng, Y., Pourat, N., and Roby, D. (2012 September). Successful Strategies for Increasing Enrollment in California’s 
Low Income Health Program (LIHP). UCLA Center for Health Policy Research. Retrieved from 
http://healthpolicy.ucla.edu/publications/Documents/PDF/lihppolicynotesep2012.pdf 

2 A detailed definition of “certified eligibles” is located in the RASD report, “FINDING CALIFORNIA’S MEDI-CAL POPULATION: CHALLENGES AND 
METHODS IN CALCULATING MEDI-CAL ENROLLMENT NUMBERS.” 

3 These are individuals who are eligible for Medi-Cal but not enrolled. 

4Medi-Cal eligibility takes income, assets, and deprivation factors into account. 

5 California Department of Health Care Services. (2011 May). “Management Summary.” Medi-Cal May 2011 Local Assistance Estimate for Fiscal 
Years 2010-11 and 2011-12. Department of Health Care Services and California Health and Human Services. Retrieved from 
http://www.dhcs.ca.gov/dataandstats/reports/mcestimates/Documents/2011_May_Estimate/M11_Mgmt_Summary_Tab.pdf 

6 The May 2014 Medi-Cal budget estimates annual spending at $62 billion. 
California Department of Health Care Services. (2014 May). Medi-Cal May 2014 Local Assistance Estimate for Fiscal Years 2013-14 and 2014-

15. .Department of Health Care Services and California Health and Human Services. Retrieved from 
http://www.dhcs.ca.gov/dataandstats/reports/mcestimates/Documents/2014_May_Estimate/M1400_Complete_Estimate.pdf 

7 Department of Health Care Services. (2013 June). “Chapter 26: Medically Indigent.” Medi-Cal Handbook. Retrieved from: 
http://www.sccgov.org/ssa/medical/mcchap26.pdf 

8 Goldman, T.R. (2013, December 16). Young Adults and the Affordable Care Act. Health Affairs, 33(4). Retrieved from 
https://www.healthaffairs.org/healthpolicybriefs/brief.php?brief_id=105 

9 Collins, S. R., Robertson, R., Garber, T., and Doty, M.M. (2012, June). Young, Uninsured, and in Debt: Why Young Adults Lack Health Insurance 
and How the Affordable Care Act Is Helping. The Commonwealth Fund. Retrieved from 
http://www.commonwealthfund.org/~/media/Files/Publications/Issue%20Brief/2012/Jun/1604_collins_young_uninsured_in_debt_ 
v4.pdf 

10 Duggan, M., Fox, S., and Purcell, K. (2013 June). “Family Caregivers are Wired for Health.” Pew Research Internet Project. Pew Research 
Center. Retrieved from: 
http://www.pewinternet.org/2013/06/20/family-caregivers-are-wired-for-health/ 

11 Centers for Disease Control and Prevention (CDC). (2011, January 14). CDC Health Disparities and Inequalities Report – United States, 2011. 
CDC, 60. Retrieved from 
http://www.cdc.gov/mmwr/pdf/other/su6001.pdf 

12 Smedley, B.D., Stith, A.Y., and Nelson, A.R. (2003). Unequal Treatment: Confronting Racial and Ethnic Disparities in Health Care. Washington, 
D.C.: The National Academies Press. 

13 Brown, E.R., Ojeda, V.D., Wyn, R., Levan, R. (2000). Racial and Ethnic Disparities in Access to Health Insurance and Health Care. UCLA Center 
for Health Policy Research. Retrieved from 
https://escholarship.org/uc/item/4sf0p1st#page-5 

14 United States Census Bureau. State and County Quick Facts: California. Retrieved from 
http://quickfacts.census.gov/qfd/states/06000.html 

15 The Henry J. Kaiser family Foundation. (Accessed 2014). “Urban Population (Percent of Total Population Living in Urban Areas.” Global Health 
Facts. Retrieved from 
http://kff.org/global-indicator/urban-population/ 

16 Eberhardt MS, Ingram DD, Makuc DM, et al. (2001). Urban and Rural Health Chartbook. Health, United States, 2001.  Hyattsville, Maryland: 
National Center for Health Statistics. Retrieved from 
http://www.cdc.gov/nchs/data/hus/hus01cht.pdf 

17 Stanford School of Medicine. (n.d.) Rural Health Fact Sheet: Healthcare Disparities and Barriers to Healthcare. Stanford.edu. Retrieved from 
http://ruralhealth.stanford.edu/health-pros/factsheets/disparities-barriers.html 

Link to Appendix A: Data Sources and Methods 
Volume 2014-003 

47 

http://healthpolicy.ucla.edu/publications/Documents/PDF/lihppolicynotesep2012.pdf
http://www.dhcs.ca.gov/dataandstats/statistics/Documents/RASB_Issue_Brief_Finding_Medi-Cal_Population-Challenges_and_Methods_in_Calculating_Enrollment_Numbers.pdf
http://www.dhcs.ca.gov/dataandstats/statistics/Documents/RASB_Issue_Brief_Finding_Medi-Cal_Population-Challenges_and_Methods_in_Calculating_Enrollment_Numbers.pdf
http://www.dhcs.ca.gov/dataandstats/reports/mcestimates/Documents/2011_May_Estimate/M11_Mgmt_Summary_Tab.pdf
http://www.dhcs.ca.gov/dataandstats/reports/mcestimates/Documents/2014_May_Estimate/M1400_Complete_Estimate.pdf
http://www.sccgov.org/ssa/medical/mcchap26.pdf
https://www.healthaffairs.org/healthpolicybriefs/brief.php?brief_id=105
http://www.commonwealthfund.org/%7E/media/Files/Publications/Issue%20Brief/2012/Jun/1604_collins_young_uninsured_in_debt_v4.pdf
http://www.commonwealthfund.org/%7E/media/Files/Publications/Issue%20Brief/2012/Jun/1604_collins_young_uninsured_in_debt_v4.pdf
http://www.pewinternet.org/2013/06/20/family-caregivers-are-wired-for-health/
http://www.cdc.gov/mmwr/pdf/other/su6001.pdf
https://escholarship.org/uc/item/4sf0p1st%23page-5
http://quickfacts.census.gov/qfd/states/06000.html
http://kff.org/global-indicator/urban-population/
http://www.cdc.gov/nchs/data/hus/hus01cht.pdf
http://ruralhealth.stanford.edu/health-pros/factsheets/disparities-barriers.html
http:Stanford.edu


   
    

        
    

  
 

        
  

 
            

  
  

 
           

    
  

 
     

 
             

 
  
 

           
 

  
 

    
 

   
 

          

  
 

    
 

    
 

    
 

         
      

  
 

            
 

  
  

  
 

          
     

 
 

           
 

 
 

           
 

 
 

   
 

        

        
  

                                                                                                                                                                                                
18 De Poel, E., O’Donnell, O., and Van Doorslaer, E. (2009 November). “What Explains the Rural-Urban Gap in Infant Mortality: Household or 

Community Characteristics?” Demography. Retrieved from 
http://www.ncbi.nlm.nih.gov/pmc/articles/PMC2831359/ 

19 Stanford School of Medicine. (n.d.) Rural Health Fact Sheet: Healthcare Disparities and Barriers to Healthcare. Stanford.edu. Retrieved from 
http://ruralhealth.stanford.edu/health-pros/factsheets/disparities-barriers.html 

20 Derose, K.P., Escarce, J.J., and Lurie, N. (2007, September). Immigrants and Health Care: Sources of Vulnerability. Health Affairs, 26(5). 
Retrieved from 
http://content.healthaffairs.org/content/26/5/1258.long 

21 Antecol, H.. Bedard,K. (2005, July). Unhealthy Assimilation: Why do Immigrants Converge to American Health Status Levels? IZA Discussion 
Papers, 1654. Retrieved from 
http://www.econstor.eu/bitstream/10419/33251/1/499779207.pdf 

22 Derose, Escarce, and Lurie. (2007). 

23 Chaudry, A. and Fortuny, K.(June 2011). A Comprehensive Review of Immigrant Access to Health and Human Services. Urban Institute. 
Retrieved from 
http://aspe.hhs.gov/hsp/11/immigrantaccess/review/index.pdf 

24 Chaudry, A. and Fortuny, K.(June 2011). A Comprehensive Review of Immigrant Access to Health and Human Services. Urban Institute. 
Retrieved from 
http://aspe.hhs.gov/hsp/11/immigrantaccess/review/index.pdf 

25 Antecol and Bedard. (2005). 

26 Antecol and Bedard. (2005). 

27 Rote S., and Markides K. (2014). Aging, social relationships, and health among older immigrants. Generations, 38(1), 51-57 Retrieved from: 
http://web.b.ebscohost.com/ehost/pdfviewer/pdfviewer?sid=c22114da-735b-4e95-87de-
447dedb60b73%40sessionmgr111&vid=2&hid=123 

28 Rote and Markides (2014). 

29 Derose, Escarce, and Lurie. (2007). 

30 Derose, Escarce, and Lurie. (2007). 

31 Brooks T., Hughes M., and Waldron I. (1996). “Marriage protection and marriage selection—Prospective evidence for reciprocal effects of 
marital status and health.” Social Science & Medicine, Volume 43, Issue 1. Retrieved from 
http://www.ncbi.nlm.nih.gov/pubmed/8816016 

32 Avellar, S., Goesling, B., and Wood, R. (2007). The Effects of Marriage on Health: A Synthesis of Recent Research Evidence. U.S. Department of 
Health and Human Services. Retrieved from 
http://aspe.hhs.gov/hsp/07/marriageonhealth/ 

33 Avellar, Goesling., and Wood. (2007). 

34 Greenstone, M. and Looney, A. (February 2012). “The Marriage Gap: The Impact of Economic and Technological Change on Marriage Rates.” 
The Hamilton Project. The Brookings Institute. Retrieved from 
http://www.brookings.edu/blogs/jobs/posts/2012/02/03-jobs-greenstone-looney 

35 National Poverty Center. (2007). Education and Health. Policy Brief No. 9.  Gerald R. Ford School of Public Policy, University of Michigan. 
Retrieved from 
http://www.npc.umich.edu/publications/policy_briefs/brief9/policy_brief9.pdf 

36 National Poverty Center. (2007). Education and Health. Policy Brief No. 9.  Gerald R. Ford School of Public Policy, University of Michigan. 
Retrieved from 
http://www.npc.umich.edu/publications/policy_briefs/brief9/policy_brief9.pdf 

37 National Poverty Center. (2007). 

38 Bohn, S. and Levin, M.  (August 2013). “Poverty in California.” Just the Facts. Public Policy Institute of California. Retrieved from 

Link to Appendix A: Data Sources and Methods 
Volume 2014-003 

48 

http://www.ncbi.nlm.nih.gov/pmc/articles/PMC2831359/
http://ruralhealth.stanford.edu/health-pros/factsheets/disparities-barriers.html
http://content.healthaffairs.org/content/26/5/1258.long
http://www.econstor.eu/bitstream/10419/33251/1/499779207.pdf
http://aspe.hhs.gov/hsp/11/immigrantaccess/review/index.pdf
http://aspe.hhs.gov/hsp/11/immigrantaccess/review/index.pdf
http://web.b.ebscohost.com/ehost/pdfviewer/pdfviewer?sid=c22114da-735b-4e95-87de-447dedb60b73%40sessionmgr111&vid=2&hid=123
http://web.b.ebscohost.com/ehost/pdfviewer/pdfviewer?sid=c22114da-735b-4e95-87de-447dedb60b73%40sessionmgr111&vid=2&hid=123
http://www.ncbi.nlm.nih.gov/pubmed/8816016
http://aspe.hhs.gov/hsp/07/marriageonhealth/
http://www.brookings.edu/blogs/jobs/posts/2012/02/03-jobs-greenstone-looney
http://www.npc.umich.edu/publications/policy_briefs/brief9/policy_brief9.pdf
http://www.npc.umich.edu/publications/policy_briefs/brief9/policy_brief9.pdf
http:Stanford.edu


   
    

 
 

           
 

 
                

 
 

        
  
 

          
  

 
 

  
 

      
       

 
 

         
 

 
           

 
 

           
 

 
 

    
 

    
 

        
 

  
              

  
 

 
     

 
         

  
 

 
           

 
 

 
    

 
     

 
          

 
 

               
            

 
 

        
  

                                                                                                                                                                                                
http://www.ppic.org/main/publication_show.asp?i=261 

39 Nichols, A., Mitchell, J., and Lindner, S. (July 2013). Consequences of Long-Term Unemployment. The Urban Institute. Retrieved from: 
http://www.urban.org/uploadedpdf/412887-consequences-of-long-term-unemployment.pdf 

40 Dooley, D., Fielding, J., and Levi, L. (1996). “Health and Unemployment.” Annual Review of Public Health. Vol. 17. Retrieved from 
http://www.annualreviews.org/doi/abs/10.1146/annurev.pu.17.050196.002313 

41 Walker, G.M. and Wilson, S.H. (1993). “Unemployment and health: a review.” Public Health. Retrieved from 
http://www.ncbi.nlm.nih.gov/pubmed/8511234 

42 Mejia, M. (2012, October). “The California Economy: Unemployment in 2012.” Just the Facts. Public Policy Institute of California. 
Retrieved from 
http://www.ppic.org/main/publication_show.asp?i=881 

43 Mejia.  (2012). 

44 Centers for Disease Control and Prevention (CDC). (2014). “Fact Sheet. Health Disparities in Education and Income.” Findings from the CDC 
Health Disparities and Inequalities Report – United States, 2011. Retrieved from 
http://www.cdc.gov/minorityhealth/reports/CHDIR11/FactSheets/Educationincome.pdf 

45 Healthy People. (2014). Social Determinants of Health. Healthy People 2020 Objectives. Retrieved from 
http://www.healthypeople.gov/2020/topicsobjectives2020/overview.aspx?topicid=39 

46 U.S. Department of Health and Human Services. (2011). The 2011 HHS Poverty Guidelines. Retrieved from 
http://aspe.hhs.gov/poverty/11poverty.shtml 

47 U.S. Department of Agriculture (USDA). (2012). “Key Statistics and Graphics.” Food Security in the U.S. Economic research Service. 
Retrieved from 
http://www.ers.usda.gov/topics/food-nutrition-assistance/food-security-in-the-us/key-statistics-graphics.aspx#.Uyi79ahdXOF 

48 USDA. (2012). 

49 USDA. (2012). 

50 California Pan-Ethnic Health Network. (2010).The Inextricable Connection Between Food Insecurity and Diabetes. Retrieved from 
http://www.cpehn.org/pdfs/DiabetesBrief.pdf 

51 Robert Wood Johnson Foundation. (2010). Food Insecurity and Risk for Obesity Among Children and Families: Is There a Relationship? Healthy 
Eating Research. Retrieved from 
http://www.rwjf.org/content/dam/farm/reports/reports/2010/rwjf58903 

52 Robert Wood Johnson Foundation. (2010). 

53 Dietz, R. (2003). The Social Consequences of Homeownership. Ohio State University Department of Economics. Center for Urban and Regional 
Analysis. Retrieved from 
http://www.researchgate.net/publication/228701487_The_social_consequences_of_homeownership 

54 Joint Center for Housing Studies. (2013). Reexamining the Social Benefits of Homeownership after the Housing Crisis. Harvard University. 
Retrieved from 
http://www.jchs.harvard.edu/sites/jchs.harvard.edu/files/hbtl-04.pdf 

55 Dietz. (2003). 

56 Joint Center for Housing Studies. (2013). 

57 Robert Wood Johnson Foundation. (2011) “Foreclosure Process Takes Toll on Physical, Mental Health.” RWJF Newsroom. Retrieved from 
http://www.rwjf.org/en/about-rwjf/newsroom/newsroom-content/2011/10/foreclosure-process-takes-toll-on-physical-mental-
health.html 

58 Braveman, P., Cubbin, C., Egerter, S., and Pedregon, V. (2011). Neighborhoods and Health. Issue Brief No. 8. Exploring the Social Determinants 
of Health Series. The Robert Wood Johnson Foundation Commission to Build a Healthier America. Retrieved from 
http://www.rwjf.org/content/dam/farm/reports/issue_briefs/2011/rwjf70450 

Link to Appendix A: Data Sources and Methods 
Volume 2014-003 

49 

http://www.ppic.org/main/publication_show.asp?i=261
http://www.urban.org/uploadedpdf/412887-consequences-of-long-term-unemployment.pdf
http://www.annualreviews.org/doi/abs/10.1146/annurev.pu.17.050196.002313
http://www.ncbi.nlm.nih.gov/pubmed/8511234
http://www.ppic.org/main/publication_show.asp?i=881
http://www.cdc.gov/minorityhealth/reports/CHDIR11/FactSheets/Educationincome.pdf
http://www.healthypeople.gov/2020/topicsobjectives2020/overview.aspx?topicid=39
http://aspe.hhs.gov/poverty/11poverty.shtml
http://www.ers.usda.gov/topics/food-nutrition-assistance/food-security-in-the-us/key-statistics-graphics.aspx%23.Uyi79ahdXOF
http://www.cpehn.org/pdfs/DiabetesBrief.pdf
http://www.rwjf.org/content/dam/farm/reports/reports/2010/rwjf58903
http://www.researchgate.net/publication/228701487_The_social_consequences_of_homeownership
http://www.jchs.harvard.edu/sites/jchs.harvard.edu/files/hbtl-04.pdf
http://www.rwjf.org/en/about-rwjf/newsroom/newsroom-content/2011/10/foreclosure-process-takes-toll-on-physical-mental-health.html
http://www.rwjf.org/en/about-rwjf/newsroom/newsroom-content/2011/10/foreclosure-process-takes-toll-on-physical-mental-health.html
http://www.rwjf.org/content/dam/farm/reports/issue_briefs/2011/rwjf70450


   
    

    
 

   
 

         
    

    
 

           
 

  
 

           
  

 
 

             
 

 
           

  
 

 
       

   
 

 
             

 
   

        
   

 
 

    
 

             
 

 
         

     
 

 
       

 
 

 
      

 
 

 
      

 
 

 
  

 
          

 
 

          
 

 
       

        
  

                                                                                                                                                                                                
59 Braveman, Cubbin, Egerter, and Pedregon. (2011). 

60 Braveman, Cubbin, Egerter, and Pedregon. (2011). 

61 Brennan, R., Buka, S., Kawachi, I., and Lochner, K. (2003). “Social Capital and Neighborhood Morality Rates in Chicago.” Social Science and 
Medicine. Vol. 56. Retrieved from 
http://www.ncbi.nlm.nih.gov/pubmed/12639596 

62 Macinko J., and Starfield B. (2001). “The utility of social capital in research on health determinants.” Milbank Quarterly. Vol 79, No. 3. 
Retrieved from 
http://www.jhsph.edu/research/centers-and-institutes/johns-hopkins-primary-care-policy-center/Publications_PDFs/A165.pdf 

63 Food Resource and Action Center. (2011, December). A Half-Empty Plate: Fruit and Vegetable Affordability and Access Challenges in America. 
Retrieved from 
http://frac.org/pdf/half_empty_plate_dec2011.pdf 

64Karpyn, A. and Treuhaft, S. (2010). The Grocery Gap: Who Has Access to Healthy Food and Why It Matters. Policy Link. Retrieved from 
http://www.policylink.org/atf/cf/%7B97C6D565-BB43-406D-A6D5-ECA3BBF35AF0%7D/FINALGroceryGap.pdf 

65 Food Resource and Action Center. (2011, December). A Half-Empty Plate: Fruit and Vegetable Affordability and Access Challenges in America. 
Retrieved from 
http://frac.org/pdf/half_empty_plate_dec2011.pdf 

66 Breiner, H., Parker, L., and Olson, S. (2013) Creating Equal Opportunities for a Healthy Weight. Institute of Medicine. The National Academies 
Press. Retrieved from 
http://www.nap.edu/openbook.php?record_id=18553 

67 Karpyn, A. and Treuhaft, S. (2010). The Grocery Gap: Who Has Access to Healthy Food and Why It Matters. Policy Link. Retrieved from 
http://www.policylink.org/atf/cf/%7B97C6D565-BB43-406D-A6D5-ECA3BBF35AF0%7D/FINALGroceryGap.pdf 

68 Drewnowski, A. and Eichelsdoefer, P. (2010, November). “Can Low-Income Americans Afford a Healthy Diet?” Nutrition Today. 
Retrieved from 

http://www.ncbi.nlm.nih.gov/pmc/articles/PMC2847733/ 

69 Drewnowski and Eichelsdoefer. (November). 

70Karpyn, A. and Treuhaft, S. (2010). The Grocery Gap: Who Has Access to Healthy Food and Why It Matters. Policy Link. Retrieved from 
http://www.policylink.org/atf/cf/%7B97C6D565-BB43-406D-A6D5-ECA3BBF35AF0%7D/FINALGroceryGap.pdf 

71 CDC. (2002). “Annual Smoking-Attributable Mortality, Years of Potential Life Lost, and Economic Costs-United States, 1995-1999. Morbidity 
and Mortality Weekly Report. U.S. Department of Health and Human Services. Retrieved from 
http://www.cdc.gov/mmwr/preview/mmwrhtml/mm5114a2.htm 

72 CDC. (Accessed 2014). “Health Effects of Cigarette Smoking.” Smoking and Tobacco Use. U.S. Department of Health and Human Services. 
Retrieved from 
http://www.cdc.gov/tobacco/data_statistics/fact_sheets/health_effects/effects_cig_smoking/ 

73 CDC. (Accessed 2014). “Health Effects of Cigarette Smoking.” Smoking and Tobacco Use. U.S. Department of Health and Human Services. 
Retrieved from 
http://www.cdc.gov/tobacco/data_statistics/fact_sheets/health_effects/effects_cig_smoking/ 

74 CDC. (Accessed 2014). “Health Effects of Cigarette Smoking.” Smoking and Tobacco Use. U.S. Department of Health and Human Services. 
Retrieved from 
http://www.cdc.gov/tobacco/data_statistics/fact_sheets/health_effects/effects_cig_smoking/ 

75 CDC. (Accessed 2014). “Health Effects of Cigarette Smoking.” 

76 CDC. (Accessed 2014). Adult Smoking in the United States: Current Estimates. U.S. Department of Health and Human Services. Retrieved from 
http://www.cdc.gov/tobacco/data_statistics/fact_sheets/adult_data/cig_smoking/ 

77 CDC. (Accessed 2014). Adult Smoking in the United States: Current Estimates. U.S. Department of Health and Human Services. Retrieved from 
http://www.cdc.gov/tobacco/data_statistics/fact_sheets/adult_data/cig_smoking/ 

78 CDC. (2014). “Health Effects of Secondhand Smoke.” Smoking and Tobacco Use. U.S. Department of Health and Human Services. 

Link to Appendix A: Data Sources and Methods 
Volume 2014-003 

50 

http://www.ncbi.nlm.nih.gov/pubmed/12639596
http://www.jhsph.edu/research/centers-and-institutes/johns-hopkins-primary-care-policy-center/Publications_PDFs/A165.pdf
http://frac.org/pdf/half_empty_plate_dec2011.pdf
http://www.policylink.org/atf/cf/%7B97C6D565-BB43-406D-A6D5-ECA3BBF35AF0%7D/FINALGroceryGap.pdf
http://frac.org/pdf/half_empty_plate_dec2011.pdf
http://www.nap.edu/openbook.php?record_id=18553
http://www.policylink.org/atf/cf/%7B97C6D565-BB43-406D-A6D5-ECA3BBF35AF0%7D/FINALGroceryGap.pdf
http://www.ncbi.nlm.nih.gov/pmc/articles/PMC2847733/
http://www.policylink.org/atf/cf/%7B97C6D565-BB43-406D-A6D5-ECA3BBF35AF0%7D/FINALGroceryGap.pdf
http://www.cdc.gov/mmwr/preview/mmwrhtml/mm5114a2.htm
http://www.cdc.gov/tobacco/data_statistics/fact_sheets/health_effects/effects_cig_smoking/
http://www.cdc.gov/tobacco/data_statistics/fact_sheets/health_effects/effects_cig_smoking/
http://www.cdc.gov/tobacco/data_statistics/fact_sheets/health_effects/effects_cig_smoking/
http://www.cdc.gov/tobacco/data_statistics/fact_sheets/adult_data/cig_smoking/
http://www.cdc.gov/tobacco/data_statistics/fact_sheets/adult_data/cig_smoking/


   
    

 
 

 
    

 
   

 
          

  
 

 
             

 
 

       
    

 
 

        
 

       
 

         
 

  
   

 
          

  
 

  
 

        
   

  
 

         
   

 
 

       
       

 
 

   
 

        
     

 
 

           
   

 
  

  
 

  
 

  
 

        
   

 
 

        
  

                                                                                                                                                                                                
Retrieved from 
http://www.cdc.gov/tobacco/data_statistics/fact_sheets/secondhand_smoke/health_effects/index.htm 

79 CDC. (2014). “Health Effects of Secondhand Smoke.” 

80 CDC. (2014). “Health Effects of Secondhand Smoke.” 

81 National Institutes of Health. (Accessed 2014). “Moderate and Binge Drinking.” Overview of Alcohol Consumption. U.S. Department of Health 
and Human Services. Retrieved from 
http://www.niaaa.nih.gov/alcohol-health/overview-alcohol-consumption/moderate-binge-drinking 

82 CDC. (2012) “Fact Sheet – Binge Drinking.” Alcohol and Public Health. U.S. Department of Health and Human Services. Retrieved from 
http://www.cdc.gov/alcohol/fact-sheets/binge-drinking.htm 

83 CDC. (2012). “Vital Signs: Binge Drinking Prevalence, Frequency, and Among Adults – United States, 2010.” Morbidity and Mortality Weekly 
Report. Retrieved from 
http://www.cdc.gov/mmwr/preview/mmwrhtml/mm6101a4.htm?s_cid=mm6101a4_w 

84 CDC. (2012). “Vital Signs: Binge Drinking Prevalence, Frequency, and Among Adults – United States, 2010.” 

85 CDC. (2012). “Vital Signs: Binge Drinking Prevalence, Frequency, and Among Adults – United States, 2010.” 

86 USDA. (2010). Dietary Guidelines for Americans. U.S. Department of Health and Human Services. Retrieved from 
http://www.health.gov/dietaryguidelines/dga2010/DietaryGuidelines2010.pdf 

87 USDA. (2010). 

88 Willet WC. (1994). “Diet and Health: What Should We Eat?” Science. Vol. 264 no. 5158. Retrieved from: 
http://www.sciencemag.org/content/264/5158/532.short 

89 Willet. (1994). 

90 Liu R. (2013). “Health benefits of fruit and vegetables are from addictive and synergistic combinations of phytochemicals.” American Journal 
Clinical Nutrition. Vol. 78, No. 3. Retrieved from 
http://ajcn.nutrition.org/content/78/3/517S.full 

91 Chaloupka, F., Chriqui, J., Powell, L., and Sturm, R. (2010). “Soda Taxes, Soft Drink Consumption, and Children’s Body Mass Index.” Health 
Affairs. Retrieved from 
http://content.healthaffairs.org/content/29/5/1052.full 

92 UCLA Center for Health Policy Research. (2013). “Still Bubbling Over: California Adolescents Drinking More Soda and Other Sugar-Sweetened 
Beverages.” Health Policy Brief. California Center for Public Health Advocacy. Retrieved from 
http://www.publichealthadvocacy.org/_PDFs/stillbubblingover/PolicyBrief.pdf 

93 Chaloupka, Chriqui, Powell, and Sturm. (2010). 

94 Brownell, K., Schwartz, M., and Vartanian, L. (2007). “Effects of Soft Drink Consumption on Nutrition and Health: A Systematic Review and 
Meta-Analysis.” American Journal of Public Health. American Public Health Association. Retrieved from 
http://www.ncbi.nlm.nih.gov/pmc/articles/PMC1829363/ 

95 Fryar C. and Ervin R. (2013). Caloric intake from fast food among adults: United States, 2007-2010. NCHS data brief, no 114. National Center 
for Health Statistics. Retrieved from 
http://www.cdc.gov/nchs/data/databriefs/db114.htm 

96 Fryar and Ervin. (2013). 

97 Fryar and Ervin. (2013). 

98 Fryar and Ervin. (2013). 

99 Anderson B., Rafferty A., Lyon-Callo S., Fussman C., and Imes G. (2011). “Fast-food consumption and obesity among Michigan adults.” 
Preventing Chronic Disease. Centers for Disease Control and Prevention. Retrieved from 
http://www.cdc.gov/pcd/issues/2011/jul/10_0186.htm 

Link to Appendix A: Data Sources and Methods 
Volume 2014-003 

51 

http://www.cdc.gov/tobacco/data_statistics/fact_sheets/secondhand_smoke/health_effects/index.htm
http://www.niaaa.nih.gov/alcohol-health/overview-alcohol-consumption/moderate-binge-drinking
http://www.cdc.gov/alcohol/fact-sheets/binge-drinking.htm
http://www.cdc.gov/mmwr/preview/mmwrhtml/mm6101a4.htm?s_cid=mm6101a4_w
http://www.health.gov/dietaryguidelines/dga2010/DietaryGuidelines2010.pdf
http://www.sciencemag.org/content/264/5158/532.short
http://ajcn.nutrition.org/content/78/3/517S.full
http://content.healthaffairs.org/content/29/5/1052.full
http://www.publichealthadvocacy.org/_PDFs/stillbubblingover/PolicyBrief.pdf
http://www.ncbi.nlm.nih.gov/pmc/articles/PMC1829363/
http://www.cdc.gov/nchs/data/databriefs/db114.htm
http://www.cdc.gov/pcd/issues/2011/jul/10_0186.htm


   
    

     
 

   
 

  
 

      
 

 
         

  
 

          
        

   
 

        
 

 
       

 
 

        
 

 
 

           
  

 
  

     
 

 
   

 
   

 
   

 
       

 
 

         
   

  
 

    
 

        
    

 
 

        
  

 
         

 
 

 
         

        
 

      
 

        
  

                                                                                                                                                                                                
100 Anderson, Rafferty, Lyon-Callo, Fussman, and Imes. (2011). 

101 Fryar and Ervin. (2013). 

102 Fryar and Ervin. (2013). 

103 Lee I. and  Buchner D. (2008). “The importance of walking to public health.” Medicine and Science in Sports and Exercise. Retrieved from 
http://europepmc.org/abstract/MED/18562968 

104 Tudor-Locke C. and Bassett D. (2004). “How many steps/day are enough?” Sports Medicine. Retrieved from: 
http://link.springer.com/article/10.2165/00007256-200434010-00001# 

105 Morabia A. and Costanza M. Does walking 15 minutes a day keep the obesity epidemic away? Simulation of the efficacy of a population wide 
campaign. American Journal Public Health. 2004; 94:434–440. Retrieved from: 
http://www.ncbi.nlm.nih.gov/pmc/articles/PMC1448271/ 

106 Harvard Medical School. (2009). “Walking: Your Steps to Health.” Harvard Men’s Health Watch. Retrieved from 
http://www.health.harvard.edu/newsletters/Harvard_Mens_Health_Watch/2009/August/Walking-Your-steps-to-health 

107 Harvard Medical School. (2009). “Walking: Your Steps to Health.” Harvard Men’s Health Watch. 
http://www.health.harvard.edu/newsletters/Harvard_Mens_Health_Watch/2009/August/Walking-Your-steps-to-health 

108 Pew Research Center. (2011). The Social Life of Health Information, 2011. Pew Research Center’s Internet and American Life Project. 
Retrieved from 
http://www.pewinternet.org/files/old-media/Files/Reports/2011/PIP_Social_Life_of_Health_Info.pdf 

109 Duggan, M. and Fox, S. (2013). “One in Three American Adults Have Gone Online to Figure Out a Medical Condition.” Health Online 2013. 
The Pew Research Center. Retrieved from 
http://www.pewinternet.org/2013/01/15/health-online-2013/ 

110 Pew Research Center. (2013). The Diagnostic Difference. Pew Research Center’s Internet and American Life Project. Retrieved from 
http://www.pewinternet.org/2013/01/15/health-online-2013/ 

111 Pew Research Center. (2013). 

112 Pew Research Center. (2011). 

113 Pew Research Center. (2011). 

114 Healthy People. (Accessed 2014). “General Health Status.” Foundation Health Measures. Retrieved from 
http://www.healthypeople.gov/2020/about/genhealthabout.aspx# 

115 Erickson, P., Franks, P., and Gold M. (1996). “Assessing the health of the nation: The predictive validity of a preference-based measure and 
self-rated health.” Med Care. Retrieved from 
http://www.ncbi.nlm.nih.gov/pubmed/8632690 

116 Healthy People. (Accessed 2014). “General Health Status.” 

117 Kennedy, B. (1998). “Income Distribution, Socioeconomic Status, and Self rated Health in the United States: multilevel analysis.” British 
Medical Journal. Retrieved from 
http://www.bmj.com/content/317/7163/917 

118 CDC. (2011, December). Disability and Health. cdc.gov. Retrieved from 
http://www.cdc.gov/ncbddd/disabilityandhealth/data.html 

119 Agency for Healthcare Research and Quality (AHRQ). (Accessed 2014). Chronic Condition Indicator. Healthcare Cost and Utilization Project. 
Retrieved from 
http://www.hcup-us.ahrq.gov/toolssoftware/chronic/chronic.jsp 

120 Goodman, R.A., Posner, S.F., Huang, E.S., Parekh, A.K., Koh, H.K. (2013). Defining and Measuring Chronic Conditions: Imperatives for 
Research, Policy, Program, and Practice. cdc.gov. Retrieved from http://www.cdc.gov/pcd/issues/2013/12_0239.htm 

121 CDC. (2008). California: Burden of Chronic Disease. cdc.gov. http://www.cdc.gov/chronicdisease/states/pdf/california.pdf 

Link to Appendix A: Data Sources and Methods 
Volume 2014-003 

52 

http://europepmc.org/abstract/MED/18562968
http://link.springer.com/article/10.2165/00007256-200434010-00001
http://www.ncbi.nlm.nih.gov/pmc/articles/PMC1448271/
http://www.health.harvard.edu/newsletters/Harvard_Mens_Health_Watch/2009/August/Walking-Your-steps-to-health
http://www.health.harvard.edu/newsletters/Harvard_Mens_Health_Watch/2009/August/Walking-Your-steps-to-health
http://www.pewinternet.org/files/old-media/Files/Reports/2011/PIP_Social_Life_of_Health_Info.pdf
http://www.pewinternet.org/2013/01/15/health-online-2013/
http://www.pewinternet.org/2013/01/15/health-online-2013/
http://www.healthypeople.gov/2020/about/genhealthabout.aspx
http://www.ncbi.nlm.nih.gov/pubmed/8632690
http://www.bmj.com/content/317/7163/917
http://www.cdc.gov/ncbddd/disabilityandhealth/data.html
http://www.hcup-us.ahrq.gov/toolssoftware/chronic/chronic.jsp
http://www.cdc.gov/pcd/issues/2013/12_0239.htm
http://www.cdc.gov/chronicdisease/states/pdf/california.pdf


   
    

        
  

 
       

    
    

 
       

 
  

        
 

  
                       

       
  

 
           

 
 

              
       

 
 

    
 

   
 

         
    

 
 

         
    

 
 

         
  
 

       
    

  
 

            
        

  
 

  
 

                
 

 
  

                
  

  
 
 

        
  

                                                                                                                                                                                                
122 CDC. (2012, August). Chronic Disease and Health Prevention. Cdc.gov. Retrieved from 

http://www.cdc.gov/chronicdisease/overview/index.htm 

123 Anderson B, Rafferty AP, Lyon-Callo S, Fussman C, Imes G. Fast-food consumption and obesity among Michigan adults. Preventing Chronic 
Disease 2011; 8(4):A71. Retrieved from: 
http://www.cdc.gov/pcd/issues/2011/jul/10_0186.htm 

124 CDC. (Accessed 2014). Body Mass Index: Considerations for Practitioners. U.S. Department of Health and Human Services. Retrieved from 
http://www.cdc.gov/obesity/downloads/bmiforpactitioners.pdf 

125 CDC. (Accessed 2014). Body Mass Index: Considerations for Practitioners. U.S. Department of Health and Human Services. Retrieved from 
http://www.cdc.gov/obesity/downloads/bmiforpactitioners.pdf 

126 Ogden CL, Carroll MD, Curtin LR, Lamb MM, Flegal KM. Prevalence of High Body Mass Index in US Children and Adolescents, 2007-2008. 
JAMA. 2010; 303(3):242-249. Retrieved from: 
http://jama.jamanetwork.com/article.aspx?articleid=185233 

127127Visscher T., Seidell J. The Public Health Impact of Obesity Annual Review of Public Health 2001; 303: 242-249 Retrieved from: 
http://www.annualreviews.org/doi/abs/10.1146/annurev.publhealth.22.1.355 

128 Martin, J.A., Hamilton, B.E., Ventura, S.J., Osterman, M.J.K., Mathews, T.J. (2013, June 28). National Vital Statistics Report – Births: Final Data 
for 2011. Centers for Disease Control, National Center for Health Statistics, National Vital Statistics System (62)1. Retrieved from 
http://www.cdc.gov/nchs/data/nvsr/nvsr62/nvsr62_01.pdf 

129 Martin, Hamilton, Ventura, Osterman, and Mathews. (2013). 

130 Martin, Hamilton, Ventura, Osterman, and Mathews. (2013). 

131 Pfunter, A., Wier, L.M., Stocks, C. (2013, September). Most Frequent Conditions in U.S. Hospitals, 2011. Agency for Healthcare Research and 
Quality. Statistical Brief #162. Retrieved from 
http://www.hcup-us.ahrq.gov/reports/statbriefs/sb162.pdf 

132 Pfunter, A., Wier, L.M., Stocks, C. (2013, September). Most Frequent Conditions in U.S. Hospitals, 2011. Agency for Healthcare Research and 
Quality. Statistical Brief #162. Retrieved from 
http://www.hcup-us.ahrq.gov/reports/statbriefs/sb162.pdf 

133 Research and Analytic Studies Division. (2014). 2011 Medi-Cal Birth Statistics. Department of Health Care Services. Homepage: 
http://www.dhcs.ca.gov/dataandstats/statistics/Pages/RASD_Default.aspx 

134 Cohen, A., Dey, A., and Pratt, L. (2007). “Characteristics of adults with serious psychological distress as measured by the K6 scale: United 
States, 2001-2004.” Advance Data. Retrieved from 
http://www.ncbi.nlm.nih.gov/pubmed/17432488?report=docsum 

135 Mechanic, D. and McAlpine, D. (2000). “Utilization o f specialty mental health care among persons with severe mental illness: the roles of 
demographics, need, insurance and risk.” Health Services Research. Retrieved from 
http://www.ncbi.nlm.nih.gov/pubmed/10778815 

136 Mechanic and McAlpine. (2000). 

137 Pratt L. (March 2009). “Serious Psychological Distress, as Measured by the K6, and Mortality.” Annals of Epidemiology. Vol. 19. 
Retrieved from 
http://www.annalsofepidemiology.org/article/S1047-2797(08)00364-5/abstract 

138 Bialostosky, K. Blumberg, S., Briefel, R., and Hamilton, W. (1999.)“The Effectiveness of a Short Form of the Household Food Security Scale.” 
American Journal of Public Health. Retrieved from 
http://www.ncbi.nlm.nih.gov/pmc/articles/PMC1508674/ 

Link to Appendix A: Data Sources and Methods 
Volume 2014-003 

53 

http://www.cdc.gov/chronicdisease/overview/index.htm
http://www.cdc.gov/pcd/issues/2011/jul/10_0186.htm
http://www.cdc.gov/obesity/downloads/bmiforpactitioners.pdf
http://www.cdc.gov/obesity/downloads/bmiforpactitioners.pdf
http://jama.jamanetwork.com/article.aspx?articleid=185233
http://www.annualreviews.org/doi/abs/10.1146/annurev.publhealth.22.1.355
http://www.cdc.gov/nchs/data/nvsr/nvsr62/nvsr62_01.pdf
http://www.hcup-us.ahrq.gov/reports/statbriefs/sb162.pdf
http://www.hcup-us.ahrq.gov/reports/statbriefs/sb162.pdf
http://www.dhcs.ca.gov/dataandstats/statistics/Pages/RASD_Default.aspx
http://www.ncbi.nlm.nih.gov/pubmed/17432488?report=docsum
http://www.ncbi.nlm.nih.gov/pubmed/10778815
http://www.annalsofepidemiology.org/article/S1047-2797(08)00364-5/abstract
http://www.ncbi.nlm.nih.gov/pmc/articles/PMC1508674/

	How to Read this Report
	Study Population:
	Eligibility Pathway of Study Population

	Findings: Age and Gender in Medi-Cal’s Nonelderly Adult Population
	Findings: Race and Ethnicity in Medi-Cal’s Nonelderly Adult Population
	Findings: Regional Distribution in Medi-Cal’s Nonelderly Adult Population
	Findings: Percentage of Nonelderly Adults Enrolled in Medi-Cal by County
	Findings: Citizenship Status in Medi-Cal’s Nonelderly Population
	Findings: Number of Years in the U.S. in Medi-Cal’s Nonelderly Adult Population
	Findings: Language Spoken by the Nonelderly Medi-Cal Population
	Findings: Language of Interview in California’s Nonelderly Adult Population
	Findings: Percent of Nonelderly Adult Medi-Cal Beneficiaries with a Primary Language Other than English
	Findings: Marital Status in California’s Nonelderly Adult Population
	Findings: Education Level in California’s Nonelderly Adult Population
	Findings: Employment Status in California’s Nonelderly Adult Population
	Findings: Federal Poverty Level Status in California’s Nonelderly Adult Population
	Findings: Federal Poverty Level Status at 138% in California’s Nonelderly Adult Population
	Findings: Food Insecurity in California’s Nonelderly Adult Population
	Findings: Renting/Owning a Home in California’s Nonelderly Adult Population
	Findings: Feeling of Safety in the Neighborhood in California’s Nonelderly Adult Population
	Findings: Feeling that Neighbors Help One Another in California’s Nonelderly Adult Population
	Findings: Ability to Find Fruit and Vegetables in the Neighborhood in California’s Nonelderly Adult Population
	Findings: Ability to Find Affordable Fruit and Vegetables in the Neighborhood in California’s Nonelderly Adult Population
	Findings: Smoking in California’s Nonelderly Adult Population
	Findings: Smoking in the Household in California’s Nonelderly Adult Population
	Findings: Binge Drinking in California’s Nonelderly Adult Population
	Findings: Eating Three or More Fruits or Vegetables per Day in California’s Nonelderly Adult Population
	Findings: Soda Consumption in California’s Nonelderly Adult Population
	Findings: Fast-Food Consumption in California’s Nonelderly Adult Population
	Findings: Walking for 10 Minutes in California’s Nonelderly Adult Population
	Findings: Internet Use in California’s Nonelderly Adult Population
	Findings: Comfort Level with Internet Applications in California’s Nonelderly Adult Population
	Findings: Self-Reported Health Status in California’s Nonelderly Adult Population
	Findings: Disability in California’s Nonelderly Adult Population
	Findings: Chronic Conditions in Medi-Cal’s Nonelderly Adult Population
	Findings: Obesity in California’s Nonelderly Adult Population
	Findings: Pregnancy Status in California’s Nonelderly Adult Population
	Findings: Serious Psychological Distress in Medi-Cal’s Nonelderly Adult Population
	Appendix A: Data Sources and Methods
	Data Sources
	The California Health Interview Survey (CHIS)
	Medi-Cal Administrative Data

	Methods
	Food Insecurity
	Number of Chronic Conditions
	Body Mass Index (BMI) and definition of BMI and overweight
	Serious Psychological Distress


	End Notes
	Appendix B - CHIS Report v16.pdf
	How to Read this Report
	Study Population:
	Eligibility Pathway of Study Population

	Findings: Age and Gender in Medi-Cal’s Nonelderly Adult Population
	Findings: Race and Ethnicity in Medi-Cal’s Nonelderly Adult Population
	Findings: Regional Distribution in Medi-Cal’s Nonelderly Adult Population
	Findings: Percentage of Nonelderly Adults Enrolled in Medi-Cal by County
	Findings: Citizenship Status in Medi-Cal’s Nonelderly Population
	Findings: Number of Years in the U.S. in Medi-Cal’s Nonelderly Adult Population
	Findings: Language Spoken by the Nonelderly Medi-Cal Population
	Findings: Language of Interview in California’s Nonelderly Adult Population
	Findings: Percent of Nonelderly Adult Medi-Cal Beneficiaries with a Primary Language Other than English
	Findings: Marital Status in California’s Nonelderly Adult Population
	Findings: Education Level in California’s Nonelderly Adult Population
	Findings: Employment Status in California’s Nonelderly Adult Population
	Findings: Federal Poverty Level Status in California’s Nonelderly Adult Population
	Findings: Federal Poverty Level Status at 138% in California’s Nonelderly Adult Population
	Findings: Food Insecurity in California’s Nonelderly Adult Population
	Findings: Renting/Owning a Home in California’s Nonelderly Adult Population
	Findings: Feeling of Safety in the Neighborhood in California’s Nonelderly Adult Population
	Findings: Feeling that Neighbors Help One Another in California’s Nonelderly Adult Population
	Findings: Ability to Find Fruit and Vegetables in the Neighborhood in California’s Nonelderly Adult Population
	Findings: Ability to Find Affordable Fruit and Vegetables in the Neighborhood in California’s Nonelderly Adult Population
	Findings: Smoking in California’s Nonelderly Adult Population
	Findings: Smoking in the Household in California’s Nonelderly Adult Population
	Findings: Binge Drinking in California’s Nonelderly Adult Population
	Findings: Eating Three or More Fruits or Vegetables per Day in California’s Nonelderly Adult Population
	Findings: Soda Consumption in California’s Nonelderly Adult Population
	Findings: Fast-Food Consumption in California’s Nonelderly Adult Population
	Findings: Walking for 10 Minutes in California’s Nonelderly Adult Population
	Findings: Internet Use in California’s Nonelderly Adult Population
	Findings: Comfort Level with Internet Applications in California’s Nonelderly Adult Population
	Findings: Self-Reported Health Status in California’s Nonelderly Adult Population
	Findings: Disability in California’s Nonelderly Adult Population
	Findings: Chronic Conditions in Medi-Cal’s Nonelderly Adult Population
	Findings: Obesity in California’s Nonelderly Adult Population
	Findings: Pregnancy Status in California’s Nonelderly Adult Population
	Findings: Serious Psychological Distress in Medi-Cal’s Nonelderly Adult Population
	Appendix A: Data Sources and Methods
	Data Sources
	The California Health Interview Survey (CHIS)
	Medi-Cal Administrative Data

	Methods
	Food Insecurity
	Number of Chronic Conditions
	Body Mass Index (BMI) and definition of BMI and overweight
	Serious Psychological Distress


	Appendix B: Detail Data for California Maps (Figures 8 & 13)
	End Notes




