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Health Disparities in the Medi-Cal Population
Services for Substance Use Disorders

Substance use disorders are prevalent in the United States (U.S.) and a financial burden to the 
economy.  It has been estimated that alcohol abuse costs the U.S. $223 billion in 2006,1 and drug 
abuse costs $193 billion in 2007.2  In 2013, 21.6 million Americans, aged 12 or older, reported 
substance use in the past year (8.2% of the U.S. population).3  About 17.3 million reported alcohol 
abuse and 6.9 million reported drug abuse.3  In California, 11.3% of adults reported drug use 
in the past month and 23.8% reported binge drinking.4  In addition to improving quality of life, 
treatment for substance use disorders can reduce the costs of 

drug- and alcohol-related crime, theft, and health care.5-6

In 2012, both national and California commercial health plans reported low rates 
of members initiating (39%7 and 29%,8 respectively) and engaging (14%7 and 
10%,8 respectively) in alcohol and other drug dependence treatment.  Initiation 
and engagement in alcohol and other drug dependence treatment was also low 
for Medicaid members (39% and 11%, respectively).7   

Among Medi-Cal members, Asians/Pacific Islanders had the highest rate of initiation in alcohol or drug abuse 
treatment and American Indians/Alaskan Natives had the lowest rate (see Figure).  American Indians/Alaskan 
Natives also had the lowest rate of engagement in alcohol or drug abuse treatment.

Figure

Rate of Adult Medi-Cal Members Who Initiated or Engaged in Alcohol or Drug Dependence 
Treatment, by Race/Ethnicity, 2012
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Health Disparities in the Medi-Cal Population
Annual HIV Visit

The Centers for Disease Control and Prevention Human Immunodeficiency Virus (HIV) 
surveillance report indicated that HIV continues to be a serious health issue.1  It is estimated that 
1,144,500 people, aged 13 and older, are living with HIV in the United States, including 180,900 
who are unaware of their HIV status.1  The highest prevalence rate is among African Americans/
Blacks and Latinos, and the lowest rate is among Whites and Asians.1  California has been 
significantly impacted by HIV/AIDS and, at the end of 2013, there were 218,075 people living with 
HIV/AIDS in the state.2  

Routine medical visits for HIV patients are important for optimal 
care and treatment so their CD4 cell counts and HIV viral load can 
be monitored.3  Failing to access health care has been associated 
with increased mortality,4 low CD4 counts, and lack of prescribed 
antiretroviral therapy.3  

Among HIV-positive California Medi-Cal adults, aged 18 to 64, 
American Indians/Alaskan Natives were more likely to have visited a 
doctor two or more times with a minimum of 90 days between visits 
(64%), and Latinos (42%) were least likely (see Figure).

Figure

HIV/AIDS Medical Visits for Adults Aged 18-64 in the Medi-Cal Population, 
by Race/Ethnicity, 2012
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Health Disparities in the Medi-Cal Population
Mammography Screening

Breast cancer is the most common cancer among women.1  In 2011, White women had the highest 
incidence of breast cancer, while African American/Black women had the highest mortality rate in 
the United States (U.S.).2  

In 2011, the age-adjusted rate of breast cancer for California 
women was 122 per 100,000 women, with the incidence 
being highest in White women (123), followed by African 

American/Black (121) and Latino (92) women.3  African American/Black 
women had the highest mortality rate (32), while Latino women had the 
lowest (14).3  

Getting mammograms regularly can lower the risk of dying from breast cancer.4  In 2012, rates of mammography 
screening for females, aged 42 to 69, enrolled in commercial plans both nationally5 and in California6 were higher 
(70% and 76%, respectively) than those enrolled in Medicaid (52%).5   

In the California Medi-Cal population, rates for mammography screening (48%) were lower than those 
for commercial plans and Medicaid (see Figure).  Asian/Pacific Islander women were more likely to have a 
mammogram in the past two years (54%), followed by Latino (52%), Other (50%), White (44%), African American/
Black (39%), and American Indian/Alaskan Native (37%) women.

Figure

Rate of Medi-Cal Women Aged 42 to 69 that Received a Mammogram in the Past 
Two Years, by Race/Ethnicity, 2012
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Health Disparities in the Medi-Cal Population
Cervical Cancer Screening

Cervical cancer was the leading cause of cancer deaths in women in the United States (U.S.) until 
increased Pap testing resulted in significant decreases in the number of cervical cancer cases 
and deaths.1  In the U.S., Latino women are most likely to get cervical cancer, followed by African-
Americans/Blacks, Whites, American Indians/
Alaskan Natives, and Asians/Pacific Islanders.2

Six out of 10 cervical cancers occurred in women 
who had never had a Pap test or who had not been 

screened in the past 5 years.3  Regular Pap testing can detect 
cervical cancer in its early stages, which is highly treatable.1  The 
five-year relative survival rate for early stages of invasive cervical 
cancer is 93%.4

In 2012, rates of Pap test screening for women, aged 24 to 
64, enrolled in commercial health plans both nationally5 and in 
California6 (76% and 81%, respectively) were higher than those 
enrolled in Medicaid (50%)5 and California Medi-Cal (50%).

In the California Medi-Cal population, aged 24 to 64, Asian/Pacific Islander women were more likely to have a 
Pap test in the past three years (54%), followed by Latino (53%), Other (52%), African American/Black (48%), 
White (45%), and American Indian/Alaskan Native (43%) women (see Figure).

Figure

Rate of Medi-Cal Women Aged 24 to 64 that Received a PapTest for Cervical Cancer in the Past 
Three Years, by Race/Ethnicity, 2012
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Health Disparities in the Medi-Cal Population
Chlamydia Screening

Chlamydia trachomatis is the most common sexually transmitted disease (STD) in the United 
States (U.S.).1  According to the Centers for Disease Control and Prevention (CDC), 1,422,946 
people were infected with chlamydia in 2012.1  Chlamydia is more prevalent among females, 
ages 15 to 24.1  In California, there are over 100,000 chlamydia cases among women every 
year.1  Similar to the U.S., regardless of gender, the incidence of Chlamydia is highest among 
African Americans/Blacks and lowest among Asians/Pacific Islanders and Whites.2  

According to CDC, it is essential that sexually active young adults are routinely 
screened,3 since the majority of women who have chlamydia do not experience 
symptoms.4  The main objective of chlamydia screening is to prevent pelvic 
inflammatory disease, infertility, and ectopic pregnancy, all of which have very high 
rates of occurrence among women with untreated chlamydia infection.4

In 2012, rates of chlamydia screening for sexually active women, aged 21 to 24, 
enrolled in commercial health plans both nationally5 and in California6 (49% and 
57%, respectively) were lower than those enrolled in Medicaid (64%).5  

In the California Medi-Cal population, a little over half of the sexually active women, aged 21 to 24, had one or 
more chlamydia test (54%) in 2012 (see Figure).  African American/Black women were more likely to have been 
screened for Chlamydia (58%), followed by Latino (55%), American Indian/Alaskan Native (53%), Asian/Pacific 
Islander (52%), White (51%), and Other women (46%).

Figure

Rate of Sexually Active Medi-Cal Women Aged 21 to 24 Who had One 
or More Chlamydia Tests, by Race/Ethnicity, 2012
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Health Disparities in the Medi-Cal Population
Postpartum Care Visits

Postpartum care is an important determinant of successful health and quality health care 
outcomes for women giving birth.1  Postpartum visits can address any adverse effects associated 
with child birth, such as persistent bleeding, pain, and infections.2  In California, 89% of women 
reported having a postpartum medical visit in 2011.3  Asians/  PHOTOPacific Islanders (93%) reported the highest rate of having a 
postpartum visit, while Whites (86%) and African Americans/
Blacks (84%) had the lowest.3  

The postpartum visit is also a good time to assess and treat any emotional 
problems, particularly postpartum depression. In California, over 13% 
of women reported experiencing postpartum depression, with African 
Americans/Blacks reporting the highest rate (22%) and Whites (11%) 
reporting the lowest.3  

In 2012, rates of timely postpartum care for members enrolled in commercial 
health plans both nationally4 and in California5 (80% and 87%, respectively) 
were higher than those enrolled in Medicaid (63%).4  

In the California Medi-Cal population, slightly under 50% of women had a 
postpartum visit in 2012 (see Figure).  Latino women were most likely to 
have a postpartum visit (53%), followed by Other (48%), Asian/Pacific Islander (47%), White (45%), American 
Indian/Alaskan Native (36%), and African American/Black women (33%).

Figure

Postpartum Visit (21-56 Days After Delivery) Rate for the Adult Medi-Cal Population, 
by Race/Ethnicity, 2012
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Health Disparities in the Medi-Cal Population
Schizophrenia Medication Adherence

Survey research has found that approximately 1.1% of the adult American population has 
schizophrenia.1  National claims data in 2002 estimated a prevalence of diagnosed schizophrenia 
of 5.1 per 1,000 lives.2  People with schizophrenia have health care utilization rates above 60%.1

The national overall cost of schizophrenia has been 
estimated at $62.7 billion annually, of which $22.7 
billion were direct health care costs.2  Antipsychotic 
medications have proven to be effective in treating 

this disorder and adherence to schizophrenia medication3 keeps 
symptoms under control and prevents relapse.4

In the California Medi-Cal population, nearly 80% of patients, 
aged 19 to 64, diagnosed with schizophrenia remained on their 
antipsychotic medication for at least 80% of their treatment period 
(see Figure).  African American/Black patients were least likely 
to remain on their antipsychotic medication (71%), followed by 
American Indians/Alaskan Natives (76%), Latinos (78%), Whites 
(83%), Asians/Pacific Islanders (84%), and Others (85%).

Figure

Rate of Medi-Cal Members Aged 19 to 64 with a Diagnosis of Schizophrenia that were 
Dispensed an Antipsychotic and Remained on Antipsychotic Medication for at Least 80% 

of their Treatment Period, by Race/Ethnicity, 2012
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Health Disparities in the Medi-Cal Population
Breastfeeding

Breastfeeding is one of the most effective measures to prevent diseases among mothers and their 
infants.1  The American Academy of Pediatrics and the World Health Organization recommend 
that a mother exclusively breastfeed for at least six months.2  While 75% of mothers in the 
United States initiate breastfeeding, only 13% exclusively breastfeed at the end of six months.1

Additionally, research has shown that breastfeeding rates among African Americans/Blacks 
are significantly lower.1  However, women who reported giving birth in hospitals that supported 
breastfeeding were more likely to exclusively breastfeed at three months postpartum.3

Among California women, Asians/Pacific Islanders, Whites, and Latinos 
reported higher rates of having ever breastfed than African Americans/
Blacks (see Figure).  African Americans/Blacks and Latinos reported the 
lowest rates of exclusive breastfeeding three months after delivery as 
compared to Whites and Asians/Pacific Islanders.  

Among California Medi-Cal women, African Americans/Blacks reported the 
lowest rate of having ever breastfed.  Also, African Americans/Blacks and 
Latinos reported the lowest rates of exclusive breastfeeding three months 
after delivery.  Overall, women with Medi-Cal were slightly less likely to 
report having breastfed than Californians in general, with the exception of 
exclusive breastfeeding at three months among Asians/Pacific Islanders.

Figure

Rate of Ever Breastfeeding and Exclusive Breastfeeding at 3 Months 
Postpartum Among California and Medi-Cal Women, by Race/Ethnicity, 2011
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Source: California Department of Public Health, Maternal, Child, and Adolescent Health Program, Maternal and Infant Health Assessment 
Survey, 2011 (www.cdph.ca.gov/miha).
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Health Disparities in the Medi-Cal Population
Health Maintenance Organization

Many people in the United States are enrolled in some type of managed care plan (e.g., Health 
Maintenance Organization (HMO), preferred provider organization).1  Participation in these plans 
enables people to have coordinated care, ongoing referrals to specialists, and access to an 
organized system of health care to obtain quality 
care.2-3  Research noted that health plans’ ability 
to implement system-wide changes in care led to 
the prevention of neonatal group B streptococcal 

infections, improved public health tuberculosis surveillance, and a 
decrease in postoperative infections.3-4

Among Californians, American Indians/Alaskan Natives and 
Whites were the least likely to report being in a HMO, while African 
Americans were the most likely in both 2009 and 2011-12 (see 
Figure).

In the California Medi-Cal population, the Multiracial group (43%) 
and American Indians/Alaskan Natives (45%) were the least likely 
to report being in a HMO as compared to African Americans (62%) in 2009.  However, in 2011-12, the Multiracial 
group (67%) was more likely to report being in a HMO as compared to American Indian/Alaskan Native (42%).  
Due to small sample sizes, the percentages for Native Hawaiians/Pacific Islanders were unreportable for Medi-
Cal and California in general.

Figure

Rate of People in California and Medi-Cal in Managed Care Health Plans, 
by Race/Ethnicity, 2009 and 2011-12
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