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Preface 

Timely access to health care is an important feature of a high-performing health system. 
There is, however, very little evidence to inform metrics and appropriate benchmarks for 
performance. Given the limitations of the literature, the state of California has taken the lead in 
developing metrics, standards, and an evolving methodology for collecting the data needed to 
monitor timely access to care. The California Department of Managed Health Care (DMHC) has 
developed the Provider Appointment Availability Survey (PAAS), which health plans regulated 
by the department are required to implement. The PAAS methodology has changed over time to 
address issues with the data collection and reporting process. The DMHC is required to develop 
final regulations regarding the methodology by January 2020.  

Health plans that are required to implement the survey and report timely access data to the 
DMHC have raised a number of concerns about the methodology. In this report we describe and 
document the issues raised by the health plans and other stakeholders and identify and assess 
potential solutions. The results of this work should be of interest to policymakers, health plans, 
health care providers, and heath care consumers. 

This research was funded by the California Association of Health Plans and carried out 
within the Access and Delivery Program of RAND Health Care.  

RAND Health Care, a division of the RAND Corporation, promotes healthier societies by 
improving health care systems in the United States and other countries. We do so by providing 
health care decisionmakers, practitioners, and consumers with actionable, rigorous, objective 
evidence to support their most complex decisions. 

For more information, see www.rand.org/health-care, or contact 

 
RAND Health Care Communications 
1776 Main Street 
P.O. Box 2138 
Santa Monica, CA 90407-2138 
(310) 393-0411, ext. 7775 
RAND_Health-Care@rand.org 
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Summary 

Timely access to care is an important element of a high-performing health care system. There 
is, however, very little evidence to inform metrics and appropriate benchmarks (Institute of 
Medicine, 2015). Given the limitations of the literature, the state of California has taken the lead 
in developing metrics, standards, and a methodology for collecting the needed data for 
monitoring timely access to care in California. The California Department of Managed Health 
Care (DMHC) has developed the Provider Appointment Availability Survey (PAAS), which 
health plans that offer products regulated by the department are required to implement. The 
PAAS methodology has changed over time to address issues with the data collection and 
reporting process, but the methodology is set to be finalized in January 2020. Health plans have 
faced numerous challenges in collecting and reporting this information. In this report we focus 
on two specific concerns with the methodology that have been raised by health plans and 
other stakeholders:  

1. The burden associated with the PAAS, particularly on providers. There is concern 
that the survey places a higher burden on providers than is necessary because each health 
plan collects data individually. As a result, providers who contract with multiple health 
plans and work in multiple counties could be surveyed multiple times. This contributes to 
survey fatigue and likely increases the nonresponse rate for the survey, ultimately 
reducing the quality of the data available for consumers. 

2. A change in methodology between measurement year (MY) 2017 and MY 2018 that 
removed a question from the survey script and changed the way compliance is 
measured. The methodology change between MY 2017 and MY 2018 removed a 
question in the survey about the availability of another provider. Prior to MY 2018, if the 
surveyed provider did not have an appointment available within the required time frame, 
a second question was asked about whether there was another provider in the office who 
had an appointment available sooner. The concern about removing this question is that 
the survey’s focus on the availability of a specific provider does not reflect the way 
patients experience care and does not provide a comprehensive picture of the access that 
health plans offer. In the case of practices with multiple providers, when patients call for 
an appointment with a specific physician and he or she is not available within the 
patient’s desired time frame, the practice scheduler will often be able to identify a 
different physician or advance practice clinician who can see the patient sooner. The 
removal of this question from the survey changes the measure of compliance to focus 
narrowly on a specific provider rather than the office as a whole, when the office 
provides a better representation of the actual access that a patient would experience. 

We use a multipronged approach to describe and document each of these issues and identify 
and assess potential solutions. We conducted an environmental scan of timely access issues, 
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undertook discussions with stakeholders, and analyzed MY 2017 PAAS data for a subset of 
health plans. 

Addressing Provider Burden 

We identified and assessed seven options for reducing the burden associated with the timely 
access data collection and reporting: 

1. Centralized sampling with no other changes to the methodology. In this option 
there is a single entity that collects the contact information and draws the sample for 
each health plan. The sampling entity identifies the overlap in providers across the 
samples and allocates providers to health plans for data collection, ensuring that each 
provider is only surveyed once. The data collected by health plans are provided to the 
sampling entity, and information about provider availability is shared with all relevant 
health plans. This option could also be implemented with centralized data collection 
to facilitate the data sharing process. 

2. Centralized sampling, with sampling strategy designed to leverage overlap 
between health plans. This option extends the sampling methodology that is used 
within health plans to be used across health plans to take advantage of the overlap in 
doctors between plans and minimize the number of providers sampled. In this option, 
sampling would begin with the health plan that has the largest number of unique 
providers in its contact list. Once the initial sample is drawn, the sampling would 
proceed in order of size by health plan. The first step in drawing the sample for the 
second largest health plan would be to identify which providers from the initial 
sample are also contracted with the second health plan. These providers would 
automatically be included in the second health plan’s sample. If additional providers 
are needed to reach the target sample size, providers would be randomly sampled 
from the second largest health plan’s contact list to fill out their sample. This creates a 
running sample that includes providers from the largest and second largest health 
plans. The process then proceeds through all health plans. 

3. Sampling office locations rather than specific providers. This option changes the 
sampling unit from providers to office locations. This would expand the way that the 
Federally Qualified Health Centers are treated in the sampling methodology to all 
office locations. It would also reflect the way that patients generally access care, 
through a provider office with potential access to any of the physicians and advance 
practice clinicians in that office. Applying this more broadly would require building a 
contact list at this more aggregated level and adjusting the survey question to ask 
about the next available appointment at that office location rather than with a 
specific provider. 

4. Improving contact data. A large proportion of the providers contacted for 
participation in the survey are deemed ineligible. This is driven in large part by 
quality issues with the contact data. Investing time and resources up front to improve 
the quality of the contact data could reduce the burden of data collection by reducing 
the number of ineligible responses and thus the number of providers that must 
be called. 
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5. Updating the target sample size to reflect ineligibles. This option reduces burden 
by reducing the number of providers that have to be surveyed. Under the 
methodology used for MY 2018, target sample sizes are determined based on the 
number of providers in the network/county combination in the contact list. The target 
sample size is static and does not adjust as the data collection progresses. For health 
plans with a high rate of ineligibles, the target sample size is based on a count of 
providers in the network/county that is much larger than the actual number. As such, 
the target sample size is larger than is needed for the desired statistical precision, and 
it can be difficult for health plans with a high rate of ineligibles to meet their target 
sample size. Adjusting the target sample size to better reflect the actual number of 
eligible providers in the network/county combination would reduce the number of 
calls that have to be made and thus the burden on providers. 

6. Making greater use of nonsurvey methods of data collection. Legislation and the 
current methodology allow other ways to gather information about provider 
appointment availability. One option currently available is for the health plan to 
collect appointment availability data by querying appointment systems, but very few 
health plans report using this method due to technical difficulties. Advanced access 
models are noted in the legislation, requiring timely access data collection and 
reporting as a way to comply with the time-elapsed standards. However, this is not 
currently incorporated into the methodology. Making greater use of these nonsurvey 
methods would reduce the burden on providers.  

7. Improving communication and outreach to providers. This option would reduce 
provider burden by reducing nonresponse. Some health plans with higher response 
rates attribute it to the outreach and education they do with providers about the 
importance of the survey. Because many providers and office locations are being 
surveyed multiple times under the current methodology, the likelihood of 
nonresponse may increase after the first plan surveys them. This could be due to 
fatigue or could be due to confusion on the part of the providers because they may not 
realize that they can be surveyed multiple times. Standardized directions and 
information provided by all health plans that makes clear the importance of the 
survey and the possibility that providers may be asked to provide information to 
multiple health plans could potentially help reduce nonresponse. 

A high-level summary of our assessment of these options is provided in Table S.1. The high, 
medium, and low ratings on the effectiveness and ease of implementation are relative to the other 
options considered. For both effectiveness and ease of implementation a rating of high is best. 
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Table S.1. The Assessment of Options for Reducing Provider Burden Associated with the Provider 
Appointment Availability Survey 

Option Effectiveness Ease Summary 
Centralized sampling High Medium Could reduce outreach attempts by 60% for primary care 

providers (PCPs) and by 72% for specialists. 
Implementation could build upon existing shared services 
model. 

Centralized sampling and 
leveraging overlap 

High Low Could reduce outreach attempts compared with MY 2018 
methods by 60% for PCPs in Los Angeles County. 
Implementation would require development of statistical 
weighting to generate representative results. Based on 
method currently used within health plans. 

Surveying office locations High Low Could reduce outreach attempts by 70% for PCPs. There 
are implementation challenges with definitions and 
statistical weighting. 

Improving contact list data Medium Medium Expected to reduce number of ineligibles by 
approximately 50% and overall sample by 11%. Some 
challenges in implementation, but over time could take 
advantage of centralized provider directory. 

Updating target sample size to 
reflect ineligibles 

Low High Expected to reduce number of outreach attempts to reach 
target sample sizes. Easy to implement with lookup table 
included in PAAS instructions. 

Making greater use of nonsurvey 
methods 

High Medium Potential effect is large if there is a move to other modes 
of data collection and reporting. These changes could 
require significant investment in information technology 
and/or large changes to methodology. 

Improving communication and 
outreach 

Low High Providers may be more inclined to respond, but the effect 
is likely small. Implementation would be relatively easy, 
requiring development of standardized materials and 
outreach procedures. 

We have identified and discussed a number of potential ways to reduce the burden of the 
PAAS methodology on providers. Each option has its strengths and weaknesses. In general, the 
options that we identified that have the greatest potential to reduce the burden of the survey—for 
example, centralized sampling designed to leverage overlap in providers between health plans, 
sampling at the office location level, and making greater use of nonsurvey methods of gathering 
compliance data—represent the largest deviations from the current methodology and thus make 
such options more challenging to implement. More work would need to be done to 
operationalize these strategies and put them into practice. For example, there are statistical 
considerations related to the representativeness of a sample that is drawn leveraging the overlap 
in providers across health plans; these issues are not insurmountable, but would need to be 
addressed. Similarly, there are issues around defining office locations and identifying them in the 
data that would need to be addressed before sampling at the office location level could 
be implemented. 

At the same time, the options that would be the easiest to implement—for example, updating 
the way target sample sizes are calculated to account for ineligible response, or improving 
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education and outreach to providers—are expected to have beneficial impacts on burden, but the 
magnitude of those effects is small relative to other options.  

Centralized sampling and improving contact data are the two options that fall in the middle in 
terms of both their effect on burden and their ease of implementation. The potential reduction in 
burden, while not as large as some other options, is still significant under both. In addition, the 
implementation challenges are a bit more modest because they do not require significant 
deviations from the current methodology and both are already underway to some extent. The 
centralized sampling approach is currently being employed by some health plans that use the 
same vendor and a shared services model. This model could be further extended to incorporate 
additional health plans. Similarly, the current efforts to build a centralized provider directory 
could be a key component of improved contact data (Integrated Healthcare Association, 
undated). Better information on providers, their practice locations, and networks in which they 
participate could be very helpful in reducing the number of ineligible respondents included in the 
original samples. Moreover, if fully implemented, the directory could support centralized 
sampling efforts by serving as the universe of providers from which to draw. 

Providing Broader Measures of Timely Access 

We identified and assessed four options for providing broader measures of timely access: 

1. Sampling office locations rather than specific providers. In this option the sampling 
unit is changed from the provider to the office location. As described above, changing the 
sampling unit from the provider to office location, has the potential to reduce survey 
burden substantially. It also has the benefit of providing measures of appointment 
availability at the office location level, which more closely reflects the way that patients 
access care. When a patient calls requesting an appointment, if they cannot be seen within 
their desired time frame, the scheduler will generally offer an appointment with another 
provider if he or she has one available sooner. 

2. Incorporating the DMHC’s proposed binomial distribution calculation. This option 
would incorporate calculations developed by the DMHC that translate the provider-
specific compliance rate into the likelihood that a patient could find an appointment 
available within the time frame if they called three different providers in their network. 
This calculation provides additional information to beneficiaries about the access the 
health plan offers.  

3. Reporting more nuanced data on timely access. Under this option, the DMHC would 
provide more information to consumers about the access that health plans offer. In 
addition to the compliance rate, the annual Timely Access Report could include other 
information currently available in the data collected such as the average number of days 
from request to appointment or the cumulative proportion of PCPs with appointments 
available by day. Other types of information could also be incorporated such as data from 
patient experience surveys or access-related complaints received by the DMHC. 
Providing more information would allow consumers to make more informed choices 
about which health plan to choose. 
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4. Incorporating nurse practitioners (NPs) and physician’s assistants (PAs) into the 
sampling frame. Incorporating NPs and PAs into the sampling frame in a comprehensive 
way would provide a better assessment of the access that a health plan offers. Currently, 
only those NPs and PAs that book appointments can be included in the health plan’s 
contact list for sample selection. However, in our discussions with health plans several 
noted that since they do not generally contract directly with NPs and PAs, they do not 
have the same type and level of information they do about the contracted physicians (e.g., 
National Provider Identifiers or licensure information). This makes incorporating them 
into the contact list difficult. In addition, there are physicians’ offices that make use of 
advance practice clinicians to expand capacity, but the NPs and PAs do not book 
appointments directly.  

Our high-level assessment of each option is provided in Table S.2. 

Table S.2. The Assessment of Options for Providing Broader Measures of Timely Access 

Option Effect Ease Summary 
Surveying office locations High Low Provides an office-level measure of access, reflecting 

the way patients access care. There are 
implementation challenges with definitions and 
statistical weighting. 

Incorporating the DMHC’s 
binomial probability calculation 

Low High Provides a way to translate compliance rates based 
on specific provider to something that might better 
reflect a patient’s ability to get a timely appointment 
within the network. It does not account for other types 
of access the health plan may offer, but would be easy 
to implement and report. 

Reporting more nuanced 
access data 

High High Providing additional metrics to assess timely access 
would give a more comprehensive picture to 
consumers. Implementation would be easier if the 
focus is on metrics derived from data that already 
exist. Some effort, however, may be needed to 
standardize that information. 

Incorporating NPs and PAs into 
the sampling frame 

Medium Medium Compliance estimates would include a key element of 
how health plans provide access that is now only 
partially captured. This could be difficult to implement, 
as health plans do not currently collect all of the 
information that would be needed in large part 
because they do not typically contract directly with 
NPs and PAs. 

We assessed several options that could be implemented to provide a broader view of the 
access that health plans offer. Each one has its advantages and disadvantages. Surveying office 
locations rather than specific providers would generate a compliance rate at the office level, a 
measure that may better reflect how patients access care. Moving to office-level sampling, 
however, is a major departure from the current methodology and would require a significant 
effort to operationalize and put into practice. Providing more nuanced information about the 
access that health plans offer would be easier to implement, particularly if the approach focused 
on measures that can be derived from the data that are already collected (e.g., measures of the 
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distribution of days to appointment for the health plan’s network). Expanding to new types of 
measures, such as ones derived from patient surveys, would take more time and effort to 
implement. However, the health plans already collect patient satisfaction data, so efforts to 
standardize and report that information have a good foundation on which to build. The binomial 
distribution calculation is primarily used to identify a compliance standard and does provide 
some additional information to consumers over and above the health plan’s compliance rates. 
Incorporating NPs and PAs more directly into the sampling frame would generate a measure of 
timely access that more comprehensively reflects the ways in which the health plans offer access 
to care. Currently, health plans have less information about NPs and PAs in practices, and would 
need to gather this information to support their inclusion in the sampling frame. 

Next Steps 

Our analysis makes clear that the current timely access data collection and reporting methods 
are burdensome, and this has implications for data quality and costs for all stakeholders. 
Moreover, the narrow focus of the survey on specific providers and office-based appointments 
does not capture the full range of access options that health plans offer (e.g., telehealth visits, 
patient portals, and urgent care clinics). Something needs to be done to improve the process, to 
make it less burdensome and produce data that are more useful to consumers. 

We have outlined a number of options, described their potential effects, and noted the  
trade-offs between them. The options outlined here are not necessarily mutually exclusive and 
could be combined in different ways to address the issues. There needs to be a collaborative 
stakeholder process that includes the DMHC, health plans, providers, and consumers to consider 
the options, weigh the pros and cons, and make decisions about how to move forward. The 
present analysis provides a strong foundation for this important policy discussion. 
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1. Introduction 

Background 

Access to high-quality care is a critical component of a high-performing health care system. 
Improving access to care for patients supports multiple aspects of the Institute for Healthcare 
Improvement’s Triple Aim to improve health care system performance by improving patients’ 
experience of and satisfaction with care and improving health outcomes (Institute of Medicine, 
2015).1 Access has been broadly defined as the fit between an individual and the health care 
system (Fortney et al., 2011; Penchansky and Thomas, 1981). In other words, a person’s access 
to care depends on how well the health care system meets his or her needs. The quality of that 
match can be affected by a wide range of factors, including overall provider supply and demand 
conditions, characteristics of the system (e.g., provider appointment availability), the 
characteristics of the individual (e.g., insurance status or income), and the characteristics of his 
or her health insurance plan.  

This broad concept of access can be further broken down into more specific aspects of fit 
between the individual and the health care delivery system. The key components of access 
(Fortney et al., 2011) include 

 geography: the ease of traveling to health care providers 
 temporality: the ability to obtain care and get it promptly 
 finance: the affordability of care 
 digital access: the connectivity that enables digital communications with providers  

(e.g., access to test results, and the ability to get questions answered via email)  
 culture: the acceptability of care. 

The various aspects of access have received significant attention from policymakers in recent 
years. Improving financial access, through the provision of health insurance, has been a key 
component of the arguments in favor of the Affordable Care Act and more recently the 
“Medicare for all” policy proposals. Media reports about problems with the timeliness of care 
within the Veterans Health Administration have sparked controversy and lead to new policies 
aimed at improving access for veterans through reducing wait times and improving geographic 
access to care (Institute of Medicine, 2015). Other policy efforts, such as the development of the 
National Standards for Culturally and Linguistically Appropriate Services, have focused on 

                                                 
1 The goals of the Triple Aim for improving health system performance are (1) to improve patients’ experience of 
care, (2) to improve the health of populations, and (3) to reduce the per capita cost of care. For more information, 
see Institute for Healthcare Improvement, undated-a. 
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improving cultural access to health care (U.S. Department of Health and Human Services, Office 
of Minority Health, undated). 

In this report we focus on the temporal aspect of access and how it is measured and 
monitored for health plans in California. While there has been interest and attention paid to the 
timeliness of care, there is not a great deal of research supporting metrics for assessing timeliness 
or evidence-based benchmarks and standards (Institute of Medicine, 2015).  

Two main types of data on timely access are typically collected: provider-based data and 
patient-based data. The provider-based data typically measures wait times for appointments with 
different types of doctors (e.g., primary care provider or specialist), for different types of care 
(e.g., urgent and nonurgent) and for different types of patients (e.g., new patient versus 
established patient). There is no standard method for measuring wait times, and this is reflected 
in the data, with a variety of measures being used. The Veterans Health Administration measures 
wait time as the number of days past the patient’s preferred appointment date. The California 
Department of Managed Care (DMHC) requires health plans to measure time to the next 
available appointment. Other organizations have suggested looking at the time to the third next 
available appointment, arguing that the third next available appointment is a better measure of 
actual capacity than next available appointment because it is less sensitive to short-term spikes in 
availability due to cancellations (Institute for Healthcare Improvement, undated-b). Regardless of 
how it is measured, the data show substantial variability within and across jurisdictions in the 
wait times for appointments with different types of doctors. For example, a study by Merritt 
Hawkins (2017) used a secret shopper methodology to gather data on wait times for the next 
available nonurgent appointment for a new patient with different types of specialties.2 The study 
collected data in 15 large and 15 midsize metropolitan areas, and found that wait times on 
average were 33 percent longer in midsize communities relative to the larger metropolitan areas. 
The study also saw variation between specialties, including those that are considered primary 
care. For example, across all communities the average wait time was 21 days for a cardiology 
appointment, 29.3 days for a family medicine appointment, and 32.3 days for a dermatology 
appointment. Within each specialty there was variation across communities. The shortest average 
wait time for family medicine was eight days, in Minneapolis, and the longest was 109 days in 
Boston (Merritt Hawkins, 2017). By comparison, in California, data from the Provider 
Appointment Availability Survey (PAAS) indicate that the average wait time is 7.9 days for a 
nonurgent primary care appointment and 9.7 days for a nonurgent cardiology appointment.3 
While not exactly comparable because of different survey methods and questions, the average 

                                                 
2 A secret shopper method involves data collectors calling physicians’ offices and pretending to be patients seeking 
appointments. The physicians’ offices are not told that this is part of a data collection exercise. 
3 These estimates are generated by RAND’s analysis of PAAS data provided by 12 health plans for use in this study. 
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wait times in California, shown in Figure 1.1, appear to be shorter than the average across the 
sample of cities included in the Merritt Hawkins survey.  

Figure 1.1. Comparison of Average Wait Times for Nonurgent 
Appointments, 2017 

  

SOURCE: RAND analysis of measurement year (MY) 2017 PAAS raw data 
files provided by participating health plans; and Merritt Hawkins (2017). 
NOTE: Primary care in the Merritt Hawkins survey is limited to family 
medicine; the PAAS data from California include other specialties generally 
included as primary care (e.g., internal medicine and pediatricians). The 
Merritt Hawkins survey asked about an appointment for a new patient; the 
PAAS does not specify whether the appointment is for a new or established 
patient. 

The patient-based data typically comes from surveys of patient experience that provide a 
subjective perspective on whether the patient received care when they needed it. Based on data 
from the Consumer Assessment of Healthcare Providers and Systems Clinician and Group 
Survey, 68 percent of patients reported always getting an urgent care appointment as soon as one 
was needed; the proportion rises to 73 percent for routine, nonurgent care (Agency for 
Healthcare Research and Quality, 2018). These data also show variation in timely access 
between specialties and between geographic areas. 

As noted above, there is no national standard for measuring timeliness of care, nor is there an 
accepted benchmark for what is an acceptable wait time (Institute of Medicine, 2015). Given this 
dearth in the literature, some organizations and states have developed their own metrics and 
benchmarks for performance. The state of California is among these leaders. In California the 
DMHC regulates health plans under the provisions of the 1975 Knox-Keene Act to protect 
consumers’ health care rights and ensure a stable health care delivery system (DMHC, 2018d). 
Under Knox-Keene, health plans are required to “make all services readily available at 
reasonable times to each enrollee consistent with good professional practice” (Matthew Bender 
& Company, 2019, sec. 1367, p. 217). The Timely Access Regulations were developed to 
operationalize this requirement. These regulations, which went into effect in 2010, require that 
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health plan networks meet a set of standards, including specified wait times for appointments and 
availability of telephone services to address patient needs during and after business hours 
(DMHC, 2018d). Health plans are required to submit compliance reports annually. These annual 
compliance reports include two primary categories of information: the health plan’s provider 
roster as of December 31 of the prior year, and the data collected on appointment wait times. The 
roster data are used to assess the adequacy of the network and gauge geographic access to care. 
The data on wait times are used assess compliance with the wait time standards. 

The time-elapsed standards for appointment wait times in California are described in 
Table 1.1. The standards vary by type of appointment (urgent or nonurgent) and type of provider 
(primary care physician, specialist, etc.). 

 
Table 1.1. Time-Elapsed Appointment Wait Time Standards in California 

 

 
SOURCE: DMHC, 2018d, p. 3. 

 

In the first few years that the Timely Access Regulations were in effect, health plans were 
allowed to choose the methods of data collection they would use to measure wait times and 
demonstrate compliance with the time-elapsed standards. Because the health plans were using 
different methods, the data were not comparable across health plans. In 2014, Senate Bill 964 
was passed, giving the DMHC the authority to require standardized methods of collecting and 
reporting these data (Senate Bill 964, 2014). The DMHC developed standardized methods that 
rely on provider-based data. The methods have evolved over time as the DMHC incorporated 
feedback from the health plans and other stakeholders. 

 
Overview of MY 2018 Provider Appointment Availability Survey Methods 

Under the MY 2018 PAAS methodology, each health plan subject to the regulations is 
required to collect data on appointment availability among the doctors or clinicians in its 
networks. The health plans do so using the methods outlined by the DMHC to survey different 
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types of providers (e.g., primary care physicians, specialists, and nonphysician mental health 
care providers) for different types of appointments (urgent and nonurgent).4 The goal of the data 
collection effort is to assess compliance with the timely access standards outlined in Table 1.1. 
The data are collected annually and reflect appointment availability during the measurement, or 
calendar, year. The three primary components to the health plan’s data collection and analysis 
efforts include selecting the sample, collecting the data, and analyzing and reporting the results.  

Selecting the Sample 

The first step is to develop a contact list of all providers across the various networks from 
which to select a sample to survey. Separate contact lists are developed for each physician type. 
The contact lists contain information on each provider and the networks that he or she 
participates in, and the practice’s office location. The methodology in MY 2018 requires that the 
health plans sample providers within each combination of network and county. The health plan 
removes duplicate entries in the contact list within each network/county combination. After 
deduplication, the number of providers in each network/county group is calculated and the health 
plan uses the methods outlined by the DMHC to determine the target sample size and an 
oversample for that group.5 When the health plan has only one network in a county, the sample 
for the network/county group is drawn using simple random sampling. When the health plan has 
multiple networks serving a county, the sampling strategy outlined by the DMHC is designed to 
minimize the number of providers that need to be sampled to get results for all networks in that 
county. This is accomplished through a sequential process starting with the largest of the 
networks in the county and then taking advantage of the overlap in providers between the health 
plan’s networks in that particular county.  

Collecting the Data 

Once the sample and oversample have been selected, each individual health plan begins its 
data collection efforts. The data can be collected through a survey process or through a manual 
or electronic extraction from practice management systems (i.e., audit methodology). The vast 
majority of health plans use the survey methodology in which the respondent can be the 
provider, but the respondent is most often the person in the office who is in charge of scheduling 
appointments. The audit methodology is used less because most health plans do not have easy 
access to the provider’s practice management systems. Since its inception, the PAAS has 
primarily been a telephone-based survey. However, for MY 2018, the methodology introduced a 
                                                 
4 The data collection and reporting requirements and methodology are available in DMHC, undated-b.  
5 The target sample sizes are determined by the number of providers in the network/county group and whether the 
network serves multiple counties. The target sample sizes are described in detail in DMHC, 2018b, Appendixes 2 
and 3. The oversample is drawn as a pool of substitutes that can be incorporated into the sample if members of the 
original sample are deemed ineligible for the survey or do not respond. 
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three-step protocol for survey data collection. The first step is to contact the provider by fax or 
email; the provider or scheduler can then respond to the survey at a convenient time. If no 
response is received within two business days, a reminder is sent. If the provider does not 
respond within five business days, a follow-up call is made to gather the information.  

The survey begins by gathering information to verify that the provider is eligible to 
participate. The data collector verifies that the provider participates in the network, practices in 
the corresponding county, and matches the type of provider that is needed for the survey. If 
eligibility is verified, the survey then asks about the next available urgent and nonurgent 
appointments with that provider. If the provider is determined ineligible, the survey does not 
proceed. The health plan then replaces the ineligible provider in the list of providers to be 
surveyed with a provider from the oversample in order to meet required target sample size. 
Nonresponders are also replaced with providers from the oversample. Data collection proceeds 
until the required target sample size has been reached or all providers in the network/county 
group have been added to the sample and the supply has been exhausted. 

Analyzing and Reporting the Data 

The health plans are required to report compliance rates with the time-elapsed standards, the 
percent of ineligible respondents, and the percent of nonresponders for each network/county 
group. The compliance rate is defined as the proportion of eligible survey respondents who had 
an appointment available within the time-elapsed standard. Compliance is calculated for each 
provider type and for urgent and nonurgent appointments. 

The DMHC compiles the information across health plans and incorporates it into the annual 
Timely Access Report. These annual reports have been developed since MY 2015 and are 
available on the DMHC’s website. For the most recent year available, MY 2017, the report 
presents the information at the health plan level for each provider and appointment type. In  
MY 2017, the DMHC also provided data at the provider group level in a spreadsheet that can  
be downloaded from its website (DMHC, 2018c). 

Issues and Challenges with the Methodology 

There are a number of issues and challenges associated with the PAAS methodology. The 
methodology has evolved over time as the DMHC has incorporated feedback from stakeholders 
and worked to make improvements. The changes from year to year are necessary, as the DMHC 
wants the process to be as accurate as possible as it moves toward final regulations, but the 
changes also make the implementation of the survey challenging for the health plans and the 
interpretation of the data to date more difficult. In particular, the data are not comparable from 
year to year thus far, making it impossible to track trends and difficult to determine thresholds 
that represent adequate compliance at the plan level. 
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More generally, the PAAS captures a somewhat narrow aspect of timely access for patients. 
It focuses specifically on whether appointment wait times are within the time-elapsed standards, 
but it does not include any patient preferences or perspectives on whether they are able to get 
care when they need it. In addition, the method focuses on traditional office-based providers that 
book appointments. As such, it does not take full account of advance practice clinicians, such as 
nurse practitioners (NPs) and physician’s assistants (PAs), who contribute to increased patient 
access. Similarly, the PAAS does not include practice settings that do not book appointments, 
such as walk-in clinics and urgent care centers, but do provide options for accessing care when a 
patient needs it. Telehealth, telephonic options, and patient portals are other means supported by 
health plans to provide access to timely care that are not currently accounted for in the 
PAAS methodology.  

A challenge for the DMHC in developing the methodology is to find a balance between 
statistical rigor and the feasibility of implementation at the health plan level. Each health plan is 
responsible for collecting its own data, so the method has to be independent but equivalent across 
health plans and simple enough to be feasible to implement. If the sampling, data collection, or 
preparation of results is too complicated, mistakes and inconsistencies will be more common and 
the data more difficult to interpret. For example, the methodology does not require health plans 
to weight the compliance estimates to account for nonresponse. Typically, weighting is needed to 
generate representative results because nonresponse does not necessarily occur randomly. If 
nonresponse is more likely among certain types of providers and those providers are more or less 
likely to have a compliant appointment, then unweighted results will be biased. Nonresponse is a 
concern for the PAAS. In fact, the independence of the methodology across health plans is a 
contributing factor; it generates additional survey burden because providers that contract with 
multiple health plans may be asked to complete the PAAS survey multiple times. Nonresponse 
tends to increase if respondents are surveyed multiple times (Brtnikova et al., 2018; Porter et al., 
2004). If the process were more centralized, this type of duplication could be avoided, and 
nonresponse could decrease. 

The current methods for collecting and reporting the timely access data are costly to all 
involved. The health plans pay for the data collection and reporting process; this takes time and 
resources away from other activities that may be more beneficial to patients. Moreover, the cost 
of the survey is ultimately borne in part by consumers in the form of higher premiums. Certainly 
some investment is needed to monitor and ensure timely access, but the current methods could be 
streamlined in ways that both improve the quality of the data collected (e.g., increase survey 
response rates) and reduce the time and resources involved for health plans and providers. 

The Objective of This Report 

The DMHC is working toward a January 2020 deadline for the development of final 
regulations regarding the methodology for timely access data collection and reporting in 
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California. To provide input into this effort, the California Association of Health Plans engaged 
the RAND Corporation to document and analyze issues and potential methodological 
modifications related to two concerns that the health plans and other stakeholders have with the 
current methodology. Specifically, this report focuses on two key factors: 

1. The burden associated with the PAAS, particularly on providers. There is concern 
that the survey places a higher burden on providers than is necessary because each health 
plan collects data individually. If a provider contracts with multiple health plans and 
works in multiple counties it could be surveyed multiple times. This contributes to survey 
fatigue and likely increases the nonresponse rate for the survey, ultimately reducing the 
quality of the data available for consumers. 

2. A change in methodology between MY 2017 and MY 2018 that removed a question 
from the survey script and changed the way compliance is measured. The 
methodology change between MY 2017 and MY 2018 removed a question in the survey 
about the availability of another provider. Prior to MY 2018, if the surveyed provider did 
not have an appointment available within the required time frame, a second question was 
asked about whether there was another provider in the office who had an appointment 
available sooner. The concern with the removal of this question is that the survey’s 
narrow focus on the availability of a specific provider does not reflect the way that 
patients experience care and does not provide a comprehensive picture of the access that 
health plans provide. In the case of practices with multiple providers, when patients call 
for an appointment with a specific physician and he or she is not available within the 
patient’s desired time frame, the scheduler will often be able to identify a different 
physician or advance practice clinician who can see the patient sooner. The removal of 
this question from the survey changes the measure of compliance to focus narrowly on a 
specific provider rather than the office as a whole, when it is the office that provides a 
better representation of the actual access a patient would experience.  

Approach 

Multiple methods were employed to gather information and analyze these issues. We 
conducted an environmental scan of issues related to measuring timely access to care. The scan 
included both peer-reviewed and gray literature. We also gathered information from the 
DMHC’s website describing the PAAS methodology over multiple years, the annual Timely 
Access Reports, and other relevant documentation. We met with representatives from each health 
plan that participated in the study. The California Association of Health Plans enlisted support 
from member health plans to fund the project, and 15 plans opted to participate. The purpose of 
the discussions with health plan representatives was to gather information on the issues and 
challenges they face in collecting and reporting the PAAS data. We also spoke with 
representatives of several data collection vendors used by the health plans to collect the PAAS 
data and representatives of provider groups to get their input on timely access data collection and 
reporting. In addition, we spoke with officials at the DMHC to get their perspective on the two 
primary issues the health plans raised. Finally, we obtained MY 2017 PAAS data from 12 of the 
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participating health plans.6 We analyzed these data to describe the issues and, where possible, the 
potential impacts of various options for addressing them. 

In the subsequent chapters we provide a description and analysis of each issue and offer a 
range of potential alternative approaches that might be considered to reduce respondent burden 
and to provide a broader measure of access. 

                                                 
6 These data include information on all providers contacted. It includes contact information (e.g., name and address), 
information on the outcome of the outreach attempt (i.e., ineligible, nonresponse, or completed survey), and 
information on appointment availability for providers that completed the survey. More detailed information on the 
data collected is available in DMHC, undated-b. 
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2. The Timely Access Data Collection and Reporting Burden 

Complying with the timely access reporting requirements in California requires a substantial 
effort by health plans, providers, and the DMHC. In this chapter we describe the burden, the 
factors that contribute to it, the implications of the burden for data quality, and a number of 
potential actions that could be taken to reduce the overall burden of the data collection and 
reporting effort. 

What Is the Burden? 

We describe the burden of the data collection and reporting efforts on health plans and the 
DMHC briefly, but focus primarily on the burden borne by providers because it is substantial and 
has a clear impact on the quality and usefulness of the data collected. 

Health Plans 

The data collection and reporting process takes place throughout the year and requires 
substantial inputs of time and resources from the health plans. The universe of doctors in a health 
plan’s networks is set at the beginning of the year, the sample is drawn using the methodology 
outlined by the DMHC in the spring, and data collection generally begins in late spring and 
continues through the fall as health plans work to meet the required target sample sizes. The data 
are then analyzed and put into the appropriate templates for submission to the DMHC in March 
of the following year. Health plans reported that at some points during the year they could be 
working on up to three different years of data collection and reporting. For example, in January 
2019 they might be dealing with lingering questions from the DMHC regarding data submitted 
for MY 2017, finishing up the analysis and validation of data collected for MY 2018, and 
reviewing new requirements and planning for implementation of MY 2019 data collection. 

Working on multiple years of timely access reporting simultaneously is challenging for the 
health plans, and the DMHC has adjusted the methodology over time to address issues and 
problems with data quality and the burden of data collection. These changes, which in many 
cases will be beneficial in the long run, are difficult for the health plans in the short term because 
they require new processes to be developed each year. The changes also render the data collected 
noncomparable from one year to the next, so it is impossible for the health plans or the DMHC to 
gauge whether rates of compliance are getting better or worse. The changes are expected to be 
reduced over time, as the DMHC is required to develop regulations that would finalize the 
methodology by January 2020. 

The PAAS data collection and reporting occurs in the context of the other reporting 
requirements that health plans face. In addition to the PAAS data, health plans are required by 
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the DMHC to conduct provider and patient satisfaction surveys each year. They are also required 
to submit Annual Provider Network Report information that the DMHC uses to assess 
network adequacy. 

The DMHC 

As noted above, the timely access data collection and reporting process has evolved over 
time as the DMHC has worked to address stakeholder feedback and improve the quality and 
interpretability of the data. Year-to-year changes create additional work for the DMHC in terms 
of developing and operationalizing the new methods and in compiling, analyzing, interpreting, 
and reporting the data. After problems with the MY 2015 data that health plans reported, the 
DMHC has paid particular attention to data quality and invests significant efforts in checking 
what is submitted by health plans (DMHC, 2017a).  

Over time, as the methods are finalized and are not changing from year to year, the data 
quality and reporting would better conform to expectations and the effort required to understand 
and interpret the data should be reduced. In addition, the effort required to develop and 
communicate the methods to stakeholders is expected to be reduced. 

Providers 

Physicians and their office staff face a significant burden under the current methods for 
timely access data collection. Under the current survey methodology, each health plan is required 
to select a sample of doctors from its networks to survey each year. This decentralized sampling 
and data collection tends to increase the burden placed on physicians because it does not account 
for any overlap in the contracted doctors between health plans’ networks. Most physicians 
contract with multiple health plans and, as a result, have the potential to be sampled and 
surveyed multiple times each measurement year. In fact, given the way the samples are drawn, 
they may be sampled and potentially surveyed multiple times, with varying results from any 
single health plan if they are included in several of the health plan’s networks, are in multiple 
provider groups, or have practice locations in multiple counties. Being surveyed multiple times is 
costly to providers because it takes time away from other important activities within the practice. 
Each survey is estimated to take approximately five minutes. 

In Table 2.1 we see that for MY 2017 the average number of times a primary care provider 
(PCP) was included in the sample is greater than one for all of the health plans in our data set 
except for health plan G. There are also some extreme cases where a single PCP is observed in 
one health plan’s data as many as 102 times. For specialists, the average number of times a 
doctor appears in a health plan’s data is above one in all health plans, and in several cases the 
maximum number of times is over 30 (see Table 2.2). The issue is more acute for the larger 
health plans that have multiple networks and cover multiple counties. For example, in one of the 
larger health plans that we looked at, health plan B, each unique doctor was observed on average 
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almost four times in the data, with a minimum of two, meaning each doctor in that health plan 
was observed in the sample at least twice.  

Table 2.1. Number of Times a Unique PCP Is Sampled, MY 2017 

Health Plan Mean Minimum Median Maximum 

A 1.47 1 1 13 

B  3.93 2 2 102 

C 1.55 1 1 14 

D 1.41 1 1 17 

E 2.29 1 2 28 

F 1.22 1 1 2 

G 1.00 1 1 1 

H 1.01 1 1 2 

I 1.39 1 1 4 

J 1.01 1 1 3 

K 1.64 1 1 19 

L 1.00 1 1 2 

Across all health plans 4.96 1 3 164 

SOURCE: RAND analysis of MY 2017 PAAS raw data files provided by participating health plans. 

When a physician is sampled multiple times within a health plan, the health plan is able to 
reduce the burden by surveying the physician once and applying the result to each provider 
group the physician belongs to in that county. However, without a more centralized process, 
many physicians will be surveyed by multiple health plans in a given year. Looking across all of 
the health plans in our data set, we find that the average number of times each physician shows 
up in the overall sample increases to nearly five times for PCPs and almost seven times for 
specialists (see Tables 2.1 and 2.2). The number of health plans in which we observe each unique 
provider also provides a sense of the burden on providers caused by this decentralized process, 
where each health plan collects its own data. We find that over 50 percent of PCPs and 
specialists are observed in more than one health plan and over 25 percent are in four or more 
health plans (see Figure 2.1).  
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Table 2.2. Number of Times a Unique Specialist Is Sampled, MY 2017 

Health Plan Mean Minimum Median Maximum 

A 2.01 1 1 28 

B  2.37 1 2 66 

C 2.30 1 2 30 

D 1.98 1 1 38 

E 2.83 1 2 53 

F 2.01 1 1 11 

G 1.07 1 1 2 

H 1.01 1 1 2 

I 1.51 1 1 6 

J 1.12 1 1 3 

K 2.33 1 2 28 

L 1.06 1 1 2 

Across all health plans 6.96 1 4 159 

SOURCE: RAND analysis of MY 2017 PAAS raw data files provided by participating 
health plans. 

Figure 2.1. The Proportion of PCPs and Specialists Observed 
in Multiple Health Plans, MY 2017 

 

SOURCE: RAND analysis of MY 2017 PAAS raw data files provided by 
participating health plans. 

The problem becomes even more acute when considering the burden at the physician’s office 
level. If the office houses multiple doctors who share a common receptionist or scheduler, the 
number of times the office is surveyed increases substantially. Some health plans reported that  
in extreme cases the data collectors may be contacting the same telephone number as many as  
50 to 100 times. If each survey takes approximately five minutes to complete, that means some 
offices are being asked to spend four to eight hours responding to the survey. To provide a sense 
of the burden at the office level, we estimated the number of times a specific office location was 
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observed in the sample.1 As expected, the results in Tables 2.3 and 2.4 indicate that, on average, 
office locations are replicated in the sample more often than individual providers are. While the 
average and median number of times the same office location is sampled is still relatively low, 
there are cases for both PCPs and specialists where the number of times an office location is 
observed exceeds 100 within a single health plan and significantly more than that when taking 
into account all health plans. 

Table 2.3. Number of Times a PCP Office Location Is Sampled, MY 2017 

Health Plan  Mean Minimum Median Maximum 

A 2.45 1 1 37 

B 6.04 2 4 188 

C 3.36 1 2 108 

D 3.27 1 2 89 

E 6.72 1 3 327 

F 2.09 1 2 14 

G 1.98 1 1 27 

H 2.84 1 2 55 

I 3.98 1 3 16 

J 2.94 1 1 27 

K 4.24 1 2 82 

L 2.44 1 1 22 

Across all health plans 6.41 1 3 391 

SOURCE: RAND analysis of MY 2017 PAAS raw data files provided by participating  
health plans. 

What Are the Drivers of Provider Burden? 

There are a number of factors that increase the burden of the PAAS on providers. As 
described above, the current decentralized sample selection and data collection process is a key 

                                                 
1 We identify office locations based on the address information included in the survey data. There are challenges 
with using address because the same address may be listed in different ways both within and across plans. If the 
same address is listed two ways, it will be counted as two different locations, and this would reduce our estimate of 
the number of times an office location is observed in the sample. At the same time, it is possible that key 
components of an address, such as suite number, might be missing and thus two distinct offices within the same 
building could be counted as the same office; this type of error would inflate our estimate of the number of times 
that office location is observed in the sample.  
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driver of the burden on providers because it does not account for the overlap across health plans 
for the providers with whom they contract. 

Table 2.4. Number of Times a Specialist Office Location Is Sampled, MY 2017 

Health Plan  Mean Minimum Median Maximum 
A 2.35 1 1 30 

B 3.95 1 2 116 

C 4.63 1 2 134 

D 4.58 1 2 114 

E 5.88 1 2 195 

F 3.12 1 2 26 

G 2.61 1 1 13 

H 2.82 1 1 38 

I 6.95 1 2 201 

J 3.79 1 2 25 

K 5.56 1 2 154 

L 3.01 1 2 22 
           

Across all health plans 6.40 1 2 406 

SOURCE: RAND analysis of MY 2017 PAAS raw data files provided by participating  
health plans. 

The sampling strategy is another factor that increases the repetition within health plans. The 
MY 2018 methodology improved upon prior years in this regard by changing the approach from 
sampling within provider group/county combinations to sampling within network/county 
combinations. Many physicians contract with multiple provider groups and health plans, and 
prior methodology required health plans to sample within provider group/county combinations, 
so a physician in multiple provider groups could be sampled many times, as we saw in  
Tables 2.1 and 2.2. If the number of networks that a physician participates in is lower than the 
number of provider groups, the MY 2018 methodology would reduce the number of times the 
physician could be sampled within the same health plan. 

Issues with the quality of the data in the contact list also create additional burdens on 
providers. At the outset of the measurement year, health plans create a contact list for each 
survey type (e.g., PCPs, specialists, etc.) that includes all providers they contract with and 
information about which networks providers belong to, what provider groups they are in, what 
counties they practice in, and their telephone numbers. The contact list is deduplicated within the 
sampling strata (provider group and county in MY 2017, network and county in MY 2018) and 
the sampling methodology is applied. When data collectors contact providers for a particular 
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sample (e.g., provider group/county), the first step is to screen the provider to determine that he 
or she is indeed in the health plan, provider group, and county that the collectors are targeting. If 
the provider is not in one of those categories or has ceased practicing, they are determined to be 
ineligible for the survey. The contact data are very detailed and as a result can contain 
inconsistencies which lead to some misclassifications and high rates of ineligibility. This is 
problematic, as it increases the total number of providers who receive telephone calls about the 
survey because each ineligible provider must be replaced with another provider from the 
oversample in order for the health plans to reach their target sample size. In Tables 2.5 and 2.6, 
we see that in MY 2017 as much as 30 percent of the providers that some health plans contacted 
were ineligible for the survey. The reasons for ineligibility are mixed, and they vary some across 
health plans. For example, the predominant reason for ineligibility among PCPs in health plan E 
is that the provider is not in the provider group or county that the data collector is asking about 
(52.9 percent of all ineligibles). For health plan A, however, the largest proportion of ineligible 
PCP responses is due to incorrect telephone numbers (42.7 percent). The patterns across health 
plans are similar between PCPs (see Table 2.5) and specialists (see Table 2.6). Looking across all 
health plans, the three primary reasons for ineligibility are the provider not being in the group or 
county, an incorrect telephone number, or that the location does not accept appointments (e.g., it 
is an urgent care center or walk-in clinic).  

Table 2.5. Analysis of Ineligibility Among PCPs, MY 2017 

    Reason for Ineligibility 

Health Plan  Percent 
Ineligible 

No 
Appointments 

at This 
Location 

Incorrect 
Phone 

Number 

Provider 
or 

Group 
Not in 

Network 

Provider 
or 

Group 
Ceased 
Practice 

Incorrect 
Specialty 

Provider 
Not in 
Group 

or 
County 

Other 

A 31.1% 0.0% 36.0% 0.0% 33.2% 5.2% 25.6% 0.0% 

B 31.8% 15.0% 28.1% 1.2% 4.3% 1.0% 50.3% 0.0% 

C 17.3% 21.5% 18.2% 1.7% 6.9% 1.2% 50.4% 0.0% 

D 24.2% 13.0% 25.2% 1.5% 6.2% 0.9% 53.2% 0.0% 

E 18.8% 17.0% 18.7% 2.8% 5.9% 3.5% 52.1% 0.0% 

F 6.0% 95.0% 0.0% 5.0% 0.0% 0.0% 0.0% 0.0% 

G 27.1% 60.9% 0.0% 8.7% 30.4% 0.0% 0.0% 0.0% 

H 29.5% 16.2% 58.3% 7.4% 11.0% 1.6% 1.6% 3.9% 

I 1.2% 0.0% 0.0% 0.0% 100.0% 0.0% 0.0% 0.0% 

J 5.3% 0.0% 47.9% 0.0% 52.1% 0.0% 0.0% 0.0% 

K 18.3% 13.1% 22.3% 2.1% 9.4% 1.3% 51.7% 0.0% 

L 14.1% 15.3% 10.6% 5.9% 11.8% 3.5% 52.9% 0.0% 

Across all health plans 23.5% 14.1% 25.5% 1.7% 8.7% 1.9% 47.9% 0.0% 

SOURCE: RAND analysis of MY 2017 PAAS raw data files provided by participating health plans.  
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Table 2.6. Analysis of Ineligibility Among Specialists, MY 2017  

    Reason for Ineligibility 

Health Plan  Percent 
Ineligible 

No 
Appointments 

at This 
Location 

Incorrect 
Phone 

Number 

Provider 
or 

Group 
Not in 

Network 

Provider 
or 

Group 
Ceased 
Practice 

Incorrect 
Specialty 

Provider 
Not in 
Group 

or 
County 

Other 

A 37.9% 0.0% 42.7% 0.0% 29.6% 4.5% 23.2% 0.0% 

B  24.5% 18.9% 23.9% 1.6% 4.6% 0.8% 50.2% 0.0% 

C 16.1% 18.7% 20.6% 3.1% 6.2% 1.1% 50.2% 0.0% 

D 21.7% 15.3% 25.0% 2.2% 8.0% 1.0% 48.5% 0.0% 

E 22.2% 11.0% 22.0% 3.1% 6.2% 4.9% 52.9% 0.0% 

F 6.4% 57.1% 39.3% 3.6% 0.0% 0.0% 0.0% 0.0% 

G 30.1% 86.4% 0.0% 4.5% 9.1% 0.0% 0.0% 0.0% 

H 18.8% 11.0% 45.1% 16.5% 14.3% 6.6% 3.3% 3.3% 

I 20.7% 0.0% 37.9% 4.1% 55.2% 2.8% 0.0% 0.0% 

J 8.2% 0.0% 53.3% 0.0% 46.7% 0.0% 0.0% 0.0% 

K 22.3% 15.2% 25.0% 1.4% 9.9% 0.4% 48.0% 0.0% 

L 8.4% 15.8% 5.3% 0.0% 15.8% 0.0% 63.2% 0.0% 

Across all health plans 21.9% 14.6% 25.0% 2.2% 8.8% 2.0% 47.2% 0.0% 

SOURCE: RAND analysis of MY 2017 PAAS raw data files provided by participating health plans. 

One possible explanation for the high rate of ineligibility due to incorrect provider group or 
county could be that in the larger metropolitan areas around Los Angeles and San Francisco, 
where there are multiple counties, it is possible that respondents are unfamiliar with exactly 
which county the physician’s office is located. Several health plan representatives that we talked 
with noted this as a problem. To assess this possibility, we mapped the rate of ineligibility due to 
incorrect provider group or county across counties in California to see if there was a geographic 
pattern in this factor (see Figure 2.2). We actually tend to see lower rates of ineligibility in the 
counties around Los Angeles and San Francisco than in other parts of the state. This could 
indicate that the problem is driven by issues with the underlying contact data or respondents not 
knowing which provider groups they participate in. 



Figure 2.2. The Percentage of Providers Contacted That Were 
Ineligible Due to Incorrect Provider Group or County, by County, 

MY 2017 

SOURCE: RAND analysis of MY 2017 PAAS raw data files provided by 
participating health plans. 

More generally, it would be useful to have a better understanding of the drivers of the 
variation across health plans in the rate of ineligibility. There may be promising practices used by 
those health plans with low rates of ineligibility that could be adopted by other health plans to 
address this problem. 

What Is the Impact of the Burden on Providers? 
Surveying doctors multiple times promotes a growing sense of survey fatigue among 

providers. This is not just the result of the PAAS, as providers are asked to respond to a number 
of different surveys over the course of the year from health plans and other groups. Studies have 
shown that survey fatigue and repeated requests for survey participation reduce response rates 
(Brtnikova et al., 2018; Porter et al., 2004). Surveying providers multiple times therefore likely 
contributes to higher rates of nonresponse among providers on the PAAS. It also likely spills 
over to other data collection activities focused on physicians. In MY 2017, among the health 
plans included in the study, we found an overall nonresponse rate of 23.2 percent among PCPs 
(see Table 2.7) and 32.5 percent among specialists (see Table 2.8). However, there is wide 
variation in nonresponse rates across health plans, with the rate among PCPs ranging from 
3.2 percent to 44.2 percent; nonresponse is higher among specialists, with the rate ranging from 
24.6 percent to 77.7 percent. As noted above, on average specialists are more likely to be 
sampled multiple times and this may contribute to their higher rate of nonresponse. 

18 
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Table 2.7. Analysis of Nonresponse Among PCPs, MY 2017 

    Type of Nonresponse 

Health Plan  Nonresponse 
Rate 

No Response 
Within 48 

Hours 
Declined to 
Respond 

A 44.2% 80.9% 19.1% 

B  24.4% 55.1% 44.9% 

C 16.1% 63.5% 36.5% 

D 22.0% 57.4% 42.6% 

E 23.5% 91.0% 9.0% 

F 24.0% 100.0% 0.0% 

G 3.2% 100.0% 0.0% 

H 31.8% 93.6% 6.4% 

I 13.0% 90.9% 9.1% 

J 43.2% 100.0% 0.0% 

K 16.7% 62.9% 37.1% 

L 38.2% 30.8% 69.2% 

Across all health plans 23.2% 70.5% 29.5% 

SOURCE: RAND analysis of MY 2017 PAAS raw data files provided by participating  
health plans. 

Table 2.8. Analysis of Nonresponse Among Specialists, MY 2017 

    Type of Nonresponse 

Health Plan  Nonresponse 
Rate 

No Response 
Within 48 

Hours 
Declined to 
Respond 

A 71.3% 76.3% 23.7% 

B  31.6% 52.6% 47.4% 

C 24.6% 50.6% 49.4% 

D 26.5% 52.3% 47.7% 

E 36.8% 91.2% 8.8% 

F 39.1% 100.0% 0.0% 

G 31.4% 100.0% 0.0% 

H 44.6% 99.4% 0.6% 

I 77.7% 66.1% 33.9% 

J 65.3% 100.0% 0.0% 

K 27.4% 53.6% 46.4% 

L 54.1% 52.7% 47.3% 
Across all health plans 32.5% 65.9% 34.1% 

SOURCE: RAND analysis of MY 2017 PAAS raw data files provided by participating  
health plans. 
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There are two ways that a nonresponse can occur: First, if the data collector contacts the 
provider but does not get a response within 48 hours, that is considered a nonresponse and the 
data collector moves on. The second way is when the data collector reaches the provider but the 
provider declines to participate in the survey. Across all health plans for both PCPs and 
specialists, we find that providers not responding within 48 hours is the most common type of 
nonresponse (70.5 percent of nonresponse for PCPs and 65.9 percent of nonresponse for 
specialists). For some health plans, providers declining to respond is more common than for 
others. For example, several health plans (e.g., F, G, and J) report that no PCPs declined to 
participate, whereas others (e.g., B, D, and L) report that upwards of 40 percent of their 
nonresponses among PCPs were from providers who declined to respond. This may be due to 
providers responding to the initial survey from a health plan but declining additional health plan 
survey requests that come later in the survey period. 

There may be differences in survey implementation or other factors that contribute to the 
observed differences in nonresponse rates. For example, some health plans indicated that they 
have strong relationships with their providers and feel that helps increase the response rates. 
Others reported that they focus on outreach and education prior to the survey to ensure that 
providers understood its importance. Some management service organizations that manage 
physician practices encourage provider participation by providing incentives to providers to 
participate in the survey. Health plans could work with these types of organizations to encourage 
participation in the survey. 

Nonresponse is problematic because it is not expected to occur randomly and thus affects the 
representativeness of the sample. The current methodology does not account for nonresponse 
when calculating compliance rates. If doctors who do not respond are different from those who 
do in ways that are related to the likelihood of compliance, the survey data will then be biased 
and the compliance rates will not be reflective of provider appointment availability in the health 
plan’s networks. In addition, nonresponse increases the number of providers that have to be 
contacted each year because each nonresponse needs to be replaced by another provider in the 
sampling frame in order for health plans to meet their required target sample sizes.  

Additional data would be needed in order to understand and appropriately address 
nonresponse in estimating compliance rates. The raw survey data that we had available to 
analyze did not include many of the characteristics that might be useful in predicting and 
accounting for nonresponse. For example, the data only include the date the survey was 
completed, and this information is missing for nonrespondents. Including the date the provider 
was contacted would be helpful, as it would be useful to know if providers contacted later in the 
survey period were more likely to refuse to participate than those contacted early. Similarly, 
characteristics of the provider group (e.g., size) or office location might be important predictors 
of nonresponse, and this information is not currently available in the data. This type of analysis 
would help to determine if nonresponse is leading to bias in the estimated compliance rates and, 
if so, how it could be addressed through statistical weighting. 
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What Can Be Done to Reduce the Burden? 

There are a number of ways that the burden associated with the PAAS could be reduced. In 
this section we will outline several options and assess them against two key criteria: the extent to 
which they reduce burden and the feasibility of implementation.  

Centralized Sampling  

One option for reducing burden would be to centralize the sampling process and account for 
the overlap in physicians between health plans, thus reducing the number of times a physician is 
contacted. Each health plan would submit its contact list to a central entity that would draw the 
samples for each health plan independently and identify the overlap between them. The data 
collection could also be centralized such that one survey vendor collects data across all of the 
health plans, only calls each provider one time, and allocates the results to the appropriate health 
plan, network, and county combinations. A version of this model is currently being used by nine 
health plans that use the same data collection vendor and a shared services model. Estimates 
obtained from the data collection vendor indicate that across the nine participating health plans 
there are over 62,000 unique providers, and approximately 50 percent of them are in at least 
three of the participating health plans. The vendor reports that the shared service model reduces 
outreach attempts to providers by 67.5 percent. Similarly, among the 12 health plans included in 
our data, we find that accounting for overlap between health plans could reduce the number of 
outreach attempts to PCPs by 60.3 percent and to specialists by 71.9 percent (see Table 2.9). 
These results suggest that if this model were applied across all health plans, or even a large share 
of health plans, the potential reduction in burden could be substantial.2  

                                                 
2 We also estimated the reduction in burden assuming that each provider would need to be surveyed in each county 
he or she practices in. Under this assumption, centralized sampling could reduce outreach attempts by 56.9% for 
PCPs and by 62.5% for specialists. These reductions are somewhat smaller than if each provider is only surveyed 
once, but are still substantial. 
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Table 2.9. Unique Providers Represented in the 12 Health Plans, MY 2017 

Health Plan  

Unique  
PCPs in  

Plan Sample 

Unique 
Specialists 

in Plan 
Sample 

A 5,666 995 

B  7,633 5,741 

C 9,617 4,059 

D 10,076 4,322 

E 10,949 4,191 

F 548 217 

G 85 68 

H 1,039 476 

I 123 465 

J 904 491 

K 9,078 3,211 

L 601 214 

Total outreach attempts, not uniquea 56,319 24,450 
 

Total unique providers across all health plans 22,343 6,863 

Reduction in outreach attempts if each provider is 
surveyed one timeb 60.3% 71.9% 

SOURCE: RAND analysis of MY 2017 PAAS raw data files provided by participating health plans. 
a This is a measure of the number of outreach attempts at the provider level if each health plan 
surveyed each provider only once. It is not a unique count, because some providers are 
observed in multiple health plans. 
b This measure looks at the reduction in outreach attempts from the current provider-based 
noncentralized method to a method in which providers are sampled in a centralized way and only 
surveyed once. 

It is important to note, however, that a large proportion of all PCPs would still need to be 
contacted each year. The 22,343 that are included in the 12 health plans for which we have data 
represent approximately 60 percent of all active primary care physicians in California.3 This is a 

                                                 
3 Based on reports on state physician workforce published by the Association of American Medical Colleges (2015, 
2017), the total number of active primary care physicians in California in 2016 was 36,700; the association derived 
this estimate from the American Medical Association’s master file. Extrapolating the total based on the change 
observed between 2014 and 2016, we estimate the total number of active primary care physicians in California in 
2017 to be 37,188. Consequently, the 22,704 unique PCPs in our data represent 61 percent of the total population of 
active primary care providers in California. 
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large share and only includes 12 of the 35 full-service health plans that were included in the MY 
2017 Timely Access Report prepared by the DMHC (2018d).  

It is not necessary that the data collection be centralized; it could be carried out by individual 
health plans. In this scenario the sampling entity would draw the samples for each health plan, 
identify the overlap between health plans, and allocate providers in multiple samples to only one 
of the health plans for data collection. The health plans would collect the data and submit it back 
to the sampling entity so that the responses of the providers in multiple samples could be shared 
with each relevant health plan and incorporated into their survey results.  

Centralized sampling with or without centralized data collection has the potential to 
significantly reduce the burden of the PAAS on providers without any changes to the existing 
survey methodology. Moving to this type of model would require either the DMHC to mandate a 
centralized sampling system or for the health plans to coordinate and choose to implement this 
model themselves. The primary requirement is that there is coordination across health plans so 
that doctors represented in multiple samples are only surveyed once and the information is 
shared across health plans for the calculation of compliance rates. The shared service model that 
has been implemented provides a strong foundation on which to build.  

The success of such a model depends on the quality of the implementation. A centralized 
model, organized by the Industry Collaboration Effort, was used in the past in an effort to gather 
the PAAS data in a more efficient manner. In MY 2015, 26 health plans used the Industry 
Collaboration Effort sponsored single-vendor model. After submission the DMHC identified 
many problems with the quality of the data, and the MY 2015 annual report did not include 
compliance data but rather descriptions of the many data issues (DMHC, 2017a). In discussions 
with health plans and the DMHC, the general consensus was that the problems were due to poor 
implementation of the model rather than fundamental problems with the centralized, or single-
vendor, approach. If this type of change is made it would be important to identify an organization 
or entity that has the capability to plan and execute a complicated sampling effort and coordinate 
data collection. 

Centralized Sampling Plus New Methods to Leverage Overlap Between Health Plans 

Working within the centralized sampling model, new sampling strategies could be employed 
to further reduce the overall sample size and associated burden. One option we identified would 
be to take the current sample selection strategy used within health plans when they have multiple 
networks in a county and apply it across all health plans. Under the current methodology, within 
a health plan the sampling strategy is designed to leverage the overlap between the various 
networks in a county. As described in the MY 2018 PAAS methodology (DMHC, 2018b), 
sampling begins with the network with the largest number of providers in the county; once the 
sample for that network is selected, the health plan moves to the next largest network in the 
county to select its sample. The plan determines how many providers included in the first sample 
are also in the second largest network and allocate those providers to the sample for the second 
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largest. If it is not enough to meet the target sample size for the second largest network, the 
health plan randomly selects additional providers from that network/county combination to fill it 
out. This process proceeds through all of the networks in the county, in order of size. In the end 
the health plan has a sample across the county that leverages the overlap in doctors between 
networks to reduce the overall size of the sample.  

With a centralized sampling process, this sampling strategy could be applied across health 
plans. In this option sampling would begin with the health plan that has the largest number of 
unique providers in its contact list. Once the initial sample has been drawn, the sampling would 
proceed in order of size by health plan. The first step in drawing the sample for the second 
largest health plan would be to identify which providers from the initial sample are also 
contracted with the second health plan. These providers would automatically be included in the 
second health plan’s sample. If additional providers are needed to reach the target sample size, 
providers would be randomly sampled from the second largest health plan’s contact list to fill out 
the sample. This creates a running sample that includes providers from the largest and second 
largest health plans. Sampling of the third largest health plan would begin by identifying 
providers in the running sample that also contract with that health plan. These providers would 
automatically be selected for that health plan’s sample, and any remaining providers needed to 
meet the target sample size would be drawn randomly. This process would proceed until samples 
for all of the health plans have been drawn. This sampling process takes full advantage of the 
overlap in providers between health plans to reduce the overall number of providers that need to 
be surveyed.  

To illustrate the potential of this strategy to reduce the number of providers surveyed, we 
calculated the number of unique PCPs that would be sampled in Los Angeles County under this 
approach, which leverages the overlap between health plans, and compared that with the number 
of unique providers that would be sampled under the current methodology. We focused on Los 
Angeles County to scope out the analysis and provide an example of what is possible. To provide 
an estimate of the number of providers sampled under the current methods, we applied the MY 
2018 sampling methodology to the MY 2017 contact lists for five health plans in our data that 
were operating in Los Angeles County. We then used the MY 2017 contact data for these health 
plans and applied the sequential sampling method across the five health plans. We found that 
centralized, sequential sampling in this way could reduce the number of unique PCPs sampled by 
59.6 percent. It is likely that the overlap in Los Angeles County is larger than in other counties 
served by fewer health plans, so the estimate for Los Angeles County should not be applied 
statewide. It does, however, provide a sense of the reduction in burden that is possible in the 
larger counties where there are more health plans and more providers. Figure 2.3 shows the 
potential effect of centralized sequential sampling across health plans. 
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Figure 2.3. The Potential Effect of Centralized Sequential Sampling Across 
Health Plans 

  

SOURCE: RAND analysis of MY 2017 PAAS contact data files provided by participating 
health plans.  
NOTE: The table applies MY 2018 sampling methods to MY 2017 contact data. 

This option would reduce the number of providers sampled by prioritizing selection of 
providers that contract with multiple health plans. When combined with either centralized data 
collection or allocation of providers in multiple health plans to a single health plan for data 
collection, the burden could be reduced even further as each provider would only be called one 
time. The reduction in burden estimated here is not easily comparable with the others presented 
in this report because it is based on the MY 2018 methods, whereas the others use MY 2017 data 
that reflect a different sampling methodology. 

One statistical consideration with this approach is that it assumes that physicians in multiple 
health plans are similar to and representative of all other physicians. This assumption is present 
in the current DMHC methodology that allows for the leveraging of physician overlap within 
health plans. It remains to be explored, however, whether compliance varies for physicians who 
belong to one versus multiple health plans. The problem is most acute for smaller health plans 
that may have their needed sample size attained completely by the running sample and would not 
have a need to select any of their sample randomly. This could bias the compliance rate if the 
providers in multiple health plans are not representative of all of the doctors in a small health 
plan. It would be possible to adjust the methodology to require each health plan to select some 
providers randomly to improve representativeness within a health plan, though this would 
increase the number of providers that need to be surveyed. Another possibility would be to alter 
the sampling strategy to start with the smallest health plans and work upward. This would ensure 
that the samples for the smaller health plans are more representative of their networks. If the 
DMHC were to move to a sampling strategy of this type, the representativeness of the samples 
could be tested and, if needed, a statistical weighting scheme could be developed to improve the 
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representativeness of compliance estimates based on the data. As noted above, this method is 
already used within health plans to minimize sample size and thus is not unprecedented.  

Surveying at the Office Location Level 

Another option to reduce the burden of the PAAS on respondents is to change the sampling 
unit from providers to a larger unit such as office location. This would expand to all office 
locations the way that Federally Qualified Health Centers are treated in the sampling 
methodology. Under the current methodology such centers are treated differently: they are 
sampled as a whole rather than the providers who work at them being individually sampled 
(DMHC, 2017b). Changing the sampling unit would also reflect the way patients generally 
access care, through a provider office with potential access to any of the physicians and advance 
practice clinicians in that office. This is particularly true for staff model clinics, where enrollees 
are assigned to a clinic rather than a specific PCP, and to multiphysician practices. Surveying at 
the office location level also reflects and signals the value of team-based care in providing timely 
access to patients. Such surveying would require building a contact list at this more aggregated 
level and adjusting the survey question to ask about the next available appointment at that office 
location rather than with a specific provider. 

The potential reduction in burden associated with sampling at the office location level is 
substantial. Looking within health plans, we see that the number of unique offices is significantly 
lower than the number of unique providers; on average there are 23 percent fewer unique office 
locations observed in the MY 2017 data. Assuming each health plan contacts each unique 
provider or office location only once, the total number of outreach attempts is the sum of the 
unique PCPs or offices in each health plan. As shown in Table 2.10, the number of outreach 
attempts is not a unique count because some providers and office locations are observed in 
multiple health plans. To illustrate the reduction in burden associated with a move from sampling 
at the provider level in a decentralized way to sampling office locations in a centralized way, we 
can compare the number of outreach attempts under the current methods (56,319) with the 
number of unique office locations across all health plans (17,142). This comparison indicates we 
could expect a nearly 70 percent reduction in the number of outreach attempts if each office were 
only surveyed once.  
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Table 2.10. Unique PCPs and PCP Office Locations Represented in the  
12 Health Plans, MY 2017 

Health Plan  

Unique 
PCPs in 

Plan Sample 

Unique PCP 
Office 

Locations  
in Plan Sample 

A 5,666 3,402 

B  7,633 4,817 

C 9,617 4,448 

D 10,076 4,351 

E 10,949 3,727 

F 548 319 

G 85 43 

H 1,039 369 

I 123 43 

J 904 311 

K 9,078 3,518 

L 601 248 

Total outreach attempts, not uniquea 56,319 25,596 

Total unique providers or office locations 
across all health plans  22,343 17,142 

Potential reduction in outreach attempts in 
moving from provider-level to office-
level samplingb 69.6% 

SOURCE: RAND analysis of MY 2017 PAAS raw data files provided by participating 
health plans. 
a This is intended to provide a measure of the number of outreach attempts at the 
office level if each health plan sampled each office only once. It is not a unique count, 
because some office locations are observed in multiple health plans.  
b This measure looks at the reduction in outreach attempts from the current provider-
based noncentralized method (56,319) to a method in which office locations are 
sampled in a centralized way (17,142).  

This analysis is based on the MY 2017 raw survey data. It does not incorporate any potential 
changes in target sample sizes or other methodological changes that were implemented in  
MY 2018. 

This would be a major modification to the current methodology with potential logistical and 
statistical implications. On the logistical side, a new contact list would need to be developed at 
the office location level. There are a number of challenges and considerations in doing this. We 
identified office locations using address information in the current survey data. Addresses, 
however, can be difficult to match within and across health plans because there may be slight 
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differences in the way they are entered (e.g., “Blvd.” vs. “Boulevard”) or how complete they are 
(e.g., suite or office number within a building may or may not be included). In order to 
effectively implement this type of approach some careful thought about how to define and 
identify an office location would be required, and the data would need to be standardized 
across health plans. 

On the statistical side, under this approach sampling units would reflect a range of offices of 
different sizes with more or fewer physicians practicing at a given location. In this case, for solo 
practitioners the office location unit would reflect a single provider, whereas for a large provider 
group a single office location might house many providers. To ensure statistical integrity under 
this approach and obtain a representation from different provider group sizes, stratified sampling, 
where office locations are categorized by size and each category has a different probability of 
sample selection, could be used to generate a sample that is representative of the variety of office 
sizes in each network. With different sampling probabilities assigned to each stratum in such a 
scenario, the inverse of the sampling probabilities would be used as sampling weight in the 
estimation of the compliance rates. 

The office-based survey approach will work particularly well for medical group models 
where the physicians are typically at the same location. This method may not fully reflect the 
access that a provider in an independent physician association model might offer. Providers in 
such associations are not necessarily colocated, so the office location may not fully capture the 
alternative access capabilities of an independent physician association.  

While there are a number of issues that would need to be resolved in order to implement this 
option, they are not insurmountable, and the benefit in terms of the burden reduction is 
substantial. The key conceptual and data issues that need to be addressed are defining what 
counts as an office location, determining how office locations will be identified in the data, 
generating a count of how many providers practice at that location, and developing the stratified 
sampling methodology and associated statistical weighting. 

Improving Contact List Data 

As described above, quality issues with the data in the contact list lead a large proportion of 
providers that are sampled to be ineligible for the survey. Investing time and resources up front 
to improve the quality of the contact data could reduce the burden of data collection by reducing 
the number of ineligible responses and thus the number of providers that must be contacted. One 
data collection vendor reported that in the most recent measurement year it focused on cleaning 
the health plans’ contact data at the outset and noted a strong return on that investment, with the 
number of ineligible responses being reduced by 34 to 68 percent, depending on the health plan. 
This process involved normalizing the data across health plans into a single common format and 
triangulating data by checking it against other sources (e.g., noting which is the best phone 
number for outreach). Based on the MY 2017 in our study, incorrect phone numbers, incorrect 
addresses, and incorrect information about which provider groups a provider belonged to were 
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the most common sources of ineligibility. Focusing improvement efforts in these areas would 
likely yield the greatest benefit. There are software tools available that may be useful in these 
efforts, such as ones designed to put addresses into a standard format.  

Across the 12 health plans in our study, we find that slightly over 20 percent of outreach 
attempts are ineligible (see Tables 2.5 and 2.6). For PCPs this translates to 26,096 outreach 
attempts. Applying the midpoint of the range provided by the vendor (51 percent reduction), we 
estimate that data cleansing could reduce the number of ineligibles among PCPs in this sample to 
12,787. This represents approximately 11 percent of the responses in the cross-plan PCP survey 
data. However, there is variation across health plans in the proportion of outreach attempts that 
are ineligible and thus some health plans could benefit more than others from data cleansing; we 
expect this option could be adopted on a plan-by-plan basis. For example, in Table 2.5 we saw 
that health plan A has a high rate of ineligibles (37.9 percent) compared with health plan F  
(6.4 percent). Consequently, the return on investment in data cleansing would be greater for 
health plan A. It is likely that the health plans with a low proportion of ineligibles already have 
data improvement practices in place. 

Ideally, any data improvements made to the contact list would be fed back to the systems 
from which the list was derived. This would ensure that the health plan’s information is updated 
and will avoid the need to fix the same problems the following year. If implemented widely by 
health plans and providers, a centralized provider directory, such as the Symphony Provider 
Directory that is currently under development, could help in this regard and lead to higher quality 
and more up-to-date contact data that can be used for sampling purposes. The integrated 
directory offers a single place for providers and health plans to update their data (Integrated 
Healthcare Association, undated). It is important to note that improving the information in the 
contact list will require efforts on the part of both health plans and providers to keep the contact 
information current. 

Updating Target Sample Sizes to Reflect Ineligible Responses 

Under the methodology used for MY 2018, target sample sizes are determined based on the 
number of providers in the network/county combination in the contact list.4 To reach the target 
sample size, each health plan pulls a primary sample and an oversample that can be drawn upon 
as outreach attempts result in ineligibles or nonresponses. The target sample size is static and 
does not adjust as the data collection progresses. For health plans with a high rate of ineligibles, 
the target sample size is based on a count of providers in the network or county that is much 
larger than the actual number. As such, the target sample size is larger than is needed for the 
desired statistical precision and it can be difficult for health plans with a high rate of ineligibles 
to meet their target sample size. Adjusting the target sample size to better reflect the actual 

                                                 
4 They differ depending on whether the network operates in one or multiple counties. See DMHC, 2018b, Appendix 1. 
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number of eligible providers in the network/county combination would reduce the number of 
calls that have to be made and thus the burden on providers.  

One strategy for updating the target sample size as new information about ineligibles is 
collected would be to develop a statistically based algorithm that could be used to calculate new 
targets as the data collection progresses. The strategy could mirror the sample size chart in the 
DMHC methodology, where accounting for the number of ineligibles up to a point will trigger a 
new sample size. Table 2.11 presents an example of such algorithm where, for example, for a 
health plan with 40 providers in a county, if zero to four providers contacted were ineligible, the 
needed sample size would be 27, but if six to seven were ineligible, the needed sample size 
would drop to 24. In general, health plans can keep updating the sample size needed as they keep 
recording more ineligibles. The specific reduction would be determined based on power 
calculations to ensure that the sample is appropriately sized to produce desired 
confidence limits.5 

Table 2.11. Example Sample Size Chart That Incorporates Reductions in Targets as 
Ineligible Responses Increase 

Number of 
Providers in 
Network/County 

Number of 
Ineligible 

Responses 

Number 
of 

Providers 
to 

Sample 

Number of 
Providers in 

Network/County 

Number of 
Ineligible 

Responses 

Number 
of 

Providers 
to 

Sample 
8 2 6 20 2–3 15 
8 3 5 20 4 14 
8 4 4 20 5 13 
8 5 5 20 6–7 12 
8 6 2 20 8 11 
15 1–2  12 40 0–4 27 
15 3  11 40 5 25 
15 4  10 40 6–7 24 
15 5 9 40 8–9 23 
15 6 9 40 10–11 22 
15 7 8 40 12–13 21 
15 8 7 40 14–15 20 

NOTE: This table demonstrates how an adapted sample-size chart could look. 

Because the required target sample size would be changing in real time over the course of the 
data collection period, additional flexibility in the survey wave requirements would be needed. 
Currently, data are collected in two waves with at least a three-week break period in between. 
The DMHC methodology requires that no more than 60 percent of providers in the sample be 
                                                 

5 For more information on target sample sizes and the desired confidence limits, see DMHC (2018b).  
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surveyed in the first wave (DMHC, 2018b). If the target sample size falls over time due to 
ineligible respondents, it will be difficult for health plans to ensure that no more than 60 percent 
was surveyed in the first wave. 

Making Greater Use of Alternatives for Survey Outreach and Data Collection  

Legislation and current methodology allow other ways to gather information about provider 
appointment availability. For example, in MY 2018 the survey methodology changed to allow 
health plans to contact providers initially by email or fax. The provider, or his or her 
representative, could then respond at a time during the day that was most convenient. If the 
provider did not respond to the email or fax in the appropriate time frame, the data collector 
would then attempt contact by telephone. The data for MY 2018 were not complete and available 
to us for this analysis, but in discussions with health plans we heard mixed results about whether 
the initial outreach by email or fax substantially reduced the number of calls that had to be made. 
Some health plans felt it had been very helpful and did not have to make as many calls; others 
reported very low response rates to the emails and faxes and thus little reduction in the number 
of calls made. One health plan that reported greater success with the initial email or fax outreach 
attempt attributed it to the fact that email is the way that the health plan typically communicates 
with and receives information from their providers and so it had valid and current email 
addresses and established practices that supported a robust response to such inquiries. Gathering 
responses through email and fax does not reduce the number of providers that are contacted, but 
it does reduce the burden on the provider by allowing him or her to respond at a time that is most 
convenient. When the results for MY 2018 are complete, it would be useful to identify health 
plans that had a strong response to the initial outreach attempt and identify any promising 
practices that could be shared and adopted by other health plans. It is possible that there is 
variation in preferred outreach methods (e.g., email versus phone) across provider types and thus 
a flexible approach that allows multiple survey modalities is needed. 

The current methodology also allows health plans to collect data by querying appointment 
systems rather than surveying providers directly. Few health plans, however, take advantage of 
this option because, they argue, provider offices do not have systems in place that make this 
feasible. Significant investments in providers’ and health plans’ information systems and their 
interoperability would be needed to take greater advantage of this option. The potential of this 
electronic extraction option is growing over time as more provider groups implement patient 
portals that support online scheduling and a variety of other capabilities that improve patient 
access to information and care. Data from a survey of medical groups in California conducted by 
America’s Physician Groups indicates that many are adopting patient portals and there are a 
small number of software platforms being used (Mevs, 2019). These portals are a possible source 
of nonsurvey information that could be used to demonstrate compliance with the time-elapsed 
appointment wait time standards. 
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As the legislation that requires the collection and reporting of timely access data indicates, 
“A plan may demonstrate compliance with primary care time-elapsed standards . . . through 
implementation of standards, processes and systems providing advanced access to primary care 
appointments” (DMHC, Office of Plan Monitoring, Division of Plan Surveys, 2014, p. 32). 
Advanced access is defined as “the provision . . . of appointments with a primary care physician, 
or other qualified primary care provider such as a nurse practitioner or physician’s assistant, 
within the same or next business day from the time the appointment is requested, and advance 
scheduling of appointments at a later date if the enrollee prefers not to accept the appointment 
offered in the same or next business day” (DMHC, Office of Plan Monitoring, Division of Plan 
Surveys, 2014, p. 31).  

A growing number of provider groups and physicians’ offices use advanced access models. If 
health plans were able to take better advantage of this provision of the law and count providers in 
advanced access models as compliant without surveying them, it could reduce the number of 
providers that need to be surveyed directly and thus reduce burden. Under the current 
methodology, health plans are asked to submit the policies and procedures they use to verify 
advanced access models reported by contracted providers, medical groups, and independent 
practice associations, as well as a list of all providers utilizing advanced access models (DMHC, 
2018a). This information, however, is not incorporated into the current PAAS methodology. One 
option for incorporating this information into the survey methods would be to include providers 
that are in advanced access practices in the sampling frame but to automatically give credit for 
compliance if these doctors are sampled. This would reduce the number of providers that have to 
be called.  

Health plans currently report limited information about the use of advanced access models to 
the DMHC. It is possible that health plans are not aware of all providers that use this type of 
scheduling model. If such a change were made, health plans would have an incentive to gather 
this information so it could be used in the PAAS data collection and reporting process. To do so 
health plans and provider groups would need to work together to generate and maintain the data 
on the use of advanced access scheduling models. Health plans currently report the procedures 
they have in place to verify that practices that indicate their use of advanced access models are 
providing same- or next-day appointments for primary care. If this change were incorporated into 
the survey methodology, there might be a desire to expand and monitor those procedures more 
closely to ensure that timely access is indeed being provided. 

Improving Communication and Outreach to Providers About the Provider Appointment 
Availability Survey 

The PAAS experiences a high nonresponse rate. Across the 12 health plans in our data, we 
estimate nonresponse rates of 23.2 percent among PCPs and 32.5 percent among specialists  
(see Tables 2.7 and 2.8). High nonresponse rates not only affect the quality of the data but also 
increase the burden by increasing the number of providers who are contacted each year. We 
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observe substantial variation in nonresponse rates across the health plans in our study. It would 
be useful to assess health plans that have a lower nonresponse to identify factors associated with 
improved response, as well as any best practices that could be shared. In our discussions with 
health plans, some with higher response rates attributed them to the outreach and education they 
do with providers about the importance of the survey. We also heard that some management 
service organizations provide incentives to the providers in practices they manage to encourage 
them to complete the survey. Because many providers and office locations are being surveyed 
multiple times under the current methodology, the likelihood of nonresponse may increase after 
the first health plan surveys them. This could be due to fatigue or could be due to confusion on 
the part of the provider, which may not realize that it could be surveyed multiple times. 
Standardized directions and information provided by all health plans that make clear the 
importance of the survey and the possibility that providers may be asked to furnish information 
to multiple health plans could potentially help reduce nonresponse rates.  

Assessment of the Options to Reduce Provider Burden 

We have identified and discussed a number of potential ways to reduce the burden of the 
PAAS methodology on providers. Each option has its strengths and weaknesses. In general, the 
options that we identified that have the greatest potential to reduce the burden of the survey (e.g., 
centralized sampling designed to leverage overlap in providers between health plans, sampling at 
the office location level, and making greater use of nonsurvey methods for gathering compliance 
data) represent the largest deviations from the current methodology and thus make them more 
challenging to implement. More work would need to be done to operationalize these strategies 
and put them into practice. For example, there are statistical considerations related to the 
representativeness of a sample that is drawn leveraging the overlap in providers across health 
plans. These statistical issues are not insurmountable, but would need to be addressed; this would 
likely require additional resources and collaboration between the DMHC and health plans. 
Similarly, there are issues around defining office locations and identifying them in the data that 
would need to be addressed before sampling at the office location level could be implemented. 

At the same time, the options that would be the easiest to implement such as updating the 
way target sample sizes are calculated to account for ineligible response or improving education 
and outreach to providers are expected to have beneficial impacts on burden, but the magnitude 
of those effects is small relative to other options.  

Centralized sampling without other changes to the methodology and improving contact data 
are the two options that fall in the middle on both their effect on burden and their ease of 
implementation. The potential reduction in burden, while not as great as in some other options, is 
still significant under both. In addition, the implementation challenges are a bit more modest 
because they do not require significant deviations from the current methodology, and both are 
already underway to some extent. The centralized sampling approach is currently being 
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employed by some health plans that use the same data collection vendor and use a shared 
services or single survey model. This model could be further extended to incorporate additional 
health plans. Moreover, a centralized sampling approach could make it easier to implement 
additional refinements down the road. Similarly, the current efforts to build a centralized 
provider directory could be a key component of improved contact data. Better information on 
providers, their practice locations, and the networks they participate in could be very helpful in 
reducing the number of ineligible respondents included in the original samples. Moreover, the 
directory could support centralized sampling efforts by serving as the universe of providers from 
which to draw. 



 

35 

3. The Removal of the Alternate Provider Question from the 
Provider Appointment Availability Survey 

Prior to MY 2018, the PAAS methodology considered a provider to be compliant with  
time-elapsed appointment standards if there was another provider within the same office location 
who had an appointment available within the required time frame. This was implemented 
through sequential survey questions. The first question asked about the sampled provider and 
when his or her next available appointment was for either an urgent or nonurgent request. If the 
next available appointment was not within the necessary time frame, a second question was 
asked about whether there was another provider at the same location who had an appointment 
available sooner. In the case of PCPs, the alternative provider could be another physician, an NP, 
or a PA. For specialists (e.g., cardiologists, child/adolescent psychiatrists, gastroenterologists, 
etc.), the survey question specified that the alternative provider be another physician of the same 
specialty (DMHC, 2017c). Starting in MY 2018, the second, or alternate provider, question was 
removed from the survey. In this chapter we discuss the reasons for the change, the concerns that 
health plans have raised, the impact of the change on compliance rates, and options for 
improving the measurement of timely access compliance. 

What Is the Rationale for the Removal of the Alternate Provider Question? 

The DMHC argued that the second question, whether there was another provider in the office 
who had an appointment available within the required time frame, raised issues of statistical 
validity. Ultimately, the first and second questions put together ask whether a patient can set up 
an appointment within a reasonable time frame at an office (with the specific provider in the first 
question being primary in the request), and the likelihood of such office-level compliance is 
expected to be higher than the likelihood of provider-specific compliance. A number of statistical 
issues are raised with the inclusion of the second question if the goal is to generate a provider-
specific compliance rate. The survey sampling frame consists of all providers in the health plan’s 
various network/county combinations. When the second question is asked, it can introduce new 
respondents into the sample, including eligible physicians who were not sampled and, in the case 
of the PCP survey, NPs or PAs that could see the patient. With the second question it is also 
possible for the same compliant appointment to be counted more than once. For example, if the 
data collector calls to survey Dr. Jones and finds her soonest appointment is not compliant, the 
data collector will ask about other providers in the office. If Dr. Smith, another doctor at that 
location, has an appointment available, the response for Dr. Jones is marked as compliant. If  
Dr. Smith is also sampled, the data collector may call the office back and ask about an 
appointment with Dr. Smith. Dr. Smith’s available compliant appointment could be counted 
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twice in the health plan’s survey data. This is problematic because it does not actually reflect two 
available appointments. 

An additional concern that has been raised about the second question is that because it 
generates an office-based measure it can make comparisons of similar entities more difficult. The 
number of physicians who practice in particular offices can vary; as such, office-based measures 
will reflect units of different sizes. We would expect the likelihood of having a compliant 
appointment available at the office level to increase with the number of physicians in the office. 
This means that health plan–level compliance would be affected by the extent to which the 
health plan contracts with solo practitioners or larger provider offices. This issue, however, could 
potentially be addressed through statistical weighting. 

What Are the Concerns Regarding the Removal of the Alternate 
Provider Question? 

Health plans and delegated provider organizations are concerned about the removal of the 
alternate provider question because it places the focus of the survey on specific providers and 
gives a very narrow view of the access that a health plan’s network provides. It does not reflect 
the value that a clinically integrated provider organization gives in terms of access and does not 
give credit for having a team-based care approach in place to meet patients’ needs. Moreover, the 
focus on a specific provider does not reflect the patients’ experiences and expectations in terms 
of how they currently access the health care delivery system when they call for an appointment. 
When a patient calls to request an appointment, particularly in an urgent situation, if the selected 
provider does not have an appointment in the patient’s preferred time frame, he or she will often 
work with the appointment scheduler to find an appointment with an alternative provider who 
can meet the patient’s needs. The alternative provider question in the survey accounted for this 
common practice that physicians’ offices use to provide timely access for patients. 

In the case of PCPs, removing the alternate provider question reduces the ability of 
physicians to meet timely access standards by making use of advance practice clinicians such as 
NPs and PAs. If NPs and PAs book appointments directly, they can be included in the sample of 
PCPs and surveyed directly. In many offices, however, the NPs and PAs do not book 
appointments directly, but rather take appointments as needed to make most efficient use of the 
physician’s time. Advance practice clinicians play a key role in providing timely access to 
primary care, and the current methodology without the alternate provider question does not fully 
reflect that role.  

In California the number of NPs and PAs in 2016 is estimated to be 19,646 and 9,752, 
respectively (California Health Care Foundation, 2017). The Agency for Health Care Research 
and Quality (2012) estimates that approximately 52 percent of NPs and 43 percent of PAs work 
in primary care. Combining these estimates indicates that approximately 10,216 NPs and 4,193 
PAs are working in primary care in California. Given that there are approximately 36,700 active 
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PCPs in California, it is clear that NPs and PAs play a big role in primary care delivery; they 
represent about 28 percent of the total primary care provider workforce (i.e., physicians, NPs, 
and PAs working together in primary care). 

The current survey methodology also does not account for a number of other ways that health 
plans provide access to care, such as through telehealth, patient portals, walk-in clinics, and 
urgent care centers. The DMHC currently has a work group in place to develop methods for 
incorporating telehealth visits into the timely access data collection and reporting procedures. 
The current method with or without the alternate provider question does not account for walk-in 
clinics and urgent care centers because it focuses specifically on providers who book 
appointments. It also does not account for access that patients receive through patient portals and 
secure emails that can address their questions and reduce the need for in-person visits.  

What Is the Impact of Removing the Alternate Provider Question on 
Compliance Rates? 

Using MY 2017 PAAS data we assess the impact of the removal of the alternate provider 
question on compliance with the time-elapsed standards by calculating compliance with and 
without the question. Compliance rates with the second question reflect how compliance was 
calculated in MY 2017. The compliance rate without the second question is based solely on the 
availability of the physicians sampled and provides a proxy for what we would expect to see in 
MY 2018 results. It is important to note, however, that other aspects of the methodology changed 
between MY 2017 and MY 2018 that could affect compliance rates. For example, in MY 2017 
health plans sampled within provider group/county combinations, whereas in MY 2018 health 
plans sampled within network/county combinations. As such, using MY 2017 for this analysis 
actually provides a better estimate of the impact of the removal of the question on compliance 
rates than a MY 2017 to MY 2018 comparison because it allows us to isolate the effect of the 
question from the effect of the other methodological changes and time trends. 

We find that without the second question, overall compliance for urgent appointments falls 
for PCPs by 9.2 percentage points and for specialists by 8.4 percentage points (see Tables 3.1 
and 3.2). Compliance with the time-elapsed standards is higher across the board for nonurgent 
appointments compared with urgent appointments. The effect of removing the alternate provider 
question for nonurgent appointments is smaller than for urgent appointments, with reductions of 
5.1 percentage points for PCPs and 6.3 percentage points for specialists. 

The effect of removing the alternate provider question varies from health plan to health plan. 
For example, we see that for urgent PCP appointments, compliance falls by almost 20 percentage 
points for health plan H. In contrast, for health plan I, the removal of the question only reduces 
compliance by 2.3 percentage points. The difference in the impact of the change, particularly for 
urgent PCP appointments, likely reflects a number of factors, including the extent to which the 
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health plan contracts with large provider groups relative to solo practitioners and the extent to 
which the contracted providers use NPs and PAs as advance practice clinicians.  

The effect also varies across insurance product type. We find the largest impact on 
compliance among commercial products. The effect is smallest for Medi-Cal products. In  
Table 3.2 we present the impact of the change by specialty. We find that the biggest effect is 
among gastroenterologists and the smallest is among psychiatrists.  

Table 3.1. The Effect of Removing the Alternative Provider Question for PCPs, MY 2017 

  Urgent Appointments Nonurgent Appointments 

Health Plan  
Compliance 
Rate With 
the Second 
Question 

Compliance 
Rate 
Without the 
Second 
Question  

Difference 
Compliance 
Rate With 
the Second 
Question  

Compliance 
Rate 
Without the 
Second 
Question 

Difference 

A 89.4% 77.8% –11.6 94.0% 87.0% –7.0 

B  75.3% 66.2% –9.1 89.4% 84.5% –4.9 

C 73.7% 63.9% –9.7 88.3% 83.0% –5.3 

D 75.6% 66.5% –9.1 88.7% 84.2% –4.6 

E 80.7% 72.9% –7.8 89.7% 85.0% –4.7 

F 79.1% 69.5% –9.6 95.8% 92.2% –3.6 

G 93.3% 85.0% –8.3 96.7% 91.7% –5.0 

H 93.1% 73.2% –19.9 95.6% 81.7% –13.9 

I 65.4% 63.2% –2.3 95.7% 74.3% –21.4 

J NA 56.8% NA NA 84.9% NA 

K 76.2% 67.8% –8.4 90.7% 86.6% –4.1 

L 69.9% 61.2% –8.7 84.7% 77.3% –7.5 
Across all health 
plans 77.5% 68.3% –9.2 89.9% 84.8% –5.1 

By product type       

Medi-Cal plan 81.6% 75.4% –6.2 88.9% 85.3% –3.6 

Commercial plan 76.9% 67.4% –9.5 89.9% 84.7% –5.2 

Individual or family 
plan 82.0% 73.7% –8.3 90.9% 84.6% –6.2 

SOURCE: RAND analysis of MY 2017 PAAS raw data files provided by participating health plans. 
NOTE: Due to rounding, the Difference columns may not show the exact difference between the two prior columns. 
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Table 3.2. The Effect of Removing the Alternative Provider Question for Specialists, MY 2017  

Urgent Appointments Nonurgent Appointments 

Health Plan  
Compliance 
Rate With 
the Second 
Question 

Compliance 
Rate Without 
the Second 
Question 

Difference Compliance 
Rate With 
the Second 
Question  

Compliance 
Rate Without 
the Second 
Question  

Difference 

A 73.2% 63.0% –10.3 85.4% 79.8% –5.6 

B  69.5% 61.5% –8.0 81.1% 75.2% –5.9 

C 72.9% 63.8% –9.1 82.5% 76.2% –6.2 

D 72.2% 63.6% –8.6 82.7% 76.5% –6.3 

E 73.7% 67.4% –6.3 81.5% 75.8% –5.8 

F 69.8% 58.4% –11.4 75.1% 72.7% –2.4 

G 94.1% 88.2% –5.9 91.4% 88.6% –2.9 

H 83.9% 65.0% –18.8 89.9% 76.6% –13.3 

I 60.0% 45.0% –15.0 73.6% 58.7% –14.9 

J 60.1% 46.4% –13.8 83.4% 69.4% –14.0 

K 70.4% 61.2% –9.2 81.1% 73.8% –7.3 

L 75.6% 69.2% –6.4 72.6% 71.6% –1.1 
Across all health 
plans 71.7% 63.4% –8.4 81.8% 75.5% –6.3 

By type of product 

Commercial plan 71.5% 63.1% –8.4 81.8% 75.5% –6.3 

Medi-Cal plan 73.0% 67.2% –5.9 78.5% 73.8% –4.7 

Individual or family 
plan 75.2% 64.9% –10.3 84.2% 76.4% –7.8 

By specialty       
Cardiology 81.4% 73.5% –7.8 90.4% 86.1% –4.3 
Endocrinology 65.3% 58.2% –7.1 73.2% 65.2% –8.0 
Gastroenterology 58.8% 48.0% –10.7 72.1% 62.2% –9.9 
Psychiatry 55.9% 51.2% –4.7 72.2% 69.4% –2.8 

SOURCE: RAND analysis of MY 2017 PAAS raw data files provided by participating health plans. 
NOTE: Due to rounding, the Difference columns may not show the exact difference between the two prior columns. 

What Changes Could Be Made to the Provider Appointment Availability 
Survey Methodology to Better Reflect the Way Consumers Access Care 
and the Access That Health Plans Provide? 

There are a number of ways that the PAAS methodology could be changed or expanded to 
provide a broader picture of the access that health plans provide to beneficiaries. In this section 
we outline several possible changes with this goal in mind. We describe each option, how it 
would provide a broader picture of access, and the feasibility of implementing the option.  



 

40 

Surveying at the Office Location Level 

As was noted in Chapter 2, changing the sampling unit from the provider to the office 
location has the potential to reduce survey burden substantially. It also has the benefit of 
providing measures of appointment availability at the office location level, which more closely 
reflects the way that patients access care. When a patient calls requesting an appointment, if they 
cannot be seen within their desired time frame, the scheduler will generally offer an appointment 
with another provider if that provider has one available sooner. To implement this option the 
contact list would be developed at the office location level and the survey sampling could be 
done within network/county groups, as it is under the current methodology. The survey would be 
adapted to ask about appointment availability at the office location and time-elapsed standard 
could be met by any of the physicians of the appropriate type in that office. This would 
essentially remove the first question in the existing survey, which focuses on a specific provider, 
and maintain what had been the second question, which assessed availability at the office 
location instead. 

Table 3.3. Estimated Compliance Under Office Level Sampling for PCPs and 
Specialists, MY 2017 

  PCPs Specialists 

Health Plan  Urgent 
Appointments 

Nonurgent 
Appointments 

Urgent 
Appointments 

Nonurgent 
Appointments 

A 83.4% 91.5% 63.6% 81.2% 

B  69.5% 85.5% 62.5% 77.4% 

C 71.0% 87.7% 67.5% 80.0% 

D 74.8% 88.8% 69.0% 80.7% 

E 82.5% 91.6% 73.7% 83.3% 

F 74.6% 92.1% 56.6% 67.5% 

G 97.3% 97.3% 86.4% 86.4% 

H 86.5% 94.4% 76.5% 80.7% 

I 81.6% 87.2% 67.6% 87.2% 

J 75.5% 97.0% 61.8% 82.8% 

K 77.1% 92.0% 67.6% 79.8% 

L 73.5% 85.4% 75.7% 74.4% 

Across all health plans 77.8% 90.1% 68.6% 80.6% 

SOURCE: RAND analysis of MY 2017 PAAS raw data files provided by participating health plans. 

We created an estimate of what compliance rates might look like under this scenario (see  
Table 3.3). To do so we looked across all providers from a unique office location and categorized 
the office as compliant if any of the providers at that location had an appointment available within 
the time-elapsed standards. An office was categorized as noncompliant if none of the providers at 
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that location had an appointment available within the time-elapsed standards.1 Using this method, 
we estimate that for PCP offices the compliance rate would be 77.8 percent for urgent 
appointments and 90.1 percent for nonurgent appointments (see Table 3.3). For specialists, we 
estimate that the compliance rate would be 68.6 percent for urgent appointments and 80.6 percent 
for nonurgent appointments. These estimates are quite similar to the compliance rates that 
incorporate the alternative provider question, particularly for the PCPs (see Tables 3.1 and 3.2). 

The effect of this change on compliance rates at the health plan level would likely be related 
to the extent to which the health plan contracts with larger provider groups relative to solo 
practitioners. For large provider groups with multiple doctors at a single location, this change is 
expected to increase the likelihood of a compliant appointment being available—similar to the 
addition of the second question. For solo practitioners, on the other hand, this change would not 
be expected to affect the likelihood of a compliant appointment because the individual provider 
and office location would be the same. 

As was noted in Chapter 2, this change in methodology would be significant and could 
benefit from statistical testing before implementation and could possibly require sample 
weighting in order to generate more representative results. For example, solo practitioners in this 
office location level methodology will have smaller (nonweighted) likelihood of compliance and 
for comparison to a policy required compliance standard/threshold, the compliance rate of a 
health plan should consider the number of providers in an office.  

The DMHC’s Proposed Binomial Distribution Calculations 

After removal of the alternate provider question in the MY 2018 PAAS methodology, the 
DMHC proposed a methodology that would inform compliance standards at the health plan 
level. Because the methodology has evolved over time, the data are not comparable from one 
year to the next, and it has been difficult to set a standard for compliance. For example, based on 
our analyses of MY 2017 data, we would expect that MY 2018 compliance rates will be lower 
than they were in MY 2017 due to the change in methodology and masking potential changes in 
actual compliance with the time-elapsed standards. The proposed methodology used calculations 
based on a binomial distribution to determine that a 70 percent compliance rate based on the 
PAAS data would translate to a 97 percent probability that a patient would find a compliant 
appointment in the network by the time he or she called three different providers in the network 
(see Table 3.4). This calculation provides an additional piece of information to consumers about 
what it will take to find an appointment within the time-elapsed standards. 

 

                                                 
1 This method may underestimate compliance at the office level because it is only based on the providers that were 
included in the sample. If there are other providers at that location, the likelihood of a location being compliant 
could be even higher. 



Table 3.4, The DMHC Rate of Compliance Table Using Binomial 
Probability Distribution 

 

 
SOURCE: DMHC, undated-a. 

 
The binomial distribution calculation, however, has some limitations. It assumes that all 

providers in a health plan have the same probability of being compliant and that each call that a 
patient makes to find a compliant appointment is independent. It is unlikely that either of these 
assumptions holds in practice. For example, when a patient contacts a provider for an 
appointment, he or she calls the provider’s office. If the specific provider is not available, the 
patient may be offered an appointment with another provider at that location. Any single call 
may reflect the availability of one or more providers in the network, making reaching a second 
provider dependent on the likelihood of the first one not being available. Similarly, it is possible 
that the assumption that all the providers in a health plan have the same probability of 
compliance is not suitable to all health plans. The likelihood of having an appointment available 
for any provider may be affected by the availability of other providers in the office or for the 
health plan more generally. For example, if a particular provider is experiencing a surge in 
demand for appointments (e.g., during seasonal flu outbreaks), other providers in his or her 
office may help fill the demand and thus have less availability as well. If this is the case, the 
binomial probability calculations would overstate the health plans’ ability to provide a 
timely appointment. 

The calculation does, however, provide a way to illustrate that compliance rates based on 
specific providers might reflect much higher compliance at the health plan level. Moreover, for 
large provider offices (e.g., those with three or more providers), that level of compliance could 
potentially be reached by a single office and a compliant appointment achieved with just one call 
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from the patient. This information could be useful to consumers in interpreting the compliance 
rates reported by the DMHC. Even so, there is some confusion around the calculation, so 
providing more information about the assumptions that underlie the calculation, what they mean, 
and how to interpret the information could be useful to consumers. 

Reporting More Nuanced Information About Access 

The timely access data collected each year is provided to the public in a summary report. The 
most recent report, for MY 2017, was released in December 2018 (DMHC, 2018d), and it 
provides a high-level summary of the timely access data collected, focusing primarily on the rate 
of compliance with time-elapsed standards at the health plan level for the different types of 
providers and different types of appointments. While information on compliance with the 
standards is important, the binary nature of the outcome (yes, compliant or no, not compliant) 
may not provide as much information for consumers as would be useful in making a choice 
between different health plans. 

Additional information could be provided without collecting or incorporating any additional 
data. For example, consumers might find it useful to know the average number of days from 
request to appointment or the cumulative proportion of PCPs with appointments available by 
day. Figure 3.1 shows the mean and median days to an urgent and nonurgent appointment for 
PCPs and specialists for the 12 health plans in our data. In all cases, the mean is higher than the  

Figure 3.1. Average and Median Days to Appointment, MY 2017 

SOURCE: RAND analysis of MY 2017 PAAS raw data files provided by participating health plans. 
NOTE: The days to appointment shown here are based on the dates for the sampled provider; they do not take into 
account whether there is another provider at the location with an appointment available earlier. 
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median, indicating that the distribution is skewed. In other words, there are a small number of 
observations with very high values that pull the mean upward. In this case, the median is a better 
measure of the typical wait time. For PCPs the mean time to an urgent appointment is 8.8 days 
and the median wait is only two days. The same pattern holds for specialists. 

Looking at the cumulative proportion of respondents with available appointments by days 
can also provide useful information to consumers. As described above, using the MY 2017 
methodology, which incorporates the alternative provider question for urgent care appointments, 
we find that 77.8 percent of respondents have an available appointment with themselves or 
within their office within 48 hours and meeting the time-elapsed standards. The cumulative 
proportion with an available appointment within three days increases to 81.2 percent, and moves 
up to 91.6 percent within seven days. The cumulative proportions are lower when the alternate 
provider question is not included (the second column of Table 3.5, and reflecting the MY 2018 
methodology), with 86.0 percent of respondents having an appointment available within seven 
days. This could provide consumers with a more nuanced picture of the time they may have to 
wait for an appointment within a health plan. 

Table 3.5. Cumulative Proportion of PCPs with Available Appointments 
by Day, MY 2017 

Urgent Care Appointments 

With the Second Question  Without the Second Question   

2 days or less 77.8% 68.6% 

3 days 81.2% 73.0% 

4 days 85.1% 77.5% 

5 days 87.7% 80.9% 

6 days 90.1% 83.8% 

7 days 91.6% 86.0% 

8 days or more 100.0% 100.0% 

Nonurgent Appointments 

With the Second Question Without the Second Question 

10 days or less 89.9% 84.8% 

11–15 days 90.8% 86.3% 

15–20 days 93.0% 89.5% 

21–25 days 94.9% 92.2% 

26–30 days 96.7% 94.8% 

30 days or more  100.0% 100.0% 

SOURCE: RAND analysis of MY 2017 PAAS raw data files provided by participating 
health plans.  
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Another possibility would be to reinstate the alternative provider question and report both the 
doctor specific compliance rate, as in MY 2018, and the rate that incorporates the alternative 
provider question. This would allow for the statistical comparison of similar entities that the 
DMHC desires, but also provides consumers a sense of whether there are alternatives easily 
available to them at the same office location if their selected doctor does not have an 
appointment available in the specified time frame. Patients likely have different preferences and 
place different values on seeing a specific provider when they need care. In this case, different 
patients may want different types of information to inform their choices, and presenting both 
measures could be beneficial. To provide even more nuance, the report could include the two 
compliance rates and the average days to an appointment under both, as is noted in Table 3.5.  

Under the current timely access reporting requirements, each health plan provides 
information to the DMHC on its use of telehealth, health information technology, and advanced 
access models to provide timely access to care. It may be useful to further incorporate this 
information into the PAAS methodology and the calculation of compliance rates. The DMHC 
currently participates in a work group focused on how to better incorporate telehealth 
appointments into the timely access data collection and reporting. Additionally, as more 
providers are using patient portals through which patients can communicate securely with their 
provider, it would be useful to consider whether these types of patient-provider interactions 
could be incorporated. 

Similarly, the DMHC requires that health plans conduct annual provider and enrollee 
satisfaction surveys. These data, and particularly the enrollee satisfaction data, could potentially 
be standardized and incorporated into the Timely Access Report that the DMHC produces each 
year. The Consumer Assessment of Healthcare Providers and Systems is a suite of patient 
experience surveys (Agency for Healthcare Research and Quality, undated); its Health Plan 
Survey includes questions about whether patients were able to access care when they needed it. 
This type of information could provide a valuable perspective on timely access that would 
complement the current provider-based data collection and help inform consumer choices. While 
some patient satisfaction data is already collected by health plans, the process of standardizing 
and reporting this information to the DMHC would require time and effort to determine the best 
measures and to change survey methods as needed to provide comparable data across plans that 
is meaningful to consumers. 

Grievances and appeals are another type of data that are already collected that could be 
incorporated into the DMHC’s annual Timely Access Report. In addition, providing data on the 
availability of walk-in and urgent care centers that are available to enrollees would provide a 
broader picture of how patients can access care. Incorporating all of the relevant data into one 
report focused on the access that health plans provide would make it easier for consumers to 
find, assess, and make use of the information.  
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Incorporating Nurse Practitioners and Physician Assistants More Comprehensively into 
the Sampling Frame 

Incorporating NPs and PAs into the sampling frame in a comprehensive way would provide a 
better assessment of the access that a health plan provides. Currently, only those NPs and PAs 
that book appointments can be included in the health plan’s contact list for sample selection. 
However, in our discussions with health plans, several noted that since they do not generally 
contract directly with NPs and PAs (because in California NPs and PAs practice under the 
license of a contracted physician), the health plans do not have the same type and level of 
information that they do about the contracted physicians (e.g., National Provider Identifiers, 
supervising physician information, and licensure information). This makes incorporating them 
into the contact list difficult. In addition, there are physicians’ offices that make use of advance 
practice clinicians to expand capacity, but those providers do not book appointments directly. As 
such, the current methodology does not include a substantial component of how many health 
plans provide timely access to care. 

As was noted earlier, NPs and PAs are estimated to make up about 28 percent of the primary 
care workforce in California. Yet in the MY 2017 PCP survey data for the health plans in our 
study, NPs and PAs account for less than 1 percent of the observations;2 very few appear to be 
sampled directly under the MY 2017 methodology. To incorporate NPs and PAs into the 
sampling frame, health plans will need to gather more information about these providers so that 
they can be included in the contact list and sampled directly. 

This issue will become more acute over time, as NPs and PAs are expected to take on a 
greater role in meeting the demand for health care. A recent report of the California Future 
Health Workforce Commission (2019) highlights projections of looming shortages of physicians 
in California. The aging of the population leads not only to increased demand for health care 
services but also reduced supply as older physicians retire. The commission offers a number of 
recommendations to address the shortage, two of which focus on increasing the use of advance 
practice clinicians to improve access to care (California Future Health Workforce 
Commission, 2019). 

The Assessment of Options to Provide a Broader View of Timely Access 

We assessed several options that could be implemented to provide a broader view of the 
access that health plans provide. Each one has its advantages and disadvantages. Surveying 
office locations rather than specific providers would generate a compliance rate at the office 
level, a measure that may better reflect how patients access care. Moving to office-level 
sampling, however, is a major departure from the current methodology and would require a 

                                                 
2 This estimate is based on the specialty variable in the PAAS raw survey data.  



 

47 

significant effort to operationalize and put into practice. Compiling additional types of 
information that provide consumers with more nuanced information about the access that health 
plans offer would be easier to implement, particularly if the approach focused on additional 
measures that can be derived from data that are already collected (e.g., measures of the 
distribution of days to appointment for the health plan). Expanding to new types of measures, 
such as ones derived from patient surveys, would take more time and effort to implement. 
However, the health plans already collect patient satisfaction data, so efforts to standardize and 
report those findings have a good foundation on which to build. The binomial distribution 
calculation is primarily used to identify a compliance standard and does provide some additional 
information to consumers over and above the health plan compliance rate. Incorporating NPs and 
PAs more directly into the sampling frame would generate a measure of timely access that more 
comprehensively reflects the ways in which the health plan provides access to care. Currently, 
health plans have less information about the NPs and PAs in practices and would need to gather 
this information to support their inclusion in the sampling frame. 
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4. Discussion 

In this report we have focused on two issues related to the methods for collecting and 
reporting timely access data in California: the burden of the PAAS methodology on health care 
providers and the impact of a recent change in methodology that removed a question from the 
survey script and changed and narrowed the way compliance is measured. We identified and 
assessed a range of potential options for addressing these issues, and each had its own 
advantages and disadvantages.  

The options vary in their effectiveness in addressing the issues and in how easy they would 
be to implement, and there are clear trade-offs between these two factors. The options that make 
small changes or additions to the existing methodology that would be relatively easy to 
implement are expected to have beneficial but relatively modest effects. Conversely, the options 
that represent the biggest deviations from the current methodology and would be more 
challenging to implement have the greatest potential to reduce burden or provide a broader 
measure of access. There are some middle-ground options that balance the trade-off between 
effectiveness and ease of implementation. These options tend to expand upon existing efforts to 
improve the data collection and reporting process.  

A high-level summary of our assessment of the options is provided in Tables 4.1 and 4.2. 
The high, medium, and low ratings on the effectiveness and ease of implementation are relative 
to the other options considered. For both effectiveness and ease of implementation a rating of 
high is best. 

Table 4.1. Assessment of Options for Reducing Provider Burden Associated with the Provider 
Appointment Availability Survey 

Option Effect Ease Summary 
Centralized sampling High Medium Could reduce outreach attempts by 60% for PCPs and by 

72% for specialists. Implementation could build upon 
existing shared services model. 

Centralized sampling and 
leveraging overlap 

High Low Could reduce outreach attempts compared with MY 2018 
methods by 60% for PCPs in Los Angeles County. 
Implementation would require development of statistical 
weighting to generate representative results. Based on 
method currently used within health plans. 

Surveying office locations High Low Could reduce outreach attempts by 70% for PCPs. There 
are implementation challenges with definitions and 
statistical weighting. 

Improving contact list data Medium Medium Expected to reduce number of ineligibles by approximately 
50% and overall sample by 11%. Some challenges in 
implementation, but over time could take advantage of 
centralized provider directory. 
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Option Effect Ease Summary 
Updating target sample size to 
reflect ineligibles 

Low High Expected to reduce number of outreach attempts to reach 
target sample sizes. Easy to implement with lookup table 
included in PAAS instructions. 

Making greater use of nonsurvey 
methods 

High Medium Potential effect is large if there is a move to other modes of 
data collection and reporting. These changes could require 
significant investment in information technology and/or 
large changes to methodology. 

Improving communication and 
outreach 

Low High Providers may be more inclined to respond, but the effect 
is likely small. Implementation would be relatively easy, 
requiring development of standardized materials and 
outreach procedures. 

Table 4.2. The Assessment of Options for Providing Broader Measures of Timely Access 

Option Effect Ease Summary 
Surveying office locations High Low Provides an office-level measure of access, reflecting 

the way patients access care. There are 
implementation challenges with definitions and 
statistical weighting. 

Incorporating the DMHC’s 
binomial probability calculation 

Low High Provides a way to translate compliance rates based 
on specific provider to something that might better 
reflect a patient’s ability to get a timely appointment 
within the network. It does not account for other types 
of access the health plan may offer, but would be easy 
to implement and report. 

Reporting more nuanced 
access data 

High High Providing additional metrics to assess timely access 
would give a more comprehensive picture to 
consumers. Implementation would be easier if the 
focus is on metrics derived from data that already 
exist. Some effort, however, may be needed to 
standardize that information. 

Incorporating NPs and PAs into 
the sampling frame 

Medium Medium Compliance estimates would include a key element of 
how health plans provide access that is now only 
partially captured. This could be difficult to implement, 
as health plans do not currently collect all of the 
information that would be needed, in large part 
because they do not typically contract directly with 
NPs and PAs. 

Our analysis makes clear that the current timely access data collection and reporting methods 
are burdensome, and this has implications for both data quality and costs for all stakeholders. 
Moreover, the narrow focus of the survey on specific providers and office-based appointments 
does not capture the full range of access options that health plans offer (e.g., telehealth visits, 
patient portals, and urgent care clinics). Something needs to be done to improve the process, to 
make it less burdensome and produce data that are more useful to consumers. 

We have outlined a number of options, described their potential effects, and the trade-offs 
between them. The options outlined here are not necessarily mutually exclusive and could be 
combined in different ways to address the issues. There needs to be a collaborative stakeholder 
process that includes the DMHC, health plans, providers, and consumers to consider the options, 
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weigh the pros and cons, and make decisions about how to move forward. This analysis provides 
a strong foundation for this important policy discussion. 

Limitations 

There are limitations to our analysis that should be noted. First, we had access to data from 
12 health plans. These plans may not be representative of the 35 full-service health plans in 
California that reported timely access data to the DMHC in MY 2017. Therefore, our estimates 
of the potential reduction in burden or impacts on compliance due to removal of the alternate 
provider question may not reflect what would happen if all health plans were included. For 
example, if there is more overlap in physicians between the health plans that are included in our 
study than in the rest of the state, our estimates of the reduction in burden would be an 
overestimate for the other health plans. In addition, the results presented here are based on data 
from MY 2017; the MY 2018 data were not yet available from the health plans when we started 
this project. As such, the estimated effects of the reduction in burden are based on a change to 
the MY 2017 methodology. The MY 2018 methodology was changed to sample within 
network/county combinations rather than provider group/county combinations. This could affect 
the magnitude of our estimates of the potential reduction in burden. However, the relative 
magnitude of the different effects is likely the same. 

Finally, in our analysis we have provided descriptive statistics that are meant to illustrate the 
potential effects of the different options. We have not analyzed any of the options at the depth 
that would be required for implementation. The estimates should thus be considered illustrative 
of the possibilities and not precise forecasts of what will happen.  

Despite these limitations, this analysis provides useful input into a discussion of potential 
changes to the PAAS methodology and the relative magnitude of their potential effects. 

Issues for Consideration Going Forward 

The DMHC is required to finalize the timely access reporting regulations by January 2020. 
This will have the benefit of consistent methods and data from year to year. This will be 
important for setting standards and gauging progress over time. However, if the method is 
stagnant and does not keep up with changes in the health care market or how health care is 
delivered, the value of the information collected will fall over time. As such, it will be important 
to monitor health care trends and identify ways to allow the methods, metrics, and standards to 
evolve as needed.  

The DMHC has selected quantitative metrics and standards for assessing timely access in 
California. The PAAS methodology is designed to generate these metrics and gauge health plan 
compliance with the standards. Compliance standards, however, need to be dynamic and should 
adjust to reflect differences in the supply and demand factors that affect consumers’ access to 
care. For example, the standards could be adjusted to account for characteristics of the market in 
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which the health plan operates, characteristics that vary across areas, and characteristics that are 
outside of the health plan’s control. If a health plan is not able to comply with the time-elapsed 
standards because there is a shortage of physicians in the market and the plan already contracts 
with all physicians in the area, there is little a health plan can do to increase compliance. In this 
situation, the compliance standard might be set lower, reflecting the reality of the market in 
which the plan operates. In contrast, if compliance is low but there are other physicians in the 
market with availability, the health plan could expand its network. In this case, the standard 
would not be adjusted and the DMHC could take enforcement actions if the plan did not take 
actions to improve timely access. Adjustments to the standards could be based on geography and 
other market characteristics. This would be similar to the adjustments Medicare makes to 
physician payments to reflect differences in the market (e.g., wages and other local prices) that 
affect costs but are outside the control of the physician. 

The standards may also need to evolve over time as the health care system changes. For 
example, recent research projects that in California demographic and other factors will create 
growing imbalances between the supply and demand for physician services, creating shortages in 
different medical specialty areas (Coffman, Geyn, and Himmerick, 2017). Current and projected 
future shortages of primary care clinicians are exacerbated by clinicians’ demographic 
characteristics. One-third of California’s primary care physicians are age 55 or older (Coffman, 
Geyn, and Himmerick, 2017). Older primary care physicians are much less likely to provide 
patient care than are their younger peers, and those who provide patient care work fewer hours 
per week. Approximately half of the primary care physician and PA workforces, and most of the 
NP workforce, are women, and women tend to work fewer hours per week than men (Coffman, 
Geyn, and Himmerick, 2017). If these shortages are not addressed, it will become more difficult 
for health plans to comply with the time-elapsed standards. The standards may need to be 
adjusted over time to reflect these changing supply conditions.  

Similarly, the way that access is defined and measured will also need to be refined and 
allowed to evolve with changes in the health care delivery system. For example, there is growing 
use of NPs and PAs to provide a wider range of medical services within the health care delivery 
system. A study focusing on the potential benefits of developing and adopting new care models 
that integrate NPs and PAs and other advance practice clinicians into our health care delivery 
system (Auerbach et al., 2013) has found that such models helped reduce the effects of projected 
physician shortages. This research highlights the need for timely access methods and regulations 
to be flexible and dynamic to allow for and properly measure changes in our health care delivery 
system. The current method does not capture this element of health care delivery very well, and 
this will become more problematic over time. 

Another evolving source of care that is not measured by current timely access methods is the 
use of telehealth services. Currently, appointment times are only calculated for in-office 
physician visits. A recent report by the California Health Benefits Review Program (2019) 
projects that use of telehealth visits will continue to grow in California from the 2020 estimated 
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share of all outpatient visits that are telehealth visits (5.7 percent) to more than 6 percent within 
several years and will continue to grow with advances in technology and changes in 
reimbursement by health plans.  

While there are important benefits to finalizing the PAAS methodology, there is also a need 
for flexibility and the ability to evolve over time. The ultimate goal of the timely access reporting 
requirements is to protect consumers’ health care rights. To do so effectively the data collection 
and reporting system used to monitor those rights needs to be flexible enough to incorporate 
changes as the health care system evolves. 
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