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California Pan-Ethnic Health Network
CPEHN works to ensure that all Californians have access to quality health care and can live healthy
lives. We gather the strength of communities of color to build a united and powerful voice in health
advocacy. You can find additional resources on advancing health equity at www.cpehn.org.

UCLA Center for Health Policy Research
The UCLA Center for Health Policy Research is one of the nation’s leading health policy research
centers and the premier source of health policy information for California. The Center improves the
public’s health by advancing health policy through research, public service, community partnership,
and education.

UC Berkeley Center for Labor Research and Education
The Center for Labor Research and Education (Labor Center) is a public service project of the
UC Berkeley Institute for Research on Labor and Employment that links academic resources with
working people. Since 1964, the Labor Center has produced research, trainings, and curricula that
deepen understanding of employment conditions and develop diverse new generations of leaders.
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Summary
As we draw closer to 2014 and the full implementation of the Patient Protection and Affordable Care Act
(ACA), we continue to increase our understanding of its full potential and its implications. In California,
about 6.7 million nonelderly adults will be eligible for coverage under the law, through either Medi-Cal or
tax credits to purchase insurance through California’s new Health Benefit Exchange.1
This policy brief, developed with support from the California Pan-Ethnic Health Network (CPEHN),
highlights findings from the UC Berkeley Center for Labor Research and Education and the UCLA Center
for Health Policy Research’s California Simulation of Insurance Markets (CalSIM) model. The CalSIM model
estimates the effects of specific provisions of the ACA on family and employer decisions about insurance
coverage in California.
People of color and those who speak English less than very well (Limited English Proficient, or LEP) could
benefit greatly from implementation of the ACA. However, although the LEP population represents a
considerable portion of those eligible, without effective multilingual outreach and enrollment efforts,
language barriers may result in a difference of 110,000 fewer LEP individuals enrolled in the Exchange.2 To
fully realize the potential of the ACA and California’s Health Benefit Exchange, resources need to be allocated
for culturally and linguistically appropriate outreach and education to facilitate enrollment in coverage among
all those who are eligible.

Background
In January 2011, California became the first state in
law’s provisions once they become aware of them.4
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Language barriers currently impact participation
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found that nearly half of Spanish-speaking parents
comprehensive health insurance. To increase the
who began an application for Medicaid reported
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income families and individuals, federal tax credits
because the forms and information were not
are available to help purchase insurance through
translated into their language (46%). Further, half
California’s Health Benefit Exchange (the Exchange).
of Spanish-speaking parents (50%) said that their
An essential component of
belief that application materials
the ACA, the Exchange has
would not be available in their
the potential to dramatically
language discouraged them
“Without multilingual
reduce California’s uninsured
from even trying to enroll
population, control the cost of
their child.5
enrollment efforts,
health insurance premiums,
There has been some progress
language barriers may
and improve quality of care.
in making public programs
However, California will only
result in a difference
accessible to LEP populations,
realize the full potential of the
and bilingual outreach has
of 110,000 fewer LEP
Exchange if all those who are
been proven to improve LEP
eligible for the benefits know
individuals enrolled...”
population enrollment in
that they qualify and know
California. A study of Medihow to enroll.
Cal (California’s Medicaid
People of color represent
program) participation
roughly 60% of California’s population. Additionally,
found that access to bilingual application assistants
nearly 7 million Californians are considered Limited
increased new enrollment among Latinos and
English Proficient (LEP), more than twice the LEP
Asians.6 With people of color and LEP individuals
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population of any other state. Research has shown
representing such a significant part of California’s
that people of color and those who speak a language
population, the successful implementation of the
other than English are often less informed of the
ACA hinges in large part on how well the state
ACA’s benefits, but more enthusiastic about the
conducts culturally and linguistically competent
outreach and enrollment efforts.

Findings: The California Health Benefit Exchange
The California Health Benefit Exchange will help both individuals and small businesses looking for health
coverage make informed decisions by providing comparative information on the cost, quality, and value of
the health plan options available.
Citizen or legal resident families with low to moderate incomes — between 133% and 400% of the Federal
Poverty Level (FPL)7—will be eligible for tax credits to help keep the costs of coverage affordable in the Exchange.
The vast majority of Californians eligible for these premium tax credits (94%) will be from working families.8
Over one million LEP adults will be eligible for
subsidies in the Exchange.
 ver 2.60 million nonelderly adult Californians will
O
be eligible to receive federal tax credits to purchase
affordable health coverage in the Exchange in 2013.9 Of
these, 67% (approximately 1.73 million) will be people
of color, and 40% of the adults (or roughly 1.06 million
individuals) will speak English less than very well
(Figures 1 and 2).10 11
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CalSIM also provides insight into the LEP population
projected to receive subsidies in the Exchange in 2019.
Though these enrollees are predominantly Spanishspeaking, a significant number speak other languages.
Nearly 95,000 people speak a language other than
English or Spanish at home, with roughly 31,000
speaking Chinese, 13,000 Vietnamese, and 9,000
Korean (Figure 4).
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Figure 4: Language Spoken at Home Other than English Among Nonelderly LEP Adults
Projected to Enroll in the California Health Benefit Exchange, 2019
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Language barriers may reduce LEP participation.
Eligible LEP Californians are projected to enroll at
lower rates than their non-LEP counterparts. Of the
1.06 million LEP individuals eligible for subsidies in
the Exchange, 53% are predicted to enroll by 2019 if
language is not a barrier. However, without appropriate
and effective multilingual outreach and education
efforts, just 42% are expected to enroll (Figure 3).
The difference between these two estimates shows
that there is the potential to enroll upward of 110,000
more LEP individuals in the Exchange if enrollment
is conducted with proactive outreach efforts directed
toward the LEP population.
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Source: Original analysis of 2009 California Health Interview Survey applied to UC Berkeley-UCLA CalSIM Version 1.5 projections
Note: MEPS-HC reports foreign language preference as “Spanish” or “Other.” Therefore, the Spanish language distributions represent the MEPS-HC reported data, and the remaining language distributions are estimated using a
weighted application of CHIS data to the MEPS-HC reported “Other” language population.

Recommendations
Our health care system must adapt to meet the needs of California’s diverse population. To ensure that all
eligible Californians are enrolled in the appropriate insurance programs, have equal access to affordable
coverage and care, and receive quality services, the following recommendations should be implemented:
1. Target resources for consumer assistance to
those with the highest needs.
We must provide the newly eligible with the
information they will need to navigate the Health
Benefit Exchange. Online information about
enrollment in California’s health programs should
be made available, at a minimum, in the 13 current
Medi-Cal Managed Care threshold languages.12
With so many ways to apply for health coverage
— online, by phone, by mail, or in person — it
will be especially important for the state to target
resources for in-person assistance to communities
with the highest needs, including low-income
populations, immigrants, the Limited English
Proficient, and persons with disabilities who may
lack access to the Internet and other traditional
forms of enrollment and/or need more one-onone assistance to navigate the system.
2. Invest in culturally and linguistically
appropriate marketing and outreach.
Research shows that communities of color are
less likely to know about the ACA but are very
enthusiastic when they are the intended audience
for outreach efforts.13 With limited resources,
the state will have to carefully target funds for
marketing and outreach efforts to reach the
communities that constitute a majority of those
eligible to receive subsidies in the Exchange. The
state should conduct multiethnic focus groups
and focus groups in threshold languages to better
target messages and outreach efforts to those
communities. Additionally, the state should
contract with experts on marketing to California’s
diverse communities and set aside significant
funds for marketing efforts in multiple language.
3. Involve communities of color in decisionmaking processes.
Communities of color need to be part of the
planning, development, and implementation
of health reform. For example, the California
Health Benefit Exchange is seeking stakeholder
input on a variety of critical policy decisions,
including marketing and outreach, developing
the criteria for health plans participating in the

Exchange, and finalizing the enrollment technology
and infrastructure. The state is also engaged
in a stakeholder process aimed at developing a
simplified enrollment process by 2014 for all health
programs, including the Exchange. Communities
of color must be an integral partner in these
processes to inform policy decisions that will have
a huge impact on access to coverage and care.
4. Strengthen data collection efforts to help
identify and address disparities.
The ACA requires states to adopt new federal
standards for collecting data on race, ethnicity,
and primary language and to report back on
the progress made toward eliminating health
disparities.14 This is a good first step; however,
the tremendous diversity of our state necessitates
adopting the additional data categories for
California’s subpopulations, as recommended by
the Institute of Medicine (IOM) and encouraged
by the Office of Management and Budget (OMB).15
These additional categories will more accurately
represent California’s demographics and allow the
state to identify and address health disparities.
Now is the ideal time to adopt these standards as
the state develops a new and simplified enrollment
form to be used for online, mail, phone, and
in-person enrollment efforts. The expansion
of electronic health records also provides an
opportunity to improve efforts to collect selfreported granular data on race, ethnicity, and
primary language for a more accurate picture of
the health needs of our communities.
5. Invest in primary care and workforce diversity
in underserved areas.
The ACA provides funds to enhance workforce
diversity and increase access to quality care in
underserved areas. For example, the law provides
$11 billion for community health centers, with the
goal of doubling patient capacity by 2015. Funds
have also been allocated for training primary
care physicians in underserved communities. We
must protect these funds during federal budget
negotiations to ensure that our communities have
access to the care they need, when they need
it. At the state level, California should consider

ways to meet the new demands on the health care
system by making the temporary Medi-Cal provider
reimbursement rate increases in 2013 and 2014
permanent and by strengthening the capacity of
safety net providers to serve those left out of health
reform. The state should also consider addressing
the needs of enrollees through new practice and
financing models, including patient-centered health
homes. Finally, the Health Benefit Exchange should
use its certification process for health plans
to strengthen health care quality by requiring
health plans to demonstrate their capacity to offer
culturally and linguistically appropriate services,
particularly in underserved areas, as well as to
develop a plan to identify and address disparities
in utilization, access, and health outcomes among
their diverse members.
6. Ensure collaboration between state and local
government agencies and providers across
public programs to maximize enrollment.
The successful transition from the current system
with multiple application processes for publicly
funded programs to a seamless “no wrong door”
application system will depend on a strong
collaboration between the state, counties, and
providers. Eligible individuals in publicly funded
programs, as well as those who may be losing
health coverage due to life transitions (e.g., job
transition or divorce), should be identified, and

fast, confidential, and effective transition methods
should be developed to ensure timely enrollment
using methods such as pre- and auto-enrollment.
Programs such as the Low Income Health Program,
CalFresh, and others already collect data on
citizenship, income, and eligibility criteria that
could accelerate enrollment in Medi-Cal and the
Health Benefit Exchange and put people in touch
with the right resources for their individual or
family situation.
7. Promote prevention and wellness.
 e ACA originally allocated $15 billion for the
Th
federal Prevention and Public Health Trust Fund.
However, the ultimate amount remains uncertain,
given repeated threats to reduce the funding. The
goal of the fund is to transform our health care
system into one that invests in keeping people
well, not just in treating the sick. To achieve this
goal, these funds must be kept intact. In addition,
California should take the lead in promoting health
and wellness by ensuring that funds for Community
Transformation Grants are disbursed to populations
with the highest need, and that California’s Health
Benefit Exchange uses its market role to fulfill its
mission of transforming our health care system into
a system that promotes prevention and wellness —
for example, by giving preference to health plans
that contract with hospitals that serve healthy foods
and encourage breast feeding.

Conclusion
As California leads the way in health reform implementation, outreach and enrollment strategies that maximize
participation by members of California’s diverse communities should be developed. Policy decisions and
proactive planning between now and 2014 will support the fulfillment of the ACA, contribute to California’s
success in reducing the number of uninsured, and ensure that all Californians have access to the care they need.

Methodology
The California Simulation of Insurance Markets (CalSIM), developed by the UC Berkeley Center for Labor
Research and Education and the UCLA Center for Health Policy Research, is a micro-simulation model that
estimates the effects of the ACA on the enrollment of individuals in insurance coverage in California. CalSIM
is a California-centric model, using four data sets to model employer and individual behavior, including both
national and state survey data.16 Immigration status and English proficiency are integrated into the model
to generate “take-up” predictions. The CalSIM model then simulates the coverage decisions of employers to
offer insurance and of individuals to take up in private markets and public insurance programs.
The CalSIM model also estimates the behavior of California’s limited English proficient (LEP) population,
defining LEP as “those speaking English less than very well.” The core data set supplying individual-level
data for CalSIM does not contain data on English proficiency but does contain information that indicates
comfort level with speaking English. Individuals reporting that they were uncomfortable speaking English
were classified as LEP. To determine LEP for the remainder of respondents, the CalSIM uses a probabilistic
model fit to the 2009 California Health Interview Survey (CHIS). The model includes a variety of factors
associated with LEP populations as predictors, including language spoken at home, survey interview
language, race/ethnicity, level of education, and age at which the individual moved to the United States (if not
U.S. born). This model also controls for gender, income, employment status, employer company size, ability
to understand primary care provider, and immigration status.
To account for the effect of LEP status on insurance coverage take-up, CalSIM incorporates the findings of
a 2006 study on insurance take-up among Asians and Latinos.17 The LEP-specific effects found in this study
are used to model the difference in insurance take-up among Latino and Asian populations due to LEP. Using
2009 CHIS data, we estimated the specific distribution of Spanish and Asian languages (including Chinese,
Vietnamese, Korean, and other Asian languages.)
CalSIM findings presented in this brief are based on CalSIM Version 1.5. For further details on methodology,
please visit www.healthpolicy.ucla.edu.
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