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25 for some physician offices, increase costs for health care providers and 
health plans, and thus ultimately increase costs for the purchaser and the 
consumer, and result in the direction of limited health care resources to 
administrative costs instead of to patient care. 

(2) Streamlining the multiple medical quality audits required by health 
care service plans and insurers is vital to increasing the resources directed 
to patient care. 

(3) Few legislative proposals affecting health care services have the 
potential of benefiting all of the affected parties, including health plans, 
health care providers, purchasers, and consumers, through a reduction in 
administrative costs but without negatively affecting patient care. 
(b) The Advisory Committee on Managed Care shall recommend to the 

director standards for a uniform medical quality audit system, which shall 
include a single periodic medical quality audit. The director shall publish 
proposed regulations in that regard on or before January 1, 2002. 

(c) In developing those standards, the Advisory Committee on Managed 
Care shall seek comment from a broad and balanced range of interested 
parties. 

(d) The recommendations shall include all of the following: 
(1) Standards that will serve as the basis of the single periodic medical 

quality audit necessary to meet the criteria of this section. 
(2) Standards that will not be covered by the single periodic medical 

quality audit and that may be audited directly by health care service plans. 
(3) A list of those private sector accreditation organizations, if any, that 

have or can develop systems comparable to the recommended system, and 
the capability and expertise to accredit, audit, or credential providers. 
(e)(1) The director may approve private sector accreditation organizations 
as qualified organizations to perform the single periodic medical quality 
audits. 

(2) Audits shall be conducted at least annually. 
(f) The single medical quality audit shall not prevent licensed health care 

service plans from developing performance criteria or conducting separate 
audits for governmental or regulatory purposes, purchasers, or to address 
consumer complaints and grievances, management changes, or plan initiatives 
to improve or monitor quality. 

HISTORY: 
Added Stats 2000 ch 856 § 2 (SB 2136), 

effective January 1, 2001. 

§ 1380.3. Coordination of surveys 

The department shall coordinate the surveys conducted pursuant to Section 
1380 with the State Department of Health Care Services, to the extent 
possible, in order to allow for simultaneous oversight of Medi-Cal managed 
care plans by both departments, provided that this coordination does not result 
in a delay of the surveys required under Section 1380 or in the failure of the 
department to conduct those surveys. 
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HISTORY: 
Added Stats 2014 ch 573 § 4 (SB 964), effec­

tive January 1, 2015. 

§ 1381. Records; Location and inspection 

(a) All records, books, and papers of a plan, management company, solicitor, 
solicitor firm, and any provider or subcontractor providing health care or other 
services to a plan, management company, solicitor, or solicitor firm shall be 
open to inspection during normal business hours by the director. 

(b) To the extent feasible, all such records, books, and papers described in 
subdivision (a) shall be located in this state. In examining such records outside 
this state, the director shall consider the cost to the plan, consistent with the 
effectiveness of the director’s examination, and may upon reasonable notice 
require that such records, books and papers, or a specified portion thereof, be 
made available for examination in this state, or that a true and accurate copy 
of such records, books and papers, or a specified portion thereof, be furnished 
to the director. 

HISTORY:  
Added Stats 1975 ch 941 § 2, operative July 

1, 1976. Amended Stats 1979 ch 1083 § 10; 

Stats 1999 ch 525 § 128 (AB 78), operative July
1, 2000. 

§ 1382. Examinations of fiscal and administrative affairs of plans 

(a) The director shall conduct an examination of the fiscal and administra­
tive affairs of any health care service plan, and each person with whom the 
plan has made arrangements for administrative, management, or financial 
services, as often as deemed necessary to protect the interest of subscribers or 
enrollees, but not less frequently than once every five years. 

(b) The expense of conducting any additional or nonroutine examinations 
pursuant to this section, and the expense of conducting any additional or 
nonroutine medical surveys pursuant to Section 1380 shall be charged against 
the plan being examined or surveyed. The amount shall include the actual 
salaries or compensation paid to the persons making the examination or 
survey, the expenses incurred in the course thereof, and overhead costs in 
connection therewith as fixed by the director. In determining the cost of 
examinations or surveys, the director may use the estimated average hourly 
cost for all persons performing examinations or surveys of plans for the fiscal 
year. The amount charged shall be remitted by the plan to the director. If 
recovery of these costs cannot be made from the plan, these costs may be added 
to, but subject to the limitation of, the assessment provided for in subdivision 
(b) of Section 1356. 

(c) Reports of all examinations shall be open to public inspection, except that 
no examination shall be made public, unless the plan has had an opportunity 
to review the examination report and file a statement or response within 45 
days of the date that the department provided the report to the plan. After 
reviewing the plan’s response, the director shall issue a final report that 
excludes any survey information, legal findings, or conclusions determined by 
the director to be in error, describes compliance efforts, identifies deficiencies 
that have been corrected by the plan on or before the time the director receives 


