
   
           

  
      

       

       

   
 

  

  

 
 

  
 

 

 
  

 
 

  

     
 

  

 

    
 

 
   

  

  

Licensed Physicians from Mexico Pilot Program 
1st Annual Progress Report – August 2022 

To: California State Legislature  

From: Center for Reducing Health Disparities, University of California, Davis 

Subject: AB1045 – Licensed Physicians from Mexico Pilot Program 

Summary 

In April 2021, the Medical Board of California (California Department of Consumer Affairs) 
contracted the Center for Reducing Health Disparities (CRHD) at the University of California, 
Davis to conduct a three-year evaluation of the Licensed Physicians from Mexico Pilot Program 
(LPMPP), mandated by Business and Professions Code (BPC) section 853, Assembly Bill 1045. 
The impetus behind the LPMPP project was to innovatively address a national physician 
shortage with doctors from Mexico that also meet the cultural and linguistic needs of California’s 
underserved Latinx community.  

The goal of the evaluation is to make recommendations on whether the LPMPP should be 
continued, expanded, altered, or terminated. This recommendation will be based on six (6) 
broadly defined, multidimensional, outcomes: Quality of Care, Adaptability of Physicians, Impact 
on Working and Administrative Environment, Patient Experience, Impact on Culturally and 
Linguistically Appropriate Services (CLAS), and the Impact on Limited-English-Speaking Patient 
Encounters. This 1st Annual Progress Report for the LPMPP project covers fiscal years 1 (2020-
2021) and 2 (2021-2022) and includes baseline data results and interpretations from the CLAS 
Organizational Assessment. 

The CLAS Organizational Assessment for Staff and Patients examine the extent to which health 
organizations are implementing the National Standards for Culturally and Linguistically 
Appropriate Services in Health and Health Care. Two separate assessments were administered 
to staff and patients from four (4) participating Community Health Centers: Altura Centers for 
Health, Clínica de Salud del Valle de Salinas, Clínicas del Camino Real, and San Benito Health 
Foundations.  

The staff assessment’s overall score for each of the 15 CLAS Standards was calculated using 
aggregate data from all Community Health Centers and range from 0 (lowest) to 3 (highest). 
The four participating health centers collectively scored in the "yellow" range for nearly all of the 
CLAS Standards at baseline. Although the health centers scored in the "yellow" range (2.53 to 
2.03) for most of the CLAS Standards at baseline, there are still Opportunities for Improvement 
(1.69). 

The patient assessment is meant to be an informational needs assessment for health care 
providing organizations. Many of the items have been designed to ask about actionable 
implementation strategies related to the CLAS Standards The items ask about the frequency to 
which health centers engaged in actions that were responsive to the needs of limited-English-
speaking patients. Each item on the assessment is scored on a four-point scale, from 0 (Never) 



  
  

    

                
  

to 3 (Always). The four participating health centers collectively scored in the "green" range (90th 

percentile) on 11 items, which are Opportunities to Celebrate. The Health Centers collectively 
scored in the "red" range (below 60th percentile) for 17 items, Opportunities for Improvement. 

RESEARCH EDUCATION TRAINING MENTORING 



            
     

  
    

 
  

  

   
  

  

  
 

  

   

 

 
 

  

  
 

 

  
 

 

 
 

 
 

 
 

 
 

AB 1045 Licensed Physicians from Mexico Pilot Program
2nd Annual Progress Report – October 2023 

Summary 

In April 2021, the Medical Board of California (California Department of Consumer Affairs) 
contracted the Center for Reducing Health Disparities at the University of California, Davis to 
conduct a three-year evaluation of the Licensed Physicians from Mexico Pilot Program 
(LPMPP), mandated by Business and Professions Code section 853, Assembly Bill 1045.  

The evaluation aims to provide recommendations on the LPMPP program, whether it should be 
continued, expanded, altered, or terminated. This recommendation on the future of LPMPP will 
be based on the following six broadly defined, multidimensional, outcomes: 1) Quality of Care, 
2) Adaptability of Physicians, 3) Impact on Working and Administrative Environment, 4) Patient 
Experience, 5) Impact on Culturally and Linguistically Appropriate Services, and 6) Impact on 
Limited-English-Speaking Patient Encounters. This 2nd Annual Progress Report covers fiscal 
year 2 (2022-2023) and provides baseline data results and interpretations from Qualitative 
InDepth Interviews, the LPMPP Assessment for Staff, and LPMPP Knowledge Assessment. 

An initial round of in-depth interviews was conducted between November 2022 and April 2023 
with thirteen administrators from the four Community Health Centers (CHC): AltaMed Health 
Services, Altura Centers for Health, Clínica de Salud del Valle de Salinas, and San Benito 
Health Foundation. Based on the interview results, most administrators believe that the LPMPP 
project has been a valuable undertaking for their CHC, and that LPMPP physicians are adapting 
seamlessly to the clinic environment. The integration of LPMPP physicians is anticipated to 
enhance clinic productivity, resulting in greater access to healthcare for patients. Furthermore, 
the alignment between cultural beliefs and customs with the integration of LPMPP physicians in 
the clinic has led to an increase in patient trust. 

The LPMPP 360 Assessment for Staff is designed to provide a comprehensive evaluation of the 
clinical working environment and employee wellbeing at the CHCs. This assessment was 
administered to staff from three participating CHCs in the summer of 20221. A large majority of 
staff expressed strong satisfaction with their medical office's systems and clinical process when 
it comes to preventing, identifying, and correcting problems that could affect patients. Staff 
demonstrated exceptional resiliency in supporting patients despite facing numerous competing 
demands during the COVID-19 pandemic. A large majority of staff expressed confidence in their 
ability to provide high-quality of care to their patients. Staff felt comfortable asking questions and 
expressing concerns, and they believe that the teamwork environment is highly supportive and 
constructive.  

The Knowledge Assessment aimed to evaluate the preparedness and readiness of LPMPP 
physicians to adapt to and incorporate California medical standards into their practice. This 
assessment was administered to 22 out of 30 LPMPP physicians between March and 
September of 2022. The findings revealed that LPMPP physicians demonstrated a strong 
understanding of the California Medical Standards. 



 

  

  
  

                
  

Thus far, LPMPP has strong positive feedback from all. Physicians integrated seamlessly, 
making healthcare more accessible, and increasing patient trust. Staff reported excellent patient 
care processes and a supportive environment. LPMPP physicians demonstrated a solid 
understanding of California Medical Standards. 

1 AltaMed had not yet joined the project and are therefore their staff responses are not included.  

RESEARCH EDUCATION TRAINING MENTORING 



 
        

     
 

 
 

 
             

  
 

 
  

 
 

 

 
  

 
     

 
 

  
            

 
                 

       
 

 
 

  
 

  
           

 

  

          
 

 
 
 
 
 
 
 
 
 
 
 
 
 
 

 
    

AB 1045 Licensed Physicians from Mexico Pilot Program
3rd Annual Progress Report – August 2024 

Summary 

The third annual progress report for the Licensed Physicians from Mexico Pilot Program 
(LPMPP) by the University of California, Davis Center for Reducing Health Disparities 
(CRHD) provides a detailed analysis of patient and staff experiences at four 
participating Community Health Centers (CHCs)/Federally Qualified Health Centers 
(FQHCs): AltaMed Health Services, Altura Centers for Health, Clínicas de Salud del 
Valle de Salinas, and San Benito Health Foundation. The report includes evaluations 
from both the 360 Assessment for Patients and the CLAS Organizational Assessment 
for Staff, supplemented by qualitative insights. 

For the 360 Assessment, 88% of respondents were Hispanic or Latino, 7% were white, 
and 5% identified as other races. About 36% of respondents were 34 years old or 
younger. Women made up 72% of the respondents. The data collected reflects 
excellent patient satisfaction. Patients consistently report positive experiences: 82% find 
appointment access timely, 90% appreciate on-time starts, and 94% are satisfied with 
staff interactions. Additionally, 96% of patients find their provider’s explanations clear, 
and 98% feel respected during their visits. Despite some challenges with video 
appointments, primarily related to patient digital literacy rather than clinic procedures, 
the report highlights ongoing efforts to support patients in navigating these technologies. 

Most of the respondents for the CLAS Organizational Assessment identify as Hispanic 
or Latino (82%), 13% White, and 2% Asian. 40% are between 25 and 44 years old. 82% 
of respondents were female. The findings indicate that clinics are making commendable 
progress in offering culturally and linguistically appropriate services. While there is 
always room for growth, many clinics are already integrating culturally sensitive care 
into their missions and engaging effectively with their communities. The report 
encourages further development in training and policies and notes the commitment of 
clinics to adapting to the diverse needs of their communities. 

Qualitative feedback highlights the program’s positive impact and vast support for its 
continued expansion and sustainability. Interviews and focus groups reveal high levels 
of satisfaction with the culturally and linguistically attuned care provided by LPMPP 
physicians. While the report acknowledges some implementation challenges, it also 
emphasizes the proactive efforts of the program in addressing these areas. 

In summary, the findings demonstrate the program’s substantial positive impact on 
patient care and organizational practices. The enthusiastic support from respondents 
and high patient satisfaction reflects positively on LPMPP’s impact. 

RESEARCH EDUCATION TRAINING MENTORING 
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Introduction 
The University of California, Davis Center for Reducing Health Disparities (hereafter called 
CRHD) is pleased to present the third annual progress report for the Licensed Physicians from 
Mexico Pilot Program (LPMPP). The report provides an in-depth analysis of the 360 Assessment 
for Patients and the Culturally and Linguistically Appropriate Services (CLAS) Organizational 
Assessment for Staff, evaluating patient experiences and organizational implementation of 
culturally and linguistically appropriate services. This report also outlines the progress of the 
qualitative portion of the program evaluation. The analysis details the baseline results from the 
four participating Community Health Centers (CHC)/Federally Qualified Centers (FQHCs; 
AltaMed Health Services, Altura Centers for Health, Clínicas de Salud del Valle de Salinas, San 
Benito Health Foundation), highlighting areas of success and opportunities for improvement. 

Qualitative Updates 
Through a collaborative effort between the CRHD and the UC Davis School of Medicine Office 
of Research (SOMOR) Evaluation Unit, the qualitative component of the evaluation now 
includes other groups of interest (e.g., physicians, patients, and staff); where the previous phase 
of the qualitative evaluation focused on interviewing FQHC leadership. The scheduling and the 
approach of the focus groups at each of the FQHC’s has also been adapted to meet the dynamic 
needs of these sites, including clinic relocations, timing of interviews to minimize impact on 
clinic operations, and interview modalities. Table 1 provides an overview of the qualitative data 
collection activities by audience group from April 2024 to July 2024. 

Table 1. Data Collection Activities by Audience Group 
Audience Group No. of Interviews/Focus Groups 

LPMPP Physicians Focus Group 3 

Non-LPMPP Physicians Focus Group 2 

Staff Focus Group 1 

Administrator (second wave) Interviews 1 

To date, focus group guides (see Appendix A, B, and C) have been developed, translated into 
Spanish, and piloted among LPMPP physicians and patients with this preferred language. 
Additionally, two bilingual CRHD notetakers have been trained to assist the moderator in all 
Spanish-language data collection and note summaries. Two LPMPP physician focus groups and 
one interview have been conducted, with participants representing the four FQHCs. 

Preliminary findings indicate a high dedication and commitment among LPMPP physicians to 
see the program continue and succeed. Most participants underscored the need to both increase 
and expand the program to meet the needs of the populations served. They also provided insights 
to strengthen the program’s sustainability and suggestions to improve the feasibility and 
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acceptability for future participating LPMPP physicians. In-person focus groups with patients 
have been scheduled for the fall with participating clinic sites. 

Focus group guides have also been created for non-LPMPP physicians and clinic staff. Two 
focus groups with non-LPMPP physicians have already taken place, and short interviews are 
planned for the future to ensure more physicians can participate confidentially. Preliminary 
findings from these groups suggest approval of LPMPP counterparts, citing high quality of care 
and high satisfaction among patients served, particularly for language and cultural congruency. 
Clinic staff focus groups have been scheduled and will aid in understanding the fit of LPMPP 
physicians in the work setting and its potential impact on the FQHC system. 

The administrator interview guide has been modified for the second round of interviews, which 
began in July 2024. Only one interview has been conducted, and preliminary findings are not yet 
available. 

In the coming months, qualitative focus groups and interviews will continue to be conducted 
among these groups to allow for final comprehensive reporting (a report on the qualitative 
findings will be included in the final report expected on March 31, 2025). Data collection 
scheduling and approach will be adapted to the specific needs and contexts of each collaborating 
FQHC site, ensuring that this approach remains flexible and responsive. 

360 Assessment for Patients 

About the 360 Assessment for Patients 
The 360 Assessment for Patients is based on the Consumer Assessment of Healthcare Providers 
(CAHPS®) Clinician & Group Survey (CG-CAHPS), developed by the Agency for Healthcare 
Research and Quality (AHRQ). CG-CAHPS aims to boost scientific understanding of patient 
experience with healthcare as part of a larger effort to advance the delivery of safe and patient-
centered care. 

The 360 Assessment for Patients asks patients to report their experiences with providers and staff 
in primary and specialty care settings. The assessment includes questions about getting timely 
appointments, how well providers communicate with patients, providers' use of information to 
coordinate patient care, office staff, and patients' provider rating. 

This report describes the baseline results of the CLAS Organizational Assessment for the four 
FQHCs participating in the LPMPP. 
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Methodology 

Procedure 

The 360 Assessment for Patients was administered from July 2022 through March 2024. The 
data collection period was extended due to staffing challenges. Patient data collection requires 
surveyors who recruit patients and record responses. The process entails coordinating with 
clinics and their respective workloads and calendars, which can lead to a more extended data 
collection period. 

Patients from all four FQHCs participated in the 360 Assessment, and it took approximately 10 
minutes per survey to complete. In total, 580 patients participated. 

Instrument 

The 360 Assessment for Patients covers four broad domains of the patient experience: 
1) accessibility of care; 2) communication with providers; 3) care coordination; and 4) 
interactions with staff. The core items apply to various medical practices, including primary and 
specialty care and different patient populations. This report analyzes a curated selection of 
survey items representing the four aspects of the patient experience. 

Demographic Information 
Most respondents identify as Hispanic or Latino (88%). The second most populous group is 
White, representing 7% of the patient population. The age demographics are more evenly 
distributed, with the largest group being 25–34-year-olds (23%), and the smallest being 18–24-
year-olds (13%). Women were more inclined to participate in the survey, comprising 72% of the 
respondents (see Appendix D). 

Findings 

Summary of Findings 
The results from the survey highlighted strong performance in several areas. Appointment 
accessibility was highly rated, with 82% of patients finding timely appointments and 90% noting 
punctual starts. Staff interactions were also overwhelmingly positive, with 94% of respondents 
finding staff helpful and respectful. Patients also reported excellent communication with 
providers, with 96% understanding their explanations and 98% feeling respected. There is also a 
notable high level of continuity in care, with 89% of patients seeing their regular provider and 
rating their visits 9 out of 10 overall. While video appointments had some challenges, clinics 
provided clear instructions to assist patients. Overall, the assessment reflects exceptional 
provider communication and patient satisfaction. 
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Appointment 
Patients were asked to answer a series of questions regarding their appointment experience. 
Based on the feedback, patients have been able to find appointments as soon as they need, and 
the appointments start on time. Both factors are directly related to adequate clinical staffing, 
which the LPMPP physician’s supplement. There is room for improvement regarding following 
up on patient testing results. 

Question: Yes responses 

Was that recent visit as soon as you needed? 82% 

Did your most recent visit start on time? 90% 

Was your most recent visit for an illness, injury, or condition that needed care right 
away? 44% 

During your most recent visit...did this provider order a blood test, x-ray, or other test 
for you? 41% 

Did someone from this provider's office follow up to give you those results? 40% 

Thinking about your most recent visit...did you talk to staff from this provider's office? 82% 

Office Staff 
Overall, patients reported being extremely satisfied with the staffing at the clinics. 

Question: Yes responses 

Was the staff from this provider's office as helpful as you thought they should be? 94% 

Did the staff from this provider's office treat you with courtesy and respect? 94% 

8 



  

  
              

 
 

        

              

               
  

 

                 
     

 

         

            

 
  

  
         

 
 

   

                 

   

 

 
   

Provider Communication 
Patients are close to being unanimously satisfied with provider care. Providers are reported to be 
respectful towards patients and active listeners. Based on the survey, they also share adequate 
and relevant medical information with their patients. 

Question: During your most recent visit… Yes responses 

Did this provider explain things in a way that was easy to understand? 96% 

Did this provider listen carefully to you? (you may select "N/A" if necessary for test 
result visit) 

92% 

Did this provider show you respect for what you had to say? (you may select "N/A" if 
necessary for test result visit) 

98% 

Did this provider spend enough time with you? 96% 

Did this provider have the medical information they needed about you? 96% 

Appointment Format 
Based on survey responses, patients still primarily seek medical care in-person. Over 84% of 
respondents reported having in-person visits. The least common appointment format is phone 
visits. 

Question: Yes responses 

Was your most recent visit with this provider in-person, a video visit, or by phone? See below 

In-Person Phone Video 

84% 14% 2% 
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Video Appointments 
Patients seem to face some difficulty with video appointments. However, it is important to note 
that this may be likely due to a lack of digital literacy and unrelated to the processes within 
clinics. Clinics provided most of their patients with instructions on utilizing the video 
conferencing software. 

Question: During your most recent visit... Yes responses 

Did this provider's office give you all the instructions you needed to use video for this 
visit? 

94% 

During your most recent visit was the video easy to use? 70% 

During your most recent visit were you and this provider able to hear each other 
clearly? 

75% 

Did you need instructions from this provider's office about how to use video for this 
visit? 

53% 

Patients' Rating of the Provider 

Question: Yes responses 

For this visit, what was your provider's specialty? See below 

Family Medicine OB/GYN Pediatrics 

64% 20% 17% 

The results from these two questions are notably positive. Patients can see their usual providers, 
which is important for continuity of care, consistency, and comfort. Most patients also rate their 
visit highly, with an overall score of 9 out of 10. 

Question: Yes responses 

Is this the provider you usually talk to if you need a check-up, want advice about a 
health problem, or get sick or hurt? 

89% 

Using any number from 0 to 10, where 0 is the worst visit possible and 10 is the best 
visit possible, what number would you use to rate your most recent visit? 

9 out of 10 
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CLAS Assessment for Staff 

About the CLAS Organizational Assessment for Staff 

Disparities in health care are widely considered a major public health concern across the United 
States (National Academies of Sciences, Engineering, and Medicine, 2024). Studies have shown, 
however, that the delivery of culturally and linguistically appropriate services (CLAS) is 
essential in reducing health disparities (Betancourt et al., 2003). This is especially true in light of 
the fact that minoritized populations have worse health outcomes (National Academies of 
Sciences, Engineering, and Medicine, 2024). Whereas the lack of cultural competence and 
sensitivity among healthcare professionals may exacerbate disparities 

In 2000, the US Department of Health and Human Services Office of Minority Health (OMH) 
announced the publication of the National Standards on Culturally and Linguistically 
Appropriate Services (CLAS) in Health Care in the Federal Register (U.S. Department of Health 
and Human Services, Office of Minority Health, 2000). The OMH released an Enhanced version 
of the CLAS Standards which increased from 14 to 15 Standards to guide health-providing 
organizations across the country to improve the quality of their services (U.S. Department of 
Health and Human Services, Office of Minority Health, 2016). Meanwhile, the CLAS 
Organizational Assessment is a tool that evaluates an organization’s implementation of the 15 
National Standards for Culturally and Linguistically Appropriate Services (CLAS). The CRHD 
adapted this assessment from the Communication Climate Assessment Tool created by Matthew 
Wynia and colleagues. It has been endorsed by the US Department of Health & Human Services’ 
Office of Minority Health and the National Quality Forum (Wynia et al., 2010). To evaluate the 
LPMPP's impact on cultural and linguistic services at participating health centers, CRHD has 
administered the CLAS Organizational Assessment for Staff. The assessment covers the extent 
to which the four FQHCs participating in the LPMPP have provided effective, equitable, 
understandable, and respectful quality care and services responsive to diverse cultural health 
beliefs and practices, preferred languages, health literacy, and other communication needs. This 
report describes the baseline results of the CLAS Organizational Assessment for the four FQHCs 
participating in the LPMPP. 

Methodology 

Procedure 

The CLAS Organizational Assessment was first administered from February through May 2023 
to all staff at the health centers participating in the LPMPP. The assessment took approximately 
25 to 35 minutes for respondents to complete. Of 1,415 staff, 397 individuals completed the 
CLAS Organizational Assessment (Response Rate of 28%), representing 26 clinics across the 
four participating FQHCs. Most respondents (52%) comprised clinical staff, such as physicians, 
nurses, and other providers. Meanwhile, 33 percent of respondents included administrative staff 
and managers. Over 81 percent of respondents reported having regular contact with patients as 
part of their job. 
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Instrument 

The CLAS Organizational Assessment is meant to be an informational needs assessment for 
healthcare-providing organizations. The CLAS Organizational Assessment is comprised of 15 
sections that represent each of the National CLAS Standards. Each item from the assessment has 
been specifically assigned to one of the 15 CLAS Standards. Many items have been designed to 
ask about actionable implementation strategies related to the CLAS Standard. This was done in 
accordance with the US Department of Health & Human Services’ Blueprint for Advancing and 
Sustaining CLAS Policy and Practice resource (U.S. Department of Health and Human Services, 
Office of Minority Health, 2013). 

Findings 

Summary of Findings 

The results from the CLAS Organizational Assessment reveal overwhelmingly positive 
outcomes, with most responses exceeding 90%. This indicates that clinics are effectively 
integrating culturally and linguistically appropriate care into their mission statements and 
strategic plans. However, there is room for further elaboration and training. Efforts to foster 
cultural competence and diversity are also evident through the findings. Clinics also excel in 
providing interpreter services, achieving a 97% satisfaction rate for ease of arrangement. 
Emphasizing the use of certified interpreters for informed consent is recommended. It is also 
important to recognize that community collaboration rates are strong, with clinics actively 
engaging partners to promote health literacy and mental health awareness, achieving a 91% 
engagement rate. Overall, the findings indicate significant progress in delivering culturally and 
linguistically appropriate services. 

Demographic Information 

The demographics of the CLAS Assessment for Staff correspond with those of the 360 
Assessment for Patients. Most of the respondents identify as Hispanic or Latino (82%), the 
second largest group is White (13%), and the third is Asian (2%). Most respondents are between 
25 and 44 years old (40%). 82% of respondents are female (see Appendix E). 

Clinic Commitment 

Most staff members report that clinics include culturally and linguistically appropriate care in 
their mission statements, strategic plans, and policies. However, the mission could be elaborated 
on further, and more staff members could be trained on it. 
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Question: Yes responses 

The clinic's mission and/or vision states its commitment to culturally and linguistically 
appropriate care. 

61% 

The clinic's strategic plan illustrates its commitment to culturally and linguistically 
appropriate care. 

60% 

The clinic's policies, programs, and procedures are responsive to the cultural, 
linguistic, and health literacy needs of its patients. 

62% 

Clinic Leadership - Patient Communication 

Overall, clinics are taking steps to improve communication with patients, indicated by responses 
surpassing 55%. Based on the survey results, clinics are allocating time and funding to work on 
patient communication. Staff also report that clinics are prioritizing meeting the needs of diverse 
populations. 

Question: During the past 12 months, senior leaders have… Yes responses 

Taken steps to create a more welcoming environment for patients. 56% 

Taken steps to promote a more patient-centered environment. 62% 

Allocated resources annually to meet the cultural and linguistic needs of its patients. 61% 

Made effective communication with diverse populations a priority. 64% 

Rewarded staff and departments that work to improve communication. 66% 

Efforts to Foster Cultural Competence and Diversity in Staffing 

Staff report that clinics are taking steps to welcome diverse cultural perspectives and actively 
trying to serve those populations better. Many staff members report being acknowledged for 
providing high-quality care for diverse populations. However, the data suggest room for growth 
in most of the categories. In particular, enhancing recruitment efforts to establish more diverse 
candidate pools through professional fairs, job boards, and other specialized media or networks 
can significantly contribute to a more inclusive and representative workforce. This focused 
approach can ensure that clinics reflect the diversity of the patient community they are providing 
health services to and benefit from a broader range of perspectives and experiences. 
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Question: During the last 12 months, senior leaders have... Yes responses 

Taken steps to show that the diverse cultural perspectives of staff are welcomed and 
valued. 

59% 

Assessed whether staff provide high-quality culturally competent services. 62% 

Recognized or promoted staff that provide high-quality culturally competent services. 63% 

Monitored the retention of staff that provide high-quality culturally competent 
services. 

63% 

Taken steps to track the demographic characteristics of clinic staff. 61% 

Worked to recruit employees that reflect the patient community. 58% 

Worked to establish diverse candidate pools by recruiting employees through minority 
professional fairs, job boards, publications, and other specialized media or networks. 

61% 

Worked to advance a diverse leadership and governance structure. 62% 

Initiatives to Enhance Staff Training and Community Engagement 

Many staff members report having access to training on providing culturally and linguistically 
competent care. Based on the survey responses, clinics can improve their internal training 
administration, which could help address clinic-specific educational opportunities for staff 
members. 

Question: During the past 12 months, senior leaders have… Yes responses 

Scheduled continuing education or professional development trainings on delivering 
culturally and linguistically appropriate care during work hours. 

61% 

Created opportunities for staff to volunteer in the patient community. 57% 

Asked staff and/or patients for feedback to improve training. 56% 

Administered trainings that helped staff communicate better with patients. 56% 

Training in Culturally Competent Communication 

Staff were asked about their clinics’ training on culturally competent care. 56% of staff members 
report senior leaders have administered trainings to improve communication. However, there is 
room to increase the number of staff members who participate or are aware of them. 
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Additionally, many staff members are not aware of the communication policies within the 
clinics. Clinics can also work on incorporating elements that teach cultural humility, the impact 
of miscommunication, and ways to check whether a patient understands them. 

Question: During the last 12 months, staff have received adequate training on… Yes responses 

How to ask patients about their racial/ethnic background in a culturally appropriate 
way. 

60% 

How to ask patients about their health care values and beliefs? 57% 

Interacting with patients from diverse cultural and spiritual backgrounds. 58% 

Approaching patients with cultural humility. 54% 

Communication policies at the clinic. 51% 

The impact of miscommunication on patient safety. 59% 

Serving patients who speak little or no English. 62% 

The importance of communicating with patients in plain language instead of using 
technical terms. 

59% 

Ways to check whether patients understand instructions. 59% 

Finding out when patients need an interpreter. 62% 

How to work with interpreters effectively. 59% 

Supervisors' Efforts to Enhance Staff-Patient Communication 
According to survey responses, clinic supervisors could improve by providing feedback to staff 
members regarding communication skills, supporting staff in improving their communication 
and encouraging them to discuss spiritual and or cultural beliefs that affect patient care. 

Question: During the past 12 months, supervisors have… Yes responses 

Provided useful feedback to staff on how to improve communication skills. 57% 

Encouraged staff to get patients more involved in their health care decisions. 56% 

Encouraged staff to talk with patients about cultural and spiritual beliefs that might 
influence their health care. 

58% 

Been recognized based on their ability to make staff feel supported. 57% 
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Language Interpretation Services and Accessibility at the Clinic 
Staff report that clinics are doing an excellent job at providing patients with interpreters when 
necessary. They also report that arranging interpreters in such scenarios was easy. Based on the 
survey responses, staff members were not encouraged to utilize such services to discuss informed 
consent with patients, which is a fundamental element in providing high-quality care. This may 
be because most staff members are bilingual. However, only certified interpreters should be 
translating in the clinical setting. This is due to their specialized training in professional and 
medical terminology. In critical circumstances such as acquiring informed consent, certified 
interpreters must be involved. 

Question: During the last 12 months, how often were the following statements true? Yes responses 

The clinic established or maintained contracts to be able to provide in-person, over-the-
phone, or video remote interpretation services. 

51% 

Patients who needed an interpreter were offered one. 91% 

Patients were charged for using interpreters. 16% 

Staff members were encouraged to use trained medical interpreters to discuss informed 
consent with patients with limited English proficiency. 

11% 

It was easy to arrange for an interpreter when needed. 97% 

The clinic tracked how long staff waited for interpreters. 95% 

Staff Practices in Language and Cultural Assessment 
Staff reports that clinics actively record patients’ demographic information, language, and 
interpretations preferences, making this information readily available to staff members. 

Question: During the last 12 months, how often did staff… Yes responses 

Collect race and ethnicity information from patients? 92% 

Ask patients what language they prefer using when the patients registered or 
scheduled appointments? 

92% 

Ask patients if they need an interpreter when the patients registered or scheduled 
appointments? 

90% 

Ask patients if they would like help filling out clinic forms? 86% 

Have easy access to information on what language patients speak? 96% 

Have easy access to information on whether patients need an interpreter? 92% 
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Clinic Practices in Informing Patients About Language Assistance 
Clinics are actively informing patients of no-cost language services. 

Question: In general, during the last 12 months, the clinic… Yes responses 

Has had a plan for informing patients about the availability of no-cost language 
assistance. 

94% 

Has used culturally and linguistically appropriate written notifications to inform 
patients about the availability of language assistance services. 

94% 

Has used culturally and linguistically appropriate verbal notifications to inform 
patients about the availability of language assistance services. 

94% 

Staff Perception and Utilization of Interpreters 
Staff members understand effective medical interpretation. They report understanding the 
difference between a specialized interpreter and having a friend or family member translate. 
Clinics also regularly gauge the interpretation skills of their interpreters. Often, it seems that 
though a high percentage of staff members work with patients’ children under 18, this is not an 
appropriate means of interpretation. Although this may be due to a patient’s personal preference, 
clinics should attempt to encourage the use of interpreters in such scenarios. 

Question: 

Question: Think about the times staff needed to work with an interpreter during the last Yes responses 12 months. How often did they work with a... 

Rate how much you DISAGREE or AGREE with the statements: Effective medical 
interpretation requires specialized training. 

77% 

Rate how much you DISAGREE or AGREE with the statements: A patient's family 
member or friend can usually interpret as effectively as a trained medical interpreter. 

37% 

The clinic routinely assesses the competence and skills of its interpreters. 89% 

Question: Think about the times staff needed to work with an interpreter during the last Yes responses 
12 months. How often did they work with a... 

Trained medical interpreter? 28% 

Interpreter over the phone (telephonic interpreter)? 55% 

Bilingual staff member who is untrained in interpretation? 65% 

Patient's adult friend or family? 60% 

Patient's child (under age 18)? 56% 
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Frequency of Clinic Practices Regarding Patient Resources and 
Communication 

Based on the survey results, clinics use culturally and linguistically appropriate media, signage, 
and forms. They also report actively working on translating materials and actively seeking 
feedback to improve their documents and media. 

Question: During the last 12 months… Yes responses 

How often were the following statements true? - The clinic distributed user-friendly 
guides on community resources to patients. 

69% 

The clinic posted culturally and linguistically appropriate signage in its service area. 88% 

The clinic sought feedback from the community about whether its media materials 
were culturally and linguistically appropriate. 

76% 

There was a process for materials to be translated into other languages that were not 
readily available. 

89% 

It was easy to request translated documents. 93% 

Staff noticed that patients had difficulty filling out clinic forms. 90% 

Forms and Educational Materials 
Staff have notably high ratings for clinic educational materials, signs, maps, and forms. They 
also report being satisfied with the interpretation services overall. 

Question: Overall, during the last 12 months, how would you rate... Yes responses 

The clinic's efforts to help patients access community resources? 92% 

The cultural appropriateness of the clinic's patient education materials? 93% 

The understandability of the clinic's patient education materials? 97% 

The signs and maps at the clinic? 98% 

The availability of translated documents and forms at the clinic? 96% 

The clinic's informed consent forms? 97% 

The signs informing patients that free language assistance is available? 96% 

The clinic's interpretation services? 97% 
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Senior Leaders' Actions to Enhance CLAS Standards 
Clinics are actively assessing, disseminating information, and collecting information on their 
culturally and linguistically appropriate care. 

Question: During the last 12 months, senior leaders have … Yes responses 

Utilized the results of clinic self-assessments to revise its policies and practices to 
better provide culturally and linguistically appropriate services. 

91% 

Received reports describing the clinic's progress toward its communication goals. 90% 

Sought feedback from patients on how the clinic can improve its delivery of 
culturally and linguistically appropriate services. 

91% 

Conducted a routine self-assessment or audit of clinic policies, procedures, and 
practices to evaluate its implementation of the CLAS standards. 

92% 

Supervisors' Communication Oversight and Improvement Efforts 
Clinic supervisors have proactively utilized staff feedback to implement meaningful changes, 
achieving a 90.7% success rate in enhancing clinic-wide communication practices. These efforts 
underscore their critical role in fostering a supportive and communicative environment for 
quality patient care. 

Question: During the last 12 months, supervisors have... Yes responses 

Monitored whether staff communicated effectively with patients. 91% 

Asked for staff suggestions on how to improve communication within the clinic. 85% 

Used staff feedback to improve communication within the clinic. 90% 
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Documentation Policies Regarding Patient Information 

Clinics have policies that encourage documenting critical patient information including race, 
ethnicity, language preferences, and the need for interpreters. Clinics also record other pieces of 
information that help provide better care such as patients’ need for transportation and religious 
beliefs. 

Question: During the last 12 months, it has been clinic policy to document a 
patient’s... Yes responses: 

Race and ethnicity. 96% 

Language preference. 97% 

Need for interpreters. 93% 

Ability to understand important documents. 94% 

Need for assistance with filling out forms. 94% 

Barriers to communication. 94% 

Desire and motivation to learn about their health. 93% 

Cultural and religious beliefs. 91% 

Emotional health challenges. 92% 

Cognitive health challenges. 94% 

Physical health challenges. 95% 

Need for transportation assistance. 91% 
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Clinic Engagement with Community Needs and Assets 

Clinics track literacy levels, health service accessibility, and stakeholder information. Every 
response within this sub-section of questions has an impressive positive response rate of over 
90%. With this information, they create patient demographic profiles and report on disparities. 
Clinics also share the availability of resources within the community with staff members to 
improve patient care. 

Question: 

In general, during the last 12 months, the clinic... Yes responses 

Has had a plan for routinely assessing the needs and assets of its service community. 93% 

Has worked with local community and advocacy groups to collect information about 
new and emerging populations. 

92% 

During the last 12 months, the clinic has used community needs and assets data to... Yes responses 

Track the literacy and education levels of its patient community. 93% 

Evaluate the accessibility of health services within the community. 94% 

Generate profile reports of its various service community populations. 93% 

Identify and report on potential disparities in care or services to community leaders and 
stakeholders. 

93% 

Improve the delivery of culturally and linguistically appropriate services. 94% 

Inform staff about resources for patients that are available in the community. 93% 
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Collaboration with Community Partners on Health and Mental Health 
Initiatives 

Staff have been deployed in neighborhoods to educate patients on accessing social services and 
promote health literacy. Clinics also have relationships with various faith and youth 
organizations to share further information on mental health and opportunities in the field. 

Question: During the last 12 months, the clinic has worked with... Yes responses 

Community partners to place staff in neighborhoods where they can educate patients 
on how to access social services and available care. 

90% 

Community partners to promote health literacy. 91% 

Community partners to educate adults and youth about mental health. 91% 

Schools to educate students about mental health careers. 88% 

Schools to establish volunteer or internship program opportunities in mental health 
services. 

88% 

Faith organizations to advance mental health. 86% 

Clinic Engagement with Community and Partner Collaboration 

Over the past year, the clinics have made significant strides in community engagement and 
partnership. They have implemented written plans to foster relationships with patient 
communities and outreach to maintain strong ties with community partners. They also share data 
with other organizations, which helps to uplift communities wholistically. 

Question: During the past 12 months, the clinic has… Yes responses 

Implemented written plans for developing relationships with the patient communities it 
serves. 

90% 

Charged an individual or committee to conduct outreach and maintain ties to 
community partners. 

89% 

Worked to build alliances and coalitions between different community partners to 
improve the delivery of culturally and linguistically appropriate services. 

93% 

Shared data and findings with community partners to improve service delivery. 92% 

Involved community representatives in its planning processes. 91% 
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Supervisors' Oversight of Patient Relations and Conflict Resolution 

Supervisors have intervened in staff behavior and improved conflict resolution processes, 
ensuring cultural sensitivity and effective communication handling. They have also designated a 
contact for community feedback, enhancing patient operational effectiveness. 

Question: During the last 12 months, supervisors have... Yes responses 

Intervened if staff were not respectful towards patients. 86% 

Implemented a timely conflict and grievance resolution process for patients. 96% 

Ensured that its conflict and grievance resolution process is culturally and 
linguistically appropriate. 

96% 

Tracked communication-related complaints. 97% 

Designated a point-of-contact (person or office) for community members to provide 
complaints and feedback. 

96% 

Staff Communication Practices and Support 

Staff have shown strong communication skills, prioritizing respectful interactions and effective 
communication for quality care. They have demonstrated care in communicating effectively over 
the phone. Acknowledging the need for more time in patient interactions, they have also 
proactively sought support from supervisors to address any communication challenges. 

Question: During the last 12 months, staff have... Yes responses 

Communicated with one another respectfully. 91% 

Communicated with one another effectively to ensure high-quality care. 93% 

Shown that they care about communicating effectively with diverse populations. 95% 

Communicated well with patients over the phone. 95% 

Needed more time to communicate well with patients. 94% 

Known whom to call if they have a problem or suggestion. 94% 

Spoken openly with supervisors about any miscommunications. 90% 
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Community Engagement and Outreach Efforts 

Clinics have effectively informed community members about their wellness initiatives and 
collaborated strategically with partners to report progress. Moreover, they have held community 
forums and advisory boards to gather feedback and discuss ongoing improvements. 

Question: During the last 12 months, the clinic has... Yes responses 

Informed community members about its efforts to promote wellness in their 
neighborhoods. 

94% 

Strategized with community partners on how to report on its progress toward making 
services more culturally and linguistically appropriate. 

92% 

Convened community forums to discuss their progress towards making services more 
culturally and linguistically appropriate. 

90% 

Convened community advisory boards to discuss their progress towards making 
services more culturally and linguistically appropriate. 

90% 

Conclusion 
The third annual progress report reveals valuable insights into patient experiences, highlighting 
both successes and areas for improvement in service delivery. Overall, patients have reported 
positive experiences with timely appointments, effective communication, and coordinated care, 
reflecting the dedication and hard work of the clinic staff. These achievements highlight the 
commitment to delivering high-quality care that meets patient needs efficiently. 

The CLAS Organizational Assessment further illustrates the significant progress made in 
implementing culturally and linguistically appropriate services. Health centers have successfully 
aligned many of their practices with the National CLAS Standards, ensuring that patients receive 
care that is respectful and responsive to their cultural and language needs. Key accomplishments 
include the provision of interpretation services, the availability of multilingual materials, and the 
proactive efforts to build strong relationships with community partners to better understand and 
address community needs. 

Despite some challenges, such as the need for increased staff diversity and enhanced training 
policies, the overall commitment to overcoming language barriers and improving patient 
interactions is evident. These efforts demonstrate a clear dedication to creating an inclusive 
healthcare environment that prioritizes cultural competence and patient satisfaction. 

The assessment identifies areas for continued focus, encouraging further development to unlock 
the full potential of culturally competent care. The dedication of participating clinics is 
commendable, making it apparent that they are dedicated to fostering a more inclusive and 
welcoming healthcare environment for all patients. Through ongoing efforts and improvements, 
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these centers are well on their way to setting a standard for excellence in culturally and 
linguistically appropriate care. 
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Appendix A 

Non-LPMPP Physician Focus Group Guide 

Area: Experience with the program 
1. Share 1-2 words to describe your experience with the LPMPP physicians(s). 
2. How has the experience been with the physician(s) overall? 

a. Probe: What was done to prepare you for the arrival of these physicians? 
b. Probe: How is the fit? 

Area: Greatest area of need/determining success 
3. What has been beneficial about your clinic’s participation in the program, if anything? 

a. Probe: Influence/impact on patients serviced/systems of care. 
b. Probe: What are some of the ways you’ve seen change? 
c. Probe: Have additional physicians help to alleviate patient load? 

4. What have been some of the challenges or obstacles you have noticed? 
a. What gaps do you see/exist in the program’s implementation? 
b. What gaps still exist in the clinic’s ability to meet patient needs? 
c. Have additional physicians negatively affected the system in some way? 

Area: Expectations 
5. What will happen if the program is not continued? 
6. Based on your experience, is there a need for the program? 
7. Do you have any concerns about the program continuing? 

Area: Opportunity to Provide Feedback 
8. Is there anything we have not yet covered that you would like to share? 

Prompts: 
• Quality of Care 
• Working admin expectations 
• Interpersonal relations 
• Patient experience 
• Cultural/linguistic services 
• Limited English-speaking patients 
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Appendix B 

Clinic Staff Focus Group Guide 

Area: Experience with preparation and implementation 
1. Share 1-2 words to describe your experience with the LPMPP program. 
2. How has the experience been with the program overall? 

a. Probe: How is the fit? 
b. Probe: How has program implementation impacted your work? 

Area: Greatest area of need/determining success 
3. What has been beneficial about your clinic’s participation in the program if anything? 

a. Probe: influence/impact on patients’ service/systems of care 
b. Probe: What are some of the ways you’ve seen change? 
c. Probe: Have additional physicians help to alleviate patient load? 

4. What have been some of the challenges you have experienced with the program? 
a. What gaps do you see/exist in the program’s implementation? 
b. What gaps still exist in the clinic’s ability to meet patient needs? 
c. Have additional physicians negatively affected the clinic/system in some way? 

Area: Expectations 
5. What are your thoughts on what will happen if the program is not continued? 
6. Based on your experience, is there a need for the program? 
7. Do you have any concerns about the program continuing? 

Area: Opportunity to Provide Feedback 
8. Is there anything we have not yet covered that you would like to share? 

Prompts: 
• Quality of care 
• Working admin expectations 
• Interpersonal relations 
• Patient experience 
• Cultural services 
• Linguistic services 
• Limited English-speaking patients 

Prompts: Future Cohorts 
• Timing of the cohorts 
• Overlap 
• Specialties 
• # 
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Appendix C 

Administrator Interview Guide 

Area: Experience with preparation and implementation 
In one or two words, please describe your experience with the program in the last year. 

1. Please tell us about your experience working toward the implementation of the program 
and the process for reaching this point. 

2. What is the significance/importance or meaning of this program to you? 
3. How has your experience been with the program overall? 
4. Were there special preparations for the Mexican physicians’ onboarding? 

Area: Greatest area of need/determining success 
5. What are the greatest areas of need for your health organization regarding providers? 
6. How do you think the Mexican physicians will influence or address these needs? 
7. What are early successes you have seen in the program? 
8. What have been some of the greatest challenges or obstacles of the program so far? 
9. What do you hope will change or be different at the conclusion of the program? 

Area: Expectations 
10. Has your experience working with the program been what you expected? 
11. Considering your early experiences with the program, what are your thoughts of its 

feasibility moving forward. What are the necessary ingredients for a program such as 
this? 

Area: Opportunity to Provide Feedback 
12. Is there anything we have not yet covered that you would like to discuss? 
13. From your experience, are there other questions or topics that should be added? 

Probes: 
• Quality of Care 
• Working administration sustainability 
• Translation 
• Interpersonal relationships 
• Patient Experiences 
• Cultural Services 
• Linguistic Services 
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Appendix D 

360 Assessment for Patients –Demographic Information 
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360 Assessment for Patients – Demographic Information 
(continued) 
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Appendix E 
CLAS Organizational Assessment for Staff – Demographic Information 
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CLAS Organizational Assessment for Staff – Demographic Information (continued) 
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2Assembly Bill No. 1045 

CHAPTER 1157 

An act to repeal and add Section 853 of, and to add Sections 854 and 
855 to, the Business and Professions Code, relating to healing arts. 

[Approved by Governor September 30, 2002. Filed 
with Secretary of State September 30, 2002.] 

LEGISLATIVE  COUNSEL’S DIGEST 
AB 1045, Firebaugh. Healing arts: practice. 
Existing law provides for a Task Force on Culturally and 

Linguistically Competent Physicians and Dentists in the Department of 
Consumer Affairs. Pursuant to existing law there is a subcommittee 
within the task force to examine the feasibility of a pilot program 
allowing Mexican and Caribbean licensed physicians and dentists to 
practice in nonprofit community health centers in medically 
underserved areas. Existing law requires the subcommittee to report to 
the task force by March 1, 2001, and requires the report to be forwarded 
to the Legislature by April 1, 2001, with any additional comments. 

This bill would delete the provisions for the subcommittee. 
The bill would create the Licensed Physicians and Dentists from 

Mexico Pilot Program. The bill would set forth the program’s provisions 
related to eligibility, licensing, location, and hiring. The bill would also 
provide for an evaluation of the program, and for funding of 
administrative and evaluation costs by philanthropic entities. The bill 
would authorize a 3-year nonrenewable license for physician 
participants and a 3-year nonrenewable dental permit for participating 
dentists and would prohibit these medical licenses and dental permits 
from being used as the standard for issuing a license to practice medicine 
or dentistry in this state on a permanent basis. 

The bill would additionally specify certain requirements international 
medical graduates are required to meet to participate in a separate pilot 
program and to receive an applicant status letter. The bill would provide 
the Medical Board of California the authority to issue a license to 
practice medicine to an international medical graduate participating in 
the program if specified criteria are met. 

The bill would require the Medical Board of California and the Dental 
Board of California, in consultation with other entities, to provide 
oversight of these programs. The bill would require the Medical Board 
of California to report to the Legislature every January regarding the 
physicians program and the international medical graduate program. 
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Ch. 1157 — 2 — 

The bill would also require the Dental Board of California to report to 
the Legislature every January regarding the dental program. 

The bill would provide that these programs shall only be implemented 
if the necessary amount of nonstate funding is obtained. 

The people of the State of California do enact as follows: 

SECTION 1. The Legislature finds and declares all of the following: 
The 2000 United States Census determined the population of 

California to be over 35 million people with approximately 11 million 
being Latino. 

From July 1990 to July 1999, California’s population increased by 
approximately 4 million people. Approximately 61 percent of this 
growth can be attributed to the growth in the Latino population. The 
Latino population has increased at an average rate of 275,000 persons 
per year from 1990 to 1999. The Latino population is estimated to have 
grown in virtually all counties over this period. 

The United States General Accounting Office reports that the United 
States Community Health Centers patients are comprised of 65 percent 
ethnic and racial minorities. 

Title VI of the Civil Rights Act of 1964 requires any federally funded 
health facility to ensure persons with limited English proficiency may 
meaningfully access health care services. Persons with limited English 
proficiency are often excluded from programs, experience delays or 
denials of services, or receive care and services based on inaccurate or 
incomplete information. 

The Health Resources and Services Administration reports the 
number of physicians in California grew 17 percent between 1989 and 
1998. 

The Health Resources and Services Administration found in 1998 that 
only 4 percent of active patient care physicians were Latino. 

The Association of American Medical Colleges in 1998 found only 
6.8 percent of all graduates from United States medical schools were of 
an ethnic or racial minority group. 

In 1999 only 11 percent of dentists in California were a member of a 
racial or ethnic minority group with 5 percent being classified as Asian 
or Pacific Islanders. 

In 1996 only 4 percent of dentists in California were Latino. 
According to the Institute of Medicine report requested by the United 

States Congress, research evidence suggests that provider-patient 
communication is directly linked to patient satisfaction, adherence, and 
subsequently health outcomes. Thus, when sociocultural differences 
between the patient and the provider are not appreciated, explored, 
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understood, or communicated in the medical encounter, the result is 
patient dissatisfaction, poor adherence, poorer health outcomes, and 
racial and ethnic disparities in health care. 

A Commonwealth Fund of New York study found that: (1) one-third 
of Latinos said they had problems communicating with their doctors 
with barriers to this poor communication including language, cultural 
traditions, and sensitivity; (2) communication is essential to quality 
health care; and (3) inadequate communication can lead to the perception 
of inhumane health care service delivery. 

The Summit on Immigration Needs & Contributions of theBridging 
Borders in the Silicon Valley Project found that approximately 50 
percent of participants reported that having a provider that speaks his or 
her language will improve the quality of health care services they 
receive. 

Only two states in the country have reported cultural competency 
standards for care. 

No states in the country have reported foreign language competencies 
for physicians or dentists. 

According to the Dallas Morning News, many immigrants travel to 
Mexico to receive health care due to the cultural and language barriers 
they encounter in the United States health care system. According to the 
San Jose Mercury News, 65 percent of the membership of the largest 
medical association in California reported that if they were required to 
pay for medical interpreters, they would stop seeing patients that 
required interpretation services. 

According to the Journal of the American Medical Association, in 
1999, one medical school had a separate course covering cultural 
diversity, 109 medical schools included cultural diversity content as part 
of a required course or clerkship, and 84 medical schools included 
information on cultural beliefs or practices related to death or dying in 
a required course or clerkship. 

SEC. 2. Section 853 of the Business and Professions Code is 
repealed. 

SEC. 3. Section 853 is added to the Business and Professions Code, 
to read: 

853. (a) The Licensed Physicians and Dentists from Mexico Pilot 
Program is hereby created. This program shall allow up to 30 licensed 
physicians specializing in family practice, internal medicine, pediatrics, 
and obstetrics and gynecology, and up to 30 licensed dentists from 
Mexico to practice medicine or dentistry in California for a period not 
to exceed three years. The program shall also maintain an alternate list 
of program participants. 

90 



 

       

   
  

   
      

   
   
            

          
  

   
           

  
          

  
   

          
 

  
   

        
     

         
 

  
       

  
      

   
 

   
             

     
 

  
   

            
           

  
  

    
  

          
  

 
 

 

Ch. 1157 — 4 — 

(b) The Medical Board of California shall issue three-year 
nonrenewable licenses to practice medicine to licensed Mexican 
physicians and the Dental Board of California shall issue three-year 
nonrenewable permits to practice dentistry to licensed Mexican dentists. 

(c) Physicians from Mexico eligible to participate in this program 
shall comply with the following: 

(1) Be licensed, certified or recertified, and in good standing in their 
medical specialty in Mexico. This certification or recertification shall be 
performed, as appropriate, by the Consejo Mexicano de Ginocologia y 
Obstetricia, A.C., the Consejo Mexicano de Certificacion en Medicina 
Familiar, A.C., the Consejo Mexicano de Medicina Interna, A.C., or the 
Consejo Mexicano de Certificacion en Pediatria, A.C. 

(2) Prior to leaving Mexico, each physician shall have completed the 
following requirements: 

(A) Passed the board review course with a score equivalent to that 
registered by United States applicants when passing a board review 
course for the United States certification examination in each of his or 
her specialty areas and passed an interview examination developed by 
the National Autonomous University of Mexico (UNAM) for each 
specialty area. Family practitioners who shall include obstetrics and 
gynecology in their practice, shall also be required to have appropriately 
documented, as specified by United States standards, 50 live births. 
Mexican obstetricians and gynecologists shall be fellows in good 
standing of the American College of Obstetricians and Gynecologists. 

(B) (i) Satisfactorily completed a six-month orientation program 
that addressed medical protocol, community clinic history and 
operations, medical administration, hospital operations and protocol, 
medical ethics, the California medical delivery system, health 
maintenance organizations and managed care practices, and 
pharmacology differences. This orientation program shall be approved 
by the Medical Board of California to ensure that it contains the requisite 
subject matter and meets appropriate California law and medical 
standards where applicable. 

(ii) Additionally, Mexican physicians participating in the program 
shall be required to be enrolled in adult English as a Second Language 
(ESL) classes that focus on both verbal and written subject matter. Each 
physician participating in the program shall have transcripts sent to the 
Medical Board of California from the appropriate Mexican university 
showing enrollment and satisfactory completion of these classes. 

(C) Representatives from the National Autonomous University of 
Mexico (UNAM) in Mexico and a medical school in good standing or 
a facility conducting an approved medical residency training program in 
California shall confer to develop a mutually agreed upon distant 
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learning program for the six-month orientation program required 
pursuant to subparagraph (B).

(3) Upon satisfactory completion of the requirements in paragraphs 
(1) and (2), and after having received their three-year nonrenewable 
medical license, the Mexican physicians shall be required to obtain 
continuing education pursuant to Section 2190 of the Business and 
Professions Code. Each physician shall obtain an average of 25 
continuing education units per year for a total of 75 units for a full three 
years of program participation. 

(4)  Upon satisfactory completion of the requirements in paragraphs 
(1) and (2), the applicant shall receive a three-year nonrenewable license 
to work in nonprofit community health centers and shall also berequired 
to participate in a six-month externship at his or her place of 
employment. This externship shall be undertaken after the participant 
has received a license and is able to practice medicine. The externship 
shall ensure that the participant is complying with the established 
standards for quality assurance of nonprofit community health centers 
and medical practices. The externship shall be affiliated with a medical 
school in good standing in California. Complaints against program 
participants shall follow the same procedures contained in the Medical 
Practice Act (Chapter 5 (commencing with Section 2000)). 

(5) After arriving in California, Mexican physicians participating in 
the program shall be required to be enrolled in adult English as a Second 
Language (ESL) classes at institutions approved by the Bureau of 
Private Post Secondary and Vocational Education or accredited by the 
Western Association of Schools and Colleges. These classes shall focus 
on verbal and written subject matter to assist a physician in obtaining a 
level of proficiency in English that is commensurate with the level of 
English spoken at community clinics where he or she will practice. The 
community clinic employing a physician shall submit documentation 
confirming approval of an ESL program to the Medical Board of 
California for verification. Transcripts of satisfactory completion of the 
ESL classes shall be submitted to the Medical Board of California as 
proof of compliance with this provision. 

(6) (A) Nonprofit community health centers employing Mexican 
physicians in the program shall be required to have medical quality 
assurance protocols and either be accredited by the Joint Commission on 
Accreditation of Health Care Organizations or have protocols similar to 
those required by the Joint Commission on Accreditation of HealthCare 
Organizations. These protocols shall be submitted to the Medical Board 
of California prior to the hiring of Mexican physicians. 

(B) In addition, after the program participant successfully completes 
the  six-month  externship   program, a   free  standing health care 
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organization that has authority to provide medical quality certification, 
including, but not limited to, health plans, hospitals, and the Integrated 
Physician Association, shall be responsible for ensuring and overseeing 
the compliance of nonprofit community health centers medical quality 
assurance protocols, conducting site visits when necessary, and 
developing any additional protocols, surveys, or assessment tools to 
ensure that quality of care standards through quality assurance protocols 
are being appropriately followed by physicians participating in the 
program. 

(7) Participating hospitals shall have the authority to establish criteria 
necessary to allow individuals participating in this three-year pilot 
program to be granted hospital privileges in their facilities. 

(8) The Medical Board of California shall provide oversight review 
of both the implementation of this program and the evaluation required 
pursuant to subdivision (j). The Board shall consult with the medical 
schools applying for funding to implement and evaluate this program, 
executive and medical directors of nonprofit community health centers 
wanting to employ program participants, and hospital administrators 
who will have these participants practicing in their hospital, as it 
conducts its oversight responsibilities of this program and evaluation. 
Any funding necessary for the implementation of this program, 
including the evaluation and oversight functions, shall be secured from 
nonprofit philanthropic entities. Implementation of this program may 
not proceed unless appropriate funding is secured from nonprofit 
philanthropic entities. The Medical Board of California shall report to 
the Legislature every January during which the program is operational 
regarding the status of the program and the ability of the program to 
secure the funding necessary to carry out its required provisions. 
Notwithstanding Section 11005 of the Government Code, the board may 
accept funds from nonprofit philanthropic entities. The board shall, upon 
appropriation in the annual Budget Act, expend funds received from 
nonprofit philanthropic entities for this program. 

(d) (1) Dentists from Mexico eligible to participate in this program 
shall comply with the following: 

(A) Be graduates from the National Autonomous University of 
Mexico School of Faculty Dentistry (Facultad de Odontologia). 

(B) Meet all criteria required for licensure in Mexico that is required 
and being applied by the National Autonomous University of Mexico 
School of Faculty Dentistry (Facultad de Odontologia), including, but 
not limited to: 

(i) A minimum grade point average. 
(ii) A specified English language comprehension and conversational 

level. 
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(iii) Passage of a general examination. 
(iv) Passage of an oral interview. 
(C) Enroll and complete an orientation program that focuses on the 

following: 
(i) Practical issues in pharmacology which shall be taught by an 

instructor who is affiliated with a California dental school approved by 
the Dental Board of California. 

(ii) Practical issues and diagnosis in oral pathology which shall be 
taught by an instructor who is affiliated with a California dental school 
approved by the Dental Board of California. 

(iii) Clinical applications which shall be taught by an instructor who 
is affiliated with a California dental school approved by the Dental 
Board of California. 

(iii) Biomedical sciences which shall be taught by an instructor who 
is affiliated with a California dental school approved by the Dental 
Board of California. 

(iv) Clinical history management which shall be taught by an 
instructor who is affiliated with a California dental school approved by 
the Dental Board of California. 

(v) Special patient care which shall be taught by an instructor who is 
affiliated with a California dental school approved by the Dental Board 
of California. 

(vi) Sedation techniques which shall be taught by an instructor who 
is affiliated with a California dental school approved by the Dental 
Board of California. 

(vii) Infection control guidelines which shall be taught by an 
instructor who is affiliated with a California dental school approved by 
the Dental Board of California. 

(viii) Introduction to health care systems in California. 
(ix) Introduction to community clinic operations. 
(2) Upon satisfactory completion to a competency level of the 

requirements in paragraph (1), dentists participating in the programshall 
be eligible to obtain employment in a nonprofit community healthcenter 
pursuant to subdivision (f) within the structure of an extramural dental 
program for a period not to exceed three years. 

(3) Dentists participating in the program shall be required to complete 
the necessary continuing education units required by the Dental Practice 
Act (Chapter 4 (commencing with Section 1600)). 

(4) The program shall accept 30 participating dentists. The program 
shall also maintain an alternate list of program applicants. If an active 
program participant leaves the program for any reason, a participating 
dentist from the alternate list shall be chosen to fill the vacancy. Only 
active program participants shall be required to complete the orientation 
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program specified in subparagraph (C) of paragraph (1) of this 
subdivision. 

(5) (A) Additionally, an extramural dental facility may be identified, 
qualified, and approved by the board as an adjunct to, and an extension 
of, the clinical and laboratory departments of an approved dentalschool. 

(B) As used in this subdivision, ‘‘extramural dental facility’’ 
includes, but is not limited to, any clinical facility linked to an approved 
dental school for the purposes of monitoring or overseeing the work of 
a dentist licensed in Mexico participating in this program and that is 
employed by an approved dental school for instruction in dentistry 
which exists outside or beyond the walls, boundaries, or precincts of the 
primary campus of the approved dental school, and in which dental 
services are rendered. These facilities shall include nonprofit 
community heath centers. 

(C) Dental services provided to the public in these facilities shall 
constitute a part of the dental education program. 

(D) Approved dental schools shall register extramural dental 
facilities with the board. This registration shall be accompanied by 
information supplied by the dental school pertaining to faculty 
supervision, scope of treatment to be rendered, arrangements for 
postoperative care, the name and location of the facility, the date 
operations shall commence at the facility, and a description of the 
equipment and facilities available. This information shall be 
supplemented with a copy of the agreement between the approved dental 
school and the affiliated institution establishing the contractual 
relationship. Any change in the information initially provided to the 
board shall be communicated to the board. 

(6) The program shall also include issues dealing with program 
operations, and shall be developed in consultation by representatives of 
community clinics, approved dental schools, and the National 
Autonomous University of Mexico School of Faculty Dentistry 
(Facultad de Odontologia). 

(7) The Dental Board of California shall provide oversight review of 
the implementation of this program and the evaluation required pursuant 
to subdivision (j). The Dental Board shall consult with dental schools in 
California that have applied for funding to implement and evaluate this 
program and executive and dental directors of nonprofit community 
health centers wanting to employ program participants, as it conducts its 
oversight responsibilities of this program and evaluation. 
Implementation of this program may not proceed unless appropriate 
funding is secured from nonprofit philanthropic entities. The Dental 
Board of California shall report to the Legislature every January during 
which the program is operational regarding the status of the programand 
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the ability of the program to secure the funding necessary to carry out its 
required provisions. Notwithstanding Section 11005 of the Government 
Code, the board may accept funds from nonprofit philanthropic entities. 

(e) Nonprofit community health centers that employ participants 
shall be responsible for ensuring that participants are enrolled in local 
English-language instruction programs and that the participants attain 
English-language fluency at a level that would allow the participants to 
serve the English-speaking patient population when necessary and have 
the literacy level to communicate with appropriate hospital staff when 
necessary. 

(f) Physicians and dentists from Mexico having met the applicable 
requirements set forth in subdivisions (c) and (d) shall be placed in a pool 
of candidates who are eligible to be recruited for employment by 
nonprofit community health centers in California, including, but not 
limited to, those located in the Counties of Ventura, Los Angeles, San 
Bernardino, Imperial, Monterey, San Benito, Sacramento, San Joaquin, 
Santa Cruz, Yuba, Orange, Colusa, Glenn, Sutter, Kern, Tulare,Fresno, 
Stanislaus, San Luis Obispo, and San Diego. The Medical Board of 
California shall ensure that all Mexican physicians participating in this 
program have satisfactorily met the requirements set forth in subdivision
(c) prior to placement at a nonprofit community health center. 

(g) Nonprofit community health centers in the counties listed in 
subdivision (f) shall apply to the Medical Board of California and the 
Dental Board of California to hire eligible applicants who shall then be 
required to complete a six-month externship that includes working in the 
nonprofit community health center and a corresponding hospital. Once 
enrolled in this externship, and upon payment of the required fees, the 
Medical Board of California shall issue a three-year nonrenewable 
license to practice medicine and the Dental Board of California shall 
issue a three-year nonrenewable dental special permit to practice 
dentistry. For purposes of this program, the fee for a three-year 
nonrenewable license to practice medicine shall be nine hundred dollars 
($900) and the fee for a three-year nonrenewable dental permit shall be 
five hundred forty-eight dollars ($548). A licensee or permitholder shall 
practice only in the nonprofit community health center that offered him 
or her employment and the corresponding hospital. This three-year 
nonrenewable license or permit shall be deemed to be a license or permit 
in good standing pursuant to the provisions of this chapter for the 
purpose of participation and reimbursement in all federal, state, andlocal 
health programs, including managed care organizations and health 
maintenance organizations. 

(h) The three-year nonrenewable license or permit shall terminate 
upon notice by certified mail, return receipt requested, to the licensee’s 
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or permitholder’s address of record, if, in the Medical Board of 
California or Dental Board of California’s sole discretion, it has 
determined that either: 

(1) The license or permit was issued by mistake. 
(2) A complaint has been received by either board against the licensee 

or permitholder that warrants terminating the license or permit pending 
an investigation and resolution of the complaint. 

(i) All applicable employment benefits, salary, and policies provided 
by nonprofit community health centers to their current employees shall 
be provided to medical and dental practitioners from Mexico 
participating in this pilot program. This shall include nonprofit 
community health centers providing malpractice insurance coverage. 

(j) Beginning 12 months after this pilot program has commenced, an 
evaluation of the program shall be undertaken with funds provided from 
philanthropic foundations. The evaluation shall be conducted jointly by 
one medical school and one dental school in California and the National 
Autonomous University of Mexico in consultation with the Medical 
Board of California and the Dental Board of California. If the evaluation 
required pursuant to this section does not begin within 15 months after 
the pilot project has commenced, the evaluation may be performed by 
an independent consultant selected by the Director of the Department of 
Consumer Affairs. This evaluation shall include, but not be limited to, 
the following issues and concerns: 

(1) Quality of care provided by doctors and dentists licensed under 
this pilot program. 

(2) Adaptability of these licensed practitioners to California medical 
and dental standards. 

(3) Impact on working and administrative environment in nonprofit 
community health centers and impact on interpersonal relations with 
medical licensed counterparts in health centers. 

(4) Response and approval by patients. 
(5) Impact on cultural and linguistic services. 
(6) Increases in medical encounters provided by participating 

practitioners to limited English-speaking patient populations and 
increases in the number of limited English-speaking patients seeking 
health care services from nonprofit community health centers. 

(7) Recommendations on whether the program should be continued, 
expanded, altered, or terminated. 

(8) Progress reports on available data listed shall be provided to the 
Legislature on achievable time intervals beginning the second year of 
implementation of this pilot program. An interim final report shall be 
issued three months before termination of this pilot. A final report shall 
be submitted to the Legislature at the time of termination of this pilot 

90 



 

     
 

              
        

        
            
  
   

  
        

            
  

            
  

  
  

           
  

            
  

  
          
              

 
           

             
  

         
 

  
  

  
          

  
            

           
    

    
             

  
   

         
   

              
  

 
 

 

— 11 — Ch. 1157 

program on all of the above data. The final report shall reflect and include 
how other initiatives concerning the development of culturally and 
linguistically competent medical and dental providers within California 
and the United States are impacting communities in need of these health 
care providers. 

(k) Costs for administering this pilot program shall be secured from 
philanthropic entities. 

(l) Program applicants shall be responsible for working with the 
governments of Mexico and the United States in order to obtain the 
necessary three-year visa required for program participation. 

SEC. 4. Section 854 is added to the Business and Professions Code, 
to read: 

854. Criteria for issuing three-year nonrenewable medical licenses 
and dental permits under this article shall not be utilized at any time as 
the standard for issuing a license to practice medicine or a permit to 
practice dentistry in California on a permanent basis. 

SEC. 5. Section 855 is added to the Business and Professions Code, 
to read: 

855. (a) Up to 70 international medical graduates who have passed 
their United States medical license examination on the first attempt and 
who have been working in the medical field in the capacity of a medical 
assistant, a nurse practitioner, a nurse-midwife, a physician assistant, a 
dental hygienist, or a quality assurance and peer review specialist for not 
less than three years, shall be selected to participate in a pilot program. 
Preference shall be given to international medical graduates who are 
residents of California, have experience working in communities whose 
language is other than English and whose culture is not from the 
dominant society, and have a proven level of literacy in the foreign 
language of a medically underserved community. 

(b) If there are not 70 international medical graduates who meet the 
criteria of subdivision (a), the remaining openings may be filled by 
participants who have passed the United States medical license 
examination on two or more attempts, have been working in the medical 
field in the capacity of a medical assistant, a nurse practitioner, a 
nurse-midwife, a physician assistant, a dental hygienist, or a quality 
assurance and peer review specialist for not less than three years, and 
who pass an additional test to be determined by the medical facility and 
the medical school participating in the pilot program. Preference shall 
be given to international medical graduates who are residents of 
California, have experience working in communities whose language is 
other than English and whose culture is not from the dominant society, 
and have a proven level of literacy in the foreign language of a medically 
underserved community. 
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(c) An international medical graduate shall not be eligible for this 
program if he or she has not graduated from a school in good standing 
that is recognized by the Medical Board of California. 

(d) Upon selection for the pilot program, participants may submit an 
application to the International Medical Graduate Liaison of the Medical 
Board of California’s Division of Licensing, with the appropriate fee, to 
initiate the medical licensing review process, providing the participant 
time to remediate any deficiency during the three-year international 
medical graduates pilot program. 

(e) All program participants shall be required to have the foreign 
language fluency and the cultural knowledge necessary to serve the 
non-English-speaking community at the nonprofit community health 
center where they practice. 

(f) The Medical Board of California shall issue an applicant status 
letter to participating and qualifying international medical graduates. 

(g) International medical graduates shall be required to participate 
and satisfactorily complete a six-month orientation program that will 
address medical protocol, community clinic history and operations, 
medical administration, hospital operations and protocol, medical 
ethics, the California medical delivery system, health maintenance 
organizations and managed care practices, and pharmacology 
differences. International medical graduates who have passed the 
Educational Commission for Foreign Medical Graduates (ECFMG) 
language exam shall not be required to be enrolled in English language 
classes. However, if a participating international medical graduate has 
not passed the ECFMG language exam, he or she shall be enrolled in 
English language acquisition classes until he or she obtains a level of 
English language proficiency equivalent to the ECFMG language exam. 

(h) (1) Upon satisfactorily completing the orientation program and 
the one-year residency training program, international medical 
graduates shall be selected by nonprofit community health centers to 
work in nonprofit community health centers and disproportionate share 
hospitals whose service areas include federally designated Health 
Professional Shortage Areas, Dental Professional Shortage Areas, 
Medically Underserved Areas, and Medically Underserved Populations 
for a period not to exceed three years. 

(2) There shall be two residency programs operated under the 
auspices of a medical school in good standing, with one in southern 
California and one in northern California. These residency programs 
shall be in family practice, internal medicine, or obstetrics and 
gynecology. 

(3) After successfully completing the one-year residency program, 
the training institution for the one-year residency program for 
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international medical graduates may transfer the program participant 
into an approved residency program. 

(i) (1) All program participants shall be required to satisfy the 
medical curriculum requirements of Section 2089, the clinical 
instruction requirements of Section 2089.5, and the examination 
requirements of Section 2170 prior to being admitted into an approved 
residency program. 

(2) Those international medical graduates who are transferred into an 
approved residency program shall be required to work in nonprofit 
community health centers or disproportionate share hospitals whose 
service areas include federally designated Health Professional Shortage 
Areas, Dental Professional Shortage Areas, Medically Underserved 
Areas, and Medically Underserved Populations for not less than three 
years after being fully licensed. 

(j) For individuals in this program as specified in this section, the 
applicant status letter shall be deemed a license in good standing 
pursuant to the provisions of this article for the purpose of participation 
and reimbursement in all federal, state, and local health programs, 
including managed care organizations and health maintenance 
organizations. 

(k) (1) The Director of General Medical Education or an equivalent 
position in the training institution of the one-year residency program for 
international medical graduates shall have the authority to make a 
recommendation to the Medical Board of California for the full medical 
licensure of an international medical graduate who has successfully 
completed the one-year residency program if the director believes,based 
on the performance and competency of international medical graduate, 
that the international medical graduate should be fully licensed. 

(2) After reviewing the recommendation for full licensure from the 
director, the Medical Board of California shall have the authority to issue 
a permanent license to practice medicine in this state to the international 
medical graduate. 

(l) If an international medical graduate desires to secure a permanent 
license to practice medicine from the board, he or she shall, among other 
things, be required to be admitted into an approved residency program. 

(m) The Medical Board of California, in consultation with medical 
schools located in California, executive and medical directors of 
nonprofit community health centers, and with hospital administrators, 
shall provide oversight review of the implementation of this program. 
The Medical Board of California shall ensure that funding proposals by 
appropriate institutions to implement these provisions meet the 
necessary funding thresholds to fulfill the intent of this program. 
Implementation of this program shall not proceed unless appropriate 
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funding is secured. The Medical Board of California shall report to the 
Legislature every January the program is operational regarding the status 
of the program and the ability of the program to secure the funding 
necessary to carry out its required provisions. 

SEC. 6. The programs in Sections 853 and 855 of the Business and 
Professions Code shall be implemented only if the necessary amount of 
nonstate resources are obtained. General Fund moneys shall not be used 
for these programs. 

O 
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AUTHENTICATED 

Assembly Bill No. 2860 

CHAPTER 246 

An act to add Article 2.7 (commencing with Section 1645.4) to Chapter 
4 of, to add Article 6 (commencing with Section 2125) to Chapter 5 of, 
Division 2 of, and to repeal Section 853 of, the Business and Professions 
Code, relating to healing arts. 

[Approved by Governor September 14, 2024. Filed with 
Secretary of State September 14, 2024.] 

legislative counsel’s digest 

AB 2860, Garcia. Licensed Physicians and Dentists from Mexico 
programs.

Existing law, the Licensed Physicians and Dentists from Mexico Pilot 
Program, allows up to 30 licensed physicians and up to 30 licensed dentists
from Mexico to practice medicine or dentistry in California for a period not 
to exceed 3 years, in accordance with certain requirements. Existing law
requires the Medical Board of California and the Dental Board of California 
to provide oversight pursuant to these provisions. Existing law requires 
appropriate funding to be secured from nonprofit philanthropic entities 
before implementation of the pilot program may proceed.

Existing law requires physicians participating in the Licensed Physicians
and Dentists from Mexico Pilot Program to be enrolled in English as a 
second language classes, to have satisfactorily completed a 6-month 
orientation program, and to have satisfactorily completed a 6-month 
externship at the applicant’s place of employment, among various other 
requirements.

This bill would repeal the provisions regarding the Licensed Physicians
and Dentists from Mexico Pilot Program, and would instead establish two
bifurcated programs, the Licensed Physicians from Mexico Program and 
the Licensed Dentists from Mexico Pilot Program. Within these 2 programs, 
the bill would generally revise and recast certain requirements pertaining 
to the Licensed Physicians and Dentists from Mexico Pilot Program,
including deleting the above-described requirement that Mexican physicians
participating in the program enroll in adult English as a second language
classes. The bill would instead require those physicians to have satisfactorily 
completed the Test of English as a Foreign Language or the Occupational 
English Test, as specified. The bill would remove the requirement that the 
orientation program be 6 months, and would further require the orientation
program to include electronic medical records systems utilized by federally
qualified health centers and standards for medical chart notations. The bill 
would also delete the requirement that the physicians participate in a 6-month 
externship. The bill would further delete provisions requiring an evaluation 
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of the pilot program to be undertaken with funds provided from philanthropic
foundations, and would make various other related changes to the program.
The bill would require the Dental Board of California to, notwithstanding 
existing requirements to provide specified federal taxpayer information, 
issue a 3-year nonrenewable permit to an applicant who has not provided 
an individual taxpayer identification number or social security number if 
the applicant meets specified conditions.

Commencing January 1, 2025, the bill would authorize the Medical Board 
of California to issue a limited number of active licenses to eligible 
applicants to participate in the Licensed Physicians from Mexico Program, 
as specified. Under the bill, each additional physician selected for the 
program would not be eligible to renew their 3-year license.

The bill would require the federally qualified health centers employing 
physicians pursuant to the program to continue specified peer review 
protocols and procedures and to work with an approved medical school or 
an approved residency program, as provided. The bill would also require 
specified entities to be the points of contact involved in securing required 
documents, recruiting and vetting candidates, assisting candidates to meet 
all program requirements, selecting appropriate federally qualified health
centers throughout California, ensuring compliance with program provisions,
developing policy and clinical workshops, monitoring productivity and 
increased access to medical care, and assessing the necessity of policy and
programmatic improvements. The bill would impose fees in connection 
with both programs, as specified.

This bill would make legislative findings and declarations as to the 
necessity of a special statute. 

The people of the State of California do enact as follows: 

SECTION 1. The Legislature finds and declares the following: 
(a) The facts and sources cited in this subdivision describe the physician

shortages that existed up to 2001 in California and the United States, 
including an emphasis on the lack of Latino medical students and licensed
physicians in proportion to their population in California. These critical and 
dangerous shortages led to the creation of the Licensed Physicians and 
Dentists from Mexico Pilot Program.

(1) The 2020 United States Census determined the population of 
California to be over 39 million people with approximately 16 million being
Latino. 

(2) From July 1990 to July 1999, California’s population increased by 
approximately 4 million people. Approximately 61 percent of this growth 
can be attributed to the growth in the Latino population. The Latino 
population has increased at an average rate of 275,000 persons per year 
from 1990 to 1999. The Latino population is estimated to have grown in 
virtually all counties over this period. 
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(3) The United States General Accounting Office reports that the United 
States Community Health Centers patients comprise 65 percent ethnic and 
racial minorities. 

(4) Title VI of the Civil Rights Act of 1964 requires any federally funded 
health facility to ensure persons with limited English proficiency may 
meaningfully access health care services. Persons with limited English
proficiency are often excluded from programs, experience delays or denials
of services, or receive care and services based on inaccurate or incomplete 
information. 

(5) The federal Health Resources and Services Administration reports
the number of physicians in California grew 17 percent between 1989 and 
1998. 

(6) The federal Health Resources and Services Administration found in 
1998 that only 4 percent of active patient care physicians were Latino.

(7) The Association of American Medical Colleges in 1998 found only 
6.8 percent of all graduates from United States medical schools were of an 
ethnic or racial minority group.

(8) In 1999, only 11 percent of dentists in California were a member of 
a racial or ethnic minority group with 5 percent being classified as Asian 
or Pacific Islanders. 

(9) In 1996, only 4 percent of dentists in California were Latino. 
(10) According to the Institute of Medicine report requested by the United 

States Congress, research evidence suggests that provider-patient 
communication is directly linked to patient satisfaction, adherence, and 
subsequently health outcomes. Thus, when sociocultural differences between 
the patient and the provider are not appreciated, explored, understood, or 
communicated in the medical encounter, the result is patient dissatisfaction, 
poor adherence, poorer health outcomes, and racial and ethnic disparities 
in health care. 

(11) A Commonwealth Fund of New York study found that: (1) one-third
of Latinos said they had problems communicating with their doctors with 
barriers to this poor communication including language, cultural traditions,
and sensitivity; (2) communication is essential to quality health care; and
(3) inadequate communication can lead to the perception of inhumane health
care service delivery.

(12) The Summit on Immigration Needs & Contributions of the Bridging
Borders in the Silicon Valley Project found that approximately 50 percent
of participants reported that having a provider that speaks their language 
will improve the quality of health care services they receive.

(13) Only two states in the country have reported cultural competency 
standards for care. 

(14) No states in the country have reported foreign language competencies
for physicians or dentists.

(15) According to the Dallas Morning News, many immigrants travel to 
Mexico to receive health care due to the cultural and language barriers they 
encounter in the United States health care system. According to the San 
Jose Mercury News, 65 percent of the membership of the largest medical 
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association in California reported that if they were required to pay for 
medical interpreters, they would stop seeing patients that required 
interpretation services.

(16) According to the Journal of the American Medical Association, in 
1999, one medical school had a separate course covering cultural diversity,
109 medical schools included cultural diversity content as part of a required 
course or clerkship, and 84 medical schools included information on cultural
beliefs or practices related to death or dying in a required course or clerkship.

(b) The facts and data set forth in this subdivision reflect physician
shortages from 2015 onward, as projected through 2034 nationwide, but do
not include the shortage of culturally and linguistically competent medical 
providers in the nation or California, which seriously exacerbates the 
problems of accessing medical care in non-English-dominant communities.

(1) Despite the Latino population comprising approximately 38 percent 
of the people in California in 2015, the percentage of Latino physicians in 
California was only 7 percent in 2015.

(2) In 2015, the percentage of Doctor of Osteopathic Medicine graduates 
in California was 3 percent, physician assistants was 20 percent, nurse 
practitioners was 9 percent, and registered nurses was 20 percent.

(3) According to data reported in the Physicians Almanac, 7 percent of
physicians working in the San Joaquin Valley in 2021 were Latina or Latino,
whereas the Latino population in that region was 53 percent.

(4) In 2021, Latina and Latino physicians working in the County of Los 
Angeles accounted for 6 percent of the population, whereas the Latino 
population in that region was 49 percent.

(5) In 2021, Latina and Latino physicians working in the Inland Empire
accounted for 7 percent of the population, whereas the Latino population 
in that region was 52 percent.

(6) In 2021, Latina and Latino physicians in the Sacramento area 
accounted for 4 percent, whereas Latinos comprised 22 percent of the 
population in that region.

(7) The Physicians Almanac reported in 2021 that all of the most 
populated regions of California where Latinos reside had less than the 
recommended number of primary care physicians, with only 60 per 100,000 
patients.

(8) The region with the highest percentage of doctors who spoke Spanish
in 2021 was the Central Coast, with 28 percent, followed by the County of 
Los Angeles, with 27 percent. There was no detailed information on this 
data based on Spanish language fluency or knowledge of cultural beliefs 
and practices related to health care.

(9) Based on a study published in the Journal of Health Affairs, “Latino
and Hispanic groups are underrepresented in medical professions that require 
advanced degrees and overrepresented in similar professions that don’t 
require a bachelor’s or higher degree.”

(10) In 2020, the American Community Survey found that, “Mexican 
Americans made up 10.7 percent of the U.S. workforce but just 1.77 percent 
of U.S. physicians.” 
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(11) According to a recent article in the Washington Post from 2023, 
“Underrepresentation among Latino health care workers is a concern because 
data suggests racially, and ethnically diverse and culturally competent 
medical providers can help reduce health care disparities among minority 
populations. Minority patients with providers who share their race, ethnicity,
or language report receiving better care than when they see providers from
different racial or language groups. Studies have shown that providers from
minority groups are more likely to work in areas with health care shortages,
accept Medicaid, and spend more time with patients.”

(12) As of November 1, 2023, California has the nation’s most federally
designated Primary Care Health Professional Shortage Areas (HPSAs) with
694, followed by Texas with 436. An HPSA is an area that must have 3,500 
in population for one primary care physician.

(13) The Association of American Medical Colleges (AAMC) is a leading 
voice in medical academia and research. The AAMC issued a significant 
study in June 2021 on physician shortages in the United States titled “The 
Complexities of Physician Supply and Demand: Projections from 2019 to 
2034.” 

(14) In this study, the AAMC projects that the United States could see 
an estimated shortage of between 37,800 and 124,000 physicians by 2034,
including shortfalls in both primary and specialty care.

(15) The study cites the COVID-19 pandemic as exposing “many of the 
deepest disparities in health and access to health care services and exposed 
vulnerabilities in the health care system,” according to AAMC President 
and CEO David J. Skorton, MD. 

(16) The AAMC projected the following physician shortages by 2034: 
(A) Primary Care (e.g., family medicine, general pediatrics, geriatric 

medicine): between 17,800 and 48,000.
(B) Surgical Specialties (e.g., general surgery, obstetrics and gynecology,

orthopedic surgery): between 15,800 and 30,200.
(C) Medical Specialties (e.g., cardiology, oncology, infectious diseases,

pulmonology): between 3,800 and 13,400.
(D) Other Specialties (e.g., anesthesiology, neurology, emergency 

medicine, addiction medicine): between 10,300 and 35,600.
(17) The President and CEO of the AAMC, David J. Skorton, MD, 

testified before Congress, stating that “the issue of increasing clinician 
burnout, which the pandemic has intensified, could cause doctors and other
health workers to cut back their hours or accelerate their plans for 
retirement.” 

(18) Despite Congressional efforts in 2021 to introduce bipartisan
legislation to increase medical residencies by 2,000 annually for seven years,
the shortages identified by the AAMC will come about.

(19) On the matter of workforce diversity, equity, and inclusion (DEI), 
the AAMC stated in this study as follows:

“The physician workforce lacks sufficient diversity and inclusion (i.e., it
lacks diversity overall and in positions of leadership and influence). The 
AAMC has identified addressing this lack as a core strategic priority. 
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Extensive long-term data-collection work is needed, as is extensive and 
nuanced research about physician workforce diversity and the anti-racist 
policies that can combat the endemic structural and systemic racism that 
harms the current physician workforce, damages the nation’s ability to create 
a more diverse and inclusive physician workforce, and impedes a diverse 
population from receiving equitable health care.”

(20) In 1980, the United States Census found an unprecedented growth 
in the Latino community that would continue beyond the decade. The United 
States census predicted that Latino demographic trends would have Latinos
being the largest minority population in the United States during the first 
decade of the 2000s. 

(21) Latinos were already 19 percent of the state’s population in 
California in 1980. From 1980 to 1990, the state’s total population grew by 
26 percent, but the Latino population increased by 69 percent.

(22) In other words, the need to be more inclusive of Latinos in the health 
care workforce and the health care needs of Latinos was well known to 
California policymakers in the 1980s, 1990s, 2000s, and since 2010. 
However, the academic medical community and health care policymakers
made no substantive move to prevent the situation from getting to the point
that the AAMC and many other studies on the health care workforce have 
warned us to take immediate action to resolve this matter. 

(23) The AAMC and the majority of all studies on health care workforce
shortages have underestimated the impact of physician shortages in the 
Latino community over the last four decades. They have also underestimated
its impact on other communities that are not predominantly English speaking
and are at least first- and, at times, second-generation foreign born. The lack
of culturally and linguistically competent physicians exacerbates and worsens
the physician shortages in these communities for generations. Hence, the 
poor health profile of Latinos and other ethnic and racial populations in 
California. 

(c) Underscoring the lack of preparation, creativity, and commitment to 
deal with the needs of a culturally and linguistically diverse society, such 
as California since the 1980s, and the growing physician shortages in the 
state, the University of California Schools of Medicine and the three private
university medical schools at Stanford University, the University of Southern
California, and Loma Linda University do not offer any mandatory cultural 
or foreign language courses to prepare medical students to serve the diverse 
populations that reside in California. The actions and policies taken by these 
medical institutions confirm the need for programs such as the Licensed 
Physicians from Mexico Program.

SEC. 2. Section 853 of the Business and Professions Code is repealed. 
SEC. 3. Article 2.7 (commencing with Section 1645.4) is added to 

Chapter 4 of Division 2 of the Business and Professions Code, to read: 
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Article 2.7. Licensed Dentists from Mexico Pilot Program 

1645.4. (a) For purposes of this article, the following definitions apply: 
(1) “Board” means the Dental Board of California. 
(2) “Program” means the Licensed Dentists from Mexico Pilot Program. 
(b) The Licensed Dentists from Mexico Pilot Program is hereby created. 
(c) (1) This program continues the dentist component of the Licensed 

Physicians and Dentists Pilot Program, as established in former Section 
853, which authorized no more than 30 dentists from Mexico to practice
dentistry in California for a period not to exceed three years.

(2) The program shall also maintain an alternate list of program 
participants.

(d) The board shall issue a three-year nonrenewable permit to practice 
dentistry to each dentist from Mexico who meets the criteria set forth in this
section. 

(e) (1) Each dentist from Mexico who is eligible to participate in this
program shall comply with the requirements specified in subparagraphs (A) 
to (C), inclusive, or the requirements contained in paragraph (2):

(A) Be a graduate from the National Autonomous University of Mexico
School of Faculty Dentistry (Facultad de Odontología).

(B) Meet all criteria required for licensure in Mexico that is required and
being applied by the National Autonomous University of Mexico School
of Faculty Dentistry (Facultad de Odontología), including, but not limited 
to: 

(i) A minimum grade point average. 
(ii) A specified English language comprehension and conversational 

level. 
(iii) Passage of a general examination. 
(iv) Passage of an oral interview. 
(C) Enroll and complete an orientation program that focuses on the 

following:
(i) Practical issues in pharmacology that shall be taught by an instructor

who is affiliated with a California dental school approved by the board.
(ii) Practical issues and diagnosis in oral pathology that shall be taught 

by an instructor who is affiliated with a California dental school approved 
by the board.

(iii) Clinical applications that shall be taught by an instructor who is 
affiliated with a California dental school approved by the board.

(iv) Biomedical sciences that shall be taught by an instructor who is 
affiliated with a California dental school approved by the board.

(v) Clinical history management that shall be taught by an instructor who
is affiliated with a California dental school approved by the board.

(vi) Special patient care that shall be taught by an instructor who is 
affiliated with a California dental school approved by the board.

(vii) Sedation techniques that shall be taught by an instructor who is 
affiliated with a California dental school approved by the board. 
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(viii) Infection control guidelines that shall be taught by an instructor 
who is affiliated with a California dental school approved by the board.

(ix) Introduction to health care systems in California. 
(x) Introduction to community clinic operations. 
(2) (A) Graduate within the three-year period before enrollment in the 

program, from a foreign dental school that has received provisional approval
or certification by November 2003 from the board under the Foreign Dental
School Approval Program.

(B) Enroll and satisfactorily complete an orientation program that focuses
on the health care system and community clinic operations in California.

(C) Enroll and satisfactorily complete a course taught by an approved 
foreign dental school on infection control approved by the board.

(3) Upon satisfactory completion to a competency level of the 
requirements in paragraph (1) or (2), each dentist participating in the program 
shall be eligible to obtain employment in a nonprofit community health
center pursuant to subdivision (f) within the structure of an extramural dental
program for a period not to exceed three years.

(4) Dentists participating in the program shall be required to complete
the necessary continuing education units required by this chapter.

(5) The program shall accept 30 participating dentists. The program shall 
also maintain an alternate list of program applicants. If an active program 
participant leaves the program for any reason, a participating dentist from 
the alternate list shall be chosen to fill the vacancy. Only active program
participants shall be required to complete the orientation program specified
in subparagraph (C) of paragraph (1).

(6) (A) Additionally, an extramural dental facility may be identified, 
qualified, and approved by the board as an adjunct to, and an extension of,
the clinical and laboratory departments of an approved dental school.

(B) As used in this subdivision, “extramural dental facility” includes,
but is not limited to, any clinical facility linked to an approved dental school 
for the purposes of monitoring or overseeing the work of a dentist licensed
in Mexico participating in this program and that is employed by an approved 
dental school for instruction in dentistry that exists outside or beyond the
walls, boundaries, or precincts of the primary campus of the approved dental
school, and in which dental services are rendered. These facilities shall 
include nonprofit community health centers.

(C) Dental services provided to the public in these facilities shall 
constitute a part of the dental education program.

(D) Approved dental schools shall register extramural dental facilities 
with the board. This registration shall be accompanied by information 
supplied by the dental school pertaining to faculty supervision, scope of 
treatment to be rendered, arrangements for postoperative care, the name and 
location of the facility, the date operations shall commence at the facility, 
and a description of the equipment and facilities available. This information 
shall be supplemented with a copy of the agreement between the approved
dental school and the affiliated institution establishing the contractual 
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relationship. Any change in the information initially provided to the board 
shall be communicated to the board. 

(7) The program shall also include issues dealing with program 
operations, and shall be developed in consultation with representatives of 
community clinics, approved dental schools, or the National Autonomous 
University of Mexico School of Faculty Dentistry (Facultad de Odontología).

(8) The board shall provide oversight review of the implementation of 
this program and the evaluation required pursuant to subdivision (j). The 
board shall consult with dental schools in California that have applied for 
funding to implement and evaluate this program and executive and dental 
directors of nonprofit community health centers wanting to employ program
participants, as it conducts its oversight responsibilities of this program and 
evaluation. Implementation of this program may not proceed unless 
appropriate funding is secured from nonprofit philanthropic entities. The 
board shall report to the Legislature every January during which the program
is operational regarding the status of the program and the ability of the 
program to secure the funding necessary to carry out its required provisions.
Notwithstanding Section 11005 of the Government Code, the board may 
accept funds from nonprofit philanthropic entities.

(f) Nonprofit community health centers that employ participants shall 
be responsible for ensuring that participants are enrolled in local 
English-language instruction programs and that the participants attain 
English-language fluency at a level that would allow the participants to 
serve the English-speaking patient population when necessary and have the 
literacy level to communicate with appropriate hospital staff when necessary.

(g) For purposes of this program, the fee for a three-year nonrenewable 
dental permit shall be five hundred forty-eight dollars ($548). A permitholder 
shall practice only in the nonprofit community health center that offered 
the permitholder employment and the corresponding hospital. This three-year
nonrenewable permit shall be deemed to be a permit in good standing 
pursuant to the provisions of this chapter for the purpose of participation 
and reimbursement in all federal, state, and local health programs.

(h) The three-year nonrenewable permit shall terminate upon notice by
certified mail, return receipt requested, to the permitholder’s address of 
record, if, in the board's sole discretion, it has determined that either: 

(1) The permit was issued by mistake. 
(2) A complaint has been received by either board against the

permitholder that warrants terminating the permit pending an investigation
and resolution of the complaint.

(i) (1) Notwithstanding subdivisions (a) to (d), inclusive, of Section 30, 
the board shall issue a three-year nonrenewable permit pursuant to this 
section to an applicant who has not provided an individual taxpayer
identification number or social security number if the board staff determines
the applicant is otherwise eligible for a permit only under the program 
pursuant to this section, subject to the following conditions:

(A) The applicant shall immediately seek both an appropriate three-year
visa and the accompanying social security number from the United States 
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government within 14 days of being issued a medical license under this 
section. 

(B) The applicant shall immediately provide to the board a social security
number obtained in accordance with subparagraph (A) within 10 days of
the federal government issuing the social security card related to the issued
visa. 

(C) The applicant shall not engage in the practice of dentistry pursuant 
to this section until the board determines that the conditions in subparagraphs
(A) and (B) have been met. 

(2) The board, if it determines that an applicant has met the conditions 
in paragraph (1), shall notify the applicant that the applicant may engage in
the practice of dentistry under the permit in accordance with this section.

(j) All applicable employment benefits, salary, and policies provided by
nonprofit community health centers to their current employees shall be 
provided to medical and dental practitioners from Mexico participating in 
this pilot program. This shall include nonprofit community health centers 
providing malpractice insurance coverage.

(k) Beginning 12 months after this pilot program has commenced, an 
evaluation of the program shall be undertaken with funds provided from 
philanthropic foundations. The evaluation shall be conducted by one dental 
school in California and either the National Autonomous University of 
Mexico or a foreign dental school approved by board. If the evaluation 
required pursuant to this section does not begin within 15 months after the
pilot project has commenced, the evaluation may be performed by an 
independent consultant selected by the Director of Consumer Affairs. This 
evaluation shall include, but not be limited to, the following issues and 
concerns: 

(1) Quality of care provided by dentists under this pilot program. 
(2) Adaptability of these practitioners to California dental standards. 
(3) Impact on working and administrative environments in nonprofit

community health centers and impact on interpersonal relations with medical 
licensed counterparts in health centers.

(4) Response and approval by patients. 
(5) Impact on cultural and linguistic services. 
(6) Increases in medical encounters provided by participating practitioners

to limited-English-speaking patient populations and increases in the number
of limited-English-speaking patients seeking health care services from 
nonprofit community health centers.

(7) Recommendations on whether the program should be continued, 
expanded, altered, or terminated.

(8) Progress reports on available data listed shall be provided to the 
Legislature on achievable time intervals beginning in the second year of 
implementation of this pilot program. An interim final report shall be issued 
three months before termination of this pilot program. A final report shall 
be submitted to the Legislature at the time of termination of this pilot 
program on all of the above-described data. The final report shall reflect
and include how other initiatives concerning the development of culturally 
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and linguistically competent medical and dental providers within California
and the United States are impacting communities in need of these health 
care providers.

(l) Costs for administering this pilot program shall be secured from 
philanthropic entities.

(m) Program applicants shall be responsible for working with the 
governments of Mexico and the United States in order to obtain the necessary
three-year visa required for program participation.

SEC. 4. Article 6 (commencing with Section 2125) is added to Chapter
5 of Division 2 of the Business and Professions Code, to read: 

Article 6. Licensed Physicians from Mexico Program 

2125. (a) For purposes of this article, the following definitions apply: 
(1) “Board” means the Medical Board of California. 
(2) “Program” means the Licensed Physicians from Mexico Program. 
(b) (1) The Licensed Physicians from Mexico Program is hereby created. 
(2) The board shall approve physician candidates from Mexico for 

program participation.
(c) (1) This program extends the physician component of the Licensed

Physicians and Dentists from Mexico Pilot Program, as established in former
Section 853, which authorized up to 30 licensed physicians specializing in 
family practice, internal medicine, pediatrics, and obstetrics and gynecology 
from Mexico to practice medicine in California for a period not to exceed 
three years.

(2) The program shall also maintain an alternate list of program 
participants.

(d) The board shall issue a nonrenewable three-year physician’s and 
surgeon’s license to each licensed physician from Mexico who meets the 
criteria set forth in this section. 

(e) Each physician from Mexico, to be eligible to participate in this 
program, shall comply with all of the following:

(1) Be licensed, certified or recertified, and in good standing in their 
medical specialty in Mexico. This certification or recertification shall be 
performed, as appropriate, by the Consejo Mexicano de Ginecología y
Obstetricia, A.C., the Consejo Mexicano de Certificación en Medicina 
Familiar, A.C., the Consejo Mexicano de Medicina Interna, A.C., the 
Consejo Mexicano de Certificación en Pediatría, A.C., or the Consejo 
Mexicano de Psiquiatría, A.C.

(2) Before leaving Mexico, have completed all of the following 
requirements:

(A) Passed the board review course with a score equivalent to that 
registered by United States applicants when passing a board review course 
for the United States certification examination in each of the physician’s 
specialty areas and passed an interview examination developed by the 
National Autonomous University of Mexico (UNAM) for each specialty 
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area. Each family practitioner who includes obstetrics and gynecology in
their practice and shall not perform deliveries in California unless they have
performed 50 live birth deliveries, as required by United States standards, 
confirmed by written documentation by the supervising department chair, 
hospital administrator, or hospital chief medical officer. Each obstetrician 
and gynecologist from Mexico shall be a fellow in good standing of the 
American College of Obstetricians and Gynecologists.

(B) (i) Satisfactorily completed an orientation program approved by the 
board in connection with the Licensed Physicians and Dentists from Mexico
Pilot Program, as established in former Section 853, and that includes 
medical protocol, community clinic history and operations, medical 
administration, hospital operations and protocol, medical ethics, the 
California medical delivery system, health maintenance organizations and 
managed care practices, medication documentation and reconciliation, the 
electronic medical records system utilized by federally qualified health 
centers, and standards for medical record documentation to support medical
decisionmaking and quality care. This orientation program may be changed
by a committee of at least five chief medical officers at federally qualified
health centers employing program licensees to ensure that the orientation 
program contains the requisite subject matter and meets appropriate 
California law and medical standards where applicable.

(ii) Satisfactorily completed the Test of English as a Foreign Language 
by scoring a minimum of 85 percent or the Occupational English Test with 
a minimum score of 350, and provided written documentation of their 
completion to the board.

(C) Representatives from California and the UNAM in Mexico that 
executed and implemented the provisions of the former Physicians and 
Dentists from Mexico Pilot Program shall be the points of contact involved
in securing required documents, recruiting and vetting candidates, assisting
candidates for this program in Mexico to meet all program requirements,
selecting appropriate federally qualified health centers throughout California,
ensuring compliance with program provisions, developing policy and clinical
workshops, monitoring productivity and increased access to medical care, 
and assessing the necessity of policy and programmatic improvements.

(3) Upon satisfactory completion of the requirements in paragraphs (1) 
and (2), and after having received their nonrenewable three-year physician’s
and surgeon’s license, each licensee shall be required to obtain continuing
education pursuant to Section 2190. Each physician shall obtain 25 
continuing education units per year for three years of program participation,
which shall be subject to random audits by the board to ensure compliance.
The board may issue a citation and administrative fine against a licensee 
who fails to comply with the requirements of this paragraph.

(4) The federally qualified health centers employing physicians from 
Mexico shall continue the peer review protocols and procedures as required 
by the federal government. The federally qualified health centers shall work
with a California medical school approved by the board pursuant to Section
2084 or a residency program approved by the Accreditation Council for 
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Graduate Medical Education to conduct 10 secondary reviews of randomly 
selected patient encounters with each licensee per six-month period, and 
the reviews shall be transmitted to the approved medical school or medical 
institution with an approved residency program in PDF format. The 
secondary reviews shall be undertaken every six months of each year for 
the three years that the physicians from Mexico are employed by federally
qualified health centers. The faculty reviewers in family medicine, pediatrics, 
internal medicine, psychiatry, and obstetrics and gynecology from the 
California medical school approved by the board pursuant to Section 2084 
or the residency program approved by the Accreditation Council for Graduate 
Medical Education shall provide feedback to the federally qualified health
centers of the findings of their secondary reviews. The faculty and federally 
qualified health center chief medical officers shall jointly develop no less 
than two quality assurance (QA) seminars for all physicians from Mexico 
to attend during the six months of secondary reviews conducted. The purpose 
of the approved medical school or medical institution with an approved
residency program secondary peer reviews shall be to provide feedback on 
compliance with medical standards, protocols, and procedures required by
the federal government and assessed by the monthly or quarterly peer reviews
conducted by federally qualified health centers. The associated costs for the 
secondary reviews and QA seminars shall be the responsibility of the 
federally qualified health centers on a pro rata basis. 

(5) The federally qualified health centers employing physicians in the 
program shall be required to have medical quality assurance protocols and
be accredited by The Joint Commission, National Committee for Quality
Assurance, or Accreditation Association for Ambulatory Health Care.

(6) Participating hospitals shall have the authority to establish criteria 
necessary to allow individuals participating in this program to be granted
hospital privileges in their facilities, taking into consideration the need and 
concerns for access to patient populations served by federally qualified
health centers and attending doctors from Mexico, especially in rural areas
that do not have hospitals staffed to provide deliveries of newborns.

(7) A licensee shall practice only in the nonprofit community health 
center that offered the licensee employment and the corresponding hospital.
This three-year physician’s and surgeon’s license shall be deemed to be a 
license in good standing pursuant to the provisions of this chapter for the 
purpose of participation and reimbursement in all federal, state, and local 
health programs. These programs shall include the Medicare Program, the 
fee-for-service and managed care delivery systems of the Medi-Cal program, 
and private insurance. A physician from Mexico shall not be denied 
credentials by a health plan because the physician is a participant in this 
state program and did not receive their medical education and training in 
the United States. The nonrenewable three-year physician’s and surgeon’s
license issued pursuant to this program shall be referred to as a Physician’s
and Surgeon’s from Mexico License and shall not include any additional 
notations beyond the current numerical identifiers that the board applies. 
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(f) (1) Notwithstanding subdivisions (a) to (d), inclusive, of Section 30, 
the board shall issue a nonrenewable three-year physician’s and surgeon’s
license pursuant to this section to an applicant who has not provided an 
individual taxpayer identification number or social security number if the 
board staff determines the applicant is otherwise eligible for a license only 
under the program pursuant to this section, subject to the following 
conditions: 

(A) The applicant shall immediately seek both an appropriate three-year 
visa and the accompanying social security number from the United States 
government within 14 days of being issued a medical license under this 
section. 

(B) The applicant shall immediately provide to the board a social security
number obtained in accordance with subparagraph (A) within 10 days of
the federal government issuing the social security card related to the issued
visa. 

(C) The applicant shall not engage in the practice of medicine pursuant
to this section until the board determines that the conditions in subparagraphs
(A) and (B) have been met. 

(2) The board, if it determines that an applicant has met the conditions 
in paragraph (1), shall notify the applicant that the applicant may engage in
the practice of medicine under the license in accordance with this section.

(g) (1) (A) Between January 1, 2025, and January 1, 2029, the board 
shall coordinate with the representatives described in subparagraph (C) of 
paragraph (2) of subdivision (e) to ensure that no more than 155 program
participants have a current and active license at the same time.

(B) During the time period described in subparagraph (A), no more than 
30 of the 155 licenses may be issued to physicians whose primary area of 
practice is psychiatry.

(C) During the time period described in subparagraph (A), an applicant 
shall submit an application to the board between October 1, 2025, and 
December 31, 2025, except that the board may accept up to 15 applications
after December 31, 2025, and before January 1, 2028.

(2) (A) Between January 1, 2029, and January 1, 2033, the board shall 
coordinate with the representatives described in subparagraph (C) of 
paragraph (2) of subdivision (e) to ensure that no more than 195 program
participants have a current and active license at the same time.

(B) During the time period described in subparagraph (A), no more than 
40 of the 195 licenses may be issued to physicians whose primary area of 
practice is psychiatry.

(C) During the time period described in subparagraph (A), an applicant 
shall submit an application to the board between October 1, 2029, and 
December 31, 2029, except that the board may accept up to 19 applications
after December 31, 2029, and before January 1, 2032.

(3) (A) Between January 1, 2033, and January 1, 2037, the board shall 
coordinate with the representatives described in subparagraph (C) of 
paragraph (2) of subdivision (e) to ensure that no more than 225 program
participants have a current and active license at the same time. 
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(B) During the time period described in subparagraph (A), no more than 
40 of the 225 licenses may be issued to physicians whose primary area of 
practice is psychiatry.

(C) During the time period described in subparagraph (A), an applicant 
shall submit an application to the board between October 1, 2033, and 
December 31, 2033, except that the board may accept up to 22 applications
after December 31, 2033, and before January 1, 2036.

(4) (A) Between January 1, 2037, and January 1, 2041, the board shall
coordinate with the representatives described in subparagraph (C) of 
paragraph (2) of subdivision (e) to ensure that no more than 255 program
participants have a current and active license at the same time.

(B) During the time period described in subparagraph (A), no more than 
40 of the 255 licenses may be issued to physicians whose primary area of 
practice is psychiatry.

(C) During the time period described in subparagraph (A), an applicant 
shall submit an application to the board between October 1, 2037, and 
December 31, 2037, except that the board may accept up to 25 applications
after December 31, 2037, and before January 1, 2040.

(5) (A) Between January 1, 2041, and January 1, 2045, the board shall
coordinate with the representatives described in subparagraph (C) of 
paragraph (2) of subdivision (e) to ensure that no more than 275 program
participants have a current and active license at the same time.

(B) During the time period described in subparagraph (A), no more than 
40 of the 275 licenses may be issued to physicians whose primary area of 
practice is psychiatry.

(C) During the time period described in subparagraph (A), an applicant 
shall submit an application to the board between October 1, 2041, and 
December 31, 2041, except that the board may accept up to 27 applications
after December 31, 2041, and before January 1, 2044.

(6) A physician’s eligibility pursuant to this subdivision is subject to the 
physician complying with all of the requirements set forth in this section.

(h) All applicable employment benefits, salary, and policies provided by 
nonprofit community health centers to their current employees shall be 
provided to medical practitioners from Mexico participating in this program.
This shall include nonprofit community health centers providing malpractice 
insurance coverage.

(i) Each program applicant shall be responsible for working with the 
governments of Mexico and the United States in order to obtain the necessary
three-year visa required for program participation.

2126. (a) The following fees apply to the licensure of physicians and 
surgeons authorized by this article:

(1) The application and processing fee shall be the amount specified in 
subdivision (b) of Section 2435.

(2) The initial license fee shall be one and one-half times the amount 
specified in subdivision (c) of Section 2435. 
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(3) The fee for the Controlled Substance Utilization Review and 
Evaluation System (CURES) shall be three times the annual fee specified 
under subdivision (a) of Section 208.

(4) The fee for the Steven M. Thompson Physician Corps Loan 
Repayment Program shall be one-and one-half times the amount specified
in subdivision (a) of Section 2436.5.

(b) The fees required by this section shall be deposited into the Contingent 
Fund of the Medical Board of California, except that the fee described in 
paragraph (3) of subdivision (a) shall be deposited into the CURES Fund.

(c) Any unencumbered funds collected by the board pursuant to former
Section 853 shall be deposited into the Contingent Fund of the Medical 
Board of California. 

SEC. 5. The Legislature finds and declares that a special statute is 
necessary and that a general statute cannot be made applicable within the 
meaning of Section 16 of Article IV of the California Constitution because
of the unique and immediate need for physicians and dentists in California 
that have the cultural competency, language fluency, and requisite expertise
to treat the large Latino patient population. 

O 
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AB 1045 Pilot Program Overview 

Source: “Médicos de México tratan a trabajadores agrícolas en zonas rurales de California.” Published June 27, 
2023. Written by Claudio Boyd-Barrett. Photography courtesy of Zaydee Sanchez. 

“La paciente Marta Alicia Monteya, derecha, que estaba preocupada por tener que empezar a 
conocer a su nuevo médico después de sufrir un aborto, se sorprendió y se alegró por el carácter 
relajado y amistoso del ginecólogo/obstetra de habla hispana Armando Moreno, izquierda, 
médico de México.” (Translation: The patient Marta Alicia Monteya, right, who was worried 
about having to get to know a new doctor after suffering from a miscarriage, is surprised and 
happy by the relaxed and friendly nature of her new OB/GYN Armando Moreno, left, doctor from 
Mexico.) 

Governor Gray Davis signed The Doctors and Dentists from Mexico Pilot Program (AB 
1045, B&P Code 853) in September 2002. It provided for thirty doctors and dentists from 
Mexico to practice in California in Federally Qualified Health Centers (FQHCs), primarily in 
rural/farmworker communities while including some urban centers. It took more than eighteen 
years to execute the provisions of this program due to the reluctance of certain institutions in the 
state to undertake the six-month orientation program for Mexican doctors and dentists before 
being able to be licensed in California. 

This program is unique and the only one of its nature and structure in the nation. There 
are specific criteria that Mexican physicians and dentists must meet to be issued a three-year 
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medical license by the Medical Board of California. There are no limitations on this license. 
Physicians can participate in all private and public insurance programs, including Medi-Cal 
managed care and Medi-Care. 

The need for this program was evident when initially drafted due to the severe and 
structural shortage of doctors in 2000. This physician shortage in California was underscored by 
an even greater scarcity of doctors who were culturally and linguistically competent to treat a 
high concentration of farmworkers whose population was growing due to the high demand for an 
agriculture workforce. The doctor shortages have worsened, and the demand for culturally and 
linguistically competent doctors far exceeds the supply. The demand has grown due to the poor 
health conditions of the Latino community (and farmworkers in particular) and the decades of 
the lack of access to comprehensive preventive primary health care services. 

Perhaps the most telling fact that underscores the lack of access is the fact that California 
has the most federally designated Health Professional Shortage Areas (HPSA) in the nation. 
Specifically, California has 698 HPSA designations, while second place Texas has 438. The 
patient-to-doctor ratio is 3500 to 1 primary care physician, constituting a HPSA designation. 
Despite knowing since the 1980s, if not earlier, that California's demographic, cultural, and 
linguistic diversity would only continue to grow, our medical academic institutions and 
healthcare industry, in general, did little if anything to prepare for the situation we have been 
facing since 2000 when then-Assemblyman Marco Antonio Firebaugh initially introduced AB 
1045. 

Despite the delays encountered on many fronts, in August 2021, the first doctors from 
Mexico began treating patients at San Benito Health Foundation (SBHF) in San Benito County. 
From March to May 2022, another fifteen doctors from Mexico started serving patients at 
Clinicas de Salud del Valle de Salinas (Monterey County), Altura Centers for Health (Tulare 
County) and San Benito Health Foundation. From January 2023 to November 2023, the 
remaining eight doctors from Mexico will have started serving patients in the above counties, 
including seven doctors practicing in the Alta Med Health Corporation in Los Angeles and 
Orange Counties. 

The data that follows provides a very detailed tracking of how the doctors from Mexico 
have adjusted to the healthcare system executed in Federally Qualified Health Centers (FQHCs). 
This program was initiated to place culturally and linguistically competent doctors in 
HPSA-designated areas with high concentrations of farmworkers and Latino urban communities. 
Access to comprehensive preventive primary care services was the key objective of this pilot 
program, and the data this report provides confirms that access has been created and offered, 
especially to patients whose primary language and cultural practices are not English language 
dominated. We have included some news articles about the program and how patients, in their 
own words, consider this program to benefit their health and well-being significantly. 

Within the first full year of practicing in FQHCs, doctors from Mexico are performing as 
well as doctors educated, trained, and licensed in the US and California. The federal government 
encourages and supports FQHCs to treat up to four patients per hour in an eight-hour workday. 
The data confirms that most doctors from Mexico average collectively above three patients per 
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hour and between twenty-five to thirty-two patients per day. It is important to note that most 
doctors must return to Mexico for two to four weeks to their previous employment if they 
worked for one of Mexico's two major health insurance programs. This allows them to maintain 
the job they left to participate in the AB 1045 pilot project. Also, some have had to return to 
address family and business matters. In other words, they have not worked the full schedules 
doctors in FQHCs are expected to meet because of these and other factors, including visa issues. 

The data for each doctor employed up to September 2023 reflects their steady integration 
into the FQHC system of comprehensive preventive primary care services. They have adapted to 
the protocols and procedures required to meet in community health centers and the electronic 
medical record systems all health centers follow and maintain. Collectively, the doctors 
practicing have provided 118,498 medical encounters with an average of 2.79 visits per hour. 
Recognizing that each health center has various levels of comprehensive care due to the 
availability of medical specialists, this average per hour is excellent. We must also consider that 
this figure reflects that not all doctors began treating patients in the same year and month. The 
doctors were staggered in the start dates due to visa issues, and in the last cohort when medical 
licenses were issued. 

Another critical element they have had to deal with, which has curbed their productivity, 
is the time the patients they treat require. Many of their patients are non-English speakers who 
prefer a doctor who has an understanding of their cultural beliefs and practices when it comes to 
their health. Many of these patients have not been treated by a culturally and linguistically 
competent physician. This barrier cannot and should not be ignored when diagnosing a patient's 
health and developing a treatment plan for the illness found. The lack of communication and 
understanding between doctor and patient is critical in providing quality healthcare services and 
securing favorable outcomes. We have found that many patients who are non-English speakers 
request and appreciate additional time with a physician who can communicate at various levels 
and matters. This does place a dilemma for the doctors from Mexico that they have adjusted to 
without reducing their access to health care. 

As written into law, the evaluation being conducted by UC Davis School of Medicine of 
AB 1045 is to assess the 1) quality of care provided by doctors and dentists under this pilot 
program, 2) adaptability of these licensed practitioners to California medical and dental 
standards, 3) impact on working and administrative environment in nonprofit community health 
centers and impact on interpersonal relations with medical licensed counterparts in health 
centers, 4) response and approval by patients, 5) impact on cultural and linguistic services, and 6) 
increase in medical encounters provided by participating practitioners to limited 
English-speaking patient populations and increases in the number of limited English speaking 
patients seeking health care services from nonprofit community health centers. 

The data provided in this report more than satisfactorily confirms the success of how 
doctors from Mexico have met objectives 2,4,5 and 6. FQHCs have a very elaborate peer review 
process required by the federal government, with a sample of medical charts of all doctors 
reviewed monthly or quarterly. In addition, the health plans contracting with the participating 
FQHCs for Medi-Cal managed care also assess and evaluate how well all doctors employed in 
hired FQHCs perform in health care outcomes. Insurance companies contracting with FQHC 
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also assess patient outcomes of all doctors employed by FQHCs, including doctors from Mexico. 
Lastly, under AB 1045, there is a six-month secondary peer review of a sample of patient 
medical charts by professors at the University of California at San Francisco (UCSF) School of 
Medicine. No other doctors anywhere in California are under such extensive monitoring of their 
work. 

Based on the medical encounter data we report to the federal and state governments and 
the extensive monitoring these doctors undergo, we consider this program and the doctors' 
performance from Mexico to be a qualified success. The pilot reflects the high level of access 
created in some of California's most medically underserved areas. The doctors from Mexico have 
demonstrated their effectiveness and efficiency in serving patients who otherwise would not be 
served. Many times these patients would hesitate to come in for care until conditions are dire. 
The doctors from Mexico have made a very positive connection with patients and have 
established the trust necessary between doctor and patient. This is resulting in better health 
outcomes. 

The two reports below affirm the productivity of the doctors from Mexico in providing greater 
access to comprehensive preventive primary health care services for working poor patients and 
those in need of culturally and linguistically competent physicians. 

1.) Executive Summary of the 2nd Annual Progress Report: Licensed Physicians from 
Mexico Pilot Program --- UC Davis School of Medicine Center for Reducing Health 
Disparities. 

a. Conclusion: "Thus far, LPMPP has received strong positive feedback from all. 
Physicians integrated seamlessly, making healthcare more accessible and 
increasing patient trust. Staff reported excellent patient care processes and a 
supportive environment. LPMPP physicians demonstrated a solid understanding 
of California Medical Standards." 

2.) Second Evaluation Cycle of the Bilateral Program for Access to Health Services in 
Migrant Communities of the California State by Means of Mexican Physicians General 
Report --- Centro de Investigacion en Politicas, Poblacion y Salud (CIPPS) Universidad 
Nacional Autonoma de Mexico (UNAM). 

a. The evaluation included interviews with 462 patients from November 28 to 
December 2, 2022. Significant findings include increased satisfaction by patients 
being able to communicate in their native language, Spanish, with physicians. 
Patient satisfaction increased in knowing that physicians understand the patient's 
symptoms better. While patients' satisfaction with the quality of care was already 
high (in the 90 percentile) before the doctors from Mexico treated patients, these 
satisfaction levels were maintained and increased. The doctors from Mexico 
considered the clinic work environment "…very positive." The "…collaborative 
work and organization" at each health center was found conducive by all doctors 
from Mexico working at the three health centers. Over 70 percent of patients at all 
three clinics prefer their medical consultations in Spanish. Having doctors from 
Mexico allowed the community health centers to satisfy this preference more than 
any year before they worked at the health center. 

6 

https://health.ucdavis.edu/crhd/projects/lpmpp
https://health.ucdavis.edu/crhd/projects/lpmpp
https://health.ucdavis.edu/crhd/projects/lpmpp
https://cipps.unam.mx/
https://cipps.unam.mx/
https://cipps.unam.mx/
https://cipps.unam.mx/


Table: Total Medical Encounters for Doctors from Mexico Pilot Program 
From August 2021 to September 2023 

Total Medical Encounters for Doctors from Mexico Pilot Program 

From August 2021 to September 2023 

Community Health Center Visits Per Year (2021) Visits Per Year (2022) Visits Per Year (2023) 

San Benito Health Foundation 2728 10874 13,855 

AltaMed 0 0 4855 

Altura Centers for Health 0 7478 16,758 

Clinicas de Salud del Valle de 
Salinas 

0 23687 38,279 

Total Visits Per Year 2,728 42,039 73,731 

Community Health Center Visits Per Day (2021) Visits Per Day (2022) Visits Per Day (2023) 

San Benito Health Foundation 36 65 96 

AltaMed 0 0 13.6 

Altura Centers for Health 0 64 111 

Clinicas de Salud del Valle de 
Salinas 

0 181 221 

Average Visits Per Day 9.0 77.5 110.25 

Community Health Center Visits Per Hour (2021) Visits Per Hour (2022) Visits Per Hour (2023) 

San Benito Health Foundation 2.65 2.7 3.7 

AltaMed 0 0 1.83 

Altura Centers for Health 0 2.9 2.4 

Clinicas de Salud del Valle de 
Salinas 

0 2.59 2.94 

Average Visits Per Hour 0.6625 2.0475 2.79 

In summary, from August 2021 to September 2023, twenty-two of the thirty doctors 
from Mexico allowed to practice medicine in California under AB 1045 provided 118,498 
medical encounters to more than 36,00000 patients at four community health centers. 
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Visa and Medical License Activation Dates for all Doctors from Mexico 

Clinicas de Salud del Valle de Salinas 

# Name Visa 

1 Eva Maria Perusquia Frias O-1 visa approved 01/31/2022. 

2 Nadia Cristina Arias Pena H-1B visa approved 01/28/2022. 

3 Erardo Ismael Rodriguez Bautista H-1B visa approved 02/01/2022. 

4 Daniel Abidan Alarcon Lerin H-1B visa approved 03/01/2022. 

5 Edgard Uriel Robles Salgado O-1 visa approved 03/09/2022. 

6 Olga Padron Lopez O-1 visa approved 03/07/2022. 

7 Juana Lucio Gonzalez O-1 visa approved 08/01/2022. 

8 Georgina Centeno Duran H1-B visa approved 05/11/2022. 

9 Armando Moreno Santillan O-1 visa approved 05/09/2022. 

10 Daniel Magana H1-B visa in process. 

11 Susana Torres Renteria Dual Citizen. 

San Benito Health Foundation 

# Name Visa 

1 Erica Ceballos Cabrera H-1B visa approved 08/20/2021. 

2 Yazmin Gomez Vargas H-1B visa approved 10/22/2021. 

3 Javier Sotomayor H-1B visa approved 06/08/2023. 

4 Nathaniel Cordero Valentin US Citizen. 

5 Maria Luisa Vargas Torres Dual Citizen. 

Altura Centers for Health 

# Name Visa 

1 Andres Benincore H-1B visa approved 01/11/2022. 

2 Jorge Rocha Millan H-1B visa approved 08/30/2022. 

3 Raul Resendiz Rios H-1B visa approved 03/29/2022. 

4 Jacobo Labastida Torres H-1B visa approved 05/10/2022. 

Medical License 

Medical license issued 01/05/2022. 

Medical license issued 01/13/2022. 

Medical license issued 01/21/2022. 

Medical license issued 02/08/2022. 

Medical license issued 02/15/2022. 

Medical license issued 02/09/2022. 

Medical license issued 04/21/2022. 

Medical license issued 04/21/2022. 

Medical license issued 04/21/2022. 

Medical license not issued, but visa 
being processed. A license will be 
issued when the visa and SSN are 
provided to the doctor. 

Medical license issued 01/24/2022. 

Medical License 

Medical license issued 07/15/2021. 

Medical license issued 07/30/2021. 

Medical license issued. 

Medical license issued 01/25/2023. 

Medical license issued 06/09/2022. 

Medical License 

Medical license issued 12/08/2021. 

Medical license issued 11/03/2021. 

Medical license issued 02/15/2022. 

Medical license issued 04/21/2022. 
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5 Jose Puente Moreno H-1B visa approved 10/26/2022. 

6 De la Cruz Santamaria H-1B visa approved 11/17/2022. 

H-1B visa, waiting for letters in 
7 Navarro Castellanos 

support to be executed. 

AltaMed 

# Name Visa 

1 Castro Castrezana O-1 visa approved 11/08/2022. 

Christopher Emmanuel Wissar 
2 O-1 visa approved 10/03/2022. 

Acosta 

3 Moises Islas H-1B visa approved 05/19/2023. 

4 Daniel Altamirano Abad H-1B visa in process. 

5 Carla America Gonzalez Guzman H-1B visa in process. 

6 Steffany Carballo Maggard Dual Citizen. 

7 Macrina Alejandra Rosas Dual Citizen. 

Medical license issued 09/21/2022. 

Medical license issued 07/13/2022. 

Medical License 

Medical license issued. 

Medical license issued 09/15/2022. 

Medical license issued. 

Medical license issued. 

Medical license issued. 

Medical license issued 04/17/2023. 

Medical license issued 04/17/2023. 
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Altura Centers for Health 

Physician Directory - Participants 

· California Medical License P3 issued 11/03/2021 to 11/03/2024 
· TN2 Visa approved 07/12/2021 to 07/01/2024 
· Arrived to Altura Centers for Health 06/05/2021 
· Live Scan completed and submitted to MBC 06/28/2021 
· Participated with the COVID19 Vaccine Team providing information to 
patients 
· H1B Petition filed 11/22/2021 - Denied 
· H1B Petition filed 02/28/2022 - Denied 
· Notice of Appeal filed 07/20/2022 
· Enrolled in ESL 08/16/2022 
· H1B Visa approved 08/30/2022 to 08/01/2025 
· Started seeing patients 09/01/2022 
· ESL course completed at The Tulare Adult School 12/15/2022 
· Member of American Academy of Pediatrics 
· CME - Dr. Rocha has completed 50 CME hours to date 
· Dr. Rochas has participated in and continues to participate in Altura 
Community events such as Cuadrillas, Walk with a Doc, Health Fairs, Altura 
Patient Baby Showers 

Jorge Rocha Millan, MD 

Pediatrician 

· California Medical License P4 issued 12/08/2021 to 12/08/2024 
· H1B Visa approved 01/11/2022 to 11/30/2024 
· Arrived to Altura Centers for Health 02/15/2022 
· Live Scan completed and submitted to MBC 03/31/2022 
· Started seeing patients 04/21/2022 
· Enrolled in ESL 03/10/2022 
· ESL Course completed at The Tulare Adult School 05/26/2022 
· Member of The American Academy of Pediatrics 
· CME - Dr. Benincore has completed 62.5 CME hours to date 
· Dr. Benincore has participated in and continues to participate in Altura 
Community events such as Walk with a Doc and Altura patient baby showers 
· Welcomed his newborn son 12/28/2022 (time off 12/27/2022 - 01/03/2023) 

Andres Benincore Robledo, MD 

Pediatrician 

31 



· California Medical License P16 issued 04/21/2022 to 04/21/2025 
· H1B Visa approved 05/10/2022 to 03/07/2025 
· Arrived to Altura Centers for Health 
· Enrolled in ESL 08/09/2022 
· Live Scan completed and submitted to MBC 10/16/2022 
· Delay in obtaining CA Drive Levenses - received 01/02/2023 (could not 
submit credentialing until received) 
· Started seeing patients 01/17/2023 
· Applied for Hospital Privileges at Tulare Adventist Hospital 02/08/2023 
(pending approval due to license type) 
· ESL Course completed at The Tulare Adult School 06/08/2023 
· Member of the American Board of Obstetrics and Gynecology 
· Member of the American Association of Gynecologic Laparoscopists 
· Member of the International Federation of Obstetrics and Gynecology 
· CME - Dr. Labastida has completed 26.25 CME hours 
· Dr. Labastida has participated in and continues to participate in Altura 
Community events such as Walk with a Doc Jacobo Labastida Torres, MD 

OB/GYN 

· California Medical License P12 issued 02/15/2022 to 02/15/2025 
· H1B Visa approved 03/29/2022 to 11/30/2024 
· Arrived to Altura Centers for Health 06/22/20222 
· Live Scan completed and submitted to MBC 07/11/2022 
· Enrolled in ESL 08/16/2022 
· Started seeing patients 08/04/2022 
· ESL Course completed at The Tulare Adult School 12/15/2022 
· Member of the American Board of Obstetrics and Gynecology 
· Member of the American Association of Gynecologic Laparoscopists 
· CME - Dr. Resendiz has completed 25 CME hours to date 
· Dr. Resendiz has participated in and continues to participate in Altura 
Community events such as Walk with a Doc and health fairs. Faustino Resendiz Rios, MS 

OB/GYN 
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· California Medical License P18 issued 02/15/2022 to 02/15/2025 
· H1B Visa approved 03/29/2022 to 11/30/2024 
· Arrived to Altura Centers for Health 01/03/2023 
· Enrolled in ESL 01/17/2023 
· Live Scan completed and submitted to MBC 01/26/2023 
· Started seeing patients 02/10/2023 
· ESL Course completed at The Tulare Adult School 05/25/2023 
· CME - Dr. De La Cruz has completed 27.5 CME hours to date. 
· Dr. De La Cruz has participated in and continues to participate in Altura 
Community events such as Altura patient baby showers and Walk with a Doc 

Rodrigo De La Cruz Santa Maria, MD 

Pediatrician 

· California Medical License P22 issued 09/21/2022 to 09/21/2025 
· H1B Visa approved 12/08/2022 to 09/14/2025 
· Arrived to Altura Centers for Health 04/03/2023 
· Obtained CA Driver License 04/28/2023 
· Live Scan completed and submitted to MBC 06/04/2023 
· Currently waiting to receive CA Driver License card to proceed with 
credentialing 
· Anticipated date to start seeing patients 07/01/2023 
· Dr. Puente participates in Altura Community events such as Friday Cuadrillas 

Jose Puente Moreno, MD 

Family Medicine 

Professional Photo 
Not Available 

· H1B Visa approved 08/28/2023 to 04/14/2026 

Inaki Navarro Castellanos, MD 

Pediatrician 
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Clinica de Salud del Valle de Salinas (CSVS) 
AB 1045 Visits per Month/Day/Hour for 2022 to 2023 
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Clinica de Salud del Valle de Salinas (CSVS) 
AB 1045 Visits per Month/Day/Hour for May 2022 to December 2022 
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Clinica de Salud del Valle de Salinas (CSVS) 
AB 1045 Visits per Month/Day/Hour for January 2023 to September 2023 
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Clinica de Salud del Valle de Salinas (CSVS) 
Top Ten Diagnostics Codes 

Clinica de Salud del Valle de Salinas 

Top Ten Diagnostics Codes by Provider 

Provider: Alarcon Lerin, Abidan Daniel 

# Diagnosis Category 
Number of Visits by 

Diagnosis Regardless of 
Primacy (a) 

ICD 10 

1 Diabetes mellitus, Type 2 680 E11.9 

2 Hypertension 542 I10 

3 Routine Adult Health Examination, with abnormal findings 462 ZOO.01 

4 Routine Child Health Examination, without abnormal findings 418 ZOO.129 

5 Prediabetes 355 R73.03 

6 Urinary tract infection 314 N39.0 

7 Routine Child Health Examination 306 ZOO.121 

8 Acute pharyngitis 280 J02.9 

9 Epigastric pain 226 R10.13 

10 Diabetes mellitus, Type 2, with High Blood Glucose 168 E11.65 

Provider: Arias Pena, Nadia Cristina 

# Diagnosis Category 
Number of Visits by 

Diagnosis Regardless of 
Primacy (a) 

ICD 10 

1 Routine Child Health Examination, with abnormal findings 4069 Z00.121 

2 Obesity, unspecified 904 E66.9 

3 Routine Child Health Examination, without abnormal findings 856 Z00.129 

4 Upper Respiratory Infection 667 J06.9 

5 Follow up after treatment, not malignant neoplasm 376 Z09 

6 Overweight 307 E66.3 

7 Immunizations 273 Z23 

8 Single liveborn infant, unspecified as to place of birth 261 Z38.2 

9 
Contact with and (suspected) exposure to other viral 
communicable diseases 

251 Z20.828 

10 
Prediabetes 

219 R73.03 
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Provider: Centeno, Georgina 

# Diagnosis Category 
Number of Visits by 

Diagnosis Regardless of 
Primacy (a) 

ICD 10 

1 Routine gynecological examination, without abnormal findings 248 Z01.419 

2 Management of other contraceptives 22 Z30.49 

3 Noninflammatory disorders of vagina 17 N89.8 

4 Pelvic and perineal pain 13 R10.2 

5 Painful Urination (Dysuria) 11 R30.0 

6 Management of Oral Contraceptives 9 Z30.21 

7 Management of Injectable Contraceptive 8 Z30.42 

8 Acute vaginitis 7 N76.0 

9 Person consulting for explanation of examination or test findings 7 Z71.2 

10 Abnormal uterine and vaginal bleeding 6 N93.9 

Provider: Moreno Santillan, Armando 

# Diagnosis Category 
Number of Visits by 

Diagnosis Regardless of 
Primacy (a) 

ICD 10 

1 Supervision of normal pregnancy, unspecified, third trimester 529 Z34.93 

2 Gynecological examination, without abnormal findings 472 Z01.419 

3 Supervision of normal pregnancy, unspecified, second trimester 363 Z34.92 

4 Supervision of other normal pregnancy, third trimester 247 Z34.83 

5 Supervision of other normal pregnancy, second trimester 242 Z34.82 

6 Painful Urination (Dysuria) 200 R30.0 

7 Encounter for surveillance of other contraceptives 173 Z30.49 

8 Positive Pregnancy Test 168 Z32.01 

9 Supervision of other normal pregnancy, unspecified trimester 162 Z34.80 

10 
Other specified noninflammatory disorders of vagina 

158 N89.8 

Provider: Padron, Olga 

# Diagnosis Category 
Number of Visits by 

Diagnosis Regardless of 
Primacy (a) 

ICD 10 

1 Routine child health examination, with abnormal findings 1185 Z00.121 

2 Routine child health examination, without abnormal findings 628 Z00.129 

3 Acute pharyngitis, unspecified 407 J02.9 

4 Streptococcal pharyngitis 336 J02.0 
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5 Type 2 diabetes mellitus without complications 335 E11.9 

6 Overweight 200 E66.3 

7 Routine Adult Health Examination, with abnormal findings 199 Z00.01 

8 Prediabetes 183 R73.03 

9 
Encounter for general adult medical examination without 
abnormal findings 

178 Z00.00 

10 Hypertension 171 I10 

Provider: Perusquia, Eva 

# Diagnosis Category 
Number of Visits by 

Diagnosis Regardless of 
Primacy (a) 

ICD 10 

1 Person consulting for explanation of examination or test findings 4586 Z71.2 

2 Hypertension 3074 I10 

3 
Encounter for general adult medical examination without 
abnormal findings 

1644 Z00.00 

4 Diabetes mellitus, Type 2 886 E11.9 

5 Diabetes mellitus, Type 2 with hyperglycemia 780 E11.65 

6 Prediabetes 775 R73.03 

7 Mixed hyperlipidemia 403 E78.2 

8 Acute pharyngitis 262 J02.9 

9 Hypothyroidism 249 E03.9 

10 Hyperlipidemia 240 E78.5 

Provider: Robles Salgado, Edgar 

# Diagnosis Category 
Number of Visits by 
Diagnosis Provider ICD 10 

1 Routine child health examination, with abnormal findings 3582 Z00.121 

2 Routine Adult Health Examination, with abnormal findings 2675 Z00.01 

3 Routine child health examination, without abnormal findings 945 Z00.129 

4 Diabetes mellitus, Type 2 493 E11.9 

5 Hypertension 465 I10 

6 Prediabetes 443 R73.03 

7 Streptococcal pharyngitis 387 J02.0 

8 Acute pharyngitis, unspecified 281 J02.9 

9 Immunizations 203 Z23 

10 Painful Urination (Dysuria) 171 R30.0 
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Provider: Rodriguez, Erardo 

# Diagnosis Category 
Number of Visits by 
Diagnosis Provider ICD 10 

1 Routine child health examination, with abnormal findings 1108 Z00.121 

2 Hypertension 611 I10 

3 Diabetes mellitus, Type 2 521 E11.9 

4 Routine child health examination, without abnormal findings 440 Z00.129 

5 Diabetes mellitus, Type 2, with hyperglycemia 308 E11.65 

6 Prediabetes 240 R73.03 

7 Routine Adult Health Examination, with abnormal findings 199 Z00.01 

8 Routine Adult Health Examination, without abnormal findings 197 Z00.00 

9 Painful Urination (Dysuria) 166 R30.0 

10 Immunizations 152 Z23 

Provider: Torres, Susana 

# Diagnosis Category 
Number of Visits by 
Diagnosis Provider ICD 10 

1 Diabetes mellitus, Type 2 623 E11.9 

2 Routine child health examination, without abnormal findings 390 Z00.129 

3 Essential (primary) hypertension 323 I10 

4 Routine Adult Health Examination, without abnormal findings 309 Z00.00 

5 Diabetes mellitus, Type 2, with hyperglycemia 241 E11.65 

6 Routine child health examination, with abnormal findings 241 Z00.121 

7 Prediabetes 155 R73.03 

8 Immunizations 126 Z23 

9 Routine gynecological examination, without abnormal findings 123 Z01.419 

10 Mixed hyperlipidemia 118 E78.2 

Provider: Gonzales, Juana lucio 

# Diagnosis Category 
Number of Visits by 
Diagnosis Provider ICD 10 

1 Routine child health examination, without abnormal findings 156 Z00.129 

2 Vitamin D deficiency 118 E55.9 

3 Prediabetes 116 R73.03 

4 Essential (primary) hypertension 103 I10 

5 
Encounter for general adult medical examination without 
abnormal findings 

72 Z00.00 

6 Acute pharyngitis, unspecified 45 J02.9 
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7 Diabetes mellitus, Type 2 40 E11.9 

8 Diabetes mellitus, Type 2, with hyperglycemia 38 E11.65 

9 Anemia 35 D64.9 

10 Urinary tract infection 24 N39.0 
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Clinica de Salud del Valle de Salinas 

AB 1045 Mexico Pilot Program - Physician Directory 

· California Medical License P9 issued 02/09/2022 to 02/09/2025 
· H-1B Visa approved 03/01/2022 to 04/30/2024 
· Arrived at CSVS 05/15/2021 
· Live Scan completed and submitted to MBC 08/04/2021 
· Started seeing patients 04/21/2022 
· Enrolled in ESL starting on 07/13/2023 at Salinas Adult School 
· CME - Dr. Alarcon has completed X CME hours to date 
· Dr. Alarcon has participated in and continues to participate in CSVS 
Community events such as COVID-19 Vaccination clinics 

Abidan Daniel Alarcon Lerin, MD 

Family Medicine 

· California Medical License P15 issued 02/08/2022 to 02/08/2025 
· O-1A Visa approved 05/09/2022 to 04/15/2023 
· Arrived to CSVS 07/18/2022 
· Live Scan completed and submitted to MBC 07/21/2022 
· Started seeing patients 09/12/2022 
· Enrolled in ESL starting on 07/13/2023 at Salinas Adult School 
· CME - Dr. Moreno has completed X CME hours to date 
· Dr. Moreno has participated in and continues to participate in CSVS 
Community events such as COVID-19 Vaccination clinics 

Armando Alberto Moreno Santillan, MD 

Obstetrics and Gynecology 
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· California Medical License P11 issued 02/15/2022 to 02/15/2025 
· H-1B Visa approved 03/09/2022 to 03/01/2025 
· Arrived to CSVS 05/03/2021 
· Live Scan completed and submitted to MBC 08/04/2021 
· Started seeing patients 04/26/2022. 
· Enrolled in ESL starting on 07/13/2023 at Salinas Adult School 
· CME - Dr. Robles has completed X CME hours to date 
· Dr. Robles has participated in and continues to participate in CSVS 
Community events such as COVID-19 Vaccination clinics 

Edgar Uriel Robles Salgado, MD 

Family Medicine 

· California Medical License P7 issued 01/21/2022 to 01/21/2025 
· H-1B Visa approved 02/01/2022 to 11/30/2024 
· Arrived to CSVS 05/03/2021 
· Live Scan completed and submitted to MBC 08/04/2021 
· Started seeing patients 04/11/2022 
· Enrolled in ESL starting on 07/13/2023 at Salinas Adult School 
· CME - Dr. Rodruguez has completed X CME hours to date 
· Dr. Rodriguez has participated in and continues to participate in CSVS 
Community events such as COVID-19 Vaccination clinics 

Erardo Ismael Rodriguez Bautista, MD 

Family Medicine 
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· California Medical License P5 issued 01/11/2022 to 01/11/2025 
· O-1A Visa approved 01/31/2022 to 01/03/2025 
· Arrived to CSVS 05/03/2021 
· Live Scan completed and submitted to MBC 08/04/2021 
· Started seeing patients 04/11/2022 
· Enrolled in ESL starting on 07/13/2023 at Salinas Adult School 
· CME - Dr. Perusquia has completed X CME hours to date 
· Dr. Perusquia has participated in and continues to participate in CSVS 
Community events such as COVID-19 Vaccination clinics 

Eva Maria Perusquia Frias, MD 

Internal Medicine 

· California Medical License P14 issued 04/21/2022 to 04/21/2025 
· H-1B Visa approved 05/11/2022 to 04/14/2025 
· Arrived to CSVS on 10/07/2022 
· Live Scan completed and submitted to MBC 10/12/2022 
· Started seeing patients 01/12/2023 
· Enrolled in ESL starting on 07/13/2023 at Salinas Adult School 
· CME - Dr. Centeno has completed X CME hours to date 
· Dr. Centeno has participated in and continues to participate in CSVS 
Community events such as COVID-19 Vaccination clinics 

Georgina Alejandra Centeno Duran, MD 

Obstetrics and Gynecology 
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· California Medical license P13 issued 04/21/2022 to 04/21/2025 
· O-1A Visa approved 08/01/2022 to 04/15/2025 
· Arrived to CSVS on 01/07/2023 
· Live Scan completed and submitted to MBC 01/11/1023 
· Started seeing patients 03/02/2023 
· Enrolled in ESL starting on 07/13/2023 at Salinas Adult School 
· CME - Dr. Lucio has completed X CME hours to date 
· Dr. Lucio has participated in and continues to participate in CSVS 
Community events such as COVID-19 Vaccination clinics 

Juana Lucio Gonzales, MD 

Family Medicine 

· California Medical License P6 issued 01/13/2022 to 01/13/2025 
· H-1B Visa approved 01/27/2022 to 11/30/2024 
· Arrived to CSVS on 02/25/2021 
· Live Scan completed and submitted to MBC 08/04/2021 
· Started seeing patients 05/09/2022 
· Enrolled in ESL starting on 07/13/2023 at Salinas Adult School 
· CME - Dr. Arias has completed X CME hours to date 
· Dr. Arias has participated in and continues to participate in CSVS 
Community events such as COVID-19 Vaccination clinics 

Nadia Cristina Arias Pena, MD 

Pediatrician 
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· California Medical License P10 issued 02/09/2022 to 02/09/2025 
· O-1A Visa approved 03/07/2022 to 02/15/2025 
· Arrived to CSVS 05/023/2021 
· Live Scan completed and submitted to MBC 
· Started seeing patients 04/11/2022 
· Enrolled in ESL starting on 07/13/2023 at Salinas Adult School 
· CME - Dr. Padron has completed X CME hours to date 
· Dr. Padron has participated in and continues to participate in CSVS 
Community events such as COVID-19 Vaccination clinics 

Olga Magdalena Padron Lopez, MD 

Family Medicine 

· California Medical License P8 issued 01/21/2022 to 01/21/2025 
· USC 
· Arrived to CSVS 01/21/2022 
· Live Scan completed and submitted to MBC 01/25/2022 
· Started seeing patients 04/25/2022 
· Enrolled in ESL starting on 07/13/2023 at Salinas Adult School 
· CME - Dr. Torres has completed X CME hours to date 
· Dr. Torres has participated in and continues to participate in CSVS 
Community events such as COVID-19 Vaccination clinics 

Susana Torres Renteria, MD 

Family Medicine 
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