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TABLE 1: INTERVIEW QUESTIONS TO KEY INFORMANTS IN OTHER STATES: 
Basic contact 
1 Organization name, Contact’s name, address, phone numbers, email, website 
History 
2 How were you established (e.g. legislation? charged by Governor? charged by State Insurance 

Commissioner?)  
3 When did the organization come into being? 
4 How many studies have been completed in this time? 
Structural 
5 What is your charge/mission/organizational goal? 
6 Where does the organization fit within the state’s governmental framework?  (related: Is it 

independent?)   
7 What is the primary source of funding? 
8 Do you specifically document or examine potential conflicts of interests? 
9 Do you have committees?  If so, what type are they (i.e. having governance authority or are strictly 

advisory?) 
Analysis-specific 
10 Is the trigger to perform an assessment automatic, or is it only by request? If by request, when 

does this have to be received? 
11 Do you make recommendations? (related: Are there any constraints on reporting of findings? 
12 Do you study proposed legislation and/or passed legislation? Do you examine cumulative 

impacts? 
13 What type of analyses do you perform (i.e. actuarial, public health, medical effectiveness, other)? 

a. Do you have specific criteria for assessing the effectiveness and/or a 
process for determining the hierarchy of evidence?  

14 What are the steps involved in completing the analysis? 
a. What fields of expertise do you have represented on staff? Do you 

employ independent consultants? 
b. Do you use assessments performed by other groups or organizations? 

15 Does your state Medicaid program have a process to assess new technologies, benefits or 
services for benefit determinations? If so, what is the process? 

16 What is the timeframe for completing an assessment? 
17 Do you put out requests for information (RFI)? To whom? 

(e.g. Stakeholders: health plans/insurers, consumers groups, provider community, public 
commentary) 

18 Are you required to examine mandates effects on other state programs such as Medicaid, SCHIP, 
etc.?  Do you examine transfer or secondary effects (e.g. private sector to Medicaid or private 
sector to uninsured?) 

19 What is the format of your output?  (e.g. reports, testimony) 
20 To whom are findings released?  Are they publicly available?  Can you provide examples? 
21 How are your impact assessments used and by whom?   
22 If analyzing proposed legislation, do you track the legislation?  How? 
23 How do you deal with amendments and changes to legislation after the initial request? 
24 What is your analysis review process?  Is it sent to external parties (e.g. non-authors and/or those 

who do not have a direct stake in the outcome of the mandate)?  
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Interviews and information collection 
 

1. Interview format was a conversation where interview questions acted as conversation 
guides. 

 
2. Key informants in states with any form of established program were asked the complete 

set of interview questions with probing questions as necessary (e.g. existing legislation, 
analysis that was publicly available.) 

 
3. Those in states with no program were asked additional probing questions about other 

programs that may have previously existed, or proposals that were to set up mandate 
evaluation programs or process.  Those questions necessary to confirm non-existence of 
a program were asked.   

 
4. Interview responses documented in database mentioned above.  
 
5. Key informants in all states were asked to provide relevant documentation, including but 

not limited to, copies of state laws establishing the mandate evaluation program as well 
as any samples of completed analyses. States whose studies were limited to fiscal impact 
of legislation on state agencies (and not financial impact on insurers) were asked follow-
up questions to verify that their financial studies did not include the impact to those 
privately insured (non-ERISA exempt) and, when appropriate, for copies of these fiscal 
analyses.  All hard copy files by state are maintained at CHBRP office. 

 
6. A contact log was maintained during the key informant search phase, interview phase 

and validation phase. 
 
Validation 
 

1. Responses to interview questions are currently being validated by comparing responses 
with other sources.  For example, states that we found to have mandate evaluation 
program were cross-checked against Blue Cross and Blue Shield Association December 
2003 listing and American Association of Health Plans (now known as America’s Health 
Insurance Plans) 2004 listings of states with existing mandated benefit evaluation laws.   

 
2. Responses were compared in a limited fashion, with information included on the states’ 

web sites.  This was done for states that had web sites with information on their mandate 
evaluation programs.  

 
3. Completed interview questions and responses were sent via email to the key informant 

(and/or a co-worker or supervisor when necessary) with a request to verify our 
documentation of their responses.  Contacts have been asked to reply with any additional 
corrections within one week. One week, after the deadline was passed a reminder email 
was sent out.  After another ten days, a follow up phone call is made. 
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4. Follow-up contact is made with states to clarify points of confusion and discrepancies 
between sources or to follow up on responses that have altered dramatically from initial 
interview phase to validation phase without sufficient explanation.     

 
 
FINDINGS  
 
These findings are based on validated survey questions with all 49 states plus the District of 
Columbia.  However, KS, KT, NM, TN, WV, and WY were contacted, interviewed, sent 
verification but the final responses were not validated (i.e. due to non-response).   
 

1. 26 states some form of a systematic process or program in place, defined as follows: 
a. program/process must at least evaluate the financial impact of a mandate.  This may 

include proposed mandates in bill form or retrospective analyses of existing 
mandates on private insurers and/or insured. 

b. process must be “regular” in that 1) those who are responsible for conducting the 
evaluations do so per the provisions of state law (if applicable), 2) the process is 
automatically triggered by the nature of the legislative process (e.g., when bill is 
proposed; when bill gets a 2nd hearing; when it is being heard in committee with 
jurisdiction),  or 3) the process is triggered by request of the state legislature or a state 
agency or 4) the process occurs at some regular interval defined by policies or law 
(e.g. annually, every 5 years). 

 
2. 29 states have legislation that requires or authorizes some form of health benefit 

mandate evaluation or have some form of a systematic process or program in place.  The 
majority of these states have either established a program specifically for this purpose 
(e.g., a commission) or assigned the duty to an existing staff.  A few require the bills’ 
sponsors to submit an evaluation of the mandate’s probable impact as part of the 
analysis for legislative hearings (See Table 2 for a summary of these programs and where 
they are housed in each state).  

 
3. Differences between laws that authorize mandate evaluation program or processes and 

the actual processes implemented occur frequently because:  
a. The law is so new that there has not been enough time to develop a program or 

process in compliance with the law (as of the point of contact with CHBRP staff) 
b. The laws do not always explicitly dictate the criteria and steps for mandate 

evaluations.  Therefore the implementation of such laws and policies are subject 
to interpretation and can vary from time to time (for example, with changes in 
administration).  

c. State governments and their various departments do not always uniformly 
implement laws related to mandate evaluation programs or processes even when 
criteria and steps for evaluations may be explicitly defined.  This may occur due 
to several reasons, including limits on data availability, limits on staff and funding 
resources, or the political climate in the state. 
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d. When the mandate evaluation law places the onus of conducting the evaluation 
on the sponsor of the legislation, it is difficult for any one state entity to 
enforce—the responsibility to enforce the law becomes diffuse. 

 
4. The steps involved in performing the analyses vary considerably in 2 main regards: 

a. Independent research, contracted services, information from interested parties 
b. Nature of questions addressed  
 

5. Nearly all programs are funded by the respective state’s general funds. California and 
Colorado are unique in that the programs are funded through assessing fees on health 
insurers. 

 
6. 11 states are permitted or requested to make recommendations. 

 
7. No other states appear to expressly address conflict of interest issues, however, most did 

not consider this question to be applicable since analyses are conducted by state 
employees or their contractors (and are thereby bound by state codes).  Programs that 
are commission-based were generally designed to represent various and balanced interest 
of stakeholders.   

 
8. Based on the conversations with the key informants the following are the scope of 

analyses they have conducted as of 2004 
a. 26 (all) analyze cost impact: defined as analyzing impact on the private health 

insurance sector, as opposed to the fiscal impact on state budget 
b. 5 analyze public health: defined as reporting on the impact of the mandate on the 

health of the population 
c. 14 analyze medical effectiveness: defined broadly as reviewing and reporting on 

the medical literature 
d. 13 analyze “social impact”: defined impacts on coverage and utilization levels 
 

9. Observations on Cost: 
a. Defined as analyzing impact on the private health insurance sector, as opposed to 

the fiscal impact on state budget 
b. Many appear to analyze the total cost of the benefit versus the marginal cost of 

mandating the benefit 
c. Focus of all programs  

 emphases on premium impacts and costs to the state. 
 Most review coverage and utilization levels (which is also sometimes 

called “social impact”) 
 

10. Observations on Effectiveness: 
a. Defined broadly as reviewing and reporting on the medical literature 
b. Wide variation in whether/how states routinely analyze medical effectiveness.   
c. No states report having express criteria for analyzing the literature.  Note: As some 

contract for medical analytic services, the systematic nature of their approach is 
difficult to assess.   
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11. Observations on Public Health: 
a. Defined broadly as reporting on the impact of the mandate on the health of the 

population.  None appear to systematically quantify public health outcomes based on 
the medical literature and analysis on changes in utilization.   

b. “Social impacts” typically include coverage and utilization criteria 
c. Only 5 states perform public health impact analyses 

 
12. All states performing mandates said that their records are publicly available.  The manner 

of availability varies widely from “available on request” to access via the internet to 
public dissemination of findings. 

 
13. States’ responses to questions related to the specifics of analyses were occasionally met 

with some uncertainty.  For example, if they evaluated medical effectiveness, they were 
able to state that they (or their contractor) conducted a literature review but did not 
know if a hierarchy of evidence was created to assess effectiveness.   To obtain more 
reliable information, examples of analyses, where available, were reviewed. 
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TABLE 2: OTHER STATES’ HEALTH BENEFITS REVIEW PROGRAMS:  
INSTITUTIONAL STRUCTURE 
STATE (1) Commission 

(2) 
Department 
of Insurance 
(3) 

Legislative 
Services 
(4) 

Sponsors 
(5) 

Other 
State 
Agency 
(6) 

University 
 

Arizona          √       
Arkansas √                
California                √ 
Colorado (7) √       √       
Florida          √       
Georgia    √             
Hawaii (8)       √          
Indiana (9) √ √             
Kansas     √  
Kentucky  √     
Louisiana       √          
Maine    √             
Maryland √                
Massachusetts             √    
Minnesota             √    
Nevada (10)       √          
New Hampshire    √             
New Jersey √      
North Carolina       √          
North Dakota       √          
Ohio       √          
Pennsylvania √                
South Carolina √                
Tennessee   √    
Texas    √             
Utah    √             
Virginia √                
Washington             √    
Wisconsin    √             
(1) States listed here have a formal mandate evaluation program or process; or they have a law requiring evaluation 
of health insurance mandate bills by sponsors of a bill.   
(2) Commission-based programs usually consist of individuals appointed by the executive branch, the legislative 
branch and represent different industry and consumer interests.  Commissions that evaluate health insurance 
benefits often conduct other types of analysis related to health care programs in the state.  
(3) "Department of Insurance" programs includes the "Insurance Commissioner," "Office of Insurance" or the 
equivalent agency in that respective state.  These are housed in the executive branch of the state government. 
(4) "Legislative Services" programs include those that are housed at the departments or agencies designed to 
support the state legislature.   
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(5) The requirement for conducting evaluations falls primarily on the bill sponsors.  Sponsors may mean a member of 
the state legislature but usually mean an outside organization or association advocating for passage of the bill.  
(6) "Other State Agency" programs include those that are housed at another agency under the executive branch 
besides the Department of Insurance 
(7) Colorado has two separate laws: One creates a mandate evaluation commission that is to sunset in May 2005 
and another law requires any sponsor of a legislation to provide a "social" and "financial" impact analysis of the 
proposal to the legislative committee with jurisdiction.   
(8) Hawaii’s mandate evaluation is conducted by the State Auditor, who reports to and is considered part of the 
legislative branch.   
(9) Indiana has a "Mandate Health Benefit Task Force" whose members are appointed by the Governor and is staffed 
by the Insurance Commissioner 
(10) Nevada's legislature passed two concurrent resolutions to study 1) the cost of existing mandates (1990) and 2) 
whether any existing mandates ought to be repealed (1992).  Both of these were conducted by subcommittees 
appointed by the Legislative Commission. 
 
Source: California Health Benefits Review Program, 2004. 
 


