
  
 

 

 
 
Appendix 17: Legislative and Executive Branch Analyses Referencing 
CHBRP Reports 
 

AB 228 (Koretz), Transplantation Services: Human Immunodeficiency Virus 
 
ASSEMBLY COMMITTEE ON HEALTH, Hearing April 11, 2005 
 
CALIFORNIA HEALTH BENEFITS REVIEW PROGRAM (CHBRP) REPORT    
Consistent with AB 1996 (Thomson), Chapter 795, Statutes of 2002, the University of California 
reviewed this bill with regards to medical effectiveness, utilization, cost and coverage impacts, 
and public health impacts.  CHBRP found: 
 
a)   Medical Effectiveness:  Patients with HIV undergoing kidney transplantation have survival 
rates comparable with survival rates of patients without HIV and although HIV positive kidney 
transplant patients have higher rates of rejection, this complication can usually be treated and 
managed without requiring retransplantation.  In the hepatitis C-negative (HCV) population, 
patient and graft survival rates after liver transplantation are similar regardless of HIV status. 
The available evidence concerning the survivable) of HIV positive patients with hepatitis C as 
the cause of liver failure after liver transplantation is mixed. Data from some centers suggest that 
the survival rates of liver transplant patients infected with both HIV and HCV is comparable. 
Data from other centers suggest that liver transplant patients with dual infections fare worse. 
Regardless of HIV status, the shorter post-transplant survival of HCV+ patients has also been 
documented.  In reporting the medical effectiveness, CHBRP did make several caveats, 
including that only a few centers in the United States perform solid organ transplantation on 
HIV positive patients and that several of the reports that informed their effectiveness analysis 
are collaborations among transplantation centers performing transplants on HIV positive 
patients. Therefore, data on many of the same patients are repeated in multiple papers. In cases 
in which details of particular patients are provided, the same patient can be identified in different 
reports with a reasonable degree of certainty. However, the degree of duplicate reporting on 
HIV positive patients undergoing transplantation is unclear. 
 
c)   Utilization, Cost and Coverage Impacts:  According to the health plans that responded to 
CHBRP's survey, all HIV positive members have coverage for transplant services. Most 
transplant centers in California do not accept HIV positive patients, however, because they do 
not currently have the protocols in place to handle surgeries for HIV positive patients and/or 
consider HIV status a contraindication for transplantation surgery. CHBRP was unable to 
determine how many, if any, HIV positive patients in California have been denied access to 
transplants annually. DMHC reports one case that was reviewed under the Independent Medical 
Review process for denied coverage of transplant surgery in 2002. In addition, conversations 
with the two largest regional transplant networks in California indicate no denial of services on 
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the basis of HIV status as far as they are aware. CHBRP therefore estimates that the number of 
new HIV positive transplant cases will not increase as a result of this bill. All 20,368,000 
Californians enrolled in health plans or insurance policies currently have coverage for transplants 
and therefore this bill will not increase the number of insured individuals with coverage for 
transplants. 
 
d)   Public Health Impacts:  Because UNOS does not keep data on patients' HIV status, it is 
unknown how many HIV positive Californians are currently on the waiting list for organ 
transplants. This bill would not result in an increase of the supply of organs (liver and kidney) or 
the demand for transplants by HIV positive patients.  CHBRP also does not expect the 
distribution pattern of organ transplants to shift from HIV negative to HIV positive patients or 
a rapid growth in the number of transplant centers in California with protocols for HIV positive 
patients.  CHBRP reported that African Americans have substantially higher rates of 
HIV/AIDS, suffer greater morbidity and mortality from HIV, and have higher prevalence rates 
of endstage liver disease compared with Caucasians. Available evidence indicates there would be 
no increase in the number of organ transplants to HIV positive persons following the mandate. 
Therefore, although there is evidence of gender and racial disparities with regard to HIV status 
and related health outcomes, they concluded that this bill will have no impact on reducing these 
disparities. Although evidence indicates that organ failure leads to premature death among HIV 
positive persons, the study found that this bill would not have an impact on mortality since it 
would not increase the number of organ transplants performed on this population. End-stage 
organ disease is also associated with significant economic loss through lost productivity, but 
because this bill would not increase the number of organ transplants to HIV positive persons, 
CHBRP concluded that it will have no impact on these economic losses. 
 
ASSEMBLY COMMITTEE ON APPROPRIATIONS Hearing, 4/27/2005 
 
Consistent with AB 1996 (Thomson), Chapter 795, Statutes of 2002, the University of 
California's California Health Benefits Review Program (CHBRP) reviewed this bill with regards 
to medical effectiveness, utilization, cost and coverage impacts, and public health impacts.   
 
CHBRP found that, based on publicly available California hospital claims data from 2001-2002, 
there were 4,206 transplants performed in the state, including 1,862 bone marrow, 1,062 kidney, 
789 liver, 299 heart, 144 lung, 39 simultaneous pancreas and kidney, and 11 pancreas transplants. 
Of these 4,206 transplants, 11 were performed on HIV positive patients.  Because California has 
privacy laws designed to prevent the dissemination of HIV status, CHBRP believes these 
estimates likely under-report the true number of transplants performed on HIV positive 
patients.  
 
According to the health plans that responded to CHBRP's survey, all HIV positive members 
currently have coverage for transplant services.  CHBRP was unable to determine how many, if 
any, HIV positive patients in California have been denied access to transplants annually.  The 
DMHC reports one HIV positive case was reviewed under the experimental and investigational 
provisions of the state's Independent Medical Review (IMR) process for denied coverage of 
transplant surgery   
 
In 2002 (the health plan's denial was overturned in IMR), but has reported no cases since then.   
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CHBRP indicates that conversations with the two largest regional transplant networks in 
California indicate no denial of services on the basis of HIV status as far as they were aware. 
CHBRP's conversations with two of the three transplant centers (that conducted 42 of the 44 
transplants that have been reported to be conducted on HIV positive patients) also indicate that 
in recent years, carriers have not been denying coverage for patients deemed to be acceptable 
candidates.  
 
CHBRP estimates that the number of new HIV positive transplant cases will not increase as a 
result of this bill as all 20,368,000 Californians enrolled in health plans or insurance policies that 
would be subject to AB 228 currently have coverage for transplants.  
 
ASSEMBLY FLOOR Analysis, 5/3/2005 
 
Consistent with AB 1996 (Thomson), Chapter 795, Statutes of 2002, the University of 
California's California Health Benefits Review Program (CHBRP) reviewed this bill with regards 
to medical effectiveness, utilization, cost and coverage impacts, and public health impacts.   
 
CHBRP found that Patients with HIV undergoing kidney transplantation have survival rates 
comparable with survival rates of patients without HIV and although HIV positive kidney 
transplant patients have higher rates of rejection, this complication can usually be treated and 
managed without requiring retransplantation.  In the hepatitis C negative (HCV) population, 
patient and graft survival rates after liver transplantation are similar regardless of HIV status.  
The available evidence concerning the survival of HIV positive patients with hepatitis C as the 
cause of liver failure after liver transplantation is mixed.  Data from some centers suggest that 
the survival rates of liver transplant patients infected with both HIV and HCV is comparable. 
Data from other centers suggest that liver transplant patients with dual infections fare worse. 
Regardless of HIV status, the shorter post-transplant survival of HCV+ patients has also been 
documented.  In reporting the medical effectiveness, CHBRP did make several caveats, 
including that only a few centers in the United States perform solid organ transplantation on 
HIV positive patients and that several of the reports that informed their effectiveness analysis 
are collaborations among transplantation centers performing transplants on HIV positive 
patients.  Therefore, data on many of the same patients are repeated in multiple papers.  In cases 
in which details of particular patients are provided, the same patient can be identified in different 
reports with a reasonable degree of certainty.  However, the degree of duplicate reporting on 
HIV positive patients undergoing transplantation is unclear. 
 
3) According to the health plans that responded to CHBRP's survey, all HIV positive members 
have coverage for transplant services.  Most transplant centers in California do not accept HIV 
positive patients, however, because they do not currently have the protocols in place to handle 
surgeries for HIV positive patients and/or consider HIV status a contraindication for 
transplantation surgery.  CHBRP was unable to determine how many, if any, HIV positive 
patients in California have been denied access to transplants annually.  DMHC reports one case 
that was reviewed under the Independent Medical Review process for denied coverage of 
transplant surgery in 2002.  In addition, conversations with the two largest regional transplant 
networks in California indicate no denial of services on the basis of HIV status as far as they are 
aware.  CHBRP therefore estimates that the number of new HIV positive transplant cases will 
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not increase as a result of this bill.  All 20.368 million Californians enrolled in health plans or 
insurance policies currently have coverage for transplants, and therefore this bill will not increase 
the number of insured individuals with coverage for transplants. 
 
4) Because UNOS does not keep data on patients' HIV status, it is unknown how many HIV 
positive Californians are currently on the waiting list for organ transplants.  This bill would not 
result in an increase of the supply of organs (liver and kidney) or the demand for transplants by 
HIV positive patients.  CHBRP also does not expect the distribution pattern of organ 
transplants to shift from HIV negative to HIV positive patients or a rapid growth in the number 
of transplant centers in California with protocols for HIV positive patients.  CHBRP reported 
that African Americans have substantially higher rates of HIV/AIDS, suffer greater morbidity 
and mortality from HIV, and have higher prevalence rates of endstage liver disease compared 
with Caucasians.  Available evidence indicates there would be no increase in the number of 
organ transplants to HIV positive persons following the mandate.  Therefore, although there is 
evidence of gender and racial disparities with regard to HIV status and related health outcomes, 
they concluded that this bill will have no impact on reducing these disparities.  Although 
evidence indicates that organ failure leads to premature death among HIV positive persons, the 
study found that this bill would not have an impact on mortality since it would not increase the 
number of organ transplants performed on this population.  End-stage organ disease is also 
associated with significant economic loss through lost productivity, but because this bill would 
not increase the number of organ transplants to HIV positive persons, CHBRP concluded that it 
will have no impact on these economic losses. 
 
SENATE HEALTH COMMITTEE Analysis, 6/20/2005 
 
California Health Benefits Review Program (CHBRP) report: 
 
Consistent with AB 1996 (Thomson, Chapter 795, Statutes of 2002), the University of California 
reviewed this bill with regards to medical effectiveness, utilization, cost and coverage impacts, 
and public health impacts.  CHBRP found:  
 
1. Medical Effectiveness:  Patients with HIV undergoing kidney transplantation have survival 
rates comparable with survival rates of patients without HIV, and although HIV positive kidney 
transplant patients have higher rates of rejection, this complication can usually be treated and 
managed without requiring re-transplantation.  In the hepatitis C negative (HCV) population, 
patient and graft survival rates after liver transplantation are similar regardless of HIV status.  
The available evidence concerning the survival of HIV positive patients with hepatitis C as the 
cause of liver failure after liver transplantation is mixed.  Data from some centers suggest that 
the survival rates of liver transplant patients infected with both HIV and HCV is comparable.  
Data from other centers suggest that liver transplant patients with dual infections fare worse.  
Regardless of HIV status, the shorter post-transplant survival of HCV-positive patients has also 
been documented.  In reporting the medical effectiveness, CHBRP did make several caveats, 
including that only a few centers in the United States perform solid organ transplantation on 
HIV positive patients and that several of the reports that informed their effectiveness analysis 
are collaborations among transplantation centers performing transplants on HIV positive 
patients. Therefore, data on many of the same patients are repeated in multiple papers.  In cases 
in which details of particular patients are provided, the same patient can be identified in different 
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reports with a reasonable degree of certainty.  However, the degree of duplicate reporting on 
HIV positive patients undergoing transplantation is unclear.   
 
2. Utilization, Cost and Coverage Impacts:  According to the health plans that responded to 
CHBRP's survey, all HIV positive members have coverage for transplant services.  Most 
transplant centers in California do not accept HIV positive patients, however, because they do 
not currently have the protocols in place to handle surgeries for HIV positive patients and/or 
consider HIV status a contraindication for transplantation surgery.  CHBRP was unable to 
determine how many, if any, HIV positive patients in California have been denied access to 
transplants annually. DMHC reports one case that was reviewed under the Independent Medical 
Review process for denied coverage of transplant surgery in 2002.  In addition, conversations 
with the two largest regional transplant networks in California indicate no denial of services on 
the basis of HIV status as far as they are aware.  CHBRP therefore estimates that the number of 
new HIV positive transplant cases will not increase as a result of this bill.  All 20,368,000 
Californians enrolled in health plans or insurance policies currently have coverage for transplants 
and therefore this bill will not increase the number of insured individuals with coverage for 
transplants.   
 
3. Public Health Impacts:  Because UNOS does not keep data on patients' HIV status, it is 
unknown how many HIV positive Californians are currently on the waiting list for organ 
transplants. This bill would not result in an increase of the supply of organs (liver and kidney) or 
the demand for transplants by HIV positive patients.  CHBRP also does not expect the 
distribution pattern of organ transplants to shift from HIV negative to HIV positive patients or 
a rapid growth in the number of transplant centers in California with protocols for HIV positive 
patients.  CHBRP reported that African Americans have substantially higher rates of 
HIV/AIDS, suffer greater morbidity and mortality from HIV, and have higher prevalence rates 
of endstage liver disease compared with Caucasians.  Available evidence indicates there would be 
no increase in the number of organ transplants to HIV positive persons following the mandate.  
Therefore, although there is evidence of gender and racial disparities with regard to HIV status 
and related health outcomes, they concluded that this bill will have no impact on reducing these 
disparities.  Although evidence indicates that organ failure leads to premature death among HIV 
positive persons, the study found that this bill would not have an impact on mortality since it 
would not increase the number of organ transplants performed on this population.  End-stage 
organ disease is also associated with significant economic loss through lost productivity, but 
because this bill would not increase the number of organ transplants to HIV positive persons, 
CHBRP concluded that it will have no impact on these economic losses.   
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SENATE COMMITTEE ON BANKING, FINANCE, AND INSURANCE Hearing, 6/28/05 
 
Pursuant to AB 1996 (Thomson, 2002) the California Health Benefits Review Program 
(CHBRP), coordinated through the University of California, analyzed AB 228 for the medical 
effectiveness, utilization, cost and coverage impacts, and public health impacts of the benefit 
that the bill proposes to mandate.  A representative of CHBRP will be present at this bill's 
hearing to answer any questions of the committee.  A brief outline of CHBRP's analysis follows: 
 
Medical effectiveness:  A review of evidence from observational studies and case reports 
indicates in part that advances in medication have made transplantation viable for HIV-positive 
individuals, that HIV-positive patients have survival rates comparable to patients without HIV 
when undergoing transplantation, and that the survival rate for patients without hepatitis C 
undergoing liver transplantation does not vary significantly depending on HIV status.  However, 
CHBRP notes that transplantation experience with HIV patients is limited and that long-term 
outcomes are unknown.  In addition, there are no randomized controlled trials on the question, 
and available studies are generally limited to kidney and liver transplantation, with only rare 
reports of other organs.     
 
Utilization, cost, and coverage impacts:  CHBRP "estimates that the number of new HIV-
positive transplant cases will not increase as a result of AB 228."  Therefore, the price of health 
insurance is not projected to change for any party.  Although CHBRP was not able to establish 
how many individuals are denied coverage for transplantation because of HIV status, interviews 
with two major transplantation centers indicate that insurers currently are not denying enrollees 
coverage for these transplants based on HIV status.   
 
Public health impacts:  CHBRP finds that AB 228 is not expected to impact community health. 
 
ASSEMBLY FLOOR Analysis, 8/24/2005 
 
Consistent with AB 1996 (Thomson, Chapter 795, Statutes of 2002), the University of California 
reviewed this bill with regards to medical effectiveness, utilization, cost and coverage impacts, 
and public health impacts.  CHBRP found:  
 
1. Medical Effectiveness:  Patients with HIV undergoing kidney transplantation have survival 
rates comparable with survival rates of patients without HIV, and although HIV positive kidney 
transplant patients have higher rates of rejection, this complication can usually be treated and 
managed without requiring re-transplantation.  In the hepatitis C negative (HCV) population, 
patient and graft survival rates after liver transplantation are similar regardless of HIV status.  
The available evidence concerning the survival of HIV positive patients with hepatitis C as the 
cause of liver failure after liver transplantation is mixed.  Data from some centers suggest that 
the survival rates of liver transplant patients infected with both HIV and HCV is comparable.  
Data from other centers suggest that liver transplant patients with dual infections fare worse.  
Regardless of HIV status, the shorter post-transplant survival of HCV-positive patients has also 
been documented.  In reporting the medical effectiveness, CHBRP did make several caveats, 
including that only a few centers in the United States perform solid organ transplantation on 
HIV positive patients and that several of the reports that informed their effectiveness analysis 
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are collaborations among transplantation centers performing transplants on HIV positive 
patients. Therefore, data on many of the same patients are repeated in multiple papers.  In cases 
in which details of particular patients are provided, the same patient can be identified in different 
reports with a reasonable degree of certainty.  However, the degree of duplicate reporting on 
HIV positive patients undergoing transplantation is unclear.   
 
2. Utilization, Cost and Coverage Impacts:  According to the health plans that responded to 
CHBRP's survey, all HIV positive members have coverage for transplant services.  Most 
transplant centers in California do not accept HIV positive patients, however, because they do 
not currently have the protocols in place to handle surgeries for HIV positive patients and/or 
consider HIV status a contraindication for transplantation surgery.  CHBRP was unable to 
determine how many, if any, HIV positive patients in California have been denied access to 
transplants annually. DMHC reports one case that was reviewed under the Independent Medical 
Review process for denied coverage of transplant surgery in 2002.  In addition, conversations 
with the two largest regional transplant networks in California indicate no denial of services on 
the basis of HIV status as far as they are aware.  CHBRP therefore estimates that the number of 
new HIV positive transplant cases will not increase as a result of this bill.  All 20,368,000 
Californians enrolled in health plans or insurance policies currently have coverage for transplants 
and therefore this bill will not increase the number of insured individuals with coverage for 
transplants.   
 
3. Public Health Impacts:  Because UNOS does not keep data on patients' HIV status, it is 
unknown how many HIV positive Californians are currently on the waiting list for organ 
transplants. This bill would not result in an increase of the supply of organs (liver and kidney) or 
the demand for transplants by HIV positive patients.  CHBRP also does not expect the 
distribution pattern of organ transplants to shift from HIV negative to HIV positive patients or 
a rapid growth in the number of transplant centers in California with protocols for HIV positive 
patients.  CHBRP reported that African Americans have substantially higher rates of 
HIV/AIDS, suffer greater morbidity and mortality from HIV, and have higher prevalence rates 
of endstage liver disease compared with Caucasians.  Available evidence indicates there would be 
no increase in the number of organ transplants to HIV positive persons following the mandate.  
Therefore, although there is evidence of gender and racial disparities with regard to HIV status 
and related health outcomes, they concluded that this bill will have no impact on reducing these 
disparities.  Although evidence indicates that organ failure leads to premature death among HIV 
positive persons, the study found that this bill would not have an impact on mortality since it 
would not increase the number of organ transplants performed on this population.  End-stage 
organ disease is also associated with significant economic loss through lost productivity, but 
because this bill would not increase the number of organ transplants to HIV positive persons, 
CHBRP concluded that it will have no impact on these economic losses.  
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SB 573—2005 (Romero) Elimination of Intoxication Exclusion 
 
SENATE HEALTH COMMITTEE Hearing, 4/26/2005 
 
University of California, California Health Benefits Review Program: 
In April, 2005, the California Health Benefits Review Program, within the University of 
California, conducted an analysis of SB 573.  The report concluded that "SB 573 would have 
no measurable effects on the health of the people of California.  This assessment results 
from the lack of evidence related to the medical effectiveness of the provision's amendment 
to current law and the lack of evidence that the public is currently affected by the ability of 
health insurers to use the exclusion permitted by Section 10369.12 of the California 
Insurance Code." 
 
SENATE COMMITTEE ON BANKING, FINANCE, AND INSURANCE Hearing, 
5/2/2005 
 
California Health Benefits Review Program Analysis:   
SB 573 is considered a health mandate bill, because it would require health insurers to cover 
treatment for injuries sustained under the influence of drugs or alcohol.  Pursuant to AB 
1996 (Thompson, Chapter 795, Statutes of 2002), this committee requested an analysis of 
the medical, financial, and public  health impacts of SB 573 by the California Health Benefits  
Review Program (CHBRP).  The full analysis may be found on the CHBRP website at 
www.chbrp.org. According to CHBRP: "It is not possible to assess the medical effectiveness 
of SB 573, because there is no published data about the medical effects of removing existing 
coverage exclusions."  SB 573 does not mandate a particular health care service; instead, it 
prevents health insurers from failing to cover losses due  to the insured being intoxicated or 
under the influence of a controlled substance that was not administered on the advice  of a 
physician.   
 
CHBRP found no evidence that insurers deny claims under the UPPL exclusion in 
California or in other states.  Seven of  the 16 in-state health insurers with the highest 
number of covered lives were asked whether they include the UPPL exclusion in their 
policies or whether they deny claims based  on it, and all seven responded that they do not.  
CHBRP found no evidence that consumers are complaining about the exclusion, nor that 
medical professionals in California are less likely to perform screening and counseling 
because of the UPPL exclusion.  For these reasons, CHBRP believes that SB 573 will have 
little or no effect on the health of the people of California.   
 
ASSEMBLY FLOOR ANALYSIS, 6/10/2005 
 
Pursuant to AB 1996 (Thomson), Chapter 795, Statutes of 2002, the Senate Insurance 
Committee requested an analysis of the medical, financial, and public health impacts of this 
bill by the California Health Benefits Review Program (CHBRP).  CHBRP reported that it 
was unable to assess the medical effectiveness of this bill because there is no published data 
about the medical effects of removing existing coverage exclusions.  CHBRP also found no 
evidence that California insurers or those in other states deny claims under UPPL or that 
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consumers are complaining about the exclusion.  CHBRP contacted seven of the 16 largest 
insurers in California to determine if they include these provisions in their policies and all 
reported that they did not include the provision or deny payment for claims based on the 
exclusion.  CHBRP found that since insurers are not currently excluding payments based on 
the presence of alcohol or drugs, there would be no impact on health care utilization or 
costs.  CHBRP uncovered no evidence that medical professionals are less likely to perform 
such services because of the theoretical ability of insurers to use the exclusion and, therefore, 
concluded that SB 573 would have little or no impact on health or public health.   



 

 

SB 576 (2005) Ortiz: Tobacco Cessation Benefit 
 
 
SENATE COMMITTEE ON BANKING, FINANCE, AND INSURANCE Hearing, 4/21/05 
 
CHBRP Analysis  Pursuant to AB 1996 (Thomson, 2002), this committee requested that the 
California Health Benefits Review Program (CHBRP) analyze SB 576 for its medical, financial, and 
public health impacts.  The executive summary and cost-impact chart of CHBRP's report are 
attached to this analysis.   In brief, CHBRP reports that counseling interventions, brief advice from 
physicians, and medications are effective treatments for tobacco cessation.
 
As for cost, CHBRP found that SB 576 would increase premium expenditures by private employers 
for group insurance by 0.179%, that it would increase premium expenditures by individuals with 
group insurance, CalPERS, or Healthy Families by 0.181%, and that it would increase premium 
expenditures for individually purchased insurance by 0.420%.   
 
Total health expenditures is expected to increase by 0.149%, a figure that incorporates savings 
related to reduced out-of-pocket costs and a savings related to lower health care utilization by those 
who successfully quit smoking.  These are short term, one year savings.  CHBRP notes that "The 
potential long-term savings of quitting are likely to be substantial due to reductions in the rate of 
smoking-related illnesses?", but CHBRP considered calculations of long-terms savings to be beyond 
the scope of their report.  Hence, these long-term savings were not estimated or available to 
illustrate a possible offset to costs otherwise associated with the bill.   
 
Regarding public health impact, CHBRP reports in part that in the first year of this bill's 
implementation, the mandate is estimated to reduce low birth weight deliveries by approximately 58 
cases and would reduce acute myocardial infarction by 146 cases.   
 
Sponsor's response to CHBRP analysis:  The California Tobacco Alliance states a number of 
objections to the CHBRP analysis of the utilization, cost, and coverage impacts of SB 576.  First, the 
Alliance states that a one-year cost projection does not adequately indicate the financial benefits of a 
smoking cessation mandate.  According to the Alliance, an actuarial analysis by Buck Consultants, 
Inc. shows that the overall impact of smoking cessation is actually a 6.4% reduction in total plan 
costs.  The Alliance also states that CHBRP does not adequately calculate the number of smokers 
that would be covered by the mandate and underestimates the number of insured individuals who 
would utilize cessation benefits. 
 
SENATE COMMITTEE ON BANKING, FINANCE, AND INSURANCE Hearing, 4/26/05 
 
California Health Benefits Review Program (CHBRP) Analysis:  
As with other health insurance mandates, the Senate Banking, Finance and Insurance Committee 
requested the CHBRP within the University of California to analyze SB 576 for its medical, financial, 
and public health impacts.  
 
In brief, CHBRP reports that counseling interventions, brief advice from physicians, and 
medications are effective treatments for tobacco cessation. 
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As for cost, CHBRP found that SB 576 would increase premium expenditures by private employers 
for group insurance by 0.179 percent, that it would increase premium expenditures by individuals 
with group insurance by 0.181 percent, and that it would increase premium expenditures for 
individually purchased insurance by 0.420 percent.  This amounts to an overall average increase of 
$.44 per member per month. 
 
Total health expenditures are expected to increase by 0.149 percent, a figure that incorporates plan 
and insurer increased expenses and savings related to reduced out-of-pocket costs and a savings 
related to lower health care utilization by those who successfully quit smoking. These are short term, 
one year savings. 
 
CHBRP notes that "The potential long-term savings of quitting are likely to be substantial due to 
reductions in the rate of smoking-related illnesses?" but CHBRP considered calculations of long-
terms savings to be beyond the scope of their report.  Hence, these long-term savings were not 
estimated or available to illustrate a possible offset to costs otherwise associated with the bill.   
 
Regarding public health impact, CHBRP reports in part that in the first year of this bill's 
implementation, the mandate is estimated to reduce low birth weight deliveries by approximately 58 
cases and would reduce acute myocardial infarction by 146 cases.   
 
SENATE APPROPRIATIONS COMMITTEE Hearing, 5/16/2005 
 
STAFF COMMENTS:  
 
The UC California Health Benefits Review Program (CHBRB), which was created to analyze the 
impact of mandated health care coverage proposals in the Legislature, prepared an analysis of this 
proposal prior to it being amended to allow for some minor copayments.  Overall, the estimated 
cost of providing tobacco cessation services was approximately $90 million or about 0.15 percent of 
$60 billion in total expenditures of all health plans and insurers in the state.  
 
The fiscal impact on state programs was estimated to be approximately $2 million per year for 
CalPERS health programs and approximately $3.7 million per year for the Medi-Cal program. 
 
STAFF NOTES that these estimates include a short term savings of about $8 million in the first 
year resulting form fewer health care costs for individuals who quit smoking.  This amount would 
become more significant over time as fewer people smoke overall. 
 
 
SENATE FLOOR HEARING, 5/28/2005 and SENATE FLOOR HEARING, 9/2/2005 
(Comments were the same for both hearings) 
 
As with other health insurance mandates, the Senate Banking, Finance and Insurance Committee 
requested the CHBRP within the University of California to analyze this bill for its medical, 
financial, and public health impacts. In brief, CHBRP reports that counseling interventions, brief 
advice from physicians, and medications are effective treatments for tobacco cessation.  As for cost, 
CHBRP found that this bill increases premium expenditures by private employers for group 
insurance by 0.179 percent, that it increases premium expenditures by individuals with group 
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insurance by 0.181 percent, and that it would increase premium expenditures for individually 
purchased insurance by 0.420 percent.  This amounts to an overall average increase of $.44 per 
member per month. 
 
ASSEMBLY HEALTH COMMITTEE Hearing, 6/27/2005 
 
Pursuant to AB 1996 (Thomson), Chapter 795, Statutes of 2002, the California Health Benefits 
Review Program (CHBRP) analyzed this bill for its medical, financial and public health impacts.  
CHBRP concluded research reveals that counseling interventions, brief advice from physicians and 
clinical staff, and FDA approved medications are effective in reducing smoking use, as measured by 
abstinence rates. CHBRP estimated the increased costs of this bill at $89 million (0.149%) in the first 
year, including savings for lower health care use.  CHBRP estimated that this bill would increase 
premium expenditures for private employer-sponsored group coverage by 0.179%, for Cal-PERS 
and Healthy Families by 0.181%, and for individually purchased coverage by 0.420%.  CHBRP 
found that tobacco cessation services have proven effective in reducing short-term disease and the 
cost impacts of low birth weights and heart attack in the first year after cessation.  Finally, CHBRP 
found that tobacco cessation services also have the potential to result in long-term public health 
benefits and cost savings by reducing exposure to the multiple mechanisms by which smoking 
causes disease, disability and death.  However, the CHBRP analysis only estimated first year costs 
and CHBRP did not consider the potential long-term savings from quitting, but did suggest the 
savings are likely to be substantial.   
 
ASSEMBLY HEALTH COMMITTEE Hearing, 7/12/2005 
 
Pursuant to AB 1996 (Thomson), Chapter 795, Statutes of 2002, the CHBRP analyzed this bill for 
its medical, financial and public health impacts.  CHBRP estimated that this bill would affect state 
costs by increasing premium expenditures for CalPERS by 0.87%, ($1.9 million), would have no 
effect on Medi-Cal expenditures as Medi-Cal currently covers these services, and would increase 
Healthy Families state expenditures by .022% ($75,000). 
 
 
 
VETO Message, 10/07/2005 
Governor Arnold Schwarzenegger   
 
. . . An independent analysis of SB 576 by the University of California’s Health Benefits Review 
Program indicates that this bill would impose costs of $77 million on employers, plans and 
individuals but only increase the utilization of the benefit by two-tenths of one percent.  
Additionally, while more than 55% of insured Californians already have tobacco cessation coverage; 
only ten percent of smokers trying to quit utilize the benefit. . .  
 
 
 



 

 

SB174 Scott, Koretz, and Wiggins (2004): Hearing Aids for Children 
 
SENATE COMMITTEE ON INSURANCE, 1/15/2004 
 
UC Mandate Report: The debate over health benefit mandates largely revolves around two 
points- how well the covered treatment works and how much it costs.  In order to provide 
for an objective analysis of this debate, the Legislature passed a law requesting the University 
of California (UC) to study the cost-effectiveness and clinical efficacy of every legislative 
proposal for mandated benefits or services (AB 1996, Thomson, statutes of 2002).   
 
AB 1996 directed UC to focus on three main areas: public health impacts; medical impacts, 
including how the medical community views the effectiveness of the benefit and whether the 
mandate would diminish access to currently-available services; and financial impacts. UC's 
research is funded by fees assessed on health plans and insurers at rates set by DMHC and 
DOI, respectively, which are not to exceed $2 million in total.   
 
AB 1996 defined a "mandated benefit or service" as a proposed statute requiring a health 
plan or health insurer to do any of the following: 
 
1. Permit a person insured or covered under the policy or contract to obtain health care 
treatment or services from a particular type of health care provider.   
2. Offer or provide coverage for the screening, diagnosis, or treatment of a particular disease 
or condition. 
3. Offer or provide coverage of a particular type of health care treatment or service, or of 
medical equipment, medical supplies, or drugs used in connection with a health care 
treatment or service.   
 
The Legislature requested that the UC reports be completed within 60-day timeframes, 
which would allow mandate bills to meet legislative deadlines and move forward in the year 
they were introduced.  The Senate Insurance Committee adopted a rule stating that mandate 
bills would not be heard before their UC reports were completed, although the chair retained 
broad discretion to waive the rule if it would "preclude an otherwise eligible bill from being 
heard during the legislative session."   
 
Due to a number of factors, UC will not present its full report on substance-abuse treatment 
until mid-February.  A representative of UC will be present at this hearing to explain the 
absence of a report on SB 174. 
 



 

 

SB 1158 (Scott), 2004:  Hearing Aids 
 
 
SENATE COMMITTEE ON INSURANCE, 4/19/2004 
 
UC Cost-Benefit Analysis  Pursuant to AB 1996  (Thompson, 2002), the University of California has 
submitted to the Legislature a cost-benefit analysis for each of the health insurance mandate bills 
before the committee at its April 21, 2004, hearing: SB 1158  (Scott); SB 1192 (Chesbro); and SB 
1555 (Speier).  The UC reports detail the medical effectiveness, cost, and public health impact of 
each health mandate bill.   
 
The reports are coordinated by a small UC staff, which oversees a network of healthcare and health 
insurance experts and contracts with Milliman USA for actuarial analysis.  UC gives the stakeholders 
who are directly affected by the legislation the opportunity to submit information but no editorial 
control over the reports. However, UC solicits comments on initial drafts of its analyses from a 
national stakeholders group, including representatives of consumers, insurers and health plans, 
employers and other purchasers, and hospitals and other providers.   
 
The UC reports are the only cost-benefit analyses available to the committee for consideration.  The 
director of UC's California Health Benefits Review Program will be available to answer questions 
that the committee may have about the reports.  The executive summary and total cost analysis of 
SB 1158 have been excerpted from the full report and are attached to this analysis.     
 
3.  UC Results in Brief       
 
Medical Effectiveness:  UC finds that the use of hearing aids is medically effective in treating 
children for hearing loss.  Estimates are that the average life span of a hearing aid in a child is two 
years.  The devices have been shown to improve speech and language development, and early 
detection of hearing loss followed by intervention can improve social and emotional development.  
Other benefits of hearing aids for children include increased social interaction, less stress, and better 
social and family relationships.  
 
Utilization, Cost, and Coverage Impacts:  SB 1158 is projected to raise premiums by $0.11 to $0.20 
per member per month depending on the type of insurance product.  UC finds that the majority 
(61%) of children with hearing loss currently use hearing aids despite the fact that most private 
health plans and health insurers do not cover the service.  Mandating coverage would increase 
utilization by only 4% - in part because cost (an average of $3,000 per unit) is not currently a 
significant barrier to access for a number of potential reasons including the following: families may 
prioritize hearing aid purchases in their budgets; they may have access to charities providing hearing 
aids for free or at reduced prices; and health plans and health insurers may offer them discounts.  
Because Medi-Cal and Healthy Families provide coverage for hearing aids for children, SB 1158 
should not shift any cost from the private to the public sector. 
 
Public Health Impacts:  SB 1158 is estimated to have a minor, though positive, effect on public 
health, both in terms of increasing the number of children with hearing aids and in terms of savings 
to the educational system.  An additional 3,200 children (out of 9.2 million children state-wide) 
would obtain hearing aids due to SB 1158, and an indeterminate number of additional children 
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would be able to afford hearing aids with better technology.  Identifying and treating hearing loss in 
children reduces the likelihood that they will be misplaced in the educational system with children 
who are provided special (and costly) services for mental or learning disabilities.    
 
 
ASSEMBLY COMMITTEE ON HEALTH, 6/14/2004 
 
AB 1996  (Thomson), Chapter 795, Statutes of 2002, requests the University of California (UC) 
assess legislation proposing a mandated benefit or service, and prepare a written analysis with 
relevant data on the public health, medical, and economic impact of proposed health plan and health 
insurance benefit mandate legislation.  The CHBRP was created in response to AB 1996.  CHBRP's 
analysis of SB 1158 indicates the following: 
 
a)   Medical Effectiveness  A literature search analysis supports the conclusion that the use of 
hearing aids is medically effective in treating children with hearing loss.  One report showed 
observational and anecdotal evidence that early childhood detection and intervention of hearing 
impairment improves speech and language development. 
 
b)   Utilization, Cost and Coverage Impacts  Approximately 61% of children with hearing loss 
whom do not have coverage for hearing aids use hearing aids. The estimated average cost of a 
hearing aid is $3,000 and the expected life-span of a child's hearing aid is two years.  Only 10% of 
the large group insurance market cover hearing aids, for example, CalPERS offers a benefit of 
$1,000 for every 36 months.  Medi-Cal and Healthy Families cover hearing aids.  Medi-Cal coverage 
is subject to utilization controls and Healthy Families covers hearing aids and ancillary items at no 
charge every 36 months.  In terms of this bill's impacts on cost, the CHBRP predicts an average 
increase of .05% or $0.12 per member per month, with the largest impact on the small group 
market.  CHBRP states that the mandate in this bill would likely increase access to approximately 
4% of children with hearing impairments. 
 
c)   Public Health Impacts  The CHBRP report estimates that an additional 3,200 children would 
obtain hearing aids with the passage of this bill, and that children who had obtained hearing aids 
previously are likely to obtain aids with better technology with the benefit subsidy in this bill.  
Additionally the report provides that qualitative studies suggest that untreated hearing impairments 
result in increases in lost productivity, special education needs and medical care costs. 
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ASSEMBLY COMMITTEE ON APPROPRIATIONS, 6/22/2004 
 
AB 1996 (Thomson), Chapter 795, Statutes of 2002, requests the University of California (UC) to 
assess legislation proposing a mandated benefit or service, and prepare a written analysis with 
relevant data on the public health, medical, and economic impact of proposed health plan and health 
insurance benefit mandate legislation.  UC's analysis indicates CalPERS provides a hearing aid 
benefit of $1,000 for every 36 months, and Medi-Cal and Healthy Families cover hearing aids.  
Medi-Cal coverage is subject to utilization controls and Healthy Families covers hearing aids and 
ancillary items at no charge every 36 months.  For the privately insured, CHBRP estimates an 
average premium increase of .05% or $0.12 per member per month, with the largest impact on the 
small group market. 
 
 
ASSEMBLY FLOOR ANALYSIS, 8/17/2004 
 
AB 1996 (Thomson), Chapter 795, Statutes of 2002, requests the University of California (UC) 
assess legislation proposing a mandated benefit or service, and prepare a written analysis with 
relevant data on the public health, medical, and economic impact of proposed health plan and health 
insurance benefit mandate legislation.  The CHBRP was created in response to AB 1996.  The 
California Health Benefits Review Program's (CHBRP's) analysis of SB 1158 indicates the following: 
 
1) Medical effectiveness:  A literature search analysis supports the conclusion that the use of hearing 
aids is medically effective in treating children with hearing loss.  One report showed observational 
and anecdotal evidence that early childhood detection and intervention of hearing impairment 
improves speech and language development. 
 
2) Utilization, cost and coverage impacts:  Approximately 61% of children with hearing loss whom 
do not have coverage for hearing aids use hearing aids.  The estimated average cost of a hearing aid 
is $3,000 and the expected life-span of a child's hearing aid is two years.  Only 10% of the large 
group insurance market cover hearing aids, for example, the California Public Employees 
Retirement System offers a benefit of $1,000 for every 36 months.  Medi-Cal and Healthy Families 
cover hearing aids.  Medi-Cal coverage is subject to utilization controls and Healthy Families covers 
hearing aids and ancillary items at no charge every 36 months.  In terms of this bill's impacts on 
cost, the CHBRP predicts an average increase of .05% or $0.12 per member per month, with the 
largest impact on the small group market.  CHBRP states that the mandate in this bill would likely 
increase access to approximately 4% of children with hearing impairments. 
 
3) Public health impacts.  The CHBRP report estimates that an additional 3,200 children would 
obtain hearing aids with the passage of this bill, and that children who had obtained hearing aids 
previously are likely to obtain aids with better technology with the benefit subsidy in this bill.  
Additionally the report provides that qualitative studies suggest that untreated hearing impairments 
result in increases in lost productivity, special education needs and medical care costs. 



 

 

SB 1555 (Speier), 2004: Maternity Services 
 
 
SENATE COMMITTEE ON INSURANCE Hearing, 4/19/2004 
 
UC Cost-Benefit Analysis: Pursuant to AB 1996 (Thompson, 2002), the University of California has 
submitted to the Legislature a cost-benefit analysis for each of the health insurance mandate bills 
before the committee at its April 21, 2004, hearing: SB 1158  (Scott); SB 1192 (Chesbro); and SB 
1555 (Speier).  The UC reports detail the medical effectiveness, cost, and public health impact of 
each health mandate bill.   
 
The reports are coordinated by a small UC staff, which oversees a network of healthcare and health 
insurance experts and contracts with Milliman USA for actuarial analysis.  UC gives the stakeholders 
who are directly affected by the legislation the opportunity to submit information but no editorial 
control over the reports. However, UC solicits comments on initial drafts of its analyses from a 
national stakeholders group, including representatives of consumers, insurers and health plans, 
employers and other purchasers, and hospitals and other providers.   
 
The UC reports are the only cost-benefit analyses available to the committee for consideration.  The 
director of UC's California Health Benefits Review Program will be available to answer questions 
that the committee may have about the reports.  The executive summary and total cost analysis of 
SB 1192 have been excerpted from the full report and are attached to this analysis.     
 
UC Results in Brief   

 
Medical effectiveness:  UC finds that "many individual elements of both maternity and neonatal care 
have been demonstrated to be effective."  However, limitations in the studies conducted on the full 
range, or "package," of maternity care prevent UC from making any firm conclusions about the 
medical effectiveness of the benefit package, as a whole, that is required in SB 1555. Utilization, 
cost, and coverage impacts: SB 1555 is estimated to increase premiums between $0.00 and $0.90 per 
member per month (PMPM), depending on the type of insurance product.  In terms of total 
premium increases, SB 1555 is the lowest-costing health mandate bill before the committee when all 
markets are considered.  This is because coverage for maternity care is almost universal in the group 
market, so its effect on total costs is small.   
 
However, most of the cost increases from mandating coverage of maternity care occur the individual 
insurance market, particularly the 12% of that market that currently does not have the benefit.  UC 
projects that the cost of individual insurance premiums could increase by an average of about 13% 
for individuals aged 25-39 currently without coverage for the benefits.  (UC does assume that those 
in the individual market already covered for maternity care will see their premiums decrease slightly.)  
Within the 12% of the individual market currently without coverage for maternity care, premium 
increases could cause up to 1,900 men and women to drop coverage.
 
UC writes that because only 12% of those with individual health insurance have purchased policies 
excluding maternity coverage, it does not appear that the absence of a mandate has caused 
significant market segmentation, whereby low-risk individuals self-select into low-cost policies and 
drive up costs for high-risk insurance consumers.   
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On the other hand, UC notes that a recent change to the Insurance Code (SB 1411, Speier, 2002) 
prohibits health insurers from charging different copayments and deductibles for maternity care than 
they do for other types of care.  Because policies with maternity care often had higher deductibles 
and copayments than policies excluding the benefit, UC projects that, in the absence of a mandate 
such as SB 1555, more plans may choose to exclude maternity coverage altogether  (supporters of 
SB 1555 make a similar argument - see below).   
 
Public Health Impacts:  According to UC: "This mandate will not impact the health of the 
community through the benefits of prenatal care, because a large proportion of the insured target 
population is already covered for prenatal care.  This legislation is also not likely to make any 
improvements in health outcomes such as low birth weight and pre-term births?.  Finally, this 
legislation is not likely to substantially reduce infant mortality rates or premature death among 
pregnant women because of the small number of women who will be affected by the mandate." 
 
ASSEMBLY COMMITTEE ON HEALTH Hearing, 6/14/2004 
 
HEALTH BENEFITS REVIEW PROGRAM ANALYSIS   Consistent with AB 1996 (Thomson), 
Chapter 795, Statutes of 2002, the University of California reviewed this bill to determine its 
financial impact in relation to the entire private health insurance market for the working-age 
population.  As a result, although the bill only directly affects people in DOI regulated plans, the 
California Health Benefits Review Program (CHBRP) reports costs and coverage changes for the 
entire private-insurance market and the potential impact on public payers and the number of 
uninsured.  According CHBRP, most Californians with private insurance (98%) have coverage for 
prenatal care and maternity services.  Statewide, an estimated 284,000 privately insured individuals 
do not have maternity benefits.  For small firms (up to 50 employees), about 74,000 adults (1.4% of 
those employed in small firms that provide employee health benefits) lack coverage for maternity 
benefits.  In large firms, about 18,000 adults (0.2% of those employed in large firms that provide 
employee health benefits) lack this coverage.  In the market for individual coverage, approximately 
12% lack maternity benefits.  Total expenditures (including total premiums and out-of-pocket 
spending for copayments and non-covered benefits) by or on the behalf of all commercially insured 
individuals were estimated to increase by 0.01% as a result of the bill (or $0.03 per member per 
month). Virtually all of the impact is expected to be concentrated in the individual insurance market, 
where total costs (including total premiums and out-of-pocket spending for copayments and non-
covered benefits) were estimated to increase by 0.10%.  Total costs in the group market, for both 
small and large firms, were estimated to increase by less than $0.03 per member per month.   
 
The report concluded that if the mandate contained in this bill is not enacted, more commercial 
insurers in the individual and group insurance markets could potentially drop maternity benefits as a 
cost-saving strategy to lower premiums and increase market share. The report also stated that this 
market segmentation could drive up the premiums for insurers who continue to offer maternity 
benefits, and lead to more individuals with private insurance moving to the Medi-Cal program to pay 
for their prenatal and delivery care.  
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ASSEMBLY COMMITTEE ON HEALTH Hearing, 6/29/2004 
 
Consistent with AB 1996 (Thomson), Chapter 795, Statutes of 2002, the University of California 
reviewed this bill to determine its financial impact in relation to the entire private health insurance 
market.  UC's California Health Benefits Review Program (CHBRP) writes that most Californians 
with private insurance (98%) have coverage for prenatal care and maternity services.  Statewide, an 
estimated 284,000 privately insured individuals do not have maternity benefits.  For small firms (up 
to 50 employees), about 74,000 adults (1.4% of those employed in small firms that provide employee 
health benefits) lack coverage for maternity benefits.  In large firms, about 18,000 adults (0.2% of 
those employed in large firms that provide employee health benefits) lack this coverage.  In the 
market for individual coverage, approximately 12% of adults (or above 192,000 people) do not have 
maternity benefits.   
 
Virtually all of the financial impact of this bill is expected to be concentrated in the individual 
insurance market, where total costs (including total premiums and out-of-pocket spending for 
copayments and non-covered benefits) are estimated to increase by 0.10%.  However, in the 
individual market, premiums are estimated to increase by 13% among people aged 25 to 39 years 
who currently purchase policies without maternity benefits, although UC indicates the specific dollar 
increase in premium expenditures for this market segment is difficult to estimate.   
 
The report concluded that if the mandate contained in this bill is not enacted, more commercial 
insurers in the individual and group insurance markets could potentially drop maternity benefits as a 
cost-saving strategy to lower premiums and increase market share.  The report also states that this 
market segmentation could drive up the premiums for insurers who continue to offer maternity 
benefits, and lead to more individuals with private insurance moving to the Medi-Cal program to pay 
for their prenatal and delivery care.  
 
ASSEMBLY FLOOR Analysis, 7/9/2004 
 
Consistent with AB 1996 (Thomson), Chapter 795, Statutes of 2002, the University of California 
reviewed this bill to determine its financial impact in relation to the entire private health insurance 
market for the working-age population.  As a result, although SB 1555 only directly affects people in 
DOI regulated plans, the California Health Benefits Review Program (CHBRP) reports costs and 
coverage changes for the entire private-insurance market and the potential impact on public payers 
and the number of uninsured.  According CHBRP, most Californians with private insurance (98%) 
have coverage for prenatal care and maternity services.  For small firms (up to 50 employees), about 
74,000 adults (1.4% of those employed in small firms that provide employee health benefits) lack 
coverage for maternity benefits.  In large firms, about 18,000 adults (0.2% of those employed in 
large firms that provide employee health benefits) lack this coverage.  In the market for individual 
coverage, approximately 12% lack maternity benefits.  Total expenditures (including total premiums 
and out-of-pocket spending for copayments and non-covered benefits) by or on the behalf of all 
commercially insured individuals were estimated to increase by 0.01% as a result of the bill (or $0.03 
per member per month). Virtually all of the impact is expected to be concentrated in the individual 
insurance market, where total costs (including total premiums and out-of-pocket spending for 
copayments and non-covered benefits) were estimated to increase by 0.10%.  Total costs in the 
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group market, for both small and large firms, were estimated to increase by less than $0.03 per 
member per month.   
 
The report concluded that if the mandate contained in this bill is not enacted, more commercial 
insurers in the individual and group insurance markets could potentially drop maternity benefits as a 
cost-saving strategy to lower premiums and increase market share. The report also stated that this 
market segmentation could drive up the premiums for insurers who continue to offer maternity 
benefits, and lead to more individuals with private insurance moving to the Medi-Cal program to pay 
for their prenatal and delivery care.  
 



 

 

AB 2185 (Frommer), 2004:  Asthma Management 
 
 
ASSEMBLY COMMITTEE ON HEALTH Hearing, 4/19/2004 
 
Consistent with AB 1996 (Thomson), Chapter 795, Statutes of 2002, the University of California 
reviewed the portion of this bill that mandates coverage of asthma training and education.  Through 
their analysis of literature, they found that self-management training and education for children with 
symptomatic asthma has statistically significant effects in reducing the number missed school days, 
the percentage of children with asthma experiencing restricted-activity days, nights of nocturnal 
asthma, and days of asthma symptoms.  They also reported that training and education was found to 
have an effect on increased numbers of symptom-free days and child and caregiver knowledge about 
asthma and its management.  Additionally, these services resulted in an estimated 26% reduction in 
asthma-related emergency room visits and a 30% reduction in the number of asthma-related 
hospitalizations.   
 
Finally, their analysis concluded that total expenditures (including total premiums and out-of-pocket 
costs) would increase by 0.02% in both the large- and small-group markets and the individual 
market.  The new costs associated with increased utilization of self-management training and 
education and over-the-counter drugs are estimated to increase total expenditures by .022%.  
However, the savings associated with reduced emergency room and hospital utilization is estimated 
to offset total expenditures by .002% (approximately 10% of the increase is offset by savings). 
 
 
SENATE COMMITTEE ON INSURANCE Hearing, 6/16/2004 
 
Pursuant to AB 1996 (Thomson, Chapter 795, Statutes of 2002), the California Health Benefits 
Review Program (CHBRP) analyzed this bill for medical effectiveness, cost, and public health 
impacts.  In brief, CHBRP found that the literature supports the effectiveness of self-management 
training and education programs, and it suggests that self-management interventions can reduce 
emergency room visits and hospitalizations by 26% and 30%, respectively.  Based upon the 
literature, CHBRP could not determine the effectiveness of spacers, nebulizers, and peak flow 
meters.  
 
As for cost, CHBRP found that nearly all children enrolled in health maintenance organizations in 
California have coverage for the devices and education mandated in this bill.  The biggest changes in 
utilization would be greater use of pediatric self-management education programs (+10% for 
children already covered) and, again, a decrease in asthma-related emergency room visits and 
hospitalizations.  The impact on cost (total net expenditures including total premiums and out-of-
pocket costs) would be an increase of 0.007% in both the large and small group markets and the 
individual market. Public health benefits could include the following, CHBRP found: reduced 
restrictions on the physical activities of children, reduced acute episodes of childhood asthma, and 
increased knowledge of asthma leading to improvements in childrens' lives and the lives of their 
caregivers.  
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AB 1549 (Frommer, Chan, Laird) 2004: Childhood Asthma 
 
 
ASSEMBLY COMMITTEE ON HEALTH Hearing, 4/30/2004 
 
A portion of this bill proposes that health care service plans provide a mandated benefit. Consistent 
with AB 1996 (Thompson), Chapter 795, Statutes of 2002), the author is requesting that these 
provisions be removed from the bill in committee so that the University of California can review the 
issue of requiring health plans to cover medication, devices, and training and education services.  
 
 


