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The California Health Benefits Review Program’s (CHBRP) authorizing statute directs the Program to analyze “the 
impact on the health of the community, including diseases and conditions where disparities in outcomes associated with 
the social determinants of health as well as gender, race, sexual orientation, or gender identity are established in peer-
reviewed scientific and medical literature.”1 CHBRP analyzes health disparities and social determinants of health 
(SDOH)2 when evidence demonstrates that these factors influence health outcomes, providers, or access to health care 
tests, treatments, and services identified in the bill. Because many disparities in health outcomes have their roots in 
systemic racism, it is important to explore the impact that systemic racism has on health policies, practices, structures, 
and systems, as well as the information available to CHBRP for conducting its analyses.  

Background 

Racism is the relegation of people of color3 to inferior status based on unfounded beliefs and biases (Braveman, 2022). 
Racism can be conscious or unconscious as well as explicit or implicit. Racism occurs at multiple levels – from individual 
and interpersonal interactions to the systems and structures upon which society is built.  

Systemic racism is pervasive in all aspects of society and contributes to racial disparities in health (Feagin, 2013; Bailey 
et al., 2021). In the United States and in California specifically, there is a history of racism in policies related to housing, 
employment, education, healthcare, and more (CA Reparations Task Force, 2022). A major body of literature indicates 
the myriad of ways in which historical policies and practices have established structural racism that exists today 
(Solomon et al., 2019; Mauer, 2017). Although many explicit racial biases have been stripped from policies and 
programs, the legacy and impact of racism remain embedded in systems and structures (Feagin, 2013). Therefore, 

                                                           
1 CHBRP's authorizing statute is available at: https://www.chbrp.org/about/faqs   
2 “Social drivers of health” is increasingly used as a substitute for "social determinants of health", as “driver” allows for the possibility for change whereas 
“determinant” implies no room for change.  
3 For the purposes of this issue brief, CHBRP will use the term “people of color” to refer to African Americans, American Indians/Alaska Natives, Asian 
Americans, Latinos/Hispanics, and Native Hawaiians/other Pacific Islanders (Braveman, 2022). There are numerous terms that can be used to collectively refer to 
these populations, and there is not strong consensus on the most appropriate one. Other terms include “historically marginalized racial and ethnic groups” and 
Black, Indigenous, and People of Color (BIPOC) communities. 

https://www.chbrp.org/about/faqs
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understanding and acknowledging the impacts of systemic racism on health is an important component of policy 
analysis.4 

Systemic Racism and Health Policy Analysis  

CHBRP has identified five key ways in which systemic racism directly affects policy analysis of health insurance-related 
legislation in California.  

1. Health Insurance Coverage. Racism impacts the income and financial assets of Californians, creating inequities 
in the ability to pay for health insurance. The fact that the health insurance system is largely employer-based 
contributes to health disparities for people of color. People who do not have a stable, full-time job with benefits 
often do not have stable access to health insurance, and due to systemic racism in education and employment, 
people of color are more likely to experience this instability (Sohn, 2017). While health insurance is also 
available to purchase through the individual market (such as through Covered California), not all Californians are 
eligible for premium subsidies or cost-sharing assistance, either due to income or documentation status. 
Similarly, while Medi-Cal is available to low-income Californians regardless of documentation status, disparities 
in access and quality of care remain. The overall differences in required cost sharing, premiums, covered 
benefits, and providers accepting the forms of insurance impact whether Californians are enrolled in health 
insurance, which form of health insurance, and whether they are able to access and utilize health care services.  

Distribution of racial/ethnic groups vary between commercial health insurance and Medi-Cal, as well as within 
each market, and legislation written to exempt one market or the other may unequally affect different 
racial/ethnic groups, causing more change in benefit coverage and related health outcomes for some 
racial/ethnic groups than for others. People of color represent a larger portion of Medi-Cal enrollees in managed 
care plans (around 80%) and a smaller portion of commercial enrollees (55%).5 However, although these 
racial/ethnic groups are overrepresented in the Medi-Cal population relative to their share of California’s 
population, there are more people of color among commercial enrollees (around 8 million) than there are among 
Medi-Cal beneficiaries enrolled in DMHC-regulated plans (around 5 million). Therefore, within CHBRP’s 
analyses, it is important to discuss whether health insurance-related legislation unequally affect groups of 
Californians based on insurance status.  

2. Prevalence and Severity of Health Conditions. Some differences in prevalence and severity of health conditions 
between groups are the result of systemic racism. This is not due to any inherent differences between groups 
but rather differences in the access to resources and conditions that promote health for people of color. As a 
result, legislation related to varying conditions may have differential impacts on different racial and ethnic 
groups and the mandate will not impact all Californians’ health in the same way.  

For example, Latino people living in the US are more than twice as likely as Non-Hispanic White people living in 
the US to develop type 2 diabetes (CDC, 2022). This disparity is due in part to lower income and decreased 
access to education and health care for Latinos in the US as compared with Non-Hispanic White people, which 
is an outcome of systemic racism, not any inherent medical differences between groups (Aguayo-Mazzucato et 
al., 2018). Therefore, legislation related to diabetes that are analyzed by CHBRP may have different impacts for 
Latino Californians compared to other groups. 

                                                           
4 CHBRP acknowledges that racism is not the only form of systemic discrimination that impacts health. Sexism, ableism, homophobia, transphobia, xenophobia, 
colorism, and ageism are examples of discrimination based on personal identities, stigma, and power structures; and all have significant health impacts. There 
are also intersections between these identities that result in people with multiple marginalized identities experiencing compounded discrimination.  
5 See CHBRP's Analysis Methodology document Benefit Mandate Structure and Unequal Racial/Ethnic Health Impacts, available at:  
https://www.chbrp.org/about/analysis-methodology/public-health-impact-analysis  

https://www.chbrp.org/about/analysis-methodology/public-health-impact-analysis
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3. Health Care Treatment and Workforce. Racism can impact the treatment that individuals receive when they 
seek care, at both an interpersonal level and a systemic level. The composition and actions of the healthcare 
workforce contributes to differences in quality of care received by people based on race. The healthcare 
workforce is disproportionately white, and medical education often lacks adequate training for providing care for 
people of color (Mora et al., 2022; Pfeffinger et al., 2020; Louie and Wilkes, 2018). Therefore, when a new 
health benefit mandate is enacted in California, its effectiveness is limited by the ability of the workforce to 
adequately provide it to all Californians who seek the corresponding test, treatment, or service. Due to systemic 
racism, there may be disparities based on race in how providers interact with the patient and how well the 
provider carries out the test, treatment, or service once they are with the patient. 

4. Social Determinants of Health. Systemic racism contributes to racial disparities in SDOH, such as housing, 
employment, environment, education, nutrition, community safety, socioeconomic status, and more (Braveman et 
al., 2022). These social conditions impact the extent to which individuals are able to experience the benefits of a 
covered test, treatment, or service. Examples include limited resources to recover from a procedure due to 
unsafe or unstable housing, inability to dedicate time to seeking treatment or follow-up due to employment or 
transportation conditions, or likelihood of relapse of a substance use disorder based on the conditions of the 
community to which a patient returns. These factors directly influence how different communities experience the 
impacts of a health benefit mandate. In some bill analyses, CHBRP notes how SDOH are relevant to the test or 
treatment at hand. For example, CHBRP’s abbreviated analysis of AB 391 (2017) “Medi-Cal: Asthma Preventive 
Services” found that housing type and health literacy impacted the burden of poorly controlled asthma in the 
Medi-Cal population; therefore, preventative services may disproportionately alleviate the burden of asthma for 
racial and ethnic groups that have historically experienced disparities in these SDOH.6  For some bills, CHBRP’s 
analyses may suggest a potential impact of the policy on SDOH. CHBRP’s analysis of AB 1316 (2017) 
“Childhood Lead Poisoning: Prevention” found that changes to screenings may ameliorate disparities in 
educational attainment and socioeconomic status due to lead exposure; children, including Black children who 
are disproportionately impacted by lead poisoning, would experience improved treatment and abatement due to 
increased screening.7 

5. Research and Data. Academic, research, and government institutions that fund and conduct medical, public 
health, and health services research are also susceptible to the impacts of systemic racism, which affects these 
institutions’ contributions to the field. Many of these institutions have histories of discriminatory policies and 
practices, both at specific institutions and systemically. There is poor representation of people of color both in 
the design of research and in study participants (Frogner, 2022; Hoppe et al., 2019; Chen et al., 2022; Mervis, 
2022; Salazar et al., 2021; Else and Perkel, 2022; Harvey, 2020; Ejogu et al, 2011). This affects the data that are 
available, the topics that have been funded and studied to create the evidence base, and the urgency with which 
different topics are addressed (Hardeman and Karbeah, 2020). CHBRP is therefore limited by the evidence that 
is available to assess the financial, public health, and medical impacts of proposed health insurance-related 
legislation.  

Conclusion 

Systemic racism has profound impacts on health; it leads to disparities in SDOH as well as unequal treatment within and 
access to health systems for people of color. Systemic racism also influences the evidence available to conduct health 
policy analysis, potentially limiting conclusions CHBRP is able to draw from available research.  

                                                           
6 CHBRP's 2017 analysis of Assembly Bill 391 is available at https://www.chbrp.org/analysis/completed-analyses.   
7 CHBRP's 2017 analysis of Assembly Bill 1316 is available at https://www.chbrp.org/analysis/completed-analyses. 

http://analyses.chbrp.com/document/view.php?id=1257
http://analyses.chbrp.com/document/view.php?id=1257
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While it is true that health insurance benefits mandates and repeals cannot remedy systemic racism, it is important to 
understand how and why tests, treatments, and services may have different impacts across racial and ethnic groups. 
Because CHBRP is statutorily tasked with determining the potential impacts of a bill with regards to health disparities 
and SDOH, it is essential to take systemic racism into account in its rigorous, evidence-based analysis of the medical, 
financial, and public health impacts of proposed health insurance benefit-related legislation.  

 

Appendix A. Definitions 

CHBRP reviewed and considered multiple sources of definitions of the following terms. The definitions selected are from 
well-respected sources and are most appropriate in the context of CHBRP's work in analyzing health insurance benefit 
mandates and related legislation.  

Health Disparities: “A particular type of health difference that is closely linked with social, economic, and/or 
environmental disadvantage. Health disparities adversely affect groups of people who have systematically experienced 
greater obstacles to health based on their racial or ethnic group; religion; socioeconomic status; gender; age; mental 
health; cognitive, sensory, or physical disability; sexual orientation or gender identity; geographic location; or other 
characteristics historically linked to discrimination or exclusion” (HP2030). 

Racism: “The relegation of people of color to inferior status and treatment based on unfounded beliefs about innate 
inferiority, as well as unjust treatment and oppression of people of color, whether intended or not. Racism is not always 
conscious, intentional, or explicit—often it is systemic and structural” (Braveman et al., 2022). 

Individual Racism/Interpersonal Racism: Refers to the ways in which people, intentionally or not, treat racial 
and ethnic groups differently, thereby perpetuating systemic and structural racism and producing inequitable 
access to resources and opportunities (Williams et al., 2019). 

Systemic Racism: “Emphasizes the involvement of whole systems, and often all systems—for example, political, 
legal, economic, health care, school, and criminal justice systems—including the structures that uphold the 
systems” (Braveman et al., 2022).  

Structural Racism: “Emphasizes the role of the structures (laws, policies, institutional practices, and entrenched 
norms) that are the systems’ scaffolding” (Braveman et al., 2022). 

Social Determinants of Health (SDOH): “The non-medical factors that influence health outcomes. They are the 
conditions in which people are born, grow, work, live, and age, and are the wider set of forces and systems shaping the 
conditions of daily life. These forces and systems include economic policies and systems, development agendas, social 
norms, social policies and political systems” (WHO, 2023). SDOH affect everyone and can have a positive or negative 
impact on health. 
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About the California Health Benefits Review Program (CHBRP) 

Drawing on the experience and assistance of multi-disciplinary faculty, researchers, and analysts based at the University 
of California, CHBRP provides the California Legislature with timely, independent, and rigorous evidence-based 
analyses of introduced health insurance benefits-related legislation. Most frequently, CHBRP analyzes proposed health 
insurance benefit mandates (e.g., mandates to cover a test, treatment, or service, such as continuous glucose monitors). 
For more about CHBRP’s 60-day analysis process, see the resource Academic Rigor on a Legislature's Timeline.  

To read any of the 200+ bill analyses CHBRP has completed, see the Completed Analysis page on CHBRP’s website. 
In addition to analysis of introduced legislation, CHBRP produces other publications including several annually updated 
resources, as well as issue briefs and explainers.  
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