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Outline for this Briefing

e Qverview of CHBRP
o What, Who, How
o The Process for Benefit Mandates

* The Health Insurance Landscape in California

» What you will find in CHBRP’s Reports
o Medical Effectiveness Analysis
o Benefit Coverage, Cost, Utilization Analysis
o Public Health Analysis

e Other useful other publications/products

e CHBRP Reauthorization
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What iIs CHBRP?

 CHBRP is an independent, analytic resource serving
the Legislature, grounded in academia and policy
analysis
o Administered by the University of California
o Provides timely, evidence-based information to the
Legislature
o Charged with analyzing the:
1) Medical effectiveness;
2) Projected cost(s); and
3) Public health impacts of health insurance benefit
mandates or repeals.
4) Other insurance topics, including SDOH
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KW:  CHBRP was initially created by statute in 2003 to analyze health insurance benefit mandate bills and provide evidence-based information to the Legislature to assist its decision-making on these kinds of bills. The program was then reauthorized in 2015 for two years.

CHBRP is housed at the University of California and relies on faculty at several UC campuses for its analysis.

The three key areas you will see in our analysis of a bill are looking at the Medical Effectiveness, cost impact, and public health impacts of the legislation. Where applicable, you will also find discussion of the bill’s interaction with Social Determinants of Health, as outlined in our current statute.




Who 1s CHBRP?

 Task Force of faculty and researchers

 Actuarial firm (new contract as of January 2016):
PricewaterhouseCoopers

e Librarians
e Content Experts
 National Advisory Council

» CHBRP Staff
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CHBRP’s work is done by several individuals – 

As I just mentioned, we have a faculty task force comprised of faculty from UC and other California Universities. An actuarial firm that we contract with  - Pricewaterhouse Coopers, that we just newly contracted with as of January 2016, Librarians, also at UC campuses, Content Experts from various disciplines in the health care arena, a National Advisory Council made up of leading health care industry stakeholders and experts, and a team of CHBRP staff of the Office of the President.
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Who 1s CHBRP?

Public Health Team
UC Davis (Primary)
UC San Diego

Medical Effectiveness Team s i
UC San Diego UCsF

. UC Berkeley
UC San Francisco

Cost Team
UC Los Angeles (Primary)
UC San Diego ucLA

UC Irvine

UC San Diego
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S
CHBRP Reports Enhance Understanding

» Expert — leverages faculty and researchers,
policy analysts, and an independent actuary to
perform evidence-based analysis

* Neutral — without specific policy
recommendations

 Fast — 60 days or less
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KW: CHBRP leverages the expertise of the faculty and researchers, and actuaries to provide evidence-based analyses. 

The analyses are neutral – we do not make recommendations, but provide the legislature and stakeholders with essential information that informs decision making. Our timeline is fairly quick – we provide these analyses in 60 days for less.


CHBRP’s Website: www.chbrp.org

/ \ L I F . A Social Hubs - [
HEALTH BENEFITS REVIE
. arch CHBRP.org

Objective Legislatiy

Recent Requests

CHBRP is now seeking candidates for its 2016 Summer Internship Program.
Attend CHBRP's Legislative Briefing on Health-insuranced Related Bills.

What's New... ADD ME
to the
MAILING LIST
| CA Mandates for 2016 . ; : :
Resource CHBRP has updated its CA Mandates =

Resource for 2016.

— Analysis of AB 533: Out-of- Latest Tweets
Bill Network Coverage
AI!.RIYSiS CHBRP has submitted its analysis of
, | Assembly Bill 533, Out-of-Network about 6 days ago California
Coverage. Health Offidals and Journalists
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To date, CHBRP has produced over 100 analytic reports issue analyses, as well as numerous letters, resources and materials.
All of our work can accessed at our website. If you haven’t already, please sign up for our mailing list, by clicking on “add me to the mailing list.”
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CHBRP Reports Enhance Understanding
of Health Insurance

e Health Insurance Benefits:
o Benefits are tests/treatments/services appropriate for one

or more conditions/diseases

» Health Insurance Benefit Mandates are:
o Requirements imposed on health insurance (whether
publicly financed or privately financed) to cover specific
benefits or alters terms and conditions of coverage

10
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Health Insurance Benefits may be coverage for:
Specific treatments such as Cancer screening (breast, cervical, prostate)
Services: anesthesia for dental procedures
Conditions/diseases such chronic disease management (diabetes, osteoporosis, HIV/AIDS)
Cost Sharing  




How CHBRP Works

« Upon receipt of the Legislature’s request, CHBRP convenes multi-
disciplinary, analytic teams

 CHBRP staff manage the teams, complete policy context
e Each analytic team evaluates:

Medical Effectiveness

What services/treatments are included? Do they work? What studies have been done?

Cost Projections

Will enrollees use it? How much will it cost?

Public Health Impacts

What impacts on the community’s overall health? What are the health outcomes
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A CHBRP analysis focuses on an introduced bill in the Legislature. Once the Legislature makes a request of CHBRP, each bill is assigned a team that is made up of an interdisciplinary team ->>>>>> 

Each section builds upon the other in a CHBRP report.

The Medical Effectiveness team – housed at UCSF and UC San Diego looks to determine what services or treatments are  included. Do they work? What studies have been done?

The Cost team, located mostly at UCLA,  then looks at whether enrollees will use the specified treatments or services and how much it is projected to cost.

Finally, the Public Health, at UC Davis and UC San Diego, , we have Dr. Joy Melnikow, the Vice Chair of the Public Health team at Davis here today, who be presenting later, looks at the bill’s impact on the community’s overall health.
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CHBRP’s 60-Day or Less Timeline

Mandate Bill
Introduced and
Request sent to

CHBRP

Vice Chair/CHBRP
Director Review

Team Analysis

Final to National Advisory
Legislature Committee

Revisions

12
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Let’s look more closely at the 60-day timeline I mentioned earlier. CHBRP’s work is triggered by a request from the first health committee that looks at the bill. The policy or appropriations committees that will vote up or down on the bill incorporates testimony, hearings, and CHBRP’s analysis in its consideration. Proponents and opponents regularly cite CHBRP’s analysis as an accepted baseline.

Each report includes two layers of peer review = first from senior faculty, who are vice chairs of ME, Cost, and PH. Second from nationally recognized health executives, researchers, economists – all of whom spend many hours on the reports.

A remarkable amount of teamwork and coordination is necessary to make this all work. And where possible, we try to do our work in less than 60 days.
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Health Insurance ...

 Covers the cost of an enrollee’s medically
necessary health expenses (excepting some
exclusions).

* Protects against some or all financial loss due
to health-related expenses.

BILL pg,
D
MPeany

=
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This presentation will discuss several key aspects of health insurance.  

Specifically, that health insurance is
Regulated – either at the federal level or by both the feds and the state
Divided into markets – which are named according to who is doing the purchasing
Subject to benefit mandates – which are laws enforced by a regulator that require something from a health insurer or plan


Health Insurance ...

* IS regulated
e IS divided into markets

* may be subject to state laws, such as
benefit mandates

CALIFORNIA HEALTH BENEFITS REVIEW PROGRAM
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Presentation Notes
This presentation will discuss several key aspects of health insurance.  

Specifically, that health insurance is
Regulated – either at the federal level or by both the feds and the state
Divided into markets – which are named according to who is doing the purchasing
Subject to benefit mandates – which are laws enforced by a regulator that require something from a health insurer or plan


State-regulated health insurance...

IS either defined by a health care service plan
contract that Is:

» Subject to CA Health & Safety Code

e Reqgulated by DMHC

Managed
Health #:re

CALIFORNIA HEALTH BENEFITS REVIEW PROGRAM
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In California, there are two kinds of state-regulated health insurance READ SLIDE.




State-regulated health insurance...

or Is defined by a health insurance policy that Is:
 Subject to CA Insurance Code
* Reqgulated by CDI

CALIFORNIA HEALTH BENEFITS REVIEW PROGRAM
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In California, it can also be from enrollment in a READ SLIDE.


Health Insurance Enrollment in California

Uninsured,

2,592,000

CDI-reg,
1,795,000

DMHC-reg,
Not Medi-Cal,
15,338,000

State-regulated

health insurance
24.557,000

Insured, not
subject to state
mandates,*

10,756,000

DMHC-reg,
Medi-Cal Plans,
7,424,000

*Such as Federally regulated health insurance, including Medicare and self-insured products.
Source: California Health Benefit Review Program, 2015

19

CALIFORNIA HEALTH BENEFITS REVIEW PROGRAM


Presenter
Presentation Notes
This pie chart displays the percentage of Californians associated with heatlh insurance, by regulator.

DARK BLUE SECTION represents persons enrolled in state-regulated plans or policies, about 62%.  The bar chart shows the break out between the two regulators, CDI & DMHC.  Covered CA, by the way, purchases plans an policies regulated by either DMHC or CDI.

LIGHT BROWN SECTION represents persons who have health insurance subject to neither DMHC nor CDI - Examples would include persons with Medicare, or with benefits provided to veterans by the VA, or enrolled in the “self-insured” plans that belong to a lot of big employers.  

Confusingly, some of the insurance names you know, such as Medi-Cal, and one of the big purchasers, CalPERS, are associated with both the DARK BLUE and the LIGHT BROWN sections of the pie.  Medi-Cal managed care enrollees are pretty much in the DARK BLUE SECTION, but Medi-Cal FFS enrollees are in the LIGHT BROWN SECTION.
Similarly, CalPERS purchases enrollment from DMHC-regulated plans, so some of it’s enrollees are in the DARK BLUE SECTION, but it also offers self-insured options, which means some of it’s enrollees are over in the light brown.

Lastly, the dark brown wedge represents the 7% of Californians who have no health insurance at all.

A key point for CHBRP is that only people enrolled in DMHC-regulated plans or CDI-regulated policies have health insurance that can be subject to a state-level health insurance benefit mandate.



Health Insurance Markets in California

DMHC-Regulated Plans CDI-Regulated Policies

Large Group (100+) Large Group (100+)
Small Group (2-100) Small Group (2-100)
Individual Individual

Medi-Cal Managed Care* ~  —m-ememmmmmmmeee

*except county operated health systems (COHS)

CALIFORNIA HEALTH BENEFITS REVIEW PROGRAM
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So the last slide divided up health insurance by regulator.  Important, too, are the “markets” of health insurance each regulator governs.  

Health insurance that can be purchased is often described in terms of markets – large group, small group, individual.
The name of the market describes the purchaser, not the enrollee.
So I, as an individual, could purchase health insurance for multiple people - say myself, my spouse, and our kids - from the individual market – either directly from the insurer or through Covered CA.
Employers are the most common purchasers in the large and small group markets – though unions, Covered CA, and some other actors are also present.

There’s also a special category for Medi-cal.  As you know, Medi-Cal isn’t “for sale” in a market.  However, the California Department of Health Care Services (DHCS) purchases enrollment in DMHC-regulated plans for most Medi-Cal beneficiaries, so most of the have health insurance potentially subject to state-level benefit mandates. 

These divisions are important because mandates are often written to affect some-but-not-all of these markets.



Benefit

Mandates

Laws requiring health insurance to:

 Cover screening, diagnosis, or treatment for a
condition or disease,

e Covers
e Covers

necific treatments or services;
pecific types of providers; and/or

o Apply s

pecific terms to benefit coverage (such

as visit limits, co-pays, etc).

CALIFORNIA HEALTH BENEFITS REVIEW PROGRAM
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According to CHBRP’s own authorizing statute, benefit mandates are READ SLIDE





Benefit Mandates

State Laws (Health & Safety/Insurance Codes)
67 benefit mandates in California

Federal Laws
 Pregnancy Discrimination Act
 Newborns’ & Mothers’ Health

Protection Act

* Women’s Health and Cancer Rights Act

e Mental Health Parity and Add
o Affordable Care Act

CALIFORNIA HEALTH BENEFITS REVIEW PROGRAM

iIction Equity Act
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In state law – the Health & Safety Code for DMHC-regulated plans and the insurance Code for  CDI-regulated policies, CBHRP is aware of 63 benefit mandates. 

In addition, these plans and policies can also be subject to Federal benefit mandates.

As you know, the last one on the federal list, the ACA, is much broader, but it also contains six benefit mandates, 
including 
the mandate for some plans and policies to cover Essential Health Benefits and 
the mandate for some to cover preventive services without cost sharing.


—
Benefit Mandates
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All of the mandates CHBRP is aware of, state and federal, are listed in a resource we’ve included in your packets.

I’ll now turn the microphone over to my colleagues, Hanh Quach and Laura Grossmann, who will describe the information you can fined in a CHBRP report on a a proposed benefit mandate.
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What Will You Find in a CHBRP Report?

« Key Findings

e SiX major sections:
1. Policy Context

2. Background
3. Medical Effectiveness
4

Cost Impacts (Benefit Coverage Utilization and Cost
mpacts)

o1

Public Health Impacts/Social Determinants of Health

6. Long Term Impacts
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Key Findings:

Analysis of California Senate Bill SB 190

Acquired Brain Injury

Summary to the 20152016 California State Legislature, April 2015

AT A GLANCE

Senate Bill 5B 120 (intreduced February 2015) would
require coverage for a coordinated and particularly
comprehensive service set, post-acute residential
transitional rehabilitation services (PARTRS), for
persans with acquired braim injury (ABI).

* Enrollees covered. CHBRF estimates that in
2018, 17.1 million Californians will have state-
regulated health insurance that would be subject to
Senate Bill SB 190.

* Impact on expenditures. Expendituras would
increase by 0.16%, due to projected shifts in
utilization among persons with ABI from other post-
acute rehabilitation services to PARTRS.

* EHBs. Because PARTRS is residential and
because the residential aspects of habilitative and
rehabilitative essential health benefits (EHEB)
requirements are unclear, it is unclear whether 5B
190 would exceed EHBs.

*  Medical effectiveness. There is a preponderance
of evidence that PARTRS is associated with
ocutcome improvements for persons with ABI.
However, there is insufficient evidence to state that
PARTRS resulis in different outcomes than other
post-acute rehabilitation services. Mote:
insufficient evidence is not evidence of no effect.

*  Benefit coverage. Premandate, all enrollees with
AB| have coverage for post-acute rehabilitation
sernvices, but not all have coverage for PARTRS.
Postmandate, all enrollees would have coverage
for PARTRS.

* Utilization. Postmandate, among persons with
moderate-to-severe ABl who gain coverage for
PARTRS, utilization by 2,500 patients would shift
from post-acute skilled nursing facility (SMNF)-based
or outpatient services to PARTRS.

®  Public Health. Because a shift but no additional
rehabilitation is projected and because there is
insufficient evidence of greater medical
effectiveness for PARTRS than for the other post-
acute rehabilitation services, no change in health
outcomes can be projected.

CALIF

HEALTH RENEFITS REVIE

ACQUIRED BRAIN INJURY

Acquired brain injury (ABI) is & rapid onset brain injury
occuming after birth. ABI excludes congenital disorders,
developmental disabilities, or processes that progressively
damage the brain. ABIl is most frequently associated with
stroke or traumatic brain injury (TBI). ABI ranges in
severity, from mild concussion (requiring litthe or no
treatment) to impairment to coma to death. Impairments
suitable for rehabilitation treatment may include: physical
symptoms (physical disabilities from weakness, impaired
coordination, or spasticity]; cognitive abiliies (thinking,
memary, reasoning); issues around sensory processing
andior communication; mental or behavioral heakh
(depression, anxiety, personality chamges, aggression,
social inappropriateness). Acute and post-acute
rehabilitation cutcomes range from complete restoration of
pre-injury function to permanent, severe disability.

BILL SUMMARY

As illustrated in Figure 1, 5B 180 would affect the health
insurance of 17.1 million Calfomians.

Figure 1. Health Insurance in CA and S8 180

DMt
Mobefa{al
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Souree: Cabfoms Heslrh Bensefin Review Program, 2015

Key Findings: Analysis of California Senate Bill 5B 180

C'\I Ilk A

The number of persons with ABI amang persons with
health insurance subject to SB 180 is less than might be
expected because age interacts with both health
insurance status and the two most commen sources of
ABI, stroke and TBI. Stroke is most common among
persons over 85 years of age, and Medicare is not subject
to state-level benefit mandates. TBI is most common
amang younger persons, who are over-represented
among Medi-Cal beneficiaries, whose health insurance is
exempt from 5B 190,

For persons with AB| with health insurance subject to 5B
180, the mandate would require coverage for post-acute
residential transiticnal services (FPARTRS). The bill
defines PARTRE as a comprehensive set of services
delivered to persons who have been discharged from an
acute hospital stay (so “post-acute”). PARTRS is a
coordinated form of care, as are most “residential” forms
of rehabilitation. SB 190 defines PARTRS as inclusive of a
combination of physical'occupational/speechirespiratory
therapy, prostheticlorthotic services, rehabilitation nursing,
and neuropsychology and psychology services. Some or
all of the elements of PARTRS may be available through
other post-acute rehabilitation services, such as skilled
nursing facility (SMF}-based and outpatient. However,
rehabilitation nursing and neuropsychalogy are mot
commanly available in other post-acute rehabilitation
SErvices.

5B 190 would also require that terms and conditions for
PARTRS coverage be in parity with other benefit coverage
and 5B 180 would prohibit exclusion of adult residential
faciliies as PARTRS providers due to their licensure.

IMPACT OF SB 190

CHBRP found no evidence of terms and conditions for
PARTRS coverage not being in parity with terms and
conditions for other benefit coverage and so assumes the
related 5B 190 requirement would have no direct impact.
CHERP also found that adult residential facilities could be
excluded for reasons other than licensure, and so projects
no direct impact from 5B 180's related prohibition.

CHBRP found that coverage of PARTRS is not universal
among persons with health insurance subject to 5B 180
and so projects that 83% of these enrcllees would gain
bensfit coverage. Because these enrollees already have
coverage for other post-acute rehabilitation services
(outpatient and SNF-based), CHEBRP projects a utilization
shift among enrollees with ABl who gain PARTRS

coverage, but not an increase in over-all utilization of post-
acute rehabilitation services. CHERP assumes that
persons with moderate-to-sewers AB| who qualify for
PARTRS and who gain PARTRS coverage were already
using one of the other post-acute rehabilitation services.
Therefore, CHBRF projects a utilization shift—greater use
of PARTRS and less use of SMF-based and outpatient
rehabilitation services by 2,500 enrollees with new benefit
coverage and ABl—but no greater overall use of post-
acute rehabilitation.

Because the unit cost for PARTRS is higher than the unit
cost for SNF-based and outpatient rehabilitation services,
ZHBRF projects an increase in expenditures (premiums
and enrolles expenses for covered services—a k.a. cost
sharing) as a result of the utilization shift (see Figure 2).

Because the number of persons with moderate-to-severs
AB| annually qualifying for PARTRS is limited and
because facilities that are PARTRS-ready or near-
FPARTRS-ready exist, CHERP expects that persons with
mew benefit coverage would find a facility providing
FARTRS.

Figure 2. 5B 180 Postmandate Expenditure Changes
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Medical Effectiveness and Public Health
Impacts

CHBRP finds insufficient evidence to suggest that a switch
to PARTRES from other post-acute rehabilitation services
wiould chamge health outcomes. Note: imsufficient
evidence is not evidence of no effect.

Current as of April 11, 2015

wiww.chbrp.org
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A CHBRP Report Addresses:

e Does scientific evidence indicate whether the
treatment/service works?

* What are the estimated impacts on coverage, utilization
and costs of the treatment/service?

* What Is the potential value of a proposed health benefit
mandate? What health outcomes are improved at what
cost?

* What are the potential benefits and costs of a mandate
In the long-term?

28
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PoLICcY CONTEXT

* What would the bill do?
* Who would the legislation impact?

* How does the impact differ between the 2 state health
Insurance regulators (DMHC and CDI)?

« How would the bill interact with existing state and
federal law such as the Affordable Care Act?

 What are CHBRP’s key assumptions for the analysis?
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AB 1738 (HUFFMAN)
SMOKING CESSATION PROGRAMS, 2012

 Mandates certain tobacco cessation services and
treatments for at least 2 courses in a 12-month period.

e Covered programs included specific types of
counseling, FDA-approved prescription medications,
and FDA-approved OTC medications.

 Prohibited plans and policies from imposing co-
payments for such services and imposing prior
authorization or stepped care requirements.
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AB 1738 (HUFFMAN)
SMOKING CESSATION PROGRAMS, 2012

« ACA: AB 1738’s requirements would broaden the ACA’s preventive
services tobacco cessation mandate to include grandfathered
DMHC-regulated plans and CDI-regulated policies.

« CA Existing Laws: Tobacco tax revenues also fund the California
Tobacco Control Program (CTCP) which provides financing for
anti-smoking programs (in local health departments, nonprofits).

e QOther States: CHBRP is aware of similar mandates in seven other
states which require coverage for smoking cessation treatment.

CALIFORNIA HEALTH BENEFITS REVIEW PROGRAM
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ACA: AB 1738’s requirements would broaden the ACA’s preventive services tobacco cessation mandate to include grandfathered DMHC-regulated plans and CDI-regulated policies. 
CA existing laws: Tobacco tax revenues are also used to fund the California Tobacco Control Program (CTCP) which provides financing for a wide variety of anti-smoking programs. In addition to funding local health departments’ efforts, the CTCP maintains a competitive grant program for nonprofit organizations engaging in work on tobacco control and smoking intervention at the local level, supplementing its statewide media and advocacy work. 
Other States: CHBRP is aware of similar mandates in seven other states which require coverage for smoking cessation treatment. For example, Illinois requires health insurers to offer the option of tobacco cessation benefit coverage. North Dakota requires a $150 lifetime smoking cessation benefit for specific group plans. 
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Erin: 

The background section of a CHBRP report tries to orient the reader to the subject matter of the bill. For example, a specific treatment, a type of screening service, type of provider, etc. 


BACKGROUND

 Bills CHBRP analyzes are generally focused on:
— Coverage for screening, diagnosis or treatment of disease/condition;
— Coverage for medical equipment, supplies or drugs;
— Receipt of services from a particular type of provider;
— Terms or conditions (e.g., cost sharing);
— Other health insurance issues (new, starting in late 2015).

* What is the disease/condition?
 How widespread is the disease/condition?
* What is the impact on different populations?

CALIFORNIA HEALTH BENEFITS REVIEW PROGRAM


Presenter
Presentation Notes
California Codes: Health and Safety Code: Section 127660-127665

Bills that CHBRP analyzes are often tied to: 
--coverage for screening, diagnosis or treatment of a disease or condition
--coverage for a particular type of medical equipment, medical supplies or drugs used for a healthcare treatment 
--receiving services from a particular type of health care provider
--Terms or conditions (e.g., cost sharing)

The background section provides the basis to understand the disease or condition, treatment,  medication, provider that is the subject of the bill/proposal. For example, information on acquired brain injury and a particular type of rehabilitation service…

The information we provide here gives you context – in laymen’s terms – what is the subject of the bill? How widespread is the condition or disease? The background also gets into the differential impact among different populations. For example – is the condition most common among women or men, is it more common in a certain age group or a certain race or ethnicity?

Overall, this section gives the reader a baseline to understand the context behind the disease/condition/subject of the bill, prevalence of the issue and in some respects, the potential impact of the bill . 


BACKGROUND ON SMOKING AND RELATED
DISEASES

» Tobacco use contributes to an estimated 443,000 deaths per year
nationally.

o 13.4% of insured Californians were current smokers in 2009 (CHIS,
2012).

 In California (Table 6), 19% of heart disease mortality is attributed
to smoking, followed by overall mortality from cancer (trachea,
bronchus, and lung), chronic obstructive pulmonary disease and
stroke, at 6%, 5%, and 5%, respectively (CDPH/CTCP, 2010a).
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Medical Effectiveness




MEDICAL EFFECTIVENESS

e Based on scientific evidence, Is the treatment or
service effective?

— Sources include:

 Peer-reviewed publications (e.g., randomized
controlled trials, etc.);

 Other published information (e.g., clinical
guidelines and best practices); and

 Expert opinion.

CALIFORNIA HEALTH BENEFITS REVIEW PROGRAM
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The medical effectiveness section asks the question – does it work? IS that’s in the bill effective? 
Comment on the qualify of studies:

Go for high quality whenever possible


High quality study: High quality meta analysis, systematic reviews, well designed randomized controlled trial 

Lower on our quality hierarchy: nonrandomized studies, case reports

Usually incorporate a content expert (depending on research available, may depend on them more)


MEDICAL EFFECTIVENESS:
CATEGORIES OF EFFECTIVENESS

Clear & Preponderance

Ambiguous /
Convincing of Evidence

Conflicting

It seems
It works. to work.
OR OR The evidence

cuts both ways.

It doesn’twork. It seems
not to work.

CALIFORNIA HEALTH BENEFITS REVIEW PROGRAM

Insufficient

Evidence

There i1s not
enough evidence
to determine
whether it does
or does not
work.
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CHBRP categorizes medical effectiveness into four categories :

  The first category is clear and convincing. The literature and studies are clear and show that the treatment or service in question does or doesn’t work. 

The second category is “preponderance of evidence.” The evidence seems to show that the treatment or service works or does not seem to work. 

The third category is “ambiguous/conflicting evidence.” Some evidence says it does work and some evidence says it doesn’t – the evidence is conflicting, so CHBRP doesn’t make a clear call on whether or not it works. 

Lastly, the fourth category is insufficient evidence – meaning that there is not enough evidence to determine whether it does or does not work. An important caveat for this category, insufficient evidence does not mean that the treatment or service is not effective. In some cases, there simply may not be many research on the bill subject, especially if it is a very specific proposal. 

Mention graphic tool that shows where ME falls. 


MEDICAL EFFECTIVENESS OF SMOKING CESSATION
PROGRAMS AND PHARMACOLOGY PRODUCTS

e There is clear and convincing evidence that use of
multiple types of counseling increases smoking
cessation.

 Pharmacological agents are also effective, especially
In conjunction with counseling.

* The analysis looked at the comparative effectiveness
of different types of pharmacological interventions,
broken into first- and second-line agents.
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MEDICAL EFFECTIVENESS OF SMOKING
CESSATION — IMPORTANCE OF COVERAGE

« FURTHER, evidence shows that persons who have
coverage for pharmaceutical treatments are more likely to
use those treatments; the more generous the coverage, the
higher likelihood of use.

e The evidence of the effect of more generous coverage for
smoking cessation counseling and pharmacotherapy
relative to less generous coverage on abstinence from

smoking Is ambiguous.
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Cost and Utilization
Impacts
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Presentation Notes
The cost and utilization section projects the marginal impact on cost and use of the service in question (the subject of the bill). 


CoOST AND UTILIZATION IMPACTS

 This section measures incremental change on state-
regulated health insurance in three areas:

— Coverage: Will more enrollees have coverage for the
treatment/service?

— Utilization: With coverage for the treatment/service,
will demand and use change?

— Cost: What Is the change in total cost? This accounts
for any change in coverage and utilization of a
treatment/service, or other effect of the legislation.
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The cost and utilization section is often of great interest to policy makers. Overall, the section measures incremental change on state-regulated health insurance subject to the legislation in question. We look at three different areas:

Regarding coverage, CHBRP examines whether more enrollees will have coverage for a treatment or service. If the proposed legislation is a repeal, CHBRP would look at whether enrollees would lose coverage for a certain treatment or service – if so, how many?

For utilization, CHBRP examines whether demand for and utilization of  the treatment or service will change with coverage. 

Lastly, for cost, CHBRP looks at the change in total cost. The estimated change in total cost accounts for any change in coverage and utilization of a treatment, service, screening or other effects of the legislation. 



WHAT WE TALK ABOUT WHEN WE TALK ABOUT
COST

e Insurance premiums (paid by employers, public
programs and enrollees)

* Enrollee cost sharing (copays, deductibles, co-insurance)

* Non-covered health expenses (paid by enrollees who
have health insurance but whose insurance doesn’t cover

specified services)

« Total expenditures for health insurance premiums,
enrollee cost sharing and non-covered health expenses
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So, as you know, in health care and health policy, “cost” is a loaded word.  Let’s take a minute to break down exactly what we mean when CHBRP refers to cost. 
These are the aspects of cost we examine. 

First, we have premium costs – employers, public programs like Medi-Cal and enrollees pay for these premiums. 

Second, enrollee cost sharing – the enrollee covers costs like copays, co-insurance and deductibles for their insurance. 

Non-covered health expenses are expenses that enrollees with insurance incur for specific services that their insurance doesn’t cover. 

These in total make up the total expenditures for premiums, cost sharing and non-covered health expenses. 


CAVEATS OF THE COST IMPACT ANALYSIS

o Estimates: They are average, state-wide estimates.

e 12-month They reflect the 12 months after enactment of the benefit.
timeframe:

 Affects only Not all enrollees with health insurance will be affected,
state-regulated  only those with state-regulated health insurance, or
health Insurance specified in the proposed legislation.
Insurance:
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There are a few caveats to the cost impact analysis. 

First, the cost impact analysis features average, state-wide estimates. Our cost team does their best with the information about cost based on the health care and insurance market as it is, and project into the future about what might happen in if a bill were passed and became law.  

Second, the cost impact analysis reflects the twelve months after enactment of the proposed legislation. 

Third, this affects only state-regulated health insurance. The legislation we examine does not impact all Californians with health insurance- instead it examines health insurance that impact those with state regulated health insurance or insurance that is specified in the legislation. In some cases, legislation may specifically exclude certain types of insurance, such as Medi-Cal or CalPERS. 



COST AND UTILIZATION OF SMOKING CESSATION

* Postmandate, of the 1.92 million insured adult smokers, CHBRP
estimated that the utilization of counseling services would increase
13.2%, OTC treatments by 44%, and prescription treatments by
25.4%.

e Postmandate utilization of one or more smoking cessation
treatments would increase by 27.5%, representing an additional
83,300 insured adult smokers using smoking cessation treatments.

e Estimated premium increases per member per month (PMPM) vary
by market segment from low of 0% ($0.00) for DMHC-regulated
Medi-Cal HMO plans to a high of 0.28% ($.058) for CDI-regulated
plans.
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Estimated premium increases per member per month (PMPM) vary by market segment. Estimates are a low of 0% for DMHC-regulated Medi-Cal HMO plans to a high of 0.28% for CDI-regulated plans. This translates to $0.00 to $0.58 PMPM.
 
Estimated premium increases per member per month (PMPM) vary by market segment from low of 0% ($0.00) for DMHC-regulated Medi-Cal HMO plans to a high of 0.28% ($.058) for CDI-regulated plans. 


Public Health Impacts
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Public health impacts ties together much of the previous sections to portray the big picture.  It asks the question – what would this legislation mean for Californians?


PuBLIC HEALTH IMPACTS

 Builds upon medical effectiveness and cost findings.
* \What health outcomes are improved?
— Impacts on premature death and economic loss

« Will it impact certain populations more than others
(by race, ethnicity, gender, age, income, etc.)?

« Depending on available information, findings may be
qualitative, quantitative, unknown, no impact.
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The public health impacts section builds upon both the medical effectiveness and the cost / utilization sections. 

The public health impacts section intends to tie this information together and asks the big question – what will this actually mean for Californians, their health and access to services?
-Does the treatment, service, subject of legislation actually work and 
-What is the cost and how much would utilization change? Put another way – what is the magnitude of the effect on Californians when it comes to actually using this service/treatment/provider? 

There can be some variation from one report to the next in the public health impact section. Depending on the available  data and literature
	Findings can be qualitative (e.g.,  may be directional – morbidity or mortality would go up)
	Quantitative (e.g., x amount of smoking deaths avoided)
	Unknown
	No impact (the legislation wouldn’t have a clear public health impact) 



PuBLIC HEALTH IMPACT OF COVERAGE FOR
SMOKING CESSATION PROGRAMS

« Mandate would increase the number of successful quitters by
5,287 annually.

* Overall benefits outweigh minimal risks associated with the
few rare adverse events with pharmacological treatments.

e There is clear and convincing evidence that the bill would
contribute to a reduction in premature death due to smoking,
but we were not able to specifically quantify.
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INCORPORATING THE SOCIAL DETERMINANTS OF
HEALTH

 CHBRP 2015 reauthorization requests an increased focus on
social determinants of health.

 \We’ll discuss more In a few minutes.
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Briefly, the social determinants of health are the many factors that impact our health where we live, learn, work and play. More to come next from Dr. Joy Melnikow of UC Davis. 



Long-Term Impacts
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Historically, the long-term impacts section was rolled into the public health section. But in the past few years, CHBRP has pulled out long-term impacts as its own section. 


L ONG-TERM IMPACTS

 CHBRP analyses focus heavily on the marginal
Impact of a mandate through one year after
Implementation.

 However, a change in health outcomes and/or costs
related to legislation may accrue years after the first
year of Iimplementation (e.g., vaccine coverage).
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As mentioned, CHBRP analyses focus largely on the marginal impact of a mandate through one year after implementation. 

However, there are other ways to acknowledge the benefits and costs of a mandate that certainly accrue beyond the first year of their implementation. 

For example, the benefits of a vaccination bill accrue over more than one year (e.g., herd immunity). 




. ONG-TERM IMPACTS OF SMOKING CESSATION
COVERAGE

e Many studies have examined the long-term cost
consequences of reductions in tobacco use, and all
generally find that smoking cessation is effective at
reducing smoking rates.

* There are potential long-term savings resulting from
quitting, including the potential impact of total annual
costs of treatment for smoking cessation declining in
future years because there are fewer smokers.
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Wrap-up




What Will You Find in a CHBRP Report?

« Key Findings

e SiX major sections:
1. Policy Context

2. Background
3. Medical Effectiveness
4

Cost Impacts (Benefit Coverage Utilization and Cost
mpacts)

o1

Public Health Impacts/Social Determinants of Health

6. Long Term Impacts
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California
Health Benefits
Review Program

Social Determinants of Health: What are they and how
do they interact with health insurance?

Joy Melnikow, MD, MPH

Director, UC Davis Center for Healthcare Policy and Research
CHBRP Vice Chair, Public Health

Legislative Briefing about CHBRP

February 5, 2016
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CHBRP: 2015 AUTHORIZING STATUTE

» Public health impact estimates should consider social
determinants of health:

“...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.”
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DEFINING SDOH

e Many factors outside of the health care system
— Affect health status and health outcomes
— Contribute to disparities in health.

« Many definitions and frameworks:
— World Health Organization, Centers for Disease Control and
Prevention, Healthy People 2020, American Public Health
Association, etc.

CDC PROGRAMS -
ADDRESSING SOCIAL | ;"
DETERMINANTS er\

1 G
OF HEALTH w

Healthy People \
\ 2020
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State that “These determinants manifest as complicated, nonlinear relationships and experts differ on theoretical frameworks (e.g., social disadvantage, life course, health equity, and governance approaches) and classifications of determinants (e.g., social vs. physical environment, genetics, education, health behaviors, race, income/wealth, etc. 
But there is consensus that medical care is only one of many factors that influence health.


(literacy,
language,

S D O H Pre-K—higher

education,

F RA M EWO R K (employment, etc.) (discrimination,

. social
income, debt, . .
integration,
expenses, etc.)
support
sysiems, etc.)

(neighborhood,
housing,
transportation,
etc.)

(medical
care, health
insurance,
health
literacy, etc.)

Health Outcomes
(Health status, mortality, morbidity, life expectancy, functional limitations, quality of life)

—
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Source: California Health Benefits Review Program, 2016
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Read the titles of the spheres and their subcategories to help people understand precisely what a determinant/factor is… and how upstream factors are influence the outcomes—or the downstream events.

Next slide applies this conceptual info using the Flint MI example...


CURRENT EXAMPLE: FLINT, MICHIGAN

Policy decision changed the water
source

Significant lead contamination to city
water supply

— More than doubled childhood lead
poisoning cases

— Lead poisoning in children has
long term effects:
* inhibit brain development

» permanent intellectual
Impairment.

CALIFORNIA HEALTH BENEFITS REVIEW PROGRAM

Lead into water:
Some tap water
samples are above
the federal
threshald
for lead.

GETTING THELEADIN

Tests show toxic lead is leaching into Flint's
tap water. Here's how.

Lead solder: ———
Copper pipe connections, especiallyin
pre-1986 homes, can contain lead.

Corrosive water:

Water Researchers have found Flint water to be
treatment plant: more corrosive to pipes than water from
Thecitydrawsand  the Detroit system, Flint's previous water source.
disinfects water

from the Flint River.

Service lines: Pipes connecting water mains and
individual homes or businesses can be made of lead.
Lead can leach directly from the pipe wall into the water,
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» Upstream policy decision (new
water source) resulted in
downstream negative health
outcomes and worsened health
disparities.

* Policy impact on the physical
environment

» Interactions with the health care
system, social and political
system.

o Affected health outcomes,
resources needed to address the
problem.
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Flint: 57% African American  27% under 18, 8% under 5  median household income <$25,000  42% below the federal poverty threshold
Unfortunate but timely example of SDOH and the complex inter-relationship between the health care system, political and social systems, and the physical environment. Pediatrician identified doubling of rates after seeing symptomatic children; EPA running tests based on water complaints and samples; weak social support system --political system had delayed response despite calls from community. Only when health system and experts outside of Flint became involved did the community start to receive the necessary attention


CHBRP WORKING DEFINITION

 Social determinants of health are conditions in which
people are born, grow, live, work, learn, and age.
These social determinants of health (economic
factors, social factors, education, physical
environment) are shaped by the distribution of
money, power, and resources and are impacted by

policy.

(adapted from Healthy People 2020, 2015; APHA, 2014).
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CHBRP will use the following definition for its reports –to make this as straightforward as possible


SDOH AND HEALTH INSURANCE

« Health insurance can mediate health outcomes by affecting access to
medical care

» Less commonly, health insurance and medical care may influence
SDOH

— Screen-detected high lead levels in young children
»changed policy on water source
»impacted subsequent lead exposures in the community.
— Nurse home visits to low income mothers
— Clinical care in schools for children with asthma or diabetes
» influence both short-term health outcomes and educational
attainment

»improve long-term outcomes in employment, income,
and adult health status
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CHBRP ANALYSES
ARE LIMITED TO
HEALTH
INSURANCE
IMPACTS

(employment,
income, debt,
expenses, etc.)

Health insurance legislation can
mediate health effects from SDoH

C

(literacy,
language,
Pre-K—higher
education,

etc.) (discrimination,
social
integration,
support
sysiems, etc.)
(neighborhood, "
housing,
transportation,
etc.)

(medical
care, health
insurance,
health
literacy, etc.)

Health Outcomes

(Health status, mortality, morbidity, life expectancy, functional limitations, quality of life)
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Source: California Health Benefits Review Program, 2016




INCLUSION OF SDOH IN CHBRP REPORTS
PAST ANALYSES

 CHBRP has addressed some aspects of SDOH:

— Change In coverage affects
e AcCcess to care

» Qut-of-pocket costs, time lost from work
 Disparities in health status/outcomes

— race/ethnicity

—gender

— Other bill-relevant determinants
 Education (School nurses)
e Transportation (telehealth)
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INCLUSION OF SDOH IN CHBRP REPORTS
2016

e Background

— Broader contextual information about SDOH (i.e., race/ethnicity,
Income, gender, sexual orientation, age, and other bill-relevant
determinants such as employment, education, transportation.)

e Public Health and Long Term Impacts

— When possible:
» Estimate bill-related marginal impacts on SDOH-associated health
outcomes and disparities

» Consider potential direct impacts of health insurance legislation on
SDOH
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For bills where data on non-traditional health outcomes are cited (e.g., work days lost, school absence, increased appointments, specific denials of care), CHBRP will seek to identify evidence about the possible impacts on corresponding determinants such as employment,  income, education, transportation, or . discrimination. 

We look forward to providing careful analysis of how proposed health insurance legislation may interact with or attenuate disparities associated with SDoH. And we always welcome feedback.



QUESTIONS?
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