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ASSEMBLY THIRD READING 
AB 2203 (Nazarian and Gray) 

As Amended  May 20, 2020 
Majority vote 

SUMMARY: 

Establishes a copayment cap for insulin and prohibits a health care service plan (health plan) 
contract or a health insurance policy that is issued, amended, delivered, or renewed on or after 

January 1, 2021, from imposing cost sharing on a covered insulin prescription, except for a 
copayment not to exceed $50 per 30-day supply of insulin, and no more than $100 total per 
month, regardless of the amount or type of insulin.  Authorizes the Attorney General (AG) to 

investigate pricing of prescription insulin drugs made available to California consumers, 
considering the role of each entity in the entire supply chain, to ensure adequate consumer 

protections in pricing of prescription insulin drugs and determine whether additional consumer 
protections are needed, as specified. 

Major Provisions 

1) Prohibits, for every health plan contract or health insurance policy that is issued, amended, 
delivered, or renewed on or after January 1, 2021, the copayment for an insulin prescription 

covered from exceeding $50 per 30-day supply, and no more $100 total per month, 
regardless of the amount or type of insulin needed to fill the covered person’s prescription or 
prescriptions 

2) Prohibits a health plan contract or health insurance policy that is issued, amended, delivered, 
or renewed on or after January 1, 2021, from imposing a deductible, coinsurance, or other 

cost-sharing requirement on an insulin prescription, except for a copayment subject to 1), 
above. 

3) Applies 1), above, to an insulin product, or any therapeutic equivalent, labeled or produced 

by the State. 

4) Authorizes the AG to investigate pricing of prescription insulin drugs made available to 

California consumers, considering the role of each entity in the entire supply chain, to ensure 
adequate consumer protections in pricing of prescription insulin drugs and determine whether 
additional consumer protections are needed. 

5) Authorizes the AG to do the following: 

a) Gather, compile, and analyze information concerning the organization, business 

practices, pricing information, data, reports, or other information that the AG finds 
necessary to accomplish the purposes of 4) above from companies that manufacture, or 
offer for sale, prescription insulin drugs in California. Allows the AG to also consider any 

publicly available information related to drug pricing. 

b) Issue a civil investigative demand requiring a state department, health plan, pharmacy 

benefit manager, or manufacturer of prescription insulin drugs that are manufactured or 
offered for sale in California, to furnish material, answers, data, or other relevant 
information. 
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c) Issue and make available to the public a report detailing its findings from the 
investigation conducted pursuant to this subdivision. Upon completion of the report, the 

Attorney General shall present the report to the Governor, the Insurance Commissioner, 
and the Legislature, by November 1, 2022.   

6) Prohibits a person or business from being compelled to reveal information that is considered 

a trade secret or proprietary business information. Specifies that trade secret or proprietary 
business information submitted to the AG is exempt from the disclosure requirements of the 

California Public Records Act. Prohibits the report created to reveal any information 
considered a trade secret or proprietary business information. 

7) Sunsets this bill on January 1, 2024. 

COMMENTS: 

California Health Benefits Review Program (CHBRP) analysis. In its analysis of this bill, 

CHBRP states the following: 

Impact on expenditures. This bill would increase total net annual expenditures by $2,581,000 or 
total net annual 0.002% for enrollees with Department of Managed Health Care (DMHC) 

regulated plans and Department of Insurance (CDI) regulated policies. This is due to an increase 
in $20,310,000 in total health insurance premiums paid by employers and enrollees for newly 

covered benefits, adjusted by a $17,729,000 decrease in enrollee expenses for covered benefits. 
CHBRP estimates that total premiums for private employers purchasing group health insurance 
would increase by $10,936,000, or 0.0202%. Total premiums for purchasers of individual market 

health insurance would increase by $6,018,000, or 0.0384%. The greatest change in premiums as 
a result of this bill is for the small-group plans in the DMHC-regulated market (0.045% increase) 

and for the individual plans in the CDI-regulated market (0.047% increase). Based on the 
medical effectiveness review, which examined the literature on outcomes associated with better 
adherence to insulin, CHBRP assumed a 10% decrease in diabetes-related emergency department 

visits due to increased insulin utilization stemming from better adherence to insulin prescription 
regimens for those who underuse. Offsets stemming from this reduction in diabetes-related 

emergency department visits are estimated to result in $1.1 million lower allowed costs 
postmandate in 2021.  

Medical effectiveness. Though there is a large body of literature on the effects of cost sharing and 

adherence to prescribed drug regimens, CHBRP found limited evidence from five cross-sectional 
and retrospective studies on cost-related insulin use/adherence that cost sharing affects insulin 

use and adherence in patients with diabetes. These studies provided limited evidence that higher 
cost sharing reduces adherence to insulin and lower cost sharing increases adherence to insulin. 
CHBRP found insufficient evidence on the associated effect of cost sharing for insulin on 

diabetes-related health outcomes, outpatient visits, emergency department visits, hospitalizations, 
long-term complications, and disability/absenteeism rates.  

Utilization. Postmandate, the group whose claims exceeded the cost-sharing cap at baseline 
would experience an increase in utilization because this group would experience a decrease in 
cost sharing due to this bill. Utilization among enrollees who exceeded the cap at baseline is 

higher than those under the cap, which reflects the greater need for insulin in this group of 
enrollees. To estimate changes in utilization postmandate, CHBRP applied an estimate of price 

elasticity of demand to enrollees exceeding the cap at baseline. CHBRP assumes that for every 
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10% reduction in cost sharing, insulin utilization increases by 2.57%. Based on this assumption, 
CHBRP estimates a 51% reduction in cost sharing for those enrollees who have cost sharing 

exceeding the cost-sharing cap at baseline, and therefore estimates a 13% increase in utilization 
of insulin postmandate for those enrollees. 

Public health. In the first year postmandate, 46,383 enrollees who exceed the insulin cost-sharing 

cap at baseline would have reduced cost sharing. CHBRP projects that as a result, there would be 
a 13% increase in utilization of insulin. CHBRP found limited evidence that cost sharing for 

insulin is effective in improving adherence to insulin in patients with diabetes, and insufficient 
evidence on the effect of cost sharing for diabetes-related health outcomes. Therefore, this bill 
may result in improved glycemic control, a reduction in healthcare utilization, a reduction in 

long-term complications attributable to diabetes, and improved quality of life for enrollees that 
experience a decrease in cost sharing and improved insulin adherence, or begin using insulin due 

to reduced costs. 

CHBRP also states that the average list price of brand-name insulin nearly tripled between 2007 
and 2018, increasing by 262%. While the average net price also increased, the increase was 

smaller (51%) and was offset by discounts such as those paid by manufacturers. The price 
increases were higher between 2012 and 2015, but began to level out in 2016. The reasons 

insulin prices are increasing are not entirely clear but are due in part to the complexity of drug 
pricing in general and of insulin pricing in particular. As the price of insulin has increased, so too 
have patient out-of-pocket costs. Between 2006 and 2013, average out-of-pocket costs per 

insulin user among Medicare Part D enrollees increased by 10% per year for all insulin types. 
The increases in list price, net price, and out-of-pocket costs are substantially higher than 

increases due to inflation. Overall inflation between 2006 and 2013 was 2.2%, medical care 
service costs increased by 3.8%, and spending for all prescription drugs increased by an average 
of 2.8%. 

According to the Author: 
According to the author, soaring prices have provided a wide range of concern about regulating 

the cost of prescription drugs. Diabetes affects millions of Californians a year. People with Type 
1 diabetes and some with Type 2 diabetes must have insulin to live, but price increases for those 
whose coverage requires significant cost-sharing have made insulin unaffordable. This should 

not be the case. This bill implements much needed legislation that puts patients above profit. The 
author concludes that this bill is a concrete solution to the high-cost of insulin that is burdening 

people with diabetes across the state and an essential step to fulfilling our promise to all working 
families of California. 

Arguments in Support: 

According to the American Diabetes Association, sponsor of this bill, this bill is part of a 
movement that is sweeping the nation to protect people living with diabetes who need insulin to 

survive. Over 35 states have introduced similar legislation to limit out-of-pocket costs for 
insulin. To date, three states have approved this legislation and five more legislatures have 
passed legislation that is now awaiting gubernatorial action. As our nation grapples with the 

economic uncertainty amid our COVID-19 pandemic, this bill is more important than ever to 
protect people living with diabetes who need affordable access to insulin.   

Arguments in Support if Amended: 

Health Access California, in support if amended, requests an amendment indicating that the co-
pay cap apply to the state generic of insulin or the lowest-cost therapeutic equivalent. 
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Arguments in Opposition: 
The Association of California Life and Health Insurance Companies and the California 

Association of Health Plans contend that the prescription drug copay cap in existing law was 
carefully and thoughtfully negotiated to protect all consumers from the high cost of specialty 
drugs while ensuring that the cost of healthcare remained affordable. Unfortunately, this bill 

directly interferes with that goal, as it sets a precedent that treats one class of drugs differently as 
it creates a special category for insulin. This inevitably will increase the cost of premiums for all 

insureds and enrollees by inappropriately socializing the cost of these drugs against all rate 
payers. 

FISCAL COMMENTS: 

According to the Assembly Appropriations Committee, no cost to Medi-Cal (General Fund 
(GF)/federal) nor The California Public Employees' Retirement System. CHBRP reports the 

following private market costs:  

1) Increased employer-funded premium costs in the private insurance market of approximately 
$20.3 million. 

2) Reduced out-of-pocket expenses among insured individuals of $17.8 million.  

3) Minor and absorbable one-time costs to the CDI and DMHC to verify compliance. 

4) Unknown GF cost pressure to the Department of Justice to investigate insulin prices. 

VOTES: 

ASM HEALTH:  12-0-3 

YES:  Wood, Aguiar-Curry, Bonta, Burke, Carrillo, Limón, McCarty, Nazarian, Ramos, 
Rodriguez, Santiago, Waldron 

ABS, ABST OR NV:  Mayes, Bigelow, Flora 
 
ASM APPROPRIATIONS:  13-0-5 

YES:  Gonzalez, Bauer-Kahan, Bloom, Bonta, Calderon, Carrillo, Chau, Eggman, Gabriel, 
Eduardo Garcia, Petrie-Norris, McCarty, Robert Rivas 

ABS, ABST OR NV:  Bigelow, Megan Dahle, Diep, Fong, Voepel 
 

UPDATED: 

VERSION: May 20, 2020 

CONSULTANT:  Kristene Mapile / HEALTH / (916) 319-2097   FN: 0002889 


