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RE:

AOA’s State Government Affairs Bulletin, March 2008

There are 35 state legislatures and the Washington, D.C. City Counsel in session. The AOA is monitoring over 1,000 bills, so far, affecting: the scope of practice of non-physician clinicians (NPCs), osteopathic licensure, patient-centered medical homes, professional liability insurance reform, incentives for physicians to practice in underserved locations, physician aid in dying, electronic health initiatives, student physical fitness, health system reform, office-based surgery, retail clinics, and cosmetic taxes.

The AOA encourages the state osteopathic medical associations to contact our State Government Affairs staff if they seek specific AOA advocacy on legislation or proposed regulations affecting DOs, or if you wish to apprise us of key bills in your legislature not included in this report. The AOA will continue to monitor the progress of state legislation throughout the year.

This issue of the AOA’s State Government Affairs Bulletin covers Feb. 12, 2008, through March 10, 2008.

ENACTED LEGISLATION

Financial Incentives

In South Dakota, S 28, Family Physicians Reimbursement, makes an appropriation to reimburse specified family physicians, midlevel practitioners and dentists who have complied with the requirements of the physician tuition reimbursement program, the midlevel tuition reimbursement program, or the dental tuition reimbursement program. The bill is applicabl to osteopathic physicians. The bill was enacted Feb. 28.

Fitness

In Virginia, S 61, Board of Education, requires the Board of Education to develop a database of local school divisions’ best practices regarding nutrition and physical education, including results of wellness-related fitness assessments. The governor signed the bill March 5.

Health System Reform

In New Mexico, S 129, Health Care Reform, establishes a healthy New Mexico task force to devise a strategic plan for implementing disease prevention and chronic condition and chronic disease management measures and to reduce overall demand for high-cost medical and behavioral health treatments, thereby reducing or moderating the increase in health care costs. This bill was enacted March 4.

Non-Physician Clinicians
In Virginia, S 693, Physician Assistants, provides that activities of a physician assistant shall be set forth in a written practice supervision agreement between the assistant and supervising health care provider and may include specified health care services or include treatment, unless set forth in the agreement. The bill provides that prescribing or dispensing of drugs may be permitted. The governor signed this bill March 4.

Vermont’s S 257, Naturopathic Physicians, declares the intent of the legislature that medically necessary services provided by naturopathic physicians are covered by Medicaid, the state Health Access Plan, and other public health care assistance programs. This resolution was adopted March 6.

TO GOVERNOR
Financial Incentives
In Virginia, H 979, Tuition Assistance Grants, provides that students attending the Edward Via Virginia College of Osteopathic Medicine shall be eligible for the Tuition Assistance Grant Program.

Fitness
Also in Virginia, H 242, Physical Education Time Requirements, requires local school boards to implement a minimum 150 minutes/week of physical activities for all students in grades kindergarten through 12 by the 2013-14 school year which may include physical education or extracurricular atheletic activities. The AOA wrote in support of this legislation. It passed the legislature March 6.
Insurance
The Ohio legislature passed the Healthcare Simplification Act (HB 125), on March 11. The legislation is intended to simplify interactions between physicians and health insurance companies, minimize physicians’ administrative burdens, increase clarity and transparency in contracting and credentialing processes, and make needed adjustments in Web-based eligibility. The Ohio Osteopathic Association actively worked towards the bill’s passage. Gov. Strickland is expected to sign the bill into law.
Patient-Centered Medical Home

In Washington, H 2549, Primary Care Pilots, establishes patient-centered primary care pilots, provides for the promotion of medical homes in a variety of primary care practice settings throughout the state, and provides financial incentives for the rapid expansion of primary care practices that use the medical home model. The bill passed the legislature March 10.

CARRYOVER TO 2009 SESSION

Financial Incentives

In Minnesota, H 3671, Human Services, increases reimbursements to primary care physicians, determines areas of the state in need of primary care physicians, and appropriates money for primary care education initiatives. The House Finance Committee voted to carryover the bill to the 2009 session.
Non-Physician Scope of Practice
In Minnesota, H 3251/S 3416, Occupations and Professions, changes psychologists’ scope of practice. The House Committee on Health and Human Services and the Senate Committee on Health, Housing, and Family Security voted to carryover the respective bills to the 2009 session.
LEGISLATIVE GRAVEYARD

Electronic Health Initiatives

In New Jersey, A 1391, Health Information Technology Act, would have established New Jersey Health Information Technology Commission and Office for e-Health Information Technology, and provides for Statewide health information technology plan. The bill was withdrawn from further consideration.
In New Mexico, H 37, Electronic Medical Records Act, would have authorized the creation, maintenance, and use of electronic medical records, provided individual rights with respect to the disclosure of information contained in electronic medical records, and provided for the protection of privacy of electronic medical records. The bill failed to pass the Senate.
Fitness

In Virginia, HJR 73, Nutrition and Physical Activity Award Program, would have urged all local school divisions in the Commonwealth to implement the nutrition and physical activity standards of the Governor’s Nutrition and Physical Activity Award Program. The bill was left in committee. HJR 74, Childhood Obesity in Public Schools, would have continued the Joint Subcommittee to Study Childhood Obesity in Public Schools to gather data on programs implemented and their effectiveness at decreasing the rates of obesity and increasing parental involvement and education. The bill was left in committee as well.
Health System Reform

California’s A 1, Health Care Reform, would have required residents to enroll in and maintain minimum health care coverage, and related to the Cooperative Health Insurance Purchasing Program, the Healthy Action Incentives and Rewards Program, Medi-Cal hospital rate stabilization, health insurance market reforms, health care service plans’ prescription drug benefits, employer cafeteria plans, a diabetes services program, medical assistants, nurse practitioners, and electronic prescribing. The bill is reported without further action pursuant to JR 62(a). A 770, Health Care Coverage: Agricultural Employees, would have declared the intent of the Legislature that agricultural employees be provided health care coverage and that agricultural employers offering that coverage be allowed to lower their total health care costs. The bill died pursuant to Art. IV, Sec. 10(c) of the Constitution. A 1312, Medi-Cal: Health Services Costs, would have required the Director of Health Care Services to increase reimbursement rates for physician services and hospitals under the Medi-Cal program to a level that equals 80% of the Medicare reimbursement rate for those same services and would have required determinations be made prior to a rate adjustment. The bill died pursuant to Art. IV, Sec. 10(c) of the Constitution. S 236, Health Care: Cal CARE Program, would have expressed the Legislature’s intent to enact the Cal CARE program to improve access to health care services for the residents of the state. The bill was returned to the Secretary of the Senate pursuant to Joint Rule 56.
H 62, Health Care Reform, in New Mexico would have enacted the Health Solutions New Mexico Act, created the health coverage authority, provided for contributions to the healthy New Mexico work force fund, required New Mexico residents to show proof of health coverage, required employers to contribute to the healthy New Mexico work force fund, and provided insurance reform initiatives. H 588, Health Care Reform, would have enacted the access to quality universal health insurance act, provided for universal health insurance coverage for New Mexicans, mandated guaranteed issue and renewability of insurance coverage, and required New Mexico residents with household incomes above 400% of the federal poverty level to show proof of health coverage. Each of these bills did not pass before the legislature’s adjournment.

Wyoming’s H 93, Universal Health Insurance, would have required the State Health Care Commission to solicit and review proposals for expended health insurance coverage models that reflect publicly-sponsored coverages that include a public payer model of health insurance as well as models which rely on publicly financed insurance delivered through private sector insurers or a combination thereof as well as required the models to reflect a mixture of expanded public health insurance programs, partially subsidized programs, and employer-based insurance. The bill was withdrawn from further consideration.
Licensure

In West Virginia, S 554, Osteopathic Physician Licensing Requirements, died in House committee. The bill would have amended osteopathic physician and surgeon licensing requirements to eliminate the osteopathic postdoctoral first year. The AOA, the West Virginia School of Osteopathic Medicine, and several private practice DOs lobbied against House passage of this bill. We will work with the state osteopathic board and the legislative committee to ensure the bill reflects the AOA’s revised requirements concerning the osteopathic postdoctoral first year. The osteopathic board supports maintaining osteopathic requirements. Although the bill did not pass in its present form, the West Virginia Board of Osteopathy will review and refine the language regarding requirements for the 2009 legislative session.
Non-Physician Scope of Practice

In California, A 1444, Physical Therapists: Scope of Practice, would have authorized a physical therapist to initiate treatment of conditions within the scope of physical therapist practice and required a physical therapist to refer his or her patient to another specified healing arts practitioner if the physical therapist has reason to believe the patient has a condition requiring treatment or services beyond that scope of practice. The bill died pursuant to Art. IV, Sec. 10(c) of the Constitution. A 1643, Nurse Practitioners, would have repealed prohibitions against a physician and surgeon supervising more than four nurse practitioners at one time. The bill died pursuant to Art. IV, Sec. 10(c) of the Constitution. S 809, Nurse Practitioners: Scope of Practice, would have sets forth the activities that a nurse practitioner is authorized to engage in, deleted the requirement that the Board of Registered Nursing consult with physicians and surgeons in establishing categories of nurse practitioners, allowed such nurse to prescribe drugs and devices if the nurse had completed certain experience, and deleted the requirement for physician supervision. The bill was returned to Secretary of Senate pursuant to Joint Rule 56. S 993, Psychologists: Scope of Practice: Prescribing Drugs, would have authorizes a certified prescribing psychologist to prescribe drugs for the treatment of specified disorders if certain requirements were met. The bill was returned to the Secretary of the Senate pursuant to Joint Rule 56.
In Mississippi, H 148/S 2863, Medical Psychologists, would have enacted prescription privileges for credentialed psychologists. The bills died in committee.
Physician Aid in Dying

In California, A 374, California Compassionate Choices Act, would have enacts the Compassionate Choices Act, which would authorize an adult who meets certain qualifications and determined by a physician to be suffering from a terminal disease to request medication to “provide comfort with an assurance of peaceful dying if suffering becomes unbearable.” The bill died in an inactive file.
Professional Liability Insurance Reform

In Mississippi, H 309, Damages, relates to damages, would have capped noneconomic damages at $500,000 in all civil actions. The bill died in committee.

In New Mexico, SM 11, Health Care Provider General Liability Insurance, would have requested that the Department of Health convene a task force on health care provider general liability insurance to study and make recommendations to the legislative Health and Human Services Committee on the best means of offering financial support to health care providers to offset general liability insurance premiums. The bill failed at the legislature’s adjournment. SM 57, Medical Malpractice and Liability Insurance, would have requested the Secretary of Human Services and the superintendent of Insurance to study the increasing cost of medical malpractice and professional liability insurance for health care providers and facilities. This bill also failed at adjournment.

PENDING IN LEGISLATURE

Electronic Health Initiatives

In Connecticut, S 635, Electronic Medical Records, ensures that the statewide health information technology plan is developed in a timely fashion and that such plan promotes the use of data standards that allow for interstate operability. The bill was introduced March 5.

In Florida, S 1550, Patients' Medication History Website, repeals provisions relating to an electronic drug prescribing clearinghouse and requires the Agency for Health Care Administration to contract with a vendor to design and operate a website that gives health care practitioners, pharmacies, and pharmacists access to patient medication history through a privacy-protected website. The bill was introduced March 4. H 637, Electronic Health Records, introduced March 4, expands access to a patient’s medical records to facilitate electronic exchange of data between certain health care facilities, practitioners, and providers and attending physicians, creates the Florida Health Initiative Act, and establishes the Electronic Medical Records System Adoption Loan Program. S 1998, Electronic Health Records, also introduced March 4, creates the Florida Health Initiative Act, expands access to a patient’s medical records to facilitate electronic exchange of data between certain health care facilities, practitioners, and providers and attending physicians.

Iowa’s H 2301, Health Information Technology, relates to health information technology including creating an electronic health information commission. The bill is currently in the House Human Resources Committee. H 2380, Investment in Qualified Health Information Technology, provides a tax credit for investment in qualified health information technology. The bill is currently in the House Human Resources Committee.

In Oklahoma, S 1492, Department of Health Electronic Records System, directs the State Department of Health to implement a statewide electronic health records system, requires health care facilities to use the statewide electronic health records system, and creates the Oklahoma Uninsured and Underinsured Revolving Fund. The bill is currently eligible for Senate floor consideration. S 1719, Health Information Technology, creates the Task Force on Health Information Technology. The bill is currently in the House Public Health Committee.

H 7909, Electronic Health Record Utilization, in Rhode Island creates the Electronic Health Records Task Force, a 23-member special legislative commission, whose purpose it would be to study and promote the interoperability of all aspects of electronic health record utilization in the state. The bill is currently in the House Corporations Committee.

In West Virginia, S 544, Electronic Health Information Data Sharing Pilot Program, establishes electronic health information data-sharing pilot program. The bill is currently in the Senate Health and Human Resources Committee.

Financial Incentives
In Georgia, H 1229, Income Tax Credit for Medical Services, provides for an income tax credit with respect to physicians who provide uncompensated medical services through a free health clinic.
In Hawaii, H 2413, Tax Credit, allows an income tax credit to physicians practicing in medically underserved areas for a portion of the amount of medical malpractice premiums. The bill is currently in the House Finance Committee.

In Kentucky, H 416, Student Loan Forgiveness Program, relates to a student loan forgiveness program for graduates of Kentucky dental or medical programs and establishes a student loan forgiveness program for licensed medical practitioners who obtain a doctoral degree after Aug. 30, 2008, from a Kentucky university medical, dental medicine, or osteopathic medical program. The bill is currently in the House Health and Welfare Committee.

In Massachusetts, H 4514, Primary Care Physician Recruitment, relates to financial incentives for primary care physician (DO’s and MD’s) recruitment. The bill is currently in the Joint Committee on Rules.

Oklahoma’s, H 2677, Oklahoma Medical Loan Repayment Program, creates the Oklahoma Medical Loan Repayment Program, provides condition for loan repayment, provides for certain agreement by physicians, specifies eligibility requirements, and provides for non-fulfillment of obligations. The bill states that preference will be given to graduates of the Oklahoma State University College of Osteopathic Medicine and the University of Oklahoma College of Medicine. The bill is currently in the Senate.

In Rhode Island, H 7530/S 2384, Education, establish a state-administered program for the forgiveness of retention loans on behalf of physicians. The bill specifically defines ‘physician’ as a medical doctor or doctor of osteopathy. The bills are currently in committee.

Fitness
In Alabama, H 83, Physical Education, requires physical education in public and private schools to provide a minimum amount of daily exercise for students—200 minutes/week for elementary students and 225 minutes/week for middle and high school students. The bill is currently eligible for full House consideration.

In Arizona, H 2570, Schools and Physical Activity, relates to physical activity and schools’ implementation plans. The bill is currently held in the House Education K-12 Committee. The AOA and the Arizona Osteopathic Medical Association wrote a joint letter in support of this bill.

In California, SCR 76, California Fitness Month, proclaims the month of May 2008 as California Fitness Month. The bill is currently in the Assembly Rules Committee.

In Colorado, S 129, School Nutrition, provides better nutrition requirements in schools. The bill is currently in the House Education Committee.

Florida’s, H 757, Public School Physical Education, requires district school boards to provide weekly hour requirements of physical education for students in grades kindergarten through five (150 minutes/week) and for grades six through eight (225 minutes/week). The bill is currently in the House Schools and Learning Council Committee. H 1163, Public School Physical Education, requires specified physical education instruction for students in kindergarten through grade five and for certain grade six students and provides appropriation for middle school students enrolled in certain physical education courses. The bill was introduced March 4. S 104, School Wellness and Physical Education Policies, revises each school district’s requirement for reviewing its wellness and physical education policies. The bill is currently in the Senate Education Pre-K-12 Committee. S 610, Physical Education, introduced March 4, requires district school boards to provide 225 minutes of physical education each week for students in grade six through eight. S 1958, Obesity Awareness Day, recognizes April 10, 2008, as Obesity Awareness Day in Florida.
In Georgia, S 506, Physical Fitness Testing, requires local school systems to conduct physical fitness testing of students and to comply with physical education instruction requirements. The bill is currently in the House Health and Human Services Committee.

S 2697, Public Education, in Hawaii, requires the Department of Education to implement physical education instruction for grades kindergarten through eight, allows credit to be granted for certain athletic and co-curricular activities, and provides for the recruitment of licensed physical education teachers. The bill is currently in the Senate Ways and Means Committee.

Iowa’s, H 2210, Physical Education, requires students in kindergarten through grade 12 to participate in physical education for a 100 minutes per week. The bill is currently in the House Education Committee. S 2319/SSB 3225, Disease Prevention and Wellness, relates to disease prevention and wellness including the Iowa healthy communities initiative and the governor’s council on physical fitness and nutrition.
In Kentucky, H 34, Healthy Kids, requires 30 minutes per day, 150 minutes per week, or the equivalent minutes per month of structured moderate to vigorous physical activity in a minimum of 10-minute intervals beginning in the 2009-2010 school year for preschool through grade 6 and 2010-2011 for grades 7 and 8. The bill permits the physical activity to be met through a combination of traditional classroom instruction, structured recess, and physical education. The bill is currently in the House Education Committee. In addition, H 632, Promotion of Physical Activity In Schools, requires the Kentucky Board of Education to promulgate an administrative regulation to implement a physical activity requirement, sets forth the Kentucky Board of Education's and the Department of Education's responsibilities for the implementation of the physical activity requirements, requires the department to develop a reporting mechanism for schools to report to the department.
Maryland’s, H 1346, Student Health and Nutrition, requires public schools to offer a program of physical education meeting specified requirements to students in grades 9 through 12, requires specified schools to include information concerning anorexia and bulimia in a specified program of instruction, requires each county board of education to adopt specified policies concerning the contents of specified meals. The bill is currently in the House Ways and Means Committee. S 955, Physical Education Requirements in Public Schools, requires that public school students in kindergarten through a specified grade be provided specified minimum levels of a program of physical activity each week, requires that the program of physical activity for a specified category of student be consistent with a specified plan for the student, and requires students in public high schools to complete a specified amount of physical education in order to graduate.
New Hampshire’s H 1422, Childhood Obesity Study, establishes a commission on the prevention of childhood obesity. The bill is currently in the Senate.

H 2574, Physical Education Programs Within Public Schools, in Oklahoma expands physical education or exercise program instruction requirement to the sixth grade, increases the required minimum number of minutes per week, and requires public schools to provide certain minimum number of minutes per week of physical education or exercise program instruction to certain grades. The AOA and the Oklahoma Osteopathic Association wrote a joint letter in support. The bill is ready for House floor consideration. S 1186, Physical Education Program Requirements, modifies minimum time required for physical education instruction. We also wrote in support of this bill, which passed the Senate and is now in the House Education Committee.
Health System Reform
In California, A 2967, Health Care Cost and Quality Transparency, creates the Health Care Cost and Quality Transparency Committee in the Health and Human Services Agency with specified powers including the development of a health care cost and quality transparency plan and to include various strategies to improve medical data collection and reporting practices. The bill was introduced Feb. 22.
H 5694, Universal Health Care Plan Task Force, in Connecticut establishes a universal health care plan task force and studies the feasibility of adopting a universal health care plan in this state. The bill is currently in the Joint Committee on Insurance and Real Estate.

In Florida, S 1344, Health Care for Children, creates the Universal Health Access Plan for Children. The bill is currently in the Senate Health Policy Committee.

H 1598, Universal Health Care, in Hawaii establishes agency to operate a single-payer universal healthcare insurance system. The bill is currently in the House Finance Committee. H 2291, State Health Authority, establishes the state health authority to propose a plan to provide medical assistance for all citizens of Hawaii. The bill is currently in the House Judiciary Committee.

In Iowa, HB 2539, the major health reform bill in the state this session, passed the House. It includes health care coverage intended for children and adults, health information technology, end-of-life care decision making, preexisting conditions and dependent children coverage, patient-centered medical homes, prevention and chronic care management, a buy-in provision for certain individuals under the medical assistance program, and disease prevention and wellness initiatives. HSB 636, Health Care Reform, concerns health care reform. The bill is currently in the House Human Resources Committee. HSB 695, Health Care Reform Study Bill, which is the governor’s bill, relates to health care reform, includes health information technology wellness initiatives, includes an income tax checkoff, covers for preexisting conditions, continues coverage for certain dependent children, and limits rate increases for long term care insurance. This bill remains in committee. S 2390, Health Care Reform, introduced on March 11, relates to health care reform in Iowa including the Iowa choice health coverage program, continuation of dependent health care coverage, the Bureau of Health Insurance Oversight, medical homes, prevention and chronic care management, the Iowa health information technology system, long-term living and patient autonomy, and health care quality, consumer information, cost-containment, and health care access. The bill is in the Senate Human Resources Committee. 
In Missouri, H 1833, Universal Health Assurance Program, introduced Feb. 28, establishes the Missouri Universal Health Assurance Program to provide a publicly financed, statewide insurance program for all residents of this state. S 1101 establishes the Missouri Universal Health Assurance Program. S 1283 creates the Missouri Health Transformation Act.
Rhode Island’s, H 7466/S 2222, Healthy Rhode Island Reform Act, create a 9-member special joint task force whose purpose it would be to make a comprehensive study of all aspects of health care reform. The bills are currently in the health committees. S 2353, Insurance, amends various statutes in order to provide affordable health care in Rhode Island. Among other changes, this act would limit proposals government officials may consider to those insurance carriers that participate in the Affordable Health Plan Reinsurance Program, and it would establish an Affordable Health Plan Reinsurance Account.
S 283, Health Insurance Plans, in Vermont proposes to require all health insurance plans to be offered, issued, and administered consistent with the Blueprint for Health, directs managed care organizations to establish chronic care programs consistent with the Blueprint for Health, and allows the Commissioner of Banking, Insurance, Securities, and Health Care Administration to conduct comprehensive examinations of managed care organizations.
In West Virginia, HCR 15, Committee on Government and Finance Study, requests the Joint Committee on Government and Finance to study the state of the delivery of health care in the state to address access to care, insurance coverage, and a single payer plan.
Non-Physician Scope of Practice
In Alaska, H 363, Naturopaths, Relates to naturopaths and to the practice of naturopathy, establishes an Alaska Naturopathic Council, amends the duties of the Board of Pharmacy relating to naturopathic practice. The AOA wrote a letter in opposition to licensing naturopaths in Alaska.

In California, A 2968, Cosmetic Surgery, prohibits the performance of an elective cosmetic surgery procedure on a patient unless, prior to surgery, the patient has completed a physical examination by, and has received written clearance for the procedure from, a licensed physician and surgeon. The bill is currently in the Assembly. S 1406, Optometry, provides that an optometrist who is certified to use therapeutic pharmaceutical agents may diagnose and treat the human eye or eyes, or any part of the visual system, for any of the conditions that he or she is trained and authorized by the State Board of Optometry by certification to diagnose and treat. This includes minor surgical procedures not requiring general anesthesia. The bill is currently in the Senate Business, Professions & Economic Development Committee. S 1427, Psychologists Scope of Practice: Prescribing Drugs, enacts the Collaborative Medication Treatment Management Act, authorizes a prescribing psychologist to prescribe drugs for the treatment of specified disorders if certain requirements are met, requires the Board of Psychology to establish and administer a certification process to grant licensed psychologists the authority to write prescriptions. The bill is currently in the Senate Business, Professions & Economic Development Committee.

In Colorado, H 1158, Colorado Health Freedom Act, concerns additional consumer choice in the selection of health care providers, enacts the Colorado Health Freedom Act to allow practitioners of complementary and alternative health care to provide services subject to specified disclosures and a signed acknowledgment. The bill is currently postponed indefinitely.

Connecticut’s S 576, Patient Access to Medical Test Results, concerns patient access to laboratory test results, allows patients direct access to medical test results unless a medical provider indicates that such direct access would be harmful to the physical or mental health of the patient. The bill was introduced Feb. 29.
In Florida, H 515/S 972, Medically Underserved, authorize an advanced registered nurse practitioner whose practice is located within a medically underserved area or who provides care to a medically underserved population to prescribe Schedule II-V substances, allow such practice to the extent authorized by a protocol with a licensed physician or osteopathic physician. The bill was introduced March 4. H 649, Podiatric Physicians, prohibits a licensed podiatric physician from performing ankle surgery unless the podiatric physician meets quality of care requirements equal to orthopedic surgeons, including a surgical residency. The AOA wrote in support of this bill and requested that it also recognize the AOA’s Healthcare Facilities Accreditation Program in ensuring high standards in hospitals and other healthcare facilities.
In Illinois, H 4440, Certified Professional Midwife Licensure Act, creates the Certified Professional Midwife Licensure Act to regulate lay midwifery services through licensure. The AOA and the Illinois Osteopathic Medial Society wrote in opposition to this legislation. H 4778, Delegation of Prescriptive Authority, allows for the delegation of prescriptive authority to an advanced practice nurse by a physician licensed to practice medicine in all its branches or a licensed podiatrist for any Schedule III through V controlled substances. H 5063, Medical Practice Act of 1987, provides that a physician may enter into a collaborative agreement with no more than 4 advanced practice nurses at any one period of time. H 5501, Registered Nurse Anesthetists, provides for the licensure of a registered professional nurse as a certified registered nurse anesthetist who does not have the required graduate degree. Each of these bills is in the House Health Care Access Committee.
Kentucky’s H 541, Pharmacists, allows a pharmacist to dispense a certain supply of a maintenance drug in emergency situations, defines collaborative care agreement to include multiple practitioners and multiple patients, defines enhanced pharmacy-related primary care as additional acts by trained pharmacists certified by the Board of Pharmacy to provide enhanced pharmacy-related primary care, and provides that the additional acts include providing primary care, prescribing drugs and devices, and diagnostic tests. The bill was introduced Feb. 21.
Maine’s H 1616, Professional Midwives, establishes a license for certified professional midwives and creates the Board of Licensed Midwives within the Department of Professional and Financial Regulation. The bill is currently in the Joint Committee on Business, Research and Economic Development. The AOA and MOA sent a letter to the Committee opposing H 1616.
In Missouri, H 1620, Nurses Prescriptive Authority, introduced March 6, gives advanced practice registered nurses prescriptive authority for scheduled drugs. The bill is currently in the House Special Committee on Professional Registration and Licensing. H 1739, Licensing Requirements for Prescribing Psychologists, creates licensing requirements for prescribing psychologists. The bill is currently in the House Special Committee on Professional Registration and Licensing. H 2370/S 1021, Midwifery Laws, changes the laws regarding midwives and the practice of midwifery. The bill was introduced March 6. S 724, Registered Nurse Prescriptive Authority, gives advanced practice registered nurses prescriptive authority for scheduled drugs. The AOA sent a letter of opposition to the Senate Committee on Financial, Governmental Organization and Elections. The bill passed the Senate and has been referred to the House. MAOPS is actively monitoring and addressing the activity of these bills.
A 2299, Nurse Anesthetists, in New Jersey, requires physician supervision of nurse anesthetists. The bill is currently in the Assembly Health and Senior Services Committee. S 227, Chiropractic Practice, provides that practice of chiropractic includes diagnosis and adjustment of articulations of spinal column and other joints. The bill is in the Assembly Regulated Professions Committee.
On March 14, the Third District Texas Court of Appeals reversed the ruling of a trial court, upholding the position of the Texas Medical Association and the Texas Orthopaedic Association that the Texas State Board of Podiatric Medical Examiners did not have the authority to expand a Podiatrist’s scope of practice by redefining the term “foot” to include the bones in the ankle. 
In Washington, H 2497, Nurse Practitioners Prescriptive Authority, relates to the Prescriptive Authority of advanced registered nurse practitioners and repeals a provision of existing law relating to the limitation on dispensing Schedules II-IV controlled substances. The bill is currently in the Senate Health and Long-Term Care Committee. S 5596, Discrimination Against Chiropractors, concerns discrimination against chiropractors, provides that contractors may not develop and employ provider payment methodologies that discriminate against chiropractors by setting differing payment formulas for a chiropractor’s services than for a different profession’s services when the contractor is reimbursing for the same type of health care services. The bill is currently in concurrence between the House and Senate.

Osteopathic
In Florida, H 9021, Osteopathic Medicine Day, designates April 9, 2008, as Osteopathic Medicine Day and commends osteopathic physicians for their contributions to the health and welfare of the residents of Florida. This was introduced March 4.
Patient-Centered Medical Home
New York’s S 6877, Medical Home Demonstration Programs, establishes medical home demonstration programs for the counties of Nassau and Onondaga for a period of three years, such programs shall evaluate the effectiveness of the medical home concept in reducing health care costs, promoting health through both treatment of patients with chronic medical conditions and providing preventive care and improving health care delivery. 
In Oklahoma, HCR 1058, Patient Centered Medical Homes, relates to patient-centered medical homes and concurs with certain principles and encourages the study and use of patient-centered medical homes. The resolution is currently in the Senate.

Physician Profiling
Connecticut’s S 471, State Physician Profile, extends the state physician profile to certain other health care providers and requires medical professionals to submit information to the state physician profile. The bill, introduced Feb. 26, is currently in the Joint Committee on Insurance and Real Estate.

Oklahoma’s H 2772, Physician Information On-Line Database, directs the State Board of Medical Licensure and Supervision in conjunction with the State Board of Osteopathic Examiners to establish an on-line database containing certain physician information.

Professional Liability Insurance Reform
In Arizona, S 1223, Emergency Treatment, changes burden of proof for emergency and on-call physicians to “clear and convincing” in liability cases. The AOA and the Arizona Osteopathic Medical Association wrote a letter of support for this bill. AOMA also worked closely with the committee in support of the bill. The bill will be going to the Senate floor for a vote.
In Colorado, S 164, Liability Limitations, which passed the Senate, raises limits on non-economic damages to $300,000 for acts or omissions occurring after July 1, 2003 but before February 1, 2009. The specified increase is meant to serve as an adjustment for inflation to the damages limitation. Currently, the bill is in the House Committee on Judiciary. 
Florida’s S 844, Health Care Providers, introduced March 4, provides immunity from civil damages to health care practitioners providing emergency care or medical consultation services to a patient who has an emergency medical condition. This immunity is provided unless such damages result from providing, or failing to provide, medical care or treatment under circumstances demonstrating a reckless disregard for the consequences. S 1420, Physicians and Osteopathic Physicians, requires each licensed facility to ensure that certain physicians and osteopathic physicians are in compliance with financial responsibility requirements (at present the requirements are statutorily unspecified) and provides that it is contrary to public policy for an insurer to provide legal defense coverage in conjunction with a claim for medical negligence. The bill is currently in the Senate Health Regulation Committee.
In Hawaii, H 1992, Medical Tort Liability, limits noneconomic damages that may be recovered in medical tort actions and limits the amount of attorney’s fees that may be collected in connection with a medical tort action; the specific amount is yet to be determined. The bill is currently in the House Judiciary Committee. H 2151, Medical Malpractice Captive Insurance, forms a captive insurance company to provide medical malpractice insurance to self employed medical doctors, relates to medical malpractice captive insurance. The bill is currently in the Senate Commerce, Consumer Protection and Affordable Housing Committee.

In Illinois, H 5292, Full and Fair Noneconomic Damages Determinations, creates the Full and Fair Noneconomic Damages Act. In determining noneconomic damages, the fact finder may not consider: evidence of a defendant’s alleged wrongdoing, misconduct, or guilt; evidence of the defendant’s wealth or financial resources, or any other evidence that is offered for the purpose of punishing the defendant. The bill is currently in the House Rules Committee.

Kansas’ H 2886, Wrongful Death Damages, repeals the cap on the amount of damages awarded in wrongful death accruing on or after July 1, 2008. The bill is currently in the House General Government Budget Committee.

Maryland’s S 550, Health Care Malpractice, increases specified limitations on noneconomic damages for a survival action and a wrongful death action concerning health care malpractice for a cause of action arising on or after Jan. 1, 2009. The bill is currently in the Senate Judicial Proceedings Committee.

H 1300, Medical Malpractice, in Missouri, requires insurers providing medical malpractice insurance to health care providers to establish premiums based on the average judgement in medical malpractice cases by county during the previous calendar year. The bill is currently in the House Special Committee on Health Insurance.

According to the Nevada Osteopathic Medical Association, problems are anticipated during the scheduled PLI reform review during the 2009 legislative session. A major investigation is underway in which a physician’s office policy was to reuse the barrels of syringes on patients. Contaminated vials put an estimated 40,000 patients at risk for HIV infection, among other things.
In New Jersey, S 1239, Medical Malpractice, establishes limits for non-economic damages in medical malpractice actions based upon newly defined categories concerning the nature and seriousness of the underlying injury. The caps range from $100,000 to $500,000 to $750,000. The bill was introduced Feb. 21, and is currently in the Senate Commerce Committee.

In Tennessee, S 4075, Hospitals and Health Care Facilities, provides that tort actions against long-term care facilities involving health-related services are to be brought solely as medical malpractice action, authorizes use of arbitration agreements by and on behalf of patients, and establishes maximum judgment amounts in tort action for non-economic damages. The bill is currently in the Senate Judiciary Committee.

Retail Clinics
In Illinois, H 5372, Retail Health Care Facility Permits, creates the Retail Health Care Facility Permit Act and authorizes the Department of Public Health to issue permits for the operation of retail health care facilities, sets forth the requirements for a permit and the procedures for obtaining a permit, and sets forth requirements for the operation of retail health care facilities. The AOA and the Illinois Osteopathic Medical Society wrote a letter in upport of this bill, as it would comprehensively regulate retail health clinics.
In New Hampshire, H 1484, Retail Health Clinics, establishes a commission to study retail health clinics. The bill passed the House and is now in the Senate.
Oklahoma’s S 1523, Retail Health Clinic Act Requirements, creates the Retail Health Clinic Act, provides requirements for retail health clinics, specifies certain scope of practice requirements, requires certain supervision of retail health clinics, and directs the State Board of Health to promulgate rules. The bill is currently in the Senate Rules Committee.

--END--











