AGING AND LONG-TERM CARE

SB 397 (Escutia) – Elder Death Review Team
Requires notification to be made as soon as possible, but no later than 24 hours, after the death of the resident in a skilled nursing facility.

Requires the notification to be made on a form, created by the Elder Death Review Team, and include the resident’s name, gender, date of birth, date and location of the resident’s death, whether there was a do not resuscitate order or advanced directive in place for the patient, and whether the elder was receiving hospice care.

Requires the State Department of Health Services and Department of Social Services to monitor compliance with this bill.

Status:  Provisions Removed from Version Heard in Committee
SB 571 (Perata) – Adult Day Health Care Services:  Certification

Requires an applicant for certification of an Adult Day Health Care (ADHC) center to attend an orientation provided by the California Department of Aging (CDA) and to submit documentation of the need for the facility and other information, including a program plan, policies and procedures, a marketing plan, and a budget.

Allows CDA, prior to approving or denying the application, to conduct a face-to-face interview with the applicant.

Requires CDA to examine the applicant’s ability to comply with licensing and certification requirements governing ADHC centers, ability to provide services in its program plan, and other factors, as specified.

Allows CDA to give priority to an application for certification based on demonstrated need, the applicant is in a rural county, or other factors as specified.
Status:  Died in the Senate Appropriations Committee 

SB 1248 (Alquist) – Long-Term Health Care Facilities:  Resident Rights

Extends the rights of nursing home and intermediate care facility residents guaranteed by the Medicare and Medi-Cal (Medicaid) programs to all other nursing home and intermediate care facility residents.

Exempts a noncertified facility from the obligation to provide notice of Medicaid or Medicare benefits, covered services, or eligibility procedures.

Status:  Chapter 530, Statutes of 2006

SB 1312 (Alquist) – Health Care Facilities

Deletes from existing law an exemption from periodic inspections for acute psychiatric hospitals, skilled nursing facilities, intermediate care facilities, congregate living facilities, correctional treatment centers and nursing facilities that are deemed to meet standards for certification to participate in Medicare, Medicaid, or both programs, as specified. 

Requires inspections and investigations of long-term health care facilities that are certified by the Medicare or Medicaid programs to determine compliance with federal standards and California statutes and regulations. 

Requires the Department of Health Services (DHS) to identify all state law standards for the staffing and operation of long-term health care facilities in order to ensure maximum effectiveness of inspections.  Permits initial license and renewal fees for long-term health care facilities to be increased, as specified, in order to recover any additional costs incurred by DHS as a result of this requirement. 

Makes other technical and clarifying changes, including clarifying changes to recent law regarding the creation in the State Treasury of the DHS, Licensing and Certification Program Fund. 

Authorizes DHS to assess an administrative penalty on specified hospitals in an amount not to exceed $25,000 per violation if a licensee receives a notice of deficiency constituting an immediate jeopardy to the health or safety of a patient and is required to submit a plan of correction. 

Defines immediate jeopardy as a situation in which the licensee’s noncompliance with one or more requirements of licensure has caused, or is likely to cause, serious injury, harm, impairment, or death to the patient. 

Requires above to apply only to incidents occurring on or after January 1, 2007, and requires it only to be operative until regulations adopted pursuant to below are in effect in accordance with the Administrative Procedures Act. 

Authorizes the DHS Director to assess an administrative penalty in an amount not to exceed $50,000 per violation against a hospital licensee for a violation of licensing law or rules or regulations promulgated there under. 

Requires DHS to promulgate regulations establishing the criteria to assess an administrative penalty against a hospital, as specified.  Requires the criteria to include, but need not be limited to, the following: 

· The patient’s physical and mental condition.

· The probability and severity of the risk that the violation presents to the patient.

· The actual financial harm to patients, if any.

· The nature, scope, and severity of the violation.

· The facility’s history of compliance with related state and federal statutes and regulations.

· Factors beyond the facility’s control that restrict the facility’s ability to comply with licensing laws or rules and regulations promulgated there under.

· The demonstrated willfulness of the violation.

· The extent to which the facility detected the violation and took steps to immediately correct the violation and prevent the violation from recurring. 

Requires the regulations to apply only to incidents occurring on or after the effective date of the regulations. 

Authorizes a hospital licensee to request a hearing, as specified, if the licensee disputes a determination by DHS regarding the reasonableness of the proposed deadline for correction or the amount of the penalty within 10 working days.  Requires penalties to be paid when all appeals have been exhausted and DHS’ position has been upheld. 

Requires moneys collected by DHS as a result of administrative penalties imposed under above to be deposited into the Licensing and Certification Fund, as specified.  Requires these moneys to be tracked and available for expenditure, upon appropriation by the Legislature, to support internal departmental quality improvement activities. 

Status:  Chapter 895, Statutes of 2006

SB 1755 (Chesbro) – Medi-Cal:  Adult Day Health Care Services

Establishes new eligibility criteria for Adult Day Health Care Center (ADHC) services, thereby limiting participation in ADHC, for purposes of Medi-Cal reimbursement, to Medi-Cal recipients who meet all of the following criteria: 

· The person is 18 years of age or older with one or more chronic, or postacute medical, cognitive, or mental health conditions, and a physician, nurse practitioner or other health care provider requested ADHC for that person.

· The person has functional impairments in two or more activities of daily living, instrumental activities of daily living, or a combination of both, and requires assistance or supervision in performing these activities.

· The person requires ongoing or intermittent protective supervision, skilled observation, assessment, or intervention by a skilled health or mental health professional to improve, stabilize, maintain or minimize deterioration of the medical, cognitive, or mental health condition.

· The person requires ADHC services, as defined, that are individualized and planned, including, when necessary, the coordination of formal and informal services outside of ADHC, to support the individual and his or her family or caregiver in the living arrangement of his or her choice and to avoid or delay the use of institutional services, including, but not limited to hospital emergency department services, inpatient acute care hospital services, inpatient mental health services, or placement in a nursing facility or an intermediate care facility for the developmentally disabled (ICF-DD).  Specifies that notwithstanding the criteria outlined above, any person who is a resident of an ICF-DD Habilitative shall be eligible for ADHC if specified alternative conditions are met.

Establishes specific requirements for Medi-Cal treatment authorization requests for ADHC centers, including requiring authorization to be granted only if specified medical necessity criteria are met.

Requires the Department of Health Services to establish, by August 1, 2010, a reimbursement methodology for ADHC in Medi-Cal, based on reasonable costs, and a reimbursement limit for ADHC services, on a prospective cost basis for services that are provided to each participant, pursuant to his or her individual plan of care.  Establishes daily core services and separately billable services.

Requires ADHC centers to offer and provide directly on premises, in accordance with each participant’s plan of care, and subject to prior authorization by the Medi-Cal program, specified core services, as defined, to each participant during each day of the participant’s attendance at the center.

Authorizes, but does not require, ADHC centers to provide one or more of the core services above, at an enhanced level, if specific conditions occur, as defined, generally unexpected conditions, events, symptoms or groups of symptoms requiring additional intervention or assistance by ADHC personnel, whether the intervention is on an individual or group basis.

Status:  Chapter 691, Statutes of 2006
AB 10 (Daucher) – Appropriate Facility Placement Standards

Requires the State Department of Health Services (DHS) to select three voluntary pilot programs that utilize a documentation tool, if available, to be allowed to charge a fee for long-term care navigation services.  Requires that the fee would be voluntary and would be charged to non-Medi-Cal seniors and persons with disabilities 18 years of age or older who are at risk for nursing home placement and who would like long-term care navigation services.

Declares that, upon appropriation by the Legislature, the fee revenue would serve as matching federal targeted case management dollars to provide funding for Medi-Cal eligible seniors and persons with disabilities at risk of nursing home placement to receive the same long-term care navigation services as persons who utilize the private pay method.

Requires DHS, 24 months after commencement of the pilot programs, to evaluate the pilot programs, and submit this evaluation to the appropriate legislative committees. 

Requires DHS to seek a federal waiver, to be drafted by a third party approved by DHS.  Provides that it would be implemented only if the federal waiver is approved and DHS determines that implementation of the pilot programs is cost-neutral. 
Status:  Died in the Senate Appropriations Committee 

AB 132 (Nunez, et al.) – Medi-Cal:  Prescription Drug Benefit

Requires the Department of Health Services (DHS), beginning on and retroactive to January 12, 2006, and concluding 15 calendar days later, to provide drug benefits to dual eligibles, to the extent that funds are appropriated for this purpose, when one or more of the following conditions are met: 

· The pharmacy submits a claim to the beneficiary’s Medicare Drug Plan (Plan) and the claim is denied payment for reasons other than processing errors or omissions made by the pharmacy, lack of medical necessity, or health and safety reasons. 

· The pharmacy is unable to submit a claim solely due to incomplete or inaccurate enrollment information from the plan, the federal Centers for Medicare and Medicaid Services (CMS), or entities under contract with CMS to provide enrollment information. 

· The plan provides information that the deductible or copayment amount is higher than the $1 to $5 copayment amounts that are established by Medicare for full-benefit duals.  In this case DHS shall pay the Medi-Cal rate less the plan reimbursement amount and the Medicare copayment amount.  

Requires that, to obtain reimbursement from DHS, a pharmacy be an enrolled provider in the Medi-Cal program and certify on its claims under penalty of perjury that one of the conditions specified above exists.  

Permits the director of DHS to impose a pre- or post-service prepayment or postpayment review or audit to determine whether a pharmacy has accurately and in good faith established the existence of any conditions certified by the pharmacy as outlined above in support of a submitted claim to DHS.  

Requires DHS to seek reimbursement from the federal government of all funds spent to comply with these related provisions. 

States that to the extent that DHS reimburses a pharmacy for claims authorized under these provisions, the director shall have the right to recover or recoup the full cost expended by the state for that reimbursement from the dual eligible beneficiary’s plan.  

Limits reimbursement for claims to those drug benefits provided to a dual eligible beginning on January 12, 2006 and concluding 15 calendar days later.  

Permits the Governor to extend coverage for these drug benefits from the close of the initial 15-day period for up to an additional 15-calendar day period upon notice to the Joint Legislative Budget Committee.  

Appropriates $150 million from the General Fund for the purposes of this bill, with $22.5 million to backfill an amount expended under an account for which the Governor’s original executive action for this subject drew funds.  

Status:  Chapter 2, Statutes of 2006

AB 813 (Nunez) – Medi-Cal:  Emergency Drug Benefits

Requires the Department of Health Services (DHS), beginning on May 17, 2006, and ending January 31, 2007, to provide emergency drug benefits to dual eligibles when one or more of the following conditions are met:

· The pharmacy submits a claim for the provision of drug benefits to the beneficiary’s plan and the claim is denied payment due to error by the Medicare program, and the pharmacy has made a good faith effort to resolve the error with the plan and Medicare.
· The pharmacy is unable to submit a claim solely due to incomplete or inaccurate plan enrollment information from the beneficiary’s Medicare drug plan, the federal Center for Medicare and Medicaid Services (CMS), or entities under contract with CMS to provide enrollment information, and the pharmacy has attempted to resolve these problems with the Medicare facilitated enrollment contractor and the plan, where appropriate.

· The Medicare drug plan provides information that the deductible or copayment amount is higher than the $1 to $5 copayment amounts that are established by Medicare for dual eligibles.  Requires DHS, in this case, to pay only the difference between the copayment amount established by Medicare for dual eligible beneficiaries and the actual copayment amount charged.

· The benefit requires that a request for prior authorization or exception be made to the beneficiary’s plan and was sought by the pharmacist, but the pharmacy does not receive a response within 24 hours for an emergency drug or within 72 hours for a nonemergency drug.  Requires that a pharmacy show proof of the submission of the request that was made to either the plan or the beneficiary’s prescribing physician when submitting a claim to DHS.  Effective September 1, 2006, coverage under this provision will only occur if authorization has been sought by the beneficiary’s physician.

Requires DHS, in providing these benefits, to implement prepayment utilization controls, including prior authorization, and permits DHS to implement postpayment reviews or audits to determine whether a pharmacy has accurately and in good faith established the existence of any condition certified by the pharmacy pursuant to above in support of a submitted claim.

Requires that pharmacies reimbursed under this bill certify the accuracy of their claims and be enrolled as providers in the Medi-Cal program.

Grants DHS the right to recover from a dual eligible beneficiary’s Medicare drug plan the full cost expended by the state for reimbursements under this bill.

Reduces the existing appropriation for emergency Medi-Cal drug coverage for dual eligibles from a total of $150 million to $120 million.

Status:  Chapter 24, Statutes of 2006

AB 847 (Berg) – Program for All-Inclusive Care for the Elderly

Allows the Department of Health Services (DHS), and as applicable, the Department of Social Services and the California Department of Aging to grant to a Program for All-Inclusive Care for the Elderly (PACE) program exemptions from existing regulations and licensing requirements that apply to clinics, residential care facilities for the elderly, and home health agencies including the use of alternate concepts, methods, procedures, techniques, space, equipment, personnel, personnel qualifications, or the conducting of pilot projects. 

Permits the above stated exemptions provided that they are implemented in a manner that does not jeopardize the health and welfare of participants receiving PACE services, or deprive beneficiaries of rights specified in federal or state laws or regulations.

Requires a PACE program seeking an exemption to submit a written request and substantiating evidence to DHS.  Requires that the written request shall include, but not be limited to, all of the following: 

· A description of how the applicable state requirement conflicts with or is inconsistent with state or federal requirements related to the PACE model.

· An analysis demonstrating why the conflict or inconsistency cannot be resolved without an exemption.

· A description of how the PACE program plans to comply with the intent of the requirements.

· A description of how the PACE program will monitor its compliance with the terms and conditions under which the exemption is granted. 

Permits a PACE program requesting an exemption for two or more licenses to submit to DHS one request for exemption for all licenses held by that organization as long as the request includes all the locations and license numbers held by the organization and the request applies equally and appropriately for all licensed locations.  

Requires DHS to approve or deny a request for exemption within 60 days of the submission of a request.  

Requires the approval of an exemption to be in writing and include the terms and conditions of the exemption.  Requires the denial of an exemption to be in writing and to specify the basis for the denial and that any decision to deny a request shall be a final administrative decision.

Requires DHS to suspend or revoke an exemption if after an investigation DHS determines that a PACE program is operating contrary to the terms and conditions of the exemption.  Allows DHS to suspend more than one license category or location as it deems appropriate.  

Status:  Chapter315, Statutes of 2005
AB 1676 (Richman and Nation) – Advance Directives and Terminal Illness Decisions Program

States that this act shall be known and may be cited as the Advance Directives and Terminal Illness Decisions Program.

Makes findings and declarations related to increasing communication of end-of-life issues between individuals, families, and health care providers and the importance of palliative care.

Requires the Secretary of State to work with the Department of Health Services (DHS) to develop information about end-of-life care, advance health care directives, and registration of the advance health care directives at the existing registry and requires that this information be developed utilizing existing information developed by the Office of the Attorney General.

Requires that links to the information and to the registry be made available on the Web sites of the Secretary of State, DHS, Attorney General, the Department of Managed Health Care, the Department of Insurance, the Board of Registered Nursing, and the Medical Board of California.

Status:  Chapter 434, Statutes of 2005

AB 2170 (Chan) – Gallegos-Rosenthal Patient Advocate Program

Requires the Office of Patient Advocate to include within its annual report card information about the quality of care and access provided by Medicare drug plans, including Medicare Advantage-Prescription Drug Plans, and stand-alone prescription drug plans under Medicare Part D, even if those plans are not regulated by the department.

Status:  Vetoed by the Governor

AB 2509 (Daucher) – Immunizations

Requires a general acute care hospital to offer, prior to discharge, and if it has the vaccine in its possession to offer, flu and pneumonia immunizations to inpatients aged 65 years or older between October 1 and April 1 of the following year, based upon:  

· The latest recommendation of the Advisory Committee on Immunization Practices of the federal Centers for Disease Control and Prevention.  

· The latest recommendations of appropriate entities for the prevention, detection, and control of flu outbreaks in California general acute care hospitals.  

Status:  Died in the Senate Appropriations Committee

AB 2990 (Levine) – Senior Centers:  Emergency Operations Plans

Specifies that the emergency operations plan at senior centers shall include the following:

· Facility preparation procedures to identify the location of first-aid supplies, secure all furniture, appliances, and other free-standing objects, and provide instructions for operating gas and water shut-off valves.

· An inventory of neighborhood resources including, but not limited to, generators, phones, public health clinics, fire stations, police stations, and hospitals.

· Evacuation procedures, including an evacuation plan located in an area that is accessible to the public, and procedures to accommodate those who will need assistance in evacuating the center.

· Procedures to accommodate seniors, people with disabilities, and other community members in need of shelter at the center in the event that other community facilities are inoperable.

· Personnel resources necessary for post-disaster response.

· Procedures for conducting periodic evacuation, fire, and earthquake drills.

· Procedures to ensure service continuation after a disaster.

· Consideration of cultural and linguistic barriers in emergency and evacuation plans, and ways to appropriately address those barriers.

Requires each Multipurpose Senior Center and each Senior Center to coordinate with the local Area Agency on Aging, Office of Emergency Services, and other relevant agencies and stakeholders in the development of the emergency operations plans.

Requires each Multipurpose Senior Center and each Senior Center to develop the emergency operations plans by June 30, 2007.

States that it is the intent of the Legislature that the emergency operation plans of senior centers and multipurpose senior centers be commensurate with the scope of services provided, the number of staff, and the hours of operation.
Status:  Chapter 620, Statutes of 2006

AB 3019 (Daucher) – Medi-Cal:  Community Options and Assessment Protocol

Directs the Health and Human Services Agency to develop the Community Options and Assessment Protocol to provide a common and standardized method of determining an individual’s abilities, functions, needs, and preferences into a common data set allowing access and referrals to all home and community based services.  One specified purpose of the Community Options and Assessment Protocol, by way of an example, is to design a protocol capable of coordinating multiple services to one consumer across several departments and programs.

Specifies the goals and design of the project and directs the Agency to identify existing tools, investigate other states best practices, seek a means of effectively referring consumers, and protect consumer privacy while facilitating communication. 

Permits entering into competitively bid contracts and requires communication with experts, directing that the department complete a Request for Proposal by January 2007 and exempts contracts from public contract requirements.

Status:  Died in the Senate Appropriations Committee
AIDS/HIV 

SB 945 (Soto) – Human Immunodeficiency Virus Testing

Requires healthcare providers and laboratories to report cases of Human Immunodeficiency Virus (HIV) infection to the local health officer using the patient’s name.

Requires local health officers to report unduplicated HIV cases to the Department of Health Services by name.

Provides legislative intent with regard to accomplishing a number of things, including ensuring current knowledge of the HIV/AIDS epidemic, improving planning and allocation of resources to areas of greatest need, enhancing competitiveness for federal HIV funding, maintaining anonymous HIV testing sites and preserving services and treatment for those with HIV/AIDS by preventing loss of federal funding.

Updates archaic language and terms that were written prior to the discovery of HIV. 

Status:  Died in the Senate Judiciary Committee 

SB 1471 (Kuehl) – Sex Education Programs:  Requirements

Requires any program that provides instruction or information to prevent adolescent or unintended pregnancy, or to prevent sexually transmitted diseases (STDs), including HIV, that is conducted, operated, or administered by any state agency or is funded directly or indirectly by the state, or receives any financial assistance from state funds or funds administered by a state agency, to satisfy the following:

· All information is required to be medically accurate, current, and objective.

· Individuals providing instruction or information on pregnancy, sexuality, and STDs are required to know and use the most current scientific data on human sexuality, human development, pregnancy, and STDs.

· The program content is required to be age appropriate for its targeted population.

· The program is prohibited from teaching or promoting religious doctrine.

· The program is required to be culturally and linguistically appropriate for its targeted populations.

· The program is prohibited from reflecting or promoting bias against any person on the basis of disability, gender, nationality, race or ethnicity, religion, or sexual orientation, as defined in current law.

Requires the program, if it consists of instruction or information that is delivered in a single session, to satisfy all of the criteria above and:

· If it is directed towards minors and addresses STDs, include information that the only certain way to prevent STDs is to abstain from activities that have been proven to transmit STDs.

· If it is directed toward minors and addresses pregnancy prevention, include information that the only certain way to prevent unintended pregnancy is to abstain from sexual intercourse.

· If it addresses STDs, provide information about the effectiveness and safety of one or more drugs or devices approved by the federal Food and Drug Administration (FDA) for reducing the risk of contracting STDs.

· If it addresses pregnancy prevention, provide information about the effectiveness and safety of one or more drugs or devices approved by the FDA for preventing pregnancy.

Requires the program, if it consists of instruction or information that is delivered in multiple sessions, to satisfy all of the criteria above and provide information about skills for refusing unwanted sexual activity and communicating with sexual partners, the effectiveness and safety of all drugs and devices approved by the FDA for reducing the risk of contracting STDs, and information on local resources for testing and treatment of STDs.  

Defines “medically accurate” as verified or supported by research conducted in compliance with scientific methods and published in peer review journals, where appropriate, and recognized as accurate and objective by professional organizations and agencies with expertise in the relevant field, including, but not limited to, the federal Centers for Disease Control and Prevention, the American Public Health Association, the Society for Adolescent Medicine, the American Academy of Pediatrics, and the American College of Obstetricians and Gynecologists.

Requires an applicant, with the exception of publicly funded schools receiving only general education funds to provide comprehensive sexual health instruction or HIV/AIDS prevention instruction, as a condition of receiving state funds or state-administered funds for any program or activity described above to attest in writing that its program complies with all conditions of funding, including those enumerated in this bill.

Requires the applicant, if the program is conducted at a publicly funded school, including charter schools, to indicate in writing how the program fits in with the school’s plan to comply fully with the requirements of the California Comprehensive Sexual Health and HIV/AIDS Prevention Education Act.

Status:  Vetoed by the Governor
SJR 22 (Speier) – Microbicide Development Act

Finds that women are the fastest growing population with AIDS, that women and girls account for almost one-half of HIV/AIDS cases worldwide, and that AIDS is now the number one cause of death among African-American women between the ages of 25 and 34.

Finds that HIV/AIDS result in direct medical costs of more than $15 billion per year in the United States, and that the pandemic undermines economic security.

Finds that microbicides are a promising new prevention tool that could slow down the spread of HIV/AIDS in the United States and around the world, and that the federal government needs to make a strong commitment to microbicide research.

Resolves that the California Legislature memorializes the United States Congress and the President of the United States to enact the Microbicide Development Act to facilitate the development of microbicides for preventing the transmission of HIV and other diseases.

Status:  Resolution Chapter 127, Statutes of 2006

AB 228 (Koretz) – Transplantation Services:  Human Immunodeficiency Virus

Prohibits health plans and health insurers from denying coverage for organ or tissue transplantation services on the basis that an enrollee, subscriber, insured, or policyholder is infected with HIV.  

Permits health plans and insurers, in the provision of benefits required by this bill, to utilize case management, network providers, utilization review techniques, prior authorization, co-payments, or other cost sharing, subject to the terms and conditions of the plan or policy and consistent with sound clinical processes and guidelines.

Status:  Chapter 419, Statutes of 2005
AB 547 (Berg and Richman) – Clean Needle and Syringe Exchange Projects

Makes a number of findings and declarations regarding the relationship between injection drug use and the human immunodeficiency virus and acquired immune deficiency syndrome (HIV/AIDS).  

Exempts public entities, its agents, or employees from being subject to criminal prosecution for distributing needles or syringes as part of a locally authorized needle exchange program (NEP) pursuant to this bill, without a declaration of a local emergency.  

Authorizes a NEP in any city and county, county, or city upon the action of:  a county board of supervisors and the local health officer or health commission of that county; the city council, the mayor, and the local health officer of a city with a health department; or the city council and the mayor of a city without a health department.  

Requires cities, counties, or cities and counties that act to authorize a NEP pursuant to this bill to, in consultation with the Department of Health Services, authorize the exchange of clean hypodermic needles and syringes as recommended by the United States Secretary of Health and Human Services subject to the availability of funding, as part of a network of comprehensive services, including treatment services, to combat the spread of HIV and blood-borne hepatitis infection among injection drug users.  

Exempts providers of a NEP authorized by the county, city, or city and county pursuant to this bill from being subject to criminal prosecution for possession of needles or syringes during participation in a NEP.  

Removes criminal protection for program participants.
Requires all local jurisdictions with a needle exchange program to have an annual public hearing that provides the public, local government, law enforcement, and local public health officials the opportunity to evaluate and comment on the program.  Requires that the health officer of the participating jurisdiction shall present annually at an open meeting of the board of supervisors or city council a report detailing the status of syringe exchange programs. 

Status:  Chapter 692, Statutes of 2005
AB 1142 (Dymally) – HIV/AIDS:  African-Americans:  Statewide Initiative

Establishes an initiative to address the disproportionate impact of HIV/AIDS on the health of African-Americans by coordinating prevention and service networks around the state and increasing the capacity of core service providers.

Establishes the Statewide African-American HIV/AIDS steering committee to be appointed by the Office of AIDS and initially consist of the current membership of the informally established Statewide African-American HIV/AIDS steering committee, as specified.

Requires the initiative to be implemented in Alameda/San Francisco, Los Angeles, Sacramento/Central Valley, San Bernardino/Riverside, and San Diego.

Requires the initiative to:

· Design and conduct a series of complementary projects to implement policy and planning to address the disproportionate impact of HIV/AIDS on the African-American community, focusing research, policy and advocacy, workforce development, organizational capacity, prevention and treatment information and resources.

· Provide integrated leadership in developing, implementing, evaluating, and sustaining HIV-related services and programmatic partnerships between research institutions, community-based organizations, the business community, and public sector agencies.

· Improve the efficacy of local service providers through the central coordination of service availability, data, and funding sources through a central coordinating body.

Requires the Office of AIDS to appoint an internal advisory committee composed of the office’s African-American HIV specialist, a section head from the office, and a designee to supervise the day-to-day activities of the initiative.

Requires the provisions of this bill to be implemented only to the extent that state, private, or federal funding, or any combination of these types of funding, is received for those purposes.

Status:  Chapter 403, Statutes of 2005
AB 1597 (Laird) – Drug Paraphernalia

Makes a number of findings and declarations related to the continuing spread of acquired immune deficiency syndrome (AIDS) and blood-borne hepatitis, the relationship between injection drug use and HIV/AIDS and hepatitis, and the reduction in the transmission of HIV and hepatitis resulting from needle exchange programs (NEPs).  

Permits a public entity that receives General Fund money from the Department of Health Services for HIV prevention and education to use that money to support NEPs authorized by the public entity, as specified.  

Permits the money to be used for, but not be limited to, the purchase of sterile hypodermic needles and syringes.  

Requires the use of the money to be based upon local epidemiological statistics as to the incidence of HIV transmission through injection drug use.  

Status:  Vetoed by the Governor
AB 2076 (Laird) – Drug Paraphernalia:  Clean Needle and Syringe Exchange Projects

Makes a number of findings and declarations related to the continuing spread of acquired immune deficiency syndrome (AIDS) and blood-borne hepatitis, the relationship between injection drug use and human immunodeficiency virus (HIV)/AIDS and hepatitis, and the reduction in the transmission of HIV and hepatitis resulting from clean needle and syringe exchange projects (NEPs).

Permits a public entity that receives general fund money from the Department of Health Services for HIV prevention and education to use that money to support NEPs that are authorized by the public entity.

Permits the money to be used for, but not be limited to, the purchase of sterile hypodermic needles and syringes.

Requires local health officers, in jurisdictions with NEPs, to include information on the use of public funds for NEPs in their annual report detailing the status of the project to the board of supervisors or city council.

Status:  Withdrawn from enrollment.  Died at the Assembly Desk.

AB 2280 (Leno) – Sexually Transmitted Diseases

Makes a number of findings and declarations regarding the incidence of sexually-transmitted diseases, including gonorrhea, and best practice models of HIV counseling and testing.

Requires the Department of Health Services (DHS), no later than July 1, 2007, to develop a counseling model for all persons who receive HIV testing at a test site or clinic that receives state funding for HIV testing, and requires DHS to consider including the following in the counseling model: 

· A brief risk-assessment mechanism that allows a clinic to ascertain whether a person seeking testing is at low or high risk of exposure to HIV.

· A data collection form that may be self-administered by the test subject, and that includes only questions that must be reported in accordance with existing state and federal epidemiology report requirements.

· A prevention education module that comprehensively covers all pertinent information relative to methods by which a person can protect himself or herself or his or her sexual needle-sharing partners from exposure to HIV.

· Flexibility for clinics to determine the extent of counseling provided to a test subject based on a test subject’s risk factors or frequency of HIV testing.

· Flexibility for clinics to provide counseling to couples or small groups, as appropriate.

· Additional counseling for a test subject whose preliminary test result is positive including, as needed by the test subject, emotional support, information on confirmatory testing, referral to care and treatment opportunities, and a review of methods to prevent exposing others to HIV.

Requires DHS to develop a reimbursement schedule that accurately reflects the range of services provided under this model and ensures that a contractor is reimbursed for individual services.

States that it is the intent of the Legislature that the reimbursement schedule be designed to encourage contractors to provide only those services that are appropriate for each test subject and that this new model and reimbursement schedule be cost-neutral, except to the extent that there is an increase in the volume of test subjects.

Permits a physician, nurse practitioner and other specified health care provider who diagnoses specified sexually transmitted diseases in a patient to prescribe, dispense, furnish and/or otherwise provide prescription antibiotics to the patient’s sexual partner(s) without examination of the partner(s).

Requires DHS to determine if a given sexually transmitted disease is suitable for patient-delivered therapy.

Status:  Chapter 771, Statutes of 2006

ALCOHOL AND DRUGS, AND
DIETARY SUPPLEMENTS
SB 37 (Speier) – Prohibited Substances

Includes, in the existing sport physiology component of the coaching program, instruction on the harmful effects associated with the use of steroids and performance enhancing dietary supplements (PEDS) by adolescents.

Prohibits the use of dietary supplements, as defined, that include synephrine or a prohibited substance enumerated by the guide, by a pupil participating in interscholastic high school sports, 60 days after the posting of the guide on the Web site of the California Department of Education.

Prohibits a school from accepting a sponsorship from a manufacturer of a dietary supplement listed above, or from the distributor of a dietary supplement listed above, whose name appears on the labeling of the dietary supplement.

Prohibits the sale or distribution of dietary supplements listed above on a school site or at a school-related event.  Defines market to include direct product advertising, provision of education materials, product promotion by a school district employee or school district volunteer, product placement, or clothing or equipment giveaways, and scholarships.

Adds anabolic steroids, as defined, without a prescription from a licensed health care practitioner to the list of substances a pupil must pledge not to use.

Requires, effective December 31, 2008, each high school sports coach to complete a coaching education program developed by his or her school district or the California Interscholastic Federation (CIF) that includes education on the use of steroids and PEDS.

Allows a high school coach who does not meet the coaching program requirements to coach no longer than one season of interscholastic competition.

Requires the CIF to amend its constitution and bylaws to require that a pupil may not participate in interscholastic high school sports unless the student signs a pledge not to use a dietary supplement that is prohibited for use by this bill and the parent or guardian signs a notification from regarding those restrictions.

Status:  Chapter 673, Statutes of 2005
SB 556 (Migden) – Drug Treatment

Allows the Department of Drug and Alcohol Programs to waive the requirement that no more than 25 percent of the money expended by a county for the Substance Abuse and Crime Prevention Act (SACPA) implementation be for “criminal justice activities”.

Allows a court to retain a probationer in SACPA upon a third or subsequent drug-related probation violation.

Allows the parole authority to retain a parolee in SACPA upon a second drug-related parole violation.

Insures that no person is denied SACPA treatment because of a co-occurring psychiatric disorder.

Extends the maximum length of treatment and aftercare in SACPA from 18 to 24 months.

Provides that the court shall deem a person to have successfully completed SACPA treatment in a narcotics replacement program if he or she has participated in treatment for at least three months and the treating physician or program reports adequate compliance with the program.

Allows funding for narcotics replacement treatment for up to 18 months, regardless of whether the charges have been dismissed.  

Status:  Died on the Senate Floor 

SB 803 (Ducheny) – Ongoing Substance Abuse and Crime Prevention Act of 2005

States the Legislature’s intent to appropriate $120 million to the Substance Abuse Treatment Trust Fund in the annual budget act.  

Deletes existing law that prohibits drug testing costs of any kind from being reimbursed under Substance Abuse and Crime Prevention Act of 2005 (SACPA) and instead allows mandatory drug testing services to be reimbursed from the fund.

Deletes existing law requiring an annual evaluation of the effectiveness and financial impact of the programs funded under SACPA and instead requires two three-year follow-up studies.  Requires the follow-up studies to be submitted to the Legislature no later than July 1, 2010, and July 1, 2013.  

Requires that the evaluation studies include criminal justice measures on rearrests, jail and prison days averted, crime trends, and treatment measures on completion rates and quality of life indicators, such as alcohol and drug use, employment, health, mental health, and family and social supports.

Requires the Department of Alcohol and Drug Programs, in addition to the follow-up studies, to produce an annual report detailing the number and characteristics of participants served and related costs.

Makes it mandatory, instead of discretionary, for the courts to impose drug testing as a condition of probation.

Allows imposition of jail sanctions as a treatment tool to enhance treatment compliance.

Authorizes a court to order incarceration for a specific period to enhance treatment compliance, and in some circumstances, to order a defendant to complete a residential drug treatment program if available, or be placed in county jail for not more than ten days for detoxification.

Prohibits denial of participation in SACPA solely on the basis of a co-occurring psychiatric or developmental disorder.

Requires the court to consider, when altering a drug treatment plan, imposition of jail sanctions; seriousness of the violation; previous treatment compliance; employment; education; vocational training; medical conditions; medical treatment, including narcotics replacement treatment; child support obligations; and family responsibilities.

Increases, from 12 months to 24 months, the extension of treatment services, if necessary, for the treatment to be successful.  

Status:  Died in the Assembly Public Safety Committee 

SB 1288 (Cedillo) – Medi-Cal:  Minors:  Drug and Alcohol Treatment

Includes as a covered benefit under the Drug Medi-Cal program, residential treatment services, family counseling, aftercare services, and case management, as described in the Youth Treatment Guidelines issued by the Department of Alcohol and Drug Programs, for individuals age 12-20 years old.

Prohibits making county welfare departments responsible for the costs of board and care related to residential treatments services.

Requires the Department of Health Services to obtain approval from the Centers for Medicare and Medicaid Services of a Medicaid state plan amendment for federal financial participation (FFP) of the services specified above.  Requires coverage of these services only if FFP is available.

Makes findings and declarations on the importance of expanding the scope of benefits on adolescents. 

Status:  Vetoed by the Governor

AB 36 (Strickland) – Substance Abuse:  Adult Recovery Maintenance Facilities

Requires the Department of Alcohol and Drug Programs (DADP) to license Adult Recovery Maintenance Facility (ARMFs).  Applies treatment facilities licensure requirements to ARMFs.

Requires DADP, on or before July 1, 2006, to develop and adopt emergency regulations governing the licensing and operation of ARMFs, in consultation with providers of alcohol and other drug recovery, treatment, detoxification, and adult recovery maintenance services, county alcohol and drug program administrators, local government jurisdictions, funding and referral organizations and agencies, and appropriate state agencies.  

Defines “Adult Recovery Maintenance Facility” as any facility, place, or building that provides alcohol- or drug-free housing whose rules, peer-led groups, staff activities, or other structured operations are directed toward maintenance of sobriety for adults in early recovery from substance abuse or who recently have completed alcoholism or drug abuse recovery or treatment services.  This facility is designed to promote independent living in a supervised setting, but does not provide professional recovery and treatment services onsite.  The facility may require that adults receive offsite certified alcoholism or other drug treatment services.  The facility is otherwise authorized to receive public funds for individual residents.
Exempts sober living homes from licensure.  
Prohibits, on and after January 1, 2006, any state or local social services, law enforcement, corrections agency, court probation officer, or parole officer from referring any person to a treatment facility or an ARMF that is not licensed.
Status:  Died in the Senate Appropriations Committee

AB 2198 (Houston) – Health Care:  Controlled Substances and Dangerous Drugs

Provides that physicians and surgeons who have a medical basis for prescribing, furnishing, dispensing, or administering dangerous drugs or prescription controlled substances shall not be subject to disciplinary action or prosecution.

Provides that a physician and surgeon may prescribe, dispense, or administer prescription drugs, including prescription controlled substances, to an addict under his or her treatment for a purpose other than maintenance on, or detoxification from, prescription drugs or controlled substances.

Defines “addict” for purposes of the bill as a person whose actions are characterized by craving in combination with one or more of the following:  impaired control over drug use, compulsive use, or continued use despite harm.

Provides that a person with drug-seeking behavior that is primarily due to inadequate control of pain is not an addict for the purposes of the bill.

Recasts provisions of the Intractable Pain Treatment Act to provide that a physician and surgeon may prescribe for, or dispense or administer to, a person under his or her treatment for a medical condition dangerous drugs or prescription controlled substances for the treatment of pain or a condition causing pain, including, but not limited to, intractable pain.

Provides that, notwithstanding above, the California Medical Board may take disciplinary action against a physician and surgeon who violates provisions of the Medical Practices Act dealing with gross negligence, repeated negligent acts, incompetence, unauthorized treatment of an addict, prescribing or furnishing dangerous drugs, without an appropriate prior examination and medical indication, and unauthorized prescribing on the Internet.

Provides that prescribing, dispensing, or furnishing dangerous drugs, as defined, without an appropriate prior examination and a medical indication constitutes unprofessional conduct.

Status:  Chapter 350, Statutes of 2006

AB 2986 (Mullin) – Controlled Substances:  Prescription Requirements

Requires designated prescription forms for controlled substances to additionally contain check boxes so that the prescriber may indicate the number of refills ordered, and the date of origin of the prescription.

Requires each prescription for a controlled substance classified in Schedule II, III, IV, or V to additionally contain the name of the ultimate user or research subject, or contact information as determined by the United States Department of Health and Human Services, refill information, and whether the prescription is a first-time request or refill.

Adds Schedule IV drugs to the controlled substances subject to the electronic reporting and monitoring system under the Controlled Substance Utilization Review and Evaluation System program, including the process for requesting and initiating referral of information pertaining to the history of controlled substances dispensed to an individual, and to the record-keeping requirements for prescribing and dispensing of controlled substances that apply to licensed practitioners who may dispense such substances in their offices or places of practice.

Requires the information provided to the Department of Justice (DOJ) by the dispensing pharmacist for each prescription for a Schedule II, III, or IV controlled substance to additionally include the name, address, and telephone number of the ultimate user or research subject or other contact information as specified, as well as information on the number of refills ordered and whether the drug was dispensed as a refill or first-time request.

Adds refill information to the items required to be contained in records created and maintained by prescribers who are authorized to dispense in their offices or places of practice Schedule II, III, or IV controlled substances.

Increases the frequency with which prescribers who are authorized to dispense Schedule II, III, and IV controlled substances in their office or places of practice must provide designated information for dispensing of Schedule II, III, or IV controlled substances to the DOJ from monthly to weekly.

Status:  Chapter286, Statutes of 2006

CANCER AND CHRONIC DISEASE
SB 615 (Figueroa) – Cervical Cancer

Requires the Department of Health Services (DHS) to include provider education aimed at promoting awareness of the human papillomavirus (HPV) and its link to cervical cancer, as specified, as part of the Cervical Cancer Community Awareness Campaign (Campaign) efforts.

Deletes the requirement that DHS adopt regulations in order to implement the Campaign.

Requires DHS, on or before January 1, 2007, to report to the chairs and vice chairs of the Legislative health committees an overview of the progress being made in fulfilling the duties of the Campaign; recommended strategies or actions to reduce the occurrence of cervical cancer among, and the burden caused by cervical cancer on, women in the state; and, a review of statistical and qualitative data on the prevalence and burden of cervical cancer and HPV in California.

Permits voluntary contributions to be used to conduct the Campaign.  Requires the continued implementation of the Campaign contingent upon the receipt of voluntary contributions.  Requires voluntary contributions received for the Campaign to be deposited into the Cervical Cancer Fund. 

Requires this bill to be implemented only after the Department of Finance (DOF) makes a determination that nonstate funds in an amount sufficient to fully support the activities have been deposited with the state.

Requires the provisions of this bill, if DOF makes a determination that voluntary contributions are not received before January 1, 2007, to become inoperative on January 1, 2007, unless a later enacted statute which becomes effective on or before January 1, 2007, deletes or extends the date on which it becomes inoperative and is repealed.

Status:  Chapter 550, Statutes of 2005
SB 650 (Ortiz) – Prostate Cancer:  Improving Access, Counseling, and Treatment for Californians with Prostate Cancer Program

Requires contracts awarded for prostate cancer treatment programs, as described under existing law and subsequent to the effective date of this bill, to require that 87 percent of total contract funding be used for direct patient care and no less than 70 percent be expended on direct patient care treatment costs, as defined as funding to fee-for-service provides for Medi-Cal eligible services. 

Requires contracts for the program above, commencing July 1, 2006, to be entered into on a competitive bid basis.  States legislative intent to support the program and that the program be cost-effective and maximize the number of men served for the amount of funds appropriated.  Limits covered services to prostate cancer treatment and prostate cancer-related services and require eligible men to be enrolled in a 12-month treatment regimen.  

Requires the Department of Health Services (DHS) to report to the Joint Legislative Budget Committee and the Legislature’s fiscal and policy committees by July 1, 2006 its evaluation of the Improving Access, Counseling, and Treatment for Californians with Prostate Cancer (IMPACT) program in existence during the 2004-05 and preceding fiscal years.

Requires the report to include, but not be limited to, an overall evaluation of the program and service delivery model, a cost-benefit analysis of the program, and: 

· The number of patients receiving treatment.

· Demographic information about the patients in the program, including race/ethnicity, income, and age.

· The cost per patient receiving treatment. The types of treatment services and other services that patients received.
· The number of employees and contractors within DHS funded through the IMPACT program.
· The number of employees and contractors that are employed by or contracting with the University of California that are funded through IMPACT, including the amount of funding allocated for direct patient care, indirect patient care, and administrative functions. 

Appropriates $2.404 million from the General Fund to DHS for fiscal year 2005-06 for purposes of prostate cancer treatment services. 

Status:  Chapter 442, Statutes of 2005
SB 1379 (Perata and Ortiz) – Biomonitoring
Makes a number of findings and declarations related to the presence of toxins in the environment and the need for the establishment of a statewide biomonitoring program.

General

Requires the Department of Health Services (DHS), in collaboration with the California Environmental Protection Agency (CalEPA) to establish the California Environmental Containment Biomonitoring Program with DHS as the lead entity.

Defines “designated chemicals” to include those chemicals that are known, or strongly suspected of, adversely impacting human health or development, based upon scientific, peer reviewed animal, human, or in vitro studies.  Limits designated chemicals to those included in the federal Centers for Disease Control and Prevention that are known collectively as the National Reports on Human Exposure to Environmental Chemicals program and any substances added by the Scientific Guidance Panel, as established by this bill.

Requires the Program to utilize biological specimens, as appropriate, to identify chemicals that are present in the bodies of Californians.

Requires biomonitoring to take place on a strictly voluntary and confidential basis and prohibits the disclosure of individual confidential information of participants.

Requires appropriate biological specimens to be used to monitor and assess the presence and concentration of designated chemicals and analyzed by laboratories operated by DHS, Department of Toxic Substances Control (DTSC), or their contractors.

Requires administrators to receive training in administering the Program in an ethical, culturally sensitive, participatory, and community-based manner.

Requires individuals selected to participate in the Program to be reflective of the age, economic, racial, and ethnic composition of the state and other criteria that might be applied for studies of specific subpopulations.

Specifies that the Program utilize the principles of the CalEPA Environmental Justice Strategy and Environmental Justice Action Plan so that the activities of the Panel and implementation of the Program provide opportunities for public participation and community capacity building with meaningful stakeholder input.

Scientific Guidance Panel

Requires DHS and CalEPA to establish the 9-member Scientific Guidance Panel (Panel) and requires its membership to include members with expertise in specified subject areas.

Requires, after soliciting recommendations from the Office of the President of the University of California, the Governor shall appoint five members, the Senate Rules Committee and the Speaker of the Assembly to appoint two members each, as specified.

Requires all members to be appointed by September 1, 2007 for three-year terms, with the initial terms varying in length to ‘stagger’ the appointments and reappointed allowed for additional terms without limitation.

Requires the Panel to meet as often as it deems necessary, with consideration of available resources, but at a minimum, three times a year.  Requires the Panel to be subject to the Bagley-Keene Open Meeting laws.

Requires members of the Panel to serve without compensation, but be reimbursed for travel and other necessary expenses incurred in the performance of their duties.

Requires the Panel to make recommendations regarding the design and implementation of the program, including recommendations for priority chemicals, with the Program retaining final decision-making authority.

Reporting

Requires DHS, in collaboration with CalEPA, Office of Environmental Health Hazard Assessment (OEHHA), and DTSC, by January 1, 2010, to submit a report to the Legislature containing the findings of the program and include in the report information regarding additional activities and recommendations for improving the Program

Requires DHS and OEHHA to disseminate biomonitoring findings to the general public via appropriate media, including governmental and other Web sites in a manner that is understandable to the average person, and to provide health and environmental exposure data to the general public in a summary format to protect the confidentiality of Program participants

Status:  Chapter 599, Statutes of 2006
SB 1851 (Health Committee) – Cancer:  Informed Consent

Requires a physician and surgeon, upon a diagnosis of breast cancer, to give the patient a written summary of alternative efficacious methods of treatment for breast cancer required under current law and to note on the patient’s chart that he or she has given the patient the written summary.

Defines the physician and surgeon above to mean the primary provider who initially referred the patient for the screening or biopsy or, if different, the provider who has made the diagnosis of breast cancer and initially consulted with the patient about treatment.

Permits the physician and surgeon to choose to provide the summary prior to the performance of a screening or biopsy for breast cancer upon a patient’s request or at the discretion of the physician and surgeon in appropriate cases, including, but not limited to, instances when a patient has demonstrated risk factors, has a family history of breast cancer, or is otherwise susceptible.

Requires the Department of Health Services (DHS) to provide a revised copy of the summary to the Medical Board of California (Board) every three years.

Requires the Board to provide a link to its internet web site that may be accessed by consumers interested in viewing and obtaining a copy of the summary as part of the distribution system it is required to establish under current law.  Requires the Board and DHS to post the summary on their web sites.

Status:  Chapter 485, Statutes of 2006

AB 819 (Ridley-Thomas) – Taxpayer Contributions:  California Colorectal Cancer Prevention Fund

Establishes the California Colorectal Cancer Prevention Fund (Fund) in the State Treasury and permits an individual to designate on the tax return that a contribution in excess of tax liability, if any, be made to the Fund.  Creates this designation as a voluntary contribution on the tax return. 

Requires the Franchise Tax Board (FTB) to revise the personal income tax return to include a designation space for the Fund beginning with the first taxable year that another voluntary contribution fund is removed.  

Allows the Fund check-off to remain on the tax form for up to five years, provided it receives a minimum of $250,000 in contributions beginning in its second year on the form.  Indexes the required minimum for inflation in subsequent years.  

Specifies that if payments and credits reported on the return do no exceed the taxpayer’s liability, then the taxpayer’s return shall be treated as if no designation has been made.  Requires a designated contribution to be transferred to the General Fund if no designee is specified.  

Reimburses, upon appropriation by the Legislature, the State Controller and FTB for their costs to administer the check-off and directs remaining check-off contributions to the Department of Health Services (DHS) for making grants to foundations that work for the prevention of colorectal cancer.  

Requires criteria for the dispersion of grants from DHS from monies received from the Fund to a grantee (income tax checkoff).  Specifically:

· Requires DHS to make grants to tax-exempt, 501c(3) organizations whose mission is the prevention and early detection of colorectal cancer.

· Directs that these grants contribute to the expansion of community-based colorectal cancer education and culturally sensitive and appropriate prevention activities targeted toward communities that are disproportionately at risk or afflicted by colorectal cancer.

· Requires that a grantee demonstrate project readiness to DHS before DHS releases any funds to a grantee.

Status:  Chapter 697, Statutes of 2005
AB 1476 (Nakanishi) – Cancer Registry:  Reporting:  Juvenile Cancer Patients
Requires the Department of Health Services to prepare and send a specified form to the parents of pediatric cancer patients seeking information on the prior 10 years of residency of the child.  The bill’s purpose is to produce an environmental history for these young patients.

Status:  Died in the Senate Appropriations Committee

AB 1648 (Pavley) – Reflex Sympathetic Dystrophy

Establishes the Reflex Sympathetic Dystrophy (RSD) Education and Research Program (Program) within the Department of Health Services (DHS).

Makes a number of legislative findings and declarations regarding RSD, including that RSD is a debilitating and progressively chronic condition characterized by severe burning pain, pathological changes in bone and skin, excessive sweating, tissue sweating, tissue swelling, and extreme sensitivity to touch.

Specifies that the purpose of the Program is to promote public awareness of the causes of RSD, the value of early detection and diagnosis and possible treatments, and research, through public and private resources, to accurately identify, diagnose, and treat RSD.

Requires DHS to:

· Establish a public education and outreach campaign, through written materials, brochures, and the DHS’ Web site, to promote RSD education to allow individuals to make informed decision regarding their health.  The public education and outreach should include causes, risk factors, treatment, prevention and outreach services.

· Develop educational materials and brochures and make them available to consumers.

· Coordinate, promote, and offer professional education programs, through institutions of higher education, for health care providers and health-related community-based organizations, as specified.

· Promote research, through public and private funding sources, to accurately identify, diagnose, and treat RSD.

Establishes the RSD Fund.  Requires, upon appropriation by the Legislature, money in the fund to be expended by DHS. 

Allows DHS to seek and accept grants, awards, and other funds not derived from the General Fund for implementation of this bill.  

Requires implementation of this bill after the Department of Finance determines that nonstate funds sufficient to fully support the activities of the program have been deposited with the state, and thereafter, only to the extent funds from nonstate sources are made available for this purpose.

Status:  Vetoed by the Governor
AB 2339 (Ridley-Thomas) – Colorectal Cancer

Establishes a colorectal screening program to provide both screening and treatment for colon cancers for uninsured individuals with incomes of less than 200 percent of federal poverty level ($25,660 for a family of two).  

Provides that eligibility for screening would be extended to those individuals most at risk (over 50 years of age) and services would include diagnosis and any necessary treatment. 

Provides education and outreach to the target population through contracts with private or non-profit community based organizations. 

Requires the Department of Health Services to produce a report to the Legislature describing costs, demographics, types of treatment, and contractors associated with the program.

Status:  Died in the Senate Appropriations Committee

AB 2870 (De La Torre) – Correctional Institutions:  Communicable Diseases

Expands existing legislative findings and declarations and intent language regarding the health dangers posed by HIV and AIDS transmission in correctional institutions to include hepatitis B and C.

Adds hepatitis B and C, as diseases that a law enforcement employee, as defined, may request an inmate be tested for if the employee comes into contact with the inmate or defendant’s bodily fluids.

Expands the existing definition of “correctional institution” for purposes of medical testing of prisoners and to include a court facility.

Expands existing law to include “a person charged with any crime, whether or not the person is in custody” as a category of persons that if a law enforcement employee, as defined, comes into contact with the bodily fluids if they can have that person tested for HIV or hepatitis B or C.

Specifies that the existing definition of “law enforcement employee” for purposes of who may request medical testing of prisoners includes “prosecutors and staff” as well as “public defenders and staff.”

Expands the existing definition of “counseling” for purposes of medical testing of prisoners, to include hepatitis B and C as a topic for which counseling can be provided.

Status:  Chapter 800, Statutes of 2006

CHILDREN’S HEALTH
SB 1748 (Figueroa) – Cystic Fibrosis and Biotinidase:  Newborn Screening

Adds biotinidase and cystic fibrosis to the existing expansion of the statewide newborn screening program that the Department of Health Services (DHS) is required to implement.

Extends the date by which DHS can temporarily obtain testing services through a competitive bid process if it is unable to provide the expanded screening, as specified, from August 1, 2005 to August 1, 2007.

Requires DHS to report to the Legislature regarding the progress of the screening program with regard to implementing newborn screening for biotinidase and cystic fibrosis on or before July 1, 2007.  Requires the report to include the costs for screening, follow-up, and treatment as compared to costs and morbidity averted by this testing under the program.

Permits funds from the Genetic Disease Testing Fund to be expended to expand the Genetic Disease Branch Screening Information System through the amendment of the Genetic Disease Branch Screening Information System contracts, and prohibits these funds from being subject to Public Contract and Government Code related to information technology projects contracting.

Requires above to apply only to the design, development, and implementation of the expansion, and to the ongoing maintenance of the Genetic Disease Branch Screening Information System, once the expansion is implemented.
Status:  Died in the Assembly Appropriations Committee.  Provisions enacted through the 2006-07 budget trailer bills.

AB 576 (Wolk) – Immunizations

Permits the physician of a patient or client, after a patient refuses to allow immunization information to be shared and/or to receive immunization reminder notifications as provided for under current law, to maintain access to this information for the purpose of patient care or protecting the public health.

Permits a local health department and the Department of Health Services (DHS), after a patient refuses to allow immunization information to be shared and/or to receive immunization reminder notifications as provided for under current law, to maintain access to this information for the purpose of protecting the public health.

Permits local health departments and DHS to share specified immunization information and identifying personal information, unless the patient refuses, with a state, local health departments, health care providers, immunization information systems, or any representative of an entity designated by federal or state law or regulation to receive this information and authorizes DHS to enter into written agreements to share this information with other states for specified purposes, unless the patient or client, or parent or guardian of the patient or client, refuses to allow the information to be shared.

Permits DHS to enter into agreements to exchange confidential immunization information with other states.

Requires DHS to submit to the Legislature, by January 31, 2008, a sustainability plan to demonstrate how DHS will fully populate and sustain immunization information systems over time.

Status:  Chapter 329, Statutes of 2006

AB 1433 (Emmerson and Laird) – Pupil Health:  Oral Health Assessment

Requires a pupil, while enrolled in kindergarten in a public school, or while enrolled in first grade in a public school if the pupil was not previously enrolled in kindergarten in a public school, to present proof, no later than May 31 of the school year, of having received an oral health assessment by a licensed dentist or other licensed or registered dental health professional operating within his or her scope of practice that was performed no earlier than 12 months prior to the date of the initial enrollment of the pupil.

Requires public schools to notify the parent or legal guardian of a pupil described in above of the assessment requirement, and requires, at a minimum, the notification to consist of a letter that includes the following:

· An explanation of administrative requirements.

· Information on the importance of primary teeth.

· Information on the importance of oral health to overall health and to learning.

· A toll-free telephone number to request an application for Healthy Families, Medi-Cal, or other government-subsidized health insurance programs.

· Contact information for county public health departments.

· A statement of privacy applicable under state and federal law.

Requires the notification, pursuant to above, to include a standardized format developed by the department, in consultation with interested parties that includes all of the following:

· A section that can be used by the licensed dentist or other licensed or registered dental health professional performing the assessment that is consistent with the oral health assessment form developed by the Association of State and Territorial Dental Directors.

· A section in which the parent or legal guardian can indicate one of three reasons why an assessment cannot be completed, including undue financial burden, lack of access, or does not consent to an assessment.

Requires all school districts, after receiving completed assessments, and by December 31 of each year, to send a report, as specified, to the county office of education of the county in which the school is located.

Allows county offices of education to share aggregate data with other governmental agencies, philanthropic organizations, or other nonprofit organizations for data analysis.

Allows use of assessment data that is compliant with the federal Health Insurance Portability and Accountability Act to conduct research and analysis on the oral health status of public school pupils in California.

Provides that this bill does not preclude a school district or county office of education from developing a school site-based oral health assessment program to meet  the requirements of this bill.

Specifies that funds allocated to local educational agencies, pursuant to Item 6110-268-0001 of Section 2.00 of the Budget Act of 2006, shall first be used to offset any reimbursement to local educational agencies as a result of this bill.

Requires the Office of Oral Health of the Chronic Disease Branch of the Department of Health Services to conduct an evaluation of the bill and submit a report to the Legislature by January 1, 2010, as specified.

Status:  Chapter 413, Statutes of 2006

AB 1745 (Chan) – Medi-Cal:  Pediatric Palliative Care Benefit

Asks the Department of Health Services (DHS) to develop a program to test the medical effectiveness of palliative care for children with terminal diseases.  

Allows DHS to design the program and select eligibility criteria, but requires that the services be appropriate to children, that hospice services are provided at the same time as potential curative treatments, and that hospice services be available to children regardless of the individual’s remaining period of life.  

Counters federal policy that denies critical services to children, such as 24-hour nursing, respite care, treatment of symptoms and pain control, unless the child is diagnosed as having less than six months to live and forgoes any curative treatment.  

Uses the federal definition of child in order to qualify for matching funds.

Status:  Chapter 330, Statutes of 2006

AB 2226 (Garcia) – Diabetes Screening

Requires, on and after July 1, 2010, school districts to provide a type 2 diabetes information sheet to the parent or guardian of incoming 7th grade pupils.

Defines governing authority as the governing board of each school district or the authority of each other public institution responsible for the operation and control of the institution or the principal or administrator of each public school or institution.

Authorizes the information sheet to be provided with other information the governing board of each school district provides to parent and guardians at the beginning of the first semester or quarter of the regular school term.

Requires the information sheet to include, but not be limited to:

· a description of type 2 diabetes;

· a description of the risk factors and warning signs associated with type 2 diabetes;

· a recommendation that pupils displaying or possibly suffering from risk factors or warning signs associated with type 2 diabetes should be screened for type 2 diabetes;

· a description of treatments and prevention methods type 2 diabetes; and,

· a description of the different types of diabetes screening tests available.

Requires the information sheet to be developed by California Department of Education (CDE) in coordination with any other entity CDE deems appropriate. 

Requires the information sheet to be made available to each school district through the CDE Web site and any other Web site CDE deems appropriate, as well as by providing written copies of the information sheet to the school district upon written request to CDE.

States legislative intent that school districts, to the extent that resources or funds are available, provide information to parents regarding locations at which parents can receive services at free or reduced costs from public or private sources.

Status:  Chapter 235, Statutes of 2006

AB 2560 (Ridley-Thomas) – Public School Health Center Support Program

Requires the Department of Health Services (DHS), in cooperation with the California Department of Education (CDE), to establish a Public School Health Center Support Program to do the following in collaboration with CDE: 

· Provide technical assistance to school health centers to provide outreach and promote enrollment of children eligible for Medi-Cal and the Healthy Families Program.

· Serve as a liaison between units within DHS, as specified, and between other state entities, as specified.

· Provide technical assistance to facilitate and encourage the establishment of health centers in public schools and local educational agencies by identifying available public and private sources of funding.

Requires DHS to establish standardized data collection and maintain a database of specified information on public school and local educational agency health centers.

Requires CDE to do both of the following in collaboration with DHS: 

· Coordinate programs that support school health centers within CDE and with programs located in the Department of Mental Health and the Department of Alcohol and Drug Programs, where appropriate.

· Provide technical assistance to facilitate and encourage the establishment of health centers in public schools by sharing information among local education agencies regarding the use of facilities, liability insurance, cooperative agreements with community-based providers, and other pertinent issues. 

Requires the Program, in collaboration with CDE, to act as a liaison for school-based health centers and provide a biennial update to the Legislature by January 1, 2009, that includes information as specified.  The information is to be posted on the web site of CDE.

Status:  Chapter 334, Statutes of 2006

AB 3071 (Chan) – Dental Disease Prevention Programs

Requires educational programs administered by the community dental disease prevention programs (CDDPPs) to be evidence-based and age-appropriate and to be focused on personal practices by preschool children, students and parents that promote dental health.  

Requires educational programs to additionally include emphasis on age-appropriate counseling and recommendation of preventative dental products.  

Requires preventative services provided by CDDPPs to be evidence-based and age-appropriate and to include dietary fluoride supplements, and supervised application of fluoride varnish and mouth rinse.  

Includes licensed or registered dental health professionals in the scope of professionals that may provide or supervise dental services under the CDDPPs.  

Status:  Withdrawn from enrollment, died at Senate desk

EMERGENCY MEDICAL SERVICES
SB 409 (Kehoe) – Emergency Health Care Services:  Appropriations

Appropriates from the General Fund $5,451,000 to the Department of Health Services (DHS) and $1,622,000 to the Emergency Medical Services Authority (EMSA) for the 2005-06 fiscal year, for specified public health emergency preparedness purposes as follows:

To DHS:

· $76,000 to oversee management of antiviral supplies, vaccines, and medical supplies that need to be obtained and distributed during a pandemic;

· $415,000 to provide expanded capacity in the Microbial Diseases Laboratory and the Viral and Rickettsial Diseases Laboratory to implement new tests to control infectious diseases and to purchase a portable Raman Infrared Microscopy System and a portable Gas Chromatographic/Mass Spectroscopy System for the state laboratory in Richmond;

· $460,000 to purchase doses of antiviral supplies used in the prevention or treatment of influenza; and,

· $4.5 million to strengthen pandemic influenza planning efforts, conduct epidemiologic investigations of infectious and communicable disease outbreaks, and provide epidemiologic and statistical support as requested.

To EMSA: 

· $1.6 million for the purchase and provision of personal protective equipment (PPE) for fire and ambulance personnel who agree, through a contract with EMSA or the local emergency medical services agency.  Recipients of PPE are required to replace the equipment, as necessary, and to provide necessary, ongoing training on the use of equipment.

Exempts the funds appropriated under this bill from State Contract Act requirements, in order to rapidly implement pandemic influenza planning and preparedness efforts, contracts or other agreements entered into for pandemic influenza planning or preparedness activities.

Status:  Chapter 26, Statutes of 2006

SB 499 (Alarcon) – Hospitals:  Emergency Medical Services Elimination

Requires a hospital to prepare a public health and safety report prior to issuing notice of a planned elimination of emergency medical services or closure of the hospital to the Department of Health Services.

Requires the hospital to submit the report to the county supervisors, the local emergency medical services agency, and to make the report available to the public.

Requires the report to include, but not be limited to, the following information:

· The estimated annual number of patients that the hospital or unit services.

· The emergency and trauma care service capacity and utilization.

· The demographics of the patient population.

· The hospital’s income statement, balance sheet, and cash flow statement for the hospital’s most recent three fiscal years, prepared according to generally accepted accounting and auditing principles.

· All offers received from entities wishing to purchase the facility for the purpose of continuing to operate it as an acute care facility.

· The number of negative pressure isolation rooms that the hospital or unit has.

· The hospital’s or unit’s role in the community’s disaster preparedness plan.

· The number of displaced employees due to service elimination or hospital closure, including the occupation of each.

· The number of nursing students currently working in the hospital or unit.

· The number of staffed beds.

· The annual number of patient days based on the most recent year’s admissions and discharges.

· The number of residency programs within the hospital whose participants help staff the emergency department.

Allows a county to use the results of the public health and safety report in preparing the county’s impact evaluation.

Prohibits a hospital from seeking approval for elimination of emergency medical services prior to submitting the public health and safety report to the county.

Status:  Vetoed by the Governor
SB 1773 (Alarcon) – Emergency Medical Services:  Fines and Forfeitures

Authorizes, for purposes of supporting emergency medical services (EMS), as specified, a county board of supervisors to elect to levy an additional penalty of two dollar for every $10 or fraction thereof, which is to be collected together with and in the same manner as existing assessments, as specified, upon every fine, penalty, or forfeiture imposed and collected by the courts for certain criminal and vehicle code violations.

Requires funds to be collected pursuant to above only if the county board of supervisors provides that the increased penalties do not offset or reduce the funding of other programs from other sources, but that these additional revenues result in increased funding to those programs, and be deposited into the Maddy EMS Fund, as specified.

Requires 15 percent of the money deposited in the Maddy EMS Fund pursuant to above to be used to provide funding for publicly and privately owned and operated pediatric trauma centers through out the county.  Limits expenditure of this money to reimbursement to physicians and surgeons, hospitals for patients who do not make 
payment for emergency care services in hospitals up to the point of stabilization, or for expanding the services provided to pediatric trauma patients at trauma centers and other hospitals providing care to pediatric trauma patients at trauma centers, including the purchase of equipment.

Requires counties that do not maintain pediatric trauma centers to use the pediatric trauma money deposited into the Maddy EMS Fund to improve access to and coordination of pediatric trauma and emergency services in the county.

Requires costs of administering money deposited into the Maddy EMS Fund pursuant to above to be reimbursed from the money collected, not to exceed 10 percent.

Status:  Chapter 841, Statutes of 2006

AB 717 (Gordon) – Centinela Airport Clinic:  Emergency Care

Requires, notwithstanding any other provision of law regarding reimbursement rates, Centinela Airport Clinic to receive private and government reimbursement rates equivalent to that of a contiguous emergency department of a general acute care hospital if the clinic meets all of the following requirements:

· Complies with all requirements applicable to a general acute care hospital emergency department except that as an emergency receiving center, it may be a separate freestanding facility and not contiguous to a general acute care hospital.

· Is open 24 hours per day, 365 days per year.

· Maintains laboratory service capable of providing necessary radiology services.

· Is staffed by licensed physicians and surgeons who have medical staff privileges and access to the general acute care hospital’s on-call panel.

· Is staffed by licensed nurses in compliance with the existing nurse to patient staffing law.

· Is capable of transferring patients in need of a higher level of care to an appropriate hospital.

· Provides data to the Department of Health Services and local emergency medical service agency (EMSA) to enable monitoring including:  acuity levels of patients; patient transfer times to a higher level of care, measured from the time of the decision to transfer, to the time the patient is in route to the receiving hospital; and, he number of higher level of care transfers conducted through the 911 telephone system.
· Does not advertise or use signage indicating it is an emergency department.

· Has a written agreement with the local EMSA authorizing the pilot program, and complies with all policies and procedures for receiving basic life support patients only.

Authorizes the Centinela Airport Clinic to receive 911 telephone system transports of basic life-support patients at the rate applicable in October, 2004.

Requires the Los Angeles County Local Emergency Medical Services Agency (LA EMSA) to report to the Legislature on or before May 1, 2008, about the effect that Centinela Airport Clinic has had on the quality of emergency health care services provided to the community served by the clinic.

Requires the report to include, at a minimum, the following:

· The number of patients transported to Centinela Airport Clinic by ambulance.

· The reimbursement to Centinela Airport Clinic for patients whose care was reimbursed, including the Medi-Cal program, the California Childrens’ Services Program, the Healthy Families Program, or by a health plan contracting with the California Public Employees’ Retirement System, as compared to the reimbursement rate the clinic would have received had it not been reimbursed as a contiguous emergency department of an outpatient acute care hospital.

· Requires the clinic to furnish this information to LA EMSA, and the agency to be able to verify the information.

· The effect of the Centinela Airport Clinic on any reductions in wait times, to the extent this data is available, and ambulance diversion at surrounding hospital emergency departments.

Status:  Failed Passage in the Senate Health Committee
AB 2554 (Ridley-Thomas) – Emergency Medical Technicians:  Certificates:  Discipline

Requires the medical director of a the local emergency medical services agency (EMSA) to discipline emergency medical technician (EMT)-I or EMT-II in accordance with the Administrative Procedure Act, rather than existing regulations.

Prohibits a medical director of the local EMSA from suspending or revoking any EMT-I certificate issued by a public safety agency or placing an EMT-I certificate holder on probation, unless certain conditions apply.

Authorizes the medical director to temporarily suspend an EMT-1 or EMT-2 certificate upon specified determinations.

Requires EMSA to review, modify if necessary, and approve the policies and procedures submitted by the local EMSA as specified.

Deems any information reported or disclosed by an employer pursuant to above to be an investigatory communication and exempt from disclosure pursuant to the California Public Records Act (Act), as specified.

Prohibits this Act from being construed to limit or otherwise impair the medical control of the medical director of a local EMSA granted pursuant to existing law.

Status:  Vetoed by the Governor
AB 2584 (De La Torre) – Emergency and Disaster Response Exercises:  Infectious Diseases

States legislative intent to ensure that state and local agencies are as prepared as possible to respond to an outbreak of infectious disease, including an influenza pandemic, in the state.

Requires the Department of Health Services (DHS) and local public health departments, when conducting emergency or disaster preparedness exercises relating to the outbreak of an infectious disease, to establish a process to identify any deficiencies in preparedness plans and procedures, and track the implementation of corrective measures to ensure that desired improvements are made to those preparedness plans.

Requires the process to provide for at least both of the following:

· Preparation of an after-action report (AAR) for each exercise conducted, to be submitted within 90 days of the exercise, or within a time period required by the terms and conditions of any federal financial assistance DHS or the local public health department has received to prepare for an act of bioterrorism or other public health emergency.  Requires AARs to include, but not be limited to, a review of identified deficiencies, a review of response actions taken, suggested modifications to plans and procedures, and identified training needs; and,

· Establishment of written procedures to assist in the review and consideration, and, if applicable, implementation of recommendations included in AARs.  Implementation of the recommendations shall be at the option of the entity in question.

States the intent of the Legislature that the requirements added by this section are to supplement, and not to supplant or prevail over, the terms and conditions of any federal financial assistance DHS or local public health departments receive to prepare for an act of bioterrorism or other public health emergency.

Status:  Vetoed by the Governor

ENVIRONMENTAL HEALTH
SB 484 (Migden) – Cosmetics:  Chronic Health Effects

Requires the manufacturer, as defined, of any cosmetic product subject to regulation by the Food and Drug Administration (FDA) that is sold in this state, commencing January 1, 2007, to, on a schedule, and in electronic or other format, as determined by the Division of Environmental and Occupational Disease Control (DEODC) of the Department of Health Services, provide DEODC with a complete and accurate list of its cosmetic products, as specified, that, as of the date of submission, that are sold in the state that contain any ingredient, as defined, that is a chemical identified as causing cancer or reproductive toxicity, including any chemical that is:

· Contained in the product for purposes of fragrance or flavoring; or, 

· Identified by the phrase “and other ingredients” and determined to be a trade secret, as specified.  Requires any ingredient identified pursuant to this bill to be considered to be a trade secret and be treated by the office in a manner consistent with current federal law.  Prohibits any ingredients considered to be a trade secret from being subject to the California Public Records Act for the purposes of this bill.

Requires the manufacturer, if an ingredient identified pursuant to this bill is removed from a product and removed from the list of chemicals known to cause cancer or reproductive toxicity under Proposition 65 or is no longer a chemical identified as causing cancer or reproductive toxicity by an authoritative body, to submit that information to the DEODC.  Requires DEODC, upon receipt of new information and after verifying its accuracy, to revise the manufacturer’s information on record.  Prohibits the manufacturer from being under obligation to submit subsequent information on the presence of the ingredient in the product unless subsequent changes require submittal of the information.

Exempts any cosmetics manufacturer with annual aggregate sales of cosmetic products, both within and outside of California, of less than $1 million, based on the manufacturer’s most recent tax year filing from the provisions contained above. 

Permits DEODC, in order to determine potential health effects of exposure to ingredients in cosmetics sold in the state, to conduct an investigation of one or more cosmetic products that contain chemicals identified as causing cancer or reproductive toxicity or other ingredients of concern to DEODC.  Permits an investigation to include, but not be limited to, a review of available health effects data and studies, worksite health hazard evaluations, epidemiological studies to determine the health effects of exposures to chemicals in various subpopulations, and exposure assessments to determine total exposures to individuals in various settings.  

Permits the manufacturer of any product subject to the investigation to submit relevant health effects data and studies to DEODC.  Permits DEODC, in order to further the purposes of an investigation, to require manufacturers to submit relevant health effects data and studies available to the manufacturer and other available information as requested, including, but not limited to, the concentration of the chemical in the product, the amount by volume or weight of the product that comprises the average daily application or use, and sales and use data necessary to determine where the product is used in the occupational setting.

Requires DEODC, if it determines pursuant to an investigation that an ingredient in a cosmetic product is potentially toxic at the concentrations present in the product or under the conditions used, to immediately refer the results of its investigation to the Division of Occupational Safety and Health in the Department of Industrial Relations and the Office of Environmental Health Hazard Assessment.

Requires DEODC, if it finds that a product has been adequately substantiated for safety despite containing an ingredient that the Cosmetic Ingredient Review has found is not safe for the specific use indicated on the product’s label, to refer its findings to the Attorney General and the Food and Drug Administration for possible enforcement action pursuant to this bill and the federal Food, Drug and Cosmetic Act.
Status:  Chapter 729, Statutes of 2005
SB 600 (Ortiz) – Biomonitoring

Requires that the Division of Environmental and Occupational Disease Control (DEODC) within the Department of Health Services (DHS) to adopt guidelines and protocols for the state’s biomonitoring program and is responsible for collecting and analyzing biospecimens.

Specifies that specimens be provided voluntarily; individuals providing specimens are to maintain their confidentiality; and volunteers receive consultation to explain their results. 

Creates, by July 1, 2007, the Healthy Californians Biomonitoring Program Advisory Panel (panel) composed of eight members.  Specifies that four of the appointments shall be made by the director of DHS and four by the secretary of the California Environmental Protection Agency (CalEPA).  States that the members serve three-year terms and may be reappointed.  Requires that the panel shall meet at least twice yearly.  States that members receive no salary but do have travel and related necessary expenses covered. 

Makes the panel responsible for generating recommendations to DEODC, the Office of Environmental Health Hazard Assessment and CalEPA.  Requires that DHS must also submit a biennial report to the Legislature on its activities, beginning on January 1, 2010.  States that the report shall include specific recommendations to improve program activities and that DHS must also make its information available to the public through Web sites.

Directs those conducting the biomonitoring program to provide participants with a specific statement about:  what biomonitoring is; how the mere presence of a chemical in the body does not mean it will cause disease by itself; how toxicity depends on dose, concentration and individual susceptibility; and the need and purpose for conducting biomonitoring.

Specifies that the program shall utilize the principles of the CalEPA Environmental Justice Strategy and Environmental Justice Action Plan.  Asserts that the strategy and the plan accord the highest respect and value to every individual and community.

Requires DHS to consider, and adapt as appropriate, the analytical methods utilized by the federal Centers for Disease Control and Prevention for the studies known collectively as the National Reports on Human Exposure to Environmental Chemicals.

Directs any funds appropriated by the legislature for this purpose to be deposited into the Healthy Californians Biomonitoring Fund in the State Treasury.  States that administrative costs are limited to 15 percent of the funds deposited in each fiscal year.

Status:  Vetoed by the Governor
SB 849 (Escutia) – Environmental Health Data Tracking

Requires the Department of Health Services (DHS) and the California Environmental Protection Agency (CalEPA) to establish the Interagency Office of Environmental Health Tracking (OHT) within DHS’ Division of Environmental and Occupational Disease Control in order to implement the California Health Tracking Program.

Delineates the activities to be carried out by OHT over a three-year period including:  a) interagency coordination of data collection, b) implementation of the SB 702 expert working group, c) facilitation of the dissemination and interpretation of surveillance data to the public and researchers, d) development of protected data sharing agreements, e) development of a strategic plan for addressing data gaps, and f) delivery of a biennial report to the Legislature on the status of surveillance and related research programs.

Requires OHT to implement the following specific provisions during the 2005-06 fiscal year:  a) develop and sign a specified cooperative agreement for data sharing between OHT, the Division of Chronic Disease and Injury Control, and the boards, departments and office of CalEPA; b) develop a strategic plan with specific components; and c) develop extramural proposals from federal and foundations to establish pilot tracking projects, staff positions, and for the development of cost estimates and proposals for a tracking function.

Specifies, that in the 2005-06 fiscal year, DHS and the Office of Environmental Health Hazard Assessment (OEHHA) will each be required to provide a research scientist 50 percent time to assist local communities in obtaining and interpreting environmental health data.

States the Legislature’s intent to provide funding to DHS and CalEPA for the research scientists in the 2005-06 Budget Act.  Requires any costs or funding beyond the two half-time research scientists mentioned above to be funded from federal or private sources.  This bill does not set up a specific mechanism to collect those federal or private funds, but it directs OHT to establish a state infrastructure that would signal the commitment of the state to environmental health surveillance to private and federal funding sources.

Makes this bill operative only if the two half-positions for DHS and OEHHA are funded in the Budget Act, and the Department of Finance makes a determination that sufficient federal or private dollars have been made available to the state to fully implement the provisions of this bill.

Status:  Vetoed by the Governor 

SB 1379 (Perata and Ortiz) – Biomonitoring
Makes a number of findings and declarations related to the presence of toxins in the environment and the need for the establishment of a statewide biomonitoring program.

General

Requires the Department of Health Services (DHS), in collaboration with the California Environmental Protection Agency (CalEPA) to establish the California Environmental Containment Biomonitoring Program with DHS as the lead entity.

Defines “designated chemicals” to include those chemicals that are known, or strongly suspected of, adversely impacting human health or development, based upon scientific, peer reviewed animal, human, or in vitro studies.  Limits designated chemicals to those included in the federal Centers for Disease Control and Prevention that are known collectively as the National Reports on Human Exposure to Environmental Chemicals program and any substances added by the Scientific Guidance Panel, as established by this bill.

Requires the Program to utilize biological specimens, as appropriate, to identify chemicals that are present in the bodies of Californians.

Requires biomonitoring to take place on a strictly voluntary and confidential basis and prohibits the disclosure of individual confidential information of participants.

Requires appropriate biological specimens to be used to monitor and assess the presence and concentration of designated chemicals and analyzed by laboratories operated by DHS, Department of Toxic Substances Control (DTSC), or their contractors.

Requires administrators to receive training in administering the Program in an ethical, culturally sensitive, participatory, and community-based manner.

Requires individuals selected to participate in the Program to be reflective of the age, economic, racial, and ethnic composition of the state and other criteria that might be applied for studies of specific subpopulations.
Specifies that the Program utilize the principles of the CalEPA Environmental Justice Strategy and Environmental Justice Action Plan so that the activities of the Panel and implementation of the Program provide opportunities for public participation and community capacity building with meaningful stakeholder input.

Scientific Guidance Panel

Requires DHS and CalEPA to establish the 9-member Scientific Guidance Panel (Panel) and requires its membership to include members with expertise in specified subject areas.

Requires, after soliciting recommendations from the Office of the President of the University of California, the Governor shall appoint five members, the Senate Rules Committee and the Speaker of the Assembly to appoint two members each, as specified.

Requires all members to be appointed by September 1, 2007 for three-year terms, with the initial terms varying in length to ‘stagger’ the appointments and reappointed allowed for additional terms without limitation.

Requires the Panel to meet as often as it deems necessary, with consideration of available resources, but at a minimum, three times a year.  Requires the Panel to be subject to the Bagley-Keene Open Meeting laws.  Requires members of the Panel to serve without compensation, but be reimbursed for travel and other necessary expenses incurred in the performance of their duties.

Requires the Panel to make recommendations regarding the design and implementation of the program, including recommendations for priority chemicals, with the Program retaining final decision-making authority.

Reporting

Requires DHS, in collaboration with CalEPA, Office of Environmental Health Hazard Assessment (OEHHA), and DTSC, by January 1, 2010, to submit a report to the Legislature containing the findings of the program and include in the report information regarding additional activities and recommendations for improving the Program

Requires DHS and OEHHA to disseminate biomonitoring findings to the general public via appropriate media, including governmental and other Web sites in a manner that is understandable to the average person, and to provide health and environmental exposure data to the general public in a summary format to protect the confidentiality of Program participants

Status:  Chapter 599, Statutes of 2006
AB 2078 (Montanez) – Pesticides

Defines “intentional human dosing pesticide toxicological study” to mean a pesticide study in which the exposure to the pesticide experienced by a human subject participating in the study would not have occurred but for the human subject’s participation in the study. 

States that “intentional human dosing pesticide toxicological studies” do not include either of the following:  
· Pesticide exposure studies conducted to determine occupational exposure during work activities, provided that these studies allow pesticide exposure only to the extent permissible under state and federal law and regulation and that a human subject is not offered additional compensation for increased pesticide exposure. 
· Studies to evaluate population ambient exposures and pesticide levels in the body, unless these studies are designed to require pesticide exposure that would not have occurred but for the participation in the study.  

Prohibits any state agency, department, office, or board from accepting, considering, or relying upon intentional human dosing pesticide toxicological studies in any state or federal risk assessments finalized on and after January 1, 2007, in carrying out any of the provisions of this bill or the Food and Agricultural Code.

Allows a state agency, department, office, or board to rely upon a study conducted with human subjects in order to determine the efficacy of a compound that is specifically designed to be applied to human skin, including public health pesticides registered pursuant to Section 12836 of the Food and Agricultural Code, insect repellants, or antimicrobials only if the research conducted is done in the manner in which the product is designed to be used and meets all specified requirements.

States that nothing in this bill shall contradict the prohibition on intentional human dosing pesticide toxicological studies, or otherwise establish a precedent for the use of intentional human dosing pesticide toxicological studies.

Prohibits a state agency, department, office, or board from ever accepting, considering, or relying upon intentional human dosing pesticide toxicological studies conducted on pregnant women or minors. 
Status:  Died in the Senate Appropriations Committee

AB 2276 (Pavley) – Ozone:  Indoor Air Cleaning Devices
Requires the Air Resources Board (ARB) to develop and adopt regulations to protect public health from ozone emitted by indoor air cleaning devices used in occupied spaces.  The regulations will contain these elements:  a standard for emission concentration; procedures for manufacturers to determine ozone emissions from their devices; and procedures for the ARB to certify and label the devices.

Status:  Chapter 770, Statutes of 2006

FOOD SAFETY
SB 144 (Runner) – Retail Food

Requires the Department of Health Services (DHS) to provide technical assistance, training, standardization, program evaluation, and other services to local health agencies as necessary to ensure uniform interpretation and application of the California Retail Food Code (CRFC) when an appropriation is made available to DHS.

Requires DHS to investigate to determine satisfactory enforcement of CRFC by evaluating the program of each local enforcement agency at least once every three years and prepare a report of the evaluation and list any program improvements needed when an appropriation is made available to DHS.

Establishes the Retail Food Safety and Defense Fund (Fund) as a special fund in the State Treasury and requires all funds collected by DHS from cost recovery to be placed in the Fund.  Requires moneys in the Fund to be used solely for the purpose of implementing and carrying out CRFC.

Declares the intent of the Legislature to reduce the likelihood of food borne disease transmission by preventing any food employee who is suffering from symptoms associated with an acute gastrointestinal illness, or known to be infected with a communicable disease that is transmissible through food, from engaging in the handling of food until the food employee is determined to be free of that illness or disease, or incapable of transmitting the illness or disease through food, as specified.

Requires a local health officer to inform the local enforcement agency when a notice of an illness that can be transmitted by food in a food employee of a food facility is received. Requires any or all of the following measures to be taken:

· Immediate restriction or exclusion of any employee or food employee applicant from the affected area;

· Immediate closing of the food facility until, in the opinion of the local enforcement agency, the identified danger of disease outbreak has been addressed. Any appeal of the closure shall be made in writing within five days to the applicable local enforcement agency; and,

· Any medical evaluation of any employee, including any laboratory test or procedure that may be indicated. If an employee refuses to participate in a medical evaluation, the local enforcement agency may require the immediate exclusion of the refusing employee from that or any other food facility until an acceptable medical evaluation or laboratory test or procedure shows the food employee is not infectious.

Requires the Department of Social Services (DSS), if and when adequate funding is made available, to develop new regulations regarding food preparation provisions for child day care facilities, community care facilities, and residential care facilities for the elderly to carry out the intent of this section of this bill to ensure the health and safety of individuals.

Requires DSS to consult with the Department of Education in developing proposed food preparation provisions for child day care facilities.

Status:  Chapter 23, Statutes of 2006
SB 611 (Speier) – Meat and Poultry Recalls

Requires meat and poultry suppliers, distributors, and processors to immediately notify the Department of Health Services (DHS) of a U.S. Department of Agriculture (USDA) recall of their product(s) and provide DHS with an electronic list of retailers who have or will receive the product, including all pertinent identifying codes and shipping information for each retailer.

Authorizes DHS to notify appropriate local health officers and environmental health directors about reports received above, and, if DHS makes such a notification to local officials, requires DHS to provide local officials with specified information, including the name and contact information for the reported suppliers, distributors, brokers, retailers or processors, as well as product and package codes, pack dates, and other supply chain information, if available.

Requires DHS and local health officers or environmental directors to notify the public regarding recalls reported above, in a manner they deem appropriate, based on their assessment of the risk of public consumption of the recalled product.

Exempts USDA Class III recalls from the provisions of this bill.

Requires local health officers or environmental health directors to exclude from public notification the name, or any other identifying feature, of a restaurant which received a recalled product, if the local official determines that the contaminated product has not been served, sold, or otherwise offered to the public for consumption and has been permanently removed from the restaurant’s food supply.

Status:  Chapter 592, Statutes of 2006
SB 985 (Dunn) – Adulterated Candy:  Lead Poisoning Prevention

Makes the following definitions:

· “Candy” as any confectionary intended for individual consumption that contains chili, tamarind, or any other ingredient suspected of containing high levels of lead as set forth in regulations adopted by the Department of Health Services (DHS).
· “Adulterated candy” means any candy with lead levels that exceed the naturally occurring level as determined by regulations adopted by the Office of Environmental Health Hazard Assessment (OEHHA).  Candy is considered adulterated if its wrapper or the ink on the wrapper contains any detectable levels of lead.  

· “Wrapper” as all packaging materials in contact with the candy, including, but not limited to, the paper cellophane, plastic container, stick handle, spoon, small pot (olla), and squeeze tube, or similar devices.  “Wrapper” does not include any part of the packaging from lead that will not leach, as demonstrated by the manufacturer, to the satisfaction of OEHHA.  

Requires DHS to do the following:

· Ensure, by testing samples, that the candy is not adulterated.

· Issue health advisories when candy has been found to be adulterated.

· Order local health officers to remove from shelves of retailers any candy found to be adulterated.

· Order an embargo against candy that is found to be adulterated.

· Make enforcement of this article a major department goal.

· Enter into contracts with county health officers and county environmental health officers to collect samples of candy for submission to the Food and Drug Branch of DHS for testing pursuant to this article.

· Distribute, through its childhood lead poisoning prevention branch, a community flyer that identifies all candy found to be not in compliance with the requirements of this section, for use by DHS to inform the public and to educate retailers.  This flyer shall be updated as necessary.

· Enter into five to 10 grants to environmental justice organizations throughout the state to identify stores and candy that need to be tested.  Pursuant to these grants, the organizations shall visit stores and document whether adulterated candy is being sold, and report to DHS and to local enforcement agencies.

· Issue and update community fliers listing adulterated candy and lead-free candy. The environmental justice organizations shall use the flier for community education and outreach efforts.

· Adopt regulations necessary for the enforcement of this article.

· Convene an interagency collaborative which is hereby established to serve as an oversight committee for the implementation of this section and to work with the office in establishing and revising the required standards. 

Status:  Died in the Senate Appropriations Committee 

AB 121 (Vargas) – Adulterated Candy:  Maximum Allowable Lead Levels

Defines candy, adulterated candy, naturally occurring level and wrapper.
Requires the Department of Health Services (DHS) to do the following:

· Ensure, by testing samples, that the candy is not adulterated.

· Establish procedures for testing and certification of candy, requiring candy manufacturers to certify candy as being unadulterated.
· Issue health advisory notices to county health departments when adulterated candy has been identified, and notify the manufacturer and distributor that the candy is adulterated and can not be distributed or sold in the state until further testing proves the candy is unadulterated.

· Allow manufactures to request DHS to test subsequent samples as specified.

· Adopt regulations necessary for the enforcement of this article.

· Convene an interagency collaborative which is hereby established to serve as an oversight committee for the implementation of this section and to work with the office in establishing and revising the required standards. 

Makes the sale of adulterated candy in California a violation of this section subject to a $500 civil fine and specifies that the fines collected shall be used for funding the activities of this act.

Specifies that this act shall be funded in part or in whole by any of the following:  civil penalties imposed under this section; cost recovery required by that section for DHS’ testing of adulterated candy; or grant funding.

Specifies that this act is operative only in those fiscal years in which sufficient funding is made available.

Status:  Chapter 707, Statutes of 2005
HEALTH COVERAGE
SB 23 (Migden) – Healthy Families Program and Medi-Cal

Requires the State Employment Development Department (EDD) to collaborate with the Managed Risk Medical Insurance Board (MRMIB) and the Department of Health Services to pursue outreach and marketing activities to encourage participation in the Healthy Families Program and Medi-Cal. 

Directs MRMIB to develop a document, the “Healthy Families/Medi-Cal Workplace Notice” that employers must provide employees that contains information about the Healthy Families and Medi-Cal programs and specifies that the document must be in a form that is easily duplicated and be transmitted to EDD.  Requires EDD to post the notice on the Internet in a format this is easily downloaded.  Requires the notice to include a statement that no employer may discriminate against any employee on the basis of eligibility or non-eligibility for either the Healthy Families Program or the Medi-Cal program.  

Requires MRMIB to provide a means for employers to deduct the Healthy Families Program contribution from the employee’s payroll and transmit payments to MRMIB.  States that an employer may not be required to make such payroll deductions and prohibits employers from requiring an employee to make such deductions. 

Directs MRMIB to establish a means for electronic transfer of family contributions from financial institutions. 

Mandates employers to provide the Healthy Families/Medi-Cal Workplace Notice to existing and new employees. 

Requires EDD to notify employers of the applicable requirements of this act, including the following: 

· The requirements to provide the Healthy Families/Medi-Cal Workplace Notice to each employee.

· Internet web site and telephone number for employers’ use in obtaining the notice.

· A statement that employers may not discontinue existing health care coverage for their employees to take advantage of the Healthy Families and Medi-Cal programs. 

Requires MRMIB to include in its annual Healthy Families Program report for federal fiscal years ending September 30, 2007 and 2008, the results of a survey asking individuals who call the program requesting the joint Medi-Cal and Healthy Families application how the individual heard about the Healthy Families Program. 

Status:  Vetoed by the Governor
SB 364 (Perata) – Health Care Service Plans

Allows a physician who has a contract with a plan but does not have a contract with a medical group, independent practice association, or other entity that has agreed by contract to pay claims for covered services, to submit a claim to the plan for services covered by the plan and provided to the enrollee of the plan.

Requires the health plan, in this case, and not the medical group, independent practice association, or other entity, to pay the physician’s claim, pursuant to the terms of the contract between the plan and the physician. 

Prohibits a physician in this case who has a contract with a plan from billing subscribers and enrollees for services covered by the plan, except for copayments, deductibles, and coinsurance payments that are the responsibility of the patient. 

Specifies that nothing in this bill affects the existing provisions of law prohibiting physicians from billing patients for services covered by a plan contract.

Status:  Died on the Assembly Floor 

SB 367 (Speier) – Health Care Complaint System

Requires insurers which contest or deny a claim to include in the notice to the provider the factual and legal basis known at that time by the insurers for each reason to contest or deny the claim and requires insurers to provide a copy of the notice that the claim is contested or denied to each insured who received services and to the insured’s provider who provided the services at issue.  Permits the notice to be included on either the explanation of benefits or remittance advice.  

Requires each contract between insurers and providers to contain provisions requiring a fast, fair and cost-effective dispute resolution mechanism under which providers may submit disputes to the insurer and requires insurers to notify providers of the procedures for processing and resolving disputes, including the location and telephone number where information regarding disputes may be submitted.   Requires insurers to make the dispute resolution mechanism accessible to noncontracting providers for the purpose of resolving billing and claims disputes. 

Requires insurers to resolve provider disputes consistent with applicable law, issue a written determination within 45 working days and to annually report to the California Department of Insurance (CDI) on or after July 1, 2007 regarding the dispute resolution process, as specified. 

Permits an insured or health care provider to file a written complaint with CDI with respect to the handling of a claim or other obligation under a health insurance policy by a health insurer or production agency.  

Requires the insurance commissioner to notify complainants within 10 business days of receipt of a complaint, and to make a determination in most cases on the complaint within 60 calendar days. 

Requires, by July 1, 2006, CDI to investigate complaints and respond to inquiries from health care providers and consumers, to provide announcements and to establish an Internet web page addressed exclusively to processing complaints and inquiries relating to health insurance from insureds and health care providers. 

Permits the insurance commissioner to allow payment to a provider to whom payment may be due because of an insurer’s violation of the Insurance Code or other law regulating the business of insurance in the state. 

Status:  Chapter 723, Statutes of 2005
SB 417 (Ortiz) – Payment of Provider Claims

Prohibits a hospital-based physician from engaging in a pattern of billing a patient for covered services in excess of applicable copays, deductibles, or coinsurance, if he or she knows or reasonably should have known that the patient is an enrollee of a health care service plan or an insured under a health insurance policy, unless the following conditions are met:

· The hospital-based physician has first billed the patient’s health plan or health insurer.

· The plan or insurer has denied payment of all or part of the claim, or has failed to pay the claim in a timely manner as specifically required under provisions of the Knox-Keene Health Care Service Plan Act.

Requires a hospital-based physician, who sends a bill for covered services in excess of any applicable copays, deductibles or coinsurance to a patient whom the physician knows insurer, to include in the billing statement both of the following: 

· A prominent notice that the services being billed for may be covered under the patient’s health care coverage plan.

· A statement that the patient may contact the Department of Managed Health Care (DMHC) Health Maintenance Organization (HMO) Help Center for assistance and the toll-free telephone number for the HMO Help Center, if the patient believes he or she has been billed incorrectly.

Authorizes a hospital-based physician who violates this bill to be cited and fined up to $5,000 by the Medical Board of California.  Exempts from citation or fine the first violation by a physician.  Provides that the citation and fine are the exclusive remedy available.

Requires a physician to refund to a patient all payments collected in violation of the provisions of this bill.

Requires DMHC to review individual complaints from providers concerning the payment practices of a health plan, or of an entity that contracts with the plan, to pay claims submitted by providers.  

Authorizes DMHC to take an enforcement action against a health plan based on a single commission of an unfair payment practice, but requires DMHC to prioritize complaints based on their severity.

Requires DMHC, upon a finding of an unfair payment practice, to order the plan to pay the provider up to three times the amount inappropriately withheld and to impose any other remedy available to deter future unfair payment practices.

Stipulates that the provisions of this bill shall not authorize DMHC to establish rates or charges.

Status:  Died in the Assembly Health Committee 

SB 437 (Escutia) – Health Care Coverage
Requires the Managed Risk Medical Insurance Board (MRMIB), in consultation with stakeholders and by January 2008, to implement a process by which applicants for the Healthy Families program certify income at the time of annual eligibility review, including rules concerning which applicants are permitted to certify income and the circumstances in which supplemental information or documentation may be required. 

Permits MRMIB to terminate using these processes 90 days after providing notification to the Joint Legislative Budget Committee.  Requires the notification to articulate the specific reasons for the termination and include all relevant data elements that are applicable to document the reasons for the termination.  Requires MRMIB, upon the request of the Joint Legislative Budget Committee, to promptly provide any additional clarifying information regarding implementation of the processes required by this bill. 

Requires provisions of current law that create the Medi-Cal to Healthy Families Bridge Benefits Program to cease to be implemented on the date that DHS executes a declaration stating that implementation of the Medi-Cal to Healthy Families Presumptive Eligibility Program (MC-HFPEP) established by this bill has commenced.

Establishes MC-HFPEP for children who appear to meet the income requirements of Healthy Families and were receiving but are no longer eligible for Medi-Cal without a share of cost or are eligible for Medi-Cal with share of cost.

Specifies various requirements for MC-HFPEP, including specific provisions governing determining a child's family income, the scope of MC-HFPEP benefits, and the electronic format forwarding of applications to Healthy Families by counties and the exchange of case file information between MRMIB and DHS, subject to confidentiality requirements. 

Requires DHS to implement MC-HFPEP by all-county letters or similar instructions without taking further regulatory action but permits DHS to adopt regulations, as necessary to implement MC-HFPEP , as specified.  Conditions the MC-HFPEP on federal approval, including federal financial participation (FFP). 

Requires DHS, upon implementation of MC-HFPEP , to execute a declaration stating that implementation of MC-HFPEP has commenced.

Requires DHS and MRMIB, in collaboration with program offices for the California Special Supplemental Food Program for Women, Infants, and Children (WIC) program, to design, promulgate, and implement policies and procedures for a WIC automated enrollment gateway, as specified. 

Suspends implementation of the Medi-Cal Health Families Accelerated Enrollment Program (MC-HFAEP) when the MC-HFPEP is established, and resumes implementation of MC-HFAEP when MC-HFPEP becomes inoperative, as specified.

Requires MC-HFPEP for children applying for Medi-Cal who are not eligible, based on income, for Medi-Cal without share of cost and requires the benefits provided to be identical to those provided to children who receive full-scope Medi-Cal benefits without a share of cost and requires the county to continue Medi-Cal eligibility determination once presumptive eligibility has been established.  Requires the period of MC-HFPEP eligibility to continue until the child is covered in Healthy Families or is determined to be ineligible for Healthy Families.

Requires DHS to give the Healthy Families program a daily electronic file of all the children provided presumptive eligibility under MC-HFPEP.  Requires DHS to execute a declaration stating that implementation has commenced.  Terminates MC-HFPEP after three years of operation. 

Requires DHS to implement MC-HFPEP by all-county letters or similar instructions without taking further regulatory action but permit DHS to adopt regulations, as necessary to implement MC-HFPEP, as specified. Conditions the MC-HFPEP on federal approval. 

Requires DHS to implement a process for self-certification of assets and income for various eligibility categories, subject to FFP.  Requires two phases of implementation:

· The first two years include two counties that make up 10 percent of the total Medi-Cal population statewide.

· Statewide implementation based on a DHS determination according to evaluation of the first two years and subject to an appropriation and requires DHS, following the first phase, to promptly provide the Legislature with an evaluation of the process and its impacts on the Medi-Cal program, as specified.

Permits DHS to modify or terminate the first phase of self-certification after a 90 days notice to the Joint Legislative Budget Committee, as specified and requires DHS, upon the request of the Joint Legislative Budget Committee, to promptly provide any additional clarifying information regarding implementation of the processes required by this bill. 

Requires DHS, in consultation with the Department of Finance, counties, and other interested stakeholders, to determine the types of income and assets appropriate for self-certification.

Prohibits anything in this bill from precluding a county from requesting documentation from any applicant or beneficiary regarding any income or asset where a question arises about such income or asset during the county's determination or redetermination of eligibility.

Requires DHS to implement the self certification provisions by all-county letters or similar instructions without taking further regulatory action but require DHS to adopt regulations, as necessary, to implement the self-certification provisions, as specified. 

Prohibits the self-declaration provisions from being implemented if the voters approve Proposition 86 on November 7, 2006.  Requires the self-declaration provisions to be implemented pending any legal action concerning the validity of the proposition.

Grants MRMIB emergency regulation authority to adopt the provisions of this bill. 

Status:  Chapter 329, Statutes of 2006
SB 558 (Migden) – Healthy Families Program and Medi-Cal

Requires the Managed Risk Medical Insurance Board (MRMIB) to develop an informational document, the “Healthy Families/Medi-Cal Workplace Notice” which will be required to be distributed to the employees of all California businesses. 

Requires the Employment Development Department to be responsible for providing private employers, as specified, the new form and tracking employee interest. 

Requires MRMIB to develop a process permitting direct payment of premiums from private employer payrolls.  Every employer in the state would be required to notice all of their employees of the availability of publicly sponsored children’s health insurance.

Status:  Died in the Assembly Health Committee

SB 634 (Speier) – Health Insurance:  Claims Practices

Requires contracting agents, as defined in law, and  health insurers, beginning July 1, 2006, to disclose to providers in an electronic format, prior to contracting, and annually thereafter, upon the contracted provider’s written request, the following information:

· The amount of payment for contract services, including any fee schedules, factor or units used in determining the fees for each service by the health insurer or entity that contracts with providers.

· The detailed payment policies and rules and nonstandard coding methodologies used to adjudicate claims.

Prohibits insurers from imposing deadlines for receipt of a claim from professional providers pursuant to a contract that is less than 90 days and for noncontracted providers no less than 180 days from the date the service is provided.

Status:  Chapter 441, Statutes of 2005
SB 840 (Kuehl) – Single-Payer Health Care Coverage

Creates the California Health Insurance System (CHIS), a single payer health care system, administered by the California Health Insurance Agency (CHIA), to provide health insurance coverage to all California residents.  States that CHIS will become operative when the Secretary of Health and Human Services determines the Health Insurance Fund has sufficient revenues to implement this bill.

Requires the CHIA to be headed by a commissioner appointed by the governor, and to be comprised of the Health Insurance Policy Board, the Office of Patient Advocacy, the Office of Health Planning, the Office of Health Care Quality, the Health Insurance Fund, the Public Advisory Committee, the Payments Board, and the Partnerships for Health.

Makes all California residents eligible for CHIS, requires residency to be based upon physical presence in the state with the intent to reside, and requires the commissioner to establish standards and a simplified procedure to demonstrate proof of residency.

Allows any eligible individual to choose to receive services under CHIS from any willing professional health care provider participating in the system, allows all health care providers licensed or accredited to practice in California to participate in the CHIS, and establishes a broad benefit package.

Prohibits health plan and health insurance contracts, except for the CHIS plan, from being sold in California for services provided by the system.

Establishes a California Health Insurance Premium Commission (CHIPC) to determine the aggregate costs of providing health insurance coverage under this bill, to develop an equitable and affordable premium structure that will generate adequate revenue and ensure stable and actuarially sound funding for the CHIS, requires the premium structure to meet specified criteria, and requires the CHIPC to submit a detailed recommendation to the Governor and the Legislature for a premium structure on or before January 1, 2009.  
Status:  Vetoed by the Governor
SB 1223 (Scott) – Hearing Aids

Requires a health plan and health insurance contract that is issued, amended or renewed on or after January 1, 2007, to provide or offer coverage up to $1,000 for hearing aids to all enrollees less than 18 years of age.

Allows the benefit to be restricted to one claim during a 36-month period.

Defines “hearing aid” as any non-experimental, wearable instrument or device designed for the ear and offered for the purpose of aiding or compensating for impaired hearing, excluding batteries and cords.

Provides that health plans and health insurers retain the sole discretion as to which provider of hearing aids with which to contract.

Provides that reimbursement for hearing aids shall be provided according to the health plan’s or health insurer’s respective principles and policies.

Provides that this does not preclude a health plan or health insurer from conducting managed care, medical necessity, or utilization review of the hearing aid benefit.

Excludes, for insurers only, Medicare supplement, vision-only, dental-only, Champus-supplement insurance, and any insurance excluded form the statutory definition of “health insurance.”

Status:  Vetoed by the Governor

SB 1414 (Migden) – California Fair Share Health Care Act

Establishes the California Fair Share Health Care Act which applies to employers with 10,000 or more employees in the state (subject employers).  Establishes the California Fair Share Health Care Fund to receive money collected from employers pursuant to this bill.

Requires a for-profit subject employer to spend at least 8 percent of its total wages paid to employees in the state in the immediately preceding year on employee health insurance costs, unless it elects to pay the Department of Industrial Relations (DIR) an amount equal to the difference between the amount the employer spent on health insurance costs and 6 percent of the total wages paid to employees in the state in the immediately preceding year.

Requires a non-profit subject employer to spend at least 6 percent of its total wages paid to employees in the state in the immediately preceding year on employee health insurance costs, unless it elects to pay the DIR an amount equal to the difference between the amount the employer spent on health insurance costs and 8 percent of the total wages paid to employees in the state in the immediately preceding year.

Permits DIR to exempt an employer from the requirements above if DIR finds that the amount spent by the employer on health insurance costs per employee equals or exceeds the average amount necessary to provide coverage, based on applicable surveys of employer coverage.

Requires subject employers to file specified reports with DIR.

Permits employers identified above, in calculating the percentage of payroll for the purposes of reporting to DIR, to exempt wages paid to any employee in excess of the amount taxable for federal social security purposes and wages paid to any employee who is enrolled in, or eligible for, Medicare.

Prohibits employers from deducting any amount paid to the Fund from the wages of any employee.

Requires DIR to impose a civil penalty of $250 per day if an employer fails to submit required reports.  Requires DIR to impose a civil penalty of $250,000 if an employer elects to make payments to DIR, but fails to do so.

Requires DIR to carry out specified tasks related to this bill, including annually verifying which employers in the state have 10,000 or more employees, ensuring that affected percent employers submit the reports required by this bill, adopting regulations, and paying amounts collected from employers into the Fund.

Permits, upon appropriation by the Legislature, money in the Fund to be spent by the Department of Health Services and the Managed Risk Medical Insurance Board on services and operations of the Medi-Cal, Healthy Families, and the Access for Infants and Mothers Programs.

Status:  Vetoed by the Governor

SB 1508 (Bowen) – Health Care Coverage:  Colonoscopies

Requires health care service plan contracts and health insurance policies that cover colonoscopies, to provide coverage for medically necessary anesthesia services for the covered colonoscopy.  

Exempts from the requirements in this bill specialized health care service plans and insurance policies that are accident-only, specified disease, hospital indemnity, Medicare, Civilian Health and Medical Program of the Uniformed Services supplement, dental-only, or vision-only policies.

Status:  Died in the Assembly Health Committee

SB 1591 (Kuehl) – Health Insurance Plans:  Administrative Costs

Prohibits health insurers from spending on administrative costs in any fiscal year an excessive amount of the aggregate dues, fees, and other periodic payments received by the insurer.

Provides, for purposes of the bill, that administrative costs include all costs identified in current regulations that apply to health plans as specified.

Provides that insurers may spend additional sums of money for administrative costs if the money is not derived from revenue obtained from insureds.

Requires the Department of Insurance to adopt regulations to implement the bill and submit the regulations to the Office of Administrative Law no later than January 1, 2008.

Status:  Provisions Removed from Version Heard in Committee

AB 21 (Levine) – Pharmacists:  Practice Requirements
States that this law shall be known and may be cited as  the Women’s Contraceptive and Pharmaceutical Freedom Act of 2005.  

Requires a pharmacist to dispense a lawful prescription unless one of the following circumstances exists and that violation of this section by a pharmacist constitutes unprofessional conduct subject to disciplinary action by the California State Board of Pharmacy:  

· The pharmacist determines, based on his or her professional training and judgment, that dispensing the prescription is contrary to law or, after consulting with the patient’s prescriber, that it is contraindicated for the patient.

· The pharmacy does not have the prescribed trade or brand name drug in stock, in which case requires the pharmacist to offer the patient another drug product, if available, with the same active chemical ingredients of the same strength, quantity, and dosage form and of the same generic drug name, as specified.

· The pharmacist elects to refuse on ethical, moral, or religious grounds to dispense a drug pursuant to an order or prescription.  Permits a pharmacist to decline to dispense a drug on these grounds only after notifying his or her employer in writing, upon acceptance of employment and immediately after any change to that decision, of the drug to which he or she objects.  

States that it shall constitute unprofessional conduct for a pharmacist to harass a patient by engaging in extreme or outrageous conduct and intentionally causing the patient emotional distress or by engaging in conduct with reckless indifference to the likelihood of causing the patient emotional distress, and that for these purposes, the emotional distress shall be actual and severe as determined by a reasonable person.  

Status:  Died in the Senate Health Committee 
AB 772 (Chan and Frommer) – California Healthy Kids Insurance Program

Creates the California Healthy Kids Insurance Program (CHKIP), a joint partnership of Managed Risk Medical Insurance Board (MRMIB) and the Department of Health Services (DHS), to provide health care coverage to all eligible children.

Requires MRMIB and DHS to continue to administer the Healthy Families Program (HFP) and Medi-Cal programs, respectively, in accordance with all existing requirements and to coordinate their respective administration of each program under CHKIP.  States CHKIP will consist of, and incorporate by reference, all of the provisions of law governing HFP and Medi-Cal unless otherwise provided by this bill. 

Requires MRMIB and DHS to operate CHKIP in a coordinated and seamless manner with respect to the persons intended to be covered.  Requires MRMIB and DHS to coordinate enrollment, renewal, eligibility, and outreach.

Requires MRMIB and DHS, in determining eligibility for CHKIP, to require documentation only to the extent required by federal law.  Requires every enrolled child to receive benefits until proven ineligible or unless there is a failure to pay applicable premiums.

Requires MRMIB, in consultation with DHS, to award local grants for developing strategies to maximize CHKIP enrollment, retention, and appropriate utilization of health care.  Specifies potential grant recipients and requirements for grant applications and evaluations.

Requires CHKIP to develop simplified annual renewal forms including forms repopulated with the child’s eligibility information and a simple check off list for families to identify whether each eligibility information item remains correct.

Requires CHKIP to use seamless bridge coverage programs to transfer children to a different category of coverage where indicated.

States that all children under age 19 who meet the residency and income requirements of either HFP or Medi-Cal are eligible for coverage under the CHKIP.

Provides for accelerated enrollment into the CHKIP for children who are eligible for reduced price meals under the National School Lunch Program.  Requires DHS and the Department of Social Services to implement a process to expedite the enrollment of food stamp participants into Medi-Cal and HFP.

Directs MRMIB and DHS to use the income determinations made in specified programs to determine a child’s income eligibility for CHKIP.  States that nothing in this provision will be construed to authorize denial of benefits  through CHKIP or other programs to a child who, without this provision, would qualify for those benefits.

Requires MRMIB and DHS to implement an electronic application system that utilizes real-time electronic connections to the state eligibility database for Child Health and Disability Prevention Program.  Requires DHS to develop an electronic application for accelerated determinations for CHKIP. 

Makes children at or below 300 percent of the federal poverty level (FPL) eligible for HFP.  Authorizes MRMIB to determine the premium for children between 250 percent and 300 percent of FPL.

Status:  Vetoed by the Governor
AB 1674 (Richman and Nation) – Center of Quality Health Care

Requires the Secretary of the Health and Human Services Agency (Secretary) to contract with an academic institution or public policy research institution for the establishment of a Center of Quality Health Care (CQHC).   

Requires CQHC to have a board of directors to oversee and advance its mission.

Requires the Secretary to establish an advisory committee with specified membership.

Requires CQHC to conduct research and develop evidence-based guidelines and best practices using medical and scientific evidence, including but not limited to recommendations for benefit design, evaluation of cost effectiveness of new technologies and pharmaceuticals, quality measurements by providers and health plans, and standardization of quality reporting.

Requires CQHC to subject its findings and recommendations to peer review and public comment prior to adoption, to widely disseminate its findings, including a database of quality measurements, and to avoid duplicating work done by other federal, state and private entities, as specified.

Requires the Department of Managed Health Care to use CQHC findings in regulating health care service plans.

Provides that funding for CQHC be provided solely with private funds, and prohibits state funds from being used for purposes of the bill.

Status:  Vetoed by the Governor

AB 1698 (Nunez) –Health Care Coverage

Prohibits the limiting age for dependent children covered by health care service plan contracts and insurance policies from being less than 26 years of age. 

Allows employees or annuitants receiving benefits pursuant to the Public Employees’ Medical and Hospital Care Act to elect to provide coverage to dependents who are at least 23 years of age but who are less than 26 years of age, provided they pay the total cost of coverage.

Allows employees or annuitants of the University of California to elect to provide coverage to dependents who are between 23 and 26 years of age provided they pay the total cost of coverage.

Exempts health plan contracts and health insurance policies that are subject to collective bargaining agreements that are effective prior to January 1, 2006, from the bill’s requirement to extend dependent coverage to dependent children up to 26 years of age.

Status:  Vetoed by the Governor

AB 1840 (Jerome Horton) – Health Care:  Employer Coverage:  Disclosure
Requires the Department of Health Services (DHS) and the Managed Risk Medical Insurance Board (MRMIB), on or before March 15 of each year to collaborate with each other to transmit to the Legislature one report identifying all employers who employ 25 or more persons who are beneficiaries or who support beneficiaries, enrolled in the Medi-Cal, Healthy Families, or Access for Infants and Mothers (AIM) programs.  Requires the report to include all of the following: 

· the employer’s name;

· the employer’s address;

· the total number of each employer’s employees and any dependents of an employee who are enrolled in Medi-Cal, Healthy Families or AIM programs; and,

· the total cost to the state of providing public health care benefits for each identified employer’s employees and their dependents.

Prohibits the report from including the names of any individual beneficiary.  Requires reports to be subject to confidentiality standards established under the federal Health Insurance Portability and Accountability Act of 1996.

Requires DHS and MRMIB to make the report available to the public on their respective websites.

Requires DHS and MRMIB to provide, upon request, a copy of the report to any member of the public, and permits DHS and MRMIB to charge a reasonable fee to cover the cost of providing a copy of the report.

States that nothing in this bill is to be construed as requiring the use of the specific medical costs of the actual Medi-Cal Program beneficiaries for each identified employer.

States that a provision of the Unemployment Insurance Code, limiting the use of information obtained pursuant to that code, does not apply to this bill.

Defines “employer” to include the employer and any of its subsidiaries at all locations in the state.

Defines “proposed beneficiary” to mean any individual who files an application for benefits for himself or herself, or any individual on whose behalf an application is filed, including, but not limited to, children or other dependents of the applicant or any other individual for whom the application is filed.

Status:  Vetoed by the Governor

AB 1971 (Chan) – Health Care Coverage

Extends the Major Risk Medical Insurance Program (MRMIP), and the Guaranteed Issue Pilot (GIP), which provide health insurance coverage to medically uninsurable individuals, until December 31, 2007, and, effective January 1, 2008, reforms and restructures the MRMIP.  

Establishes a four-year project commencing January 1, 2008 to restructure MRMIP as the state’s high risk pool for medically uninsurable persons and to include in MRMIP individuals who meet MRMIP eligibility requirements (who generally have been denied private health care coverage), persons in GIP, individuals eligible for guaranteed coverage under the federal Health Insurance Portability and Accountability Act (HIPAA) and individuals leaving group coverage who are eligible for guaranteed conversion coverage.

Revises the MRMIP eligibility criteria, including to require that applicants be rejected for private health care coverage by two health plans or insurers (current law only requires one) and have a health condition or diagnosis that meets the criteria for automatic eligibility pursuant to a list of such conditions the Managed Risk Medical Insurance Board (MRMIB) is required to develop.

Requires all licensed health care service plans (health plans) and health insurers in the state to participate in the MRMIP program, effective January 1, 2008, and to meet specified participation requirements, including that participating plans enroll a number of MRMIP subscribers at least equal to the health plan or health insurer’s market share, based on the respective number of covered lives, as defined.

Permits health plans and insurers, as an alternative to the above, to pay a fee to support the costs of MRMIP, based on market share, and designates these plans and insurers as

payers, but caps the total amount of any assessment at no more than $1.35 per covered life per month.

Revises MRMIP benefits to prohibit any annual benefit limit, and requires a lifetime benefit limit of $1 million, which can be adjusted by MRMIB to reflect medical inflation.

Authorizes the board to adjust subscriber contributions to reflect subscriber ability to pay, but not less than 115 percent of market rates for subscribers at or below 200 percent of the federal poverty level.  Establishes a maximum annual deductible of $500 in MRMIP but allow MRMIB to establish a higher annual deductible if it determines such coverage sufficiently reduces subscriber contributions and is consistent with providing high quality coverage appropriate for high risk persons.

Requires MRMIB to allow participating health plans to impose a six-month pre-existing condition exclusion on enrollees, (current law permits the board to allow this exclusion), except that the exclusion could not be imposed on subscribers eligible for HIPAA or conversion coverage, and requires MRMIB to allow participating health plans that do not use pre-existing condition exclusions to impose a 90-day waiting period during which subscribers do not pay premiums.

Requires MRMIB to establish an advisory panel with specified membership to advise on policies, regulations and program operations, as specified.  Require MRMIB to establish a task force with specified membership to develop recommendations for MRMIB on quality and cost containment strategies for the MRMIP program.

Increases the statutory continuous appropriation of Proposition 99 funds to MRMIP from $30 million to $40 million per year.

Imposes a four-year sunset on the new program changes, from January 1, 2008 to December 31, 2011, and reinstates at the end of the four years existing requirements in MRMIP and GIP, as well as guaranteed issue of health coverage for persons eligible for HIPAA and conversion coverage.

Status:  Died in the Assembly Health Committee

AB 2012 (Emmerson) – Orthotic and Prosthetic Devices
Requires that any coverage of orthotic and prosthetic devices and services (O&P) that a health plan offers to group subscribers must have a benefit amount no less than the annual and lifetime benefit maximums applied by the health plan to basic health services.

Requires that if a health plan does not apply a maximum benefit amount to its basic health services, that no maximum be applied to the O&P benefit offered to group subscribers.

Requires any copayment, coinsurance, deductible, and maximum out-of-pocket amount applied to the benefit offered to group subscribers for O&P be no more than the most common amounts the plan applies to its basic health services.

Requires that, for health insurers, any coverage of O&P offered to group policyholders have a benefit amount no less than the annual and lifetime benefit maximums applicable to all benefits under the policy.

Excludes from the health insurance provisions of the bill a variety of disability insurance policies, including short-term limited duration health insurance.

Requires that any coverage of O&P offered to group subscribers and group policyholders include original and replacement devices as prescribed by, in addition to a physician and surgeon or doctor of podiatric medicine acting within the scope of his/her license.

Status:  Chapter 756, Statutes of 2006

AB 2377 (Chan) – Health Care Coverage

Authorizes a county operating a county health initiative to apply to the Managed Risk Medical Board (MRMIB) for additional funding to provide coverage for children less than 19 years of age in families whose income is at or below 300 percent of the federal poverty level.

Requires MRMIB to establish criteria for evaluating a county’s proposal in addition to those in existing law.

Requires MRMIB to review the application and provide funding within 30 days of receipt of the application to an eligible county solely for the following specified purposes:

· To eliminate any caps on enrollment or waiting lists under a local initiative;

· To fund administration costs for a county’s participation in a buy-in program under Healthy Families; or

· To provide matching funds for the premium payment assistance county buy-in program under Healthy Families.

Defines “initiative” as any specified entity that, as of July 1, 2006, was operational and actively providing for the administration of coverage to children who do not qualify for either Healthy Families or full-scope Medi-Cal with no share-of-cost.

Requires that first priority grants that shall be made only to an initiative that as of July 1, 2006, had an established waiting list or enrollment limitation for children.

Authorizes MRMIB to award second priority grants, to the extent that any funding remains available after first priority grants are awarded, to an initiative regardless of whether it was eligible for a first priority grant.

Requires a recipient county to use the additional funds provided to draw down federal matching funds, to the extent possible.

Limits the amount expended by MRMIB to the amount appropriated in the Budget Act of 2006, and subsequent budget acts.

Sunsets these provisions on January 1, 2008 unless a subsequent statute extends or deletes that date. 

Status:  Died in the Senate Appropriations Committee

AB 2651 (Jones) – Newborns:  Hearing Screening
Requires every general acute care hospital with licensed perinatal services to administer to every newborn upon birth admission, a hearing screening test for the identification of hearing loss, using protocols approved by the Department of Health Services (DHS) or its designee.  Requires all hospitals to adhere to provisions in current law relating to the provision of hearing screening tests by California Children’s Services (CCS) hospitals.

Requires every non-CCS general acute care hospital that has licensed perinatal services that provide care in less than 100 births annually to, if it does not directly provide a hearing screening test, enter into an agreement with an outpatient infant hearing screening provider certified by DHS to provide hearing screening tests.

Prohibits the screening requirement from applying to any newborn whose parent or guardian objects to the test on the grounds that the test is in violation of his or her beliefs.

Requires DHS or its designee to provide every general acute care hospital that has licensed prenatal services or a neonatal intensive care unit (NICU) with written information on the current and most effective means available to screen the hearing of newborns and infants.  Requires DHS to provide technical assistance and consultation to these hospitals in developing a system of screening each newborn and infant receiving care at the facility, as specified.

Requires every general acute care hospital with licensed perinatal services or NICU to report to DHS or DHS’ designee information, as specified, to be included in DHS’ reporting and tracking system required under current law.

Status:  Chapter 335, Statutes of 2006

AB 2667 (Baca) – Health Care Providers and Insurers:  Considerations

Provides that the Public Employees Retirement System (PERS) Board may consider the following criteria when considering a contract with any entity for the provision of health care benefits:

· Whether the applicant is of reputable and responsible character, including whether the applicant has demonstrated a pattern of violating state or federal laws.

· Whether the applicant has the ability to provide or arrange for the provision of health care services.  For this purpose, provides that the PERS Board may consider:

· Any prior history of providing health care services in California, and the applicant’s history of compliance with terms of licensure and applicable federal laws, regulations, and requirements.

· Any prior history in California or any other state of providing benefits under the federal Medicare or Medicaid programs and the applicant’s history of compliance with that state’s requirements and applicable federal laws and requirements.

· Any prior history of providing health care services as a licensed health care professional or an individual contracting with a health plan or health insurer and the applicant’s compliance with state requirements and federal law and requirements.

Requires the Department of Managed Health Care, on and after January 1, 2007, when considering an application for an initial health plan license to consider any information provided concerning whether the plan, its management company or other affiliate, or any person occupying a principal management or supervisory position in the plan meets the criteria set forth in above, and has any history of noncompliance and any other relevant information concerning misconduct.

Requires the Insurance Commissioner, on and after January 1, 2007, to take into consideration the criteria set forth above when considering the application for a certificate of authority for a new class of insurance.

Allows the Department of Health Services, in considering entities who seek to contract for the provision of managed health care services, disease management, or other health services contracted for on a basis other than fee-for-service, to consider the same criteria above.

Status:  Chapter 758, Statutes of 2006

HEALTH FACILITIES
SB 24 (Ortiz) – Hospital Charity Care

Requires acute care, acute psychiatric, and special hospitals to develop a charity care and reduced payment policy.

Requires general acute care hospitals, acute psychiatric hospitals, and special hospitals to provide patients with oral and written notice of the hospital’s charity care and reduced payment policy if clinically appropriate at the time of admission, and during the discharge process.

Requires a general description of the hospital’s charity care and reduced payment policy to be clearly and conspicuously posted in specified locations.

Provides that each hospital’s charity care and reduced payment policy shall, at a minimum, provide that patients whose income is at or below 400 percent of the federal poverty level are eligible to receive assistance in the form of charity care or payment allowances.

Authorizes the Office of Statewide Health Planning and Development (OSHPD), in consultation with interested parties, to develop a uniform charity care and reduced payment application or standard elements for each hospital’s charity care and reduced payment application, and requires OSHPD to consider the application used for Medi-Cal or the Healthy Families program.

Authorizes the Attorney General to investigate to determine whether a nonprofit hospital is in compliance with the requirements of the bill.

Allows any person damaged by a violation of the bill to bring an action to recover actual damages, civil penalties, treble damages, exemplary damages and reasonable attorney’s fees.

Status:  Died in the Senate Appropriations Committee 

SB 103 (Ducheny) – Primary Care Clinic Licensing:  Timing

Permits clinics, in order to satisfy the requirement under current law to disseminate child passenger restraint systems information to their patients, to reproduce specified existing materials regarding child passenger restraint systems that are provided by the California Highway Patrol (CHP) and material developed by the county health department.  Specifies that a clinic that was not provided with these materials, but demonstrates that it made a written request to the CHP and the county health department for the materials, is in compliance with this bill.

Requires the Department of Health Services (DHS), if it denies expedited processing of an application for licensure of an affiliate clinic, to identify in writing and with particularity, the grounds for that determination, and process the application pursuant to the regular process, as specified. Requires that, under these circumstances, the time period for approval or denial of the application is deemed to commence on the original date upon which a completed application is filed with DHS’ consolidated application unit.

Requires an applicant for expedited licensure of an affiliate clinic under current law to submit an affidavit stating that the application meets specified criteria and permits that affidavit to be based on information and belief.

Changes the word “issue” to “approve or deny” with regards to DHS’ decision regarding a license of an affiliate clinic.
Status:  Provisions Removed from Version Heard in Committee
SB 167 (Speier) – Seismic and Patient Safety

Requires any hospital that is subject to the seismic safety deadlines, as specified in the Alfred E. Alquist Hospital Facilities Seismic Safety Act of 1983 (Act), to be exempt from the January 1, 2008, deadline, if, by July 1, 2006, the governing body of the hospital adopts and submits to the Department of Health Services a resolution in a specified form.  Requires above not to restrict or affect any other option or exemption available to hospitals under any other provisions of the Health and Safety Code.

Requires the Office of Statewide Health Planning and Development (OSHPD), in consultation with the Hospital Building Safety Board, to do the following:

· Determine the seismic risk of each hospital building subject to the Act, using a nationally recognized methodology.  Requires OSHPD, in order to determine the seismic risk of each building, to utilize specific criteria, including, but not limited to, building construction type such as reinforced masonry or nonductile concrete frame, site seismicity, proximity to active faults, age of the building, and number of stories of the building.

· Determine the maximum allowable seismic risk, as specified.

Makes any building that exceeds the maximum allowable seismic risk, as determined pursuant to above, ineligible for the exemption specified above.

Requires a hospital that adopts and submits a resolution as set forth above to submit the complete construction plans for building compliance to OSHPD for its review and approval by January 1, 2015, and if the hospital does not comply makes the hospital subject to the licensure suspension and nonrenewal provisions of the Act, as specified.

Makes findings and declarations that hospitals are unable to meet the January 1, 2008 deadline and 2013 extension because of inadequate financial resources or other factors beyond the control of the hospital, and that new information has made retrofitting an undesirable or impractical option, forcing most hospitals to bring their buildings up to the 2030 standards or replace them, and existing state debt and the structural deficit preclude state financial assistance to hospitals in the foreseeable future.

Status:  Died in the Assembly Health Committee 

SB 224 (Chesbro) – Health Facilities:  Construction Plans

Requires the Office of Statewide Health Planning and Development (OSHPD), in consultation with the Hospital Building Safety Board, to develop regulations to define the construction or alteration projects that are eligible for exemptions.

Permits OSHPD to establish a plan review project for multistory hospital buildings to simplify the review and inspection process and to expedite completion, repair and maintenance. 

Exempts from pre-construction plan review and inspection by OSHPD under the plan review project, construction, or alteration projects for multistory buildings, if the facility demonstrates to OSHPD, by written description of the project, certain specifications.

Requires OSHPD to inspect and approve the work upon completion of construction or alteration.  Permits an interim inspection for code compliance when walls, ceilings, or other materials or finishes will cover the final work.  Requires OSHPD to approve the project and issue a building permit upon compliance, as specified.

Requires OSHPD to prepare a comprehensive report of the project by March 1, 2008, and requires the report to be submitted to the health policy committees of the Senate and Assembly.  Repeals above on January 1, 2009, unless another statute is enacted to continue those provisions.

Expands the authority for hospitals to request that OSHPD perform plan review and building inspections for buildings that are separate from a hospital where “outpatient clinical services” are provided by including a reference to existing law that defines outpatient clinical services to include surgical, chronic dialysis, psychiatry, rehabilitation, occupational therapy, physical therapy, maternity, dentistry, and chemical dependency, and other services, as specified.  Requires OSHPD to perform these review and inspection services upon request.

Status: Chapter 494, Statutes of 2005
SB 397 (Escutia) – Elder Death Review Team

Requires notification to be made as soon as possible, but no later than 24 hours, after the death of the resident in a skilled nursing facility.

Requires the notification to be made on a form, created by the Elder Death Review Team, and include the resident’s name, gender, date of birth, date and location of the resident’s death, whether there was a do not resuscitate order or advanced directive in place for the patient, and whether the elder was receiving hospice care.

Requires the State Department of Health Services and Department of Social Services to monitor compliance with this bill.

Status:  Provisions Removed from Version Heard in Committee
SB 491 (Ducheny) – Earthquake Safety and Hospital Preservation Bond Act
Enacts the Earthquake Safety and Hospital Preservation Bond Act, with provisions as follows:

· Establishes the Earthquake Safety and Hospital Preservation Program within the California Health Facilities Financing Authority (Authority) to provide moneys to nonprofit and public general acute care hospitals for retrofit or construction projects necessary to bring the hospital into compliance with seismic safety standards established under the Alfred E. Alquist Hospital Facilities Seismic Safety Act of 1983.

· Authorizes the Authority to issue bonds in the amount of up to $5 billion.

· Allows the Authority to establish criteria for the allocation of moneys to hospitals, as specified.

· Establishes the Earthquake Safety and Hospital Preservation Finance Committee within the office of the State Treasurer, with duties as specified, solely for the purpose of authorizing the issuance and sale of general obligation bonds for hospital seismic safety retrofit and construction projects  

· Appropriates from the General Fund sums necessary to pay the principal and interest on bonds issued pursuant to the bill.  

· Authorizes the Director of Finance to withdraw from the General Fund an amount not to exceed the amount of unsold bonds; requires repayment of such funds from proceeds from the sale of bonds.  

Provides that above provisions shall take effect upon the approval of voters of the Earthquake Safety and Hospital Preservation Bond Act at the next statewide general election or direct primary.  

Establishes a new depreciation deduction for costs paid by private investor-owned hospitals that qualify as disproportionate share hospitals that are necessary to meet California seismic safety requirements and deadlines that is twice the annual rate in existing law.

Status:  Died at the Assembly Desk
SB 499 (Alarcon) – Hospitals:  Emergency Medical Services Elimination

Requires a hospital to prepare a public health and safety report prior to issuing notice of a planned elimination of emergency medical services or closure of the hospital to the Department of Health Services.

Requires the hospital to submit the report to the county supervisors, the local emergency medical services agency, and to make the report available to the public.  Requires the report to include, but not be limited to, the following information:

· The estimated annual number of patients that the hospital or unit services.

· The emergency and trauma care service capacity and utilization.

· The demographics of the patient population.

· The hospital’s income statement, balance sheet, and cash flow statement for the hospital’s most recent three fiscal years, prepared according to generally accepted accounting and auditing principles.

· All offers received from entities wishing to purchase the facility for the purpose of continuing to operate it as an acute care facility.

· The number of negative pressure isolation rooms that the hospital or unit has.

· The hospital’s or unit’s role in the community’s disaster preparedness plan.

· The number of displaced employees due to service elimination or hospital closure, including the occupation of each.

· The number of nursing students currently working in the hospital or unit.

· The number of staffed beds.

· The annual number of patient days based on the most recent year’s admissions and discharges.

· The number of residency programs within the hospital whose participants help staff the emergency department.

Allows a county to use the results of the public health and safety report in preparing the county’s impact evaluation.

Prohibits a hospital from seeking approval for elimination of emergency medical services prior to submitting the public health and safety report to the county.

Status:  Vetoed by the Governor
SB 526 (Alquist) – Long-Term Health Care

Makes various findings and declarations, including: 

· Over 14,000 oral and written complaints are filed each year with Licensing and Certification.  

· Currently, the Department of Health Services (DHS) is required to respond to all complaints within statutory timelines with an onsite investigation to determine if the complaint is substantiated. 

· Complaints are frequently not resolved within statutory timelines, resulting in violation of state laws, consumer dissatisfaction and frustration, and an estimated 73 percent of complaints being found to be unsubstantiated as a result of inadequate investigations. 

· DHS is required to inspect and investigate long-term health care facilities for compliance with state and federal laws and regulations.  

Repeals the existing requirement that DHS to establish a centralized consumer response unit within Licensing and Certification to respond to consumer inquiries and complaints and instead, requires, by January 1, 2007, DHS to establish and operate a dedicated complaint response unit in each district office of Licensing and Certification to respond to consumer inquiries and complaints. 

Provides that a Class “A” violation is a violation that DHS determines presents or involves, in addition to the situations presented, a nonconsensual sexual encounter between a patient or resident of the facility and any staff member currently employed by the same facility.

Adds to the prescribed rights for residents of a skilled nursing and intermediate care facility, among others, reasonable accommodation of individual needs and preferences, the right to choose an attending physician, the right to discharge oneself, bed hold options for hospitalized residents, and transfer and discharge rights. 

Prohibits each skilled nursing facility, with exceptions, from discriminating, on the basis of source of payment, against a current or prospective Medi-Cal beneficiary who seeks admission. 

Requires that all applicants for admission be admitted in the order in which they first request admission, with exceptions, and would establish additional requirements of a skilled nursing facility to provide certain notice, provide receipts of requests seeking admission, and maintain a dated list of applications. 

Requires a skilled nursing facility to submit electronic payroll records to DHS on a quarterly basis to document labor costs and requires DHS, on or before July 1, 2006, to devise and implement a uniform system for collecting and evaluating payroll data and requires the administrator of the facility to sign and certify the accuracy of the payroll records.  

Status:  Died in the Senate Health Committee 

SB 739 (Speier) – Hospitals:  Infection Control

Requires a general acute care hospital to collect, maintain and report to the Office of Statewide Health Planning and Development (OSHPD) the risk-adjusted data on select hospital-acquired infections, and requires the hospital to analyze and use the data to improve care.  Makes the data subject to oversight by the advisory panel established below and subject to inspection by OSHPD and the Department of Health Services (DHS).

Limits the data collected to hospital-acquired infections identified during the hospital stay and any infection-related readmissions within the first 30 days after the operative procedure if no implant is left in place or within one year if an implant is left in place and the infection appears to be related to the operative procedure.

Requires the data collected prior to January 1, 2008, to be limited to the following:

· Surgical site infections following surgical procedures involving a high risk for mortality or serious morbidity and involving a high volume of patients, such as coronary artery bypass graft surgery, total hip replacement, total knee replacement, laminectomies with spinal fusion, or open cholecystecomies.  Requires OSHPD, in consultation with the advisory panel, to determine two of these surgical procedures for which hospital-acquired risk-adjusted infection data will be reported.

· Laboratory-confirmed central-line associated blood stream infections in intensive care units, as stratified according to type of unit.  Authorizes OSHPD on or after January 1, 2008, to consider additional data based on recommendations by the advisory panel established below.

Requires each hospital to document the comparison of its infection rates with the aggregate percentile rates published by OSHPD at the next regularly scheduled meeting of its infection control committee, within 180 days of the publication and release of the report by DHS.

Requires each hospital to report to OSHPD:

· The annual change in its rate of hospital-acquired infections selected for reporting, as specified.

· Whether the rate of infection is above, equal to or below the benchmark for the specified type of infection established by the federal Center for Disease Control and Prevention (CDC) National Nosocomial Infection Surveillance System, or its successor, or another scientifically valid hospital-acquired infection reporting system, as specified.

Requires each hospital to participate in the hospital-acquired infection reporting system of the National Healthcare Safety Network of CDC or another scientifically valid infection reporting system as approved by OSHPD, as specified.  Requires the use of specified definitions and risk-adjustment and stratification methods, as specified.

Requires an advisory panel to be established by OSHPD to oversee the statewide planning and implementation of the statewide hospital collection and reporting of hospital-acquired infection data, as specified. 

Requires a general acute care hospital to collect and maintain data on selected process measures, to be reported to the public no later than July 1, 2008, as specified.  

Makes the reporting provisions of this bill inoperative five years after commencing the collection and reporting of data by hospitals is required by OSHPD.

Status:  Provisions Removed from Version Heard in Committee
SB 917 (Speier) – Payers’ Bill of Rights:  Diagnostic Related Groups
Requires, rather than authorizes, the Office of Statewide Planning and Development (OSHPD) to compile a list of the 25, rather than ten, most common Medicare Diagnostic Related Groups (DRGs), the average charge for each of these DRGs per hospital, and publish this information on its Internet Website.

Requires OSHPD to use Medicare All Patient Refined (APR)-DRGs for all hospitals, except hospitals with fewer than 10 percent Medicare admissions in the previous year, and requires OSHPD to designate the APR-DRG methodology for hospitals that are not reported on the Medicare DRG system.

Requires a hospital to provide a copy of its charge description master to a person who requests it and permits a hospital to charge a fee to cover the cost of copying.

Revises existing law to require each hospital to compile a list of the average charges for the hospital’s 25 most common Medicare DRGs, instead of 25 services or procedures commonly charged to patients, and requires, beginning July 1, 2006, instead of 2004, each hospital to make this list available to any person upon request.

Status:  Vetoed by the Governor
SB 1301 (Alquist) – Health Facilities:  Reporting and Inspection Requirements

Requires general acute care hospitals, acute psychiatric hospitals, and special hospitals to report an adverse event, as defined, to the Department of Health Services (DHS) no later than five days after the adverse event has been detected, or, if that event is an ongoing urgent or emergency threat the welfare, health or safety of patients, personnel, or visitors, not later than 24 hours after the adverse event has been detected.  Requires disclosure of individually identifiable patient information to be consistent with applicable law.

Requires DHS to make an onsite inspection or investigation within 48 hours or two business days, whichever is greater, of the receipt of a report or complaint pursuant to above that indicates an ongoing threat of imminent danger of death or serious bodily harm, and complete the investigation within 45 business days.

Requires DHS, by January 1, 2013, to provide information regarding reports of adverse events and the outcomes of inspections and investigations in response to adverse event reports on DHS’ website and in written form accessible to consumers.

Requires DHS, by January 1, 2009, and until January 1, 2015, to make information regarding reports of adverse events and outcomes of inspections and investigations conducted, as specified, readily accessible to consumers throughout California.

Requires DHS to also compile and make available, to entities deemed appropriate by DHS, data regarding these reports of adverse events and outcomes of inspections and investigations, in order that these entities may post this data on their Internet Web sites.  Authorizes these entities to post this data on their Internet Web sites.  Requires the information to protect patient confidentiality and not include the names of health care professionals and workers.

Authorizes DHS to assess a civil penalty in an amount not to exceed $100 for each day that the adverse event is not reported following the initial five-day period or 24-hour period as applicable.  Authorizes the facility to request a hearing within ten days to dispute the assessment.

Requires DHS to take into account the special circumstances of small and rural hospitals, as specified, in order to protect the quality of patient care in those hospitals, in enforcing this bill and another specified section of the law.

Status:  Chapter 647, Statutes of 2006

SB 1661 (Cox) – Health Facilities:  Seismic Safety:  Construction

Authorizes an extension of up to an additional two years for hospitals that have already received extensions of the January 1, 2008 seismic safety compliance deadline if specified criteria are met, and requires specified hospital reports to be posted on the Web site of the Office of Statewide Health Planning and Development (OSHPD).

Authorizes OSHPD to grant the additional extension if the hospital building subject to the extension meets several criteria, including that the hospital building is under construction at the time of the request for extension, the hospital building plans were submitted to OSHPD and were deemed ready for review by OSHPD at least four years prior to the applicable deadline for the building, and the hospital received a building permit for the at least two years prior to the applicable deadline for the building.

Permits OSHPD to revoke an extension granted pursuant to this bill for any hospital building where the work of construction is abandoned or suspended for a period of at least one year, unless the hospital demonstrates in a public document that the abandonment or suspension was caused by factors beyond its control, such as adverse weather, earthquake, a flood, or other conditions not caused by the hospital.

Requires an owner of a general acute care hospital building that is determined to be a potential risk of collapse or pose significant risk of loss of life after January 1, 2008, who has not requested an extension of the deadline as specified to submit a report to OSHPD no later than April 15, 2007, describing its progress complying with the January 1, 2008 requirement.  

Requires by June 30, 2011, the owner of a general acute care hospital subject to the January 1, 2008 requirement, who has requested an extension of the deadline, to report to OSHPD the status of each building required to comply with the requirement.  

Status:  Chapter 679, Statutes of 2006

SB 1785 (Figueroa) – Hospitals:  Human Milk

Exempts hospitals that collect, process, store or distribute human milk collected from a mother exclusively for consumption by her own child from tissue bank licensing requirements.

Requires a hospital that collects, processes, stores or distributes human milk collected from a mother exclusively for her own child to comply with standards established by the Human Milk Banking Association of North America unless or until other standards are approved by the Department of Health Services.

Exempts human milk collected from a mother exclusively for consumption by her own child from screening test requirements.

States that the bill’s provisions do not apply to hospitals that collect, process, store or distribute human milk from milk banks or other outside sources

Status: Died in the Senate Appropriations Committee

SB 1838 (Perata and Florez) – Health Facilities:  Construction Plans

Authorizes the Office of Statewide Health Planning and Development (OSHPD) to establish a training program to ensure that a sufficient number of qualified persons are available to facilitate the timely performance of OSHPD’s duties and responsibilities relating to the review of plans and specifications pertaining to the design and construction of hospital buildings and buildings to ensure compliance with applicable safety codes and standards.

Requires OSHPD to prepare a comprehensive report on the training program setting forth its goals, objectives, and structure, including the number of individuals trained, a timeline for training completion, a process for gathering information to evaluate the training programs efficiency that includes drop out and retention rates, and a mechanism to annually assess the need for the training program to continue.  Requires the report to be submitted to the Joint Legislative Budget Committee three years after the training program has been implemented.

Authorizes OSHPD to exempt from its plan review process construction or alteration projects for buildings described above with estimated construction costs of $50,000 or less.  Includes, but does not limit in the criteria for exemption, plans that have been stamped and signed by the design professionals of record.

Prohibits projects that have been split into a series of smaller projects in order to avoid the qualifying dollar limits from being approved.  Requires OSHPD to maintain its construction observation mandate to ensure public safety and California Building Standards Code compliance for approved projects.

Requires a presubmittal meeting between OSHPD and the design professionals for construction or alteration projects for the buildings described in above with estimated construction costs of $20 million or more.

Requires OSHPD to assess processing time for plan review, and to provide an annual update on this assessment to the appropriate policy and fiscal committees of the Legislature no later than February 1, 2007, and no later than February 1 of each year thereafter.  Sunsets this provision on January 1, 2012, unless a later enacted statute deletes or extends that date.

Status:  Chapter 693, Statutes of 2006

AB 330 (Gordon) – General Acute Care, Acute Psychiatric, and Special Hospitals:  Management Requirements

Requires the Department of Health Services (DHS) to consider whether an applicant to operate or manage a general acute care hospital (GACH), acute psychiatric hospital (APH), or special hospital is of reputable and responsible character and has demonstrated an ability to comply with licensing laws and regulations. 

Adds GACHs, APHs, and special hospitals to an existing application requirement for approval to manage a skilled nursing facility (SNF) and intermediate care facility (ICF), which also applies to applicants for licensure of any health facility.

Requires DHS to consider, for any individual or entity that seeks approval to operate or manage a GACH, APH, or special hospital, the following:
· Whether the applicant is of reputable and responsible character.  Requires DHS to consider any available information that the applicant has demonstrated a pattern and practice of violations of state or federal laws and regulations.  Requires DHS to give particular consideration to those violations that affect the applicant’s ability to deliver safe patient care.

· Whether the applicant has the ability to comply with health facility licensing laws, rules and regulations.  Requires DHS to consider evidence that includes all of the following: 

· If any, prior history of operating in this state any other licensed facility and the applicant’s history of substantial compliance with the requirements imposed under that license, applicable federal laws and regulations, and requirements governing the operators of those facilities.

· If any, prior history of operating in any other state any facility authorized to receive Medicare or Medicaid program reimbursement, and the applicant’s history of substantial compliance with that state’s requirements, and applicable federal laws, regulations, and requirements.

· If any, prior history of providing health services as a licensed health professional or an individual or entity contracting with a health care service plan or insurer, and the applicant’s history of substantial compliance with state requirements, and applicable federal law, regulations, and requirements.

Authorizes DHS to require an individual or entity seeking approval to operate a GACH, APH, or special hospital to furnish other information or documents for the proper administration and enforcement of the licensing laws.

Creates a definition for “manage,” which is, to assume operational control of the facility.  

Authorizes DHS to require an individual or entity seeking approval to operate a GACH, APH, or special hospital to furnish other information or documents for the proper administration and enforcement of the licensing laws, instead of, requiring DHS to determine whether an individual or entity seeking approval to operate a specified health facility is able to demonstrate that the facility possesses financial resources sufficient to operate the facility and to develop standards.

Deletes a requirement that a GACH, APH, or special hospital notify certain parties if it is unable to demonstrate sufficient financial capacity, and provide DHS information about correcting its financial capacity. 
Status:  Chapter 507, Statutes of 2005
AB 761 (Jones) – Health Facilities Staffing

Requires hospitals to consider guidelines of relevant professional associations and worker and patient injury rates in determining non-nurse staffing levels in hospitals.  

Requires hospitals to report to the Department of Health Services (DHS) the processes they use to consider the guidelines and steps taken to reduce patient and worker injuries and requires the department to determine whether facilities have adequately considered relevant guidelines and injury rates. 

Seeks greater safety for patients by requiring hospitals to review credible studies on medical classifications other than nurses or physicians such as respiratory therapists, radiology technicians, laboratory technicians and similar professionals.

Requires DHS to determine compliance with the hospital reviews and reporting, but does not require auditing related hospital practices.  Requires the state to review hospital reporting.  

Status:  Failed Passage on the Senate Floor
AB 774 (Chan) – Hospitals:  Fair Pricing Policies

Requires hospitals, as a condition of licensure, to maintain an understandable, written policy regarding discount payments for financially qualified patients, as well as an understandable, written charity care policy.

Provides that uninsured patients or patients with high medical costs who are at or below 350 percent of the federal poverty level are eligible to apply for a hospital’s charity care or discount payment policies.

Requires each hospital to perform various functions in connection with the hospital charity care and discount pay policies, including posting notices, providing patients with a written summary of theses policies, and attempting to determine the availability of private or public health insurance coverage for each patient.

Requires hospitals, if they bill a patient who has not provided proof of third party coverage, to provide a notice containing specified information, and to provide applications for Medi-Cal and other public programs at the time of billing or time of care.

Requires hospitals to limit expected payment for services to any patient at or below 350 percent of the poverty level who is eligible for its discount payment policy to the amount it will receive from Medicare, Medi-Cal, or other government programs.

Prohibits a hospital or their assignee from reporting adverse information to a credit reporting agency or commencing civil action for 150 days after initial billing for a patient who lacks coverage or may be a patient with high medical costs.

Prohibits hospitals from using wage garnishments or liens on primary residences as a means of collecting unpaid hospital bills for patients eligible under the hospital’s charity care and discount payment policies and limits their use by collection agencies.

Requires a hospital to reimburse patients any amount actually paid in excess of the amounts allowed under the bill, including interest. 
Status:  Chapter 755, Statutes of 2006
AB 1045 (Frommer) – Payers’ Bill of Rights:  Procedure Charges

Revises existing law to require hospitals to compile a list of the average charges for 25 services commonly charged to patients.  Authorizes the Office of Statewide Health Planning and Development (OSHPD) to develop a uniform reporting form, and to require hospitals to file the completed form with OSHPD.  Permits OSHPD to require hospitals to provide patients with copies of the completed form.

Repeals authorization for OSHPD to compile a list of the 10 most common Medicare diagnostic-related groups (DRGs) and the average charge for each of these DRGs per hospital, and publish the information on the Internet.

Requires hospitals, upon request, to provide a written estimate of charges for the health care services, procedures, or supplies that are reasonably expected to be provided and billed to the person making the request based upon an average length of stay and services provided for the person’s diagnosis if the person does not have health coverage.  Authorizes the hospital to provide this estimate during normal business office hours.  Exempts emergency services from this requirement. 

Requires hospitals to provide information, and if requested, an application about its financial assistance and charity care polices and contact information about these policies.  

Provides that a hospital that does not file with OSHPD the information described above may be liable for civil penalties in the amount of $100 a day for each day the filing of any report is delayed, as specified.

Deletes a requirement that hospitals compile a list of the average charges for their 25 most common inpatient procedures, grouped by Medicare DRG.

Deletes authority for OSHPD to develop a uniform reporting form for the 25 services or procedures most commonly charged to patients.

Deletes a requirement on OSHPD to create a database and develop an online query system of average charges for inpatient and outpatient procedures.

Requires hospitals to provide information, and if requested, an application about its financial assistance and charity care polices and contact information about these policies

Status:  Chapter 532, Statutes of 2005
AB 1046 (Frommer) – Earthquake Safety and Hospital Preservation Bond Act

Requires the Office of Statewide Health Planning and Development (OSHPD) to approve or reject all plans for the construction or alteration of a hospital building.

Requires that, after January 1, 2008, any general acute care hospital building that is determined to be a potential risk of collapse or pose significant loss of life be used only for nonacute care hospital purposes. 

Authorizes OSHPD to grant a delay in this deadline upon a demonstration by the owner that compliance will result in a loss of health care capacity that may not be provided by other general acute care hospitals within a reasonable proximity. 

Authorizes OSHPD to grant a 5-year delay in this deadline to general acute care hospitals that meet certain requirements and establishes interim deadlines for these hospitals.

Requires OSHPD to grant a delay to any hospital that has a ratio of hospital debt to capitalization above 50 percent, to be implemented only if the bond act proposed by this bill is not approved by the voters.  

Provides that a delay granted pursuant to this provision shall remain in effect until the hospital no longer meets the eligibility requirements for the delay under these provisions, based on biannual audits.

Requires OSHPD to extend for a 5-year period subsequent to the initial sale of bonds pursuant to the bill, but in no event beyond the year 2030, the deadlines established under the Alfred E. Alquist Hospital Facilities Seismic Safety Act of 1983, to be implemented only if the voters approve the bond act proposed by this bill.

Enacts the Earthquake Safety and Hospital Preservation Bond Act which, if adopted, would authorize, for purposes of financing a seismic safety program for nonprofit and public general acute care hospitals, the issuance, pursuant to the State General Obligation Bond Law, of bonds in the amount of up to $5,000,000,000.

Provides for submission of the bond act to the voters at the next general or direct primary election.

Status:  Provisions Removed from Version Heard in Committee
AB 1316 (Salinas and Cohn) – Hospital Districts:  Medical Peer Review:  Indemnification of Medical Staff
Provides that a hospital district board of directors may indemnify nonemployee medical staff members for damages and for costs associated with the legal defense of the medical staff member arising from participation in the medical peer review activities of the district and prohibits indemnification of medical staff members for punitive or exemplary damages but allows districts to pay the costs of such judgments under certain circumstances.

Provides that such indemnification shall not include any award for punitive or exemplary damages against the non-employee member of the medical staff. 

Provides that if a plaintiff prevails in a claim for punitive or exemplary damages against a non-employee member of the medical staff, the defendant shall, at the option of the board of directors of the district, be liable to the district for any costs incurred in providing representation to the defendant.

Authorizes a district to pay costs associated with a judgment that is for punitive or exemplary damages arising from peer review activities if the board of the district finds all of the following:

· The judgment is based on opinions rendered, statements made, or actions taken as a necessary part of participation in the medical peer review activities of the district.

· The non-employee member of the medical staff was acting in good faith, without malice, and in the apparent best interests of the district.
· Payment of the claim or judgment against the non-employee member of the medical staff would be in the best interests of the district.  

Status:  Chapter 314, Statutes of 2006
AB 1346 (Richman) – Acute Care Hospitals:  Surgical and Anesthesia Services

Authorizes a general acute care hospital operated by the Department of Corrections and Rehabilitation (DCR) or Department of Veterans Affairs (DVA) or Agnews Developmental Center for a limited time period to provide surgical and anesthesia services on less than a 24-hour basis, and requires the hospital to comply with operational standards for such services only during the times that such services are provided.

Provides that the general acute care hospital operated by the State Department of Developmental Services (DDS) at Agnews Developmental Center may, until June 30, 2007, provide surgery and anesthesia services through a contract or agreement with another acute care hospital.

States that a general acute care hospital operated by DCR or DVA may provide surgery and anesthesia services during normal weekday working hours, and not provide these services during other hours of the weekday or on weekends or holidays, if the general acute care hospital otherwise meets the requirements of existing law, as amended by this bill.

Requires that any personal care services contract for surgical or anesthesia services in a general acute care hospital operated by DCR, DVA, or DDS comply with existing law requirements governing personal services contracts.

Status:  Chapter 333, Statutes of 2005
AB 1698 (Nunez) – Health Care Coverage

Prohibits health plan contracts or insurance policies that cover dependent children from establishing, under any circumstances, a limiting age where termination would occur prior to a dependent’s 26th birthday.

Clarifies that this bill does not:

· Require employers participating in the Public Employees Medical and Hospital Care program, the University of California, or cities to pay for coverage for dependents 23 to 26 years of age.

· Allow employees or annuitants to choose to cover such dependents, providing they pay for the coverage.

· Provide that the changes to the limiting age proposed in this bill shall not be effective for employment contracts subject to collective bargaining prior to January 1, 2006, and will apply only to those employment contracts subject to collective bargaining that are issued, amended or renewed after January 1, 2006.

Status:  Vetoed by the Governor
AB 2212 (Torrico) – Health Facilities

Prohibits a general acute care hospital from being licensed by the Department of Health Services if either of the following conditions will exist:  at least two-thirds of the inpatient discharges are classified in one or two major diagnosis categories; or at least two-thirds of inpatient discharges are for surgical diagnosis-related groups, as those groups are defined by the federal Centers for Medicare and Medicaid Services.

Requires hospital licensure applicants to submit a letter stating whether or not the hospital will meet the conditions set forth above, and to include the hospital’s projected inpatient discharge data.

Exempts from the prohibition above a general acute care hospital that is licensed on or before January 1, 2007, that has received an intentory/triage letter from the Office of Statewide Health Planning and Development confirming receipt of a completed application for plan review, is an eleemosynary institution that does not bill patients for services provided, or specializes in pediatrics, physical rehabilitation or obstetrics and gynecology.

Status:  Failed Passage on the Senate Floor

AB 2282 (Oropeza) – Federally-Qualified Health Centers 

Makes lawful to the extent permitted or sanctioned by federal law the offer, delivery, receipt, or acceptance of any consideration between a federally-qualified health center (FHQC), as defined in federal law, and any individual or entity providing goods, items, services, donations, loans, or a combination thereof, to the health center pursuant to a contract, lease, grant, loan or other agreement if: 

· The agreement contributes to the ability of the health center to maintain or increase the availability, or enhance the quality of, services provided to a medically underserved population served by the health center; and,

· The transaction otherwise meets the requirements of the federal safe harbor for FQHCs from federal anti-kickback statutes and regulations relating to federal health care programs.

Status:  Chapter 772, Statutes of 2006
AB 2308 (Plescia) – Ambulatory Surgical Centers:  Licensure

Requires the Department of Health Services (DHS) to convene a workgroup to develop licensure criteria to protect patients receiving care in Ambulatory Surgical Centers (ASCs), and to submit workgroup conclusions and recommendations to the appropriate policy committees of the Legislature no later than March 1, 2007.

Requires the workgroup to include representatives from all of the following:  DHS, Office of Statewide Health Planning and Development, California Ambulatory Surgical Association, California Medical Association, California Orthopedic Association, California Society of Anesthesiologists, California Academy of Ophthalmology, California Podiatric Medical Association, Service Employees International Union, American Nurses Association of California, California Nurses Association, California Association of Nurse Anesthetists, at least one advocacy organization that represents consumers.

Authorizes DHS to contract for outside personnel to perform inspections of ASCs, as necessary, in a manner consistent with the surveys conducted by DHS pursuant to existing law related to periodic inspection of health facilities.

Revises existing law to replace the term “licensed surgical clinic” with the term “ambulatory surgery clinic” and makes conforming changes in several code sections dealing with surgical clinic licensing and medical practices.

Status:  Vetoed by the Governor

AB 2745 (Jones) – Hospitals:  Discharge Plans:  Homeless Patients

Requires hospitals to participate in regional meetings with invited stakeholders to improve the post-hospital transition of homeless patients.

Requires that each hospital, by January 1, 2008, develop a document for public review that is a compilation of recommendations from the regional plan meeting.

Prohibits hospitals form transferring homeless patients form one county to another county for the purpose of receiving supportive services within the other county without prior notification to and authorization from the organization that will provide the supportive services.

Status:  Chapter 794, Statutes of 2006

AB 2754 (Chan) – Hospitals:  Staffing

Requires a general acute care hospital, acute psychiatric hospital or a specialty hospital, effective January 1, 2009, to adopt a plan or procedure for determining the staffing of professional and technical classifications covered under hospital building standards and the Department of Health Services (DHS) hospital staffing regulations.

Provides that the plan or procedure shall not apply to the staffing of nursing personnel.

Requires the plan or procedure to be used by the hospital to determine the amount of competent personnel with the appropriate combination of skills necessary to meet the needs of its patients.

Requires the hospital to annually review the plan or procedure to determine whether it should be adjusted in order to reduce bad patient outcomes and workplace injuries.  Requires the hospital to document any changes made to the plan or procedure.

Requires the plan or procedure to be available for review upon request.  Requires the hospital to provide any interested person with a copy of the plan or procedure either electronically or in printed form.

Requires DHS to deem failure to maintain, review annually, or comply with a plan or procedure as required above to constitute staffing that has the potential for harm to patients.

Requires DHS to review the plan or procedure described above, the hospital’s compliance with it and the annual updates to it to determine compliance with this bill during surveys for compliance with state or federal statutes or regulations.

Authorizes the Director of DHS, after appropriate notice and opportunity for hearing, to levy administrative penalties against hospitals that do not adopt and annually update a plan or procedure for determining staffing of professional and technical classifications.

Requires the Office of Statewide Health Planning and Development to report to the Legislature and the Governor by December 31, 2007, the results of a comprehensive study that identifies the needs for hospital and health facility professional and technical staffing.

Status:  Failed Passage on the Senate Floor

AB 2757 (Evans) – Primary Care Clinics

Allows a primary care clinic that is licensed and that is operating within a network of primary care clinics to establish a central laboratory, if the following conditions are met: 

· The central laboratory’s sole purpose is performing moderate or high complexity laboratory tests and examinations for patients of the clinics in the network.

· The central laboratory obtains a certificate under the federal Clinical Laboratory Improvement Act and a state laboratory license for the appropriate level of clinical laboratory testing.

Defines for purposes of the bill, a “network of primary care clinics” as two or more primary care clinics operated by the same nonprofit corporation with the same board of directors and the same corporate officers.

Allows a primary care clinic that submits an application to the Department of Health Services (DHS) for licensure to, at the same time, submit an application for licensure or registration of a clinical laboratory to be operated by the clinic.

Provides that nothing shall prohibit a primary care clinic network that utilizes centralized billing from submitting claims on the behalf of the network’s central laboratory, if the claims are submitted with the central laboratory’s provider number.  

Provides that DHS shall not deny payment to a central laboratory established pursuant to the bill for either of the following reasons:

· The clinic and the licensed central laboratory performing the services are owned and operated by the same nonprofit corporation with the same board of directors and the same corporate officers.
· The laboratory services are performed on a specimen collected at the clinic for a clinic patient.
Provides, until June 30, 2007, that a primary care clinic that is affiliated with a network of primary care clinics may continue to submit claims for the laboratory services provided until such time that the primary care clinic receives a provider number for the central laboratory if certain requirements are met.
Status:  Chapter 795, Statutes of 2006

HEALTH INFORMATION TECHNOLOGY
SB 1338 (Alquist) – California Health Care Infrastructure Authority

Requires the California Health and Human Services Agency (CHHSA) to consult with the Department of Health Services (DHS), the Department of Managed Health Care (DMHC), statewide healthcare information organizations, health care providers and healthcare industry in establishing, and operating the California Health Care Infrastructure Program (Program) to improve health care quality and reduce healthcare cost through the advancement of health information technology (HIT).

Requires CHHSA, within one year of the establishment of the Program, to develop and deliver to the Legislature a strategic plan (plan) which includes the establishment of standards and incentives to foster the adoption and use of electronic health records (EHR) by California health care providers and consumers, and the integration of personal health records (PHR) for Californians.  Requires the plan to be updated annually.

Requires the plan to establish a process to do all of the following: 

· Adopt standards consistent with federal health care initiatives; 

· Promote use of EHRs and PHRs; 

· Identify incentives to encourage the adoption and use of PHRs and EHRs, including strategies for alternative Medi-Cal reimbursement, pay-for-performance, and tax incentives; 

· Align education and training programs to produce sufficient and adequately trained HIT technicians and other workers; and,

· Establish an inventory of state HIT resources and their potential role in California’s overall HIT structure.

Requires the plan to ensure that resources are available for health care providers to comply with the requirements of an EHR system prior to requiring hospitals and health care systems to make changes deemed necessary for such compliance.

Enumerates the responsibilities of CHHSA, in regards to the Program, relating to the advancement and adoption of information technology in health care delivery, including coordination with private sector initiatives that are consistent with the Program’s purposes.

Allows CHHSA to receive various sources of public and private funding, as specified, to implement this bill, upon appropriation by the Legislature.

Defines PHRs as an electronic, universally interoperable, resource of health information based upon an individual patient’s health history that is available to the patient throughout his or her life and is needed by an individual to make informed health decisions.  The personal health record is stored and maintained in a secure, private environment and only the individual patient may determine rights of access to the record.  The personal health record is separate from, and does not replace, the records of a provider.

Defines EHR as a secure, real-time, point-of-care, patient-specific information resource that assists a health care provider in decision-making by providing access to a patient’s health information, including a PHR, when needed, and that incorporates evidence-based decision support.

Status:  Died in the Assembly Appropriations Committee
SB 1672 (Maldonado) – Public Health:  Health Care Technology Systems:  Loans:  Tax Credits

Authorizes the California Health Facilities Financing Authority (the Authority) to establish a low-interest loan program to provide eligible health institutions, health facilities, hospitals, long-term care facilities, health provider organizations, or licensed physicians and surgeons whose primary business is health care, with financing for the cost of purchasing health care information technology.

Requires that on or before January 1, 2009, and annually thereafter, the Authority to provide a report on the status and utilization of the program.

Defines health care information technology as information technology that will aid in the provision of health care in a health care setting.  The bill excludes information technology whose sole use is for maintenance of inventory of basic supplies or appointment scheduling.

Status:  Died in the Senate Appropriations Committee

HEALTH PERSONNEL
SB 279 (Cedillo) – Physicians and Surgeons:  Locum Tenens Services

Declares that a temporary physician staffing agency, commonly referred to as a locum tenens agency (LTA), is not an employer of physicians they place.   Prohibits labeling a LTA as an employer, employment agency, employment counseling service, job listing service, nurse’s registry, temporary services employer, or leasing employer of a license.

Defines a LTA as an individual or entity that meets all of the following:

· Contracts with clients or customers to identify licensees willing to perform locum tenens services and to arrange for the licensees to perform locum tenens services for the clients or customers.

· Arranges for the licensees to perform locus tenens services only to those clients and customers that are legally authorized to enter into independent contractor arrangements with licensees.

· Does not determine the rates of payment made to a licensee providing locum tenens services.

· Receives payment directly from its clients or customers for its services which, to the degree that the payment includes payment for locum tenens services, remits the payment for the locum tenens services in full directly to the licensee.

· Charges fees that are reasonably related to the value of the services that the LTA provides its clients and customers, and that are in no way related to the quantity or value of locum tenens services provided by the licensee.  Allows a LTA to charge its clients and customers based on the number of days or hour the locum tenens services are provided or based on the particular specialty of the locum tenens services.

Prohibits a LTA from employing a licensee to perform locum tenens services or from interfering with or attempting to influence the clinical judgment of a licensee providing locum tenens services.

Prohibits considering the relationship between the client and customer of the LTA and the licensee providing locum tenens services as employment relationship for any purpose.

Defines the following terms:

· Licensee as a licensed physician and surgeon.

· Locum tenens services as professional medical services of a licensee who provides the services, either:  on a temporary basis in place of another licensee who is regularly scheduled to provide professional medical services but is unable to do so because of various reasons; or, on any basis, other than a permanent basis, to otherwise meet the medical staffing needs of the client or customer of the LTA.

Limits application of this bill to physicians and surgeons, as specified.
Status:  Chapter 596, Statutes of 2005
SB 869 (Bowen) – Nurse-Family Partnership Program

Makes a number of findings and declarations related to Nurse-Family Partnership Program (NFPP).

Establishes nurse-family partnership as a voluntary nurse home visiting grant program for expectant first-time mothers, their children, and their families.  Requires the goals and objectives of the program to be the same as those in the community-based comprehensive perinatal health care system set forth in current law.

Requires the Department of Health Services (DHS) to develop a grant application and award grants on a competitive basis to counties, as specified. 

Requires counties, to be eligible to receive a NFPP grant, to agree to:

· Serve through the program only pregnant, low-income women who have had no previous live births.  Requires women who are juvenile offenders or who are clients of the juvenile system to be deemed eligible for services under the program.

· Enroll women in the program while they are still pregnant, before the 28th week of gestation, and before the 16th week of gestation, and continue those women in the program through the first two years of the child’s life.

· Use as home visitors only registered nurses who have been licensed in the state that undergo training and follow the home visit guidelines developed by NFPP and that are specially trained in prenatal care and early child development.

· Have nurse home visitors follow a visit schedule keyed to the developmental stages of pregnancy and early childhood.

· Ensure that, to the extent possible, services are culturally and linguistically competent.

· Limit a nurse home visitor’s caseload to 25 active families at any given time.

· Provide for every eight nurse home visitors a full-time nurse supervisor with at least a bachelor’s degree in nursing and has substantial experience in community health nursing.

· Have nurse home visitors and nurse supervisors trained in effective home visitation techniques by qualified trainers and in the method of assessing early infant development and parent-child interaction, as specified.

· Provide data on operations, results, and expenditures in the formats and with the frequencies specified by DHS.

· Collaborate with other home visiting and family support programs to avoid duplication of services and complement and integrate with existing services to the extent practicable.

· Demonstrate that adoption of NFPP is supported by a local governmental or government-affiliated community planning board, decisionmaking board, or advisory body responsible for assuring the availability of effective, coordinated services for families and children in the community.

· Provide cash or in-kind matching funds in the amount of 50 percent of the grant award.

· Prohibit the use of moneys received for the program as a match for grants currently administered by DHS. 

Permits DHS, in consultation with NFPP administrators, to contract with one or more qualified organizations, as defined, to assist in ensuring that grantees implement the program as established under this bill and to conduct an annual evaluation of the implementation of the grant program on a statewide basis.  Requires the first evaluation to be due 12 months after the award of grants.  

Requires NFPP to be implemented only to the extent that funds are appropriated by the Legislature in the annual Budget Act or other statute.  Permits DHS to allocate any money received for NFPP to grantees.

Status:  Vetoed by the Governor
AB 1852 (Yee) – Licensed Mental Health Service Provider Education Program
Makes registered psychologists, psychological assistants, post-doctoral psychology trainees employed in certain settings, post-doctoral psychology trainees employed by the Department of Mental Health, marriage and family therapist interns, and associate clinical social workers eligible to apply for grants under the Licensed Mental Health Service Provider Education Program.

Specifies that “licensed mental health service provider” who are eligible for the program include mental health service providers who are employed at a publicly funded mental health facility or a public or nonprofit private mental health facility that contracts with a county mental health entity or facility to provide mental health services.

Makes a technical, nonsubstantive change to the list of organizations that the Health Professions Education Foundation shall solicit advice in developing the Program.

Status:  Chapter 557, Statutes of 2006

AB 2198 (Houston) – Health Care:  Controlled Substances and Dangerous Drugs
Provides that physicians and surgeons who have a medical basis for prescribing, furnishing, dispensing, or administering dangerous drugs or prescription controlled substances shall not be subject to disciplinary action or prosecution.

Provides that a physician and surgeon may prescribe, dispense, or administer prescription drugs, including prescription controlled substances, to an addict under his or her treatment for a purpose other than maintenance on, or detoxification from, prescription drugs or controlled substances.

Defines “addict” for purposes of the bill as a person whose actions are characterized by craving in combination with one or more of the following:  impaired control over drug use, compulsive use, or continued use despite harm.

Provides that a person with drug-seeking behavior that is primarily due to inadequate control of pain is not an addict for the purposes of the bill.

Recasts provisions of the Intractable Pain Treatment Act to provide that a physician and surgeon may prescribe for, or dispense or administer to, a person under his or her treatment for a medical condition dangerous drugs or prescription controlled substances for the treatment of pain or a condition causing pain, including, but not limited to, intractable pain.

Provides that, notwithstanding above, the California Medical Board may take disciplinary action against a physician and surgeon who violates provisions of the Medical Practices Act dealing with gross negligence, repeated negligent acts, incompetence, unauthorized treatment of an addict, prescribing or furnishing dangerous drugs, without an appropriate prior examination and medical indication, and unauthorized prescribing on the Internet.

Provides that prescribing, dispensing, or furnishing dangerous drugs, as defined, without an appropriate prior examination and a medical indication constitutes unprofessional conduct.

Status:  Chapter 350, Statutes of 2006

AB 2754 (Chan) – Hospitals:  Staffing 

Requires a general acute care hospital, acute psychiatric hospital or a specialty hospital, effective January 1, 2009, to adopt a plan or procedure for determining the staffing of professional and technical classifications covered under hospital building standards and the Department of Health Services (DHS) hospital staffing regulations.

Provides that the plan or procedure shall not apply to the staffing of nursing personnel.

Requires the plan or procedure to be used by the hospital to determine the amount of competent personnel with the appropriate combination of skills necessary to meet the needs of its patients.

Requires the hospital to annually review the plan or procedure to determine whether it should be adjusted in order to reduce bad patient outcomes and workplace injuries.  Requires the hospital to document any changes made to the plan or procedure.

Requires the plan or procedure to be available for review upon request.  Requires the hospital to provide any interested person with a copy of the plan or procedure either electronically or in printed form.

Requires DHS to deem failure to maintain, review annually, or comply with a plan or procedure as required above to constitute staffing that has the potential for harm to patients.

Requires DHS to review the plan or procedure described above, the hospital’s compliance with it and the annual updates to it to determine compliance with this bill during surveys for compliance with state or federal statutes or regulations.

Authorizes the Director of DHS, after appropriate notice and opportunity for hearing, to levy administrative penalties against hospitals that do not adopt and annually update a plan or procedure for determining staffing of professional and technical classifications.

Requires the Office of Statewide Health Planning and Development to report to the Legislature and the Governor by December 31, 2007, the results of a comprehensive study that identifies the needs for hospital and health facility professional and technical staffing.

Status:  Failed Passage on the Senate Floor

AB 3013 (Koretz) – Medical Information:  Disclosures

Provides that a health care provider, health care service plan, or contractor may, as conditioned, disclose to a family member, other relative, domestic partner, a close personal friend of the patient, or any other person identified by the patient, medical information directly relevant to that other person’s involvement with the patient’s care or payment related to the patient’s health care.

Provides that, if the patient is present, and has the capacity to make health care decisions, the health care provider, health care service plan, or contractor may use or disclose medical information (a) if it obtains the patient’s agreement, (b) provides the patient with the opportunity to object to the disclosure, and the patient does not express an objection, or (c) reasonably infers from the circumstances, based on the exercise of professional judgment, that the patient does not object to the disclosure.  However, this bill provides that a health care provider who is a psychotherapist, as defined, would be authorized to disclose medical information only if the psychotherapist complied with (a) or (b).

Provides that, if the patient is not present, or the opportunity to agree or object to the use or disclosure cannot practicably be provided because of the patient’s incapacity or an emergency circumstance, the health care provider, health care service plan, or contractor may, in the exercise of professional judgment, determine whether the disclosure is in the best interests of the patient and, if so, disclose only the medical information that is directly relevant to the person’s involvement with the patient’s health care.

Provides that nothing in this bill’s provisions may be construed to interfere with or limit the access authority of the state Protection and Advocacy Agency, the state Office of Patients’ Rights, or any county Patients’ Rights Advocates to access medical information pursuant to state or federal law.

Provides that, unless there is a specific written request by the patient to the contrary, a general acute care hospital may, upon an inquiry concerning a specific patient, release, at its discretion, the patient’s name, address, age, and sex, a general description of the reason for treatment, the general condition of the patient, and any information that is not medical information, as defined.

Status:  Chapter 833, Statutes of 2006

MEDICAL RESEARCH
SB 18 (Ortiz and Runner) – Reproductive Health and Research

Requires the State Auditor to conduct a performance audit of the California Institute for Regenerative Medicine (CIRM) and the Independent Citizens Oversight Committee (ICOC), created through voter initiative Proposition 71, California Stem Cell Research and Cures Act (Act).  Establishes guidelines for assisted oocyte production. 

Requires the audit to follow existing law provisions on state audits, including a review of the policies and procedures of ICOC to determine whether ICOC established a suitable structure for the administration of CIRM, whether policies and procedures comply with relevant laws, regulations and best practices, and to the extent possible, whether CIRM is complying with such policies and procedures.

Requires the audit to include, but not be limited to the following:

· The strategic policies and plans developed by CIRM and the ICOC.

· Policies and procedures for issuance of contracts and grants and a review of a sample of contracts and grants executed by CIRM and the ICOC.

· Policies and procedures relating to protection or treatment of intellectual property rights associated with research funded or commissioned by CIRM.

Requires the State Auditor to issue and provide the audit report to the Legislature on or before June 30, 2006.  Requires the State Auditor to provide to the Chairs of the Senate Health and Human Services Committee, the Assembly Health Committee, and the Joint Legislative Audit Committee (JLAC) an analysis of the auditee’s implementations of the recommendations contained in the audit report on or before October 2007.

States legislative intent that if the results of the analysis warrant further inquiry, that JLAC direct the State Auditor to conduct an additional audit report by June 2008.  States further the intent of the Legislature that if circumstances continue to warrant additional work, that JLAC direct the State Auditor to issue a third audit report by December 2009.

Requires a physician and surgeon to provide to his or her patient, prior to providing assisted oocyte production (AOP) for the purpose of donating acolytes for medical research or development of medical therapies, a standardized written summary of health and consumer issues associated with AOP.  Requires a physician and surgeon to obtain written consent from the patient before providing AOP for purposes of medical research or development of medical therapies.  

Prohibits the acquisition, sale, receipt, or transfer of human oocyte or embryo for valuable consideration for medical research or development of medical therapies.  Excludes from the definition of valuable consideration reasonable payment for the removal, processing, disposal, preservation, quality control, storage, transplantation, or implantation of oocytes or embryos.
Status:  Vetoed by the Governor
SB 1260 (Ortiz and Runner) – Reproductive Health and Research

Deletes the January 1, 2007 sunset date of the following requirements for research projects involving the derivation or use of human embryonic stem (HES) cells in California: 

· The requirement that an institutional review board (IRB) review and approve research projects.

· The requirement for an IRB to annually report to the Department of Health Services (DHS) the number of HES cell research projects that the IRB has reviewed.

· The requirement that DHS submit biennial reports to the Legislature.

Deletes existing requirement for an IRB on research involving HES cell and transfers IRBs current functions to a stem cell research oversight committee (SCRO).  Allows a SCRO to provide scientific and ethical review of such research.

Defines the following terms: 

· Assisted oocyte production (AOP) is the surgical extraction of oocytes following pharmaceutically induced manipulation of oocyte production through the use of ovarian stimulation.

· Oocyte is a female egg or egg cell of a human female.

· Alternative method of oocyte retrieval means a method of oocyte retrieval that does not involve the pharmaceutically induced manipulation of oocyte production.

Requires a physician and surgeon, prior to obtaining informed consent from a subject for AOP or any alternative method of ovarian retrieval for procuring oocytes for research or development of medical therapies, to do the following: 

· Provide to the subject a standardized medically accurate written summary of health and consumer issues associated with AOP and any alternative methods of oocyte retrieval.

· Obtain written and oral informed consent for the procedure from the subject.

Makes any failure to provide the written summary and obtain a written consent from the subject, unprofessional conduct, as specified.

Requires the summary specified above to include medically accurate disclosures concerning the potential risks of AOP or any alternative method of oocyte retrieval, as specified.

States this bill does not affect the suitability or availability of oocytes procured for research before January 1, 2006, if the oocytes were donated pursuant to protocols or standards that are generally recognized and accepted by national or international scientific bodies. 

Requires an IRB to require any research program that involves AOP or any alternative method of oocyte retrieval to do all of the following: 

· Include a written summary with information on the health risks and potential adverse consequences of the procedure, and describe the manner in which the subject will receive and review this written summary.

· Obtain informed consent, as specified.

· Provide an objective and accurate statement about the existing state of the research for which the subject is providing oocytes.

· Perform psychological and physical screening, in accordance with the appropriate standard of care, for all subjects prior to the oocyte retrieval procedure.

· Ensure that after an AOP or any alternative method of oocyte retrieval on a subject, a postprocedure medical examination is conducted on the subject, as specified.  Require that the subject be informed of the right to a second opinion if there are any medical concerns.

· Ensure that the subject has access to and coverage for medically appropriate medical care that is required as a direct result of the procedure.  Require the research program or project to ensure that payment or coverage of resulting medical expenses be provided at no cost to the subject.

· Provide a summary informing the subject that oocytes may not be sold or transferred for valuable consideration, except as specified.

· Disclose if the physician and surgeon and his/her immediate family members has any professional interest in the outcome of the research or of the oocyte retrieval procedure, as specified.

Requires a research program or project that involves AOP or any alternative method of oocyte retrieval to ensure that a written record is established and maintained.  Specifies the information that must be maintained in the written record.  Requires the information collected to protect personally identifiable information and remain confidential.  Requires the information to be reported to the branch, which shall aggregate the data and make it publicly available, while protecting personally identifiable information.

Prohibits any employee or relative of an employee of a research organization conducting stem cell research involving human oocytes from being a subject in the research and prohibits a physician and surgeon performing the AOP or any alternative method of oocyte retrieval from having any financial interest in the outcome of the research.

Prohibits payment in excess of the amount of reimbursement of direct expenses made to any research subject to encourage her production of human oocytes for the purposes of medical research.

Prohibits construing this bill to amend Proposition 71.

Status:  Chapter 483, Statutes of 2006

SCA 13 (Ortiz and Runner) – Biomedical Research

Modifies provisions of Proposition 71 dealing with reporting of economic interests and conflicts of interest for appointees of the Independent Citizens Oversight Committee (ICOC), employees of the California Institute for Regenerative Medicine (CIRM), and working group members.  

Applies open meeting and public records laws to meetings and records of the ICOC, the CIRM, and working groups with exceptions, including to allow for scientific evaluations of applications for funding and to consider matters involving intellectual property or proprietary information.  

Requires the ICOC to ensure that treatments, therapies, products, and services resulting from technologies and inventions derived from grants awarded are accessible and affordable to low-income residents, including those residents eligible for state and county-funded health care programs.

Modifies provisions in the constitutional amendment, as amended May 31, 2005, pertaining to open meetings, conflicts of interest, and handling of intellectual property associated with grants and contracts issued by the CIRM established by Proposition 71, in order to address concerns that this constitutional amendment may impede the ability of the CIRM to review and fund proposals for stem cell research.  Additionally:

· Addresses concerns that this constitutional amendment may impede the state’s ability to issue bonds for stem cell research under Proposition 71.

· In the area of open meeting requirements, the amendments expand the allowable exemptions from open meeting requirements for Proposition 71 working groups to include scientific evaluation of applications for research, training, or facility grants, loans, or contracts, and allows the CIRM to post on its web site summary information about applications recommended and not recommended for funding in order to facilitate public comment and review of the proposals. 

· In the area of conflicts of interest, the amendments delete requirements that the chair, vice chair and appointed members of the ICOC (Proposition 71 governing committee) and the CIRM President divest or place into blind trust financial or real property interests they hold in organizations applying for funding or with substantial interests in stem cell therapy.  Reduces the scope of disclosure of economic interests required for members of working groups from those applicable to public officials to income and investments in entities that have sought funding from the CIRM or that are engaged in biomedical research. 

· In the area of intellectual property, the amendments delete language requiring every contract, award, or grant to ensure that several conditions are met, including that the grant or award will not result in a gift of public funds, that clinical treatments resulting from research are made available at the costs of producing them to designated low-income residents, and that the state is provided with a share of 



royalties derived from development of clinical treatments resulting from Proposition 71-funded research.  The amendments substitute in lieu of these provisions a general requirement that the ICOC seek to ensure that treatments and therapies resulting from or utilizing technologies and inventions developed with Proposition 71 funds are accessible and affordable to low-income residents, including those eligible for state and county-funded programs.
Status:  Died on the Senate Floor 

AB 1062 (Saldana) – Medical Experimentation:  Biomonitoring Research Informed Consent

Provides that, in addition to the requirements of the Experimental Subject’s Bill of Rights, any human subject of biomonitoring research must be informed of and must consent to all of the following:

· The intended use of any biospecimen to be taken from the subject, including, but not limited to, the duration of use, and the disposition of biospecimens when the experiment is completed.  If the intended use, duration of use, and the disposition of a biospecimen is not known, the subject must be so informed before the biospecimen is taken.

· That, after completion of the study, the subject has the right to review all laboratory reports and final research results regarding a biospecimen taken from the subject.

· If the Institutional Review Board that approves the study determines that the results will not be suitable for release, the subject must be informed of this determination before the biospecimen is taken.

Requires that a subject must be provided a written disclosure about any legal rights the subject may have regarding any patentable pharmaceuticals or other products that are a byproduct of, or synthesized from, any biospecimen taken from the subject.

Defines “biomonitoring” to mean the process by which the presence and concentration of toxic chemicals and their metabolites are identified within a biospecimen as a means to assess the chemical body burden.

Defines “biospecimen” to mean a sample taken from a biophysical substance, such as blood, urine, saliva, breast milk, or tissue, that is reasonably available within a human body, for use as a medium to measure the presence and concentration of toxic chemicals.

Status:  Vetoed by the Governor

ACR 1 (Negrete McLeod) – Proposition 71:  Stem Cell Research

Urges the Independent Citizen’s Oversight Committee (ICOC), established pursuant to Proposition 71 the California Stem Cell Research and Cures Act (Act), to adopt conflict-of-interest standards for itself and for the members of its working groups before awarding loans, grants, and contracts.

Urges ICOC to include specified requirements in its conflict of interest standards related to the discloser of income and investments for members of working groups. 

Urges ICOC to develop policies regarding compliance with California open meeting and public record laws, with exceptions for specified activities.

Urges ICOC to adopt a policy committing itself, when negotiating or overseeing intellectual property agreements associated with technologies or inventions derived from grants awarded pursuant to the Act, to seek to ensure that treatments, therapies, products, and services resulting from or utilizing these technologies and inventions are accessible and affordable to low-income residents, as specified..

Changes the date that ICOC is urged to report to the Legislature from July 1, 2005 to January 1, 2006.

Urges ICOC to adopt robust conflict of interest standards for itself and for the members of its working groups to prevent unfair advantage to institutions and entities with ties to any members of ICOC or the working groups.

Urges ICOC, in developing conflict of interest standards, to comply with the standards contained in the Bagley-Keene Open Meeting Act and the California Public Records Act.

Urges ICOC to report to the Legislature by April 1, 2005, regarding the implementation of this resolution.

Status:  Resolution Chapter 128, Statutes of 2005
ACR 24 (Mullin) – California Council on Science and Technology

Requests on behalf of the Legislature that the California Council on Science and Technology (Council) expand the scope of the study group on how the state should treat intellectual property created under state contracts, grants, and agreements, to include contracts, grants, and agreements developed under Proposition 71.

Requests the study group to develop general guidelines or criteria to define how the state can achieve maximum public benefit from research funded under Proposition 71.

Request that the options and recommendations identified by the study for Proposition 71-funded research reflect the constraints posed by the use of tax-exempt bonds for research and represent options and recommendations that are consistent with the goal and intent of using tax-exempt bonds to fund the research, including options and recommendations for achieving accessibility and affordability of treatments, products, and therapies resulting from Proposition 71-funded research.

Requests that the Council establish a review group to review and comment on the study and options and recommendations for generating public benefit from commercialization of technology developed with Proposition 71 funds prior to their release, and that the council compile those comments in the report.

Requests that the Council complete its study by November 1, 2005, and report its options and recommendations for generating public benefits from commercialization of technology developed with Proposition 71 funds to the health committees of the Senate and Assembly no later than January 1, 2006, for consideration in developing further policies in this area.

Request that this report and the interim version of it released by the council be viewed as an informational and preliminary tool and as such not be the only source used in the development of intellectual property policy or guidelines by the California Institute for Regenerative Medicine regarding contracts, grants, and agreements made pursuant to Proposition 71, and that further consideration be given to the significant policy, legal, and fiscal issues associated with development of intellectual property policy and guidelines under Proposition 71.

Status:  Resolution Chapter111, Statutes of 2005
MEDI-CAL, HEALTHY FAMILIES,
AND OTHER PUBLIC HEALTH
INSURANCE PROGRAMS
SB 23 (Migden) – Healthy Families Program and Medi-Cal

Requires the State Employment Development Department (EDD) to collaborate with the Managed Risk Medical Insurance Board (MRMIB) and the Department of Health Services (DHS) to pursue outreach and marketing activities to encourage participation in the Healthy Families Program and Medi-Cal. 

Directs MRMIB to develop a document, the “Healthy Families/Medi-Cal Workplace Notice” that employers must provide employees that contains information about the Healthy Families and Medi-Cal programs and specifies that the document must be in a form that is easily duplicated and be transmitted to EDD.  Requires EDD to post the notice on the Internet in a format this is easily downloaded.  Requires the notice to include a statement that no employer may discriminate against any employee on the basis of eligibility or non-eligibility for either the Healthy Families Program or the Medi-Cal program.  

Requires MRMIB to provide a means for employers to deduct the Healthy Families Program contribution from the employee’s payroll and transmit payments to MRMIB.  States that an employer may not be required to make such payroll deductions and prohibits employers from requiring an employee to make such deductions. 

Directs MRMIB to establish a means for electronic transfer of family contributions from financial institutions. 

Mandates employers to provide the Healthy Families/Medi-Cal Workplace Notice to existing and new employees. 

Requires EDD to notify employers of the applicable requirements of this act, including the following:  the requirements to provide the Healthy Families/Medi-Cal Workplace Notice to each employee; Internet web site and telephone number for employers’ use in obtaining the notice; and a statement that employers may not discontinue existing health care coverage for their employees to take advantage of the Healthy Families and Medi-Cal programs. 

Requires MRMIB to include in its annual Healthy Families Program report for federal fiscal years ending September 30, 2007 and 2008, the results of a survey asking individuals who call the program requesting the joint Medi-Cal and Healthy Families application how the individual heard about the Healthy Families Program. 

Status:  Vetoed by the Governor
SB 206 (Dunn) – Inpatient Hospital Services:  Reimbursement:  Pediatric Outlier Payment Adjustment Program

Establishes the Pediatric Outlier Payment Adjustment Program, to be administered by the California Medical Assistance Commission (CMAC).

Provides that any hospital that has a contract with CMAC is eligible to request funding under the Pediatric Outlier Payment Adjustment Program.

Provides that an eligible hospital that has incurred a gap between the costs of care rendered and the reimbursement received for an individual pediatric patient, as defined, in excess of $50,000 during an inpatient hospital stay may request and receive payment for all unreimbursed costs above $50,000.

Provides that an eligible hospital that has incurred a gap between the costs of care rendered and the reimbursement received for an individual pediatric patient that exceeds 300 percent during an inpatient hospital stay may request and receive payment for all unreimbursed costs above 300 percent of the reimbursement received.

Provides that an eligible hospital that qualifies for payment above shall receive payment for the greater of the two amounts, as specified.

Provides, for the purposes of the adjustment program, that costs of care for an individual pediatric patient shall be calculated based on the hospital’s Medi-Cal allowable cost-to-charge ratio, as specified, and shall include Medi-Cal allowable costs and the previously disallowed total provider-based physician adjustment.

Defines reimbursement, for the purposes of the adjustment program, as the payment made by the state upon submission of the provider’s claim, as specified.

Requires the Department of Health Services to seek federal financial participation for expenditures made under the pediatric adjustment program.
Status:  Died in the Senate Health Committee 

SB 328 (Cedillo) – Health Facilities:  Medi-Cal Reimbursement:  Selective Provider Contracts

Establishes additional criteria that must be considered by the California Medical Assistance Commission (CMAC) in negotiating Medi-Cal inpatient payment rates for hospitals that are not disproportionate share hospitals (DSH).  

Requires the special negotiator to take into consideration the reimbursement issues faced by any hospital that is not a DSH and that meets all of the following:

· Is a contracting hospital and has been for the previous three years.
· Is located within five miles of a licensed county operated general acute care hospital.
· Had 7,000 inpatient acute care Medi-Cal days or more in the previous year, excluding psychiatric and rehabilitation.
· Is, and has been for the previous three years, either one of the following;  a licensed provided of basic emergency services; or, a licensed provider of comprehensive emergency medical services.
· Had at least 20,000 emergency department visits in the prior year.
· Has existing obstetrical services and a neonatal intensive care unit and has had these services for the previous three years.
· Has a sustained operating loss, excluding the payments received from Medi-Cal pursuant to this bill and all non-operating revenues, including donations and income from investments, of three million dollars or more a year for each of the most recent three years as reflected in the hospital’s audited financial statements.

Authorizes the contract term to be set at the discretion of the special negotiator and the hospital, but not less than one year.

Requires the Department of Health Services (DHS) to seek federal financial participation for expenditures made pursuant to this bill to the full extent permitted by federal law.

Requires DHS to promptly seek any necessary federal approvals regarding this bill.

Prohibits this bill from applying to any hospital that is eligible for Medi-Cal supplemental payments under the selective provider contracting program pursuant to a federal waiver.

Status:  Provisions Removed from Version Heard in Committee
SB 375 (Speier) – Medicare Supplement Coverage

Aligns California Medigap statutes with national model statutes implementing Medicare Modernization Act of 2003, including the following major changes: 

· Prohibits a Medigap policy with benefits for outpatient prescription drugs from being issued on and after January 1, 2006.
· Allows a Medigap policy with benefits for outpatient prescription drugs to be renewed if it was issued prior to January 1, 2006 and the enrollee does not enroll in the new Medicare prescription drug benefit (Medicare Part D).
· Prohibits a Medigap policy with benefits for outpatient prescription drugs from being renewed on and after January 1, 2006, if the enrollee enrolls in Medicare Part D, unless the Medigap policy is modified to exclude outpatient drug coverage and the premium is adjusted  accordingly.
· Creates two new standardized Medigap benefit plans.
· Allows an open enrollment period (to allow individuals to change Medigap policies) for those individuals enrolled in a Medigap policy that  covers prescription drugs, and who decide to enroll in the new Medicare Part D prescription drug plan.
· Makes conforming changes to the applications for Medigap policies whose content is dictated by federal and state law.

Grants individuals enrolled in Medicare Part B a Medigap open enrollment period upon being notified that they are no longer eligible for Medi-Cal benefits because their assets or income have risen.

Grants individuals in Medicare Advantage plans whose benefits are reduced, or whose cost-sharing increases, or that severs their contracts with a provider furnishing care, open enrollment into a Medigap policy issued by any contracting network or subsidiary of the plan.

Prohibits a Medigap issuer from requiring or requesting health information from an applicant who is guaranteed issuance of any Medigap coverage, and requires that issuers notify applicants of this protection on application forms.

Permits disabled Medicare beneficiaries access to one of the new standardized plans during the six-month Medigap open enrollment period.

Status:  Chapter 206, Statutes of 2005

SB 437 (Escutia) – Health Care Coverage
States legislative intent that by December 1, 2020 all children in the state have health care coverage.

Requires the Managed Risk Medical Insurance Board (MRMIB), in consultation with stakeholders and by January 2008, to implement a process by which applicants for the Healthy Families program certify income at the time of annual eligibility review, including rules concerning which applicants are permitted to certify income and the circumstances in which supplemental information or documentation may be required. 

Permits MRMIB to terminate using these processes 90 days after providing notification to the Joint Legislative Budget Committee.  Requires the notification to articulate the specific reasons for the termination and include all relevant data elements that are applicable to document the reasons for the termination.  Requires MRMIB, upon the request of the Joint Legislative Budget Committee, to promptly provide any additional clarifying information regarding implementation of the processes required by this bill. 

Requires provisions of current law that create the Medi-Cal to Healthy Families Bridge Benefits Program to cease to be implemented on the date that DHS executes a declaration stating that implementation of the Medi-Cal to Healthy Families Presumptive Eligibility Program (MC-HFPEP) established by this bill has commenced.

Establishes MC-HFPEP for children who appear to meet the income requirements of Healthy Families and were receiving but are no longer eligible for Medi-Cal without a share of cost or are eligible for Medi-Cal with share of cost.

Specifies various requirements for MC-HFPEP, including specific provisions governing determining a child's family income, the scope of MC-HFPEP benefits, and the electronic format forwarding of applications to Healthy Families by counties and the exchange of case file information between MRMIB and DHS, subject to confidentiality requirements. 

Requires DHS to implement MC-HFPEP by all-county letters or similar instructions without taking further regulatory action but permits DHS to adopt regulations, as necessary to implement MC-HFPEP , as specified.  Conditions the MC-HFPEP on federal approval, including federal financial participation (FFP). 

Requires DHS, upon implementation of MC-HFPEP , to execute a declaration stating that implementation of MC-HFPEP has commenced.

Requires DHS and MRMIB, in collaboration with program offices for the California Special Supplemental Food Program for Women, Infants, and Children (WIC) program, to design, promulgate, and implement policies and procedures for a WIC automated enrollment gateway, as specified. 

Suspends implementation of the Medi-Cal Health Families Accelerated Enrollment Program (MC-HFAEP) when the MC-HFPEP is established, and resumes implementation of MC-HFAEP when MC-HFPEP becomes inoperative, as specified.

Requires MC-HFPEP for children applying for Medi-Cal who are not eligible, based on income, for Medi-Cal without share of cost and requires the benefits provided to be identical to those provided to children who receive full-scope Medi-Cal benefits without a share of cost and requires the county to continue Medi-Cal eligibility determination once presumptive eligibility has been established.  Requires the period of MC-HFPEP eligibility to continue until the child is covered in Healthy Families or is determined to be ineligible for Healthy Families.

Requires DHS to give the Healthy Families program a daily electronic file of all the children provided presumptive eligibility under MC-HFPEP.  Requires DHS to execute a declaration stating that implementation has commenced.  Terminates MC-HFPEP after three years of operation. 

Requires DHS to implement MC-HFPEP by all-county letters or similar instructions without taking further regulatory action but permit DHS to adopt regulations, as necessary to implement MC-HFPEP, as specified. Conditions the MC-HFPEP on federal approval. 

Requires DHS to implement a process for self-certification of assets and income for various eligibility categories, subject to FFP.  Requires two phases of implementation:

· The first two years include two counties that make up 10 percent of the total Medi-Cal population statewide.

· Statewide implementation based on a DHS determination according to evaluation of the first two years and subject to an appropriation and requires DHS, following the first phase, to promptly provide the Legislature with an evaluation of the process and its impacts on the Medi-Cal program, as specified.

Permits DHS to modify or terminate the first phase of self-certification after a 90 days notice to the Joint Legislative Budget Committee, as specified and requires DHS, upon the request of the Joint Legislative Budget Committee, to promptly provide any additional clarifying information regarding implementation of the processes required by this bill. 

Requires DHS, in consultation with the Department of Finance, counties, and other interested stakeholders, to determine the types of income and assets appropriate for self-certification.

Prohibits anything in this bill from precluding a county from requesting documentation from any applicant or beneficiary regarding any income or asset where a question arises about such income or asset during the county's determination or redetermination of eligibility.

Requires DHS to implement the self certification provisions by all-county letters or similar instructions without taking further regulatory action but require DHS to adopt regulations, as necessary, to implement the self-certification provisions, as specified. 

Prohibits the self-declaration provisions from being implemented if the voters approve Proposition 86 on November 7, 2006.  Requires the self-declaration provisions to be implemented pending any legal action concerning the validity of the proposition.

Grants MRMIB emergency regulation authority to adopt the provisions of this bill. 

Status:  Chapter 329, Statutes of 2006

SB 496 (Kuehl) – Medi-Cal:  Administrative Claims

Deletes the January 1, 2006 sunset date for current law that:

· Requires the Department of Health Services (DHS) to consult with the Department of Education (CDE), representatives of urban, rural, large and small school districts, county offices of education, local education agencies (LEAs), and the local education technical assistance project.

· Requires DHS to take whatever action necessary to ensure that, to the extent there is capacity in its certified match, a LEA is reimbursed retroactively for the maximum period allowed by the federal government for any DHS change that results in an increase in reimbursement to LEA providers.

· Permits DHS to undertake all necessary activities to recoup matching funds from the federal government for reimbursable services that have already been provided in the state’s public schools.  Requires DHS to prepare and take whatever action necessary to implement all regulations, policies, state plan amendments, and other requirements necessary to achieve this purpose.

· Requires DHS to file an annual report with the Legislature regarding Medicaid reimbursed school-based services, as specified.

Requires the director of DHS, in consultation with CDE, to appoint a 16-member advisory committee to advise DHS on the Medi-Cal Administrative Activities (MAA) policy for LEAs and specifies the membership and duties of the committee.  

Requires local educational consortiums (LEC) contracts in effect as of January 1, 2006 to be terminated effective June 30, 2008.  Exempts local governmental agencies (LGA) contracts.  Requires DHS, at the termination of any LEC contracts, to enter into new contracts with each LEC through a competitive bid process for a period of up to five years.  Prohibits the competitive bid process from applying to LGAs that contract with LECs participating in the MAA process.

Requires DHS, in evaluating local LEC contract proposals, to consider criteria that include, but are not limited to, demonstrated outreach to LEAs, fees charged by LECs, fees charged by any preferred nongovernmental entities that subcontract with LEAs, performance outcome, as specified, and additional criteria that may be recommended by the advisory committee.

Requires DHS to require LECs to provide an annual report, to be made available to the public through its Internet Web site.  

Requires DHS to develop templates of program materials for the MAA process, including program policy information, invoices, and a training curriculum that all participants use to participate in the MAA process. 

Status:  Died in the Assembly Appropriations Committee
SB 558 (Migden) – Healthy Families Program and Medi-Cal

Requires the Managed Risk Medical Insurance Board (MRMIB) to develop an informational document, the “Healthy Families/Medi-Cal Workplace Notice” which will be required to be distributed to the employees of all California businesses. 

Requires the Employment Development Department to be responsible for providing private employers, as specified, the new form and tracking employee interest. 

Requires MRMIB to develop a process permitting direct payment of premiums from private employer payrolls.  Every employer in the state would be required to notice all of their employees of the availability of publicly sponsored children’s health insurance.

Status:  Died in the Assembly Health Committee

SB 912 (Ducheny/Perata) – Medi-Cal:  Provider Reimbursement
Repeals the existing five percent reduction in Medi-Cal provider payments beginning 14 days after the effective date of this bill, to the extent federal financial participation is available.  

States that the repeal does not apply to Medi-Cal payments to managed health care plans.  

States legislative intent that the Department of Health Services take all administrative steps necessary to implement this bill expeditiously.  

Appropriates $22.5 million from the General Fund and $22.8 million from the Federal Trust Fund to defray the cost of changes in Medi-Cal reimbursement rates caused by this bill.  

Includes an urgency clause allowing this bill to take effect immediately upon enactment.  
Status:  Chapter 8, Statutes of 2006
SB 1100 (Perata and Ducheny) – Medi-Cal Hospital/Uninsured Care Demonstration Project

Establishes the Medi-Cal Hospital Care and Uninsured Hospital Care Demonstration Project Act, which serves as the statutory framework for implementing a five-year waiver of federal Medicaid requirements that provide federal Medicaid funding under the terms of the waiver to pay certain public, private, and district hospitals for services provided to Medi-Cal and uninsured patients.  

Establishes a process for distributing baseline funding and stabilization funding to public, private and district safety net hospitals.

Creates a mechanism for identifying nonfederal sources of payment for public hospitals called certified public expenditures, which replaces intergovernmental transfers.

Makes private hospitals ineligible for funding under the federal Disproportionate Share Hospital (DSH) allocation and instead creates a DSH replacement program that will be funded with General Fund (GF) and federal Medicaid funds.

Provides funding for public, private and district safety net hospitals from a variety of designated sources.

Provides for a process to distribute funds remaining after hospitals are paid their baseline amounts.  These are referred to as “stabilization” funds.

Sets aside funding for financially “distressed hospitals.”
Creates the Distressed Hospital Fund, which includes funding transferred to the fund from prior supplemental funds and interest, as specified.

Requires each public hospital to implement a comprehensive process to offer individuals who receive services at the hospital the opportunity to apply for the Medi-Cal program, the Healthy Families Program, or any other public health coverage program for which the individual may be eligible, and to refer the individual to those programs, as appropriate.

Identifies programs funded with state GF dollars that can be funded through the safety net care pool in order to obtain federal funding to support the program.  This process makes available state GF for payments to safety net hospitals. 

Status:  Chapter 560, Statutes of 2005
SB 1353 (Romero) – Medi-Cal:  Provider Enrollment

Permits a Medi-Cal physician provider in good standing to change locations within the same county to continue enrollment at the new location by filing a change of location form to be developed by the Department of Health Services (DHS).  Requires DHS, within 15 days of receipt of that form, to notify the provider, in writing, that the provider may continue to use the existing provider number or that the provider does not meet the criteria for using the change of location form and must file a complete application package.

Makes a provider applicant eligible for expedited enrollment in the Medi-Cal program if:  

· The provider meets either of the following criteria:  has enrolled in the last three years, is in good standing, and has submitted proof of participation in the federal Medicare Program; and, the provider’s practice is based in a general acute hospital, a rural general acute care hospital, or an acute psychiatric hospital.

· The provider holds a current, unrevoked, unsuspended license as a physician and surgeon issued by the Medical Board of California or the Osteopathic Medical Board of California.  States an applicant does not meet these criteria if a license revocation has been stayed, the licensee has been placed on probation, or the license is subject to any other limitation.

· The provider does not have an adverse entry in the Healthcare Integrity and Protection Databank.

Requires a provider applicant, who meets the criteria listed above, to be enrolled in the Medi-Cal program after submission and review of a short form application to be developed by DHS.  

Requires DHS to issue a provider number to the applicant or notify the applicant that the applicant does not meet the criteria listed above.

Requires providers enrolled in Medi-Cal pursuant to above, to be enrolled as provisional providers for 12 months, following which time such providers will receive preferred provider status.

Requires that change of address and expedited enrollment forms created pursuant to above comply with all minimal federal requirements related to Medicaid provider enrollment.

Status:  Vetoed by the Governor

SB 1448 (Kuehl) – Health Care:  Medi-Cal:  Uninsured Persons

Establishes the Health Care Coverage Initiative (Initiative) to expand health care coverage in California.  Requires the Initiative to operate pursuant to the Special Terms and Conditions (STCs) and requires it to be implemented only to the extent that federal financial participation is available.

Prohibits state General Fund moneys from being used to fund the Initiative and from funding any related administrative costs provided to counties and requires services provided under the Initiative to be available solely to those eligible uninsured individuals enrolled in a Health Care Coverage Program (program).  Prohibits anything in this bill from being construed to create an entitlement program.

Requires the Initiative to be designed and implemented to achieve all of the following: 

· Expand the number of Californians who have health care coverage.

· Strengthen and build upon the local health care safety net system, disproportionate share hospitals, county clinics, and community clinics.

· Improve access to high quality health care and health outcomes for individuals.

· Create efficiencies in the delivery of health services that could lead to savings in health care costs.

· Provide grounds for long-term sustainability of the programs funded under the Initiative.

· Implement programs in an expeditious manner in order to meet federal requirements regarding the timing of expenditures.

Requires the Department of Health Services (DHS) to issue a request for applications to allocate the federal funds for programs, and to select programs that best meet the requirements and desired outcomes pursuant to this bill.

Specifies elements to be used by DHS in evaluating the proposals to make selections and to determine the allocation of available funds.

Makes counties, cities and counties, or a consortium of counties serving a region consisting of more than one county or health authority eligible to apply for Initiative funds.  Prohibits an entity from submitting more than one proposal.

Requires DHS to rank the program applications based on the criteria above.  Requires funding to be allocated based upon the ranking of the applicants, and DHS to select at least five programs.  Limits a single program allocation to 30 percent of the total federal allotment.  Authorizes DHS not to fund the entire amount requested in a program application.  Requires DHS to balance the allocations throughout geographic areas of the state.

Requires each county, city and county, or consortium of counties or health authority that is selected to receive funding to provide the necessary local funds for the nonfederal share of certified public expenditures (CPEs) required to claim the federal funds made available from federal allotment.  Requires the CPEs, or intergovernmental transfers to the extent allowed under the project to meet the requirements of the STCs.

Requires the federal allocation to be available to the selected programs for the three-year period covering the program as per the STCs unless the selected programs do not incur expenditures sufficient to claim the allocation of federal funds in the particular program year.  Requires selected programs to expend funds according to an expenditure schedule determined by DHS.

Requires federal funds to supplement, not supplant, any county, health authority, city and county, state, or federal funds that would otherwise be spent on health care services in a county, city and county, consortium of counties, or health authority region.

Prohibits administrative costs from being paid from the program allocation, and states any allocations made are in addition to the allocations made for the Initiative.

Requires DHS to seek partnership with an independent, nonprofit group or foundation, an academic institution, or a governmental entity providing grants for health-related activities, to evaluate the programs funded under the Initiative.

Requires DHS to submit to the federal Centers for Medicare and Medicaid Services by September 1, 2006, proposed amendments to the waiver on the structure of, and eligibility and benefits under the Initiative, to the extent necessary to implement this bill.

Status:  Chapter 76, Statutes of 2006

SB 1469 (Cedillo) – Medi-Cal:  Eligibility:  Juvenile Offenders

Directs, commencing January 1, 2008, the county juvenile, detention facilities (county) following the issuance of an order at the Juvenile court, pertaining to the disposition of a ward of the county, committing that ward to a juvenile hall, camp or ranch for 30 days or longer, to provide the appropriate county welfare department with the ward’s name, release date and sufficient information for the county welfare department to begin the process of determining the ward’s eligibility for Medi-Cal, including, if the ward is a minor, contact information for the ward’s parent or guardian, if available.

Mandates county juvenile detention facilities to notify the ward’s parents or guardian so that they may have the option of opting out of the Medi-Cal eligibility determination.

Requires the county welfare director to expedite the review of the enrollment application.

Directs the county welfare director, with the consent of the ward’s parent or guardian, if the ward is a minor, to forward the application to the appropriate entity for Healthy Families eligibility or other appropriate health coverage program, if the ward does not meet the requirements for Medi-Cal.

Requires the county welfare department to issue appropriate documentation to obtain necessary medical care for a released ward who meets eligibility requirements for

Medi-Cal.

Requires DHS, by June 1, 2007, in consultation with the County Welfare Directors Association, Chief Probation Officers of California to establish protocols and procedures to implement this bill.

Allows DHS to implement this bill though all-county letters or similar methods without adopting regulations.  

Requires DHS to seek any federal waivers necessary for the implementation of this bill.

Establishes a method for paying any mandates that this bill creates.

Status:  Chapter 657, Statutes of 2006

SB 1528 (Bowen) – Medi-Cal:  Covered Services:  Pregnancy

Provides coverage of home infusion treatments with tocolytic agents for pregnant women in the Medi-Cal fee-for-service program, subject to utilization controls and guidelines or protocols.

Requires the Department of Health Services to prepare, or contract for the preparation of, a report evaluating the medical and cost-effectiveness of infusion treatments with tocolytic agents by October 1, 2009. 

Repeals its provisions on January 1, 2010.

Status:  Chapter 666, Statutes of 2006

SB 1616 (Kuehl) – Juveniles:  Incarceration:  Medi-Cal:  SSI:  SSDI

Requires the Department of Corrections and Rehabilitation, Division of Juvenile Justice (DJJ) to do all of the following with respect to a ward with a disability: 

· Identify any ward who is likely to be eligible for the Medi-Cal program upon release and to ensure these wards apply for Medi-Cal no less than 90 days before the date of his or her scheduled release.

· Notify the county welfare department (CWD) regarding each ward who is determined by DJJ to be likely to be eligible for Medi-Cal.

· Notify the parent or guardian of its intention to ensure the submission of the information pursuant to above to CWD, and to provide a reasonable amount of time to opt out of the Medi-Cal eligibility determination.

· Make sure that each ward, who has been determined to be eligible for Medi-Cal benefits by the Department of Health Services, possesses a Medi-Cal document that establishes eligibility at the time of his or her release from incarceration.

Requires CWD, with respect to a youth who has applied for Medi-Cal pursuant to above, to review the application, to determine eligibility or likely eligibility upon release from incarceration, as quickly as possible in accordance with standard processing timeframes.  Requires the CWD, if the youth is not eligible for Medi-Cal, to forward the application to the Healthy Families Program.

Requires DJJ to do all of the following with respect to the supplemental security income (SSI) and social security disability insurance (SSDI) benefits: 

· Request the federal Social Security Administration (SSA) to suspend rather than terminate the benefits of a ward who is enrolled in SSI or SSDI program, while he or she is incarcerated, and notify the SSA of his or her scheduled release date.

· Ensure, when SSI or SSDI benefits are suspended or terminated, that an application for reinstatement of benefits is submitted no less than 90 days before the date of the ward’s release.

· Identify any ward with a disability who is likely to be eligible for SSI or SSDI upon release but was not enrolled prior to incarceration, and to ensure that each of the following occurs:  an application is filed on the ward’s behalf no less than 90 days before his or her scheduled release from incarceration; and the ward possesses a copy of the application at the time of his or her release. 

States that provisions of this bill related to Medi-Cal shall apply only to the extent that federal financial participation is available. 

Status:  Vetoed by the Governor

SB 1622 (Escutia) – Healthy Families Program and Medi-Cal:  Employee Eligibility

Requires California employers within industries identified by the Employment Development Department (EDD) that have a majority of employees and family members potentially eligible for children’s health insurance through the Healthy Families Program and Medi-Cal to provide the notice to employees, and makes a violation of that requirement a misdemeanor.  This provision would be enforced by the Labor Commissioner.

Requires EDD to notify those employers of the requirements relating to the Employee Notification of Eligibility for Healthy Families/Medi-Cal.

Status:  Died in the Assembly Appropriations Committee

AB 132 (Nunez, et al.) – Medi-Cal:  Prescription Drug Benefit
Requires the Department of Health Services (DHS), beginning on and retroactive to January 12, 2006, and concluding 15 calendar days later, to provide drug benefits to dual eligibles, to the extent that funds are appropriated for this purpose, when one or more of the following conditions are met: 

· The pharmacy submits a claim to the beneficiary’s Medicare Drug Plan (Plan) and the claim is denied payment for reasons other than processing errors or omissions made by the pharmacy, lack of medical necessity, or health and safety reasons. 

· The pharmacy is unable to submit a claim solely due to incomplete or inaccurate enrollment information from the plan, the federal Centers for Medicare and Medicaid Services (CMS), or entities under contract with CMS to provide enrollment information. 

· The plan provides information that the deductible or copayment amount is higher than the $1 to $5 copayment amounts that are established by Medicare for full-benefit duals.  In this case DHS shall pay the Medi-Cal rate less the plan reimbursement amount and the Medicare copayment amount.  

Requires that, to obtain reimbursement from DHS, a pharmacy be an enrolled provider in the Medi-Cal program and certify on its claims under penalty of perjury that one of the conditions specified above exists.  

Permits the director of DHS to impose a pre- or post-service prepayment or postpayment review or audit to determine whether a pharmacy has accurately and in good faith established the existence of any conditions certified by the pharmacy as outlined above in support of a submitted claim to DHS.  

Requires DHS to seek reimbursement from the federal government of all funds spent to comply with these related provisions. 

States that to the extent that DHS reimburses a pharmacy for claims authorized under these provisions, the director shall have the right to recover or recoup the full cost expended by the state for that reimbursement from the dual eligible beneficiary’s plan.  

Limits reimbursement for claims to those drug benefits provided to a dual eligible beginning on January 12, 2006 and concluding 15 calendar days later.  

Permits the Governor to extend coverage for these drug benefits from the close of the initial 15-day period for up to an additional 15-calendar day period upon notice to the Joint Legislative Budget Committee.  

Appropriates $150 million from the General Fund for the purposes of this bill, with $22.5 million to backfill an amount expended under an account for which the Governor’s original executive action for this subject drew funds.  

Status:  Chapter 2, Statutes of 2006

AB 522 (Plescia and Bogh) – Automated Drug Delivery System:  Medi-Cal Coverage:  Drugs or Other Therapies:  Registered Sex Offenders

Provides that, notwithstanding any other law, the Department of Health Services (DHS) shall not provide or pay for any prescription drug or other therapy to treat erectile dysfunction for any person who is required to register pursuant to Section 290 of the Penal Code, except to the extent required under federal law.  Provides that the DHS may require from the Department of Justice (DOJ) the information necessary to implement this section.

Requires DOJ to identify the names of persons required to register under these provisions from a list of persons provided by the requesting agency, and provide those names and other information necessary to verify proper identification, to any state governmental entity responsible for authorizing or providing publicly funded prescription drugs or other therapies to treat erectile dysfunction of these persons.

Provides that the use or disclosure of the information obtained pursuant to this section is prohibited for any purpose other than authorized, as specified in this bill.

Authorizes DOJ to establish a fee for requests including all actual and reasonable costs associated with the service.

Provides that notwithstanding any other law, any state governmental entity responsible for authorizing or providing publicly funded prescription drugs or other therapies to treat erectile dysfunction may use the sex offender data base authorized by Section 290.46 (the Megan’s Law Web site) to protect public safety by preventing the use of such drugs or therapies to convicted sex offenders.

Status:  Chapter 469, Statutes of 2005
AB 624 (Montanez) – Medi-Cal Program:  Healthy Families Program:  Child Health and Disability Prevention Program

Requires the Department of Health Services (DHS) and the Managed Risk Medical Insurance Board (MRMIB) to deem any child who meets the income eligibility requirements for the Child Health and Disability Prevention (CHDP) program to have met the income documentation requirements for the Healthy Families (HF) and Medi-Cal programs.   

Requires DHS to include a process, by July 1, 2006, to be used at the option of the person applying on the child’s behalf, to simultaneously pre-enroll and apply for enrollment into the HF or Medi-Cal programs, as specified.  

Requires the pre-enrollment process to include an application to provide for continuing preliminary benefits until a final eligibility determination is made.

Requires the provisions of this bill to be implemented only if and to the extent that an appropriation is made in the annual Budget Act or another statute.

Permits MRMIB, in consultation with DHS, to develop emergency to implement the application process. 

Status:  Vetoed by the Governor
AB 772 (Chan and Frommer) – California Healthy Kids Insurance Program

Creates the California Healthy Kids Insurance Program (CHKIP), a joint partnership of Managed Risk Medical Insurance Board (MRMIB) and the Department of Health Services (DHS), to provide health care coverage to all eligible children.

Requires MRMIB and DHS to continue to administer the Healthy Families Program (HFP) and Medi-Cal programs, respectively, in accordance with all existing requirements and to coordinate their respective administration of each program under CHKIP.  States CHKIP will consist of, and incorporate by reference, all of the provisions of law governing HFP and Medi-Cal unless otherwise provided by this bill. 

Requires MRMIB and DHS to operate CHKIP in a coordinated and seamless manner with respect to the persons intended to be covered.  Requires MRMIB and DHS to coordinate enrollment, renewal, eligibility, and outreach.

Requires MRMIB and DHS, in determining eligibility for CHKIP, to require documentation only to the extent required by federal law.  Requires every enrolled child to receive benefits until proven ineligible or unless there is a failure to pay applicable premiums.

Requires MRMIB, in consultation with DHS, to award local grants for developing strategies to maximize CHKIP enrollment, retention, and appropriate utilization of health care.  Specifies potential grant recipients and requirements for grant applications and evaluations.

Requires CHKIP to develop simplified annual renewal forms including forms repopulated with the child’s eligibility information and a simple check off list for families to identify whether each eligibility information item remains correct.

Requires CHKIP to use seamless bridge coverage programs to transfer children to a different category of coverage where indicated.

States that all children under age 19 who meet the residency and income requirements of either HFP or Medi-Cal are eligible for coverage under the CHKIP.

Provides for accelerated enrollment into the CHKIP for children who are eligible for reduced price meals under the National School Lunch Program.  Requires DHS and the Department of Social Services to implement a process to expedite the enrollment of food stamp participants into Medi-Cal and HFP.

Directs MRMIB and DHS to use the income determinations made in specified programs to determine a child’s income eligibility for CHKIP.  States that nothing in this provision will be construed to authorize denial of benefits  through CHKIP or other programs to a child who, without this provision, would qualify for those benefits.

Requires MRMIB and DHS to implement an electronic application system that utilizes real-time electronic connections to the state eligibility database for Child Health and Disability Prevention Program.  Requires DHS to develop an electronic application for accelerated determinations for CHKIP. 

Makes children at or below 300 percent of the federal poverty level (FPL) eligible for HFP.  Authorizes MRMIB to determine the premium for children between 250 percent and 300 percent of FPL.

Status:  Vetoed by the Governor
AB 813 (Nunez) – Medi-Cal:  Emergency Drug Benefits

Requires the Department of Health Services (DHS), beginning on May 17, 2006, and ending January 31, 2007, to provide emergency drug benefits to dual eligibles when one or more of the following conditions are met:

· The pharmacy submits a claim for the provision of drug benefits to the beneficiary’s plan and the claim is denied payment due to error by the Medicare program, and the pharmacy has made a good faith effort to resolve the error with the plan and Medicare.

· The pharmacy is unable to submit a claim solely due to incomplete or inaccurate plan enrollment information from the beneficiary’s Medicare drug plan, the federal Center for Medicare and Medicaid Services (CMS), or entities under contract with CMS to provide enrollment information, and the pharmacy has attempted to resolve these problems with the Medicare facilitated enrollment contractor and the plan, where appropriate.

· The Medicare drug plan provides information that the deductible or copayment amount is higher than the $1 to $5 copayment amounts that are established by Medicare for dual eligibles.  Requires DHS, in this case, to pay only the difference between the copayment amount established by Medicare for dual eligible beneficiaries and the actual copayment amount charged.

· The benefit requires that a request for prior authorization or exception be made to the beneficiary’s plan and was sought by the pharmacist, but the pharmacy does not receive a response within 24 hours for an emergency drug or within 72 hours for a nonemergency drug.  Requires that a pharmacy show proof of the submission of the request that was made to either the plan or the beneficiary’s prescribing physician when submitting a claim to DHS.  Effective September 1, 2006, coverage under this provision will only occur if authorization has been sought by the beneficiary’s physician.

Requires DHS, in providing these benefits, to implement prepayment utilization controls, including prior authorization, and permits DHS to implement postpayment reviews or audits to determine whether a pharmacy has accurately and in good faith established the existence of any condition certified by the pharmacy pursuant to above in support of a submitted claim.

Requires that pharmacies reimbursed under this bill certify the accuracy of their claims and be enrolled as providers in the Medi-Cal program.

Grants DHS the right to recover from a dual eligible beneficiary’s Medicare drug plan the full cost expended by the state for reimbursements under this bill.

Reduces the existing appropriation for emergency Medi-Cal drug coverage for dual eligibles from a total of $150 million to $120 million.

Status:  Chapter 24, Statutes of 2006

AB 1745 (Chan) – Medi-Cal:  Pediatric Palliative Care Benefit

Asks the Department of Health Services (DHS) to develop a program to test the medical effectiveness of palliative care for children with terminal diseases.  

Allows DHS to design the program and select eligibility criteria, but requires that the services be appropriate to children, that hospice services are provided at the same time as potential curative treatments, and that hospice services be available to children regardless of the individual’s remaining period of life.  

Counters federal policy that denies critical services to children, such as 24-hour nursing, respite care, treatment of symptoms and pain control, unless the child is diagnosed as having less than six months to live and forgoes any curative treatment.  

Uses the federal definition of child in order to qualify for matching funds.

Status:  Chapter 330, Statutes of 2006

AB 1851 (Coto) – Healthy Families Program:  Application Assistance

Deletes the January 1, 2006 inoperative date of current law that permits a participating health, dental, or vision plan to provide application assistance directly to an applicant of the Healthy Families Program.

Status:  Chapter 331, Statutes of 2006

AB 1948 (Montanez) – Medi-Cal:  Healthy Families Program:  Child Health and Disability Prevention Program

Requires the Department of Health Services (DHS) to conduct a feasibility study report (FSR) of the technological requirements for modifying the Child Health and Disability Prevention Program (CHDP) Gateway to allow a CHDP applicant the option to simultaneously pre-enroll and apply for regular enrollment in the Medi-Cal or Healthy Families Program without having to submit a written follow-up application.

Requires that the following modifications to the CHDP Gateway be subject to the FSR:

· Submitting an electronic application for regular enrollment into Medi-Cal or Healthy Families at the same time of applying for pre-enrollment shall be optional.  The applicant shall provide written consent when opting for simultaneous pre-enrollment and applying for regular enrollment.

· The optional electronic application shall be the simplest permitted by federal law, be adequate to constitute an application for medical assistance, and request only the information that is necessary to provide the child with continuing preliminary benefits until a final eligibility determination is made.

Requires DHS to consult with consumers, representatives of counties and medical providers to develop policies and procedures for the feasibility study’s recommended modifications of the CHDP Gateway.

Requires DHS to submit the results of the feasibility study to the Legislature’s fiscal and health policy committees on or before January 1, 2008.

Status:  Chapter 332, Statutes of 2006

AB 2004 (Yee) – Medi-Cal:  Juveniles:  Incarceration

Prohibits inmate status from being used to terminate the eligibility of a minor under the Medi-Cal program.

Requires the Department of Health Services (DHS) to suspend the health care benefits for, but not terminate the Medi-Cal eligibility of, a minor who is not entitled to health care services under the Medi-Cal program because the minor is an inmate of an institution.  Creates an exception when the minor is a patient in a medical institution.

Requires DHS to ensure that, upon the termination of such a minor’s status as an inmate of an institution, he or she has immediate access to health care services covered under the Medi-Cal program, and prohibits DHS from requiring that he or she reapply for Medi-Cal eligibility.  Requires that DHS shall establish procedures to ensure that, if a minor is not eligible for Medi-Cal, the minor’s information is forwarded to the appropriate entity to determine eligibility for the Healthy Families Program.

Requires DHS to establish a process to ensure that the state does not claim federal financial participation for a minor whose health care benefits are suspended.

Requires DHS to take all necessary actions to ensure that a minor, whose health care benefits are suspended pursuant to above, receives all health care benefits for which he or she is eligible immediately upon the termination of his or her status as an inmate.

Requires DHS to take all necessary actions to ensure that the application of a minor, who has not been determined to be eligible for Medi-Cal benefits prior to the termination of his or her status as an inmate but who has filed an application for Medi-Cal benefits, is processed in a manner that will enable the minor, if eligible, to receive Medi-Cal covered services immediately upon the release from custody.

Allows DHS to implement this bill though all-county letters or similar methods without adopting regulations.  Thereafter, DHS must use regulations.  DHS shall notify the fiscal and appropriate policy committees of the Legislature, at least five days prior to the issuance of a provider bulletin, manual, or other similar instruction, of its intent to issue that provider bulletin, manual, or instruction.  In addition, DHS shall provide a copy of any provider bulletin, manual, or other similar instruction issued under this paragraph to those committees.  DHS shall consult with interested parties and appropriate stakeholders regarding the implementation and ongoing administration of this section.  After a period of two years, DHS shall adopt regulations to implement these provisions.

Status:  Vetoed by the Governor

AB 2607 (De La Torre) – Medi-Cal:  Managed Care:  Persons with Disabilities

Enacts the Mandatory Medi-Cal Managed Care Pilot Program, and authorizes the Department of Health Services (DHS) to require that, in two counties, seniors and persons with disabilities be assigned as mandatory enrollees to new or existing managed care plans, as specified, contingent on the passage of subsequent legislation approving or revising the implementation plan submitted by DHS as required by this bill. 

Status:  Died in the Senate Appropriations Committee

AB 2667 (Baca) – Health Care Providers and Insurers:  Considerations

Provides that the Public Employees Retirement System (PERS) Board may consider the following criteria when considering a contract with any entity for the provision of health care benefits:

· Whether the applicant is of reputable and responsible character, including whether the applicant has demonstrated a pattern of violating state or federal laws.

· Whether the applicant has the ability to provide or arrange for the provision of health care services.  For this purpose, provides that the PERS Board may consider:

· Any prior history of providing health care services in California, and the applicant’s history of compliance with terms of licensure and applicable federal laws, regulations, and requirements.

· Any prior history in California or any other state of providing benefits under the federal Medicare or Medicaid programs and the applicant’s history of compliance with that state’s requirements and applicable federal laws and requirements.

· Any prior history of providing health care services as a licensed health care professional or an individual contracting with a health plan or health insurer and the applicant’s compliance with state requirements and federal law and requirements.

Requires the Department of Managed Health Care, on and after January 1, 2007, when considering an application for an initial health plan license to consider any information provided concerning whether the plan, its management company or other affiliate, or any person occupying a principal management or supervisory position in the plan meets the criteria set forth in above, and has any history of noncompliance and any other relevant information concerning misconduct.

Requires the Insurance Commissioner, on and after January 1, 2007, to take into consideration the criteria set forth above when considering the application for a certificate of authority for a new class of insurance.

Allows the Department of Health Services, in considering entities who seek to contract for the provision of managed health care services, disease management, or other health services contracted for on a basis other than fee-for-service, to consider the same criteria above.

Status:  Chapter 758, Statutes of 2006

AB 2742 (Nava) – Family Planning:  Medi-Cal:  Family PACT Program
Intends to maximize access and cost-effective care for low-income women by combining the practices of Medi-Cal Managed Care and the Office of Family Planning, streamlining billing procedures in a single claims coding system, and clarifying the reimbursement requirements for services provided out-of-plan.  Standardizing services will slightly expand benefits for Medi-Cal beneficiaries, adding counseling and education, and will give greater flexibility to seek treatment outside of the plan.

Requires family planning services and practice standards provided under Medi-Cal to be the same as those under the Family Planning, Access, Care, and Treatment Program, and establishes common billing codes, policies, clinical practices, and evaluation of services and benefits.  

Requires the Office of Family Planning to consult with the Department of Managed Care for consistent data management and permits Medi-Cal patients to seek care outside of plans as specified.  

Establishes reimbursement at the Medi-Cal rate and specifies payments to be made within 45 days consistent with current law, permits dispensing of drugs among providers, and makes family planning services uniform among the plans.  

Excludes state-only funded Medi-Cal pregnancy-related services from the provisions of the bill that allow for Medi-Cal beneficiaries who seek services outside of their plan provider and codifies Medi-Cal policy and federal statute that allow enrollees to access family planning services outside of their provider network.

Status:  Vetoed by the Governor

AB 2968 (Leno) – Medi-Cal:  Community-Living Support Benefit

Requires the Department of Health Services (DHS) to develop and implement a program to provide a community-living support program for Medi-Cal beneficiaries, to the extent federal financial participation is available, and requires DHS to submit any waiver application, modification of any existing waiver, or amendment to the state’s Medicaid plan necessary to provide this benefit.

Requires the community-living support benefit to include both of the following: 

· Reimbursement for an array of health-related and psychosocial services provided or coordinated at community-based housing sites, including but not limited to, assisted living units, residential care facilities for the elderly, publicly-funded senior and disabled housing projects, or supportive housing sites that serve chronically homeless individuals.

· Access to community-living support services provided or coordinated at the community-based housing site, including, but not limited to, personal care and health services, such as are required in a licensed residential care facility for the elderly, and support services, as defined in existing law relating to supportive housing programs.

Requires that individuals be eligible for the benefit established by this bill if they are Medi-Cal eligible and a resident of San Francisco who would otherwise be homeless, living in shelters, or institutionalized, and who meet one or both of the following criteria: 

· DHS determines that he/she would benefit from supportive housing as defined in the California Statewide Supportive Housing Initiative Act.

· DHS determines that he/she is eligible for placement in a skilled nursing or intermediate care facility.

Requires DHS to seek to maximize resources for community-based housing by coordinating the community-living support benefits with existing efforts to coordinate care, improve health outcomes, and reduce long-term care costs for the targeted population.

Requires, as a condition of implementation of the project established in this bill, the Board of Supervisors of the City and County of San Francisco to adopt a resolution providing county funds for use by the state to match federal Medicaid funds for the project and for any costs associated with implementing and monitoring the waiver.

Specifies that services available through the community-living support benefit will not duplicate services available through the Medi-Cal state plan, other Medi-Cal waivers, and other programs financed by the state.

Specifies that the Department of Mental Health is responsible for the determination of whether the individual applying for services would benefit from supportive housing, which aligns the bill with current practice.

Status:  Chapter 830, Statutes of 2006

AB 2979 (Richman) – Medi-Cal:  Managed Care

Requires the Department of Health Services (DHS), in consultation with stakeholders, to develop a statewide education and outreach program specific to the needs of seniors and persons with disabilities (SPDs) to promote greater understanding of, and increased enrollment in, Medi-Cal managed care (MCMC).  Requires DHS to work with state, local and regional organizations with the ability to target low-income SPDs in the communities in which they live, including but not limited to, all state departments serving these individuals, regional centers, seniors’ organizations, local health consumer centers and other consumer-focused organizations.

Authorizes DHS to implement the Medicare HMO Wraparound (Wraparound) pilot project to explore MCMC models for persons who are dually eligible for both Medi-Cal and Medicare (dual eligibles) and who voluntarily enroll in the projects.  Establishes the goal of the projects as providing a coordinated system of care and benefits for dual eligibles.  

Provides that authorization for the Wraparound pilot program includes the following elements:  

· Authorizes DHS, in consultation with the federal Centers for Medicare and Medicaid Services (CMS), and to the extent federal financial participation is available, to establish and administer a federally approved project that combines Medicare and Medi-Cal medical benefits and requires DHS to take all appropriate steps to amend the state plan, if necessary, and obtain any federal waivers to allow for federal financial participation.

· Authorizes DHS to select counties in which to implement the pilot projects and contract with qualified contracting entities (MCMC plans), selected through an application process, to provide or arrange and pay for coordinated care and services, either directly or through subcontracts.

· Specifies in detail requirements that MCMC plans must meet, including licensure by the Department of Managed Health Care, designation by CMS as an appropriate Medicare Advantage Plan, ability to provide covered services and compliance with Medicare Advantage external quality review standards.

· Prohibits services under the California Children’s Services (CCS) program from being incorporated into the projects, consistent with existing law, which only allows CCS to be included in MCMC for specific named counties operating county organized health systems.

· Requires the development and negotiation of capitation rates for Wraparound pilots to involve the analysis of data specific to dual eligibles and authorizes DHS to require participating plans to submit financial and utilization data in a form and substance deemed necessary by DHS.

· Repeals the authorization for Wraparound on January 1, 2013, and exempts from public contracting requirements all Wraparound contracts, amendments or change orders.  

Requires DHS to initiate an evaluation by January 1, 2012, to assess outcomes and the experience of SPDs in the Medicare HMO Wraparound pilot project, as specified.  

Requires DHS to provide briefings to the Legislature on the progress of the Wraparound project every year in April, commencing in 2008, through 2012.  

Status:  Died in the Senate Appropriations Committee

AB 3019 (Daucher) – Medi-Cal:  Community Options and Assessment Protocol

Directs the Health and Human Services Agency to develop the Community Options and Assessment Protocol to provide a common and standardized method of determining an individual’s abilities, functions, needs, and preferences into a common data set allowing access and referrals to all home and community based services.  One specified purpose of the Community Options and Assessment Protocol, by way of an example, is to design a protocol capable of coordinating multiple services to one consumer across several departments and programs.

Specifies the goals and design of the project and directs the Agency to identify existing tools, investigate other states best practices, seek a means of effectively referring consumers, and protect consumer privacy while facilitating communication. 

Permits entering into competitively bid contracts and requires communication with experts, directing that the department complete a Request for Proposal by January 2007 and exempts contracts from public contract requirements.

Requires that the Legislature be periodically briefed on activities of the project and that the assessment tool be evaluated for effectiveness and cost effectiveness.

Status:  Died in the Senate Appropriations Committee
AB 3071 (Chan) – Dental Disease Prevention Programs
Requires educational programs administered by the community dental disease prevention programs (CDDPPs) to be evidence-based and age-appropriate and to be focused on personal practices by preschool children, students and parents that promote dental health.  

Requires educational programs to additionally include emphasis on age-appropriate counseling and recommendation of preventative dental products.  

Requires preventative services provided by CDDPPs to be evidence-based and age-appropriate and to include dietary fluoride supplements, and supervised application of fluoride varnish and mouth rinse.  

Includes licensed or registered dental health professionals in the scope of professionals that may provide or supervise dental services under the CDDPPs.  

Status:  Withdrawn from enrollment, died at Senate desk

MENTAL HEALTH
SB 325 (Ducheny) – County Mental Health Agencies Reimbursement

Appropriates $69,000,000 from funds payable under the Federal Trust Fund, and from the General Fund, to the State Department of Mental Health for allocation to county mental health agencies for the purposes of providing mental health services for the 2005-06 fiscal year under individualized education program developed pursuant to the federal Individuals with Disabilities Education Act. 

Declares county mental health agencies eligible for reimbursement of unreimbursed costs under the State Mandates Claims Act. 

Status:  Died in the Senate Health Committee 

SB 864 (Poochigian) – Sexually Violent Predators:  Terms of Commitment

Authorizes an indeterminate civil commitment term for Sexually Violent Predators (SVPs) before a trial to extend commitment rather than the current requirement of two years. 

Requires courts to give preference in scheduling SVP civil commitment trials over all other civil matters. 

Declares legislative intent to work with the Department of Mental Health (DMH) and the California Department of Corrections to explore pre-release treatment programs and would require DMH to share the analysis with the Senate Budget and Fiscal Review Committee and others. 

Status:  Failed Passage in the Assembly Public Safety Committee 
SB 1323 (Cedillo) – Los Angeles County Mental Health:  Treatment Pilot Program for Felony Offenders
Makes various findings and declarations about persons incarcerated with mental illness and substance abuse problems.
Allocates $350,000 to the County of Los Angeles to be used to establish a prototype court in downtown Los Angeles to handle non-violent felony cases where a defendant has a mental illness and a substance abuse disorder.
Requires that participants in the program be voluntary and that individualized service plans be designed for each participant.
Requires the Department of Mental Health to evaluate and report on the effectiveness of the prototype court to the Legislature by July of 2012.

Status:  Died in the Senate Appropriations Committee

AB 1852 (Yee) – Licensed Mental Health Service Provider Education Program
Makes registered psychologists, psychological assistants, post-doctoral psychology trainees employed in certain settings, post-doctoral psychology trainees employed by the Department of Mental Health, marriage and family therapist interns, and associate clinical social workers eligible to apply for grants under the Licensed Mental Health Service Provider Education Program.

Specifies that “licensed mental health service provider” who are eligible for the program include mental health service providers who are employed at a publicly funded mental health facility or a public or nonprofit private mental health facility that contracts with a county mental health entity or facility to provide mental health services.

Makes a technical, nonsubstantive change to the list of organizations that the Health Professions Education Foundation shall solicit advice in developing the Program.

Status:  Chapter 557, Statutes of 2006

AB 2357 (Karnette and Yee) – Assisted Outpatient Mental Health Treatment
Extends the sunset date of the Assisted Outpatient Treatment Demonstration Project Act of 2002 (Act) until January 1, 2013.  The Act allows court-ordered outpatient treatment services for people with serious mental illnesses when a court finds that a person’s recent history of hospitalizations or violent behavior, coupled with noncompliance with voluntary treatment, indicate the person is likely to become dangerous or gravely disabled without treatment.

Requires the Department of Mental Health to submit a report and evaluation of all counties implementing any component of this the Act to the Governor and Legislature by July 31, 2011, and requires the evaluation to include specified data.

Status:  Chapter 774, Statutes of 2006

AB 2844 (Nation) – Mental Health:  Veterans’ Eligibility for Services

Prohibits counties from denying any eligible veteran county mental health services based solely on his/her status as a veteran.

Requires counties to refer a veteran to the county veterans service officer, if any, to determine the veteran’s eligibility for, and the availability of, mental health services provided by the United States Department of Veterans Affairs or other federal health care provider.

Requires counties to consider contracting with community-based veterans’ service agencies, where possible, to provide high quality, veteran-specific mental health services.

Adds to an existing report that the Director of Department of Mental Health submits to the Legislature information on the number of veterans who seek county mental health services, the number of veterans who receive county mental health services, and the types of services veterans received.

Status:  Chapter 618, Statutes of 2006
PRESCRIPTION DRUGS
SB 19 (Ortiz) – California Rx Program

Establishes the California State Pharmacy Assistance Program (Cal Rx), a state pharmaceutical assistance program (SPAP), under the authority of the Department of Health Services (DHS).

Provides that to be eligible for Cal Rx, individuals must meet all of the following requirements:

· Be a resident.
· Have family income that does not exceed 300 percent of the federal poverty level.
· Not have outpatient prescription drug coverage paid for in part or in whole by a third-party payer (exempts individuals who have reached the annual cap on their prescription drug coverage), the Medi-Cal program, the children’s health insurance program, another health plan or pharmacy assistance program that uses state or federal funds to pay part or all of an individual’s outpatient prescription drug costs.  

· Medicare beneficiaries may participate to the extent allowed by federal law and SPAP standards for prescription drugs not covered by Medicare prescription drug coverage or those currently responsible for paying 100 percent of the cost of a prescription drug under the coverage gap provisions of the Medicare prescription drug benefit.

· Not have had outpatient prescription drug coverage during any of the three months proceeding the month in which the application or reapplication for Cal Rx is made, with certain exceptions.

Requires application and annual reapplication and establishes program application criteria and procedures.  Specifies that the application and annual reapplication fee due upon submission through a pharmacy, physician office, or clinic is $15. 

Requires DHS to attempt to negotiate manufacturer rebate agreements for Cal Rx with drug manufacturers.  Requires DHS to pursue manufacturer rebate agreements for all drugs in each therapeutic category. 

Specifies that the amount a recipient pays for a drug within Cal Rx shall be equal to the pharmacy contract rate, as defined, plus a dispensing fee, less the applicable manufacturers rebate.

Requires DHS or a third party vendor to attempt to execute agreements with private discount drug programs to provide a single point of entry for eligibility determination and claims processing for drugs available in those programs.

Requires DHS or a third party vendor to develop a system that provides a recipient with the best prescription drug discounts that are available to them through Cal Rx or through private drug discount programs.

Requires DHS to conduct outreach programs to the extent that funds are available. Prohibits the outreach material from containing the name or likeness of a drug. 

Authorizes any licensed pharmacy and manufacturer, as defined, to participate in Cal Rx.

Authorizes DHS to limit the number of drugs available within Cal Rx to obtain the most favorable discounts.

Authorizes DHS to contract with private or public purchasing groups to obtain the most favorable discounts on multiple-source drugs.

Establishes the California State Pharmacy Assistance Program Fund in the State Treasury and requires DHS or a third party vendor to deposit all payments received as specified.

Requires DHS to seek and obtain confirmation from the Centers for Medicare and Medicaid Services that Cal Rx complies with the requirements for a SPAP.
Status:  Failed Passage in the Senate Health Committee
SB 163 (Scott) – Public Contracts:  Pharmaceutical Companies

Requires a pharmaceutical company entering into a contract with a state department or agency to disclose to the Legislature and to the chief of the department or agency secretary, the percentage of its national operating budget that is expended for marketing purposes, and the percentage of its national operating budget that is expended for research and development (R&D), to the extent it is not in conflict with federal law.

Defines “marketing” as activities associated with advertising, marketing, and direct promotion of prescription drugs through radio, television, magazines, newspapers, direct mail, telephone, and other means, that are performed or paid for by the company directly or indirectly, or through their pharmaceutical marketers.

Defines “R&D” as the discovery of new compounds, the use of new and existing compounds as therapeutic agents, new delivery systems for medications, and other purposes directly related to discovering and producing diagnostic and curative agents.

Permits, notwithstanding any other provision of law, any person required to present information pursuant to this bill to request that confidential or proprietary information be held in confidence.  Requires the Legislature, contracting department, or agency to grant the request under certain circumstances:

Requires the contracting department or agency to disclose information obtained pursuant to this bill that has not been designated as confidential on its Web site to facilitate greater public disclosure.

Status:  Provisions Removed from Version Heard in Committee
SB 375 (Speier) – Medicare Supplement Coverage

Aligns California Medigap statutes with national model statutes implementing Medicare Modernization Act of 2003, including the following major changes: 

· Prohibits a Medigap policy with benefits for outpatient prescription drugs from being issued on and after January 1, 2006.
· Allows a Medigap policy with benefits for outpatient prescription drugs to be renewed if it was issued prior to January 1, 2006 and the enrollee does not enroll in the new Medicare prescription drug benefit (Medicare Part D).
· Prohibits a Medigap policy with benefits for outpatient prescription drugs from being renewed on and after January 1, 2006, if the enrollee enrolls in Medicare Part D, unless the Medigap policy is modified to exclude outpatient drug coverage and the premium is adjusted  accordingly.
· Creates two new standardized Medigap benefit plans.
· Allows an open enrollment period (to allow individuals to change Medigap policies) for those individuals enrolled in a Medigap policy that  covers prescription drugs, and who decide to enroll in the new Medicare Part D prescription drug plan.
· Makes conforming changes to the applications for Medigap policies whose content is dictated by federal and state law.

Grants individuals enrolled in Medicare Part B a Medigap open enrollment period upon being notified that they are no longer eligible for Medi-Cal benefits because their assets or income have risen.

Grants individuals in Medicare Advantage plans whose benefits are reduced, or whose cost-sharing increases, or that severs their contracts with a provider furnishing care, open enrollment into a Medigap policy issued by any contracting network or subsidiary of the plan.

Prohibits a Medigap issuer from requiring or requesting health information from an applicant who is guaranteed issuance of any Medigap coverage, and requires that issuers notify applicants of this protection on application forms.

Status:  Chapter 206, Statutes of 2005

SB 380 (Alquist) – Drugs:  Adverse Event Reporting
Requires licensed health professionals and health facilities to report all suspected serious adverse drug events that are spontaneously discovered or observed in medical practice to MedWatch, the drug safety information and adverse event reporting program operated by the federal Food and Drug Administration (FDA).  Requires such reports to be done using the FDA 3500 Voluntary form for voluntary reporting.

Defines serious adverse drug events, for purposes of this bill, to mean adverse health outcomes involving patients that result in death, life-threatening conditions, hospitalization, disability, congenital anomaly, or required intervention to prevent permanent impairment or damage.

Prohibits a licensed health professional or health facility that violates this bill from being subject to the penalties and remedies of the Sherman Food, Drug and Cosmetics Law or any other provision of law.

Status:  Provisions Removed from Version Heard in Committee
SB 401 (Ortiz and Runner) – Medical Information:  Pharmacies:  Marketing
Defines “marketing,” for purposes of the Confidentiality of Medical Information Act, to include a written communication that is provided to a pharmacy patient by a pharmacist or by pharmacy personnel, in conjunction with the dispensing of a prescription drug or prescribed treatment therapy, that includes the trade name or commercial slogan for any prescription drug, prescribed treatment therapy, or over-the-counter medication, other than the prescription drug or prescribed treatment therapy being dispensed, if the communication is paid for or sponsored, directly or indirectly, by a manufacturer, labeler, or distributor of prescription drugs.

States the provisions above do not apply when a trade name or commercial slogan for a prescription drug, prescribed treatment therapy, or over-the-counter medication is included in a written communication for the sole purpose of providing information about drug interactions, reported or potential adverse events, or any other information necessary to ensure the health and safety of the patient, or is part of a package insert that has been approved by the federal Food and Drug Administration to be distributed together with a prescription drug.

Status:  Provisions Removed from Version Heard in Committee 
SB 644 (Ortiz) – Dispensing Prescription Drugs and Devices

States that it is the intent of the Legislature that health care professionals dispense prescription drugs and devices in a timely way or provide appropriate referrals for patients to obtain the necessary prescription drugs and devices, despite the health care professional’s objection to dispensing the drugs or devices on ethical, moral, or religious grounds.

Prohibits a health care licentiate (such as a pharmacist) from obstructing a patient from obtaining prescribed drugs or devices.  Provides for three mitigating circumstances:

· The licensee determines that the prescription is contrary to law, causes a harmful drug interaction, or would adversely affect the patient’s medical condition.

· The pharmacy does not stock, or is out of stock, of the drug.  In this case, the pharmacy must immediately notify the patient and arrange to have the prescription delivered to its site, or transferred to another nearby pharmacy.  In either case, the prescription must be dispensed in a timely manner.  Alternatively, the licentiate may immediately return the prescription and refer the patient to a nearby pharmacy stocking the prescription.

· The licensee has previously provided a written notification to their employer that they refuse to dispense the drug or device because of their ethical, moral, or religious reasons and the licensee’s employer can provide a reasonable accommodation to the licensee’s objection and establishes protocols that ensure that the patient has timely access to the drug or device.

Specifies that the provisions of this bill do not impose a duty to dispense a drug or device without compensation.

Allows the Board of Pharmacy to enforce the provisions of this bill using existing administrative and disciplinary enforcement tools within the Pharmacy Law, including fines and revocation of licenses. 

Status:  Chapter 442, Statutes of 2005
SB 708 (Speier) – Drug Discount Program:  Conditions of Participation

Requires the Department of Health Services to develop a standard contract for private nonprofit hospitals whereby a hospital that elects to participate in the drug discount program established under federal law shall agree to provide charity care on a continuing basis.

States that the contract shall continue until terminated by either party upon not less than 60 days’ prior written notice to the other party.

Status:  Chapter 207, Statutes of 2005

SB 798 (Simitian) – Prescription Drugs:  Collection and Distribution Program

Permits a county to establish, by local ordinance, a prescription drug repository and distribution program.  Permits skilled nursing facilities, drug manufacturers, and drug wholesalers, as specified, to donate unused prescribed medications to the program. 

Permits pharmacies, which are county-owned or that contract with the county, to dispense medications in a repository and distribution program. 

Requires a county that elects to establish a repository and distribution program pursuant to this bill to establish procedures for, at a minimum, all of the following: 

· Establishing eligibility for medically indigent patients who may participate in the program.

· Ensuring that patients eligible for the program are not charged for any medications provided under the program.

· Developing a formulary of medications appropriate for the program.

· Ensuring the privacy of individuals for whom the medication was originally prescribed.

· Ensuring safe management of any medications collected by a licensed pharmacist by ensuring, certain minimum standards, as specified. 

Prohibits controlled substances from being donated to a repository and distribution program. 

Requires, rather than permits, a pharmacist to use his/her professional judgment whether donated medications meet the standards required by this bill before accepting or dispensing any medication under a repository and distribution program.  Requires a pharmacist to adhere to standard pharmacy practices, as required by state and federal law, when dispensing all medications. 

Requires medication that is donated to a repository and distribution program to be handled in any of the following ways:  (a) dispensed to an eligible patient, (b) destroyed, or (c) returned to a reverse distributor.  

Provides immunity from civil and criminal liability to the following persons and entities for injury caused when donating, accepting or dispensing prescription drug in compliance with this bill:  a prescription drug manufacturer, wholesaler, governmental entity, county-owned or county-contracted licensed pharmacy, or skilled nursing facility; and a pharmacist or health care professional who accepts or dispenses prescription drugs.   Exempts from the immunities provided, cases of noncompliance with this bill, bad faith or gross negligence. 
Status:  Chapter 444, Statutes of 2005
SB 1683 (Scott) – Pharmaceutical Information:  Clinical Trial Data

Makes findings and declarations regarding the need for the state to better protect California consumers who take pharmaceutical products and the lack of publicly available clinical trial data.

Requires a pharmaceutical company, as defined, to make publicly available information, as specified, for every initiated on-going clinical trial except a phase I trial, the results of every completed clinical trial, except a phase I trial, and an explanation of noncompletion for any uncompleted clinical trial, except a phase I trial, that the company conducts or sponsors for every pharmaceutical drug that the company sells, delivers, offers for sale, or gives away in the state. 

Requires a pharmaceutical company to make the required information publicly available by posting on to www.clinicaltrials.gov or its successor Web site by certain dates, as specified.

Authorizes the Director of the Department of Health Services to adopt additional reporting requirements and rules for implementation.

Requires each pharmaceutical company to submit an annual report to the Attorney General certifying that the company is in compliance with the provisions of the bill.

Makes violation of provisions subject to a civil penalty of an undetermined amount.

Status:  Died in the Senate Appropriations Committee.  Provisions placed in SB 163 which failed passage in the Assembly Business and Professions Committee.

SB 1702 (Perata) – Discount Prescription Drug Program

Establishes the California Discount Prescription Drug Program (Program) within the Department of Health Services (DHS).

Defines Program eligibility to a resident of the state who meets any one or more of the following: 

· Has total unreimbursed medical expenses equal 10 percent or more of family income and whose family income does not exceed the median family income in the state.

· To the extent allowed by federal law, is enrolled in Medicare but whose prescription drugs are not covered by Medicare.

· Has a family income equal to or less than 300 percent of the federal poverty level guidelines and does not have outpatient prescription drug coverage paid for by any of the following:  in whole by the Medi-Cal program; in whole or part by the Healthy Families Program or other program funded by the state; or, in whole or part by another third-party payer, if the individual has not reached the annual limit of coverage.

Limits Program to prescription drugs dispensed on an outpatient basis.

Limits the amount a Program enrollee pays for a drug to be equal to the participating pharmacy’s usual and customary charge or the pharmacy contract rate less a Program discount for the specific drug or an average discount for a group of drugs or all drugs covered by the Program.

Requires DHS to attempt to negotiate the maximum possible discounts for eligible Californians.

Requires DHS to attempt to negotiate with manufacturers of single-source drugs for volume weighted average discount prices that are equal to, or below, one of the following benchmark prices:  eighty-five percent of the average manufacturer price; the lowest price provided to any nonpublic entity in California by a manufacturer, as specified; or, the Medicaid best price.

Permits DHS to require drug manufacturers to provide necessary information for DHS to carry out its duties pursuant to this bill.

Requires DHS to attempt to establish a formulary for the program that is comparable to the Medi-Cal contract drug list or to a formulary that is provided to CalPERS enrollees.  Allows DHS to limit the number of drugs to obtain the most favorable discounts.

Requires DHS to establish a single, basic pharmacy contract rate and permits DHS to contract at different rates with pharmacies to provide access throughout the state.

Requires DHS to determine if manufacturer participation in the program as of August 1, 2010 has been adequate to meet or exceed formulary and price benchmarks. Requires DHS, on and after August 10, 2010, to reassess Program outcomes at least once a year.

Permits DHS, beginning on August 1, 2010, to institute Medi-Cal prior authorization for drugs of a manufacturer that fails to offer drugs to the Program at prices that meet or exceed the benchmark price, but only as follows: 

· Prior authorization for a given product must not increase costs to the Medi-Cal program, as specified;

· Participation in the Program by manufacturers must be insufficient to meet formulary and price benchmarks; and,

· Prior authorization may only be implemented to the extent permitted under federal law.

Status:  Provisions Removed from Version Heard in Committee.  These Provisions were placed in AB 2911, Chapter 619, Statutes of 2006

AB 71 (Chan and Frommer) – Pharmaceuticals:  Adverse Drug Reactions:  Drug Safety and Effectiveness Program
Asks the University of California (UC) to establish a program for the evaluation of the safety and effectiveness of prescription drugs in this state and to make its findings available to the public and medical community.

Requires the Department of Health Services (DHS) to make every effort to enter into a contract or agreement with UC to establish the program above.

Requires any contract or agreement between DHS and UC entered into pursuant to this measure to include provisions, as specified. 
Requires the contract or agreement to also provide a 30-day public comment period prior to the posting of any final reviews.

Requires the contract or agreement to include representation from senior citizen organizations as part of the clinical advisory panel.

Requires the contract or agreement to specify a certain date by which UC will begin reporting on the safety and effectiveness of prescription drugs pursuant to the article.

Requires DHS to provide the Board of Equalization (BOE) with the amount of fee and due date for each person and entity liable for a fee or expense.

Requires implementation of the fee to be contingent upon contract or agreement between DHS and UC.

Requires DHS to notify BOE when contract or agreement is entered into and prohibit BOE from being required to collect first payment of the fee any sooner than seven and one-half months from the date the contract or agreement is entered into.

Status:  Failed Passage on the Senate Floor
AB 73  (Frommer and Chan) – Prescription Drugs:  Importation:  Procurement

Establishes the California Rx Prescription Drug Web site Program, to be administered by the Department of Health Services (DHS), to provide information to California residents and health care providers about options for obtaining drugs at affordable prices.

Requires DHS to establish a Web site, on or before July 1, 2006, and at a minimum provide electronic links to all of the following:

· Prescription drug benefits available to Medicare beneficiaries, including the Voluntary Prescription Drug Benefit Program.

· State programs that provide drugs at discounted prices for California residents.

· Pharmaceutical manufacturer patient assistance programs that provide free or low-cost prescription drugs to qualifying individuals.

· International pharmacies that are located in Canada, the United Kingdom, and Ireland that provide mail-order services to the United States and who meet specified requirements:

· Other Web sites as deemed appropriate by DHS that help California residents to safely obtain prescription drugs at affordable prices, including links to Web sites of health plans and health insurers regarding their prescription drug formularies.

Requires the Web site to include price comparisons of at least 50 commonly prescribed brand name prescription drugs, including typical prices charged by licensed pharmacies in the state and by international pharmacies that provide mail-order service to the United States and whose Web sites are linked to the department’s Web site, as specified.

Requires a pharmacy that seeks to be linked to DHS’ Web site, as specified, to apply to DHS.  Authorizes DHS to enter into a contract with a pharmacy that meets this requirements.

Authorizes DHS to access a fee on international pharmacies that the department reviews to offset the cost of reviewing those pharmacies.

Requires DHS to ensure that the Web site established by this measure does not duplicate other Web sites that provide information about prescription drug options and costs.

Requires DHS to include on the Web site a notice that informs consumers about state and federal laws governing the importation of prescription drugs and the Food and Drug Administration’s  policy governing personal importation.

Requires the notice to also inform consumers that a pharmacy linked to the Web site is licensed in the country in which it is located and that DHS has the right to remove a pharmacy from the Web site if it violates the above requirements or the terms of any agreement between DHS and the pharmacy.

Requires the notice to include a statement the that state accepts no legal liability with respect to any product offered or pharmaceutical services provided by a pharmacy linked to the Web site. 

Status:  Vetoed by the Governor
AB 74 (Gordon and Frommer) – California Rx Prescription Drug Hotline

Makes the following legislative findings and declarations:

· Prescription drugs have become essential for ensuring the health of millions of Californians.

· Increased spending on prescription drugs is a significant driver of increases in overall health care costs.

· Rising out-of-pocket costs for prescription drugs are placing a growing burden on California consumers.

· The price of brand name drugs is rising faster than the rate of inflation.

· The rising cost of prescription drugs jeopardizes the health of seniors, the disabled, and other consumers who cannot afford the medication they need to stay healthy.

· California residents face a growing need for assistance in finding information about sources for prescription drugs at affordable prices.

Requires the Department of Health Services (DHS) to establish a low-cost 1-900 telephone number on or before July 1, 2006 to provide information to consumers and health care providers about options for obtaining prescription drugs at affordable prices.

Requires the cost per call to the hotline not to exceed 50 cents and at a minimum, provide information about all of the following:

· State programs that provide drugs at discount prices for California residents.

· Federal programs that provide drugs at discount prices for United States residents.

· Pharmaceutical manufacturer patient assistance programs that provide free or low-cost prescription drugs to qualifying individuals.

· Other informational resources as deemed appropriate by DHS that help California residents to safely obtain prescription drugs at affordable prices, including, but not limited to, both of the following:

· Information regarding the availability of prescription drugs from Canada that are distributed from pharmacies licensed in that country and that meet standards and regulations prescribed by the state or federal government.

· Telephone numbers and Internet Web sites of health plans and health insurers regarding their prescription drug formularies.

· Price comparisons of at least 50 commonly prescribed brand name prescription drugs, including typical prices charged by licensed pharmacies in California and in other states as well as those charged by Canadian pharmacies that are licensed by the state and federal government.

Requires DHS to ensure that the hotline is coordinated with and does not duplicate other state-funded programs and services, including, but not limited to, programs such as the Health Insurance Counseling and Advocacy Program that provide information about prescription drug options and costs.

Requires any information provided via the hotline to first be approved by professional staff of the department. 

Status:  Provisions Removed from Version Heard in Committee 

AB 75 (Frommer and Chan) – Pharmaceutical Assistance Program

Establishes the California Rx Plus State Pharmacy Assistance Program within the Department of Health Services (DHS).

Authorizes DHS to negotiate drug rebate agreements with drug manufacturers.

Limits program eligibility to qualified residents of California who do not have outpatient prescription drug coverage under any program funded in whole or part by the federal government except that a qualified resident enrolled in Medicare may participate in the program to the extent allowed by federal law.

Defines “qualified resident” to mean either of the following:

· A resident of California who has a family income equal to or less than 400 percent of the federal poverty guidelines; or,

· A resident of the state whose family incurs unreimbursed expenses for prescription drugs that equal 5 percent or more of family income or whose total unreimbursed medical expenses equal 15 percent or more of family income.

Requires DHS to execute agreements with drug manufacturer patient assistance programs to provide a single point of entry for eligibility determination and claims processing for drugs available through those programs.

Requires DHS to develop a system, as specified, to provide a program participant with the best discounts on prescription drugs that are available to the participant through the Program or through a drug manufacturer patient assistance program.

Requires the amount a participant pays for a drug through the Program to be equal to the participating pharmacies usual and customary charge, or contract rate as specified, less a Program discount, as specified.

Requires DHS to negotiate drug rebate agreements with drug manufacturers and to seek rebate amounts equal to or greater than the Medi-Cal rebate, as specified.  Requires various provisions in rebate agreements.

Permits DHS to limit the number of drugs available through  the Program to obtain the most favorable discounts.

Permits DHS to require Medi-Cal prior authorization for any drug of a manufacturer that does not agree to provide rebates to the Program.  Requires DHS, in making the determination to require prior authorization in the Medi-Cal program, to ensure that there are as many single-source drugs within each drug therapeutic category or subcategory as DHS determines necessary to meet the health needs of the Medi-Cal population.  Prohibits a Medi-Cal beneficiary from being denied continued use of a drug that is part of a prescribed therapy unless that drug is no longer prescribed for that beneficiary.

Requires the names of manufacturers that do and do not agree to Program rebates to be public information.

Requires DHS to seek a determination from the federal Centers for Medicare and Medicaid Services that the Program established pursuant to this bill complies with the requirements for a state pharmaceutical assistance program and that discounts provided under the Program are exempt from the Medicaid best price requirement.

Status:  Died in the Senate Health Committee 

AB 76 (Frommer and Chan) – Office of Pharmaceutical Purchasing

Establishes within the Health and Human Services Agency the Office of Pharmaceutical Purchasing (OPP).  Permits the OPP to enter into contracts with manufacturers and suppliers of prescription drugs.  Permits OPP to obtain from those manufacturers and suppliers, discounts, rebates, or refunds as permitted under federal law.  Exempts OPP contracts from the Public Records Act.

Requires OPP to be the purchasing agent for prescription drugs for all of the following:  Department of Corrections; Department of Mental Health; Department of Developmental Services; and California State University.

Permits any state, district, county, city, municipal,  school district, joint powers agreement or trust that administers or pays public employee benefits to participate in OPP’s coordinated purchasing program.

Requires OPP to pursue opportunities to achieve savings through the use of generic drugs.  Permits OPP to do all of the following in order to negotiate the lowest prices possible for prescription drugs:

· Establish a formulary or formularies in consultation with the affected agencies.

· Pursue all opportunities for the state to achieve savings using Section 340B of the Public Health Service Act (340B program), including the development of cooperative agreements with entities covered under the 340B program that increase access to 340B program prices for individuals receiving prescription drugs through programs in entities listed above.

· Develop an outreach program to ensure that hospitals, clinics, and other eligible entities participate in the 340B program.

Requires OPP to develop a system to ensure that the net price paid for prescription drugs, after any rebates or other utilization discounts, results in the state achieving the greatest savings possible.

Permits OPP to appoint and contract with a pharmaceutical benefits manager or other similar entity as specified and to explore additional strategies for managing the increasing costs of prescription drugs.

Repeals provisions of the Government Code authorizing the Department of General Services to negotiate contracts for prescriptions drugs for specified state agencies and other entities.

States legislative intent for OPP to work with CalPERS in addition to the University of California to identify opportunities for consolidating drug purchases. 
Status:  Vetoed by the Governor
AB 78 (Pavley) – Pharmacy Benefits Management

Requires a pharmacy benefits manager (PBM) to disclose the following information at least annually and upon request of the purchaser: 

· The aggregate amount of all rebates and other discounts that the PBM receives from pharmaceutical manufacturers or labelers for a list of drugs specified in the contract.

· The nature, type, and amount of all revenue the PBM receives from each pharmaceutical manufacturer or labeler for any other products or series provided by the PBM.

· Any prescription drug utilization information requested by the purchaser relating to utilization by the purchaser’s enrollees or aggregate utilization data that is not specific to an individual consumer, prescriber, or purchaser.

· Any financial arrangements with prescribing provider, medical groups individual practice associations, pharmacists, or other entities that are associated with activities of the PBM to encourage formulary compliance or otherwise manage prescription drug benefits.

· Any financial arrangements that exist between the PBM and any brokers, consultants or other intermediaries that relate to the provision of pharmacy benefits management for the purchaser.

Provides that the PBM need not make these disclosures until the purchaser agrees in writing to maintain the disclosed information as confidential proprietary information.  This agreement may contain legal and equitable remedies for a violation of confidentiality.

Requires a contract entered into by a PBM for the provision of pharmacy benefits management to disclose any fees to be charged for drug utilization reports requested by the purchaser and to contain the terms of confidentiality for the information required to be disclosed above.

Defines “pharmacy benefits manager” as any entity who engages in pharmacy benefits management, but excludes the following: 

· A health care service plan or insurer that provides pharmacy benefits management services and offers those services only to enrollee, subscribers, or insures of the health care service plan or insurer.

· The State Department of Health Services.

Status: Vetoed by the Governor
AB 132 (Nunez, et al.) – Medi-Cal:  Prescription Drug Benefit
Requires the Department of Health Services (DHS), beginning on and retroactive to January 12, 2006, and concluding 15 calendar days later, to provide drug benefits to dual eligibles, to the extent that funds are appropriated for this purpose, when one or more of the following conditions are met: 

Requires that, to obtain reimbursement from DHS, a pharmacy be an enrolled provider in the Medi-Cal program and certify on its claims under penalty of perjury that one of the conditions as specified exists.  

Permits the director of DHS to impose a pre- or post-service prepayment or postpayment review or audit to determine whether a pharmacy has accurately and in good faith established the existence of any conditions certified by the pharmacy as outlined above in support of a submitted claim to DHS.  

Requires DHS to seek reimbursement from the federal government of all funds spent to comply with these related provisions. 

States that to the extent that DHS reimburses a pharmacy for claims authorized under these provisions, the director shall have the right to recover or recoup the full cost expended by the state for that reimbursement from the dual eligible beneficiary’s plan.  

Limits reimbursement for claims to those drug benefits provided to a dual eligible beginning on January 12, 2006 and concluding 15 calendar days later.  

Permits the Governor to extend coverage for these drug benefits from the close of the initial 15-day period for up to an additional 15-calendar day period upon notice to the Joint Legislative Budget Committee.  

Appropriates $150 million from the General Fund for the purposes of this bill, with $22.5 million to backfill an amount expended under an account for which the Governor’s original executive action for this subject drew funds.  

States that any drug benefits made available shall be limited to the funds appropriated by the Legislature to DHS for this purpose and that these drug benefits are not deemed to be an entitlement.  

Status:  Chapter 2, Statutes of 2006

AB 522 (Plescia and Bogh) – Automated Drug Delivery System:  Medi-Cal Coverage:  Drugs or Other Therapies:  Registered Sex Offenders

Provides that, notwithstanding any other law, the Department of Health Services (DHS) shall not provide or pay for any prescription drug or other therapy to treat erectile dysfunction for any person who is required to register pursuant to Section 290 of the Penal Code, except to the extent required under federal law.

Provides DHS may require from the Department of Justice (DOJ) the information necessary to implement this section.

Requires DOJ to identify the names of persons required to register under these provisions from a list of persons provided by the requesting agency, and provide those names and other information necessary to verify proper identification, to any state governmental entity responsible for authorizing or providing publicly funded prescription drugs or other therapies to treat erectile dysfunction of these persons.

Provides that the use or disclosure of the information obtained pursuant to this section is prohibited for any purpose other than authorized, as specified in this bill.

Authorizes DOJ to establish a fee for requests including all actual and reasonable costs associated with the service.

Provides that notwithstanding any other law, any state governmental entity responsible for authorizing or providing publicly funded prescription drugs or other therapies to treat erectile dysfunction may use the sex offender data base authorized by Section 290.46 (the Megan’s Law Web site) to protect public safety by preventing the use of such drugs or therapies to convicted sex offenders.

Status:  Chapter 469, Statutes of 2005
AB 813 (Nunez) – Medi-Cal:  Emergency Drug Benefits

Requires the Department of Health Services (DHS), beginning on May 17, 2006, and ending January 31, 2007, to provide emergency drug benefits to dual eligibles when one or more of the following conditions are met: 

· The pharmacy submits a claim for the provision of drug benefits to the beneficiary’s plan and the claim is denied payment due to error by the Medicare program, and the pharmacy has made a good faith effort to resolve the error with the plan and Medicare;

· The pharmacy is unable to submit a claim solely due to incomplete or inaccurate plan enrollment information from the beneficiary’s Medicare drug plan, the federal Center for Medicare and Medicaid Services (CMS), or entities under contract with CMS to provide enrollment information, and the pharmacy has attempted to resolve these problems with the Medicare facilitated enrollment contractor and the plan, where appropriate;

· The Medicare drug plan provides information that the deductible or copayment amount is higher than the $1 to $5 copayment amounts that are established by Medicare for dual eligibles.  Requires DHS, in this case, to pay only the difference between the copayment amount established by Medicare for dual eligible beneficiaries and the actual copayment amount charged; or,

· The benefit requires that a request for prior authorization or exception be made to the beneficiary’s plan and was sought by the pharmacist, but the pharmacy does not receive a response within 24 hours for an emergency drug or within 72 hours for a nonemergency drug.  Requires that a pharmacy show proof of the submission of the request that was made to either the plan or the beneficiary’s prescribing physician when submitting a claim to DHS.  Effective September 1, 2006, coverage under this provision will only occur if authorization has been sought by the beneficiary’s physician.

Requires DHS, in providing these benefits, to implement prepayment utilization controls, including prior authorization, and permits DHS to implement postpayment reviews or audits to determine whether a pharmacy has accurately and in good faith established the existence of any condition certified by the pharmacy pursuant to 1) above in support of a submitted claim.

Prohibits any drug benefit under this bill from being treated as an entitlement.

Requires that pharmacies reimbursed under this bill certify the accuracy of their claims and be enrolled as providers in the Medi-Cal program.

Grants DHS the right to recover from a dual eligible beneficiary’s Medicare drug plan the full cost expended by the state for reimbursements under this bill.

Reduces the existing appropriation for emergency Medi-Cal drug coverage for dual eligibles from a total of $150 million to $120 million.

Status:  Chapter 24, Statutes of 2006 

AB 1359 (Chan) – Prescription Drug Plans

Requires a Medicare Prescription Drug Plan (PDP) sponsor, authorized by the federal Medicare Modernization Act of 2003, to hold a valid license as a health care service plan issued by the Department of Managed Health Care or as a life and disability insurer issued by the California Department of Insurance.

Requires any entity licensed as a health care service plan or as a life and disability insurer that operates a PDP to be subject to the Knox Keene Act or provisions of the Insurance Code relating to life and disability insurance, unless preempted by federal law. 

Status:  Chapter 230, Statutes of 2005
AB 2170 (Chan) – Gallegos-Rosenthal Patient Advocate Program

Requires the Office of Patient Advocate to include within its annual report card information about the quality of care and access provided by Medicare drug plans, including Medicare Advantage-Prescription Drug Plans, and stand-alone prescription drug plans under Medicare Part D, even if those plans are not regulated by the department.

Status:  Vetoed by the Governor

AB 2583 (Nation) – Dispensing Prescription Drugs and Devices:  Refusal to Dispense

Requires that the notice to the consumer currently required by law include a statement that describes patients’ rights relative to the requirements under current law when a drug or device is not dispensed due to the professional judgment of the licensee, the drug or device is not in stock, or the licensee refuses to dispense based on ethical, moral, or religious grounds.

Status:  Chapter 487, Statutes of 2006

AB 2911 (Nunez) – Discount Prescription Drug Program

Establishes the California Discount Prescription Drug Program within the Department of Health Services (DHS).

Defines program eligibility to a resident of the state who meets any one or more of the following: 

· Has total unreimbursed medical expenses equal 10 percent or more of family income and whose family income does not exceed the median family income in the state.

· To the extent allowed by federal law, is enrolled in Medicare but whose prescription drugs are not covered by Medicare.

· Has a family income equal to or less than 300 percent of the federal poverty level guidelines and does not have outpatient prescription drug coverage paid for by any of the following:  in whole by the Medi-Cal program; in whole or part by the Healthy Families Program or other program funded by the state; or, in whole or part by another third-party payer, if the individual has not reached the annual limit of coverage.

Limits Program to prescription drugs dispensed on an outpatient basis.

Limits the amount a Program enrollee pays for a drug to be equal to the participating pharmacy’s usual and customary charge or the pharmacy contract rate less a Program discount for the specific drug or an average discount for a group of drugs or all drugs covered by the Program.

Requires DHS to attempt to negotiate the maximum possible discounts for eligible Californians.

Requires DHS to attempt to negotiate with manufacturers of single-source drugs for volume weighted average discount prices that are equal to, or below, one of the following benchmark prices:  eighty-five percent of the average manufacturer price; the lowest price provided to any nonpublic entity in California by a manufacturer, as specified; or, the Medicaid best price.

Permits DHS to require drug manufacturers to provide necessary information for DHS to carry out its duties pursuant to this bill.

Requires DHS to attempt to establish a formulary for the program that is comparable to the Medi-Cal contract drug list or to a formulary that is provided to CalPERS enrollees.

Allows DHS to limit the number of drugs to obtain the most favorable discounts.

Requires DHS to establish a single, basic pharmacy contract rate and permits DHS to contract at different rates with pharmacies to provide access throughout the state.

Requires DHS to determine if manufacturer participation in the program, as of August 1, 2010 has been adequate to meet or exceed formulary and price benchmarks.  Requires DHS, on and after August 10, 2010, to reassess program outcomes at least once a year.

Permits DHS, beginning on August 1, 2010, to institute Medi-Cal prior authorization for drugs of a manufacturer that fails to offer drugs to the program at prices that meet or exceed the benchmark price, but only as follows: 

· Prior authorization for a given product must not increase costs to the Medi-Cal program, as specified;

· Participation in the program by manufacturers must be insufficient to meet formulary and price benchmarks; and,

· Prior authorization may only be implemented to the extent permitted under federal law.

Makes other provisions regarding Program’s administration, application, enrollment and outreach.

Makes findings and declarations regarding limitations on the public’s right of access to information.

Status:  Chapter 619, Statutes of 2006

AJR 40 (Chan and Berg) – Medicare Prescription Drugs

Memorializes Congress and the President of the United States. to enact H.R. 3861.

Makes various findings regarding the Medicare Part D Program, and states the effect of H.R. 3861 is to do all of the following: 

· Extend the Medicare Prescription Drug Program enrollment deadline without penalty from May 15, 2006 to December 31, 2006;

· Permit Medicare beneficiaries to change plans one additional time in 2006 without penalty if they have made a poor selection; and,

· Protect those with retiree health benefits who were not aware that signing up for a Medicare Part D plan could cost them their retiree benefits.

Status:  Resolution Chapter 60, Statutes of 2006

AJR 49 (Nation) – Direct-to-Consumer Prescription Drug Advertisements

Requests the Food and Drug Administration to aggressively monitor and regulate direct-to-consumer (DTC) television advertising of prescription drugs by pharmaceutical companies, pending action by the President and the Congress of the United States to ban television advertising of prescription drugs.

Memorializes the President and Congress to ban DTC advertising on television.

Makes various findings and declarations relating to DTC advertising of prescription drugs.

Status:  Resolution Chapter136, Statutes of 2006

PUBLIC HEALTH
SB 12 (Escutia) – School Food Nutrition

Deletes the requirement that SB 19 be funded prior to implementation, thereby imposing nutrition standards in elementary schools, beginning July 1, 2007. 

Modifies nutrition standards for elementary schools as follows: 

· No longer subjects fruits, vegetables that have not been deep fried and legumes to the 35/10/35 restrictions.  35/10/35 means no more than 35 percent of the calories can be from fat, no more than 10 percent of the calories can be from saturated fat, and no more than 35 percent of the total weight can be composed of sugar.

· Requires individually sold dairy or whole grain food items, except as specified, to meet the 35/10/35 restrictions and prohibits these items from being more than 175 calories per individual item.

· Includes naturally occurring and added sugars in the restrictions on total weight from sugar. 

Specifies that items sold by pupils in elementary school that do not comply with the nutrition requirements in the bill must be sold off of and away from school premises. 

Imposes, beginning July 1, 2007, a calorie restriction of 250 calories per individual food item and the 35/10/35 requirements on snacks sold to a pupil in middle, junior and high school, except food served as part of a USDA meal, with the following exceptions: 

· Nuts, nut butters, seeds, eggs, cheese packaged for individual sale, fruits, vegetables that have not been deep fried, and legumes are exempt from the 35 percent fat restrictions.

· Eggs or cheese packaged for individual sale are exempt from the 10 percent saturated fat restriction.

· Fruits and vegetables that have not been deep fried are exempt from the 35 percent sugar restriction. 

Imposes, beginning July 1, 2007, the following restrictions on entre items sold to a pupil in middle, junior, or high school, except for food served as part of a USDA meal program:  no more than 400 calories per entre; no more than four grams of fat per 100 calories contained in each entre; and requires the items to be categorized as entre items in the School Breakfast Program or National School Lunch Program.

Allows a secondary school to permit the sale of food items that do not comply with the nutrition standards in any of the following circumstances:   the sale of those items takes place off of and away from school premises; the sale of those items takes place on school premises at least one-half hour after the end of the school day; or the sale of those items occurs during a school-sponsored pupil activity after the end of the school day. 

Status:  Chapter 235, Statutes of 2005
SB 162 (Ortiz and Runner) – State Department of Public Health

Enacts the California Public Health Act of 2006 (Act) and requires the Act to become operative on July 1, 2007.

Department of Public Health (DPH)

Creates DPH within the Health and Human Services Agency.  Places authority to issue orders to prevent the spread of any contagious, infectious, or communicable disease with DPH and makes conforming changes to existing law. 

Specifies the names of programs and current law that DPH succeeds and is vested with the duties, power, purposes, responsibilities, and jurisdiction as they relate to public health. 

General Reorganization Provisions  

Defines “public health programs” primarily as programs and functions that seek to prevent illness and promote health, as compared to programs involving either the direct delivery of health care services or the payment for those services. 

Creates the Office of Change Management (OCM) within DHS and permits the Department of Health Services (DHS) to redirect the positions and resources necessary to operate the OCM.  Requires the OCM, prior to July 1, 2007, to be responsible for planning and guiding the implementation of transition activities associated with reorganizing the functions of DHS.  Repeals this provision on July 1, 2007. 

Establishes the Office of Women's Health (OWH) in the Department of Health Care Services (DHCS) and requires the approved programmatic costs of OWH to be shared equally by DHCS and DPH.  Specifies the activities the OWH is permitted to conduct on behalf of DHCS and DPH jointly or separately and requires OWH to report to the director of DHCS. 

Establishes the Office of Multicultural Health (OMH) in DPH and requires the approved programmatic costs of OWH to be shared equally by DPH and DHCS.  Specifies the activities OWH is permitted to conduct on behalf of DHCS and DPH jointly or separately and requires OMH to report to the State Public Health Officer (PHO). 

Reorganization Funding

Requires the reorganization of DHS to be budget neutral and prohibits additional funding from being appropriated to the DPH or DHCS as a result of this reorganization.   Requires the budgets for DPH and DHCS to be proposed and considered in the process for review of the annual Budget Act. 

Department of Health Care Services (DHCS)

Changes the name of DHS to DHCS, effective July 1, 2007. 

General Powers of DPH

Permits DPH to commence and maintain all proper and necessary actions and proceedings to (a) enforce its regulations, (b) enjoin and abate nuisances dangerous to health, (c) compel the performance of any act specifically enjoined upon any person, officer, or board, by any law of this state relating to the public health, and (d) protect and preserve the public health. 

DPH Staff

Requires positions other than that of the state Public Health Officer(PHO) and the Chief Deputy filled by appointment by the Governor in the former DHS, whose principal assignment was to perform functions transferred to DPH, to be transferred to DPH. 

State Public Health Officer (PHO)

Creates the PHO in state government as an executive officer, to be appointed by the Governor, subject to confirmation by the Senate, and to hold office at the pleasure of the Governor.  Requires the PHO to have the same powers as directors of other state departments, as specified.  Requires all officers or employees of the DPH employed after July 1, 2007, to be appointed by the PHO. 

Requires an annual salary of $222,000 to be paid to the PHO effective July 1, 2007, and that the annual compensation provided be increased in any fiscal year in which a general salary increase is provided for state employees.  Requires the amount of the increase to be comparable to, but not exceed, the percentage of the general salary increases provided for state employees during that fiscal year. 

Requires the Director to be a licensed physician and surgeon pursuant to current California law, who has demonstrated medical, public health, and management experience. 

DPH Regulatory Authorization and Review

Permits DPH to adopt and enforce regulations for the execution of its duties.  Requires DPH to submit all of its regulations on matters related to statutory responsibilities delegated to or enforced by local health departments, except emergency regulations, to the California Conference of Local Health Officers for review and comment prior to adoption.   

Advisory Committee

Establishes a voluntary, unpaid 15-member Public Health Advisory Committee (PHAC), as specified, as an advisory committee to provide expert advice and to make recommendations on the development of policies and programs that seek to prevent illness and promote the public's health, as specified.  Requires the PHO or his/her designee to serve as the chair.  Requires nine members to be appointed by the Governor, and three each by the Speaker and Senate Rules Committee. 

Repeals the provisions related to the PHAC on June 30, 2011. 

Status:  Chapter 241, Statutes of 2006 

SB 522 (Torlakson) – State Property:  Vending Machines

Defines “accepted nutritional guidelines” to mean the following:

· Beverages that are that are the following or meet the following standards:  water; milk, including, but not limited to, chocolate milk, soy milk, rice milk, and other similar dairy or nondairy milk; electrolyte replacement beverages that do not contain more than 42 grams of added sweetener per 20 ounce serving; one hundred percent fruit juice; and fruit-based drinks that are composed of no less than 50 percent fruit juice and that have no added sweeteners.

· Food that meets the following standards:  not more than 35 percent of its total calories are from fat, which exempts nuts or seeds; not more than ten percent of its total calories are from saturated fats; and not more than 35 percent of its total weight is from sugar, which does not apply to fruits and vegetables.

Defines the following terms:

· “Added sweetener” means any additive that enhances the wetness of a beverage, including, but not limited to, added sugar, but does not include the natural sugar or sugars that are contained within the fruit juice that is a component of the beverage.

· “State property” as used in this section means all real property, or part thereof, used for state purposes and either owned, leased, rented, or otherwise controlled by, and occupied, by, any state agency, including the California State University.

· “Vending machine” means any mechanical device the operation of which depends upon the insertion of a coin or other thing representative of value and that dispenses or vends a food product or beverage.

Requires each vendor that operates or maintains a vending machine on state property to do both of the following:

· Satisfy the requirement that at least 50 percent of the food and beverages offered in the vending machine on state property meets accepted nutritional guidelines.

· Provide to users, upon request, information about the nutritional value of food and beverages offered in the vending machine and procedures for requesting a change in vending machine offerings.

Requires each vendor that operates or maintains vending machines on designated state property to satisfy a specified phased-in requirement that at least 25 percent of the food and beverages offered in the vending machine meets accepted nutritional guidelines, as defined, by December 31, 2006, and 50 percent by December 31, 2007, or under specified conditions, by December 31, 2009, and to provide to users, upon request, information about the nutritional value of food and beverages offered in the vending machine and procedures for requesting a change in vending machine offerings.

Specifies that attaching the information about the nutritional value of food and beverages offered in the vending machine and procedures for requesting a change in vending machine offerings to the exterior of the vending machine shall be deemed to satisfy the aforementioned requirement.

Status:  Died on the Senate Floor 

SB 965 (Escutia) – Pupil Nutrition:  Beverages

Revises the definition of “milk” as an allowable beverage for middle or junior high schools from, “milk, including chocolate milk, soy milk, rice milk, and other similar dairy or nondairy milk,” to, “two percent-fat milk, one percent-fat milk, nonfat milk, soy milk, rice milk, and other similar nondairy milk,” and modifies the list of beverages to make the definitions conform. 

Phases in, beginning July 1, 2007, the restriction on the sale of certain beverages, specified below, to high school pupils.  

Requires at least 50 percent of all beverages sold to a pupil from one-half hour before the start of the school day until one-half hour after the end of the school day to be one of the following:  fruit-based drinks with at least 50 percent fruit juice and no added sweetener; vegetable-based drinks with at least 50 percent vegetable juice and no added sweetener; drinking water with no added sweetener; two percent-fat milk, one percent-fat milk, non-fat milk, soy milk, rice milk, and other similar non-dairy milk; and an electrolyte replacement beverage with no more than 42 grams of added sweetener per 20-ounce serving.

Restricts, beginning July 1, 2009, the sale of all beverages to a pupil from one-half hour before the start of the school day until one-half hour after the end of the school day to those beverages listed above.
Exempts from these restrictions beverages sold during a school-sponsored pupil activity that takes place at least one-half hour after the end of the school day.

States legislative intent that school district governing boards annually review district compliance with these restrictions on beverage sales.

Status:  Chapter 237, Statutes of 2005
SB 1430 (Alquist) –  The Local Pandemic and Emergency Health Preparedness Act of 2006

Permits a provider of health care or a health care service plan (health plan) to disclose medical information, as permitted by state and federal law or regulation, to a local health department for the purpose of preventing or controlling disease, injury, or disability, including, but not limited to, the reporting of disease, injury, vital events such as birth or death, and the conduct of public health surveillance, public health investigations, and public health interventions, as authorized or required by state or federal law or regulation.

Permits the Director of the Department of Health Services (DHS) to declare a health emergency and the local health officer to declare a local health emergency whenever there is an imminent and proximate threat of the introduction of any contagious, infectious, or communicable disease, chemical agent, noncommunicable biologic agent, toxin, or radioactive agent.

Requires other political subdivisions to have full power to provide mutual aid to any area affected by a local health emergency in accordance with local ordinances, resolutions, emergency plans, or agreements.

Permits state agencies to provide mutual aid, including personnel, equipment, and other available resources, to assist political subdivisions during a local health emergency or in accordance with mutual aid agreements or at the direction of the Governor.

Requires the cost of extraordinary services incurred by political subdivisions in executing mutual aid agreements in a local health emergency, in the absence of a state of war emergency or state of emergency, to constitute a legal charge against the state when approved by the Governor in accordance with orders and regulations promulgated as prescribed in current law, as specified.

Requires a local health emergency declared pursuant to this bill to be considered a local emergency for purposes of existing law that prohibits specified health care providers who renders service during an emergency from having liability for any injury sustained by a person by reason of such services, as specified.

Permits a local health officer to issue an order, and permits a first responder to execute that order, to immediately isolate exposed individuals that may have been exposed to biological, chemical, toxic, or radiological agents that may spread to others and prohibits an order issued from being in effect for a period longer than two hours and requires it to only be issued if the means are both necessary and the least restrictive possible to prevent human exposure it also makes a violation of an order a misdemeanor, punishable by a fine of up to $1000, or by imprisonment in the county jail for a period of up to 90 days, or by both.

Requires a local health officer, before any implementation of the authority in above, to establish a related memorandum of understanding (MOU) with first responders in his/her jurisdiction that requires consultation with the Office of Emergency Services operational area coordinator, as specified, and that includes where and how exposed subjects will be held pending decontamination in the local jurisdiction and requires the MOU to be made available to the public.

Permits the Director of DHS or a local health officer, after the declaration of a health emergency or a local health emergency, to require any person or organization that the Director or local health officer specifies to furnish any information known relating to the properties, reactions, and identity of the material that has been released, spilled, or escaped only in specified cases.

Status:  Chapter 874, Statutes of 2006

SB 1471 (Kuehl) – Sex Education Programs:  Requirements

Requires any program that provides instruction or information to prevent adolescent or unintended pregnancy, or to prevent sexually transmitted diseases (STDs), including HIV, that is conducted, operated, or administered by any state agency or is funded directly or indirectly by the state, or receives any financial assistance from state funds or funds administered by a state agency, to satisfy the following:

· All information is required to be medically accurate, current, and objective.

· Individuals providing instruction or information on pregnancy, sexuality, and STDs are required to know and use the most current scientific data on human sexuality, human development, pregnancy, and STDs.

· The program content is required to be age appropriate for its targeted population.

· The program is prohibited from teaching or promoting religious doctrine.

· The program is required to be culturally and linguistically appropriate for its targeted populations.

· The program is prohibited from reflecting or promoting bias against any person on the basis of disability, gender, nationality, race or ethnicity, religion, or sexual orientation, as defined in current law.

Requires the program, if it consists of instruction or information that is delivered in a single session, to satisfy all of the criteria above and:

· If it is directed towards minors and addresses STDs, include information that the only certain way to prevent STDs is to abstain from activities that have been proven to transmit STDs.

· If it is directed toward minors and addresses pregnancy prevention, include information that the only certain way to prevent unintended pregnancy is to abstain from sexual intercourse.

· If it addresses STDs, provide information about the effectiveness and safety of one or more drugs or devices approved by the federal Food and Drug Administration (FDA) for reducing the risk of contracting STDs.

· If it addresses pregnancy prevention, provide information about the effectiveness and safety of one or more drugs or devices approved by the federal Food and Drug Administration (FDA) for preventing pregnancy.

Requires the program, if it consists of instruction or information that is delivered in multiple sessions, to satisfy all of the criteria above and provide information about skills for refusing unwanted sexual activity and communicating with sexual partners, the effectiveness and safety of all drugs and devices approved by the FDA for reducing the risk of contracting STDs, and information on local resources for testing and treatment of STDs.  

Defines “medically accurate” as verified or supported by research conducted in compliance with scientific methods and published in peer review journals, where appropriate, and recognized as accurate and objective by professional organizations and agencies with expertise in the relevant field, including, but not limited to, the federal Centers for Disease Control and Prevention, the American Public Health Association, the Society for Adolescent Medicine, the American Academy of Pediatrics, and the American College of Obstetricians and Gynecologists.

Requires an applicant, with the exception of publicly funded schools receiving only general education funds to provide comprehensive sexual health instruction or HIV/AIDS prevention instruction, as a condition of receiving state funds or state-administered funds for any program or activity described above to attest in writing that its program complies with all conditions of funding, including those enumerated in this bill.

Requires the applicant, if the program is conducted at a publicly funded school, including charter schools, to indicate in writing how the program fits in with the school’s plan to comply fully with the requirements of the California Comprehensive Sexual Health and HIV/AIDS Prevention Education Act.

Status:  Vetoed by the Governor
AB 240 (Bermudez) – Child Sex Offender Parolee Placement:  Proximity to Schools

Expands existing law, effective July 1, 2006, to apply to any or all of kindergarten and grades 1 to 12, inclusive, relative to offenses involving a victim of 14 or 15 years of age.  Expands the distance from one-quarter mile to one-half mile.

Provides that except as provided above and notwithstanding any other law, an inmate who is released on parole for a violation of Section 288 or 288.5, who the Department of Corrections and Rehabilitation determines poses a high risk to the public, shall not be placed or reside, for the duration of his/her parole, within one-half mile of any public or private school including any or all of kindergarten and grades 1 to 12, inclusive.  This provision is currently included in AB 113 (Cohn) and its inclusion in this bill avoids a chaptering out issue.

Requires the Department of Justice (DOJ) to identify the names of persons required to register under these provisions from a list of persons provided by the requesting agency, and provide those names and other information necessary to verify proper identification to any state governmental entity responsible for authorizing or providing publicly funded prescription drugs or other therapies to treat erectile dysfunction of these persons.

Authorizes DOJ to establish a fee for the above requests.  It allows any state governmental entity that is responsible for authorizing or providing publicly funded prescription drugs or other therapies to treat erectile dysfunction to use the above Internet web site to protect public safety by preventing the use of those drugs or therapies for convicted sex offenders.

Provides that the Department of Health Services could not provide or pay for any prescription drug or therapy to treat erectile dysfunction for any Medi-Cal recipient required to register pursuant to these provisions, except to the extent it is required under federal law.
Status:  Vetoed by the Governor
AB 576 (Wolk) – Immunizations

Permits the physician of a patient or client, after a patient refuses to allow immunization information to be shared and/or to receive immunization reminder notifications as provided for under current law, to maintain access to this information for the purpose of patient care or protecting the public health.

Permits a local health department and the Department of Health Services (DHS), after a patient refuses to allow immunization information to be shared and/or to receive immunization reminder notifications as provided for under current law, to maintain access to this information for the purpose of protecting the public health.

Permits local health departments and DHS to share specified immunization information and identifying personal information, unless the patient refuses, with a state, local health departments, health care providers, immunization information systems, or any representative of an entity designated by federal or state law or regulation to receive this information and authorizes DHS to enter into written agreements to share this information with other states for specified purposes, unless the patient or client, or parent or guardian of the patient or client, refuses to allow the information to be shared.

Permits DHS to enter into agreements to exchange confidential immunization information with other states.

Requires DHS to submit to the Legislature, by January 31, 2008, a sustainability plan to demonstrate how DHS will fully populate and sustain immunization information systems over time.

Status:  Chapter 329, Statutes of 2006

AB 699 (Chan) – Vaccines:  Influenza

Requires the Department of Health Services (DHS) to annually determine the amount of influenza vaccine, including live, attenuated influenza vaccine (nasal spray), that is available from manufacturers for California, as well as the need for the vaccine by the state’s population.  Requires DHS to make this information available on its web site no later than October 1 of each year.  Requires DHS to provide periodic updating, as necessary, from October 1 through December 31 of each year.

Requires manufacturers or distributors of the influenza vaccine or nonprofit health care service plan that exclusively contracts with a single medical group in a specified geographic area to report inventory of influenza vaccine to the local health department upon notice form the local health department or to DHS upon notice from DHS.

Requires entities that have possession or the legal right to obtain possession of influenza vaccine, or entities that are conducting vaccine clinics to cooperate with DHS and local health officers in determining local inventories of influenza vaccine, including providing copies of invoices, orders, and distribution lists in a timely manner, when necessary.

Exempts physician and surgeon practices from the above requirements.

Provides that if a business believes that the information it is providing pursuant to this section is a trade secret, that business may state, in writing, to DHS that the information is trade secret, and thereby DHS would only disclose the reported information to officers or employees of the city, county or state in connection with the official duties associated with protecting public health.

Status:  Chapter 589, Statutes of 2006

AB 1278 (Emmerson) – Vital Records

Revises the medical and social information to be included on a certificate of live birth, including those relating to prenatal activities, procedures, and principal sources of payment for prenatal care and delivery.  

Specifies that inclusion of the following items shall commence January 1, 2007:  date of last prenatal care visit; an obstetric estimate of completed weeks of gestation at delivery; and hearing screen results. 

Requires the state Vital Statistics Advisory Committee (Committee) to conduct a review of the contents of the certificate of live birth to coincide with decennial revisions by the National Center for Health Statistics to the United States Standard Certificate of Live Birth, and to make recommendations to the State Registrar regarding the adoption of modifications to the state certificate of live birth that are similar to those made to the federal certificate.  

Requires the State Registrar, notwithstanding current requirements for review of the Committee’s recommendations, to review the Committee’s recommendations and, at the State Registrar’s discretion, submit to the Legislature, for approval, additions or deletions to the certificate of live birth.  

Requires the State Registrar to instruct the local registrars to electronically capture, in addition to the mother’s marital status, the mother’s mailing address (the mother may designate an alternate address at her discretion), whether or not the mother received food during her pregnancy under the Women, Infants, and Children program, the infant’s Activity, Pulse, Grimace, Appearance, and Respiration scores, the birth mother’s prepregnancy weight, weight at delivery, height, and information about the mother’s smoking habits before and during pregnancy.  Prohibits the mother’s marital status from being disclosed or available to anyone except to the Department of Health Services for demographic and statistical analysis or to the federal government, without any personal identifying information, for demographic and statistical analysis.  Requires that the collection of additional information commence on January 1, 2007.  

Requires that the second section of the certificate of fetal death relating to medical and health data and the electronic file of live birth, aside from the mother’s marital status, be confidential, with access limited to those individuals specifically enumerated in law.  Includes the county coroner as an individual with access to this information and to information under the second section of the certificate of live birth. 

Includes the fetal death certificate in the requirement that all research proposed to be conducted using the confidential medical or social information on these certificates be reviewed and approved by specified federal and state entities.  

Status: Chapter 430, Statutes of 2005
AB 2051 (Cohn) – Domestic Violence
Establishes a $23 fee to be charged to same sex persons filing domestic partner registrations in order to support the on-going mini-grant program to promote healthy, non-violent relationships in the lesbian, gay, bisexual and transgender (LGBT) community.  Establishes the Equality in Prevention and Services in which the fee shall be deposited.

Requires the advisory council established to consult with the Department of Health Services regarding the Maternal and Child Health Branch grants to battered women’s shelters to include individuals with a background and expertise in LGBT domestic violence.

Requires Peace Officer Standards and Training to add representation from the LGBT community to the board that oversees design of the training program requirements for law enforcement officers.

Requires that the Office of Emergency Services (OES) Domestic Violence Advisory Council have at least one representative of domestic violence service providers serving the LGBT community.

Requires the OES to develop a mini-grant program to non-profit organizations that provide specified domestic violence programs and services to the LGBT community, outlines the grant funding and distribution process, and establishes a gender-neutral definition of domestic violence for the purposes of the mini-grant program.

Status:  Chapter 856, Statutes 2006

AB 2105 (Emmerson) – Human Remains:  Permits:  Transportation

Exempts from the criminal provisions the transportation of human remains out of the state by the funeral director of an out-of-state funeral establishment in compliance with the provisions set forth below.

Provides that neither a death certificate nor permit for disposition shall be required to transport human remains from California to an adjacent state for disposition in that state under the following circumstances:

· The remains are found within 50 miles of the California border, and the nearest licensed funeral establishment is within 20 miles of the border in the adjacent state, and the remains are released to that funeral establishment.

· The coroner with jurisdiction over the area in which the remains were found authorizes their release, as specified below.

· Within 72 hours after the remains were recovered, the coroner shall file a death certificate with the Department of Health Services’ Office of Vital Statistics.

Allows a coroner to release the remains to a licensed out-of-state funeral establishment without a death certificate or permit for disposition when the coroner determines that all of the following conditions exist:  there is no forensic interest in the remains and a reasonable certainty exists that the cause of death will be provided by a physician, medical examiner, or coroner.

States that the bill does not exempt a coroner, health officer, health care provider or other individual from the requirements to report a case or suspected case of any reportable communicable diseases or conditions required by the Health and Safety Code or any regulations.

Status:  Chapter 463, Statutes of 2006

AB 2384 (Leno) – Nutrition:  Healthy Food Purchase Pilot Program

Makes legislative findings and declarations on the importance of eating healthy and making available fresh fruits and vegetables.

Requires the Department of Health Services (DHS), in consultation with the Department of Food and Agriculture, to develop up to seven pilot programs with the following components: 

· Strategies aimed at small grocers in targeted low-income neighborhoods to increase the offerings of fresh fruits and vegetables in those communities, including support or assistance to obtain refrigerated produce display cases, and technical assistance on the purchase, storage, marketing and display of fresh produce.  Requires DHS to use federal funds for technical assistance, where appropriate.

· Strategies aimed at food stamp recipients to increase their purchase of fresh fruits and vegetables by making those products more affordable, including the development and implementation of financial incentives.  Requires DHS to seek any necessary federal government approvals to allow use of the Food Stamp Electronic Benefits Card, as specified.

Requires DHS, in developing the program, to include the following:  at least one county that is above and one that is below the food stamp average county participation; at least one county with high above-average rates of poverty, food insecurity, or obesity; and at least one urban county and one rural county.

Requires DHS to consider the following in choosing counties to participate in the program:  level of need in the community, size of food stamp population, need for geographic diversity, and availability of technology in targeted food retailers to collect the data necessary to evaluate the program.

Requires DHS to seek all necessary approvals to establish the pilot program, and apply for available federal matching funds to support the work of the pilot program.

Requires DHS, in consultation with the United States Department of Agriculture’s Economic Research Service, to develop a process for evaluating the effectiveness of the pilot program, and for DHS to contract with an independent external evaluator for the evaluation.

Requires the evaluation to examine the impact of the various strategies employed in the pilot program on the purchase of fresh produce and on any increase in retailer space devoted to the sale of fresh fruits and vegetables, and the effect this has on retailer profitability.  Requires the evaluation test alternatives to the reliance on uniform product codes for identification of fresh produce deemed eligible for financial incentives.

Requires DHS to make recommendations to the Legislature regarding the continuation of the pilot program, and any state and federal policy changes needed to support the goals of the pilot program.

Status:  Chapter 236, Statutes of 2006

AB 2644 (Montanez) – Vended Water

Requires the Department of Health Services (DHS) to request to enter into a contract with the weights and measures sealer to do visual inspections for violations of prescribed provisions relating to water-vending machines.


Authorizes the county weights and measures sealer to enter into a contract with DHS.

Defines a “water-vending machine” as a water-connected vending machine designed to dispense drinking water, purified or other water products.  The machines shall be designed to reduce or remove turbidity, off-tastes, and odors to provide disinfection treatment, and processes for dissolved solids reduction or removal.

Requires water-vending machines to be cleaned and serviced at least once every 31 calendar days and requires that maintenance and complaint records be kept for a minimum of two years and be made available to DHS upon request.

Requires DHS, upon a report of an apparent violation by a sealer, to take all necessary actions to ensure compliance, including do an inspection of the water-vending machine.  

Authorizes DHS to use independent laboratories to analyze samples collected during inspections.

Authorizes DHS to collect a fee from the water-vending machine operator equal to the cost of conducting and processing the inspection.

Authorizes DHS to embargo machines that are not in compliance and impose a penalty on the owner of the machine.

Requires DHS to annually conduct inspections of not less than 4 percent of the licensed water-vending machines.  Requires the machines to be representative of the different licensed operators.

Increases the annual license fee for a water-vending machine to $40.  

Requires that the telephone number provided on the notice currently required to be displayed on each water-vending machine for further information, service, or complaints be a toll-free number and that the toll-free telephone number of the DHS’ regional office food and drug branch also be displayed.  Requires that the notice include prescribed license, maintenance, and suitable container information, and, requires that the information on the notice be provided in both Spanish and English.

Status:  Died in the Senate Appropriations Committee

TOBACCO
SB 400 (Kuehl) – Tobacco Licensing

Provides the Board of Equalization (BOE) with the authority to levy penalties against a license holder for violations of underage sales at any time.  Changes the penalties so that any violations of underage sales restriction within a five year period result in the following:  a) first violation: vender license revocation for 30 days; b) second violation: 90-day license revocation; c) third violation: 120-day license revocation; d) fourth violation: 365-day license revocation; and e) fifth violation: permanent license revocation

Makes a violation by an agent or employee a violation of the licensee.

Requires state and local law enforcement agencies to notify BOE of any violations over which BOE has jurisdiction that involves a licensee within 30 days of final judgment, and submit a certified copy of the final judgment of the case, retailer’s license information, and results of administrative hearings. 
Status:  Died in the Senate Appropriations Committee 

SB 564 (Torlakson) – Cigarette and Tobacco Products Taxes:  California Healthy Children Trust Fund

Imposes three tax increases on cigarettes and triggers a tax increase on all tobacco products:   

· Imposes an additional 5-cent tax on each cigarette distributed, or $1.00 per package of 20 cigarettes.  

· Levies a 5-cent floor stock tax on each cigarette in a dealer’s or wholesaler’s cigarette inventory (as of January 1, 2006). 

· Adds a higher adjustment tax on each affixed on unaffixed California cigarette tax stamp in the inventory of a license distributor.  The cigarette tax stamp would increase to:  1) $1.25 for each stamp designated “25,” 2) $1.00 for each stamp designated “20,” and 3) 50 cents for each stamp designated “10.” 

Allocates proceeds from these tax increases to a newly created fund called the California Healthy Children Trust Fund through an appropriation by the Department of Health Services to the following programs as specified:
· 33 percent to fund training, education, nutrition, and physical activity.

· 11 percent to fund preventive health programs for children ages one through five.

· 8 percent to fund preventive health programs for children ages six through seven.

· 6 percent to fund preventive health programs for children ages eight through ten.

· 22 percent to fund the California Tobacco Control Program for smoking cessation programs in the workplaces, especially workplaces that exhibit increased rates of tobacco use due to the socioeconomic status of the workforce.

· 9.5 percent to fund after-school programs targeted to preventing childhood obesity and diabetes, including promoting physical activity and proper nutrition.

· 9.5 percent to fund community-based programs to match locally raised funds for the research, prevention, and treatment of pediatric AIDS, obesity, diabetes, and childhood cancers.

· 1 percent to fund research and prevention of other cancers, including lung cancer.

Requires the California Healthy Children Trust Fund to backfill other cigarette-tax funds for any revenue losses caused by this tax increase, limiting the funds available for these childhood obesity and disease prevention programs. 

Status:  Died in the Senate Revenue and Taxation Committee 
SB 576 (Ortiz) – Health Care Coverage:  Tobacco Cessation Services

Requires health care service plan contracts and health insurance policies issued, amended, delivered or renewed on or after July 1, 2006, that provide outpatient prescription drug benefits, to include coverage for tobacco cessation services. 

Requires coverage to include two courses of treatment in a 12-month period including personal counseling, either telephone or individual, and Food and Drug Administration approved medication for tobacco cessation, including prescription and over-the-counter medications. 

Requires tobacco cessation benefits under this bill to comply with the United States Public Health Service 2000 clinical practice guideline, “Treating Tobacco Use and Dependence” or its successors. 

Prohibits copayments (copays) or deductibles for over-the-counter cessation medications and limits copays for counseling sessions and prescription medications to $15 for each course of treatment or prescription. 

Authorizes health plans and insurers to contract with qualified for-profit or nonprofit local, statewide or national providers for the provision of services required by this bill. 

Requires plan contract and health insurance policies to disclose the benefit in the evidence of coverage and disclosure forms and communicate the availability of coverage to all enrollees. 

Exempts from the requirements of this bill specialized health care service plan contracts, Medicare supplement, short-term limited duration health insurance, vision-only, dental only, Champus-supplement insurance, hospital indemnity, hospital-only, accident-only, or specified disease insurance that does not pay benefits on a fixed benefit, cash payment only basis.

Status:  Vetoed by the Governor
SB 1208 (Ortiz) – Tobacco Products

Contains legislative declarations and findings regarding the shipment of cigarettes sold via the Internet, telephone or mail order.  States that cigarettes sold via the Internet, telephone or mail order pose a threat to public health, safety, and welfare, and to the economy of California.

Repeals a section of the Revenue and Taxation Code (RTC) which prohibits a retail sale of cigarettes in California that is not a vendor-assisted, face-to-face sale, except under specified conditions.

Requires shipments of cigarettes into California be made only to (a) an entity that has received a license from the Board of Equalization (BOE) pursuant to the California Cigarette and Tobacco Products Licensing Act of 2003, (b) export and customs bonded warehouses, or (c) government employees acting in accordance with their official duties.

Makes it unlawful for a common or contract carrier to knowingly transport cigarettes to any person in this state who cannot lawfully receive them.  Makes it unlawful for any other person to knowingly transport cigarettes to any person who cannot lawfully receive them, unless that person is transporting 800 or fewer cigarettes at any one time to an adult in California.

Requires shippers to plainly mark their products as “cigarettes”.  Allows BOE or a law enforcement agency to seize and destroy cigarettes that are not in compliance with the law.

Establishes that a violation of these requirements is a misdemeanor and is punishable by the following fines:  not more than $1,000 upon the first violation; not more than $5,000, and by imprisonment not to exceed three months, upon the second violation; and, not more than $25,000, and by imprisonment not to exceed six months, upon the third violation, or subsequent violations.

Allows the Attorney General, district attorney or city attorney to bring a civil action against violators who will be subject to a maximum $5,000 penalty.

Specifies that the definition of “cigarette” for this bill is the same as the definition in RTC Section 30165.1(2)(a), and the implementing regulations.  Broadens the definition of “bidis”, or “beedies”.

Status:  Vetoed by the Governor

AB 379 (Koretz) – Smoking in Vehicles with Minor Passengers

Names this act the Marco Firebaugh Memorial Children’s Health and Safety Act of 2006.

Prohibits smoking in a vehicle in which there is a child passenger who is required to be secured in a child passenger restraint system.

Establishes that any violation is an infraction punishable by a maximum fine of $100.

Defines “smoke” for purposes of this bill as having in one’s immediate possession a lighted pipe, cigar or cigarette containing tobacco or any other plant.

Requires the Department of Health Services, Tobacco Control Section, to educate the public on health implications for children of secondhand smoke.

Status:  Died on the Assembly Floor

AB 1749 (Jerome Horton) – Cigarettes and Tobacco Products

Contains various technical clarifications of the California Cigarette and Tobacco Products Licensing Act of 2003 and other sections of the Cigarette and Tobacco Products Tax Law.

Requires every manufacturer or importer of tobacco products to obtain and maintain a license under the Licensing Act to engage in the sale of tobacco products.

Requires every license holder to submit to the Board of Equalization a list of all tobacco products they manufacture or import and consent to the jurisdiction of the California courts for the purpose of enforcement of this division.

Requires every manufacturer or importer of chewing tobacco or snuff to submit a one-time license fee of $10,000.

Requires every manufacturer or importer of tobacco products other than chewing tobacco or snuff to submit a one-time license fee of $2,000.

Increases the penalties for counterfeiting stamps or meter impressions with intent to evade taxes, possessing for the purpose of sale any package of cigarettes to which there is not affixed the stamp or meter impression, and for transporting cigarettes or tobacco products upon highways, roads or streets of this state without having a permit.  Increases the fine for violations to $25,000.

Repeals the sunset date for specified provisions of the Licensing Act.

Status:  Chapter 501, Statutes of 2006

WOMEN’S HEALTH AND

REPRODUCTIVE HEALTH
SB 644 (Ortiz) – Dispensing Prescription Drugs and Devices

States that it is the intent of the Legislature that health care professionals dispense prescription drugs and devices in a timely way or provide appropriate referrals for patients to obtain the necessary prescription drugs and devices, despite the health care professional’s objection to dispensing the drugs or devices on ethical, moral, or religious grounds.

Prohibits a health care licentiate (such as a pharmacist) from obstructing a patient from obtaining prescribed drugs or devices.  Provides for three mitigating circumstances:

· The licensee determines that the prescription is contrary to law, causes a harmful drug interaction, or would adversely affect the patient’s medical condition.

· The pharmacy does not stock, or is out of stock, of the drug.  In this case, the pharmacy must immediately notify the patient and arrange to have the prescription delivered to its site, or transferred to another nearby pharmacy.  In either case, the prescription must be dispensed in a timely manner.  Alternatively, the licentiate may immediately return the prescription and refer the patient to a nearby pharmacy stocking the prescription.

· The licensee has previously provided a written notification to their employer that they refuse to dispense the drug or device because of their ethical, moral, or religious reasons and the licensee’s employer can provide a reasonable accommodation to the licensee’s objection and establishes protocols that ensure that the patient has timely access to the drug or device.

Specifies that the provisions of this bill do not impose a duty to dispense a drug or device without compensation.

Allows the Board of Pharmacy to enforce the provisions of this bill using existing administrative and disciplinary enforcement tools within the Pharmacy Law, including fines and revocation of licenses. 

Status:  Chapter 442, Statutes of 2005
SB 1528 (Bowen) – Medi-Cal:  Covered Services:  Pregnancy
Provides coverage of home infusion treatments with tocolytic agents for pregnant women in the Medi-Cal fee-for-service program, subject to utilization controls and guidelines or protocols.  Requires the Department of Health Services to prepare, or contract for the preparation of, a report evaluating the medical and cost-effectiveness of infusion treatments with tocolytic agents by October 1, 2009.  Repeals its provisions on January 1, 2010.

Status:  Chapter 666, Statutes of 2006

SB 1555 (Speier) – Umbilical Cord Blood Banking:  Education

Requires blood banks, in order to provide umbilical cord blood banking storage services, to be licensed pursuant to this bill and permits the Department of Health Services (DHS) to implement any additional standards for blood banks to store umbilical cord blood through the adoption of regulations.

Permits DHS to adopt emergency regulations to implement this bill in accordance with specified existing law, as specified.

Prohibits the emergency regulations from being subject to review and approval of the Office of Administrative Law and require DHS to submit the regulations directly to the Secretary of State for filing.  Require the regulations to become effective immediately upon filing, as specified.

Requires DHS, contingent upon private funding, to conduct the Umbilical Blood Community Awareness Campaign to provide awareness, assistance and information regarding umbilical cord blood banking options using print media, radio, the Internet, outdoor advertising; and, other media, to establish an Internet Web site and to undertake public education activities.

Requires DHS to charge an initial fee of $10 for prenatal screening to support the pregnancy blood sample storage, testing, and research activities of Birth Defects Monitoring Program (BDMP).  

Makes BDMP part of the Maternal Child and Adolescent Health program of DHS, and states legislative intent that pregnancy blood samples taken for prenatal screening be stored and used only for specified research purposes.

Requires DHS to report to the Legislature regarding the progress of the prenatal screening program regarding implementing prenatal screening before July 1, 2007.

Status:  Chapter 484, Statutes of 2006

SB 1596 (Runner) – Nurse-Family Partnership Program
Establishes the Nurse-Family Partnership (NFP) as a voluntary nurse home visiting grant program for expectant first-time mothers, their children, and their families, to be administered by the Department of Health Services (DHS).  Requires DHS to adopt regulations for the implementation of this bill, as specified.

Requires the goals and objectives of NFP to be the same as, but not be limited to, those in the community-based comprehensive perinatal health care system as specified in current law.

Requires DHS to develop a grant application and award grants on a competitive basis to counties for the startup, continuation, and expansion of NFP and requires a county, to be eligible to receive an NFP grant, to agree to specific staffing and service-related provisions.

Permits DHS to accept voluntary contributions, in cash or in-kind, to pay for the costs in the implementation of the NFP and requires private donations to be deposited into the California Families and Children Account, which is created and continuously appropriated to DHS under this bill.  Prohibits state funds from being used to implement this bill.

Requires DHS to only distribute grants if the Director of the Department of Finance (DOF) determines, in writing, that there are sufficient funds from private donations available in the account for expenditure for the purposes of the NFP.  Prohibits DHS’ administration costs from exceeding five percent of the moneys in the account.

Permits DHS, in consultation with the NFP administrators, to contract with one or more qualified organizations to assist DHS in ensuring that grantees implement the program as established under this bill and to conduct an annual evaluation of the implementation of the grant program on a statewide basis.  Requires the first evaluation to be due 12 months after the award of grants.  Defines “qualified organization” as any nonprofit, not-for-profit, or for-profit corporation with demonstrated expertise in implementing the NFP or similar programs in different local settings.

Requires DHS, in conducting its monitoring and evaluation activities, to be guided by program performance standards developed by DHS in consultation with the NFP. 

Requires DHS to submit the results of each annual evaluation to the Governor and the appropriate policy and fiscal committees of each house of the Legislature.  Requires the annual evaluation to contain, but not be limited to, the extent to which each grantee participating in the program has recruited a population of low-income, first-time mothers, enrolled families early in pregnancy and followed them through the second birthday of the child, conducted visits that are of comparable frequency, duration, and content as those delivered in the randomized clinical trials of the program, and assessed the health and well-being of the mothers and children enrolled in the program according to common indicators of maternal, child, and family health.

Status:  Chapter 878, Statutes of 2006

SB 1638 (Figueroa) – Midwives:  Advisory Council:  Annual Report
Requires the Medical Board of California (MBC) to create and appoint a Midwifery Advisory Council consisting of licensees of the MBC in good standing, who need not be members of the MBC, and members of the public who have an interest in midwifery practice, including, but not limited to, home births.  Requires at least half the members to be licensed midwives.  Requires the council to make recommendations on matters specified by the MBC.

Requires each licensed midwife who assists or supervises a student midwife in childbirth occurring in a non-hospital setting to annually report specified information to the Office of Statewide Health Planning and Development (OSHPD).

Requires the report to be submitted in March for the prior calendar year and to contain the midwife’s name, license number, the calendar year being reported, and all of the following information with regard to cases in which the midwife, or student midwife, assisted in the previous year:

· The total number of clients served as primary caregiver at the onset of care;

· The total number of clients served by, or with collaborative care by, a physician or surgeon;

· The number and county of live births attended as primary caregiver;

· The number and county of fetal demise attended as primary caregiver at the discovery of demise;

· The number of women whose primary care was transferred to another health care practitioner during the antepartum period, and the reason for each transfer;

· The number, reason, and outcome for each elective hospital transfer during the intrapartum or postpartum period;

· The number, reason, and outcome for each urgent or emergency transport of an expectant mother prior to labor in the antepartum period;

· The number, reason, and outcome for each urgent or emergency transport of an infant or mother during the intrapartum or immediate postpartum period;

· The number of planned out-of-hospital births at the onset of labor and the number of births completed in that setting;

· The number of planned out of hospital births completed that were twins, multiple births of more than two, breech, and vaginal birth after caesarian;

· A brief description of any complications resulting in the mortality of a mother or an infant; and

· Any other information prescribed by the MBC in regulations.

Requires OSHPD to report the aggregate information collected pursuant to this bill to the MBC by July of each year and to maintain the confidentiality of the information reported, including from law enforcement or regulatory agencies.

Requires the MBC to include the aggregated information provided by OSHPD in its annual report to the Legislature.

Specifies that notwithstanding any other provision of law, a violation of the reporting requirements is not a crime.

Status:  Chapter 536, Statutes of 2006

SB 1785 (Figueroa) – Human Milk

Exempts hospitals that collect, process, store or distribute human milk collected from a mother exclusively for consumption by her own child from tissue bank licensing requirements.

Requires a hospital that collects, processes, stores or distributes human milk collected from a mother exclusively for her own child to comply with standards established by the Human Milk Banking Association of North America unless or until other standards are approved by the Department of Health Services.

Exempts human milk collected from a mother exclusively for consumption by her own child from screening test requirements.

States that the bill’s provisions do not apply to hospitals that collect, process, store or distribute human milk from milk banks or other outside sources

Status:  Died in the Senate Appropriations Committee

SJR 22 (Speier) – Microbicide Development Act

Finds that women are the fastest growing population with AIDS, that women and girls account for almost one-half of HIV/AIDS cases worldwide, and that AIDS is now the number one cause of death among African-American women between the ages of 25 and 34.

Finds that HIV/AIDS result in direct medical costs of more than $15 billion per year in the United States, and that the pandemic undermines economic security.

Finds that microbicides are a promising new prevention tool that could slow down the spread of HIV/AIDS in the United States and around the world, and that the federal government needs to make a strong commitment to microbicide research.

Resolves that the California Legislature memorializes the United States Congress and the President of the United States to enact the Microbicide Development Act to facilitate the development of microbicides for preventing the transmission of HIV and other diseases.

Status:  Resolution Chapter 127, Statutes of 2006

AB 2742 (Nava) – Family Planning:  Medi-Cal:  Family PACT Program

Intends to maximize access and cost-effective care for low-income women by combining the practices of Medi-Cal Managed Care and the Office of Family Planning, streamlining billing procedures in a single claims coding system, and clarifying the reimbursement requirements for services provided out-of-plan.  Standardizing services will slightly expand benefits for Medi-Cal beneficiaries, adding counseling and education, and will give greater flexibility to seek treatment outside of the plan.

Requires family planning services and practice standards provided under Medi-Cal to be the same as those under the Family Planning, Access, Care, and Treatment Program, and establishes common billing codes, policies, clinical practices, and evaluation of services and benefits.  

Requires the Office of Family Planning to consult with the Department of Managed Care for consistent data management and permits Medi-Cal patients to seek care outside of plans as specified.  

Establishes reimbursement at the Medi-Cal rate and specifies payments to be made within 45 days consistent with current law, permits dispensing of drugs among providers, and makes family planning services uniform among the plans.  

Excludes state-only funded Medi-Cal pregnancy-related services from the provisions of the bill that allow for Medi-Cal beneficiaries who seek services outside of their plan provider and codifies Medi-Cal policy and federal statute that allow enrollees to access family planning services outside of their provider network.

Status:  Vetoed by the Governor
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