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	CNA

2016 GOVERNMENT RELATIONS 

END OF SESSION REPORT
The 2016 Legislative Session convened on February 3rd and adjourned at midnight on May 4th. The state budget deficit of nearly $1 Billion for Fiscal Year 2017 was the most pressing issue facing the Legislature during this “short” three month session. More than a week after the scheduled end of the 2016 regular session, the Legislature came back into special session and passed a deficit mitigation package that closes the $1 Billion 2017 budget gap. The budget fix did not include any tax or fee increases, does not tap the state’s Rainy Day Fund and cut approximately $860 million in spending.  

The General Assembly considered over 2,000 bills during this short and very challenging session. CNA presented testimony on   many bills that affected the nursing industry.  Those bills were considered in the Public Health, Human Services, Judiciary, Education, Children's, and Environment Committees.  Some of the bills that passed include: changes to the statutes to give Advanced Practice Registered Nurses (APRNs) additional authority and responsibilities and increasing access to overdose reversal drugs relating to opioid abuse prevention and treatment. CNA was also successful in defeating several priority pieces of legislation including the expansion of scope of practice for medical assistants and athletic trainers. CNA, along with their lobbyists, mounted a very successful grass roots campaign to defeat these bills. 

Listed below is a summary of the bills of interest to CNA that were passed during the 2016 session. If you would like additional information on any of the summaries that follow, or more information on bills that may not have been included, please do not hesitate to contact us.

As always, we appreciate the relationship between Brown Rudnick and CNA and we look forward to continuing to advocate on your behalf.




Bills of Importance to CNA which passed during the 2016 Session of the General Assembly:

SB 67 (File 391, as amended by Senate "A")* AN ACT CONCERNING THE AUTHORITY AND RESPONSIBILITIES OF ADVANCED PRACTICE REGISTERED NURSES. 

RESULT: The bill passed. PUBLIC ACT 16-39, Signed by Governor

CNA presented testimony before the Public Health Committee.
SUMMARY: This bill allows advanced practice registered nurses (APRNs) to certify, sign, or otherwise document medical information in several situations that currently require a physician's signature, certification, or documentation. Examples include:
1. certifying a patient for medical marijuana use (except for glaucoma), 
2. issuing “do not resuscitate” orders,
3. certifying a disability to cancel a health club contract, and 
4. certifying a disability or illness for continuing education waivers or extensions for various health professions.
In a few situations not involving written documentation, the bill similarly extends to APRNs authority or responsibility that currently applies only to physicians (e.g., notification to specified people before removal of life support). 
The bill extends certain reporting requirements to APRNs regarding specified types of patients or conditions (e.g., reporting to the Department of Rehabilitation Services (DORS) when a blind person comes under the APRN's care).
The bill allows optometrists to document vision-related information in a few situations that currently require a physician's documentation (The bill also extends this authority to APRNs.) It also makes technical and conforming changes.
*Senate Amendment “A” (1) extends authority to optometrists for certain matters; (2) delays the effective date for the marijuana-related provisions from October 1, 2016 to January 1, 2017; (3) removes a section that would allow APRNs to certify that a boxer or mixed martial arts fighter is physically fit to compete; and (4) makes minor, technical, and conforming changes, including repealing an obsolete section (§ 52) and adding sections necessary for conforming changes. 

APRN CERTIFICATION OF MEDICAL INFORMATION AND RELATED AUTHORITY 
The bill allows APRNs to certify, sign, or otherwise document medical information in several situations. It also extends authority to APRNs in certain other contexts. Under current law, almost all of these provisions apply only to physicians. (In a few cases, the provisions also apply to other specified providers.) 
EFFECTIVE DATE: October 1, 2016, except January, 1, 2017 for the provisions extending authority to APRNs in regards to marijuana. 
The bill's provisions are grouped below by categories of authority extended to APRNs, as shown in the following tables. 
Table 1: Certification or Other Documentation Authority Extended to APRNs Related to Employment
	Bill 
§ 
	Statute 
§
	Description

	4
	5-248a 
	Certification of a serious illness or an organ or bone marrow donation to qualify state employees for family and medical leave

	5
	10-183b
	Statement of health for a disability benefit application through the teachers' retirement system

	9
	14-44
	Certification that an applicant for certain public passenger driver's licenses controls with medication a condition that would otherwise deem the applicant medically unqualified

	10
	14-73
	Certification of an applicant's fitness for a driving instructor's license based on a recent medical examination

	16
	19a-12e
	Written statement of findings after examining an impaired health care professional under investigation for possible impairment

	30 - 42
	Various provisions in Title 20
	Certification of a disability or illness for a continuing education waiver or extension for the following professions:  
● naturopaths
● physical therapists 
● radiographers
● dentists
● dental hygienists
● optometrists
● respiratory care practitioners
● psychologists
● veterinarians
● acupuncturists
● audiologists
● hearing instrument specialists
● speech and language pathologists


Table 2:  Certification or Other Documentation Authority Extended to APRNs for Medication or Care Approval
	Bill 
§ 
	Statute 
§
	Description

	6
	10-212a
	Order for administration by a qualified school employee of (1) glucagon using injectable equipment or (2) antiepileptic medication

	26
	20-14m
	Documentation in a medical record if prescribing, administering, or dispensing long-term antibiotic therapy for Lyme disease (Department of Public Health or the licensing board may not initiate a disciplinary action solely for such actions as documented in the record)

	27
	20-162n
	Written protocols for respiratory care and direction over such care

	29
	20-206jj 
	Written protocols or standing orders for paramedics to administer controlled substances and written or oral authorization for paramedics to administer other drugs

	45 & 46
	21a-246 & 21a-253
	License to possess and supply marijuana to treat side effects of chemotherapy (bill also makes clarifying change regarding APRNs' general authority to dispense and administer controlled substances)

	47 – to 51
	Various provisions in Chapter 420f
	Certification for a patient's use of medical marijuana. This includes, among other things:
● diagnosing a patient's qualifying debilitating condition, except the bill does not authorize APRNs to certify marijuana use for glaucoma;
● issuing a written certification for medical marijuana use after (1) making this diagnosis, (2) explaining the potential risks and benefits to the patient and parent or guardian of a patient lacking legal capacity, and (3) meeting other criteria; and
● extending to APRNs the same protections from civil, criminal, and disciplinary liability that currently apply to physicians under the medical marijuana law. 

	53
	22a-616 
	Prescription for mercury fever thermometers


Table 3: Certification or Approval Authority Extended to APRNs for Insurance Purposes
	Bill 
§ 
	Statute 
§
	Description

	59 & 64 
	38a-489 &
38a-515
	Certification of inability for self-sustaining employment because of mental or physical disability for continuation of coverage when child reaches limiting age*

	60 & 65
	38a-492m & 38a-518l  
	Document on the original prescription the need for additional quantities of prescription eye drops for insurance coverage of renewal prescription*

	61 & 66
	38a-493 & 38a-520 
	Various provisions concerning insurance coverage for home health care, such as approval of a care plan; diagnosis of a patient's terminal illness in some circumstances; and supervision of home health agency services*

	62 & 67 
	38a-495 & 38a-522 
	Certification of medical necessity of home health aide services, or recommendation of additional mammograms beyond once a year, for Medicare supplement policy coverage*

	63 & 69
	38a-496 & 38a-524 
	Approval and certification of an occupational therapy care plan for insurance coverage purposes*

	68
	38a-523 
	Approval of a care plan at a comprehensive rehabilitation facility for insurance coverage purposes (applies to group policies)


* applies to individual and group policies
Table 4: Certification or Other Documentation Authority Extended to APRNs in Other Contexts
	Bill 
§ 
	Statute 
§
	Description

	2
	3-39j
	To the extent permitted by federal law, provide a diagnosis of an individual's impairment or blindness for purposes of disability certification for Achieving a Better Life Experience (ABLE) program

	3
	3-123aa 
	Certification of a service need for withdrawals from Connecticut Home Care Trust Fund

	7
	10-220j 
	Order stating a child's need for, and capability of, performing blood glucose self-testing at school

	11
	14-100a 
	Statement of an individual's inability to wear a seat belt for exemption from seat belt requirements

	12
	14-286 
	Certification of an individual's disability and capability of riding a motor-driven cycle for a special permit

	13
	14-314c 
	Certification that a child is hearing impaired to require traffic authorities to erect a sign in the child's neighborhood alerting to the child's presence

	14
	17b-261p 
	Certification of a Medicaid applicant's inability to care for self or manage affairs, when a nursing home, on a patient's behalf, seeks an extension to claim undue hardship

	18
	19a-535
	Documentation in the medical record of the basis for a patient's transfer or discharge from a nursing facility, and related requirement to develop discharge plan in certain situations

	22
	19a-582 
	Certification that criteria are met for court-ordered HIV testing if a health care provider or other worker had significant exposure to HIV from a patient (the APRN or physician must first seek the patient's voluntary consent for testing)
Certification that criteria are met to require HIV testing of a prison inmate if there is no reasonable alternative and testing is needed (1) for diagnostic, treatment, or related reasons or (2) because the inmate's behavior poses a significant risk of transmission or has led to significant exposure to another inmate 

	43 & 44
	21a-217 & 21a-218
	Certification of an individual's disability or physical examination to cancel a health club contract

	54
	26-29a
	Certification of an individual's intellectual disability to receive a free lifetime sport fishing license

	55
	26-29b 
	Certification of an individual's disability to receive a free lifetime hunting, sport fishing, or trapping license

	70
	42-282 
	Letter indicating that continuation of a diet program is adverse to a an individual's health to cancel a diet company contract

	71
	47-88b 
	Statement of a tenant's blindness or disability for laws limiting eviction in conversion condominiums under the Condominium Act

	72
	47a-23c 
	Statement of a tenant's blindness or disability for laws limiting eviction

	73
	51-217 
	Letter stating an individual's disability for permanent exemption from jury duty

	74
	54-204 
	Report of treatment or examination, as part of an application for victim compensation 


Table 5:  Miscellaneous Provisions Extending Authority to APRNs
	Bill 
§ 
	Statute 
§
	Description

	1
	1-350i
	Determination of an agent's incapacity, under the Uniform Power of Attorney Act (must be made by two physicians, two APRNs, or one APRN and one physician, and the two providers must be independent)

	19
	19a-550
	Various provisions in the patients' bill of rights for nursing homes, residential care homes, and chronic disease hospitals, such as: 
● documenting in the medical record when a general right is medically contraindicated for that patient, including the rights to be fully informed of his or her medical condition, communicate with persons of the patient's choice, participate in social and similar activities, use his or her own clothing and possessions, and share a room with his or her spouse; 
● authority to order the administration of psychopharmacologic drugs or the use of restraints under certain circumstances; and
● inclusion of the patient's physician or APRN during the consultative process for certain room transfers in nursing homes or rest homes with nursing supervision. 
The bill also specifies that such a patient in these facilities has the right to choose his or her own physician or APRN, not just physician

	20
	19a-571
	Immunity from civil and criminal liability for withholding or causing the removal of a life support system under specified conditions, including that the APRN:
● based the decision on the provider's best medical judgment according to medical standards;
● deemed the patient to be in a terminal condition or, in consultation with a neurologist or other qualified physician, deemed the patient to be permanently unconscious; and 
● considered the patient's wishes, including in a living will or similar document.
If the patient is an infant, additional provisions apply under federal regulations.

	21
	19a-580d 
	Issuance of “do not resuscitate” orders (reference to required regulations)

	23
	19a-592
	Decision to treat a minor for HIV or AIDS without notifying the parent, after determining that (1) such notification will result in denial of treatment or (2) the minor will not pursue treatment if the parents are notified and the minor requests they not be notified (the APRN must document the reasons in the medical record)

	24
	20-7h 
	Disclosure to personal injury patients as to whether the APRN or physician will provide services on the basis of a letter of protection issued by an attorney

	25
	19a-580
	Responsibility to notify the patient's next of kin or other specified persons within a reasonable time before withholding or causing the removal of life support for a patient

	28
	20-206q 
	Countersigning a diet order for a patient being treated by a dietitian-nutritionist in an institution


APRN REPORTING REQUIREMENTS
The bill extends to APRNs certain existing requirements for physicians to report about particular types of patients or conditions, as shown in Table 6. 
Table 6:  Reporting Requirements Extended to APRNs
	Bill 
§ 
	Statute 
§
	Description

	8 & 501
	10-305 &
10-298 
	Report to DORS on blind patients coming into their care (existing law also requires optometrists to report)
The bill makes a conforming change to the current requirement that the DORS commissioner provide a list of these patients age 16 or older to the Department of Motor Vehicles

	15
	18-94 
	Report to a correctional facility warden or superintendent that an inmate with venereal disease may be released without danger to public health 

	17 & 502
	19a-262 & 19a-264 
	Report to the Department of Public Health and the local health director on patients with, or suspected of having, tuberculosis
The bill makes conforming changes to current provisions (1) requiring local health directors to give information to the reporting physician on advisable precautions for such patients and (2) providing criminal penalties for physicians who willfully make false reports 

	56
	27-140ee
	Report to the Department of Veterans' Affairs, upon patient's request, on veteran's possible exposure to Vietnam herbicides 

	58
	31-40a 
	Report to the Labor Department on persons with certain occupational diseases (e.g., lead poisoning)


HB 5053 (as amended by House "A")* AN ACT INCREASING ACCESS TO OVERDOSE REVERSAL DRUGS. 

RESULT: The bill passed. PUBLIC ACT 16-43, Signed by Governor

CNA presented testimony before the Public Health Committee.

SUMMARY: This bill contains various provisions on opioid abuse prevention and treatment and related issues. It:
1. prohibits, with certain exceptions, a prescribing practitioner authorized to prescribe an opioid drug from issuing a prescription for more than a seven-day supply to (a) an adult for the first time for outpatient use or (b) a minor (§ 7);
2. makes various changes to the electronic prescription drug monitoring program, such as (a) expanding who may serve as a prescriber's authorized agent, (b) modifying reporting deadlines, and (c) decreasing prescriber reviews for prolonged treatment of schedule V nonnarcotic drugs (§§ 8 & 9);
3. allows any licensed health care professional to administer an opioid antagonist (e.g., Narcan) to treat or prevent a drug overdose without civil or criminal liability (§ 1);
4. requires municipalities, by October 1, 2016, to amend their local emergency medical services (EMS) plans to ensure that specified first responders are equipped with an opioid antagonist and trained in administering it (§ 1);
5. prohibits certain health insurance policies that provide prescription drug coverage for opioid antagonists from requiring prior authorization for these drugs (§§ 2 & 3); and
6. requires the Public Health Committee chairpersons to establish a working group on the issuance of opioid drug prescriptions by prescribing practitioners.
The bill also makes changes affecting the (1) practice of auricular acupuncture, (2) scope of practice of alcohol and drug counseling, (3) disciplining of controlled substance registrants, and (4) Alcohol and Drug Policy Council. 
*House Amendment “A” replaces the original bill (File 7). It adds the provisions on the (1) seven-day limit on opioid prescriptions, (2) Alcohol and Drug Policy Council, (3) prescription drug monitoring program, (4) practice of auricular acupuncture, (5) scope of practice of alcohol and drug counseling, and (6) disciplinary action against controlled substance registrants. It also modifies how municipalities must amend their local EMS plans regarding the provision of opioid antagonists to first responders. 
§ 7 — OPIOID DRUG PRESCRIPTIONS
Seven-Day Supply
The bill prohibits a prescribing practitioner authorized to prescribe an opioid drug from issuing a prescription for more than a seven-day supply to (1) a minor or (2) an adult for the first time for outpatient use. 
When prescribing an opioid drug to a minor for less than seven days, the bill requires the practitioner to discuss with the (1) minor and (2) if present when the prescription is issued, minor's custodial parent, guardian, or legal custodian:
1. the associated risks of addiction and overdose;
2. the dangers of taking opioid drugs with alcohol, benzodiazepines, and other central nervous system depressants; and
3. why the prescription is necessary. 
The bill defines an “opioid drug” as any drug having an addiction-forming or addiction-sustaining liability similar to morphine or being capable of conversion into a drug having such addiction-forming or addiction-sustaining liability. 
Exceptions
The bill allows the practitioner to prescribe more than a seven-day supply of an opioid drug to an adult or minor if, in his or her professional judgment, the drug is required to treat the person's acute medical condition, chronic pain, cancer-associated pain, or for palliative care. The practitioner must document the patient's condition in his or her medical record and indicate that an alternative to the opioid drug was not appropriate to treat the patient's condition.
The bill's provisions on opioid drug prescriptions do not apply to medications to treat opioid drug dependence or abuse, including opioid antagonists and agonists (e.g., medications such as morphine that activate the same areas of the brain as other opioids). 
EFFECTIVE DATE: July 1, 2016
§§ 8 & 9 — ELECTRONIC PRESCRIPTION DRUG MONITORING PROGRAM
Under the electronic prescription drug monitoring program, the Department of Consumer Protection (DCP) collects information on controlled substance prescriptions to prevent improper or illegal drug use or improper prescribing. The bill makes various changes affecting the program.
EFFECTIVE DATE: July 1, 2016, except a conforming change is effective October 1, 2016. 
Reporting Deadline
The bill extends, from 24 hours to the end of the following business day, the deadline for pharmacists and other controlled substance dispensers to report specified prescription information to DCP under the program. (PA 15-5, June Special Session, shortened the reporting deadline starting July 1, 2016, from at least weekly to immediately but not later than 24 hours after dispensing the prescription.)
The bill also provides that if the program is not operational, the pharmacy or dispenser must report by the next business day after regaining access to the program (i.e., the next day during which the pharmacy is open to the public).
For veterinarians dispensing controlled substance prescriptions, the bill continues the current reporting deadlines, which are currently set to change in July. Thus, the bill requires them to report at least weekly. It also allows veterinarians who do not maintain records electronically to report in other formats approved by the DCP commissioner.
Prescribers and Agents
Under current law, before prescribing more than a 72-hour supply of a controlled substance, the prescribing practitioner or his or her authorized agent must review the patient's records in the prescription drug monitoring program. Additionally, the prescribing practitioner or agent must review a patient's records in the program at least every 90 days when the practitioner prescribes controlled substances for continuous or prolonged treatment.
The bill eliminates the current requirement that the authorized agent be a licensed health care professional. It also requires less frequent reviews of records for continuous or prolonged treatment of schedule V nonnarcotic controlled substances, by requiring such reviews annually rather than every 90 days. 
Under the bill, a prescribing practitioner may designate an authorized agent to review the program and patient controlled substance prescription information on the practitioner's behalf. A practitioner must ensure that his or her agent's access is limited to the program's statutory purposes and occurs in a manner that protects the confidentiality of information accessed through the program. 
The bill specifies that prescribers and their authorized agents are subject to the federal Health Insurance Portability and Accountability Act (HIPAA) regulations on administrative safeguards for protecting electronic protected health information. It also provides that DCP may take disciplinary action against a prescribing practitioner for acts of his or her authorized agent.
The bill makes corresponding changes by expanding when the DCP commissioner must release controlled substance prescription information, on request, to prescribing practitioners' authorized agents. It requires him to release information to agents in the same situations as for requests by prescribers themselves (instead of only certain situations as under current law), and specifies that the agents need not be licensed health care professionals.
Specific Requirements for Prescribers in Hospitals
Under the bill, prescribing practitioners who work for or provide professional services to hospitals must receive the DCP commissioner's approval before designating authorized agents as set forth above. Along with the request to designate agents, practitioners must submit for approval a written protocol for oversight of the agents on a commissioner-approved form. The protocol must designate the hospital's medical director, a hospital department head (who is a prescribing practitioner), or another prescribing practitioner as the person responsible for ensuring that the agents' access is limited to the program's statutory purposes and occurs in a manner that protects confidentiality. 
The bill allows DCP to (1) take disciplinary action against such designated responsible parties for the agents' acts and (2) inspect hospital records to determine compliance with approved protocols.
§ 1 — ADMINISTRATION OF OPIOID ANTAGONISTS BY LICENSED HEALTH CARE PROFESSIONALS 
The bill allows any licensed health care professional to administer an opioid antagonist to treat or prevent a drug overdose without being (1) civilly or criminally liable for such action or (2) deemed as violating his or her professional standard of care. Current law limits such immunity to health care professionals authorized to prescribe an opioid antagonist. 
By law, an “opioid antagonist” is naloxone hydrochloride (Narcan) or any other similarly acting and equally safe drug that the Food and Drug Administration (FDA) has approved for treating a drug overdose.
EFFECTIVE DATE: Upon passage
§ 1 — LOCAL EMS PLANS 
 The bill requires each municipality, by October 1, 2016, to amend its local EMS plan to ensure that the EMS responder (e.g., EMS personnel or resident state trooper) who is likely to be the first person to arrive on the scene of a medical emergency is equipped with an opioid antagonist and has received Department of Public Health (DPH)-approved training in administering it. 
Under the bill, “EMS personnel” includes an individual certified as an emergency medical responder, emergency medical technician, advanced emergency medical technician, EMS instructor, or paramedic. 
EFFECTIVE DATE: Upon passage
§§ 2 & 3 — PRIOR AUTHORIZATION FOR OPIOID ANTAGONISTS 
The bill prohibits health insurance policies that provide prescription drug coverage for opioid antagonists from requiring prior authorization for these drugs. It applies to individual and group health insurance policies delivered, issued, renewed, amended, or continued in Connecticut that cover (1) basic hospital expenses; (2) basic medical-surgical expenses; (3) major medical expenses; (4) hospital or medical services, including coverage under an HMO plan; or (5) single service ancillary health coverage. 
Because of the federal Employee Retirement Income Security Act (ERISA), state insurance benefit mandates do not apply to self-insured benefit plans.
EFFECTIVE DATE: January 1, 2017
§ 4 — ALCOHOL AND DRUG POLICY COUNCIL
By law, the council is charged with (1) reviewing state policies and practices on substance abuse treatment and prevention programs, referrals to such programs, and criminal sanctions and programs, and (2) developing and coordinating a statewide, interagency, integrated plan for these matters. The bill requires the council to amend this plan by January 1, 2017 to contain measurable goals, including reducing the number of opioid-induced deaths in the state. 
The bill also allows the council's co-chairpersons (the Department of Mental Health and Addiction Services (DMHAS) and children and families commissioners) to (1) establish subcommittees and working groups and (2) appoint individuals who are not council members to serve on them, including licensed alcohol and drug counselors; pharmacists; municipal police chiefs; EMS personnel; and representatives of organizations that provide education, prevention, intervention, referrals, rehabilitation, or support services to individuals with substance use disorder or chemical dependency.
EFFECTIVE DATE: October 1, 2016
§ 10 — DCP DISCIPLINARY ACTION AGAINST CONTROLLED SUBSTANCE REGISTRANTS
The bill adds to the list of reasons the DCP commissioner may take disciplinary action against a controlled substance registrant:
1. failing to establish and implement administrative safeguards for protecting electronic protected health information required by the federal HIPAA and 
2. breach of any such safeguards by a prescribing practitioner's authorized agent. 
By law, the commissioner may, for sufficient cause, suspend, revoke, or refuse to renew a registration; place a registration on probation or put conditions on it; and assess a civil penalty of up to $1,000 for each violation. 
EFFECTIVE DATE: October 1, 2016
§ 11 — WORKING GROUP ON OPIOID DRUG PRESCRIPTIONS
The bill requires the Public Health Committee chairpersons, by October 1, 2016, to convene a working group on the issuance of opioid drug prescriptions by prescribing practitioners. The working group must study whether it is a best practice for prescribing practitioners to limit prescriptions to minors to no more than a three-day supply to treat an acute medical condition. 
The bill requires the working group to report the study results by February 1, 2017 to the Public Health Committee. 
EFFECTIVE DATE: Upon passage
BACKGROUND
Opioid Antagonist Good Samaritan Law
Existing law allows licensed health care practitioners authorized to prescribe an opioid antagonist to prescribe, dispense, or administer it to treat or prevent a drug overdose without being civilly or criminally liable for the action or for its subsequent use. 
The law also allows anyone, if acting with reasonable care, to administer an opioid antagonist to a person he or she believes, in good faith, is experiencing an opioid-related drug overdose. It generally gives civil and criminal immunity to such a person regarding the administration of the opioid antagonist (CGS § 17a-714a). 
Prescribing Practitioner
Under existing law, the following health providers may prescribe medication within the scope of their practice: physicians, dentists, podiatrists, optometrists, physician assistants, advanced practice registered nurses, nurse-midwives, and veterinarians (CGS § 20-14c).

HB-5534, (as Amended by House “A”) AN ACT CONCERNING THE PRACTICE OF NATUROPATHY.

RESULT: The bill passed. SPECIAL ACT 16-3, Signed by Governor

CNA presented testimony before the Public Health Committee.

CNA will participate on the Naturopath Scope of Practice Review Committee at the State Department of Public Health.
SUMMARY: The bill, which allows the Department of Public Health to establish a scope of practice committee to consider an expansion of the role of the Naturopathic provider, does not result in a fiscal impact to the state or municipalities. Existing law includes a process for the submission and review of requests from health care professions seeking to revise or establish a scope of practice prior to consideration by the General Assembly.
House Amendment “A” struck the underlying bill and replaced it with the language discussed above.

HB 5233, AN ACT CONCERNING HEALTH INSURANCE COVERAGE FOR TOMOSYNTHESIS FOR BREAST CANCER SCREENINGS. 

RESULT: The bill passed. PUBLIC ACT 16-82, Signed by Governor
SUMMARY: This bill requires certain Connecticut health insurance policies to cover, at the option of the covered woman, mammograms provided by breast tomosynthesis. Breast tomosynthesis is a three-dimensional mammographic method. By law, such policies must cover baseline mammograms for women age 35 through 39, and annual mammograms for women age 40 or older. 
The bill applies to (1) individual or group health insurance policies that cover (a) basic hospital expenses; (b) basic medical-surgical expenses; (c) major medical expenses; or (d) hospital or medical services, including those provided under an HMO plan; and (2) individual health insurance policies that provide limited benefit health coverage. Because of the federal Employee Retirement Income Security Act, state insurance benefit mandates do not apply to self-insured benefit plans.
EFFECTIVE DATE: January 1, 2017

HB 5450 (as amended by House "A")* AN ACT CONCERNING THE PALLIATIVE USE OF MARIJUANA. 

RESULT: The bill passed. PUBLIC ACT 16-23, Signed by Governor

CNA presented testimony before the Public Health Committee.

SUMMARY: This bill makes various changes to the state's medical marijuana program, which the Department of Consumer Protection (DCP) administers. Among other things, the bill:
1. allows minors to be qualifying patients, subject to certain additional requirements and limitations beyond those that apply for adults;
2. adds to the list of qualifying debilitating conditions for adults;
3. requires patients to select a dispensary from which they will purchase marijuana, and subjects patients to a possible enforcement hearing if they possess marijuana obtained from another source; 
4. allows dispensaries to distribute marijuana to hospices and other inpatient care facilities that have protocols for handling and distributing marijuana;
5. specifically allows nurses to administer marijuana in licensed health care facilities;
6. allows the DCP commissioner to approve medical marijuana research programs, requires him to adopt regulations on licensing research program employees and related matters, and requires research program subjects to register with the department; 
7. requires the DCP commissioner to adopt regulations on licensing marijuana laboratories and laboratory employees;
8. makes changes to qualifications of and other matters concerning the medical marijuana board, including allowing the board to recommend that a medical condition, treatment, or disease be removed from the list of qualifying debilitating conditions; and
9. requires dispensaries to report annually to DCP. 
*House Amendment “A” adds provisions (1) allowing the medical marijuana board to recommend that conditions be removed from the qualifying list, (2) specifying that certain requirements for minors apply only to unemancipated minors, and (3) making clarifying and conforming changes. 
EFFECTIVE DATE: October 1, 2016
§§ 1-3 & 5 — MINORS AS QUALIFYING PATIENTS
Under current law, only state residents age 18 or older may be qualifying medical marijuana patients. The bill extends the program to state residents under age 18. As under current law, inmates are ineligible. (While the law refers to “palliative” rather than “medical” marijuana use, the program is generally referred to as the medical marijuana program.)
As is the case for adult patients under existing law, before using marijuana for medical purposes, minors must have a written certification by a physician who determined, among other things, that the patient has a qualifying debilitating medical condition (see below). Patients, and their primary caregivers, must register with DCP and pay certain fees. 
The bill creates additional requirements that must be met for unemancipated minors to qualify (see below). 
Current law prohibits the use of medical marijuana in the presence of minors. The bill creates an exception if the minor is a qualifying patient or research program subject.
Written Consent by Parent or Person with Legal Custody and Agreement to Serve as Primary Caregiver
Under the bill, to qualify for medical marijuana use, an unemancipated minor must have written consent from a custodial parent, guardian, or other person with legal custody, indicating that the person has given permission for the minor to use marijuana for a debilitating condition. 
The written consent must also state that the person will (1) serve as the minor's primary caregiver and (2) control the acquisition and possession of marijuana and any related paraphernalia on the minor's behalf.
By law, a medical marijuana patient's primary caregiver is someone at least age 18, other than the patient or the patient's physician, who agrees to take responsibility for managing the patient's well-being with respect to palliative marijuana use. Someone convicted of illegally making, selling, or distributing controlled substances cannot serve as a primary caregiver (CGS § 21a-408b).
Under current law, an adult medical marijuana patient's physician must evaluate the patient's need for a primary caregiver and document the need in the certification of palliative use. The bill also requires this for patients who are emancipated minors. (As noted above, for unemancipated minors, the bill requires a parent or other person with legal custody to serve as the primary caregiver.) 
Letter from Two Physicians
Under the bill, if the qualifying patient is an unemancipated minor, the person with legal custody must provide DCP with a letter from the minor's primary care provider and a physician board certified in an area involved in the treatment of the minor's debilitating condition. The letter must confirm that the palliative use of marijuana is in the patient's best interest.
Qualifying Debilitating Conditions and Form of Marijuana
The bill allows a minor to use marijuana for:
1. a terminal illness requiring end-of-life care;
2. an irreversible spinal cord injury with objective neurological indication of intractable spasticity; 
3. cerebral palsy; 
4. cystic fibrosis;
5. severe epilepsy or uncontrolled intractable seizure disorder; or
6. any other medical condition, treatment, or disease that DCP approves through regulations.
The bill prohibits a dispensary from dispensing any marijuana product in a smokable, inhalable, or vaporizable form to a (1) patient who is a minor or (2) primary caregiver of such a patient. It similarly prohibits a physician from issuing a written certification for a minor's marijuana use in a dosage form requiring that the marijuana be smoked, inhaled, or vaporized. 
Other Existing Provisions
Otherwise, the bill applies the same program requirements and prohibitions when minors are patients as for adults under existing law and the bill. For example:
1. patients who comply with the law may not be arrested, prosecuted, or otherwise penalized, including being subject to civil penalties, or denied any right or privilege, including being disciplined by a professional licensing board, for the medical use of marijuana;
2. these protections do not apply if the patient ingests marijuana in certain settings, such as at work, at school, or in public;
3. schools, landlords, and employers are prohibited from taking certain actions against a medical marijuana patient or caregiver if solely based on the person's status as such, unless the actions are required by federal law or to obtain federal funding; and
4. health insurers are not required to cover medical marijuana use. 
§ 1 — DEBILITATING CONDITIONS FOR ADULTS
The bill adds the following to the list of qualifying debilitating conditions for adult medical marijuana patients:
1. uncontrolled intractable seizure disorder (epilepsy is already a qualifying condition),
2. irreversible spinal cord injury with objective neurological indication of intractable spasticity, 
3. cerebral palsy, 
4. cystic fibrosis, and
5. terminal illness requiring end-of-life care.
§§ 3 & 5 — SOURCE OF MARIJUANA
Under the bill, when a qualifying medical marijuana patient registers with DCP, he or she must select a licensed, in-state dispensary from which to obtain his or her marijuana. If the patient is an unemancipated minor, the requirement instead applies to the custodial parent, guardian, or other person with legal custody.
After registering, patients (or the person with legal custody of the patient) may purchase marijuana only from the selected dispensary, unless they change their selection in accordance with DCP regulations.
If a registered medical marijuana patient or person with legal custody is found to possess marijuana that did not originate from the selected dispensary, he or she may be subject to a hearing before the DCP commissioner, on possible enforcement action against the person's registration certificate. 
§§ 4 & 7 — MARIJUANA USE AT LICENSED HEALTH CARE FACILITIES 
The bill allows licensed marijuana dispensaries or their employees to distribute or dispense marijuana to a hospice or other inpatient care facility licensed by the Department of Public Health (DPH). This applies only if the facility has a DCP-approved protocol for handling and distributing marijuana.
The bill extends legal protections to nurses who administer marijuana to qualifying patients or research program subjects in hospitals or health care facilities licensed by DPH. The protections are similar to those under existing law for physicians who issue written certifications for marijuana use as allowed by law. 
Thus, under the bill, these nurses cannot be arrested, prosecuted, or otherwise penalized, including being subject to civil penalties, or denied any right or privilege, including being disciplined by the Board of Examiners for Nursing or another professional licensing board, for administering marijuana as set forth above. 
§ 9 — BOARD OF PHYSICIANS
By law, the DCP commissioner must establish a board of eight physicians knowledgeable about palliative marijuana use. The bill eliminates the requirement that physicians on the board be certified in one of certain listed specialties. It instead requires that (1) at least one member be a board certified pediatrician, appointed in consultation with the state chapter of the American Academy of Pediatrics, and (2) the other members be board certified in the medical specialty in which they practice. 
The bill allows the board to review the list of qualifying debilitating medical conditions and make recommendations to the General Law and Public Health Committees for removing conditions, treatments, or diseases from the list. 
One of the board's existing duties is to review and recommend to DCP additions to the list of debilitating conditions that qualify for medical marijuana use for adults. The bill additionally requires the board to review and recommend to DCP for approval any illnesses defined as severely debilitating in specified federal regulations, to be added to the list of qualifying debilitating conditions for minors. When doing so, the board must consider the effect of medical marijuana use on the brain development of patients who are minors. Under the federal regulation, a disease or condition is “severely debilitating” if it causes major irreversible morbidity (21 C.F.R. § 312.81(b)).
The bill also increases the members needed for a quorum, from three to four.
HB 5537 (as amended by House "A")* AN ACT CONCERNING VARIOUS REVISIONS TO THE PUBLIC HEALTH STATUTES. 

RESULT: The bill passed. PUBLIC ACT 16-66, Signed by Governor

SUMMARY: This bill makes numerous substantive, minor, and technical changes to Department of Public Health (DPH)-related statutes and programs.

1. makes changes affecting local health departments, such as establishing a process to address alleged impropriety by local health directors or their employees; 

2. creates a new designation of dental assistant and requires dental professionals to take continuing education in infection control;
3. allows nursing home patients to receive methadone treatment for opioid addiction at the nursing home;
4. recognizes in statute a category of psychology technicians and allows them to provide services related to psychological testing;
5. as of July 1, 2017, eliminates the Office of Protection and Advocacy for Persons with Disabilities and requires the governor to designate a nonprofit entity to serve this function;
6. creates a diabetes advisory council in DPH, within available appropriations; and
7. creates a nail salon working group and a medical records task force. 
Among other things, the bill also makes changes affecting various licensed institutions, including hospitals, nursing homes, and residential care homes; tattoo technicians; various licensed health care professionals; the medical orders for life sustaining treatment pilot program; wells for semipublic use; marriages (including those performed at tribal reservations); newborn screening; medication administration by unlicensed personnel; music or art therapists; hospice care residences; medical assistants; Medicaid overpayment audits; and funeral directors and embalmers. 
*House Amendment “A” adds provisions on  (1) medication administration by unlicensed personnel, (2) music and art therapists, (3) hospice zoning regulations, (4) dental assistants and expanded function dental assistants, (5) local health departments, (6) certified medical assistants, (7) a nail salon working group, (8) Medicaid overpayment audits, (9) a medical records task force, (10) the Office of Protection and Advocacy for Persons with Disabilities, (11) a diabetes advisory council, and (12) funeral directors and embalmers. 
It also makes changes to the bill's underlying provisions, such as (1) adding to the list of providers who must report on other impaired providers and (2) several minor and clarifying changes. 
EFFECTIVE DATE: October 1, 2016, except as otherwise noted.
§ 3 — REPORTING OF IMPAIRED HEALTH PROFESSIONALS
By law, physicians must notify DPH if they are aware that a physician or physician assistant (PA) may be unable to practice with skill and safety because he or she is impaired, and PAs must similarly notify DPH if another PA may be so impaired (CGS §§ 20-12e and 20-13d). PA 15-5, June Special Session (JSS), created a parallel reporting requirement covering most other licensed or permitted health care professionals.
The bill includes the following within the reporting requirement created by PA 15-5, JSS: physicians, PAs, nursing home administrators, perfusionists, electrologists, and audiologists. 
§ 4 — METHADONE FOR OPIOID ADDICTION IN NURSING HOMES
The bill allows licensed substance abuse treatment facilities providing medication assisted treatment for opioid addiction to provide methadone and related substance abuse treatment services to patients in licensed nursing home facilities. Substance abuse treatment facilities seeking to do this must request permission from the DPH commissioner, in a form and manner he prescribes. He may grant the request if he determines that it would not endanger the health, safety, or welfare of any patient. Current law generally requires nursing home patients receiving methadone treatment for opioid addiction to receive that treatment at the substance abuse treatment facility rather than in the nursing home. 
If the commissioner approves the request, he may impose conditions to ensure patients' health, safety, or welfare. He may revoke the approval if he finds that any patient's health, safety, or welfare has been jeopardized.
§ 9 — DENTAL ANESTHESIA
The bill allows the DPH commissioner to deny or revoke a dental permit for moderate sedation, deep sedation, or general anesthesia based on state dental commission disciplinary action against the dentist. 
§§ 10-12 — INFECTION CONTROL IN DENTAL SETTINGS
Continuing Education for Dentists and Dental Hygienists
The bill requires dentists and dental hygienists to complete at least one contact hour (i.e., 50 minutes) every two years of training or education in infection control in a dental setting, as part of existing continuing education requirements. The requirement applies to registration periods beginning on and after October 1, 2016. 
The bill makes a corresponding change by providing that dentists' other continuing education must include at least one contact hour in any three, rather than four, of the 10 mandatory topics prescribed by the DPH commissioner. 
By law, starting with their second license renewal, (1) dentists generally must complete 25 contact hours of continuing education every two years and (2) dental hygienists generally must complete 16 contact hours every two years.
Dental Commission Disciplinary Action
The bill allows the dental commission to take disciplinary action against a dentist for failure to adhere to the most recent version of the National Centers for Disease Control and Prevention's guidelines for infection control in dental settings.
§ 22 — NEWBORN SCREENING
The bill specifies that adrenoleukodystrophy (ALD) is part of the required newborn screening tests. It repeals an obsolete provision requiring the DPH commissioner, by October 1, 2015, to execute an agreement with the New York State Department of Health to (1) conduct a newborn screening test for ALD using dried blood spots and (2) develop a quality assurance testing method for the screening test.
§ 23 — HOSPITAL RECORD STORAGE
The bill allows chronic disease hospitals and children's hospitals to maintain their medical records off-site as long as they can retrieve them by the end of the next business day after a request for them. Current law requires the records to be kept on-site.
For children's hospitals, current law exempts nurses' notes from the requirement to keep records on-site. The bill removes this exemption and applies the same rule as described above.
§ 25 — DIET ORDERS FROM A DIETITIAN-NUTRITIONIST
Existing law allows certified dietitian-nutritionists (CDNs) to directly order diets for patients, including therapeutic diets for patients in health care institutions. Under current law, a physician must countersign the order within 72 hours unless state or federal law provides otherwise. The bill eliminates this requirement.
By law, physicians may convey verbal orders to CDNs for such diets. The bill also allows advance practice registered nurses (APRNs) to do so. It requires these orders to be reduced to writing and countersigned by a physician or APRN within 72 hours unless state or federal law provides otherwise.
The bill requires nurses and PAs to act upon such CDN orders as if they were received directly by a physician or APRN, not just a physician as under current law.
§§ 33 & 34 — MEDICATION ADMINISTRATION BY UNLICENSED PERSONNEL
Existing law permits a registered nurse to delegate the administration of medications that are not injected into patients to homemaker-home health aides who obtain certification for medication administration. It also allows residential care homes (RCH) that admit residents requiring medication administration assistance to employ a sufficient number of certified, unlicensed personnel to perform this function in accordance with DPH regulations. 
The bill requires these homemaker-home health aides and RCH unlicensed personnel to obtain recertification every three years to continue to administer medication. It also makes conforming changes in requirements for DPH regulations on medication administration. 
§ 38 — DENTAL ASSISTANTS
The bill establishes a new designation of dental assistant called expanded function dental assistants (“EFDAs”). It changes some of the procedures a dentist can delegate to other dental assistants, allows a dentist to delegate more procedures if the assistant is an EFDA, and specifies the level of supervision required for both types of assistants. 
The bill places a number of requirements on EFDAs and the dentists that hire them. It requires dental assistants to receive training in infection control, starting in 2018. It also allows the DPH commissioner to adopt implementing regulations. 
Dental Assistant Definitions
The bill defines dental assistants and EFDAs as follows. 
“Dental assistant” means a person who has met any requirements the DPH commissioner establishes through regulations and has completed one of the following: (1) on-the-job training in dental assisting under direct supervision, as defined below, or (2) a dental assistant education program (a) accredited by the American Dental Association's (ADA) Commission on Dental Accreditation or (b) accredited or recognized by the New England Association of Schools and Colleges. 
“Expanded function dental assistant” means a dental assistant who has passed the Dental Assisting National Board's (DANB) certified dental assistant or certified orthodontic assistant examination, and then successfully completed:
1. an EFDA program at a higher education institution accredited by the ADA's Commission on Dental Accreditation and
2. a DANB-administered comprehensive written examination on certified preventive and restorative functions. 
An EFDA's education program must have included:
1. courses on didactic and laboratory preclinical objectives for skills used by EFDAs, with required demonstration of these skills before advancing to clinical practice; 
2. at least four hours of education on the ethics and professional standards for dental professionals; and 
3. a comprehensive clinical examination at the program's conclusion. 
Supervision Requirement
Current law allows dentists to delegate certain dental procedures to dental assistants, and provides that any such procedures must be performed under the dentist's supervision and control.
Under the bill, if a dental assistant is not an EFDA, any such procedures must be performed under a dentist's direct supervision. Procedures by EFDAs must be performed under a dentist's direct or indirect supervision. 
“Direct supervision” means a dentist has authorized a dental assistant or EFDA to perform certain procedures with the dentist remaining on-site in the office or facility while the procedures are performed and, before the patient leaves, the dentist reviews and approves the assistant's treatment. 
“Indirect supervision” means a dentist has personally diagnosed the condition, planned the treatment, authorized the procedures to be performed, remains in the dental office or facility while the assistant or EFDA performs the procedures, and evaluates the assistant's or EFDA's performance.
As under existing law for other dental assistants, the bill requires a dentist supervising an EFDA to assume responsibility for the EFDA's procedures. 
Permissible and Impermissible Delegated Functions
The bill makes various changes to the list of procedures that dentists may delegate to assistants. 
The bill permits dental assistants to take impressions of a patient's teeth for study models. It prohibits dental assistants from taking final impressions of the teeth or jaws for purposes of fabricating an appliance or prosthesis (current law prohibits them from taking any such impressions, not just final ones). 
Current law permits dental assistants to take dental x-rays if the assistant has successfully completed the dental radiography portion of a DANB-prescribed examination. The bill changes this to a DANB-administered dental radiation health and safety exam.
Under current law, dental assistants may not place, finish, or adjust temporary or final restorations, capping materials, and cement bases. The bill allows EFDAs to perform these functions, except it refers to “long-term individual fillings” rather than “final restorations.” 
The bill also allows dentists to delegate the following to EFDAs:
1. coronal polishing, as long as the procedure is not represented or billed as prophylaxis;
2. oral health education for patients; and
3. dental sealants. 
EFDA Requirements
Under the bill, an EFDA must:
1. maintain dental assistant or orthodontic assistant certification from DANB; 
2. conspicuously display the certificate in the place of employment or place where he or she provides EFDA services; 
3. maintain professional liability insurance or other indemnity against liability for professional malpractice of at least $500,000 for one person, per occurrence, with an aggregate liability of at least $1.5 million;
4. limit his or her practice to providing services under the indirect or direct supervision of a licensed dentist; and
5. meet any requirements the DPH commissioner establishes through regulations (see below). 
Dentist Requirements
Under the bill, each dentist employing an EFDA or otherwise engaging an EFDA's services must: 
1. beforehand, verify that the EFDA meets the bill's education, examination, certification, and liability insurance requirements; 
2. maintain, on the premises where the EFDA works, documentation of the EFDA having met these requirements; 
3. make the documentation available to DPH upon request; and 
4. provide direct or indirect supervision to no more than (a) two EFDAs providing services at one time or (b) four EFDAs providing services at one time if the dentist's practice is limited to orthodontics.
Infection Control
The bill establishes requirements for dental assistants to receive training in infection control. These requirements apply to regular assistants and EFDAs.
Starting on January 1, 2018, the bill:
1. generally prohibits dentists from delegating any dental procedures to a dental assistant who has not provided the dentist a record documenting that he or she passed DANB's infection control examination (but the bill allows EFDAs to perform certain functions even if they do not receive this training);
2. allows an assistant to receive up to nine months' of on-the-job training by the dentist to prepare the assistant for the examination; and
3. requires dentists delegating procedures to an assistant to keep the records documenting passage of the examination for inspection on DPH's request. 
Starting on January 1, 2018, the bill also requires dental assistants, after successfully completing DANB's infection control examination, to complete at least one hour of training or education every two years in infection control in a dental setting. This may include courses (including on-line courses) offered or approved by a dental school or another higher education institution that is accredited or recognized by the Commission on Dental Accreditation; a regional accrediting organization; the ADA; or a state, district, or local dental association or society affiliated with the ADA or the American Dental Assistants Association.
Regulations
The bill authorizes the DPH commissioner, in consultation with the State Dental Commission, to adopt implementing regulations. If the commissioner adopts regulations, they must identify the:
1. types of procedures that a dental assistant and EFDA can perform, consistent with the bill; 
2. appropriate number of didactic, preclinical, and clinical hours or number of procedures to be evaluated for clinical competency for each skill an EFDA can employ; and 
3. level of supervision required for each procedure an EFDA can perform.
§ 43 — LIST OF CERTIFIED MEDICAL ASSISTANTS 
By law, the DPH commissioner must annually obtain from the American Association of Medical Assistants a list of all state residents on the organization's registry of certified medical assistants. DPH must make the list available to the public. The bill extends this requirement to also include a comparable list from the National Healthcareer Association.
EFFECTIVE DATE: Upon passage
§ 44 — NAIL SALON WORKING GROUP 
The bill establishes an eight-member working group to consider matters relating to nail salons and nail technicians' services. These matters may include, among other things: 
1. standards for nail salons to protect customers' health and safety; 
2. licensure or certification standards for nail technicians, including educational and training requirements; 
3. nail technicians' working conditions; 
4. fair and equitable business practices; and 
5. developing informational publications, in multiple languages as appropriate, to advise nail salon owners and managers of applicable state laws and regulations.
The working group must report its findings and recommendations to the Public Health Committee by January 1, 2017. The group terminates on the date it submits the report or January 1, 2017, whichever is later.
Membership and Procedure
Under the bill, the working group's membership includes the Public Health committee chairs or their designees and one member appointed by each of the six legislative leaders, as follows.
Table 1: Legislative Leaders' Appointments to Nail Salon Working Group
	Appointing Authority
	Member Qualifications

	House speaker
	Owner of two or more nail salons in Connecticut

	Senate president pro tempore
	Individual with at least two years' work experience as a nail technician

	House majority leader
	Representative of the Nail and Spa Association of Connecticut

	Senate majority leader
	Qualifications unspecified

	House minority leader
	Owner of one nail salon employing fewer than five people

	Senate minority leader
	Individual with experience working as a nail technician


Appointments must be made no later than 30 days after the bill's passage. Any member of the working group may be a legislator. The appropriate appointing authority fills any vacancy.
The House speaker and Senate president pro tempore must select a chairperson from among the group members. The chairperson must schedule the first working group meeting, which must be held within 60 days after the bill's passage.
EFFECTIVE DATE: Upon passage 

SB 70 (File 118, as amended by Senate "A")* AN ACT CONCERNING TELEHEALTH PROVIDERS. 

RESULT: The bill passed. PUBLIC ACT 16-39, Signed by Governor
SUMMARY: This bill adds licensed speech and language pathologists, respiratory care practitioners, and audiologists to the list of health care providers authorized to provide health care services using telehealth. Under the bill, they must provide telehealth services within their profession's scope of practice and standard of care, just as other telehealth providers must under existing law. 
Existing law already allows the following health care providers to provide healthcare services using telehealth: licensed physicians, advanced practice registered nurses, physician assistants, occupational and physical therapists, naturopaths, chiropractors, optometrists, podiatrists, psychologists, marital and family therapists, clinical or master social workers, alcohol and drug counselors, professional counselors, and certified dietician-nutritionists. 
Under existing law, telehealth provisions do not prohibit various licensed and certified health care providers (e.g., physicians, chiropractors, dentists, and emergency medical services providers) from (1) providing on-call coverage for another provider, (2) consulting with another provider about a patient's care, or (3) issuing orders for hospital patients. The bill expands the definition of “health care provider” to apply to all telehealth providers, in addition to others specified in current law. 
By law, “telehealth” means delivering healthcare services through information and communication technologies to facilitate the diagnosis, consultation, treatment, education, care management, and self-management of a patient's physical and mental health. 
*Senate Amendment “A” expands to all telehealth providers, the provision in existing law concerning on-call coverage, consultations, and hospital orders. 
EFFECTIVE DATE: October 1, 2016

HB 5350 (as amended by House "A")* AN ACT CONCERNING THE DEPARTMENT OF PUBLIC HEALTH'S RECOMMENDATIONS ON FLUORIDATION OF THE PUBLIC WATER SUPPLY. 

RESULT: The bill passed. PUBLIC ACT 16-4, Signed by Governor
SUMMARY: This bill reduces the mandated fluoride content of the public water supply. Specifically, it requires water companies serving at least 20,000 people to add a measured amount of fluoride to the water supply to maintain an average monthly fluoride content that is no more than 0.15 milligrams per liter (mg/L) different from the U.S. Department of Health and Human Services' (HHS) most recent recommendation for optimal fluoride levels in drinking water to prevent tooth decay (currently 0.7 mg/L). Current law requires that the public water supply's fluoride content be between 0.8 and 1.2 mg/L. 
*House Amendment “A” replaces the original bill (File 115). It (1) changes the fluoride requirement to no more than a 0.15 mg/L, instead of 0.10 mg/L, difference from the federal recommendation and (2) specifies that the requirement applies to the water supply's monthly average. 
EFFECTIVE DATE: October 1, 2016

SB 351 (File 557, as amended by Senate "A" and "B")* AN ACT CONCERNING MATTERS AFFECTING PHYSICIANS AND HOSPITALS. 

RESULT: The bill passed. PUBLIC ACT 16-95, Signed by Governor
SUMMARY: 1. sets specific limits on physician non-compete agreements, such as (a) restricting them to no more than one year and a 20-mile radius from the physician's primary practice site and (b) prohibiting hospitals from restricting a physician's ability to leave for private practice; 
2. expands which entities may employ physicians by allowing independent practice associations and certain other entities not owned by a hospital to establish for-profit or nonprofit medical foundations, and makes other changes concerning medical foundations;
3. expands an existing definition of “captive professional entity,” that applies to the medical foundation provisions and existing notice requirements for material changes to physician group practices; 
4. requires hospital bills to include the hospital's cost-to-charge ratio;
5. changes the required information providers must give to patients when referring them to certain affiliated providers; and
6. allows the Health Care Cabinet to study and report on the possible licensure of urgent care and limited service health clinics.
*Senate Amendment “A” replaces the original bill (File 557). It removes certain provisions from the underlying bill, such as those that would (1) prohibit any entity formed to render professional services from being a captive professional entity of an insurance company; (2) require the Department of Social Services commissioner to submit a plan to procure, rather than establish, a statewide health information exchange; and (3) require neutral binding arbitration for disputes regarding physician non-compete agreements. 
It makes various other changes to the underlying bill, such as (1) changing certain effective dates; (2) applying certain provisions on non-compete agreements to only agreements entered into, changed, or renewed on or after July 1, 2016; (3) allowing the Health Care Cabinet to conduct a study on the possible licensure of certain entities, rather than requiring the Department of Public Health (DPH) commissioner to conduct the study, and expanding the scope of the study; (4) adding a provision on the medical foundation law's relationship to other laws; (5) modifying the definition of “independent practice association”; and (6) various minor and clarifying changes.
*Senate Amendment “B” specifies that an employer who terminates a physician's employment for cause may enforce a non-compete agreement against that physician. 
EFFECTIVE DATE: October 1, 2016, except the provisions on (1) the Health Care Cabinet study are effective upon passage and (2) non-compete agreements and referral notices are effective July 1, 2016. 
SB 371 (File 384, as amended by Senate "A")* AN ACT CONCERNING THE USE OF EXPERIMENTAL DRUGS. 

RESULT: The bill passed. PUBLIC ACT 16-214
SUMMARY: This bill allows certain terminally ill patients, under specified conditions, to access medications and devices not approved for general use by the federal Food and Drug Administration (FDA). The bill applies to investigational drugs, biological products, or devices (hereinafter “investigational drugs”) that have completed Phase 1 of an FDA-approved clinical trial and are still part of the trial. To qualify for the program, patients must meet certain eligibility criteria and complete a detailed informed consent document.
The bill allows investigational drug manufacturers to provide eligible patients with investigational drugs. Manufacturers can charge eligible patients for the investigational drugs they provide. The bill allows health carriers (e.g., insurers and HMOs) to cover investigational drugs, and it specifies when carriers may deny coverage to patients being treated with them.
The bill specifies that it does not create a private cause of action against (1) an investigational drug manufacturer, the treating physician, or other people or entities involved in the patient's care for any harm caused by an investigational drug or (2) a health carrier that provides or denies coverage for an insured patient being treated with an investigational drug.
The bill prohibits the Department of Public Health and Medical Examining Board from taking any disciplinary action against a physician based solely on his or her recommendation to a patient to access or use an investigational drug, as long as the recommendation is consistent with medical standards of care. It also prohibits state officials, employees, and agents from preventing or attempting to prevent an eligible patient from accessing an investigational drug.
Federal law vests in FDA the authority to approve drugs before they can be sold. FDA has a separate process to make investigational drugs available outside of a clinical trial before all phases of the trial are complete. Under this process (called “expanded access”), the patient's physician must submit a request to FDA for approval.
*Senate Amendment “A” specifies that treatment with an investigational drug is the practice of medicine and not a clinical trial for purposes of the law's requirements for insurance coverage of certain clinical trial costs.
EFFECTIVE DATE: October 1, 2016

SB 372, AN ACT CONCERNING CLINICAL REVIEW CRITERIA FOR UTILIZATION REVIEW AND ADVERSE DETERMINATION NOTICES. 

RESULT: The bill passed. PUBLIC ACT 16-175
SUMMARY: This bill expands the clinical review criteria that health carriers (e.g., insurers and HMOs) may use for utilization reviews. Under the bill, these may include criteria intended to address technological or treatment advances not covered in certain professional medical society treatment criteria publications. Clinical review criteria are the standards health carriers use to determine appropriate care for specific treatments. 
The bill also repeals a health carrier's disclosure requirement specific to clinical review criteria for (1) substance use disorders, (2) child or adolescent mental disorders, and (3) adult mental disorders. It replaces these specific requirements with a general disclosure applicable to all clinical review criteria. The new disclosure does not include a requirement, repealed by the bill, that a health carrier show how its criteria differed from those of certain professional societies.
EFFECTIVE DATE: January 1, 2017. 
HB 5054 (as amended by House "A")* AN ACT PROTECTING VICTIMS OF DOMESTIC VIOLENCE. 

RESULT: The bill passed. PUBLIC ACT 16-34, Signed by Governor
SUMMARY: This bill makes changes in various laws that relate to orders of protection, service of process, and firearms and ammunition possession. 
With regard to the service of civil restraining orders, among other things, the bill:
1. revises the civil restraining order application form to allow an applicant to indicate whether the respondent (accused) has a firearm eligibility or ammunition certificate;
2. reduces, from five to three, the number of days before a hearing date that process must be served; 
3. requires a proper officer (i.e., person authorized to serve process), in certain circumstances, to request that a state or municipal police officer be present when service is executed; and 
4. continues an ex parte order (i.e., an order issued without a hearing) beyond the initial hearing date under certain circumstances.
The bill also requires state marshals and other proper officers to enter specific service-related information in the Judicial Branch's Internet-based service tracking system. 
The bill requires the chief court administrator to (1) revise and simplify the restraining order application process; (2) allocate space in the court, where feasible, for meetings between state marshals and restraining order applicants; (3) annually collect civil restraining and protection order data, and (4) develop and make available to the public education material on risk warrants.
It requires, rather than allows, the state marshal commission to adopt rules to conduct its internal affairs. 
The bill extends certain firearms and ammunition prohibitions to a person subject to an ex parte civil restraining or protection order issued in a case involving physical force. It expressly prohibits the Department of Emergency Services and Public Protection (DESPP) commissioner from issuing a gun permit or firearms eligibility certificate to anyone subject to such an order. It also requires the commissioner, upon the request of a person who was subject to such an order and verification of the order's expiration, to reinstate any gun or ammunition credential revoked as a result of such an order, if the person is otherwise eligible for the credential. 
The bill makes a person ineligible to possess firearms or ammunition upon receipt of legal notice that he or she is subject to an ex parte order and makes it a class C felony for such a person to violate the firearms or ammunition transfer, delivery, or surrender requirements, as is already the case for anyone subject to any other order of protection.
The bill also shortens, from two business days to 24 hours, the deadline by which a person who becomes subject to any type of order of protection in a case involving physical force must transfer, deliver, or surrender his or her firearms and ammunition. It requires this same transfer by people subject to an ex parte order with the same 24-hour deadline. It (1) gives people required to surrender their firearms or ammunition to law enforcement the option to surrender them to a municipal police department, instead of just the DESPP commissioner; (2) requires the DESPP commissioner to update the existing protocol to allow for such a surrender; (3) requires DESPP and law enforcement agencies, under certain circumstances, to return firearms and ammunition when an ex parte order expires; and (4) provides for the request and return of firearms and ammunition when an order expires or is rescinded.
*House Amendment “A” (1) removes the underlying bill's requirement that a restraining order application allow the applicant to indicate whether the respondent's job requires the ability to carry firearm, (2) reduces, from 14 days to seven days, the time within which a hearing must be held if a court issues an ex parte order, (3) requires that an ex parte order be served in hand whenever possible and allows the law enforcement agency to designate a police officer to be present when service is executed, (4) requires the chief court administrator to develop and make available educational material on risk warrants, and (5) establishes requirements for DESPP or the local police to return firearms and ammunition when an order expires or is rescinded. 
EFFECTIVE DATE: October 1, 2016 
36

