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The California Psychiatric Association (CPA) has been 
a strong participant in a coalition led by the California 
Medical Association which has had success neutralizing 
two of the three most concerning “scope-of-practice” bills 
that were introduced in 2013. Coalition partners in fami-
ly medicine, dermatology, plastic surgery, ophthalmology, 
osteopathy and other specialties have joined with CMA 
legislative advocates to make literally dozens of office vis-
its in the State Capitol expressing concerns about these 
three bills – all of which have been justified as increasing 
access to care in the face of a burgeoning patient popula-
tion brought about by the Affordable Care Act. 

Senate Bill 491 (Hernandez) Nurse Practitioner Inde-
pendent Practice: SB 491 is the most concerning of the 
three bills to psychiatrists and their patients and would al-
low nurse practitioners to practice independently without 
the supervision of a physician and prescribe narcotics or 
psychotropic medications without the proper education 
and training. The APA, which wrote a letter to the Cali-
fornia Legislature opposing SB 491 at the request of the 
CPA, opined that nurse practitioners simply do not have 
the type of comprehensive in-depth medical education or 
training to be qualified to practice medicine without phy-
sician oversight. CPA sent out a Key Contact Alert twice 
on this bill in June and July and CPA members responded 
with letters and phone calls to their legislators, which was 
of great help convincing legislators of the shortcomings 
of this bill. 

In the first week of August this bill failed to move out 
of committee on a 6-3 vote with 5 further members not 
voting. Reconsideration was granted at that time, by the 

next week the author was able to 
change two votes and the bill went 
from “on life support” to passing 
out of the Committee with the bare 
minimum votes necessary, an 8-2 
vote (4 members not voting.) I’m 
sure that CPA members value nurse 
practitioners in their current role, 
but no one has adequately explained how allowing inde-
pendent practice for NPs improves access to care. At press 
time the bill is pending in the Assembly Appropriations 
Committee where it will be a very close vote. 

Senate Bill 492 (Hernandez) Optometrists Practice Pri-
mary Care Medicine: This bill was the bill least likely to 
proceed because in its original form it would allow op-
tometrists to essentially practice primary care medicine. 
Even with amendments it proposed to allow optometrists 
to examine, prevent, diagnose and treat any disease, con-
dition or disorder of the visual system, the human eye 
and adjacent related structures. This bill seemed the most 
“over the top” of the three bills and has become a two-
year bill. This means that it may be acted on in 2014, 
the second year of the two year legislative session and it 
is expected to be resurrected next year. Again, as with the 
NP bill SB 491, the issue is that no good case has been 
made demonstrating how this measure increases access 
to care, and there are no education and training require-
ments - other than what optometrists currently undergo 
- for what is essentially the practice of medicine. 

Senate Bill 493 (Hernandez) Pharmacists Practice Med-
icine: After much negotiation, California Medical Associ-
ation amendment language was accepted which required 
additional training for pharmacists to initiate and admin-
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ister vaccines, and to furnish self-administered hormonal 
contraceptives in accordance with standardized proce-
dures or protocols developed and approved by both the 
Board of Pharmacy and the Medical Board of California. 
CMA was also able to eliminate language that would have 
allowed pharmacists to independently prescribe danger-
ous smoking cessation drugs such as Chantix, instead lim-
iting them to nicotine replacement therapy smoking ces-
sation medications. With these modifications, CMA has 
moved to a neutral position on this bill. The bill passed 
Assembly Business, Profession and Consumer Protection 
Committee last week and now moves to Assembly Health 
Committee.

CMA strongly believes that simply expanding the scope 
of practice of allied health practitioners to give them inde-
pendent and/or expanded practice will do nothing to im-
prove access to care or quality of care in our state. Allow-
ing practitioners to perform procedures they simply aren’t 
trained to do can only lead to unpredictable outcomes, 
higher costs and greater fragmentation of care.

Using successful models as a guide, California should be 
looking toward integrated, team-based care led by phy-
sicians. These teams will streamline care, maintain and 
improve patient safety and decrease costs of health care 
throughout the state.

CPA SPONSORED LEGISLATION – PARITY 
ENFORCEMENT – SB 22 (Beall)

CPA maintains that in California, enforcement is com-
plaint driven and many patients and their psychiatrists 
or other providers won’t or don’t complain about their 
care or their lack of care for a variety of reasons: stigma 
and discrimination; lack of time; bureaucratically com-
plex and demanding processes to complain or appeal de-
nials of care; the vicissitudes of mental illness which may 
make a person with a mental illness unable to persevere or 
persist in complaining if they even complain at all.  This 
is a weakness in the current regulatory scheme which re-
lies heavily on complaints to enable enforcement.  CPA 
maintains that this bill adds a new source of data for en-
forcement, and places the onus on plans and insurers for 
compliance. 

SB 22: 

1. Requires plan and insurer to report on their compli-
ance with state and federal parity laws, to be sub-
mitted annually on and after October 1, 2014.

2. By July 1, 2014, SB 22 requires the Department of 
Managed Health Care (DMHC) and the California 
Department of Insurance (DOI) to jointly create 
reporting standards that are intercomparable. 

3. Reports must take into account the Utilization Re-
view Accreditation Commission parity standards. 

4. By January 1, 2020, SB 22 requires DMHC and 
DOI to report to the Legislature on the informa-
tion contained in the annual reports, as well as a 
summary of related regulatory actions (i.e. enforce-
ment.)

5. SB 22 Requires plans and insurers to conduct sur-
veys of enrollees/insured and providers for inclusion 
of their perspectives about parity implementation 
in reports.

6. SB 22 Exempts managed care plan contracts that 
serve Medi-Cal enrollee from the bill’s require-
ments.

At press time, despite overwhelming support in the Legis-
lature (Senate approval 38-0; Assembly Health Commit-
tee 17-2) there have been strong and discouraging signals 
from within the Administration of Governor Brown, no-
tably the Department of Finance and the Department of 
Managed Health Care, both of which will recommend a 
veto if SB 22 lands on the Governor’s desk. Senator Beall 
has called on all supporters to strongly voice support for 
SB 22 to the Legislature and the Governor. In addition to 
the overwhelming strong votes in the legislature for SB 22 
it has garnered wide support among state organizations, 
including: 

Insurance Commissioner Dave Jones
AARP California
American Academy of Pediatrics, California District 

IX
California Board of Behavioral Sciences
California Alliance
California Black Health Network
California Council of Community Mental Health 

Agencies
California Division of American Association for 

Marriage and Family Therapy
California Medical Association
California Mental Health Directors Association
California Narcotics Officers’ Association
California Police Chief ’s Association

(Continued on page 4)
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Attack on MICRA on the November 2014 Ballot?
Trial Attorneys have submitted a title and summary to the 
California Attorney General for a ballot measure which 
would rewrite the California Medical Injury Compensa-
tion Reform Act (MICRA) - are these efforts based on the 
best interest of California patients?

MICRA:  BACKGROUND AND SUMMARY*

Beginning in the late 1960s, frivolous lawsuits and ex-
cessive jury awards had caused California’s malpractice 
premiums to balloon uncontrollably. In 1968, malprac-
tice premiums doubled over the course of the year. By the 
end of 1974, they had doubled again. To deal with these 
premium increases, California physicians were forced to 
either raise fees past the point of affordability for patients, 
forgo liability coverage altogether or shutter their prac-
tices.

In 1975, fearing that exodus of physicians from the state 
would exasperate already existing access to care issues, 
Gov. Jerry Brown called for a special session of the Legis-
lature to address the malpractice crisis. Months later, the 
collection of statutes known as MICRA were signed into 
law.

While the most-discussed provision of MICRA is its 
limit of $250,000 on non-economic damages, the cap is 
only a piece of the legislative package that helped reform 
California’s medical malpractice system. Also included 
are sections allowing for binding arbitration, a statute of 
limitation on claims and limits on contingency fees for 
attorneys, provisions which ensure that patients, and not 
the lawyers representing them, benefit from a successful 
claim.

These protections, in addition to the fact that MICRA 
limits frivolous litigation brought against physicians, has 
made MICRA the primary target of California’s trial at-
torneys. As a result, they’ve spent more than three and 
half decades trying to undo the act with backroom tactics, 
half-truths and major legal challenges, and in recent years 
have begun taking on cases to test what they claim are 
new legal theories but which are clearly a veiled attempt 
to recast their failed legal arguments in court.

CMA and its allies have met the trial attorneys’ opposi-
tion every step of the way, and as a result, the law has been 
repeatedly ruled constitutional by the state’s Supreme 

Court, as well as upheld by a variety of lower courts across 
California.

Now, the trial attorneys are taking their fight to the ballot 
box, launching a misleading campaign that relies upon 
stories of personal tragedy meant to encourage a visceral 
response from California voters. If they’re successful in 
overturning MICRA, California would likely experience 
the same crisis that created a need for MICRA in the first 
place.

*Courtesy of the California Medical Association

MICRA: THE FACTS* 

Background: California‘s Medical Injury Compensation 
Reform Act (MICRA) is an important protection to the 
state‘s healthcare system. The law ensures patient’s access 
to compensation when they have been injured, while in-
creasing access to healthcare by stabilizing medical liabil-
ity costs. 

MICRA allows injured patients to receive the following 
forms of compensation: 

• Unlimited economic damages for any and all past and 
future medical costs. 

• Unlimited economic damages for lost wages and life-
time earning potential. 

• Unlimited punitive damages awarded in order to deter 
future malpractice and to punish the defendant for 
malicious or willful misconduct. 

• Up to $250,000 for non-economic damages, often re-
ferred to as pain and suffering. Unlike economic dam-
ages, non-economic damages are inherently subjective 
and often difficult to verify and measure. 

Applying widely accepted principles of economics, and 
the results of scholarly empirical research, we find that: 

• MICRA‘s $250,000 ceiling on non-economic dam-
ages has been effective in reducing and stabilizing medi-
cal liability insurance costs, thereby improving access 
to healthcare for all Californians. 

• An increase in the cap on awards for non-economic 
damages would lead to more litigation, larger awards, 
and higher litigation-related expenses.

(Continued on page 4)
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• We estimate that an increase in the MICRA cap on 
non-economic damages to $500,000 or more would 
raise healthcare costs in California by up to $9.5 billion 
per year. 

• The increase in medical liability costs resulting from a 
higher cap on awards for non-economic damages would 
be passed along to Californians attempting to use the 
state‘s healthcare system, further limiting access to the 
system. 

• These higher costs of healthcare ultimately would be 
borne by consumers who would pay more for their own 
healthcare costs and by federal, state and local taxpayers 
who would be responsible for the additional costs to 
cover public employee and retiree healthcare. 

• A comparison of states with and without caps on non-
economic damages demonstrates that in states with 
caps, medical liability premiums are lower. 

• Even with the $250,000 cap on non-economic dam-
ages, the average size of all paid claims large and small 
– has increased faster than the rise in inflation. 

• There is no evidence that California‘s cap on non-
economic damages has materially reduced access to the 
courts for those individuals with meritorious claims of 
medical liability. 

• The MICRA cap discourages unnecessary medical pro-
cedures and treatments that inflate the cost of health-
care to the consumer without improving medical out-
comes. 

MORE RESOURCES ON MICRA*

Congressional Budget Office (2009): “Medical Mal-
practice Reforms Could Save Up to $54 Billion”

Speaking of legal reforms to limit medical injury com-
pensation which were proposed to be included in Federal 
Health Care Reform the CBO said in a letter to Congress:  
“research shows that legal reforms would not only lower 
malpractice insurance premiums for medical providers, 
but would also spur providers to save money by ordering 
fewer tests and procedures aimed primarily at defending 
their decisions in court.” 

The conclusion of the CBO shows that caps on non-eco-
nomic damages serve to produce not only direct savings 
from lower premiums for medical liability insurance but 

also indirect savings from reduced utilization of health 
care services. As well, there would be further cost reduc-
tions primarily in reduced Medicare spending, the letter 
says. Meanwhile, the government would also stand to 
collect more taxes as money previously directed to health 
care is shifted into workers’ wages.

Estimated Increases in State of California Employee and 
Retiree Benefits Costs and General Fund Expenditures 
Caused by Doubling the MICRA Cap (2012)

Using the actuarial report commissioned by State Con-
troller, John Chiang, we determine that doubling the 
MICRA cap would cost California state taxpayers an ad-
ditional $1.6 to $2.8 billion in state retiree and employee 
benefit obligations over the next 10 years. Moreover, dou-
bling the MICRA cap could cost the state’s general fund 
an additional $640 million in the 2012-13 budget year. 
The cost increases from doubling the MICRA cap repre-
sent significant portions of, and are sometimes larger than 
actual budgeted expenditures on many state departments; 
we provide illustrative examples.

*Extracted from Fact Sheets of Californians Allied for Pa-
tient Protection (CAPP) – a Pro MICRA Coalition – fur-
ther information at www.micra.org.

Attack on MICRA...  (Continued from page 3)

Scope of Practice...  (Continued from page 2)

County Alcohol and Drug Program Administrators 
Association of California

Drug Policy Alliance
EMQ Families First
Health Access California
Henrietta Weill Memorial Child Guidance Clinic
Latino Coalition for a Healthy California
National Association of Social Workers, California 

Chapter
Mental Health America of California
National Alliance on Mental Illness, California
Pacific Clinics
Phoenix House
Santa Clara County Board of Supervisors

Stay tuned for what I hope is a miracle!! 
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CPA Policy:  Principles Regarding 
Appropriate MHSA Funding*

CPA supports critical ongoing review and modification as 
necessary of the Mental Health Services Act (MHSA) and 
the associated mental health programs in order to assure 
the integrity of funding decisions and the most effective 
use of resources. The principles upon which MHSA fund-
ing decisions are based should include: 

A transparent and open process of decision-making, 
consistent statewide, that is independent of ideologi-
cal biases and preferences, and strongly focused upon 
clinically proven treatment.

Funding priorities based on independent assessment 
of community needs as determined by pre-defined 
measures of service gaps.

Funding exclusively to programs that meet defined 
and clinically accepted standards for demonstrated ef-
fectiveness.

Linkage to independent monitoring for expenses and 
outcomes, with pre-defined and public disclosure of 
the data obtained.

Close coordination and integration with healthcare 
reform.

CPA statement on MHSA plan approval process: CPA 
joins other mental health stakeholders in strongly sup-
porting preservation of Mental Health Services Act 
(MHSA) funding for mental health programs, consistent 
with the planning principles set forth in the CPA policy 
platform for MHSA. Based upon these principles, CPA 
believes that MHSOAC must urgently address the fol-
lowing questions in order to facilitate further MHSA pro-
gram planning and strengthen the integrity of the MHSA 
plan approval process. 

What is the rationale for continuing to prohibit the 
use of these funds for involuntarily detained individu-
als, who are arguably some of those most in need of 
expanded, high quality treatment?

How are the MHSA requirements for evidence based 
services and the MHSA requirements for “recovery 
based services” aligned? What is the precise definition 
of recovery-based services, and what is the reason for 
those excluding evidence-based practices, if any, that 

fall outside of the recovery definition?

How does the required MHSA stakeholder planning 
process ensure that the best, most cost-effective pro-
grams are funded? What are the mechanisms that 
determine proper construction of the stakeholder 
groups, and what precisely is the required associated 
decision-making process? What are the safeguards 
against stacking stakeholder groups or manipulating 
the decision-making process?

What monitoring is in place to assure that MHSA 
service recipients have timely access to key services, 
including crisis services, initial assessments, medica-
tion services, and acute inpatient hospitalization?

* adopted by CPA Council September 28, 2012;
revised October 23, 2012

California Psychiatric Association 
Advocacy and Litigation Fund

(CPA-ALF)
1029 K Street, Ste. 28, Sacramento, CA 95814

Name ________________________________________________

Address _______________________________________________

Phone ________________________________________________
PLEASE CONSIDER CONTRIBUTING 

ONE HOUR’S INCOME

CPA-ALF:   ___$100   ___$300 (silver)

   ___$500 (gold)  ___$1,000 (platinum)

Make checks out to: California Psychiatric Association 
      Advocacy and Litigation Fund

o Check Enclosed

o Charge my (circle one): Visa MasterCard

Amount $_______________________________________

Credit Card Number_______________________________

Expiration Date __________________________________

CPA-Alf is dedicated to public education, legislative and legal 
advocacy. Contributions to the CPPAC (California Psychiatric 

Political Action Committee) for the purpose of electing qualified 
candidates to the California Legislature, are collected separately 

from CPA-ALF due to regulatory requirements.
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Mental Health Services Act 
The State’s Oversight Has Provided Little Assurance of the Act’s Effectiveness, and Some 

Counties Can Improve Measurement of Their Program Performance 
 

BACKGROUND 
Because untreated mental illness is the leading cause of disability and suicide and affects state and local government, 
California voters approved in 2004 the Mental Health Services Act (MHSA), which levies a 1 percent income tax on 
individuals earning more than $1 million to provide funding for programs within five mental health service components. 
These funds expand services and programs that serve California’s mentally ill and use innovative methods more likely to 
identify, mitigate, prevent, and treat mental illness.  The responsibility of overseeing MHSA programs was primarily assigned 
to the California Department of Mental Health (Mental Health) and the Mental Health Services Oversight and Accountability 
Commission (Accountability Commission).  However, changes in law effective June 2012 transferred nearly all remaining 
MHSA functions from Mental Health to the California Department of Health Care Services (Health Care Services), the 
Accountability Commission, or the Office of Statewide Health Planning and Development.   

KEY FINDINGS 
During our review of the MHSA, we noted the following: 

• Although the MHSA has funded many programs and served numerous individuals, Mental Health and the 
Accountability Commission did not provide the oversight needed to demonstrate whether the MHSA is effective. 

 We found no evidence that Mental Health conducted systematic monitoring to ensure that counties appropriately 
implemented their state-approved MHSA plans. 

 Mental Health did not provide explicit direction to counties on how to effectively evaluate their programs and did not 
issue regulations for three of the five MHSA components. 

 Despite its charge to evaluate the MHSA, the Accountability Commission has been slow to establish a necessary 
framework and did not believe it had a clear responsibility to evaluate until 2009, even though its purpose has not 
changed since 2004 when the MHSA was approved. 

• Mental Health required counties to report extensive MHSA data, but the data was incomplete and of limited value in 
measuring MHSA program effectiveness. 

• The counties’ MHSA funding allocations may not be appropriate—the methodology used to calculate the funding levels 
was developed in 2005 and the demographic factors used to calculate the funding have not been updated since 2008. 

• Each of the four county departments we reviewed used different and inconsistent approaches in assessing and 
reporting on their MHSA programs, and the county departments rarely developed specific objectives to assess the 
effectiveness of the programs. 

• Although each of the four county departments we visited included stakeholders and community representatives 
throughout the MHSA planning process, some counties did not document or describe in their plans of the MHSA 
programs certain aspects of the public review process. 

KEY RECOMMENDATIONS 
We made several recommendations to Health Care Services—the new oversight entity—to monitor counties to the fullest 
extent, including that it conduct comprehensive on-site reviews, draft performance contracts with counties that assure 
effective oversight, and adopt best practices when possible. We also recommended that performance contracts with 
counties specify program goals and data to measure performance. Further, Health Care Services should collaborate with 
the Accountability Commission to develop needed guidance or regulations on evaluating and reporting on county program 
performance. Also, we recommended that certain counties review and amend their current contracts as needed to include 
plan goals. 

Date: August 15, 2013 Report: 2012-122 
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`

Key Contact Sign Up & Update Form 
Revised 2013 
 

Name:  _________________________________________________________________________ 
 
Home Address: __________________________________________________________________ 
 
City/State/Zip: __________________________________________________________________ 
 
Home Phone: _______________________        Home FAX: ______________________________ 
 
NOTE: Home address information is needed because it’s where you are registered to vote. We 
match you with your legislative representative this way. It is held in strictest confidence. 
 
Office Address: _________________________________________________________________  
 
City/State/Zip: __________________________________________________________________ 
 
Office Phone: _________________________ Office FAX: ____________________________ 
 
E-Mail Address: _________________________________________ Is it confidential?_________  
  
Is your FAX a confidential line______  or in a multidisciplinary office _______ (check one) 
 
Do you personally know a California legislator or her/his spouse? Yes____ No____  
 
If so, whom? _____________________________________________________ 
 
As a Key Contact, I would be willing to: 
 
______ Write letters to my state legislators         ______ Meet with legislators 
______ Work on a campaign    ______ Participate in public events 
______ Author a newspaper opinion piece or letter to the editor 
______ Be a legislative bill reader, if so, which topic(s) would you cover?__________________ 
______ Other, please specify:  _________________________________________ 
 
Please feel free to write down any suggestions you may have to help strengthen our Key Contact 
System: 
_____________________________________________________________________________ 
 
___________________________________________________________________________ 
If you know who your legislator is, please make note of it here:  
 
Assembly Member:___________________________ Senator:____________________________ 
We can find your representative for you.  Please call the California Psychiatric Association’s 
toll-free number (800) 772-4271.   Please FAX completed form to 916-442-6515. 
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Snapshot
Jails:  Currently statewide county jails give mental health 
treatment to about 187,000 people annually (most recent 
data from 2010-2011). By contrast about 133,000 5150 
holds were initiated statewide during the same period, 
and the public mental health system treats about 400,000 
individuals annually. AB 109 releases from California 
state prisons have anecdotally increased numbers of the 
mentally ill incarcerated in county jails considerably. 

Prisons: California state prisons estimates of inmates with 
severe mental illness (SMI) are at 25% or about 33,000 
prisoners out of about 127,000 total.

California State Hospitals: of the 6,500 plus patients, 
about 92% are forensic or penal code related. 

AB 109: releases from California state prisons number 
about 56,000 currently about which 30% are estimated 
to need mental health services. This is quite overwhelm-
ing to counties since they are minimally compensated for 
the care given to released prisoners. Acuity was higher 
than expected as well resulting in a lot of hospitalizations. 
Security concerns as well as recidivism are reported re-
sulting in a significant number of persons with mental 
illnesses being held in jails.

Parole mental health clinics are being dismantled in stages 
in anticipation that many parolees will qualify for the ex-
panded Medi-Cal benefits starting Jan 1, 2013. I don’t 
know the numbers of utilizers, but it has to number in the 
several thousands at least. 

WHAT IS BEING DONE: 

Expanded Medi-Cal will give insurance to many hitherto 
uninsured and uninsurable mentally ill parolees. 

SB 82 provides an additional 3,500 Full Service Partner-
ship type treatment slots for parolees. This in addition 
to about 300 current slots which separately were also in-
creased to 1,000 beds this year in the state corrections 
budget.  The triage personnel allocation in SB 82 can help 
connect those with Severe Mental Illness (SMI) to ser-
vices.

There is a move to put pressure on sheriffs to consider 
reducing the building of more jail beds with their AB 109 
funds, and instead to add programs for mental health and 
substance use etc. 

Federal Courts have stepped up oversight over SMI pris-
oners to include state hospital beds utilized by the Cali-
fornia Department of Corrections and Rehabilitation 
(CDCR). 

There is some new money for parolee re-entry courts 
which is only a couple of million dollars that would be 
useful incidentally for those with Severe Mental Illness. 

Governor Brown will need to ask the legislature shortly 
for something in the vicinity of $600 million -$800 mil-
lion for the additional 10,000 prisoner releases that have 
been ordered by the Federal Court three judge panel in 
the Coleman and Plata cases. Instead of that going to in-
crease jail capacity, there has been some talk of using some 
of these funds to increase rehabilitation, mental health, 
substance use and educational services available to them. 

WHAT IS NOT BEING DONE: 

Currently, there is no widespread use of Assisted Outpa-
tient Treatment which could be a preventative, and an 
early intervention for Mentally Ill offenders thus inter-
rupting the continuing arrest and jail cycle. 

There was no enhanced funding in this year’s budget for 
mental health or substance use courts – more funding for 
these courts would be helpful. 

There is still a severe lack of inpatient psychiatric hospital 
beds, only partially offset by the crisis intervention, stabi-
lization, and crisis residential expansion in SB 82 – these 
are all voluntary services and not of sufficient intensity to 
substitute for inpatient care. 

The state (all states) struggles with the IMD (Institutions 
for Mental Diseases) exclusion, the abolition of which 
could bring $50-$100 million extra into CA to use for 
mental health treatment from the Federal government.


