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The 431st Session of the Maryland General Assembly concluded at midnight on Monday, April 8th with its usual confetti 
release known as Sine Die1. It was a particularly notable Session for Governor O’Malley who saw repeated successes in 
enacting controversial proposals including passage of major gun control legislation, the repeal of the death penalty and an 
increase in the gasoline tax and the storm-water management fee (a.k.a. the “rain tax”). 
 

GENERAL ISSUES 
 
During the 2013 regular session of the General Assembly, legislators introduced a total of 2,610 bills, of which 1,075 
originated in the Senate and 1,535 came from the House of Delegates. Eight joint resolutions were also considered. By 
midnight on sine die, April 8, the General Assembly had passed 766 bills. Of the passed legislation, 353 were Senate bills 
and 413 were House bills. No joint resolutions were successful.  At the first bill signing on April 9, known as the sine die 
bill signing, the Governor signed a total of 153 bills. At a bill signing, each bill is given a chapter number, indicated by 
Ch. and a number that is given in the order of signing, denoting that the bill is a part of the Session Laws of that particular 
year. Laws become effective on the date specified in the last sections of each bill.  Additional bill signings are scheduled 
for May 2, and May 16. 
 

BUDGET ISSUES 
 
 
The General Assembly passed the $36.9 billion Budget Bill (HB 100). As enacted, the Budget Bill increases State 
spending by 2.3%, excluding federal funds and appropriations to the Rainy Day Fund, leaving an estimated fiscal year 
2014 general fund balance of $295.9 million. The structural deficit is reduced by $211 million, exceeding the Spending 
Affordability Committee recommended reduction of $200 million, and the Governor’s appropriation is reduced by $561.8 
million. The Budget Bill becomes effective on passage by the General Assembly. The Governor does not sign nor may he 
veto the Budget Bill 
 
The proposal included funding for the expansion of Medicaid to 138% of the federal poverty level, a 2.54% rate increase 
for community mental health providers, and an increase in specialty physician (psychiatrists) evaluation and management 
rates to the 2013 Medicare rate, effective July 1, 2013. In analyzing the budget proposal, the Department of Legislative 
Services (DLS) predicted and made recommendations addressing an expected $11.3 million surplus in the Mental 
Hygiene Administration FY13 budget.  The legislature rejected a recommendation to cut the remaining $5 million in 
expected surplus funds. Additionally, the legislature adopted budget language requiring reports on residential treatment 
center outcome measures, community-based programming options for older adults with serious mental illness, crisis 
response services, behavioral health integration, and mental health services for transition age youth. 
 
Some highlights include: 
 

• Public elementary and secondary education receives $6.1 billion in distributions to local school systems, an 
increase of $112.2 million, or 2.2%;  

                                                
1 Adjournment sine die (from the Latin "without day") means "without assigning a day for a further meeting or hearing". To adjourn 
an assembly sine die is to adjourn it for an indefinite period. A legislative body adjourns sine die when it adjourns without appointing 
a day on which to appear or assemble again. 

http://en.wikipedia.org/wiki/Latin
http://en.wikipedia.org/wiki/Adjourn
http://en.wikipedia.org/wiki/Deliberative_assembly
http://en.wikipedia.org/wiki/Legislative
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• Public higher education receives $1.3 billion, an increase of $89.5 million, or 7.4%, permitting State colleges and 
universities to limit tuition increases to 3%. Community colleges receive $287.2 million plus $3 million in a 
deficiency appropriation;  

•  Medicaid receives $7.1 billion in all funds, an increase of $243.1 million, or 3.5%;  
• Community mental health services receive $119.4 million for fiscal 2014, plus an additional $743 million for 

community services for Medicaid recipients;  
• Developmental disability community services receive $901 million for fiscal 2014;  
• The Health Benefit Exchange system is allocated $108.5 million in State and federal funds, including $23.6 

million in a deficiency appropriation for fiscal 2013;  
• The Maryland Stem Cell Research Fund is allocated $10.4 million;  
• The Chesapeake Bay 2010 Trust Fund is allocated $31.5 million, plus $2.8 million in a deficiency appropriation 

for fiscal 2013; and  
• State employees receive a 3% cost-of-living-adjustment effective January 1, 2014, and those who are eligible 

receive a merit increase effective April 1, 2014.  
 

HEALTH CARE REFORM AND MENTAL HEALTH PARITY 
 
Medicare Waiver 
In the last week of the Session there was considerable concern for the Medicare Waiver filing by the state with the federal 
CMS Agency. In the final days, Senate bills were filed (SB 1073, SB 1074, and SB 1075) which called for legislative 
oversight of any proposal to change and alter the existing Waiver. Maryland is the only state in the nation which enjoys a 
Medicare Waiver with the result that the federal government pays the hospital rates determined by the Maryland Health 
Service Cost Review Commission. This has the effect of pumping hundreds of millions of additional federal dollars into 
Maryland hospitals every year. However, there is considerable anxiety that the Waiver will not be continued because 
Maryland’s control of hospital rates has not been as successful in the last few years as at prior times. Secretary Joshua 
Sharfstein made it clear to the Senate Finance Committee in the last week of the Session that he will continue to work 
with all stakeholders in making adjustments and in attempting to secure approval of the new application from CMS. 
Maryland hospitals have objected to the new application but it contains several new measures which are favorable to 
physicians (e.g., no bundled payments of professional fees for at least the next five years and the possibility of gain 
sharing by physicians from facility fees). 
 
Patient Protection and Affordable Care Act (ACA) 
HB 228: The Maryland Health Progress Act of 2013 (passed) modifies State law to further implement federal health 
care reform under the ACA. The bill expands Medicaid eligibility, establishes a dedicated funding stream for the 
Maryland Health Benefit Exchange (MHBE) from the insurance premium tax on health insurers, provides for the 
transition of Maryland Health Insurance Plan enrollees into MHBE, establishes a State Reinsurance Program, establishes 
continuity-of-care requirements, and makes clarifying and administrative changes. The bill takes effect June 1, 2013, with 
some exceptions. The Medicaid provisions and the exemption for carriers that only offer student health plans from the 
requirement to offer health benefit plans in the exchange take effect January 1, 2014. The continuity-of-care requirements 
take effect January 1, 2015.  
 
HB 361: Health Insurance - Conformity with and Implementation of Federal Patient Protection and Affordable 
Care Act (passed) alters State insurance law to implement and conform to the ACA and corresponding federal 
regulations adopted by the federal Centers for Medicare and Medicaid Services. The State’s insurance law is changed by 
the expansion of the insurance commissioner’s authority to enforce specific requirements of the ACA, such as annual 
limits on cost sharing and minimum benefit requirements for catastrophic plans. Additionally, the bill clarifies which 
current laws will apply only to health benefits plans that are either grandfathered plans or plans issued before January 1, 
2014. The legislation also adds open and special enrollment periods for the individual and small employer markets.  
 
The House concurred in Senate amendments that repeal requirements on carriers that offer coverage under an out-of-state 
association contract that will be obsolete beginning in January 2014, alter the open enrollment period for the small group 
market from 60 days to 30 days in accordance with new federal regulations, and repeal provisions of law that authorize 
carriers to terminate coverage in an association plan if membership in the association ends. 
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Mental Health Parity and Addiction Equity Act (MHPAEA)  
HB 1216/SB 581: Health Insurance - Federal Mental Health Parity and Addiction Equity Act - Notice and 
Authorization Forms (passed) requires insurers to provide notice on their websites and annually in print to members (1) 
of the benefits required under State and federal parity laws and (2) that the member may contact the Maryland Insurance 
Administration (MIA) for further information. The bill will also assist consumers in enforcing their rights by making 
important ‘release of information’ documents more accessible and by requiring the MIA to post on its website information 
about the complaint process, including where an individual may turn for assistance in filing a complaint.  
 
HB 1252/SB 582: Health Insurance - Federal Mental Health Parity and Addiction Equity Act - Utilization Review 
Criteria and Standards (passed) requires that the criteria and standards used in conducting utilization review for mental 
health and substance use benefits are in compliance with MHPAEA. With this standard in statute, MIA will now have 
authority to examine the utilization review criteria of private review agents to ensure they comply with federal parity.  
 
HB 1001/SB 585 Health Insurance - Federal and State Mental Health and Addiction Parity Laws - Report on 
Compliance (failed). The bill would have required insurers to file annual reports demonstrating parity compliance. Heavy 
opposition from insurers and a fiscal note from MIA prevented passage. 
 

NPAM LEGISLATIVE PRIORITIES 
 
HB 630/SB 747: Rules of Interpretations – Interpretation of ‘Physician’ – Inclusion of Advanced Practice Nurse 
and Physician Assistant 
Position: Support 
Outcome: Failed 
As with any legislative session, there were certain NPAM supported initiatives which were not successful. This bill 
was in collaboration with the Maryland Academy of Advance Practice Clinicians (formerly the MD Coalition of Nurse 
Practitioners) who asked to lead this bill for the 2013 Legislative Session. MAAPC also retains some Physician Assistant 
members in addition to NPs. The official Maryland Academy of Physician Assistants (MAPA) supported this bill, 
however, were leading a proactive piece of legislation on behalf of all PAs that was similar to a delineated bill that NPAM 
put forth in 2008 regarding secondary signatures and thus was not as actively involved in HB 630/SB 747.  
 
HB 630/SB 747 was given an unfavorable report by the House HGO Committee. This bill sought to have the word 
“physician” interpreted to mean advance practice nurses and physician assistants in any reference in the Annotated Code 
of Maryland. This “across the board” approach was strongly opposed by MedChi. 
 
Midwives 
HB 1151/SB 760: State Board of Nursing – Certified Nurse Midwives – Standards and Practice Guidelines 
(Support) 
HB 1293/SB 647: Higher Education & Health Occupations – Nurse Midwifery Program – Study (Oppose) 
HB 1202: Health Occupations – Certified Professional Midwives – Pilot Program (Oppose) 
Outcome: All Failed 
There is a strong and growing “grassroots” demand for home births by a vocal group of Maryland women and their 
families known as Families for Safe Birth; further exacerbated by Maryland’s large Amish population which also relies on 
home birth. Last year, failed legislation to license “lay midwives” resulted in a DHMH workgroup that met over the 
interim. The workgroup did not reach consensus on a single issue and its report was essentially an outline of options. 
Without a strong report delineating recommendations for policy initiatives, several bills related to certified nurse 
midwives (CNM) and “lay midwives” (CPM) were introduced this year without support from DHMH.  

• HB 1151/SB 760: State Board of Nursing – Certified Nurse Midwives – Standards and Practice Guidelines 
eliminated the requirement for CNMs to file collaborative plans that include an attestation identifying a physician 
with whom they collaborate. This bill was supported by NPAM and the American College of Nurse Midwives but 
opposed by the MD Hospital Association, American College of Obstetricians and Gynecologists (ACOG), 
MedChi, and DHMH.  

• HB 647/SB 1293: Higher Education and Health Occupations – Nurse Midwifery Program – Study required 
a study of barriers to nurse midwifery training programs and options to expand training in the State. This bill was 
ultimately withdrawn before the hearing, though NPAM was in opposition of requiring an additional study.  
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• HB 1202: Health Occupations – Certified Professional Midwives – Pilot Program proposed a two year pilot 
program that would have enabled lay midwives to practice under a loose regulatory structure prior to determining 
if they should be permanently authorized to practice. NPAM opposed this legislation due to patient safety issues 
and the lack of oversight once the “pilot” has ended. 

• However, the House and Government Operations Committee has requested DHMH to convene two separate 
interim workgroups to look at (1) certified midwifery practice and (2) home birth options and the regulation of lay 
midwives. These issues will return in 2014. 

 
HB 1015/SB 746: Health Insurance – Step Therapy – Fail-First Protocol  
Position: Support 
Outcome: Failed 
This legislation was a joint venture led by MedChi and supported by many associations including NPAM, NAMI, 
Podiatrists, Orthopaedic Surgeons, Family Physicians, the Arthritis foundation, the Cancer Action Network, and the AIDS 
Institute. Unfortunately, it failed to receive a vote or reach a compromise between the providers and the insurance carrier. 
However, there may be light at the end of the tunnel. In the last few days, MedChi was successful in persuading the 
committee Chairs to direct a letter to the Maryland Health Care Commission asking them to convene a meeting of 
stakeholders to consider the Step Therapy issue and to recommend a solution to the General Assembly by December 15, 
2013. Hence, while the bill did not receive a vote, the issue is moving forward.  This is important legislation which will be 
back in 2014 as it is important to establish that a provider’s clinical judgment needs to override insurance protocols when 
necessary for a patient’s clinical improvement. 
 

OTHER LEGISLATION OF INTEREST 
 
HB 57/SB 355: Office of Health Care Quality – Abuser Registry Workgroup 
Position: Opposed (original bill), Neutral (amended bill) 
Outcome: Passed with amendments 
This bill was reintroduced exactly as the 2012 legislation which would have created a “provider abuser registry” 
accessible to the public to view any provider who has been terminated for abuse or neglect in a facility or group home. 
The bill presented numerous due process and privacy concerns and was amended to reconvene a workgroup from 2012. 
 
OHCQ voluntarily convened an Abuser Registry Workgroup (2012) comprising representatives of OHCQ, the Office of 
the Attorney General, law enforcement agencies, health care providers, and the advocate community. The workgroup 
outlined its findings and conclusions in a letter dated January 14, 2013. The workgroup suggested several alternatives to 
establishing a registry, including (1) providing broader access to criminal background checks for licensing boards; (2) 
offering better education regarding the pursuit of criminal charges; (3) strengthening current background check processes 
for direct care workers; and (4) expanding the reference check process by requiring prospective employees to list their last 
five places of employment. 
 
This bill, as amended and passed, requires OHCQ to reconvene the Abuser Registry Workgroup originally convened in 
2012. The workgroup must (1) review the previous work of the workgroup and the alternative approach described 
previously; (2) monitor the implementation of previously specified recommendations; and (3) recommend changes in 
statutory law, regulations, or procedures to deter abuse and neglect in health care settings. OHCQ must, by January 1, 
2014, report to the Governor and specified committees of the General Assembly on the workgroup’s findings and 
recommendations.  
The bill takes effect June 1, 2013, and terminates June 30, 2014. 
 
HB 581: Hospitals – Establishment of Palliative Care Pilot Programs 
Position: Support 
Outcome: Passed with amendments 
Current law states that regulations require an attending physician to ensure that patients receiving palliative care have 
appropriate comfort and supportive care measures. The bill stems from recommendations made by a workgroup formed 
by the House Health and Government Operations Committee in the 2012 legislative interim. This bill requires the 
establishment of at least five palliative care pilot programs – as selected by the Maryland Health Care Commission 
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(MHCC) in a manner that ensures geographic balance in the State – in hospitals with at least 50 beds. The language is 
provider neutral. 
 
The pilot programs must include specified policies and procedures and are required to (1) collaborate with palliative care 
or community providers to deliver care; (2) gather data on costs and savings to hospitals and providers, access to care, and 
patient choice; and (3) report to MHCC on best practices. MHCC must, in consultation with the established pilot 
programs and selected stakeholders, identify core data measures for data collected and develop standards for the 
aforementioned reporting requirements.  
 
By December 1, 2015, MHCC must – in consultation with the Office of Health Care Quality and the Maryland Hospital 
Association – report to the General Assembly on the findings of the established pilot programs. The bill terminates 
November 30, 2016. 
 
HB 624/SB 501: State Board of Nursing – Licensure by Endorsement – Clinical Experience  
Position: Support 
Outcome: Passed with amendments 
This bill authorizes the State Board of Nursing to waive clinical experience requirements for applicants for licensure by 
endorsement if the applicant has graduated from an accredited program, submitted evidence of active nursing practice, 
and met other licensing requirements. The bill also clarifies that applicants for licensure by endorsement must have an 
active unencumbered  RN or licensed practical nurse (LPN) license, submit an application form to the board, and submit 
to a criminal history records check (CHRC). The bill takes effect October 1, 2013. The provisions that authorize the board 
to waive clinical experience requirements for applicants for licensure by endorsement terminate September 30, 2018. 
 
If an applicant is licensed in another state or country and meets requirements similar to those in Maryland, the applicant is 
eligible for licensure without taking NCLEX or other examinations outlined in board regulations. Applicants for licensure 
by endorsement must provide evidence of 1,000 hours of active nursing practice within the last five years or complete a 
board-approved refresher course.  An applicant for an RN license has to meet all requirements for a diploma or degree 
from a board-approved RN program or an RN program in another state or country that the board finds substantially 
equivalent to an approved program in Maryland. The applicant must also pass an exam approved by the board.  
 
An applicant for an LPN license must have a high school diploma and complete a board-approved LPN education 
program or its equivalent, or a program in another state or country that the boards finds substantially equivalent to an 
approved program in Maryland. The applicant must also pass an exam approved by the board. 
 
The State Board of Nursing oversees approximately two-thirds of all regulated health occupations professionals in the 
State. In fiscal 2012, the board regulated a total of 291,091 RNs, LPNs, advanced practice nurses, CNAs, certified 
medication technicians, and electrologists. In fiscal 2011, the board issued 2,696 licenses by endorsement. 
 
HB 931/SB 496: Maryland Medical Assistance Program – Telemedicine 
Position: Support 
Outcome: Passed with amendments 
This legislation applied to the Medicaid program the current Maryland rule applicable to commercial insurers which 
requires the reimbursement for telemedicine services. As amended, the MD Medicaid Program will be required to 
reimburse telemedicine. Maryland Medicaid opposed the bill in its original form although it indicated that it thought 
telemedicine was appropriate for use in rural settings. As amended by the House of Delegates on the last day, 
telemedicine will be also required in any setting if it is deemed to be medically necessary, for the treatment of 
cardiovascular disease or stroke in an emergency department and where an appropriate specialist is not otherwise 
available. 
 
HB 1029/SB 783: State Board of Physicians - Naturopathic Doctors 
Position: Neutral 
Outcome: Failed 
This legislation has been introduced a third time before the MD General Assembly and was defeated. The 2012 legislation 
convened an ad hoc work group in the fall with Chairman Peter Hammen, MedChi, NPAM, the Chiropractic Association, 
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the Pharmacists to discuss areas of opposition. NPAM was neutral on the licensing initiative but opposing and reference to 
“primary care providers” as was written in the 2012 legislation and also opposed to naturopaths having prescriptive 
authority. During the course of the workgroup, that language was removed in the 2013 draft and NPAM withdrew any 
opposition. MedChi continues to oppose the regulation of naturopaths, stating that it violates the “practicing medicine 
without a license” standard and should not be considered “physicians” under the ordinary use of the term and title. The 
bill ultimately failed again this year. 
 
HB 1101: Medical Marijuana – Academic Medical Centers – Natalie M. LaPrade Medical Marijuana Commission 
Position: Support 
Outcome: Passed with amendments  
The bill establishes, as an independent commission within DHMH, the Natalie M. LaPrade Medical Marijuana 
Commission for the “trial” use of marijuana for medical purposes. The commission is to develop requests for applications 
for academic medical centers to operate programs in the State; approve or deny initial and renewal program applications; 
and monitor and oversee programs approved for operation. The commission includes a position for a nurse with 
experience in hospice to be nominated by a state research institution or trade association. 
 
The commission must annually issue a request for applications for academic medical centers to operate medical marijuana 
compassionate use programs. An academic medical center is a hospital that operates a medical residency program for 
physicians and conducts research that is overseen by the U.S. Department of Health and Human Services and involves 
human subjects.  
 
The law also establishes the Natalie M. LaPrade Medical Marijuana Commission Fund as a special, non-lapsing fund, 
administered by the commission. The commission must, during fiscal 2014, develop specified policies, procedures, 
regulations, and guidelines for implementation of the law. By December 1, 2013, the commission must report to the 
Governor and the General Assembly on sources of funding for, and suggested fees to support, the implementation of the 
law beginning July 1, 2014. 
 
HB1356/SB 512: Health Care Practitioners-Identification Badge 
Position: Oppose 
Outcome: Passed with amendments 
This bill has recently been passed in Virginia, North Carolina and California. Here in Maryland, it stemmed from a 
personal experience by a legislator who felt that Maryland should be more proactive in identifying providers in non-
hospital settings. The bill requires that licensed practitioners wear badges displaying their name and license in medical 
offices (but not in solo practices), ambulatory care and urgent care facilities. The Boards governing the practitioners can 
carve out situations where provider safety or the need for a sterile environment weighs against requiring display of a name 
badge. NPAM opposed this bill on principal along with several other provider groups, however, he Board of Nursing 
supported this bill in the committee hearings along with several other licensing boards, the MD Nurses Association, 
MedChi, the Dentists Association and the Chiropractic Association. 
 
Malpractice Reform  

• HB 1316/SB 771: Post Judgment Interest – Medical Injury (failed) would have limited the amount of post-
judgment interest paid in a medical malpractice case (currently 10% per year). 

• HB 1265/SB 835: Patient Safety Early Intervention Programs (failed) would have markedly improved the 
“Apology Law” by allowing hospitals to have early intervention programs after a medical injury. 

• HB 1310/SB 834: Health Care Malpractice Claims – Definition of “Health Care Provider” (failed). This bill 
was supported by NPAM and was passed by the House of Delegates only to die in the Senate JPR Committee 
without a vote. The legislation was amended so that nurses would be covered under the present medical 
malpractice law including the cap on non-economic damages. When the “cap” was first established in 1986, there 
were a number of current health care practitioners such as advanced practice nurses who were not licensed by the 
state. Hence, the situation can now arise where a physician is covered by the “cap” but a nurse practitioner is not 
covered. NPAM worked to see this passed in the Senate during the final days, but ultimately the bill ran out of 
time. This is important legislation we would like to see again in 2014 and will continue to work with the sponsors 
of the bill to reintroduce next year. 
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SB 781: Pharmacists – Biosimilar Biological Products – Substitutions  
Position: Support 
Outcome: Failed 
This bill would have set new rules for the coming surge of “generic” biologic medicines and included provider neutral 
language for prescribers. These medicines are referred to as “biosimilars” because they are made from a live virus and are 
not “identical” in chemical composition as are current medicines. At issue in the defeated Maryland bill and in other state 
legislation is whether to include requirements for physicians and pharmacists on biological substitution.  

The Patient Protection and Affordable Care of 2010, the landmark healthcare reform package signed into law (Public Law 
111-148) by President Barack Obama on March 23, 2010, authorized a regulatory pathway for biosimilars (1). In 
February 2012, FDA issued three draft guidances relating to biosimilars (2-4), but these guidances have not been 
finalized. The approval pathway, as established by the federal law, distinguishes between biologic products that are 
“biosimilar” to an innovator biologic, meaning they are “highly similar” to an innovator product, and biologic products 
that meet a heightened standard to be deemed “interchangeable” (5). Although FDA’s role in the approval of biologic and 
biosimilar medicines includes the designation of an interchangeable status, the policy on whether one biologic product 
may be substituted by dispensers when a different biologic product was prescribed is governed by state law (5), and it is 
that issue that has engendered the recent debate. 

The legislation passed the Senate but was unsuccessful in the House HGO Committee due to the opposition of the DHM, 
the State Board of Pharmacy and various “generic” makers of such biosimilars. Their principal argument was that the 
legislation was premature as the FDA has not yet determined the rules to govern the interchangeability of a biosimilar for 
a prescribed biologic medicine. 
 
In late March, North Dakota signed into law requirements related to the interchangeability of biological medicines. 
Virginia and Utah also have passed such legislation although the measures contain sunset provisions for when the 
measures would expire. Nine other states are considering legislation: California, Colorado, Illinois, Indiana, Florida, 
Massachusetts, Oregon, Pennsylvania, and Texas, according to Generic Drug Pharmaceutical Association (GPhA). GPhA 
notes that Arizona, Mississippi, and Washington State have declined to pass legislation until FDA has issued final 
guidance and that the Arkansas state legislation has referred such legislation to a study committee for further 
consideration. 
 

WRAP UP 
 
NPAM’s input is very valuable to the legislators and they want to hear from you, the experts, when considering health 
care legislation.  As your lobbyists, we will be your eyes, ears, and advocates on the ground in Annapolis, but nothing 
compares to your experience as health care providers.  So we encourage all of you to come to Annapolis and contact your 
legislators and tell them how you feel about issues that are important to nurse practitioners and health care in Maryland.       
      
Please contact me or Bill, if we can assist you in any legal or lobbying matters.  I have been honored to represent your 
organization and look forward to the future of representing this association in many different capacities and possible new 
legislation in coming years.  We are looking forward to an exciting new year in Maryland!  
 
Julia Pitcher Worcester 
Legislative Consultant 
Law Office of J. William Pitcher 
27 Maryland Avenue          
Annapolis, MD 21401 
410.268.0842 Office 
julia@marylandlobbying.com  
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