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Colorado Medical Society  

Report of: Council on Legislation 

Subject: Progress Report and Recommendations 

Referred to: Reference Committee on Board of Directors/Constitution & 
Bylaws/Credentials 

 

Legislative Session Recap and Updates  1 
2008 was a banner year for Colorado physicians at the legislature. CMSÕ agenda 2 
succeeded on every level: we passed (with broad bipartisan support) the bills we 3 
had developed, we defeated the bill that threatened physiciansÕ livelihood, and we 4 
engaged constructively with allies and opponents on all issues affecting medicine, to 5 
minimize adverse impacts and maximize benefits to physicians and patients. 6 
 7 
More than 100 health care-related bills were introduced in 2008; following is an 8 
overview of the legislation and executive action on which CMS was most engaged, 9 
as well as updates on recent developments related to the implementation of key 10 
initiatives from the session. 11 
 12 

1. Comprehensive Health Reform 13 
a. Gov. RitterÕs Building Blocks for Health Care Reform Ð Highlights 14 

i. Medicaid payment increase Ð Included in budget Òlong billÓ 15 
 16 
Gov. RitterÕs budget request to the legislature included $29 17 
million in funding to enable a sizable increase in Medicaid fees Ð 18 
from approx 68% of Medicare to 90% of Medicare for evaluation 19 
and management codes. (Dentists received a separate 20 
increase.) The executive branch had to make a strong case to 21 
skeptical legislators that this funding should take precedence 22 
over other priorities, and prevailed in the Joint Budget 23 
Committee and both chambers.  24 

  25 
Addendum: HCPF has asked for assistance from the  26 
CMS/Specialty Medicaid Reform Task Force in moving forward 27 

 with efforts to revise the Medicaid payment system, recruit 28 
 physicians into Medicaid, in addition to other reforms (see the 29 
 Board of directors report on ÒCMS/Specialty Medicaid Reform 30 
 Task ForceÓ). 31 

 32 
ii. SB 160/161, CHP+ Expansion, Medicaid/CHP+ Administrative 33 

Streamlining Ð Passed, signed by Governor 34 
 35 
As part of the Building Blocks package, Gov. Ritter worked with  36 
legislators to increase eligibility for CHP+, enabling an estimated  37 
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55,000 more children to enroll in the program. In addition, with  1 
changes to eligibility determination rules, the governor and  2 
legislators made it easier for families to enroll (and maintain 3 

 their enrollment in) CHP+ and Medicaid.  4 
 5 

iii. Center for Improving Value in Health Care Ð Established by 6 
Executive Order 7 

 8 
The Center, overseen by HCPF Director Joan Henneberry, will 9 

 be the locus for all efforts to reduce costs and improve quality. 10 
 CMS will work to ensure that medicine is an active participant in 11 
 the CenterÕs work and that it builds upon existing efforts such as 12 
 CCGC and others.  13 

  14 
Addendum: CMS President Dave Downs, MD participates 15 
actively on the CIVHC steering committee. With his guidance, 16 
CIVHC has adopted the ÒTriple AimÓ and ÒIt Takes a VillageÓ 17 
approaches to its work (see Board of Directors report on 18 
ÒResolutions and ReportsÓ, Res-4-P- Quality of Care). 19 
 20 

iv. SB 135, Electronic Health Plan ID cards Ð Passed, signed by 21 
Governor 22 

 23 
The bill establishes a process and timeline for all health plans in 24 
Colorado to develop consistent health plan ID cards that provide 25 
real-time information on benefits, co-pays, progress toward 26 
deductibles, etc., accessible via the Web or other electronic 27 
means (the legislation does not specify the type of electronic 28 
access to the information, recognizing that the state of the art 29 
could change). The Division of Insurance appointed a panel of 30 
experts to oversee development of the cards and appointed 31 
CMS immediate past president Lynn Parry, MD (nominated by 32 
CMS) to that group. 33 
 34 

b. Other Health Reform Milestone Bills 35 
i. SB 217, ÒCentennial Care ChoicesÓ Ð Passed, signed by 36 

Governor  37 
This legislation begins the process of implementing the 208  38 
CommissionÕs recommendations for changes to private 39 

 insurance, establishing a process for creating minimum benefit 40 
 packages in program to enable middle-income working families 41 
 to afford coverage.   42 

 43 
In July, Governor Ritter appointed a panel of experts to oversee  44 
implementation of the bill. Mark Wallace, MD, director of the 45 

 Weld County Dept. of Public Health and Environment and 46 
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 former vice chair of the 208 Commission, was appointed to the 1 
 panel on CMSÕ recommendation. 2 

 3 
2. Liability 4 

a. SB 164, Raising Limits on Medical Liability Ð Defeated 5 
CMSÕ multi-pronged strategy Ð encompassing statewide grassroots 6 
activity at an unprecedented level; alliances with health care and 7 
business organizations; direct lobbying; and effective media outreach, 8 
including nine editorial opposing the bill Ð paid off with the defeat of the 9 
most important bill facing the medical profession this session. CMS 10 
members deserve special kudos for turning out in droves at the Capitol 11 
for hearings on the bill, and for deluging legislators with calls and e-12 
mails about the bill. More than one legislator commented that they had 13 
never heard from so many constituents on one issue as they did on 14 
this bill. Over the interim, CMS (as directed by the Board of Directors) 15 
will continue dialogue with CTLA and efforts to structure a 16 
comprehensive study of the medical liability system. 17 

 18 
3. Managed Care 19 

a. SB 135, Health Plan Swipe Cards Ð Passed, signed by Governor 20 
Part of Gov. RitterÕs Building Blocks package, and a first step toward 21 
implementing the 208 CommissionÕs recommendations for 22 
administrative streamlining, this bill establishes a process and timeline 23 
for health plans to standardize and electronically enable membership 24 
cards. A work group of plans, physicians, consumers and regulators 25 
will make recommendations about the information to be included on 26 
the cards; the Commissioner of Insurance will oversee the process. 27 

 28 
b. SB 138, Physician Profiling Ð Passed, signed by Governor 29 

A national model governing physician designation by health plans, the 30 
bill is the fruit of constructive dialogue between CMS and health plans. 31 
It requires plans to disclose the process and data used to designate 32 
physicians and creates appeals mechanisms for physicians who 33 
believe they have been inappropriately profiled. While the bill is similar 34 
to the Cuomo directive in New York, it is specifically tailored to 35 
Colorado physicians.  36 

 37 
c. HB 1131, Health Plan Mergers Ð Passed, signed by Governor 38 

Like SB 138 and last yearÕs contracting bill, HB 1131 emerged from the 39 
United/PacifiCare merger and concerns expressed by physicians about 40 
the minimal oversight of that merger. The bill creates a mandatory 41 
independent investigation of health plans mergers/acquisitions that 42 
meet a threshold level of market penetration, etc. 43 

44 
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d. HB 1389, ÒFAIRÓ Ð Passed, signed by Governor  1 
As a result of this legislation, DOI will now have the authority to review 2 
and approve health planÕs expected premium changes before the 3 
changes take effect. While plans will not be held to a specified ratio of 4 
benefits expenses to administrative expenses, the review of their rate 5 
increases may be expedited if they achieve certain benchmark ratios.  6 

 7 
e. HB 1407, Penalizing Unreasonable Conduct by Insurers Ð Passed, 8 

signed by Governor 9 
This bill increases DOIÕs ability to fine health plans for unreasonably 10 
delaying and denying claims, and creates a new opportunity for 11 
patients to take insurers to court after exhausting administrative 12 
remedies.  13 

 14 
f. HB 1410, Colorectal Screening Mandate Ð Passed, signed by 15 

Governor 16 
What started out as a broad bill mandating coverage for an array of 17 
preventive and primary care services was narrowed to a requirement 18 
that health plans cover colorectal screening with relatively low patient 19 
cost-sharing. CMS worked to ensure that the bill refers to 20 
recommendations of the U.S. Preventive Services Task Force, rather 21 
than listing a series of tests that may or may not be appropriate. Over 22 
the interim, CMS will work with consumers, advocacy groups and 23 
health plans on a new approach to preventive coverage. 24 

 25 
g. HB 1411, ÒAnti-Kickback billÓ Ð Defeated  26 

This bill was designed to bar health plans or other entities from 27 
rewarding physicians for unreasonably delaying, denying, reducing or 28 
limiting care. As drafted, CMS was concerned that it would preclude 29 
physicians from engaging in appropriate disease management, quality 30 
improvement and pay-for-performance programs. We worked with 31 
Pfizer, the billÕs backer, and Kaiser (representing all the health plans) 32 
to develop revised language. Ultimately, all groups were not able to 33 
reach consensus and the bill was defeated. 34 

 35 
4. Scope of Practice 36 

a. HB 1061, Advanced Practice Nurses Ð Passed, signed by Governor 37 
CMS worked closely with legislators and the Colorado Nurses 38 
Association to ensure that the bill retains appropriate physician 39 
involvement in APN decision-making. A ÒCollaborative Scopes of Care 40 
Advisory CommitteeÓ established by Gov. Ritter as part of the Building 41 
Blocks will continue to explore issues related to APN practice; CMS 42 
members have been appointed to that committee. 43 

44 
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b. HB 1064, Regulating Naturopaths Ð Defeated 1 
What began as a bill to license naturopaths and expand their legal 2 
authority was reduced, as a result of CMSÕ input, into a bill calling for 3 
registration and narrowly-defined limits on naturopathsÕ authority. The 4 
medical community still expressed significant opposition, however, and 5 
the bill was defeated. CMS and CAFP will continue dialogue with 6 
naturopaths over the summer. 7 

 8 
Liability: Interim Strategy  9 
During the legislative interim, CMS is working with COPIC and specialty society 10 
lobbyists on three tracks. We are developing short-term and long-term strategies to 11 
achieve our goal of conducting a comprehensive liability study. 12 

• At the direction of the Board, CMS physician leadership will meet informally in 13 
late summer with leaders of CTLA to lay out rules of engagement for 14 
discussions over the coming months.  15 

• At the suggestion of the Council on Legislation, CMS is identifying a 16 
workgroup of physicians, including representatives from key specialty 17 
societies, to take the lead on this assessment and strategizing. WeÕll host a 18 
professionally facilitated session to help the workgroup explore policy options 19 
and strategic alternatives. 20 

• As delegates know well, we have called consistently for a comprehensive 21 
study of medical liability. Only by addressing the continuum from error 22 
prevention through appropriate physician accountability and fair 23 
compensation, can we achieve a system that truly serves the needs of 24 
physicians, payers and patients. 25 
While such a study will likely not be the sole tactical element of our strategy 26 
going forward, it will be an important part. The workgroup described above 27 
will determine how best to move forward with a study in the context of a broad 28 
strategy. Issues to consider include timeframe and reporting (e.g., itÕs 29 
important that we keep legislative leaders and the governor apprised of our 30 
progress).  31 

 32 
Scope o f Practice  33 
The Council on Legislation through its Scope of Practice Subcommittee is actively 34 
engaged on three fronts: nursing, chiropractic and naturopathy. 35 
 36 
Nursing: The following three independent but interrelated nursing initiatives are 37 
being addressed: 38 
a) Board of Nursing proposed rules changes relating to prescribing: 39 

CMS will testify at an October hearing on proposed changes to APN scope of 40 
practice and prescribing authority rules. The rules were originated by the 41 
Board of Nursing ostensibly to update and modernize current rules based on 42 
the Nurse Practice Act. This rulemaking is independent of the Building Blocks 43 
Scopes of Practice study, Nurse Practice Act sunset, and legislation enacted 44 
in 2008. The Scope Subcommittee and the COL have serious concerns that 45 
the proposed new rules overreach the current Nurse Practice Act statute. 46 
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 They give credence to the Subcommittee/COL sunset recommendation to  1 
create a collaborative practice advisory committee to the Boards of Nursing  2 
and Medical Examiners discussed below. 3 

 4 
b) GovernorÕs Building Block to Health Care Reform Scopes of Practice: 5 

See Report of Board of Directors, ÒReport on Resolutions and ReportsÓ, Res- 6 
6-P. 7 

 8 
c) Nurse Practice Act sunset review: 9 

CMS submitted the following recommendations approved by the Scope of 10 
Practice Subcommittee and COL, to the Department of Regulatory Affairs to 11 
meet an August 1, 2008 public comment deadline on nurse sunset. In 12 
submitting these comments, CMS stated its central goal of promoting 13 
integrated health care delivery systems that expand access to care and 14 
provide patient-centered, quality care, and its belief that the way to achieve 15 
this level of quality is through meaningful collaboration between the nursing 16 
and medical professions.  17 

 18 
Recommendations:  19 
 20 

1. Collaborative Practice Advisory Committee to the Boards of Nursing and 21 
Medical Examiners 22 

 Several areas of the Nurse Practice Act and Nursing Board Rules require or 23 
 refer to collaboration with physicians.  For example, the Nurse Practice Act 24 
 requires advanced practice nurses to: 25 
 26 
 [P]ractice in accordance with the standards of the appropriate 27 
 national professional organization and have a safe mechanism for 28 
 consultation or collaboration with a physician or, when appropriate,  29 
 referral to a physician.1  30 
 31 
 Advanced practice nurses with prescriptive authority must have a written 32 
 collaborative agreement with a physician that includes: 33 
 34 
 [T]he duties and responsibilities of each party, provisions regarding 35 
 consultation and referral, a mechanism designed by the advanced 36 
 practice nurse to assure appropriate prescriptive practice, and other 37 
 provisions as established by the board.2 38 

 39 
Similarly, the Medical Practice Act contains provisions concerning physician 40 

 collaboration with nurses.3  These provisions, however, are not harmonized 41 
 within the two professions.  Rather, the Boards of Nursing and Medical 42 

42 
1  CRS ¤12-38-111.5(6). 
2  CRS ¤12-38-111.6(4)(d)(i); 3 CCR 716-1. 
3  CRS ¤12-36-106.3. 
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 Examiners are distinct entities and have outlined collaborative requirements 1 
 differently.   2 

 3 
 The Medical Society proposes that the Nurse Practice Act (and the Medical 4 
 Practice Act) be amended to expressly provide for a collaborative practice 5 
 advisory committee to the Boards of Nursing and Medical Examiners.  The 6 
 committee should include representatives from both Boards and should be 7 
 tasked with facilitating common language, interpretations, and understanding 8 
 for collaborative requirements in both Acts and Board Rules.  Such a 9 
 committee would promote needed rulemaking and legislation in an efficient, 10 
 collaborative manner, and provide a mechanism to respond to 11 
 recommendations from the collaborative scope of practice committee and 12 
 other legislative, private, and public sector groups.  Such a committee would 13 
 be knowledgeable and focused on collaborative scope of practice issues, and 14 
 could assist the respective Boards in addressing scope issues early in the 15 
 process in a collaborative manner, rather than the dual track system currently 16 
 in place.  Such language could be inserted as a new section following CRS 17 
 ¤12-38-109, which currently authorizes advisory committees.   18 
 19 

2. Maintaining Collaborative Prescriptive Authority  20 
Prescribing authority is currently provided for in the Nurse Practice Act.  As 21 
part of collaborative practice with physicians, advanced practice nurses may 22 
prescribe for: 23 

 24 
- Persons requiring routine health maintenance or routine 25 

preventive care; 26 

- Care for an acute self-limiting condition;  27 

- Care for a chronic condition that has stabilized; or -  28 
Terminal comfort care.4 29 

CMS supports continued prescribing authority for advanced practice 30 
nurses who have a meaningful collaborative relationship with a 31 
physician and believes that the conditions for which APNs may 32 
prescribe should not be modified.   33 

 34 
3. Financial Responsibility 35 

 Currently, Colorado law requires physicians to Òestablish and continuously 36 
 maintain financial responsibility.Ó  In other words, physicians are required to 37 
 maintain professional liability insurance in certain minimum amounts for the 38 
 protection of patients.  Because some advanced practice nurses are engaged 39 
 in independent nursing practice, the Medical Society respectfully suggests 40 
 that patient"s should be afforded the same protections that mandatory liability 41 
 insurance provides when seeking care from advanced practice nurses who 42 
 provide nursing services independently.  Accordingly, advanced practice 43 
43 
4  CRS ¤12-38-111.6(3). 
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 nurses who engage in independent nursing practice should be required to 1 
 establish and continuously maintain financial responsibility as outlined in CRS 2 
 ¤13-64-301. 3 
 4 

4. Clarifying Language Concerning Advanced Directives 5 
 During the last legislative session, Colorado Medical Society worked with the 6 
 Nurses Association to amend the law to allow advanced practice nurses to 7 
 certify advanced directives and enter such directives into a patient"s medical 8 
 record.  Unfortunately, when the law was modified, APNs were also 9 
 inadvertently added to the sample declaration as follows: 10 
 1.  If at any time my attending physician OR 11 
 ADVANCED PRACTICE NURSE and one other qualified 12 
 physician OR ADVANCED PRACTICE NURSE certify in 13 
 writing that: 14 
   a.   I have an injury, disease, or illness which is not 15 
   curable or reversible and which, in their judgment, 16 
   is a terminal condition, and 17 
   b.   For a period of seven consecutive days or  18 
   more, I have been unconscious, comatose, or  19 
   otherwise incompetent so as to be unable to so as 20 
   to be unable to make or communicate responsible 21 
   decisions concerning my person, then . . .5 22 

 unable to make or communicate responsible 23 
decisions concerning my person, then . . .6 24 

 25 
These changes were not distributed in advance of the hearing on the bill and 26 
are in direct conflict with the intent of the bill.  Both the Medical Society and 27 
the Nurses Association agreed that only licensed physicians should certify 28 
terminal conditions.  The changes relating to advanced directives were 29 
intended to allow nurses to witness advanced directives and certify their 30 
validity Ð not to certify that a patient was terminally ill.  This understanding is 31 
evidenced by another express statutory requirement that two licensed 32 
physicians certify terminal conditions.7  Because of the direct conflict created 33 
by this language, combined with the potential confusion to the public, the 34 
sunset process seems an appropriate time to clarify this language by 35 
removing references to APN certification of a terminal illness in the sample 36 
declaration. 37 

 38 
Chiropractic Act sunset review 39 

The Chiropractic Act is scheduled for sunset review this year, and a number 40 
of changes are being proposed by the Colorado Chiropractic Association 41 
(CCA). CCA has asked CMS to review those changes before they are 42 

42 
5  CRS ¤15-18-104. 
6  CRS ¤15-18-104. 
7  CRS ¤15-18-107. 
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submitted to DORA, in hopes that we can negotiate concerns ahead of time. 1 
At press time, CMS was still awaiting the final proposal from CCA, but Scope 2 
of Practice Subcommittee members have expressed serious concerns about 3 
chiropractorsÕ proposal for limited prescribing authority and other potential 4 
changes. 5 

 6 
Naturopathy 7 

The Council on Legislation and the Scope Subcommittee spent many hours 8 
discussing their concerns about naturopathy this year. While united in their 9 
concern about the potential hazards of naturopathy and their opposition to 10 
licensure, members expressed some differing views of the merits of other 11 
types of regulation (e.g., registration). Because another legislative attempt to 12 
regulate naturopaths in 2009 is anticipated, the Council directed the Scope 13 
Subcommittee to work this summer and fall on a detailed new policy 14 
recommendation to the House of Delegates. 15 

 16 
Accordingly, the Subcommittee has begun work on a comprehensive review 17 
of naturopathic training and practice, and other statesÕ approaches to and 18 
experience with regulation. The goal is to develop an evidence-based 19 
platform for physiciansÕ concerns about naturopathy, and specific 20 
recommendations for appropriate regulation. Lynn Parry, MD, is developing 21 
the report, using a comprehensive research module on naturopathy provided 22 
by the American Medical Association. Dr. ParryÕs work will also be informed 23 
by the findings of Herb Jacobs, MD, who will attend sessions of the annual 24 
meeting of the American Association of Naturopathy in August, 2008. Their 25 
fact-finding mission will give COL firsthand information about the continuing 26 
education of practicing naturopaths.  27 

 28 
Building Blocks 2  29 
Following on Governor RitterÕs announcement of his Building Blocks for Health Care 30 
Reform in February (see ÒLegislative UpdateÓ at the beginning of this document for 31 
information), CMS engaged in discussions with the Department of Health Care 32 
Policy and Financing and the GovernorÕs Office of Policy and Initiatives about the 33 
next stage of health reform recommendations that might emerge from the executive 34 
branch. At the request of HCPF Director Joan Henneberry and Senior Policy Analyst 35 
for Health Care Cody Belzley, CMS presented recommendations for elements to 36 
include in Building Blocks 2. 37 
 38 
Recognizing that, in the absence of new money coming into the state budget, large-39 
scale reforms will be impossible to fund, CMS focused its recommendations on cost 40 
reduction and quality improvement measures. Such an approach also enables the 41 
governor to continue making a Òdown payment on health reform,Ó showing Colorado 42 
citizens that the state has done as much as possible within current budget 43 
parameters. That then strengthens arguments for any future efforts to increase taxes 44 
to finance health reform. 45 

46 
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CMSÕ recommendations included: 1 
• Implement additional administrative cost reduction strategies recommended 2 

by the 208 Commission, including: 3 
o Uniform claims attachments 4 
o Uniform, real-time eligibility determination, coverage verification and 5 

patient responsibility information 6 
o Uniform prior authorization and appeals processes 7 

• Build a new reimbursement system for Medicaid. Start by conducting a study 8 
to create a new model of payment for primary and specialty care, replacing 9 
encounter-based reimbursement with comprehensive payment for 10 
comprehensive care. Promoting this integrated system of care will support the 11 
medical home infrastructure that was advanced in the first set of building 12 
blocks.  13 

• As part of the Center for Improving Value in Health Care, establish a central 14 
clearinghouse for assessments of the cost and efficacy of treatments and 15 
technologies. This will help consumers make informed decisions and 16 
encourage rational use and expansion of services. 17 

• Issue an Executive Order establishing a multi-stakeholder Medical Liability 18 
and Patient Safety Task Force. The Task Force will be charged with 19 
analyzing and making recommendations about how to recast ColoradoÕs 20 
approach to medical liability in order to minimize the potential for injury, hold 21 
physicians appropriately accountable and ensure proper redress for injured 22 
patients.  23 

• Implement the 208 CommissionÕs recommendation to reduce or eliminate 24 
cost-sharing for preventive services by convening an interim work group of 25 
health plans, providers, consumers and regulators to craft an effective 26 
approach that will work for all stakeholders. The work group could also 27 
explore ways in which health plans could reduce premiums for enrollees who 28 
engage in healthy behaviors (as allowed by federal law). 29 

 30 
Recommendation: Ballot Initiatives  31 
At its July 11 meeting, CMSÕ board adopted formal positions on two ballot initiatives: 32 
 33 
1. Amendment 48, ÒPersonhoodÓ I nitiative Ð Oppose  34 

At its July 11 meeting, the CMS board voted unanimously to oppose this 35 
initiative on the grounds that it is bad medicine and does not belong in the 36 
constitution. Board members shared the concerns expressed by the Council 37 
on Legislation, the Colorado Association of Family Physicians and the 38 
Colorado Gynecological-Obstetrics Society that the measure could seriously 39 
hamper physiciansÕ ability to treat a variety of situations: miscarriages, molar 40 
pregnancies, ectopic pregnancies, complications after birth, cancer treatment 41 
for pregnant women, and others. While reiterating CMSÕ long-standing policy 42 
of not taking positions on abortion, the board made clear that its opposition to 43 
Amendment 48 is based upon medicine and science. 44 

 45 
2. Savings Account for Education (SAFE) Ð Support  46 
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While this initiative has not yet qualified for the ballot, the board believed it 1 
was important to express its support while the initiative is still in the signature-2 
gathering phase. The measure, crafted by outgoing Speaker of the House 3 
Andrew Romanoff, would loosen some of the budgetary constraints in the 4 
state constitution. Specifically, it would permanently remove the TABOR 5 
requirement the state refund revenues in excess of the 6 percent annual 6 
growth limit (essentially making the Ref C ÒtimeoutÓ permanent), and repeal 7 
the automatic spending requirements for K-12 education created by 8 
Amendment 23. These two actions would give legislators more flexibility to 9 
set spending priorities while still maintaining the requirement to balance the 10 
budget. In order to Òhold education harmless,Ó the measure would use some 11 
of the surplus revenues to create a reserve fund for education. The measure 12 
retains the TABOR requirement that citizens must vote on any tax increase. 13 
 14 
Currently, Colorado holds about 4 percent of state revenues in reserve; with 15 
this initiative, that reserve will triple. 16 
 17 
The Board adopted this position because the measure is about much more 18 
than education; it is about the economic viability of our state. The Board 19 
believes it is absolutely crucial that legislators have the flexibility to direct 20 
state funds to meet changing needs.  21 
 22 
While there is no explicit new formula for allocating the surplus revenues Ð 23 
they will all go into the general fund Ð the rising tide will lift all state budget 24 
boats, including health programs.  25 
 26 
From a health care perspective, the current economic downturn and 27 
continually rising health care costs will undoubtedly increase the number of 28 
uninsured in our state and those eligible for Medicaid and CHP+. At a time 29 
when CMS and our stateÕs elected leaders are focused on comprehensive 30 
health reform, efforts to fund safety net programs are critical. 31 
 32 
In fact, if this initiative does not pass, every discretionary area except K-12 33 
education will be cut. 34 

 35 
Federal legislative activities  36 
Throughout 2008, CMS focused considerably energy on engaging ColoradoÕs 37 
congressional delegation to stop the impending 10 percent Medicare cut. 38 

• CMS president Dave Downs, MD, spoke at a press conference convened by 39 
Rep. Diana DeGette in the spring, calling upon Congress to suspend the cut. 40 
CMS immediate past president Lynn Parry, MD participated in a press 41 
conference with Sen. Ken Salazar in July, conveying the same message. 42 

• A number of CMS delegations traveled to Washington during the year to 43 
lobby ColoradoÕs members of Congress directly. Colorado physicians 44 
participated in a ÒDay of ActionÓ on Capitol Hill in the spring, and CMS staff 45 
traveled to Washington the week of the critical House vote on the bill that 46 
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eventually became law, meeting one-on-one with members and their 1 
legislative staffs. 2 

• CMS public affairs staff updated members on developments and urged them 3 
to contact members of ColoradoÕs congressional delegation and explain the 4 
severe impact of the cut. Grassroots efforts once again paid dividends as 5 
members from both sides of the aisle from Colorado supported the legislation 6 
to stop the cuts. 7 
 

Respectfully submitted,  
 

Sherri Laubach, MD 
Jack Berry, MD 
Bruce Madison, MD 
Thomas Allen, MD 
Kenneth Blake, MD 
Robert Bogin, MD 
Robert Brockmann, MD 
Patricia Brown, MD 
Richard Brownrigg, MD 
Richard Budenseik, MD 
Eliza Buyers, MD 
Bradley Changstrom MSI 
Randy Clark, MD 
Ted Clarke, MD 
Richard Cohen, MD 
Linda Culberson 
Ramnik Dhaliwal, MSI 
Steven Frederico, MD 
Glenn Foust, MD 
Ben Galloway, MD 
Stuart Gottesfeld, MD 
Douglas Hill, DO 
James Holmes, MD 
Steven Holt, MD 
Jennifer Hone, MD 
Mark Johnson, MD 
Michael Keller, MD 
Robert King, MD 
Will Leighty, MD 
Kathy Lindquist-Kleissler 
Steven Lowenstein, MD, MPH 
Louise McDonald, MD 
Martha Middlemist, MD 
Fred Miller, MD 
Lee Morgan, MD 
Richard Ort, MD 
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Richert Quinn, MD 
Gerald Rainer, MD 
Stephen Ruyle, MD 
Hunter Sams, MD 
ALexey Slucky, MD 
Robert Tello, MD 
DB Thatcher, MD 
Kathleen Traylor, MD 
Christopher Unrein, MD 
James Valenzuela, MD 
Gary VanderArk, MD 
Bruce Waring, MD 
David Downs, MD 
Lynn Parry, MD 
W Ben Vernon, MD 
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Colorado Medical Society 

Report of: COMPAC 

Subject: Progress Report 

Referred to: Reference Committee on Board of Directors/Constitution & 

Bylaws/Credentials 
 

In recent year’s COMPAC has broadened its level of engagement beyond election 1 
cycle activities to include consistent and ongoing grassroots activities and trainings. 2 
In ‘07/08, COMPAC continued to build (HOW) its statewide grassroots system of 3 
physicians and Alliance members who support and actively engage in COMPAC as 4 
well as further educate all CMS/Alliance members on the legislative process.  5 
COMPAC’s work to date meets its multi-layered purpose to: 6 

1) Promote and strive for the improvement of government by encouraging and 7 
stimulating physicians and others to take a more active and effective part in 8 
governmental affairs.   9 

2) Encourage physicians and others to know and understand the nature and 10 
actions of their government, the important political issues, and the records of 11 
office holders and candidates. 12 

3) Assist physicians and others in organizing themselves for more effective 13 
political action, and in carrying out their civic responsibilities.  14 

4) To engage in candidate support activities based upon the following criteria;  15 
  A) Voting records (if applicable); 16 
  B) COMPAC member recommendations; 17 
  C) Candidate interviews;  18 

D) Local candidate screening committee recommendations, and  19 
  E) Voter demographics.  20 
 21 
Physicians/Alliance fulfilled these purposes through several avenues: 22 

1. Local physician/legislator meetings 23 
In mid-fall, physicians/Alliance members embarked on a statewide tour to educate 24 
and update their legislators on the CMS’ efforts toward healthcare reform, including 25 
the Physicians Congress Health Systems Reform Matrix and CMS’ work with the 26 
208 Commission on Health Care Reform.   Over thirty meetings between individual 27 
physicians/Alliance and Legislators occurred.  The feedback from legislators was 28 
overwhelmingly positive.  Health care policy continues to be one of the most 29 
complex issues policy makers face as the Capitol and Colorado’s lawmakers 30 
welcomed the information CMS delivered as well as the newly formed relationship 31 
with their physician/Alliance constituents.  This information was utilized by legislators 32 
this past session as they grappled with the multiple reform efforts introduced in the 33 
’08 session.   34 

2. Education/Advocacy Seminars  35 
The ’08 CMS Spring Leadership Conference included a “Call to Action” component 36 
hosted by COMPAC to motivate physicians/Alliance to engage in the 08-election 37 
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cycle.  COMPAC kicked off the program by partnering with COPIC to introduce the 1 
newly created Connection (formerly the Alliance) during a reception at the CMS Õ08 2 
Spring Conference.  The eventÕs keynote speaker was Barbara OÕBrien, ColoradoÕs 3 
Lieutenant Governor and also a physicianÕs spouse. Barbara educated the 4 
physicians/Connection on the importance of grassroots participation and candidate 5 
fundraising by sharing her thoughts and experiences on the campaign trail in the Õ06 6 
Gubernatorial race.  She emphasized the importance of relationships and why the 7 
matter to a candidate as well as the value that fundraisers provide beyond just 8 
raising money.  9 
 10 
COMPAC continued the program during the Sunday morning portion of the 11 
conference with a series of interactive sessions that laid out a detailed overview of 12 
the progress made on health care reform and managed care reform in the "08 13 
legislative session and how COMPAC"s grassroots and election cycle strategies 14 
influenced those policies.  Participants learned about COMPACÕs process and its 15 
criteria for electing candidates as well as how physicians/Connection can support 16 
COMPACÕs endorsed candidates.  The three-hour program mobilized physicians 17 
and Alliance members to become more actively involved in COMPACÕs election 18 
cycle process. 19 
 20 

3. Election Cycle Activities  21 
Due to term limits and retirements, there are 25 open seats in the State House and 22 
Senate, 2 open congressional seats and 72 incumbents who are running resume 23 
their seat next Session.  Of those open seats, local physicians and Alliance 24 
members interviewed more than 35 state and congressional candidates through the 25 
local candidate screening committees, a highly effective process for both 26 
physicians/Alliance that debuted in the Õ06 elections.  The purpose of the screening 27 
committees is two-fold: 1) it educates the candidate on the issues physician face 28 
daily in practicing medicine and 2) affords the ability for physicians/Connection to 29 
build relationships with their candidate-turned-legislator.  These relationships are 30 
invaluable and serve medicine well when the legislature is deliberating on legislation 31 
that directly impacts the practice of medicine.   32 
 33 
COMPAC followed nearly every recommendation forwarded by the local screening 34 
committees and endorsed those candidates that were elect-able and best aligned 35 
with CMSÕ banner goals and policy.  Once endorsed, COMPAC engaged in a menu 36 
of activities to support endorsed candidates that included among others, press 37 
releases, educational direct mail pieces and fundraising.  In those instances where 38 
COMPAC remained neutral, physicians supported their own candidate and actively 39 
participated in their campaigns.   40 
 41 

4. Grassroots activities 42 
With so many priority issues playing out in the Õ08 session, Physicians and Alliance 43 
members engaged in grassroots activities in record numbers.  Perhaps the biggest 44 
success in grassroots history was carried out on SB 164. Physicians/Connection 45 
enlisted in a plethora of activities to demonstrate their opposition to SB 164.  More 46 
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than 75 Ôwhite coatsÕ and Connection members appeared at the SB 164 hearings to 1 
testify and demonstrate their opposition, legislators received countless (some over 2 
100) phone calls and emails from physicians/Connection members who also lobbied 3 
them face to face at the Capitol on more than one occasion.  MedicineÕs members 4 
also lent their grassroots efforts toward passing the GovernorÕs Building Blocks for 5 
Health Care Reform, physician profiling, standardized health insurance cards and 6 
more (See COL-1).     7 
 8 
MedicineÕs Day at the Capitol was another grassroots opportunity for physicians to learn 9 
and in turn educate their legislators on issues affecting the practice of medicine.  The 10 
Õ08 event focused on creating dialogue between physicians/Connection and those 11 
legislators who carried key health care bills including SB 164, and the slate of health 12 
care reform and managed care reform bills.  The annual luncheon hosted a panel of 13 
speakers who provided an urban to rural statewide perspective on health care reform 14 
needs in those communities. 15 
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