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  COMMUNICATION AND PUBLIC EDUCATION COMMITTEE 
 

Victor Law, Licensee Member, Chairperson 
Deborah Veale, Licensee Member, Vice-Chairperson 

Ryan Brooks, Public Member 
 

Report of the Communication and Public Education Committee Meeting held September 8, 
2016.  A copy of the minutes from the meeting is provided in Attachment 10.   
 
a. Update and Discussion on the Development of a Revised Patient Consultation Survey 

Questionnaire 
 

Background 
At the October 2015 Board Meeting, President Gutierrez asked the committee to develop a 
survey for licensees about patient consultation.  At the May 2016 Communication and 
Public Education Committee Meeting, Division of Program & Policy Review Chief Tracy 
Montez, Ph.D., of the Department of Consumer Affairs addressed the committee and her 
office’s ability to develop the patient consultation survey for the board’s licensees.   
 
Committee Discussion and Recommendation  
At the September 2016 Communication and Public Education Committee, the committee 
discussed the advantages of the board funding an additional survey.  Board staff provided 
the committee with rough estimates from the DCA of approximately $15,000-$20,000 plus 
an additional $1/per pharmacist surveyed.  The DCA recommended surveying 10,000-
20,000 pharmacists.   
 
The committee discussed the importance of ensuring patient consultation is provided to 
patients; however, they expressed hesitation in a survey being the most effective 
instrument used to increasing patient consultation.  The committee discussed various 
means to ensure patient consultation including licensing and enforcement measures.   
 
Committee Member Ryan Brooks expressed concern that the earlier board survey on why 
pharmacists do not provide consultations provided answers that the board already knew 
and asked what jurisdiction the board has other than enforcement.  He noted that the 
board cannot force pharmacies to pay more money or change their structure to increase 
consultations.   

 
Chairperson Law said that the board could enforce patient consultation requirements by 
disciplining both the pharmacist and the pharmacy license if the board found that they were 
not doing consultations.    
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Committee Member Debbie Veale noted that the board is doing some enforcement but that 
members also want to consider legislation.  Ms. Veale expressed the board is not looking at 
consultation itself but how to make the pharmacist more available for patients.  She said 
that the board’s study showed that pharmacists feel that they are not available because 
board regulations are keeping them away from the consultation and forcing them to do 
tasks that are non-discretionary and the purpose of this survey was to look at the 
regulations.  Ms. Veale stated perhaps the issue should be handled by the Licensing 
Committee.  She added that at the last board meeting, members seemed to come to the 
conclusion that maybe another study is not needed. She said that all the studies seem to 
reach the same conclusion, so maybe the issue should simply be handed to Licensing. 

 
Chairperson Law said that there is nothing in the board’s regulations to impose a severe 
punishment on violators and asked if the board needs a statutory change. Ms. Herold noted 
that the board currently has the ability to revoke a license if the board wanted to take 
formal discipline against a pharmacist for failing to consult or if there were evidence that an 
error would not have happened if the pharmacist had taken time to consult. 

 
Mr. Brooks asked what barriers are placed on pharmacists that the board could remove or 
change to make pharmacists more efficient. He said that is the important question and that 
a questionnaire about patient consultations probably could not provide the answers.  Ms. 
Veale said that there are some tasks that could be offloaded to others. She said that was 
the reason the board was going through the process of looking for studies to back up the 
board’s efforts.  

 
Ms. Veale noted the committee should recommend to the board that the issue be passed to 
the Licensing Committee to look at the regulations. Chairperson Law said that he agreed 
and that there is no point in getting more surveys. Mr. Brooks agreed to Ms. Veale’s 
proposed recommendation. 

 
The committee recommended the board discontinue pursing a survey on patient 
consultation.  Further, the committee recommended a review of pharmacists’ duties 
required by board regulation through the Licensing Committee as a more effective way to 
increase the availability of pharmacists thereby increasing consultations to consumers.   
 
Committee Recommendation (Motion):  Recommend that the board re-direct the subject 
of patient consultation to the Licensing Committee; recommend that the Licensing 
Committee focus on regulations that could be streamlined to increase pharmacist 
availability for consultations; and recommend that no survey be conducted. 
 
Additionally, the committee recommended canceling the pharmacist survey by the DCA. 
 
Committee Recommendation (Motion):  Recommend canceling the pharmacist survey by 
the Department of Consumer Affairs. 
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b. Update and Discussion on Development of FAQs Received from ask.inspector@dca.ca.gov 
 

Attachment 1 
Licensees continue to be able to call and ask general questions of pharmacy inspectors.  
Inspectors answer calls on Tuesdays and Thursdays from 8:00 am to 4:30 pm.  In addition, 
licensees may submit an email inquiry to an inspector at ask.inspector@dca.ca.gov.   
Board staff in concert with legal counsel developed a series FAQs including the most 
frequent questions and issues posed to the inspector during this time.  A copy of the FAQs 
posted on the board’s website can be found at Attachment 1.   
 
The FAQs are not intended as, nor should they be construed to be legal advice.  The 
information is intended to provide guidance to the reader on relevant legal sections that 
should be considered when using professional judgment to determine an appropriate 
course of action.  Should a licensee require legal advice or detailed research, the licensee is 
encouraged to contact an attorney or other source.   
 

c. Discussion and Consideration of Naloxone Related Matters 
 

Attachment 2 
1. Communication to the California Healing Art Boards Regarding Naloxone 

 
Background 
At previous committee meetings, committee members have expressed interest in 
reaching to out to California healing arts boards regarding naloxone access, and the 
regulation and protocol. 
 
Recent Update 
Board staff recently developed an article about pharmacists and naloxone to be shared 
with the other California healing arts boards including the Medical Board of California, 
Board of Registered Nursing, Dental Board of California, Dental Hygiene Committee of 
California, California State Board of Optometry, Osteopathic Medical Board of California, 
Physician Assistant Board, California Board of Podiatric Medicine, Veterinary Medical 
Board, and Board of Vocational Nursing and Psychiatric Technicians.  A copy of the 
article and transmittal letter is included in Attachment 2. 
 

2. Naloxone FAQs 
 
Background and Recent Update 
At previous committee meetings, committee members have expressed the need 
for a naloxone FAQ.  Board staff drafted naloxone FAQs in concert with legal 
counsel.  The naloxone FAQs are posted on the board’s website.  A copy of the 

mailto:ask.inspector@dca.ca.gov
mailto:ask.inspector@dca.ca.gov
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FAQs is included in Attachment 2. 
 
 

3. SB 833 (Committee on Budget and Fiscal Review, Health, Chapter 30, Statutes of 2016) 
 
Committee Discussion and Recommendation 
The committee discussed SB 833 (Committee on Budget and Fiscal Review, Health, 
Chapter 30, Statutes of 2016) that requires the California Department of Public 
Health to award funding to local health departments, local government agencies, 
or on a competitive basis to community-based organizations, regional opioid 
prevention coalitions, or both, to support or establish programs that provide 
naloxone to first responders and to at-risk opioid users through programs that 
serve at-risk drug users, including syringe exchange and disposal programs, 
homeless programs, and substance use disorder treatment providers. There is 
approximately $3 million available from this law. The board is not eligible to apply 
for the funding.  
 
Pharmacies that want to provide naloxone should contact to the Department of 
Public Health for this funding.  Ms. Herold indicated the board would disseminate 
information via subscriber alerts when the information in available on how to 
apply for the funding.   
 
Ms. Veale told the committee that many pharmacies are not dispensing naloxone.  
She suggested that subscriber alerts also be sent out every so often to remind 
pharmacists that they now can provide naloxone and direct them to the protocol 
on the board’s website.  
 
Ms. Herold said board staff could develop an article that could be sent out as a 
subscriber alert to pharmacies about this.  She said the article could remind 
pharmacists that with an hour of CE, they can dispense naloxone on their own 
autonomy.  She said staff could develop a statement about naloxone that could be 
sent out as a subscriber alert and perhaps do the same for the immunization and 
hormonal contraceptive protocols.   
 
The Summer 2016 edition of The Script included an article about the regulations 
authorizing pharmacists to furnish naloxone.  She expressed support for Ms. 
Veale’s suggestion about sending subscriber alerts to remind pharmacists that 
taking an hour of CE in furnishing naloxone would enable them to provide for the 
health care needs of patients who receive opioids. 
 
Recent Update 
Board staff contacted Holly Sisneros of Prescription Drug Overdose Prevention at 
California Department of Public Health (CDPH), which is authorized by SB 833 to award 
the grant money.  Ms. Sisneros indicated SB 833 is aimed at funding local non-profits 
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and community groups to support programs that provide Naloxone to first responders 
and at-risk opioid users.  Ms. Sisneros stated CDPH is starting implementation of SB 833 
and anticipates awarding funds in 2017.  CDPH plans on updating the public and state 
agencies as the process is developed.  Board staff will continue to check on the status 
with CDPH and report to the board and committee. 
 
The board released a subscriber alert on October 5, 2016, specifically addressing 
pharmacists and reminding them of the naloxone protocol requirements in an effort to 
increase their awareness of the new protocol.  A copy of the subscriber alert is included 
in Attachment 2.   
 
Additionally, board staff will draft and send a reminder periodically to pharmacists of 
what training and continuing education is required for the naloxone protocol as well as 
protocols related to SB 493.   
 

4. Discussion on Federal Legislation:  US S. 524 – Comprehensive Addiction and Recovery 
Act of 2016 
 
On July 22, 2016, President Obama signed into law US S. 524 – known as the 
Comprehensive Addiction and Recovery Act (CARA) of 2016 – in an effort to 
combat the national epidemic of prescription opioid abuse and heroin use.  A copy 
of the enacted law was included in Attachment 2. 
 

i. Lali’s Law 
 
Committee Discussion and Recommendation 
Lali's Law was passed by the House by a vote of 415-4 on May 12, 2016, and 
the bill was signed into law as part of the Comprehensive Addiction and 
Recovery Act of 2016 on July 22, 2016.  Lali’s Law increases access to naloxone 
throughout the United States. The bill is named in memory of Alex Laliberte, an 
Illinois resident who passed away seven years ago from a drug overdose. 
 
The committee discussed how Lali’s Law creates a competitive grant program 
that will help states increase access to naloxone.  The primary purpose of the 
grant is to fund state programs that allow pharmacists to distribute naloxone 
without a prescription.  Many states use these programs to allow local law 
enforcement officers to carry and use naloxone. 
 
Ms. Herold reported to the committee that awarding grants is a competitive 
process and that state agencies such as the Department of Justice and the 
Department of Public Health both pursue grants for such purposes.  Ms. 
Freedman commented that she also would also want to review the board’s 
authority should the board decide to apply for grants. 
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Ms. Freedman suggested to the committee that the board might be better 
suited to facilitate or get the word out about Lali’s Law. Ms. Herold said that 
perhaps staff could add the information to the subscriber alert and suggested 
contacting the lawmaker’s office for information on how they expect grants to 
be distributed. 
 
Recent Update 
The law authorizes the CDC to award grants to states to encourage pharmacies 
to dispense medications that reverse opioid overdoses.  Board staff contacted 
the Congressman Dold’s legislative assistant who responded the Department 
of Health and Human Assistance will implement the Lali’s Law grant programs, 
but the assistant was unaware which sub-agency or department would actually 
carry it out.  She also indicated she would advise board staff when additional 
information is available.  A copy of the press release from Congressman Dold’s 
office announcing Lali’s law is included in Attachment 2. 
 

ii. Provisions regarding Partial Fills for Schedule II 
 

Committee Discussion and Recommendation 
The committee discussed potential conflict between Section 702 (f)(2)(A)(ii) of 
CARA and California law.  Board staff is seeking direction of legal counsel and 
will provide an update at the board meeting. 
 
The committee discussed this issue should be brought to the attention of 
pharmacists by the board such as an article in The Script for the Winter 
2016/17 edition.  Board staff will work on developing an article for the Winter 
edition of The Script. 
 

d. Discussion on the Development of FAQs for SB 493 Related Items 
 

Background 
At the April 2016 Board Meeting, the board requested that the Communication and 
Public Education Committee coordinate the development of a Frequently Asked 
Questions (FAQs) for SB 493 related items.   
 
Committee Discussion and Recommendation 
At the September 2016 Communication and Public Education Committee, board staff 
reported the draft was under legal review and posted on the board’s website as soon 
as possible.  An update will be provided at the board meeting.   

 
 
 
 
 



 
Communication and Public Education Committee – October 26-27, 2016 Board Meeting 

Page 7 of 11 
 
 

e. Discussion on CE Courses Available for Naloxone, Self-Administered Hormonal 
Contraception and Nicotine Replacement Therapy under Protocols 

 
Attachment 3 

Committee Discussion and Recommendation 
The committee members reviewed a chart summarizing options for CE that are available 
specific to naloxone, self-administered hormonal contraception and nicotine replacement 
therapy under protocols.  The committee concurred the chart should be updated to reflect 
the training required prior to initiation of the protocol and show any continuing education 
required, if applicable.   
 
Recent Update 
Board staff updated the chart.  Board staff will seek legal approval and post to the board’s 
website.  As part of the update, board staff included the vaccination protocol.  A copy of the 
updated chart is included in Attachment 3. 
 

f. Update and Discussion on Resources Available on the Board’s Website  
 

Attachment 4 
Background 
At prior meetings, the committee reviewed multiple items for posting on the board’s 
website as resources for consumers and licensees.  At the May 2016 meeting, the 
committee directed board staff to develop a draft policy for posting resources on the 
board’s website and bring back to the committee. 
 
Board staff consulted with other boards within DCA and state agencies and drafted the 
California State Board of Pharmacy’s Website Guidelines.  The need for the policy 
statement arose because the board received general requests to post items on the 
board’s website.  Committee members agreed that the draft policy is a good place for 
the board to start and see how it works and make changes as necessary.  
 
Committee Discussion and Recommendation 
The committee directed staff to move forward with the policy and post on the board’s 
website.  A copy of the policy has been added to the board’s website and can be found in 
Attachment 4.  The board will have an opportunity to discuss the proposal policy at this 
meeting.   

 
g. Discussion of a Board-Developed Billboard Message and Related Communication 

Materials 
 

Attachment 5 
Committee Discussion and Recommendation 
Through the efforts and actions of Board Member Ryan Brooks, the committee reviewed 
the concept for a roadside bulletin board message and related communication materials.  
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Ms. Herold unveiled photos of two draft concepts for a billboard intended to encourage 
parents to talk to their children about prescription drug abuse.  The draft concepts were 
developed by staff at Mr. Brooks’ firm. The first draft included drawings of pills around the 
message “Unattended Drugs are the Leading Killer of Kids.” The second draft featured “Kid 
KILLER” with capital letters superimposed on a prescription drug pill. 
 
After discussing both concepts, committee members decided to recommend that the board 
proceed with the first draft concept, which committee members said was eye-catching and 
self-explanatory.  Committee members also said the billboard should tell the public that the 
message is sponsored by the Board of Pharmacy and provide information on how to contact 
the board.  A copy of both draft concepts can be found in Attachment 5. 
 
Committee Recommendation (Motion):  Sponsor the billboard message and move the 
concept with the full board’s consent. 
 

h. Communication Plan for Consumers and Licensees 
Attachment 6 

Committee Recommendation and Discussion 
In accordance with the board’s strategic plan, staff provided committee members with 
copies of a draft communication plan that included aspects for both consumers and 
licensees.   
 
The committee reviewed the draft communication plan.  Chairperson Law complimented 
the plan.  The committee agreed the plan was a good start and said the committee would 
continue working with it at future committee meetings.  A copy of the draft Communication 
Plan is included in Attachment 6. 

 
i. Update and Discussion on the Forty-Fifth Annual Report of the Research Advisory Panel of 

California for 2015 Regarding Controlled Drugs Research 
 

Attachment 7 
Background 
Pursuant to Health & Safety Code Sections §11480 & §11481, California law requires 
proposed research projects using certain opioid, stimulant, and hallucinogenic drugs 
classified as Schedule I and Schedule II Controlled Substances as their main study 
drug(s), to be reviewed and authorized by the Research Advisory Panel of California in 
the Attorney General's Office.   
 
The Research Advisory Panel primarily seeks to ensure the safety and protection of 
participating human research subjects and adequate security of the controlled 
substances used in the study. The Panel Members evaluate the scientific validity of 
each proposed project, and may reject proposals where the research is poorly 
conceived, would produce conclusions of little scientific value, or would not justify the 
exposure of California subjects to the risk of research. 
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During 2015 the Panel reviewed forty-five research study submissions.  Forty-three 
were approved by the Panel.  Among the approved studies, fourteen studies were 
Academic research studies, two studies were Substance Abuse Treatment research 
protocols, and twenty-seven studies were Multi-Clinical Drug Trial research studies.  At 
the end of 2015, the Panel was monitoring one hundred and twenty-one research 
projects.   
 
Committee Discussion and Recommendation 
Chairperson Law reported to the committee the Research Advisory Panel of California 
recently submitted its annual report to the Legislature and Governor.  A copy of the 
Forty-Fifth Annual Report of the Research Advisory Panel of California 2015 is included 
in Attachment 7. 

 
j. Board Publications – Review and Recommendations for Changes 
 

Attachment 8 
1. Counterfeit Prescription Drugs:  Protect Yourself, Your Family and Your Pets 
 
2. Buying Prescription Medications Online:  Are the Drugs you Buy Real or Fake? 

 
Committee Discussion and Recommendation 
Chairperson Law requested that the committee assess the two board produced 
publications to determine if the pamphlets should be updated or removed from 
publication.   A copy of both documents is included in Attachment 8.  
 
Chairperson Law said the pamphlets contained good information but perhaps they 
were not hitting the proper target audience and suggested asking retailers 
associations to distribute the pamphlets to customers when they fill their 
prescriptions. Ms. Herold added that copies also could be made available at board 
meetings and speaking presentations. 
 
Chairperson Law asked that the pamphlets also be translated into the top five 
languages and that pharmacies should be notified that they are available so they 
can be distributed to customers. 
 
Ms. Sodergren suggested updating the pamphlets to include information about the 
.pharmacy domain.  
 
Lori Hensic of Kaiser Permanente asked if online pharmacies could post this type of 
information on their websites. Ms. Herold said that was a good idea and that staff 
could look into that. Ms. Hensic added that perhaps online sites that use the 
.pharmacy domain also could be required to disseminate this type of information, 
because their customers are obviously seeking out and using online pharmacy sites. 
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Recent Update 
Board staff will work on updating these publications for future distribution. 

 
k. Update on The Script Newsletter 

 
The Summer 2016 edition of The Script was published early September 2016.  Board 
staff was currently working on articles for the Winter 2016/17 edition of The Script. The 
goal is to have the newsletter published by January 1, 2017.   
 

l. Update on Media Activity 
 

The board’s executive officer (unless otherwise noted) participated in the following media 
interviews and requests for information. 
 

• MPA Media, July 14, 2016: Kathryn Feather, regulation of acupuncture needle 
distributors. 

• Capitol Television Network News, July 27, 2016: Jonathan Underland, drug- take 
back regulations. 

• KPIX, Aug. 16, 2016: Molly McCrea, opioid compound U-47700 
• Veterinary Information Network News Service, Aug. 29, 2016: Edie Lau, unlicensed 

business selling veterinary prescription drugs online. 
• Glendale News Press, Sept. 6, 2016: Alene Tchekmedyian , disciplinary case against 

Kenneth Road Pharmacy in Glendale 
• The Hollywood Reporter, Sept. 21, 2016: Peter Flax, pharmacy law re providing false 

information for prescriptions 
 
m. Update on Public Outreach Activities Conducted by the Board 

 
A list of major public outreach activities provided by the board’s staff is listed below: 

• July 18: Supervising Inspector Christine Acosta presented HD compounding for CPhA. 
• August 9: Inspector Jennifer Hall provided a review of new laws to the board’s 

competency committee. 
• August 18: Supervising Inspector Christine Acosta presented the new compounding 

regulations to Tenet health. 
• August 24: Inspector Trang Song presented at the Vietnamese Pharmacist 

Association 
• October 5:  Supervising Inspector Christine Acosta presented the new compounding 

regulations to the Kaiser Permanente Operations Team. 
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n. Review and Discussion of the California Department of Public Health’s Comparison 

Between the Centers for Disease Control and Prevention’s Guidelines for Prescribing 
Opioids for Chronic Pain and the Medical Board of California’s Guidelines for Prescribing 
Controlled Substances for Pain. 

 
Attachment 9 

The committee discussed the California Department of Public Health’s Comparison 
Between the Centers for Disease Control and Prevention’s Guidelines for Prescribing 
Opioids for Chronic Pain and the Medical Board of California’s Guidelines for Prescribing 
Controlled Substances for Pain.  A copy the California Department of Public Health’s 
Comparison is included in Attachment 9. 
 
Ms. Herold advised the committee that the Medical Board’s goal is to not have 
duplicate guidelines out in the community.  The Medical Board put out its guidelines 
two years before the CDC acted.  Ms. Herold noted the information is there for 
prescribers to see what both organizations believe is appropriate pain treatment with 
opioids, which is similar in most cases. 

 
o. Future Meeting Dates 

 
2016 

• December 1, 2016 
 
 
 



 
 

Attachment 1 



Frequently Asked Questions

from ask.inspector@dca.ca.gov

As part of its licensee education efforts, the board restored a service whereby a board inspector and
board staff are available to respond to verbal and written inquiries from the board and board licensees.
To ensure that all licensees receive the benefits of service, the board has developed these FAQs.

It is important to note that the questions and answers below are not intended, nor should they be
construed, as legal advice. The answers provided are intended to provide guidance to the reader on
relevant legal sections that should be considered when using professional judgment in determining the
appropriate course of action. Should you require legal advice or detailed research, you will need to
contact an attorney or another source.

Question: Does a pharmacist have to perform a final verification by physically inspecting the patient’s
medication if it was filled by a pharmacy technician or an intern?

Answer: There are a few sections of law that address this question and the answer varies based on
various factors: Relevant legal references include:

1. With respect to interns, section 1726 of title 16 of the California Code of Regulations states
a pharmacist supervising an intern be responsible for all professional activities performed by
the intern under his or her supervision, including the correct dispensing of a prescription.

2. With respect to pharmacy technicians, section 1793.7 of title 16 of the California Code of
Regulations states any function performed by a pharmacy technician in connection with
dispensing of a prescription, including repackaging from bulk, must be verified and
documented in writing by a pharmacist. Except certain situations, the pharmacist must
initial the prescription label as verification of the pharmacy technician’s work.

Question: What is the pharmacist to intern pharmacist ratio?

Answer: Business and Professions Code Section 4114(b) provides that a pharmacist may not supervise
more than two interns at one time.

Question: What is the pharmacist to pharmacy technician ratio in a community pharmacy?

Answer: Business and Professions Code section 4115(f)(1) specifies that a pharmacy with only one
pharmacist shall have no more than one pharmacy technician performing pharmacy technician
functions. The ratio of pharmacy technicians increases for each additional pharmacist to a ratio not to
exceed 2 technicians to 1 pharmacist for pharmacy technicians performing duties specified as pharmacy
technician duties.

 



Question: How do I identify the dates of the renewal period within which I must earn 30 units of
continuing education (CE) to renew my pharmacist license?

Answer: Pharmacists must earn 30 units of continuing education each renewal cycle.

Example: A pharmacist’s license expires October 31, 2017. The current renewal period runs
November 1, 2015 through October 31, 2017, within which the pharmacist must have earned 30
units of CE to renewal the license in an active status. The next renewal period will be November
1, 2017 through October 31, 2019. Please note that California law requires pharmacists to keep
CE certificates for four years.

Question: Is it possible to purchase pen needles over the counter in California?

Answer: Business and Professions Code Section 4145.5(a) provides the authority for a pharmacist or
physician to furnish hypodermic needles and syringes for human use, without a prescription or permit,
with the following restrictions:

 The person is known to the furnisher and the furnisher has previously been provided
with a prescription or other proof of legitimate medical need requiring a hypodermic
needle or syringe to administer a medicine or treatment.

Question: Can a Schedule II controlled substance be refilled?

Answer: Health & Safety Code Section 11200 (c) prohibits the refilling of a Schedule II controlled
substance.

Question: How long is a controlled substance prescription valid?

Answer: Health & Safety Code Section 11200 (a) specifies that no person shall dispense or refill a
controlled substance more than six months (180 days) after the date written.

Question: How many times can a Schedule III or IV controlled substance be filled?

Answer: Health & Safety Code Section 11200 (b) specifies that no prescription for a Schedule III or
Schedule IV controlled substance may be refilled more than five times. Further, this section also creates
a limit of a 120 day total supply of refills for a Schedule III or Schedule IV controlled substance
prescription.

Example: A prescription is written for temazepam 15mg QHS, quantity #30 with 5 refills. The
prescription is dispensed on 7/1/2016 for a quantity of 30. The pharmacy refills the prescription on
8/1/2016, 9/1/2016, 10/1/2016, and 11/1/2016, a 30 day supply for each refill and a total of a 120 day
supply between the four refills. Although the prescriber wrote for 5 refills, the pharmacy cannot
dispense the remaining refill because the 120 day limit was reached after dispensing the refill on
11/1/2016. A new prescription is required for any additional dispenses.

 



Question: Where is the law that establishes the requirement for a pharmacist to exercise corresponding
responsibility?

Answer: A prescription for a controlled substance shall only be issued for a legitimate medical purpose
by an individual practitioner acting in the usual course of his or her professional practice. Health &
Safety Code Section 11153 (a) provides that the responsibility for the proper prescribing and dispensing
of controlled substances is upon both the prescribing practitioner AND a corresponding responsibility
rests with the pharmacist who fills the prescription.

NOTE: Additional information about corresponding responsibility can be found using the
following link http://www.pharmacy.ca.gov/publications/corresponding_responsibility.pdf
and http://www.deadiversion.usdoj.gov/pubs/manuals/pharm2/pharm_manual.pdf for the DEA
Pharmacist Manual. Information on the board’s precedential decision can be found at
http://www.pharmacy.ca.gov/enforcement/precedential.shtml and
http://www.pharmacy.ca.gov/enforcement/fy1516/sternberg_lexis.pdf.

Question: Am I required to apply for registration to California’s prescription drug monitoring program,
CURES?

Answer: Health & Safety Code Section 11165.1 (a)(1)(A)(ii) required a pharmacist, on or before July 1,
2016, or upon licensure, to submit an application to the Department of Justice to obtain approval to
access the CURES system. The CA Department of Justice website to register for CURES is
https://oag.ca.gov/cures

Question: How often does a pharmacy need to report controlled substances dispensing information to
CURES?

Answer: Health & Safety Code Section 11165 (d) specifies that a dispensing pharmacy must report
information to the Department of Justice as soon as reasonably possible, but not longer than seven days
after the controlled substance is dispensed.

Question: How do I get on the Board’s email distribution list?
Answer: You may sign up for the Board’s email distribution list by visiting the following website and
signing up: https://www.dca.ca.gov/webapps/pharmacy/subscribe.php

Question: Where can I find prescription drug take back locations?

Answer: The US Department of Justice, Drug Enforcement Administration, Office of Diversion Control
maintains a list of locations with a search function that can be found at:
https://www.deadiversion.usdoj.gov/pubdispsearch/spring/main?execution=e1s1
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Visit our website at www.pharmacy.ca.gov 

 
  Oct. 7, 2016 

 
 
Kimberly Kirchmeyer 
Medical Board of California 
2005 Evergreen Street, Suite 1200 
Sacramento, CA 95815 
 
Dear Ms. Kirchmeyer: 
 
  California pharmacists are proud to work with all health care professionals in an ongoing effort 
to prevent deaths from opioid abuse. Toward that goal, the California State Board of Pharmacy is 
reaching out to the healing arts professions with an attached article describing the pharmacists’ role in 
furnishing the prescription drug naloxone hydrochloride, an opioid‐overdose antidote, to consumers 
without a prescription.  
 
  Legislative authority for pharmacists to furnish naloxone was established by AB 1535 (Bloom) in 
2014. The law authorized the furnishing of naloxone (also known as Narcan) pursuant to a protocol 
developed by the Board of Pharmacy and approved by the Medical Board of California. The protocol, 
published in California Code of Regulations Title 16, section 1746.3, lays out specific requirements for 
pharmacists to screen potential recipients and to provide them with training in preventing, recognizing 
and responding to an opioid overdose and administering naloxone. The medication may be furnished to 
a recipient who uses opioids or who “is in contact” with anyone using illicit or prescription opioids. 
 
  Pharmacists are taking these active measures to prevent deaths from opioid overdoses in 
cooperation with other members of health care teams. Pharmacists may provide naloxone to patients 
who are also filling prescriptions for opioids. 
 

The protocol also calls for a pharmacist, with a patient’s consent, to notify the patient’s primary 
care provider of any naloxone drug product or device furnished, or to enter this information in a patient 
record system that is shared with the primary care provider. If the patient does not consent to 
notification or does not have a primary care provider, the pharmacist must provide a written record of 
the furnished naloxone drug product or device and advise the patient to consult an appropriate primary 
care provider. 
 

The full text of CCR section 1746.3 is available on the Board of Pharmacy website at 
http://www.pharmacy.ca.gov/publications/naloxone_protocol.pdf. We invite you to share this 
information with your members by reprinting the enclosed article in your newsletter. Thank you. 

 
              Sincerely, 
 
 
 
              Virginia Herold 
              Executive Officer 
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California pharmacists are 
taking a more active role in efforts to 
prevent deaths from opioid overdoses 
by increasing access to naloxone 
hydrochloride, a medication that reverses 
opioid overdose.

Authority for pharmacists to furnish 
naloxone was established by AB 1535 
(Bloom), which was passed in 2014. The 
law authorized the furnishing of naloxone 
pursuant to a protocol developed by the 
Board of Pharmacy and approved by 
the Medical Board of California. The 
medication may be administered by 
intramuscular injection, intranasal spray 
or auto-injector.

The protocol, in California Code 
of Regulations Title 16, section 1746.3, 

pharmacists to screen potential recipients 
and to provide training in preventing, 
recognizing and responding to opioid 
overdose and in administering naloxone. 

pharmacists to complete at least one hour 
of approved continuing education training 
on all forms of naloxone hydrochloride 
before furnishing the medication.

determine whether the potential recipient 
(A) uses illicit or prescription opioids 
or (B) “is in contact” with anyone who 
uses illicit or prescription opioids. The 
pharmacist also must determine whether 
the person to whom the drug would be 
administered has a known sensitivity to 
naloxone; if so, the pharmacist may not 
provide the drug.

potential recipients of naloxone whose 
primary language is traditional Chinese, 
Korean, Russian, Spanish, Tagalog or 
Vietnamese are available on the Board 
of Pharmacy website at http://www.
pharmacy.ca.gov/licensees/naloxone_info.
shtml.

pharmacists to counsel and provide 
recipients with information about 
the medication, including “dosing, 
effectiveness, adverse effects, storage 
conditions, shelf-life, and safety.” The 
recipient is not permitted to waive the 

must provide any available information 
or referrals to appropriate resources to 
any recipient who “indicates interest in 
addiction treatment, recovery services, 
or medication disposal resources at this 
time.”

As members of a health care team, 
pharmacists may recommend that patients 

Protocol Enables Pharmacists to Expand
Public Access to Antidote for Opioid Overdose

their doctors to also prescribe naloxone. 
Alternatively, pharmacists may on 

prescriptions for opioid medications also 
obtain naloxone. 

If the recipient is also the person 
to whom the naloxone would be 
administered, the recipient is considered 
a patient for purposes of the protocol. If 
the patient consents, section 1746.3(c)

patient’s primary care provider of any 
drug(s) and/or device(s) furnished, or 
to enter the appropriate information in 
a patient record system shared with the 
primary care provider, as permitted by the 
patient and the primary care provider.”

If the patient does not have a primary 
care provider or does not consent to 

the pharmacist to “provide a written 
record of the drug(s) and/or devices(s) 
furnished and advise the patient to consult 
an appropriate health care provider of the 
patient’s choice.”

The full text of California Code of 
Regulations section 1746.3 is available at 
http://www.pharmacy.ca.gov/publications/
naloxone_protocol.pdf.

A fact sheet about naloxone is 
available on the Board of Pharmacy web 
site at http://www.pharmacy.ca.gov/
publications/naloxone_fact_sheet.pdf.

The Board of Pharmacy Prescription 
Drug Abuse Prevention page, including 
public service announcement videos, is 
available at http://www.pharmacy.ca.gov/
consumers/rx_abuse_prevention.shtml. 
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FAQ for Naloxone Protocol

Q: Where are the provisions that authorize a pharmacist to furnish naloxone without a prescription?
A: Title 16 California Code of Regulations section 1746.3 establishes the protocol.

Q: What training or continuing education (CE) is required prior to furnishing naloxone?
A: Pharmacists using the protocol have two options to meet the required training/CE prior to
administering naloxone:

1. The pharmacist must have successfully completed a minimum of a one hour approved CE
program specific to all routes of naloxone administration as identified in 16 CCR 1746.3
(c)(4); or,

2. The pharmacist must have successfully completed an equivalent curriculum based training
program completed in a board recognized school of pharmacy.

Q: Is the pharmacist required to screen the recipient prior to furnishing naloxone in accordance with
the protocol?
A: Yes. The pharmacist must screen the recipient using the following questions:

1. Whether the potential recipient currently uses or has a history of using illicit or prescription
opioids. (If the recipient answers yes, the pharmacist may skip screening question 2.);

2. Whether the potential recipient is in contact with anyone who uses or has a history of using
illicit or prescription opioids. (If the recipient answers yes, the pharmacist may continue);

3. Whether the person to whom the naloxone would be administered has a known
hypersensitivity to naloxone. (If the recipient answers yes, the pharmacist may not provide
naloxone. If the recipient responds no, the pharmacist may continue.)

Q: Who is the recipient?
A: A recipient is the person to whom the naloxone is furnished.

Q: Who is the patient?
A: The patient is the person to whom the naloxone would be administered. (Note: The recipient may
or may not also be the patient.)

Q: Are these screening questions available in different languages? Where can I get the translated
versions?
A: Yes, the screening questions are available in Spanish, Traditional Chinese, Korean, Russian, Tagalog,
and Vietnamese. The translated screening questions may be downloaded from the board’s website:
http://www.pharmacy.ca.gov/licensees/naloxone_info.shtml

Q: Is the pharmacist required to provide the recipient with training? If so, what type of training is
required?
A: Yes, the pharmacist is required to provide the recipient with training. Training must include the
following topics: opioid overdose prevention, recognition, response and administration of the antidote
naloxone.

 



 

Q: What is required to be provided to the recipient when naloxone is furnished?
A: When a pharmacist provides naloxone to a recipient, the following must be provided to the recipient:

1. Appropriate counseling and information on the furnished naloxone including dosing,
effectiveness, adverse effects, storage conditions, shelf life, and safety. The recipient is not
permitted to waive the required consultation.

2. Any informational resources on hand and/or referrals to appropriate resources if the
recipient indicates interest in addiction treatment, recovery services, or medication disposal
resources at the time of furnishing naloxone.

3. Responses to any questions the recipient may have about naloxone.

Q: When the pharmacist initiates patient consultation to the recipient of the naloxone, is the
recipient allowed to waive the patient consultation?
A: No, the recipient is not allowed to waive the patient consultation for naloxone.

Q: What forms of naloxone may the pharmacist provide to the recipient?
A: The pharmacist may supply naloxone in the following forms:

1. Intramuscular injection;
2. Intranasal spray;
3. Auto injector; or
4. FDA approved product form.

Q. Does the board have sample naloxone labels available?
A. Yes. The board’s sample naloxone labels can be found at:
http://www.pharmacy.ca.gov/licensees/naloxone_labels.shtml

Q: Is the pharmacist required to provide the naloxone fact sheet upon furnishing naloxone?
A: Yes, the pharmacist shall provide a copy of the board approved naloxone fact sheet. It can be found
at: http://www.pharmacy.ca.gov/publications/naloxone_fact_sheet.pdf. The fact sheet is also available
in other languages including Spanish, Traditional Chinese, Korean, Russian, Tagalog, and Vietnamese.
The translated fact sheets can be found at:
http://www.pharmacy.ca.gov/licensees/naloxone_info.shtml

Q: Is the pharmacist authorized to notify a physician about the dispensing of naloxone?
A: If consent is given by the patient, the consent can be either verbal or written. The pharmacist is
required to notify a patient’s primary care provider (PCP) of any drug(s) and/or device(s) furnished or
enter information in a patient record system shared with the PCP.

Q: If the patient does not have a PCP or chooses not to give notification consent, what must the
pharmacist do?
A: The pharmacist is required to provide a written record of the drug(s) and/or device(s) furnished and
advise the patient to consult a health care provider of the patient’s choice.

Q: How long must records of furnishing naloxone be kept?
A: Documentation shall be maintained for at least three years from date of furnishing.

Q: Do privacy laws apply to furnishing naloxone?
A: The same laws apply to naloxone as to other dangerous drugs.
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Damoth, Debbie@DCA

From: General Board of Pharmacy Subscriber List <PHARM-GENERAL@DCALISTS.CA.GOV> 
on behalf of Board of Pharmacy <pharmacy.subscriberlist@DCA.CA.GOV>

Sent: Wednesday, October 05, 2016 1:06 PM
To: PHARM-GENERAL@DCALISTS.CA.GOV
Subject: Pharmacists Urged to Expand Patients’  Access to Naloxone

The California State Board of Pharmacy encourages pharmacists to take an active role in efforts to prevent 
deaths from opioid overdoses by increasing patients’ access to naloxone hydrochloride. 

Authority for pharmacists to furnish naloxone was established by AB 1535 (Bloom), which was passed in 2014. 
The law authorized the furnishing of naloxone pursuant to a protocol developed by the Board of Pharmacy and 
approved by the Medical Board of California. The medication may be administered by intramuscular injection, 
intranasal spray or auto-injector. 

The protocol, in California Code of Regulations Title 16, section 1746.3, lays out specific requirements for 
pharmacists to screen potential recipients and to provide training in preventing, recognizing and responding to 
opioid overdose and in administering naloxone. In addition, the protocol requires pharmacists to complete at 
least one hour of approved continuing education training on all forms of naloxone hydrochloride before 
furnishing the medication. 

The protocol requires pharmacists to determine whether the potential recipient (A) uses illicit or prescription 
opioids or (B) “is in contact” with anyone who uses illicit or prescription opioids. The pharmacist also must 
determine whether the person to whom the drug would be administered has a known sensitivity to naloxone; if 
so, the pharmacist may not provide the drug. 

Translated screening questions for potential recipients of naloxone whose primary language is traditional 
Chinese, Korean, Russian, Spanish, Tagalog or Vietnamese are available on the Board of Pharmacy website at 
http://www.pharmacy.ca.gov/licensees/naloxone_info.shtml. 

The protocol also requires pharmacists to counsel and provide recipients with information about the medication, 
including “dosing, effectiveness, adverse effects, storage conditions, shelf-life, and safety.” The recipient is not 
permitted to waive the required consultation. The pharmacist also must provide any available information or 
referrals to appropriate resources to any recipient who “indicates interest in addiction treatment, recovery 
services, or medication disposal resources at this time.” 
 
As members of a health care team, pharmacists may recommend that patients filling prescriptions for opioids 
ask their doctors to also prescribe naloxone. Alternatively, pharmacists may on their own suggest that patients 
filling prescriptions for opioid medications also obtain naloxone.  

If the recipient is also the person to whom the naloxone would be administered, the recipient is considered a 
patient for purposes of the protocol. If the patient consents, section 1746.3(c)(7) requires the pharmacist to 
“notify the patient’s primary care provider of any drug(s) and/or device(s) furnished, or to enter the appropriate 
information in a patient record system shared with the primary care provider, as permitted by the patient and the 
primary care provider." 

If the patient does not have a primary care provider or does not consent to notification, section 1746.3(c)(7) 
requires the pharmacist to “provide a written record of the drug(s) and/or devices(s) furnished and advise the 
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patient to consult an appropriate health care provider of the patient’s choice.” 
 
The full text of California Code of Regulations section 1746.3 is available at 
http://www.pharmacy.ca.gov/publications/naloxone_protocol.pdf. 

A fact sheet about naloxone is available on the Board of Pharmacy web site at 
http://www.pharmacy.ca.gov/publications/naloxone_fact_sheet.pdf. 

The Board of Pharmacy Prescription Drug Abuse Prevention page, including public service announcement 
videos, is available at http://www.pharmacy.ca.gov/consumers/rx_abuse_prevention.shtml.  

  

----------------------------------------------------------------------------------- To unsubscribe from this email list please 
click on the link below and follow the instructions on the web page.  

https://www.dca.ca.gov/webapps/pharmacy/subscribe.php  
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To authorize the Attorney General and Secretary of Health and Human Services 

to award grants to address the prescription opioid abuse and heroin use crisis, 
and for other purposes. 

Be it enacted by the Senate and House of Representatives of 
the United States of America in Congress assembled, 
SECTION 1. SHORT TITLE; TABLE OF CONTENTS. 

(a) SHORT TITLE.-This Act max be cited as the "Comprehensive 
Addiction and Recovery Act of 2016 • 

(b) TABLE OF CoNTENTS.-The table of contents for this Act 
is as follows: 

Sec. 1. Short title; table of contents. 

TITLE I-PREVENTION AND EDUCATION 
Sec. 101. Task force on pain management. 
Sec. 102. Awareness campaigns. 
Sec. 103. Community-based coalition enhancement grants to address local drug cri-

''"· Sec. 104. Information materials and resources to prevent addiction related to youth 
sports injuries. 

Sec. 106. Assisting veter8llll with military emergency medical training to meet re-
quirement for becoming civilian health care professionals. 

Sec. 106. FDA opioid action plan. 
Sec. 107. Improving access to overdose treatment. 
Sec. 108. Nlli opioid research. 
Sec. 109. National All Schedules Preacription Electronic Reporting Reauthorization. 
Sec. 110. Opioid overdose reversal meawation access ana eduCation grant pro-.,..,... 

TITLE II-LAW ENFORCEMENT AND TREATMENT 
Sec. 201. Comprehensive Opioid Abuse Grant Program. 
Sec. 202. First responder training. 
Sec. 203. Prescription drug take back expansion. 

TITLE liT-TREATMENT AND RECOVERY 

Sec. 301. Evidence-based prescription opioid and heroin treatment and interven­
tions demonstration. 

Sec. 302. Building communities of recovery. 
Sec. 303. Medication-assisted treatment for recovery from addiction. 

TITLE IV-ADDRESSING COLLATERAL CONSEQUENCES 
Sec. 401. GAO report on recovery and collateral consequences. 

TITLE V-ADDICTION AND TREATMENT SERVICES FOR WOMEN, FAMILIES, 
AND VETERANS 

Sec. 501. Improving treatment for pregnant and postpartum women. 
Sec. 502. Veterans treatment courts. 
Sec. 603. Infant plan of safe care. 
Sec. 604. GAO report on neonatal abstinence syndrome (NAS). 
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TITLE VI-INCENTIVIZING STATE COMPREHENSIVE INITIATIVES TO 
ADDRESS PRESCRIPI'ION OPIOID ABUSE 

Sec. 601. State demonstration grants for comprehensive opioi.d abuse response. 

TITLE VII-MISCELLANEOUS 

Sec. 701. Grant accountability and evaluations. 
Sec. 702. Partial fills of schedule II controlled substances. 
Sec. 703. Good samaritan as&e~sment. 
Sec. 704. Programs to prevent prescription drug abuse under Medicare parts C and 

D. 
Sec. 705. Excl~ abuse-deterrent formulations of prescription ~ from the 

Medicaid additional rebate requirement for new formulations of pre­
scription drugs. 

Sec. 706. Limiting disclosure of predictive modeling and other analytics tech­
nologies to identify and prevent waste, fraud, and abuse. 

Sec. 707. Medicaid Improvement Fund. 
Sec. 708. Sense of the Congress regarding treatment of substance abuse epidemics. 

TITLE Vlll-KINGPIN DESIGNATION IMPROVEMENT 

Sec. 801. Protection of classified information in Federal court challenges relating to 
designations under the Narcotics Kingpin Designation Act. 

TITLE IX-DEPARTMENT OF VETERANS AFFAIRS 

Sec. 901. Short title. 
Sec. 902. Definitions. 

Subtitle A--Opioid Therapy and Pain Management 

Sec. 911. Improvement of opioid safety measures by Department of Veterans M­
flrirs. 

Sec. 912. Strengthening of joint working group on pain management of the Depart­
ment of Veterans Affairs and the Department of Defense. 

Sec. 913. Review, investigation, and report on use of opioids in treatment by De­
partment of Veterans Affairs. 

Sec. 914. Mandatory disclosure of certain veteran information to State controlled 
substance monitoring programs. 

Sec. 915. Elimination of copayment requirement for veterans receiving opioid an­
tagonists or education on use of opioid antagonists. 

Subtitle B--Patient Advocacy 

Sec. 921. Community .meetings on improving care furnished by Department of Vet­
erans A:ff8JI'S. 

Sec. 922. Improvement of awareness of patient advocacy program and patient bill 
of rights of Department of Veterans Affairs. 

Sec. 923. Comptroller General report on patient advocacy program of Department 
of Veterans Affairs. 

Sec. 924. Establishment of Ofli.ce of Patient Advocacy of the Department of Vet­
erans Affairs. 

Subtitle C--Complementary and Integrative Health 

Sec. 931. Exparurion of research and education on and delivery of complementary 
and integrative health to veterans. 

Sec. 932. Exparurion of research and education on and delivery of complementary 
and integrative health to veterans. 

Sec. 933. Pilot program on integration of complementary and integrative health 
and related issues for veterans and family members of veterans. 

Subtitle D-Fitness of Health Care Providers 

Sec. 941. Additional requirements for hiring of health care providers by Depart­
ment of Veterans Affairs. 

Sec. 942. Provision of information on health care providers of Department of Vet­
erans Affairs to State medical boards. 

Sec. 943. Report on compliance by De~t of Veterans Affairs with reviews of 
health care providers leavmg the Department or transferring to other 
facilities. 

Subtitle E-Other Matters 

Sec. 951. Modification to limitation on awards and bonuses. 
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TITLE I-PREVENTION AND EDUCATION 

SEC. 101. TASK FORCE ON PAIN MANAGEMENT. 

(a) DEFINITIONS.-In this section: 
(1) SECRETARY.-The term "Secretary" means the Secretary 

of Health and Human Services. 
(2) TASK FORCE.-The term ''task force" means the Pain 

Management Best Practices Inter-Agency Task Force convened 
under subsection (b). 
(b) INTER-AGENCY TASK FORCE.-Not later than 2 years after 

the date of enactment of this Act, the Secretary, in cooperation 
with the Secretary ofVeterans Affairs and the Secretary of Defense, 
shall convene a Pain Management Best Practices Inter-Agency Task 
Force. 

(c) MEMBERSHIP.-The task force shall be comprised of­
(1) ~p~sentatives of-

(A) the Department of Health and Human Services 
and relevant agencies within the Department of Health 
and Human Services; 

(B) the Department of Veterans Affairs; 
(C) the Department of Defense; and 
(D) the Office of National Drug Control Policy; 

(2) currently licensed aod practicing physicians, dentists, 
and nonphysician prescribers; 

(3) currently hcensed and practicing pharmacists and phar­
macies· 

( 4)' experts in the fields of pain research and addiction 
research, including adolescent and young adult addiction 
research; 

(5) representatives of-
(A) pain management professional organizations; 
(B) the mental health treatment community; 
(C) the addiction treatment community, including 

individuals in recovery from substance use disorder; 
(D) pain advocacy groups, including patients; 
(E) veteran service organizations; 
(F) groups with expertise on overdose reversal, 

including first responders; 
(G) State medical boards; and 
(H) hospitals; 

(6) experts on the health of, and prescription opioid use 
disorders m, members of the Armed Forces and veterans; and 

(7) experts in the field of minority health. 
(d) REPRESENTATION.-The Secretary shall ensure that the 

membership of the task force includes individuals representing 
rural and underserved areas. 

(e) DUTIES.-The task force shall-
(1) identify, review, and, as appropriate, determine whether 

there are gaps in or inconsistencies between best practices 
for pain management (including chronic and acute pain) devel­
oped or adopted by Federal agencies; 

(2) not later than 1 year after the date on which the 
task force is convened under subsection (b), propose updates 
to best practices and recommendations on addressing gaps or 
inconsistencies identified under paragraph (1), as appropriate, 
and submit to relevant Federal agencies and the general public 
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such proposed updates and recommendations, taking into 
consideration-

(A) existing pain management research and other rel­
evant research; 

(B) recommendations from relevant conferences and 
existing relevant evidence-based guidelines; 

(C) ongoing efforts at the Stata and local levels and 
by medical professional organizations to develop improved 
pain management strategies, including consideration of dif­
ferences within and between classes of opioids, the avail­
ability of opioids with abuse deterrent technology, and 
pharmacological, nonpharmacological, and medical device 
alternatives to opioids to reduce opioid monotherapy in 
appropriate cases; 

(D) the management of high-risk populations who 
receive opioids in the course of medical care, other than 
for pain management; 

(E) the 2016 Guideline for Prescribing Opioids for 
Chronic Pain issued hy the Centers for Disease Control 
and Prevention; and 

(F) private sector, State, and local government efforts 
related to pain management and prescribing pain medica­
tion· 
(3) provide the public with at least 90 days to submit 

comments on any proposed updates and recommendations 
under paragraph (2); and 

( 4) develop a strategy for disseminating information about 
best practices for pain management (including chronic and 
acuta pain) to stakeholders, if appropriata. 
(f) LIMITATION.-The task force shall not have rulemaking 

authority. 
(g) SUNSET.-The task force under this section shall sunset 

after 3 years. 

SEC. 102. AWARENESS CAMPAIGNS. 

(a) IN GENERAL.-The Secretary of Health and Human Services, 
in coordination with the heads of other departments and agencies, 
shall, as appropriate, through existing programs and activities, 
advance the education and awareness of the public (including pro­
viders, patients, and consumers) and other appropriate entities 
regarding the risk of abuse of prescription opioids if such drngs 
are not taken as prescribed. 

(b) ToPics.-The education and awareness campaigns under 
subsection (a) shall address---

(1) the dangers of opioid abuse; 
(2) the prevention of opioid abuse, including throngh safe 

disposal of prescription medications and other safety pre­
cautions; and 

(3) the detaction of early warning signs of addiction. 
(c) OrHER REQmREMENTS.-The education and awareness cam­

paigns under subsection (a) shall, as appropriate-
(I) take into account any association between prescription 

opioid abuse and heroin use; 
(2) e~phasize--

(A) the similarities between heroin and prescription 
opioids; and 
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(B) the effects of heroin and prescription opioids on 
the human body; and 
(3) bring greater public awareness to the dangerous effects 

of fentanyl when mixed with heroin or abused in a similar 
manner. 

SEC. 103. COMMllNITY-BASED COALITION ENHANCEMENT GRANTS TO 
ADDRESS LOCAL DRUG CRISES. 

(a) DEFINITIONS.-ln this section: 
(1) ADMINISTRATOR.-The tenn "Administrator" means the 

Administrator of the Substance Abuse and Mental Health Serv­
ices Administration. 

(2) DIRECTOR.-The term "Director" means the Director 
of the Office of National Drug Control Policy. 

(3) DRUG-FREE COMMUNITIES Ar:fr OF 1997.-The term "Drug­
Free Communities Act of 1997" means chapter 2 of the National 
Narcotics Leadership Act of 1988 (21 U.S.C. 1521 et seq.). 

(4) ELIGmLE ENTITY.-The term "eligible entity'' means an 
organization that-

(A) on or before the date of submitting an application 
for a grant under this section, receives or has received 
:n_fant under the Drug-Free Commwrities Act of 1997; 

(B) has documented, using local data, rates of abuse 
of opioids or methamphetamine• at levels that are-

(i) significantly higher than the national average 
as determined by the Secretary (including appropriate 
consideration of the results of the Monitoring the 
Future Survey published by the National Institute on 
Drug Abuse and the National Survey on Drug Use 
and Health published by the Substance Abuse and 
Mental Health Services Administration); or 

(ii) higher than the national average, as deter­
mined by the Secretary (including appropriate consid­
eration of the results of the surveys described in clause 
(i)), over a sustained period of time. 

(5) EMERGING DRUG ABUSE ISSUE.-Th.e term "emerging 
drug abuse issue" means a substance use disorder within an 
area involving-

(A) a sudden increase in demand for particolar drug 
abuse treatment services relative to previous demand; and 

(B) a lack of resources in the area to address the 
emerging problem. 
(6) LoCAL DRUG CRISIS.-The term '1ocal drug crisis" 

means, with respect to the area served by an eligible entity­
(A) a sudden increase in the abuse of opioids or 

methamphetamines, as documented by local data; 
(B) the abuse of prescription medications, specifically 

opioids or methamphetamines, that is significantly higher 
than the national average, over a sustained period of time, 
as documented by local data; or 

(C) a sudden increase in opioid-related deaths, as docu­
mented by local data. 
(7) OPIOID.-The term "opioid" means any drug having 

an addiction-forming or addiction-sustaining liability similar 
to morphine or being capable of conversion into a drug having 
such addiction-forming or addiction-sustaining liability. 
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(b) PROGRAM AUTHORIZED.-The Director, in coordination with 
the Administrator, may make grants to eligible entities to imple­
ment comprehensive community-wide strategies that address local 
dru.g crises and emerging drug abuse issues within the area served 
by the eligible entity. 

(c) APPLICATION.-
(1) 1N GENERAL.-An eligible entity seeking a grant under 

this section sbell submit an application to the Director at 
such time, in such manner, and accompanied by such informa­
tion as the Director may require. 

(2) CRITERIA.-As part of an application for a grant under 
this section, the Director shall require an eligible entity to 
submit a detailed, comprehensive, multisector plan for 
addressing the local drug crisis or emerging drug abuse issue 
within the area served by the eligible entity. 
(d) UsE OF Fmms.-An eligible entity shall use a grant received 

under this secti.on-
(1) for programs designed to implement comprehensive 

community-wide prevention strategies to address the local drug 
crisis in the area served by the eligible entity, in accordance 
with the plan submitted under subsection (c)(2); 

(2) to obtain specialized training and technical assistance 
from the organization funded under section 4 of Public Law 
107--1!2 (21 U.S.C. 1521 note); and 

(3) for programs designed to implement com_prehensive 
~om..m~ty-wide str3;tegies to address emerging drug abuse 
Issues m the commumty. 
(e) SUPPLEMENT NoT SUPPLANT.-An eligible entity shall use 

Federal funds received under this section only to supplement the 
funds that would, in the absence of those Federal funds, be made 
available from other Federal and non-Federal sources for the activi­
ties described in this section, and not to supplant those funds. 

(f) EVALUATION.-A grant under this section shall be subject 
to the same evaluation requirements and procedures as the evalua­
tion requirements and procedures imposed on the recipient of a 
grant under the Drug-Free Communities Act of 1997, and may 
also include an evaluation of the effectiveness at reducing abuse 
of opioids or methampheta.mines. 

(g) LIMITATION ON ADMINISTRATIVE El<PENBES.-Not more than 
8 percent of the amounts made available to carry out this section 
for a fiscal year may be used to pay for administrative expenses. 

(h) DELEGATION AUTHORITY.-The Director may enter into an 
interagency agreement with the Administrator to delegate authority 
for the execution of grants and for such other activities as may 
be necessary to carry out this section. 

(i) AUTHOIDZATION OF APPR.oPRIATIONS.-For the purpose of 
~ out this section, there are authorized to be appropriated 
$5,000,000 for each of fiscal years 2017 through 2021. 

SEC. 104. INFORMATION MATERIALS AND RESOURCES TO PREVENT 
ADDICTION RELATED TO YOUTH SPORTS INJURIES. 

(a) REPORT.-The Secretary of Health and Human Services 
(referred to in this section as the "Secretary") sball1 . not later 
than 24 months after the date of the enactment of t.n:iB section, 
make publicly available on the appropriate website of the Depart­
ment of Health and Human Services a report determining the 
extent to which informational materials and resources described 
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in subsection (c) are available to teenagers and adolescents who 
play youth sports, families of such teenagers and adolescents, 
nurses, youth sports groups, and relevant health care provider 
groups. 

(b) DEVELOPMENT OF INFORMATIONAL MATERIALS AND 
RESOURCES.-The Secretary may, for p~oses of preventing sub­
stance use disorder in teenagers and adolescents who are injured 
playing youth sports and are subsequently prescribed an opioid, 
not later than 12 months after the report is made publicly available 
under subsection (a), and taking into consideration the findings 
of such report and in coordination with relevant health care provider 
groups, facilitate the development of informational materials and 
resources described in subsection (c) for teenagers and adolescents 
who play youth sports, families of such teenagers and adolescents, 
nurses, youth sports groups, and relevant health care provider 
groups. 

(c) MA.TERIA18 AND RESOURCES DESCRIBED.-For puryoses of 
this section, the informational materials and resources described 
in this subsection are informational materials and resources with 
respect to youth sports injuries for which opioids are potentially 
prescribed, including materials and resources focused on the risks 
associated with opioid use and misuse, treabnent options for such 
injuries that do not involve the use of opioids, and how to seek 
treatment for addiction. 

(d) No ADDITIONAL FuNns.-No additional funds are authorized 
to be appropriated for the purpose of carrying out this section. 
This section shall be carried out using amounts otherwise available 
for such purpose. 
SEC. 105. ASSISTING VETERANS WITH MILITARY EMERGENCY MEDICAL 

TRAINING TO MEET REQUIRJ!MI!NT FOR BECOMING 
CIVILIAN HEALTH CARE PROFESSIONAU!. 

Part B of title III of the Public Health Service Act (42 U.S.C. 
243 et seq.) is amended by inserting after section 314 the following: 
"SEC. 315. ASSISTING VETERANS WITH MILITARY EMERGENCY MED­

ICAL TRAINING TO MEET REQUIIIEMENTS FOR BECOMING 
CIVILIAN HEALTH CARE PROFESSIONAU!. 

"(a) l'ROGRAM.-
"(1) IN GENERAL.-The Secretary may establish a program, 

in consultation with the Secretary of Labor, consisting of 
awarding demonstration grants to States to streamline State 
requirements and procedures in order to assist veterans who 
held certain military occupational specialties related to medical 
care or who have completed certain medical training while 
serving in the Armed Forces of the United States to meet 
certification, licensure, and other requirements applicable to 
civilian health care _Professions (such as emergency medical 
technician, paramedic, licensed practical nurse, registered 
nurse, physical therapy assistant, or physician assistant profes­
sions) in the State. 

"(2) CONSULTATION AND COLLABORATION .-In determining 
the eligible military occupational specialties or training courses 
and the assistance required as described in paragraph (1), 
the Secretary shall consult with the Secretary of Defense, the 
Secretary of Veterans Affairs, and the Assistant Secretary of 
Labor for Veterans' Employment and Training, and shall 
collaborate with the initiatives carried out under section 4114 
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of title 38, United States Code, and sections 1142 through 
1144 of title 10, United States Code. 
"(b) USE OF FuNDs.-Amounts received as a demonstration 

grant under this section shall be used to--
"(1) prepare and implement a plan to streamline State 

requirements and procedures as described in subsection (a), 
includin by-

~(A) determining the extent to which the reqnirements 
for the education, training, and skill level of civilian health 
care professions (such as emergency medical technicians, 
paramedics, licensed practical nurses, registered nurses, 
physical therapy assistants, or physician assistants) in the 
State are equivalent to requirements for the education, 
training, and skill level of veterans who served in medical 
related fields while a member of the Armed Forces of 
the United States; and 

"(B) identifying methods, such as waivers, for veterans 
who served in medical related fields while a member of 
the Armed Forces of the United States to forgo or meet 
any such equivalent State requirements; and 
"(2) if necessary to meet workforce shortages or address 

gaps in education, training, or skill level to meet certification, 
licensure or other requirements applicable to becoming a 
civilian health care professional (such as an emergency medical 
technician, paramedic, licensed practical nurse, registered 
nurse, physical therapy assistant, or physician assistant profes­
sions) in the State, develop or expand career pathways at 
institutions of higher education to support veterans in meeting 
such requirements. 
"(c) REPORT.-Upon the completion of the demonstration pro­

gram under this section, the Secretary shall submit to Congress 
a rev.ort on the program. 

'(d) F'uNDING.-No additional funds are authorized to be appro­
priated for the purpose of carrying out this section. This section 
shall be carried out using amounts otherwise available for such 
purpose. 

"(e) SUNSET.-The demonstration program under this section 
shall not exceed 5 years.". 

SEC. 108. FDA OPIOID ACTION PLAN. 

(a) IN GENERAL.-
(!) NEW DRUG APPLICATION.-

(A) IN GENERAL.--Subject to subparagraph (B), prior 
to the approval pursuant to an application submitted under 
section 505(b) of the Federal Food, Drug, aod Cosmetic 
Act (21 U.S.C. 355(b)) of a new drug that is an opioid, 
the Secretary of Health and Humao Services (referred to 
in this section as the "Secretary") shall refer the application 
to an advisory committee of the Food and Drug Administra­
tion to seek recommendations from such advisory com­
mittee. 

(B) PuBLIC HEALTH EXEMPl'ION.-A referral to ao 
advisory committee under subparagraph (A) is not reqnired 
with respect to a new opioid drug or drugs if the Sec­
retary-

(i) finds that such a referral is not in the interest 
of protecting aod promoting public health; 
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(ii) finds that such a referral is not necessary 
based on a review of the relevant scientific information; 
and 

(iii) submits a notice containing the rationale for 
such findings to the Committee on Health, Education, 
Labor, and Pensions of the Senate and the Committee 
on Energy and Commerce of the House of Representa­
tives. 

(2) PEDIATRIC OPIOID LABELING.-The Secretary sball con­
vene the Pediatric Advisory Committee of the Food and Drug 
Administration to seek recommendations from such Committee 
regarding a framework for the inclusion of information in the 
labeling of drugs that are opioids relating to the use of such 
drugs in pediatric populations before the Secretary approves 
any labelinll or change to labeling for any drug that is an 
opioid intentled for use in a pediatric population. 

(3) SUNSET.-The reqwrements of paragraphs (1) and (2) 
shall cease to be effective on Oetober 1, 2022. 
(b) PRESCRIBER EDUCATION.-Not later than 1 year after the 

date of the enactment of this Act, the Secretary, acting through 
the Commissioner of Food and Drugs, as part of the Food and 
Drug Administration's evaluation of the Extended-Release/Long­
Acting Opioid Analgesics Risk Evaluation and Mitigation Strategy, 
and in consultation with relevant stakeholders, shall develop rec­
ommendations regardi~ education programs for prescribers of 
opioids purauant to section 50&--1 of the Federal Food Drug, and 
Cosmetic Act (21 U.S.C. 355-1), including recommendations on-

(1) which prescribers should participate in such programs; 
and 

(2) how often participation in such programs is necessary. 
(c) GUIDANCE ON EvALUATING THE ABUSE DETERRENCE OF 

GENERIC SOLID ORAL 0PIOID DRUG P&ODUCTS.-Not later than 
18 months after the end of the period for public comment on 
the draft guidance entitled "General Princij!les for Evaluating the 
Abuse Deterrence of Generic Solid Oral Upioid Drug Products" 
issued by the Center for Drug Evaluation and Research of the 
Food and Drug Administration in March 2016, the Commissioner 
of Food and Druge shall publish in the Federal Register a final 
version of such guidance. 
SEC.107. IMPROVING ACCESS TO OVERDOSE TREATMENT. 

(a) GRANTS FOR REDUCING OVERDOSE DEATHS.-Part D of title 
V of the Public Health Service Act (42 U.S.C. 290dd et seq.) is 
amended by adding at the end the following: 
"SEC. 1144. GRANTS FOR REDUCING OVERDOSE DEATHS. 

11(a) ESTABLISHMENT.-
"(!) IN GENERAL.-Tbe Secretary shall award grants to 

eligible entities to expand access to drugs or devices approved 
or cleared under the Federal Food, Drug, and Cosmetic Act 
for emergency treatment of known or suspected opioid overdose. 

"(2) MAxiMuM GRANT AMOUNT.-A grant awarded under 
this section may not be for more than $200,000 per grant 
year. 

"(3) ELIGIDLE ENTITY.-For p~ses of this section, the 
term 'eligible entity' means a Federally qualified health center 
(as de5ned in section 1861(aa) of the Social Security Act), 
an opioid treatment program uoder part 8 of title 42, Code 



8.524--10 

of Federal Regulations, any practitioner dispensing narcotic 
drugs pursuant to section 303(g) of the Controlled Substances 
Act, or any other entity that the Secretary deems appropriate. 

"(4) PRESCRIBING.-For purposes of this section, the term 
'prescribing' means, with respect to a drug or device approved 
or cleared under the Federal Food, Drug, and Cosmetic Act 
for emergency treatment of known or suspected opioid overdose, 
the practice of prescribing such drug or device-

"(A) in conjunction with an opioid prescription for 
patients at an elevated risk of overdose; 

"(B) in conjunction with an opioid agonist approved 
under section 505 of the Federal Food, Drug, and Cosmetic 
Act for the treatment of opioid use disorder; 

"(C) to the caregiver or a cloae relative of patients 
at an elevated risk of overdose from opioids; or 

"(D) in other circumstances in which a provider identi­
fies a patient is at an elevated risk for an intentional 
or unintentional drug overdose from heroin or prescription 
opioid therapies. 

"(b) APPLICATION.-To he eligible to receive a grant under this 
section, an eligible entity shall submit to the Secretary, in such 
form and manner as specified by the Secretary, an application 
that describes-

"(!) the extent to which the area to which the entity will 
furnish services through use of the grant is experiencing signifi­
cant morbidity and mortality caused by opioid abuse; 

"(2) the criteria that will he used to identify eligible patients 
to participate in such program; and 

"(3) a plan for sustaining the program after Federal support 
for the program has ended. 
"(c) UsE OF FuNns.-An eligible entity receiving a grant under 

this section may use amounts under the grant for any of the 
following activities, but may use not more than 20 percent of 
the grant funds for activities described in paragraphs (3) and ( 4): 

"(1) To esteblish a program for prescribing a drug or device 
approved or cleared under the Federal Food, Drug, and Cos­
metic Act for emergency treatment of known or suspected opioid 
overdose. 

"(2) To train and _provide resources for health care providers 
and pharmacists on the prescribing of drugs or devices approved 
or cleared under the Federal Food, Drug, and Cosmetic Act 
for emergency treatment of known or suspected opioid overdose. 

"(3) To purchase drugs or devices approved or cleared under 
the Federal Food, Drug, and Cosmetic Act for emergency treat­
ment of known or suspected opioid overdose, for distribution 
under the program described in paragraph (1). 

"(4) To offset the co-payments and other cost sharing associ­
ated with drugs or devices approved or cleared under the Fed­
eral Food, Drug, and Cosmetic Act for emergency treatment 
of known or suspected opioid overdose. 

"(5) To establish protocols to connect patients who have 
experienced a drug overdose with appropriate treatment, 
including medication-aasisted treatment and appropriate coun­
seliiur and behavioral therapies. 
"(d) EvALUATIONS BY RECIPIENTS.-As a condition of receipt 

of a grant under this section, an eligible entity shall, for each 
year for which the grant is received, submit to the Secretary an 



S.524--11 

evaluation of activities funded by the grant which contains such 
information as the Secretary may reasonably require. 

"(e) REPoRTS BY THE SECRETARY.-Not later than 5 years after 
the date on which the first grant under this section is awarded, 
the Secretary shall submit to the appropriate committees of the 
House of Representatives and of the Senate a report aggregating 
the information received from the grant recipients for such year 
under subsection (d) and evaluating the outcomes achieved by the 
programs funded by grants awarded under this section. 

"(f) AUTHORIZATION OF APPROPRIATIONS.-There is authorized 
to be appropriated to carry out this section, $5,000,000 for the 
period of fiscal years 2017 through 2021.". 

(b) IMPRcVING AcCESS TC OvERDOSE TREATMENT.-
(!) INFORMATION ON BEST PRACTICES.-Not later than 180 

days after the date of enactment of this Act: 
(A) The Secretary of Health and Human Services may 

provide information to prescribers within Federally quali­
fied health centers (as defined in paragraph ( 4) of section 
1861(aa) of the Social Security Act (42 U.S.C. 1395x(aa))), 
and the health care facilities of the lndian Health Service, 
on best practices for prescribing or co-prescribing a drug 
or device approved or cleared under the Federal Food, 
Drug, and Cosmetic Act (21 U.S.C. 301 et seq.) for emer­
gency treatment of known or suspected opioid overdose, 
inclu~for patients receiving chronic opioid therapy and 
patients · treated for opioid use disorders. 

(B) The ecretary of Defense may provide information 
to prescribers within Department of Defense medical facili­
ties on best practices for prescribing or co-prescribing a 
drug or device approved or cleared under the Federal Food, 
Drug, and Cosmetic Act (21 U.S.C. 301 et seq.) for emer­
gency treatment of known or suspected opioid overdose, 
including for patients receiving chronic opioid therapy and 
patients being treated for opioid use disorders. 

(C) Tbe Secretary of Veterans Affairs may provide 
information to prescribers within Department of Veterans 
Affairs medical facilities on best practices for prescribing 
or co-prescribing a drug or device approved or cleared under 
the Federal Food, Drug, and Cosmetic Act (21 U.S.C. 301 
et seq.) for emergency treatment of known or suspected 
opioid overdose, including for patients receiving chronic 
opioid therapy and patients being treated for opioid use 
disorders. 
(2) RULE OF CONSTRUCTION.-Nothing in this subsection 

should be construed to establish or contribute to a medical 
standard of care. 

SEC. 108. NIH OPIOID RESEARCH. 

(a) IN GENERAL.-Tbe Director of the National lnstitutes of 
Health (referred to in this section as the "NIH") may intensifY 
and coordinate fundamental, translational, and clinical research 
of the NIH with respect to--

(1) the understanding of pain; 
(2) the discnvery ani! development of therapies for chronic 

pain; and 
(3) the development of alternatives to opioids for effective 

pain treatments. 
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(b) PRIORITY AND DIRECTION.-The prioritization and direetion 
of the Federally funded portfolio of pain research studies shall 
consider recommendations made by the Interagency Pain Research 
Coordinating Committee in concert with the Pain Management 
Best Practices Inter-Agency Task Force, and in accordance with 
the National Pain Strategy, the Federal Pain Research Strategy, 
and the NIH-Wide Strategic Plan for Fiscal Years 2016-2020, the 
latter of which calls for the relative burdens of individual diseases 
and medical disorders to be regarded as crucial considerations in 
balancing the priorities of the Federal research portfolio. 

SEC. 109. NATIONAL ALL SCHEDULES PRESCRlPTION ELECTRONIC 
REPORTING REAUTHORIZATION. 

(a) AMENDMENT TC PlmPoSE.-Paragraph (1) of eeetion 2 of 
the National All Schedules Prescription Electronic Repnrting Act 
of2005 (Public Law 10!Hi0) is amended to read as follows: 

"(1) foster the establishment of State-administered con­
trolled substance monitoring systems in order to ensure that 
health care providers have access to the accurate, timely 
prescription history information that they may use as a tool 
for the early identification of patients at risk for addietion 
in order to initiate appropriate medical interventions and avert 
the tragic personal, family, and community consequences of 
untreated addiction; and". 
(b) AMENDMENTS TC CONTROLLED SUBSTANCE MONITORING PJID. 

GRAM.--Seetion 3990 of the Public Health Service Act (42 U.S.C. 
280g-3) is amended-

(1) in subseetion (a)(1}-
(A) in the matter preceding subparagraph (A), by 

inserting ", in consultation with the Administrator of the 
Substance Abuse and Mental Health Services Administra­
tion and Director of the Centers for Disease Control and 
Prevention," after "the Secretary"; 

(B) in subparagraph (A), by striking "or"; 
(C) in subparagraph (B), by striking the period at 

the end and inserting "· or''· and 
(D) by adding at the end the following: 
"(C) to maintain an existing State-controlled substance 

monitoring program."; 
(2) by amending subseetion (b) to read as follows: 

"(b) MINIMuM REQUIREMENTS.-The Secretary shall maintain 
and, as appropriate, supplement or revise (after publishing proposed 
additions and revisions in the Federal Register and receiving public 
comments thereon) minimum requirements for criteria to be used 
by States for purposes of clauses (ii), (v), (vi), and (vii) of subsection 
(c)(1)(A)."; 

(3) in subseetion (c}-
(A) in paragraph (l)(B}-

(i) in the matter preceding clause (i), ~ striking 
"(a)(1)(B)" and inserting "(a)(1)(B) or (a)(1XC) ; 

(ii) in clause (i), by striking "program to be 
improved" and inserting "program to be improved or 
maintained"· 

(iii) by' redesigoating clauses (iii) and (iv) as 
clauses (iv) and (v), respeetively; 

(iv) by inserting after clause (ii), the following: 
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"(iii) a plan to apply the latest advances in health 
information technology, to the extent practicable, in 
order to incoryorate prescription drug monitoring pro­
gram data drrectly mto the workflow of prescribers 
and dispensers to ensure timely access to patients' 
controlled prescription drug history;"; 

(v) in clause (iv) (as so redesignated), by striking 
"; and" and inserting the following: "and at least one 
health information tecbnolow system such as elec­
tronic health records, health information exchanges, 
or a-prescribing systems;"; 

(vi) in clause (v) (as so redesignated)-
(!) by striking ''public health" and inserting 

"public health or salety"; and 
(II) by striking the period and inserting "; 

and"· and 
(vii) by adding at the end the following: 
"(vi) information, where applicable, on how the 

controlled substance monitoring program jointly works 
with the applicant's respective State substance abuse 
agency to ensure information collected and maintained 
by the controlled substance monitoring program is used 
to inform the provision of clinically appropriate sub­
stance use disorder services to individuals in need."; 
(B) in paragraph (3)-

(i) by striking "If a State that submits" and 
inserting the following: 
"(A) lN GENERAL.-If a State that submits"; 

(ii) by inserting before the period at the end "and 
include timelines for full implementation of such inter­
operability. The State shall also describe the manner 
in which it will achieve interoperability between its 
monitoring program and health information techoology 
systems, as allowable under State law, and include 
timelines for the implementation of such interoper­
ability''; and 

(iii) by adding at the end the following: 
"(B) MONITORING OF EFFORTS.-The Secretary shall 

monitor State efforts to achieve interoperability, as 
described in subparagraph (A)."; and 

(C) in paragraph (5)-
(i) ~ striking "implement or improve" and 

inserting establish, improve, or maintain"; and 
(ii) by adding at the end the following: ''The Sec­

retary shall redistribute any funds that are so returned 
among the remaining grantees under this section in 
accordance with the formula described in subsection 
(aX2)(B)."; 

(4) in subsection (d)-
(A) in the matter preceding paragraph (1)-

(i) by striking "In implement!~ or improving" and 
all that follows through "(a)(1XB) and inserting "In 
establishing, improving, or maintaining a controlled 
substance monitoring program under this section, a 
State shall comply, or with respect to a State that 
applies for a grant under subparagraph (B) or (C) 
of subsection (aXl)"; and 
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(ii) by striking "public health" and inserting "public 
health or safety"; and 
(B) by adding at the end the following: 

"(5) The State shall report on interoperability with the 
controlled substance monitoring program of Federal agencies, 
where appropriate, interopera6ility with health information 
technology systems such as electronic health records, health 
information exchanges, and a-prescribing, where appropriate, 
and whether or not the State provides automatic, up-to-date, 
or daily information about a patient when a practitioner (or 
the designee of a practitioner, where permitted) requests 
information about such patient."; 

(5) in subsections (e), (1)(1), and (g), by striking "imple­
menting or improving" each place it appears and inserting 
"establishing, improving, or maintaining"; 

(6) in subsection (f}-
(A) in paragraph (1}--

(i) in subparagraph (B), by striking "misuse of 
a schedule II, III, or IV substance" and inserting 
"misuse of a controlled substance included in schedule 
II, III, or IV of section 202(c) of the Controlled Sub­
stances Act"; and 

(ii) in subparagraph (D}--
(1) by inserting "a State substance abuse 

agency," after "State health department,"; and 
(II) by strikin;r "such department, program, 

or administration each place it appears ana 
inserting "such department, program, agency, or 
administration" in each such place; and 

(B) by adding at the end the following: 
"(3) EvALUATION AND REPORTING.--Subject to subsection 

(g), a State receiving a grant under subsection (a) shall provide 
the Secretary with aggregate data to enable the Secretary­

"(A) to evaluate the success of the State's program 
in achieving its purposes; or 

"(B) to prepare and submit the report to Congress 
required by subsection (k)(2). 
"(4) RESEARCH BY OTHER ENTITIES.-A department, pro­

gram, agency, or administration receiving nonidentifiable 
information under paragraph (1)(D) may make such information 
available to other entities for research purposes."; 

(7) by striking subsection (k); 
(8) by redesignating subsections (h) through (j) as sub­

sections (i) through (k), respectively; 
(9) in subsections (cX1XA)(iv) and (d)(4), by striking "sub­

section (h)" each place it appears and inserting "subsection 
(i)"; 

(10) by inserting after subsection (g) the following: 
"(h) EDUCATION AND ACCESS TO THE MONITORING 8YSTEM.­

A State receiving a grant under subsection (a) shall take steps 
to--

"(1) facilitate prescriber and dispenser use of the State's 
controlled substance monitoring system, to the extent prac­
ticable; and 

"(2) educate prescribers and dispensers on the benefits 
of the system."; 

(11) in subsection (k)(2)(A), as so redesignated-
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(A) in clause (ii), by striking "or affected" and inserting 
",established or strengthened initiatives to ensure linkages 
to substance use disorCler services, or affected"; and 

(B) in clause (iii), by striking "including an assessment'' 
and inserting "and between controlled substance moni­
toring programs and health information technology sys­
tems, including an assessment"; 
(12) in subsection (1)(1), by striking "establishment, 

implementation, or improvement" and inserting "establishment, 
improvement, or maintenance"; 

(13) in subsection (m)(B), by striking "and the District 
of Columbia" and inserting ", the District of Columbia, and 
any commonwealth or territory of the United States"; and 

(14) by amending subsection (n) to read as follows: 
"(n) AUTHORIZATION OF APPRoPRIATIONS.-To carry out this 

section, there are authorized to be appropriated, $10,000,000 for 
each of fiscal years 2017 through 2021.". 

SEC. 110. OPIOID OVERDOSE REVERSAL MEDICATION ACCESS AND 
EDUCATION GRANT PROGRAMS. 

(a) 1N GENERAL.-Part D of title V of the Public Health Service 
Act (42 U.S.C. 290dd et seq.), as amended by section 107, is further 
amended by adding at the end the following: 

"SEC. 545. OPIOID OVERDOSE REVERSAL MEDICATION ACCESS AND 
EDUCATION GRANT PROGRAMS. 

"(a) GRANTs TO STATES.-The Secretary shall make grants to 
Statest<>---

"(1) implement strategies for pharmacists to dispense a 
drog or device approved or cleared under the Federal Food, 
Dmg, and Cosmetic Act for emergency treatment of known 
or suspected opioid overdose, as appropriate, pursuant to a 
standing order; 

"(2) encourage pharmacies to dispense opioid overdose 
reversal medication pursuant to a standing order; 

"(3) develop or provide training materials that persons 
authorized to prescribe or dispense a drug or device approved 
or cleared under the Federal Food, Drug, and Coametic Act 
for emergency treatment of known or suspected opioid overdose 
may use to educate the public concerning-

"(A) when and how to safely administer such drug 
or device; and 

"(B) steps to be taken after administering such drug 
or device; and 
"( 4) educate the public concerning the availability of drugs 

or devices approved or cleared under the Federal Food, Drug, 
and Cosmetic Act for emergency treatment of known or sus­
J?,ected opioid overdose without a person-specific prescription. 
'(b) CERTAIN REQUIREMENT.-A grant may be made under this 

section only if the State involved has authorized standing orders 
to be issued for drugs or devices approved or cleared under the 
Federal Food, Drug, and Cosmetic Act for emergency treatment 
of known or suspected opioid overdose. 

"(c) PREFERENCE IN MAKING GRANTS.-ln making grants under 
this section, the Secretary may give preference to States that have 
a significantly higher rate of opioid overdoses than the national 
average, and that-



S.524--16 

"(1) have not implemented standing orders regarding drugs 
or devices approved or cleared under the Federal Food, Drug, 
and Cosmetic Act for emergency treatment of known or sus­
pected opioid overdose; 

"(2) authorize standing orders to be issued that permit 
community-based organizations, substance abuse programs, or 
other nonprofit entities to acquire, dispense, or administer 
drugs or devices approved or cleared under the Federal Food, 
Drug, and Cosmetic Act for emergency treatment of known 
or suspected opioid overdose; or 

"(3) authorize standing orders to be issued that permit 
police, fire, or emergency medical services agencies to acquire 
and administer drugs or devices approved or cleared under 
the Federal Food, Drug, and Cosmetic Act for emergency treat­
ment of known or suspected opioid overdose. 
"(d) GRANT TERMs.-

"(1) NUMBER.-A State may not receive more than one 
grant under this section at a time. 

"(2) PERIOD.-A grant under this section shall be for a 
period of 3 years. 

"(3) LlMITATION.-A State may use not more than 20 per­
cent of a grant under this section for educating the public 
pursuant to subsection (aX 4). 
"(e) Al'PLicATIONS.-To be eligible to receive a grant under 

this section, a State shall submit an application to the Secretary 
in such form and manner and containing such information as the 
Secretary may reasonably require, including detailed proposed 
expenditures of grant funds. 

11(f) R.EPoRTING.-A State that receives a grant under this sec­
tion shall, at least annually for the duration of the grant, submit 
a report to the Secretary evaluating the progress of the activities 
supported through the grant. Such reports shall include information 
on the number of pharmacies in the State that dispense a drug 
or device approved or cleared under the Federal Food, Drug, and 
Cosmetic Act for emergency treatment of known or suspected opioid 
overdose under a standing order, and other information as the 
Secretary determines appropriate to evaluate the use of grant funds. 

"(g) DEFINITIONS.-In this section the term 'standing order' 
meanB a document prepared by a person authorized to prescribe 
medication that permits another person to acquire, dispense, or 
administer medication without a person-specific prescription. 

"(h) AUTHORIZATION OF APi'RoPRIATIONS.-
"(1) IN GENERAL.-To carry out this section, there are 

authorized to be appropriated $5,000,000 for the period of fiscal 
years 2017 through 2019. 

"(2) ADMINISTRATIVE COSTS.-Not more than 3 percent of 
the amounts made available to carry out this section may 
be used by the Secretary for administrative expenses of carcying 
out this section.". 
(b) TECHNICAL CLARIFICATION.-Effective as if included in the 

enactment of the Children's Health Act of 2000 (Public Law 106-
310), section 3405(a) of such Act (114 Stat. 1221) is amended 
by striking "Part E of title Ill" and inserting "Part E of title 
11I of the Public Health Service Act". 
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TITLE II-LAW ENFORCEMENT AND 
TREATMENT 

SEC. 201. COMPREHENSIVE OPIOID ABUSE GRANT PROGRAM. 

(a) COMPREHENSIVE 0PIOID ABUSE GRANT Pi!OGRAM.-
(1) IN GENERAL.-Title I of the Omnibus Crime Control 

and Safe Streets Act of 1968 (42 U.S.C. 3711 et seq.) is amended 
by adding at the end the following: 

"PART L~OMPREHENSIVE OPIOID ABUSE 
GRANT PROGRAM 

"SEC. 8021. DESCRIPTION. 

"(a) GRANTS AUTHORIZED.-From amounts made available to 
carry out this part, the Attorney General may make grants to 
States, uoits nf local government, and Indian tribes, for use by 
the State, uoit of local government, or Indian tribe to provide 
services primarily relating to opioid abuse, including for any one 
or more of the following: 

"(1) Developing, implementing, or expanding a treatment 
alternative to incarceration program, which may include---

"(A) prebookin\{ or postbooking components, wbicb may 
include the activities described in part DD or HH of this 
title· 

~(B) training for criminal justice agency personnel on 
substance use disorders and co-occurring mental illness 
and substance use disorders; 

"(C) a mental health court, including the activities 
described in part V of this title; 

"(D) a drug court, including the activities described 
in part EE of this title; 

"(E) a veterans treatment court program, including 
the activities described in subsection (i) of section 2991 
of this title; 

"(F) a focus on parents whose incarceration could result 
in their children entering the child welfare system; and 

"(G) a community-based substance use diversion pro-
11J.am sponsored by a law enforcement agency. 
(2) In the case of a State, facilitating or enhancing plan­

ning and collaboration between State criminal justice agencies 
and State substance abuse agencies in order to more efficiently 
and effectively carry out activities or services described in any 
paragraph of this subsection that address problems related 
to opioid abuse. 

"(3) Providing training and resources for first responders 
on carrying and administering an opioid overdose reversal drug 
or device approved or cleared by the Food and Drug Administra­
tion, and purchasing such a drug or device for first responders 
who have received such training to so carry and administer. 

"( 4) Locating or investigating illicit activities related to 
the unlawful distribution of opioids. 

"(5) Developing, implementing, or expanding a medication­
assisted treatment program used or operated by a criminal 
justice agency, which may include training criminal justice 
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agency personnel on medication-assisted treatment, and car­
rying out the activities described in part S of this title. 

"(6) In the case of a State, developing, implementing, or 
expanding a prescription drug monitoring program to collect 
and analyze data related to the prescribing of schedules II, 
III, and IV controlled substances through a centralized database 
administered by an authorized State agency, which includes 
tracking the dispensation of such substances, and providing 
for interoperability and data sharing with each other such 
program in each other State, and with any interstate entity 
that shares information between such programs. 

"(7) Developing, implementing, or expanding a program 
to prevent and address opioid abuse by juveniles. 

"(8) Developing, implementing, or expanding a program 
(which may include demonstration projects) to utilize tech­
nology that provides a secure container for prescription drugs 
that would prevent or deter individuals, particularly adoles­
cents, from gaining access to opioid medications that are law­
fully prescribed for other individuals. 

"(9) Developing, implementing, or expanding a prescription 
drug take-back program. 

"(10) Developing, implementing, or expanding an integrated 
and comprehensive opioid abuse response program. 
"(b) CONTRACTS AND SUBAWARDS.-A State, unit oflocal govern­

ment, or Indian tribe may, in using a grant under this part for 
purposes authorized by subsection (a), use all or a portion of that 
grant to contract with, or make one or more subawards to, one 
ormore---

"(1) local or regional organizations that are private and 
nonprofit, including faith-based organizations; 

"(2) units of local government; or 
"(3) tribal organizations. 

"(c) PRoGRAM AsSESSMENT COMPONENT; WAIVER.-
"(1) PRoGRAM ASSESSMENT COMPONENT.-Each program 

funded under this part shall contain a program assessment 
component, developed pursuant to guidelines established by 
the Attorney General, in coordination with the National 
Institute of Justice. 

"(2) WAIVER.-The Attorney General may waive the 
requirement of paragraph (1) with respect to a program if, 
in the opinion of the Attorney General, the program is not 
of sufficient size to justify a full program assessment. 
"(d) ADMINISTRATIVE COSTS.-Not more than 10 percent of a 

grant made under this part may be used for costs incurred to 
administer such grant. 

"(e) PERIOD.-The period of a grant made under this part may 
not be longer than 4 years, except that renewals and extensions 
beyond that period may be granted at the discretion of the Attorney 
General. 

"SEC. 3022. APPLICATIONS. 

"To request a grant under this part, the chief executive officer 
of a State, unit of local government, or Indian tribe shall submit 
an application to the Attorney General at such time and in such 
form as the Attorney General may require. Such application shall 
include the following: 
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"(1) A certification that Federal funds made available under 
this part will not be used to supplant State, local, or tribal 
funds, but will be used to increase the amounts of such funds 
that would, in the absence of Federal funds, be made available 
for the activities described in section 3021(a). 

"(2) An assurance that, for each fiscal year covered by 
an application, the applicant shall maintain and report such 
data, records, and information (programmatic and financial) 
as the Attorney General may reasonably require. 

"(3) A certification, made in a form acceptable to the 
Attorney General and executed by the chief executive officer 
of the applicant (or by another officer of the applicant, if quali­
fied under regulations promulgated by the Attorney General), 
that--

"(A) the activities or services to be funded by the 
grant meet all the requirements of this part; 

"(B) all the information contained in the application 
is correct; 

"(C) there has been appropriate coordination with 
affected agencies; and 

"(D) the applicant will comply with all provisions of 
this part and all other applicable Federal laws. 
"( 4) An assurance that the applicant will work with the 

Drug Enforcement Administration to develop an integrated and 
comprehensive strategy to address opioid abuse. 

"SEC. 3023. REVIEW OF APPLICATIONS. 

''The Attorney General shall not finally disapprove any applica­
tion (or any amendment to that application) submitted under this 
part without first affording the applicant reasonable notice of any 
deficiencies in the application and an opportunity for correction 
of any such deficiencies and reconsideration. 

"SEC. 3024. EQUITABLE DISTRIBUTION OF FUNDS. 

"In awarding grants under this part, the Attorney General 
shall distribute funds in a manner that--

"(1) equitably addresses the needs of underserved popu­
lations, including rural and tribal communities; and 

"(2) focuses on communities that have been disproportion­
ately impacted by opioid abuse as evidenced in part by-

"(A) high rates of primary treatment admissions for 
heroin and other opioids; 

"(B) high rates of drug poisoning deaths from heroin 
and other opioids; and 

"(C) a lack of accessibility to treatment providers and 
facilities and to emergency medical services. 

"SEC. 3026. DEFINITIONS. 

"In this part: 
"(1) The term 'first responder' includes a firefighter, law 

enforcement officer, paramedic, emergency medical technician, 
or other individual (including an employee of a legally organized 
and recognized volunteer organization, whether compensated 
or not), who, in the course of his or her professional duties, 
responds to fire, medical, hazardous material, or other similar 
emergencies. 
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"(2) The term 'medication-assisted treatment' means the 
use of medications approved b_y the Food and Drug Administra­
tion for the treatment of opioid abuse. 

"(3) The term 'opioid' means any drug, including heroin, 
having an addiction-forming or addiction-sustallring liability 
similar to morphine or being capable of conversion into a drug 
ha~ such addiction-forming or addiction-sustaining liability. 

"( 4) The term 'schedule II, III, or IV controlled substance' 
means a controlled substance that is listed on schedule II 
schedule III, or schedule IV of section 202(c) of the Controlled 
Substances Act (21 U.S.C. 812(c)). 

"(5) The terms 'drug' and 'device' have the meanings given 
those terms in section 201 of the Federal Food, Drug, and 
Cosmetic Act (21 U.S.C. 321). 

"(6) The term 'criminal justice agency' means a State, local, 
ortribal-

"(A) court; 
"(B) prison; 
"(C) 'ail; 
"(D) kw enforcement agency; or 
"(E) other agency that performs the administration 

of criminal justice, including prosecution, pretrial services, 
and community supervision. 
"(7) The term 'tribal organization' has the meaning given 

that term in section 4 of the Indian Self-Determination and 
Education Assistance Act (25 U.S.C. 450b). 

"(8) The term 'State substance abuse agency' has the 
meaning given that term in section 508(r)(6) of the Public 
Health Service Act (42 U.S.C. 290bb-1).". 

(2) AUTHORIZATION OF APPROPRIATIONS.-Section 1001(a) 
of title I of the Omnibua Crime Control and Safe Streets Act 
of 1968 (42 U.S.C. 3793(a)) is amended by inserting after para­
graph (26) the following: 

"(27) There are authorized to be appropriated b:! carry 
out part LL $103,000,000 for each of fiscal years 2017 through 
2021.". 
(h) EMERGENCY FEDERAL LAW ENFORCEMENT AsSISTANCE.­

Section 609Y(a) of the Justice Aseistance Act of 1984 (42 U.S.C. 
10513(a)) is amended by striking "September 30, 1984" and 
inserting 11September 30, 2021". 

(c) INCLUSION OF SERVICES FOR PREGNANT WOMEN UNDER 
FAMILY-BAsED SUBSTANCE ABUSE GRANTS.-Pert DD of title I of 
the Omnibus Crime Control and Safe Streets Act (42 U.S.C. 3797s 
et seq.) is amended-

(1) in section 2921(2), by inserting before the period at 
the end "or pregnant women"; and 

(2) in section 2927-
(A) in paragraph (1)(A), by inserting ''pregnant or" 

before "a parent"; and 
(B) in paragraph (3), by inserting "or pregnant women" 

after ''incarcerated parents". 
(d) GAO STuiJy AND REPORT ON FEDERAL AGENCY PRoGRAMS 

AND RESEARCH RELATIVE TO SUBSTANCE USE AND SUBSTANCE USE 
DISORDERS AMONG ADOLESCENTS AND YOUNG AnULTS.-

(1) STUDY.-The Comptroller General of the United States 
shall conduct a study on how Federal agencies, through grant 
programs, are addressing prevention of, treatment for, and 
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recovery from, substance use by, and substance use disorders 
among, adolescents and young adults. Such study shall include 
an analysis of each of the following: 

(A) The research that has heen, and is being, conducted 
or supported pursuant to grant programs operated by Fed­
eral agencies on prevention of, treatment for, and recovery 
from substance use by and substance use disorders among 
adolescents and young adults, including an assessment of-

(i) such research relative to any unique cir­
cumstances (including social and biological cir­
cumstances) of adolescents and young adults that may 
make adolescent-specific and young adult-specific treat­
ment protocols necessary, including any effects that 
substance use and substance use disorders may have 
on brain development and the implications for treat­
ment and recovery; and 

(ii) areas of such research in which greater invest­
ment or focus is necessary relative to other areas of 
such research. 
(B) Federal agency nonresearch programs and activi­

ties that address prevention of, treatment for, and recovery 
from substance use by and substance use disorders among 
adolescents and young adults, including an assessment of 
the effectiveness of such programs and activities in pre­
venting substance use by and substance use disorders 
among adolescents and young adults, treating such adoles­
cents and young adults in a way that accounts for any 
unique circumstances faced by adolescents and young 
adults, and supports long-term recovery among adolescents 
and young adulta. 

(C) Gaps that have heen identified by officials of Fed­
eral agencies or ~erts in the efforts supported by grant 
programs operated by Federal agencies relating to preven­
tion of, treatment for, and recovery from substance use 
by and substance use disorders among adolescents and 
young adults, including gaps in research, data collection, 
and measures to evaluate the effectiveness of such efforts, 
and the reasons for such gaps. 
(2) REPORT.-Not later than 2 years after the date of enact­

ment of this Act, the Comptroller General shall submit to 
the appropriate committees of the Congress a report containing 
the resulta of the study conducted under paragraph (1), 
including-

(A) a summary of the findings of the study; and 
(B) recommendations baaed on the resulta of the study, 

including recommendations for such areas of research and 
legislative and administrative action as the Comptroller 
General determines appropriate. 

SEC. 202. FIRST RESPONDER TRAINING. 

Part D of title V of the Public Health Service Act (42 U.S.C. 
290dd et seq.), aa amended by section 110, is further amended 
by adding at the end the following: 

"SEC. 548. FIRST RESPONDER TRAINING. 

"(a) PROGRAM AUTHORIZED.-The Secretary shall make grants 
to States, local governmental entities, and Indian tribes and tribal 
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organizations (as defined in section 4 of the Indian Self-Determina­
tion and Education Assistance Act) to allow first responders and 
members of other key community sectors to administer a drug 
or device approved or cleared under the Federal Food, Drug, and 
Cosmetic Act for emergency treatment of knowo or suspected opioid 
overdose. 

"(b) Al'PLICATION.-
"(1) IN GENERAL.-An entity seeking a grant under this 

section shall submit an application to the Secretary-
"(A) that meets the criteria under paragraph (2); and 
"(B) at such time, in such manner, and accompanied 

by such information as the Secretary may require. 
"(2) CRITERIA.-An entity, in submitting an application 

under paragraph (1), shall-
"(A) describe the evidence-based methodology and out­

come measurements that will be used to evaluate the pro­
gram funded with a grant under this section, and specifi­
cally explain how such measurements will provide valid 
measures of the impact of the program; 

"(B) describe how the program could be broadly rei>' 
licated if demonstrated to be effective; 

"(C) identify the governmental and community agencies 
with which the entity will coordinate to implement the 
program; and 

"(D) describe how the entity will ensure that law 
enforcement agencies will coordinate with their cor­
responding State substance abuse and mental health agen­
cies to identify protocols and resources that are available 
to overdose victims and families, including information on 
treatment and recovery resources. 

"(c) USE OF FuNDs.-An entity shall use a grant received under 
this section to--

"(1) make a drug or device approved or cleared under 
the Federal Food, Drug, and Cosmetic Act for emergency treat­
ment of known or suspected opioid overdose available to be 
carried and administered by first responders and members 
of other key community sectors; 

"(2) train and provide resources for first responders and 
members of other key community sectors on carrying and 
administering a drug or device approved or cleared under the 
Federal Food, Drug, and Cosmetic Act for emergency treatment 
of known or suspected opioid overdose; and 

"(3) establish processes, protocols, and mechanisms for 
referral to appropriate treatment, which may include an out­
reach coordinator or team to connect individuals receiving 
opioid overdose reversal drugs to followup services. 
"(d) TECHNICAL AsSISTANCE GRANTS.-The Secretary shall 

make a grant for the purpose of providing technical assistance 
and training on the use of a drug or device approved or cleared 
under the Federal Food, Drug, and Cosmetic Act for emergency 
treatment of known or suspected opioid overdose, and mechanisms 
for referral to appropriate treatment for an entity receiving a grant 
under this section. 

"(e) GEOGRAPHIC DisTRIBUTION.-in making grants under this 
section, the Secretary shall ensure that not less than 20 percent 
of grant funds are awarded to eligible entities that are not located 
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in metropolitan statistical areas (aa defined by the Office of Manage­
ment ana Budget). The Secretary shall take into account the unique 
needs of rural communities, including communities with an 
incidence of individuals with opioid use disorder that is above 
the national average and communities with a shortage of prevention 
and treatment services. 

11(f) EVALUATION.-The Secretary shall conduct an evaluation 
of grants made under this section to determine-

"(!) the number of first responders and members of other 
key community sectors equipped with a drug or device approved 
or cleared under the Federal Food, Drug, and Cosmetic Act 
for emergency treatment of known or suspected opioid overdose; 

"(2) the number of opioid and heroin overdoses reversea 
by first responders and members of other key community sec­
tors receiving training and supplies of a drug or device approved 
or cleared under the Federal Food, Drug, and Cosmetic Act 
for emergency treatment of known or suspected opioid overdose, 
through a grant received under this section; 

"(3) the number of responses to ~uests for services by 
the entity or subgrantee, to opioid and heroin overdose; and 

"( 4) the extent to which overdose victims and families 
receive information about treatment services and available data 
describing treatment admissions. 
"(g) AUTHORIZATION OF Ai'PRoPRIATIONS.-To carry out this 

section, there are authorized to be appropriated $12,000,000 for 
each of fiscal years 2017 through 2021.". 
SEC- 2tlB- PRESCRIPl'ION DRUG TAKE BACK EXPANSION. 

(a) DEFINITION OF COVERED ENTITY.-ln this section, the term 
"covered entity" means-

(1) a State, local, or tribal law enforcement agency; 
(2) a mannfacturer, distributor, or reverse distributor of 

prescription medications; 
(3) a retail pharmacy; 
( 4) a registered narcotic treatment program; 
(5) a hospital or clinic with an onsite pharmacy; 
(6) an eligible long-term care facility; or 
(7) any other entity authorized by the Drug Enforcement 

Administration to dispose of prescription medications. 
(b) PROGRAM AUTHORIZED.-The Attorney General, in coordina­

tion with the Administrator of the Drug Enforcement Administra­
tion, the Secretary of Health and Human Services, and the Director 
of the Office of National Drul!. Control Policy, shall coordinate 
with covered entities in expanainj or making available disposal 
sites for unwanted prescription medications. 

TITLE III-TREATMENT AND RECOVERY 
SEC. 301. EVIDENCE-BASED PRESCRIPTION OPIOID AND HEROIN 

TREATMENT AND INTERVENTIONS DEMONSTRATION-

Subpart 1 of part B of title V of the Public Health Service 
Act (42 U.S.C. 290bb et seq.) is amended by adding at the end 
the following: 
"SEC. 5148. EVIDENCE-BASED PRESCRIPTION OPIOID AND HEROIN 

TREATMENT AND INTERVENTIONS DEMONSTRATION-

"(a) GRANTS TO EXPAND ACCESS.-
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"(1) AUTHOIDTY TO AWARD GRANTS.-The Secretary shall 
award grants, contracts, or cooperative agreements to State 
substance abuse agencies, units of local government, nonprofit 
organizations, and Indian tribes and tribal organizations (as 
defined in section 4 of the Indian Self-Determination and Edu­
cation Assistance Act) that have a high rate, or have had 
a rapid increase, in the use of heroin or other opioids, in 
order to permit such entities to expand activities, including 
an expansion in the availability of evidence-based medication­
assisted treatment and other clinically appropriate services, 
with respect to the treatment of addiction io the specific geo­
graphical areas of such entities where there is a high rate 
or rapid increase in the use of heroin or other opioids, such 
as in rural areas. 

"(2) NATURE OF ACTIVITIES.-Funds awarded under para­
graph (1) shall he used for activities that are based on reliable 
scientific evidence of efficacy in the treatment of problems 
related to heroio or other opioids. 
"(b) APPL!CATION.-To he eligible for a grant, contract, or 

cooperative agreement under subsection (a), an entity shall submit 
an application to the Secretary at such time, in such manner, 
and accompanied by such information as the Secretary may reason­
ably require. 

"(c) EVALUATION.-An entity that receives a grant, contract, 
or cooperative agreement under subsection (a) shall submit, in 
the application for such grant, contract, or agreement a plan for 
the evaluation of any project undertaken with funds provided under 
this section. Such entity shall provide the Secretary with periodic 
evaluations of the progress of such pr~ject and an evaluation at 
the completion of such project as the Secretary determines to be 
appro,Eriate. 

"(d) GEOGRAPHIC DISTRIBUTION.-In awarding grants, contracts, 
and cooperative agreements under this section, the Secretary shall 
ensure that not less than 15 percent of funds are awarded to 
eligible entities that are not located io metropolitan statistical 
areas (as defined by the Office of Management and Budget). The 
Secretary shall take ioto account the uniq,ue needs of ruraf commu­
nities, including communities with an inCidence of individuals with 
opioid use disorder that is above the national average and commu­
nities with a shortage of prevention and treatment services. 

"(e) ADDITIONAL ACTIVITIES.-In. administering grants, con­
tracts, and cooperative agreements under subsection (a), the Sec­
retary shall-

"(1) evaluate the activities supported under such sub­
section; 

"(2) disseminate information, as appropriate, derived from 
evaluations as the Secretary considers appropriate; 

"(3) provide States1 Indian tribes and tribal organizations, 
and providers with tec.nnical assistance in connection with the 
provision of treatment of problems related to heroio and other 
opioids; and 

"( 4) fond only those applications that specifically support 
recovery services as a critical component of the program 
involved. 
"(!) AUTHOIDZATION OF APPROPRIATIONS.-To carry out this sec­

tion, there are authorized to be appropriated $25,000,000 for each 
of fiscal yeara 2017 through 2021.". 
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SEC. 302. BUILDING COMMUNITIES OF RECOVERY. 

Part D of title V of the Public Health Service Act (42 U.S.C. 
290dd et seq.), as amended by section 202, is further amended 
by adding at the end the following: 

"SEC. 547. BUILDING COMMUNITIES OF RECOVERY. 

"(a) DEFINITION.-In this section, the term 'recovery community 
organization' means an independent nonprofit organization that-­

"(1) mobilizes resources within and outside of the recovery 
community to increase the prevalence and quality of long­
term recovery from substance use disorders; and 

"(2) is wholly or principally governed by people in recovery 
for substance use disorders who reflect the community served. 
"(b) GRANTS AUTHOIDZED.-The Secretary shell award grants 

to recovery community organizations to enable such organizations 
to develop, expand, and enhance recovery services. 

"(c) FEDERAL SHARE.-The Federal share of the costs of a pro­
gram funded by a grant under this section may not exceed 50 
percent. 

"(d) USE OF Fmms.--Grants awarded under subsection (b}-­
"(1) shall be used to develop, expand, and enhance commu­

nity and statewide recovery support services; and 
"(2) may be used to-

"(A) build connections between recovery networks, 
between recovery community organizations, and with other 
recovery support services, including-

"(i) behavioral health providers; 
"(ii) primary care providers and physicians; 
"(iii) the criminal justice system; 
"(iv) employers; 
"(v) housing services; 
"(vi) child welfare agencies; and 
"(vii) other recovery support services that facilitate 

recovery from substance use disorders; 
"(B) reduce the stigma associated with substance use 

disorders; and 
"(C) conduct outreach on issues relating to substance 

use disorders and recovery, including-
"(i) identifying the signs of addiction; 
"(ii) the resources available to individuals strug­

gling with addiction and to families with a family 
member struggling with, or being treated for, addiction, 
including programs that mentor and provide support 
services to children; 

"(iii) the resources available to help support 
individuals in recovery; and 

"(iv) related medical outcomes of substance use 
disorders, the potential of acquiring an infectious dis­
ease from intravenous drug use, and neonatal 
abstinence syndrome among infants exposed to opioids 
during pregnancy. 

"(e) AUTHORIZATION OF APPRoPRIATIONS.-There are authorized 
to be appropriated to carry out this section $1,000,000 for each 
of fiscal years 2017 through 2021.". 
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SEC. 303. MEDICATION·ASSISTED TREATMENT FOR RECOVERY FROM 
ADDICTION. 

(a) IN GENERAL.-
(1) IN GENERAL.--Section 303(g)(2) of the Controlled Sub­

stances Act (21 U.S.C. 823(g)(2)) is amended-
(A) in subparagraph (B), by striking clauses (i), (ii), 

and (iii) and inserting the following: 
"(i) The practitioner is a qualifying practitioner (as defined 

in subparagraph (G)). 
"(ii) With respect to patients to whom the practitioner 

will provide such drugs or combinations of drugs, the practi­
tioner has the capacity to provide directly, by referral, or in 
such other manner as determined by the Secretary-

"(!) all drugs approved by the Food and Drug Adminis­
tration for the treatment of opioid use disorder, including 
for maintenance, detoxification, overdose reversal, and 
rela~se rrevention; and 

(II appropriate counseling and other appropriate 
ancillary services. 
"(iii)(l) The total number of such patients of the practitioner 

at any one time will not exceed the applicable number. Except 
as provided in subclause (II), the applicable number is 30. 

"(II) The applicable number is 100 if, not sooner than 
1 year after the date on which the practitioner submitted 
the initial notification, the practitioner submits a second 
notification to the Secretary of the need and intent of the 
practitioner to treat up to 100 patients. 

"(III) The Secretary may by regulation change such 
applicable number. 

"(IV) The Secretary may exclude from the applicable 
number patients to whom such drugs or combinations of drugs 
are directly administered by the qualifying practitioner in tlie 
office setting."; 

(B) in subparagraph (D}-
(i) in clause (ii), by striking ''Upon receiving a 

notification under subparagraph (B)" and inseriing 
"Upon receivnw a determination from the Secretary 
under clause (rii) finding that a practitioner meets 
all requirements for a waiver under subparagraph (B)"; 
and 

(ii) in clause (iii}-
(!) by inserting "aod shall forward such deter­

mination to the Attorney General" before the 
period at the end of the first sentence; and 

(II) by striking "physician" and inseriing 
"practitioner"; 

(C) in subparagraph (G}-
(i) b,y; amending clause (ii)(I) to read as follows: 

(I) The physician holds a board certification 
in addiction psychiatry or addiction medicine from 
the American Board of Medical Specialties."; 
(ii) by amending clause (ii)(II) to read as follows: 

"(II) The physician holds an addiction certifi­
cation or board certification from the American 
Society of Addiction Medicine or the American 
Board of Addiction Medicine."; 
(iii) in clause (ii)(III), by striking "subspecialty"; 
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(iv) by amending clause (ii)(IV) to read aa follows: 
"(IV) The physician has, with respect to the treatment 

and management of opiate-dependent patients, completed 
not less than 8 hours of training (through classroom situa­
tions, seminars at professional society meetings, electronic 
communications, or otherwise) that is provided by the 
American Society of Addiction Medicine, the American 
Academy of Addiction Psychiatry, the American Medical 
Association, the American Osteopathic Association, the 
American Psychiatric Association, or any other organization 
that the Secretary determines is appropriate for purposes 
of this subclause. Such training shall include--

"(aa) opioid maintenance and detoxification; 
"(bb) appropriate clinical use of all drugs approved 

by the Food and Drug Administration for the treatment 
of opioid use disorder; 

"(cc) initial and periodic patient assessments 
(including substance use monitoring); 

"(dd) individualized treatment planning, overdose 
reversal, and relapse prevention; 

"(ee) counseling and recovery support services; 
"(ft) staffing roles and considerations; 
"(gg) diversion control; and 
"(hh) other best practices, as identified by the Sec­

retary."; and 
(v) by addiug at the end the following: 

"(iii) The term 'qualifying practitioner' means-
"(!) a qualifying physician, aa defined in clause (ii); 

or 
"(II) during the period beginniog on the date of enaci­

ment of the Comprehensive Addiction and Recovery Act 
of 2016 and endiug on October 1, 2021, a qualifying other 
practitioner, as defined in clause (iv). 
"(iv) The tenn 'qualifying other practitioner' means a nurse 

practitioner or physician assistant who satisfies each of the 
following: 

"(I) The nurse practitioner or physician assistant is 
licensed under State law to prescribe schedule III, IV, 
or V medications for the treatment of pain. 

"(II) The nurse practitioner or physician assistant 
has-

"(aa) completed not fewer than 24 hours of initial 
training addressing each of the topics listed in clause 
(ii)(IV) (through classroom situations, seminars at 
professional society meetings, electronic communica­
tions, or otherwise) provided by the American Society 
of Addiction Medicine, the American Academy of Addic­
tion Psychiatry, the American Medical Association, the 
American Osteopathic Association, the American 
Nurses Credentialing Center, the American Psychiatric 
Association, the American Association of Nurse Practi­
tioners, the American Academy of Physician Assist­
ants, or any other organization that the Secretary 
determines is appropriate for purposes of this sub­
clause; or 

"(bb) has such other training or experience as the 
Secretary determines will demonstrate the ability of 
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the nurse practitioner or physician assistant to treat 
and manage opiate-dependent patients. 
"(III) The nurse practitioner or physician assistant is 

supervised by, or works in collaboration with, a qualifying 
physician, if the nurse practitioner or physician assistant 
is required by State law to prescribe medications for the 
treatment of opioid use disorder in collaboration with or 
under the supervision of a physician. 

The Secretary may, by regulation, revise the requirements for 
being a qualifying other practitioner under this clause."; and 

(D) in subparagraph (H}-
(i) in clauae (i), by inserting after subclauae (II) 

the following: 
"(III) Such other elements of the requirements under this 

paragraph as the Secretary determines necessary for purposes 
of implementing such requirements."; and 

(ii) by amending clause (ii) to read as follows: 
"(ii) Not later than 18 months after the date of enactment 

of the Opioid Use Disorder Treatment Expansion and Modernization 
Act, the Secretary shall update the treatment improvement protocol 
containing best practice guidelines for the treatment of opioid­
dependent patients in office-based settings. The Secretary shall 
update such protocol in consultation with experts in opioid use 
disorder research and treatment.". 

(2) OPIOID DEFINED.--Section 102(18) of the Controlled Sub­
stances Act (21 U.S.C. 802(18)) is amended by inserting "or 
'opioid'" after "The tenn 'opiate'". 

(3) REPORTS TO CONGRESS,-
(A) IN GENERAL.-Not later than 3 years after the 

date of enactment of this Act and not later than 3 years 
thereafter, the Secretary of Health and Human Services, 
in consultation with the Drug Enforcement Administration 
and experts in opioid use disorder research and treatment, 
shall-

(i) perform a thorough review of the provision of 
opioid use disorder treatment services in the United 
States, including services provided in opioid treatment 
programs and other specialty and nonspecialty set­
tings; and 

(ii) submit a report to the Congress on the findings 
and conclusions of such review. 
(B) CoNTENTs.-Each report under subparagraph (A) 

shall include an assessment of-
(i) compliance with the requirements of section 

303(g)(2) of the Controlled Substances Act (21 U.S.C. 
823(g)(2)), as amended by this section; 

(ii) the measures taken by the Secretary of Health 
and Human Services to ensure such compliance; 

(iii) whether there is further need to increase or 
decrease the number of patients a practitioner, pursu­
ant to a waiver under section 303(g)(2) of the Con­
trolled Substances Act (21 U.S.C. 823(g)(2)), is per­
mitted to treat; 

(iv) the extent to which, and proportions with 
which, the full range of Food and Drug Administration­
approved treatments for opioid use disorder are used 
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in routine health care settings and specialty substance 
use disorder treatment settings; 

(v) access to, and use o:(, counseling and recovery 
support services, including the percentage of patients 
receiving such services; 

(vi) changes in State or local policies and legisla­
tion relating to opioid use disorder treatment; 

(vii) the use of prescription drug monitoring pro­
grams by yractitioners who are permitted to dispense 
narcotic drugs to individuals pursuant to a waiver 
described in clause (iii); 

(viii) the findings resulting from inspections by 
the Drug Enforcement Administration of practitioners 
described in clause (vii); and 

(ix) the effectiveness of cross-agency collaboration 
between Department of Health and Human Services 
and the Drug Enforcement Administration for 
expanding effective opioid use disorder treatment. 

(b) STATE FLExmiiJTY.--Section 303(g)(2) of the Controlled Sub­
stances Act (21 U.S.C. 823(~)(2)) is amended by striking subpara­
graphs (I) and (J), and inserting the following: 

"(!) Notwithstanding section 708, nothing in this paragraph 
shall be construed to preempt any State law thst-

"(i) permits a qualifying practitioner to dispense narcotic 
drugs in schedule III, IV, or V, or combinations of such drugs, 
for maintenance or detoxification treatment in accordance with 
this paragraph to a total number of patients that is more 
than 30 or less than the total number applicable to the quali­
fying practitioner under subparagraph (B)(iiiXII) if a State 
enacte a law modifying such total number and the Attorney 
General is notified by the State of such modification; or 

"(ii) requires a qualifying practitioner to comply with addi­
tional requirements relating to the dispensing of narcotic drugs 
in schedule III, IV, or V, or combinations of such drugs, 
including requirements relating to the practice setting in which 
the qualifying practitioner ,practices and education, training, 
and reporting requirements . . 
(c) UPDATE REGULATIONS.-Not later than 18 months after 

the date of enactment of this Act, the Attorney General and the 
Secretary of Health and Human Services, as appropriate, shall 
update regulations regarding practitioners described in subsection 
(a)(3XBXvii) (as amended by this section) to include nurse practi­
tioners and physician assistants to ensure the quality of patient 
care and prevent diversion. 

TITLE IV-ADDRESSING COLLATERAL 
CONSEQUENCES 

SEC. 401. GAO REPORT ON RECOVERY AND COLLATERAL CON­
SEQUENCRS. 

(a) REPoRT REQUIRED.-Not later than 1 year after the date 
of enactment of this Act, the Comptroller General of the United 
States shall submit to the Committee on the Judiciary of the Senate 
and the Committee on the Judiciary of the House of Representatives 
a report that-



8.524-30 

(1) describes the collateral consequences for individuals 
with convictions for nonviolent drug-related offenses; 

(2) describes the effect of the collateral consequences 
described in paragraph (1) on individuals in resuming their 
personal and professional activities, especially, to the extent 
data are available, the effect on indiviauals who are partici­
pating in or have completed a recovery program for a substance 
use disorder; 

(3) discusses policy bases and justifications for imposing 
collateral consequences on individuals convicted of nonviolent 
drug-related offenses identified under paragraph (1); and 

( 4) provides perspectives on the potential for mitigating 
the effect of the collateral consequences described in paragraph 
(1) on individuals who are participating in or have completed 
a recovery program, while also taking into account the policy 
interests described in paragraph (3). 
(b) DEFINITION.-In this section, the term "collateral con­

sequence"-
(1) means a penalty, disability, or disadvantage imposed 

upon an individual as a result of a criminal conviction for 
a drug-related offense--

(A) automatically by operation of law; or 
(B) by authorized action of an administrative agency 

or court on a case-by-case basis; and 
(2) does not include a direct consequence imposed as part 

of the judgment of a court at sentencing, including a term 
of imprisonment or community supervision, or a fine. 

TITLE V-ADDICTION AND TREATMENT 
SERVICES FOR WOMEN, FAMILIES, 
AND VETERANS 

SEC. 601. IMPROVING TREATMENT FOR PREGNANT AND POSTPARTUM 
WOMEN. 

(a) GENERAL AMENDMENTS TO THE RESIDENTIAL TREATMENT 
PRoGRAM FOR !'REGNANT AND POSTPARTUM WOMEN.--Section 508 
of the Public Health Service Act (42 U.S.C. 290bb-1) is amended­

(1) in subsection (a}-
(A) in the matter preceding paragraph (1}-

(i) by inserting "(referred to in this section as 
the 'Director')" after "Substance Abuse Treatment"; 

(ii) by striking "grants, cooperative agreement," 
and inserting "grants, including the grants under sub­
section (r), cooEerative agreements"; and 

(iii) by striking "for substance abuse" and inserting 
"for substance use disorders"; and 
(B) in paragraph (1), by inserting "or receive outpatient 

treatment services from" after "reside in"; 
(2) in subsection (bX2), by inserting "and her children" 

before the period at the end; 
(3) in subsection (c}-

(A) in earagraph (1), by striking "to the woman of 
the services and inserting "of services for the woman and 
her children"; and 

(B) in paragraph (2}-
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(i) in subparagraph (A), by striking "substance 
abuse" and inserting "substance use disorders"· and 

(ii) in subJ'aragraph (B), by striking "such a\n;;;e• 
and inserting such a disorder"; 

(4) in subsection (d)-
(A) in paragraph (3XA), by striking "maternal sub­

stance abuse" and inserting "a maternal substance use 
disorder"; 

(B) by amending paragraph (4) to read as follows: 
"( 4) Providing therapeutic, comprehensive child care for 

children during the periods in which the woman is engaged 
in therapy or in other necessary health and rehabilitative activi­
ties."; 

(C) in paragraphs (9), (10), and (11), by striking 
"women" each place such term appears and inserting 
"woman"· 

(D) ;;, paragraph (9), by striking "units" and inserting 
"unit"· and 

(E) in paragraph (11)-
(i) in subparagraeh (A), by striking "their cbildren" 

and inserting "any child of such woman"; 
(ii) in subparagraph (B), by striking "; and" and 

inserting a semicolon; 
(iii) in subpar!H!raph (C), by striking the period 

and inserting "· and't.' and 
(iv) by adding at'the end the following: 

"(D) family reunification with children in kinabip or 
foster care arrangements, where safe and appropriate."; 
(5) in subsection (e)-

(A) in paragraph (1)-
(i) in the matter preceding subparagra!'b (A), by 

striking "substance abuse" and inserting substance 
use disorders"· and 

(ii) in subparagral;'h (B), by striking "substance 
abuse" and inserting substance use disorders"; and 
(B) in paragraph (2)-

(i) by striking "(A) Subject" and inserting the fol­
lowing: 
"(A) IN GENERAL. -Subject"; 

(ii) in subparagraph (B)-
(I) by striking "(B)(i) In the case" and inserting 

the following: 
"(B) WAIVER OF PARTICIPATION AGREEMENTS.­

"(i) IN GENERAL.-In the case"; and 
(II) by striking "(ii) A determination" and 

inserting the following: 
"(ii) DONATIONS.-A determination"; and 
(iii) by striking "(C) With respect" and inserting 

the following: 
"(C) NONAPPLICATION OF CERTAIN REQUIREMENTS.­

With res_pect"· 
(6) in subsection (g)-

(A) by striking "who are engaging in substance abuse" 
and inserting "wlio have a substance use disorder"; and 

(B) by striking "such abuse" and inserting "such dis­
order"; 
(7) in subsection G)-
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(A) in the matter preceding paragraph (1), by striking 
"to on" and inserting "to or on"; and 

(B) in paragraph (3), by striking "Office for" and 
inserting "Office of'; 
(8) by amending subsection (m) to read as follows: 

"(m) ALLocATION OF AWARDS.-In making awards under sub­
section (a), the Director shall give priority to an applicant that 
agrees to use the award for a program serving an area that is 
a rural area, an area designated under section 332 by the Secretary 
as a health professional shortage area, or an area determined 
by the Director to have a shortage of family-based substance use 
disorder treatment options."; and 

(9) in subsection (q)-
(A) in paragraph (3), by striking ''funding agreement 

under subsection (a)" and inserting "funding agreement"; 
and 

(B) in paragraph (4), by striking "substance abuse" 
and inserting "a substance use disorder". 

(b) REAUTHORIZATION OF Pi!OGRAM.--Section 508 of the Public 
Health Service Act (42 U.S.C. 290bb-1), as amended by subsection 
(a), is further amended-

(1) in subsection (p), in the first sentence, by inserting 
"(other than subsection (r))" after "section"; and 

(2) in subsection (r), by striking "such sums" and all that 
follows through "2003" and inserting "$16,900,000 for each 
of fiscal years 2017 through 2021". 
(c) PiLOT PROGRAM GRANTS FOR STATE SUBSTANCE ABUSE 

AGENCIES.-
(1) IN GENERAL.--Section 508 of the Public Health Service 

Act (42 U.S.C. 290bb-1), as amended by subsections (a) and 
(b), is further amended-

(A) by redesignating subsection (r), as amended by 
subsection (b), as subsection (s); and 

(B) by inserting after subsection (q) the following new 
subsection: 

"(r) PILoT PRoGRAM FOR STATE SUBSTANCE .ABUSE A.GENCIES.-
"(1) IN GENERAL.-From amounts made available under 

subsection (s), the Director of the Center for Substance Abuse 
Treatment shall carry out a pilot program under which competi­
tive grants are made by the Director to State substance abuse 
agencies-

"(A) to enhance flexibility in the use of funds designed 
to support family-based services for pregnant and 
postpartum women with a primary diagnosis of a substance 
use ilisord.er, including opioid use disorders; 

"(B) to help State substance abuse agencies address 
identified gaps in services furnished to such women along 
the continuum of care, including services provided to 
women in nonresidential-based settings; and 

"(C) to promote a coordinated, effective, and efficient 
State system managed by State substance abuse agencies 
by encouraging new approaches and models of service 
delivery. 
"(2) REQUIREMENTS.-In carrying out the pilot program 

under this subsection, the Director shall-
"(A) require State substance abuse agencies to submit 

to the Director applications, in such form and manner 
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and containing such information as specified by the 
Director, to be eligible to receive a grant under the pro­
gram; 

"(B) identify, based on such submitted applications, 
State substance abuse agencies that are eligible for such 
grants; 

"(C) require services proposed to be furnished through 
such a grant to support family-based treatment and other 
services for pregnant and postpartum women with a pri­
mary diagnosis of a substance use disorder, including opioid 
use disorders; 

"(D) not require that services furnished through such 
a grant be provided solely to women that reside in facilities; 

"(E) not require that grant recipients under the pro­
gram make available through use of the grant all the 
services described in subsection (d); and 

"(F) consider not aEplying the requirements described 
in paragraphs (1) and (2) of subsection (0 to an applicant, 
depending on the circumstances of the applicant. 
"(3) REQUIRED SERVICES.-

"(A) IN GENERAL.-The Director shall specify a min­
imum set of services required to be made available to 
eligible women through a grant awarded under the pilot 
program under this subsection. Such minimum set of serv­
ices-

"(i) shall include the services requirements 
described in subsection (c) and be based on the rec­
ommendations submitted under subparagraph (B); and 

"(ii) may be selected from among the services 
described in subsection (d) and include other services 
as appropriate. 
"(B) STAKEHOLDER INPUT.-The Director shall convene 

and solicit recommendations from stakeholders, including 
State substance abuse agencies, health care providers, per­
sons in recovery from substance abuse, and other appro­
priate individuals, for the minimum set of services 
described in subparagraph (A). 
"(4) DuRATION.-The pilot program under this subsection 

shall not exceed 5 years. 
"(5) EvALUATION AND REPORT TO CONGRESS.-

"(A) IN GENERAL.-The Director of the Center for 
Behavioral Health Statistics and Quality aball evaluate 
the pilot program at the conclusion of the first grant cycle 
funded by the pilot program. 

"(B) REPORT.-The Director of the Center for Behav­
ioral Health Statistics and Quality, in coordination with 
the Director of the Center for Substance Abuse Treatment 
shall submit to the relevant committees of jurisdiction of 
the House of Representatives and the Senate a report 
on the evaluation under subparagraph (A). The report aball 
include, at a minimum-

"(i) outcomes information from the pilot program, 
including any resulting reductions in the use of alcohol 
and other drugs; 

"(ii) engagement in treatment services; 
"(iii) retention in the appropriate level and dura­

tion of services; 
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"(iv) increased access to the use of medications 
approved by the Food and Drug Administration for 
the treatment of substance use disorders in combina­
tion with counseling; and 

"(v) other appropriate measures. 
"(C) R.EcoMMENDATION.-The report under subpara­

graph (B) shall include a recommendation by the Director 
of the Center for Substance Abuse Treatment as to whether 
the pilot program under this subsection should be extended. 
"(6) STATE SUBSTANCE ABUSE AGENCIES DEFINED.-For pur-

poses of this subsection, the term 'State substance abuse agency' 
means, with respect to a State, the agency in such State that 
manages the Substance Abuse Prevention and Treatment Block 
Grant under part B of title XIX.". 

(2) FuNDING.--Subsection (s) of section 508 of the Public 
Health Service A<:t (42 U.S.C. 290bb-1), as amended by sub­
section (a) and redesignated by paragraph (1), is further 
amended by adding at the end the following new sentences: 
"Of the amounts made available for a year pursuant to the 
previous sentence to carry out this section, not more than 
25 percent of such amounts shall be made available for such 
year to carry out subsection (r), other than paragraph (5) of 
such subsection. Notwithstanding the preceding sentence, no 
funds shall be made available to carry out subsection (r) for 
a fiscal year uuless the amount made available to carry out 
this section for such fiscal year is more than the amount made 
available to carry out this section for fiscal year 2016.". 

SEC. 1m2. VETERANS TREATMENT COURTS. 

Section 2991 of the Omnibus Crime Control and Safe Streets 
A£t of 1968 (42 U.S.C. 3797aa) is amended-

(!) by redesignating subsection (i) as subsection GJ; and 
(2) by inserting after subsection (h) the following: 

"(i) AssiSTING VETERANS.-
"(!) DEFINITIONS.-In this subsection: 

"(A) I'EER-TD-PEER SERVICES OR PROGRAMS.-The term 
'peer-to-peer services or programs' means services or pro­
grams that connect qualified veterans with other veterans 
for the purpose of providing support and mentorship to 
assist qualified veterans in obtaining treatment, recovery, 
stabilization, or rehabilitation. 

"(B) QuALIFIED VETERAN.-The term 'qualified veteran' 
means a preliminarily qualified offender who--

"(i) served on active duty in any branch of the 
Armed Forces, including the National Guard or 
Reserves; and 

"(ii) was discharged or released from such service 
under conditions other than dishonorable, unless the 
reason for the dishonorable discharge was attributable 
to a substance abuse disorder. 
"(C) VETERANS TREATMENT COURT PROGRAM.-The term 

\reterans treatment court program' means a court program 
involving collaboration among criminal justice, veterans, 
and mental health and substance abuse agencies that pro­
vides qualified veterans with-
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"(i) intensive judicial supervision and case manage­
ment, which may include random and frequent drug 
testing where appropriate; 

"(ii) a full continuum of treatment services, 
includ:in.Jt mental health services, substance abuse serv­
ices, medical services, and services to address trauma; 

"(iii) alternatives to incarceration; or 
"(iv) other appropriate services, including housing, 

transportation, mentoring, employment, job training, 
education, or assistance in applying for and obtaining 
available benefits. 

"(2) VETERANS ASSISTANCE PROGRAM.-
"(A) IN GENERAL.-The Attorney General, in consulta­

tion with the Secretary of Veterans Affairs, may award 
grants under this subsection to applicants to establish or 
expand-

"(i) veterans treatment court programs; 
"(ii) peer-to-peer services or programs for qualified 

veterans; 
"(iii) practices that identify and provide treatment, 

rehabilitation, legal, transitional, and other appro­
priate services to qualified veterans who have been 
incarcerated; or 

"(iv) training programs to teach criminal justice, 
law enforcement, corrections, mental health, and sub­
stance abuse personnel how to identify and appro­
priately respond to incidents involving qualified vet­
erans. 
"(B) PruoRITY.-In awarding grants under this sub­

section, the Attorney General shall give priority to applica­
tions that-

"(i) demonstrate collaboration between and joint 
investments by criminal justice, mental health, sub­
stance abuse, and veterans service agencies; 

"(ii) promote effective strategies to identify and 
reduce the risk of harm to qualified veterans and public 
safety; and 

"(iii) propose interventions with empirical support 
to improve outcomes for qualified veterans.". 

SEC. 1103. INFANT PLAN OF SAFE CARE. 
(a) BEST PRAcTICES FOR DEVELOPMENT OF PLANS OF SAFE 

CARE.--Section 103(b) of the Child Abuse Prevention and Treatment 
Act (42 U.S.C. 5104(b)) is amended-

(!) by redesignating paragraphs (5) through (8) as para­
graphs (6) through (9), respectively; and 

(2) by inserting after paragraph ( 4) the following: 
"(5) maintain and disseminate information about the 

requirements of section 106(b)(2)(B)(iii) and best practices 
relating to the development of plans of safe care as described 
in such section for infanta born and identified as being affected 
by substance abuse or withdrawal symptoms, or a Fetal Alcohol 
Spectrum Disorder;". 
(b) STATE PLANs.--Section 106(b)(2)(B) of the Child Abuse 

Prevention and Treatment Act (42 U.S.C. 5106a(b)(2)(B)) is 
amended-
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(1) in clause (ii), by striking "illegal substance abuse" and 
inserting "substance abuse"; and 

(2) in clause (iii}-
(A) by striking "illegal substance abuse" and inserting 

"substance abuse"· and 
(B) by insertlng before the semicolon at the end the 

following: "to ensure the safety and well-being of such 
infant following release from the care of health care pro­
viders, including through-

"(!) addressing the health and substance use dis­
order treatment needs of the infant and affected family 
or caregiver; and 

"(II) the development and implementation by the 
State of monitoring systems regarding the implementa­
tion of such plans to determine whether and in what 
manner local entities are providing, in accordance with 
State requirements, referrals to and delivery ~~~tpro­
priate services for the infant and affected £ · y or 
caregiver". 

(c) DATA REPORTS.-
(1) IN GENERAL.-Section 106(d) of the Child Abuse Preven­

tion and Treatment Act (42 U.S.C. 5106a(d)) is amended by 
adding at the end of the following: 

"(17) The number of infanta-
"(A) identified under subsection (b)(2)(B)(ii); 
"(B) for whom a plan of safe care was developed under 

subsection (b)(2)(B)(iii); and 
"(C) for whom a referral was made for appropriate 

services, including services for the affected family or care­
giver, under subsection (bX2)(B)(iii).". 
(2) REDESIGNATION.-Effective on May 29, 2017, section 

106(d) of the Child Abuse Prevention and Treatment Act (42 
U.S.C. 5106a(d)) is amended by redesignating paragraph (17) 
(as added by paragraph (1)) as paragraph (18). 
(d) MONITORING AND OvERSIGHT.-

(1) AMENDMENT.-Title I of the Child Abuse Prevention 
and Treatment Act (42 U.S.C. 5101 et seq.) is amended by 
adding at the end the following: 

"SEC. 114. MONITORING AND OVERSIGHT. 

"The Secretary shall conduct monitoring to ensure that each 
State that receives a grant under section 106 is in compliance 
with the requirements of section 106(b), which-

"(1) shall-
"(A) be in addition to the review of the State plan 

upon its submission under section 106(b)(l)(A); and 
"(B) include monitoring of State policies and procedures 

:lJ.uired under clauses (ii) and (iii) of section 106(b)(2)(B); 

"(2) may include-
"(A) a comparison of activities carried out by the State 

to comply with the requirements of section 106(b) with 
the State plan most recently approved under section 432 
of the Social Security Act; 

"(B) a review of information available on the website 
of the State relating to its compliance with the require­
ments of section 106(b); 
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"(C) site visits, as may be necessary to carry out such 
monitoring; and 

"(D) a review of information available in the State's 
Annual Progress and Services Report most recently sub­
mitted under section 1357.16 of title 45, Code of Federal 
Regulations (or successor regulations).". 
(2) TABLE OF CONTENTS.-The table of contents in section 

1(b) of the Child Abuse Prevention and Treatment Act (42 
U.S.C. 5101 note) is amended by inserting after the item 
relating to section 113, the following: 

.. Sec. 114. Monitoring and oversight."'. 

(e) RULE OF CONSTRUCTION.-Notbing in this section, or the 
amendments made by this section, shall be construed to authorize 
the Secretary of Health and Human Services or any other officer 
of the Federal Government to add new requirements to section 
106(b) of the Child Abuse Prevention and Treatment Act (42 U.S.C. 
5106a(b)), as amended by this section. 

SEC. 504. GAO REPORT ON NEONATAL ABSTINENCE SYNDROME (NAS). 

(a) IN GENERAL.-Not later than 1 year after the date of the 
enactment of this Act, the Comptroller General of the United States 
shall submit to the Committee on Energy and Commerce of the 
House of Representatives and the Committee on Finance and the 
Committee on Health, Education, Labor, and Pensions of the Senate 
a report on neonatal abstinence syndrome (in this section referred 
to as "NAS") in the United States. 

(b) INFoRMATION To BE INCLUDED IN REPORT.-Such report 
shall include information on the following: 

(1) The prevalence of NAS in the United States, including 
the proportion of children born in the United States with NAS 
who are eligible for medical assistance under State Medicaid 
programs under title XIX of the Social Security Act (42 U.S.C. 
1396 et seq.) at birth, and the costs associated with coverage 
under such programs for treatment of infants with NAS. 

(2) The services for which coverage is available under State 
Medicaid programs for treatment of infants with NAS. 

(3) The settings (including inpatient, outpatient, hospital­
based, and other settings) for the treatment of infants with 
NAS and the reimbursement methodologies and costs associated 
with such treatment in such settings. 

(4) The prevalence of utilization of various care settings 
under State Medicaid programs for treatment of infants with 
NAS and any Federal barriers to treating such infants under 
such programs, particularly in non-hospital-based settings. 

(5) What is known about best practices for treating infants 
withNAS. 
(c) RECOMMENDATIONS.-Such report also shall include such 

recommendations as the Comptroller General determines appro­
priate for improvements that will ensure access to treatment for 
infants with NAS under State Medicaid programs. 
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TITLE VI-INCENTIVIZING STATE COM­
PREHENSIVE INITIATIVES TO AD­
DRESS PRESCRIPl'ION OPIOID ABUSE 

SEC. 601. STATE DEMONSTRATION GRANTS FOR COMPREHENSIVE 
OPIOID ABUSE RESPONSE. 

Part D of title V of the Public Health Service Act (42 U.S.C. 
290dd et seq.), as amended by section 302, is further amended 
by adding at the end the following: 

"SEC. 548. STATE DEMONSTRATION GRANTS FOR COMPREHENSIVE 
OPIOID ABUSE RESPONSE. 

"(a) DEFINITIONS.-In this section: 
"(1) DISPENSER.-The term 'dispenser' has the meaning 

given the term in section 102 of the Controlled Substances 
Act (21 U.S.C. 802). 

"(2) PRESCRIBER.-The term 'prescriber' means a dispenser 
who prescribes a controlled substance, or the agent of such 
a disp,enser. 

(3) PRESCRIBER OF A SCHEDULE II, ill, OR IV CONTROLLED 
SUBSTANCE.-The term 'prescriber of a schedule II, III, or 1V 
controlled substance' does not include a prescriber of a schedule 
II, III, or IV controlled substance that dispenses the sub­
stance-

"(A) for use on the premises on which the substance 
is dispensed; 

"(B) in a hospital emergency room, when the substance 
is in short supply; 

"(C) for a certified opioid treatment program; or 
"(D) in other situations as the Secretary may reason­

ably determine. 
"(4) SCHEDULE II, m, OR IV CONTROLLED SUBSTANCE.-The 

term 'schedule II, III, or N controlled substance' means a 
controlled substance that is listed on schedule II, schedule 
III, or schedule 1V of section 202(c) of the Controlled Substances 
Act. 
"(b) GRANTS FOR COMPREHENSIVE 0PIOID ABUSE RESPONSE.­

"(1) IN GENERAL.-The Secretary shall award grants to 
States, and combinations of States, to implement an integrated 
opioid abuse response initiative. 

"(2) PuRPosEs.-A State receiving a grant uoder this seo­
tion shall establish a comprehensive response plan to opioid 
abuse, which may include--

"(A) education efforts around opioid use, treatment, 
and addiction recovery, including education of residents, 
medical students, an4_physicians and other prescribers of 
schedule II, III, or N controlled substances on relevant 
prescribing guidelines, the prescription drug monitoring 
program of the State described in subparagraph (B), and 
overdose prevention methods; 

"(B) establishing, maintaining, or improving a com­
prehensive prescription drug monitoring program to track 
dispensing of schedule II, III, or N controlled substances, 
which may-
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"(i) provide for data sharing with other States; 
and 

"(ii) allow all individuals authorized by the State 
to write prescriptions for schedule II, III, or IV con­
trolled substances to access the prescription drug moni­
toring program of the State; 
"(C) developing, implementing, or expanding prescrip­

tion drug and opioid addiction treatment programs by-
"(i) expanding the availability of treatment for 

prescription drug and opioid addiction, including medi­
cation-assisted treatment and behavioral health 
therapy, as appropriate; 

"(ii) developing, implementing, or expanding 
screening for individuals in treatment for prescription 
drng and opioid addiction for hepatitis C and HN, 
and treating or referring those individuals if clinically 
appropriate; or 

"(iii) developing, implementing, or expanding 
recovery support services and programs at high schools 
or institutions of higher education; 
"(D) developing, implementing, and expanding efforts 

to prevent overdose death from opioid abuse or addiction 
to prescription medications and opioids; and 

"(E) advancing the education and awareness of the 
public, providers, patients, consumers, and other appro­
priate entities regarding the dangers of opioid abuse, safe 
disposal of prescription medications, and detection of early 
warning signs of opioid use disorders. 
"(3) .APPLICATION.-A State seeking a grant under this sec­

tion shall submit to the Secretary an application in sueh form, 
and containing such information, as the Secretary may reason­
ably require. 

"(4) USE OF FUNDS.-A State that receives a grant under 
this section shall use the grant for the cost, including the 
cost for technical assistance, training, and administration 
expenses, of carrying: out an integrated opioid abuse response 
initiative as outlined by the State's comprehensive response 
plan to opioid abuse established under paragraph (2). 

"(5) PRiORITY CONSIDERATIONS.-ln awarding grants under 
this section, the Secretary shall, as appropriate, give priority 
to a State that--

"(A)(i) provides civil liability protection for first 
responders, health professionals, and family members who 
have received appropriate training in administering a drug 
or device approved or cleared under the Federal Food, 
Drug, and Cosmetic Act for emergency treatment of known 
or susP.ected opioid overdose; and 

"(ri) submits to the Secretary a certification by the 
attorney general of the State that the attorney general 
has-

"(!) reviewed any applicable civil liability protec­
tion law to determine the applicability of the law with 
respect to first responders, health care professionals, 
family members, and other individuals who-

"(aa) have received appropriate training in 
administering a drug or device approved or cleared 
under the Federal Food, Drng, and Cosmetic Act 
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for emergency treatment of known or suspected 
opioid overdose; and 

"(bb) may administer a drug or device 
approved or cleared under the Federal Food, Drug, 
and Cosmetic Act for emergency treatment of 
known or suspected opioid overdose; and 
"(II) concluded that the law described in subclause 

(I) provides adequate civil liability protection applicable 
to such persons; 
"(B) has a process for enrollment in services and bene­

fits necessary by criminal justice agencies to initiate or 
continue treatment in the community, under which an 
individual who is incarcerated may, while incarcerated, 
enroll in services and benefits that are necessary for the 
individual to continue treatment upon release from incar­
ceration; 

"(C) ensures the capability of data sharing with other 
States, where applicable, such as by making data available 
to a prescription monitoring hub; 

"(D) ensures that data recorded in the prescription 
drug monitoring program database of the State are regu­
larly updated, to the extent possible; 

"(E) ensures that the prescription drug monitoring pro­
gram of the State notifies prescribers and dispensers of 
schedule II, III, or IV controlled substances when overuse 
or misuse of such controlled substances by patients is sus­
pected; and 

"(F) has in effect one or more statutes or implements 
policies that maximize use of prescription drug monitoring 
programs by individuals authorized by the State to pre­
scribe schedule II, III, or IV controlled substances. 
"(6) EvALUATION.-ln conducting an evaluation of the pr<>­

gram under this section pursuant to section 701 of the Com­
prehensive Addiction and Recovery Act of 2016, with respect 
to a State, the Secretary shall report on State legislation or 
policies related to maximizing the use of prescription drug 
monitoring programs and the incidence of opioid use disorders 
and overdose deaths in such State. 

"(7) STATES WITH LOCAL PRESCRIPl'ION DRUG MONITOIDNG 
PROGRAMS.-

"(A) IN GENERAL.-In the case of a State that does 
not have a prescription drug monitoring program, a county 
or other unit of local government within the State that 
has a prescription drug monitoring program shall be 
treated as a State for purposes of this section, including 
for purposes of eligibility for grants under paragraph (1). 

"(B) PLAN FOR INTEROPERABILITY.-In submitting an 
application to the Secretary under paragraph (3), a county 
or other unit of local government shall submit a plan 
outlining the methods such county or unit of local govern­
ment shall use to ensure the capability of data sharing 
with other counties and units of local government within 
the state and with other States, as applicable. 

"(c) AUTHORIZATION OF F'uNDING.-For the purpose of carrying 
out this section, there are authorized to be appropriated $5,000,000 
for each of fiscal years 2017 through 2021. ". 



S.524-41 

TITLE VII-MISCELLANEOUS 

SEC. 701. GRANT ACCOUNTABlLlTY AND EVALUATIONS. 

(a) DEPARTMENT OF JusTICE GRANT AccoUNTASIIJTY.-Part LL 
of title I of the Omnibus Crime Control and Safe Streets Act 
of 1968 (42 U.S.C. 3711 et seq.), as added by section 201, is amended 
by adding at the end the following: 

"SEC. 3026. GRANT ACCOUNTABILITY. 

"(a) DEFINITION OF APPLICABLE COMMI'ITEES.-In this section, 
the term 'applicable committees' means-

"(1) the Committee on the Judiciary of the Senate; and 
"(2) the Committee on the Judiciary of the House of Rep­

resentatives. 
"(b) ACCOUNTASIIJTY.-A!l grants awarded by the Attorney 

General under this part shall be subject to the following account­
ability provisions: 

"(1) AUDIT REQUIREMENT.-
"(A) DEFINlTION.-In this paragraph, the term 'unre­

solved audit finding' means a finding in the final audit 
report of the Inspector General of the Department of Justice 
that the audited grantee has utilized grant funds for an 
unauthorized expenditure or otherwise unallowable cost 
that is not closed or resolved within 12 months after the 
date on which the final audit report is issued. 

"(B) AumT.-Beginning in the first fiscal year begin­
ning after the date of enactment of this section, and in 
each fiscal year thereafter, the Inspector General of the 
Department of Justice shall conduct audits of recipients 
of grants awarded by the Attorney General under this 
part to prevent waste, fraud, and abuse of funds by 
grantees. The Inspector General shall determine the appro­
priate number of grantees to be audited each year. 

"(C) MANDATORY EXCLUSION.-A recipient of grant 
funds under this part that is found to have an unresolved 
audit finding shall not be eligible to receive grant funds 
under this part during the first 2 fiscal years beginning 
after the end of the 12-month period described in subpara­
graph (A). 

"(D) PruoRITY.-In awarding grants under this part, 
the Attorney General shall give priority to eligible 
applicants that did not have an unresolved audit finding 
during the 3 fiscal years before submitting an application 
for a grant under this part. 

"(E) REIMBURSEMENT.-If an entity is awarded grant 
funds under this part during the 2-fiscal-year period during 
which the entity is barred from receiving grants under 
subparagraph (C), the Attorney General ohall-

"(i) deposit an amount equal to the amount of 
the grant funds that were improperly awarded to the 
grantee into the General Fund of the Treasury; and 

"(ii) seek to recoup the costs of the repayment 
to the fund from the grant recipient that was erro­
neously awarded grant funds. 

"(2) NONPROFIT ORGANIZATION REQUIREMENTS.-
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"(A) DEFINITION.-For purposes of this paragraph aod 
the grant programs under this part, the term 'nonprofit 
organization' means an organization that is described in 
section 501(c)(3) of the Internal Revenue Code of 1986 
and is exempt from taxation under section 501(a) of such 
Code. 

"(B) PRomBITION.-A nonprofit organization that holds 
money in offshore accounts for the purpose of avoiding 
paying the tax described in section 511(a) of the Internal 
Revenue Code of 1986 may not-

"(i) be party to a contract entered into under sec­
tion 3021(b); or 

"(ii) receive a subaward under section 3021(b). 
"(C) DISCWSURE.-Each nonprofit organization that 

receives a subaward or is party to a contract entered into 
under section 3021(b) aod uses the procedures prescribed 
in regulations to create a rebuttable presumption of reason­
ableness for the compensation of its officers, directors, 
trustees, and key employees, shall disclose, in the applica­
tion for such contract or subaward, the process for deter­
mining such compensation, including the independent per­
sons involved in reviewing and approving such compensa­
tion, the comparability data used, and contemporaneous 
substantiation of the deliberation and decision. Upon 
request, the Attorney General shall make the information 
disclosed under this subparagraph available for public 
inspection. 
"(3) CONFERENCE EXPENDITURES.-

"(A) LiMITATION.-No amounts made available to the 
Attorney General under this part may be used by the 
Attorney General, or by any State, unit of local government, 
or entity awarded a grant, subaward, or contract under 
this part, to host or support any expenditure for conferences 
that uses more than $20,000 in funds made available by 
the Attorney General, unless the head of the relevant 
agency, bureau, or program office provides prior written 
authorization that the funds may be expended to host 
or s~port the conference. 

(B) WRITI'EN AUTHORIZATION.-Written authorization 
under subparagraph (A) shall include a written estimate 
of all costs associated with the conference, including the 
cost of all food, beverages, audio-visual equipment, hono­
raria for speakers, and entertainment. 

"(C) REPORT.-Tbe Deputy Attorney General shall 
submit to the applicable committees an annual report on 
all conference expenditures approved by the Attorney Gen­
eral under this paragraph. 
"(4) ANNuAL CERTIFICATION.-Beginning in the first fiscal 

year beginoing after the date of enactment of this section, 
the Attorney General shall submit to the applicable committees 
an annual certification-

"(A) indicating whether-
"(i) all audits issued by the Inspector General of 

the Department of Justice under paragraph (1) have 
been completed aod reviewed by the appropriate 
Assistant Attorney General or Director; 
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"(ii) all mandatory exclusions required under para­
graph (1)(C) have been issued; and 

"(iii) all reimbursements required under paragraph 
(1XE) have been made; and 
"(B) that includes a list of any grant recipients excluded 

under paragraph (1) from the previous year. 
"(c) PREvENTING DUPLICATIVE GRANTS.-

"(1) IN GENERAL.-Before the Attorney General awards a 
grant to an applicant under this part, the Attorney General 
shall compare potential grant awards with other grants 
awarded under this part by the Attorney General to determine 
if duplicate grant awards are awarded for the same p~se. 

"(2) REP<lRT.-If the Attorney General awards duplicate 
grants under this part to the same applicant for the same 
purpose, the Attorney General shall submit to the applicable 
committees a report that includes---

"(A) a list of all duplicate grants awarded under this 
part, including the total dollar amount of any duplicate 
grants awarded; and 

"(B) the reason the Attorney General awarded the 
duplicate grants.". 

(b) EvALUATION OF PERFORMANCE OF DEPARTMENT OF JUSTICE 
PROGRAMS.-

(1) EvALUATION OF JUSTICE DEPARTMENT COMPREHENSIVE 
OPIOID ABUSE GRANT PROGRAM.-Not later than 5 yeare after 
the date of enactment of this Act, the Attorney General shall 
complete an evaluation of the effectiveness of the Comprehen­
sive Opioid Abuse Grant Program under part LL of title I 
of the Omnibus Crime Control and Safe Streets Act of 1968, 
as added hY section 201, administered hY the Department of 
Justice based upon the information reported under paragraph 
(4). 

(2) INTERIM EVALUATION.-Not later than 3 years after 
the date of enactment of this Act, the Attorney General shall 
complete an interim evaluation assessing the nature and extent 
of the incidence of opioid abuse and illegal opioid distribution 
in the United States. 

(3) METiuCS AND OUTCOMES FOR EVALUATION.-Not later 
than 180 days after the date of enactment of this Act, the 
Attorney General shall identify outcomes that are to be 
achieved by activities funded by the Comprehensive Opioid 
Abuse Grant Program and the metrics by which the achieve­
ment of such outcomes shall be determined. 

(4) METiuCS DATA COLLECTION.-The Attorney General 
shall require grantees under the Comprehensive Opioid Abuse 
Grant Program (and those receiving subawards under section 
3021(b) of part LL of title I of the Omnibus Crime Control 
and Safe Streets Act of 1968, as added by section 201) to 
collect and anoually report to the Department of Justice data 
based upon the metrics identified under paragraph (3). 

(5) PuBLICATION OF DATA AND FINDINGS.-
(A) PuBLICATION OF OUTCOMES AND METRICS.-The 

Attorney General shall, not later than 30 days after comple­
tion of the requirement under paragraph (3), publish the 
outcomes and metrics identified under that paragraph. 

(B) PuBIJCATION OF EVALUATION.-In the case of the 
interim evaluation under paragraph (2), and the final 
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evaluation under paragraph (1), the entity conducting the 
evaluation shall, not later than 90 days after such an 
evaluation is completed, publish the results of such evalua­
tion and issue a report on such evaluation to the Committee 
on the Judiciary of the House of Representatives and the 
Committee on the Judiciary of the Senate. Such report 
shall also be published along with the data used to make 
such evaluation. 
(6) INDEPENDENT EVALUATION.-For purposes of paragraphs 

(1), (2), and (3), the Attorney General shall-
(A) enter into an arrangement with the National 

Academy of Sciences; or 
(B) enter into a contract or cooperative agreement with 

an entity that is not an agency of the Federal Government, 
and is qualified to conduct and evaluate research pertaining 
to opioid use and abuse, and draw conclusions about overall 
opioid use and abuse on the basis of that research. 

(c) DEPARTMENT OF HEALTH AND HUMAN SERVICES GRANT 
ACCOUNTABIT..l'I'Y.-

(1) DEFINITIONS.-In this subsection: 
(A) Al'PIJCABLE COMMITTEES.-The term "applicable 

committees" means---
(i) the Committee on Health, Education, Labor 

and Pensions of the Senate; and 
(ii) the Committee on Energy and Commerce of 

the House of Representatives. 
(B) CoVERED GRANT.-The term "covered grant" means 

a grant awarded by the Secretary under a program estab­
lished under this Act (or an amendment made by this 
Act, other than sections 703 through 707), including any 
grant administered by the Administrator of the Substance 
Abuse and Mental Health Services Administration under 
section 103. 

(C) GRANTEE.-The term "grantee" means the recipient 
of a covered grant. 

(D) SECRETARY.-The term "Secretary'' means the Sec­
retary of Health and Human Services. 
(2) AcCOUNTABIIJTY MEASURES.-Each covered grant shall 

be subject to the following accountability requirements: 
(A) EFFECTIVENESS REPORT.-The Secretary shall 

require grantees to report on the effectiveness of the activi­
ties carried out with amounts made available to carry 
out the program under which the covered grant is awarded, 
including the number of persons served by such grant, 
if applicable, the number of persons seeking services who 
could not be served by such grant, and such other informa­
tion as the Secretary may prescribe. 

(B) I!EPoRT ON PREVENTION OF FRAUD, WASTE, AND 
ABUSE.-

(i) IN GENERAL.-Not later than 1 year after the 
date of the enactment of this Act, the Secretary, in 
coordination with the Inspector General of the Depart­
ment of Health and Human Services, shall submit 
to the applicable committees a report on the policies 
and procedures the Department has in place to prevent 
waste, fraud, and abuse in the administration of cov­
ered grants. 
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(ii) CONTENTS.-The policies and procedures 
referred to in clause (i) shall include policies and proce­
dures that are designed to-

(I) prevent grantees from utilizing funds 
awarded through a covered grant for unauthorized 
expenditures or otherwise unallowable costs; and 

(II) ensure grantees will not receive 
unwarranted duplicate grants for the same pur­
pose. 

(C) CONFERENCE EXPENDITURES.-
(i) IN GENERAL.-No amounts made available to 

the Secretary under this Act (or in a provision of 
law amendea by this Act, other than sections 703 
through 707) may be uaed by the Secretary, or by 
any individual or entity awarded discretionary funds 
through a cooperative agreement under a program 
established under this Act (or in a provision of law 
amended by this A<:t), to host or support any expendi­
ture for conferences that uses more than $20,000 in 
funds made available by the Secretary, unless the head 
of the relevant operating division or program office 
provides prior written authorization that the funds 
may be ezpended to host or support the conference. 
Such written authorization shall include a written esti­
mate of all costs associated with the conference, 
including the cost of all food, beverages, audio-visual 
equipment, honoraria for speakers, and entertainment. 

(ii) R.EPORT.-The Secretary (or the Secretary's des­
ignee) shall submit to the applicable committees an 
annual report on all conference expenditures approved 
by the Secretary under this subparagraph. 

(d) EVALUATION OF PERFORMANCE OF DEPARTMENT OF HEALTH 
AND HUMAN SERVICES l'RoGRAMS.-

(1) EVALUATIONS.-
(A) IN GENERAL.-Not later than 5 years after the 

date of enactment of this Act, except as otherwise provided 
in this section, the Secretary of Health and Human Services 
(in this subsection referred to as the "Secretary") shall 
complete an evaluation of any program administered by 
the Secretary included in this Act (or an amendment made 
by this A<:t, excludiog sections 703 through 707), including 
any grant administered by the Administrator of the Sub­
stance Abuse and Mental Health Services Administration 
under section 103, that provides grants for the primary 
purpose of providing assistance in addressing problems 
pertaining to opioid abuse based upon the outcomes and 
metrics identified under paragraph (2). 

(B) PuBLICATION.-With respect to each evaluation 
comr,Ieted under subparagraph (A), the Secretary shall, 
not ater than 90 days after the date on which such evalua­
tion is completed, publish the results of such evaluation 
and issue a report on such evaluation to the appropriate 
committees. Such report shall also be published along with 
the data used to make such evaluation. 
(2) METRICS AND OUTCOMES.-

(A) IN GENERAL.-Not later than 180 days after the 
date of enactment of this Act, the Secretary shall identify-
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(i) outcomes that are to be achieved by activities 
funded by the programs described in paragraph (1)(A); 
and 

(ii) the metrics by which the achievement of such 
outcomes shall be determined. 
(B) Pu!IIJCATION.-The Secretary shall, not later than 

30 days after completion of the reqlrirement under subpara­
graph (A), publish the outcomes and metrics identified 
under such subparagraph. 
(3) METRICS DATA COLLECTION.-The Secretary shall 

require grantees under the programB described in paragraph 
(l)(A) to collect, and annually report to the Secretary, data 
based upon the metrics identified under paragraph (2XA). 

(4) INDEPENDENT EVALUATION.-For purposes of paragraph 
(1), the Secretary shall-

(A) enter into an arrangement with the National 
Academy of Sciences; or 

(B) enter into a contract or cooperative agreement with 
an entity that--

(i) is not an agency of the Federal Government; 
and 

(ii) is qualified to conduct and evaluate research 
pertaining to opioid use and abuse and draw conclu­
sions about overall opioid use and abuse on the basis 
of that research. 

(5) ExcEPTION.-If a program described in paragraph (1)(A) 
is subject to an evaluation similar to the evaluation required 
under such paragraph pursuant to another provision of Federal 
law, the Secretary may opt not to conduct an evaluation under 
such paragraph with respect to such program. 
(e) ADDITIONAL REPORT.-In the case of a report submitted 

under subsection (c) to the applicable committees, if such report 
pertains to a grant under section 103, that report shall also be 
submitted, in the same manner and at the same time, to the 
Committee on Oversight and Government Reform of the House 
of Representatives and to the Committee on the Judiciary of the 
Senate. 

(f) No ADDITIONAL FuNDs AUTHOIDZED.-No additional funds 
are authorized to be appropriated to carry out this section. 

SEC. 702. PARTIAL FILLS OF SCHEDULE ll CONTROLLED SUBSTANCES. 

(a) 1N GENERAL.-Section 309 of the Controlled Substances 
Act (21 U.S.C. 829) is amended by addiug at the end the following: 

"(f) PARTIAL FILLS OF ScHEDULE II CONTROLLED SURSTANCES.­
"(1) PARTIAL FILLS.-A prescription for a controlled sub­

stance in schedule II may be partially filled if-
"(A) it is not prohibited by State law; 
"(B) the prescription is written and filled in accordance 

with this title, regulations prescribed by the Attorney Gen­
eral, and State law; 

"(C) the partial fill is requested by the patient or 
the practitioner that wrote the prescription; and 

"(D) the total quantity dispensed in all partial fillings 
does not exceed the total quantity prescribed. 
"(2) REMAINING PORTIONS.-



S.524-47 

"(A) IN GENERAL.-Except as provided in subparagraph 
(B), remaining portions of a partially filled prescription 
for a controlled substance in schedule 11-

"(i) may be filled; and 
"(ii) shall be filled not later than 30 days after 

the date on which the prescription is written. 
"(B) EMERGENCY SITUATIONS.-In emergency situa­

tions, as described in subsection (a), the remaining portions 
of a partially filled prescription for a controlled substance 
in schedule 11-

"(i) may be filled; and 
"(ii) shall be filled not later than 72 hours after 

the prescription is issued. 
"(3) CURRENTLY LAWFUL PARTIAL FILLS.-Notwithstanding 

paragraph (1) or (2), in any circumstance in which, as of the 
day before the date of enactment of this subsection, a prescrip­
tion for a controlled substance in schedule II may be lawfully 
partially filled, the Attorney General may allow such a prescrip­
tion to be partially filled.". 
(b) RULE OF CONSTRUCTION.-Nothing in this section shall be 

construed to affect the authority of the Attorney General to allow 
a prescription for a controlled substance in schedule III, IV, or 
V of section 202(c) of the Controlled Substances Act (21 U.S.C. 
812(c)) to be partially filled. 

SEC. 703. GOOD SAMARITAN ASSESSMENT. 
(a) FINDING.-The Congress finds that the executive branch, 

including the Office of National Drng Control Policy, has a policy 
focus on preventing and addressing prescription drug :misuse and 
heroin use, and has worked with States and municipalities to enact 
Good Samaritan laws that would protect caregivers, law enforce­
ment personnel, and first responders who administer opioid over­
dose reversal drugs or devices. 

(b) GAO STiJDY ON GoOD 8AMARITAN LAws PERTAINING TO 
TREATMENT OF 0PIOID OVERDOSES.-The Comptroller General of 
the United States shall submit to the Committee on the Judiciary 
of the House of Representatives, the Committee on Oversight and 
Government Reform of the House of Representatives, the Committee 
on the Judiciary of the Senate, and the Committee on Homeland 
Security and Governmental Affairs of the Senate a report on-

(1) the extent to which the Director of National Drug 
Control Policy has reviewed Good Samaritan laws, and any 
findings from such a review, including findings related to the 
potential effects of such laws, if available; 

(2) efforts by the Director to encourage the enactment 
of Good Samaritan laws; and 

(3) a compilation of Good Samaritan laws in effect in the 
States, the territories, and the District of Columbia. 
(c) DEFINITIONS.-In this section-

( I) the term "Good Samaritan law" means a law of a 
State or unit of local government that exempts from criminal 
or civil liability any individual who administers an opioid over­
dose reversal drug or device, or who contacts emergency services 
providers in response to an overdose; and 

(2) the term "opioid" means eny drng, including heroin, 
having an addiction-forming or addiction-sustaining liability 
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similar to morphine or being capable of conversion into a drug 
having such addiction-forming or addiction-sustaining liability. 

SEC. 704.. PROGRAMS TO PREVENT PRESCRIPTION DRUG ABUSE 
UNDER MEDICARE PARTS C AND D. 

(a) DRUG MANAGEMENT PROGRAM FOR AT-RISK BENE­
FICIARIES.-

(1) IN GENERAL.--Section 1860D-4(c) of the Social Security 
Act (42 U.S.C. 1395w-10(c)) is amended by adding at the end 
the following: 

"(5) DRUG MANAGEMENT PROGRAM FOR AT-RISK BENE­
FICIARIES.-

"(A) AUTHORITY TO ESTABLISH.-A PDP sponsor may 
establish a drug management program for at-risk bene­
ficiaries under which, subject to subParagraph (B), the 
PDP sponsor may, in the case of an at-risk beneficiary 
for prescription drug abuse who is an enrollee in a prescrip­
tion drug plan of such PDP sponsor, limit such beneficiary's 
access to coverage for frequently abused drugs under such 
plan to frequently abused drugs that are prescribed for 
such beneficiary by one or more prescribers selected under 
subParagraph (D), and dispensed for such beneficiary by 
one or more pharmacies selected under such subparagraph. 

"(B) REQUIREMENT FOR NOTICES.-
"(i) IN GENERAL.-A PDP sponsor may not limit 

the access of an at-risk beneficiary for prescription 
drug abuse to coverage for frequently abused drugs 
under a prescription drug plan until such sponsor-

"(1) provides to the beneficiary an initial notice 
described in clause (ii) and a second notice 
described in clause (iii); and 

"(II) verifies with the providers of the bene­
ficiary that the beneficiary is an at-risk beneficiary 
for prescription drug abuse. 
"(ii) INITIAL NOTICE.-An initial notice described 

in this clause is a notice that provides to the bene­
ficiary-

"(I) notice that the PDP sponsor has identified 
the beneficiary as potentially beiog an at-risk 
beneficiary for prescription drug abuse; 

"(II) ioformation describing all State and Fed­
eral public health resources that are designed to 
address prescription drug abuse to which the bene­
ficiary has access, including mental health services 
and other counseling services; 

"(III) notice of, and ioformation about, the 
right of the beneficiary to appeal such identifica­
tion under subsection (h) and the option of an 
automatic escalation to extern.al review; 

"(IV) a request for the beneficiary to submit 
to the PDP sponsor preferences for which pre­
scribers and pharmacies the beneficiary would 
prefer the PDP sponsor to select under subpara­
graph (D) in the case that the beneficiary is identi­
fied as an at-risk beneficiary for prescription drug 
abuse as described in clause (iii)(!); 



S.524-49 

"(V) an explanation of the meaning and con­
sequences of the identification of the beneficiary 
as potentially being an at-risk beneficiary for 
prescription drug abuse, including an explanation 
of the drug management program established by 
the PDP sponsor pursuant to subparagraph (AJ; 

"(VI) clear instructions that explain how the 
beneficiary can contact the PDP sponsor in order 
to submit to the PDP sponsor the preferences 
described in subclause (IV) and any other commu­
nications relating to the drug management pro­
gram for at-risk beneficiaries established by the 
PDP sponsor; and 

"(VII) contact information for other organiza­
tions that can provide the beneficiary with assist­
ance regarding such drug management program 
(similar to the information J'rovided by the Sec­
retary in other standardize notices provided to 
Earl D eligible individuals enrolled in prescription 
drug plans under this part). 
"(iii) SECOND NOTICE.-A second notice described 

in this clause is a notice that provides to the beneficiary 
notice-

"(!) that the PDP sponsor has identified the 
beneficiary as an at-risk beneficiary for prescrip­
tion drug abuse; 

"(II) that such beneficiary is subject to the 
requirements of the drug management program 
for at-risk beneficiaries established by such PDP 
sponsor for such plan; 

"(III) of the prescriber (or prescribers) and 
pharmacy (or phannacies) selected for such indi­
vidual under subparagraph (D); 

"(IV) of, and information about, the bene­
ficiary's right to appeal such identification under 
subsection (h) and the option of an automatic esca­
lation to external review; 

"(V) that the beneficiary can, in the case that 
the beneficiary has not previously submitted to 
the PDP sponsor preferences for which prescribers 
and pharmacies the beneficiary would prefer the 
PDP sponsor select under subparagraph (D), 
submit such preferences to the POP sponsor; and 

"(VI) that includes clear instructions that 
explain how the beneficiary can contact the PDP 
sponsor. 
"(iv) TIMING OF NOTICES.-

"(!) IN GENERAL.-Subject to subclause (II), 
a second notice described in clause (iii) shall be 
provided to the beneficiary on a date that is not 
less than 30 days after an initial notice described 
in clause (ii) is provided to the beneficiary. 

"(II) ExcEPl'ION.-In the case that the PDP 
sponsor, in conjunction with the Secretary, deter­
mines that concerns identified through rulemaking 
by the Secretary regarding the health or safety 
or the beneficiary or regarding significant drug 
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diversion activities require the PDP sponsor to 
provide a second notice described in clause (iii) 
to the beneficiary on a date that is earlier than 
the date described in subclause (I), the PDP 
sponsor may provide such second notice on such 
earlier date. 

"(C) AT-RISK BENEFICIARY FOR PRESCRIPTION DRUG 
ABUSE.-

"(i) IN GENERAL.-For purposes of this paragraph, 
the term 'at-risk beneficiary for prescription drug 
abuse' means a part D eligible individual who is not 
an exempted individual described in clause (ii) and-

"(1) who is identified as such an at-risk bene­
ficiary through the use of clinical gnidelines that 
indicate misuse or abuse of prescription drugs 
described in subparagraph (G) and that are devel­
oped by the Secretary in consultation with PDP 
sponsors and other stakeholders, including individ­
uals entitled to benefits under part A or enrolled 
under part B, advocacy groups representing such 
individuals, physicians, pharmacists, and other 
clinicians, retail pharmacies, plan sponsors, enti­
ties delegated by plan sponsors, and biopharma­
ceutical manufacturers; or 

"(II) with respect to whom the PDP sponsor 
of a prescription drug plan, upon enrolling such 
individual in such plan, received notice from the 
Secretary that such individual was identified 
under this paragraph to be an at-risk beneficiary 
for prescription drug abuse under the prescription 
drng plan in which such individual was most 
recently previously enrolled and such identification 
has not been terminated under subparagraph (F). 
"(ii) EXEMPI'ED INDIVIDUAL DESCRIBED.-An 

exempted individual described in this clause is an indi­
vidual who--

"(1) receives hospice care under this title; 
"(II) is a resident of a long-term care facility, 

of a facility described in section 1905(d), or of 
another facility for which frequently abused drugs 
are dispensed for residents through a contract with 
a single pharmacy; or 

"(III) the Secretary elects to treat as an 
exempted individual for purposes of clause (i). 
"(iii) PRoGRAM SIZE.-The Secretary shall establish 

policies, including the guidelines developed under 
clause (i)(I) and the exemptions under clause (iiXIII), 
to ensure that the population of enrollees in a drug 
management program for at-risk beneficiaries operated 
by a prescription drng plan can be effectively managed 
by such plans. 

"(iv) CLINICAL CONTACT.-With respect to each at­
risk beneficiary for prescription drug abuse enrolled 
in a prescription drug flan offered by a PDP sponsor, 
the PDP sponsor shal contact the beneficiary's pro­
viders who have prescribed frequently abused drugs 
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regarding whether prescribed medications are appro­
J],riate for such beneficiary's medical conditions. 
(D) SELECTION OF PRESCRIBERS AND PHARMACIES.-

"(i) 1N GENERAL.-With respect to each at-risk 
beneficiary for prescription drug abuse enrolled in a 
prescription drug plan offered by such sponsor, a PDP 
sponsor shall, based on the preferences submitted to 
the PDP sponsor by the beneficiary pursuant to clauses 
(ii)(IV) and (iii)(V) of subparagraph (B) (except as other­
wise provided in this subparagraph) select-

"(1) one, or, if the PDP sponsor reasonably 
determines it necessary to provide the beneficiary 
with reasonable access under clause (ii), more than 
one, individual who is authorized to prescribe fre­
quently abused drugs (referred to in this para­
graph as a 'prescriber') who may write prescri!>' 
tions for such drugs for such beneficiary; and 

"(II) one, or, if the PDP sponsor reasonably 
determines it necessary to provide the beneficiary 
with reasonable access under clause (ii), more than 
one, pharmacy that may dispense such drugs to 
such beneficiary. 

For purposes of subclause (II), in the case of a phar­
macy that has multiple locations that share real-time 
electronic data, all such locations of the pharmacy shall 
collectively be treated as one pharmacy. 

"(ii) REAsoNABLE ACCESS.-In making the selec­
tions under this subparagraph-

"(!) a PDP sponsor shall ensure that the bene­
ficiary continues to have reasonable access to fre­
quently abused drugs (as defined in subparagraph 
(G)), taking into account geographic location, bene­
ficiary preference, impact on costsharing, and 
reasonable travel time; and 

"(II) a PDP sponsor shall ensure such access 
(including access to prescribers and pharmacies 
with res~ to frequently abused dnu!s) in the 
case of mdividuals with multiple residences, in 
the case of natural disasters and similar situations, 
and in the case of the provision of emergency serv­
ices. 
"(iii) BENEFICIARY PREFERENCES.-![ an at-risk 

beneficiary for prescription drug abuse submita pref­
erences for which in-network prescribers and phar­
macies the beneficiary would prefer the PDP sponsor 
select in response to a notice under subparagraph (B), 
the PDP sponsor shall-

"(1) review such preferences; 
"(II) select or change the selection of pre­

scribers and pharmacies for the beneficiary based 
on such preferences; and 

"(III) inform the beneficiary of such selection 
or change of selection. 
"(iv) Ex.CEPI'ION REGARDING BENEFICIARY PREF­

ERENCES.-ln the case that the PDP sponsor deter­
mines that a change to the selection of prescriber or 
pharmacy under clause (iii)(II) by the PDP sponsor 
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is contributing or would contribute to prescription drug 
abuse or drug diversion by the beneficiary, the PDP 
sponsor ma_y Change the sefection of prescriber or phar­
macy for the beneficiary without regard to the pref­
erences of the beneficiary described in clause (iii). If 
the PDP sponsor changes the selection pursuant to 
the preceding sentence, the PDP sponsor shall provide 
the beneficiary with-

"(1) at least 30 days written notice of the 
change of selection; and 

"(II) a rationale for the change. 
"(v) CONFIRMATION.-Before selecting a prescriber 

or pharmacy under this subparagraph, a PDP sponsor 
muat notify the prescriber and pharmacy that the bene­
ficiary involved has been identified for inclusion in 
tbe drug management program for at-risk beneficiaries 
and that the prescriber and pharmacy has been 
selected as the beneficiary's designated prescriber and 
~harmacy. 
(E) TERMiNATIONS AND APPEALS.-The identification 

of an individual as an at-risk beneficiary for prescription 
drug abuse under this paragraph, a coverage determination 
made under a drug management program for at-risk bene­
ficiaries, the selection of prescriber or pharmacy under 
subparagraph (D), and information to be shared under 
subparagraph (1), with respect to such individual, shall 
be subiect to reconsideration and appeal under subsection 
(h) and the option of an automatic escalation to external 
review to the extent provided by the Secretary. 

"(F) TERMINATION OF IDENTIFICATION.-
"(i) IN GENERAL.-The Secretary shall develop 

standards for the termination of identification of an 
individual as an at-risk beneficiary for prescription 
drug abuse under this paragraph. Under such stand­
ards such identification shall terminate as of the earlier 
of-

"(1) the date the individual demonstrates that 
the individual is no longer likely, in the absence 
of the restrictions under this paragraph, to be 
an at-risk beneficiary for prescription drug abuse 
described in subparagraph (C)(i); and 

"(II) the end of such maximumyeriod of identi­
fication as tbe Secretary may speciJY. 
"(ii) RULE OF CONSTRUCTION.-Nothinf! clause 

(i) shall be construed as preventing a plan identi­
fying an individual as an at-risk beneficiary for 
prescription dru~ abuse under subl'araraph (C)(i) 
after such termination on the basts o additional 
information on drug use occurring after the date of 
notice of such termination. 
"(G) FREQUENTLY ABUSED DRUG.-For purposes of this 

subsection, the term 'frequently abused drug' means a drug 
that is a controlled substance that tbe Secretary determines 
to be frequently abused or diverted. 

"(H) DATA DISCLOSURE.-
"(i) DATA ON DECISION TO IMPOSE LIMITATION.­

In the case of an at-risk beneficiary for prescription 
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drug abuse (or an individual who is a potentially at­
risk beneficiary for prescription drug abuse) whose 
access to coverage for frequently abused drugs under 
a prescription drug plan has been limited by a PDP 
sponsor under this paragraph, the Secretary shall 
establish rules and procedures to require the PDP 
sponsor to disclose data, including any necessary 
individually identifiable health information, in a form 
and manner specified by the Secretary, about the deci­
sion to impose such limitations and the limitations 
imposed by the sponsor under this part. 

"(ii) DATA TO REDUCE FRAUD, ABUSE, AND WASTE.­
The Secretary shall establish rules and procedures to 
require PDP sponsors operating a drug management 
program for at-risk beneficiaries under this paragraph 
to provide the Secretary with such data as the Sec­
retary determines appropriate for purposes of identi­
fying patterns of prescription drug utilization for plan 
enrollees that are outside normal patterns and that 
may indicate fraudulent, medically unnecessary, or 
unsafe use. 
"(I) SHARING OF INFORMATION FOR SUBSEQUENT PLAN 

ENROLLMENTS.-The Secretary shall establish procedures 
under which PDP sponsors who offer prescription drug 
plans shall share information with respect to individuals 
who are at-risk beneficiaries for prescription drug abuse 
(or individuals who are potentially at-risk beneficiaries for 
prescription drug abuse) and enrolled in a prescription 
drug plan and who subsequently disenroll from such plan 
and enroll in another prescription drug plan offered by 
another PDP sponsor. 

"(J) PRivACY ISSUES.-Pri.or to the implementation of 
the rules and procedures under this paragraph, the Sec­
retary shall clarify privacy requirements, including require­
ments under the regulations promulgated pursuant to sec­
tion 264(c) of the Health Insurance Portability and Account­
ability Act of 1996 (42 U.S.C. 1320d-2 note), related to 
tbe sharing of data under subparagraphs (H) and (I) by 
PDP sponsors. Such clarification shall J'rovide that the 
sharing of such data shall be considere to be protected 
health information in accordance with the requirements 
of the regulations promulgated pursuant to such section 
264(c). 

"(K) EDUCATION.-The Secretary shall provide edu­
cation to enrollees in prescription drug plans of PDP spon­
sors and providers regarding the drug management pro­
gram for at-risk beneficiaries described in this paragraph, 
inclu~ education-

(i) provided by Medicare administrative contrac­
tors through the improper payment outreach and edu­
cation program described in section 187 4A(h); and 

"(ii) through current education efforts (such as 
State health insurance assistance programs described 
in subsection (aXl)(A) of section 119 of the Medicare 
Improvements for Patients and Providers Aet of 2008 
(42 U.S.C. 13951Hl note)) and materials directed 
toward such enrollees. 
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"(L) APPLICATION UNDER MA-PD PLANS.-Pursuant to 
section 1860D-21(c)(1), the provisions of this paragraph 
apply under part D to MA orgaoizations offering MA­
PD plans to MA eligible individuals in the same manner 
as such provisions apply under this part to a PDP sponsor 
offering a prescription drng plan to a part D eligible indi­
vidual. 

"(M) CMS COMPLIANCE REVIEW.-The Secretary shall 
ensure that existing plan sponsor compliance reviews and 
audit processes include the drug management programs 
for at-risk beneficiaries under this paragraph, including 
appeals processes under such programs.". 
(2) INFORMATION FOR CONSUMERS.-Section 18600-

4(a)(1)(B) of the Social Security Act (42 U.S.C. 1395w-
104(aX1)(B)) is amended by adding at the end the following: 

"(v) The drug management program for at-risk 
beneficiaries under subsection (cX5).". 

(3) DUAL ELIGmLES.--Section 18600-1(b)(3)(D) of the Social 
Security Act (42 U.S.C. 1395w-101(b)(3)(D)) is amended by 
inserting", subject to such limits as the Secretary may establish 
for individuals identified pursuant to section 1860D-4(c)(5)" 
after "the Secretary". 
(b) UTILIZATION MANAGEMENT PROGRAMS.--Section 1860D-4(c) 

of the Social Security Act (42 U.S.C. 1395w-104(c)), as amended 
by subsection (a)(l), is further amended-

(1) in paragraph (1), by inserting after subparagraph (D) 
the following new subparagraph: 

"(E) A utilization management tool to prevent drug 
abuse (as described in paragraph (6XA))."; and 
(2) by adding at the end the following new paragraph: 
"(6) UTILIZATION MANAGEMENT TOOL TO PREVENT DRUG 

ABUSE.-
"(A) IN GENERAL.-A tool described in this paragraph 

is any of the following: 
"(i) A utilization tool designed to prevent the abuse 

of frequently abused drugs by individuals and to pre­
vent the diversion of such drugs at pharmacies. 

"(ii) Retrospective utilization review to identify­
"(1) individuals that receive frequently abused 

drugs at a frequency or in amounts that are not 
clinically appropriate; and 

"(II) providers of services or suppliers that 
may facilitate the abuse or diversion of frequently 
abused drugs by beneficiaries. 
"(iii) Consultation with the contractor described 

in subparagraph (B) to verify if an individual enrolling 
in a prescription drug plan offered by a PDP sponsor 
has been previously identified by another PDP sponsor 
as an individual described in clause (ii)(I). 
"(B) REPORTING.-A PDP sponsor offering a prescrip­

tion drng plan (and an MA organization offering an MA­
PD plan) in a State shall submit to the Secretary and 
the Medicare drug integrity contractor with which the Sec­
retary has entered into a contract under section 1893 with 
respect to such State a report, on a monthly basis, con­
taining information on-
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"(i) any provider of services or supplier described 
in subparagraph (A)(ii)(II) that is identified by such 
plan sponsor (or organization) during the 30-day period 
before such report is submitted; and 

"(ii) the name and prescription records of individ­
uals described in paragraph (5)(C). 
"(C) CMS COMPLIANCE REVIEW.-The Secretary shall 

ensure that plan sponsor compliance reviews and program 
audits biennially include a certification that utilization 
management tools under this paragraph are in compliance 
with the requirements for such tools.". 

(c) ExPANDING ACTIVITIES OF MEDICARE DRUG lNTEGIDTY CON­
TRACTORS (MEDICs).-

(1) 1N GENERAL.--Section 1893 of the Social Security Act 
(42 U.S.C. 1395ddd) is amended by adding at the end the 
following new subsection: 
"(j) EXPANDING ACTIVITIES OF MEDICARE DRUG lNTEGmTY CON­

TRACTORS (MEDICs).-
"(1) ACCESS TO INFORMATION.-Und.er contracts entered 

into under this section with Medicare drug integrity contractors 
(including any successor entity to a Medicare drug integrity 
contractor), the Secretary shall authorize such contractors to 
directly accept prescription and necessary medical records from 
entities such as pharmacies, prescription drug plans, MA-PD 
plans, and physicians with respect to an individual in order 
for such contractors to provide information relevant to the 
determination of whether such individual is an at-risk bene­
ficiary for prescription drug abuse, as defined in section 1860D-
4(cX5)(C). 

"(2) REQUIREMENT FOR ACKNOWLEDGMENT OF REFERRALS.­
If a PDP sponsor or MA organization refers information to 
a contractor described in paragraph (1) in order for such con­
tractor to assist in the determination described in such para­
graph, the contractor shall-

"(A) acknowledge to the sponsor or organization receipt 
of the referral; and 

"(B) in the case that any PDP sponsor or MA organiza­
tion contacts the contractor requesting to know the deter­
mination by the contractor of whether or not an individual 
has been determined to be an individual described in such 
paragraph, shall inform such sponsor or organization of 
such determination on a date that is not later than 15 
days after the date on which the sponsor or organization 
contacts the contractor. 
"(3) MAKING DATA AVAILABLE TO OTHER ENTITIES.-

"(A) IN GENERAL.-For purposes of carrying out this 
subsection, subject to subparagraph (B), the Secretary shall 
authorize :MEDICs to respond to requests for information 
from PDP sponsors and MA organizations, State prescrip­
tion drug monitoring programs, and other entities dele­
gated by such sponsors or organizations using available 
programs and systems in the effort to prevent fraud, waste, 
and abuse. 

"(B) lflPAA COMPLIANT INFORMATION ONLY.-Informa­
tion may only be disclosed by a MEDIC under subpara­
graph (A) if the disclosure of such information is permitted 
under the Federal regulations (concerning the privacy of 
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individually identifiable health information) promulgated 
under section 264(c) of the Health Insurance Portability 
and Accountability Act of 1996 (42 U.S.C. 1320d-2 note).". 
(2) OIG STUDY AND REPORT ON EFFECTIVENESS OF MEDICS.-

(A) STUDY.-The Inspector General of the Department 
of Health and Human Services shall conduct a study on 
the effectiveness of Medicare drug integrity contractors 
with which the Secretary of Health and Human Services 
has entered into a contract under section 1893 of the Social 
Security Act (42 U.S.C. 1395ddd) in identifying, combating, 
and preventing fraud under the Medicare program, 
including under the authority provided under section 
1893(j) of the Social Security Act, added by paragraph 
(1). 

(B) REPORT.-Not later than 24 months after the date 
of the enactment of this Act, the Inspector General shall 
submit to Congress a report on the study conducted under 
subparagraph (A). Such report shall include such rec­
ommendations for improvements in the effectiveness of 
such contractors as the Inspector General determines 
appropriate. 

(d) TREATMENT OF CERTAIN COMPLAINTS FOR PuRPOSES OF 
QUALITY OR PERFORMANCE AsSESSMENT.-Section 1860D-42 of the 
Social Security Act (42 U.S.C. 1395w-152) is amended by adding 
at the end the following new subsection: 

"(d) TREATMENT OF CERTAIN COMPLAINTS FOR PuRPoSES OF 
QUALITY OR PERFORMANCE AssESSMENT.-In conducting a quality 
or performance assessment of a PDP sponsor, the Secretary shall 
develop or utilize existing screening methods for reviewing and 
considering complaints that are received from enrollees in a 
prescription drug plan offered by such PDP sponsor and that are 
complaints regarding the lack of access by the individual to prescrip­
tion drugs due to a drug management program for at-risk bene­
ficiaries.". 

(e) SENSE OF CONGRESS REGARDING USE OF TECHNOLOGY TOOUl 
To COMBAT FRAun.-It is the sense of Congress that MA organiza­
tions and PDP sponsors should consider using a-prescribing and 
other health information technology tools to support combating 
fraud under MA-PD plans and prescription drug plans under parts 
C and D of the Medicare program. 

(f) REPORTS.-
(1) REPORT BY SECRETARY ON APPEALS PROCESS.-

(A) IN GENERAL.-Not later than 12 months after the 
date of the enactment of this Act, the Secretary of Health 
and Human Services shall submit to the appropriate 
committees of jurisdiction of Congress a report on ways 
to improve upon the appeals process for Medicare bene­
ficiaries with respect to prescription drug coverage under 
part D of title XVIII of the Social Security Act. Such 
report shall include an analysis comparing appeals proc­
esses under parts C and D of such title XVIII. 

(B) F'EEDBACK.-In development of the report described 
in subparagraph (A), the Secretary of Health and Human 
Services shall solicit feedback on the current appeals 
process from stakeholders, such as beneficiaries, consumer 
advocates, plan sponsors, pharmacy benefit managers, 
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pharmacists, providers, independent review entity eval­
uators, and pharmaceutical manufacturers. 
(2) GAO STUDY AND REPORT.-

(A) STUDY.-The Comptroller General of the United 
States shall conduct a study on the implementation of 
the amendments made by this section, including the 
effectiveness of the at-risk beneficiaries for prescription 
drug abuse drug management programs authorized by sec­
tion 1860D-4(c)(5) of the Social Security Act (42 U.S.C. 
1395w-10(c)(5)), as added by subsection (a)(l). Such study 
shall include an analysis of-

(i) the impediments, if any, that impair the ability 
of individuals described in subparagraph (C) of such 
section 1860D-4(c)(5) to access clinically appropriate 
levels of prescription drugs; 

(ii) the effectiveness of the reasonable access 
protections under subparagraph (D)(ii) of such section 
1860D-4(c)(5), including the impact on beneficiary 
access and health; 

(iii) the types of-
(I) individuals who, in the implementation of 

such section, are determined to be individuals 
described in such subparagraph (C); and 

(II) prescribers and pharmacies that are 
selected under subparagraph (D) of such section; 
and 
(iv) other areas determined appropriate by the 

Comptroller General. 
(B) R.EPORT.-Not later than July 1, 2019, the Comp­

troller General of the United States shall submit to the 
appropriate committees of jurisdiction of Congress a report 
on the study conducted under subparagraph (A), together 
with recommendations for such legislation and administra­
tive action as the Comptroller General determines to be 
appropriate. 

(g) EFFECTIVE DATE; RULEMAKING.-
(1) IN GENERAL.-The amendments made by this section 

shall apply to prescription drug plans (and MA-PD plans) 
for plan years beginning on or after January 1, 2019. 

(2) STAKEHOLDER MEETINGS PRIOR TO EFFECTIVE DATE.-
(A) IN GENERAL.-Not later than January 1, 2017, the 

Secretary of Health and Human Services shall convene 
stakeholders, including individuals entitled to benefits 
under part A of title XVIII of the Social Security Act 
or enrolled under part B of such title, advocacy groups 
representing such individuals, physicians, pharmacists, and 
other clinicians, retail pharmacies, plan sponsors, entities 
delegated by plan sponsors, and biopharm.aceutical manu­
facturers for input regarding the topics described in 
subparagraph (B). The input described in the preceding 
sentence shall be provided to the Secretary in sufficient 
time in order for the Secretary to take such input into 
account in promulgating the regulations pursuant to para­
graph (3). 

(B) TOPICS DESCRIBED.-The topics described in this 
subparagraph are the topics of-
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(i) the anticipated impact of drug management 
programs for at-risk beneficiaries under paragraph (5) 
of section 1860D-4(c) of the Social Security Act (42 
U.S.C. 1395w-104(c)) on cost-sharing and ensuring 
accessibility to prescription drugs for enrollees in 
prescription drug plans of PDP sponsors, and enrollees 
in MA-PD plans, who are at-risk beneficiaries for 
prescription drug abuse (as defined in subparagraph 
(C) of such paragraph); 

(ii) the use of an expedited appeals process under 
which such an enrollee may appeal an identification 
of such enrollee as an at-risk beneficiary for prescrip­
tion drug abuse under such paragraph (similar to the 
processes established under the Medicare Advantage 
prograro under part C of title XVIII of the Social Secu­
rity Act that allow an automatic escalation to external 
review of claims submitted under such part); 

(iii) the types of enrollees that should be treated 
as exempted individuals, as described in subparagraph 
(C)(ii) of such paragraph; 

(iv) the manner in which terms and definitions 
in such paragraph should be applied, such as the use 
of clinical appropriateness in determining whether an 
enrollee is an at-risk beneficiary for prescription drug 
abuse as defined in subparagraph (C) of such para­
graph; 

(v) the information to be included in the notices 
described in subparagraph (B) of such paragraph and 
the standardization of such notices; 

(vi) with respect to a PDP sponsor (or Medicare 
Advantage organization) that establishes a drug 
management program for at-risk beneficiaries under 
such paragraph, the responsihilities of such PDP 
sponsor (or organization) with respect to the 
implementation of such program; 

(vii) notices for plan enrollees at the point of sale 
that would explain why an at-risk beneficiary has been 
prohibited from receiving a prescription at a location 
outside of the designated pharmacy; 

(viii) evidence-based prescribing guidelines for opi­
ates; and 

(ix) the sharing of claims data under parts A and 
B of title XVIII of the Social Security Act with PDP 
sponsors. 

(3) RULEMAKING.-Not later than one year after the date 
of the enactment of this Act, the Secretary of Health and 
Human Services shall, taking into account the input gathered 
pursuant to paragraph (2)(A) and after providing notice and 
an opportunity to comment, promulgate regulations to carry 
out the provisions of, and amendments made by this section. 
(h) DEPOSIT OF SAVINGS INTo MEDICARE IMPROVEMENT F'uND.-

Section 1898(b)(1) of the Social Security Act (42 U.S.C. 1395iii(b)(1)) 
is aroended by striking "during and after fiscal year 2020, $0" 
and inserting "duriug and after fiacal year 2021, $140,000,000". 
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SEC. 7011. EXCLUDING ABUSE-DETERRENT FORMULATIONS OF 
PRESCRIPTION DRUGS FROM THE MEDICAID ADDITIONAL 
REBATE REQUIREMENT FOR NEW FORMULATIONS OF 
PRESCRIPTION DRUGS. 

(a) IN GENERAL.-The last sentence of section 1927(c)(2XC) 
of the Social Security Act (42 U.S.C. 1396r...jj(c)(2)(C)) is amended 
by inserting before the period at the end the following: ", but 
does not include an abuse-deterrent formulation of the drug (as 
determined by the Secretary), regardless of whether such abuse­
deterrent formulation is an extended release formulation". 

(b) EFFECTIVE DATE.-The amendment made by subsection (a) 
shall apply to drugs that are paid for by a State in calendar 
quarters beginning on or after the date of the enactment of this 
Act. 

SEC. 706. LIMITING DISCLOSURE OF PREDICTIVE MODELING AND 
OTHER ANALYTICS TECHNOLOGIES TO IDENTIFY AND PRE­
VENT WASTE, FRAUD, AND ABUSE. 

(a) IN GENERAL.-Title XI of the Social Security Act is amended 
by inserting after section 1128J (42 U.S.C. 1320a-7k) the following 
new section: 

"SEC. 1128K. DISCLOSURE OF PREDICTIVE MODELING AND OTHER 
ANALYTICS TECHNOLOGIES TO IDENTIFY AND PREVENT 
WASTE, FRAUD, AND ABUSE. 

"(a) REFERENCE TO PREDICTIVE MODELING TECHNOLOGIES 
REQUIREMENTS.-For provisions relating to the use of predictive 
modeling and other analytics technologies to identifY and prevent 
waste, fraud, and abuse with respect to the Medicare program 
under title XVIII, the Medicaid program under title XIX, and the 
Children's Health Insurance Program under title XXI, see section 
4241 of the Small Business Jobs Act of 2010 (42 U.S.C. 1320a-
7m). 

"(b) LIMITING DISCLOSURE OF PREDICTIVE MODELING TECH­
NOLOGIES.-In implementing such provisions under such section 
4241 with respect to covered algorithms (as defined in subsection 
(c)), the following sball apply: 

"(1) NONAPPLICATION OF FOIA.-The covered algorithms 
used or developed for puryoses of such section 4241 (including 
by the Secretary or a State (or an entity operating under 
a contract with a State)) shall be exempt from disclosure under 
section 552(b)(3) of title 5, United States Code. 

"(2) LIMITATION WITH RESPECT TO USE AND DISCLOSURE 
OF INFORMATION BY STATE AGENCIES.-

"(A) IN GENERAL.-A State agency may not use or 
disclose covered algorithms used or developed for purposes 
of such section 4241 except for purposes of administering 
the State plan (or a waiver of the plan) under the Medicaia 
program under title XIX or the State child health plan 
(or a waiver of the plan) under the Children's Health 
Insurance Program under title XXI, including by enabling 
an entity operating under a contract with a State to assist 
the State to identify or prevent waste, fraud, and abuse 
with respect to such programB. 

"(B) INFORMATION SECURITY.-A State agency shall 
have in effect data security and control policies that the 
Secretary finds adequate to ensure the security of covered 



algorithms used or developed for purposes of such section 
4241 and to ensure that access to such information is 
restricted to authorized persons for purposes of authorized 
uses and disclosures described in subparagraph (A). 

"(C) PROCEDURAL REQUIREMENTS.--State agencies to 
which information is disclosed pursuant to such section 
4241 shsll adhere to uniform procedures established by 
the Secretary. 

"(c) COVERED ALGoRITHM: DEFINED.-In this section, the term 
'covered algorithm'-

"(!) means a predictive modeling or other analytics tech­
nology, as used for _purposes of section 4241(a) of the Small 
Business Jobs A<:t of 2010 (42 U.S.C. 1320a-7m(a)) to identify 
and prevent waste, fraud, and abuse with respect to the Medi­
care .!'!:!'_gram under title XVIII, the Medicaid program under 
title XIX, and the Children's Health lnsurance Program under 
title XXI; and 

"(2) includes the mathematical expressions utilized in the 
application of such technology and the means by which such 
technology is developed.". 
(b) CONFORMING AMENDMENTS.-

(!) MEDICAID STATE PLAN REQUIREMENT.-Section 1902(a) 
of the Social Security Act (42 U.S.C. 1396a(a)) is amended­

(A) in paragraph (80), by striking "and" at the end; 
(B) in paragraph (81), by striking the period at the 

end and inserting "· and"· and 
(C) by inserfu,g after paragraph (81) the following 

new paragraph: 
"(82) provide that the State agency responsible for admin­

istering the State plan under this title provides assurances 
to the Secretary that the State agency is in compliance with 
subparagraphs (A), (B), aod (C) of section 1128K(b)(2).". 

(2) STATE CHILD HEALTH PLAN REQUIREMENT.--Section 
2102(aX7) of the Social Security A<:t (42 U.S.C. 1397bb(a)(7)) 
isamended-

(A) in subparagraph (A), by striking ", and" at the 
end and inserting a semicolon; 

(B) in subparagraph (B), by striking the period at 
the end and inserting "· and"· and 

(C) by adding at fue e,;d the following new subpara­
graph: 

"(C) to ensure that the State agency involved is in 
compliance with subparagraphs (A), (B), and (C) of section 
1128K(b)(2).". 

SEC. 707. MEDICAID IMPHOVEMENT FUND. 
Section 1941(b)(l) of the Social Security A<:t (42 U.S.C. 1396w­

l(b)(l)) is amended to read as follows: 
"(1) IN GENERAL.-There shsll be available to the Fund, 

for expenditures from the Fund for fiscal year 2021 and there­
after, $5,000,000.". 

SEC. 708. SENSE OF THE CONGRESS REGARDING TREATMENT OF SUB­
STANCE ABUSE EPIDEMICS. 

It is the sense of the Congress that decades of experience 
and research have demonstrated that a fiscally responsible approach 
to addressing the opioid abuse epidemic and other substance abuse 



epidemics requires treating such epidemics as a public health emer­
gency emphasizing prevention, treatment, and recovery. 

TITLE VIII-KINGPIN DESIGNATION 
IMPROVEMENT 

SEC. 801. PROTECTION OF CLASSIFIED INFORMATION IN FEDERAL 
COURT CHALLENGES RELATING TO DESIGNATIONS UNDER 
THE NARCOTICS KINGPIN DESIGNATION ACT. 

Section 804 of the Foreign Narcotics Kingpin Designation Act 
(21 U.S.C. 1903) is amended by adding at the end the following: 

11(i) PRoTECTION OF CLASSIFIED INFoRMATION IN FEDERAL 
COURT CHALLENGES RELATING TO DEBIGNATIONS.-In any judicial 
review of a determination made under this section, if the determina­
tion was based on classified information (as defined in section 
l(a) of the Classified Information Procedures Act) sucb information 
may be submitted to the reviewing court ex parte and in camera. 
This subsection does not confer or imply any right to judicial 
review.". 

TITLE IX-DEPARTMENT OF VETERANS 
AFFAIRS 

SEC. 901. SIIORT TITLE. 

This title may be cited as the "Jason Simcakoski Memorial 
and Promise Act". 

SEC. 902. DEFINITIONS. 

In this title: 
(1) The term "controlled substance" has the meaning given 

that term in section 102 of the Controlled Substances Act 
(21 u.s.c. 802). 

(2) The term 11State" means each of the several States, 
territories, and _possessions of the United States, the District 
of Columbia, and the Commonwealth of Puerto Rico. 

(3) The term "complementary and integrative health" has 
the meaning given that term, or any successor term, by the 
National Institutes of Health. 

(4) The term "opioid receptor antagonist" means a drug 
or device approved or cleared under the Federal Food, Drug, 
and Cosmetic Act (21 U.S.C. 301 et seq.) for emergency treat­
ment of known or suspected opioid overdose. 

Subtitle A-Opioid Therapy and Pain 
Management 

SEC. 911. IMPROVEMENT OF OPIOID SAFETY MEASURES BY DEPART· 
MENT OF VETERANS AFFAIRS. 

(a) ExPANSION OF OPIOID SAFETY INITIATIVE.-
(!) INCLUSION OF ALL MEDICAL FACILITIES.-Not later than 

180 days after the date of the enactment of this Act, the 
Secretary of Veterans Affairs shall expand the Opioid Safety 



Initiative of the Department of Veterans Affairs to include 
all medical facilities of the Department. 

(2) GUIDANCE.-The Secretary shall establish guidance that 
each health care provider of the Department of Veterans 
Affairs, before initiating opioid therapy to treat a patient as 
part of the comprehensive assessment conducted by the health 
care provider, use the Opioid Therapy Risk Report tool of 
the Department of Veterans Affairs (or any subsequent tool), 
which shall include information from the prescription drug 
monitoring program of each participating State as applicable, 
that includes the most recent information to date relating to 
the patient that accessed such program to assess the risk 
for adverse outcomes of opioid therapy for the patient, including 
the concurrent use of controlled substances such as 
benzodiazepines, as part of the comprehensive assessment con­
ducted by the health care provider. 

(3) ENHANCED STANOARDS.-The Secretary shall establish 
enhanced standards with respect to the use of routine and 
random urine drug tests for all patients before and during 
opioid therapy to help prevent substance abuse, dependence, 
and diversion, including-

(A) that such tests occur not less frequently than once 
each year or as otherwise determined according to treat­
ment protocols; and 

(B) that health care providers appropriately order, 
interpret and respond to the results from such tests to 
tailor pain therapy, safeguards, and risk management 
strategies to each patient. 

(b) PAIN MANAGEMENT EDUCATION ANO TiwNING.-
(1) IN GENERAL.-In carrying out the Opioid Safety Initia­

tive of the Department, the Secretary shall require all 
employees of the Department responsible for prescribing opioids 
to receive education and training described in paragraph (2). 

(2) EDUCATION ANO TRAINING.-Education and traioing 
described in this paragraph is education and training on pain 
management and safe opioid prescribing practices for purposes 
of safely and effectively managing patients with chronic pain, 
including education and training on the following: 

(A) The implementation of and full complisnce with 
the VA/DOD Clinical Practice Gnideline for Management 
of Opioid Therapy for Chronic Pain, including any update 
to such guideline. 

(B) The use of evidence-based pain management thera­
pies and complementary and integrative health services, 
including cognitive-behavioral therapy, non-opioid alter­
natives, and non-drug methods and procedures to managing 
pain and related health conditions including, to the extent 
practicable, medical devices approved or cleared by the 
Food and Drug Administration for the treatment of patients 
with chronic pain and related health conditions. 

(C) Screening and identification of patients with sub­
stance use disorder, including drug-seeking behavior, before 
prescribing opioids, assessment of risk potential for patients 
developing an addiction, and referral of patients to appro­
priate addiction treatment professionals if addiction is 
identified or strongly suspected. 



(D) Communication with patients on the potential 
harm associated with the use of opioids and other controlled 
substances, including the need to safely store and dispose 
of supplies relating to the use of opioids and other con­
trolled substances. 

(E) Such other education and training as the Secretary 
considers appropriate to ensure that veterans receive safe 
and high-quality pain management care from the Depart­
ment. 
(3) USE OF EXISTING PROGRAM.-ln providing education 

and training described in paragraph (2), the Secretary shall 
use the Interdisciplinary Chronic Pain Management Training 
Team Program of the Department (or successor program). 
(c) PAIN MANAGEMENT TEAMs.-

(1) 1N GENERAL.-ln carrying out the Opioid Safety Initia­
tive of the Department, the director of each medical facility 
of the Department shall identify and designate a pain manage­
ment team of health care professionals, which may include 
board certified pain medicine specialists, responsible for coordi­
nating and overseeing pain management therapy at such 
facility for patients experiencing acute and chronic pain that 
is non-cancer related. 

(2) ESTABLISHMENT OF PROTOCOLS.-
(A) IN GENERAL.-In consultation with the Directors 

of each Veterans Integrated Service Network, the Secretary 
shall establish standard protocols for the designation of 
pain management teams at each medical facility within 
the Department. 

(B) CONSULTATION ON PRESCRIPTION OF OPIOIDS.-Each 
protocol established under subparagraph (A) shall ensure 
that any health care provider without expertise in pre­
scribing analgesics or who has not completed the education 
and training under subsection (b), including a mental 
health care provider, does not prescribe opioids to a patient 
unless that health care provider-

(i) consults with a health care provider with pain 
management expertise or who is on the pain manage­
ment team of the medical facility; and 

(ii) refers the patient to the pain management 
team for any subsequent prescriptions and related 
therapy. 

(3) REPORT.-
(A) IN GENERAL.-Not later than one year after the 

date of enactment of this Act, the director of each medical 
facility of the Department shall submit to the Under Sec­
retary for Health and the director of the Veterans 
Integrated Service Network in which the medical facility 
is located a report identifying the health care professionals 
that have been designated as members of the pain manage­
ment team at the medical facility pursuant to paragraph 
(1). 

(B) ELEMENTS.-Each report subinitted under subpara­
graph (A) with respect to a medical facility of the Depart­
ment shall include---

(i) a certification as to whether all members of 
the pain management team at the medical facility have 



completed the education and training required under 
subsection (b); 

(ii) a plan for the management and referral of 
patients to such pain management team if health care 
providers without expertise in prescribing analgesics 
prescribe opioid medications to treat acute and chronic 
pain that is non-cancer related; and 

(iii) a certification as to whether the medical 
facility-

(I) fully complies with the stepped-care model, 
or successor models, of pain management and 
other pain management policies of the Depart­
ment; or 

(II) does not fully comply with such stepped­
care model, or successor models, of pain manage­
ment and other pain management policies but is 
carrying out a corrective plan of action to ensure 
such full compliance. 

(d) TRACKING AND MONITORING OF 0PrOID USE.-
(1) I'RESCRIPI'ION DRUG MONITORING PROGRAMS OF 

STATES.-In carrying out the Opioid Safety Initiative and the 
Opioid Therapy Risk Report tool of the Department, the Sec­
retary shall-

(A) ensure access by health care p_roviders of the 
Department to information on controlled substances, 
including opioids and benzodiazepines, prescribed to vet­
erans who receive care outside the Department through 
the prescription drug monitoring program of each State 
with such a program, including by seeking to enter into 
memoranda of understanding with States to allow shared 
access of such information between States and the Depart­
ment; 

(B) include such information in the Opioid Therapy 
Risk Report tool; and 

(C) require health care providers of the Department 
to submit to the prescription drug monitoring program 
of each State with such a program information on prescrip­
tions of controlled substances received by veterans in that 
State under the laws administered by the Secretary. 
(2) REPoRT ON TRACKING OF DATA ON OPIOID USE.-Not 

later than 18 months after the date of the enactment of this 
Act, the Secretary shall suhmit to the Committee on Veterans' 
Affairs of the Senate and the Committee on Veterans' Affairs 
of the House of Representatives a report on the feasibility 
and advisability of improving the Opioid Therapy Risk Report 
tool of the Department to allow for more advanced real-time 
tracking of and access to data on-

(A) the key clinical indicators with respect to the 
totality of opioid use by veterans; 

(B) concurrent prescrihing by health care providers 
of the Department of opioids in different health care set­
tings, including data on concurrent prescribing of opioids 
to treat mental health disorders other than opioid use 
disorder; and 

(C) mail-order prescriptions of opioids prescrihed to 
veterans under the laws administered by the Secretary. 

(e) AVAILABILITY OF 0PIOID RECEPI'OR ANTAGONISTS.-



(1) INCREASED AVAILABILITY ANC USE.-
(A) IN GENERAL.-The Secretary shall maxmnze the 

availability of opioid receptor antagonists, includiog 
naloxone, to veterans. 

(B) AVAILABILITY, TRAINING, AND DISTRIBUTING.-In 
carrying out subparagraph (A), not later than 90 days 
after the date of the enactment of this Act, the Secretary 
shall-

(i) eqnip each pharmacy of the Department with 
opioid receptor antagonists to be dispensed to out­
patients as needed; and 

(ii) expand the Overdose Education and Naloxone 
Distribution program of the Department to ensure that 
all veterans in receipt of health care under laws 
administered by the Secretary who are at risk of opioid 
overdose may access such opioid receptor antagonists 
and training on the proper administration of such 
opioid receptor antagonists. 
(C) VETERANS WHO ARE AT RISK.-For purposes of 

subparagraph (B), veterans who are at risk of opioid over­
dose include---

(i) veterans receiving long-term opioid therapy; 
(ii) veterans receiving opioid therapy who have 

a history of substance use disorder or prior instances 
of overdose; and 

(iii) veterans who are at risk as determined by 
a health care provider who is treating the veteran. 

(2) R.EPORT.-Not later than 120 days after the date of 
the enactment of this Act, the Secretary shall submit to the 
Committee on Veterans' Affairs of the Senate and the Com­
mittee on Veterans' Affairs of the House of Representatives 
a report on carrying out paragraph (1), including an assessment 
of any remaining steps to be carried out by the Secretary 
to carry out such paragraph. 
(f) INCLUSION OF CERTAIN INFORMATION ANC CAPABILITIES IN 

0PIOID THERAPY RISK REPORT TooL OF THE DEPARTMENT.-
(!) iNFoRMATION.-The Secretary shall include in the 

Opioid Therapy Risk Report tool of the Department--
(A) information on the most recent time the tool was 

accessed by a health care provider of the Department with 
respect to each veteran; and 

(B) information on the results of the most recent urine 
drug test for each veteran. 
(2) CAPABILITIES.-The Secretary shall include in the 

Opioid Therapy Risk Report tool the ability of the health care 
providers of the Department to determine whether a health 
care provider of the Department prescribed opioids to a veteran 
without checking the mformation in the tool with respect to 
the veteran. 
(g) NOTIFICATIONS OF RISK IN COMPUTERIZED HEALTH 

REcoRD.-The Secretary shall modify the computerized patient 
record system of the Department to ensure that any health care 
provider that accesses the record of a veteran, regardless of the 
reason the veteran seeks care from the health care provider, will 
be immediately notified whether the veteran-

(1) is receiving opioid therapy and has a history of sub­
stance use disorder or prior instances of overdose; 



(2) has a history of opioid abuse; or 
(3) is at risk of developing an opioid use disorder, as deter­

mined by a health care provider who is treating the veteran. 

SEC. 912, STRENGTHENING OF JOINT WORKING GROUP ON PAIN 
MANAGEMENT OF THE DEPARTMENT OF VETERANS 
AFFAIRS AND THE DEPARTMENT OF DEFENSE. 

(a) IN GENERAL.-Not later than 90 days after the date of 
enactment of this Act, the Secretary of Veterans Affairs and the 
Secretary of Defense shall ensure that the Pain Management 
Working Group of the Health Executive Committee of the Depart­
ment of Veterans Affairs-Department of Defense Joint Executive 
Committee (Pain Management Working Group) established under 
section 320 of title 38, United States Code, includes a focus on 
the following: 

(1) The opioid prescribing practices of health care providers 
of each Department. 

(2) The ability of each Department to manage acute and 
chronic pain among individuals receiving health care from the 
Department, including training health care providers with 
respect to pain management. 

(3) The use by each Department of complementary and 
integrative health in treating such individuals. 

( 4) The concurrent use and practice by health care pro­
viders of each Department of opioids and prescription drugs 
to treat mental health disorders, including benzodiazepines. 

(5) The use of care transition plans by health care providers 
of each Department to address case management issues for 
patients receiving opioid therapy who transition between 
inpatient and outpatient care. 

(6) The coordination in coverage of and consistent access 
to medications prescribed for patients transitioning from 
receiving health care from the Department of Defense to 
receiving health care from the Department of Veterans Affairs. 

(7) The ability of each Department to properly screen, 
identify, refer, and treat patients with substance use disorders 
who are seeking treatment for acute and chronic pain manage­
ment conditions. 
(b) COORDINATION AND CONSULTATION.-The Secretary of Vet­

erans Affairs and the Secretary of Defense shall ensure that the 
working ~up described in subsection (a}--

(1) coordinates the activities of the working group with 
other relevant working groups established under section 320 
of title 38, United States Code; 

(2) consults with other relevant Federal agencies, including 
the Centers for Disease Control and Prevention, with respect 
to the activities of the working group; and 

(3) consults with the Department of Veterans Affairs and 
the Department of Defense with respect to the VA/DOD Clinical 
Practice Guideline for Management of Opioid Therapy for 
Chronic Pain, or any successor guideline, and reviews and 
provides comments before any update to the guideline is 
released. 
(c) CLINICAL PRACTICE GUIDELINES.-

(1) IN GENERAL.-Not later than 180 days after the date 
of the enactment of this Act, the Secretary of Veterans Affairs 
and the Secretary of Defense shall issue an update to the 



VA/DOD Clinical Practice Guideline for Management of Opioid 
Therapy for Chronic Pain. 

(2) MATTERS INCLUDED.-ln conducting the update under 
paragraph (1), the Pain Management Working Group, in 
coordination with the Clinical Practice Guidellne V A/DoD 
Management of Opioid Therapy for Chronic Pain Working 
Group, shall work to ensure that the Clinical Practical Guide­
line includes the following: 

(A) Enhanced guidance with respect 1:<>-
(i) the co-administration of an opioid and other 

drugs, including benzodiazepines, that may result in 
life-limiting drug interactions; 

(ii) the treatment of patients with current acute 
psychiatric instability or substance use disorder or 
patients at risk of suicide; and 

(iii) the use of opioid therapy to treat mental health 
disorders other than opioid use disorder. 
(B) Enhanced guidance with respect to the treatment 

of patients with behaviors or comorbidities, such as post­
traumatic stress disorder or other psychiatric disorders, 
or a history of substance abuse or addiction, that requires 
a consultation or co-management of opioid therapy with 
one or more specialists in pain management, mental health, 
or addictions. 

(C) Enhanced guidance with respect to health care 
providers---

(i) conducting an effective assessment for patients 
beginning or continuing opioid therapy, including 
understanding and setting realistic goals with respect 
to achieving end maintaining an expected level of pain 
relief, improved function, or a clinically appropriate 
comhination of hoth; and 

(ii) effectively assessing whether opioid therapy 
is achieving or maintaining the established treatment 
goals of the patient or whether the patient and health 
care provider should discuss adjusting, augmenting, 
or discontinuing the opioid therapy. 
(D) Guidelines to inform the methodologies used by 

health care providers of the Department of Veterans Affairs 
end the Department of Defense to safely taper opioid 
therapy when adjusting or discontinuing the use of opioid 
therapy, including-

(i) prescription of the lowest effective dose based 
on patient need; 

(ii) use of opioids only for a limited time; end 
(iii) augmentation of opioid therapy with other 

~ain management therapies and modalities. 
(E) Guidelines with respect to appropriate case 

management for patients receiving opioid thera_py who 
transition between inpatient and outpatient health care 
setti~s, which may include the use of care transition plans. 

(F) Guidelines with respect to appropriate case 
management for patients receiving opioid therapy who 
transition from receiving care during active duty to post­
military health care networks. 

(G) Guidelines with respect to providing options, before 
initiating opioid therapy, for pain management therapies 



without the use of opioids and options to augment opioid 
therapy with other clinical and complementary and integra­
tive health services to minimize opioid dependence. 

(H) Guidelines with respect to the provision of evi­
dence-based non-opioid treatments within the Department 
of Veterans Affairs and the Department of Defense, 
including medical devices and other therapies approved 
or cleared by the Food and Drug Administration for the 
treatment of chronic pain as an alternative to or to augment 
opioid therapy. 

(I) Guidelines developed by the Centers for Disease 
Control and Prevention for safely prescribing opioids for 
the treatment of chronic, non-cancer related pain in out­
patient settings. 
(3) RULE OF CONSTRUCTION.-Nothing in this subsection 

shall be construed to prevent the Secretary of Veterans Affairs 
and the Secretary of Defense from considering all relevant 
evidence, as appropriate, in updating the VA/DOD Clinical 
Practice Guideline for Management of Opioid Therapy for 
Chrouic Pain, as required under paragraph (1), or from ensuriog 
that the final clinical practice guideline updated under such 
paragraph remains _l!}Jplicable to the patient populations of 
the Department of Veterans Affairs and the Department of 
Defense. 

SEC. 913. REVIEW, INVESTIGATION, AND REPORT ON USE OF OPIOIDS 
IN TREATMENT BY DEPARTMENT OF Vl!n'ERANS AFFAIRS. 

(a) COMPTROLLER GENERAL REPORT.-
(1) IN GENERAL.-Not later than two years after the date 

of the enactment of this Act, the Comptroller General of the 
Uuited States shall submit to the Committee on Veterans' 
Affairs of the Senate and the Committee on Veterans' Affairs 
of the House of Representatives a report on the Opioid Safety 
Initiative of the Department of Veterans Affairs and the opioid 
prescribing practices of health care providers of the Depart­
ment. 

(2) ELEMENTS.-The report submitted under paragraph (1) 
shall include the following: 

(A) An assessment of the implementation and moni­
toriog by the Veterans Health Administration of the Opioid 
Safety Ioitiative of the Department, including examining, 
as appropriate, the following: 

(i) How the Department mouitors the key clinical 
outcomes of such safety initiative (for example, the 
percentage of unique veterans visiting each medical 
center of the Deyartment that are prescribed an ~ioid 
or an opioid and benzodiazepine concurrently) and how 
the Department uses that information-

(!) to improve prescribing practices; and 
(II) to identify high prescribing or otherwise 

inappropriate prescribing practices by health care 
providers. 
(ii) How the Department monitors the use of the 

Opioid Therapy Risk Report tool of the Department 
(as developed through such safety initiative) aod 
com_pliance with such tool by medical facilities and 
health care providers of the Department, including 



any findings by the Department of prescription rates 
or prescription practices by medical facilities or health 
care providers that are inappropriate. 

(iii) The implementation of academic detailing pro­
grams within the Veterans Integrated Service Net­
works of the Department and how such programs are 
being used to improve opioid prescribing practices. 

(iv) Recommendations on such improvements to 
the Opioid Safety Initiative of the Department as the 
Comptroller General considers appropriate. 
(B) Information made available under the Opioid 

Therapy Risk Report tool with respect to-
(i) deaths resulting from sentinel events involving 

veterans prescribed opioids by a health care provider; 
(ii) overall !rescription rates and, if applicable, 

indications use by health care providers for pre­
scribing chronic opioid therapy to treat non-cancer, 
non-palliative, and non-hospice care patients; 

(iii) the prescription rates and indications used 
by health care providers for prescribing 
benzodiazepines and opioids concomitantly; 

(iv) the practice by health care providers of pre­
scribing opioids to treat patients without any pain, 
including to treat patients with mental health dis­
orders other than opioid use disorder; and 

(v) the effectiveness of opioid therapy for patients 
receiving such therapy, including the effectiveness of 
lnng-term opioid therapy. 
(C) An evaluation of processes of the De_partment in 

place to oversee opioid use among veterans, including proce­
dures to identify and remedy potential over-prescribing 
of Oj>ioids by health care providers of the Department. 

(D) An assessment of the implementation by the Sec­
retary of Veterans Affairs of the VA/DOD Clinical Practice 
Guideline for Management of Opioid Therapy for Chronic 
Pain, including any figures or approaches used by the 
Department to assess compliance with such guidelines by 
medical centers of the Department and identify any medical 
centers of the Department operating action plans to 
improve compliance with such guidelines. 

(E) An assessment of the data that the Department 
has developed to review the opioid prescribing practices 
of health care providers of the Department, as required 
by this subtitle, including a review of how the Department 
identifies the practices of individual health care providers 
that warrant further review based on prescribing levels, 
health conditions for which the health care provider is 
prescribing opioids or opioids and benzodiazepines concur­
rently, or other practices of the health care provider. 

(b) SEMI-ANNUAL PRoGRESS REPORT ON IMPLEMENTATION OF 
COMPTROLLER GENERAL RECOMMENDATIONS.-Not later tban 180 
days after the date of the submittal of the report required under 
subsection (a), and not less frequently than annually thereafter 
until the Comptroller General of the United States determines 
that all recommended actions are closed, the Secretary of Veterans 
Affairs shall submit to the Committee on Veterans' Affairs of the 
Senate and the Committee on Veterans' Affairs of the House of 
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Representatives a progress report detailing the actions by the Sec­
retary to address BI!Y outstanding findings and recommendations 
by the Comptroller General of the United States under subsection 
(a) with respect to the Veterans Health Administration. 

(c) ANNuAL REPoRT ON 0PIOID THERAPY AND PRESCRIPTION 
R.ATEs.-Not later than one year after the date of the enactment 
of this Act, and not less frequently than annually for the followin!J 
five years, the Secretary shall submit to the Committee on Veterans 
Affairs of the Senate and the Committee on Veterans' Affairs of 
the House of Representatives a report on opioid therapy and 
prescription rates for the one-year period preceding the date of 
the submission of the report. Each such report shall include each 
of the following: 

(1) Tbe number of patienta and the percentage of the 
patient population of the Department who were prescribed 
benzodiazepines and opioids concun-ently by a health care pro­
vider of the Department. 

(2) Tbe number of patienta and the percentage of the 
patient population of the Department without any pain who 
were prescribed opioids by a health care provider of the Depart­
ment, including those who were prescribed benzodiazepines 
and opioids concurrently. 

(3) The number of non-cancer, non-palliative, and non­
hospice care patients and the percentage of such patients who 
were treated with opioids by a health care provider of the 
Department on an inpatient-basis and who also received 
prescri_ption opioids by mail from the Department while being 
treated on an inpatient-basis. 

(4) The number of non-cancer, non-palliative, and non­
hospice care patients and the percentage of such patients who 
were prescribed opioids concurrently by a health care provider 
of the Department and a health care provider that is not 
a health care provider of the Department. 

(5) With respect to each medical facility of the Department, 
the collected and reviewed information on opioida prescribed 
by health care providers at the facility to treat non-cancer, 
non-palliative, and non-hospice care patients, including-

(A) the prescription rate at which each health care 
provider at the facility prescribed benzodiazepines and 
opioids concurrently to such patients and the aggregate 
of such prescription rate for all health care providers at 
the facility; 

(B) the prescription rate at which each health care 
provider at the facility prescribed benzodiazepines or 
opioids to such patients to treat conditions for which 
benzodiazepines or opioids are not approved treatment and 
the aggregate of such prescription rate for all health care 
providers at the facility; 

(C) the prescription rate at which each health care 
provider at the facility prescribed or dispensed mail-order 
prescriptions of opioids to such patients while such patients 
were being treated with opioids on an inpatient-basis and 
the aggregate of such prescription rate for all health care 
providers at the facility; and 

(D) the prescription rate at which each health care 
provider at the facility prescribed opioids to such patients 
who were also concurrently prescribed opioids by a health 
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care provider that is not a health care provider of the 
Department and the aggregate of such prescription rates 
for all health care providers at the facility. 
(6) With respect to each medical facility of the Department, 

the number of times a pharmacist at the facility overrode 
a critical drug interaction warning with respect to an inter­
action between opioids and another medication before dis­
pensing such medication to a veteran. 
(d) INVESTIGATION OF l'RESCRIPTION RATES.-If the Secretary 

determioes that a prescription rate with respect to a health care 
provider or medical facility of the Department conflicts with or 
is otherwise inconsistent with the standards of appropriate and 
safe care, the Secretary shall-

(1) immediately notify the Committee on Veterans' Affairs 
of the Senate and the Committee on Veterans' Affairs of the 
House of Representatives of such determination, including 
information relating to such determination, prescription rate, 
and health care provider or medical facility, as the case may 
be; and 

(2) through the Office of the Medical Inspector of the Vet­
erans Health Administration, conduct a full investigation of 
the health care provider or medical facility, as the case may 
be. 
(e) PRESCRIPTION RATE DEFINED.-In this section, the term 

"prescription rate" means, with respect to a health care provider 
or medical facility of the Department, each of the following: 

(1) The number of patients treated with opioids by the 
health care provider or at the medical facility, as the case 
may be, divided by the total number of pharmacy users of 
that health care provider or medical facility. 

(2) The average number of morphine equivalents per day 
prescribed by the health care provider or at the medical facility, 
as the case may be, to ,PBtients being treated with opioidB. 

(3) Of the patients bemg treated with opioids by the health 
care provider or at the medical facility, as the case may be, 
the average number of prescriptions of opioids per patient. 

SEC. 914. MANDATORY DISCLOSURE OF CERTAIN VETERAN INFORMA­
TION TO STATE CONTROLLED SUBSTANCE MONITORING 
PROGRAMS. 

Section 5701(1) of title 38, United States Code, is amended 
by striking ''may" and inserting "shall". 
SEC. 910. ELIMINATION OF COPAYMENT REQUIREMENT FOR VET­

ERANS RECEIVING OPIOID ANTAGONISTS OR EDUCATION 
ON USE OF OPIOID ANTAGONISTS. 

(a) COPAYMENT FOR 0PIOID ANTAGONISTS.--Section 1722A(a) 
of title 38, United States Code, is amended by adding at the end 
the following new paragraph: 

"(4) Paragraph (1) does not apply to opioid antagonists fur­
nished under this chapter to a veteran who is at high risk for 
overdose of a specific medication or substance in order to reverse 
the effect of such an overdose.". 

(b) COPAYMENT FOR EDUCATION ON USE OF 0PIOID ANTAGO­
NISTS.--Section 1710(g)(3) of such title is amended-

(1) by striking "with respect to home health services" and 
inserting "with respect to the following:" 

"(A) Home health services"; and 
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(2) by adding at the end the following subparagraph: 
"(B) Education on the use of opioid antagonists to reverse 

the effects of overdoses of specific medications or substances.". 

Subtitle B-Patient Advocacy 

SEC. 921. COMMUNITY MEETINGS ON IMPROVING CARE FURNISHED 
BY DEPARTMENT OF VETERANS AFFAIRS. 

(a) COMMUNITY MEETINGS.-
(!) MEDICAL CENTERS.-Not later than 90 days after the 

date of the enactment of this Act, and not less frequently 
than once every 90 days thereafter, the Secretary shall ensure 
that each medical facility of the Department ofVeterans Affairs 
hosts a community meeting open to the public on improving 
health care furnished by the Secretary. 

(2) COMMUNITY-BASED OUTPATIENT CLINICS.-Not later than 
one year after the date of the enactment of this Act, and 
not less frequently than annually thereafter, the Secretary 
shall ensure that each community-based outpatient clinic of 
the Department hosts a community meeting open to the public 
on improving health care furnished by the Secretary. 
(h) ATTENDANCE BY DIREcTOR OF VETERANS INTEGRATED 

SERVICE NETWORK OR DESIGNEE.-
(!) IN GENERAL.-Each community meetiog hosted by a 

medical facility or community-based outpatient clinic under 
subsection (a) shall be attended by the Director of the Veterans 
Integrated Service Network in which the medical facility or 
community-based outpatient clinic, as the case may be, is 
located. Subject to paragraph (2), the Director may delegate 
such attendance only to an employee who works in the Office 
of the Director. 

(2) ATTENDANCE BY DIRECTOR.-Each Director of a Veterans 
Integrated Service Network shall personally attend not less 
than one community meeting under subsection (a) hosted by 
each medical facility located in the Veterans Integrated Service 
Network each year. 
(c) NOTICE.-The Secretary shall notify the Committee on Vet­

erans' Affairs of the Senate, the Committee on Veterans' Affairs 
of the HOUBe of Representatives, and each Member of Congress 
(as defined in section 902) who represents the area in which the 
medical facility is located of a community meeting under subsection 
(a) by not later than 10 days before such community meetiog 
occurs. 
SEC. 922.ll\IPROVEMENT OF AWARENESS OF PATIENT ADVOCACY PRQ. 

GRAM AND PATIENT Bn.L OF RIGHTS OF DEPARTMENT 
OF VETERANS AFFAIRS. 

Not later than 90 days after the date of the enactment of 
this Act, the Secretary of Veterans Affairs shall, in as many promi­
nent locations as the Secretary determines appropriate to be seen 
by the largest percentage of patients and family members of patients 
at each medical facility of the Department of Veterans Afl'airs---

(1) display the purposes of the Patient Advocacy Program 
of the Department and the contact information for the patient 
advocate at such medical facility; and 

(2) display the rights and responsibilities of-
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(A) patients and family members of patients at such 
medical facility; and 

(B) with respect to community living centers and other 
residential facilities of the Department, residents and 
family members of residents at such medical facility. 

SEC. 923. COMPI'ROLLER GENERAL REPORT ON PATIENT ADVOCACY 
PROGRAM OF DEPARTMENT OF VETERANS .AFFAIRS. 

(a) IN GENERAL.-Not later than two years after the date of 
the enactment of this Act, the Comptroller General of the United 
States shall submit to the Committee on Veterans' Affairs of the 
Senate and the Committee on Veterans' Affairs of the House of 
Representatives a repnrt on the Patient Advocacy Program of the 
Department of Veterans Affairs (io this section referred to as the 
"Program"). 

(b) ELEMENTB.-The report required by subsection (a) shall 
ioclude the following: 

(1) A description of the Program, iocludiog­
(A) the purpose of the Program; 
(B) the activities carried out under the Program; and 
(C) the sufficiency of the Program in achieving the 

purpose of the Program. 
(2) An assessment of the sufficiency of staffing of employees 

of the Department responsible for carryiog out the Program. 
(3) An assessment of the sufficiency of the training of 

such employees. 
( 4) An assessment of-

(A) the awareness of the Program among veterans 
and family members of veterans; and 

(B) the use of the Program by veterans and family 
members of veterans. 
(5) Such recommendations and proposals for improving or 

modifYing the Program as the Comptroller General considers 
appropriate. 

(6) Such other ioformation with respect to the Program 
as the Comptroller General considers appropriate. 

SEC. 924. ESTABLISHMENT OF OFFICE OF PATIENT ADVOCACY OF THE 
DEPARTMENT OF VETERANS AFFAIRS. 

(a) IN GENERAL.-Subchapter I of chapter 73 of title 38, United 
States Code, is amended by adding at the end the followiog new 
section: 

"§ 7309A. Office of Patient Advocacy 
"(a) ESTABLISHMENT.-There is established in the Department 

withio the Office of the Under Secretary for Health an office to 
be known as the 'Office of Patient Advocacy' (io this section referred 
to as the 'Office'). 

"(b) IIEAD.--{1) The Director of the Office of Patient Advocacy 
shall be the head of the Office. 

"(2) The Director of the Office of Patient Advocacy shall be 
appoioted by the Under Secretary for Health from among iodivid­
uals qualified to perform the duties of the position and shall repnrt 
directly to the Under Secretary for Health. 

"(c) F'uNCTION.--{1) The function of the Office is to carry out 
the Patient Advocacy Program of the Department. 
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"(2) In carrying out the Patient Advocacy Program of the 
Department, the Director shall ensure that patient advocates of 
the Department-

"(A) advocate on behalf of veterans with respect to health 
care received and sought by veterans under the laws adminis­
tered by the Secretary; 

"(B) carry out the responsibilities specified in subsection 
(d); and 

"(C) receive training in patient advocacy. 
"(d) PATIENT ADVOCACY RESPONSffiiLITIES.-Th.e responsibilities 

of each patient advocate at a medical facility of the Department 
are the following: 

"(1) To resolve complaints by veterans with respect to 
health care furnished under the laws administered by the Sec­
retary that cannot be resolved at the point of service or at 
a higher level easily accessible to the veteran. 

"(2) To present at various meetings and to various commit­
tees the issues experienced by veterans in receiving such health 
care at such medical facility. 

"(3) To express to veterans their rights and responsibilities 
as patients in receiving such health care. 

"( 4) To manage the Patient Advocate Tracking System of 
the Department at such medical facility. 

"(5) To compile data at such medical facility of complaints 
made by veterans with respect to the receipt of such health 
care at such medical facility and the satisfaction of veterans 
with such health care at such medical facility to determiue 
whether there are trends in such data. 

"(6) To ensure that a process is in place for the distribution 
of the data compiled under paragraph (5) to appropriate leaders, 
committees, services and staff of the Department. 

"(7) To identifY, not less frequently than quarterly, 
opportunities for improvements in the furnishing of such health 
care to veterans at such medical facility based on complaints 
by veterans. 

"(8) To ensure that any significant complaint by a veteran 
with respect to such health care is brought to the attention 
of appropriate staff of the Department to trigger an assessment 
of whether there needs to be a further analysis of the problem 
at the facility-wide level. 

"(9) To support any patient advocacy programs carried 
out ~ the Department. 

(10) To ensure that all appeals and final decisions with 
respect to the receiE!; of such health care are entered into 
the Patient Advocate Tracking System of the Department. 

"(11) To understand all laws, directives, and other rules 
with respect to the rights and res_ponsibilities of veterans in 
receiving such health care, including the appeals processes 
available to veterans. 

"(12) To ensure that veterans receiving mental health care, 
or the surrogate decision-makers for such veterans, are aware 
of the rights of veterans to seek representation from systems 
established under section 103 of the Protection and Advocacy 
for Mentally Ill Individuals Act of 1986 (42 U.S.C. 10803) 
to protect and advocate the rights of individuals with mental 
illness and to investigate incidents of abuse and neglect of 
such individuals. 
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"(13) To fulfill requirements established by the Secretary 
with respect to the inspection of controlled substances. 

"(14) To document potentially threateuing behavior and 
report such behavior to ap~ropriate authorities. 
"(e) TRAI::NING.-In providing training to patient advocates 

under subsection (c)(2)(C), the Director shall ensure that such 
training is consistent throughout the Department. 

"(f) CONTROlLED SUBSTANCE DEFINED.-In this section, the 
term 'controlled substance' has the meaning given that tenn in 
section 102 of the Controlled Substances Act (21 U.S.C. 802).". 

(b) CLERICAL AMENDMENT.-The table of sections at the begin­
uing of chapter 73 of such title is amended by inserting after 
the item relating to section 7309 the following new item: 

"7309A. Office of Patient Advocacy.". 

(c) DATE FuLLY 0PERATIONAL.-The Secretary of Veteraos 
Affairs shall ensure that the Office of Patient Advocacy established 
under section 7309A of title 38, United States Code, as added 
by subsection (a), is fully operational not later than the date that 
is one year after the date of the enactment of this Act. 

Subtitle C-Complementary and 
Integrative Health 

SEC. 931. EXPANSION OF RESEARCH AND EDUCATION ON AND 
DELIVERY OF COMPLEMENTARY AND INTEGRATIVE 
HEALTH TO VETERANS. 

(a) EsTABLISHMENT.-There is established a commission to be 
known as the "Creating Options for Veterans' Expedited Recovery" 
or the "COVER Commission" (in this section referred to as the 
"Commission"). The Commission shall examine the evidence-based 
therapy treatment model used by the Secretary of Veterans Affairs 
for treating mental health conditions of veterans and the potential 
benefits or incorporating complementary and integrative health 
treatments available in non-Department facilities (as defined in 
section 1701 of title 38, United States Code). 

(b) DUTIES.-The Commission shall perform the following 
duties: 

(1) Examine the efficacy of the evidence-based therapy 
model used by the Secretary for treating mental health illnesses 
of veterans and identify areas to improve wellness-based out­
comes. 

(2) Conduct a patient-centered survey within each of the 
Veterans Integrated Service Networks to exam.ine---

(A) the ~erience of veterans with the Department 
of Veterans Affairs when seeking medical assistance for 
mental health issues through the health care system of 
the Department; 

(B) the experience of veterans with non-Department 
facilities and health professionals for treating mental 
health issues; 

(C) the preference of veterans regarding available 
treatment for mental health issues and which methods 
the veterans believe to be most effective; 
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(D) the experience, if any, of veterans with respect 
to the complementary and integrative health treatment 
therapies described in paragraph (3); 

(E) the prevalence of prescribing prescription medica­
tion among veterans seeking treatment through the health 
care system of the Department as remedies for addressing 
mental health issues; and 

(F) the outreach efforts of the Secretary regarding the 
availability of benefits and treatments for veterans for 
addresaing mental health issues, including by identifYing 
ways to reduce barriers to gaps in such benefits and treat­
ments. 
(3) Examine available research on complementary and 

integrative health treatment therapies for mental health issues 
and identify what benefits could be made with the inclusion 
of such treatments for veterans, including with respect to-

(A) music therapy; 
(B) equine therapy; 
(C) training and caring for service dogs; 
(D) yoga therapy; 
(E) acupuncture therapy; 
(F) meditation therapy; 
(G) outdoor sports therapy; 
(H) hyperbaric oxygen therapy; 
(I) accelerated resolution therapy; 
(J) art therapy; 
(K) magnetic resonance therapy; and 
(L) other therapies the Commission determines appro­

priate. 
(4) Study the sufficiency of the resources of the Department 

to ensure the delivery of quality health care for mental health 
issues among veterans seeking treatment within the Depart­
ment. 

(5) Study the current treatments and resources available 
within the Department and assess-

(A) the effectiveness of sucb treatments and resources 
in decreasing the number of suicides per day by veterans; 

(B) the number of veterans who have been diagnosed 
with mental health issues; 

(C) the percentage of veterans using the resources of 
the Department who have been diagnosed with mental 
health issues; 

(D) the percentage of veterans wbo have completed 
counseling sessions offered by the Department; and 

(E) the efforts of the Department to expand complemen­
tary and integrative health treatments viable to the 
recovery of veterans with mental health issues as deter­
mined by the Secretary to improve the effectiveness of 
treatments offered by the Department. 

(c) MEMBERSHIP.-
(!) IN GENERAL.-The Commission shall be composed of 

10 members, appointed as follows: 
(A) Two members appointed by the Speaker of the 

House of Representatives, at least one of whom shall be 
a veteran. 
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(B) Two members appointed by the minority leader 
of the House of Representatives, at least one of whom 
shall be a veteran. 

(C) Two members appointed by the majority leader 
of the Senate, at least one of whom shall be a veteran. 

(D) Two members appointed by the minority leader 
of the Senate, at least one of whom shall be a veteran. 

(E) Two members appointed by the President, at least 
one of whom shall be a veteran. 
(2) Qu.AIJFICATIONS.-Members of the Commission shall 

be individuals who--
(A) are of recognized standing and distinction within 

tbe medical community with a background in treating 
mental health; 

(B) have experience working with tbe military and 
veteran population; and 

(C) do not have a financial interest in any of the 
complementary and integrative health treatments reviewed 
by the Commission. 
(3) CHAIRMAN.-The President shall designate a member 

of the Commission to be the Chairman. 
(4) PERIOD OF APPOINTMENT.-Members of the Commission 

shall be appointed for the life of the Commission. 
(5) VACANCY.-A vacancy in the Commission shall be filled 

in the manner in which the original appointment was made. 
(6) APPoiNTMENT DEADLINE.-The appointment of members 

of the Commission in this section shall be made not later 
than 90 daye after the date of the enactment of this Act. 
(d) POWERS OF COMMISSION.-

(1) MEETINGS.-
(A) INITIAL MEETING.-The Commission shall hold its 

first meeting not later than 30 days after a majority of 
members are appointed to the Commission. 

(B) MEETING.-The Commission shall regularly meet 
at the call of the Chairmao. Sueh meetings may be earried 
out through the use of telephonic or other appropriate 
telecommunication technology if the Commission deter­
mines that such technology will allow the members to 
communicate simultaneously. 
(2) HEARINGS.-The Commission may hold such hearings, 

sit and act at such times and places, take such testimony, 
and receive evidence as the Commission considers advisable 
to carry out the responsibilities of the Commission. 

(3) INFORMATION FROM FEDERAL AGENCIES.-The Commis­
sion may secure directly from any department or agency of 
the Federal Government such information as the Commission 
considers necessary to carry out the duties of the Commission. 

(4) INFoRMATION FROM NONGOVERNMENTAL ORGANIZA­
TIONS.-In carrying out its duties, the Commission may seek 
guidance through consultation with foundations, veteran service 
organizations, nonprofit groups, faith-based organizations, pri­
vate and public institutions of higher education, and other 
organizations as the Commission determines appropriate. 

(5) COMMISSION RECORDS.-The Commission shall keep an 
accurate and complete record of the actions and meetings of 
the Commission. Sueh record shall be made available for public 



S.524--78 

inspection and the Comptroller General of the United States 
may audit and examine such record. 

(6) PERSONNEL RECORDS.-The Commission shall keep an 
accurate and complete record of the actions and meetings of 
the Commission. Such record shall be made available for public 
inspection and the Comptroller General of the United States 
may audit and examine such records. 

(7) COMPENSATION OF MEMBERS; TRAVEL EXPENSES.-Each 
member shall serve without pay but shall receive travel 
expenses to perform the duties of the Commission, including 
per diem in lieu of substances, at rates authorized under sub­
chapter I of chapter 57 of title 5, United States Code. 

(8) STAFF.-The Chairman, in accordance with rules agreed 
upon the Commission, may appoint and fix the compensation 
of a staff director and such other personnel as may be necessary 
to enable the Commission to carry out its functions, without 
regard to the provisions of title 5, United States Code, governing 
appointments in the competitive service, without regard to the 
provision of chapter 51 and subchapter III of chapter 53 of 
such title relating to classification and General Schedule pay 
rates, except that no rate of pay fixed under this paragraph 
may exceed the equivalent of that payable for a position at 
level IV of the Executive Schedule uoder section 5315 of title 
5, United States Code. 

(9) PERSONNEL AS FEDERAL EMPLOYEES.-
(A) 1N GENERAL.-The executive director and any per­

sonnel of the Commission are employees under section 
2105 of title 5, United States Code, for purpose of chapters 
63, 81, 83, 84, 85, 87, 89, and 90 of such title. 

(B) MEMBERS OF THE COMMISSION.-Subparagraph (A) 
shall not be construed to apply to members of the Commis­
sion. 
(10) CONTRACTING.-The Commission may, to such extent 

and in such amounts as are provided in appropriations Acts, 
enter into contracts to enable the Commission to discharge 
the duties of the Commission uoder this Act. 

(11) ExPERT AND CONSULTANT SERVICE.-The Commission 
may procure the services of experts and consultants in accord­
ance with section 3109 of title 5, United States Code, at rates 
not to exceed the daily rate paid to a person occupying a 
position at level IV of the Executive Schedule under section 
5315 of title 5, United States Code. 

(12) POSTAL SERVICE.-The Commission may use the 
United States mails in the same manner and under the same 
conditions as departments aod agencies of the United States. 

(13) PHYsiCAL FACIIJTIES AND EQUIPMENT.-Upon the 
request of the Commission, the Administrator of General Serv­
ices shall provide to the Commission, on a reimbursable basis, 
the administrative support services necessary for the Commis­
sion to carry out its responsibilities under this Act. These 
administrative services may include human resource manage­
ment, budget, leasing accounting, and payroll services. 
(e) REPoRT.-

(!) INTERIM REPORTS.-
(A) IN GENERAL.-Not later than 60 days after the 

date on which the Commission first meets, and each 30-
day period thereafter ending on the date on which the 
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Commission submits the final report uoder paragraph (2), 
the Commission shall submit to the Committees on Vet­
erans' Affairs of the House of Representatives and the 
Senate and the President a report detailing the level of 
cooperation the Secretary of Veterans Affairs (and the 
heads of other departments or agencies of the Federal 
Government) has provided to the Commission. 

(B) OTHER REPORTS.-In carrying out its duties, at 
times that the Commission determines appropriate, the 
Commission shall submit to the Committees on Veterans' 
Affairs of the House of Representatives and the Senate 
and any other appropriate entities an interim report with 
respect to the findings identified by the Commission. 
(2) FINAL REPORT.-Not later than 18 months after the 

first meeting of the Commission, the Commission shall submit 
to the Committee on Veterans' Affairs of the House of Rep­
resentatives and the Senate, the President, and the Secretary 
of Veterans Affairs a final report on the findings of the Commis­
sion. Such report shall include the following: 

(A) Recommendations to implement in a feasible, 
timely, and cost-efficient manner the solutions and rem­
edies identified within the findings of the Commission 
pursuant to subsection (b). 

(B) An analysis of the evidence-based therapy model 
used by the Secretary of Veterans Affairs for treating vet­
erans with mental health care issues, and an examination 
of the prevalence and efficacy of prescription drugs as 
a means for treatment. 

(C) The findings of the patient-centered survey con­
ducted within each of the Veterans Integrated Service Net­
works pursuant to subsection (b)(2). 

(D) An examination of complementary and integrative 
health treatments described in subsection (b)(3) and the 
potential benefits of incorporating such treatments in the 
therapy models used by the Secretary for treating veterans 
with mental health issues. 
(3) PLAN.-Not later than 90 days after the date on which 

the Commission submits the final report under paragraph (2), 
the Secretary of Veterans Affairs shall submit to the Commit­
tees on Veterans' Affairs of the House of Representatives and 
the Senate a report on the following: 

(A) An action plan for implementing the recommenda­
tions established by the Commission on such solutions 
and remedies for improving wellness-based outcomes for 
veterans with mental health care issues. 

(B) A feasible timeframe on when the complementary 
and integrative health treatments described in subsection 
(b)(3) can be implemented Department-wide. 

(C) With respect to each recommendation established 
by the Commission, including any complementary and 
integrative health treatment, that the Secretary determines 
is not appropriate or feasible to implement, a justification 
for such determination and an alternative solution to 
improve the efficacy of the therapy models used by the 
Secretary for treating veterans with mental health issues. 
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(f) TERM:INATION OF COMMISSION.-The Commission shall termi­
nate 30 days after the Commission submits the final report under 
subsection (eX2). 

SEC. 932. EXPANSION OF RESEARCH AND EDUCATION ON AND 
DELIVERY OF COMPLEMENTARY AND INTEGRATIVE 
HEALTH TO VETERANS. 

(a) DEVELOPMENT OF PLAN TO EXPAND RESEARCH, EDUCATION, 
AND DELIVERY.-Not later than 180 days after the date of the 
enactment of this Act, the Secretary of Veterans Affairs shall 
develop a plan to expand materially and substantially the scope 
of the effectiveness of research and education on, and delivery 
and integration of, complementary and integrative health services 
into the health care services provided to veterans. 

(b) ELEMENTS.-The plan required by subsection (a) shall pr<>­
vide for the following: 

(1) Research on the following: 
(A) The effectiveness of various complementary and 

integrative health services, including the effectiveness of 
such services integrated with clinical services. 

(B) Approaches to integrating complementary and 
integrative health services into other health care services 
provided by the Department of Veterans Affairs. 
(2) Education and training for health care professionals 

of the Department on the following: 
(A) Complementary and integrative health services 

selected by the Secretary for purposes of the plan. 
(B) Appropriate uses of such services. 
(C) Integration of such services into the delivery of 

health care to veterans. 
(3) Research, education, and clinical activities on com­

plementary and integrative health at centers of innovation 
at medical centers of the Department. 

(4) Identification or development of metrics and outcome 
measures to evaluate the effectiveness of the provision and 
integration of complementary and integrative health services 
into the delivery of health care to veterans. 

(5) Integration and delivery of complementary and integra­
tive health services with other health care services provided 
by the Department. 
(c) CONSULTATION.-

(1) IN GENERAL.-ht carrying out subsection (a), the Sec­
retary shall consult with the following: 

(A) The Director of the National Center for Com­
plementary aod Integrative Health of the National 
Institutes of Health. 

(B) The Commissioner of Food aod Drngs. 
(C) Institutions of higher education, private research 

institutes, and individual researchers with extensive 
experience in complementary and integrative health and 
the integration of complementary and integrative health 
practices into the delivery of health care. 

(D) Nationally recogoized providers of oomplementary 
and integrative health. 

(E) Such other officials, entities, and individuals with 
expertise on complementary and integrative health as the 
Secretary considers appropriate. 
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(2) SCOPE OF CONSULTATION.-The Secretary shall under­
take consultation under paragraph (1) in carrying out sub­
section (a) with respect to the following: 

(A) To develop the plan. 
(B) To identity specific complementary and integrative 

health practices that, on the basis of research findings 
or promising clinical interventions, are appropriate to 
include as services to veterans. 

(C) To identify barriers to the effective provision and 
integration of complementary and integrative health serv­
ices into the delivery of health care to veterans, and to 
identify mechanisms for overcoming such barriers. 

SEC. 933. PILOT PROGRAM ON INTEGRATION OF COMPLEMENTARY 
AND INTEGRATIVE HEALTH AND RELATED ISSUES FOR 
VETERANSANDFAMILYMEMBERSOFVETERANS. 

(a) PILOT l'ROGRAM.-
(1) IN GENERAL.-Not later than 180 days after the date 

on which the Secretary of Veterans Affairs receives the final 
report under section 931(e)(2), the Secretary shall commence 
a pilot program to assess the feasibility and advisability of 
using complementary and integrative health and wellness­
based programs (as defined by the Secretary) to complement 
the provision of pain management and related health care 
services, including mental health care services, to veterans. 

(2) MATTERS ADDREBSED.-ln carrying out the pilot pr<r 
gram, the Secretary shall assess the following: 

(A) Means of improving coordination between Federal, 
State, local, and community providers of health care in 
the provision of pain management and related health care 
services to veterans. 

(B) Means of enhancing outreach, and coordination 
of outreach, by and among providers of health care referred 
to in subparagraph (A) on the pain management and 
related health care services available to veterans. 

(C) Means of using complementary and integrative 
health and wellness-based programs of providers of health 
care referred to in subparagraph (A) as complements to 
the provision by the Department of Veterans Affairs of 
pain management and related health care services to vet­
erans. 

(D) Whether complementary and integrative health 
and wellness-based programs described in subparagraph 
(C)-

(i) are effective in enhancing the quality of life 
and well-being of veterans; 

(ii) are effective in increasing the adherence of 
veterans to the primary pain management and related 
health care services provided such veterans by the 
Department; 

(iii) have an effect on the sense of well-being of 
veterans who receive primary pain management and 
related health care services from the Department; and 

(iv) are effective in encouraging veterans receiving 
health care from the Department to adopt a more 
healthy lifestyle. 
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(b) DuRA.TION.-The Secretary shall carry out the pilot program 
uoder subsection (a)(1) for a period of three years. 

(c) LoCATIONS.-
(1) FACILITIES.-The Secretary shall carry out the pilot 

program uoder subsection (a)(1) at facilities of the Department 
providing pain management and related health care services, 
including mental health care services, to veterans. In selecting 
such facilities to carry out the pilot program, the Secretary 
shall select not fewer than 15 geographically diverse medical 
centers of the Department, of which not fewer than two shall 
be polytrauma rehabilitation centers of the Department. 

(2) MEDICAL CENTERS WITH PRESCRIPTION RATES OF OPIOIDS 
THAT CONFIJCT WITH CARE STANDARDS.-In selecting the med­
ical centers uoder paragraph (1), the Secretary shall give pri­
ority to medical centers of the Department at which there 
is a prescription rate of opioids that conflicts with or is other­
wise inconsistent with the standards of appropriate and safe 
care. 
(d) PROVISION OF SERVICES.-Under the pilot program uoder 

subsection (a)(1), the Secretary shall provide covered services to 
covered veterans by integrating complementary and integrative 
health services with other services provided by the Department 
at the medical centers selected under subsection (c). 

(e) COVERED VETERANB.-For purposes of the pilot program 
under subsection (a)(l), a covered veteran is any veteran who--­

(1) has a mental health condition diagnosed by a clinician 
of the Department; 

(2) experiences chronic pain; 
(3) has a chronic condition being treated by a clinician 

of the Department; or 
(4) is not described in paragraph (1), (2), or (3) and requests 

to participate in the pilot program or is referred by a clinician 
of the Department who is treating the veteran. 
(f) COVERED SERVICES.-

(1) IN GENERAL.-For purposes of the pilot program, covered 
services are services consisting of complementary and integra­
tive health services as selected by the Secretary. 

(2) ADMINISTRATION OF SERVICES.--Covered services shall 
be administered under the pilot program as follows: 

(A) Covered services shsll he administered by profes­
sionals or other instructors with appropriate training and 
expertise in complementary and integrative health services 
who are employees of the Department or with whom the 
Department enters into an agreement to provide such serv­
ices. 

(B) Covered services shall he included as part of the 
Patient Aligoed Care Teams initiative of the Office of 
Patient Care Services, Primary Care Program Office, in 
coordination with the Office of Patient Centered Care and 
Cultural Transformation. 

(C) Covered services shall be made available to-
(i) covered veterans who have received conven­

tional treatments from the Department for the condi­
tions for which the covered veteran seeks complemen­
tary and integrative health services uoder the pilot 
program; and 
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(ii) covered veterans who have not received conven­
tional treatments from the Department for such condi­
tions. 

(g) REPORTS.-
(1) IN GENERAL.-Not later than 30 months after the date 

on which the Secretary commences the pilot program under 
subsection (a)(1), the Secretary shall submit to the Committee 
on Veterans' Affairs of the Senate and the Committee on Vet­
erans' Affairs of the House of Representatives a report on 
the pilot program. 

(2) ELEMENTB.-The report under paragraph (1) shall 
include the followin&::. 

(A) The fin~ and conclusions of the Secretary with 
respect to the p1lot program under subsection (a)(1), 
including with respect t<>-

(i) the use and efficacy of the complementary and 
integrative health services established under the pilot 
program; 

(ii) the outreach conducted by the Secretary to 
inform veterans and community organizations about 
the pilot program; and 

(iii) an assessment of the benefit of the _pilot pro­
gram to covered veterans in mental health dia@oses, 
pain management, and treatment of chronic 1llness. 
(B) Identification of any unresolved barriers that 

impede the ability of the Secretary to incorporate com­
plementary and integrative health services with other 
health care services provided by the Department. 

(C) Such recommendations for the continuation or 
expansion of the pilot program as the Secretary considers 
appropriate. 

Subtitle D-Fitness of Health Care 
Providers 

SEC. 941. ADDmONAL REQUIREMENTS FOR HIRING OF HEALTH CARE 
PROVIDERS BY DEPARTMENT OF VETERANS AFFAIRS. 

As part of the hiring process for each health care provider 
considered for a position at the Department of Veterans Affairs 
after the date of the enactment of the Act, the Secretary ofVeterans 
Affairs shall require from the medical board of each State in which 
the health care provider has or had a medicallicense---

(1) information on any violation of the requirements of 
the medical license of the health care provider during the 
20-year period preceding the consideration of the health care 
provider by the Department; and 

(2) information on whether the health care provider has 
entered into any settlement agreement for a disciplinary charge 
relating to the practice of medicine by the health care provider. 

SEC. 842. PROVISION OF INFORMATION ON HEALTH CARE PROVIDERS 
OF DEPARTMENT OF VETERANS AFFAIRS TO STATE MEJ>. 
ICAL BOARDS. 

Notwithstanding section 552a of title 5, United States Code, 
with respect to each health care provider of the Department of 
Veterans Affairs who has violated a requirement of the medical 
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license of the health care provider, the Secretary of Veterans Affairs 
shall provide to the medical board of each State in which the 
health care provider is licensed detailed information with respect 
to such violation, regardless of whether such board has formally 
requested such information. 

SEC. 949. REPORT ON COMPLIANCE BY DEPARTMENT OF VETERANS 
AFFAIRS WITH REVIEWS OF HEALTH CARE PROVIDERS 
LEAVING THE DEPARTMENT OR TRANSFERRING TO 
OTHER FACILITIES. 

Not later than 180 days after the date of the enactment of 
this Act, the Secretary of Veterans Affairs sball submit to the 
Committee on Veter8llB' Affairs of the Senate and the Committee 
on Veterans' Affairs of the House of Representatives a report on 
the compliance by the Department of Veterans Affairs with the 
policy of the Department--

(1) to conduct a review of each health care provider of 
the Department who transfers to another medical facility of 
the Department, resigns, retires, or is terminated to determine 
whether there are any concerns, complaints, or allegations of 
violations relating to the medical practice of the health care 
provider; and 

(2) to take appropriate action with respect to any such 
concern, complaint, or allegation. 

Subtitle E-Other Matters 

SEC. 951. MODIFICATION TO LlMlTATION ON AWARDS AND BONUSES. 

Section 705 of the Veterans Access, Choice, and Accountability 
Act of 2014 (Public Law 113-146; 38 U.S.C. 703 note) is amended 
to read as follows: 

"SEC. 706. LIMITATION ON AWARDS AND BONUSES PAID TO 
EMPLOYEES OF DEPARTMENT OF VETERANS AFFAIRS. 

"(a) LIMITATION.-Tbe Secretary of Veterans Affairs shall 
ensure that the aggregate amount of awards and bonuses paid 
by the Secretary in a fiscal year under chapter 45 or 53 of title 
5, United States Code, or any other awards or bonuses authorized 
under such title or title 38, United States Code, does not exceed 
the following amounts: 

"(1) With respect to each of fiscal years 2017 through 
2018, $230,000,000. 

"(2) With respect to each of fiscal years 2019 through 
2021, $225,000,000. 

"(3) With respect to each of fiscal years 2022 through 
2024, $360,000,000. 
"(b) SENSE OF CONGRESS.-It is the sense of Congress that 

the limitation under subsection (a) should not disproportionately 
impact lower-wage employees and that the Department of Veterans 



8.524--85 

Affairs is encouraged to use bonuses to incentivize high-performing 
employees in areas in which retention is challenging.". 

Speaker of the House of Representatives. 

Vice President of the United States and 
President of the Senate. 
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Attachment 3 



 

 
Summary of Training & Continuing Education  

Required by Protocols in 16 CCR § 1746.1, 1746.2, 1746.3, and 1746.4 
 

Section Topic Training Requirement Prior to Protocol Initiation 
 

Continuing Education Requirement to  
Maintain Protocol 

1746.1 Self-Administered 
Hormonal 
Contraception 

(b) (12) Training: Prior to furnishing self-
administered hormonal contraception, pharmacists 
who participate in this protocol must have 
completed a minimum of one hour of a board-
approved continuing education program specific to 
self-administered hormonal contraception, 
application of the USMEC, and other CDC guidance 
on contraception. An equivalent, curriculum-based 
training program completed on or after the year 
2014 in an accredited California school of pharmacy 
is also sufficient training to participate in this 
protocol. 
 

n/a 

1746.2 Nicotine 
Replacement 
Therapy Products 

(b) (8) Training: Prior to furnishing prescription 
nicotine replacement products, pharmacists who 
participate in this protocol must have completed a 
minimum of two hours of an approved continuing 
education program specific to smoking cessation 
therapy and nicotine replacement therapy, or an 
equivalent curriculum-based training program 
completed within the last two years in an accredited 
California school of pharmacy. 
 

(b) (8) (continued)  
 
Additionally, pharmacists who participate in this 
protocol must complete ongoing continuing education 
focused on smoking cessation therapy from an 
approved provider once every two years. 



 
Summary of Training & Continuing Education  

Required by Protocols in 16 CCR § 1746.1, 1746.2, 1746.3, and 1746.4 
 

Section Topic Training Requirement Prior to Protocol Initiation 
 

Continuing Education Requirement to  
Maintain Protocol 

1746.3 
 

Naloxone 
Hydrochloride 

(b) Training. Prior to furnishing naloxone 
hydrochloride, pharmacists who use this protocol 
must have successfully completed a minimum of one 
hour of an approved continuing education program 
specific to the use of naloxone hydrochloride in all 
routes of administration recognized in subsection 
(c)(4) of this protocol, or an equivalent curriculum-
based training program completed in a board 
recognized school of pharmacy. 
 

n/a 

1746.4 Pharmacists 
Initiating and 
Administering 
Vaccines 

(b) Training: A pharmacist who initiates and/or 
administers any vaccine shall keep documentation 
of: 
 
(1) Completion of an approved immunization 
training program, and 
(2) Basic life support certification. 
 
This documentation shall be kept on site and 
available for inspection. 
 

(c) Continuing Education: A pharmacist must complete 
one hour of ongoing continuing education focused on 
immunizations and vaccines from an approved provider 
once every two years. 

 



Home Table of Contents

§ 1746.1. Protocol for Pharmacists Furnishing Self-Administered Hormonal Contraception.
16 CA ADC § 1746.1

BARCLAYS OFFICIAL CALIFORNIA CODE OF REGULATIONS

(a) A pharmacist furnishing self-administered hormonal contraception pursuant to Section 4052.3 of the Business and Professions 
Code shall follow the protocol specified in subdivision (b) of this section.

(b) Protocol for Pharmacists Furnishing Self-Administered Hormonal Contraception

(1) Authority: Section 4052.3(a)(1) of the California Business and Professions Code authorizes a pharmacist to furnish self-
administered hormonal contraceptives in accordance with a protocol approved by the California State Board of Pharmacy and the 
Medical Board of California. Use of the protocol in this section satisfies that requirement.

(2) Purpose: To provide timely access to self-administered hormonal contraception medication and to ensure that the patient 
receives adequate information to successfully comply with therapy.

(3) Definition of Self-Administered Hormonal Contraception: Hormonal contraception products with the following routes of 
administration are considered self-administered:

(A) Oral;

(B) Transdermal;

(C) Vaginal;

(D) Depot Injection.

(4) Procedure: When a patient requests self-administered hormonal contraception, the pharmacist shall complete the following 
steps:

(A) Ask the patient to use and complete the self-screening tool;

(B) Review the self-screening answers and clarify responses if needed;

(C) Measure and record the patient's seated blood pressure if combined hormonal contraceptives are requested or 
recommended;

(D) Before furnishing self-administered hormonal contraception, the pharmacist shall ensure that the patient is appropriately 
trained in administration of the requested or recommended contraceptive medication.

(E) When a self-administered hormonal contraceptive is furnished, the patient shall be provided with appropriate counseling and 
information on the product furnished, including:

1. Dosage;

2. Effectiveness;

3. Potential side effects;

4. Safety;

5. The importance of receiving recommended preventative health screenings;

6. That self-administered hormonal contraception does not protect against sexually transmitted infections (STIs).

California Code of Regulations 
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(5) Self-Screening Tool: The pharmacist shall provide the patient with a self-screening tool containing the list of questions 
specified in this protocol. The patient shall complete the self-screening tool, and the pharmacist shall use the answers to screen 
for all Category 3 and 4 conditions and characteristics for self-administered hormonal contraception from the current United 
States Medical Eligibility Criteria for Contraceptive Use (USMEC) developed by the federal Centers for Disease Control and 
Prevention (CDC). The patient shall complete the self-screening tool annually, or whenever the patient indicates a major health 
change.

A copy of the most recently completed self-screening tool shall be securely stored within the originating pharmacy or health care 
facility for a period of at least three years from the date of dispense.

This self-screening tool should be made available in alternate languages for patients whose primary language is not English.

(6) Fact Sheets:

(A) The pharmacist should provide the patient with a copy of a current, consumer-friendly, comprehensive birth control guide 
such as that created by the Food and Drug Administration (FDA). Examples of appropriate guides are available on the Board of 
Pharmacy's website.

(B) The pharmacist shall provide the patient with the FDA-required patient product information leaflet included in all self-
administered hormonal contraception products, as required by Business and Professions Code Section 4052.3(c). The 
pharmacist shall answer any questions the patient may have regarding self-administered hormonal contraception.

(C) The pharmacist should provide the patient with a copy of an administration-specific factsheet. Examples of appropriate 
factsheets are available on the Board of Pharmacy's website.

(7) Follow-Up Care: Upon furnishing a self-administered hormonal contraceptive, or if it is determined that use of a self-
administered hormonal contraceptive is not recommended, the pharmacist shall refer the patient for appropriate follow-up care to 
the patient's primary care provider or, if the patient does not have a primary care provider, to nearby clinics. A patient who is 
determined not to be an appropriate candidate for self-administered hormonal contraception shall be advised of the potential risk 
and referred to an appropriate health care provider for further evaluation.

(8) Notifications: The pharmacist shall notify the patient's primary care provider of any drug(s) or device(s) furnished to the 
patient, or enter the appropriate information in a patient record system shared with the primary care provider, as permitted by that 
primary care provider. If the patient does not have a primary care provider, or is unable to provide contact information for his or 
her primary care provider, the pharmacist shall provide the patient with a written record of the drug(s) or device(s) furnished and 
advise the patient to consult an appropriate health care professional of the patient's choice.

(9) Referrals and Supplies: If self-administered hormonal contraception services are not immediately available or the pharmacist 
declines to furnish pursuant to a conscience clause, the pharmacist shall refer the patient to another appropriate health care 
provider.

The pharmacist shall comply with all state mandatory reporting laws, including sexual abuse laws.

(10) Product Selection: The pharmacist, in consultation with the patient, may select any hormonal contraceptive listed in the 
current version of the USMEC for individuals identified as Category 1 or 2, based on the information reported in the self-
screening tool and the blood pressure (if recorded by the pharmacist). The USMEC shall be kept current and maintained in the 
pharmacy or health care facility, and shall be available on the Board of Pharmacy's website.

Generic equivalent products may be furnished.

(11) Documentation: Each self-administered hormonal contraceptive furnished by a pharmacist pursuant to this protocol shall be 
documented in a patient medication record and securely stored within the originating pharmacy or health care facility for a period 
of at least three years from the date of dispense. A patient medication record shall be maintained in an automated data 
processing or manual record mode such that the required information under title 16, sections 1717 and 1707.1 of the California 
Code of Regulations is readily retrievable during the pharmacy or facility's normal operating hours.

(12) Training: Prior to furnishing self-administered hormonal contraception, pharmacists who participate in this protocol must 
have completed a minimum of one hour of a board-approved continuing education program specific to self-administered 
hormonal contraception, application of the USMEC, and other CDC guidance on contraception. An equivalent, curriculum-based 
training program completed on or after the year 2014 in an accredited California school of pharmacy is also sufficient training to 
participate in this protocol.

(13) Patient Privacy: All pharmacists furnishing self-administered hormonal contraception in a pharmacy or health care facility 
shall operate under the pharmacy or facility's policies and procedures to ensure that patient confidentiality and privacy are 
maintained.

(14) Self-Screening Tool Questions
HORMONAL CONTRACEPTION SELF-SCREENING TOOL QUESTIONS

Page 2 of 3View Document - California Code of Regulations
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Note: Authority cited: Sections 4005 and 4052.3, Business and Professions Code. Reference: Sections 733, 4052, 4052.3 and 4103, 
Business and Professions Code.

HISTORY

1. New section filed 4-8-2016; operative 4-8-2016 pursuant to Government Code section 11343.4(b)(3) (Register 2016, No. 15).

This database is current through 9/23/16 Register 2016, No. 39

16 CCR § 1746.1, 16 CA ADC § 1746.1

END OF DOCUMENT © 2016 Thomson Reuters. No claim to original U.S. Government Works.
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§ 1746.2. Protocol for Pharmacists Furnishing Nicotine Replacement Products.
16 CA ADC § 1746.2

BARCLAYS OFFICIAL CALIFORNIA CODE OF REGULATIONS

(a) A pharmacist furnishing nicotine replacement products pursuant to Section 4052.9 of the Business and Professions Code shall 
follow the protocol specified in subdivision (b) of this section.

(b) Protocol for Pharmacists Furnishing Nicotine Replacement Products

(1) Authority: section 4052.9(a) of the California Business and Professions Code authorizes a pharmacist to furnish nicotine 
replacement products approved by the federal Food and Drug Administration for use by prescription only in accordance with a 
protocol approved by the California State Board of Pharmacy and the Medical Board of California. Use of the protocol in this 
section satisfies that requirement.

(2) Purpose: To provide timely access to nicotine replacement products and to ensure that the patient receives information to 
appropriately initiate smoking cessation medication therapy.

(3) Explanation of Products Covered: Prescription nicotine replacement products approved by the federal Food and Drug 
Administration and provided by a pharmacist for smoking cessation are covered under this protocol. Pharmacists may continue to 
provide over-the-counter smoking cessation products without use of this protocol.

(4) Procedure: When a patient requests nicotine replacement therapy or other smoking cessation medication, or when a 
pharmacist in his or her professional judgment decides to initiate smoking cessation treatment and counseling, the pharmacist 
shall complete the following steps:

(A) Review the patient's current tobacco use and past quit attempts.

(B) Ask the patient the following screening questions:

(i) Are you pregnant or plan to become pregnant? (If yes do not furnish and refer to an appropriate health care provider)

(ii) Have you had a heart attack within the last 2 weeks? (If yes, furnish with caution and refer to an appropriate health 
care provider)

(iii) Do you have any history of heart palpitations, irregular heartbeats, or have you been diagnosed with a serious 
arrhythmia? (If yes, furnish with caution and refer to an appropriate health care provider)

(iv) Do you currently experience frequent chest pain or have you been diagnosed with unstable angina? (If yes, furnish 
with caution and refer to an appropriate health care provider)

(v) Do you have any history of allergic rhinitis (e.g., nasal allergies)? (If yes, avoid nasal spray)

(vi) Have you been diagnosed with temporal mandibular joint (TMJ) dysfunction? (If yes, avoid nicotine gum)
These screening questions shall be made available in alternate languages for patients whose primary language is not English.

(C) When a nicotine replacement product is furnished:

(i) The pharmacist shall review the instructions for use with every patient using a nicotine replacement product.

(ii) Pharmacists should recommend the patient seek additional assistance for behavior change, including but not limited 
to the California Smokers' Helpline (1-800-NO-BUTTS), web-based programs (e.g., http://smokefree.gov), apps, and 
local cessation programs.

(D) The pharmacist shall answer any questions the patient may have regarding smoking cessation therapy and/or nicotine 
replacement products.
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(5) Product Selection: The pharmacist, in consultation with the patient, may select any nicotine replacement product (alone or in 
combination) from the list of therapies specified in this protocol in the Table “Nicotine Replacement Therapy Medications for 
Smoking Cessation.” This list shall be kept current and maintained in the pharmacy or health care facility, and shall be available 
on the Board of Pharmacy's website.

Generic equivalent products may be furnished.

(6) Notifications: The pharmacist shall notify the patient's primary care provider of any prescription drug(s) and/or device(s) 
furnished to the patient, or enter the appropriate information in a patient record system shared with the primary care provider, as 
permitted by that primary care provider. If the patient does not have a primary care provider, or is unable to provide contact 
information for his or her primary care provider, the pharmacist shall provide the patient with a written record of the prescription 
drug(s) and/or device(s) furnished and advise the patient to consult an appropriate health care provider of the patient's choice.

(7) Documentation: Each nicotine replacement product provided for smoking cessation and furnished by a pharmacist pursuant to 
this protocol shall be documented in a patient medication record and securely stored within the originating pharmacy or health 
care facility for a period of at least three years from the date of dispense. A patient medication record shall be maintained in an 
automated data processing or manual record mode such that the required information under title 16, sections 1717 and 1707.1 of 
the California Code of Regulations is readily retrievable during the pharmacy or facility's normal operating hours.

(8) Training: Prior to furnishing prescription nicotine replacement products, pharmacists who participate in this protocol must have 
completed a minimum of two hours of an approved continuing education program specific to smoking cessation therapy and 
nicotine replacement therapy, or an equivalent curriculum-based training program completed within the last two years in an 
accredited California school of pharmacy.

Additionally, pharmacists who participate in this protocol must complete ongoing continuing education focused on smoking cessation 
therapy from an approved provider once every two years.

(9) Patient Privacy: All pharmacists furnishing nicotine replacement products in a pharmacy or health care facility shall operate 
under the pharmacy's or facility's policies and procedures to ensure that patient confidentiality and privacy are maintained.

(10) Nicotine Replacement Therapy Medications for Smoking Cessation
Image 1 within § 1746.2. Protocol for Pharmacists Furnishing Nicotine Replacement Products.
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§ 1746.3. Protocol for Pharmacists Furnishing Naloxone Hydrochloride.
16 CA ADC § 1746.3

BARCLAYS OFFICIAL CALIFORNIA CODE OF REGULATIONS

A pharmacist furnishing naloxone hydrochloride pursuant to section 4052.01 of the Business and Professions Code shall satisfy the 
requirements of this section.

(a) As used in this section:

(1) “Opioid” means naturally derived opiates as well as synthetic and semi-synthetic opioids.

(2) “Recipient” means the person to whom naloxone hydrochloride is furnished.

(b) Training. Prior to furnishing naloxone hydrochloride, pharmacists who use this protocol must have successfully completed a 
minimum of one hour of an approved continuing education program specific to the use of naloxone hydrochloride in all routes of 
administration recognized in subsection (c)(4) of this protocol, or an equivalent curriculum-based training program completed in a 
board recognized school of pharmacy.

(c) Protocol for Pharmacists Furnishing Naloxone Hydrochloride.
Before providing naloxone hydrochloride, the pharmacist shall:

(1) Screen the potential recipient by asking the following questions:

(A) Whether the potential recipient currently uses or has a history of using illicit or prescription opioids. (If the recipient answers 
yes, the pharmacist may skip screening question B.);

(B) Whether the potential recipient is in contact with anyone who uses or has a history of using illicit or prescription opioids. (If the 
recipient answers yes, the pharmacist may continue.);

(C) Whether the person to whom the naloxone hydrochloride would be administered has a known hypersensitivity to naloxone. (If 
the recipient answers yes, the pharmacist may not provide naloxone. If the recipient responds no, the pharmacist may continue.)

The screening questions shall be made available on the Board of Pharmacy's website in alternate languages for patients whose 
primary language is not English.

(2) Provide the recipient training in opioid overdose prevention, recognition, response, and administration of the antidote 
naloxone.

(3) When naloxone hydrochloride is furnished:

(A) The pharmacist shall provide the recipient with appropriate counseling and information on the product furnished, including 
dosing, effectiveness, adverse effects, storage conditions, shelf-life, and safety. The recipient is not permitted to waive the 
required consultation.

(B) The pharmacist shall provide the recipient with any informational resources on hand and/or referrals to appropriate resources 
if the recipient indicates interest in addiction treatment, recovery services, or medication disposal resources at this time.

(C) The pharmacist shall answer any questions the recipient may have regarding naloxone hydrochloride.

(4) Product Selection: A pharmacist shall advise the recipient on how to choose the route of administration based on the 
formulation available, how well it can likely be administered, the setting, and local context. A pharmacist may supply naloxone 
hydrochloride as an intramuscular injection, intranasal spray, auto-injector or in another FDA-approved product form. A 
pharmacist may also recommend optional items when appropriate, including alcohol pads, rescue breathing masks, and rubber 
gloves.
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(5) Labeling: A pharmacist shall label the naloxone hydrochloride consistent with law and regulations. Labels shall include an 
expiration date for the naloxone hydrochloride furnished. An example of appropriate labeling is available on the Board of 
Pharmacy's website.

(6) Fact Sheet: The pharmacist shall provide the recipient a copy of the current naloxone fact sheet approved by the Board of 
Pharmacy. This fact sheet shall be made available on the Board of Pharmacy's website in alternate languages for patients whose 
primary language is not English.

(7) Notifications: If the recipient of the naloxone hydrochloride is also the person to whom the naloxone hydrochloride would be 
administered, then the naloxone recipient is considered a patient for purposes of this protocol and notification may be required 
under this section.

If the patient gives verbal or written consent, then the pharmacist shall notify the patient's primary care provider of any drug(s) 
and/or device(s) furnished, or enter the appropriate information in a patient record system shared with the primary care provider, 
as permitted by the patient and that primary care provider.

If the patient does not have a primary care provider, or chooses not to give notification consent, then the pharmacist shall provide 
a written record of the drug(s) and/or device(s) furnished and advise the patient to consult an appropriate health care provider of 
the patient's choice.

(8) Documentation: Each naloxone hydrochloride product furnished by a pharmacist pursuant to this protocol shall be 
documented in a medication record for the naloxone recipient, and securely stored within the originating pharmacy or health care 
facility for a period of at least three years from the date of dispense. The medication record shall be maintained in an automated 
data or manual record mode such that the required information under title 16, sections 1707.1 and 1717 of the California Code of 
Regulations is readily retrievable during the pharmacy or facility's normal operating hours.

(9) Privacy: All pharmacists furnishing naloxone hydrochloride in a pharmacy or health care facility shall operate under the 
pharmacy or facility's policies and procedures to ensure that recipient confidentiality and privacy are maintained.

Note: Authority cited: Section 4052.01, Business and Professions Code. Reference: Section 4052.01, Business and Professions 
Code.

HISTORY

1. New section filed 4-10-2015 as a deemed emergency exempt from OAL review pursuant to Business and Professions Code 
section 4052.01(e); operative 4-10-2015 (Register 2015, No. 15). A Certificate of Compliance must be transmitted to OAL by 10-7-
2015, pursuant to Business and Professions Code section 4052.01(e), or emergency language will be repealed by operation of law on 
the following day.

2. New section refiled 9-29-2015 as a deemed emergency exempt from OAL review pursuant to Business and Professions Code 
section 4052.01(e); operative 10-8-2015 pursuant to Government Code section 11346.1(d) (Register 2015, No. 40). A Certificate of 
Compliance must be transmitted to OAL by 4-5-2016, pursuant to Business and Professions Code section 4052.01(e), or emergency 
language will be repealed by operation of law on the following day.

3. Certificate of Compliance as to 9-29-2015 order, including further amendment of section, transmitted to OAL 12-15-2015 and filed 
1-27-2016; amendments effective 1-27-2016 pursuant to Government Code section 11343.4(b)(3) (Register 2016, No. 5).

This database is current through 9/23/16 Register 2016, No. 39
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§ 1746.4. Pharmacists Initiating and Administering Vaccines.
16 CA ADC § 1746.4

BARCLAYS OFFICIAL CALIFORNIA CODE OF REGULATIONS

(a) A pharmacist initiating and/or administering any vaccine pursuant to section 4052 or 4052.8 of the Business and Professions Code 
shall follow the requirements specified in subdivisions (b) through (f) of this section.

(b) Training: A pharmacist who initiates and/or administers any vaccine shall keep documentation of:

(1) Completion of an approved immunization training program, and

(2) Basic life support certification.
This documentation shall be kept on site and available for inspection.

(c) Continuing Education: A pharmacist must complete one hour of ongoing continuing education focused on immunizations and 
vaccines from an approved provider once every two years.

(d) Notifications: A pharmacist shall notify, each patient's primary care provider of any vaccine administered to the patient, or enter the 
appropriate information in a patient record system shared with the primary care provider, as permitted by the primary care provider. 
Primary care provider notification must take place within 14 days of the administration of any vaccine. If a patient does not have a 
primary care provider, or is unable to provide contact information for his or her primary care provider, the pharmacist shall advise the 
patient to consult an appropriate health care provider of the patient's choice. A pharmacist shall notify each pregnant patient's 
prenatal care provider, if known, of any vaccine administered to the patient within 14 days of the administration of any vaccine.

(e) Immunization Registry: A pharmacist shall report, in accordance with section 4052.8, subdivision (b)(3), of the Business and 
Professions Code, the information described in section 120440, subdivision (c), of the Health and Safety Code within 14 days of the 
administration of any vaccine. A pharmacist shall inform each patient or the patient's guardian of immunization record sharing 
preferences, detailed in section 120440, subdivision (e), of the Health and Safety Code.

(f) Documentation: For each vaccine administered by a pharmacist, a patient vaccine administration record shall be maintained in an 
automated data processing or manual record mode such that the information required under section 300aa-25 of title 42 of the United 
States Code is readily retrievable during the pharmacy or facility's normal operating hours. A pharmacist shall provide each patient 
with a vaccine administration record, which fully documents the vaccines administered by the pharmacist. An example of an 
appropriate vaccine administration record is available on the Board of Pharmacy's website.

Note: Authority cited: Section 4005, Business and Professions Code. Reference: Sections 4052, 4052.8 and 4081, Business and 
Professions Code; Section 120440, Health and Safety Code; and Section 300aa-25, Title 42, United States Code.
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California State Board of Pharmacy’s Website Guidelines 
Developed by the Communication and Public Education Committee 

 
The following are guidelines to be used in determining appropriateness of website links posted 
at the California State Board of Pharmacy’s website. 
 
The board will utilize the following guidelines when determining what outside links to provide 
on the board’s website – www.pharmacy.ca.gov  
 
Links should be provided when they benefit consumers, applicants, licensees and other board 
stakeholders who utilize the board’s website as a resource for information and reference in 
accordance with the board’s mission statement: 

“The Board of Pharmacy protects and promotes the health and safety of Californians by 
pursuing the highest quality of pharmacist’s care and the appropriate use of 
pharmaceuticals through education, communication, licensing, legislation, regulation, 
and enforcement.” 

Additionally, all links posted to the board’s website in accordance with these 
guidelines should uphold the board’s statutory mandate of public protection as 
referenced in Business and Professions Code section 4001.1: 

“Protection of the public shall be the highest priority for the California State Board of 
Pharmacy in exercising its licensing, regulatory, and disciplinary functions.  Whenever 
the protection of the public is inconsistent with other interests sought to be promoted, 
the protection of the public shall be paramount.”  

 
Examples of appropriate links include:  
 Local, State, Federal Agencies/Governments 
 Consumer Protection Entities 
 National Association of Boards of Pharmacy 
 Accrediting Entities Referenced in Statute or Regulation 
 Industry Associations 
 Industry Related Organizations or Non-Profit Organizations 
 Licensing Entities for other US States or Territories 
 Links to media sites with consumer/licensee appropriate information, new stories, 

journals, etc. 
 
Examples of links that are not appropriate: 
 Commercial websites endorsing a product/concept/class for sale to a consumer/licensee 

population 
 Links to websites of licensees 
 Any link whereby posting it to the board’s website would provide an unfair competitive 

real or perceived benefit to an entity. 
 (REV. 7/16) 

http://www.pharmacy.ca.gov/
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Communication and Public Education Communication Plan 

The Board educates consumers, licensees, and stakeholders about the practice and regulation of the profession. 

2017-2021 

 
 

4.1 Develop and implement a communication plan for licensees and consumers to improve communication 
and keep these stakeholders better informed. 
Task Audience Content/Methods Purpose Responsible Parties 

 
Timing 

a. Develop plan and 
bring to committee for 
approval. 

Licensees and 
Consumers 

List of tasks with 
corresponding:  
audiences, 
content/method, 
purpose , 
responsible 
parties and timing 

To improve 
communication and 
keep stakeholders 
better informed 

Board staff 
C&PE Committee 

September 2016 

b.      
 

4.2 Identify and use additional resources for public and licensee outreach services to implement a 
communication plan. 
Task Audience Content/Methods Purpose Responsible Parties 

 
Timing 

a. Website Consumer/ 
Licensee 

Update board 
website 

Implement a 
communication plan 

Board staff 
C&PE Committee 

TBD 

b.      
 

 

 

 



Communication and Public Education Communication Plan 

The Board educates consumers, licensees, and stakeholders about the practice and regulation of the profession. 

2017-2021 

 
4.3 Establish a process to collect email addresses and mobile numbers for text messaging, from all licensees 
for better ability to improve communications. 
Task Audience Content/Methods Purpose Responsible Parties 

 
Timing 

a.  Research means to 
collect email addresses 

Licensees Mechanism to 
collect email 
addresses 

To distribute 
information to 
licensees 

Board staff 
C&PE Committee 

TBD 

b.  Research means to 
collect mobile 
telephone numbers  

Licensees Mechanism to 
collect mobile 
telephone 
numbers 

To distribute 
information to 
licensees 

Board staff 
C&PE Committee 

TBD 

c.      
 

4.4 Educate licensees about the board’s regulations by publishing summaries of all newly issued regulations 
and explain implementation tactics. 
Task Audience Content/Methods Purpose Responsible Parties 

 
Timing 

a. Inform licensees of 
new regulations 

Licensees Website  
Subscriber alert 
Newsletter 

Disseminate 
information about 
new regulations 

Board staff TBD 

b.      
 

 

 

 



Communication and Public Education Communication Plan 

The Board educates consumers, licensees, and stakeholders about the practice and regulation of the profession. 

2017-2021 

 
4.5 Inspect pharmacies at least once every four years to provide a forum for licensee-inspector 
communication and education in practice settings. 
Task Audience Content/Methods Purpose Responsible Parties 

 
Timing 

a. Inspect pharmacies at 
least once every four 
years 

Licensee – 
pharmacies 

Inspection Forum for licensee-
inspector interaction 

Inspectors 
Board staff 

TBD 

b.      
 

4.6 Communicate the availability of new or specified pharmacy services and locations so that the public is 
aware of pharmacies that can meet their needs. 
Task Audience Content/Methods Purpose Responsible Parties 

 
Timing 

a. Naloxone availability 
at pharmacies 

Consumers Website Inform the public Board staff TBD 

b.       
 

4.7 Revise consumer-facing materials (e.g., posters, point-to-your-language notices, television messages) to 
achieve better consumer understanding of their rights and optimal use of medications. 
Task Audience Content/Methods Purpose Responsible Parties 

 
Timing 

a. Notice to Consumers Consumers Update regulation 
language 

Inform consumers of 
rights 

Board staff 
C&PE Committee 

TBD 

b. Point-to-your-
language notice 

Consumer Update regulation 
language 

Inform consumers of 
rights 

Board staff 
C&PE Committee 

TBD 

c.       
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              INTRODUCTION TO PRESCRIBING GUIDELINES COMPARISON             
 

Attached is a comparison between the Centers for Disease Control and Prevention’s (CDC) Guidelines for Prescribing 
Opioids for Chronic Pain and the Medical Board of California’s (MBC) Guidelines for Prescribing Controlled Substances 
for Pain. While there are a few differences between these two prescriber guidelines, overall there are many more 
similarities demonstrating how each complements the other and together can be effective educational tools for 
prescribers. Differences between the two Guidelines are not due to contradicting opinions/recommendations, but 
rather to the intended use and audience for each.   
 
BACKGROUND 
The Medical Board of California is a state regulatory agency whose mission is to protect health care consumers 
through the proper licensing and regulation of physicians and surgeons and certain allied health care professions 
and through the vigorous, objective enforcement of the Medical Practice Act, and to promote access to quality 
medical care through the Board's licensing and regulatory functions.  The MBC is the only entity who can take 
disciplinary action against a California physician’s license. In prescribing cases, the MBC takes action based upon the 
standard of care that a physician provides to a specific patient.  

 
The Centers for Disease Control and Prevention is a federal agency that conducts and supports health promotion, 
prevention and preparedness activities in the United States with the goal of improving overall public health. As the 
nation’s health protection agency, CDC’s mission is to save lives and protect people from health threats. CDC’s 
primary role is tackling the biggest health problems causing death and disability for Americans, including reducing 
deaths due to prescription painkiller abuse and overdose. 
 
INTENDED USE 

 are  . They provide a broader range of The MBC Guidelines intended for all physicians practicing in California
recommendations for explicit patient populations in specific settings. The MBC Guidelines were designed to educate 
physicians for improved outcomes of patient care and to prevent overdose deaths due to opioid use. Since the MBC 
Guidelines’ primary goal was to educate physicians, and are based upon the enforcement role of the MBC, the MBC 
Guidelines do not have the specificity that the CDC Guidelines contain.  

 http://www.mbc.ca.gov/licensees/prescribing/pain_guidelines.pdf
 

were developed to address the opioid epidemic currently sweeping across the The CDC Prescribing Guidelines 
United States. The Guidelines are to provide recommendations for the prescribing  intended for primary physicians 
of opioid pain medication for patients 18 and older in primary care settings. Recommendations focus on the use of 
opioids in treating chronic pain (pain lasting longer than 3 months or past the time of normal tissue healing) outside 
of active cancer treatment, palliative care, and end‐of‐life care. 

 http://www.cdc.gov/drugoverdose/prescribing/guideline.html
 
PRIMARY DIFFERENCES 
1. The MBC Guidelines recommend referral to pain specialists while the CDC Guidelines encourage Primary Care 

Physicians (PCP) to work with their patients to manage pain. 
2. The MBC endorses up to 45 days for initiating opioid trial, with the explanation that after 90 days there is risk. 

The CDC notes after seven (7) days there is risk with prescribing opioids. 
3. The CDC recommends precaution when increasing from 50 MMEs per day and to avoid increasing past 90 MMEs 

per day. The MBC recommends a physician proceed cautiously once 80 MMEs per day is reached.  
 
CDC and MBC PRESCRIBER GUIDELINES OVERALL OBJECTIVES 
Improving the way opioids are prescribed through clinical practice guidelines can ensure patients have access to 
safer, more effective chronic pain treatment while reducing the number of people who misuse, abuse, or overdose 
from these drugs. Prescribers should be encouraged to use both Guidelines to educate themselves on appropriate 
prescribing practices.  
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Centers for Disease Control and Prevention (CDC) 
Prescriber Guidelines for Chronic Pain 

Medical Board of California (MBC) 
Prescriber Guidelines for Substances for Pain 

Background/Reason for Prescriber Guidelines and Strategy Plan 

 

CDC recommendations are based upon the following 

assessment:  

 

 No evidence of long‐term benefit from opioids in pain 

and function for chronic pain with outcomes examined 

at least 1 year later;  

 

 Extensive evidence shows the possible harms of opioids 

(including abuse and  dependence, overdose, myocardial 

infarction, motor vehicle crashes); and 

 

 Extensive evidence suggests benefits of alternative 

treatments compared with long‐term opioid therapy, 

including non‐pharmacologic therapy and non‐opioid 

pharmacologic  therapy, with less harm. 
 

MBC’s guidelines are intended to improve outcomes of 
patient care and to prevent overdose deaths due to opioid 
use. They particularly address the use of opioids in the long‐
term treatment of chronic pain. 
 

MBC recommendations are based upon: 
 
Special patient populations including: Emergency 
Departments, Urgent Care Clinics, Acute Pain, End‐of‐Life Pain, 
Cancer Pain, Older Adults, Pediatric Patients, Pregnant 
Women, Patients Covered by Workers’ Compensation, Patients 
with History of Use Disorder, Psychiatric Patients, Patients 
Prescribed Benzodiazepines and Patients Prescribed 
Methadone or Buprenorphine for Treatment of a Substance 
Use Disorder.  
 

Intended Use of Prescriber Guidelines and Strategy Plan 

 

These guidelines are intended for primary care providers who 
are treating patients with chronic pain (i.e., pain lasting longer 
than three months or past the time of normal tissue healing) in 
outpatient settings. 
 

The recommendations are not intended: a) for guidance on 
use of opioids as part of medication‐assisted treatment for 
opioid use disorder; b) for patients who are in active cancer 
treatment, palliative care, or end‐of‐life care. 

 

These guidelines are intended for all physicians practicing in 
California. 
 
These guidelines are not meant for the treatment of patients in 
hospice or palliative care settings or to limit treatment where 
improved function is not anticipated and pain relief is the 
primary goal. 
 

   

The three sections/categories below are based upon CDC recommendations.
 

DETERMINING WHEN TO INITIATE or CONTINUE OPIOIDS for CHRONIC PAIN 
 

 Non‐pharmacologic therapy and non‐opioid 
pharmacologic therapy preferred for chronic pain 
 

 Before starting opioid therapy for pain, providers 
should establish treatment goals with all patients, 
including realistic goals for pain and function 

 

 Providers should not initiate opioid therapy without 
consideration of how therapy will be discontinued if 
unsuccessful 

 

 Providers should continue opioid therapy only if there 
is clinically meaningful improvement in pain and 
function that outweighs risks to patient safety 

 

Emergency Departments (ED) or Urgent Care Clinics  

 Physicians should avoid the routine prescribing of 
outpatient opioids for a patient with an acute exacerbation 
of chronic non‐cancer pain seen in the ED 
 

 If opioids are prescribed on discharge, the prescription 
should be for the lowest practical dose for a limited 
duration e.g., < 1 week. 

 

 The prescriber should consider the patient’s risk for opioid 
misuse, abuse, or diversion 

 

 The physician should, if practicable, honor existing patient‐
physician pain contracts/treatment agreements and 
consider past prescription patterns from information 
sources such as prescription drug monitoring programs 
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Centers for Disease Control and Prevention (CDC) 
Prescriber Guidelines for Chronic Pain 

Medical Board of California (MBC) 
Prescriber Guidelines for Substances for Pain 

   

DETERMINING WHEN TO INITIATE or CONTINUE OPIOIDS for CHRONIC PAIN Continued… 

 

 Before starting and periodically during opioid therapy, 
providers should discuss with patients known risks and 
realistic benefits 

 

 Discuss patient and provider responsibilities for 
managing therapy. 

 

Acute Pain

 Opioid medications should only be used for treatment of 
acute pain when the severity of the pain warrants it 

 

 Opioid medications should only be used after determining 
that other non‐opioid pain medications or therapies likely 
will not prove adequate pain relief 

 
When considering long‐term use of opioids for chronic, non‐
cancer pain, the physician and the patient should develop 
treatment goals together 
 

OPIOID SELECTION, DOSAGE, DURATION, FOLLOW‐UP, and DISCONTINUATION 

 

 When starting opioid therapy for chronic pain, providers 
should prescribe immediate‐release opioids instead of 
extended‐release/long‐acting (ER/LA) opioids 
 

 When opioids are started, providers should prescribe the 
lowest effective dosage 

 

 Providers  should use caution when prescribing opioids   
at any dosage, should implement additional  precautions 
when increasing dosage to ≥50 morphine milligram 
equivalents (MME)/day,  and should generally avoid 
increasing dosage to ≥90 MME/ day 

 

 When opioids are used for  acute pain, providers should 
prescribe the lowest effective dose of immediate‐release 
opioids and should prescribe no greater quantity than 
needed for the expected duration of  pain severe enough 
to require opioids 

 

 Three or fewer days usually will be sufficient for  most 
non‐traumatic pain not related to major surgery 

 

 Providers should evaluate benefits and harms with 
patients within 1 to 4 weeks of starting  opioid therapy for 
chronic pain or of dose escalation 

 

 Providers should evaluate benefits  and harms of 
continued therapy with patients every 3 months or more 
frequently 

 
 
 
 

 When prescribed, the number dispensed should be for a 
short duration and no more than the number of doses 
needed based on the usual duration of pain 
 

 Long (and intermediate) duration‐of‐action opioids or 
extended‐release/long acting opioids should not be used for 
treatment of acute pain, including post‐operative pain, 
except in situations where monitoring and assessment for 
adverse effects can be conducted 

 

 Methadone is rarely, if ever, indicated for treatment of acute 
pain 

 

 The use of opioids should be re‐evaluated carefully if 
persistence of pain suggests the need to continue opioids 
beyond the anticipated time period of acute pain treatment 
for that condition 

 

 The American College of Emergency Physicians (ACEP) 
recommends that the use of a state prescription monitoring 
program may help identify patients who are at high risk for 
prescription opioid diversion or doctor shopping 

 

 Treatment plan and goals should be established as early as 
possible in the process and revisited regularly 
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ASSESSING RISK and ADDRESSING HARMS of OPIOID USE 
 

 Before starting and periodically during continuation of 
opioid therapy, providers should  evaluate risk factors for 
opioid‐related harms 

 

 Providers should incorporate into the  management plan 
strategies to mitigate risk, including considering offering 
naloxone when  factors that increase risk for opioid 
overdose, such as history of overdose, history of substance 
use disorder, or higher opioid dosages (≥50 MME), are 
present 

 

 Providers should review the patient’s history of controlled 
substance prescriptions using  state prescription drug 
monitoring program (PDMP) data to determine whether 
the patient  is receiving high opioid dosages or dangerous 
combinations that put him or her at high risk  for overdose

 

 Providers should review PDMP data when starting opioid 
therapy for chronic  pain and periodically during opioid 
therapy for chronic pain, ranging from every prescription 
to every 3 months 
 

 When prescribing opioids for chronic pain, providers 
should use urine drug testing before  starting opioid 
therapy and consider urine drug testing at least annually  
to assess for  prescribed medications as well as other 
controlled prescription drugs and illicit drugs 

 

 Providers should avoid prescribing opioid pain medication 
for patients receiving  benzodiazepines whenever possible 

 

 Providers should offer or arrange evidence‐based 
treatment (usually medication‐assisted  treatment with 
buprenorphine or methadone in combination with 
behavioral therapies) for  patients with opioid use disorder

 
 

 

 When considering long‐term use of opioids for chronic, non‐
cancer pain, given the potential risks of opioids, careful and 
thorough patient assessment is critical 

 

 The nature and extent of the clinical assessment depends on 
pain and the context in which it occurs – this includes: 

o Complete a medical history & physical exam 
o Performing a psychological evaluation 
o Establishing a diagnosis and medical necessity including 
Pain Intensity and Interference (pain scale) and Sheehan 
Disability Scale 

o Exploring non‐opioid therapeutic options 
o Evaluating both potential benefits and potential risks of 
opioid therapy 

o Being aware of aberrant or drug seeking behaviors 
o Undertake urine drug testing (as a precaution) 
o Review the CURES/PDMP report to see if patient is 
receiving controlled substances from other prescribers in 
California 

 

 The treating physician should seek a consultation, or refer 
patient to, a pain, psychiatry, or addiction or mental health 
specialist as needed 

 

 Physicians who prescribe long‐term opioid therapy should be 
familiar with treatment options for opioid addition to be make 
appropriate referrals as needed 

 When considering use of opioids physicians should discuss 
risks/benefits of treatment plan with the patient  

 If prescribed, the patient and family should be counseled on 
safe ways to store and dispose of medications 

 MBC recommends that a patient consent form and pain 
management agreement be signed 

 It is important to educate patients and family/caregivers of 
the danger signs of respiratory depression 

 

 Compliance monitoring through CURES/PDMP and drug 
testing and periodic pill counting is recommended 
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1625 N. Market Blvd, Suite N219, Sacramento, CA 95834 DEPARTMENT OF CONSUMER AFFAIRS 
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COMMUNICATION AND PUBLIC EDUCATION COMMITTEE 
MEETING MINUTES 

 
 
Date:    September 8, 2016 
 
Location:   Department of Consumer Affairs 
    1st Floor Hearing Room 
    1625 N. Market Blvd. 
    Sacramento, CA 95834 
 
Committee Members  Victor Law, RPh, Chair 
Present:   Debbie Veale, RPh, Vice Chair 
    Ryan Brooks, Public Member 
 
Staff Present:   Virginia Herold, Executive Officer 
    Anne Sodergren, Assistant Executive Officer 
    Laura Freedman, DCA Staff Counsel 
    Debbie Damoth, Staff Services Manager 
    Bob Dávila, Public Information Officer 
 
 
1. Call to Order and Establishment of Quorum 
 
The meeting was called to order at 9:34 a.m. Roll call was taken, and a quorum was established. 
 
 
2. Public Comment for Items Not on the Agenda, Matters for Future Meetings 
 
There were no public comments. 
 
 
3. Update and Discussion on the Development of a Revised Patient Consultation Survey 
Questionnaire 
 
 a. Review and Discussion of Similarly Conducted Surveys on Patient Consultations 
 
 Chairperson Law noted that President Gutierrez asked the committee at the October 
 2015 board meeting to develop a broader survey for licensees about patient 
 consultation. At the July 2016 board meeting, the board directed staff to research 
 previously conducted patient consultation surveys. 
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Board staff contacted the Institute for Safe Medication Practices (ISMP) and the 
National Council on Patient Information and Education (NCPIE). Chairperson Law 
reviewed the following information that was provided by ISMP and NCPIE, which also 
was included in the meeting materials: 

• Pharmaceutical Consultation in UAE Community Pharmacies, N. M. Hamoudi, A. 
A. Shirwaikar, H. S. Ali, and E. I. Al Ayoubi, Indian J Pharm Sci. 2011 Jul-Aug; 

 73(4): 404–408 – Provides sample questions on pharmacists’ opinions on patient 
 counseling and the use of consumer product information (CPI) and patient 
 information leaflet (PIL). 

o Patient counseling and giving out CPI/PIL is my professional 
responsibility. 

o PIL and CPIs will ease my counseling tasks. 
o Patient counseling and giving out CPI to customers will enhance 

my financial costs. 
o I should get paid for counseling and giving out PILs. 
o Counseling and information leaflets have no role in my practice. 
o Counseling will increase my dispensing workload and thus I need 

   extra staff 
o Patient counseling and giving out CPI/PIL is the responsibility of 

the prescriber. 
o Customers will experience medication side effects when I give out 

   CPI. 
o Patient counseling will improve my sales and reputation of my 

pharmacy. 
o For effective counseling act, I need training. 
o Customers do not show any interest toward counseling or PIL. 
o Patient counseling and information leaflets contain more 

information which contradicts with the prescriber’s information. 
 

• Counselling Practices in Community Pharmacies in Riyadh, Saudi Arabia: 
 A Cross-Sectional Study, Sinaa Alaqeel and Norah O. Abanmy, Alaqeel and 
 Abanmy BMC Health Services Research (2015) 15:557 – Provides statements 
 from pharmacists regarding barriers to counseling. 

o Pharmacists have limited drug resources. 
o Pharmacists are too busy. 
o Pharmacists do not have the patient history. 
o Pharmacists lack confidence in their knowledge. 

 
• Attitude of Community Pharmacists towards Patient Counseling In Saudi Arabia, 

The Internet Journal of Pharmacology. 2010 Volume 9, Number 2 – Provides 
several topics of interest. 

o Pharmacists’ attitudes to items about the professional responsibilities of 
the community pharmacist. 



Minutes for Communication and Public Education Committee September 8, 2016 
Page 3 of 23 

 The pharmacist should counsel patient about prescribed 
medication. 

 The community pharmacist should counsel patients about OTC 
   medication. 

 The community pharmacist should keep up-to-date knowledge of 
current drug information. 

 The community pharmacist should attend continuing education 
regularly. 

 The community pharmacist should have good working 
relationships with health care providers. 

 The community pharmacist should be committed with the 
   rules and regulation governing the practice of pharmacy. 

o Pharmacists’ attitudes towards items about reasons for deciding to 
counsel. 
 Medications are more likely to be taken as they should be 

taken. 
 With regular customers, I know enough about them to be able to 

counsel effectively. 
 I am a respected member of community and expected to give 

advice. 
 Counseling improves patient compliance. 
 Counseling improves patient/pharmacist relationship. 
 Counseling brings more people into the pharmacy. 
 Counseling increases provisional relationships. 
 Customers appreciate extra care and interest I show in them. 
 Counseling enables me to become an active member of the 

health care team. 
 Counseling may prevent the patient from experiencing an 

adverse drug effect. 
 Counseling reduces drug wastage. 
 Counseling increases sales. 
 Counseling increases job satisfaction. 
 Counseling improves my knowledge and practicing ability. 

o Pharmacists’ attitudes towards items about reasons against deciding to 
counsel. 
 I should not counsel without adequate medical history. 
 People do not respect the advice of a pharmacist. 
 I am too busy. 
 I am not paid for counseling. 
 I do not like talking to consumers. 
 Counseling does not lead to a significant improvement in 

health care. 
 Counseling may not be necessary. 
 Counseling is not my responsibility beyond but should be 
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performed by the doctor. 
 Counseling increases professional responsibility beyond which 

I am prepared to accept. 
 I lack confidence in my knowledge. 
 There is a lack of feedback from people. 
 Customers do not perceive the benefit. 
 I do not know enough about drugs and their effects. 
 I do not know how to approach people. 
 I am worried about contradicting doctors. 

 
• A comparison of patients’ and pharmacists’ satisfaction with medication 

counseling provided by community pharmacies: a cross-sectional survey, 
Yang et al. BMC Health Services Research (2016) 16:131 – Provides 
statements for reasons why community pharmacists’ perceive barriers to 
patient consultation. 

o Pharmacists’ lack of time. 
o Patient’s lack of time. 
o Low level of patient demand and expectation. 
o Lack of educational programs. 
o Lack of communication skills. 
o Lack of patients’ information. 
o Lack of continuing education for counseling. 
 

• Risk-Informed Interventions in Community Pharmacy: Implementation and 
Evaluation, Cohen, Michael R. and Judy L. Smetzer, Institute for Safe 
Medication Practices, September 14, 2009. 

 
Ms. Veale asked if these were the only studies that ISMP and NCPIE could provide and 
whether any studies of patient consultation were available that were done recently in 
the United States. Ms. Veale stated the board feels that something must be done to 
increase pharmacist consultations with patients and that the board was looking for a 
study that could be the backbone of the board’s efforts. Ms. Damoth replied that she 
could not find studies in her own research, so she reached out to ISMP and NCPIE. She 
said that the groups directed her to these studies – mostly from ISMP, because 
information provided by NCPIE was not relevant. 
 
Mr. Brooks said an earlier board survey on why pharmacists do not do consultations 
provided answers that the board already knew. He asked what jurisdiction the board 
has other than enforcement and noted that the board cannot force pharmacies to pay 
more money or change their structure to increase consultations. He expressed 
uncertainty about where the board was going with this. 
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Chairperson Law said that the board could enforce patient consultation requirements 
but has not really done so. He said the licenses of both the pharmacist and the 
pharmacy could be disciplined if the board found that they were not doing 
consultations. Mr. Brooks said the board does not need a survey; the board simply 
needs to enforce the requirement for patient consultations. Chairperson Law agreed but 
added that board members feel that having a study showing that that doing patient 
consultations can improve patient compliance and reduce medication errors would be 
helpful. 
 
Ms. Veale said that the board is doing some enforcement but that members also want 
to consider legislation. Ms. Herold pointed out that the board already has a requirement 
in place for consultation.  
 
Ms. Veale said the board is not looking at consultation itself but how to make the 
pharmacist more available in the pharmacy for patients. She said that the board’s study 
showed that pharmacists feel that they are not available because board regulations are 
keeping them away from the consultation and forcing them to do tasks that are non-
discretionary. She said the purpose of this survey was to look at regulations and that 
perhaps the issue should be handled by the Licensing Committee. She added that at the 
last board meeting, members seemed to come to the conclusion that maybe another 
study is not needed. She said that all the studies seem to reach the same conclusion, so 
maybe the issue should simply be handed to Licensing. 
 
Chairperson Law said that there is nothing in the board’s regulations to impose a severe 
punishment on violators and asked if the board needs a statutory change. Ms. Herold 
noted that the board currently has the ability to revoke a license if the board wanted to 
take formal discipline against a pharmacist for failing to consult or if there were 
evidence that an error would not have happened if the pharmacist had taken time to 
consult. 
 
As an example, Ms. Herold cited an example that would not have happened if the 
pharmacist had provided a patient consultation. She said that, at the board’s request, 
staff has been citing and fining for a long time where there is proof of failure to consult. 
Staff has cited and fined three chains – Walgreens, CVS and Rite Aid – for failure to 
consult. She said that eventually it may become more expensive to chains to not consult 
than to provide consultations. She added that, under a “three strikes and you’re out” 
policy, if there are three violations for failure to consult, the case is referred to the 
Attorney General’s office for formal discipline. 
 
Chairperson Law said that he agreed with a “three strikes” rule because even if the 
pharmacy or pharmacist or pharmacy management gets a first strike, they would make 
sure that any pharmacist working on the shift does consultations. In addition, he said, 
they would tell pharmacists that their main job is giving consultations, not filling 
prescriptions. 
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Mr. Brooks asked what barriers are placed on pharmacies that the board could remove 
or change to make pharmacies more efficient. He said that is the important question 
and that a questionnaire about patient consultations probably could not provide the 
answers. 
 
Ms. Veale said that there are some tasks that the board has burdened the pharmacist 
with that could be offloaded to others. She said that was the reason the board was 
going through the process of looking for studies to back up the board’s efforts. She said 
that during the last few committee and board meetings, members were getting 
comfortable with not having a survey to move forward. 
 
Ms. Veale said maybe the board should compile a list of non-discretionary tasks that are 
keeping pharmacists from providing consultations to patients and consider whether 
they can be offloaded to the pharmacy technicians. Mr. Brooks suggested that the 
board direct staff to put together the regulations on one side and recommendations on 
how to streamline them on the other side, and then the board could act on that. 
 
Ms. Veale said the committee should recommend to the board that the issue be passed 
to the Licensing Committee to look at the regulations. Chairperson Law said that he 
agreed and that there is no point in getting more surveys. Mr. Brooks seconded Ms. 
Veale’s proposed recommendation. 
 
Public comment: Paige Talley of the California Council for the Advancement of 
Pharmacy said that she believes more counseling is done in situations when a parent is 
picking up medication for a child or at a compounding pharmacy or specialty pharmacy. 
She also thanked the board for fining chains for not complying with counseling 
requirement. She said that her pharmacy now gives a consultation each time she picks 
up medications, and she suggested that pharmacies display signs informing patients that 
they must be counseled about their medications. Ms. Herold replied that patients will 
not demand a meaningful consultation until they begin receiving it; once they start 
demanding it, it will be built into their health care plan. 
 
Lori Hensic of Kaiser Permanente agreed that additional surveys of pharmacists 
regarding patient consultation would not be helpful for increasing patient consultation. 
To find ways to ensure that patient consultations are meaningful, she said that it could 
be more useful instead to collect information from patients. She suggested asking 
customers why they did not get a consultation when picking up a prescription. 
 
Motion: Recommend that the board re-direct the subject of patient consultation to the 
Licensing Committee; recommend that the Licensing Committee focus on regulations 
that could be streamlined to increase pharmacist availability for consultations; and 
recommend that no survey be conducted. 
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M/S: Veale/Brooks 
 
Yes: 3  No: 0  Abstain: 0 
Name Yes No Abstain Not Present 
Brooks x    
Law x    
Veale X    
 
b. Review and Discussion of the Department of Consumer Affairs Developed Patient 
Consultation Survey 
 
Chairperson Law reported that, at the May 2016 Communication and Public Education 
Committee Meeting, Division of Program & Policy Review Chief Tracy Montez, Ph.D., of 
the Department of Consumer Affairs addressed the committee and her office’s ability to 
develop the patient consultation survey for the board’s licensees. During the meeting, 
the committee provided basic parameters to Dr. Montez regarding the survey, including 
intent, privacy for participants, and various practice settings that must be addressed. 
 
Chairperson Law said the committee directed board staff to work with Dr. Montez’s 
team on the development, administration and completion of the survey. The committee 
agreed to a target date of September 2016 for the committee to review the survey. 
 
Chairperson Law noted that, at the July 2016 board meeting, the board directed staff to 
review the proposal submitted by the Department of Consumer Affairs. Board staff met 
with Dr. Montez and her team in the beginning of September 2016. 
 
Ms. Herold told the committee that staff contacted various health foundations including 
the Kaiser Foundation, but none was interested in doing a survey. She said staff also 
reached out to DCA.  Ms. Damoth said DCA estimated a contract price of $15,000 to 
$20,000 for staff work, plus $1 for each pharmacist surveyed. Ms. Herold said DCA 
suggested reaching 10,000 to 20,000 pharmacists.  Ms. Herold said perhaps the board 
could use that money to find a better way to encourage patient consultation.  
 
Motion: Recommend canceling the pharmacist survey by the Department of Consumer 
Affairs. 
 
M/S: Veale/Brooks 
 
Yes: 3  No: 0  Abstain: 0 
Name Yes No Abstain Not Present 
Brooks x    
Law x    
Veale x    
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4. Update and Discussion on the Final Rule Implementing Section 1557 of the Affordable Care 
Act (ACA) Regarding Nondiscrimination in Health Programs and Activities, Specifically 
Including its Impact on Pharmacy Translations and Interpretations 
 
 a. Overview and Summary 
 

Chairperson Law said that a new rule issued by the U.S. Department of Health and 
Human Services requires pharmacies to provide “meaningful access” to customers with 
limited English proficiency – including posting taglines written in at least 15 languages 
advising the public that interpreter and translation services are available free of charge. 
 
Chairperson Law said that the regulation implements Section 1557 of the Affordable 
Care Act, which forbids discrimination in health care on the basis of race, color, national 
origin, age, disability and sex. The rule went into effect on July 18, 2016. A copy of the 
board’s draft newsletter article on this requirement, the APHA summary documents and 
Federal Rule itself were included in the committee meeting materials. 
 
Chairperson Law told the committee that the rule appears to pre-empt the board’s rules 
and regulations on prescription label translations. 
 
b. Board Statutes and Regulations Impacted 
 
Chairperson Law noted that a cursory review indicates the following statutes and 
regulations may be impacted by the new federal rule: 
 
Business and Professions Code Sections: 

• 4076 – Prescription Container – Requirements for Labeling 
• 4076.5 – Standardized, Patient-Centered Prescription Labels; 

Requirements 
• 4076.6 – Dispenser Shall Provide Translated Directions for Use Printed on 

Container Label or Supplemental Document Upon Request; Dispenser 
Responsible for Accuracy of Translation; Veterinarian Excepted 

• 4122 – Required Notice at Availability of Prescription Price Information, 
General Product Availability, Pharmacy Services; Providing Drug Price 
Information; Limitations on Price Information 16 California Code of 
Regulations Sections: 

• 1707.5 – Patient-Centered Labels for Prescription Drug Containers; 
Requirements 

• 1707.6 – Notice to Consumers 
 
Ms. Freedman asked if there are any pharmacies that do not receive federal funds and 
therefore would not be affected by the new federal rule. Chairperson Law and Ms. 
Veale said that some specialty compounding pharmacies might not receive Medicare or 
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Medicaid funds, but they would constitute a small percentage of all pharmacies. Ms. 
Herold noted that it would be unfair to have separate standards of care for consumers 
by defining a benefit based on reimbursement. 
 
In addition, Ms. Herold agreed that the federal rule appears to pre-empt the board’s 
requirements for label translations. She added that, although the effective date was 
June 19, there is a 90-day implementation period – so the implementation date would 
be Oct. 19. But she said that she asked a couple of large chains what they were doing to 
comply with the law, and they told her that they were astounded when the new rule 
came out because no one saw it coming. She said that the board learned of the new law 
right before it took effect. She recommended that the board move in the direction of 
creating a single standard of care for the state, and Ms. Freedman agreed. 
 
Ms. Herold asked Chairperson Law if he were ready to implement the federal rule in his 
pharmacies. Chairperson Law replied that he was not prepared to handle 15 languages 
and would need time to work with a software company. 
 
Ms. Veale noted that the federal law refers to the top 15 languages in each state. She 
noted that the board previously had identified the top 12 languages in the state for 
Medi-Cal purposes. Ms. Herold said the data on the top 15 languages is available and 
that the California Pan-Ethnic Health Network has been helpful in this area. 
 
Ms. Herold said that existing telephone interpreter services will help with the oral 
requirements of the new law, but translated label instructions will require more work. 
Ms. Veale noted that the board already provides label translations in five languages and 
asked if the board now must provide them in 15 languages. She suggested that the 
board could consider doing label translations in 15 languages or simply not provide the 
label translations for the current five languages anymore. 
 
Ms. Veale said that many pharmacies have access to translation software that could be 
expanded. She said that perhaps the board should “pull off” the label directions 
currently provided in five languages and let pharmacies do their own translations.  
 
Ms. Herold suggested that the board invite pharmacists to the October board meeting 
to talk about how they are complying with the new federal rule. Committee members 
said that was a good idea and suggested that software vendors also be invited. Ms. 
Herold said the discussion would give the board time to developed a reasoned approach 
to complying with the federal rule. 
 
Chairperson Law said that software programs make it easy to translate label directions 
into other languages. Mr. Brooks noted that Google apps do not always provide 
accurate language translations. Ms. Veale said that pharmacies generally have 
translation software systems that are more sophisticated and accurate than Google. 
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Ms. Veale said she agreed with Ms. Herold that the board should take some time and 
set up a stakeholder meeting. Ms. Herold said that hearing from pharmacists about 
what they are doing or plan to do to comply with the federal regulation will give the 
board information to determine the direction the board would like to go and how to 
proceed. Ms. Veale said it would be helpful for staff or Ms. Freedman to advise the 
board on specific board regulations that pose issues for the federal regulation and to 
draft language for possible solutions. 
 
Mr. Brooks expressed concern that, unlike major chains, small local pharmacies might 
not be able to afford or might not want to spend money on software translation services 
and instead rely on Google apps.  
 
Ms. Herold said that a key subject for a board discussion is how pharmacies are 
complying with the new federal rule – especially since they will be subject to audits to 
ensure compliance and could be in trouble if they are not in compliance by the October 
implementation date. She said that she was not aware that any other boards of 
pharmacy had discussed this issue. She added that complying with the new federal rule 
would be a major project for pharmacies nationwide as well as other health-care 
providers who receive federal funding. 
 
Motion: Bring the federal rule implementing Section 1557 of the Affordable Care Act to 
the board’s attention at the September board meeting and ask the board to invite 
stakeholders to the October board meeting for a discussion about how they are 
complying or plan to comply with the rule. 
 
M/S: Brooks/Veale 
 
Yes: 3  No: 0  Abstain: 0 
Name Yes No Abstain Not Present 
Brooks x    
Law x    
Veale x    
 
 
Ms. Freedman clarified with the committee members that the intent of the motion was 
put the item on the September board agenda to discuss only the logistics – not the 
substance – of a board meeting with stakeholders that is to be held in October. 
 
c. Development of Prescription Label Translations of Directions for Use Pursuant to 
Business and Professions Code section 4076.6 
 
Ms. Veale noted that this subject was discussed by the Communication and Public 
Education Committee in May and reported to the full board in July. A staff report noted 
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that the far broader provisions in the Affordable Care Act (ACA) now pre-empt the 
board’s planned activities in this area. 
 
Chairperson Law said that any discussion of future public education activities in relation 
to AB 1073 should be postponed pending the final outcome of the board’s discussions 
on the new federal rule on label translations. 
 
Lori Hensic of Kaiser Permanente asked for clarification on the committee’s plan for 
addressing the issues raised by the new federal rule and bringing those issues to the full 
board’s attention. Ms. Herold replied that before changing any regulations and statutes, 
board members want to hear from licensees about what they feel is needed, what they 
can do, and what they can’t do to comply with the new federal rule. Ms. Freedman 
noted that the committee is recommending that in September the board discuss how it 
would have that meeting in October. 
 
 

5.   Update and Discussion on Development of FAQs Received from 
ask.inspector@dca.ca.gov 

 
Chairperson Law noted that, currently, the board has available to its licensees and the 
public the option to call and ask general questions to one of the board’s pharmacist 
inspectors. This service is available Tuesdays and Thursdays from 8:00 am to 4:30 pm.  In 
addition, licensees may submit an email request to a pharmacist inspector at 
ask.inspector@dca.ca.gov. Emails are responded to during business days. To ensure that 
all licensees receive the benefits of service, the board is developing an FAQ to be posted 
on the board’s web site concerning the most frequent questions and issues. 

 
Chairperson Law said that, while the questions and answers are not intended as, nor 
should they be construed to be, legal advice, the information is intended to provide 
guidance to the reader on relevant legal sections that should be considered when using 
professional judgment to determine an appropriate course of action. Should a licensee 
require legal advice or detailed research, the licensee is encouraged to contact an 
attorney or other source. 

 
Chairperson Law said that board staff had drafted an initial collection of FAQs that 
were sent for review by the board’s legal counsel. Ms. Damoth told the committee 
that board staff received the FAQs along with comments from counsel. She added 
that they would be posted on the board’s website as soon as the FAQs and 
comments are synthesized. 
 
Chairperson Law asked if the final FAQs would be posted online without committee 
members reviewing them first. Ms. Sodergren said that decision was up to the 
committee. Committee members said that they did not need to see them again 
before they are posted. 

mailto:ask.inspector@dca.ca.gov
mailto:ask.inspector@dca.ca.gov
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Motion: Direct the Executive Officer to post the FAQs online after staff has finished 
them. 
 
M/S: Brooks/Veale 
Name Yes No Abstain Not 

Present 
Brooks x    
Law x    
Veale x    
 
 
 

6. Discussion and Consideration of Naloxone-Related Matters 
 
 a. Communication to the California Healing Art Boards Regarding Naloxone 

 
Chairperson Law reported that, at previous committee meetings, committee 
members have expressed interested in reaching to out to California healing arts 
boards regarding naloxone access, regulation and protocol. 
 
Chairperson Law told the committee that board staff drafted an article about 
pharmacists and naloxone to be shared with the other California Healing Arts 
Boards. He said that the article would be provided to the other California Healing 
Arts Boards with a cover letter from California State Board of Pharmacy Executive 
Officer Virginia Herold. A copy of the article was included in the meeting 
materials. 
 
Ms. Damoth told the committee that the cover letter was under review and that it 
would be sent to all the healing arts boards. Chairperson Law thanked board staff 
and said that it is important that other healing arts practitioners know what is 
going on in the pharmacy profession. 
 
b. Naloxone FAQs 
 
Chairperson Law reported that, at previous committee meetings, committee 
members have expressed the need for a naloxone FAQ. He said that board staff 
drafted naloxone FAQs that were under legal review.  Ms. Damoth told the 
committee that the FAQs would be posted as soon as staff has finished 
synthesizing them with comments from legal counsel. Chairperson Law replied 
that the committee recommends that the FAQs be posted as soon as they are 
ready. 
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c. SB 833 (Committee on Budget and Fiscal Review, Health, Chapter 30, Statutes 
of 2016) 
 
Chairperson Law reported that SB 833 (Committee on Budget and Fiscal Review, 
Health, Chapter 30, Statutes of2016) requires the State Department of Public 
Health, subject to an appropriation for this purpose in the Budget Act of 2016, to 
award funding to local health departments, local government agencies, or on a 
competitive basis to community-based organizations, regional opioid prevention 
coalitions, or both, to support or establish programs that provide Naloxone to first 
responders and to at-risk opioid users through programs that serve at-risk drug 
users, including, but not limited to, syringe exchange and disposal programs, 
homeless programs, and substance use disorder treatment providers. 
 
Chairperson Law said that there is approximately $3 million available from this 
law. But he added that the board is not eligible to apply for the funding.  
 
Ms. Herold said that pharmacies that want to provide naloxone should apply to 
the Department of Public Health for this money. She said that she belongs to a 
committee with CDPH members and that she would disseminate information 
about application guidelines to pharmacies as soon as it is available. She urged 
pharmacists to apply for the money especially now that they have authority to 
furnish naloxone and added that she also notified the California Pharmacists 
Association to inform its members about this funding. 
 
Ms. Veale asked if information about the available funding could be disseminated 
as a subscriber alert. Ms. Herold said yes but added that she wants to wait so that 
the board can also let subscribers know at the same time how to apply for the 
funding. 
 
Ms. Veale told the committee that many pharmacies are not dispensing naloxone. 
She suggested that subscriber alerts also be sent out every so often to remind 
pharmacists that they now can provide naloxone and direct them to the protocol 
on the board’s website. She said that she recently was at a CE session and that 
there were a lot of pharmacists who do not know what they are supposed to be 
doing with naloxone. 
 
Ms. Herold said board staff could develop an article that could be sent out as a 
subscriber alert to pharmacies about this. She said the article could remind 
pharmacists that, with an hour of CE, they can dispense naloxone on their own 
authority. She said staff could develop a statement about it that could be sent out 
as a subscriber alert and perhaps do the same for immunizations and hormonal 
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contraceptives. 
 
Ms. Damoth noted that the upcoming issue of The Script would include an article 
about the regulations authorizing pharmacists to furnish naloxone. Ms. Herold 
said staff could repurpose or refocus the article and send it out as a subscriber 
alert. She also expressed support for Ms. Veale’s suggestion about sending 
subscriber alerts to remind pharmacists that taking an hour of CE in furnishing 
naloxone would enable them to meet the health care needs of their patients who 
are receiving opioids. 
 
d. Discussion on Federal Legislation: US S. 524 – Comprehensive Addiction and 
Recovery Act of 2016 
 
Chairperson Law reported that, on July 22, 2016, President Obama signed into law 
US S. 524 – known as the Comprehensive Addiction and Recovery Act (CARA) of 
2016 – in an effort to combat the national epidemic of prescription opioid abuse 
and heroin use. A copy of the enacted law was included in the meeting materials. 
 
There were no comments from committee members or the public. 
 
 i. Lali’s Law 
 

Chairperson Law reported that, according to Congressman Bob Dold’s 
website, Lali's Law was passed by the House by a vote of 415-4 on May 12, 
2016, and the bill was signed into law as part of the Comprehensive 
Addiction and Recovery Act of 2016 on July 22, 2016.  A copy of the press 
release was included in the meeting materials. 
 
Chairperson Law said that Lali’s Law will increase access to naloxone 
throughout the United States. The bill is named in memory of Alex 
Laliberte, a Buffalo Grove, Ill., resident and Stevenson High School 
graduate, who passed away seven years ago from a drug overdose. 
 
Chairperson Law said that Lali’s Law creates a competitive grant program 
that will help states increase access to naloxone. The primary purpose of 
the grant is to fund state programs that allow pharmacists to distribute 
naloxone without a prescription. Many states use these programs to allow 
local law enforcement officers to carry and use naloxone. 
 
Chairperson Law asked if the grants were available to everyone in 
California and all the states. Ms. Herold said that awarding grants is a 
competitive process and that state agencies such as the Justice 
Department and the Department of Public Health both pursue grants for 
purposes such as this. She said that she did not know if the Board of 
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Pharmacy would be a potential grantee but added that the board could 
consider applying. 
 
Ms. Herold asked Ms. Freedman if the board would need status as a 
501(c)(3) organization to apply for grants. Ms. Freedman replied that she 
had not yet reviewed that aspect of the law and whether the board could 
apply for grants would depend on how the law is written. She said that she 
also would also want to review the board’s authority, because the board is 
authorized to do only certain things. 
 
Ms. Freedman said that the board might be better suited to facilitate or 
get the word out about Lali’s Law. Ms. Herold said that perhaps staff could 
add the information to the subscriber alert and suggested contacting the 
lawmaker’s office for information on how they expect grants to be 
distributed. She added that, if the grants are part of the budget, the 
federal budget year begins in October. 
 
There were no comments from the public. 
 
ii.   Provisions regarding Partial Fills for Schedule II 
 
Chairperson Law reported that, as one of the many provisions of the 
Comprehensive Addiction and Recovery Act of 2016, the CARA provides for 
partial fills of Schedule II Controlled Substances as outlined below: 
 
 

 SEC. 702. PARTIAL FILLS OF SCHEDULE ll CONTROLLED SUBSTANCES. 
 

(a) IN GENERAL.-Section 309 of the Controlled Substances Act (21 U.S.C. 829) 
is amended by adding at the end the following: 

 
"(f) PARTIAL FILLS OF SCHEDULE II CONTROLLED SURSTANCES. 

"(1) PARTIAL FILLS.-A prescription for a controlled substance in 
Schedule II may be partially filled if- 

"(A) it is not prohibited by State law; 
"(B) the prescription is written and filled in accordance with this 
title, regulations prescribed by the Attorney General, and State 
law; 
"(C) the partial fill is requested by the patient or the practitioner 
that wrote the prescription; and 
"(D) the total quantity dispensed in all partial fillings does not 
exceed the total quantity prescribed. 

"(2) REMAINING PORTIONS.- 
"(A) IN GENERAL.-Except as provided in subparagraph (B), 
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remaining portions of a partially filled prescription for a 
controlled substance in Schedule II 

"(i) may be filled; and 
"(ii) shall be filled not later than 30 days after the date 
on which the prescription is written. 

"(B) EMERGENCY SITUATIONS.-In emergency situations, as 
described in subsection (a), the remaining portions of a partially 
filled prescription for a controlled substance in Schedule II- 

"(i) may be filled; and 
"(ii) shall be filled not later than 72 hours after the 

prescription is issued. 
"(3) CURRENTLY LAWFUL PARTIAL FILLS.-Notwithstanding paragraph (1) 
or (2), in any circumstance in which, as of the day before the date of 
enactment of this subsection, a prescription for a controlled substance in 
schedule II may be lawfully partially filled, the Attorney General may 
allow such a prescription to be partially filled.". 

 (b) RULE OF CONSTRUCTION.-Nothing in this section shall be construed to affect 
 the authority of the Attorney General to allow a prescription for a controlled 
 substance in schedule III, IV, or V of section 202(c) of the Controlled Substances 
 Act (21 U.S.C. 812(c)) to be partially filled. 
 

 Chairperson Law noted that Section 702 (f)(2)(A)(ii) conflicts with California 
 law, which is 6 months or 30 days once partially dispensed. 
 

Ms. Veale said that the federal law is more restrictive but added that 
California must follow the federal law. Ms. Herold noted that the board also 
has other provisions dealing with partially filling Schedule II drugs, but the 
federal law appears to be more restrictive. She added that the board needs 
to bring this to the attention of pharmacists. 
 
Ms. Herold said that this should be discussed in an article in The Script 
rather than a subscriber alert so that that pharmacist can consult the 
information on an ongoing basis. She said that The Script was expected to 
be released that day, so the article could be in the next newsletter. 
 
There was no comment from the public. 
 
 

7. Discussion on the Development of FAQs for SB 493 Related Items 
 
Chairperson Law reported that Senate Bill 493 (c. 469, Hernandez) was enacted in 2013 and 
established a new license for an Advanced Practice Pharmacist (APP). The board is currently 
promulgating regulations to specify certification program requirements and other 
requirements. There were two rulemakings. One was approved by the Office of 
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Administrative Law (OAL). The other was disapproved and returned to the board for 
modification. 

 
Chairperson Law said that, at the April 2016 board meeting, the board requested that the 
Communication and Public Education Committee coordinate the development of a 
Frequently Asked Questions (FAQs) for SB 493 related items. Board staff drafted SB 493 
FAQs for legal review.  
 
Ms. Damoth told the board that the FAQs would be posted online as soon as possible. 
 
 
8. Discussion on CE Courses Available for Naloxone, Self-Administered Hormonal 
Contraception and Nicotine Replacement Therapy under Protocols 
 
Chairperson Law and committee members reviewed a handout chart summarizing options 
for CE that are available specific to naloxone, self-administered hormonal contraception 
and nicotine replacement therapy under protocols. 
 
Ms. Veale asked if the handout would be posted somewhere. Chairperson Law said the 
handout indicates that nicotine replacement therapy requires two hours of CE upon 
renewal; meanwhile, naloxone and self-administered hormonal contraception do not 
require CE education – only CE training prior to being allowed to furnish naloxone or self-
administered hormonal contraception. Ms. Herold said a statute requires CE education for 
nicotine replacement. 
 

Ms. Sodergren told the committee that the chart could be updated to show what is 
required before initiating one of these three tasks – and then, if there are additional 
requirements as a condition of renewal, those could be added and highlighted in a 
separate column. 
 
Ms. Herold said the updated chart will be posted on the board’s website under the SB 493 
Implementation tab. Ms. Damoth asked if the committee wanted to see the chart again or 
just post it. Committee members directed staff simply to post the information as soon as it 
is ready. 
 
Public comment: Lori Hensic of Kaiser Permanente said that adding links to CE providers 
with the chart would be helpful for pharmacists. Ms. Veale replied that adding links to CE 
providers could be seen as promoting those specific providers, which the board cannot do. 
 
 
9. Update and Discussion on Resources Available on the Board’s Website 
 
Chairperson Law reported that, at prior meetings, the committee reviewed multiple items 
for posting on the board’s website as a resource for consumers and licensees. At the May 
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2016 meeting, the committee directed board staff to develop a draft policy for posting 
resources on the board’s website and bring back to the committee. 
 
Chairperson Law reported that board staff consulted with other boards within DCA and 
state agencies and drafted the California State Board of Pharmacy’s Website Guidelines: 
Developed by the Communication and Public Education Committee. A copy of the draft 
policy was included in the meeting materials. 
 
Ms. Veale explained that the policy issue came up because the board was receiving general 
requests to post items on the board’s website. Chairperson Law agreed that the board 
should have posting guidelines. 
 
Mr. Brooks said that the draft policy is reasonable, but he added that the challenge for 
websites is how useable they are: Can users search the site for documents? How long does 
posted information remain on the site? Is the information relevant? He said that “less is 
more,” and he added that the board’s site does not reflect that idea. 
 
Ms. Veale agreed that the board’s website has a lot of “stuff” on it, which members tried to 
address during the recent redesign. She said the problem is that the board does not want 
to keep things off of the site that should be on it. Ms. Herold said that the board provides 
both public education and licensee education, which requires the board to maintain a site 
that is interactive as much as possible. 
 
Committee members agreed that the draft policy is a good place for the board to start and 
see how it works and make changes as necessary. The committee directed staff to move 
forward with the policy and post on the board’s website. 
 

10. Discussion of a Board-Developed Bulletin Board Message and Related Communication 
Materials 

 
Staff provided the committee with an overview of a board-developed bulletin board 
message and related communication materials. 
 
Ms. Herold unveiled photos of two draft concepts for a billboard intended to encourage 
parents to talk to their children about prescription drug abuse. She said the draft concepts 
were developed by staff at Mr. Brooks’ firm. The first draft included drawings of pills 
around the message “Unattended Drugs are the Leading Killer of Kids.” The second draft 
featured “Kid KILLER” with capital letters superimposed on a prescription drug pill. 
 
After discussing both concepts, committee members agreed to recommend that the board 
proceed with the first draft concept, which committee members said was eye-catching and 
self-explanatory. Committee members also said the billboard should tell the public that 
the message is sponsored by the Board of Pharmacy and provide information on how to 
contact the board. Ms. Freedman added that any billboard and message attributed to the 
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board must be reviewed for compliance with legal requirements. 
 
Public comment: Paige Talley of the California Council for the Advancement of Pharmacy 
expressed hope that the message not deter parents from getting needed prescription 
drugs for their children. Committee members replied that the billboard message text 
refers to “unattended” drugs. 
 
Motion: Add the board’s website and sponsorship to the billboard message and move 
forward with the concept to the full board. 
 
M/S: Brooks/Veale 
 
Yes: 3  No: 0  Abstain: 0 
Name Yes No Abstain Not 

Present 
Brooks x    
Law x    
Veale x    
 
 
 
11. Update and Discussion on SB 1193 (Hill) Requiring Pharmacists, Intern Pharmacists, 
Pharmacy Technician and Designated Representatives Licensed in California Join the 
Board’s E-mail Notification List 
 
Chairman Law reported that, at the April 2016 board meeting, the board requested the 
Communication and Public Education Committee discuss the possible requirement to 
collect pharmacists’ email addresses. At the May 2016 committee meeting, the committee 
directed board staff to draft language for consideration at the July 2016 board meeting to 
require pharmacists’ emails addresses to be collected at time of renewal. 
 
Chairperson Law said that, at the July 2016 board meeting, the board was advised that this 
requirement was added to the board’s Sunset bill SB 1193 (Hill) was amended to include 
this provision. A copy of the relevant provisions of SB 1193 (Hill) as amended in Assembly 
August 18, 2016, was included in the meeting materials. 
 
Chairperson Law asked for an update on the status SB 1193. Ms. Herold replied that the 
bill was on the governor’s desk and that he was expected to sign it. She said the bill would 
give the board authority to require individuals who have email addresses to provide the 
addresses to the board and to keep the information current. 
 
There were no comments from the public. 
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12. Communication Plan for Consumers and Licensees 
 
In accordance with the board’s strategic plan, staff developed and provided committee 
members with copies of a draft communication plan that included aspects for both board 
consumers and licensees. 
 
Chairperson Law complimented the plan. Ms. Veale said the plan was a good start and said 
the committee would continue working with it. She said the committee should revisit it at 
the committee’s next meeting. 
 
Public comment: Lori Hensic of Kaiser Permanente asked what is the board’s plan for 
communicating impending new pharmacy requirements contained in current legislation. 
Ms. Herold replied that the board would use subscriber alerts, mailings and various other 
methods to keep licensees informed. She added that the next edition of The Script would 
focus on the new legislation. 
 
The board took a break at 11:30 a.m. 
 
The board reconvened at 11:38 a.m. 
 
 
13. Update and Discussion on the Forty-Fifth Annual Report of the Research Advisory 
Panel of California for 2015 Regarding Controlled Drugs Research 
 
Chairperson Law reported that the Research Advisory Panel of California recently 
submitted its annual report to the Legislature and Governor. A copy of the Forty-Fifth 
Annual Report of the Research Advisory Panel of California 2015 was included in the 
meeting materials. 
 
There were no comments from committee members or the public. 
 
 
14. Board Publications – Review and Recommendations for changes 
  
 a. Counterfeit Prescription Drugs: Protect Yourself, Your Family and Your Pets 
 
 b. Buying Prescription Medications Online: Are the Drugs You Buy Real or Fake? 

 
Chairperson Law reported that Department of Consumer Affairs requested that the board 
assess the two board produced publications listed above. He said the committee could 
determine if the pamphlets should be updated or removed from publication. A copy of 
both documents was included in the meeting materials. 
 



Minutes for Communication and Public Education Committee September 8, 2016 
Page 21 of 23 

Chairperson Law said the pamphlets contained good information but perhaps they were 
not hitting the proper target audience. He suggested asking retailers associations to 
distribute the pamphlets to customers when they fill their prescriptions. Ms. Herold said 
staff could ask the California Retailers Association if it is interested in helping out. She 
added that copies also could be made available at board meetings and speaking 
engagements. 
 
Chairperson Law asked that the pamphlets also be translated into the top five languages 
and that pharmacies should be notified that they are available so they can be distributed to 
customers. 
 
Ms. Sodergren suggested updating the pamphlets to include information about the 
.pharmacy domain. Ms. Herold agreed. 
 
Lori Hensic of Kaiser Permanente asked if online pharmacies could be required to post this 
type of information on their websites. Ms. Herold said that was a good idea and that staff 
could look into that. Ms. Hensic added that perhaps online sites that use the .pharmacy 
domain also could be required to disseminate this type of information, because their 
customers are obviously seeking out and using online pharmacy sites. 
 
 
15. Update on The Script Newsletter 
 
Chairperson Law reported that the Summer 2016 edition of The Script was being formatted 
for publishing. He added that board staff was currently working on articles for the Winter 
2016/17 edition of The Script. 
 
Ms. Herold and Ms. Damoth informed the committee that The Script was ready for 
publication within days. 
 
 
16. Update on Media Activity 
 
Chairperson Law reported that the board’s executive officer (unless otherwise noted) 
participated in the following media interviews and requests for information. 

• MPA Media, July 14, 2016: Kathryn Feather, regulation of acupuncture 
needle distributors. 

• Capitol Television Network News, July 27, 2016: Jonathan Underland, drug- 
take back regulations. 

• KPIX, Aug. 16, 2016: Molly McCrea, opioid compound U-47700 
• Veterinary Information Network News Service, Aug. 29, 2016: Edie Lau, 

unlicensed business selling veterinary prescription drugs online. 
 
There was no comment from committee members or the public. 
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17. Update on Public Outreach Activities Conducted by the Board 
 
Chairperson Law reported a list of major public outreach activities provided by the board’s 
staff: 
 

• July 18: Supervising Inspector Christine Acosta presented HD compounding 
for CPhA. 

• August 9: Inspector Jennifer Hall provided a review of new laws to the 
board’s competency committee. 

• August 18: Supervising Inspector Christine Acosta presented the new 
compounding regulations to Tenet health. 

• August 24: Inspector Trang Song presented at the Vietnamese Pharmacist 
Association 

 
There was no comment from committee members or the public. 
 
 
18. Review and Discussion of News or Journal Articles 
 
Chairperson Law reported that several items of potential interest for the committee were 
included in the meeting materials. 
 
There were no comments from committee members or the public. 
 
 
19. Review and Discussion of the California Department of Public Health’s Comparison 
Between the Centers for Disease Control and Prevention’s Guidelines for Prescribing 
Opioids for Chronic Pain and the Medical Board of California’s Guidelines for Prescribing 
Controlled Substances for Pain 
 
Chairperson Law reported that a copy of the California Department of Public Health’s 
Comparison Between the Centers for Disease Control and Prevention’s Guidelines for 
Prescribing Opioids for Chronic Pain and the Medical Board of California’s Guidelines for 
Prescribing Controlled Substances for Pain was included in the meeting materials.   
 
Ms. Herold told the committee that the Medical Board’s goal is to not have duplicate 
guidelines out in the community. She noted that the Medical Board put out its guidelines 
two years before the CDC acted. She added that the good news is the information is out 
there for prescribers to see what both organizations believe is appropriate pain treatment 
with opioids, which is the same in most cases and is beneficial information for prescribers. 
 
There were no comments from the public. 
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20. Future Meeting Dates 
 
 a.   December 1, 2016 
 
Chairman Law reported that the committee’s next meeting date is December 1, 2016. 
 
The meeting adjourned at 11:54 a.m. 
 
 
 

 
 

 




