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PREFACE

The Office of the Child Advocate is tasked with the responsibility of reviewing the fatality or near
fatality of a child when it is the result of abuse or neglect, when the child was involved or recently
involved with the Department of Children, Youth and Families or if a member of their household
was recently involved with the Department of Children, Youth and Families in some capacity. These
reviews provide the Office of the Child Advocate and the Child Fatality Review Panel the
opportunity to review these cases to inform on needed systemic changes. This is the second report
issued since | have been the Child Advocate. It reviews two fatalities and four near fatalities. The
first report was released in March 2017 and reviewed four fatalities and two near fatalities. This
office will be commencing a third review in January 2018. I'would like to express my appreciation
and gratitude for the hard work and commitment of the Child Fatality Review Panel who made the
completion of this report possible. Each of our Review Panel members took time from their
schedules to assist the Office of the Child Advocate with the review of thousands of pages of
documentation and provide their expertise in the analysis of each case. This comprehensive report
would not have been possihle without the Panel, including:

Darlene Allen, MS

Kathryn R. Cortes

Molly Kapstein Cote, Esquire
Ken Fandetti, MS

Lisa Guillette

Detective Michael lacone
Catherine Lewis, MSW
Katelyn Medeiros, Esquire

Adam Pallant, MD

Thank you to all members of the panel for your continued commitment to improving the safety and
well-being of children in the State of Rhode Island.

Sincerely,

%WJW/M

Jennifer Grifhith, Esquin’é’ U




INTRODUCTION
The Office of the Child Advocate (hereinafter “OCA”"} is tasked with the responsibility of

reviewing any child fatality or near fatality where the child was “...in the custody of, or involved
with, the [Department of Children, Youth and Families], or if the child's family previously received
services from the [Department of Children, Youth and Families].” (hereinafter “DCYF” or
“Department”). See R1.G.L. § 42-73-2.3. The OCA may also complete a review of a fatality or near
fatality when “[a] sibling, household member, or day care provider has been the subject of a child
abuse and neglect investigation within the previous twelve (12) months...” See R1G.L § 42-73-2.3.
Furthermore, the OCA shall review any child fatality or near fatality, “...alleged to be from abuse or
neglect of the child”. See RLG.L. § 42-73-2.3. The expectations of this office subsequent to
notification of a child fatality or near fatality were delineated and expanded upon in the 2016
legislative session. This was codified in Rhode Island General Laws § 42-73-2.3 and Rhode Island
General Laws § 42-73-6. This legislation was signed in to effect by Governor Gina Raimondo on July
6, 2016. Acting upon the authority granted by this legislation, the OCA initiated an extensive review
of two (2) child fatalities and four (4) near fatalities, starting on April 12, 2017. This second review
was initiated just weeks after the completion of our first Child Fatality Review Panel report, which
was released in March 2017. This is the third report issued by the Office of the Child Advocate since
March 2016, reviewing nine (9) child fatalities and six [6) near fatalities.

Pursuant to R.LG.L § 42-73-2.3 (e), which requires “[tjhe child advocate ... [to] publicly
announce the convening of a child-fatality-review panel, including the age of the child invelved”, the
OCA issued its initial Press Release on April 5, 2017 announcing the convening of the Child Fatality
Review Panel. The release disclosed that the near fatality of a three (3) month-old and the near
fatality of a five (5) month-old child was now under review. On June 13, 2017 the OCA issued
another Press Release announcing the expansion of the review to include the near fatality of a two
(2) year-old. Although this case was classified as a near fatality pursuant to Rhode Island General
Laws, at no point was the child involved “near death”, However, this case fell within the scope of the
OCA’s statutory authority and due to significant risk factors present in this case and the family’s
prior and recent contact with the Department of Children, Youth and Families, the OCA found it
pertinent to review this matter. On July 14, 2017, the OCA issued a third Press Release announcing
that the review would be expanded once again to include the fatality of a three (3) month-old infant,
open to the Department at the time of their passing. On November 30, 2017, the OCA issued a fourth

and final Press Release announcing that the review would be amended and expanded to include the




near fatalities of a two (2) month old and a newborn and to announce that one of the near fatality
cases under review had been changed to a fatality.

This reports constitutes a public recard under Rhode Island General Laws 30-2-(d)(16). The
names of the individuals involved have been omitted or altered to protect the identity of those
involved. This is in conformity with the Office’s confidentiality obligation mandated by Rhode
Island General Laws 42-73-1 et seq.

The panel reviewed thousands of pages of documents and analyzed each case in great detail.
This comprehensive report is the result of hours of investigation, research, review and discussion of
the cases, policies, statutes and other relevant materials. Upon completing this extensive review,
the Child Fatality Review Panel composed the recommendations included in this report with the
intent of effectuating systemic change necessary to ensure the safety and well-being of all children

involved with the Department.

THE CASES REVIEWED

The Child Fatality Review Panel reviewed six cases between April 12, 2017 and December 5,
2017. Four of the cases involved a near fatality of a child and two involved the fatality of a child, as
defined by R.1.G.L. §42-42-8(c)(1) (See Appendix B for full policy). Four of the six families were
known by DCYF due to previous Child Protective Services (CPS) reports or prior case openings. In
four (4) of the cases under review, the parents and/or caretakers involved reported histories of CPS
and/or DCYF involvement as children.

The cases reviewed included children ranging in age from two (2) months old to two years
old. Both families who experienced a child fatality were open to the Department of Children, Youth
and Families at the time of the child’s death. In the four (4) near fatalities, three (3) of the cases had
previous involvement with DCYF and the CPS Unit. The remaining near fatality case had no prior
involvement with DCYF.

In the cases under review, multiple risk factors were present including but not limited to,
previous DCYF contact, parental mental health issues and substance abuse. The families resided in

different communities in Rhode Island and were of diverse ethnicities and different genders.




L FATALITIES
a. Fatality Summary #1

The first fatality case under review, involved an infant. The infant’s family was open to DCYF's
Family Service Unit at the time of the child's death. Mother has a history of significant mental health
issues resulting in multiple hospitalizations. This case first opened to the Department over two (2)
years ago after calls to the Child Abuse Hotline were made by a local hospital reporting that a
mother had just delivered a baby, she was presenting as unstable and was physically combative
with the infant. The hospital staff was concerned for the infant’s safety. The child was removed from
mother's care and was placed in foster care. Mother was subsequently hospitalized. The CPS
investigation was indicated as to mother for neglect. One note by CPS indicated that during her visit
with mother that she appeared to be “nuts” and stood up and urinated on herself prior to the

worker leaving the room. The note concludes with the line “Good Luck FSU!"

The Panel reviewed documentation from a provider that engaged mother in services
throughout her pregnancy. After reviewing this documentation, the Panel raised concerns as to why
mother’s case was not brought to the attention of DCYF prior to her child’s removal after the
infant’s birth. Throughout her pregnancy, mother had numerous psychiatric hospitalizations for
suicidal ideation, including grabbing a knife three (3) months before the birth of this child stating
she did not want to live. Mother expressed the desire to abort the baby, had issues with seif-care,
including a hospitalization for dehydration and not consuming enough food. Mother was moved to
three (3) homes and a shelter during this pregnancy. The shelter director noted mother might need
a higher level of care after having two (2) hospitalizations in one (1) week. None of the

hospitalizations or concerns were brought to the attention of the Child Abuse Hotline.

Upon her release from the hospital, mother began court ordered supervised visits with the child
and brought with her to DCYF a new boyfriend who communicated his desire to adopt the child. On
one occasion during a supervised visit, mother became so escalated that Capitol Police intervention
was required. Mother provided some level of cooperation and engaged in several services.
However, there was significant delay with her cooperation for a parent-child evaluation as well as
the signing of releases for the evaluator to communicate with mother's other providers. It took six

months for mother to engage in this service.

A review of the DCYF court reports reveals that mother was “awkward” in her attempts to hold,
feed and care for her child during visits, often needing redirection from the DCYF visit supervisors.

A couple of months later, a DCYF court report notes that mother had been inconsistent with her




mental health appointments and medication management appointments. In May 2016, the DCYF
court report provides inconsistent and incomplete information to the Court. One mental health
provider reported to the Department that mother had been inquiring about whether she could
reduce her medications or if she were to become pregnant, would she be able to reduce her
medications. The provider notes that “...this caused me some concern as during the patient’s last
pregnancy, we reviewed the necessity of the patient staying on her medication regime without
alterations.” Additionally, the mental health provider reports that mother presented at a couple of
local hospitals in an attempt to have her medications reduced. The provider notes in her letter to
the Department that “...due to the patient’s history, she requires someone to oversee her on a daily
basis to ensure that she does not miss any medication doses or injections.” However, the DCYF
court report did not highlight any of this information. It is unclear as to whether the provider’s
letter was included in their report to the Court. In fact, the Department’s letter provides a picture of
mother as being completely compliant with all services with no mention of these concerns put forth

by mother’s mental health provider.

A doctor completed a psychological evaluation with mother after being referred by DCYF. A
comprehensive assessment of her social, emotional and cognitive functioning was requested, and a
parent/child interactive session was requested. A doctor met with Mother for her evaluation on six
(6) occasions. Upon completion of the doctor’s evaluation numerous findings and recommendations
were reported to the Department. The doctor noted that “reunification between mother and her
infant is at moderate to serious risk . Some of the findings of the doctor, which led him to this
conclusion include but are not limited to: mother missed the first scheduled parent/child
appointment, which had to be rescheduled; mother is charged with Neglectin the Rhode Island
Family Court; mother’s child was removed from her care at birth because of the severity of her
mental health problems; that mother refused to sign releases of information so that her discharge
summary and mental health notes could be reviewed; that mother minimized her issues and
seriously underreported her symptoms and insisted that her difficulties were the result of
situational depression; that the records reflect that mother was not consistent with her mental
health appointments and was not taking her psychotropic medications as prescribed; that family
reports mother had multiple psychiatric hospitalizations; that mother’s mental health problems
appear to be interfering with her cognitive functioning, Additionally, the doctor also noted that
mother appeared to be an individual who would be resistant to psychotherapy and demonstrated
poor judgment, indecisiveness and distorts the importance of problems. Also, mother demonstrated

difficulty calming her baby, who cried hysterically for the first twenty minutes of a session. She kept




trying to feed the baby a bottle but would not tilt it at an angle so the baby could suck, which further
upset the baby. She was repeatedly instructed to lean the baby back so the baby could drink from
the bottle. Furthermore, mother was observed to speak to the baby in a very loud voice two or
three inches of the baby’s face, which startled the baby; during the session she made odd noises and
rarely used words when interacting with the baby and mother was flustered and it took her five
minutes to buckle the baby into the car seat. Lastly, the doctor noted that mother would not sign the

releases for her service providers so they could obtain her mental health records.

Based on the observations of the doctor and the information provided, many recommendations
were made including: that the mother should sign a release of information with her service
providers so her mental health records can be reviewed so that DCYF could monitor mother’s
progress and compliance; that mother needs to be compliant with all aspects of her case plan; that
DCYF should investigate her husband; that mother’s service providers should have a copy of this
evaluation to ensure they have a comprehensive understanding of their client and her mental
status; that supervised visitation should continue and that mother needs to be compliant with her
mental health providers and take her psychotropic medications as prescribed. After reviewing the
report and evaluation hy the doctor the panel noted several concerning factors. The doctor was
unable to gain full insight into mother’s mental health history and issues due to her refusal to sign
release for the doctor. This prohibited the doctor’s ability to adequately assess mother's mental
health and her ability to parent. Without complete background information the doctor was unable
to know the full scope of mother’s mental health history. The doctor, relied solely on mother’s self
reporting, documentation provided by DCYF and his one session with mother and her baby. At the
time of this evaluation, mother was pregnant with her second child and never disclosed this
information to the doctor or to DCYF. During the parent/child visit mother showed an inability to
appropriately care for her baby during the session with the doctor. Based on those few items the
doctor made the recommendations outlined above, one of notahle importance is: mother should
sign releases of information with her mental health professionals so DCYF can monitor
compliance and progress. This recommendation indicates mother had been uncooperative with
DCYF and only providing the information she feels is pertinent. This being a notable risk factor in
the evaluation and assessment completed by the doctor. Furthermore, it was recommended that the
final evaluation be provided to all providers; it is unclear from the record whether DCYF ever

distributed this evaluation as recommended,

Before DCYF was in receipt of the parent/child evaluation, a call was made to the Child Abuse

Hotline by a local hospital reporting that mother was pregnant again. The hospital social worker
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attemnpted to speak with mother, however mother left the hospital before she could be examined. A
hospital alert was issued. Shortly after, mother was discharged from one of her services due to
difficulty scheduling visits and a lack of communication between mother and this provider. During
this same time frame, a third call was made to the Child Abuse Hotline by mother herself indicating
that she would be removing her child from the child’s current foster home. This call was not
documented by CPS in the intake section of the RICHIST file. This call was not even categorized as
being received by CPS but rather was placed in the Case Activity Notes of the RICHIST file and
labeled merely as “phone call with parent”. Upon review of the records, it appears that the Hotline
worker made one phone call to the foster family and left a voicemail. There is no record of follow-
up regarding this concerning phone call by the Social Caseworker or by CPS. Just a few weeks later,
this matter was before the Family Court where the Social Caseworker provided a positive report of
mother, with no mention of the peculiar behavior exhibited by mother just weeks prior.
Considering mother’s mental health history, the Panel believes this should have been provided

more attention and detail.

Two months later, a fourth call was made to the Child Abuse Hotline reporting that mother gave
birth to another child. The hospital was calling in response to the previous hospital alert issued,
which called for a Physician’s Record of Examination (PRE) to be issued with a seventy-two (72)
hour hold. Upon receiving this call, CPS followed up with the Social Caseworker and the
Administrators involved with the case. The reports provided were that mother was doing “really
well” and that the plan was to reunify mother’s first child with her. The Case Administrator
authorized for a PRE with no hold. It is worth noting that at this point in time, mother was still only
seeing her other child through supervised visits; these visits were weekly visits for two (2) hours.
The plan was to initially increase these visits to three (3) hours, however this plan was not put inte
effect due to mother’s lack of communication and follow through with one provider. It is also
important to note that three month’s prior to the birth of this child, this family received a new

Social Caseworker. This was the family’s third social worker in less than one (1) year.

Since the hold was lifted, the newborn was authorized to transition home with mother and
father. The safety plan was that father would be present with the mother and baby at all times,
that father would take a leave of absence from work and provide documentation and that
mother would continue to take her medication and engage with providers. The child’s Guardian
ad litem noted to the Social Caseworker that the hospital reported that mother “appeared to be
dysregulated” and provided the hospital social worker’s phone number to the DCYF social worker

to follow up. Despite the Guardian ad litem's concerns, no formal motion was filed with the Family
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Courtin an attempt to prevent this safety plan from taking affect or to object to the child’s
transition home. The DCYF social worker did contact the hospital social worker regarding mother.
The hospital social worker reported that mother had good eye contact, was friendly, was smiling
and mother presented well. The hospital social worker also met with father “who appeared quiet”.
Based on these observations, the hospital social worker reported that no hold was necessary and

the child transitioned home with the parents.

The DCYF social worker reviewed with father that he must be present at all times and never
leave mother alone with the bahy. Father indicated that he would be able to get six {6) weeks off to
be home with mother and the baby. Also, father indicated that when he returned to work his plan
was to send the baby to daycare. Father also reported that he had natural supports, however there
was no identification of who these supports were, nor was there any follow-up on this by the social
worker. Despite this plan relayed by father, just six (6) days later the case files indicate that the
DCYF social worker contacted an individual who was identified as the family’s full-time nanny. The
hiring of this nanny contradicts what father reported less than a week prior. The DCYF social
worker ran a background check on the nanny and reports that “there were no concerns at this
time”. There is no indication that the DCYF social worker met with the nanny, reviewed the safety
plan with the nanny or independently verified any of the information provided before concluding

that “there were no concerns”.

Eight (8) days after the DCYF social worker received notice that a nanny would be assisting
with the care of the child an unannounced visit was made. Mother was not present at the time and
the nanny did not know where the mother was. The DCYF social worker reviewed with the nanny
that mother cannot be alone with the baby, must continue to be compliant with medication and
with her services. The nanny reported that she knew mother could not be alone with the baby
however she did not know that mother was taking medication. The nanny was also concerned that
there were no carbon monoxide detectors. The DCYF social worker did not make contact with
mother during this visit. The DCYF social worker expressed no safety concerns. Just one day later,
the DCYF social worker made contact with one of the providers who was a vital part of the safety
plan. The provider reported that mother was “somewhat consistent” and at one point mother

would not let the provider in the home. Despite this report, no additional follow-up was completed.

It is at this point in the case activity notes that the notes were entered sporadically. Upon
receiving notice of this case, the Office of the Child Advocate immediately initiated a review of the

RICHIST case file. Upon review of the file, no case activity notes had been entered into RICHIST for
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over a month and a half. The notes for this time period were not entered into the system, until the
Office of the Child Advocate contacted the Department regarding the absence of these vital notes.
Furthermore, additional case activity notes were added at this time during months where there
were some notes entered, however it became apparent that the record was incomplete and

supplemented at this later date.

A couple of weeks later, father contacted the DCYF social worker to report that he no longer
wanted the nanny to go to the house because “she is always sick”. The father wanted the baby to go
to a home daycare. The following day the DCYF social worker went to the home for a scheduled
visit. Father reported again that he no longer wanted the nanny to care for the baby as “she was
beginning to question the reason for the case opening.” The father thought that this would lead to
problems with his wife. Mother was not present for this visit. ‘The father reported that he had
already started to take the child to a home daycare that mother’s other child goes to. There is no
indication in the case file that the DCYF social worker verified the information provided by father,
confirmed that the baby was enrolled in a new daycare or ensured that the daycare was

appropriate.

A week later, foster parents for mother’s first child voiced concerns to the DCYF social worker
about the mother’s ability to care for both children. The foster parents also informed the DCYF
social worker that the mother attempted to visit the child at daycare, this is despite the order that
all visits are to be supervised. The foster parents were very concerned about reunification and
planned to discuss this with the child’s Guardian ad litem. That same day the father of the child
contacted the DCYF social worker to inform the social worker that they had moved the child to a
different daycare and would provide DCYF with the information regarding this daycare. Two (2)
days later the father contacted the social worker with the address and the name of the daycare
provider. No additional follow-up, verification or visit to this daycare to ensure that it was
appropriate was completed by DCYF. It was not until after the child presented with extensive

injuries was it learned that the address provided was for a vacant building.

Additionally, part of DCYF's case plan with mother included mother participating in a visitation
program to assess mother’s ability to parent a child and keep them safe. The program was geared
towards providing mother with the skills and knowledge to assist mother with parenting her child.

This program was required to assist with her first child, however, her second child was sent home.

Two (2) months later, the Child Abuse Hotline received a phone call reporting that an infant

presented to the emergency department in cardiac arrest. The child was resuscitated and admitted
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to the Pediatric Intensive Care Unit (PICU). The infant had multiple injuries including injuries
consistent with abusive head injury. The infant had multiple skeletal fractures in different ages of
healing and multiple rib fractures (12) in different stages of healing. In addition, there were
multiple cutaneous injuries including bruising, abrasions and excoriations to the face, chin, neck,
right arm, chest and bilateral lower extremities. The bilateral lower extremities had overlapping
patterned injury consistent with healing adult human bite injuries. These injuries were consistent
with chronic child physical abuse. It was also reported that the infant had gained weight since birth
but had not maintained adequate weight gain, resulting in a weight loss to below five percent,

which is concerning for neglect. This child passed away.

b. Fatality Summary #2
In the second fatality case under review, a physician called the DCYF hotline to report a child

death. The three (3) month old had been transported to the hospital after CPR was performed and
was pronounced dead. This child’s mother had a long and extensive history with the DCYF,
including significant drug abuse, criminal activity and untreated mental health issues. The case had
previously been open as to her other children; the biological fathers in those cases also had
significant substance abuse issues and a criminal history. The initial biological father of the child as
identified by mother also had a significant substance abuse and criminal history as well. However,
later in the case, the son of foster mother/guardian to three of mother’s other children was

identified as the father to this infant.

Despite the numerous risk factors present in this case, this newborn was sent home from the
hospital after birth, Within one week, the OCA sent an email to DCYF detailing the numerous
concerns, specifically writing that “this is extremely reminiscent of previous safety plans wherein
an infant subsequently died, was significantly abused or was placed in a high risk situation with
detrimental results”. The OCA requested legal intervention with this family to ensure the safety and
well-being of this child. Our review of the family at that time revealed that mother readily admitted
that she had not sought treatment for her significant mental health issues and tested positive for
marijuana during her pregnancy, which she described as her way of self-medicating to cope with
mental health issues. The safety plan was comprised of the maternal great grandmother who
suffers from serious medical issues as being responsible for ensuring the execution of the safety
plan with support from the guardian for two of the siblings (who was also serving as foster mother
for mother’s third child) and a longtime friend of mother’s. Interestingly, the maternal great
grandmother reports that she was aware that mother was using marijuana during her pregnancy,

however this was never previously reported. But the foster mother and the longtime friend denied
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any drug use by mother. The three people charged with the responsibility of ensuring the safety of
this child had conflicting accounts of mother’s substance use. The OCA wrote to the Department
stating, “[r]ealistically this does not appear to be a safe environment when reviewing the totality of
the circumstances”. This mother had significant challenges with providing for her first three
children, none of whom were placed with her at the time of this child’s birth. During mother’s
pregnancy for the infant's case being reviewed, the OBGYN reported that she never had any
concerns for mother, however she was aware that mother was engaging in marijuana use during

her pregnancy but was quoted stating “who doesn’t”.

It is well documented throughout the case notes that mother has an official diagnosis of bipolar
disorder. Mother reported that she was not receiving treatment during her pregnancy. However,
following the birth of the baby mother reported that she was referred to a mental health provider
and had an upcoming appointment. The Child Fatality Review Panel was very concerned that DCYF
relied heavily on the statements of two of the three safety plan “coordinators” namely, the legal
guardian to two of mother’s other children and a longtime family friend. Both described mother’s
mental health as “stable”. There is no documentation to support that either of these two individuals
are mental health professionals or have the expertise to make such an assessment. In this case, the
only individuals that should have been making a determination regarding the stability of mother’s
mental health should have been a licensed mental health professional. Prior to the birth of the
child, a call was made to the Child Abuse Hotline by an anonymous caller. The caller reported that
mother was using drugs and that she was almost full-term in her pregnancy. Despite mother's
lengthy history with the Department, this call was dismissed as they had not received any calls from
a medical professional about this issue, however due to mother’s history of substance abuse and
her criminal history a hospital alert was issued. Three (3) months later the opinions of friends and
family members regarding mother's mental health were relied upon when making a determination

to send a newborn home, not a medical professional.

On the night the child passed, all of mother’s children were present in the home and remained
there overnight. Among those present was mother’s child who is presently in foster care and should
not have been left in mother’s care overnight. No investigation was ever initiated regarding the
foster parent’s decision to leave this child in the care of mother. Although it appears that poor
judgment was exercised when leaving all four children in mother’s care, for the two children who
have had a guardianship completed, there is nothing legally preventing them from being in the
presence of mother. This is not the case for the remaining child who was is in the care and custody

of the Department.
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Upon review of the record it appears that conflicting stories were provided by mother as to how
the child died. Mother first reported that she found the child unresponsive in her crib; the crib was
observed to be cluttered with belongings. Maternal great grandmother reported that the baby did
not sleep in the bassinet or the crib; maternal great grandmother was one of the individuals
identified as a support and vital component of the safety plan for mother and child. Mother then
reported that she put the baby on the bottom bunk in a room with one of her other children and
when mother went to check on her she was unresponsive. However, one of mother’s children
reports that in the middle of the night, the baby was crying so she went to get the baby and brought
her to bed with her. Just five (5) hours before this child was pronounced dead, a Police Department
found mother and her friend unresponsive in the friend’s driveway. They admitted to drinking and
smoking marijuana. The DCYF critical event review report reads “it has been determined that the
mother's behaviors contributed to the critical event as she knowingly consumed alcohol and left the
home without ensuring proper supervision of her two (2) month old [baby]. Mother was not

truthful about the events leading up to this baby's death.”

Following the baby’s death, two individuals came forward who also reported that during the
night in question mother was drinking with her friend in the home until approximately midnight
and then left to drink and smoke marijuana with her friend at her home. The two individuals also
reported that mother was never around the child and often left the baby in the care of her other
children, the oldest of which was fourteen. Additionally, upon review of the record, the Panel
discovered that the family was receiving services from an in-home service provider. The provider
reported that they confirmed with mother that she had a crib, but the provider never went into the

bedroom to confirm that the crib was being utilized.

L NEAR FATALITIES
A report was made to DCYF that a five (5) month old had been admitted to the PICU at

Hasbro with severe swelling and conjunctival hemorrhages in the baby's eyes. This child also
sustained bilateral bleeding (a subdural hemorrhage) in their brain, bruising on the right temple,
bruising on the left femur and an abrasion to the lower lip. This baby was under the care of a family
friend who was also a household member. This caretaker had a prior DCYF history, however the
parents had no knowledge of his prior history with DCYF. The parents did not have any DCYF
history. This household member/caretaker admitted to assaulting this baby once he was
questioned by the police. He has been charged with First Degree Felony Child Abuse. The call to
CPS was categorized as a routine investigation and ultimately indicated the caretaker for physical

abuse and neglect,
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In the second near fatality reviewed, a report was made to the CPS Hotline informing DCYF
that two children under the age of four (4) were transported to the hospital. The two (2) year old
child was admitted to the Pediatric Intensive Care Unit (PICU) due to an altered mental and
respiratory status. The toxicology screens tested positive for Tetrahydrocannabinol (THC). The
child was evaluated and the doctor reports that the child's status is consistent with cannabinoid
(marijuana) ingestion and intoxication. The investigation was completed and both parents were
indicated for physical abuse and physical neglect. This was the third call to the Hotline regarding
this family. The first call alleged potential domestic violence between mother and father, which was
categorized as an Information/Referral (1/R}. Additionally, this family was the subject of the March
2016 Child Fatality Review after a relative foster child died while in their care; both parents were
indicated for physical neglect resulting in the death of a child. One day after the close of the
investigation due to the child’s ingestion of marijuana, an additional call was made to the Hotline
regarding an incident of domestic violence. This case was categorized as a routine investigation and
father was indicated for neglect.

In the third near fatality case reviewed, the family was open to the Family Services Unit
(FSU) due to ongoing involvement with a sibling. Prior to the occurrence of the near fatality, there
were six calls to the Hotline regarding this family. Three of the calls were categorized as
investigations and three calls were categorized as an Information/Referral (I/R). Two of the I/R’s
were calls made due to mother’s drug use during her pregnancy for the child who would then
become the subject of this report who was sent to the intensive care unit at birth. Upon delivery, the
child tested positive for cocaine and mother had no pre-natal care. Child was admitted to the NICU
at birth due to drug exposure. An ex parte petition was filed following the child’s birth and
subsequent admission to the NICU.

In the fourth near fatality case reviewed, the child was two (2) months old. The parents had
no DCYF history as this was this was the parents first child. Both parents previously sought
treatment for mental health. The only call to the Department was to report the extensive injuries to
the child including bruising on the body and a subdermal hemorrhage. The reporter also informed
the Department that the child was to be admitted in to the Pediatric Intensive Care Unit. The
parents were working with one provider in the home. The provider reported having concerns about
the parents due to inquiries made about shaken baby syndrome and reports that one of the parents
was “rough” with the child. No call was made to the DCYF Hotline until the child’s admission to the

PICU. Father was subsequently arrested for First Degree Child Abuse.
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DISCUSSION AND FINDINGS
I. RISK ASSESSMENTS AND SAFETY ASSESSMENTS

A Child Protective Investigator {CPI) is required to complete a child safety assessment for
every investigation. DCYF policy identifies the importance of keeping “in mind the difference
between safety and risk when completing the assessment. Safety assessment differs from risk
assessment in that it assesses the child(ren)’s present danger and the intervention(s) currently
needed to protect the child(ren). In contrast, the risk assessment looks at the likelihood of repeated,

future, abuse and/or neglect by caretaker(s).”

DCYF policy/protocol states, one Child Safety Assessment and Plan is completed for each family.
Answer ‘Yes' if the safety factor is present for any child. The child safety assessment form has two
sections.

1. Safety Assessment/Response and Section

2. Safety Decision

The Child Safety Assessment form consists of ten {10} Safety Factor Tabs and a Safety
Decision Tab. These tabs are used to indicate the presence of each Safety Factor by clicking the ‘yes’
or ‘no’ button. For each Safety Factor identified, the CP1 s to consider the resources available in the
family and the community that might help to keep the child(ren) safe. CP1 is then to check each
response taken to protect the child(ren) and explain each response and describe all safety
interventions taken or immediately planned and explain how each intervention protects or
(protected) the child(ren). Once the ten (10) Safety Factor tabs are completed the CP1 completes the
Safety Decision. The Safety Decision should be based on the assessment of all Safety Factors and
any other information known about the case. All pertinent information related to the decision
should be entered.

The list of safety factors are behaviors or conditions that may be associated with a
child(ren) being in danger or serious harm. The vulnerability of each child needs to be considered
throughout the assessment. Children who are between the ages of 0-6 cannot protect themselves.
For children, an inability to protect themselves may result from diminished mental capacity or
repeated victimization. The worker determines presence or absence of Safety Factors 1-9 and any
other impediments to safety, (Factor 10) and considers controlling interventions on any factors
indicated as present. A narrative is then written explaining each safety factor with a safety issue

present. The worker will then make a determination of safe /conditionally safe/unsafe, based on
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whether controlling interventions can mitigate the unsafe factor(s) identified. A controlling
intervention is, “any action taken by staff or others that remediate the unsafe condition identified in
the assessment while services are provided to the family. Safety responses 1-7 are used to indicate
the controlling intervention utilized by the family and/or worker and require supervisory
approval.”

Calculations of these factors will affect any decision surrounding removal of the child.

When safety factors are present the worker may remove the child or put other monitoring
interventions in place designed to protect the child(ren). If a child(ren) is removed during the
investigation or any time following the investigation, the safety assessment is used to guide
decision making on the return of the child(ren). Children must be safe or conditionally safe prior to
areturn home.

DCYF issues an alert to area hospitals when it is believed there may be a risk of harm to a
child born to a parent with a history of substantiated child abuse or neglect or a child abuse /neglect
conviction. Reasons a hospital alert may be issued including but not limited to are; parent has
exhibited behavior or conduct that is seriously detrimental to a child of a duration that renders it
improbable for the parent to care for a child for an extended period; one or both parents have a
history of chronic substance abuse; parent(s) have a history of mental or emotional disability which
has proven to render the parent unable to care effectively for his or her child(ren). Once the parent
gives birth the hospital is required to respond and report the information to DCYF. DCYF then
determines whether the report is assigned for investigation, downgraded to an Information
Referral (I/R), or if the case is active with DCYF the information may be forwarded to the assigned
social worker to conduct a safety/risk/family assessment.

In the two above fatalities, hospital alerts were issued by DCYF. One was issued based on significant
prior psychiatric history for mother and removal of her first child, and the other alert was for
mother’s having three (3) of her children under Guardianship with others due to mother’s chronic
drug use and allegations she was using drugs during her pregnancy. Upon notification of the birth’s
DCYF initiated one investigation and the other was an I/R with a notification to the active social
worker assigned to the family.

When an I/R is relative to an active case is received, an I/R e-mail notification is sent to the
primary caseworler, supervisor, administrator, licensing worker and any other staff assigned to the

case. The following steps are then taken per RICHIST:
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1. Ifthe 1/R Report appears to require immediate attention, telephone notification is made
by the Hotline supervisor directly to the primary service worker/supervisor to ensure
their awareness of the circumstances.

2. Since an I/R Report is generally not investigated, the primary service
worker/supervisor must review the information upon receipt and respond accordingly
within three working days, except in instances requiring immediate attention.

3. The primary service worker/supervisor acknowledges receipt of the I/R Report and
documents the initial response by creating an Information/Referral Response Note
within the CPS Report itself.

4. Any subsequent responses pertaining to the I/R Report are documented by creating a
Case Activity Note and selecting “CPS Related Information” as the category.

In the I/R’d case the active social worker was notified of the birth via Child Protective
Investigator (CPI). The CPI spoke with the assigned active social worker who stated mother has
been doing well, has been receiving her medication injections as prescribed and is stable as long as
she is on her medication. The plan for the older child is reunification with his mother, no timeline
given and at this point visits were two hours per week and supervised. CPI spoke with an
Administrator who recommended a PRE-with no hold for the newborn. It is noted when the
hospital alerts were completed three (3) months prior DCYF had requested a 72-hour hold on the
newborn as mother was not consistent with treatment. DCYF allegedly spoke with mother’s
providers who acknowledged mother received her last medication injection during a home visit,
DCYF agreed for the newborn to go home with mother under the conditions father is present at all
times with mother and baby mother continues to take medication, father provides documentation
of leave from work, family continue to engage with providers. CPI advised the active social worker
hospital is reporting mother, appears to be dysregulated. DCYF SW contacted the hospital and was
advised mother seemed to be doing well and was friendly and smiling. The hospital SW reported
mother presented and appeared well, and father appeared quiet. The DCYF SW spoke with father
and explained the newborn would be allowed to go home based upon him being present all the time
and never leaving mom alone with the newborn. Father explained to DCYF SW his plan is to stay
home until the newborn is able to go to day care and enroll the baby in day care so when he is out of
the home the newhorn is also out of the home. Father agrees mother will never be left alone with
the infant. Father advised DCYF SW he has natural supports willing to be available to mother
should he need to leave the home. These natural supports were never identified nor vetted for

clearance. Father informed DCYF he works in construction and based on the fact he has only been
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employed for one (1) year he does not want to lose his job by missing work; but knows he can get
six (6) weeks out of work.

On December 27, 2016, the DCYF SW meets with the foster parents of the older child. Both
parents express distrust of mother’s new husband and feel he is using her for specific reasons.
Foster parents relayed concerns about reunification with the older child. On December 29, 2016,
the DCYF SW is notified the infant will have a nanny. SW meets with the identified nanny who
agrees to work with the family and has been asked to be in the home from 11 AM-9 PM. The DCYF
worker expresses no concerns with the identified nanny.

On January 5, 2017, the DCYF SW makes an unannounced home visit to the newborn. Upon
arrival SW contact mother via telephone to open the door. Mother states she is not in the home but
the nanny is available, After a few minutes SW contacted mother again as she was still waiting
outside. Once SW gained access to the home she observed the infant sleeping in a bassinet swing.
The nanny did not know where mother was, just that she had left and would be right back. Nanny
reported she is in the home every day from 11-9 at night. Nanny explained she is aware mother is
not to be left alone with the infant, as father made her aware of the situation. Nanny asked how
mother was doing and SW explained mother is doing good complying with services and needs to
continue to take her medication. The nanny expressed having no idea mother was taking
medication.

On January 6, 2017, the DCYF SW contacted a provider who reported mother has been
“somewhat consistent” with services, and reported mother would not allow her into the home
December 2016. Although this information was reported several weeks after the newborn is sent
home, no safety assessment and/or risk assessment is completed to gauge mother’s ability to safely
care for this newhorn despite receiving contradictory information from a professional provider. On
January 17, 2017 infant was referred to a provider for a developmental screening. On January 23,
2017 DCYF SW was notified by father of infant the family did not want the Nanny to care for the
infant anymore and wanted the infant to attend a home day care.

On January 24, 2017 the DCYF SW arrived at the family home and father was present. Infant
was sleeping in a crib. Father advised he does not want the nanny to care for the infant anymore
because she was beginning to question the reason for the DCYF case being open. Father was afraid
the questions would cause a problem with his wife and he did not want any problems. Father
explained he began taking the infant to the same home day care mother’s other child attended but
did not want the foster parents to know. Father signed releases for the infant's doctor and stated

the infant is doing well and up to date on his medical appointments. Worker reminded the parents
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they needed to complete a program and mother questioned why they needed to complete the
program.

DCYF documentation indicates the newborn was placed at home January 26, 2017,
However, records indicate the newborn was home well before this date. SW spoke with a woman
father identified as a nanny for the infant on December 29, 2017. On January 31, 2017 father
informed the DCYF SW he moved the infant to a new home day care, and he would call the SW to
provide her with the details of the new home day care. On February 2, 2017 father called the DCYF
SW and provide the name and address of the home day care.

On February 3, 2017 the DCYF SW completes the paperwork for the family’s provider,
mother continues to question why she and father need to participate in services as they feel they
need privacy. DCYF SW once again explained to mother the programs will be able to help assess her
ability to reunify with her older child and her ability to have unsupervised visits with the newborn.
This program is scheduled to start on February 22, 2017. On March 22, 2017 mother and the DCYF
SW have a phone call regarding the case and DCYF SW advises mother she is waiting for updates
from one of her providers. Later this day the DCYF SW receives a report from one provider that
mother is doing okay and has been consistent with her medication.

April 3, 2017 is a note by a CPS Investigator, observing the infant in the PICU. Infant is
nonresponsive and intubated. CP1 observes scratches on the child’s lip and under his right arm with
bruising and a possible human bite mark on his left thigh.

From the time of the birth of baby there has been no safety assessment and no risk assessment
documented in this case, despite the newborn being sent home. No service plan is developed for
this newborn until February 6, 2017 although a service plan is required within thirty-days. The only
risk and protective capacity assessment completed in this case was upon the birth of the first baby
in December 2015, who had yet to be reunified and was only having supervised visitation with
mother two (2) hours per week.

DCYF Policy 700.0075 states...

“ B. The assessment completed in partnership with the Department worker, child {if
age appropriate), parent(s)/caregiver(s), formal providers, informal providers and
natural supports to the family.
1. The assessment of safety and risk and subsequent decisions are made
while considering the child’s need for permanency and well-being and

occur throughout the duration of the family’s involvement the
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Department, specifically at critical decision points including, but not
limited to:

a. Initial opening to the Department,

b. Change in family circumstances,

c. Change in placement of child(ren) and

d. Reunification and case closure...”

Despite the above policy and this case meeting at least two of those critical decision points,
no assessment is completed by DCYF. The safety assessment documented by the DCYF SW was on
April 3, 2017, the day the infant was admitted to the PICU. This infant was allowed home with
parents although there was no verification by DCYF of any information reported by mother or
father.

In the second fatality case when DCYF CPS Hotline received information of the birth of the
baby an investigation was initiated. CPI report stated mother has a lengthy history with DCYF
notable for substance abuse and neglect. Mother has three (3) other children placed under
Guardianship of other individuals. Mother tested pasitive for drugs at the birth of this child and
admits to using marijuana during her pregnancy. Mother admits she smokes marijuana as a way to
self-medicate for her bi-polar disorder and admits to not being engaged in treatment for this mental
health diagnosis. Mother states she and the father of the baby are together and they have a healthy
supportive relationship and have sustained their friendship for years. Mother advises she has many
supports including her elderly grandmother who lives in the home. Grandmother reports she
suffers from her own medical conditions but is a good support to mother. Grandmother is aware
mother uses marijuana but states she does not use when the chiidren are present.

Father of the newborn states he is not together with mother, but they are good friends. Father
reports having no concerns regarding mother’s drug use.

Legal guardian to two of mother’s other children states there no concerns of neglect or risk to the
children and often lets mother spend time with the two children. This guardian denies mother uses
drugs and states mother is stable in terms of her mental health.

A friend of mother’s states mother does not use drugs and is stable in terms of her mental health
and feels the newborn would be safe with mother.

This case is indicated for Physical Abuse (Drug and Alcohol Abuse) as to newborn based on
the fact mother admitted to smoking marijuana during her last trimester as well as substance abuse

being a long-standing issue in mother’s history.
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This newborn is allowed home with mother and a safety plan is set up wherein Maternal
Great Grandmother, father of the baby and other supports will be present with mother, and provide
support and supervision to mother and newborn to ensure the safety of the baby. Mother is
planning to follow up with mental health counseling. The Decision in the Child Safety Assessment
indicates newborn is conditionally safe with mother.

While it is clear the policy and protocol regarding an assessment was followed in this case
the information presented in mother’s history and the above investigation indicates a significant
risk to the infant, as an infant has zero ability to protect itself. Additionally, mother consistently
told her DCYF SW there would be no co-sleeping, mother unfortunately allowed co-sleeping to take
place in her home and allowed her other children to share the bed with the infant. On the night of
this infant's death mother had left the home and the newborn was in the care of siblings. Mother
came home after 3 AM and noticed infant in bed with a sibling. Despite mother’s safety plan and re-
occurring conversations with her DCYF SW about the dangers of co-sleeping, mother allowed the

infant to remain in the bed with sibling.

11 VERIFICATION OF SELF-REPORTED INFORMATION

In March 2016 and March 2017, the Child Fatality Review Panels raised concerns related to the
verification of information by the Department when reported by a case participant. Specifically,
information related to compliance with services or the health and safety of the child should be
independently verified by the Department. For example, if a parent reports that they have been
taking their child to a particular provider or have followed through with referred services, it would

be important to follow through and ensure that the information being provided is in fact accurate.

In one of the cases under review, the father reported that the child had been moved to a new
daycare facility. The verification of this information was vital. One of the main components of the
safety plan for this family was that the child would never be left alone with the mother.
Unfortunately, it was not learned until after the fatal injuries to the child were inflicted that the
“daycare” the child was attending was actually the address for a vacant building. The Department

had possessed this information for several months without ever verifying its validity.

Additionally, in another case under review, the mother was advised of the dangers of co-
sleeping. Mother assured those involved in her case that she was utilizing safe sleep practices.
However, after the child’s death, it was discovered that mother rarely, if ever, had the child sleep in

their crib or bassinet. While on scene the CPI noted that both the crib and the bassinet were
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cluttered with items and it appeared as though the areas were used for storage. At the time there
were in-home providers working with the family as well as DCYF involvement. Both the provider
and the DCYF social worker note that they reviewed safe sleeping practices with the mother.
However, it appears from the record that the provider openly admits to their failure to observe
where the infant was sleeping, It is unclear from the record whether this was reviewed by the social

worker.

The ramifications of reliance on information provided by case participants without verification
of accuracy or validity was evident in the cases reviewed. The Department needs to strongly
consider their practices pursuant to the verification of information prior to making vital decisions
within a case. This can be addressed through policy reform, additional training and heightened

supervision.
III. LEGAL REPRESENTATION OF A CHILD

In fulfilling the role as a child’s Guardian ad litem the sole purpose is to ensure that the best
interests of the child are being met. This is done through legal advocacy, visiting the child to ensure
that there are no concerns with their placement, attending meetings, contacting providers involved
with the family and child and ensuring that the plan set forth for a child is in their best interest.
When working with children involved with the child welfare system, you are representing a
vulnerable population who are often in high-risk situations. Ensuring the child's safety and well-
being is a vital component of this role; as the Guardian ad litem you are the voice of the child. This is
not a role which should be taken lightly, not a job where you can be complacent, as the Guardian ad
litem (GAL) you must be vigilant in your duties as a child with no protective capacity is relying on

you.

In one of the cases under review, the GAL noted concerns to the DCYF Social Worker
regarding the plan for the child to go home after the GAL spoke with the hospital SW and described
Mother as being dysregulated. After voicing these concerns for the safety of the child going home,
no formal motion was ever filed in objection to this plan. The child was subsequently sent home
with an inadequate safety plan. Additionally, it does not appear that any formal Court reports were
submitted by the GAL to outline these concerns or to provide the information relayed to the GAL.
Furthermore, it is unclear from the record whether the GAL went to see the child in their placement
providing the opportunity to make observations regarding the placement and the well-being of the

child.
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The GAL has a unique obligation to present the facts of the case and make recommendations
pursuant to ensuring the best interests of the child only. Court reports should be submitted for
every Court appearance. Prior to submitting these reports, the GAL should take the opportunity to
contact providers, the Department and the child to ensure that information provided is accurate
and up to date. Should a problem be identified, this will provide the GAL with the opportunity to file

amotion and prepare arguments.

IV, PARENTAL SUBSTANCE ABUSE

a. Strict Adherence to DCYF Policy 500.0010, Alert to Area Hospitals—Safety of

Unborn Child

In one of the cases under review, a professional reporter contacted the Hotline to let them
know that mother had sought medical treatment. During this visit it was discovered that mother
was approximately twenty-five (25) weeks pregnant; had no prenatal care and tested positive for a
variety of substances including cocaine and opiates. The mother signed herself out, against medical
advice. At the time of this phone call, mother was open to the Family Services Unit and did not have
custody of her other children. Based on the current DCYF policies, this call was correctly
categorized as an Information/Referral. However, pursuant to policy 500.0010, investigation
criteria 5, which states that “...the Department [is allowed] to release information if it is determined
that there is a risk of physical injury by a person to himself/herself or others and that disclosure of
the records is necessary to reduce that risk. The Department issues an alert to area hospitals when
a parent has a history of substantiated child abuse/neglect or a child abuse/neglect conviction and
there is a concern about the safety of the child.” Reasons for an alert may include, but are not
limited to: “a. Parent has exhibited behavior or conduct that is seriously detrimental to a child of a
duration that renders it improbable for the parent to care for a child for an extended period...e.
Parent has had his/her parental rights to a sibling of the child terminated involuntarily...f. There is
a history of chronic substance abuse by one or both parents...h. Parent has a history of mental or
emotional disability, which has proven to render the parent unable to care effectively for his or her
children.” The alert instructs local area hospitals to contact the CPS Hotline when the child is born,
providing the Department with the opportunity to take legal action when necessary, provide
services to the family and make necessary arrangements to ensure the newborn’s safety and well-
being. If this policy is not adhered to, the opportunity can be missed, thus putting newborns and
infants at a significant safety risk.

Unfortunately, in the aforementioned case, a hospital alert was not issued following the call

to the Hotline by the professional reporter. It was not until a second call was made six (6) days later
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reporting similar allegations of substance abuse by mother who is pregnant was a hospital alert
then issued. However, if the second call had not been made, this case could have been overlooked
and the opportunity to plan for the infant's safety could have been missed. Strict adherence to this
policy provides the Department with the opportunity to be proactive in their planning for the child,
avoiding the placement of newhorns into high-risk situations. Child welfare workers and other
state agencies must be proactive, not reactive with parental substance abuse on the rise in our
state.

b. Strict Adherence to DCYF Policy 500.0125—Drug Usage During Pregnancy

Pursuant to DCYF Policy 500.0125, all calls to the Child Abuse Hotline alleging drug use or
alcohol use by a pregnant woman shall be considered. Calls making such allegations can he received
“...during the pregnancy, after delivery while the newborn is at the hospital or after a newborn is
already home.” DCYF Policy 500.0125. This policy also states that “...[b]abies born with drugs in
their systems, as evidenced by a positive toxicology screen at birth or observable withdrawal
symptoms, babies born to mothers who admit using drugs during pregnancy or who have been
observed ingesting drugs and babies born with fetal alcohol syndrome must be reported to the
Child Abuse Hotline. A Report of Examination is completed by the attending physician/nurse
practitioner. All such reports are investigated by the Department. If the investigation is founded
and to ensure these babies and their families are provided with necessary intervention, treatment
and services, the assigned Child Protective Investigator {CPI} consults his/her supervisor and DCYF
Legal Counsel as to the advisability of requesting an Order of Detention, Ex Parte, or a Straight
Petition. Whether or not a Straight Petition is filed, the assigned Child Protective Investigator (CPI)
refers the family to community services as appropriate.” DCYF Policy 500.0125.

In one of the cases under review, allegations were also made that she was using marijuana
and Adderall during pregnancy; this call was made an I/R, however a hospital alert was sent. Upon
delivery of her child, mother admitted to using marijuana during the course of her pregnancy and
tested positive for both marijuana and opiates during the birth of her child. The hospital does note
that she was provided an opiate during her delivery, which may have accounted for the positive
screen. Pursuant to this policy, both mother’s admission to drug use during her pregnancy and her
positive screen at the birth of her child prompted a legal consult and CPS was directed to file a
Straight Petition. However, due to the admission of drug use, a long-standing history of substance
abuse and the removal of her prior three children, it is the opinion of the Panel this was a high-risk
situation, which should have prompted further legal action. Upon review of this matter, the Office of

the Child Advocate recognized the risk factors present in this case and realized no petition had been
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filed in the matter, despite the result of the legal consult. Furthermore, due to the risk factors
involved and the aforementioned policy, the mother and the child should have been aligned with
the appropriate level of services, which in this matter should have included in-home services at the
very least to ensure the safety of the infant. The Office of the Child Advocate contacted the
Department with these concerns. The following email was sent to the Department on April 21,

2017:

The QOCA is following up on a recent I /R regarding XXXX. XXXX has a history with DCYF
significant for drug abuse, criminal activity and untreated mental health issues. Mother gave
birth on April 18, 2017. Upon completion of an investigation mother was indicated for
physical abuse (drug and alcohol abuse). The biological father also has a significant
substance abuse history as well as criminal history. The OCA has grave concerns for this
newborn. The most significant concern for the 0CA is the newborn was sent home with
mother. While the OCA understands a safety plan was put into place, this is extremely
reminiscent of previous safety plans wherein an infant subsequently died, was significantly
abused or was placed in a high-risk situation with detrimental results. Mother also has
three other children that are under the Guardianship with her mother and while she spends
time with these children they are also of an age of increased capacity to protect themselves,
wherein an infant has no capacity to self-protect. The maternal great grandmother has her
own medical issues, the bio father has his own substance abuse issues and mother readily
admits having bi-polar disorder, self- medicates and has not received any kind of
therapy/treatment to adapt to her living with her mental illness. It is reported mother has
made an appointment with [a mental health provider], however scheduling an appointment
does not appear to be a strong factor to measure mother’s level of engagement or
motivation. Realistically this does not appear to be a safe environment when reviewing the

totality of circumstances. Please do not hesitate to contact this office with any questions.

¢. Comprehensive Addiction and Recovery Act of 2016

On July 22, 2016, President Barack Obama signed the Comprehensive Addiction and
Recovery Act of 2016 (“CARA"} into law. One section of this legislation addresses the effects of
substance use on infants, children and families. More specifically, Section 503 adds requirements to
the Child Abuse Prevention and Treatment Act ("CAPTA”) providing that when it is discovered that
a baby was exposed to substances, both legal and illegal, this must be called in to the DCYF Hotline.
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Furthermore, each infant exposed to substances must leave the hospital with an Infant Plan of Care
addressing the treatment needs of the infant due to substance exposure. There also needs to be a
plan of care for the mother and her family who have been affected by this substance use.

Furthermore, the plans of care must now be monitored by a designated person or entity.
The person tasked with the responsibility to monitor the care plans must ensure that treatment
needs are being met and referrals are being completed. At this time, it remains unclear whether a
monitor has been identified, however, as the oversight agency for the Department, the Office of the
Child Advocate would not be opposed to fulfilling this role if provided the adequate staff, resources
and data necessary to fulfill this function.

Additionally, the Comprehensive Addiction and Recovery Act of 2016 outlines changes to
the federal reporting requirements within the Child Abuse Prevention and Treatment Act. In
accordance with CAPTA, the Department is now required to report the number of infants affected
by substance use disorder, the number of children Who have been provided with safe care plans
and the number of infants for whom service referrais were made, including services for parent or
caregiver.

Although it is our understanding that the Department has started the process to implement
the changes set forth by this legislation; nothing has been finalized as of yet. It is also the Panel’s
understanding the State of Rhode Island has yet to develop a uniform Plan of Care document nor
has a person or agency been identified to monitor in accordance with the new federal legislation.
With the number of children affected by parental substance use on the rise, it is imperative the
Department finalizes the necessary changes, implements corresponding policies and ensures that
any gaps in the service array to utilized to support children and families affected by substance use,
are addressed. CARA provides for grant funding for states to enhance their service array for
children and families affected by substance use. Specifically, CARA amends the Public Health
Service Act, 42 U.S.C. 290bb-1, to provide funding to assist substance abuse agencies address gaps
in services provided to women along the continuum of care, including community-based services;
provide support for family-based services for pregnant and post-partum women struggling with
substance use disorder and assist with therapeutic, comprehensive child care while a mother is
engaging in therapy or other rehabilitative activities. If the Department has not done so already,
they should utilize the grant funding available to enhance the service array in Rhode Island to

support families affected by substance use.
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V. POTENTIAL LEGISLATIVE CHANGE FOR THE 2018 SESSION
a. RLGI.§42-73-2.3

RIG.L §42-73-2.3 requires the Office of the Child Advocate to review any child fatality or near
fatality when “[a] sibling, household member, or day care provider has been the subject of a child
abuse and neglect investigation within the previous twelve (12) months...” This is the first time the
OCA is reviewing a fatality or near fatality pursuant to this section of R.LG.L § 42-73-2.3. Although
the OCA is committed to enforcing each component of our statutory mandate, we encountered some
barriers with obtaining records to appropriately review this type of case. Pursuant to RLG.L. § 42-
73-8 and R1G.L. § 42-73-9, the OCA has access to records for children and families involved with the

Pepartment of Children, Youth and Families.

In one of the near fatalities reviewed, a caretaker/household member had prior involvement
with the Department; the OCA had the ability to access any and all records of his involvement.
However, since the victim and the child’s parents did not have any prior DCYF involvement the
panel did not have any access to their records. This hindered the OCA and the Panel’s ability to
effectively review the circumstances surrounding the injuries of their child by another household
member. Itis unclear as to whether this case presents a unique scenario, however, the Panel
believes that providing the OCA with statutory authority access to records for any case to be

reviewed pursuant to the office’s statutory mandate will prevent such barriers in the future.

RECOMMENDATIONS

Subsequent to careful consideration of the six (6) cases before the Child Fatality Review Pane], the
Panel has developed numerous recommendations, which we are seeking to have implemented in a
timely manner. The panel’s goal is to implement change to target systemic issues and ultimately
improve the safety and well-being of children. It should be noted that the OCA completed a review
of four (4) child fatalities and two (2) near fatalities and released a report outlining the findings and
recommendations of the panel in March 2017. Some of the recommendations made in March 2017
were the same recommendations made by the Child Fatality Review Panel in March 2016, which
reviewed three additional cases involving infants. Since the release of the March 2017 report the
Department has worked to implement many of the recommendations made by the Panel. The OCA
is cognizant of the fact that for the proper implementation of some of these recommendations it will
take an investment in the system but it will also take time. However, there are several vital
recommendations, which have yet to be executed and remain relevant after analyzing the cases

before the current Child Fatality Review Panel. The panel believed it was important to continue to
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highlight each one to illustrate their importance and the necessity. After careful consideration, the

Child Fatality Review Panel is proposing the following recommendations:

1

The Department should adopt and integrate a comprehensive set of standardized,
evidence-based investigation and risk assessment tools that address the needs of children
and families at every level of their involvement. Particular attention to determining the best
tools and process for children under the age of six with multiple reports to the Department.
Explore investigation and assessment tools that utilize Structured Decision Making and
screening tools for Adverse Childhood Experiences (ACES). This was a recommendation
made by the March, 2016 and March 2017 Child Fatality Review Panel and is being
recommended again by the current panel. The Department is actively working to upgrade
RICHIST and implement the Structured Decision Making and standardized screening
tools. However, since this is still a “work in progress” and would have assisted in some
of the cases under review, the Panel felt it was important to reiterate this
recommendation. Realizing that implementing a change of this magnitude will take much
research, planning, funding and most importantly time, the Child Fatality Review Panel
would like the following changes to be implemented under the current system, effective
immediately:

a. Following the receipt of a call involving allegations of abuse or neglect of a child
under the age of six (6), a Child Protective Investigator should be mandated to
respond to the home and put eyes on the child, to assess potential risks and ensure
the safety and well-being of the child. This was a recommendation made by the
March, 2016 and March 2017 Child Fatality Review Panel and is being
recommended again by the current panel.

b. That the Department develop a policy, which outlines in great detail the way in
which a call made to the Child Abuse and Neglect Hotline, should be recorded into
RICHIST, DCYF's electronic database. This policy should reflect that any and all calls
made to the Hotline should be recorded in the “Intake” section so the system reflects
the proper number of calls, which have been made regarding a specific family. The
policy should also state that a call should never be recorded solely in the “Case
Activity Notes”. This will prevent a skew in the data regarding the number of calls
that have been made to the Hotline, will provide a more accurate and readily
available depiction of what has transpired with a particular family, and to provide

workers and other entities an enhanced ability to rapidly assess the risks involved
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with a family. This was a recommendation made by the March, 2016 and March
2017 Child Fatality Review Panel and is being recommended again by the
current panel.

Complete overhaul or repeal of DCYF Policy 500.0040, Information/Referral (I/R)
Reports. A more strict procedure for the use of the category must be developed to
prevent its misuse. Although, the OCA has observed that the use of the
Information/Referral category has been subject to additional administrative
oversight with cases being upgraded to investigations, the Panel still recommends
the repeal of this policy and the development of various categories, which are more
indicative of the type of call received rather than the us of a catch-all category.
Additionally, should a call rise to the level of warranting an investigation under
DCYF Policies, an investigation should in fact be completed by a CPS employee and
should not be categorized as an “Information/Referral”. This was a
recommendation made by the March 2016 and March 2017 Child Fatality
Review Panel and is being recommended again by the current panel.

The Department should improve the verification of reports indicating participation
in medical and other services, which are self-reported by families or foster families.
This information should be verified with the service provider or other relevant
entities prior to closing a CPS investigation, termination of DCYF involvement, or
approving relative or other foster care licenses. This was a recommendation made
by the March 2016 and March 2017 Child Fatality Review Panel and is being
recommended again by the current panel.

That DCYF, more specifically CPS, should not categorize a child fatality or near
fatality be categorized as an “Information/Referral”, especially when the family has
had prior involvement with DCYF. The Department should develop a specific policy
and protocol when processing this information and develop an unambiguous
category for this information. This will provide a more accurate depiction in the
record of what has transpired within a particular case and will assist with the
computation of accurate statistics regarding child fatalities and near fatalities for
public reporting. This was a recommendation made by the March, 2016 and
March 2017 Child Fatality Review Panel and is being recommended again by the

current panel.
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f. Training of CPS and Intake staff to ensure quality of information recorded and
reports distributed. Ensure that all pertinent information is being recorded in
RICHIST, in a timely manner, to provide subsequent users with all necessary
information to properly assess each case. Enhance the quality of service provided to
reporters and families. Provide extensive training to staff on any newly
implemented model utilized by CPS in response to the recommendations provided
in this report. This was a recommendation made by the March 2016 and March
2017 Child Fatality Review Panel and is being recommended again by the

current panel,

2. The Department should improve the verification of reports indicating participation in
medical and other services, which are self-reported by families or foster families. This
information should be verified with the service provider or other relevant entities prior to
closing a CPS investigation, termination of DCYF involvement, while a case is open or prior
to approving relative or other foster care licenses. The ramifications of reliance on
information provided by case participants without verification of accuracy or validity, was
evident in the cases reviewed. This was a recommendation made by the March 2016 and
March 2017 Child Fatality Review Panel and is being recommended again by the

current panel.

3. The Department should implement a policy, which requires increased oversight and

heightened scrutiny by Regional Directors for cases deemed to be high-risk situations. The

Regional Director should have access to any and all reports, records and other pertinent

information prior to making a decision regarding the case.

4. Training of staff to ensure quality of information recorded and reports distributed. Ensure
that all pertinent information is being recorded in RICHIST, in a timely manner, to provide
users with all information to properly assess each case. Additionally, heightened oversight
to ensure that the information being distributed is complete and provides an accurate
depiction of the current status of the case.

a. Thatthe Department draft a policy which will outline specifications and timing for

record entry to ensure timely and accurate completion of records.
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b. That all case files including but not limited to, case activity notes and court letters be
reviewed on a supervisory level regularly to ensure consistent administrative
review of cases and oversight of each worker. Additionally, the Department should
ensure that Supervisors and/or Social Workers independently verify information
provided to them by case participants, including but not limited to providers,
psychiatrists and self-reporters. Thus ensuring accuracy before finalizing risk

- assessments, safety plans or making other vital decisions about the plan for the case.

The Department needs to ensure strict adherence by their staff of DCYF Policy 700.0075—
Comprehensive Assessment and Service Planning and the corresponding protocol to ensure

the safety of children in state care.

The Department look to national best practices and create a standardized assessment tool.
This tool should be utilized by CPS and FSU in their evaluation of risk and safety of a child.

This will ensure that consistent and quality evaluations are being completed.

That any attorney, including but not limited to Court Appointed Special Advocates, serving
as a child’s Guardian ad litem, provide the Family Court with a written report for each court
appearance documenting the progress of the case, reports from providers and any other
information pertinent to the case. Additionally, prior to each court appearance the Guardian
ad litem shall collect information independently from case participants, providers and DCYF
to verify that the information provided to the Court is complete and accurate. In this report
the Guardian ad litem should make recommendations in pursuit of ensuring the best

interests of the child.

That any attorney serving as a child's Guardian ad litem meet with their clients face to face
in their residence and attend any and all meetings necessary to be an effective advocate for
the child.

That the Office of the Child Advocate’s statutory mandate provides the ability to complete

trainings for Guardian ad litems. In collaboration with the Rhode Island Family Court, the

Office of the Child Advocate will seek to hold a training in 2018.
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10,

11.

12,

13.

The Department needs to develop a robust array of community-based services to meet the
complex needs of the children and families they serve. Focus on the needs of infants and
young children with parental substance abuse, mental health, domestic violence and other
risk factors, is recommended. This was a recommendation made by the March, 2016 and
March 2017 Child Fatality Review Panel and is being recommended again by the

current panel.

That the use of medical marijuana by a primary caretaker, regardless of its legality, be
assessed by the Department as a risk factor, similar to alcohol and prescription medication
when determining risk and need for a family. This was a recommendation made by the
March 2017 Child Fatality Review Panel and is being recommended again by the

current panel based on the issues presented in the cases under review,

That the Department strictly adhere to DCYF Policy 500.0125, to ensure the appropriate
level of DCYF involvement upon the confirmation of drug use by a parent during their
pregnancy. This was a recommendation made by the March 2017 Child Fatality Review
Panel and is being recommended again by the current panel based on the issues
presented in the cases under review.
a. That the Department review DCYF Policy 500.0125 and implement clear procedures
as to when an Ex-Parte opposed to a Straight Petition should be filed when there is a
confirmed case of parental substance abuse. This will ensure a more consistent
application of this policy by the Department. Additionally, the policy should require
that in a case when an infant is to be discharged home with a parent after confirmed
substance use during pregnancy, that any and all support services be in place prior

to the infant’s discharge home.

That the Department strictly adhere to DCYF Policy 500.0010, Alert to Area Hospitals—Safety
of Unborn Child. When the Department receives a call reporting drug use during pregnancy
and it is verified by one of the forms of evidence outlined in DCYF Policy 500.0125, this
should prompt an immediate hospital alert. This will ensure that the hospital is on notice to
test the mother and baby upon birth and subsequently alert the Department of the birth of
the child to provide the opportunity for further assessment for services or potential legal

intervention. This was a recommendation made by the March 2017 Child Fatality
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14.

15.

16.

17.

8.

19.

Review Panel and is being recommended again by the current panel based on the issues

presented in the cases under review.

That the Department implement policies and procedures to ensure compliance with the
new CAPTA requirements set forth in the Comprehensive Addiction and Recovery Act of
2016.

That pursuant to the requirements outlined in the Comprehensive Addiction and Recovery
Act of 2016, a monitor for the infant care plans and oversight of timely referrals for children

and families affected by substance use, be identified.

That the Department assess and identify gaps in the service array for families affected by
substance abuse. If gaps are identified, pursue grant funding provided for by the

Comprehensive Addiction and Recovery Act of 2016.

That Child Protective Service Unit and Family Service Unit undergo routine training on the
Department’s policies and Rhode Island General Laws, to ensure consistency amongst the
workforce in the application of the policies and laws in the field. With numerous changes
being made to the current policies, this will be particularly important once those changes
are executed.

a. Pursuantto RLG.L § 42-73-11(3), that the Department, “ [d]evelop a policy and

procedure manual to be available to all staff workers”.

That service providers, Family Service Unit and Child Protective Services Unit, participate in
a training facilitated by a specialist in child abuse pediatrics to gain more experience on the
early signs/symptoms of child abuse and neglect and what to look for during a home visit or

investigation.

Ensure compliance with mandatory training requirements for all DCYF employees. In
accordance with RLG.L. § 42-72-5 (10), which requires the employees of DCYF to complete a
minimum of twenty (20) hours of training per year. This was a recommendation made by
the March 2016 and March 2017 Child Fatality Review Panel and is being

recommended again by the current panel.
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20. That the Department of Health, local hospitals, the Department of Children, Youth and
Families and the Office of the Child Advocate collaborate to develop strategies to increase
public awareness of the dangers of co-sleeping. Also, begin a pilot program in a high- risk
community to test any recommendations of the inter-agency collaboration. This was a
recommendation made by the March 2017 Child Fatality Review Panel and is being
recommended again by the current panel based on the issues presented in the cases

under review,

21. That a mandatory training on safe sleep practices be provided to all community based
providers working with children ages 0-3 by an expert in the field. Part of the curriculum
should include observations to be made when conducting home visits. That all community
based providers working with children ages 0-3 be contractually required to include a
review of sleep practices with participating parents and observe a child’s sleeping -

arrangements to ensure that safe sleep practices are being implemented.

22. That the Office of Vital Statistics reinstitute their previous Memorandum of Understanding
with the OCA, to provide the OCA with notice of every recorded child death from ages 0-21.
This will provide the OCA with the opportunity to ensure that there has been no previous
involvement with the Department and assist the OCA with the necessary data to better
inform policy and legislative change. This was a recommendation made by the March
2017 Child Fatality Review Panel and is being recommended again by the current

panel,

23. That the timely implementation of each of these recommendations be overseen by an
Oversight Committee.

a. That the Department submit a work plan to address each of the current and past
recommendations, outlining the resources necessary to fully implement the
recommendations, the approximate timeline for completion and any identified
barriers for the successful execution of the recommendation.

b. That the Department submit progress reports for each convening of the Oversight

Committee.
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24. That the Department, in collaboration with the OCA, evaluate the methods utilized in other

25.

26.

27.

states to determine best practices for tracking data on child fatalities and near fatalities.
This was a recommendation made by the March 2017 Child Fatality Review Panel and is

being recommended again by the current panel.

That RLG.L. § 42-73-2.3 be reviewed to determine whether the Office of the Child
Advocate’s statutory authority for access to records needs to be expanded upon to alleviate

barriers when obtaining records for review of a child fatality or near fatality.

For the Department to strictly adhere to the statutory obligations delineated in R.LG.L. §42-
72-8, including but not limited to RLG.L. § 42-72-8 (¢)(2) which states “The director shall
make public disclosure of a confirmed fatality and near fatality of a child that is the subject
of a DCYF case within 48 hours of confirmation, provided disclosure of such information is
in general terms and does not jeopardize a pending criminal investigation.” NOTE: There
has been a drastic improvement regarding the public disclosure of child fatalities and near

fatalities, however, for one of the cases under review no public disclosure was made.
That the OCA be provided with appropriate staff and resources to have the ability to

effectively monitor the Department and provide a heightened level of oversight, which has

become increasingly necessary to ensure the safety and well-being of children in state care.
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Respectfully Submitted By,

Darlene Allen, MS Molly Kapstein Cote, Esquire
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Darlene Allen, MS Darlene joins the panel as a representative of the RI Coalition for Children and Families,
an advocacy organization with 28 organizations serving thousands of children across the state. Darlene is an
experienced child welfare leader who has dedicated her career to helping at —risk children and families. She
has worked in both public and private organizations. Her focus has included chitd protective services, family
preservation, permanency and adoption. For the past 16 years, Darlene has been the Executive Director of
Adoption Rhode Island, a private non-profit organization that provides a range of trauma -focused and
evidenced-informed services for foster and adopted children and their families.

Darlene is also a consultant for ]BS International where she has participated in federal child and family
service reviews in numerous states across the nation. Darlene is the Treasurer for the Adoption Exchange
Association, the national non-profit that oversees the AdoptUSKids partnership, a member of the Family
Builders Association Network, Vice-Chair of the Rhode Island Coalition for Children and Families and a
member of the Healthy Youth Transition Subcommittee of the Governor’s Council on Behavioral Health,
Darlene has been a member of numerous workgroups that address safety, well-being and permanency for
children and youth impacted by foster care over her many years in the field. She is a frequent presenter and
public speaker on behalf of children in foster care. Darlene received her undergraduate degree at Providence
College and her Master's Degree at the University of Massachusetts, Boston, Darlene has also participated in
numerous non-degree conferring educational opportunities. She recently completed an executive education
course in leadership at the Harvard Kennedy School of Government.

Kathryn Cortes Kathryn Cortes is currently the Senior Monitoring & Evaluation Specialist at the Rhode
Island Office of the Child Advocate (OCA). Kathryn previously served as the Chief Field Investigator for the
OCA from 2007 to 2013, until she was promoted. Kathryn has a Bachelor of Arts in Criminal Justice and
Juvenile Justice from Salve Regina University located in Newport, RL Prior to joining the OCA staffin 2007,
Kathryn worked as the Senior Residential Counselor at Child and F amily Services of Newport County in
Newport RL There, Kathryn worked to maintain a safe and therapeutic living environment for boys ages 6
through 12, which provided a structured program that promoted daily life skills, mental health services, and
educational skills for the boys. Following her six years at Child and Family Services, Kathryn moved onto
Civigenics, Inc. in Marlborough, MA where she spent four years as the Program Director of a therapeutic
milieu program located in the Rhode Island Training School for Youth (RITS).

Kathryn remains an involved member of both the professional and personal community in Ri. Her activities
and volunteer positions include: serving as a Member of the Rhode Island Child Death Review Team, Member
of the LGBTQQ Youth Committee, Executive Board Member of the RI Chapter of the American Foundation for
Suicide Prevention {AFSP), Member of the JDAI Girls Work Group, Member of the Youth Suicide Prevention
Subcommittee, and acts as the Legislative Field Advocate for AFSP. Kathryn is also very involved with the
Smithfield High School Football team, where her son currently plays.

Molly Kapstein Cote, Esquire Molly earned her B.A. from the University of Michigan and her Juris Doctorate
from Suffolk University Law School. Molly began her legal career as a law clerk for the Rhode Island Supreme
Court from 2001-2002. Subsequent to working for the Supreme Court, Molly served as a state prosecutor
with the Rhode Island Department of Attorney General from 2003-2010. During her career as a Special
Assistant Attorney General, she was assigned to the Providence Trial Calendar where she handled a variety of
cases ranging from child molestation to homicide matters. After working at the Department of Attorney
General, Molly joined Lynch, Lynch & Friel in 2010 where she practiced for six years before epening her own
office. Since leaving the Attorney General's office, Molly’s practice has focused in the areas of criminal defense
and domestic relations, including matters involving DCYF. In 2014, the Chief Judge of the United States
District Court for the District of Rhode Island appointed Molly to serve as an attorney to the H.Q.P.E. Court
Program in that court. The H.0.P.E. Court is a re-entry court program designed to prevent high-risk criminal
defendants from re-offending upon their release from Federal custody. Molly continues to work in that
capacity. Molly also serves as a Bail Commissioner with the Rhode Island District Court and is a member of

39




the Rhode Island District Court Criminal Rules Committee which is tasked with advising that court on matters
relating to the District Court rules of criminal procedure. Molly has presented at the annual

Rhode Island Bar Association Meeting on the topics of resolving a criminal case by way of civil settlement and
also about the consequences of a plea in a criminal case. Since 2010, in addition to her law practice, Molly has
worked as an adjunct professor of law at Roger Williams University Law School where she teaches Trial
Advocacy and is the director of the Prosecution Externship Program.

Ken Fandetti Ken earned his BA in Sociology from Providence College and a Master of Science in Social
Services from the Boston University School of Social Work. Throughout his career, Ken served in a variety of
public social service roles bringing a wealth of knowledge and experience to the team. Some of his pastroles
include, Social Caseworker for the Rhode Island Department of Children, Youth and Families; F amily Court
Liaison Worker for Child Welfare Services; Residential Services Coordinator Department of Corrections
Juvenile Division; Assistant to the Director Department of Corrections ; Superintendent Rhode Island Training
School for Youth; Assistant Director of the Division of Direct Service of the Department of Children, Youth and
Families; Project Director to establish the Rhode Island Child Abuse and Neglect Tracking System (CANTS);
Assistant Director of the Child Protective Services Division at the Department of Children, Youth and families;
the Executive Director of the Rhode Island Department of Children, Youth and Families and the Acting
Director of the Rhode Island Department of Children, Youth and Families, Additionally, Ken served as an Ad
Hoc Committee Member reporting on abusive treatment of children at the Rhode Island Children's Center,
Rhode Island's State Liaison Officer to the National Center on Child Abuse and Neglect (NCCAN) and was the
founding member of the New England Association of Child Welfare Commissioners and Directors. Ken has
since become a certified sea kayak instructor for both the American Canoe Association and the British Canoe
Union.

Jennifer Griffith, Esquire Jennifer Griffith was appointed by Governor Gina Raimondo on March 17, 2016
and received the advice and consent of the Rhode Island State Senate on April 7, 2016 for a five year term as
the Child Advocate for the State of Rhode Island. She is a graduate of the College of the Holy Cross and Roger
Williams School of Law, She is admitted to practice law in Rhode Island, Massachusetts and the United States
Federal District Court of Rhode Island. Previously, she was a staff attorney at Rhode Island Legal Services for
ten years handling all family law matters. She is a member of the Rhode Island Women’s Bar Association, the
Executive Board of the Rhode Island Family Inn of Court, the Rhode Island Family Court Bench Bar
Committee, the Rhode Island Children’s Cabinet, the Rhode Island Child Care Commission, the Rhode Island
Child Support Advisery Committee, the Human Trafficking Task Force and the Rhode Island Juvenile Justice
Advisory Committee,

Lisa Guillette Lisa Guillette is the Executive Director of Foster Forward, a statewide non-profit organization
supporting foster families and children and youth in state care. Ms. Guillette has twenty-five years of
professional experience in education and child welfare in Rhode Island, and has served in her current role for
over thirteen years. During her tenure, Foster Forward (formerly the Rhode Island Foster Parents Association)
has grown from being a small grassroots association to a recognized leader in child welfare practice: earning
multi-million dollar competitive contracts and grant awards from the State of Rhode Island, the federal
government and private funders.

Ms. Guillette served on the Rhode Island Joint Legislative Commission on the Education of Children and Youth
in DCYF care and is an appointed representative to the Governor's Advisory Council on Homelessness. She is
an active member of the United Way's Women's Leadership Council, chairing the Executive Committee and
serving on the Membership Committee. Ms, Guillette was honored in 2005 with a United States Congressional
Angels in Adoption Award, was recognized by the YWCA of Northern Rhode Island in 2007 as a “Woman of
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Achievement” and in 2011 was the recipient of the national Rama Ramanathan Commitment to Service Award
from the Jim Casey Youth Opportunities Initiative. She holds a Bachelor of Arts Degree in Social Work and a
Master’s Degree in Business Administration from Providence College. Ms. Guillette resides in Providence with
her hushand and three children.

Detective Michael Iacone Detective Michael lacone has been a police officer for the City of Cranston since
2002. He is currently assigned as a Detective in the Special Victims Unit where he handles all sexually-based
crimes, as well as crimes against children and the elderly, In 2002, Detective lacone graduated from Salve
Regina University with a Bachelor's Degree in Administration of Justice. He went on to earn his Master’s
Degree in Administration of Justice and Homeland Security from Salve Regina University in 2009,

At this time, Detective [acone is assigned to both the FBI and HSI Task Force dealing with the commercial
sexual exploitation of women and children. Detective lacone is the law enforcement representative for the
Citizens Review Panel at Hasbro Children's Hospital /Aubin Child Protection Center, This multi-disciplinary
team consists of physicians, as well as representatives from the Attorney General’s Office, DCYF, Office of the
Child Advocate, and Day One. The team meets weekly to discuss cases of child maltreatment and to
determine appropriate measures for each case. Detective Tacone has shown a particular interest in the long-
term mental health outcomes of his victims, and he has taken an active role by co-facilitating a support group
for adolescent fermnale victims of sexual abuse.

Catherine Lewis, MSW Catherine Lewis is a clinical social worker. She worked at the Department for
Children, Youth and Families for nine years, then at Casey Family Services for 20 years specializing in foster
care and adoption services. She is currently in private practice.

Katelyn Medeiros, Esquire Katelyn has worked as the Staff Attorney iIl for the Office of the Child Advocate since
May 2014. in February, 2017, Ms. Medelros was promoted to serve as the Assistant Child Advocate. Ms. Medeiros
graduated summa cum laude from Rhode Island College in 2010 with a Bachelor’s Degree in Justice Studies and
Sociology. She then pursued her Juris Doctorate at Roger Williams School of Law, graduating magna cum laude in
2013. In addition, she was a member of the Roger Williams School of the Law Honors Program. She was admitted
to the Rhode Island and Massachusetts Bar in November 2013 and the U.S. District Court of Rhode Island in 2014.
Ms. Medeiros first worked for the OCA from 2012-2013 as a Rule 9 Intern. She worked in private practice prior to
her career with the OCA. Presently, Ms. Medeiros serves as the program director for Project Victim Services for the
Office of the Child Advocate,
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42-73-2.3 Page 1 of 1

TITLE 42
State Affairs and Government

CHAPTER 42-73
Child Advocate Office

SECTION 42-73-2.3

§ 42-73-2.3. Child fatality reviews.

(a) The department of children, youth and families shall notify the office of the child advocate
verbally and electronically within forty-cight (48) hours of a confirmed fatality or near fatality of a
child who is the subject of a DCYF case and shall provide the office of the child advocate with access
to any written material about the case.

(b) The child advocate, working with a voluntary and confidential child-fatality-review panel, whose
members may vary on a case-by-case basis, shall review the case records of ail notifications in
accordance with § 42-73-2.3(a) of fatalities and near fatalities of children under twenty-one (21) years
of age, if:

(1) The fatality or near fatality occurs while in the custody of, or involved with, the department, or if
the child's family previously received services from the department;

(2) The fatality or near fatality is alleged to be from abuse or neglect of the child; or

(3) A sibling, household member, or day care provider has been the subject of a child abuse and
neglect investigation within the previous twelve (12) months, including, without limitation, cases in
which the report was unsubstantiated or the investigation is currently pending.

(¢) The child-fatality-review panel shall assess and analyze such cases; make recommendations
regarding such cases; and make recommendations for improvements to laws, policies, and practices
that support the safety of children. Each report shall be made public within thirty (30) days of its
completion.

(d) The members of the child-fatality-review panel, established in accordance with this section, shall
be subject to the confidentiality provisions of § 42-73-10.

(e) The child advocate shall publically announce the convening of a child-fatality-review panel,
including the age of the child involved.

History of Section.
(P.L. 2016, ch. 342, § 3[4]; P.L.. 2016, ch. 368, § 3[41)
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42-72-8 Page 1 of 4

TITLE 42
State Affairs and Government

CHAPTER 42-72
Department of Children, Youth and Families

SECTION 42-72-8

§ 42-72-8. Confidentiality of records.

(a) Any records of the department pertaining to children and their families in need of service pursuant
to the provisions of this chapter; or for whom an application for services has been made, shall be
confidential and only disclosed as provided by law.

(b) Records may be disclosed when necessary:

(1) To individuals, or public or private agencies engaged in medical, psychological, or psychiatric
diagnosis or treatment or education of the person under the supervision of the department;

(2) To individuals or public or private agencies for the purposes of temporary or permanent placement
of the person, and when the director determines that the disclosure is needed to accomplish that
placement, including any and all health-care information obtained by the department in accordance
with the provisions of chapter 37.3 of title 5 of the general laws and applicable federal laws and
regulations;

(3) When the director determines that there is a risk of physical injury by the person fo himself or
herself or others, and that disclosure of the records is necessary to reduce that risk;

(4) To the family court, including periodic reports regarding the care and treatment of children;
provided, that if a child is represented by a guardian ad litem or attorney, a copy of the family court
report will be made available to the guardian ad litem or attorney priot to its submission;

(5) To inform any person who made a report of child abuse or neglect pursuant to § 40-11-3, whether
services have been provided the child as a result of the report; provided, however, that no facts or
information shall be released pursuant to this subsection other than the fact that services have been, or
are being, provided;

(6) To permit access to computer records relating to child-abuse and -neglect investigations by
physicians who are examining a child when the physician believes that there is reasonable cause to
suspect that a child may have been abused or neglected;

(7) To the office of the department of attorney general, upon the request of the attorney general or

assistant attorney general, when the office is engaged in the investigation of, or prosecution of,
criminal conduct by another relating to the child or other children within the same family unit;
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42-72-8 Page 2 of 4

(8) To the department of corrections in the case of an individual who has been transferred to the
jurisdiction of that department pursuant to the provisions of §§ 14-1-7.3 or 14-1-7.1;

(9) To the office of the department of the attorney general, upon the request of the attorney general or
assistant attorney general, when the office is engaged in the investigation of, or prosecution of,
criminal conduct as defined in § 40-11-3.2;

(10) To individuals employed by a state or county child-welfare agency outside of Rhode Island when
the director determines that the information is needed to ensure the care, protection, and/or treatment
of any child; provided, however, any records relating to allegations previously determined to be
unfounded, unsubstantiated, or not indicated shall not be disclosed;

(11) Whenever a person previously under the supervision of the training school becomes subject to
the jurisdiction of the department of corrections as an adult offender, the director of corrections, or his
ot her designee, shall receive, upon request, the portions of the person's training-school records
limited to the escape history, disciplinary record, and juvenile classification history;

(12) In an administrative hearing held pursuant to § 42-35-9, the records, or exact copies of the
records, shall be delivered to the administrative-heating officer pursuant to a written request by one of
the parties, and shall be delivered to the party making the request or shall be reviewed in camera by
the administrative-hearing officer for purposes of making a determination of relevancy to the merits
of the administrative matter pending before the hearing officer, as the hearing officer may direct. If
the records or a portion are relevant to the matter, those records may be viewed and/or copied by
counsel of record, at the expense of the party requesting the records. The records shall not be
disseminated in any form beyond the parties, counsel of record and their agents, and any experts,
except as otherwise specifically authorized by the hearing officer, and provided further that at the
conclusion of the action, the records shall be sealed; and

(13) In a criminal or civil action, the records, or exact copies of the records, shall be delivered to a
court of proper jurisdiction pursuant to a subpoena duces tecum, properly issued by one of the parties,
and shall be delivered to the party issuing the subpoena, or shall be reviewed in camera by the trial
justice for purposes of making a determination of relevancy to the merits of the civil or criminal
action pending before the court, as the court may direct. If the records or a portion are relevant to the
civil or criminal action, those records may be viewed and/or copied by counsel of record, at the
expense of the party requesting the records. The court shall issue a protective order preventing
dissemination of the records in any form beyond the parties, counsel of record and their agents, and
any experts, except as otherwise specificaily authorized by the court, and provided, further, that at the
conclusion of the action, all records shall be sealed.

(c) Disclosure required.

(1) The director shall notify the office of the child advocate verbally and electronically, in writing,
within 48 hours of a confirmed fatality or near fatality of a child who is the subject of a DCYTF case.
The department shall provide the office of the child advocate with access to any written material
about the case, For purposes of this chapter, "near fatality" shall mean a child in serious or critical
condition as certified by a physician as a result of abuse, neglect, self-harm or other unnatural causes.

(2) The director shall make public disclosure of a confirmed fatality or near fatality of a child who is
the subject of a DCYT case within 48 hours of confirmation, provided disclosure of such information
is in general terms and does not jeopardize a pending criminal investigation.
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(3) The director shall disclose to the office of the child advocate information, within five (5) days of
completion of the department's investigation, when there is a substantiated finding of child abuse or
neglect that resulted in a child fatality or near fatality. The department may disclose the same
information to the office of the attorney general and other entities allowable under 42 U.S.C. § 5106a.

(4} The information that must be disclosed in accordance with subdivision (c)(3) includes:

(i) A summary of the report of abuse or neglect and a factual description of the contents of the report;
(ii) The date of birth and gender of the child;

(iii) The date that the child suffered the fatality or near fatality;

(iv) The cause of the fatality or near fatality, if such information has been determined;

(v) Whether the department of children, youth and families, or a court-appointed special advocate,
had any contact with the child before the fatality or near fatality and, if so:

(A) The frequency of any contact or communication with the child or a member of the child's family
or household before the fatality or near fatality and the date on which the last contact or
communication occurred before the fatality or near fatality;

(B) Whether the department provided any child-welfare services to the child, or to a member of the
child's family or household, before, or at the time of, the fatality or near fatality;

(C) Whether the department made any referrals for child-welfare services for the child, or for a
member of the child's family or household, before or at the time of the fatality or near fatality;

(D) Whether the department took any other action concerning the welfare of the child before or at the
time of the fatality or near fatality; and

(E) A summary of the status of the child's case at the time of the fatality or near fatality, including,
without limitation, whether the child's case was closed by the department before the fatality or near
fatality and if so, the reasons why the case was closed; and

(vi) Whether the department, in response 1o the fatality or near fatality:

(A) Has provided, or intends to provide and/or make, a referral for child-welfare services to the child,
or to a member of the child's family or household; and

(B) Has taken, or intends to take, any other action concerning the welfare and safety of the child, or
any member of the child’s family or household.

(d) If a public panel is convened or established by the department to evaluate the extent to which the
department is discharging its child-protection responsibilities, the panel, or any of its members or
staff, shall not disclose identifying information about a specific child-protection case, nor make public
any identifying information provided by the department, except as may be authorized by law. Any
person who violates this cubsection shail be subject to civil sanctions as provided by law.
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(¢) If a public panel is convened o1 established by the department, this panel, in the course of its
evaluation, may review, but shall not investigate, any child fatality that is under the jurisdiction of the
child advocate in accordance with the provisions of § 42-73-7(2).

(f) In the event records and ‘nformation contained within DCYF records are shared with individuals
or public or private agencies as specified in subsection (b) above, any such individual, and/or public
or private agency, shall be advised that the shared information cannot be further disclosed, except as
specifically provided for under applicable federal and/or state law and regulation. Any individual
and/or public or private agency who or that violates this subsection shall be subject to civil sanctions
as provided in chapter 37.3 of title 5, and any other federal or state law pertinent thereto.

History of Section.

(P.L. 1979, ch. 248, § 1; P.L. 1984, ch. 203, § 1; P.L. 1985, ch. 255, § 1; P.L.. 1992, ch. 432,81, P.L.
1994, ¢h. 97, § 1; P.L. 1996, ch. 142, § 1; P.L. 1996, ch. 156, § 2; P.L. 1997, ch. 49, § 1; P.L. 1997,
ch. 64, § 1; P.1.. 1998, ch. 67, § 1; P.L. 1998, ch. 302, § 1; P.L. 1998, ch. 322, § 1; P.L. 1998, ch. 374,
§1; P.L. 1999, ch. 54, § 1; P.L. 1999, ch. 122, § 1; P.L. 2004, ch. 136, § 1; P.L. 2004, ch. 139, § 1;
P.L. 2016, ch. 342, § 2, P.L. 2016, ch. 368, § 2.)
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Comprehensive Assessment and Service Planning

Rhode Island Department of Children, Youth and Families
Policy: 700.0075
Effective Date: 700.0075 Revised Date: January 24, 2011 Version: 2

The Rhode Island Department of Children, Youth and Families (DCYF) is mandated by federal
and state law and Department policy to make reasonable efforts to prevent the child's removal
from his/her home, 1o reunify the chitd and family and to make and finalize an alternate
permanent placement when the child and family cannot be reunited. The Department utilizes a
comprehensive assessment and service planning process for each child and family receiving
DCYF services from the initial point of contact throughout case closure. This process is guided
by principles of family-centered, culturally competent practice and utilizes standardized tools at
various points throughout the Department's involvement with a tamily. Family represents the
focus of all work and family members are engaged through the development and implementation
of any plan. The family is defined broadly and includes biological parents, adoptive families,
extended kinship networks, legal guardians and foster families.

Department staff engage families in accordance with DCYF’s vision, mission and family centered
practice principles. Department staff:

+ Believe family engagement contributes to child safety, recognize that the family is the
constant in the child’s life and ensure that children maintain connections with those who
matter to them,

o Parther with families and community providers through open, honest, respectful, ongoing
discussions regarding rights, responsibilities, permanency, time frames and access to
timely services to meet the safety needs of the children and families;

+ Recognize and respect the racial, ethnic, cultural, sexual orientation and expression,
special needs and socioeconomic diversity of all families and learn how such areas
impact a family’s parenting and decision making;

« Understand and incorporate the developmental needs of infants, children and
adolescents and their families into service delivery systems;

o Link families to services that are flexible, culturally and linguistically competent and
responsive to family needs;

« Continually assess family and child strengths, individual needs and modify plans
accordingiy; and

« Facilitate family and professional collaboration with formal, informal and natural supports,
including family-to-family support and networking.

The comprehensive assessment and service planning process identifies, considers and weighs
tactors that affect chiid safety, permanency and well-being. This process recognizes patterns in
behavior over time and examines family strengths and protective factors to identify resources that
can support the family's ability to protect the children. A child is considered safe when evaluation
of all available information leads to the conclusion that the child in his or her current living
arrangement is not in immediate danger of harm and no interventions are necessary fo ensure
the child's safety. If the child is not safe, immediate interventions must be taken to ensure the
child’s safety. Safety interventions are responsive to the immediate and imminent danger of harm
to the child and are not expected to impact identified risks of future harm. Risk assessments
address the likelihood of future maltreatment. While safety concerns require immediate
interventions to ensure that children are protected, risk of future harm is addressed over time with
services that result in long-term positive behavioral changes.

Rhode Island General Law (RIGL) 42-72-10 and Department policy require a written Service Plan
for the care and treatment of each child under the Department's supervision. Rhode Island
Family Court Rules, Rules of Juvenile Proceedings: Rule 17C, requires a Setvice Plan be
submitted within 30 (thirty) days when there is a finding of Dependency/Neglect/Abuse on a




petition filed by the Department. If a child is placed in substitute care, federal law (42 USC 675)
and federal regulations (45 CFR 1356.21) require that each Service Plan for the child must
include specific information to determine the appropriateness of and necessity for out-of-home
placement. The Fostering Connections to Success and Increasing Adoptions Act of 2008 (PL
110-351) amended 42 USC 671 to require the State to make reasonable efforts to place siblings
removed from their home in the same foster care, adoption or guardianship placement, or
tacilitate visitation or ongoing contacts with those that cannot be placed together, unless it is
contrary o the safety or well-being of any of the siplings. PL 110-351 also requires the
development of a transition plan for youth jeaving DCYF care and the Patient Protection and
Affordable Care Act (PL 111-148) amended 42 USC 675 to require that additional information be
included in the transition plan. The Setvice Plan must include the following:

« A plan for assuring that the child receives safe and proper care and that appropriate
services are provided to parents, child and foster parents;

« The health and education records of the child, to the exlent available and accessible;

» Where appropriate, for a child age 16 or over, a written description of the program and
sarvices which will help prepare the youth for the transition toward a seli-sufficient and
productive adult life; and,

« In the case of a child with respect to whom the permanency plan is adoption,
guardianship or another planned permanent living arrangement (APPLA), documentation
of the steps the agency is taking to find an adoptive family or other permanent living
arrangement.

The Department has an appeals process for parents/guardians and children, to the extent of their
ability to participate, who disagree with portions of the Service Plan and wish fo appeal its
implementation (refer to Policy 100,0055, Complaints and Heatings).

Related Procedures

Child Proteciive Services Child Safety Assessment

Child Protective Setvices Intake Symmary

Juvenile Correctional Services Initial Assessmenis

Family Story, Risk and Protective Capacity Assessment and Sertvice Plan
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Child Protective Services Child Safety Assessment
Procedure from Policy 700.0075: i i

A.

A Child Safely Assessment is completed during each investigation to determine if a child
or youth is likely to suffer maltreatment in the immediate future, guide and document
decision making in the removal or return of a child to the child's family during
investigations and guide decision making on child safety factors, that if not addressed,
pose a safety threat to a child.

1. Child Protective Investigator (CPl) completes a Child Safety Assessment (DCYF
#184) during each investigation for children at home.

2. CP! completes a Safety Assessment - Investigation Institutional (DCYF #1 84A)
for children living in foster care.

3. The RICHIST generated DCYF #184 and DCYF #184A are created through the

Investigation window as part of the investigation process (refer to RICHIST
Window Help: Child Safety Assessment Window [Investigative]).

4. Responsibilities of the GPI during a GPS Investigation are outlined in DCYE
Policy 500.0075, Removal of Child from Home.

A Safely Plan is developed when a safety threat has been identified in the DCYF #184 or
#184A and a protective intervention is put into place to remediate the unsafe condition.

1. The Safety Plan contains one or bath of the following elements depending on the
individual safety needs of each child in the family:

a. In-Home Safety Plan is developed when the protective capacity of the
parent or caregiver can be enhanced or suppotted to create safety for
the child.

b. Out-of-Home Safety Plan is developed if reasonable efforts have bean

unsuccessful in preventing the removal of the child from the home, or:

i. Existing protective capacity of the parent or caregiver cannot be
enhanced or supported to provide for the child's safety; ot

ii. There is ho parent or caregiver to provide for the child’s safety

naeds.
2. The safety plan is implemented and active as long as threats to child safety exist
and caregiver protective capacities are insufficient to assure a child is protected.
3. The Safety Plan Is the initial stage of the comprehensive family assessment

process and contains information that must be reviewed at critical points through
DCYF involvement and documented in the family'’s Service Plan
4, The safety plan must be well planned and then written in a detalied manner.

Each safety plan will:

a. Specify what foreseeable danger threats exist.

b. Identify how the foreseeable danger will be managed, including by
whom, under what circumstances and agreaments and in accordance
with specification of ime requirements, availability, accessibility and
suitability of those involved.

C. Consider caregiver awareness and acknowledgement of safety threats
and caregiver acceptance and willingness far the plan to be
implemented.

d. Include how the ptan will be overseen by Department staff across
divisions.
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Child Protective Services Intake Summary
Procedure from Policy 700,0075: Comprehensive Assessment and Service Planning

A Communication between the initial GP1 and Intake staff occurs upon case transfer to
Intake to ensure that the safety threats identified during investigation and the safety plan
are fully communicated to and understood by the Intake worker receiving the case.

1. in addition to transmission of necessary documentation, the primary staff
assigned to the family engages DCYF workers, family members, caregivers,
formal providers, informal providers and natural supports to the family in the
ongoing monitoring of safety management.

2. The safety plan is updated, if approptiate, fo reflect the protective interventions in
place to ensure child safety and manage risk factors.
B. Intake staff completes the RICHIST generated Intake Summary (DCYF #071) as part of

the intake process for non child abuse/neglect matters and new cases resulting from
complsted or pending child abuse/neglect investigations (refer to DCYF Policy 500.0000,
Intake Process - Child Welfare {(Non Child Abuse/Neglect) Matters and DCYF Policy
600.0005, Intake Process for New Cages Resulting from Completed Child Abuse/Neglect

Investigation - Indicated Case).

C. The DGYF #071 builds upon the safety plan outfined in the Child Safety Assessment
(DCYF #184) or Child Safety Assessment - Investigation institutional (DCYF #184A)
completed during the investigation and contains a summary of Identifying family
information on active and inactive children, current agency involvement and idenification
of issues impacting family functioning, ptior DGYF history, protective capacity, risk factors
and interventions, family strengths, formal and informal supports and receptiveness to
intervention and the disposition of the case (refer to RICHIST Windaw Help: Intake

Summary).
D. The family may be assigned to a DCYF Family Services Unit or Juvenile Probation for
further setvices or closed to DCYF. The family may be referred to:
a. Family Community Care Partnership (FGCP) with an agreed upon risk
management plan.
b. Another community partner.
E. If the family becomes active with DCYF, information from the DGYF #071 relating 1o

current and prior DCYF involvement as well as protective capacities pre-fills into the
RICHIST generated Family Story (DCYF #148 A) and Risk and Protective Capacity
Assessment (DCYF #148 B) (refer to Procedure; Family Story, Risk and Protective

Capacity Assessment and Service Plan.)
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Juvenile Correctional Services Initial Assessments
Procedure from Policy 700.0075: i i i

A, Juvenile Probation Staff

1

A Probation Risk/Needs Assessment is used to identify risk to the community
relating to the youth placed on Probation as well as family needs for the
necessary supervision level of the youth (refer to DCYF Policy 800.0005,
Juvenile Probation Supervision).

Juvenite Corrections worker completes the RICHIST generated Probation
Risk/Needs Assessment upon assignment to a youth on Probation and quarterly
throughout the length of time the youth is on Probation {refer to BICHIST Window
Help: Probation Risk/Needs Assessment Window and Probation Risk/Needs He-
assessment Window).

The Family Story (DCYF #148 A) and Risk and Protective Capacity Assessment
(RPCA) (DCYF #148 B) are completed in accordance with Procedure: Family
Story and Risk and Protegtive Capacity Assessment.

B. Rhode Island Training School (RITS)

1

The Intake process far the RITS is outlined in DCYF Policy 1200.1100, Clinical

Services at the Rhode Island Training School and includes, but is not limited 1o,

a. Massachusetts Youth Screening Instrument Version 2 (MAYS1-2)
i The MAYSI-2 determines the presence of acute mental health
issuas which may require prompt intervention for residents.
if. The MAYSI-2 is administered by RITS staff to youth within forty-
eight (48) hours of detention at the RITS.
b. The Global Appraisal of individual Needs (GAIN) assessment
i. The GAIN evaluaies a broad spectrum of mental health and
substance abuse issues o determine necessary levels of
treatment and placement of youth sentenced to the RITS.
fi. The GAIN is completed by the RITS Clinical Social Worker within
thitty (30) days of a youth’s adjudication to direct further
assessment and service planning while the youth is at the RITS.
The Family Story (DCYF 148 A) and Risk and Protective Capacity Assessment
(RPCA) (DCYF #148 B) are completed in accordance with Procedure: Family
Story and Risk and Protective Capacity Assessment.
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Family Story, Risk and Protective Capacity Assessment and
Service Plan
Procedure from Policy 700.0075: Comprehensive Assessment and Service Planning

A,

The documents used in the assessment process are the Family Story (DCYF 148 A) and
the Risk and Protective Capacity Assessment (RPCA) (DCYF #148 B).

1.

The Family Story is a social and assessment summary that is continually
developed throughout the course of DCYF involvement and includes information
relating to agency involvement, parent and child history, family network, current
assessment, current progress and case transfer/closure.

The Risk and Protective Capacity Assessment (RPCA) is a tool used to
document family information related to validated tisk areas that, if present, may
contribute to child maltreatment or repeat maltreatment, The RPCA determines,
through the collection and analysis of information, the degree to which key risk
tactors impacting safety, permanency and well-being are present in a family
situation that increase the likelihood of maltreatment to a child or adolescent and
identifies protective capacities to mitigate identified risk.

The assessment is completed in parinership with the DCYF worker, child (if age
appropriate), parent(s)/caregiver(s), formal providers, informal providers and hatural
supparis to the family.

1.

The assessment of safety and risk and subsequent decisions are made while
considering the child's need for permanency and well-being and occur
throughout the duration of the family's involvement with the Department,
specifically at critical decision points including, but not limited to:

a. Initial opening to the Department
b. Change in family circumstances
c. Change in placement of child(ren)
d. Reunification and case closure

The Family Story and RPCA are completed for all families receiving services
through Family Services Units (FSU) and for all families of youth active with
Juvenile Correctional Services {JCS) including youth assigned to a Probation
Unit, adjudicated Rhode Island Training School (RITS) residents and pre-
adjudicated residents anticipated to remain beyond thirty (30) days (refer to
CHIST Window Help: Family Story and RICHIST Window Help: Risk and

Protective Capacity Assessment).

a. For families open to the Department as a result of a CPS investigation
relating to an allegation of child abuse and/or neglect, the assessment
process:

i Includes parent(s)/caregiver(s) who have contact with the child
and are providing care.

ii. Is used to assess every child in the household at the initial
assessment and formal six month re-assessments.

ifi. Is used lo re-assess tisk on every child in the household prior to
reunification or significant changes in family situation.

b. For families open to the Department for issues that do not involve a CP3
investigation relating to an allegation of child abuse and/or neglect
(Truancy, Wayward, Delinquency, Drug Court, Children’s Behavioral
Health or JCS), the assessment process:

i. Includes parent(s)/caregiver(s) who have contact with the child
and are providing care.

ii. ls used to assess every active child in the household at the initial
assessment and formal six month re-assessments.

iil. Is used to screen inactive children for safety and risk issues
documenting safety and well-being of inactive children at the
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initial assessment and formal six month re-assessments.
Dacumentaiion includes the status of a child's substance use,
mental health and developmental stability, educational stability,
medical/denial needs and vulnerability and self protection.

iv. s used to re-assess risk on every active child in the household
prior to reunification or significant changes in family situation.
c. In dual supetvision cases, staff communicate and collaborate around

casework responsibilities and decisions (refer to Policy 800.0000,
Transfer and Dual Supervision of Youth by Juvenile Probation and
Family Services).

3. Worker must attempt to engage all members of the family in the assessment
process and document efforis in a case activity note. Worker Is responsible to
complete as much of the DCYF #148 A and #148 B as possible to effectively
evaluate and address risk factors requiring DCYF's involvement.

4. Once termination of parental rights occurs, the Family Story (DCYF #148 A) and
RPCA (DCYF # 148 B) become child specific and documentation cn each
inactive child and parent(s)/caregiver(s) is no longer required.

5. Assessment of safety and assessment of risk are two distinct, yet integrated
critical functions in child protection. Communication between the Intake staff and
ongoing ptimary worker Is critical and oceurs upoh case transfer to ensure that
the safety threats identified during investigation and/or intake and the safety plan
are fully communicated to and understood by the primary worker receiving the
case assighment.

a. In addition fo transmission of necessary documentation, the primary staff
assigned to the family engages DGYF workers, farnily membaers,
caregivers, formal providers, informal providers and natural supporis to
the family in the ongoing monitoring of safety management.

b. The safety plan is updated, if appropriate, to reflect the protective
interventions in place to ensure child safety and reduce risk of future
maltreaiment,

C. The Service Plan is time-limited, individualized and strength-based.
1. The Service Plan outlines how the family will mobilize their strengths and

protective capacities 1o mitigate behaviors identified through the assessment
process that contributed to child maltreatment leading to DCYF involvement.

2. The Service Plan addresses the necessary behavior changes linked 1o risk
factors that affect safety, permanency and child well-being and identifies the
muiual responsibilities and expectations of each parent, child, the Department
and formal, informal and natural supports toward achieving the identified
permanency goal.

3, For youth involved with Juvenile Corrections, the Service Plan also incorporates
youth conditions of probation and the major factors that affect community safety.

D. Action steps are written in the Service Plan, in language the family can understand, to
provide detait on the services and supports that are available to assist the family to reach
the behavior change goal {refer to RICHIST Window Help: RPCA Link to Servige Plan

and RICHIST Window Help: Service Plan, Proceduyes).

E. Engaging family systems and collateral contacis during assessment and service planning
1. DCYF staff must make every effort to personally interview family members,
including children, in the family's home, when appropriate. If not appropriate,
worker documents reasons in the DCYF record (refer to DCYF Policy: 700.0165,
Waotker Client Contac).
2. Ongoing communication and visits with the family, including individual,
parent/child andfor family interviews, are utilized to continuously gather
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H.

information and assess family dynamics and functioning relating to safety and

risk.

Coordinated meetings occur with farmal providers, informal providers and natural

supports to the family throughout DCYF's involvement to capture comprehensive

information about the family and to ensure ongoing family engagement.

Meetings occur at a location appropriate to meet the needs of the family. A

signed Authorization to Obtain or Release Confidential Information (DCYF #007

A and DCYF #007 B ) must be obtained when appropriate.

a. The capacity of a child to participate will vary among children. Most
school-aged children can be expected to participate to some extent if
they are verbal and understand most of the events occurring in their
lives.

h. As age appropriate, worker consults the child on the child's goals and
services, reviews the plan with the child to ensure the child's input,
explains the plan and terms used in language the child can understand,
and includes the child in periodic service planning meetings.

The Department is responsible to locate and engage absent parents. Efforts to

engage and re-engage the family are documented in the DCYF record (refer to

DCYF Policy 7000235, Locating and Engaging Absent Parents).

If a putative father notifies the Department that he may be the father of a child in

care, steps must be taken to determine paternity. Once paternity is established,

the father is included in the assessment and setrvice planning process.

Information collected by the Department relating to the family is entered into RICHIST in
accordance with the time frames detailed in DCYF Policy 700.0100, Rhode sland

Childr

‘s Informatio stem (RIGHIST).

Workers obtain sighatures on the Service Plan to confirm that all parties participated In
the development, review, and revision of the plan and were provided the opportunity to
agree or disagree with the content.

1.

Each party signing the Service Plan has the right to disagree with the content of
the plan and appeal implementation of the plan (refer to BGYF Policy 100.0055,
Complaints and Hearings).

a. The primary worker explains the Department's appeal procedure to the
parents and child, to the extent of his/her ability to understand, at each
signing of the Service Plan (DCYF #032).

b. Worker assists each parent and child to participate in the appeal process
by praviding at a minimum a copy of the DCYF form #016, Formal
Request for Hearing, instructions for completing the form, and guidance
as to how to process the appeal through the various stages.

The following individuals sign the Service Plan:

Parents/guardians

Children twelve {12} years of age or older (with capacity to participate)

DCYF primary service wotkers and supervisors

Foster parents or provider agency representatives who are involved in

the development of the Service Plan and are directly responsible to

provide the services prescribed in the Service Plan

e. Department staff person, other than the primary service worker, who is
involved with the family

f. Pre-adoptive parents in cases where parental rights have been
terminated and the child is in a pre-adoptive home where the foster
parents have initiated the adoption process

poTe

Timeframes for completion, review and approval of the Service Plan

1.

Family Services and Juvenile Corrections youth assigned to Probation
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a. The initial DCYF #032 is completed by the assigned Family Services
Caseworker or Juvenile Corrections worket within sixty (60) days of
removal from the home or assignment to FSU/JCS.

b. In the event adjudication occurs on a Dependency, Neglect and/or Abuse
petition prior to the timeframe above, the Service Pian is developed and
submitted to the Court within thirty {30) days of the adjudication.

c. Subsequent Setvice Plans are completed by the assighed primary
service worker at six (6) month intervals or within thirty (30) days of a
change in the permanency goal.

d. For a child active in FSU/Probation where child abuse or neglect is
subsequently indicated, the primary setvice worker is responsible for any
needed changes in an existing DCYF #032 within thirty (30) days of the
completed investigation.

. Transition planning occurs during the appropriate timeframe outlined
below in K.

2, Rhode lsland Training School (RITS) adjudicated residents and pre-adjudicated
residents anticipated to remain beyond thirty {30) days

a. The initial Service Plan (DCYF #032) is completed thirty (30) days
following adjudication for adjudicated residents and within 30 days
following admission for residents anticipated to remain beyond thirty (30)
days.

i. The DCYF #032 is developed during the initial service planning
meeting, during which the treatment team examines all material
gathered during intake.

iil The treatment team is chaired by the Clinical Director or his or
het clinical designee and includes the Unit Manager, a member
of the education/vocational education staff, the Clinical Social
Worker, a Juvenile Program Worker (JPW), the resident, the
resident's parents/guardians and other resource personnel,
including, as appropriate, a psychiatrist, psychologist, physician
or other staff.

iii. The Family Story (DCYF 148 A) is prepared for this meeting and
includes, but is not limited to, social history, family background,
educational and vocational, behavioral, medical, applicable
psychological, psychiatric and neurological information.

iv. For residents who are eligible for Special Education Services,
the Service Planning and Individual Education Plan {IEP)
processes are closely coordinated.

b. The primary JCS worker is responsible for creating and maintaining the
DCYF #032 for the resident in RICHIST.

C. The RI Training School Education Program representative is responsible
for entering educational information for the resident in RICHIST.

d. The Unit Manager is responsible for overseeing the implementation of

the resident's Service Plan and for bringing it to the attention of

approptiate staff.

8. The Sarvice Plan is reviewed and, if appropriate, revised at the bi-
monthly review meeting (refer to RICHIST Window Help: RITS.ITP/Bi-
Manthly Review Completion).

i A bi-monthly review is chaired by the Unit Manager and attended
by the treatment team. This review is required for all adjudicated
residents and pre-adjudicated residents anticipated to remain
beyond thirty {(30) days.

il. The treatment team considers progress in locating community
placements for residents and in providing other setvices
prescribed in the DCYF #032.
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iii. Unit Manager documents in RICHIST the date of the bi-monthly
review, individuals who were invited and individuals who

attended.
iv. The Clinical Social Worker revises the Service Plan if
appropriate.
f. A new DCYF # 032 is completed in RICHIST by the assigned primary

service worker at six (6) month intervals.

i This generally occurs at the third bi-monthly review.

ii. A new DCYF #032 is also completed within thirty (30} days of a
change in the permanency goal.

g. Transition planning occurs during the appropriate timeframe outlined
below in L.
3. In dual supervision cases, staff communicate and collaborate around casework

responsibilities and decisions (refer to DCYF Policy 800.0000, Transfer and Dual

Supervision of Youth by Juvenile Probation and Family Services).

4, Any change in the DGYF #032 which does not alter the permanency goal for the
child is entered as an Addendum to the DGYF #032. Changes must be
acknowledged by the signature of all parties who originally signed the DCYF
#032 (refer to RICH|ST Window Helo FCRPCA/Service Plan Addendumj.

5. Once a Service Plan is incorporated into a court order, any change in the plan
must be put before the court in the form of a motion filed in advance of the court
date. This motion must be filed in conjunction with DCYF legal staff with notice
provided to other involved parties.

8. The completed Service Plan is sent to the primary worker’s supervisor for
approval.

Each Service Plan includes a Visitation Plan (refer to DCYF Policy 700.0040, Visitation
Policy) if the child is in care including details specific to the following:

1. Parent/Guardian Visits
2, Sibling Visits
a. The Department must make reasonable efforts to place siblings together

in the same foster care, adoption or guardianship placement unless it is
contrary to the safety or well-being of any of the siblings.

b. If siblings cannot be placed together because it is contrary to the safety
or well-being of any of the siblings or because a sibling is a RITS
resident, the Department must make reasonable efforts to facilitate
visitation or ongoing contacts with siblings that cannot be placed
together.

J. Each Service Plan includes an Educational/Medical Statement, which contains federally
required health and education information that must be provided to the foster care
provider when a child enters placement. The Educational/Medical Statement contains
information on the educational stability of each child including the most recent information
required as follows:

1. Name and address of health and educational providers

2, Grade level performance

3. School record

4. Assurances that the child’s placement in foster care takes into account the

appropriateness of the current educational setting and the proximity to the school
in which the child is enrolled at the time of placement; and

5. Assurances that the Department has coordinated with appropriate local
educational agencies to allow the child to remain in the school in which the child
is enrolied at the time of placement; or, if remaining in such school is not in the
best interests of the child, assurances that DCYF and the local educational
agencies provide immediate and appropriate enroliment in a new school, with all
of the educational records of the child provided to the school. Reimbursement is
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provided to the foster care provider for reasonable travel for the child to remain in
the same school he or she was attending prior to placement in foster care.
Record of immunizations

Known medical problems

Medication :

Any other relevant health and education information concerning the child deemed
appropriate by the agency

10. Documentation to support if a child is not enrolled in school

N

K. Each Service Plan includes a permanency goal spegcific to the family's situation including
a projected date for achieving the identified permanency goal. The Deparlment, in
campliance with Federal Law, confers with the family to review the permanency plan of
each child in placement at least every six (6) months {refer to DCYF Policy 700.0030,
Adminisirative Review).The goals include:

1. Maintenance at home
a. For a child remaining at home, the permanency goal is maihtenance of
the child at home.
b. The child's safety must be assured.
C. The Service Plan must describe the services offered and provided to

prevent removal of the child from the home including the individual
selvices provided to each parent and child.

d. When this goal is selected, worker determines if the child is at imminent
risk to be placed in substitute care in RICHIST {refer to BICHIST Window

Help: Service Plan Window).

2. Reunification
a. For a child in placement, the initial permanency goal is reunification in
nearly all situations with specific exceptions as approved by the Family
Court.
b. Family reunification is the planned process of reconnecting children in

out-of-home care with their families by means of a variety of services and
suppotts to the children, their families, and their foster parents or other
service providers.

c. Service planning is directed toward addressing those behaviors
associated with safety and risk factors which led to the child being
removed from his or her home.

d, The Department assesses and refers the family to the appropriate array
of services to achieve reunification in the shortest time possible with
consideration for the child's safety and well-being.

e. The Service Plan must be designed to achieve a safe placement for the
child in the least restrictive {most family-like} setting available, discuss
the proximity of the child's placement to the home of the parents, and
discuss how the placement is consistent with the best interests and
special needs of the child.

f. For youth sentenced to the RITS, the initial permanency goal is generally
reunification. For youth transferring from FSU or Probation, the goal then
reflects prior history. At the time of the discharge/transition meeting, an
appropriate permanency goal will be identified after a review of the
youth's individual/family needs.

3. Adoption
a. When reunification is not viable, adoption by relatives, foster parents, or
a licensed adoptive resource is the preferred permanency goal.
b. The Service Plan must document the steps to finalize a placement

including child-specific recruitment efforts to facilitate an orderly and
timely In-State and interstate permanency placement when the
permanency goal is or becomes adoption.

4. Givardianship

R! DCYF Comprahensive Assessman and Service Planning 11

1/24/2011




a. If the Department and the Family Gourt have determined that
reunification and adoption are not viable permanency options and that it
is in the best interest of the child to be placed with a kinship guardian,
the Service Plan permanency goal is changed to guardianship {refer to
DCYE Policy, 700,0045 Legal Guardianship and Kinship Guardianship
Assistance).

b. The Service Plan must document the steps that the agency has taken to
determine that it is not appropriate for the child to be returned home or
adopted. The Service Plan must also address the following:

i The reasons for any separation of siblings during placement;

il. The reasons why a permanent piacement with a fit and willing
relative through a kinship guardianship assistance arrangement
is in the child's best interests;

ki The ways in which the child meets the eligibility requirements for
a kinship guardianship assistance payment;

Iv. The efforts the agency has made to discuss adoption by the
child's relative foster parent as a more permanent aliernative to
legal guardianship and, in the case of a relative foster parent
who has chosen not to pursue adoption, documentation of the
reasons; and

V. The efforts made by the Department to discuss with the child's
parent or parents the kinship guardianship assistance
arrangement, or the reasons why the efforts were not made.

5. Another Planned Permanent Living Arrangement (APPLA} includes; Permanent

Placement with a Fit and Willing Relative, Planned Living Arrangemant
/independent living, when appropriate for youth over age 16, and Planned Living
Arrangement/Othet.

a.

b.

APPLA is a permanent placement for the child that identifies a lifelong
connection.

The Service Plan must document the steps fo finalize a placement
including child-specific recruitment efforts to facilitate an orderly and
timely in-State and interstate permanency placement when the
permanency goal is or becomes APPLA. The Service Plan must specify
who will be the permanent connection for that youth, if identified, and
how DCYE is working to maintain that connection.

APPLA is appropriate only when the court has been provided with
documentation that compelling reasons exist which make all cther
permanency options unacceptable. These reasons will be re-examined
at each Administrative Review and every permanency hearing to assess
whether a more preferred permanency option is possible.

ASFA indicates that a fit and willing relative can provide APPLA and that
termination of parental rights does not have to occur within the allotted
time frame if a compelling reason is pravided to the Court.

A relative may be fit and willing o care for the child without being
prepared to consider legal guardianship or adoption.

When determining if placement with a fit and willing relative is
approptiate, the worker must consider the relationship between the child
and parent(s}, the child and relative(s) and the relative(s) and the child’'s
parent(s). A compelling reason is documented and provided to the Gourt
addressing the established relationships and why neither adoption nor
guardianship is a viable permanency optiofi.

L. Transition planning occurs during the ongoing assessment process. Service Plans are

updated to ref

lect behavior changes and actions steps to achieve permanency for each

child. In compliance with Section 475 of the Social Security Act transition planning
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oceurs, and is documented in the Setvice Plan at minimum, during the following

timeframes:

1. For each child age sixteen (16) or older, where approptiate, the Service Plan
includes a written description of the programs and services that will help the
youth prepare for the transition from foster care to independence (refer to DGYF
Policy 700.0200, Independent Living). The Service Plan must address the
following:

Housing

Financial support

Health care

Education/vocation planning

Procurement of nacessary documents

. Personal community support systems

2. During the 90-day period immediately ptior to the date on which a youth in foster
care will attain eighteen (18) years of age, the assigned worker and, as
appropriate, other representatives of the child provide the child with assistance
and support in developing a transition plan, documented in the Service Plan, that
is personalized at the direction of the child and detailed as the child may elect.

~e oo T

a. The transition plan is focused around skills to gain independence and
includes specific options on following areas:
i Housing
ii. Health insurance
iil. Education
iv. Local opportunities for mentors and continuing support services
A Work force supports and employment services

b. The transition plan includes information about the impartance of

designating another individual to make health care treatment decisions
on behalf of the child if the child becomes unable to participate in such
decisions and the child does not have, or does not want, a relative who
would otherwise be autharized under RI law to make such decisfons, and
provides the child with the option to execute a health care power of
attorney in accordance with RIGL 23-4.10-1 - 12,

3. Sixty (60} to ninety (90) days prior to the resident's anticipated end of RITS
sentence, a bi-monthly review meeting, specifically designated a transition
planhing mesting, is held. (Refer o RICHIST Window Help: Transitional Living &
Discharge Plan Templates.)

a. The purpose of this meeting is to delineato transition needs and to begin
coordination of services that the resident will receive in the comimunity.
b. If the treatment team concludes that a resident has completed all

required programming and has suitable discharge/transition plans in
place, the team recommends to the Supetintendent that the Family Gourt
be petitioned to consider early release. This recommendation is
accompanied by a report, which includes the post-release plan
summarizing the resident's progress at RITS, specifying any community
placements, noting where the resident will live upon release and what
after-care programming the resident will receive, and setting out the
grounds for the recommendation.

c. The treatment team may also conclude that the resident has critical
treatment needs which canhot be met at the RITS and should follow the
same plan as above to seek the child's release.

M. Distribution of the Family Story, Risk and Protective Capacity Assessment and Service
Plan
i. The primary service worker must use discretion to maintain the family’s right to

privacy. A signed Authorization to Release Confidential Information (DCYF #007
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A) must be obtained when appropriate (refer to DCYF Policy 100.0000,
Confidentiality).

2, The Family Story, Risk and Protective Capacily Assessment and Service Plan
are included in referral packets for treatment providers and placement providers.
3. The Family Story, Risk and Protective Capacity Assessment and Setvice Plan

are accessible in RICHIST to quality assurance staff in DCYF Data and
Evaluation for review prior to scheduled administrative reviews or during routine
child and family service reviews.

4, The original signed Service Plan is filed in the case record. A copy is given to
the parents, and copies are provided to children, if age appropriate, and to each
outside agency involved In the development of the Service Plan or directly
responsible to provide services prescribed in the Service Plan.

5. The Educational/Medical Statement is updated and provided to the foster
parent/provider at the time of each placement. Federal Law requires the
Department to provide, at no cost, a copy of the child’s health and education
record to the child at the time the child exits foster care at age of majority.

8. The Educational/Medical Statement is provided to the foster parents separate
from the Service Plan if it is not appropriate for the caretakers to receive the
entire Service Plan,

7. Copies of the Service Plan are periodically provided to the Family Court in
situations where there is Gourt involvement with the family.

a. Within thirty {30) days of adjudication on a Dependency/Neglect/Abuse
petition;
b. No less frequently than on an annual basis at the time of the
Permanency Hearing (refer to DCYF Policy 1100.0000, Obtaining
Custody of Child through the Dependent/Neglect/Abuse Petition), and;
C. At the time of the Family Court review of voluntary placements
8. A copy of the Service Plan is given to the CASA or Guardian Ad Litem (GAL).
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Criteria for a Child Protective Services Investigation

Rhode Island Department of Children, Youth and Families
Policy: 500.0010
Effective Date: July 7, 1984 Revised Date: December 9, 2011 Version: &

The Department of Children, Youth and Families initiates a Child Protective Setvices {CPS)
investigation when a report that meets Investigation Criteria is made to the CPS Hotline. Reports
may involve families new to the Department, families actively being serviced by the Deparfment,
families previously active with the Department and incidents of institutional abuse and/or neglect.
The repott must involve a child under 18 years of age or under 21 years of age if the youth is
rasiding in foster or institutional care or if the youth is in Department custody, regardless of
placement.

Investigation Criteria 1 - Child Abuse/Neglect (CA/N) Report - RIGL 40-11-3 requires the
Department to immediately investigate reports of child abuse and neglect. The circumstances
reported, if true, must constitute child abuse/neglect as defined by RIGL 40-11-2,

Investigation Criteria 2 - Nan-Relative Caretaker - RIGL 42-72.1-4 requires that no parent shall
assign or otherwise transfer to another, not related to him or her by blood or marriage, his or her
rights or duties with respect to the permanent care and custody of his of her child under eighteen
(18) years of age unless duly authorized by an order or decree of the court.

[nvestigation Criteria 3 - Sexual Abuse of a Child by Another Child - RIGL 40-11-3 requires the
Department to immediately investigate sexual abuse of a child by another child.

Investigation Criteria 4 - Duty to Warn - RIGL 42-72-8 allows the Department to release
information if it is determined that there is a risk of physical injury by a person to himself/herself or
others and that disclosure of the records is necessary to reduce that risk. If the Hotline receives a
report that a perpeirator of sexual abuse or serious physical abuse has access o another chiid in
a family dwelling, that report is classified as an investigation and assigned for investigation.

Investigation Criteria 5 - Alert to Area Hospitals —~ Safety of Unborn Child - RIGL 42-72-8 allows
the Department to release information if it is determined that there is a risk of physical injury by a
person to himselffherself or others and that disclosure of the records is necessary 1o reduce that
tisk. The Department issues an alert ta area hospitals when a parent has a history of
substantiated child abuse/neglect or a child abuse/neglect conviction and there is concern about
the safety of a child.

A report made to the GPS Hotline that contains a concern about the well-being of a child, but
does not meet the criteria for an investigation, may be classified as an Information/Refetral {I/R)

Report. Refer to DCYF Policy 500.0040, Information/Referral (/R) Reports.

Related Procedure

Criteria for a Child P ive Services Investigati

Related Policy




Criteria for a Child Protective Services Investigation
Procedure from Policy 500.0010: Criteri i i I

i Investigation Criteria 1

A. The Department investigates reports that allege child abuse and/or neglect when
reasonable cause to believe that abuse or neglect exists. Child Abuse/Neglect (CA/N)
Reports accepted for investigation contain the following elements:

1. Harm or substantial risk of harm to the child (under 18 or under 21 years of age if
in Department placement or custody) is present.

2. A specific incident or pattern of incidents suggesting child abuse and/or neglect.

3. A "person responsiple for the child's welfare" has allegediy abused or neglected

the child. RIGL 40-11-2 defines a "person responsible for the child’s welfare" as
the child's parent ot guardian, any individual, eighteen (18) years of age or older,
who resides in the home of a parent or guardian and has unsupervised access 1o
a child, a foster parent (relative or non-relative), an employse of a pubfic of
private residential home or facility or any staft person providing out-of-home care,
which includes farmity child care, group child care and center-based child care.

B. Call Floor Child Protective investigator (CP1) completes a Child Protective Services
(CPS) report in RICHIST for all reports alleging child abuse and neglect.

C. rield GP} initiates an investigation within twenty-four hours if the report is accepted tor
investigation.

b. An investigation relating to a foster home or child care facility Is conducted in
conformance with ] i ificati

il Investigation Criteria 2: Non-Relative Caretaker

A, A CPS Investigation is initiated when the Department receives a report that a parent has
assighed or otherwise transferred to another, not related to him or her by bload of
marriage, his ot her rights or duties with respect to the permanent caré and custady of his
or her child under eighteen (18) years of age, unless the arrangement was authorized by
an order or decree of the court.

B. During the investigation, it is determined if the home is suitable for the child. If the
placement is deemed appropriate, the Department licenses the caretaker if she/he meets
licensing standards and is able to meet the needs of the child.

C. If the placement Is unsuitable, the Department removes the child and places him or her in

an appropriate living arrangement. if the child must be placed in out of home care, {he
Department must first explote potential relatives as placement resources (refer to DCYE

).
D. The Call Floor GPI completes a GPS report.
E. The Field CPi initiates an investigation within twenty-four hours if the report is accepted

for investigation.

il Investiqation Criteria 3 — Sexual Abuse of a Child by another Child
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A, The Department is required by RIGL 40-11-3 to immediately investigate sexual abuse of

a child by another child. The Department initiates an investigation when:
1. The incident appears to have occurred as a result of parental abuse or neglect.
2. The nature of the sexual activity is determined fo be unexpacted, abusive and
exploitative, even if there is no indication of parental abuse or neglect. The
following factors are considered:
a. Coercion-based
b. Bullying and lack of parity
C. Age difference
d. One child is physically or mentally disabled
a. Explicit reenactment of adult sexual actlvity
f. Fear, sharne or discomfort
g. One child's physical or mental health or welfare is harmed or threatened
with harm as a result of the abuse.

B. The Department does hot consider behavior to be sexual abuse and does notinitiate a
CPS investigation when the activity is determined to be expected, healthy and normative.
The following factors are considered:

1, Curiosity-based.

2. Mutual interest and consent.
3. l.ooking, touching.

4, Often fun and silly.

C. The Hotline CPl completes a GPS repott.

D. The Field CPI initiates an investigation within twenty-four hours if the report is accepted
for investigation.

[\ Investigation Criteria 4: Duty to Warn

A. RIGL 42-72-8 allows the Department to release information if there is a risk of physical
injury by the person to himself/herself or others and that disclosure of the records is
necessary io reduce that risk.

B. In accordance with the law, a GPS Investigation is initiated when the Hotline receives a
report that a perpetrator, who has been convicted, adjudicated or indicated for the
following categoties of sexual abuse or serious physical abuse, has physical access to
other children in a family.

1. Convictions
a. Murder (involving a child)
b. First degree child abuse
G. Battery by an adult upon children ten years of age or younger - serious
bodily injury
d. First degree child molestation
e. Second degree child molestation
2. Adjudications in Family Gourt
a. Termination of Parental Rights based on finding of conduct toward a
child of a cruel and abusive nature
b. Sexual abuse
3. Indicated Abuse Findings (CPS)
a. Death
b. Brain damage
c. Subdural hematoma
d. Internal injuries
e. Intercourse
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f. Sexual exploitation
g. Molestation

The Hotline CPI completes a CPS report.

The Field CPI initiates an investigation within twenty-four hours if the report is accepted
for investigation.

Field CPI atlempts to verify any prior adjudication on a Dependency/Neglect/ Abuse
petition, criminal conviction in Family, District or Supetior Court or a CPS indicated
finding of allegations of sexual abuse and/or serious physical abuse pettaining to the
alleged perpetrator,

Field CPI attempts 1o verify the identity of the person previously been adjudicated,
convicted and/or been the subject of a prior CPS finding on charges/allegations of sexual
abuse and/or serious physical abuse.

Prior to responding to the home, the Field CPI contacts legal counsel to determine what,
if any, information can be disclosed to the primary caretaker pursuant to the provisions of
RIGL 42-72-8. After-hour inguiries are referred to the on-call administrator who consults
the Chief Legal Counssl.

Field CPI responds to the home and interviews the child to determine if he/she has been
a victim of any act of abuse and/or neglect by the alleged perpetrator,

Field CPI determines if there is a substantial risk of imminent physical or emotional harm
to any child residing in the same household as the alleged perpetrator or to whom the
alleged perpetrator has frequent access. The CPl and his/her supetvisor consider any
appropriate factors in assessing risk to the child, which include but are not limited to:
How long ago the conviction, adjudication and/or indicated finding occurred;

2. Whether the alleged perpetrator has engaged or is engaging in clinical treatment
to address the issues of prior sexual abuse and/or serious physical abuse;

3. The age of the child(ren) residing in the household,

4, Whether there has been any ptior Department involvement with the child who is

the subject of the current investigation;

5. Whether or not the family is amenable to services; and

6. Whether the child has disclosed any acts of abuse and/or neglect by the alleged
perpetrator.

If the GPI, in consultation with his/her supervisor, determines that there exists a
substantial risk of imminent harm to the child, the CPl advises the primary caretaker that
the alleged perpetrator must not be allowed further access to the child.

If the alleged perpetrator is a natural parent or legal guardian of the child and agrees to
leave the home of the primary caretaker, the CPI consults with Department’s Legal
Gounsel regarding the filing of a Dependency/Neglect/Abuse petition.

If the primary caretaker is unwilling or unable to ensure that the alleged perpetrator will
not be allowed access to the child and/or the alleged perpetrator is unwilling to leave the
residence of the primary caretaker, the CPI consults with legal counsel and takes
immediate action to ensure the protection of the child.

Investigation Criteria 5: Alert 1o Area Hospitals — Safety of Unborn Child
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A RIGL 42-72-8 allows the Depariment to release information if it is determined that there is
arisk of physical injury by the person to himself or herself or others, and that disclosure
of the records is necessary to reduce that risk.

B. In accordance with this law, the Department issues an alett to area hospitals when itis
believed that there may be risk of harm to a child born to a parent with a history of
substantiated child abuse or neglect or a child abuse/neglect conviction.

1. Reasons for an alert may include, but are not limited to:

a. Parent has exhibited behavior or conduct that is seriously detrimental to
a child of a duration that renders it improbable far the parent to care for a
child for an extended period of time.

b. Parent has subjected another child to aggravated circumstances,
including abandonment, torture, chronic abuse or sexual abuse.

C. Parent has committed voluntary manslaughtier of another child.

d. Parent has aided or abetted, attempted, conspired or solicited to commit
such a murder or such a voluntary manslaughter.

e. Parent has had his/her parental rights to a sibling of the child terminated
involuntarily.

f. There is a history of chronic substance abuse by one or both parents.

a. Parent has inflicted excessive corporal punishment upon a child,
resulting in physical injury to the child.

h. Parent has a history of mental or emotional disability which has proven to
render the parent unable to care effactively for his or her children.

2. The alerl requests that the hospital contact the GPS Hotline upon the birth of the
irfant as a result of the Department's concerns about the welfare of the child.

C. Issuing an Alert
1. An alert regarding the safety of an unborn child may be initiated by a Family

Service Unit (FSU) worker, by a CPS worker or by a Juvenile Gorrectional

Services (JCS) worker.

a. An alert may be initiated by an FSU worker on an open case, on a case
that will close during the pregnancy due to a Termination of Parental
Rights or on a recently closed case.

b. An alert may be initiated by a Call Floor GPI on a case not open to the
Department.

c. An alert may be initfated by a JCS worker, which includes Juvenile
Probation and the Rhode Island Training School.

2. Worker discusses the need for an alert with his/her supervisor and administrator
in order to obtain approval.
3. Upon approval, the following processes are completed:

a. FSU, CPS or JCS supervisar completes a Case Activity Note (CAN} in
RICHIST, indicating any special instructions, such as an available
placement resource.

. Supervisor sends an e-mail to all CPS administrators informing them of
the alert.

c. Worker completes the DCYF # 198, Alert to Area Hospitals - Safety of
Unborn Child.

4, FSU, GPS ot JCS supervisor and administrator sign the alett.
5 FSU, CPS or JCS supervisor sends the alert to area hospitals.

D. When the Hotline receives a response to the alert upon the birth of the child, the report is
reviewed. A determination is made whether the report is assignad for investigation oy
downgraded to an /R Report in conformance with DCYF Policy 500.0040,
Information/Referral (I/R) Reports.
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Drug Usage During Pregnancy

Rhiede Island Department of Children, Youth and Families

Policy: 500.0125
Effective Date. January 22, 1990 Version: 1

Substance abuse is a major problem in the United States. Assisting the children of substance
abusing families has become a major aspect of the Department’s role in the community. About
11 percent of the children born in the United States have had some exposure to licit and/or illicit
drugs. The number of pregnant women using illegal drugs and/or excessive amounts of alcohol
continues to grow despite warnings about effects on the fetus and possible long term problems
for the child after birth. As examples, the use of cocaine during pregnancy may cause fong term
problems including malformed genital and urinary organs, a tendency to stop breathing, a higher
risk of crib death, retarded growth, stiff limbs, irritability, a missing small intestine and strokes
and seizures. Babies born to women who abuse alcohol may have fetal alcohol syndrome, a
complex of birth defects including retarded growth and cardiac abnormalities. Other drugs may
also cause birth defects when used by pregnant women. For purposes of this policy, the term
drugs means a controlled or illegal substance and/or chemical (including, but not limited to, PCP,
heroin, cocaine and methamphetamines.)

The Department carefully considers all calls to the Child Abuse Hotline made by prenatal clinic
worlkers, professionals, or other concerned individuals alleging that a pregnant woman is using
drugs and/or alcohol. If there are specific allegations of abuse and/or neglect of children in the
home, an investigation is conducted. If there are no specific allegations and/or no children in the
home, the information alleging drug and/or alcohol abuse is put into RICHIST as an Early
Warning. When a woman has tested positive for drugs and/or alcohol during prenatal treatment,
there is good cause to test both her and her baby for the presence of drugs immediately after the
birth.

Babies born with drugs in their systems, as evidenced by a positive toxicology screen at birth or
observable withdrawal symptoms, babies born to mothers who admit using drugs during
pregnancy or who have been observed ingesting drugs, and babies born with fetal alcohol
syndrome must be reported to the Child Abuse Hotline. A Report of Examination should be
completed by the attending physician/nurse practitioner, Tt is important that, if the method of use
is known, such information be given to DCYF as there is a greater risk of HIV infection for both
mother and chifd when drugs are used intravenously. All such reports are investigated by
DCYF.

When a call alleging drug/alcohol abuse by mother is received on the Child Abuse Hotline after a
newborn is already home, an investigation will be conducted if there is a specific allegation of
abuse and/or neglect of the newborn and/or other children in the home. If during the course of
the investigation, credible evidence is uncovered which proves that mother used drugs and/or
alcohol during pregnancy (i.e. positive prenatal drug screen(s), positive toxicology screen on
mother or newborn while in the hospital or admission by mother that she used drugs during
pregnancy), an allegation of drug/alcohol abuse will be added to the investigation. An indicated
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allegation of drug/alcohol abuse usually warrants legal action whether the facts are substantiated
prior to the newborn leaving the hospital, or after the newborn is at home.

To ensute that these babies and their families are provided with necessary intervention,
drug/alcohol treatment and social services, the assigned CPI consuls with his/her supervisor and
DCYF Legal Counsel as to the advisability of requesting an Order of Detention, ex parte. If an
Order of Detention is not requested, the CPI will file a straight petition. When the matter comes
before the court, DCYT will recommend that mother (and father, if appropriate) receive drug
treatment.

Legal and investigative/casework staff will, however, be allowed some discretion in determining
whether or not the Department should pursue legal action and may decide not to initiate legal
action if an indicated allegation of drug/alcohol abuse is based on a situation containing both of
the following factors. First, the mother admits to using drugs/alcohol only during the first
trimester of her pregnancy and second, there is no evidence (i.e. positive prenatal drug screen(s)
during the second or third trimester, positive toxicology screen on mother or newborn, baby
displaying withdrawal symptoms, or admission of drug use during second or third trimester) that
mother used drugs and/or alcohol after the first trimester of pregnancy. During this Legal
Consult, staff review all the facts of the case, including the type and frequency of drug usage.

Related Procedures...

Renorts that a Pregnant Woman is Using Drugs

Allecation that a Newborn’s Mother Used Drugs During Pregnancy

Alleging that the Mother of a Newborn who is Already Home from the Hospital is Using Drugs




Reports that a Pregnant Woman is Using Drugs

Procedure From Policy 500.0125: Drug Usage During Pregnancy

A, A CPS report is completed by the Call Floor worker for all reports that a preghant woman
is using drugs:
1. An investigation will be initiated if there are specific allegations of abuse and/or
neglect of child(ren) in the home.
2. An Barly Warning will be entered into RICHIST if there are no specific
allegations of abuse and/or neglect and/or there are no child(ren) in the home.




Allegation that a Newborn's Mother Used Drugs During Pregnancy

Procedure From Policy 500.0125: Drug Usage During Pregnancy

A. A CPS report is completed by the Call Floor worker for all reports alleging that a
newborn's mother used drugs during pregnancy. The allegation is drug/alcohol abuse:

The CPS repott is forwarded through the Call Floor Supervisor to the

Investigative Unit for assignment.

An investigation of the report is initiated by a CPI.

The CPI gathers all information pertinent to the case and completes the

investigation:

L.

2.
3.

a.

If the investigation is indicated (i.e. positive prenatal drug screen(s),
positive toxicology screen on mother or newborn while in the hospital,
baby having withdrawal symptoms or admission by mother that she used
drugs during pregnancy), the CPI confers with his/her supervisor as to the
advisability of requesting an Order of Detention, ex parte, The CPI
consults with DCYF Legal staff. 1f it is determined that an Order of
Detention is not warranted, the Child Protective CP1 files a straight
petition.
If the mother admits to using drugs/alcohol only during the first trimester
of her pregnancy and there is no evidence (i.e. positive prenatal drug
screen(s) during the second or third trimestet, positive toxicology screen
on mother or newborn, baby displaying withdrawal symptoms, or
admission of drug use during second or third trimester) that mother used
drugs and/or alcohol after the first trimester of pregnancy, legal and
investigative/casework staff will be allowed some discretion in
determining if the Department should pursue legal action:
(1)  Staffreview all the facts of the case.

(2)  The type and fiequency of the drug/alcohol

usage is discussed in detail.
(3) A decision may be made not to pursue legal action.
The case is transferred to the Intake Unit.




Alleging that the Mother of a Newborn Who is Already Home from the
Hospital is Using Drugs

Procedure From Policy 500.0125: Drug Usage During Pregnancy

A. A CPS report is completed by the Call Floor worker for all reports alleging that the
mother of a newborn who is already home from the hospital is using drugs:
The allegation to be used is determined by the Call Floor worker depending on the
information given by the caller. If, during the course of the investigation,
substantive information is learned which indicates that the mother used drugs
and/or alcohol during pregnancy (i.e. positive prenatal drug screen(s), positive
toxicology screen on mother or newborn while in the hospital or admission by the
mother that she used drugs and/or alcohol during pregnancy), an allegation of
drug/alcohol abuse is added by the CPI.
The CP1 gathers all information pertinent to the case and completes the
investigation:

[.

3.

a.

b.

d.

If the investigation is Indicated, the CPI confers with his/her supervisor as
to the advisability of requesting an Order of Detention, ex parte.

The CPI consults with DCYF Legal staff. If it is determined that an Order
of Detention is not warranted, the CPI files a straight petition.

c. If the mother admits to using drugs/alcohol only during the
first trimester of her pregnancy and there is no evidence (i.e. positive
prenatal drug screen(s) during the second or third trimester, positive
toxicology screen on mother or newborn, baby displaying withdrawal
symptoms, or admission of drug use during second or third trimester) that
mother used drugs and/or alcohol after the first trimester of pregnancy,
legal and investigative/casework staff will be allowed some discretion in
determining if the Department should pursue legal action:

(D Staff review all the facts of the case.

(2)  The type and frequency of the drug/alcohol usage is

discussed in detail.

(3) A decision may be made not to pursue legal action.

The case is transferred to the Intake Unit.

If there is no specific allegation of abuse and/or neglect, the information is put
into RICHIST as an Early Warning.




AUTHENTICATED
WS, GOVERNMENT
INFORMATION

GFO

PUBLIC LAW 114-198—JULY 22, 2016 130 STAT. 656

Public Law 114-198
114th Congress
An Act

To authorize the Attorney General and Secretary of Health and Human Services

to award grants to address the prescription opioid abuse and herein use crisis, M‘Em

and for other purposes. [S. 624]
Be it enacted by the Senate and House of Representatives of
the United States of America in Congress assembled, Kﬁgﬂlprehensige
P
SECTION 1. SHORT TITLE; TABLE OF CONTENTS. Recovery Act
of 2016.

{a) SHORT TITLE.—This Act may 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:

49, USC 201 note.

Sec. 1. Short title; table of contenta.

TITLE I—-PREVENTION AND EDUCATION

See. 101, Task force on pain management.

Sec. 102, Awareness campaigns.

Sec. 103. Community-based coalition enhancement grants to address local drug cri-
ses,

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

Gec. 105. Assisting veterans with military emergency medical training to meet re-
quirement for becoming civilian health care professionals.

Sec. 106. FDA opioid action plan.

See, 107. Improving access to overdose treatment.

Sec. 108. NIH opioid research.

Sec, 109, National All Sehedules Prescription Electronic Reporting Reautherization.

Sec. 110. Opioid overdose reversal medication access and education grant pro-
grams.

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 TII—TREATMENT AND RECOVERY

Sec. 301, Evidence-based preseription opioid and hercin treatment and interven-
tions demonstration.

Sec. 302. Building communities of recovery.

Sec. 803, Medication-assisted treatment for recovery from addictior.

TITLE IV—ADDRESSING COLLATERAL CONSEQUENCES
Sec. 401. GAQ report on recovery and collateral consequences,

TITLE V—ADDIOTION AND TREATMENT SERVICES FOR WOMEN, FAMILIES,
AND VETERANS

Sec. 501. Tmproving treatment for pregnant and postpartum woemen.
Sec. 502. Veterans treatment courts,

Sec. 503, Infant plan of safe care,

Sec. 504, GAO report on neonatal abstinence syndrome {(NAS).
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TITLE VI—INCENTIVIZING STATE COMPREHENSIVE INFTIATIVES TO
ADDRESS PRESGRIPTION OPIOID ABUSE

601, State demonstration grants for comprehensive apioid abuse response.
TTFLE VII—MISCELLANEGUS

701, Grant accountability and evaluations.
702. Partial fills of schedule II controiled substances.
708. Good samaritan assessment,

704. Programs to prevent prescription drug abuse under Medicare parts C and
D

705, Exc,:}uding abuse-deterrent formulations of prescription drugs from the
Medicaid additional rebate requirement for new formulations of pre-

seription drugs.

706. Limiting disclosure of predictive modeling and other analytics tech-

nologies to identify and prevent waste, fraud, and abuse.
707, Medicaid Improvement Fand,

708. Sensge of the Congress regarding treatment of substance abuse epidemics.

TITLE VII—EKINGPIN DESIGNATION IMPROVEMENT

801. Protection of classified information in Federal court challenges relating to

designations under the Narcotics Kingpin Designation Act.

TITLE [X—DEPARTMENT OF VETERANS AFFAIRS

901, Short title.
902, Definitions.

Subtitle A—Opicid Therapy and Pain Management

911. Tmprovement of opioid safety measures by Department of Veterans Af-

fairs.

912. Strengthening of jeint working group on pain management of the Depart-

ment of Veterans Affairs and the Department of Defense.

. 913. Review, investigation, and report on use of opioids in treatment by De-

partment of Veterans Affaivs,

814, Mandatory disclosure of certain veteran information to State controlled

substance monitoring programs.

916. Elimination of copayment requirement for veterans receiving opioid an-

tagonists or education on use of opioid antagonists.

Subtitle B-—Patient Advocacy

921. Community meetings on improving care furnished by Department of Vet-

erans Affairs.

999, Tmprovement of awareness of patient advocacy program and patient bill

of rights of Department of Veterans Affairs,

923, Comptroller General report on patient advocacy program of Department

of Veterans Affairs.

994. Establishment of Office of Patient Advocacy of the Department of Vet-

erans Affairs.

Subtitle O Complementary and Integrative Health

. 931, Expansion of research and education on and delivery of complementary

and integrative health to velerans,

932. Bxpansion of research and education on and delivery of complementary

and integrative health to veterans.

933, Pilot program on integration of complementary and integrative health

and related issues for veterans and family members of veterans.

Subtifle D—Fitness of Health Care Providers

941. Additional requirements for hiring of health care providers by Depart-

ment of Veterans Affairs,

942, Provision of information on health care providers of Department of Vet-

erans Affairs to State medical boards,

943, Report on compliance by Department of Veterans Affairs with reviews of

health care providers leaving the Department or transferring to other

facilities.

Subtitle E—Other Mattera
o51. Modification to limitation on awards and bonuses.
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TITLE I—PREVENTION AND EDUCATION

SEC. 101. TASK FORCE ON PAIN MANAGEMENT. Establishmenl.

(a) DEFINITIONS.—In this section:

(1) SECRETARY.—The term “Qacretary” 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 of Veterans Affairs and the Secretary of Defense,
%hall convene a Pain Management Best Practices Inter-Agency Task

orece.

{c) MeMBERSHIP,—The task force shall be comprised of—

(1) representatives 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 and practicing physicians, dentists,
and nonphysician prescribers;

(3) currently licensed 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;

(R veteran service organizations;

(F) groups with expertise on overdose reversal,
including first responders;

(@) State medical boards; and

(H) hospitals;

(6) experts on the health of, and prescription opioid use
disorders in, 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 Deadline.
task force is convened under subsection (b), propose updates Recommenda-
to best practices and recommendations on addressing gaps or %g%f‘{c
inconsistencies identified under paragraph (1), as appropriate, information.
and submit to relevant Federal agencies and the general public




130 STAT. 698 PUBLIC LAW 114-198—JULY 22, 2016

Public
information.
Time period.

4208C
290bb-25g.

Coordination.

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 State and local levels and
by medical professional organizations to develop improved
pain management strategies, including consideration of dif-
forences 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 by 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
acute pain) to stakeholders, if appropriate.

() LiMITATION,—The task force shall not have rulemaking
authority.

(g) Sunser.—The task force under this section shall sunset
after 3 years.

SEC. 102, AWARENESS CAMPAIGNS,

(a) IN GEN&ERAL.—The Secretary of Health and Human Services,
in eoordination with the heads of other departments and agencies,
shall, as appropriate, through existing prograims 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 drugs
are not taken as prescribed.

(b) Torics.—The education and awareness campaigns under
subsection (a) shall address—

(1) the dangers of opicid abuse;

(2) the prevention of opiocid abuse, including through safe
disposal of prescription medications and other safety pre-
cautions; and

(3) the detection of early warning signs of addiction.

(¢) OTHER REQUIREMENTS.—The education and awareness cam-
paigns under subsection (a) ghall, as appropriate—

(1) take into account any association between prescription
opioid abuse and heroin use;

(2) emphasize-—

(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 1
of fentanyl when mixed with heroin or abused in a similar ;
manner,

SEC. 103, COMMUNITY-BASED COALITION ENHANCEMENT GRANTS TO 91 USC 1536.
ADDRESS LOCAL DRUG CRISES.

(n) DEFINITIONS.—In this section:

(1) ADMINISTRATOR.— The term “A dministrator” 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 COMMUNITLES ACT OF 1997.—The term “Drug-
Free Communities Act of 1997 means chapter 2 of the National
Narcoties Leadership Act of 1988 (21 U.8.C. 1521 et seq.).

(4) ELIGIBLE ENTITY.—The term “cligible 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

a grant under the Drug-Free Communities Act of 1997;

(B) has documented, using local data, rates of abuse
of opicids or methamphetamines 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
Fuature 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

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

() EMERGING DRUG ABUSE 1SSUE.—The term “emerging
drug abuse issue” means a aubstance use disorder within an
area involving—

(A) a sudden increase in demand for particular 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 “local drug crisis”
means, with respect to the area served by an eligible entity—

(A) a sudden increase in the abuse of opicids 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 opicid-related deaths, as docu-
mented by local data.

(7) Oriom.—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 Hahility.
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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
drug crises and emerging drug abuse issues within the area served
by the eligible entity.

(c) APPLICATION.—

(1) IN GENERAL.—An eligible entity seeking a grant under
this section shall 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
aubmit 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) Usk oF FUNDS.—An eligible entity shall use a grant received
under this section—

(1) for programs designed to implement comprehensive
community-wide prevention strategies to address the local drug
erisis in the area served by the eligible entity, in accordance
with the plan submitted under subsection (e)(2};

(2) to obtain specialized training and technical assistance
from the organization funded under section 4 of Public Law
107-82 (21 U.8.C. 1521 note); and

(3) for programs designed to implement comprehensive
community-wide strategies to address emerging drug abuse
issues in the community.

(e) SUPPLEMENT NOT SuppLANT.—AnD 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 net to supplant those funds.

() EVALUATION.—A grant under this section shall be subject
to the same evalaation 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 methamphetamines,

(g) LIMITATION ON ADMINISTRATIVE EXPENSES.—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 guch other activities as may
be necessary to carry out this section.

{i} AUTHORIZATION OF APPROPRIATIONS —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.

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”) shall, not later
than 24 months after the date of the enactment of this 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 Deadline.
RESOURCES.—The Secretary may, for purposes of preventing sub-
stance use disorder in teenagers and adolescents who are injured
playing youth sports and are subsequently preseribed 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 (¢} 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) MATERIALS AND RESOURCES DESCRIBED.—FKor purposes of
this section, the informational materials and resources described
in this subsection are informational materials and resources with
respect to youth sperts injuries for which opicids are potentially
prescribed, including materials and resources focused on the risks
associated with opioid use and misuse, treatment options for asuch
injuries that do not involve the use of opioids, and how to seek
treatment for addiction.

(d) No ADDITIONAL FunDs.—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 REQUIREMENT FOR BECOMING
CIVILIAN HEALTH CARE PROFESSIONALS.

Part B of title TII of the Public Health Service Act (42 U.S.C.
243 ot seq.) is amended by inserting after section 314 the following:

“SRC, 315. ASSISTING VETERANS WITH MILITARY EMERGENCY MED- 42 USC 247,
ICAL TRAINING TO MEET REQUIREMENTS FOR BECOMING
CIVILIAN HEALTH CARE PROFESSIONALS,

“(a) PROGRAM.—

“(1) IN GENERAL.—The Secretary may establish a program, Consultation.
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 reguirements 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.

“(9) 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’ Bmployment 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),
including by—

“(A} determining the extent to which the requirements
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
“9) if necesssry to meet workforce shortages or address

gaps in education, training, or skill level to meet certification,
Heensure or other requirements applicable to becoming a
civilian health care professional (such ag an emergency medical
technician, paramedie, 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 report on the program.

“d) FuNDING.—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.

“le) SUNSET.—The demonsiration program under this section
shall not exceed 5 years.”.

SEC. 106, FDA OPIOID ACTION PLAN,

(a) IN GENERAL.—
{1} NEW DRUG APPLICATION —

(A) IN GENERAL.—Subject to subparagraph (B), prior
to the approval pursuant to an application submitted under
section H05(b) of the Federal Food, Drug, and Cosmetic
Act (21 U.B.C. 355(b) of a new drug that is an opioid,
the Secretary of Health and Human 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 EXEMPTION.—A referral to an
advisory committee under subparagraph {(A) is not required
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 and promoting public health;
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(ii) finds that such a referral is not necessary
bas‘éed on a review of the relevant scientific information;
an

(iii) submits a notice containing the rationale for Notice.
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 shall con- Recommenda-
vene the Pediatric Advisory Committee of the Food and Drug tons. ‘i
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 labeling or change to labeling for any drug that is an
oploid intended for use in a pediatric population.
(3) SUNSET~The requirements of paragraphs (1) and (2}
shall cease to be effective on October 1, 2022.
(b) PRESCRIBER T DUGCATION.—Not later than 1 year after the Deadline.
date of the enactment of this Act, the Secretary, acting through Consultation.
the Commissioner of Food and Drugs, as part of the Food and ﬁig‘;mme“da“
Drug Administration’s evaluation of the Bxtended-Release/Long- 31 USC 3556-1
Acting Opioid Analgesics Risk Evaluation and Mitigation Strategy, nete.
and in consultation with relevant stakeholders, shall develop rec-
ommendations regarding education programs for prescribers of
opioids pursuant to section 5051 of the Federal Food, Drug, and
Cosmetic Act (21 U.S.C. 355-1), including recommendations on—
d(1) which prescribers should participate in such programs;
an
(2) how often participation in such programs is necessary.
(c) GUIDANCE ON HKVALUATING THE ABUSE DETERRENCE OF Deadline,
CGEnERic SOLID ORAL Opioxp DruG PrODUCTS —Not later than Time period.
18 months after the end of the period for public comment on Fﬁ‘gﬁﬂi&f}gﬂ“’
the draft guidance entitled “General Principles for Evaluating the DLUSC 355 note.
Abuse Delerrence of Generic Solid Oral Opioid 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 Drugs 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.8.C. 290dd et seq.) is
amended by adding at the end the following:

“QRC. 544, GRANTS FOR REDUCING OVERDOSE DEATHS. 42 USC 2904d-3.

“(a) BSTABLISHMENT —

“1) In GENERAL—The 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

ea

r.

“(3) ELIGIBLE ENIITY.—For purposes of this section, the Definition.
term ‘eligible entity’ means a Federally qualified health center

(as defined in section 1861(aa) of the Social Security Act),

an opioid treatment program under part 8 of title 42, Code
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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 guch drug or device—

“(A) in copjunction with an opioid prescription for
patients at an elevated rigk 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;

“() to the caregiver or a close 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 olevated risk for an intentional
or unintentional drug overdose from heroin or prescription
opioid therapies.

“(p) ApPLICATION.—T'o be eligible to receive a grant under this
section, an eligible entity shall submit to the Secretary, in guch
form and manner as specified by the Secretary, an application
that describes—

%(1) 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;

“(9) the criteria that will be 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.

“(¢) Ust oF FuNps.—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 establish 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 overdogse with appropriate treatment,
including medication-assisted treatment and appropriate coun-
seling and behavioral therapies.

“d} KVALUATIONS BY RECIPIENTS.—As a condition of receipt
of a grant under this section, an eligible entity ghall, for each
vear for which the grant is received, submit to the Secretary an
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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) IMPROVING ACCESS TO OVERDOSE TREATMENT.—

(1) INFORMATION ON BEST PRACTICES.—Not later than 180 Deadline.
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 Indian 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 zeq.) for emer-
gency treatment of known or suspected opicid overdose,
including for patients receiving chronic opioid therapy and
patients being treated for opioid use disorders.

(B) The Secretary of Defense may provide information
to prescribers within Department of Defense medical facili-
ties on best practices for presecribing 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 opicid use disorders.

{(C) The 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 overdese, 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. 42 USC 284q-1.

(a) IN GENERAL—The Director of the National Institutes of
Health (referred to in this section as the “NIH”} may intensify
and coordinate fundamental, translational, and clinical research
of the NTH with respect to—

(1) the understanding of pain,

(2) the discovery and 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 direction
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
Rest 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 erucial considerations in
balancing the priorities of the Federal research portfolio,

SEC. 109, NATIONAL ALL SCHEDULES PRESCRIPTION ELECTRONIC
REPORTING REAUTHORIZATION.

() AMENDMENT TO PURPOSE.—Paragraph (1) of section 2 of
the National All Schedules Prescription Hlectronic Reporting Act
of 2005 (Public Law 109-60) 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 addiction
in order to initiate appropriate medical interventions and avert
the tragic personal, family, and cormnmunity consequences of
untreated addiction; and”.

(b) AMENDMENTS TO CONTROLLED SUBSTANCE MONITORING PRO-
GRAM.—Section 3990 of the Public Health Service Act (42 U.S.C.
280g-3) is amended-—

(1) in subsection (a}1)—

(A) in the matter preceding subparagraph (A), by
inserting “, in consultation with the Administrator of the
Suhstance Abuse and Mental Health Services Administra-
tion and Director of the Centers for Disease Contral 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 subsection {b) to read as follows:

“h) 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 (i), (v}, (vi), and (vii) of subsection
(e)(1X(A).7;

() in subsection (¢}—

(A) in paragraph (1}B)}—

(i) in the matter preceding clause (1), by striking
“(a}1)(BY’ and inserting “(a)(1(B) or (A)(1NCY";

(i) in clause (i), by striking “program to be
improved” and inserting “program to be improved or
maintained”;

(iii) by redesignating clauses (i) and (iv) as
clauses (iv) and (v), respectively;

(iv) by inserting after clause (ii), the following:
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“(#ii) a plan to apply the latest advances in health
information technology, to the extent practicable, in
order to incorporate prescription drug meonitoring pro-
gram data directly into the workflow of prescribers
and dispensers to ensure timely access to patients’
controlled preseription drug history;”;

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

{vi) in clause (v) (as so redesignated)—

(I) by striking “public health” and inserting

“public health or safety”; and

(I} 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 moniforing 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) TN 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 technology
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) by 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
(a)(2)(B).”;

{4) in subsection (d)—

{A) in the matter preceding paragraph (1)—

(i) by striking “In implementing or improving” and
all that follows through “(a}(1)(B)” 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 (aX1)”; 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:

“F) The State shall report on interoperability with the
controlled substance monitoring program of Federal agencies,
where appropriate, interoperability with health information
technology systems such as electronic health records, health
information exchanges, and e-prescribing, where appropriate,
and whether or not the State provides antomatic, 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), (N(1), and (g), by striking “imple-

menting or improving” each place it appears and inserting
“egtablishing, improving, or maimtaining”;
(8) in subsection (f)—
(A) in paragraph (1)—
(i) in subparagraph (B), by striking “misuse of
a schedule I, T, or IV substance” and inserting
“misuse of a controlled substance included in schedule
II, ITI, or IV of section 202(c) of the Controlled Sub-
stances Act”; and
(ii) in subparagraph (D)—
() by inserting “a State substance abuse
agency,” after “State health department,”; and
(IT) by striking “such department, program,
or adminisération” each place it appears and
inserting “such department, program, agency, OF
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) RESCARCH BY OTHER ENTITIES.—A department, pro-
gram, Aagency, Or administration receiving nonidentifiable
¥ formation 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 () 1)(A)iv) and (d)(4), by striking “sub-
sestion (h)” each place it appears and inserting “subsection

(10) by inserting after subsection {g) the following:

“(h) EDUCATION AND ACCESS TO THE MONITORING SYSTEM.—

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

«(9) 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 “gr affected” and inserting
¢ established or strengthened initiatives to ensure linkages
to substance use disorder services, or affected”; and

(B) in clause (iii), by striking “ncluding an assessment”
and inserting “and between controlled substance moni-
toring programs and health information technology sys-
tems, including an assessmen s
(12) in subsection ()1), by striking “establishment,

implementation, or improvement” and inserting “egtablishment,
improvement, or maintenance”;

(13) in subsection (m)8}, 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 (1) to read as follows:

“(n1) 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) IN 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:

“SRC. 545, OPIOID OVERDOSE REVERSAL MEDICATION ACCESS AND
EDUCATION GRANT PROGRAMS.

“(g) GRANTS TO STATES.—The Secretary shall make grants to
States to—

“(1) implement strategies for pharmacists to 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, as appropriate, pursuant to a
gtanding order;

“(2) encourage pharmacies to dispense opioid overdose
revergal 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 Cosmetic Act
for emergency treatment of known or suspected opioid overdose
may use to educate the public concerning—

“(A) when and how to gsafely 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-
pected opioid overdose without a person-specific prescription.
“p) CERTAIN REQUIREMENT.—A grant may be made under this

section only if the State involved hag 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.

“(¢) PREFERENCE IN MAKING GRANTS.—In 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—

42 USC 290=e.
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“(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 Foad,
Drug, and Cosmetic Act for emergency treatment of known
or suspected opicid 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,

“(9) PERIOD.—A grant under thig section shall be for a
period of 3 years.

“3) LIMITATION.—A State may use not more than 20 per-
cent of a grant under this section for educating the public
pursuant to subsection (a}4).

“g) APPLICATIONS.—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.

“(f) REPORTING.—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 oploid
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’
means 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 APPROPRIATIONS.—

“(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 C08TS.—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 carrying
out this section.”.

(b} TECHNICAL CLARIFICATION.—Effective ag 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 III” and inserting “Part E of title
I1I of the Public Health Service Act”.
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TITLE II—LAW ENFORCEMENT AND
TREATMENT

SEC. 201, COMPREHIENSIVE OPIOID ARUSE GRANT PROGRAM.

(a) COMPREMENSIVE OPICID ABUSE GRANT PROGRAM.—

(1) In geNERAL—Title 1 of the Omnibus Crime Control
and Safe Streets Act of 1968 (42 17.8.C. 3711 et seq.) is amended
by adding at the end the following:

“PART LL—COMPREHENSIVE OPIOID ABUSE
GRANT PROGRAM

“SEC, 3021, DESCRIPTION.

“(a) GRANTS AUTHORIZED.—From amounts made available to
carry out this part, the Attorney General may make grants to
States, unifs of local government, and Indian tribes, for use by
the State, unit of local government, or Tndian 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) prebooking or postbooking components, which 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-oceurring mental illness
and substance use disorders;

“((3) 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;

“R) 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-
gram sponsored by a law enforcement agency.

%9) 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 opicid 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 opicids.

“5) Developing, implementing, or expanding a medication-
assisted treatment program used or operated by a criminal
justice agency, which may include training criminal justice

42 USC 379741,
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agency personnel on medication-assisted treatment, and car-

rying out the activities described in part S of this title.

%“g) Tn 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 1,
[11, 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,

“(h) CONTRACTS AND SUBAWARDS.—A State, unit of local 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
orant to contract with, or make one or more subawards to, one
or more—

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

“(2) units of local government; or

“(3) tribal organizations.

“¢) PROGRAM ASSESSMENT COMPONENT; WAIVER.—

“(1} PROGRAM ASSESSMENT COMPONENT.—Hach 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.

“(9) WAIVER.—The Attorney General may waive the
requirement of paragraph (1) with respect to a program if,
in the opinion of the Aftorney (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 nsed 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
%eyongl that period may be granted at the discretion of the Attorney

eneral.

“SEC. 3022. APPLICATIONS.

“Ty 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
ig correct;

“() 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.

Notice.
42 USC 3797112,

“SEC. 3024. EQUITABLE DISTRIBUTION OF ¥FUNDS, 42 USC 3797ff-3.

“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 raral and tribal communities; and
“(2) focuses on communities that have been digproportion-
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
“() a lack of accessibility to treatment providers and
facilities and to emergency medical services.

“SEC. 3025. DEFINITIONS. 42 USC 3797fF-4.

“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 by 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-sustaining liability
similar to morphine or being capable of conversion into a drug
having such addiction-forming ox addiction-sustaining liability.

(1) The term ‘schedule I, III, or IV controlled substance’
means a controlied substance that is listed on schedule II,
schedule I1I, 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,
or tribal—

“(A) court;

“(B) prison;

() jail;

“D) law enforcement agency; or

“(E) other agency that performs the administration
of criminal justice, including prosecution, pretrial services,
and community supervision.

“(7) The term ‘“ribal organization’ has the meaning given
that term in section 4 of the Indian Self-Determination and
Education Assistance Act (25 U.8.C. 450b).

“8) The term ‘State substance abuse agency’ has the
meaning given that term in section 508()6) of the Public
Health Service Act (42 U.8.C. 290bb-1).”.

(2) AUTHORIZATION OF APPROPRIATIONS. —Section 1001(a)
of title I of the Omnibus Crime Control and Safe Streets Act
of 1968 (42 U.8.C. 3793(a)) is amended by inserting after para-
graph (26) the following:

“27) There are authorized to be appropriated to carry
out part LL $103,000,000 for each of fiscal years 2017 through
20217,

(b) EMERGENCY FEDERAL LAW KENFORCEMENT ABSISTANCE.—
Section 609Y(a) of the Justice Assistance Act of 1984 (42 U.S.C.
10513(a)) is amended by striking “September 30, 1984”7 and
inserting “September 30, 2021”.

(¢) INCLUSION OF SERVICES FOR PREGNANT WOMEN UNDER
FAMILY-BASED SUBSTANCE ABUSE GRANTS.—Part DD of title 1 of
the Omnibus Crime Control and Safe Streets Act (42 U.8.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 STUDY AND REPORT ON FEDERAL AGENCY PROGRAMS
AND RESEARCH RELATIVE TO SUBSTANCE USE AND SUBSTANCE Use
DISORDERS AMONG ADOLESCENTS AND YOUNG ADULTS.—

(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 been, 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 umique ecir-
cumstances (including social and bioclogical 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 adulis, 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 adults.

(C) Gaps that have been identified by officials of Fed-
eral agencies or experls in the efforts supported by grant
programs operated by Federal agencies relating to preven-
tion of, treatment for, and recovery from substance use
by end substance use disorders among adolescents and
young adults, ineluding 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 results of the study conducted under paragraph (1),
including—

(A) a summary of the findings of the study; and Summary,

(B) recommendations based on the results of the study, Recommenda-
including recommendations for such areas of research and tions.
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.), as amended by section 110, is further amended
by adding at the end the following:
“SEC. 546, FIRST RESPONDER TRAINING. 43 USC 290ee-1.

“(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 ander the Federal Yood, Drug, and
Cosmetic Act for emergency treatment of known or suspected oploid
overdose.

“(b) APPLICATION.—

“(1) TN 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.

«(9) 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 rep-
licated if demonstrated to be effective;

“((!) 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.

“¢) UsE OF FUNDS.—AnD 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 frst responders and members
of other key community sectors;

“9) 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, protocels, and mechanisms for
referral to appropriate treatment, which may include an out-
reach coordinator or feam to connect individuals receiving
opioid overdose reversal drugs to followup services.

“(d} TECHNICAL ASSISTANCE GRrRANTS—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
ander 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 (as defined by the Office of Manage-
ment and Budget). The Secrctary 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.
“(f) EVALUATION.—The Secretary shall conduct an evaluation Determination.
of grants made under this section to determine—
%(1) 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;
“9} the number of opioid and heroin overdoses reversed
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 requests 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 gervices and available data
describing treatment admissions.
“(g) AUTHORIZATION OF APPROPRIATIONS.—To carry out this
section, there are authorized to be appropriated $12,000,000 for
each of fiscal years 2017 through 2021,

SEC. 203. PRESCRIPTION DRUG TAKE BACK EXPANSION. 21 USC 822a.

{a) DEFINITION OF COVERED ENTITY.—In this section, the term
“covered entity” means—
(1) a State, local, or tribal law enforcement agency;
(2) a manufacturer, 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.

{h) PROGRAM AUTHORIZED.—The Attorney General, in coordina-  Coordination.
tion with the Administrator of the Drug Enforcement Administra-
tion, the Secretary of Tealth and Human Services, and the Director
of the Office of National Drug Control Policy, shall coordinate
with covered entities in expanding 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. 514B. EVIDENCE-BASED PRESCRIPTION OPIOID AND HEROIN 42 USC
TREATMENT AND INTERVENTIONS DEMONSTRATION. 290bb-10.

“(2) GrRANTS To EXPAND ACCESS.—
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Contracts.

Evaluation.

“(1) AUTHORITY 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 hervin or other opiocids, 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 in the specific geo-
graphical areas of such entities where there is a high rate
or rapid increase in the use of heroin or other opicids, such
as in rural areas.

“92) NATURE OF ACTIVITIES.—Funds awarded under para-
graph (1) shall be used for activities that are based on reliable
ocientific evidence of efficacy in the treatment of problems
related to heroin or other opioids.

“(b) APPLICATION.—To be 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 granf, 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 project and an evaluation at
the completion of such project as the Secretary determines to be
appropriate.

“(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
elizible entities that are not located in metropolitan statistical
areas (as defined by the Office of Management and Budget). The
Secretary shall take into account the unique needs of rural 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.

“(a) 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 States, Indian tribes and tribal organizations,
and providers with technical assistance in connection with the
provision of treatment of problems related to heroin and other
opioids; and

“(4) fund only those applications that specifically support
recovery services as a critical component of the program
involved.

“(f) AUTHORIZATION OF APPROPRIATIONS.—To carry out this sec-
tion, there are authorized to be appropriated $25,000,000 for each
of fiscal years 2017 through 2021.".
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SEC. 302, BUILDING COMMUNITIES OI' 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:

“SRC. 547. BUILDING COMMUNITIES OF RECOVERY. 42 TUSC 290ee-2.

“(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 inerease 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 AUTHORIZED.—The Secretary shall award grants
to recovery community organizations to enable such organizations
to develop, expand, and enhance recovery services.

“(¢) 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) Usk oF FunDs.—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 usged to—

“A) build connections between recovery networks,
between recovery community organizations, and with other
recovery support services, including—

“i) behavioral health providers;

“1i) primary care providers and physicians;

“(i1i} the criminal justice system;

“(v) employers;

“(v) housing services;

“(v1) 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

%) conduct outreach on issues relating to substance
use disorders and recovery, including—

“(i) identifying the signs of addiction;

“i) the resources available teo 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
digorders, 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.8.C. 823(g)(2)) is amended—

(A} in subparagraph (B), by striking clauses (1), (1),
and (iii) and inserting the following:

“(i) The practitioner is a qualifying practitioner (as defined
in subparagraph (G)).

“({i) 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—

“(I) all drugs approved by the Food and Drug Adminis-
tration for the treatment of opioid use disorder, including
for maintenance, detoxification, overdose reversal, and
relapse prevention; and

“(II) appropriate counseling and other appropriate
ancillary services,

“(iii)X1) The total number of such patients of the practitioner
at any one time will not exceed the applicable number. Except
as provided in subclause (I}, the applicable number is 30.

“TI) 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.,

“TV) 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 the
office setting.”;

(B) in subparagraph (D)—

() in clause (ii), by striking “Upon receiving a
notification under subparagraph (B)” and inserting

“Upon receiving a determination from the Secretary

under clause (iii) finding that a practitioner meets

all drequirements for a waiver under subparagraph (B)";

an

(ii) in clause (ii)}—

(I) by inserting “and shall forward such deter-
mination fo the Attorney General” before the
period at the end of the first sentence; and

(I) by striking “physician” and inserting
“practitioner”;

(C) in subparagraph (G)—

(i) by amending clause Gi)(I) to read as follows:

“T) The physician holds a board certification
in addiction psychiatry or addiction medicine from
the American Board of Medical Specialties.”;

(ii) by amending clause (GD)II) to read as follows:

“1I) The physician holds an addiction certifi-
cation or board certification from the American
Society of Addiction Medicine or the American
Board of Addiction Medicine.”;

i) in clause Gi)(II), by striking “subspecialty”;
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(iv) by amending clause (ii)(IV) to read as 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 classreom 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
Associafion, the American Osteopathic Association, the
American Psychiatrie 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;

“(pb) appropriate clinical use of all drugs approved
by the Food and Drug Administration for the treatment
of opicid use disorder;,

“(ec) initial and periodic patient assessments
(including substance use monitoring);

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

“(ee) counseling and recovery support services;

“(ff) staffing roles and considerations;

“(gg) diversion control; and

“(hh) other best practices, as identified by the Sec-
retary.”; and

(v) by adding at the end the following:

“(1i1) The term ‘qualifying practitioner’ means— Definition,
“1) a qualifying physician, as defined in clause (ii);

“II) during the period beginning on the date of enact- Time period.
ment of the Comprehensive Addiction and Recovery Act
of 2016 and ending on October 1, 2021, a qualifying other
practitioner, as defined in clause (iv).

“iv) The term ‘gqualifying other practitioner’ means a nurse Definition.
practitioner or physician assistant who satisfies each of the
following:

“1} The nurse practitioner or physician assistant is
Licensed under State law to prescribe schedule III, IV,
or V medications for the treatment of pain.

. “(TI) The nurse practitioner or physician assistant

ag—

“(aa) completed not fewer than 24 hours of initial
training addressing each of the topics listed in clause
(iiXIV) (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

“hb} 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

(1) in subparagraph (H)—
(i) in clause (i), by inserting after subclause (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 (i) 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 opicid-

Consultation. dependent patients in office-based settings. The Secretary shall
update such protocol in consultation with experts in opioid use
disorder research and treatment.”,

21 USC 823 note,
Consultation.

Asaessment.

‘opioid’? after “The term ‘opiate’”,

{2} OPIOID DEFINED.—Section 102(18) of the Controlied Sub-

gtances Act (21 UF.8.C. 802(18)) is amended by inserting “or

Lt

(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
a}rllduexperts 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 opiocid 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)
ghall include an assessment, of-—

(i} compliance with the requirements of section
303(2)2) of the Controlled Substances Act (21 U.S.C.
823(2)(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.8.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 of, 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-
erams by practitioners 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 Huwman Services
and the Drug FEnforcement Administration for
expanding effective opioid use disorder treatment.

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

“T) Notwithstanding section 708, nothing in this paragraph
shall be construed to preempt any State law that—

“(i) permits a gualifying practitioner to dispense narcotic
drugs in schedule IIf, 1V, 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)GII) if a State
enacts 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.”.

(¢) UPDATE REGULATIONS.—Not later than 18 months after Deadline.
the date of enactment of this Act, the Attorney General and the 21 USC 823 note.
Secretary of Health and Human Services, as appropriate, shall
update regulations regarding practitioners described in subsection
(a)(3)XB)(vii) (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-
SEQUENCES.

(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—
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(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 individuals 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. 501. IMPROVING TREATMENT FOR FPREGNANT AND POSTPARTUM
WOMEN.

(2) GENERAL AMENDMENTS TO THE RRESIDENTIAL TREATMENT
PROGRAM FOR PREGNANT 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”,

(i) by striking “grants, cooperative agreement,”
and inserting “grants, including the grants under sub-
gection (r), cooperative agreements”; and

(i) 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 (b)2), by inserting “and her children”
before the period at the end;

(8) in subsection (¢)—

(A) in paragraph (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
(il) in subparagraph (B), by striking “such abuse”
and inserting “such a disorder”,
(4) in subsection (d)—

(A) in paragraph (3)(A), by striking “maternal sub-
stance abuse” and ingerting “a maternal substance use
disorder”;

(B) by amending paragraph (4) to read as follows:
“(4) Providing therapeutic, comprehensgive 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) in paragraph (9), by striking “units” and inserting
“unit”; and

(E} in paragraph (11)—

(i} in subparagraph (A}, by striking “their children”
and inserting “any child of such woman”;

(if) in subparagraph (B), by striking “ and” and
inserting a semicolon;

(ifi) in subparagraph {(C), by striking the period
and inserting “; and”; and

(iv) by adding at the end the following:

“D) family reunification with children in kinship or
foster care arrangements, where safe and appropriate.”;
(5} in subsection (e)—

(A) in paragraph (1)}

(i} in the matter preceding subparagraph (A), by
striking “substance abuse” and inserting “substance
use disorders”; and

(if) in subparagraph (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”;

(i) in subparagraph (B)—

(D) by striking “(B){i) In the case” and inserting
the following:

“(B) WAIVER O PARTICIPATION AGREEMENTS.—

“(1) IN GENERAL.—In the case”; and

(II) by striking “Gi) A determination” and
inserting the following:

“(3i) DONATIONS.—A determination”; and

(iii) by striking “(C) With respect” and inserting
the following:

“(C} NONAPPLICATION OF CERTAIN REQUIREMENTS.—
With respect”;

{(6) in subsection (g)—

(A) by striking “who are engaging in substance abuse”

and inserting “who have a substance use disorder”; and
4 {B) by striking “such abuse” and inserting “such dis-

order”;

(7) in subsection (j)—
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(A) in the matter preceding paragraph (1), by gtriking
“to on” and inserting “to or on”; and

(B) in paragraph (8), by striking “Office for” and
ingerting “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 (8), by striking “funding agreement
ung.er subsection (a) and inserting “funding agreement”,;
an

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

(b) REAUTHORIZATION OF PrOGRaM.—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
“(opther than subsection ()" after “section”; and

(2) in subsection (r}, by striking “such gums” and all that
follows through “2003” and inserting “$16,900,000 for each
of fiscal years 2017 through 2021".

(¢) PiorT PROGRAM GRANTS FOR STATE SUBSTANCE ABUSE
AGENCIES —

(1) IN GENERAL.—Section 508 of the Public Health Service
Act (42 U.8.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 AGENCIES —

“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 subgtance
use disorder, 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

“() to promote a coordinated, effective, and efficient
State system managed by State substance abuse agencies
by encouraging new approaches and models of service
delivery.

“9) 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-

am;

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

%(C) require services propesed 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;

“T) 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 applying the requirements described
in paragraphs (1) and (2) of subsection () 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-
lces—

“i) ghall include the services requirements
deseribed in subsection (c) and be based on the rec-
ommendations submitied under subparagraph (B); and

“(i} may be selected from among the services
deseribed in subsection (d) and include other services
as appropriate.

“B) STAKEHOLDER INPUT.—The Director shall convene Recommenda-
and solicit recommendations from stakeholders, including tions.
Gtate 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 shall evaluate
the pilot program at the conclusion of the first grant cycle
funded by the pilot program.

“B) REPCRT.—The Director of the Center for Behav- Coordination.
ijoral 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 shall
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;

“(i}i) 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) RECOMMENDATION.—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) Funpna.—Subsection (s} of section 508 of the Public
Health Service Act (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 unless 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 2018.”.

SEC. 502, VETERANS TREATMENT COURTS.

Section 2991 of the Omnibus Crime Control and Safe Streets

Act of 1968 (42 U.5.C. 3797aa) is amended-—

(1} by redesignating subsection (i) as subsection (j); and
{2) by inserting after subsection (h} the following:

“(1} ASSISTING VETERANS.—
“(1) DEFINITIONS.—In this subsection:

“A) PEER-TO-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—

“ti) 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
‘veterans treatment cowrt pregram’ means a court program
involving collaboration among criminal justice, veterans,
and mental health and substance abuse agencies that pro-
vides qualified veterans with—




PUBLIC LAW 114-198—JULY 22, 2016 130 STAT. 729

“(i) intensive judicial supervision and case manage-
ment, which may include random and frequent drug
testing where appropriate;

“({i) a full continuum of treatment services,
including 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.

“(9) 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;

“(iij) practices that identify and provide treatment,
rehabilitation, legal, transitional, and other appro-
priate services to qualified veterans who have been
incarcerated; or

“(jy) 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) PRIORITY.—In awarding grants under this sub-
section, the Attorney General shall give priority to applica-
tions that—

“3) 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 haym to gualified veterans and public
safety; and

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

SEC. 503, INFANT PLAN OF SAFE CARE.

(a) BEST PRACTICES FOR DEVELOPMENT OF P'LANS OF SAFE

CARE —Section 103(b) of the Child Abuse Prevention and Treatment
Act (42 U.8.C. 5104(b)) is amended—

(1) by redesignating paragraphs (5) through (8) as para-
graphs (6) throngh (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)(ii) and best practices
relating to the development of plans of safe care as described
in such section for infants 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

TPrevention and Treatment Act (42 US.C 5106a(b)2)B)) is
amended—

Consultation.
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(1) in clause (ii), by striking “illegal substance abuse” and
inserting “substance abuse”; and

(2) in clause (Jii)—

(A) by striking “illegal substance abuse” and inserting

“substance abuse”; and

(B) by inserting 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—

“(I) addressing the health and substance use dis-
order treatment needs of the infant and affected family
or caregiver; and

«1T) the development and implementation by the
State of menitoring 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 of appro-
priate services for the infant and affected family 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 infants—

“(A) identified under subsection (O 2B,

“B) for whom a plan of safe care was developed under
subsection (b)(2)(B)[i1); and

“«() for whom a referral was made for appropriate
services, including services for the affected family or care-
giver, under subsection (b)(2XB)(Eii).”.

Effective date. {(2) REpESIGNATION —Effective on May 29, 2017, section
42 USC 5106a 106(d) of the Child Abuse Prevention and Treatment Act (42
note. U.SC. 5108a(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:

42 TUSC 5108, “SFC, 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 gection 106(bY1)A); and

“(B) include monitoring of State policies and procedures
re%uired under clauses (ii) and (iii) of section 106(0)(2)BY;
an
“(9) 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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“(() 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.8.C. 5101 note) iz amended by inserting after the item
relating to section 113, the following:

“See. 114, Monitoring and oversight.”.

(e) RULE or CONSTRUCTION.—Nothing 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.8.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 afler 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.—S8uch report
ghall 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
with NAS,

(¢) 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.

42 USC 5106a
note.
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42 USC 290ee-3.

Response plan.

TITLE VI—INCENTIVIZING STATE COM-
PREHENSIVE INITIATIVES TO AD-
DRESS PRESCRIPTION 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.8.C,
290dd et seq.), as amended by section 302, is further amended
hy adding at the end the following:

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

“(z) 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 dispenser.

“(3) PRESCRIBER OF A SCHEDULE T, III, OR IV CONTROLLED
SUBSTANCE.—The term ‘prescriber of a schedule I, 100, or IV
controlied substance’ does not include a prescriber of a schedule
I, TI, or IV controlled substance that dispenses the sub-
gtance—

“(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;

“(() for a certified opioid treatment program; or

“)} in other situations as the Secretary may reason-
ably determine.

“(4) SCHEDULE 11, III, OR IV CONTROLLED SUBSTANCE,—The
term ‘schedule II, III, or IV controlled gubstance’ means a
controlled substance that is listed on schedule 11, schedule
IAII, or schedule IV of section 202(c) of the Controlled Substances

ct.
“(h) GRANTS FOR COMPREHENSIVE OPIOID ApUusE RESPONSE.—

“1) IN GENERAL—The Secretary ghall award grants to
States, and combinations of States, to implement an integrated
opioid abuse response initiative.

“«2) PURPOSES.—A State receiving a grant under this sec-
tion shall establish a comprehensive response plan to opieid
abuse, which may include—

“(A) education efforts around opioid use, treatment,
and addiction recovery, including education of residents,
medical students, and physicians and other prescribers of
schedule II, III, or IV controlied 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 11, III, or IV controlled substances,
which may—
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“({) provide for data sharing with other States;

and

“(ii) allow all individuals authorized by the State
to write prescriptions for schedule I, 111, or IV con-
trolled substances to access the prescription drug moni-

toring program of the State;

“«() developing, implementing, or expanding prescrip-
tion drug and opicid addiction treatment programs by—

%) 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
gereening for individuals in treatment for prescription
drug and opioid addiction for hepatitis ¢ and HIV,
and treating or referring those individuals if clinically
appropriate; or

“Gii) 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

“(f) 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 such 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.—In awarding grants under
this section, the Secretary shall, as appropriate, give priority
to a State that—

“AYi) 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 suspected opioid overdose; and

“(ii) submits to the Secretary a certification by the Certification.
%ttorney general of the State that the attorney general

as—

“I) reviewed any applicable civil Hability protec-
tion law to determine the applicability of the law with
respect to first responders, health care professionals,
family members, and other individuals who—

“(ag) have received appropriate training in
administering a drug or device approved or cleared
under the Federal Food, Drug, and Cosmetic Act
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for emergency treatment of known or suspected
opicid overdose; and

“hbb) 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
“(1I) 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;

“((!) 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;

“(J) ensures that the prescription drug monitoring pro-

am of the State notifies prescribers and dispensers of
schedule 11, III, or TV 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-
geribe schedule 1T, IT1, or TV controlled substances.

() EVALUATION.—In conducting an evaluation of the pro-
gram under this section pursuant to gection 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 PRESCRIPTION DRUG MONITORING
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.

“(¢) AUTHORIZATION OF FUNDING.—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.”.
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TITLE VII-MISCELLANEOUS

SEC. 701. GRANT ACCOUNTABILITY AND EVALUATIONS,

(a) DEPARTMENT OF JUSTICE (IRANT ACCOUNTABRILITY.—Part LL
of title I of the Omnibus Crime Control and Safe Streets Act
of 1968 (42 U.8.C. 3711 et seq.), as added by section 201, is amended
by adding at the end the following:

“SEC, 3026, GRANT ACCOUNTABILITY. 42 USC 8797(%-5.

“(a) DEFINITION OF APPLICABLE CoMMITTEES.—In this section,
the term ‘applicable committees’ means—

“1) the Committee on the Judiciary of the Senate; and
“2) the Commitiee on the Judiciary of the House of Rep-
resentatives.

“(b) ACCOUNTABILITY —All grants awarded by the Atftorney
General under this part shall be subject to the following account-
ability provisions:

“(1) AUDIT REQUIREMENT.~— Time periods.

“A} DEFINITION.—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 repart is issued.

«(B) AuDIT.—Beginning in the first fiscal year begin- Effective date.
ping 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 Cteneral shall determine the appro-
priate number of grantees to be audited each year.

“C)y 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 9 fiseal years beginning
after the end of the 12-month period described in subpara-
graph (A).

“«D) PrioRITY.—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.

“) REIMBURSEMENT.—If an entity is awarded grant
funds under this part during the 9-fiscal-year period during
which the entity is barred from receiving grants under
subparagraph (C), the Attorney (3eneral shall—

%j) deposit an amount equal to the amount of
the grant funds that were improperly awarded to the
grantee into the Ceneral Fund of the Treasury; and

“(;i) 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. —TFor purposes of this paragraph and
the grant programs under this part, the term ‘nonprofit
organization’ means an organization that is described in
section 501(cX3) of the Internal Revenue Code of 1986
%ng is exempt from taxation under section 501(a) of such

ode.

“(B) PROHIBITION.—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(h); or
“(i1) receive a subaward under section 3021(b).

“(3) DISCLOSURE.—Each nonprofit organization_that
receives a subaward or is party to a contract entered into
under section 3021(b) and 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-
tien, 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) LMITATION.—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 support the conference,

“B) WRITTEN 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.

“(() REPORT.—The 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 beginning 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 and reviewed by the appropriate
Assistant Attorney General or Director;
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“(ji) all mandatory exclusions required under para-
graph (1)(C) have been issued; and
“(iii) all reimbursements required under paragraph
(1)(E} have been made; and
«(B) that includes a list of any grant recipients excluded Tist.
under paragraph (1) from the previous year.
“(¢) PREVENTING DUPLICATIVE GRANTS.—

“(1) IN GENERAL.—Before the Attorney General awards a Determination.
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 purpose.

“9) REPORT.—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
comimittees a report that includes—

“(A) a list of all duplicate grants awarded under this List.
part, including the total dollar amount of any duplicate
ants awarded; and
“(B) the reason the Attorney General awarded the

duplicate grants.”.
{b) EVALUATION OF PERFORMANCE OF DEPARTMENT OF JUSTICE Deadlines,
PROGRAMS.— 42 USC 87971-8.

(1) EVALUATION OF JUSTICE DEPARTMENT COMPREHENSIVE
OPIOID ABUSE GRANT PROGRAM.—Not later than 5 years 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 by section 201, administered by the Department of
Justice based upon the information reported under paragraph

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

(3) METRICS AND OUTCOMES FOR EVALUATION,—Not later Determination.
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) METRICS DATA COLLECTION.—The Attorney General Reports.
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 Ommibus Crime Control
and Safe Strests Act of 1968, as added by section 201) to
collect and annually 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) PUBLICATION OF EVALUATION.—In the case of the Reports.
interim evaluation under paragraph (2), and the final
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ovaluation under paragraph (1), the entity conducting the
ovaluation shall, not later than 90 days after such an
evaluation is completed, publish the results of such evalua-
tion and issue a repert on such evaluation to the Comumittee
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.

(¢) DEPARTMENT OF HEALTH AND HUMAN SERVICES GRANT

290aa-15. ACCOUNTABILITY.—

Coordination.

(1) DEFINTTIONS.—In this subsection:
(A) APPLICABLE coMMITTEES.—The term “applicable
committees” means-—
(1) the Committee on Health, Education, Labor
and Pensions of the Senate; and
(i) 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 See-
retary of Health and Human Services.
(2) ACCOUNTABILITY MEASURES.—TEach covered grant shall

be subject to the following acecountability 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) REPORT ON PREVENTION OF FRAUD, WASTE, AND
ABUSE.—

(1) 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, ghall 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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(i) CoNTENTS.-—The policies and procedures
referred to in elause (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

(I} ensure grantees will not receive
anwarranted duplicate grants for the same pur-
pose.

() CONFERENCE BEXPENDITURES.—

(i) IN GENERAL.—No amounts made available to
the Secretary under this Act {or in a provision of
law amended by this Act, other than sections 703
through 707) may be used by the Secretary, or by
any individual or entity swarded discretionary funds
through a cooperative agreement under a program
established under this Act {or in a provision of law
amended by this Act), 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 prograi office
provides prior written authorization that the funds
may be expended to host or support the conference.
Sueh 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.

(i) ReporT.—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 DJEPARTMENT OF HEALTH
AND HUMAN SERVICES PROGRAMS.—

{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 Act, excluding sections 708 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
completed under subparagraph (A), the Secretary shall,
not later 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 ghall identify—

Cost estimate.

Deadlines.
42 U8C
290aa--16,
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(i) outcomes that are to be achieved by activities
funded by the programs described in paragraph (1)(A);
and

(i) the metrics by which the achievement of such
outcomes shall be determined.

(B) PusLicATiON.—The Secretary shall, not later than

30 days after completion of the requirement under subpara-

graph (A), publish the outcomes and metrics identified

under such subparagraph.

(38) METRICS DATA COLLECTION.—The Secretary shall
require grantees under the programs described in paragraph
(1XA) to collect, and annually report to the Secretary, data
based upon the metrics identified under paragraph (2)(A).

(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

(i} 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
Commifttee on Oversight and Government Reform of the House
of Representatives and to the Committee on the Judiciary of the
Senate.

(i No ADDITIONAL FUNDS AUTHORIZED.~—No additional funds
are authorized to be appropriated to carry out this section.

SEC. 702, PARTIAL FILLS OF SCHEDULE II CONTROLLED SUBSTANCES.

(a) In GENERAL—Section 302 of the Controlled Substances
Act (21 T.8.C. 829) is amended by adding at the end the following:
“(f} PARTIAL FILLS OF SCHEDULE 11 CONTROLLED SUBSTANCES.—
“1) PARTIAL FILLS.—A prescription for a controlled sub-
stance in schedule IT 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;

“() the partial fill is requested by the patient or
the practitiener that wrote the prescription; and

“D) the total quantity dispensed in all partial fillings
does not exceed the total quantity preseribed.

“(2) REMAINING PORTIONS.—
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“(A) TN GENERAL.—Except as provided in subparagraph
(B), remaining portions of a partially filled prescription
for a controlied substance in schedule II—
“{) may be filled; and
“ii} shall be filled not later than 30 days after Deadline.
the date on which the prescription is written.
“B) EMERGENCY SITUATIONS.—In emergency situa-
tions, as deseribed in subsection (a), the remaining portions
of a partially filled preseription for a controlled substance
in schedule 11—
“{) may be filled; and
“(i) shall be filled not later than 72 hours after Deadline.
the prescription is issued.
“3) CURRENTLY LAWFUL PARTIAL FriLs.—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 I 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 he 21 USC 829 note.
constraed to affect the authority of the Attorney ((eneral to allow
a prescription for a controlled substance in schedule III, 1V, or
V of section 202(c) of the Controlled Substances Act (21 US.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 Drug 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 StupYy oN GoOOD SAMARITAN Laws PERTAINING TO  Reports,
TREATMENT OF OPIOID 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
Yecurity and Governmental Affairs of the Senate a report on—

(1) the extent to which the Direcior 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 Qamaritan laws in effect in the

Siates, the territories, and the District of Columbia.

(¢) DEFINITIONS,—In this section—

(1) 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 “opicid” means any drug, 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 DBENE-
FICIARIES,—
(1) TN GENERAL.—Section 1860D-4(c) of the Social Security
Act (42 U.SB.C. 1395w—10(c)) is amended by adding at the end
the following: |
“5) DRUG MANAGEMENT FPROGRAM FOR AT-RISK BENE- |
FICLARIES.—

“(A) AUTHORITY TO goTARLISH.—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 ig an enrollee in a preserip-
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.

“R) REQUIREMENT FOR NOTICES.-—

“;) IN GQENERAL.—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 preseription drug plan until such sponsor—

“(I) provides to the beneficiary an initial notice
described in clause (i) and a second notice
described in clause (iii); and

Verification. “(TI) 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 notfice described
in this clause is a notice that provides to the bene-
ficiary—

() notice that the PDP sponsor has identified
the beneficiary as potentially being an at-risk
beneficiary for prescription drug abuse;

«(I1) information describing all State and Fed-
eral public health resources that are designed to
address preseription drug abuse to which the bene-
ficiary has access, including mental health services
and other counseling services,

“(1I[} notice of, and information about, the
right of the beneficiary to appeal such identifica-
tion under subsection (h) and the option of an
automatic escalation to external review;

“«TV) 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)1);
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“{) an explanation of the meaning and con-
sequences of the identification of the beneficiary
as potentially being an atrisk beneficiary for
prescription drug abuse, including an explanation
of the drug management program established by
the PDP sponsor pursuant to subparagraph (A);

“«VI) clear instructions that explain how the
beneficiary can contact the PDP sponsor in order
to submif to the PDP sponsor the preferences
deseribed in subclause (IV) and any other commu-
nications relating te the drug management pro-
gram for at-rigk beneficiaries established by the
PDP sponsor; and

“VID) contact information for other organiza-
tions that can provide the beneficiary with assist-
ance regarding such drug management program
(similar to the information provided by the Sec-
retary in other standardized notices provided to
part 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
nofice—

“T) that the PDP sponsor has identified the
beneficiary as an at-risk beneficiary for prescrip-
tion drug abuse;

«11) 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;

“II) of the prescriber {or prescribers) and
pharmacy (or pharmacies) selected for such indi-
vidual under subparagraph (D);

“IV) of, and information about, the bhene-
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 sslect under subparagraph (D},
submit such preferences to the PDP gponsor; and

“V1) that includes clear instructions that
explain how the beneficiary can contact the PDP
SPONSOT.

“(iv) TIMING OF NOTICES.—

“T) IN GENERAL.—Subject to subclause (1),
a second notice described in clause (iii) shall be
provided to the heneficiary on a date that is not
less than 30 days after an initial notice described
in clause (ii) is provided to the beneficiary.

“I7) ExcEPTION.—In the case that the PDP Determination.
gponsor, in conjunction with the Secretary, deter- Regulations.
mines that concerns identified through rulemaking
by the Secretary regarding the health or safety
of the beneficiary or regarding significant drug
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diversion activities require the PDP sponsgor to
provide a second motice described in clause (iii)
to the beneficiary on a date that is earlier than
the date described in subelause (I), the PDP
sponsor may provide such second notice on such
earlier date.

“() AT-RISK BENEPICIARY 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—

%T) who is identified as such an at-risk bene-
ficiary through the use of clinical guidelines that
indicate misuse or abuse of prescription drugs
deseribed 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
individualg, physicians, pharmacists, and other
clinicians, retail pharmacies, plan sponsors, enti-
ties delegated by plan sponsors, and biopharma-
ceutical manufacturers; or

“TD) with respect to whom the PDF 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 he an at-risk beneficiary
for prescription drug abuse under the prescription
drug plan in which such individual was most
recently previously enrolled and such identification
hasg not been terminated under subparagraph (¥).
“ji) KEXEMPTED INDIVIDUAL DESCRIBED.—An

exempted individual described in this clause is an indi-
vidual who—

“(T) receives hospice care under this title;

“(TI) is a resident of a long-term care facility,
of a facility deseribed 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

“T11) the Secretary elects to treat as an
exempted individual for purposes of clause ().

“(iii) PROGRAM 812E.—The Secretary shall establish
policies, including the guidelines developed under
clause (i}D) and the exemptions under clause (GiXIII),
to ensure that the population of enrollees in a drug
management program for at-risk beneficiaries operated
by a prescription drug 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 plan offered by a PDY sponsor,
the PDP sponsor shall contact the beneficiary’s pro-
viders who have prescribed frequently abused drugs
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regarding whether prescribed medications are appro-
priate for such beneficiary’s medical conditions.
“T)) SELECTION OF PRESCRIBERS AND PHARMACIES.—
“i} IN 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
GIXIV) and (1ii)(V) of subparagraph (B) (except as other-
wise provided in this subparagraph) select—
“1} one, or, if the PDP sponsor reasonably l
determines it necessary to provide the heneficiary
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 prescrip-
tiong for such drugs for such beneficiary; and
“II) one, or, if the PDPY sponsor reasonably
deternmiines it necessary to provide the beneficiary
with reasonable access under clause (i1), more than
one, pharmacy that may dispense such drugs to
such beneficiary.
For purposes of subclause (I), 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.

“(1i) REASONABLE ACCESS.—In making the selec-
tions under this subparagraph—

“T) a PDP sponsor shall ensure that the bene-
ficiary continues to have reasonable access to fre-
quently abused drugs (as defined in subparagraph
(), taking into account geographic location, bene-
ficiary preference, impact on costeharing, and
reasonable travel time; and

“1) a PDP sponsor shall ensure such access
(including access to prescribers and pharmacies
with respect to frequently abused drugs) in the
case of individuals with multiple residences, in
the case of natural disasters and similar situations,
and in the case of the provision of emergency serv-
ices.

“(1ii) BENEFICIARY PREFERENCES.—If an at-risk
beneficiary for prescription drug abuse submits 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—

“(I) veview such preferences; Review.

«(1T) select or change the selection of pre-
scribers and pharmacies for the beneficiary based
on such preferences; and

“TIT) inform the beneficiary of such selection
or change of selection.

“(jy) EXCEPTION REGARDING BENEFICLARY PREF-
ERENCES.—In the case that the PDP sponsor deter- Determination,
mines that a change to the selection of prescriber or
pharmacy under clause (ii{)(IT) by the PDP sponsor

|
i
|
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s contributing or would contribute to prescription drug
abuse or drug diversion by the beneficiary, the PDP
gponsor may change the selection of prescriber or phar-
macy for the beneficiary without regard to the pref-
erences of the beneficiary described in clause (i1). If
the PDP sponsor changes the selection pursuant to
the preceding sentence, the PDP sponsor shall provide
the Eeneﬁciary with—

“«I) at least 30 days written notice of the
change of selection; and

“(11) a rationale for the change.

“(y) CONFIRMATION.—Before selecting a prescriber
or pharmacy under this subparagraph, a PDP sponsor
must notify the prescriber and pharmacy that the hene-
ficiary involved has been identified for inclusion in
the drug management program for at-risk beneficiaries
and that the prescriber and pharmacy has been
selected as the beneficiary’s designated prescriber and
pharmacy.

() 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 (1), and information to be shared under
subparagraph (1), with respect to such individual, shall
be subject 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.—

“(j) 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-
a%'ds such identification shall terminate as of the earlier
o —

“(I) 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)(1); and

“1I) the end of such maximum period of identi-
fication as the Secretary may gpecify.

“ii) RULE OF coNsTRUCTION —Nothing in clause
(i) shall be construed as preventing a plan from identi-
fying an individual as an at-risk beneficiary for
prescription drug abuse under subparagraph (CYH)
after such termination on the basis of additional
information on drug use oceurring after the date of
notice of such termination.

“((3) FREQUENTLY ABUSED pRUG.—For purposes of this
subsection, the term ‘frequently abused drug’ means a drug
that ig a controlled substance that the 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
ostablish rules and procedures to require the PDT
sponsor to disclose data, including any necessary
individually identifiable health information, in a form
and manner specified by the Secretary, about the deci-
gion 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
unsafle use.

“T) SHARING OF INFORMATION FOR SUBSEQUENT PLAN
ENROLLMENTS.—The Secretary shall establish procedures Procedures.
under which PDP sponsors who offer presgcription 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 18SUES.—Prior to the implementation of Clarification.
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
the sharing of daia under subparagraphs () and (I} by
PDP sponsors. Such clarification shall provide that the
sharing of such data shall be considered to be protected
health information in accordance with the requirements
of tgu)a regulations promulgated pursuant to such section
264(c).

“K) EpucaTiON.—The Secretary shall provide edu-
cation to enrollees in preseription drag plans of PDP spon-
gsors and providers regarding the drug management pro-
gram for at-risk beneficiaries described in this paragraph,
including education—

“(1) provided by Medicare administrative contrac-
tors through the improper payment outreach and edu-
cation program described in section 1874A(h); and

“(ii) through current education efforts (such as
State health insurance assistance programs described
o subsection (a)1)A) of section 119 of the Medicare
Improvements for Patients and Providers Act of 2008
(42 U.8.C. 1395b-3 note)) and materials directed
toward such enrollees.
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“1,) APPLICATION UNDER MA-PD PLANS.—Pursuant to
section 1860D-21{c)(1), the provisions of this paragraph
apply under part D to MA organizations 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 drug plan to a part D eligible indi-
vidual.

“W) 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 guch programs.”.

(2} INFORMATION FOR CONSUMERS.—Section  1860D-
4aX1)B) of the Social Security Act (42 15.8.C. 13956w—
104(a)(1)(B)) is amended by adding at the end the following:

44y The drug management program for at-risk

heneficiaries under subsection (e)B).”.

(3) DUAL ELIGIRLES.—BSection 1860D—1(b)(8)XD) of the Social
Security Act (42 U.S.C. 1395w—101(b)X3)XD)) is amended by
inserting “, subject to such limits as the Secretary may establish
for individuals identified pursuant to section 18601—4(c)B)”
after “the Secretary”.

(b) UTILIZATION MANAGEMENT PROGRAMS.—Section 1860D—4(c})
of the Social Security Act (42 1.S.C. 1395w—104(c)), as amended
by subsection (a)(1), 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 {(6)A))”; and
(2) by adding at the end the following new paragraph:
@) UTILIZATION MANAGEMENT TOOL TO PREVENT DRUG

ABUSE,—

“(A) TN 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 guch 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

“(11) 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 previcusly identified by another PDP sponsor
as an individual described in clause Gi)(T).

“B) REPORTING.—A PDP sponsor offering a prescrip-
tion drug 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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“{) any provider of services or supplier described  Time period.
in subparagraph (AYELIT) that is identified by such
plan sponsor (or organization) during the 30-day period
hefore such report is submitted; and

“(ii) the name and prescription records of individ-
nals described in paragraph (5)(C).

“() CMS COMPLIANCE REVIEW.—The Secretary shall Andits,
ensure that plan sponsor compliance reviews and program Deadline.
audits biennially include a certification that utilization Certification.
management tools under this paragraph are in compliance
with the requirements for such tools.”.

(¢) EXPANDING ACTIVITIES OF MEDICARE DRUG InTEGRITY CON-

TRACGTORS (MEDICS).—

(1) IN GENERAL.—Section 1893 of the Social Security Act
(42 U.8.C. 1395ddd) is amended by adding at the end the
following new subsection:

“(j) EXPANDING ACTIVITIES OF MEeDICARE DRUG INTEGRITY CON-

TRACTORS (MEDICS).~

“(1) ACCESS TO INFORMATION.—Under contracts entered Records.
into under this section with Medicare drug integrity contractors Determinatian.
(including any successor entity to a Medicare drug integrity
contractor), the Secretary shall authorize guch 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(c)(5)(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-

iractor to assist in the determination described in guch para-

graph, the contractor shall—

“(AY acknowledge to the sponsor or organization receipt
of the referral; and

“(B) in the case that any PDP sponsor or MA organiza- Determination.
tion contacts the contractor requesting to know the deter- Deadline.
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 dotermination 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) HTPAA 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 Tederal regulations (concerning the privacy of
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Recommenda-
tions,

Analysis.

individually identifiable health information) promulgated
under section 264(c) of the Health Ingurance 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 effectiveneas of Medicare drug integrity contractors
with which the Secretary of Fealth and Human Services
has entered into a contract under section 1893 of the Social
Security Act (42 U.8.C. 1395ddd) in identifying, combating,
and preventing fraud under the Medicare program,
including under the authority provided under section
18)93(3') 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 ToOLS
To CoMBAT FrAUD.—It is the sense of Congress that MA organiza-
tions and PDP sponsors should consider using e-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.

() 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) FEEDRACK.—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-
wators, and pharmaceutical manufacturers.
(2) GAQ STUDY AND REPORT.~—
(A) STUDY~The Comptroller General of the United
States shall conduet a study on the implementation of
the amendments made by this section, including the
effectiveness of the atrisk 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)(1). Such study Analysis.
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}B) 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—
{1} individeals who, in the implementation of
such section, are determined to be individuals
described in such subparagraph (C); and
(IT) prescribers and pharmacies that are
selgcted under subparagraph (D} of such section;
an
(iv) other areas determined appropriate by the
Comptroller General.
(B) ReporT—Not later than July 1, 2019, the Comp- Recommenda-
troller General of the United States shall submit to the tons.
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) EFFRCTIVE DATE; RULEMARTNG.— 42 USC

(1) IN GENERAL.—The amendments made by this section 1395w--101 naote,
shall apply to prescription drug plans (and MA-PD plans) Applicability.
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 Deadline.
Secretary of IHealth and Human Services shall convene
stakeholders, including individuals entitled te 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 biopharmaceutical 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.8.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 ave at-risk beneficiaries for
prescription drug abuse (as defined in subparagraph
(C) of such paragraph};

(i) the use of an expedited appeals process under
which such an enrcllee 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
program 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
gsuch paragraph, the responsibilities 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
SPOnIHOTE,

(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 FUND.-—

Section 1898(b)X1) of the Social Security Act (42 U.S.C. 1395iii(b)(1))
is amended by striking “during and after fiscal year 2020, $0”
and inserting “during and after fiscal year 2021, $140,000,0007.
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SEC. 705, EXCLUDING ABUSE-DETERRENT FORMULATIONS OF
PRESCRIPTION DRUGS FROM THE MEDICAID ADDITIONAL
REBATE REQUIREMENT FOR NEW FORMULATIONS OF
PRESCRIPTION DRUGS.

{a) In GrNERAL—The last sentence of section 1927(c)2)C)
of the Social Security Act (42 U.8.C. 1396r-8(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 gsuch abuse-
deterrent formulation is an extended release formulation”.

(b) EFFECYIVE DaTE.—The amendment made by subsection (a)
ghall apply to drugs that are paid for by a State in calendar
guarters beginning on or after ithe date of the enactment of this

ct.

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:

«gEC, 1128K. DISCLOSURE OF PREDICTIVE MODELING AND OTHER
ANALYTICS TECHNOLOGIES TO IDENTIFY AND PREVENT
WASTE, FRAUD, AND ABUSE.

“(a) REFERENCE TO PREDICTIVE MopeLING TECHNCLOGIES
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 XVIIL, the Medicaid program under title XIX, and the
Children’s Health Insurance Program under title XXI, see section
4941 of the Small Business Jobs Act of 2010 (42 U.S.C. 1320a-

m).

“(h) LIMITING DISCLOSURE OF PrEDICTIVE MODELING TECH-
NOLOGIES.—In implementing such provisions under such section
49471 with respect to covered algorithms (as defined in subsection
(¢)), the following shall apply:

“(1) NONAPPLICATION OF FOIA—The covered algorithms
used or developed for purposes 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 b, United States Code.

“(2) LIMITATION WITH RESPECT TO USE AND DISCLOSGRE
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 Medicaid
program under title XIX or the State child health plan
(or a waiver of the plan) under the Childrer’s Health
Tnsurance 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 programs.

“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

Determination.

Applicability.
49 USC 1896r-8
note.

42 USC
1320a—Tx.

Applicability.

Contracts.

Contracts.
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algorithms used or developed for purposes of such section

49241 and to ensure that access to such information is

restricted to authorized persons for purpeses of authorized

uses and digclosures described in subparagraph (A).

“() PROCEDURAL REQUIREMENTS.—State agencies to
which information is discloged pursuant to such section
4241 shall adhere to uniform procedures established by
the Secretary.

“o} COVERED ALGORITEM DEFINED.—In this section, the term
‘covered algorithm’——

“1} means a predictive modeling or other analytics tech-
nology, as used for purposes of section 4241(a) of the Small
Business Jobs Act of 2010 (42 U.8.C. 1320a—~7m(a)) to identify
and prevent waste, fraud, and abuse with respect to the Medi-
care program under title XVIII, the Medicaid program under
title XIX, and the Children’s Health Insurance Program under
title XXI; and

%9) includes the mathematical expressions utilized in the
application of such technology and the means by which such
technology 1a developed.”,

(b) CONFORMING AMENDMENTS,—

{1) MEDICAID STATE PLAN REQUIREMENT.—Section 1902(a)
of the Social Security Act (42 U.8.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 ingerting “; and”; and

(C) by inserting 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), and (C) of section 1128K(b)(2).”.

(2) STATE CHILD HEALTH PLAN REQUIREMENT.--—Section
2102(2)(7) of the Social Security Act (42 U.S.C. 1397bb(a)(7))
is amended—

(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

(}g) by adding at the end the following new subpara-
graph:

“() to ensure that the State agency involved is in
compliance with subparagraphs (A), (B), and (C) of section
1128K(b)2).".

SEC. 707. MEDICAID IMPROVEMENT FUND,

Section 1941{b}(1) of the Social Security Act (42 U.8.C. 1396w—
1(b)(1)} is amended to read as follows:
“1) IN GENERAL.—There shall 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,

Tt 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




PUBLIC LAW 114-198—JULY 22, 2016 130 STAT. 755

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.8.C. 1903) is amended by adding at the end the following:

“(j) PROTECTION OF CLASSIFIED INFORMATION IN FEDERAL
CoURT CHALLENGES RELATING TO DESIGNATIONS.—In any judicial
review of a determination made under this section, if the determina-
tion was based on classified information {as defined in section
1{a) of the Clagsified Information Procedures Act) such 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, SHORT TITLE,

Thig title may be cited as the “Jason Simcakoski Memorial
and Promise Act”.

SEC. 902. DEFINITIONS.

Tn this title:

(1) The term “controlled substance” has the meaning given
that term in section 102 of the Controlled Substances Act
(21U.8.C. 802).

(2) The term “State” means each of the several Stales,
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 amy SUCCSSSOT term, by the
National Institutes of Health.

(4) The term “oploid 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 OPTOID SAFETY MEASURES BY DEPART-
MENT OF VETERANS AFFAIRS.

(a) EXPANSION OF OPIOID SAFETY INITIATIVE,—

(1) 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
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38 USC 1701
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38 USC 1701
note.
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Initiative of the Department of Veterans Affairs to include
all medical facilities of the Department.

(2) GuinaNcE.—The Secretary shall establish guidance that
each health care provider of the Department of Veterans
Affairs, before initiating opieid 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 fool),
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 copcurrent use of conirolled substances such as
benzodiazepines, as part of the comprehensive agsessment con-
ducted by the health care provider.

{3) ENHANCED STANDARDS—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 AND TRAINING.—

(1) IN GENERAL—In carrying out the Opioid Safety Initia-
tive of the Department, the Secretary ghall require all
employees of the Department responsible for prescribing opioids
to receive education and training described in paragraph (2).

(2) EDUCATION AND TRAINING.—Education” and training
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 compliance with
the VA/DOD Clinical Practice Guideline for Management
of Opioid Therapy for Chrenic 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 chrenic pain and related health conditions.

() 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.
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(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 4
of supplies relating to the use of opioids and other con- if
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.

(8) USE OF EXISTING PROGRAM.—In 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).

(¢) PAIN MANAGEMENT TEAMS.—

(1) TN GENERAL.—In 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) KSTABLISHMENT OF PROTCOCOLS.—

(A) IN GENERAL—In consultation with the Directors Consuitation.
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 opioms.—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

(i) refers the patient to the pain management
team for any subsequent prescriptions and related
therapy.

{3) REPORT.—

(A) TN 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
(B

(B) ELEMENTS.—Tiach report submitted under subpara-
graph (A) with respect to a medical facility of the Depart-
ment shall include—
() a certification as to whether all members of Cetification.
the pain management team at the medical facility have
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completed the education and training required under

subsection (b);

(i) 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
facitity—

(D) fully complies with the stepped-care model,
or successor models, of pain management and
other pain management policies of the Depart-
ment; or

(1IN 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 OPIOID USE.—

(1) PRESCRIPTION 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 providers 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 nnderstanding 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 preserip-
tions of controlled substances received hy 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 submit to the Committee on Veterans’
Affairs of the Senate and the Commititee 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 prescribing 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 prescribed to
veterans under the laws administered by the Secretary.

(&) AVATLABILITY OF OPIOID RECEPTOR ANTAGONISTS.—
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(1) INCREASED AVATLARTLITY AND USE.—

(A) IN GENERAL.—The Secretary shall maximize the !
availability of opioid receptor antagonists, inciuding !
naloxone, to veterans.

(B) AVAILABILITY, TRAINING, AND DISTRIBUTING.—In  Deadline.
carrying out subparagraph (A), not later than 90 days |
a}flteﬁ the date of the enactment of this Act, the Secretary |
ghall---

(i) equip each pharmacy of the Department with
opioid receptor antagonists te he 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 ave at risk of opioid

overdose may access such opioid receptor antagonists

and training on the proper administration of such

opioid receptor antagonists.

{() VETERANS WIIO ARE AT RISK—For purposes of
subparagraph (B), veterans who are at risk of opioid over-
dose include—

(1) veterans receiving long-term optoid therapy;

(it) 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) REPORT.—Not later than 120 days after the date of Assessment.
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 AND CAPABILITIES IN
OPIOID THERAPY RISK REPORT TOOL OF THE DEPARTMENT.—

(1) INFORMATION.—The Secretary ghall 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) Capasiuties.—The Secretary shall include in the Determination.
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 information in the tool with respect to
the veteran,

(g) NOTIFICATIONS OF Rk N 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;
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Deadline.

Deadline,

{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
AFFATRS 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.

(8) 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 group described in subsection (a}—

(1) coordinates the activities of the working group with
other relevant working groups established under section 320
of title 88, 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
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VA/DOD Clinical Practice Guideline for Management of Opioid
Therapy for Chronic Pain.

(2) MATTERS INCLUDED.—In conducting the update under
paragraph (1), the Pain Management Working Group, in
coordination with the Clinical Practice Guideline VA/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 to—

(i} the co-administration of an opicid and other
drugs, including benzodiazepines, that may result in
life-limiting drug interactions;

(i1) the treatment of patients with currenf 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 Assessments.
providers—

(i) conducting an effective assessment for patients
beginning or continuing opioid therapy, including
understanding and setting realistic goals with respect
to achieving and maintaining an expected level of pain
relief, improved function, or a clinically appropriate
combination of both; and

(ii) effectively assessing whether opioid therapy
ig 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
and 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; and

(iii} augmentation of opicid therapy with other
pain management therapies and modalities.

() Guidelines with respect to appropriate case
management for patients receiving opioid therapy who
transition between inpatient and outpatient health care
settings, which may include the use of care transition plans.

(I} " 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
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without the use of opicids and options to augment opicid

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.

() 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
Chronic Pain, as required under paragraph (1), or from ensuring
that the final clinical practice guideline updated under such
paragraph remains applicable to the patient populations of
thef Department of Veterans Affairs and the Department of
Defense.

38 USC 1701 SEC. 913. REVIEW, INVESTIGATION, AND REPORT ON USE OF OPIOIDS

note.

Assesgments,

IN TREATMENT BY DEPARTMENT OF VETERANS ATFAIRS.

(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
United States shall submit to the Committee on Veterans’
Affairs of the Senate and the Committee on Veterang’ Affairs
of the House of Representatives a report on the Opioid Safety
Initiative of the Department of Veterans Affairs and the opicid
prescribing practices of health care providers of the Depart-
ment.

(2) ELEMENTS.—The report submitted under paragraph (1)
shall inchade the following:

(A) An assessment of the implementation and moni-
toring by the Veterans Health Administration of the Opioid
Safety Initiative of the Department, including examining,
as appropriate, the following:

(i) How the Department monitors the key clinical
outcomes of such safety initiative (for example, the
percentage of unique veterans visiting each medical
center of the Department that are prescribed an opioid
or an opioid and benzodiazepine concurrently) and how
the Department uses that information—

(I) to improve prescribing practices; and

(ID) 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) and
compliance with such tool by medical facilities and
health care providers of the Department, including
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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 Recommenda-
the Opioid Safety Initiative of the Department as the tions.
Comptroller General considers appropriate.

(B) Information made available under the Opioid
Therapy Risk Report tool with respect to—

(1) deaths resulting from sentinel events involving
veterans prescribed opioids by a health care provider;

(ii) overall prescription rates and, if applicable,
indications used 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 pregeribing
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
long-term opiocid therapy.

(C) An evaluation of processes of the Department in Evaluation.
place to oversee opioid use among veterans, including proce- Procedures.
dures to identify and remedy potential over-prescribing
of opioids 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.

(F) An assessment of the data that the Department Review.
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 than 180 Determination.
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




130 STAT. 764 PUBLIC LAW 114-198—JULY 22, 2016

Representatives a progress report detailing the actions by the Sec-
retary to address any outstanding findings and recommendations
by the Comptroller General of the United States under subsection
(a) with respect to the Veterans Health Administration.

() ANNUAL REPORT ON OPIOID THERAPY AND PRESCRIPTION
RATES—Not later than one year after the date of the enactment
of this Act, and not less frequently than annually for the following
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
preseription 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) The number of patients and the percentage of the
patient population of the Departmenit who were prescribed
benzodiazepines and opioids concurrently by a health care pre-
vider of the Department.

(2) The number of patients 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
prescription opioids by majl 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 opioids 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 fo such patients while such patients
were heing treated with opioids on an inpatient-basis and
the agpregate 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 carve provider of the

Department and the aggregate of such prescription rates

for all health care providers at the facility.

(8) 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 o a veteran.

(d) INVESTIGATION OF PRESCRIPTION RATES.—If the Secretary Detevmination.
determines 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 Notification.
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,
1;a;m'] hgalth care provider or medical facility, as the case may

; an

(2) through the Office of the Medical Inspector of the Vet-
erans Health Administration, conduct a full investigation of
;he health care provider or medical facility, as the case may

8.

(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 opicids 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 patients being treated with opioids.

(3) Of the patients being 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- 38 USC 17¢1
TION TO STATE CONTROLLED SUBSTANCE MONITORING note,
PROGRAMS.

Section 5701(1) of title 88, United States Code, is amended
by striking “may” and inserting “shall”.
SEC. 915. ELIMINATION OF COPAYMENT REQUIREMENT FOR VET- 38 USC 1701
ERANS RECEIVING OPIOID ANTAGONISTS OR EDUCATION note.
ON USE OF OPIOID ANTAGONISTS.

(a) COPAYMENT FOR OPIOID ANTAGONISTS.—Section 1722A(a)
of title 88, 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
averdose of a specific medication or substance in order to reverse
the effect of such an overdose.”.

(b) COPAYMENT FOR EDUCATION ON UsE oF (PIOID ANTAGO-
NISTS.—Section 1710(g)3) of such tifle is amended—

(1) by striking “with respect to home health services” and
inserting “with respect to the following:”
“(A)Y Home health services”; and
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note.

(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 AFTAIRS.

{a} COMMUNITY MEETINGS.—

(1) 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 of Veterans 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 vear 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.

(b) ATTENDANCE BY DIRECTOR OF VETERANS INTEGRATED
SERVICE NETWORK OR DESIGNEE.—

(1) IN GENERAL—Each community meeting 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
guch 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,

(¢) NoTicE.—The Secretary shall notify the Committee on Vet-
erans’ Affairs of the Senate, the Committee on Veterans' Affairs
of the House 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 meeting
oceurs,

SEC. 922, IMPROVEMENT OF AWARENESS OF PATIENT ADVOCACY PRO-
GRAM AND PATIENT RILL 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 Affairs—

(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. COMPTROLLER GENERAL REPORT ON PATIENT ADVOCACY 88 USC 1701
PROGRAM OF DEPARTMENT OF VETERANS AFFAIRS. note.

() 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 report on the Patient Advocacy Program of the
Department, of Veterans Affairs (in this section referred to as the
“Program”).

(b) ELeEMENTS.—The report required by subsection (a) shall Assessments.
include the following:

(1) A description of the Program, including—

{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 carrying 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 propesals for improving or Recommenda-
modifying the Program as the Comptroller General considers tions,
appropriate.

(6) Such other information with respect to the Program
as the Comptroller General considers appropriate.

SEC. 924, ESTABLISHMENT OF GHFFICE OF PATIENT ADVOCACY OF THE 38 USC 1701
DEPARTMENT OF VETERANS AFFAIRS. note.

(a) IN GENERAL-—Subchapter I of chapter 73 of title 38, United
States Code, is amended by adding at the end the following new
section:

“§ 7309A. Office of Patient Advocacy 38 USC 7309A.

“(a} EsTABLISHMENT.—There is established in the Department
within the Office of the Under Secretary for Iealth an office to
be known as the ‘Office of Patient Advocacy’ (in this section referred
to as the ‘Office’).

“(b) HEAD.—(1) The Director of the Office of Patient Advocacy
ghall be the head of the Office.

“2) The Director of the Office of Patient Advocacy shall be Appointment.
appointed by the Under Secretary for Health from among individ-
uals qualified to perform the duties of the position and shall report
directly to the Under Secretary for Health.

“(c) FUNCTION.—{(1) The function of the Office is to carry out
the Patient Advocacy Program of the Department.
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“92) 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

“((}) receive training in patient advocacy.

“(d) PATIENT ADVOCACY RESPONSIBILITIES.—The 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-
vetary that cannot be resolved at the point of service or at
a higher level easily accessible to the veteran.

%(9) 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 determine
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 by the Department.

“(10) To ensure that all appeals and final decisions with
respect to the receipt 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 responsibilities 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 I Individuals Act of 1986 (42 U.8.C. 10803)
to proteci and advocate the rights of individuals with mental
illness and to investigate incidents of abuse and neglect of
such individuals.
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“18) To fulfill requirements established by the Secretary
with respect to the inspection of controlled substances.

“(14) To document potentially threatening hehavior and -

report such behavior to appropriate authorities.

“(e) TRAINING.—In providing training to patient advocates
under subsection (€)(2XC), 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 term in
section 102 of the Controlled Substances Act (21 U.S.C. 802).".

(b) CLERICAL AMENDMENT.—The table of sections at the begin-
ning 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.”.

(¢} DATE PFuLLy OPERATIONAL.—The Secretary of Veterans
Affairs shall ensure that the Office of Patient Advocacy established
ander section T809A of title 88, 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
“Clommission”). The Commission shall examine the evidence-based
therapy treatment mode! used by the Secretary of Veterans Affairs
for treating mental health conditions of veterans and the potential
benefits of incorporating complementary and integrative health
treatments available in non-Department facilities (as defined in
section 1701 of title 38, United States Code).

4 (b) DuTiEs—The Commission shall perform the following
uties: :

(1) Fxamine 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 examine—

(A) the experience 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;

38 USC
prec, 7301,

38 USC 7300A
note.

38 USC 1701
note.

Examination.
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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

(FY the outreach efforts of the Secretary regarding the
availability of benefits and treatments for veterans for
addressing 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;

(B} acupuncture therapy,;

(F) meditation therapy;

((3) outdoor sports therapy;

(H) hyperbaric oxygen therapy;

(1) 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 such 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 who 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.

(¢} MEMBERSHIP.—

(1) 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 Fouse 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.

(F) Two members appointed by the President, at least President.
one of whom shall be a veteran.

(2) QUALIFICATIONS.—Members of the Commission shall
be individuals who—

(A) are of recognized standing and distinction within
the medical community with a background in treating
mental health;

(B) have experience working with the 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 President.
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 appoiniment was made.

{(6) APPOINTMENT DEADLINE.—The appointment of members
of the Commission in this section shall be made not later
than 90 days after the date of the enactment of this Act.
(d) PowERS OF COMMISSION.~

(1) MEETINGS.—

(A) INITIAY, MEETING.—The Commission shall held its Deadline.
first meeting not later than 30 days after a majority of
members are appointed to the Commission.

(B) MerTiNG.—The Commission shall regularly meet Determination.
at the call of the Chairman, Such meetings may be carried
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,
git 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. Such record shall be made available for public Public
information.
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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 lien of substances, at rates authorized under sub-
chapter I of chapter 57 of title b, United States Code.

(8) §raFr.—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 II1 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 under section 5315 of title
5, United States Code.

{9) PERSONNEL AS FEDERAL EMPLOYEES.—

(A} In cENERAL—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 Commissgion under 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 Ezecutive 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 and agencies of the United States.

(13) PHYSICAL PFACILITIES 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.—

(1) 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 under 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) hag provided to the Cornmission.

{B) OTHER REPORTS.—In carrying out its duties, at
times that the Commission determines appropriate, the
Commission shall submit to the Committees on Velerans’
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 Veterany' Affairs of the Ilouse 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, Recommenda-
timely, and cost-efficient manner the solutions and rem- tions.
edies identified within the findings of the Commission
pursuant to subsection (b).

(B) An analysis of the evidence-based therapy model Analysis.
used by the Secretary of Veterans Affairs for treating vet-
erans with mental health ecare 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 Examination.
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 velerans
with mental health issues.

(3) PrAN.—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 Timeframe,
and integrative health treatments deseribed 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 SBecretary 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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38 USC 1701
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Deadline,

(f) TERMINATION OF (CoMMISSION.—The Commission shall termi-
nate 30 days after the Commission submits the final report under
subsection ()2}

SEC. 932. EXPANSION OF RESEARCH AND EDUCATION ON AND
DELIVERY OF COMPLEMENTARY AND INTEGRATIVE
HEALTH TO VETERANS.

(a) DEVELOPMENT OF PLAN T0 EXpPAND 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 pro-
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.—In carrying out subsection (a), the Sec-
retary shall consult with the following:

(A) The Director of the National Center for Com-
plementary and Integrative Health of the National
Institutes of Health.

(B) The Commissioner of Food and Drugs.

{()) 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 recognized providers of complementary
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 earrying out sub-
section (a) with respect to the following:

(A} To develop the plan.

(B) To identify 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 38 USC 1701
AND INTEGRATIVE HEALTH AND RELATED ISSUES FOR note.
VETERANS AND FAMILY MEMBERS OF VETERANS.

{a) PILOT PROGRAM.— Assessments.
(1) IN GENERAL—Not later than 180 days after the date Deadline.
on which the Secretary of Veterans Affairs receives the final
report under section 931{(eX2), 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 provigion of pain management and related health care
services, including mental health care services, fo veterans.
(2) MATTERS ADDRESSED.—In carrying out the pilot pro-
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
an)d 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,;

(iil) 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) DURATION.—The Secretary shall carry out the pilot program
under subsection (a)(1) for a period of three years.

(c) LOCATIONS.—

(1) FACILITIES.—The Secretary shall carry out the pilot
program under 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 CONFLICT WITH CARE STANDARDS.—In selecting the med-
ical centers under 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 under
subsection (2)(1), the Secretary shall provide covered services tfo
covered veterans by integrating complementary and integrative
health services with other services provided by the Department
at the medical centers selected under subsection (c).

fe) COVERED VETERANS.—For purposes of the pilot program
under subsection (a)1), 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 hy 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 shall be 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 be included as part of the
Patient Aligned 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 under 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-
erang’ Affairs of the House of Representatives a report on
the pilot program.

(2) ELEMENTS.—The report under paragraph (1) shall
include the following:

(A) The findings and conclusions of the Secretary with

respect to the pilot program under subsection (a)(1),

including with respect to-—

(1) 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- Assessment.
gram to covered veterans in mental health diagnoses,
pain management, and treatment of chronic illness.
(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 Recommenda-
expansion of the pilot program as the Secretary considers tions.
appropriate.

Subtitle D—Fitness of Health Care
Providers

SEC, 941, ADDITIONAL REQUIREMENTS FOR HIRING OF HEALTH CARE 38 USC 1701
PROVIDERS BY DEPARTMENT OF VETERANS ATFAIRS. note.

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 of Veterans
Affairs shall require from the medical board of each State in which
the health care provider has or had a medical license—

(1) information on any violation of the requirements of Time period.
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. 942, PROVISION OF INFORMATION ON HEALTH CARE PROVIDERS 38 USC 1701

OF DEPARTMENT OF VETERANS AFFAIRS TO STATE MED. note.
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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38 USC 1701
note.

Review,

38 USC 1701
note.

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. 943. 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 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 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 LIMITATION ON AWARDS AND BONUSES.

Section 705 of the Veterans Access, Choice, and Accountability
Act of 2014 (Public Law 113-146; 38 U.5.C. 703 note)} is amended
to read as follows:

“SEC, 706, LIMITATION ON AWARDS AND BONUSES PAID TO
EMPLOYEELS OF DEPARTMENT OF VETERANS AFFAIRS.

“(a) LivriTaTiON,—The BSecretary 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 gense of Congress that
the limitation under subsection (a) should not disproportionately
impact lower-wage employees and that the Department of Veterans




PUBLIC LAW 114—198w_JULY 22, 2016 130 STAT. 779

Affairs is encouraged to use bonuses to incentivize high-performing
employees in areas in which retention is challenging.”.

Approved July 22, 2016.
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TITLE 42
State Affairs and Government

CHAPTER 42-73
Child Advocate Office

SECTION 42-73-8

§ 42-73-8. Access to information.

The child advocate shall have access to the following information:

(1) The names of all children in protective services, treatment, or other programs under the
jurisdiction of the department of children, youth, and families, and their location if in custody;

(2) All written reports of child abuse and neglect; and

(3) All current records required to be maintained under the provisions of chapter 72 of this title.

History of Section.
(P.L. 1979, ch. 248, § 2.)
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TITLE 42
State Affairs and Government

CHAPTER 42-73
Child Advocate Office

SECTION 42-73-9

§ 42-73-9. Rights and powers of advocate.

The child advocate shall have the following rights and powers:

(1) To communicate privately, by mail or orally, with any child in treatment, or under protective
services;

(2) To have access, including the right to inspect, copy and/or subpoena records held by the clerk of
the family court, law enforcement, agencies, and institutions, public or private, and other agencies, or
persons with whom a particular child has been either voluntarily or otherwise placed for care, or has
received treatment within or without the state;

(3) To take whatever steps are appropriate to see that persons are made aware of the services of the
child advocate's office, its purpose, and how it can be contacted;

(4) To apply for and accept grants, gifts and bequests of funds from other states, federal and interstate
agencies and independent authorities, and private firms, individuals and foundations, for the purpose
of carrying out his or her lawful responsibilities. The funds shall be deposited with the general
treasurer in a restricted receipt account established within the office to permit funds to be expended in
accordance with the provisions of the grant or bequest; and

(5) To exercise the powers conferred upon a trustee pursuant to the provisions of § 18-4-2 and to be
exempt from the provisions of chapter 15 of title 33.

History of Section.
(P.L. 1979, ch. 248, § 2; P.L.. 1992, ch. 317, § 2)




