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House Committee on Health
Wednesday, February 8, 2017 at 11:00 A.M.
Room 643

MINUTES
The House Committee on Health met at 11:00 A.M. on February 8, 2017 in Room 643.
Representatives Adcock, Ball, Boswell, Brisson, Burr, Carney, Cunningham, Dobson, Dulin,
Ford, Hunter, Insko, Jackson, Jones, Lucas, Malone, Murphy, Potts, Rogers, Setzer, Szoka,
White, Wray, Yarborough, and Zachary attended.

Representative Justin Burr presided.

The UNC Gillings School of Global Public Health presented the Committee with information
relating to their research areas.

Barbara K. Rimer, DrPH, MPH, Dean and Alumni Distinguished Professor, gave an overview of
their mission.

Wizdom Powell, PhD, MPH, discussed eliminating health disparities in vulnerable boys and men
in North Carolina.

Mark Holmes, PhD, presented information on improving rural health in North Carolina and
beyond.

Chris Ringwalt, DrPH, discussed prescription drug overdose and the Controlled Substances
Reporting System (CSRS).

Questions were taken from members.

The meeting adjourned at 12:00 P.M.

N s

Dina Long, Committee Eldrk







‘ NORTH CAROL |A HOUSE OF REPRESENTATIVES
COMMITTEE MEETING NOTICE
AND
BILL SPONSOR NOTIFICATION
2017-2018 SESSION

You are her&by notified that the House Committee on Health will meet as follows:

DAY & DATE: Wednesday, February 8, 2017

TIME: 11:00 AM

LOCATION: 643 LOB

COMMENTS: There will be no bills presented at this meeting. There will be presentations
from the UNC Gillings School of Global Public Health.

Respectfully,

Representative Justin P. Burr, Co-Chair
Representative Josh Dobson, Co-Chair
Representative Bert Jones, Co-Chair

‘ Representative Donny Lambeth, Co-Chair
Representative Gregory F. Murphy, MD, Co-Chair

I hereby certify this notice was filed by the committee assistant at the following offices at 5:02 PM on
Monday, February 06, 2017.

____Principal Clerk
_Reading Clerk — House Chamber

Brenda Olls (Committee Assistant)






House Committee on Health

. We 1esday, February 8,2017, 11:00 AM
643 Legislative Office Building

AGENDA
Welcome and Opening Remarks

Introduction of Pages
Presentations - UNC GILLINGS SCHOOL OF GLOBAL PUBLIC HEALTH STAFF

e Barbara K. Rimer,

DrPH, MPH, Dean and Alumni
Distinguished Professor

e Wizdom Powell, PhD, Associate Professor, Health Behavior

e Mark Holmes, PhD, Associate Professor, Health Policy and Management

e Chris Ringwalt, DrPH, Adjunct Professor, Health Behavior;
Senior Scientist, UNC Injury Prevention Research Center

‘ Questions From Members

Other Business

Adjournment
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House Committee on Health
Wednesday, February 15,2017 at 11:00 AM
Room 643 of the Legislative Office Building

MINUTES
The House Committee on Health met at 11:00 AM on February 15, 2017 in Room 643 of the
Legislative Office Building. Representatives Adcock, Ball, Blackwell, Boswell, irisson, Burr,
Carney, Cunningham, Dobson, Dollar, Dulin, Earle, Farmer-Butterfield, Ford, Howard, Hunter,
Bert Jones, Lambeth, Lucas, Murphy, Potts, Rogers, Setzer, Shepard, Szoka, White, Wray,
Yarborough, and Zachary attended.
Representative Josh Dobson, Chair, presided.

The following bills were considered:

HB 57 Enact Physical Therapy Licensure Compact. (Representatives Szoka, G. Martin,
Grange)

Representative Szoka presented the bill. Representative Burr offered an Amendment. The
amendment passed. Rep. Jones motioned for a favorable report with a re-referral to Finance as
amended and rolled into a PCS.

The meeting adjourned at 11:15am.

Iy B Qalu;%m
Representafive Josi Dobson, Chair Julie Ryad, Committee Clerk

Presiding







NORTH CAROLINA HOUSE OF REPRESENTATIVES
COMMITTEE MEETING NOTICE
AND
BILL SPONSOR NOTIFICATION
2017-2018 SESSION

You are hereby notified that the House Committee on Health will meet as follows:

DAY & DATE: Wednesday, February 15,2017

TIME: 11:00 AM

LOCATION: 643 LOB

COMMENTS: Representative Dobson will chair the meeting.

The following bills will be considered:

BILL NO. SHORT TITLE SPONSOR
HB 57 Enact Physical Therapy Licensure Representative Szoka
Compact. Representative G. Martin

Representative Grange
Respectfully,

Representative Justin P. Burr, Co-Chair
Representative Josh Dobson, Co-Chair
Representative Bert Jones, Co-Chair
Representative Donny Lambeth, Co-Chair
Representative Gregory F. Murphy, MD, Co-Chair

I hereby certify this notice was filed by the committee assistant at the following offices at 10:24 AM on
Tuesday, February 14, 2017.

_ Principal Clerk
___Reading Clerk — House Chamber

Brenda Olls (Committee Assistant)
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House Committee on Health
We 1iesday, February 15,2017, 11:00 AM
643 Legislative Office Building

AGENDA

Welcome and Opening Remarks
Introduction of Pages
Bills

BILL NO. SHORT TITLE SPONSOR

HB 57 Enact Physical Therapy Licensure Representative Szoka

Compact. Representative G. Martin
Representative Grange

Presentations

Other Business

Adjournment






HOUSE BILL 57:
Enact Physical Therapy Licensure Compact.

2017-2018 General Assembly

Committee: House Health. If favorable, re-refer to Date: February 13, 2017
Finance

Introduced by: Reps. Szoka, G. Martin, Grange Prepared by: Jason Moran-Bates

Analysis of: First Edition Committee Co-Counsel

OVERVIEW: House Bill 57 would make North Carolina a member of the Physical Therapy
Licensure Compact. Membership in the compact would allow physical therapists who hold licens in
good standing in any other Compact state to practice physical therapy in North Carolina. Likewise,
physical therapists holding a valid license in North Carolina would be able to practice physical
therapy in any of other the Compact member states.

CURRENT LAW: Under current law, individuals who hold a license to practice physical therapy in
another state must go through the process to be licensed by endorsement before being allowed to
practice in North Carolina. This process involves submitting an application and application
verifying licensure in the other state, and verifying a score of at least 600 or higher on the National
Physical Therapy Exam. Once the North Carolina license is granted, the physical therapist must comply
with all of North Carolina's requirements in order to maintain the license, in addition to complying with
the requirements to maintain a license in any other state in which the therapist is licensed.

‘ BILL ANALYSIS:

Section 1 of the bill recodifies Article 18B of Chapter 90 of the General Statutes, the current Physical
Therapy Practice Act, as Article 18E of Chapter 90 of the General Statutes.

Section 2 of the bill creates Article 18F in Chapter 90 of the General Statutes, enacting the Physical
Therapy Licensure Compact. In broad terms, physical therapists licensed in a Compact state would hold
and maintain a license in their home state and be licensed to practice physical therapy in any Compact
member state. The home state's laws and regulations would govern the therapist's maintenance of 1e
license in the therapist's home state. If the therapist lost the license held in the home state, 1 : therapist
would no longer be licensed to practice in any of the Compact member states. Any therapist practici
in North Carolina under the terms of the Compact would be bound by North Carolina laws and
regulations.

G.S. 90-270.120 sets forth the purpose of the Physical Therapist Licensure Compact.
G.S. 90-270.121 lists the definitions to be used in Article 18F.

~eoonnnang would require states participating in the Compact to: 1) participate fully in the
Compact's data system, 2) have a mechanism to receive and investigate complaints about licensees, 3)
notify the Compact Commission of any disciplinary action taken against a licensee, 4) fully implement a
criminal background check requirement, 5) comply with the rules promulgated by the Compact
Commission, 6) use a nationally recognized exam as a basis for licensure, and 7) establish continuing
competence requirements. In addition, member states would have the authority to collect biometric data
from each license applicant and to charge a fee for granting a compact privilege.
Division

aren Cochrane-Brown | H \ H “'| || }H ’ |‘|“|‘
Director
i vV -9 919-733-2578

H57-SMBC 2 E 1 -
This bill analysis was prepared by the nonpartisan legislative staff for the use of legislators in their deliberations and does not constitute an official statement of legislative intent.

‘ Legislative Analysis



House Bill 57
Page 2

G.S. 90-270.123 would require individuals licensed under the Compact to: 1) hold a license in their ‘

home state, 2) not have encumbrances on any license in any state, 3) be eligible for Compact privileges

in accordance with Article 18F, 4) not had adverse action against any license in the last two years, 5)

notify the Commission the applicant is seeking privileges within another state, 6) pay applicable fees, 7)

meet any jurisprudence requirements of the remote state, and 8) report adverse action taken against the
censee to the Commission within 30 days. G.S. 90-270.123 also states that the Compact privilege is

valid only as long as the individual's license in the home state is valid. Licensees are required to follow

all the laws, regulations, and regulatory authority of the remote state when practicing in the remote state.

The process for restoring lost Compact privileges is also set forth.

G.S. 90-270.124 would allow active duty military members or their spouses to designate their home
state as either their home of record, their Permanent Change of Station location, or their state of
residence.

G.S. 270.125 states that although the home state has the exclusive authority to take adverse action

against a home state license, it may take action based on the recommendations and investigations of a

remote state. Remote states have the power to investigate complaints and initiate adverse action against
censees in the remote state. Member states may also jointly investigate complaints.

G.S. 90-270.126 would establish the Physical Therapy Compact Commission, which is the governing

body of the Compact. The Commission is comprised of one delegate from each Compact state and must

meet regularly, in public, to carry out the business of the Compact. It does not have the power to change

the laws and regulations of the member states. G.S. 90-270.126 also establishes the Executive Board,
which has the power to act on behalf of the Commission. The Board is comprised of seven voting
members selected from the current membership of the Commission and two non-voting mebers from ‘
physical therapy organizations. The members of the Executive Board are immune from suit against

them personally for their official actions.

G.S. 90-270.127 would establish a data system to be shared among the member states. This system can
be accessed by any member state. Each member state must submit the following information on
licensees to the system: 1) identifying information, 2) licensure data, 3) adverse actions, 4) non-
confidential information related to alternative program participation, 5) information on denials of
applications for licensure, and 6) other information determined by the Commission. Member states may
designate certain information that will remain confidential. The Commission is required to notify all
member states of any adverse action taken against a licensee.

G.S. 90-270.128 would set forth the Commission's authority to make rules for the Compact and the
process to promulgate those rules. The Commission does not have any authority to change individual
states' rules of practice for physical therapists. Prospective Commission rules are subject to a notice and
comment period before being voted on by the Commission at a regular or special meeting. A public
hearing will be held if requested by at least 25 people, a state or federal government agency, or an
association of at least 25 members. If a majority of the legislatures of the Compact member states reject
a rule by enactment of a statute or resolution, the rule will have no further effect in any member state.

G.S. 90-270.129 would provide for enforcement of the Compact by all three branches of state
government. It would allow the Commission to be an intervening party in any suit affecting the powers,
responsibilities, or actions of the Commission. The Commission may terminate a member state from the
Compact if it determines the member state is in default of its obligations under the Compact.
Termination will be undertaken only as a last resort if no other method of securing compliance with the
Compact has been effective. Disputes between member and non-member states relating to the Compact ‘
will be resolved by the Commission.




House Bill 57
Page 3

‘ G © on 7120 gtates the Compact will come into effect on the date the tenth member state enacts it
into law. Member states can withdraw from the Compact by enacting a statute repealing the original
enacting statute. Amendments to the Compact may be enacted by member states, but amendments w
not be effective until they have been enacted into law by all the member states.

G.S. 90-"7" "] states that the provisions of the Compact are severable, and any provisions not
specifically struck down by a court will remain in effect.

EFFECTIVE DATE: This act would be effective October 1, 2017.

BACKGROUND: This act streamlines the process for physical therapists licensed in other states to
become eligible to practice in North Carolina. It is similar in structure and effect to the Nurse Licensure
Compact (Article 9G of Chapter 90), which was enacted in 1999. As of February 14, 2017, the Compact
had been enacted in Arizona, Missouri, Oregon, and Tennessee, and legislation had been introduced in
Colorado, Kentucky, Mississippi, Montana, New Hampshire, New Jersey, North Dakota, and
Washington.






















































Com...it(ce Sergeants at Arins

name o commrrrerHouse Co nm. on Health
DAT™: 0211 5/1 7 Roow: 643,

House Spt-At Arms:

. vame: YOUNQ Bae
. nane: JJImM Moran..
: 3mc:_DeatLMatsuboumewu
4. Name: _Terry McCraw

5. Niwe: .

Scpate Spt-At Arws:
'« Name: \
“» Name: / .
+. Name: L >< B
. Name: | /_ \ —
. [‘lc: / Mm_.,;

P

o

s





































House Committee on Health
Wednesday, March 1,2017 at 11: ) AM
Room 643 of the Legislative Office Building
MINUTES

The House Committee on . :alth met at 11:00 AM on March 1, 2017 in Room 643 of the
Legislative Office Building. Representatives Adcock, Ball, Blackwell, Boswell, Brisson, Burr,
Carney, Cunningham, Dobson, Dollar, Dulin, Earle, Farmer-Butterfield, Ford, Howard, Hunter.
Insko, Jackson, Bert Jones, Lambeth, Lucas, Malone, Murphy, Potts, Rogers, Setzer, Shepa
Szoka, White, Wray, Yarborough, and Zachary attended.

Representative Bert Jones, Chair, presided.
The following bills were considered:

HB 36 Enact Enhanced Access to Eye Care Act. (Representatives Burr, Collins, Dobsc
Howard)

The meeting was FOR DISCUSSION ONLY. Representative Burr explained HB 36, which |
a PCS. Supporters of the bill and opponents of the bill each had a total of 15 minutes to speak.

After the speakers concluded, members of the committee responded with questions for the t
supporters and opponents.

Speaker names and handouts are included with these Minutes.

The meeting adjourned at 12:00.

g £ P/M 4///%&/%@ /

Représentative Bert Jones, Chair BrendﬁVOlls, Committee Clerk
Presiding







NORTH CAROLINA HOUSE OF REPRESEN . ATIVES
COMMITTEE MEETING NOTICE
AND
BILL SPONSOR NG 1 :FICATION
2017-2018 SESSION

You are hereby notified that the House Committee on Health will meet as follows:

DAY & D4..l: Wednesday, March 1, 2017

TIME: 11:00 AM

LOCATION: 643LOB

COMMENTS: Representative Bert Jones will be presiding.

The following bills will be considered:

BILL NO. SHORT TITLE SPONSOR

HB 36 Enact Enhanced Access to Eye Care Representative Burr
Act.
Discussion Only Representative Collins

Representative Dobson
Representative Howard

Respectfully,

Representative Justin P. Burr, Co-Chair
Representative Josh Dobson, Co-Chair
Representative Bert Jones, Co-Chair
Representative Donny Lambeth, Co-Chair
Representative Gregory F. Murphy, MD, Co-( ir

I hereby certify this notice was filed by the committee assistant at the following offices at 1:25 PM on
Thursday, February 23, 2017.

_ Principal Clerk
_ Reading Clerk — House Chamber

Brenda Olls (Committee Assistant)






House Committee on Health
Wednesday, March 1, 2017, 11:00 AM
643 Legislative Office Buil ng

AGENDA
Welcome and Opening Remarks
Introduction of Pages
Bills
BILL NO. SHORT TITLE SPONSOR
HB 36 Enact Enhanced Access to Eye Care Representative Burr
Act.
Discussion Only Representative Collins
Representative Dobson
Representative Howard
Presentations

The meeting will be FOR DISCUSSION ONLY with each side having a total of 15 minutes to express
their support or opposition to the bill.

Other Business

Adjournment






H 36 Enact Enhanced Access to Eye Care Act for Discussion Only

The House Health Co-Chairs agreed to allow each side a total of 15 minutes to express their support or
opposition to the bill. The 15 minutes for each side will be broken down as follows:

10 m~i~=tes for the supporters of the bill (list provided by Angel Sams)
e Steve Eyler

Jim Fanelli

Galen Grayson

Chris Wroten

10 minv+¢~- for the opponents of the bill st provided by Laurie Onorio)

e Dr Sue Burden who will have the presentation. (She plans to only use 8 min...)
Susan K. Burden, MD
Associate Professor
Department of Ophthalmology
Wake Forest University

e Dr Paul Cunningham, MD (Remainder of the 10 minutes)

S min*+~< for supporters of the bill
e David Cockrell

S minutes for opponents of the bill
e Tom Fetzer will speak as an ophthalmology patient. He is also one of our registered
lobbyists.

Both sides have handouts






HOUSE BILL 36:
rc.nact cnhance Access to Eye Care Act.

2017-2018 General Assembly

Committee: _House Health. If: favorable, re-refer to Date: February 28, ZOF
Insurance. If favorable, re-refer to
A] opriations

Introduced by: Reps. Burr, Collins, Dobson, Howard Prepared by: Jason Moran-Bates
Analysis of?: PCS to First Edition Staff Attorney
H36-CSBC-4

OVERVIEW: House Bill 36 would remove the general prohibition against surgery contained in the
optometry scope of practice and replace it with a list of specifically prohibited surgical procedures.

CURRENT LAW: Under current law, the practice of optometry is defined in G.S. 90-114. It includes
the examination of e eye by any method, other than surgery, to diagnose or treat any abnormal
condition of the eye; the employment of instruments, devices, pharmaceutical agents and procedures,
other than surgery, to examine, diagnose treat, or correct vision defects; and the prescribing or
application of glasses, contacts, and other devices to treat abnormal conditions of the eye.

BILL ANALYSIS:

Section 1 of House Bill 36 would amend G.S. 90-114 by removing the general prohibition on surgery
from the scope of practice of optometry and replace with a list of surgical procedures which are
. excluded from the definition of the practice of optometry. These procedures include:

e Retina laser procedures, LASIK, and PRK.

e Non-laser surgery related to eye removal.

e Non-laser surgery requiring full thickness incision or excision of the cornea.

e Comeal transplants or lamellar keratoplasty.

e Non-laser surgery requiring incision of the iris and ciliary body, vitreous, or retina.

e Non-laser surgical extraction of the crystalline lens.

e Non-laser surgical intraocular implants.

e Non-laser surgery of the extraocular muscles.

e Non-laser surgery of the eyelid for eyelid malignancies or repair of blepharochalasis, ptosis, or
tarsorraphy.

e Non-laser surgery of the bony orbit.

e Non-laser surgery of the lacrimal system, other probing procedures.

e Non-laser surgery requiring full-thickness conjunctivoplasty.

e Any other non-laser procedure that does not correct and relieve ocular abnormalities.

e Injection into the posterior chamber of the eye to treat macular or retinal disease.

e Administration of, or procedures performed under, general anesthesia.

Section 2 of House Bill 36 would amend G.S. 90-118 to add a new subsection requiring the Board of
Optometry to identify procedures, techniques, or treatment modalities which require additional

Karen Cochrane-Brown “} j“ “‘ Legislative Analysis
Director Division
H3 6 -~ S MBGC-8 cC s BC - 4 - v -1 919_733_2578

This bill analysis was prepared by the nonpartisan legisiative staff for the use of legislators in their deliberations and does not constitute an official statement of legislative intent.



House PCS 36
Page 2

education, training, or experience. No optometrist would be permitted to perform those procedures, ‘
techniques, or treatment modalities without meeting all requirements the Board sets to perform those
identified procedures, techniques, or treatment modalities.

Section 3 of House Bill 36 would allow the Board to appoint a committee comprised of optometrists and
ophthalmologists to establish requirements which must be met by optometrists before they are allowed
to perform the procedures, techniques, or treatment modalities identified by the Board pursuant to
Section 2.

EFFECTIVE DATE: Section | of this act would become effective January 1, 2018. The remainder of
the act is effective when it becomes law.
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GENERAL ASSEMBLY OF NORTH CAROLINA

SESSION 2017
H 1
HOUSE BILL 36
Short Title:  Enact Enhanced Access to Eye Care Act. (Public)
Sponsors: Representatives Burr, Collins, Dobson, and Howard (Primary Sponsors).

For a complete list of sponsors, refer to the North Carolina General Assembly web site.

Referred to:  Health, if favorable, Insurance, if favorable. Appropriations

February 2, 2017

A BILL TO BE ENTITLED
AN ACT AMENDING THE SCOPE OF PRACTICE OF OPTOMETRY IN ORDER TO
ENHANCE ACCESS TO EYE CARE IN NORTH CAROLINA.
The General Assembly of North Carolina enacts:

Whereas, the provision of eye care is rapidly evolving through advances in technology,

pharmacology, and biotechnology; and

Whereas, the health care profession of optometry is dedicated to providing

patient-centered eye care of the highest quality; and

Whereas, 1180 licensed Doctors of Optometry now provide the majority of primary

eye care in North Carolina due to widespread geographic distribution and excellence in practice;
and

Whereas, Doctors of Optometry provide eye care in 98 North Carolina counties, with

primary office locations in 88 counties; and

Whereas, the wide availability of practicing Doctors of Optometry in North Carolina

provides access to high quality eye care throughout the State; and

Whereas, the optometric profession has steadily evolved in expansion of practice while

maintaining an exemplary record of safety and care since being first statutorily defined in 1909;
and

Whereas, the statutes governing the practice of optometry have not been substantively

updated to acknowledge advances in technology since 1977; and

Whereas, the continued expansion of optometric services in North Carolina will greatly

improve access and affordability of eye care to the citizens of North Carolina; Now, therefore,
The General Assembly of North Carolina enacts:
SECTION 1. G.S. 90-114 reads as written:
"§ 90-114. Optometry defined.
(a) Any one or any combination of the following practices shall constitute the practice of
optometry:

(I)  The examination of the human eye by any metl stherthansurgerym-- -~
to diagnose, to treat, or to refer for consultation or treatment any abnormal
condition of the human eye and its adnexa; or

2) The employment of instruments, devices, pharmaceutical agents and
procedure  >ther—than—surgerysprocedures intended for the purposes of
investigating, examining, treating, diagnosing or correcting visual defects or
abnormal conditions of the human eye or its adnexa; or

* ., 3 6 -V - 1 %
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GENERAL ASSEMBLY OF NORTH CAROLINA
SESSION 2017

HOUSE BILL 36

PROPOSED COMMIT1 E SUBSTITUTE H36-CSBC-4 [v.2]
02/28/2017 07:27:43 PM
Short Title:  Enact Enhanced Access to Eye Care Act. (Public)

Sponsors:

Referred to:

February 2, 2017

A BILL TO BE ENTITLED
AN ACT AMENDING THE SCOPE OF PRACTICE OF OPTOMETRY IN ORDER TO
ENHANCE ACCESS TO EYE CARE IN NORTH CAROLINA.
The General Assembly of North Carolina enacts:
Whereas, the provision of eye care is rapidly evolving through advances in technology,
pharmacology, and biotechnology; and
Whereas, the health care profession of optometry is dedicated to providing
patient-centered eye care of the highest quality; and
Whereas, 1180 licensed Doctors of Optometry now provide the m ity of primary
eye care in North Carolina due to widespread geographic distribution and excellence in practice;
and
Whereas, Doctors of Optometry provide eye care in 98 North Carolina counties, with
primary office locations in 88 counties; and
Whereas, the wide availability of practicing Doctors of Optometry in North Carolina
provides access to high quality eye care throughout the State; and
Whereas, the optometric profession has steadily evolved in expansion of practice while
maintaining an exemplary record of safety and care since being first statutorily defined in 1909;
and
Whereas, the statutes governing the practice of optometry have not been substantively
updated to acknowledge advances in technology since 1977; and
Whereas, the continued expansion of optometric services in North Carolina will greatly
improve access and affordability of eye care to the citizens of North Carolina; Now, therefore,
The General Assembly of North Carolina enacts:
SECTION 1. G.S. 90-114 reads as written:
"§ 90-114. Optometry defined.
(a) ~ Any one or any combination of the following practices shall constitute the practice of
optometry:
(D The examination of the human eye by any method;-other-than-surger)
to diagnose, to treat, or to refer for consultation or treatment any abnormal
condition of the human eye and its adnexa; or
2) The employment of instruments, devices, pharmaceutical agents and
procedurc  ther—than—surgerysprocedures itended for the bpurposes of
investigating, examining, treating, diagnosing or correcting visu: defects or
abnormal conditions of the human eye or its adnexa; or
(3) The prescribing and application of lenses, devices containing lenses, prisms,
contact lenses, orthoptics, vision training, pharmaceutical agents, and prosthetic
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' STATE UNIVERSITY

North Carolina General Assembly
Legislative Building

16 West Jones Street

Raleigh, NC 27601

February 5, 2017

To the Honorable Members of the North Carolina General Assembly,

As a comprehensive ophthalmologist in practice for over two decades, | am totally embarrassed
by an NC ophthalmologist's recent comment which was circulated within the North Carolina
Legislative body via an email, referring to North Carolina doctors of optometry as mere “glasses
doctors.” As an ophthalmologist, | am embarrassed that some of my colieagues are resor jto
deride optometry in this fashion. Optometry is a learned profession with over 150 years of
humanitarian service to the American public. Optometry is an independent health care
profession which has grown out of and evolved (alongside other medical professions), nurtured
and empowered by the same great American cultural drive and experience which has propelled
all of our collective industry, from the childhood lemonade stand to our largest conglomerates.
Where would the medical profession and consequently healthcare in this nation be today if

. outside groups had meddled or attempted to interfere with the growth and evolution of the
medical profession in the same way that we now see outside groups trying to interfere with the
independent advancement of the optometric protession?

Referring to an optometrist as a "glasses doctor,” in the state of North Carolina, where
optometry is practiced with such high standards, is akin to calling an attorney nothing more than
a "parking ticket fixer," or a dentist a "teeth cleaner,”" or a teacher a mere "babysitter.” North
Carolina is home to some of optometry's most iconic and highly regarded practitioners. it is
insulting, condescending, demeaning, and as someone who also proudly holds a doctorate in
optometry (OD) alongside my osteopathic medical degree (DO), | take personal offense to this
tabel. This type of unprofessional “spin” is arrogant, completely inappropriate and, in my
opinion, demonstrates a lack of respect for the members of the NC General Assembly.
Mockingly throwing this dispersion your way, as if NC legislators are not sophisticated enough
to understand the high standards and rigorous educational process that young and aspiring NC
students in the year 2017 must go through to become licensed optometric professionals.

Following college, Optometrists complete a comprehensive and robust 4-year professional
program which, like medical school, includes didactic instruction in the basic and clinical
sciences. Similar to an ophthalmology residency, the professional optometry program includes
years of supervised clinical practice. Many optometrists take on an additional 1 or 2 years of
post-graduate work. Comparing optometry programs with ophthalmoiogy residencies side by
side reveals that doctors of optometry acquire more accredited graduate college level
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coursework dealing specifically with the eye, the physiology and anomalies of vision, and
disorders of the eye than their ophthalmology-resident counterparts.

As an example, at Northeastern State University’'s Oklahoma College ot Optometry,
professional OD students must complete 172 formally-vetted, graduate-level semester credit
hours over 4 years, approved by, the college, the University, the American Council on
Optometric Education (ACOE), and accredited by the state's Board of Regents for Higher
Education. In addition to this, candidates for state licensure must pass a comprehensive series
of national and state written and practical examinations before being granted the privilege of a
license to practice.

By comparison, many ophthalmologists (including myself) earn no equivalent accredited
graduate level credit/coursework during their residency, which is where we learn to be eye
doctors. One does NOT learn to be an eye doctor in medical schoo!, where instruction in eye
care is scarce to non-existent. There is no comparison here, to the experience and depth of
training acquired in the first few years of optometry school. The fact is that there is littie to no
instruction in ophthaimology or eye care in medical school.

i refer you to an excerpt from a published article written by Peter J. McDonnell, MD,
ophthalmologist, and the highly regarded director of the Wilmer Eye Institute of John Hopkins
University, perhaps the premier Ophthalmology program in the world. Published in
Ophthalmology Times, March 15, 2005, it is freely available online for all to see. The author
highlights the fact that the vast majority of medical schools in this country do not even require an
eye care rotation:

“Let me explain. Each year, the Association of University Professors of Ophthalmology
(hitp.www aupo oy convenes in some lovely setting. The attendees are largely
department chairpersons and residency program directors tfrom about 125 departments
across the United States. The idea 15 to have a forum where academic leaders can learn
from each other about how best to teach their residents and fellows, survive the changes
in the healthcare system, strengthen their research programs, etc. For a new chairperson,
it represents an opportunity to seek out advice from the most successful chairpersons and
to learn some of the things about the position that were taught in medical school

At this most recent meetin; imed there is something else they don't teach you in
medical school, and it's cal 1 1almology. A speaker at the podium asked for a show
of hands of those departments where the medical curriculum had a required rotation in
ophthalmology. About one-fifth of the hands went up, including my own No required
rote onin ophthalmology ¢  about 80% went up.

So as to not think that this is taken out of context, please reterence the complete
Ophthalmology Times, March 15, 2005 article at:

http://lophthalmologytimes.modernmedicine.com/ophthaimologytimes/content/ophthalom
ology-who-needs-learn




With regards to the argument that optometrists do not go to medical school and
. somehow that makes their training inferior, | again refer you to another published article
by Dr. McDonnell, and Ophthalmology Times, this time 2 years later, January 15, 2007:

"They say that we are better educated than our parents' generation. What they
mean is that we go to school longer. They are not the same thing.”
—Douglas Yates

The president of my university, William Brody, MD, PhD, says we take too long to
train the current generation of physicians and biomedical scientists. | agree.
Some will perceive this view as anti-intellectual, but | think we spend years of
student-physicians’ lives teaching them things they don't need to know and
making them do things that will not be germane to their future careers.

Some examples:

e A couple of decades ago, the American Board of Ophthalmology
mandated a clinical internship for those, like me, seeking to become
board-eligible in ophthalmology. This ruling immediately added a year's
time to that needed to become an ophthalmologist in the United States.

No evidence exists that this additlonal requirement elevated the quality of
ophthalmologists practicing in the Unijted States compared with those who
came before us. Rather, we learned to use drugs with names primarily of historic

‘ interest today to treat diseases we no longer managed once our internships were
completed.

» Despite completing the requirements for majors in both biochemistry and
chemistry in college, | spent much of the first 2 years of medical school
iing additional courses in these subjects. Memorizing the small bones
of the hand was a challenge, and | can recall that the trapezium is the
small bone supporting the thumb.

Trust me when | tell you that most of what | was taught and required to
mermnorize in medical school has been iong forgotten and never used in the
practice of my profession.”

Please take a moment to reflect on this last sentence! Again. this is the director of one
of, if not the most prestigious ophthalmology program in the world saying this. Again, i
invite you to go right to the published source:

http://ophthalmologytimes. modernmedicine.com/og***almologytimes/nc -~ linic~' “~pht
halmology/shortened-tr  1ing-would-offer-advantages




Compared to years of formally accredited graduate level coursework completed in optometry .
school, the didactic curriculum in many ophthatmology residencies revoives around a 7-week
course offered yearly at a few sites across the nation called the Basic and Clinical Science
course (ref: The Lancaster Course in Ophthalmology or similar). That and a set of home-study
books (also referred to as the Basic and Clinical Science Course) constitutes the bulk of the
didactic program in many ophthalmology residency programs. | am in no way implying there is
anything wrong with an ophthalmologists education and training, or the time-honored methods
employed. It accomplishes the intended purpose. Modern pg*~~~tric educational paradigms,
though structured in a more conventional manner from the viewpoint of university-based
education, are equally efficient and achieve the prescribed goal and purpose of providing
qualified eye doctors for our communities.

In the year 2017, our nation's Optometrists are clinicians, educators, and accomplished
researchers. They are our caring neighbors, friends, family, and prominent members of what
constitute the fabric of our society. They are mature, knowledgeable, and skilled, professionals
who approach their purpose with all the sincerity, devotion, and compassion of any other heaith
care provider who has received and accepted this life’s calling.

Respectfully,

Ao oo

Richard E. Castillo, OD, DO
Ophthalmologist/Optometric Physician

Protessor & Assistant Dean

The Oklahoma College of Optometry
Tahlequah, OK 74464
castillo@nsuok.edu

Chair
The National Commission on Vision and Health
www.visionandhealth.org

L NCH

National Commission on Vision & Health
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TIMOTHY BEVIS, M.D.FAAO
. . :  Glaucoma Treatment » Cataract Surgery

To Whom It May Concern:

My name is Timothy Bevis and | am an Ophthalmologist practicing in North
Carolina. 1 am writing in regards to the Optometric legislation HB 36. This
legislation h¢ s to define the Optometrist scope of practice. | have been in North
Carolina for 10y s and have had the pleasure to work with over 50 referring
Opte...otrist. Together we care for individuals with a wide variety of ocular issues.
| have the utmost confidence in the Optometrist | work with, and have had an
excellent rapport with them. The new bill does allow for an increase in the
optometric scope of practice. This increase has already been approved in a few
other states. These states required additional training for the added privileges,
and from my understanding North Carolina would implement this as well.
Optometrist are the Primary Care Providers of eye care in the United States. The
extension of services provided by Optometrists would provide more efficient

>cess to the growing number of patients who need primary eye care. Based on
the wealth of |  owledge of the optometrist that | have had the privilege of working
with, | have no reservations with their ability to incorporate these changes into
their practice. |look forward to continuing to work alongside my colleagues to

. provide the best care possible for our patients.

Sincerely,

Timothy Bevis, 1.D.

1007 N. Church St., Suite 19 1040 Randolph Street Suite 14 & 15
Greenshora, NC 27101 Thomasvilte, NC 27360
(R 854-4441 (336) 472-8700

fa 6) 854-7883 fax (336} 474-1872
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February 13, 2017
To Members of the North Carolina General Assembly:

My name is Briggs Cook and 1 am an Ophthalmologist practicing in Huntersville North Carolina. I graduated from
Johns Hopkins University School of Medicine and graduated in 1995. I completed my internship and residency in
Ophthalmology at the Mayo Clinic in Rochester, Minnesota and then completed a two-year fellowship in Eye and
Facial Plastic Surgery at the University of Wisconsin Madison. I came to the Charlotte area in 2001 and have been
practicing in this area since that time.

My practice focus has always been Eye and Facial Plastic Surgery along with General Ophthalmology. | have

we  =d extensively with Optometrists during my entire carcer both and Charlotte and the Lake Norman Region of
Ne¢ 1 Carolina. As | gradually began to form collegial alliances with Optometrists in the Charlotte and Lake
Norman areas, [ have continued to be impressed with their level of training and devotion to patient care. In some
respects. | have always felt that their level of training was superior to what I received during my training in
Ophthalmology. as Optometry training has alway s been exceptionally patient-focused.

I have lectured several times to the Piedmont Optometric Society as well as the Catawba Valley Optometric Society.
In the past 1 have given lectures as well on minor surgical procedures and how to perform them safely as
Optometrists, 1 have always found the audience to be attentive and engaged. I maintain a very close relationship
with my Optometry colleagues and they are always welcome to contact me at any time during the day or night, as 1
know I can as well. Just as my Optometry colleagues refer patients to me, | refer patients to them when I feel I need
a more in-depth examination.

1 value my relationship with optometrist in the area and have full faith and confidence in their abilities and
knowledge. My Optometry colleagues are conscientious and very attentive to patients. [ know that concerns have
been expressed that the Optometric level of knowledge is not sufficient to warrant granting privileges to perform
certain procedures. and I wholeheartedly disagree. In fact. as | mentioned, I routinely refer patients for in-depth
exams to my Optometric colleagues. I also know that there are concerns that Optometrists will use this bill as a
“ste ing-stone” to perform more-advanced procedures in the future. What I have seen and experienced is cc  -ary
to that. Optometrists have taken a very slow. cautious and methodical approach to enlarging their scope of practice.
Optometrists will never put patient safety at risk. Just as I have expanded my scope of practice over the years by
learning new techniques and slowly introducing them into my practice, I have no doubts that Optometrists will take
the same approach.



MedSpao and Facal Plast ¢ Surgery

As an Ophthalmologist. | wholeheartedly and fully support HB 36. Rather than being divisive and competitive, I
have chosen to work closely with my Optometric colleagues, for they truly are colleagues and not “the enemy.” I am
not sure why there is such rancor among Ophthalmologists regarding procedures performed by Optometrists, but it
is upsetting when I have worked so closely with them for almost 20 years. It is certainly not in the favor of either
Ophthailmologists or Optometrists to continue to fight. and most definitely not in the best interests of patients. In
contrast, as J said. I believe we should work together and support each other through continued collegiality. I would
be happy to continue to support the Optometric Academy through the implementation process.

[t is my pleasure to lend my support to HB 36 and the Optometric community. Please do not hesitate to contact me
with questions. I can be reached via cell phone at 704-604-2950 or via email at briggscooh « ) ahoo.com.

Respectfully.

S

-
S

Briggs E. Cook. Jr.. MD




Galen Grayson, MD

453 Lyttleton Drive, Charlotte, NC 28211
1/13/2017
Dear North Carolina General Assembly Members,

I write this letter in support of the Enhanced Access to Eye Care Act (House Bill 36). | have
practiced ophthalmology in North Carolina since 1996 after completing my residency at the
University of Southern California. | attended Harvard Medical School and served as a US
Navy Medical Officer. Currently, | am the Medical Director at CHS Ophthalmology Care in
Charlotte, NC.

| have an extensive history of co-managing patients with optometrists. Of those with whom
I have worked, | am particularly impressed with the high degree of clinical acumen, the
outstanding quality of care and the sound judgment used when referrals to both primary
care physicians and ophthalmologists are indicated

Optometrists go through 4 years of professional school after college and many undergo an
additional year of residency. | believe that the skill set developed by optometrists is greatly
underutilized. Furthermore, | feel that with proper training and certification, there are
additional procedures that can be safely performed by optometrists. For example, the laser
used to clear a cloudy membrane, which can form after cataract surgery, results in rapid
visual improvement in an outpatient setting. This procedure has minimal risk and has a
very short learning curve, especially in the hands a professional who is already trained to
examine the eye such as an optometrist.

As long as proper training and certification are achieved by optometrists for certain
procedures, | feel the needs of the community will be enhanced. This will be achieved by
the avoidance of unnecessary referrals in order to safely meet the needs of the community.
In addition, cost savings will be realized by patients, insurance companies and the State of
North Carolina as well as the Federal Government. | ask that you vote in favor of the
Enhanced Access to Eye Care Act (House Bill 36).

Very Sincerely,

Galen Grayson, M.D.
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Concerned North Carolina Medical Educators
Comments on HB 36

February 27, 2017

To:  Members of the NC Senate and NC House of Representatives

We are writing to you today as North Carolina citizens and leaders in medical education, not on behalf
of our respective institutior  to express our serious conc_...; about HB 36.

This legislation would permit optometrists, who are non-physician practitioners, who have neither
completed medical school nor surgical residency, to perform scalpel and laser surgery on and around
the eye. We strongly feel that this legislation compromises the safety and quality of sur  al care
for North Carolina eye patients by removing the current standards of medical, clinica d
surgical training required to perform eye surgery. These safeguards currently ensure that citizens
of North Carolina have access to the safest and highest quality of surgical eye care. For these reasons,
we strongly urge you to oppose HB 36.

Optometrists are our friends and colleagues. We appreciate their valuable addition to the eye care
team. Many, if not most, ophthalmologists work in concert with optometrists. The American Academy
of Ophthalmology and the American Optometric Association have worked together to provide
guidance to ophthalmologists and optometrists in the proper sharing of care. However, granting
optometrists surgical privileges for which they have not been adequately trained is not
acceptable.

HB 36 seeks to remove the statutory restriction on optometrists performing surgery. Eye tissue is
extremely delicate. Once it is damaged, it is often impossible to fix. Among surgeons, eye surgery is
considered one of the most difficult and delicate surgeries that are performed. Despite this,
optometrists are seeking a carve-out exception for certain laser and scalpel procedures, based 1 the
idea that these procedures are generally low risk. While some procedures are higher risk than others,
no procedures are without risk.

In 2016, similar legislation was attempted in six states and Puerto Rico. All of these states
rejected the legislation. A recent study showed that for optometry-performed laser treatments (laser
trabeculoplasty) in Oklahoma, when compared to ophthalmologists, patients required more

re :atments, leading to an increased time and cost burden to patients and the med il system as
a whole.

North Carolina has three of { : best ophthalmology training programs in the countrv. e
institutions must adhere to the national education criteria set by the Accreditation Counc for Graduate
Medical Education (ACGME). The ACGME sets the minimum standards for becoming a qualified
surgeon. Optometry training is not subject to ACGME educational standards, which include four
years of undergraduate education, four years of medical education, one year of internship seeing
complex medical and surgical patients, and a three year ophthalmology residency.

In contrast, the current optometric curriculum includes only a small fraction of the educational
fundamentals established by the ACGME. Optometry school is in no way sufficient to qi  (fy them to
become surgeons.



HB 36 states that optometric privileges have not increased since 1977. This is an inaccurate
statement. The scope of optometric practice in North Carolina was expanded in 1997 through a
consent agreement of multiple parties including the NC Medical Board, the NC State Board of
Optometric Examiners, the NC Medical Society, the NC Society of Ophthalmology and the NC State
Optometric Society. Further, optometrists have also been granted prescribing privileges by the
General Assembly and were approved to perform injection procedures since 1977. It is also
important to note that the scope of necessary medical knowledge has expanded exponentially
over the last forty years, not decreased. The number of medications and their interactions has
increased enormously. The number of possible surgical approaches to the same eye disease has
increased as well. To suggest that traditional medical and surgical training is no longer necessary
to safely perform eye surgery strikes us as dangerously misguided.

One alarming impact of HB 36 is that the North Carolina State Board of Examiners in Optometry
would decide whether an optometrist’s education, training and experience is sufficient to protect
patients who require eye surgery in North Carolina. Unlike the North Carolina Medical Board, the
North Carolina Board of Optometry has no experience in determining qualifications to safely
perform surgery.

The North Carolina ophthalmology training programs we chair have been responsible for training
hundreds of ophthalmology residents and fellows to perform the types of surgery that optometrists
would be authorized to perform if HB 36 were to be enacted. We are unanimously certain that the
optometric surgical authority proposed in this bill will increase patient safety risks and lower the
standards of surgical eye care. For these reasons, we urge you to oppose this dangerous
legislation.

We appreciate your consideration of our concerns and would welcome any questions you may have
regarding the complexity of surgical training and providing safe surgical eye care.

Respectfully,
et G ikl _——p 77 C,7
Edward G. Buckley, MD Donald L. Budenz, MD, MPH Craig M. Greven, MD
Professor and Chair Professor and Chairman Professor and Chair
Dept. of Ophthalmology Dept. of Ophthalmology Dept. of Ophthalmology

Duke University School of Medicine UNC Chapel Hill School of Medicine Wake Forest School of Medicine
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O Comparison of Outcomes of Laser Trabecu )lasty Pe formed
by Optometrists vs Ophthalmologists in Oklahoma

Joshua D. Stein, MD, MS; Peter Y. Zhao, MD; Chris Andrews, PhD; Gregory L. Skuta, MD

Jklahoma is one of the few states where optometrists have surgical privileges
to perform laser trabeculoplasty (LTP). Optometrists in other states are lobbying to obtain
privileges to perform LTP and other laser procedures. Little is known whether outcomes of
patients undergoing this procedure by optometrists are similar to those undergoing LTP
by ophthalmologists.

To compare outcomes of LTPs performed by ophthalmologists with those
pertormed by optometrists to determine whether differences exist in the need for
additional LTPs.

This retrospective longitudinal cohort study used a

z more than 1000 eyes of Medicare enrollees with
glaucoma who underwent LTP in Oklahoma from January 1, 2008, through December 31,
2013. For each procedure, the data specify the type of eye care professional who performed
the LTP. The rate of LTPs performed by ophthalmologists that required 1 or more additional
LTPs in the same eye was compared with the rate of LTPs performed by optometrists.
Regression models determined factors affecting risk of undergoing more than 1LTP inthe
same eye.

Proportion of enrollees requiring additional LTPs, hazard
' ratio with 95% Cls of undergoing additional LTPs.

Atotal of 1384 eyes of 891e Il patients underwent LTP from January 1, 2008,
through December 31, 2013. There were 1150 eyes that received LTP (83.1%) by an
ophthalmologist and 234 eyes (16.9%) that had the procedure performed by an optometrist.
The mean (SD) age at the initial LTP was 77.7 (7.5) years for enrollees with ophthalmologist-
performed LTP and 77.6 (8.0) years for those with optometrist-performed LTP (P = .89).
Among the 1384 eyes receiving LTP, 258 (18.6%) underwent more than 1LTP in the same eye.
The proportion of eyes undergoing LTP by an optometrist requiring 1 or more subsequent LTP
session (35.9%) was more than double the proportion of eyes that received this procedure by
an ophthalmologist (15.1%). Medicare beneficiaries undergoing LTP by optometrists had a
189% increased hazard of requiring additional LTPs in the same eye compared with those
receiving LTP by ophthalmologists (hazard ratio, 2.89; 95% CI, 2.00-4.17; P < .001) after
adjusting for potential confounders.

Considerable differences exist among the proportions of
patients requiring additionat Lt Ps comparing those who were initially treated by
ophthalmologists with those initially treated by optometrists. Health policy makers should be
cautious about approving laser privileges for optometrists practicing in other states until the
reasons for these differences are better understood.

JAMA Ophthalmol. doi

‘ Published online July zo, cu.

Copyright 2016 American Medical Association. All rights reserved.

Download  “rom: http://archopht.jamanetwork.com/ by a University of Michigan User on 07/28/2016

Author Affiliations: Department of
Ophthalmology and Visual Sciences,
University of Michigan, Medical
School, WK Kellogg Eye Center,
Ann Arbor (Stein, Andre Institute
for Healthcare Policy and Innovation,
University of Michigan Medical
School, Ann Arbor (Stein);
Department of Health Management
and Policy, University of Michigan,
School of Public Health, Ann Arbor
(Stein); Department of | 1al
Medicine, Lankenau Medical Center,
wWynnewood, Pennsylvania (Zhao);
an McGee Eye Institute.
uepartment of Ophthal gy,
University of Oklahoma Loulege of
Medicine, Oklahoma City (Skuta).

Corresponding Author: Joshua D.
Stein, MD, MS, Department of
Ophthalmology and Visual Sciences,
University of Michigan Medical

School, WK Kellogg Eye Center,
INNNWall St Ann Arhar M| 48105









E4

1aDle 1. VemOgrapniIcs OT FAatIernts KeCeIvINE L1 F DY arl UPNUidimniogint Or UpLorneu st

LTP Initially by

LTP Initially by

Characteristic Overall an Ophthalmologist an Optometrist P Value
Individuals, No. 891 752 139
Eyes, No. 1384 1150 234
Patient age, mean (SD), y 77.7 (7.6) 77.7 (7.5) 77.6 (8.0) .89
Sex, No. (%)
Mate 345 (39) 294 (39) 51(37)
Female 546 (61) 458 (61) 88 (63) 59
Race, No. (%)
White 746 (84) 641 (85) 105 (76)
Black 77 (9) 62 (8) 15 (11)
Hispanic 7 (<1) 6 (<1) 1(<1) .02
Native 57 (6) 40 (5) 17 (12)
Other 4 (<1) 3(<1) 1(<1)
Year of first procedure, 2010.3 (1.7) 2010.4 (1.7) 2009.9 (1.6) .001
mean (SD)?
Year of first procedure,
No. (%)
2008 171 (19.2) 135 (18.0) 36 (26.0)
2009 168 (18.9) 137 (18.2) 31(22.3)
2010 147 (16.5) 120 (16.0) 27 (19.4)
2011 148 (16.6) 131(17.4) 17 (12.2) 04 Abbreviation: LTP, laser
2012 135 (15.2) 120 (16.0) 15 (10.8) trabeculoplasty.
Sn12 197 012 100 14 1 13 (9.4) ‘Thgaverageof(hel384datesofthe
initial LTP.
interaction model used to investigate whether race/ethnicity
I'ISUTE L. 11HTE LU DELUNIU LddE] 11dUBLUIUPIdOLY 1T Dalllc CyT

for Beneficiaries Receiving Initial Treatment by Ophthalmologists
and Onrnmnhi:f:

0.6- Initial HCP
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— T T T — y
0 12 24 36 48 60 72
Time, mo
No. at risk
Optometrist 234 154 117 83 52 27

Ophthalmologist 1150 890 624 387 219 100

Kaplan-Meier estimates of cumulative incidence for each group. Data are
clustered because of some beneficiaries having both eyes studied. The study
lasted 72 months: follow-up began at the first laser trabeculoplasty. Therefore,
there was none at risk at month 72. HCP indicates health care professional.

tio, 1.43;95% CI, 1.02-2.01; P = .04). There was no association
between age (hazard ratio, 1.04 per 10 years; 95% CI, 0.84-
1.28)atinitial LTP (P = .72), between black, Hispanic, or Ameri-
can Indian individuals, and persons of other races/ethnicities
vs white (P = .79; hazard ratio, 1.06; 95% CI, 0.71-1.57), or be-
tween large rural vs urban residence of the patient (P > .15; haz-
ard ratio, 0.75; 95% CI, 0.48-1.17) and between small rural vs
urban residence of the patient (P > .15; hazard ratio, 0.73; 95%
CI, 0.48-1.12) and the hazard of additional LTPs (Table 2). The

JAMA Ophthalmology Published online July 28, 2016

affected the hazard ratio of additional LTPs for ophthalmolo-
gist-performed vs optometrist-performed LTP was not statis-
tically significant.

Amongthell50eyes underwent LTP by ophthalmolo-
gists, 49 (4.3%) subsequently underwent incisional glau-
coma surgery. By comparison, of the 234 eyes that under-
went LTPby an optometrist, 5 (2.1%) subsequently underwent
such surgery.

Discussion

In this analysis of more than 1000 eyes of Medicare benefi-
ciaries with glaucoma who underwent LTP in Oklahoma from
January 1, 2008, through December 31, 2013, we note substan-
tial differences in the receipt of additional LTPs by patients who
underwent the procedure by an ophthalmologist compared
with an optometrist. After adjustment for demographic and
other factors, patients who underwent LTP by an optometrist
had an approximate 2-fold higher likelihood of undergoing ad-
ditional LTPs in the same eye compared with others who re-
ceived this procedure by an ophthalmologist. Most addi-
tional LTPs performed by optometrists were done soon after
the initial procedure and were performed by the same optom-
etrist as the initial LTP.

Although this study highlights major differences in out-
comes of patients undergoing subsequent LTPs after the ini-
tial procedure performed by ophthalmologists and proce-
dures performed by optometrists, it is difficult with claims data
to discern the reasons for the differences observed. Possible
explanations include differences in the sociodemographic char-

Copyright 2016 American Medical Association. All rights reserved.
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House Committee on Health
Wednesday, March 8, 2017 at 11:00 AM
Room 643 of the Legislative Office Building

MINUTES

The House Committee on Health met at 11:00 AM on March 8, 2017 in Room 643 of the
Legislative Office Building. Representatives Adcock, Ball, Blackwell, Boswell, Burr, Carney,
Cunningham, Dobson, Dollar, Dulin, Earle, Ford, Howard, Hunter, Insko, Jackson, Bert Jones,
Lucas, Malone, Murphy, Potts, Rogers, Setzer, Shepard, Szoka, Wray, Yarborough, and Zachary
attended.

Representative Gregory F. Murphy, MD, Chair, presided.
The following bills were considered:

HB 156 Eyeglasses Exemption From Medicaid Capitation. (Representatives McNeill,
Lambeth, Dobson, Brisson)

Rep. McNeill explained the bill. After questions from the Committee members, Rep. Shepard
motioned for a Favorable Report for the bill. All being in favor, the bill passed.

HB 199 Establish Standards for Surgical Technology. (Representatives Murphy, Lambeth)
Rep. Murphy explained the bill after Rep. Jones took over as Chair of the Committee. HB 199

has a PCS. After discussion and questions from several members, Rep. Adcock motioned for

Unfavorable to the Original Bill, favorable to the PCS. All in favor, HB 199 passed.

HB 243 Strengthen Opioid Misuse Prevention (STOP) Act. (Representatives ! 1rphy,
Davis, Malone, Horn)

Rep. Jones continued to chair, as Rep. Murphy explained the bill. He p¢ ited out the
increasing number of deaths resulting from use of Opioid drugs. Attorney General Josh Stein
was recognized to speak in support of HB 243. Dr. Bobby Lowery, NC Board of Nursing, also
spoke in support of this bill.

No vote was taken.

The meeting adjourned at 11:55.

Ly doa tC

V(oD y, MD, Chair Brenda Olls, Committee Clerk
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COMMITTEE MEETING NOTICE
AND
BILL SPONSOR NOTIFICATION
2017-2018 SESSION

You are hereby notified that the House Committee on Health will meet as follows:

DAY & DATE: Wednesday, March 8§, 2017
TIME: 11:00 AM
LOCATION: 643 LOB

The following bills will be considered:

BILL NO. SHORT TITLE SPONSOR
HB 156 Eyeglasses Exemption From Medicaid Representative McNeill
Capitation. Representative Lambeth

Representative Dobson
Representative Brisson

HB 199 Establish Standards for Surgical
Technology.

HB 243 Strengthen Opioid Misuse Prevention

(STOP)Act.

Representative Murphy
Representative Lambeth
Representative Murphy
Representative Davis

Representative Malone
Representative Horn

Respectfully,

Representative Justin P. Burr, Co-Chair
Representative Josh Dobson, Co-Chair
Representative Bert Jones, Co-Chair

Representative Donny Lambeth, Co-Chair
Representative Gregory F. Murphy, MD, Co-C ir

[ hereby certify this notice was filed by the committee assistant at the following offices: 12:12 PM on
Tuesday, March 07, 2017.

___Principal Clerk
__Reading Clerk — House Chamber

Brenda Olls (Committee Assistant)






Corrected #2: HB 243 will be FOR DISCUSSION ONLY.

NORTH CAROLINA HOUSE OF REPRESENTATIVES
COMMITTEE MEETING NOTICE
AND
BILL SPONSOR NOTIFICATION
2017-2018 SESSION

You are hereby notified that the House Committee on Health will meet as follows:
DAY & DATE: Waednesday, March 8, 2017

TIME: 11:00 AM
LOCATION: 643 LOB

The following bills will be considered:

BILL NO. SHORT TITLE SPONSOR
HB 156 Eyeglasses Exemption From Medicaid Representative McNeill
Capitation. Representative Lambeth
Representative Dobson
Representative Brisson
. HB 199 Establish Standards for Surgical Representative Murphy
Technology. Representative Lambeth
HB 243 Strengthen Opioid Misuse Prevention Representative Murphy
(STOP)Act. Representative Davis

Representative Malone
Representative Horn

Respectfully,

Representative Justin P. Burr, Co-Chair
Representative Josh Dobson, Co-Chair
Representative Bert Jones, Co-Chair
Representative Donny Lambeth, Co-Chair
Representative Gregory F. Murphy, MD, Co-Chair

I hereby certify this notice was filed by the committee assistant at the following offices at 3:06 PM on
Tuesday, March 07, 2017.

__ Principal Clerk
_ Reading Clerk — House Chamber

‘ Brenda Olls (Committee Assistant)
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AGENDA
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HB 156 Eyeglasses Exemption From Medicaid
Capitation.

HB 199 Establish Standards for Surgical
Technology.

HB 243 Strengthen Opioid Misuse Prevention
(STOP)Act.

Presentations

Other Business

Adjournment

SPONSOR
Representative McNeill
Representative Lambeth
Representative Dobson
Representative Brisson
Representative Murphy
Representative Lambeth
Representative Murphy
Representative Davis
Representative Malone
Representative Horn






HOUSE BI1 .L 156:
Eyeglasses Exemption From Medicaid

Capitation.
2017-2018 General Assembly
Committee: House Health Date: March 8, 2017
Introduced by: Reps. McNeill, Lambeth, Dobson, Brisson Prepared by: Jennifer Hillman
Analysis of: First Edition Staff Attorney

OVERVIEW: House Bill 156 would exempt the coverage of eyeglasses from the services that will be
covered by Prepaid Health Plans under Medicaid transformation and would allow payment for
eyeglasses to continue under existing arrangements.

BILL ANALYSIS: Medicaid transformation legislation, S.L. 2015-245, as amended by S.L. 2016-121,
requires transition of the current Medicaid and NC Health Choice service delivery system to capitated
contracts with Prepaid Health Plans (PHPs). Beginning 18 months after federal approval for the
transformation is obtained, PHPs will receive a capitated per enrollee/per month payment to cover all
services currently covered by the Medicaid and NC Health Choice programs, except for specified
services.

Section 1 of the bill adds the fabrication of eyeglasses, including complete eyeglasses, eyeglass lenses,
and ophthalmic frames, to the list of services that will not be included in the service package covered by
PHPs. This would allow reimbursement for eyeglasses to continue under existing arrangements.

EFFECTIVE DATE: This act is effective when it becomes law.

CURRENT LAW / BACKGROUND: Eyeglasses are covered for Medicaid beneficiaries under the

. age of 21 and NC Health Choice beneficiaries aged 6 through 18, pursuant to G.S. 108A-70.21(b)(2) and
Medicaid and Health Choice Clinical Coverage Policy 6A. The Department of Public Safety Nash
Optical Plant Optical Laboratory is the optical laboratory contracted by the Department of Health and
Human Services (DHHS), Division of Medical Assistance, to fabricate eyeglasses for Medicaid and NC
Health Choice beneficiaries. When Medicaid transformation is implemented, the State will no longer
contract directly with providers for services that are covered by PHPs. Services that are not covered by
PHPs but are covered by Medicaid and NC Health Choice will continue to be covered through other
payment arrangements established by DHHS.

Karen Cochrane-Brown
Director
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This bill analysis was prepared by the nonpartisan legislative siaff for the use of legislators in their deliberations and does not constitute an official statement of legislative intent.
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GENERAL ASSEMBLY OF NORTH CAROLINA

SESSION 2017
H 1
HOUSE BILL 156
Short Title:  Eyeglasses Exemption From Medicaid Capitation. (Public)
Sponsors: Representatives McNeill, Lambeth, Dobson, and Brisson (Primary Sponsors).

For a complete list of sponsors. refer to the North Carolina General Assemblv web site.

Referred to: Health

February 22, 2017

A BILL TO BE ENTITLED

AN ACT TO EXEMPT THE FABRICATION OF EYEGLASSES FROM CAPITATED
PREPAID HEALTH PLAN CONTRACTS UNDER MEDICAID TRANSFORMATION.
The General Assembly of North Carolina enacts:
SECTION 1. Subsection (4) of Section 4 of S.L. 2015-245, as amended by Section
2(b) of S.L. 2016-121, reads as rewritten:

"(4)  Services covered by PHPs. — Capitated PHP contracts shall cover 1 Medicaid
and NC Health Choice services, including physical health services, prescription
drugs, long-term services and supports, and behavioral health services for NC
Health Choice recipients, except as otherwise provided in this subdivision. The
capitated contracts required by this subdivision shall not cover:

a.

£

Behavioral health services for Medicaid recipients currently covered by
the local management entities/managed care organizations
(LME/MCOs) for four years after the date capitated contracts begin.
Dental services.

Services provided through the Program of All-Inclusive Care for the
Elderly (PACE).

Audiology, speech therapy, occupational therapy, physical therapy,
nursing, and psychological services prescribed in an Individualized
Education Program (IEP) and performed by schools or individuals
contracted with Local Education Agencies.

Services provided directly by a Children's Developmental Services
Agency (CDSA) or by a provider under contract with a CDSA if the
service is authorized through the CDSA and is included on the child's
Individualized Family Service Plan.

Services for Medicaid program applicants during the period of time
prior to eligibility determination.

The fabrication of eveglasses. including ~~=='~*~ ~yeglasses. eyeglass
lenses, and ophthalmic frames."

SECTION 2. This act is effective when it becomes law.

VAT UL






HOUS ' BILL 199:
Establish Standards for Surgical Technology.

2017-2018 General Assembly

Committee: House Health Date: March 7, 2017

Introduced by: Reps. Murphy, Lambeth Prepared by: Jennifer Mundt

Analysis of?: PCS to First Edition Committee Staff
HI199-CSTA-2

OVERVIEW: House Bill 199 would create standards for surgical technology care in both hospitals
and ambulatory surgical facilities.

The PCS for House Bill 199 makes technical, conforming, and other related changes to the Ist
Edition of the bill.

BILL ANALYSIS: House Bill 79 would create new sections in Part 2 of Article 5 and Part 4 of
Article 6 of Chapter 131E of the General Statutes pertaining to hospital and ambulatory surgical facility
(ASF) licensure respectively, that establish standards for the employment and contract of surgical
technologists in both hospitals and ASFs as follows:

Qualifications for employment: Hospitals and AFSs must not employ or contract with a surgical
technologist unless the individual provides evidence of one of the following four criteria:

I. Successful completion of a program accredited by the Commission on Accreditation of
Allied Health Education Programs or another nationally accredited educatic al program for

‘ surgical technologists and holds and maintains the Certified Surgical Technologist credential
issued by the National Board of Surgical Technology and Surgical Assisting (NBSTSA or
Board).

2. Successful completion of an appropriate training program for surgical technology in the
United States Armed Forces or United States Public Health Service.

3. Documentation of either: (i) employment practicing surgical technology in a licensed
hospital or ASF on December 31, 2017, or (ii) employment practicing surgical technology
during the two years immediately preceding December 31, 2017.

4. Practice of surgical technology as an employee of an agency or institution of the federal
government.

Probationary practice: Hospitals and ASFs may employ or contract with an individual during the 12
months that follow their completion of an accredited surgical technology program. However, hospitals
and ASFs may not continue to employ or contract with such an individual beyond the initial 12 months
without documentation that the employee or contractor holds and maintains a Certified Surgical
Technologist credential issued by the Board.

Continuing education: Hospitals and ASFs may employ or contract with an individual to practice
surgical technology who qualifies based on their completion of training in the U.S. Armed Forces or

o = Il THDLJWMDION e
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This bill analysis was prepared by the nonpartisan legislative staff for the use of legislators in their deliberations and does not constitute an official statement of legislative intent.
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Page 2 )
documentation of previous employment (items 2, 3 or 4 above), provided the individual annually
completes 15 hours of Board-approved continuing education.

Verification of continuing education or credential: Hospitals and ASFs that employ or contract with an
individual to practice surgical technology must either verify that the individual satisfies the continuing
education requirements or verify that the individual holds and maintains the Certified Surgical
Technologist credential.

[rrnmmti~w=n- Hogpitals and AFSs may employ or contract with a surgical technologist who does not meet
any of the four qualifying criteria if the following requirements are met:

1. The hospital or ASF makes a diligent and thorough effort and, after completion of such an effort,
is unable to employ or contract with a sufficient number of qualified surgical technologists who
satisfy the four qualifying criteria.

2. The hospital or ASF documents and retains, on the hospital premises, a written record of its
efforts made to employ or contract with a sufficient number of qualified surgical technologists.

Scope of practice: a clarifying provision to state that the new statutes not to be construed to prohibit a
licensed practitioner from performing surgical technology tasks or functions if the practitioner is acting
within the scope of their license.

Adverse action: The Department of Health and Human Services may take adverse action against a
hospital or ASF for a violation of these provisions.

EFFECTIVE DATE: This act would become effective January 1, 2018.

BACKGROUND: According to the Commission on Accreditation of Allied Health Education
Programs (Commission or CAAHEP), surgical technologists are an integral part of the team of medical
practitioners providing surgical care to patients in a variety of settings. Surgical patient care includes
preparing the operating room and the sterile field for surgical procedures by ensuring that surgical
equipment is functioning properly and safely and preparing sterile supplies, instruments, and equipment
using sterile technique, and as directed by the surgical team, performing tasks in the sterile field.

The Commission is a programmatic postsecondary accrediting agency recognized by the Council for
Higher Education Accreditation and carries out its accrediting activities in cooperation with 23 review
committees. CAAHEP currently accredlts over 2,100 entry level education programs in 28 health
science professions.

The National Board of Surgical Technology and Surgical Assisting (NBSTSA) is the certifying agency
for surgical technologists. The NBSTSA's duty is to determine, through examination, if an individual
has acquired both theoretical and practical knowledge of surgical technology. Certification, while
voluntary, demonstrates that the individual meets the national standard for knowledge that underlies
surgical technologist practice. Certified individuals possess a mastery of a broad range of skills related
to surgical procedures, aseptic technique, and patient care.










































HOUSE ILL 243:
Strengthen Opioid Misuse Prevention ST )P)
Act.

2017-2018 General Assembly

Committee: House Health. If favorable, re-refer to Date: March 8, 2017
Appropriations

Introduced by: Reps. Murphy, Davis, Malone, Horn Prepared by: Augustus D. Willis

Analysis of: First Edition Jason Moran-Bates

Committee Co-Counsel

OVERVIEW: House Bill 243 would (i) extend the statewide standing order for opioid antagonists to
allow practitioners to prescribe an opioid antagonist to any governmental or nongovernmental agency
(ii) make changes to the laws for prescribing Schedule II through IV controlled substances, (iii) clarify
the allowable funds for syringe exchange programs, (iv) make changes to the statutes governing the
Controlled Substance Reporting System (CSRS) database, and (v) appropriate $10 million in each of
the next two fiscal years to the Department of Health and Human Services, Division of Mental Health,
Developmental Disabilities and Substance Abuse for increasing the availability of community-based
treatment and recovery services for substance abuse disorders.

[As introduced, this bill was identical to S175, as introduced by Sens. J. Davis, Mclnnis, Rabon,
which is currently in an unknown committee.]

BILL ANALYSIS:
PartI. TITLE OF ACT
. Section 1 sets forth the title of the act as the Strengthen Opioid Misuse Prevention (STOP) Act of 2017.

Part I1. EXTEND STANDING ORDERS FOR OPIOID ANTAGONIST TO COMMUNITY HEAL™'
GROUPS

G.S. 90-12.7 sets forth statutes governing the prescribing of opioid antagonists for treatment of a drug
overdose. These statutes allow a practitioner to, either directly or by standing order, prescribe an opioid
antagonist to a person at risk of experiencing an opiate-related overdose, or their family member, friend,
or other person in a position to assist such a person. In 2016, the General Assembly expanded this to
allow the State Health Director to issue prescriptions to such persons by way of a statewide standing
order.

Section 2 would amend the statutes on the treatment of overdoses with opioid antagonist to (1) allow the
State Health Director to name a designee to prescribe an opioid antagonist by statewide standing order,
and (2) allow practitioners to either directly, or by standing order, prescribe an opioid antagonist to any
governmental or nongovernmental organization for the purpose of distribution to persons at risk of
experiencing an opiate-related overdose or to a family member, friend, or other person in a osition to
assist such a person. Any organization distributing the opioid antagonist would be required to include
with it basic instruction and information on how to administer it.

PART III. IMPROVE OPIOID PRESCRIBING PRACTICES

o= MMM

This bill analysis was prepared by the nonpartisan legislative staff for the use of legislators in their deliberations and does not constitute an official statement of legislative intent.
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Current law authorizes licensed physician assistants and nurse practitioners [0 wrile prescriplions so
long as a supervising physician has provided written instructions for prescribing drugs and a written
policy for periodic review by the physician of drugs prescribed.

Absent an emergency situation, the dispensing of Schedule II controlled substances generally requires a
written prescription, made out no more than 6 months prior to the date the substance is dispensed, with
an exception that no prescription is needed if the substance is dispensed directly by a practitioner to an
ultimate user. Prescriptions for Schedule 11 controlled substances may not be refilled. Schedule Il and
1V controlled substances require a prescription no older than 6 months old and may not be refilled more
than five times after the date of the prescription.

Section 3 would amend the statutes authorizing physician assistants to write prescriptions by requiring a
physician assistant to consult with the supervising physician prior to prescribing controlled substances
included in Schedules II through V if the therapeutic use of the controlled substance will or is expected to
exceed a period of 30 days. For as long as a Schedule I through V controlled substance is continuously
prescribed to the same patient, the physician assistant must consult with the supervising physician at least
once every 90 days to verify that the prescription remains medically appropriate for the patient.

Section 4 would amend the statutes authorizing nurse practitioners to write prescriptions by including the
same requirements in Section 3.

Section 5 would require electronic prescriptions for all controlled substances in Schedules 11 through V
except for prescriptions issued by:

e A practitioner who is dispensing directly to an ultimate user.

e A practitioner who orders a controlled substance to be administered in a hospital, nursing home,
hospice facility, or residential care facility.

e A practitioner who experiences temporary technological or electrical failure that prevents the
prescription from being transmitted electronically and the reason for this exception is
documented in the patient's medical record.

e A practitioner who writes a prescription to be dispensed by a pharmacy located on federal
property and the reason for this exception is documented in the patient's medical record.

Prescriptions for controlled substances included in Schedules Il through V would be limited to no more
than a 5 day supply upon the initial consultation and treatment of a patient for acute pain, unless the
prescription is for immediate post-operative pain relief, in v ich case the practitioner may not prescribe
more than a 7-day supply. Upon any subsequent consultation for the same pain, the practitioner may
issue any appropriate renewal, refill, or new prescription for a Schedule I through V controlled substance.
Acute pain is defined as pain that the practitioner reasonably expects to last for three months or less and
does not include chronic pain or pain being treated as part of cancer care, hospice care, palliative care, or
medication-assisted treatment for substance use disorder. Chronic pain is defined as pain that typically
lasts for longer than three months or that lasts beyond the time of normal tissue healing.

Section 6 would require any hospice or palliative care provider who prescribes a Schedule II through V
controlled substance to be administered to a patient in the patient's home to make diligent efforts to ensure
that any residual portion of the controlled substance is safely disposed of following the death of the
patient.

Section 7 would add a new section to Article 51 of Chapter 58 of the General Statutes to require any
insurance plan that charges a co-payment for prescription drugs to charge a co-payment for any limited,
initial prescription of a Schedule Il through Schedule V controlled substance. This co-payment would
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have to be either proportional to the amount charged for a thirty-day supply and the amount of the
substance actually prescribed, or the full rate for a thirty-day supply, so long as no additional co-payment
is charged for additional prescriptions of the same substance for the remainder of the thirty-day supply.

PART IV: CLARIFY ALLOWABLE FUNDS FOR SYRINGE EXCHAN""™ "ROGRAMS

Section 8 would clarify language in the statute authorizing needle and syringe exchange programs to
prohibit the use of State funds to purchase needles, hypodermic syringes, or other i1 :ction supplies.
Non-State public funds could still be used for this purpose.

PART V: STRENGTHEN CONTROLLED SUBSTANCES REPORTIM “VSTEM

The Controlled Substances Reporting System (CSRS) is a database maintained by the Department of
Health and Human Services that tracks prescriptions for Schedule II through V controlled substances.
Dispensers are required to report certain information on prescriptions they fill within 3 days after the
prescription is delivered, but are encouraged to report such information within 24 hours. Such
information is confidential and may only be accessed by certain persons for specific purposes set forth by
Statute.

Section 9 would make technical changes to the definitions used in the CSRS laws and define the term
"pharmacy" as a person or entity who holds a valid pharmacy permit.

Section 10 would require dispensers to report required information within 24 hours of filling a
prescription and would require the Department of Health and Human Services to assess civil p  alties of
up to $250 for a first violation and up to $500 for each subsequent violation, not to exceed $10,000 per
pharmacy in a calendar year to pharmacies found to have failed to report required information within a
reasonable period of time after being informed that such information is missing or incomplete.

Section 11 would amend the laws governing the confidentiality of CSRS data to allow the Department to
notify practitioners of prescribing behavior that increases risk of diversion of controlled substances,
increases risk of harm to the patient, or is an outlier among other practitioner behavior.

Section 12 would amend the laws governing the confidentiality of CSRS data to add to the list of persons
to whom the Department man release CSRS data (i) any third-party payer or pharmacy benefits manager
acting as agent of a third-party payer for the purposes of claimant case management, (ii) detection of
inappropriate prescribing of a controlled substance to a claimant, or (iii) detection of misuse or diversion
of a controlled substance by a claimant.

Section 13 would add the following new sections to Article SE of Chapter 90 of the General Statutes
governing the CSRS:

e 90-113.74A: would require recipients of new or renewed pharmacist licenses to demonstrate to the
NC Board of Pharmacy registration for access to the CSRS within 30 days of licensure.

e 00 117 74B: would require practitioners to review a patient's 12-month history in the CSRS prior
to prescribing a Schedule Il through Schedule V drug and review the patient's 12-month history in
the CSRS every three months while the controlled substance remains part of the patient's medical
care plan. These reviews would have to be documente in the patient's medical records, along
with the occasion of any CSRS outage that prevents such a review; the practitioner would be
required to review the 12-month history upon restoration of the CSRS after an outage. In addition,
a practitioner would be able to, but not required to, review a patient's CSRS history if: 1) the
controlled substance is to be administered to the patient in a hospital or other health care facility;
2) the controlled substance is for the treatment of cancer or a cancer-associated condition; 3) the
controlled substance is prescribed to a patient in hospice care; or 4) the prescription is for five
days or less and cannot be refilled, or is for seven days or less for relief of post-operative pain.
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e 90-113.74C: would require a dispenser to review an individual's 12-month history in the CSRS
whenever: 1) the dispenser believes the individual is seeking controlled substances for reasons
other than treatment of a medical condition; 2) the prescriber is located outside of the usual area
the dispenser serves; 3) the individual lives outside the usual area the dispenser serves; 4) the
individual pays with cash when there is an insurance plan on file with the dispenser; or 5) the
individual demonstrates potential misuse of a contro :d substance. A dispenser would be
required to withhold delivery of a prescription until verified if the dispenser believes it to be
duplicative or fraudulent.

e 90-113.75A: would create a special revenue fund in DHHS for use in administering the CSRS.

e 90-113.75B: would require all boards which license individuals who can prescribe controlled
substances to charge a $20 CSRS annual fee. The boards would be required to retain 10% of the
fees collected and remit 90% to DHHS for the special revenue fund created in G.S. 90-113.75A.

e 90-113.75C: would require DHHS to make annual reports, starting November 1, 2018, to the Joint
Legislative Oversight Committee on Health and Human Services, the North Carolina Medical
Board, the North Carolina Dental Board, the North Carolina Veterinary Medicine Board, and the
North Carolina Board of Pharmacy. The reports would be required to include the following
information on Schedule Il through Schedule V substances reported to the CSRS: 1) total
prescriptions dispensed, broken down by Schedule; 2) demographics of ultimate users; 3) number
of pills dispensed per prescription; 4) number of ultimate users who were prescribed a controlled
substance by two or more practitioners; 5) number of ultimate users to whom a prescription was
dispensed in more than one county; 6) the categories of practitioners prescribing controlled
substances and the number of prescriptions authorized by each category of practi »ner; 7)
prescribing behavior of practitioners that (i) increases risk of diversion of controlled substances,
(ii) increases risk of harm to the patient, or (iii) is an outlier among other practitioner behavior;
and 8) any other data deemed appropriate and requested by the Joint Legislative Oversight
Committee on Health and Human Services, the North Carolina Medical Board, the North Carolina
Dental Board, the North Carolina Veterinary Medicine Board, and the North Carolina Board of
Pharmacy.

PART VI: _ APPROPRIATION FOR COMMUNITY-BASED SUBST*™CE USE DISOR™"™R
TREATMENT AND RECOVERY SERVICES

Section 14 would appropriate 10 million dollars each for the 2017-2018 and the 2018-2019 fiscal year to
the Department of Health and Human Services, Division of Mental Health, Developmental Disabilities,
and Substance Abuse Services. The funds would only be used for increasing the vailability of
community-based treatment and recovery services for substance use disorders, including medication-
assisted treatment.

EFFECTIVE DATE: Sections [, 2, 3, 4, 6, 8, and 14 would become effective July I, 2017. Sections 5
and 7 would become effective July 1, 2018. The portion of Section 13 creating the new statutes G.S. 90-
113.75A through G.S. 90-113.75C would become effective September 1, 2017. The remainder of the act
would become effective when it becomes law and would apply to acts committed on or after the date the
State Chief Information Officer notifies the Revisor of Statutes that (i) the upgrades to the CSRS database
described in subdivisions (1) and (2) of subsection (a) of Section 12F.7 of S.L. 2016-94 have been
completed and (ii) the upgraded CSRS database is fully operational within the Department of Information
Technology and connected to the statewide health information exchange.
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b. Repealed by Session Laws 2013-152, s. 1, effective January 1, 2014,
and applicable to prescriptions delivered on or after that date.

c. A wholesale distributor of a Schedule II through V controlled substance.
a ¥ ] . . e . 1
of Chapter 90-of the- General-Statutes:

(4a) Pharmacy A person o ertit haldine o walid nhormant neppait prwerant to
G.S. 90-85.21 or G.S. YU-85.21A.

(5) “Yltimate-usermeans-a-Ultimate user. — A person who has lawfully obtained,
and who possesses, a Schedule II through V controlled substance for the
person's own use, for the use of a member of the person's household, or for the
use of an animal owned or controlled by the person or by a member of the
person's household."

SECTION 10. G.S. 90-113.73 reads as rewritten:

"§ 90-113.73. Requirements for controlled substances reporting system<vetem; civil
penalties for failure to prope-' =<port.

(a) The Department shall establish ana maintain a reporting system of prescriptions for all
Schedule II through V controlled substances. Each dispenser shall submit the information in
accordance with transmission methods and frequency established by rule by the Commission. The
Department may issue a waiver to a dispenser who is unable to submit prescription information by
electronic means. The waiver may permit the dispenser to submit prescription information by
paper form or other means, provided all information required of electronically submitted data is
submitted. The dispenser shall report the information required under this section no later than the
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no-later than-24 hours after the prescription was delivered. The information shall be submitted in a
format as determined annually by the Department based on the format used in the majority of the
states operating a controlled substances reporting system.

(b) The Commission shall adopt rules requiring dispensers to report the following
information. The Commission may modify these requirements as necessary to carry out the
purposes of this Article. The dispenser shall report:

(1) The dispenser's DEA number.
(2) The name of the patient for whom the controlled substance is being dispensed,
and the patient's:
a. Full address. including city, state, and zip code,
b. Telephone number, and
c. Date of birth.
(3) The date the prescription was written.
(4) The date the prescription was filled.
(5) The prescription number.
(6) Whether the prescription is new or a refill.
(7) Metric quantity of the dispensed drug.
(8) Estimated days of supply of dispensed drug, if provided to the dispenser.
(9) National Drug Code of dispensed drug.
(10)  Prescriber's DEA number.
(11)  Method of payment for the prescription.

(c) A dispenser shall not be required to report instances in which a controlled substance is
provided directly to the ultimate user and the quantity provided does not exceed a 48-hour supply.

(d) A dispenser shall not be required to report instances in which a Schedule V
non-narcotic, non-anorectic Schedule V controlled substance is provided directly to the ultimate
user for the purpose of assessing a therapeutic response when prescribed according to indications
approved by the United States Food and Drug Administration.

Page 6 House Bill 243*-First Edition
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8) Any other data deemed appropriate and requested by the Joint Legic'~*ive
Oversight Committee on Health and Human Services, the North Carolina
Medical Board, the MN~-th Carolina Board of Nursing, the North Carolina
Dental Board, the North Carolina Veterinary Medical Board, or th~ North
Carolina Board of Pharmacy."

PART VI. APPROPRIATION FOR COMMUNITY-BASED SUBSTANCE USE
DISORDER TREATMENT AND RECOVERY SERVICES

SECTION 14. There is appropriated from the General Fund to the Department of
Health and Human Services, Division of Mental Health, Developmental Disabilities, and
Substance Abuse Services, the sum of ten million dollars ($10,000,000) for the 2017-2018 fiscal
year and the sum of ten million dollars ($10,000,000) for the 2018-2019 fiscal year. These funds
shall not be used for any purpose other than to increase the availability of community-based
treatment and recovery services for substance use disorders, including medication-assisted
treatment. These funds shall not supplant existing funds for community-based treatment and
recovery services for substance use disorders.

PART VIIL. EFFECTIVE DATE

SECTION 15.(a) Sections 1, 2, 3. 4, 6. 8. and 14 of this act become effective July 1,
2017.

SECTION 15.(b) Sections 5 and 7 of this act become effective July 1, 2018.

SECTION 15.(¢) G.S.90-113.75A through G.S. 90-113.75C, as enacted by Section
13 of this act, become effective September 1, 2017.

SECTION 15.(d) The remainder of this act is effective when it becomes law and
applies to acts committed on or after the date the State Chief Information Officer notifies the
Revisor of Statutes that (i) the upgrades to the Controlled Substances Reporting System (CSRS)
database described in subdivisions (1) and (2) of subsection (a) of Section 12F.7 of S.L. 2016-94
have been completed and (i1) the upgraded CSRS database is fully operational within the
Department of Information Technology and connected to the statewide health information
exchange.
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HEALTH COMMIT1 E REPORT
Representative Justin P. Burr, Co-Chair
Representative Josh Dobson, Co-Chair
Representative Bert Jones, Co-Chair
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House Committee on Health
Tuesday, March 14,2017 at 151 nutes After Session
Room 643 of the Legislative Office Building

MINUTES

The House Committee on Health met at 15 Minutes After Session on March 14, 2017 in Room
643 of the Legislative Office Building. Representatives Adcock, Ball, Blackwell, Boswell, Burr,
Carney, Cunningham, Dobson, Dollar, Dulin, Earle, armer-Butterfield, Ford, Howard, Hunter,
Insko, Bert Jones, Lambeth, Lucas, Malone, Murphy, Potts, Rogers, Setzer, Shepard, White,
Wray, Yarborough, and Zachary attended.

Representative Donny Lambeth, Chair, presided.
The following bills were considered:

HB 226 Consultation Requirements for DHHS. (Representatives Rogers, uane Hall,
Destin Hall, John)

Rep. Rogers explained the bill. Rep. Lambeth motioned for a Favorable Report with referral to
Appropriations. All in favor, HB 226 passed.

HB 244 Public Participation/Composting Facilities. (Representatives Howar McElraft,
McGrady, Setzer)

Rep. Howard explained the bill, which has a PCS. Rep. Potts motioned for a Unfavorable to
original bill, favorable to the PCS, with referral to Environment. All in favor, HB 244 passed.

HB 250 Body Art Regulation Changes. (R resentatives Corbin, Bert Jones, Murphy)

Rep. Corbin explained the bill. Joanna Reese, NCACC and several committee members offered
comments and questions. Rep. Jones offered a technical amendment to the bill. Rep. Shepard
made a motion to accept the amendment. Rep. Adcock motioned for a Favorable .eport to be
rolled into a PCS, with referral to Finance. The bill then passed.

HB 258 Amend Med. Mal. Health Care Provider Defin. (Representatives Ric ell, Fraley,
Bert Jones, Clampitt)

Rep. Riddell explained the bill. Discussion followed. Jason Bates and Joe Faircloth, members
of NC Association of Rescue and EMS spoke in favor of HB 258. Rep. Carney motioned for a
Favorable Report, with referral to Judiciary I. All in favor, the bill passed.

The meeting adjourned at 3:55.
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Representative Donny Lambeth, Chair Brenda Olls, Committee Clerk
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NORTH CAROLINA HOUSE OF REPRESENTATIVES
COMMITTEE MEETING NOTICE
AND
JILL SPONSOR NOTIFICATION
2017-2018 SESSION

You are hereby notified that the House Committee on Health will meet as follows:

DAY & DATE: Tuesday, March 14, 2017
TIME: 15 Minutes After Session
LOCATION: 643 LOB

COMMENTS: Rep. Lambeth will preside.

The following bills will be considered:

BILL NO. SHORT TITLE SPONSOR
HB 226 Consultation Requirements for DHHS. Representative Rogers
Representative Duane Hall
Representative Destin Hall
Representative John
HB 244 Public Participation/Composting Representative Howard
Facilities. Representative McElraft
Representative McGrady
Representative Setzer
HB 250 Body Art Regulation Changes. Representative Corbin
Representative Bert Jones
Representative Murphy
HB 258 Amend Med. Mal. Health Care Representative Riddell
Provider Defin. Representative Fraley
Representative Bert Jones
Representative Clampitt






Respectfully,

Representative Justin P. Burr, Co-Chair
Representative Josh Dobson, Co-Chair
Representative Bert Jones, Co-Chair
Representative Donny Lambeth, Co-Chair
Representative Gregory F. Murphy, MD, Co-Chair

I hereby certify this notice was filed by the committee assistant at the following offices at 2:22 PM on
Monday, March 13, 2017.

_ Principal Clerk
____Reading Cle - House Chamber

Brenda Olls (Committee Assistant)






House Committee on Health
ruesday, March 14, 2017, 15 Minutes After Session
643 Legislative Office Building

AGENDA

Welcome and Opening Remarks
Introduction of Pages
Bills

BILL NO. SHORT TITLE
HB 226 Consultation Requirements for DHHS.

HB 244 Public Participation/Composting
Facilities.

HB 250 Body Art Regulation Changes.

HB 258 Amend Med. Mal. Health Care
Provider Defin.

Presentations

Other Business

Adjournment

SPONSOR
Representative Rogers
Representative Duane Hall
Representative Destin Hall
Representative John
Representative Howai
Representative McElraft
Representative McGrady
Representative Setzer
Representative Corbin
Representative Bert Jones
Representative Murphy
Representative Riddell
Representative Fraley
Representative Bert Jones
Representative Clampitt






HOUSE BILL 226:
Consultation Requirements for DHHS.

2017-2018 General Assembly

Committee: House Health. If favorable, re-refer to Date: March 14,2017
Appropriations

Introduced by: Reps. Rogers. Duane Hall. Destin Hall, John  Prepared by: Augus  D. Willis

Analysis of?: First Edition Committee Counsel

OVERVIEW: House Bill 226 would require the Department of Health and Human Services to
consult with the House and Senate Appropriations Committees on Justice and Public Safety prior to
implementing any new Safety Planning Policy regarding Safety Assessments (DSS-5132) and the use
of Temporary Parental Safety Agreements.

BACKGROUND: Temporary Parental Safety Agreements are voluntary, short-term agreements made
between a parent and a county child welfare agency during the assessment phase of a case when there is
a safety threat to a child in the child's home. When a Temporary Parental Safety Agreement requires the
need to separate a child from the home and/or restrict a parent's access to ti r child, a  nporary
placement option for the child is identified during the time the necessary assessments are being
completed. Temporary Parental Safety Agreements that include separation or restriction are allowed
only during the assessment phase.

On December 9, 2016. the North Carolina Courts Commission heard a presentation on the Department
of Health and Human Services' policy change related to Temporary Parental Saf  Agreements,

' implementing a 45-day timeframe for all assessments absent court involvement. Since s meeting, the
Department has agreed to temporarily suspend implementation of the policy changes. which were set to
go into effect January 1, 2017. In its January 2017 report, the North Carolina Courts Commission
recommended this bill.

BILL ANALYSIS: House Bill 226 would require the Department of Health and H  in Services to
consult with the House and :nate Appropriations Cc mittees on Justice and Public Safety prior to
implementing any new Safety Planning Policy regarding Safety Assessments (DSS-5132) and the use of
Temporary Parental Safety Agreements.

EFFECTIVE DATE: This act is effective when it becomes law.

s
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This bill analysis was prepared by the nonpartisan legislative staff for the use of legislators in their deliberations and does not constitute an official statement of legislative intent.
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GENERAL ASSEMBLY OF NORTH CAROLINA

SESSION 2017
H 1
HOUSE BILL 226
Short Title:  Consultation Requirements for DHHS. (Public)
Sponsors: Representatives Rogers, Duane Hall, Destin Hall, and Jol . Sponsors).

For a complete list of snonsors, refer to the North Carolina General Assembly web site.

Referred to:  Health, if favorable, Appropriations

March 2, 2017

A BILL TO BE ENTITLED
AN ACT TO DIRECT THE DEPARTMENT OF HEALTH AND HUMAN SERVICES TO
CONSULT WITH THE HOUSE AND SENATE APPROPRIATIONS COMMITTEES ON
JUSTICE A! _ PUBLIC SAFETY PRIOR TO IMPLEMENTING ANY NEW SAFETY
PLANNING POLICY REGARDING SAFETY ASSESSMENTS (DSS-! 32) AND THE
USE OF TEMPORARY PARENTAL SAFETY AGREEMENTS, AS RECOMMENDED BY
THE NORTH CAROLINA COURTS COMMISSION.
The General Assembly of North Carolina enacts:
SECTION 1. The Department of Health and Human Services shall consult with the
House Appropriations Committee on Justice and Public Safety and the Senate Appropriations
Committee on Justice and Public Safety prior to implementing any new Safety Planning Policy
regarding Safety Assessments (DSS-5132) and the use of Temporary Parental Safety Agreements.
SECTION 2. This act is effective when it becomes law.
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GENERAL ASSEMBLY OF NORTH CAROLINA
SESSION 2017

HOUSE BILL 244

PR(C 'OSED COMMITTEE SUBSTITUTE H244-CSMH-1 [v..
03/09/2017 05:46:58 PM

Short Title:  Public Participation/Composting Facilities. (Public)

Sponsors:

Referred to:

March 6, 2017

A BILL TO BE ENTITLED
AN ACT TO BROADEN THE SCOPE OF IMPACTS TO BE CONSIDEF D IN SOLID
WASTE MANAGEMENT FACILITY PERM! TING, TO PROVIDE FOR NOTICE AND
PUBLIC HEARING FOR COMPOSTING FACILITIES, AND TO I DJUCE ODOR
EMISSIONS FROM THOSE FACILITIES.
The General Assembly of North Carolina enacts:
SECTION 1. G.S. 130A-294(a)(4) reads as rewritten:
"§ 130A-294. Solid waste management progr:
(a) The Department is authorized and directed to engage in r arch, conduct
investigations and surveys. make inspections and establish a statewide solid waste management
program. In establishing a program, the Department shall have authority to:

4) a Develop a permit system governing the establishment and operation of
solid waste management facilities. A landfill with a disposal area of 1/2
acre or less for the on-site disposal of land clearing and inert debris is
exempt from the permit requirement of this sect 1 and shall be
governed by G.S. 130A-301.1. Demolition debris from the
decommissioning of manufacturing buildings, including electric
generating stations, that is disposed of on the same site as the
decommissioned buildings. is exempt from the permit requirement of
this section and rules adopted pursuant to this section and shall be
governed by G.S. 130A-301.3. The Department shall ot approve an
application for a new permit, major permit modification, or a substantial
amendment to a permit for a sanitary landfill, excluding demolition
landfills as defined in the rules of the Commission, except as provided
in subdivisions (3) and (4) of subsection (bl) of this section. No permit
shall be granted for a solid waste management facility having discharges
that are point sources until the Department has referred the complete
plans and specifications to the Commission and has received advice in
writing that the plans and specifications are approved in accordance
with the provisions of G.S.143-215.1. In any case where the
Department denies a permit for a solid waste management facility, it
shall state in writing the reason for denial and shall also state its
estimate of the changes in the applicant's proposed activities or plans
that will be required for the applicant to obtain a permit.
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HOUSE BILL 250:
Body Art | _egulation Changes.

2017-2018 General Assembly

Committee: House Health. If favorable, re-refer to Date: March 14, 2017
Finance

Introduced by: Reps. Corbin, Bert Jones, Murphy Prepared by: Jennifer Mur

Analysis of?: First Edition Committee Staff

OVERVIEW: House Bill 250 would make changes to the regulation of body art.

CURRENT LAW: Part 11 of Article 8 of Chapter 130A of the General Statutes sets out public health
sanitation and permit requirements for tattooing (Part). This Part specifically applies to the practice of
tattooing and the requirements for obtaining and renewing a permit from the Department of Health and
Human Services or local health department in order to engage in tattooing. The Commission for Public
Health adopted a suite of rules to implement this Part (1I5A NCAC 18A .3200 et seq.).

BILL ANALYSIS: House Bill 250 would:

e Expand and amend Part 11 of Article 8 of Chapter 130A of the General Statutes to define and
regulate "body art," to mean procedures conducted for artistic purposes that include body
A' piercing, branding, scarification, sut rmal implants. and tattooing.

e Amend the definition of "tattooing" to delete the producing of scar and only refer to the inserting
of permanent markings or coloration upon or under human skin through puncturing by use of a
needle or any other method.

"on t

e Define the terms "body piercing," "branding," "scarification," and "subdern  implants" for

purposes of this Part.
e Provide that any violations of the Part would constitute a Class A1 misdemeanor.

e Provide that this Part does not authorize a person holding a body art permit to treat injuries or
disorders of the body by incision or manipulation or otherwise practice medicine as defined
Article | of Chapter 90 of the General Statutes (Practice of Medicine).

The bill would make conforming changes to the statutes governing the powers and duties of both the
Commission for Public Health and local boards of health to reflect the amendments to this Part.

EFFECTIVE DATE: This act would become effective January 1, 2018. Permits for tattooing issued
before that date, but not yet expired, must remain valid until expiration.
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Karen Cochrane-Brown
Director

Division
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This bill analysis was prepared by the nonpartisan legislative staff for the use of legislators in their deliberations and does not constitute an official statement of legislative intent.
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General Assembly Of North Carolina Session 2017

issue a permit to the applicant. A permit is valid for one year and must be renewed annually by
applying to the Department for a permit renewal.

(d)  Violations. — The Department may deny an application for a tatteeintg—body art
permit if an applicant does not meet the requirements set by the Commission for the permit.
The Department may suspend revoke, or refuse to renew a permit if it finds that tatteetrg-body
art is being performed in violation of this Part. A yi~'-¢i~e ~8 4bin Do o~ Alonn A
misdemeanor. In accordance with G.S. 130A-24(a), Chapter 150B ot the General Statutes, the
Administrative Procedure Act, governs appeals concerning the enforcement of this Part.

(e) Limitation. — This Part shall ~~* e construed to authorize a person holding a valid
body art permit to treat injuries or disorders of the body by *~~ision or manipulation or
otherwise practic~ ~~icine as defined in Article ' ~f Chapter YU of the General Statutes. A
permit issued pursuant to this Part does not authorize a person to remove a tattoo from the body
of a human being. Compliance with this Part is not a bar to prosecution for a violation of
G.S. 14-400."

SECTION 2. G.S. 130A-29(c) reads as rewritten:
"§ 130A-29. Commission for Public Health — Creation, powers and duties.

(c) The Commission shall adopt rules:

(8) Establishing permit requirements for the sanitation of premises, utensils,
equipment, and procedures to be used by a person engaged in tatteoing-body
~=+ ~s provided in Part 11 of Article 8 of this Chapter.

SECTION 3. G.S. 130A-39(g) reads as rewritten:

"§ 1. A-39. Powers and duties of a local board of health.

(2) A local board of health may impose a fee for services to be rendered by a local
health department, except where the imposition of a fee is prohibited by statute or where an
employee of the local health department is performing the services as an agent of the State.
Notwithstanding any other provisions of law, a local board of health may impose cost-related
fees for services performed pursuant to Article 11 of this Chapter, "Wastewater Systems," for
services performed pursuant to Part 10, Article 8 of this Chapter, "Public Swimming Pools", for
services performed pursuant to Part 11, Article 8 of this Chapter, “Fatteoing™s "P2dy Art," and
for services performed pursuant to G.S. 87-97. Fees shall be based upon a plan recommended
by the local health director and approved by the local board of health and the appropriate
county board or boards of commissioners. The fees collected under the authority of this
subsection are to be deposited to the account of the local health department so that they may be
expended for public health purposes in accordance with the provisions of the Local
Government Budget and Fiscal Control Act."

SECTION 4. G.S. 90A-51(2a) reads as rewritten:

"(2a) "Environmental health practice" means the provision of environmental
health services, including administration, organization, management,
education, enforcement, and consultation regarding environmental health
services provided to or for the public. These services are offered to prevent
environmental hazards and promote and protect the health of the public in
the following areas: food, lodging, and institutional sanitation; on-site
wastewater treatment and disposal; public swimming pool sanitation;
childhood lead poisoning prevention; well permitting and inspection; tattee
parler—santtation;—bod* ~~* ~~*~h'"~“-nent r~~i*~*~~_and all other areas of
environmental health requiring the delegation ot authority by the Division of
Public Health of the Department of Health and Human Services to State and

Page 2 House Bill 250 H250-PCS40215-TA-4 [v.3]
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cal environmental health professionals to enforce rules adopted by the
Commission for Public Health. The definition also includes local
environmental health professionals enforcing rules of local bo s of health
for on-site wastewater systems and wells."
SECT )N 5. This act becomes effective January 1, 2018. Permits for tattooing
issued before that date, but not yet expired, shall remain valid until expiration.

H250-PCS40215-TA-4 [v.3] House Bill 250 Page 3
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issue a permit to the applicant. A permit is valid for one year and must be renewed annually by
applying to the Department for a permit renewal.

(d)  Violations. — The Department may deny an application for a tatteeingbody art permit
if an applicant does not meet the requirements set by the Commission for the permit. The
Department may suspend, revoke, or refuse to renew a permit if it finds that tatteeing-body art is
being performed in violation of this Part. A violation of this Part is a Class A1 mis?~~eanor. In
accordance with G.S. 130A-24(a), Chapter 150B of the General Statutes, the Administrative
Procedure Act, governs appeals concerning the enforcement of this Part.

(e) Limitation. — This Part shall not be construed to authorize a person holding a valid
body art permit to treat injuries or disorders of the body by incision or manipulation or otherwise

practice medicine as defined i~ “rticle 1 of Chapter 90 of the General Statutes. A permit issued

pursuant to this Part does not authorize a person to remove a tattoo from the body of a human
being. Compliance with this Part is not a bar to prosecution for a violation of G.S. 14-400."
SECTION 2. G.S. 130A-29(c) reads as rewritten:
"§ 130A-29. Commission for Public Health — Creation, powers and duties.
(©) The Commission shall adopt rules:

(8) Establishing permit requirements for the sanitation of premises, utensils,
equipment, and procedures to be used by a person engaged in tatteeing;body
art, as provided in Part 11 of Article 8 of this Chapter.

SECTION 3. G.S. 130A-39(g) reads as rewritten:

"§ 130A-39. Powers and duties of a local board ol ealth.

(g) A local board of health may impose a fee for services to be rendered by a local health
department, except where the imposition of a fee is prohibited by statute or where an employee of
the local health department is performing the services as an agent of the State. Notwithstanding
any other provisions of law, a local board of health may impose cost-related fees for services
performed pursuant to Article 11 of this Chapter, "Wastewater Systems," for services performed
pursuant to Part 10, Article 8 of this Chapter, "Public Swimming Pools", for services performed
pursuant to Part 11, Article 8 of this Chapter, “Fatteeing™"Body Art." and for services performed
pursuant to G.S. 87-97. Fees shall be based upon a plan recommended by the local health director
and approved by the local board of health and the appropriate county board or boards of
commissioners. The fees collected under the authority of this subsection are to be deposited to the
account of the local health department so that they may be expended for public health purposes in
accordance with the provisions of the Local Government Budget and Fiscal Control Act."

SECTION 4. This act becomes effective January 1, 2018. Permits for tattooing issued
before that date, but not yet expired, shall remain valid until expiration.

Page 2 House Bill 250-First Edition




HOUSE I TLL 258:
Amend Med. Mal. Health Care Provider 'efin.

2017-2018 General Assembly

Committee: House Health. It tavorable, re-refer to Date: March 10, 2017
Judiciary |

Introduced by: Reps. Riddell. Fraley, Bert Jones, Clampitt ~ Prepared by: Jason Moran-Bates

Analysis of?: First Edition Committee Co-Counsel

OVERVIEW: House Bill 258 would amend Article 1B of Chapter 90 of the General Statutes to
include paramedics under the definition of health care providers for purposes of medical malpractice
actions.

CURRENT LAW: A cle IB of Chapter 90 sets forth the standards of care and burdens of proof for
medical malpractice cases. It also provides a Good Samaritan exception for volunteer providers of
emergency health care.

BILL ANALYSIS: House Bill 258 would amend the definition of health care provider in G.S. 90-
21.11(1) to include paramedics as defined in G.S. 131E-155(15a). In order to be a paramedic under G.S.
131E-155(15a) an individual must complete education in emergency medical care approved by DHHS
and be credentialed as a paramedic by DHHS. Under House Bill 258, a plaintiff would not be able to
recover damages from a paramedic unless the plaintiff showed by the preponderance of evidence that
the paramedic failed to provide the level of care that would have been provided by a similarly educated
and trained paramedic from a similar community under similar circumstances. If the care the paramedic

‘ provided was emergency care. the plaintiff's burden of proof would rise to clear and convincing
evidence.

Paramedics who provide voluntary medical care without expectation of compensation would be covered
by the Good Samaritan exception in G.S. 90-21.14 and could not be found liable in a malpractice action
unless they acted with gross negligence, wanton conduct, or intentional wrongdoing.

EFFECTIVE DATE: This act would be effective when it becomes law and would apply to causes of
action arising on or after that date.

||| 111111 -

This bill analysis was prepared by the nonpartisan legislative staff for the use of legislators in their deliberations and does not constitute an official statement of legislative intent.
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GENERAL ASSEMBLY OF NORTH CAROLINA

SESSION 2017
H 1
HOUSE BILL 258
Short Title:  Amend Med. Mal. Health Care Provider Defin. (Public)
Sponsors: Representatives Riddell, Fraley, Bert Jones, and Clampitt (Primary Sponsors).

For a complete list of sponsors. refer to the North Carolina General Assemblv web site.

Referred to:  Health. if favorable. Judiciary |

March 7, 2017

A BILL TO BE ENTITLED
AN ACT AMENDING THE DEFINITION OF HEALTH CARE PROVIDER N ARTICLE 1B
OF CHAPTER 90 OF THE GENERAL STATUTES TO INCLUDE PARA! :DICS.
The General Assembly of North Carolina enacts:
SECTION 1. G.S.90-21.11(1) reads as rewritten:
"(1)  Health care provider. — Without limitation, any of the following:

- Any =renendic andefendie GS [31E-155(15a)."
SECTION 2. This act is ettective when it becomes law and applies to cau . of action
arising on or after that date.
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NORTH CAR _.INA GENERAL ASSEMBLY
HOUSE OF REPRESENTATIVES

HEALTH COMMITTEE REPORT
Representative Justin P. Burr, Co-Chair
Representative Josh Dobson, Co-Chair
Representative Bert Jones, Co-Chair
Representative Donny Lambeth, Co-Chair
Representative Gregory F. Murphy, MD, Co-Chair

FAVORABLE COM SUB , UNFAVORABLE ORIGINAL BILL AND RE-REFERRED

HB 250 Body Art Regulation Changes.
Draft Number:  H250-PCS40215-TA-4

Recom‘ménag»d li;ferralz None
Long Title Amended: No
Floor Manager: Corbin

TOTAL REPORTED: 1
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atitis C (Hep-C): Hep-C is classified two ways; Chronic Hep-C and Acute Hep-C. Chronic Hep-C is a slow-progressing

se, with symptoms that may not appear for years, if at all. If left untreated, Chronic Hep-C can lead to liver damage, and
potentially even liver cancer. Acute Hep-C is a short term viral infection that occurs within the first 6 months after someone is
exposed to the Hepatitis C virus.  For most people an Acute Hep-C infection will tum into Chronic Hep-C.' 1 p-Cis usually
spread when blood from a person infected wich the Hep-C virus enters the body of someone who is not infected. Hep-C is the
most common bloodborne infection in e US, and there is no vaccine; however, it is treatable condition. Today, most people
become infected with the Hep-C virus by sharing of ne« 25 or other equipment used for injection purposes. Other ways Hep-C
can be spread is through contact with dried blood on equipment or surfaces, and/or blood splashes in the eyes, nose, or mouth.

The number of acute Hep-C cases is on the rise in North Carolina (NC). Between 2010 and 2015 the number of reported cases
of acute Hep-C has tripled (close to a 300% increase). Acute Hep-C is a reportable disease under state law; however, it
continues to go under-reported and underestimated. It is estimated that there are approximately 110,000 North Carolinians
with Chronic Hep-C. Some Facts about Hep-C:

o Hep-C virus is 70X more infectious then HIV;

®  50% of cases are more than likely unaware they’ve been infected;

® +41% of cases are between the ages of 21 and 30;

e 75% of adults with Hep-C are Baby Boomers (born between 1945 & 1965);

o 37% of those infected reported injection drug use; and

o 75% to 85% of people infected with Hep-C will develop chronic illness.”

Hep-C in Western North Carolina (WNC): In Macon County and many surrounding counties, Hep-C has become a
significant health concern. A recent Center for Disease Control and Prevention (CDC) study identified five counties in NC,
.e of which are in WNC: Graham, Clay and Cherokee as being in the top 220 counties in the United States as having a high
)

O alence of Acure Hep-C infections.® Macon County shares a border with these counties.

Tattoos, Piercings and other forms of Body Modifications (all referred to as “body art™) are prevalent in today’s society
including here in WNC. While it used to be uncommon to encounter someone with a tattoo or piercing outside of certain
groups, one can hardly go about their day without encountering someone who has been tattooed or pierced.

Research studies show that in the informal, unregulated tattooing and piercing settings, where poor infection-control practices
are used that the transmission of Hep-C is possible.* These same studies show that when tattooing and plercing are properly

regulated Hep-C is not spread.

Tattooing in NC: The tattoo industry in NC is currently regulated and enforced at the local level by the county health
department. These laws are in place to protect the health and safety of both artist and the client due to the potential ease of
transmission of bloodbore pathogens during the tattooing process. Improper (and illegal) tattooing techniques lead ro the
transmission of diseases (including Hep-C, Hep-B and HIV) that are serious and have a lifelong impact on the individual and
could create significant increases in cost of health care for everyone. Proper tatrooing techniques ensure that those who do
receive tattoos do so in a safe manner. In addition to the techniques used, the use of proper equipment (such as an autoclave and
disposable needles), and the proper treatment of inks are important to prevent bloodborne pathogens/disease from being spread.

There are consequences to those found to be tattooing without a permit in NC law. However, these consequences are not
proving to be severe enough to discourage those who tattoo illegally (class 1 misdemeanor), and enforcing these consequences has

.Ven to be difficult (not viewed by the legal system as a significant crime).
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Tn recent months, we have seen a rise in the number of illegal tattoo artists operating in Macon County. This department has
invested a significant number of work hours to ensure these individuals cease and desist from tattooing. Additionally, we have

had to invest significant time in investigating this illegal operation in an effort to identify the people this individual tattooed so

as to make surc they were appropriately tested for Hep-C, Hep-B and HIV as these viruses can make them sick and possibly

their families sick. This is not just a Macon County problem. As the department has been working to address this issue, we ]"
determine :hat other county health departments are experiencing a similar problem. Given how common body art is today, a

due to the high prevalence of Hep-C in WNC, an examination of the impacts on health and possible further regulation of these

industries should be considered.

Piercings and Body Modifications in NC: Piercing and other body modifications (such as dermal implants) are currently
unregulated in NC; however, there 1s mention General Statute 14-400 that body piercing of a minor is prohibited.
Professional organizations (such as Association of Professional Piercers) that support safe piercing techniques and practices exist;
however, membership 1s voluntary and uncommon.

Piercing and body modification have their own set of 1ssues 1n the spread of bloodborne pathogens. The use of equipment
similar to what is found in a permitted tatcoo establishment along with procedures to minimize the risk of spreading infection
such as Hep-C to those who wish to be pierced are lacking or non-existent in most of these establishments.

Piercing and body modification also presents other health risks. For example individuals with diabetes, hemophilia, autoimmune
disorders, cardiac issues, skin conditions or who are or may be pregnant may experience serious complications from the
procedure (i.e. bleeding, skin rashes or lesions, scars, viral or bacterial infections, etc.).

The Following are Areas of Concern Regarding Tattooing, Piercing and Body Modification in Relation to Hep-C:
e Penalties for tattooing without a permit do not discourage individuals from practicing without a permit.

o The act of piercing or body modifications is not regulated or inspected even though many times these procedures require
the insertion of a needle and/or in some cases a surgical incision with a scalpel to place rings, plugs, eyelets, gauges, and

other articles of jewelry. ‘

e Piercing and tattooing, done improperly, pose a risk for infection; training in prevention of bloodborne pathogen
exposure for those practitioners would minimize these risks for them and their clients.

e  Occupational Safety and Health Administration Bloodborne Pathogens Standards that address accidental needle sticks
do apply to these is industry and they are required to maintain an OSHA Exposure Control Plan for accidental needle
sticks, but these standards are generally not followed or enforced.

® Food and Drug Administration recently became aware of tattoo inks that had confirmed bacterial contamination in
unopened bottles available for purchase online: neither tattoo inks nor tattoo equipment are regulated by the FDA.

e Non-sterile water used to dilute concentrated inks can contaminate the ink with harmful germs which can lead to
infections when deposited under the skin and spread to the bloodstream.

e Though Hep-C is a treatable disease, the cost of treatment is extremely expensive and in many cases out of reach for the

a\'erage PCI‘SOI’L

Sharing of Needles:  ae sharing of needles by intravenous (IV)) drug users is a primary contributor to the spread of HIV and
Hep-C in NC. We commend the NC General Assembly for passing legislation which was signed into law and with an effective
date of July I1, 2016. The new law allows any governmental or nongovernmental organization, including health departments, to
establish and operate a needle and hypodermic syringe exchange program.

' Center for Disease Control and Prevention: http://www.cdc.gov/hepatitis/hcv/cfaq.htm 8/5/2016

NC DHHS, DHP, Communicable Disease Branch, Hepatitis-C In NC 2016 Fact Sheet 05/13/2016

it Center for Disease Control and Prevention, National Center for HIV/AIDS, Viral Hepatitis, STD, and TB Prevention,

County-level Vulnerability to Rapid Dissemination of HIV/HCV Infection Among Persons who Inject Drugs 3/8/2016

" odborne pathogen risk reduction activities in the body piercing and tattooing industry. Lehman, EJ; Huy, J; Levy, E; Viet, SM; Mobley, A; McCleery, TZ, .
American Journal of Infect Control 2010 Mar; 38(2):130-138. http://dx.doi.org/10.1016/j.ajic.2009.07.008.
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House Committee on Health
Wednesday, March 15, 2017 at 11:00 AM
Room 643 of the Legislative Office Building

MINUTES
The House Committee on Health met at 11:00 AM on March 15, 2017 in Room 643 of the
Legislative Office Building. Representatives Adcock, Ball, Blackwell, Boswell, Burr, Carney,
Cunningham, Dobson, Dollar, Dulin, Earle, Farmer-Butterfield, Ford, Hunter, Insko, Jackson,
Bert Jones, Lan eth, Lucas, Malone, Murphy, Potts, Rogers, Setzer, Shepard, Szoka, White,
Wray, Yarborough, and Zachary attended.
Representative J  tin Burr presided.

The following bill was con lered:

HB 88 Modernize Nursing Practice Act. (Representatives Dobson, Lambeth, Stevens,
Adcock)

The meeting was FOR DISCUSSION ONLY. Representatives Dobson and Lambeth explained
the bill.

Public comments were offered by supporters and opponents of the bill with each having a total of
15 minutes to speak.

After the speakers concluded, members of the committee responded with questions for sponsors
and the supporters and opponents of the bill.

Handouts and speaker names are included and made a part of these Minutes.

The meeting adjourned at 12:00 P.M.

v Fong—

Dina Long, Committeg’¢lerk







NORTH CAROLINA HOUSE OF REPRESENTATIVES
COMMITTEE MEETING NOTICE
AND
ILL SPONSOR NOTIFICATION
2017-2018 SESSION

You are hereby notified that the House Committee on Health will meet as follows:

DAY & DATE: Wednesday, March 15,2017
TIME: 11:00 AM

LOCATION: 643 LOB

COMMENTS: Rep. Burr will preside.

The following bills will be considered:

BILL NO. SHORT TITLE SPONSOR
HB 88 Modernize Nursing Practice Act. Representative Dobson
FOR DISCUSSION ONLY. Representative Lambeth

Representative Stevens
Representative Adcock

Respectfully,

Representative Justin P. Burr, Co-Chair
Representative Josh Dobson, Co-Chair
Representative Bert Jones, Co-Chair
Representative Donny Lambeth, Co-Chair
Representative Gregory F. Murphy, MD, Co-Chair

[ hereby certify this notice was filed by the committee assistant at the following offices at 2:30 PM on
Monday, March 13, 2017.

_ Principal Clerk
_Reading Clerk — House Chamber

Brenda Olls (Committee Assistant)






House Committee on Health
Wednesday, March 15,2017, 11:00 AM
_ 13 Legislative Office Building

AGENDA
Welcome and Opening Ren rks
Introduction of Pages
Bills
BILL NO. SHORTTI1 E SPONSOR
HB 88 Modernize Nursing Practice Act. Representative Dobson
DISCUSSION ONLY. Representative Lambeth
Representative Stevens
Representative Adcock
Presentations

The meeting will be FOR DISCUSSION ONLY, with each side having a total of 15 minutes to express
their support or opposition to the bill.

Other Business

Adjournment
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2017-2018 General Assembly

Committee: House Health. It favorable, re-refer to Date: February 20, 2017
Insurance. If favorable, re-refer to Finance

Introduced by: Reps. Dobson, Lambeth, Stevens, Adcock Prepared by: Jason Moran-Bates

Analysis of: First Edition Committee Co-Counsel

OVERVIEW: House Bill 88 would amend the Nursing Practice Act to create a category of nursing
license for Advance Practice Registered Nurses (APRN). APRNs can practice in a ’ of four roles:
Nurse Practitioner, Certified Nurse Midwife, Clinical Nurse Specialist, or Certified Registered Nurse
Anesthetist. The bill would also give the North Carolina Board of Nursing (Board) the authority to
regulate APRNs as well as establish eligibility requirements and licensing renewal and rei ‘tatement
rules. In addition, the bill modifies the composition of the Board to add an APRN, expands the
Board's disciplinary powers, clarifies rules regarding public records, and makes numerous technical
changes.

CURRENT LAW: The Nursing Practice Act is Article 9A of Chapter 90 of the General Statutes.
Currently, it does not contain any provisions regarding APRNs, which are governed by Title 21, Chapter
36 of the North Carolina Administrative Code.

BILL ANALYSIS: Section of the bill would amend G.S. 90-171.20 to add definitions for advanced
assessments; APRN; Nurse anesthesia activities; Population focus; and the practice of nursing as an

J APRN, certified nurse midwife (CNM), certified registered nurse anesthetist (CRNA), clinical nurse
specialist (CNS), and Nurse Practitioner (NP). It would also make conforming changes to the remaining
definitions in G.S. 90-171.20.

Section 2 would amend G.S. 90-18(c) to clarify that the practice of nursing as a CRNA does not
constitute the practice of medicine or surgery.

Section 3 would amend G.S. 90-29(b)(6) to clarify that the practice of nursing as a RNA does not
constitute the practice of dentistry.

Section 4 would amend G.S. 90-171.21 to create a slot for an APRN on the Board, allow all APRNs to
vote for the APRN member, and establish eligibility criteria for the APRN member. It would also allow
the Board to select the person who received the second-highest number of votes in an« :ctic  to fill the
remainder of the unexpired term for a vacancy of a registered nurse or licensed practical nurse and
modify the eligibility criteria for the remaining Board members who are nurses but not APRNs. Section
4(b) makes Section 4 applicable to all Board members appointed after the bill becomes law.

Section 5 would amend G.S. 90-171.23(b), outlining the duties and powers of the Board, to remove the
requirement that the Board appoint and maintain a subcommittee to work with the North Carolina
Medical Board to develop rules and regulations governing the performance of medical acts y nurses.
Instead, the Board would have sole power to grant prescribing, ordering, dispensing, and furnishing
authority to APRNs. This section would also allow the Board to establish programs to monitor the
treatment, recovery, and safe practice of nurses with substance abuse, mental, or physical disorders that

‘ Le;  ative Analysis

aren Cochrane-Brown |“ H‘ ’ H ”" ‘ ‘
- Division
M e oY

H88-sMBC->5 -5 919-733-2578

This bill analysis was prepared by the nonpartisan legislative staff for the use of legislators in their deliberations and does not constitute an official statement of legislative intent.
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may impact their ability to deliver safe care. Section 5 would also to allow the Board to subpoena
patient records, but require the Board to withhold any patient identifying information from public
disclosure. It would also make several technical, clarifying changes to the powers granted to the Board.

Section 6 would amend G.S. 90-171.24 to require the Executive Director of the Board to hold an active
North Carolina registered nurse license, be a North Carolina resident, have a minimum of five years'
experience, and have no disciplinary history or criminal convictions related to nursing.

Section 7 would amend 90-171.27(b) to establish fees for APRNs and make other technical changes.
Section 8 would make technical changes to G.S. 90-171.29

Section 9 would add a new section to Article 9A of Chapter 90 allowing the Board to require applicants
for a nursing license to submit to mental and physical examinations.

Section 10 would amend G.S. 90-171.30 by eliminating the requirement that the nursing examination be
held at least twice a year.

Section 11 would amend G.S. 90-171.33 to eliminate temporary licenses for applicants seeking
licensure through examination.

Sections 12 and 13 clarify that the license renewal and reinstatement procedures set forth in Article 9A
apply to both registered nurses and licensed practical nurses.

Section 14 would amend G.S. 90-171.36 to clarify that licensees who have been on inactive status for
less than five years can re-activate their licenses by paying a fee and submitting an application, while
licensees who have been on inactive status for more than five years must complete a refresher course
before returning to active status.

Section 15 would amend G.S. 90-171.36A to clarify the rules for designating retirement status.
Section 16 would amend Article 9A by adding new sections relating to the licensure of APRNs.

e (.S.90-171.36B would require all nurses who practice as APRNs to be licensed as an APRN by
the Board.

e (G.S.90-171.36C would require the Board to issue an APRN license to nurses who do not meet
the new education requirements, provided that they are approved to practice as APRNs as of
December 31, 2017, submit an application, and are otherwise qualified.

e (.S.90-171.36D would set forth the rules for renewal and reinstatement of the APRN license.

Section 17 would amend G.S. 90-171.37 to clarify the Board's power to discipline nurses who 1) are
convicted or plead guilty to crimes of moral turpitude, crimes involving the practice of medicine, or
crimes which are felonies; 2) are unable to practice safely due to substance abuse or any other mental or
physical abnormality; 3) have acted immorally or dishonorably; 4) have acted unprofessionally or failed
to ac ere to the standards of practice; 5) have had a license revoked, suspended, restricted, or acted
against in any other jurisdiction; and 6) have failed to respond to the Board's inquiries. It would also
grant the Board the authority to revoke the dispensing authority of any APRN who prescribes or
dispenses drugs in an unsafe manner, sells drugs, prescribes drug for non-therapeutic purposes, or gives
drugs to individuals who are not the APRN's patients.

Section 18 would make a technical change to G.S. 90-171.37A

Section 19 would add new sections to Article 9A relating to public records.
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e G.S. 90-171.37B(a) would make the Board's investigative files exempt from C ipter 132 of the
General Statutes and not subject to discovery or subpoena

e G.S. 90-171.37B(b) would require the Board to provide all information in its possession to a
nurse being investigated or complained of, except for the Board's investigative report, the
identity of non-testifying complainants, and materials privileged by the Rules of Civil procedure
or Rules of Evidence.

¢ (.S.90-171.37B(c) would provide that any notice or statement of charges is a public record

e . (G.S.90-171.37B(d) would permit the Board to report information indicating the commission of a
crime to the appropriate authority.

e G.S. 90-171.37B(e) would require the Board to cooperate with any law enforcement agency or
district attorney conducting an investigation.

e (G.S. 90-171.37B(f) would require all licensees to report any felony arrests or indictments, arrest
for DWI, or any arrest or indictment for the use possession, or sale of controlled st tances to
the Board within 30 days.

e G.S. 90-171.37B(g) would allow the Board to transmit information regarding the issuance,
denial, annulment, suspension, or revocation of a license to the DHHS or any health care
licensure board. It would require the Board to notify the licensee of this  nsmission and
provide a summary of the information transmitted.

e (.S.90-171.37C would require service of notice under Article 9A to be made personally or by
registered or certified mail.

Section 20 would make technical changes to G.S. 90-171.39

Section 21 would amend G.S. 90-171.40 to require the Board to review all nursing programs in the state
every ten years instead of every eight years. If the Board finds a nursing program is deficient, it may
take appropriate action, inclu ng withdrawal of approval for that program.

Section 22 would make a technical change to G.S. 90-171.42.

Section 23 would amend G.S. 90-171.43 to require individuals who practice as APRNs to be licensed as
APRNs and to prevent those who are not licensed from using the designations "APRN," "CNM,"
"CNS," "CRNA," and "NP."

Section 24 would require health care facilities to verify individuals are licensed as APRNs bi  Hre hiring
them as APRNs.

Section 25 would amend G.S. 90-171.44 to prohibit individuals from calling themselves APRNS,
CNMs, CNSs, NPs, RNs, or LPNs .

Section 26 would amend G.S. 90-171.47 to make conforming changes to the requirement for the Board
to investigate misconduct in a timely manner.

Section 27 would amend G.S. 90-171.48 to require background checks for individuals seeking renewal
or reinstatement of an APRN license.

Section 28 would add a section to Article 9A allowing the Governor to waive the requirements of the
Nursing Practice Act in order to permit the provision of health care during a state of emergency.

Section 29 would repeal G.S. 90-171.28, which allowed nurses who held licenses from a competent
authority pursuant to state law as of June 30, 1981, to be licensed under Article 9A.



House Bill 88
Page 4

EFFECTIVE DATE: This bill would become effective January 1, 2017.

BACKGROUND: APRN is an umbrella term for registered nurses who are certified as Nurse
Practitioners, Certified Nurse Midwives, Certified Registered Nurse Anesthetists, or Clinical Nurse
Specialists in the North Carolina Administrative Code. All four practice areas require credentialing by a
national board and education beyond that required for a registered nurse.
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anesthetic underthe supervisionand-direction-ofin collaboration v+ 1 licensed
dentist or physietans-physician pursuant to G.S. 90-171.20(6d);

"

SECTION 4.(a) G.S.90-171.21 reads as rewritten:
"§ 90-171.21. Board of Nursing; composition; selection; vacancies; qualifications; term of
office; compensation.

(a) The Board shall consist of 14 members. Eight men ers shall be registered nurses.
Three members shall be licensed practical nurses. Three members shall be representatives of the
public.

(b)  Selection. — The North Carolina Board of Nursing shall conduct an election each year
to fill vacancies of nurse members of the Board scheduled to occur during the next year.
Nominations of candidates for election of registered nurse members shall be made by written
petition signed by not less than 10 registered nurses eligible to vote in the election. Nominations of
candidates for election of licensed practical nurse members shall be made by written petition
signed by not less than 10 licensed practical nurses eligible » vote in the election. Every
registered nurse holding an active advanced practice registr=~- e~ 'icense shall be eligible to
vote in the election of the advanced practice registered nurse Board member. Every licensed
registered nurse holding an active license shall be eligible to v e in the election of registered
nurse board members. Every licensed practical nurse holding an active license shall be eligible to
vote in the election of licensed practical nurse board members. The list of nominations shall be
filed with the Board after January 1 of the year in which the election is to be held and no later than
midnight of the first day of April of such year. Before preparing ballots, the Board shall notify
each person who has been duly nominated of the person's nomination and request permission to
enter the person's name on the ballot. A member of the Board who is nominated for reelection and
who does not withdraw the member's name from the ballot is disqualified to participate in
conducting the election. Elected members shall begin their term of office on January 1 of the year
following their election.

Nominations of persons to serve as public members of the Board may e made to the
Governor or the General Assembly by any citizen or group within the State. The Governor shall
appoint one public member to the Board, and the General Assembly shall appoint two public
members to the Board. Of the public members appointed by the General Assembly, one shall be
appointed by the General Assembly upon the recommendation of the President Pro Tempore of
the Senate, and one shall be appointed by the General Assembly upon the recommendation of the
Speaker of the House of Representatives.

Board members shall be commissioned by the Governor upon their election or appointment.

©) Vacancies. — All unexpired terms of Board members appointed by the General
Assembly shall be filled within 45 days after the term is vacated. 1e Governor all fill all other
unexpired terms on the Board within 30 days after the term is vacated. For vacancies of registered

nurse or llcensed practlcal nurse members, the Gex‘emer—shaﬂ—appemt—ehe—pefseﬁ—w%eﬁeewed—the

membe;s—Board shall p ot "”y the person who recelved the next hlghest number of votes in the

election when th~ *~~~*ing member was elected in order to fulfill the remainder of the unexpired
term. If the replacement Board member no longer meets the qualifi~rtinne nndar cnhoantine £\ F
this section, the Board shall notify the person receiving the next
election when the vacating member was elected. Appointees sl
unexpired term and until their successors have been duly elected or appointed and qualified.

(d) Qualifications. — Of the eight registered nurse members on the Board, one shall be a
nurse administrator employed by a hospital or a hospital system, who shall be accountable for the
administration of nursing services and not directly involved in patient care; one shall be an

individual who meets the requirements to practice as a-certified—registered—nurse—anesthetist,—a
certified-nurse-midwifea-clinteal nursespeeialist—or-anursepraetitioner ~~ APRN: two shall be

Page 6 House Bill 88*-First Edition



















O 0~ N B LN —

General Assembly Of North Carolina Session 2017

(e} The Board may issue a nonrenewable temporary llcense to persons applymg for
licensure under G.S. 90-171.32 for a period not to exceed the lesser of six months or until the
Board determines whether the applicant is qualified to practice nursing in North Carolina.
Temporary licensees may perform patient-care services within limits defined by the Board. In
defining these limits, the Board shall consider the ability of the temporary licen : to safely and
properly carry out patient-care services. Temporary licensees shall be held to the standard of care
of a fully licensed nurse."

SECTION 12. G.S. 90-171.34 reads as rewritten:
"§ 90-171.34. Licensure renewal.

Every unencumbered registered nurc~ ~~d lir~~sed practical nurse license, except for a
temporary license, issued under this Articie shall be renewed for two years. On or before the date
the current license expires, every person who desires to continue to practice nursing shall apply for
licensure renewal to the Beard-enforms—furnished-by-the-Board ~ *»= manner prescribed by the
Board and shall also file the required fee. Failure to renew the license before the expiration date
shall result in automatic forfeiture of the right to practice nursing in North Carolina until such time
that the license has been reinstated."

SECTION 13. G.S. 90-171.35 reads as rewritten:
"§ 90-171.35. Reinstatement.

A registered rr e ~r_licensed practi~~! == licensee who has allowed his or her license to
lapse by failure to renew as herein provided may apply for reinstatement en-aformprovided-in a
manner prescribed by the Board. The Board shall require the applicant to return the completed
application with the required fee and to furnish a statement of the reason for failure to apply for
renewal prior to the deadline. If the license has lapsed for at least five years, the Board shall
require the applicant to eemplete-satisfactorily complete a refresher course approved by the Board,
or provide proof of active licensure within the past five years in another jurisdiction. The Board
may require any applicant for reinstatement to satisfy the Board that the license should be
reinstated. If, in the opinion of the Board, the applicant has so satisfied the Board, it shall issue a
renewal of license to practice nursing, or it shall issue a license to practice nursing for a limited
time."

SECTION 14. G.S. 90-171.36 reads as rewritten:
"8 90-171.36. Inactive list:status.

(a) When a licensee submits a request for inactive status, the Board shall issue to the
licensee a statement of inactive status and shall plaee '~~*gne*~ *he licensee's name-on-the-inaetive
Hststatus as inactive. While en-the—inaetive—tistiinactive, the person shall not be subjected to
renewal requirements and shall not practice nursing in North Carolina.

(b) Wheﬂ-lf wrth i~ five years of bemg placed on mactlve status such person desires to be

license—+renewalBoard, along W1th pavment of the llcense remstatement fee The Board shall

require evidence of competency to resume the practice of nursing before returning the applicant to
active status. If the person has been en-the-inactive Hst-for more than five years, the applicant must
satisfactorily complete a refresher course approved by the Board or provide proof of active
licensure within the past five years in another jurisdiction.”

SECTION 15. G.S. 90-171.36A reads as rewritten:
"§ 90-171.36A. Retired nurse status; reinstatement.

Page House Bill 88*-First Edition
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18, Embezzlement; Article 19, False Pretenses and Cheats; Article 19A,
Obtaining Property or Services by False or Fraudulent Use of Credit Device or
Other Means; Article 19B, Financial Transaction Card Crime Act; Article 20,
Frauds; Article 21, Forgery; Article 26, Offenses Against Public Morality and
Decency; Article 26A, Adult Establishments; Article 27, Prostitution; Article
28, Perjury; Article 29, Bribery; Article 31, Misconduct in Public Office;
Article 35, Of __ses Against the Public Peace; Article 36A, Riots, Civil
Disorders, and Emergencies; Article 39, Protection of Minors; Article 40,
Protection of the Family; Article 59, Public Intoxication; and Article 60,
Computer-Related Crime. The crimes also include possession or sale of drugs
in violation of the North Carolina Controlled Substances Act in Article 5 of
Chapter 90 of the General Statutes and alcohol-related offenses including sale
to underage persons in violation of G.S. 18B-302 or driving while impaired in
violation of G.S. 20-138.1 through G.S. 20-138.5.

(b) All applicants for licensure shalshall, if requested by the Board, consent to a criminal
history record check. Refusal to consent to a criminal history record check may constitute grounds
for the Board to deny licensure to an applicant. The Board shall ensure that the State and national
criminal history of an applicant applying for initial licensure as a registered nurse or licensed
practical nurse either by examination pursuant to G.S. 90-171.29 or G.S. 90-171.30 or without
examination pursuant to G.S. 90-171.32 is checked. The Board may request a criminal history
record check for applicants applying for reinstatement of licensure pursuant to G.S. 90-171.35 or
returning to active status pursuant to G.S. 90-171.36 as a registered nurse or licensed practical
nurse.

The Board shall be responsible for providing to the North Carolina Department of Public
Safety the fingerprints of the applicant to be checked, a form signed by the applicant consenting to
the criminal record check and the use of fingerprints and other identifying information required by
the State or National Repositories, and any additional information required by the Department of
Public Safety. The Board shall keep all information obtained pursuant to this section confidential.

(c) If an applicant's criminal history record check reveals one or more convictions listed
under subsection (a)(2) of this section, the conviction shall not automatically bar licensure. The
Board shall consider all of the following factors regarding the conviction:

(1) The level of seriousness of the crime.
(2) The date of the crime.
(3) The age of the person at the time of the conviction.
4) The circumstances surrounding the commission of the crime, if known.
(5) The nexus between the criminal conduct of the person and the job duties of the
position to be filled.
(6) The person's prison, jail, probation, parole, rehabilitation, and employment
records since the date the crime was committed.
(7) The subsequent commission by the person of a crime listed in subsection (a) of
this section.
If, after reviewing the factors, the Board determines that the grounds set forth in subsections (1),
(2), (3), (4), (5), or (6) of G.S. 90-171.37 exist, the Board may deny licensure of the applicant. The
Board may disclose to the applicant information contained in the criminal history record check
that is relevant to the denial. The Board shall not provide a copy of the criminal history record
check to the applicant. The applicant shall have the right to appear before the Board to appeal the
Board's decision. However, an appearance before the full Board shall constitute an exhaustion of
administrative remedies in accordance with Chapter 150B of the General Statutes.

(d)  Limited immunity. — The Board, its officers and employees, acting in good faith and in
compliance with this section, shall be immune from civil liability for denying licensure to an
applicant based on information provided in the applicant's criminal history record check."

Page 20 House Bill 88*-First Edition










HB 88 Modernize Nursing Practice Act — For Discussion Only

I. Presentation of the Bill by the Bill Sponsor

Segments II-V will be timed by the Sgt-at-Arms

ninll‘u\n fam bl e-anA-‘Ars of thn D:ll

* Julie George, Executive Director, NC Board of Nursing

= Patrick Ballantine, Lobbyist for NC Nurses Association (NCNA) and NC
Association of Nurse Anesthetists (NCANA)

Ill. 1¢ *:nutes f~- ™pone—*~ of the Bill

* Dr. Paul Rieker (pronounced Reeker), Past-President of the NC Society of
Anesthesiologists.

* Dr. Conrad Flick, MD, Past President, NC Academy of Family Phy: :ians

IV. 5 Minutes for Supporters of the Bill

» Patrick Ballantine, Lobbyist for NC Nurses Association (NCNA) and NC
Association of Nurse Anesthetists (NCANA)

V. 5 Minutes for Opponents ~¥ *he Bill

* Dr. Bill Ferrell, MD, Legislative Cabinet Chair, NC Medical Society

VI. Committee Questions During Remaining Time
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Support House Bill 88

Facts and Evidence Tell the Real Story

The facts support that Advanced Practice Nurses (APRNSs) are vital to the future health
care workforce in North Carolina and removing barriers to their license to practice in NC
can address primary care workforce shortages while sustaining quality of care.

Claim: “Quality of care will be reduced by the removal of the collaborative practice
agreement requirement (HB 88) between the nurse practitioner and clinical nurse
midwife from the physician.”

Fact: Quality of care is comparable between Advanced Practice Nurses and
pr..._ary care physicians.

Studies have shown that primary care provided by nurse practitioners and nurse
midwives has been as safe and effective as care provided by primary care
doctors. A 2010 report from the Institute of Medicine points to 50 years of
evidence confirming that conclusion.

The National Governor’s Association reviewed the literature and state rules
governing nurse practitioner scope of practice and found that NPs can perform
many primary care services as well as physicians do and achieve equal or higher
patient satisfaction rates. (NGA Paper: The Role of Nurse Practitioners in
Meeting Increasing Demand for Primary Care, 2012)

The Federal Trade Commission has weighed in on several state battles over
scope of practice, arguing that physician groups have no valid reason for
blocking such laws other than to thwart competition. (Federal Trade
Commission Policy Perspectives: Competition and Regulation of Advanced
Practice Nurses, 2014;2015)

Claim: “Removing the collaborative practice agreement requirement (HB 88) won't
improve access to care... or reduce the shortage of primary care practitioners.”

Fact: APRNs are a key workforce strategy to address primary care access.

In North Carolina, Nurse Practitioners already practice in 99 out of 100 counties.
They are already in the rural areas. HB 88 will reduce barriers to recruit more
practitioners to our state.

Expanded APRN practice is widely regarded as a key strategy to alleviate
provider shortages, especially in primary care, in medically underserved areas,
and for medically underserved populations. Regulatory constraints on APRN
practice limit the ability of APRNs to expand access to primary care services.
(Federal Trade Commission 2016 Staff Comment to West Virginia Senate
Bill 516)






Support House Bill 88

[ ]]

In 2012, nationwide, 117,000 physicians practiced family medicine according to
the Kaiser Family Foundation, while 134,000 nurse practitioners practiced
primary care, according to the American Association of Nurse Practitioners.
The National Resident Matching Program reported in 2014, that only 1,938
U.S. medical school graduates, or about 12% of the total, went into primary care
residency programs. Nursing school graduates who went into primary c:

totaled 11,764 in 2012 or about 84% of all NP graduates.

NPs have played a vital role in improving access to primary care for vulnerable
adults according to Morgan et al, 2015. NPs are key providers in 1,202 federally
funded cc .. _nunity health centers.

Kaplan et al, 2012, exc ..ned the distribution of NPs in urban and rural ¢ 1s
observing a trend that NPs were 1.5 times more likely to practice in rural areas in
states v h full practice authority compared with states with restrictive regulations.

Claim: “Team-based protocols would be eliminated.”

Fact: In states without collaborative practice agreement restrictions,
collaboration occurs between providers.

Nurse Practitioners and Certified Nurse Midwives routinely function in teams,
have referral and transfer relationships independent of the collaborative
agreement license requirement. “Rigid supervision and collaborative agreement
requirements may impede, rather than foster, development of effective models of
team-based care.” (Federal Trade Commission Policy Perspectives:
Competition and the Regulation of Advanced Practice Nurses, 2014;2015)
“Health care providers that employ or contract with APRNs typically develop and
implement their own practice protocols and their own team-based collaboration
and supervision protocols...they do so independent of the question of whether
their states imposed particular supervision or “collaboration” structures.”
(Federal Trade Commission Policy Perspectives: Competition and the
Regulation of Advanced Practice Nurses, 2014;2015)

Team based care assumes all members of the team would be availi e to
perform the tasks for which they were trained, freeing up physicians to perform
the tasks that only physicians have been trained to perform. (NGA Paper: The
Role of Nurse Practitioners in Meeting Increased Demand for Primary Care,
2012)

Removing the collaborative practice agreement, allowing the nurse practitioner
and certified nurse midwife to practice to the full extent of their education,
certification and licensure.


















NC House Health Committee Hearing
House Bill 88, Nursing Modernization Practice Act
Wednesday, 15 March, 2017

My name is Dr. Robert Paul Rieker and | am a
private practice anesthesiologist from Wake
County. | represent the NC Society of
Anesthesiologists as Director and a past president.

| am here today to speak in opposition to HB 88
because it eliminates long standing NC [aw that
protects patients and the public by ensuring that a
physician supervises a nurse anesthetist when
providing anesthesia care to patients.

| work daily with nurse anesthetists providing
care to patients in an anesthesia care team model.
Because of my own professional career as a
physician, | probably know more nurses than any
other working professional. My own mother is a
Registered Nurse. | do not intend in any way to
speak out against nurses or the nursing professic 1.
But | do have to speak against nurses practicing
medicine.

Despite what is being said that HB 88 proposes
only minor or subtle changes to the Nursing






March 13, 2017

House Health Committee

North Carolina General Assembly
Legislative Building

16 West Jones Street

Raleigh, NC 27601

Dear House Health Committee Members:

As a native North Carolinian, I am writing in strong opposition to House Bill 88 (HB 88).
This alarming legislation would remove the long-standing safety standard for physician
supervision of anesthesia administration. Eliminating this important law would directly impact
the safety of every patient receiving surgical and procedural anesthesia in North Carolina.

As both a practicing physician anesthesiologist, Professor and Department Chair, and Past
President of the American Society of Anesthesiologists, I work daily to ensure patients’ medical
needs are being met safely and effectively. In my hospital as well as in much of the United
States, we practice in the model known as the Anesthesia Care Team' which includes the
delegation of appropriate medical tasks to non-physicians. In each of those circumstances, the
responsibility for those tasks remains with the supervising physician. Since the advent of modern
anesthesia in the 19th century, the Anesthesia Care Team has safely and effectively delivered
anesthesia care with either an anesthesiologist assistant or nurse anesthetist as the non-physician
anesthetist member of the team.

. Removing physician supervision of anesthesia care makes no more sense than removing it from
any other critical care location. Prior to becoming a physician anesthesiologist, I was a nurse
anesthetist. As one who has completed education and training in both medicine and
nursing, I can tell you true differences exist between a nurse anesthetist and a physician.
Those differences warrant continued physician supervision because they directly impact one’s
ability to comprehensively manage the medical care and emergent needs of patients.

In my experience, there are two main differences in the education and training of a physician
anesthesiologist and a nurse anesthetist:

1. Length of Training: Nurse anesthesia education and training ranges from 4-6 years after
high school. Nurse anesthetists trained in the past two decades have obtained a
baccalaureate degree in nursing (four years), worked a minimum of one year in an
intensive care setting, and then participated in an approximately 30-month anesthesia
training program, graduating with a master’s degree. However, there are still those
practicing who never even graduated from college. Nurse anesthetists average about
1,650-2,000 hours of patient care training in their curriculum.

1 ASA Standards, Guidelines and Statements: Statement on the Anesthesia Care Team available at
http://www.asahqg.org/~/media/Sites,* " *''~ '""es/Public/Resources/standards-guidelines/statement -~ *" -
anesthesia-care-team.pdf




Conversely, a physician’s education and training is at least 12-14 years after high school.
For example, to become a physician anesthesiologist, one must complete a bachelor’s ‘
degree with a pre-medicine curriculum (four years), medical school (four more years), as

well as an additional year of hospital based training in general medicine, pediatrics,

surgery, or combination (internship year). Only then does a physician begin their

specialty residency training in anesthesiology (three years). After residency, many

physician anesthesiologists also complete subspecialty training (1-2 additional years after

residency) in areas including: pain medicine, cardiac anesthesia, pediatric anesthesia,
neuroanesthesia, obstetric anesthesia, or critical care medicine. Altogether, physicians

have anywhere from 12,000 — 16,000 hours of patient care training in their curriculum.

2. Depth of Medical and Surgical Knowledge: Equally important as the difference in
education and training is the difference in depth of knowledge. Physicians complete all
courses relevant to the practice of medicine, including associated laboratory courses. The
breadth of courses plus the duration and hours of course work allow for detailed,
comprehensive medical knowledge. Nurse anesthetists take selected courses related to
anesthesia. The limited number of courses plus the shorter duration and fewer hours do
not allow for detailed, comprehensive medical knowledge.

The administration of anesthesia is a complex and technically demanding medical procedure that
requires physician supervision. An independent outcomes study published in the peer-reviewed
journal Anesthesiology found that the presence of a physician anesthesiologist prevented 6.9
excess deaths per 1,000 cases in which an anesthesia or surgical complication occurred. Nurse
anesthetists often advocate that substituting nurses for physicians cuts costs without increasing
patient deaths or complications. However, there are no definitive, independent studies that .
confirm nurse anesthetists can ensure the same quality of care, patient safety, and outcomes at
less cost when working without physician supervision. Surveys also repeatedly show patients
want physicians in charge. In a recent American Medical Association survey, 77 percent of
consumer respondents said they believed only a physician should administer and monitor
anesthesia levels before and after surgery, and eighty-four percent said that they prefer a
physician to have primary responsibility for the diagnosis and management of their health care.

Physician anesthesiologists are keenly aware of the challenges to surgical care in rural areas. As
a profession, however, our first priority is to patient care and safety. Based on the differences in
education and training between physicians and nurse anesthetists, we feel strongly that — for the
sake of patient safety — in the absence of a physician anesthesic Hgist, a physician should retain
responsibility for the patient when a non-physician anesthesia provider administers anesthesia. It
would be a disservice to legislate a lower standard of care for North Carolina patients.

Based on my completion of nurse anesthesia training and medical school and anesthesiology
residency, nurse anesthetists are not educated or trained in medical decision making, differential
diagnoses, medical diagnostic interpretations, or medical interventions. Physician supervision,
whether by a physician anesthesiologist or surgeon, is key to patient safety, as most of the patient
related problems encountered in the perioperative period relate to underlying medical illnesses or
to the surgical procedure rather than to a specific anesthesia-related problem.




Because of the aging population and increasingly complex medical and surgical procedures, the
need for physician supervision has never been greater. Nurse anesthetists are valuable members
of the healthcare team; however, the surgically-based medical practice of anesthesiology is far
too critical to not have physician supervision. I can attest from personal experience, the medical
education and training process best serves the interests of our patients. As one who relies  her
training as a physician each day in the operating room, I respectfully request that the House
Health Committee maintain the safety that our patients deserve and that the public demands for
their anesthesia care by continuing physician supervision of nurse anesthetists. I want the peace
of mind knowing that any of my or my husband’s relatives living in North Carolina will have the
benefit of having physician supervision of nurse anesthetists in the event they need surgery and
anesthesia, or a medical procedure requiring anesthesia.

Respectfully yours,

%m Cl Lot 70

Jane C.K. Fitch, M.D.
Past President, American Society of Anesthesiologists, 2014
Past President, Society of Academic Anesthesiology Associations, 2014 —2016
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March 15, 2017

House Health Committee

North Carolina General Assembly
Legislative Building

16 West Jones Street

Raleigh, NC 27601

Dear House Health Committee Members:

On behalf of the American Academy of Anesthesiologist Assistants (AAAA), | write today to oppose
House Bill 88 — Modernize Nursing Practice Act. Anesthesia care is the most efficient and highest quality
when physicians remain at the helm and responsible for the medical treatment by the anesthesia care
team.

The State of North Carolina began licensing Certified Anesthesiologist Assistants (CAAs) to prac € in
2007. CAAs are highly skilled health professionals who work under the supervision and direction of
physician anesthesiologists to implement anesthesia care plans. CAAs receive anesthesia-s  ific training
and education in a Master’s degree program after having received an undergraduate degree.

As CAAs, we support the anesthesia care team model (ACT), which includes a physician anesthesiologist
supervising CAAs and/or nurse anesthetists. This long-standing team approach offers the safest and most
efficient delivery method of anesthesia care.

CAAs work alongside and interchangeably with nurse anesthetists as members of the physician-led
anesthesia care team. Members of the anesthesia care team each bring distinct and valuable skills to the
group and work together to provide the best possible anesthesia care for the patient. House Bill 88 would
eliminate the role of the physician as the leader of the anesthesia care team, excluding the medical
professional with the highest level of education and training to develop and supervise a safe anesthesia
plan for a patient. Eliminating supervision puts patients at an unnecessary risk. As CAAs, we value
working with physician anesthesiologists and welcome the leadership role they play in the care team
model.

The current standard of care in North Carolina requires physician supervision of anesthesiologist
assistants and nurse anesthetists. This patient safety requirement and the team-based care it encourages
works well for patients and should be maintained. AAAA urges committee members to oppose HB 88
and protect patient safety. 1f you have any additional question, please feel free to contact Jeremy Betts,
AAAA Director of State Affairs at jeremy.betts@politics.org.

Sincerely,

AN / -

Ol i
e

Gina Scafboro, CAA
President
American Academy of Anesthesiologist Assistants

1231-J Collier Rd. NW | Atlanta, Georgia 30318 | 678-222-4233 | Fax 404-249-8831






March 13, 2017

House Health Committee

North Carolina General Assembly
Legislative Building

16 West Jones Street

Raleigh, NC 27601

Dear House Health Committee Members:

As a native North Carolinian, I am writing in strong opposition to House Bill 88 (B 88).
This alarming legislation would remove the long-standing safety standard for physician
supervision of anesthesia administration. Eliminating this important law would directly impact
the safety of every patient receiving surgical and procedural anesthesia in North Carolina.

As both a practicing physician anesthesiologist, Professor and Department Chair, and Past
President of the American Society of Anesthesiologists, [ work daily to ensure patients” medical
needs are being met safely and effectively. In my hospital as well as in much of the United
States, we practice in the model known as the Anesthesia Care Team' which includes the
delegation of appropriate medical ta s to non-physicians. In each of those circumstances, the
responsibility for those tasks remains with the supervising physician. Since the advent of modern
anesthesia in the 19th century, the Anesthesia Care Team has safely and effectively delivered
anesthesia care with either an anesthesiologist assistant or nurse anesthetist as the non-physician
anesthetist member of the team.

Removing physician supervision of anesthesia care makes no more sense than removing it 1m
any other critical care location. Prior to becoming a physician anesthesiologist, I was a nurse
anesthetist. As one who has completed education and training in both medicine and
nursing, I can tell you true differences exist between a nurse anesthetist and a physician.
Those differences warrant continued physician supervision because they directly impact one’s
ability to comprehensively manage the medical care and emergent needs of patients.

In my experience, there are two main differences in the education and training of a physician
anesthesiologist and a nurse anesthetist:

}. Length of Training: Nurse anesthesia education and training ranges from 4-6 years after
high school. Nurse anesthetists trained in the past two decades have obtained a
baccalaureate degree in nursing (four years), worked a minimum of one year in an
intensive care setting, and then participated in an approximately 30-month anesthes
training program, graduating with a master’s degree. However, there are still those
practicing who never even graduated from college. Nurse anesthetists average about
1,650-2,000 hours of patient care training in  eir curriculum.

! ASA Standards, Guidelines and Statements: Statement on the Anesthesia Care Team available at
http://w asahq.org/~/me "'~ """ 2s/ASAHQ/Files/Public/Resources/standards-guidelines/statement-on-the-

an 1sia-care-team.pdf







Conversely, a physician’s education and training is at least 12-14 years after high school.
For example, to become a physician anesthesiologist, one must complete a bachelor’s
degree with a pre-medicine curriculum (four years), medical school (four more years), as
well as an additional year of hospital based training in gener: medicine, pediatrics,
surgery, or combination (internship year). Only then does a physician begin their
specialty residency training in anesthesiology (three years). After residency, many
physician anesthesiologists also complete subspecialty training (1-2 additional years after
residency) in areas including: pain medicine, cardiac anesthesia, pediatric anesthesia,
neuroanesthesia, obstetric anesthesia, or critical care medicine. Altogether, | ysicians
have anywhere from 12,000 — 16,000 hours of patient care training in their curriculum.

2. Depth of Medical and Surgical Knowledge: Equally important as the difference in
education and training is the difference in depth of knowledge. Physicians complete all
courses relevant to the practice of medicine, including associ :d laboratory courses. The
breadth of courses plus the duration and hours of course work allow for detailed,
comprehensive medical knowledge. Nurse anesthetists take selected courses related to
anesthesia. The limited number of courses plus the shorter duration and fewer hours do
not allow for detailed, con rehensive medical knowledge.

The administration of anesthesia is a complex and technically demar ng medical procedure that
requires physician supervision. An independent outcomes study published in the peer-reviewed
journal Anesthesiology found that the presence of a physician anesthesiologist prevented 6.9
excess deaths per 1,000 cases in which an anesthesia or surgical complication occurred. Nurse
anesthetists often advocate that substituting nurses for physicians cuts costs without increasing
patient deaths or complications. However, there are no definitive, independent studies that
confirm nurse anesthetists can ensure the same quality of care, patient safety, and outcomes at
less cost when working without physician supervision. Surveys also repeatedly show patients
want physicians in charge. In a recent American Me cal Association survey, 77 percent of
consumer respondents said they b eved only a physician should administer and monitor
anesthesia levels before and after surgery, and eighty-four percent sa that they prefer a

physician to have primary responsibility for the diagnosis and management of their health care.

Physician anesthesiologists are keenly aware of the challenges to surgical care in rural areas. As
a profession, however, our first priority is to patient care and safety. [ sed on the differences in
education and training between physicians and nurse anesthetists, we feel strongly that — fi  the
sake of patient safety — in the absence of a physician anesthesiologist, a physician should retain
responsibility for the patient when a non-physician anesthesia provider administers anesthesia. It
would be a disservice to legislate a lower standard of care for North Carolina patients.

Based on my completion of nurse anesthesia training and medical sct 1l and anesthesiology
residency, nurse anesthetists are not educated or trained in medical decision making, differential
diagnoses, medical diagnostic interpretations, or medical interventions. Physician supervision,
whether by a physician anesthesiologist or surgeon, is key to patient safety, as most of the patient
related problems encountered in the perioperative pe d relate to underlying medical illnesses or
to the surgical procedure rather than to a specific anesthesia-related problem.






Because of the aging population and increasingly complex medical and surgical procedures, the
need for physician supervision has never been greater. Nurse anesth  sts are valuable members
of the healthcare team; however, the surgically-based medical practice of anesthesiology is far
too critical to not have physician supervision. | can attest from personal experience, the medical
education and training process best serves the interests of our atients. As one who relies on her
training as a physician each day in the operating room, I respectfully request that the House
Health Committee maintain the safety that our patients deserve and that the public demands for
their anesthesia care by continuing physician supervision of nurse anesthetists. [ want the peace
of mind knowing that any of my or my husband’s relatives living in North Carolina will have the
benefit of having physician supervision of nurse anesthetists in the event they need surgery and
anesthesia, or a medical procedure requiring anesthesia.

Respectfully yours,

%m Ok LAt /P70

Jane C.K. Fitch, M.D.
Past President, American Society of Anesthesiologists, 2014
Past President, Society of Academic Anesthesiology Associations, 2014 — 2016
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March 15, 2017

House Health Committee

North Carolina General Assembly
Legislative Building

16 West Jones Street

Raleigh, NC 27601

Dear House Health Committee Members:

On behalf of the American Academy of Anesthesiologist Assistants (AAAA), | write today to oppose
House Bill 88 — Modernize Nursing Practice Act. Anesthesia care is the most efficient and highest quality
when physicians remain at the helm and responsible for the medical treatment by the anesthesia care
team.

The State of North Carolina began licensing Certified Anesthesiologist Assistants (CAAs) to practice in
2007. CAAs are highly skilled he h professionals who work under the supervision and direction of
physician anesthesiologists to implement anesthesia care plans. CAAs receive anesthesia-specific training
and education in a Master’s degree program after having received an undergraduate degree.

As CAAs, we support the anesthesia care team model (ACT), which includes a physician anesthe logist
supervising CAAs and/or nurse anesthetists. This long-standing team approach offers the safest and most
efficient delivery method of anesthesia care.

CAAs work alongside and interchangeably with nurse anesthetists as members of the physician-led
anesthesia care team. Members of the anesthesia care team each bring distinct and valuable skills to the
group and work together to provide the best possible anesthesia care for the patient. House Bill 88 would
eliminate the role of the physician as the leader of the anesthesia care team, excluding the medical
professional with the highest level of education and training to develop and supervise a safe anest sia
plan for a patient. Eliminating supervision puts patients at an unnecessary risk. As CAAs, we value
working with physician anesthesiologists and welcome the leadership role they play in the care team
model.

The current standard of care in North Carolina requires physician supervision of anesthesiologist
assistants and nurse anesthetists. This patient safety requirement and the team-based care it enco ges
works well for patients and should be maintained. AAAA urges committee members to oppose HB 88
and protect patient safety. If you have any additional question, please feel free to contact Jeremy Betts,
AAAA Director of State Affairs at jeremy.betts@politics.org.

Sincerely,
0%»:4 /m&’m&/
L

Gina Scarboro, CAA
President
American Academy of Anesthesiologist Assistants

1231-J Collier Rd. NW | Atlanta, Georgia 30318 | 678-222-4233 | Fax 404-249-8831
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House Committee on Health
Wednesday, March 22,2017 at 11:00 AM
Room 643 of the Legislative Office 1ilding

MINUTES

The House Committee on Health met at 11:00 AM on Mar. 22, 2017 in Room 643 of the
Legislative Office Building. Representatives Adcock, Ball, Blackwell, Boswell, Brisson, Burr,
Carney, Cunningham, Dobson, Dollar, Dulin, Earle, Ford, Howard, Hunter, Insko, Jackson, Bert
Jones, Lambeth, Lucas, Malone, Murphy, Potts, Rogers, Setz.  Shepard, Szoka, White, Wray,
Yarborough, and Zachary attended.

Representative Josh Dobson, Chair, presided.

The following bills were consi ‘:red:

HB 307 Board Cert. Behavior Analyst/Autism Coverage. (Representatives McGrady,
Shepard, Jackson, Murphy)

Representative McGrady presented the bill. Representative Lucas motioned for a favorable
report with a serial referral to Insurance.

HB 116 Student Safety in Athletics. (Representatives Warren, Lambeth, Murphy, Rogers)
Representative Warren presented the bill. Representative Carney motioned for a favorable
report, unfavorable to the original, favorable to the PCS and a serial referral to Education K-12.

HB 164 Check-Off Donation: Cancer Screening. (Representatives Dollar, Howar
Stevens, S. Martin)

Representative Dollar presente the bill. Representative Howard motioned for a favorable
report.

HB 277 Expand Rx Drug Abuse Advisory Committee. (Representatives Faircloth, R.
Turner, Murphy, Ross)

Representative Faircloth presented the bill. Representative Adcock motioned for a favorable
report.

HB 285 Suicide Prevention/Awareness School Personnel. (Representatives Murphy,
Hardister, Dollar, Dobson)

Representatives Murphy and Hardister presented the bill. Four Amendments were brought forth
and voted on. Representative Dollar motioned for a favorable report, unfavorable to the original,
rolled into a new PCS with a serial referral to Education K-12.

The meeting adjourned at 12:02pm.
CY "1 Fyon

chl DTLILALLYT JUDILL LJUUDdVUIL, Chair Julie I%/an, Comﬂ‘{‘lttee Clerk
Presiding







NORTH CAROLINA HOUSE OF REPRESENTATIVES
COMMITTEE MEETING NOTICE
AND
BILL SPONSOR NOTIFICATION
2017-2018 SESSION

You are hereby notified that the House Committee on Health will meet as follows:

DAY & DATE: Wednesday, March 22,2017
TIME: 11:00 AM
LOCATION: 643 LOB

COMMENTS: Because of the number of bills, Health may need to meet again 15 minutes after

Session.
The following bills will be considered:
BILL NO. SHORT TITLE

HB 307 Board Cert. Behavior Analyst/Autism
Coverage.

HB 116 Student Safety in Athletics.

HB 164 Check-Off Donation: Cancer
Screening.

HB 192 Establish Music Therapy Practice Act.

HB 277 Expand Rx Drug Abuse Advisory
Committee.

HB 285 Suicide Prevention/Awareness School
Personnel.

SPONSOR
Representative McGrady
Representative Shepard
Representative Jackson
Representative Murphy
Representative Warren
Representative Lambeth
Representative Murphy
Representative Rogers
Representative Dollar
Representative Howard
Representative Stevens
Representative S. Martin
Representative Warren
Representative Blackwell
Representative Corbin
Representative Williams
Representative Faircloth
Representative R. Turner
Representative Murphy
Representative Ross
Representative Murphy
Representative Hardister
Representative Dollar
Representative Dobson






Respectfully,

Representative Justin P. Burr, Co-Chair
Representative Josh Dobson, Co-Chair
Representative Bert Hnes, Co-Chair
Representative Donny Lambeth, Co-Chair
Representative Gregory F. Murphy, MD, Co-Chair

I hereby certify this notice was filed by the committee assistant at the following offices at 1:12 PM on
Monday, March 20, 2017.

~ Principal Clerk
__Reading Clerk —  juse Chamber

Brenda Olls (Committee Assistant)






Corrected #1: Remove HB 192,

NORTH CAROLINA HOUSE C 'REPF SENTATIVES
COMM.. l'EE MEE1T NG NOTICE
AND
BILL SPONSOR NOTIFICATION
2017-2018 SESSION

You are hereby notified that the House Committee on Health will meet as follows:

DAY & DATE: Wednesday, March 22, 2017
TIME: 11:00 AM
LOCATION: 643 LOB

COMMENTS: Because of the number of bills, Health may need to meet again 15 minutes after

Session.
The following bills will be considered:
BILL NO. SHORT TITLE

HB 307 Board Cert. Behavior Analyst/Autism
Coverage.

HB 116 Student Safety in Athletics.

HB 164 Check-Off Donation: Cancer
Screening.

HB 192 Establish Music Therapy Practice Act.

HB 277 Expand Rx Drug Abuse Advisory
Committee.

HB 285 Suicide Prevention/Awareness School
Personnel.

SPONSOR
Representative McGrady
Representative Shepard
Representative Jar  son
Representative Murphy
Representative Warren
Representative Lambeth
Representative Murphy
Representative Rogers
Representative Dollar
Representative Howard
Representative Stevens
Representative S. Martin
Representative Warren
Representative Blackwell
Representative Co in
Representative Wi ams
Representative Faircloth
Representative R. Turner
Representative Murphy
Representative Ross
Representative Murphy
Representative Hardister
Representative Dollar
Representative Dobson






Respectfi vy,

Representative Justin P. Burr, Co-Chair
Representative Josh Dobson, Co-Chair
Representative Bert Jones, Co-Chair
Representative Donny Lambeth, Co-Chair
Representative Gregory F. Murphy, MD, Co-Chair

[ hereby certify this notice was filed by the committee assistant at the following offices at 3:37 PM on
Tuesday, March 21, 2017.

Principal Clerk
___Reading Clerk — House Chamber

Brenda Olls (Committee Assistant)






House Committee on Health
Wednesday, March 22, 017,11:00 AM
643 Legislative Office Builc 11g

AGEND
Welcome and Opening Remarks
Introduction of Pages
Bills
BILL NO. SHORT TITLE SPONSOR
HB 307 Board Cert. Behavior Analyst/Autism Representative McGrady
Coverage. Representative Shepard
Representative Jackson
Representative Murphy
HB 116 Student Safety in Athletics. Representative Warren
Representative Lambeth
Representative Murphy
Representative Rogers
HB 164 Check-Off Donation: Cancer Representative Dollar
Screening. Representative Howard

Representative Stevens
Representative S. Martin

—HB9. -~ E:__tishMusicthe  yPractice Act.—Representative Warrenmr—
Representative Blackwell
Representative Corbin
Representative Williams

HB 277 Expand Rx Drug Abuse Advisory Representative Faircloth
Committee. Representative R. Turner
Representative Murphy

Representative Ross
HB 285 Suicide Prevention/Awareness School Representative Murphy
Personnel. Representative Hardister
Representative Dollar
Representative Dobson

Other Business

Adjournment
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H 1
HOUSE BILL 307
Short Title:  Board Cert. B avior Analyst/Autism Coverage. (Public)

Sponsors: Representatives McGrady. Shepard, Jackson, and Murphy (Primary Sponsors).

For a complete list of sponsors, refer to the North Carolina General Assemblv web site.

Referred to:  Health, if favorable, Insurance

March 13. 2017

A BILL TO BE ENTITLED

AN ACT TO ALLOW ADAPTIVE BEHAVIC TREATMENT COVERED BY A HEALTH
BENEFIT PLAN TO BE PROVIDED OR SUPERY ED BY A BOARD CERTIFIED
BEHAVIOR ANALYST.

The General Assembly of North Carolina enacts:

SECTION 1.

G.S. 58-3-192(a)(1) reads as rewritten:

"§ 58-3-192. Coverage for autism spectrum disorder.
(a) As used in this section, the following definitions apply:

(1) Adaptive behavior treatment. — Behavioral and developmental interventions
that systematically manage instructional and environmental factors or the
consequ es of behavior that have been shown to be clinically effective
through research published in | 2r reviewed scientific journals and based upon
randomized. quasi-experimental. or single subject designs. Both of the
following requirements must be met:

a.

SECTION 2.

contracts issued, renewed,

The intervention must be necessary to (i) increase appropriate or
¢ iptive behaviors. (ii) crease maladaptive behaviors, or (iii) develop,
maintain, or restore. to 2 maximum extent practicable. the functioning
of an individual.

The treatment must be ordered by a licensed physician or licensed
psychologist and the treatment must be provided or supervised by one of
the following leensed—professionals. so long as the services or
supervision provided is commensurate with the heensed-professional's
training, experience, and scope of practice:

l. A licensed psychologist or psychological associate.

A licensed psychiatrist or developmental pediatrician.

A licensed speech and language pathologist.

A licensed occupational therapist.

A licensed clinical social worker.

A licensed professional counselor.

A licensed marriage and family therapist.

. A board certified behavior analyst."

This act becomes effective July 1, 2017, and ap; es to insurance
or amended on or after that date.
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General Assembly Of North Carolina Session 2017

head initries.

The State Board of Education may authorize a designated organization to
apply and enforce the Board's rules governing participation in interscholastic
athletic activities at the high school level."

SECTION 3. This act is effective when it becomes law and applies beginning with
the 2017-2018 school year. The reporting requirements of G.S. 115C-407.46, as enacted by this
act, apply to injuries and illnesses that occur on or after January 1, 2018.

Page 6 House Bill 116 H116-CSTA-5 [v.4]
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Page 2

either a licensed health care professional or an official designated in the venue-specific
EAP.

The PCS removes from the Ist Edition of the bill a provision that would have allowed a
student's parent or guardian to authorize the student's return to the athletic activity after
experiencing heat-related illness or symptoms consistent with concussion.

o With regard to sudden cardiac_arrest, the statute would require a student to annually
complete a form that includes questions related to cardiac health history in order to
participate in an athletic activity.

Documentation and Reporting.

o Requires a parents' signature of receipt and review of the information awareness sheets
developed on concussion before their student may participate in athletic activities and
requires each school to maintain complete and accurate records of its compliance with the
provisions of the Article.

The PCS makes conforming changes to the Ist Edition of the bill to also require a parents’
signature of receipt and review of the information awareness sheets developed for sudden
cardiac_arrest a. '’ lated ' ses before their student may participate in athletic
activities and requires each school to maintain complete and accurate records of its
compliance with the provisions of the Article.

e Directs the State Board to create a database, maintained by the Department of Public
Instruction (DPI), for high school and middle school personnel to report catastrophic
illnesses and injuries and concussions that occur during athletic activities. Detailed
information must be reported each month on any illnesses, injuries, and concussions. The
database may only be accessed by the North Carolina High School Athletic Association, the
National Center for Catastrophic Sport Injury Research, and the Gfeller Sport-Related
Traumatic Brain Injury Research Center housed at the University of North Carolina at
Chapel Hill. Any information contained in the database must not contain personally
identifiable student data and is not considered a public record.

Civil Liability. The statute would provide that a local board of education, its members,
employees, designees, agents, or volunteers, the members of the State Board, and DPI or its
employees are not liable in civil damages to any party for any act authorized in this article or for
any omission relating to the act unless that act or omission amounts to gross negligence, wanton
conduct, or intentional wrongdoing.

FFECTIVE DATE: This act would become effective when it becomes law and applies beginning
with the 2017-2018 school year. The reporting requirements apply to injuries and illnesses that occur on
or after January 1, 2018.






















HOUSE BILL 164:
Check-Off Donati: a: Cancer Screening.

2017-2018 General Assembly

Committee: House Health Date: March 21, 2017
Introduced by: Reps. Dollar, Howard, Stevens, S. Martin Prepared by: Theresa Matula
Analysis of?: First Edition Committee ¢ ff

OVERVIEW: House Bill 164 would allow an individual taxpayer to contribute all or part of an
income tax refund to the Cancer Prevention and Control Branch, Division of Public Health (DPH),
Department of Health and Human Services (DHHS, to be used for the early detection of breast and
cervical cancer. The bill would become effective for the 2017 tax year and sunset for the 2021 tax
year.

CURRENT LAW:

G.S. 105-269.5 currently allows individual and corporate taxpayers to contribute income tax refunds to the
Wildlife Conservation Account to be used for the management, protection, and preservation of wildlife.

G.S. 105-269.7 currently allows individual and corporate taxpayers to contribute income tax r nds and
donations to the NC Education Endowment Fund to be appropriated by the General Assembly for teacher
compensation that is related directly to improving student academic outcomes in public schools.

BILL ANALYSIS:

Section 1 of House Bill 164 would add a new subsection to the Revenue Laws allowing an individual taxpayer to
make an irrevocable election to direct all or part of a tax refund to the Cancer Prevention and Control Branch,

‘ Division of Public Health (DPH), Department of Health and Human Services (DHHS). Check-off donations
would be used for early detection of breast and cervical cancer in accordance with the NC Breast and Cervical
Cancer Control Program.

The bill requires the Department of Revenue (DOR) to provide appropriate language and space on the individual
income tax form to make the election and to include in the income tax instructions an explanation that any
donations will be used for early detection of breast and cervical cancer. Additionally, the DOR is required to
transmit the check-off donations to the State Treasurer, and the State Treasurer must distribute the donations to
the Cancer Prevention and Control Branch of the Division of Public Health of the Department of Health and
Human Services.

Section 2 provides that the General Assembly finds that the funds generated by the check-off donation are
intended to be additional funding for early detection of breast and cervical cancer and are not intended to replace
current appropriations.

EFFECTIVE DATE: House Bill 164 would become effective for the 2017 tax year and sunset for the 2021 tax
year.

BACKGROUND: According to their website, the purpose of the Cancer Prevention and Control Branch is to
reduce the overall cancer burden in North Carolina through the following actions:
* Planning, directing, and supporting cancer prevention and control efforts through collaborative work
with partners in local, state, and national organizations, d universities;

Division
6 . - M . H=-9 -1 - v 3

aren Cochrane-Brown }
Director
Ho s 919-733-2578

This bill analysis was prepared by the nonpartisan legislative staff for the use of legislators in their deliberations and does not constitute an official statement of legislative intent.




House Bill 164

Page 2

= Reducing the number of people who get and die from breast and cervical cancers and cardiovascular
disease by providing testing and follow-up services for uninsured and underinsured women in North
Carolina;

= Jdentifying opportunities to promote healthy behaviors related to eating, exercising, not using tobacco
products, and safe environments; and

= Recommending health education activities for everyone.

The Cancer Prevention and Control Branch provides a fact sheet on Breast Cancer and Cervical Cancer.

According to information provided by the staff to the House Finance Committee, for the 2015 tax year, 7,476
taxpayers contributed a total of $136,271 to the Wildlife Conservation Account, and 3,358 taxpayers
contributed $65,649 to the NC Education Endowment Fund.

Greg Roney, Staff to House Finance, substantially contributed to this summary.
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HOUSE BILL 277:
Expand Rx )rug. use Advisory Committee.

2017-2018 General Assembly

Committee: House Health Date: March 22, 2( 7
Introduced by: Reps. Faircloth, R. Turner, Murphy, Ross Prepared by: Augustus D. Willis
Analysis of: First Edition Committee Counsel

OVERVIEW: House Bill 277 would codify language from the 2015 budget creating a Prescription
Drug Abuse Advisory Committee, making a number of tec nical changes to that language and adding
to the list of represeni ives required to be on the Comi fttee a representative from the Division of
Adult Correction and . venile Justice within the Department of Public Safety.

CURRENT LAW: The | cription Drug Abuse Advisory Committee is housed and stu...d by the
Department of Health and Human Services (DHHS) and charged by statute with  veloping and
implementing a statewi : strategic plan to combat the problem of prescription drug abuse. In addition
to any other person the Secretary designates, the Comn tee must include representatives from the
following:

DHHS Division f Medical Assistance

DHHS Division of Mental Health, Developmental Disabilities, and Substance Abuse Services
DHHS Division of Public Health

Rural Health Section of DHHS Division of Public Health
State Bureau of Investigation

Attorney Gener: 3 Office

North Carolina Board of Dental Examiners

North Carolina Board of Nursing

North Carolina Board of Podiatry Examiners

North Carolina Medical Board

North Carolina Board of Pharmacy

UNC Injury Prevention Research Center

The substance abuse treatment community

Governor's Institute on Substance Abuse, Inc.
Department of Insurance drug take-back program

BILL ANALYSIS: House Bill 277 adds to the above list of required representatives a representative
from the Division of Adult Correction and Juvenile Justice from the Department of Public Safety,
codifies the language as G.S. ¢ 113.75A, and makes a number of technical changes to the language of
the existing session law.

EFFECTIVE DATE: This act is effective when it becomes law.

ren Cochrane-Brown
Director

| Legislative Analysis

|| m“"ml“ll” 'W"‘”l“”‘ll‘”l“lll’ ’l‘““ll“”l“ Division
ErTTEATYEE e Y 919-733-2578

H

This bill analysis was prepared by the nonpartisan legislative staff for the use of legislators in their deliberations and does not constitute an official statement of legislative intent.
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General Assembly Of North Carolina Session 2017

After developing the strategic plan, the Committee shall be the State's steering committee to
monitor achievement of strategic objectives and receive regular reports on progress made toward
reducing prescription drug abuse in North Carolina.

(b) In developing the statewide strategic plan to combat the problem of prescription drug
abuse, the Prescription Drug Abuse Advisory Committee shall, at a minimum, complete the
following steps:

(D Identify a mission and vision for North Carolina's system to reduce and prevent
prescription drug abuse.

(2) Scan the internal and external environment for the system's strengths,
weaknesses, opportunities, and challenges (a SWOC analysis).

3) Compare threats and opportunities to the system's ability to meet challenges and
seize opportunities (a GAP analysis).

(4)  Identify strategic issues based on SWOC and GAP an  sses.

%) Formulate strategies and resources for addressing these issues.

(c) The strategic plan for reducing prescription drug abuse shall include three to five
strategic goals that are outcome-oriented and measureable. Each goal must be connected with
objectives supported by the following five mechanisms of the system:

(1) Oversight and regulation of prescribers and dispensers by State health care
regulatory boards.

(2) Operation of the Controlled Substances Reporting System.

3) Operation of the Medicaid lock-in program to review behavior of patients with
high use of prescribed controlled substances.

4) Enforcement of State laws for the misuse and diversion of controlled
substances.

&) Any other appropriate mechanism identified by the Committee.

(d)  DBHHS;-The Department, in consultation with the Prescription Drug Abuse Advisory
Committee, shall develop and implement a formalized performance management system that
connects the goals and objectives identified in the statewide strategic plan to operations of the
Controlled Substances Reporting System and Medicaid lock-in program, law enforcement
activities, and oversight of prescribers and dispensers. The performance management system must
be designed to monitor progress toward achieving goals and objectives and must recommend
actions to be taken when performance falls short.

(e) Beginning on December 1, 2016, and annually thereafter, DHHS shall submit an
annual report on the performance of North Carolina's system for monitoring prescription drug
abuse to the Joint Legislative Oversight Committee on Health and Human Services and the Joint
Legislative Oversight Committee on Justice and Public Safety."

SECTION 2. This act is effective when it becomes law.

Page 2 House Bill 277-First Edition
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in, or implementation of the components of the i ning program or p=*1cQ' =~~~ i~ - ¢y
section unless that act or omission amounts to gross negligence, wa=*~— -~~~ 1t - omtemte ool
wrongdoing."

SECTION 3. This act is effective when it becomes law and applies beginning with
the 2018-2019 school year.

H285-CSTA-6 [v.3] House Bill 285 Page 3
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Page 2

e Authorizes LEAs to comply with the training program and model protocol requirements by
developing a local plan that includes, at a minimum, the criteria identified in G.S. 115C-
375.10(c)(1) and (c)(2), respectively.

e Directs each LEA and charter school to report to the Department of Public Instruction on its
compliance with the training program and model protocols during the previous school year by
September 15 of each year.

e Provides that no local board of education or charter school, nor their members, employees,
designees, agents, or volunteers, are liable in civil damages to any party for any act or omission
of an act relating to the provision of, participation in, or implementation of the components of the
training program or protocol required by this section unless that act or omission amounts to gross
negligence, wanton conduct, or intentional wrongdoing.

EFFECTIVE DATE: This act is effective when it becomes law and applies beginning with the 2018-
9 school year.
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AMENDMENT
House Bill 285
AMENDMENT NO.
(to be filled in by
H285-ATY-3 [v.2] Principal Clerk)
Page 1 of 1
Amends Title [NO] Date _ 2017

First Edition

D~+resentative Carney

moves to amend the bill on page 1, line 14, line 25, and line 26, by replacing the number "7"
with the number "6".

And to further amend the bill on page 2, line 45 by replacing the word "seven" with the word

"o 1

S1X

SIGNED

s0r

SIGNED

Comt air if Senate Committee Amendment

ADOPTED __ FAILED TABLED
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House Committee on Health
Wednesday, March 29, 2017 at 11:00 AM
Room 643 of the Legislative Office Building

MINUTES

The House Committee on Health met at 11:00 AM on March 29, 2017 in Room 643 of the
Legislative Office Building. Representatives Adcock, Ball, Blackwell, Boswell, Brisson,
Carney, Cunningham, Dobson, D¢ ar, Dulin, Earle, How d, Hunter, Insko, Bert Jones,
Lambeth, Lucas, Mali e, Murphy, Potts, Rogers, Setzer, Shepard, Szoka, White, Wray,
Yarborough, and Zachary attended.

Representative Bert Jones, Chair, presided.
The following bills were considered:

HB 243 Strengthen ' )ioid Misuse Prevention (STOP)Act. (Representatives Murphy,
Davis, Malone, Horn)

Rep. Murphy explained the bill and offered 2 amendments to the bill to be rolled into a PCS.
These amendments passed. After discussion by committee members, Rep. Murphy motioned for
Unfavorable to the original bill, favorable to the PCS. All being in favor, the bill pa .

HB 425 Improve Utilization of [H Professionals. (R« -esentatives Dobson, Dollar,
Murphy, Earle)

Rep. Dobson explained the PCS for HB 425. Rep. Insko offered an amendment, which was
discussed. Both support for and opposition to the amendment were heard. Members voted on
the amendment and it failed 13-11. Rep. Dobson motioned for Unfavorable to the original bill,
favorable to the PCS. Members voted and the bill passed.

The meeting adjourned at 11:55.

J S

Representative Bert Jones, Chair
Presiding







‘ NORTH CAF )LINA HOUSE OF REPEF SENTATIVES
COMMITTEE MEETING NOTICE
AND
BILL SPONSOR NO1 FICA«i:ON
2017-2018 SESSION

You are hereby notified that the House Committee on Health will meet as follows:

DAY & DATE: Wednesday, March 29, 2017
TIME: 11:00 AM

LOCATION: 643 LOB

COMMENTS: Rep. Jones will be presiding.

The following b s will be considered:

BILL NO. SHORT TITLE SPONSOR
HB 243 Strengthen Opioid Misuse Prevention Representative Murphy
(STOP)Act. Representative Davis

Representative Malone
Representative Horn
HB 425 Improve Utilization of MH Representative Dobson
‘ Professionals. Representative Dollar
Representative Murphy
Representative Earle

Respectfully,

Representative Justin P. Burr, Co-Chair
Representative Josh Dobson, Co-Chair
Representative Bert Jones, Co-Chair
Representative Donny Lambeth, Co-Chair
Representative Gregory F. Murphy, MD, Co-Chair

I hereby certify this notice was filed by the committee assistant at the following offices at 5:26 PM on
Monday, March 27, 2017.

___ Principal Clerk
__Reading Clerk — House Chamber

Brenda Olls (Committee Assistant)






l_ouse Committee ¢ Health
Wednesday, March 29,2017, 11:00 AM
643 Legislative Office Building

AGENDA
Welcome and Opening Remarks
Introduction of Pages
Bills
BILL NO. SHORT TITLE SPONSOR
HB 243 Strengthen Opioid Misuse Prevention Representative Murphy
(STOP)Act. Representative Davis
Representative Malone
Representative Horn
HB 425 Improve ilization of MH Representative Dobson
Professionals. Representative Dollar
Representative Murphy
Representative Earle
Presentations

Other Business

Adjournment
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SECTION 14.(c) Subsections (a3) and (a of G.S. 90-106, as amended by Section
6 of this act become effective Janu. /1, 2018.

SECTION 14.(d) G.S.90-113.75A and G.S. 90-113.75B, as enacted by Section 12
of this act, become effective September 1, 2017.

SECTION 14.(e) Subsection (b) of G.S. 90-113.73(b) as enacted by | :tion 10 of
this act is effective when it becomes law. The remainder of Section 10 of this act becomes
effective 30 days after the date the Chief Information Officer notifies the Revisor of Statutes
that the Controlled Substance Reporting System (CSRS) database has the capability to record
the information described in Section 10 of this act. The Chief Information Officer shall notify
the Revisor of Statutes once the CSRS database as the capability to record the information
described in Section 10 of this act.

SECTION 1.(f) The remainder of this act is effective when it becc :s law and
applies to acts committed 30 days after the date the State Chief Information Officer notifies the
Revisor of Statutes that (i) the upgrades to the Controlled Substances Reporting Svstem
(CSRS) database described in subdivisions (1) and (2) of subsection (a) of Section 1. 7 of
S.L. 2016-94 have been completed and (ii) the 1 graded CSRS database is fully operational
within the Department of Information Technology and connected to the statewide ealth
information exchange.

H243-CSTY-1 [v.14] House Bill 243 gell









House PCS 243
Page 2

Absent an emergency situation, the dispensing of Schedule 11 controlled substances generally requires a
wrilten prescription, made out no more than 6 months prior 1o the date the substance is dispensed, with
an exception that no prescription is needed if the substance is dispensed directly by a practitioner to an
ultimate user. Prescriptions for Schedule II controlled substances may not be refilled. Schedule 11l and
1V controlled substances require a prescription no older than 6 months old and may not be refilled more
than five times after the date of the prescription.

Section 3 would define the new term "targeted controlled substance" to include certain controlled
substances currently included in Schedule 11 and Schedule 111 of the Controlled Substances Act.

Section 4 would amend the statutes authorizing physician assistants to write prescriptions by requiring a

physician assistant to consult with the supervising physician prior to prescribing controlled substances

included in the newly defined term "targeted controlled substance" if the therapeutic use of the targeted

controlled substance will or is expected to exceed a period of 30 days. For as long as a targeted

controlled substance is continuously prescribed to the same patient, the physician assistant must consult

with the supervising physician at least once every 90 days to v fy that the prescription remains
:dically appropriate for the patient.

Section S would amend the statutes authorizing nurse practitioners to write prescriptions by including
t same requirements in Section 4.

Section 6 would require electronic prescriptions for all controlled substances included in the newly
defined term "targeted controlled substance" unless the prescription is issued by:

e A practitioner who is dispensing directly to an 1 imate user.

e A practitioner who orders a controlled substance to be administered in a hospital, nursing
home, hospice facility, or residential care facility.

e A practitioner who experiences temporary technological or electrical failure, or other
extenuating circumstance that prevents the prescription from being transmitted electronically
and the reason for this exception is documented in the patient's medical record.

e A practitioner who writes a prescription to be dispensed by a pharmacy located on federal
property and the reason for this exception is documented in the patient's medical record.

Prescriptions for targeted controlled substances would be limited to no more than a 5 day supply upon
the initial consultation and treatment of a patient for acute pain, unless the prescription is for post-
ative acute pain relief immediately following a surgical procedure, in which case the practitioner
not prescribe more than a 7-day supply. Upon any subsequent consultation for the same pain, the
titioner may issue any appropriate renewal, refill, or new prescription for a targeted controlled
tance. The terms "acute pain,” "chronic pain,” and "surgical procedure" are defined. Dispensers are
‘equired to verify that a practitioner falls within one of the exceptions from the requirement that all
sted controlled substances be e-prescribed and dispensers may continue to dispense targeted
controlled substances from valid written, oral, or facsimile prescriptions that are otherwise consistent
with applicable laws. Dispensers are further immune from civil or criminal liability or disciplinary
tion from the Board of Pharmacy for dispensing a prescription written by a prescriber in violation of
S. 90-106.

" ction 7 would require any hospice or palliative care provider who prescribes a targeted controlled
bstance to be administered to a patient in the patient's home to provide oral and written information to
2 patient and the patient's family regarding the proper disposal of the Hntrolled substance.

T1V: CLARIFY ALLOWABLE FUNDS FOR SYRINGE EXCHANGE PROGRAMS
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individual lives outside the usual area the dispenser serves; 4) the individual pays with cash .
when there is an insurance plan on file with the dispenser; or 5) the individual demonstrates

potential misuse of a controlled substance. A dispenser would be required to withhold delivery

of a prescription until verified if the dispenser believes it to be duplicative or fraudulent.

Dispensers would be immune from civil or criminal liability for actions authorized by this

section and failure to review the system prior to dispensing a controlled substance would not

constitute medical negligence.

e 90-113.75A: would create a special revenue fund in DHHS for use in administering the CSRS.

o 00112780 would require DHHS to make annual reports starting November 1, 2019, to the
Jomnt Legislative Oversight Committee on Health and Human Services, the North Carolina
Medical Board, the North Carolina Board of Podiatry Examiners, the North Carolina Board of
Nursing, the North Carolina Dental Board, the North Carolina Veterinary Medicine Board, and
the North Carolina Board of Pharmacy. The reports would be required to include specified data
on targeted controlled substances reported to the CSRS dat: ase during the preceding calendar
year.

Section 13 would amend language from the 2015 budget to facilitate the establishment of interstate
connectivity for the CSRS database and require DHHS use any grant funding received for the purpose of
establishing CSRS interstate connectivity to reimburse the General Fund for costs associated with
establishing interstate connectivity for the CSRS database.

EFFECTIVE DATE: Sections 1,2,3,4,5,7,8, 11, and 13 would become effective July 1, 2017. The
new subsections of G.S. 90-106 dealing with e-prescribing in Section 6 would become effective January
1,2020. The new subsections of G.S. 90-106 establishing limits on initial prescriptions for acute pain in
Section 6 would become effective January 1, 2018. The portion of Section 12 creating the new statutes ‘
G.S. 90-113.75A through G.S. 90-113.75C would become effective September 1, 2017. The portion of
Section 10 updating the information required to be reported to the CSRS database by dispensers
becomes effective 30 days after the date the Chief Information Officer notifies the Revisor of Statutes
that the CSRS database has the capability to record the information required. The remainder of the act
would become effective when it becomes law and would apply to acts committed on or after the date the
State Chief Information Officer notifies the Revisor of Statutes that (i) the upgrades to the CSRS
database described in subdivisions (1) and (2) of subsection (a) of Section 12F.7 of S.L. 2016-94 have
been completed and (ii) the upgraded CSRS database is fully operational within the Department of
Information Technology and connected to the statewide health information exchange.
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b. Repealed by Session Laws 2013-152, s. 1, effective January 1, 2014,
and applicable to prescriptions delivered on or after that date.

c. A wholesale distributor of a Schedule II through V controlled substance.
& A-personticenst to-practice-veterinary-medicine-pursuantto-Asticle 11
o Chaprer D0 olthe Coperal Siates
(4a) Pharmacy. — A person or entity holding a valid pharmacy per~ ==t _to

G.S.90-85.21 G.S.90-85.21A.

(5) Dtimate-usermeans—a-Ultimate user. — A person who has lawfully obtained,
and who possesses, a Schedule II through V controlled substance for the
person's own use, for the use of a member of the person's household, or for the
use of an animal owned or controlled by the person or by a member of the
person's household."

SECTION 10. G.S. 90-113.73 reads as rewritten:

"§ 90-113.73. Requirements for controlled substances reporting system.svetam; civil
pena'tiac fav fajlure to properly report.

(a) The vepartment shall establish and maintain a reporting system of prescriptions for all
Schedule II through V controlled substances. Each dispenser shall submit the information in
accordance with transmission methods and frequency established by rule by the Commission. The
Department may issue a waiver to a dispenser who is unable to submit prescription information by
electronic means. The waiver may permit the dispenser to submit prescription information by
paper form or other means, provided all information required of electronically submitted data is
submitted. The dlspenser shall report the information required under thls sectlon no later than %he

ﬂe—l-a{er—thaﬂ—24 hours after the prescrlptlon was dellvered The mformatlon shall be submltted ina
format as determined annually by the Department based on the format used in the majority of the
states operating a controlled substances reporting system.

(b) The Commission shall adopt rules requiring dispensers to report the following
information. The Commission may modify these requirements as necessary to carry out the
purposes of this Article. The dispenser shall report:

() The dispenser's DEA number.
(2) The name of the patient for whom the controlled substance is being dispensed,
and the patient's:
a. Full address, including city, state, and zip code,
b. Telephone number, and
c. Date of birth.
3) The date the prescription was written.
(4) The date the prescription was filled.
(5) The prescription number.
(6) Whether the prescription is new or a refill.
N Metric quantity of the dispensed drug.
(&) Estimated days of supply of dispensed drug, if provided to the dispenser.
) National Drug Code of dispensed drug.
(10)  Prescriber's DEA number.
(11)  Method of payment for the prescription.

(¢) A dispenser shall not be required to report instances in which a controlled substance is
provided directly to the ultimate user and the quantity provided does not exceed a 48-hour supply.

(d) A dispenser shall not be required to report instances in which a Schedule V
non-narcotic, non-anorectic Schedule V controlled substance is provided directly to the ultimate
user for the purpose of assessing a therapeutic response when prescribed according to indications
approved by the United States Food and Drug Administration.

Page 6 House Bill 243*-First Edition
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(8)  Any other data deemed ~~propriate ~~* ~~~iested by the Joint Legislative
Q-~i~t+ Committee on Health and ''—-- Crwriane ¢k~ North Carolina
Medical Board, the North Carolina Board ot Nu+==~~, the North Carr'i~~
Dental Board, the North Carolina Veterinar *~~-ca' Poard, or the North
Carolina Board of Pharmacy."

PART VI. APPROPRIATION FOR COMMUNITY-BASED SUBSTANCE USE
DISORDER TREATMENT AND RECOVERY SERVICES

SECTION 14. There is appropriated from the General Fund to the Department of
Health and Human Services, Division of Mental Health, Developmental Disabilities, and
Substance Abuse Services, the sum of ten million dollars ($10,000,000) for the 2017-2018 fiscal
year and the sum of ten million dollars ($10,000,000) for the 2018-2019 fiscal year. These funds
shall not be used for any purpose other than to increase the availability of community-based
treatment and recovery services for substance use disorders, including medication-assisted
treatment. These funds shall not supplant existing funds for community-based treatment and
recovery services for substance use disorders.

PART VII. EFFECTIVE DATE

SECTION 15.(a) Sections 1, 2, 3, 4, 6, 8, and 14 of this act become effective July 1,
2017.

SECTION 15.(b) Sections 5 and 7 of this act become effective July 1, 2018.

SECTION 15.(c) G.S.90-113.75A through G.S. 90-113.75C, as enacted by Section
13 of this act, become effective September 1, 2017.

SECTION 15.(d) The remainder of this act is effective when it becomes law and
applies to acts committed on or after the date the State Chief Information Officer notifies the
Revisor of Statutes that (i) the upgrades to the Controlled Substances Reporting System (CSRS)
database described in subdivisions (1) and (2) of subsection (a) of Section 12F.7 of S.L.. 2016-94
have been completed and (ii) the upgraded CSRS database is fully operational within the
Department of Information Technology and connected to the statewide health information
exchange.

Page 10 House Bill 243*-First Edition
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Page 2

(5)

@®)

c. How the health, safety, and welfare of individuals will continue to be
at least as well protected under the waiver as under the statutory
requirement.

In no event shall the substitution of a licensed clinical social worker,
Virane~d profess” 1 counselo” ~ I'~~ased mnrwin~a and family therapist,
master's level psychiatric nurse, or master's level certitied clinical addictions
specialist under a waiver granted under this section be construed as
authorization to expand the scope of practice of the licensed clinical social
worker, the licensed professional cou~-~lor, *<_licensed marriage and
family therapist, the master's level psychiatric nurse, or the master's level
certified clinical addictions specialist.

A master's level certified clinical addietton-addictions specialist shall only be
authorized to conduct the initial examination of individuals meeting the
criteria of G.S. 122C-281(a).

SECTION 3. This act becomes effective October 1, 2017.

House Bill 425 H425-CSSH-9 [v.3]



HOUSE BILL 425:
] aprove Utilization of MH Professionals.

2017-2018 General Assembly

Committee: House Health Date: March 28, 2017

Introduced by: Reps. Dobson, Dollar, Murphy, Earle Prepared by: Theresa Matula

Analysis of: PCS to First Edition Commi e Staff
H425-CSSH-9

OVERVIEW: House Bill 425 would allow a licensed clinical addictions specialist to be a member of
a professional corporation that provides psychotherapeutic and related services and i udes a
licensed professional counselor in the list of professionals that can substitute for a physician or
eligible psychologist in providing initial examinations for involuntary commitment of individuals with
a mental illness or substance use disorder when requested by a local management entity and approved
by the Secretary. The bill would become effective Oct. er 1, 2017.

The PCS adds licensed marriage and family therapists to the amendments in Section 2 of the bill that
add licensed professional counselors and makes technical changes to correct the references to
licensed clinical additions specialist.

CURRENT LAW: Chapter 55B is the Professional Corporation Act. G.S. 55B-2(5) defines a
"professional corporation™ as a corporation engaged in rendering the professional services as specified
and defined, pursuant to a certificate of registration issued by the Licensing Board regulating the

. profession or practice, and which has as its sharehol rs only those individuals permitted, designates
itself as may be required by this statute, and is organized under the provisions of Chapter 55B and of
Chapter 55, the North Carolina Business Corporation Act. G.S. 55B-14(c) allows a professional
corporation to be formed by and between or among various professionals. G.S. 55B-14(c)(4) specifically
allows a professional corporation to be formed by a physician, a licensed psychologist, a licensed
clinical social worker, or  h of them and a certified : nical specialist in psychiatric a | mental health
nursing, a licensed marriage and family therapist, a licensed professional counselor, or each of them, to
render psychotherapeutic and related services that the respective stockholders are license certified, or
otherwise approved to provide.

G.S. 122C-261.1(a)(1) allows the Secretary to waive statutory requirements1 when he or she has
received a request from a Local Management Entity to substitute for a physician or eligible psychologist,
a licensed clinical social worker, a master's level psychiatric nurse, or a master's level certified clinical
addictions specialist when conducting (first level) examinations and when the LME has specifically
described three prescribed criteria.

BILL ANALYSIS: Section 1 of House Bill 425 would amend G.S. 55B-14(c)(4) to allow a
professional corporation that renders psychotherapeutic and related services to include a licensed clinical
addictions specialist.

' Chapter 122C, Article 5, Part 7 Involuntary Commitment of the Mentally Iil: G.S. 122C-261, G.S. 122C-262, G.S. 122C-
263 and Part 8 Involuntary Commitment of Substance Abusers: G.S. 127C-281, G.S. 122C-282, G.S. 122C-283.
1

Karen Cochrane-Brown ‘ ‘ |” ’“ll ‘ ’ ‘ ” |” H ” ‘ ‘ » Legislative Analysis
‘ Director I‘ || ||| Division
H 4 25 - % 1 S H- 16 C S S H-9 - v =1 919-733-2578

This bill analysis was prepared by the nonpartisan legislative staff for the use of legislators in their deliberations and does not constitute an official statement of legislative intent.
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Section 2 of the PCS would amend G.S. 122C-263.1(a)(1) to include a licensed professional counselor
and a licensed marriage and family therapist in the list of professionals that can be substituted for a
physician or eligible psychologist conducting initial (first-level) examinations for involuntary
commitment of individuals with a mental illness or a substance use disorder when requested by the
Local Management Entity and approved by the Secretary.

A conforming change is made to subdivision (5) to include the licensed professional counselor and
lic sed marriage and family therapist.

Additionally subdivision (8) is amended by the PCS to reference clinical "addictions" specialist to
conform to the term used in Chapter 90, Article SC: North Carolina Substance Abuse Practice Act.

EFFECTIVE DATE: House Bill 425 would become effective October 1, 2017.
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c. How the health, safety, and welfare of individuals will continue to be
at least as well protected under the waiver as under the statutory
requirement.

(5) In no event shall the substitution of a licensed clinical social worker,
licensed professional counselor, master's level psychiatric nurse, or master's
level certified clinical addictions specialist under a waiver granted under this
section be construed as authorization to expand the scope of practice of the
licensed clinical social worker, = ’ fessional counselor, the
master's level psychiatric nurse, or the master's level certified clinical
addictions specialist.

"

SECTION 3. This act becomes effective October 1, 2017.

Page 2 House Bill 425-First Edition
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House Committee on Health
Wednesday, April 5,2017 at 11:00 AM
Room 643 of the Legislative Office Building

MINUTES

The House Committee on Health met at 11:00 AM on April 5, 2017 in Room 643 of the
Legislative Office Building. Representatives Adcock, Ball, Blackwell, Boswell, Burr, Carney,
Cunningham, Dobson, Dulin, Earle, Farmer-Butterfield, Ford, Howard, Hunter, Insko, Bert
Jones, Lambeth, Lucas, Murphy, Potts, Rogers, Setzer, Shepard, Szoka, White, Yarborough, and
Zachary attended.

Representative Donny Lambeth, Chair, presided.
The following bills were considered:

HB 283 DHHS Recommend Telemedicine Policy. (Representatives Lambeth, Insko,
Murphy, Dobson)

Representative Lambeth motioned for the PCS be before the committee and hearing no
objections explains the bill. Representative Adcock offered an Amendment and the amendment
passes. Representative Farmer-Butterfield motioned for a favorable report as amended rolled into
a new PCS unfavorable to the original bill with a serial referral to Insurance.

Resources from the Center for Connected Health Policy(National Telehealth Policy Resource
Center) and State Telehealth Laws and Medicaid Policy Programs from Kansas, Rhode Island,
Alabama and Nebraska.(Attachment 1)

HB 358 Modernize Respirat -y Care Practice Act. (Representatives Burr, Goodman,
Boles)

Representative Burr was recognized to explain the bill. Representative Setzer motioned for a
favorable report with a serial referral to Finance.

HB 422 Raise Awareness About Alzheimer's & Dementias. (Representatives Murphy,
Dobson, Boswell)

Representative Murphy was recognized to explain the bill. Representative Carney motioned for a

favorable report with a serial referral to Appropriations.

HB 464 Revise Schedule of Controlled Substances. (Representatives ' rn, Iurphy,
Malone)

Representative Horn motioned for the PCS be before the committee and hearing no objections
explains the bill. Representative Murphy offered an Amendment. The amendment passes.



Representative Farmer-Butterfield motion for a favorable report as amended rolled into a new
PCS unfavorable to the original bill with a serial referral to Judiciary 1. .

HB 478 Required Experience for MH/DD/SAS QPs. (Representatives Dobson, S. Martin,
K. Hall, Brisson)

Representative Jones motioned for the PCS be before the committee hearing none objections
Representative Dobson was recognized to explain the bill. Representative Adcock motioned for a
favorable report unfavorable the original bill.

The meeting adjourned at 11:58.
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Representative Donny Lambeth, Chair Theresa Lopez, Commuttee Clei)k
Presiding -




NORTH CAROLINA HOUSE OF REPRESENTATIVES
COMMITTEE MEETING NOTICE
AND
BILL SPONSOR NOTIFICATION
2017-2018 SESSION

You are hereby notified that the House Committee on Health will meet as follows:

DAY & DATE: Wednesday, April 5, 2017
TIME: 11:00 AM
LOCATION: 643 LOB

The following bills will be considered:

BILL NO. SHORT TITLE SPONSOR

HB 283 Telehealth Fairness Act. Representative Lambeth
Representative Insko
Representative Murphy
Representative Dobson

HB 358 Modernize Respiratory Care Practice Representative Burr

Act. Representative Goodman

Representative Boles

HB 422 Raise Awareness About Alzheimer's & Representative Murphy

Dementias. Representative Dobson
Representative Boswell
HB 464 Revise Schedule of Controlled Representative Horn
Substances. Representative Murphy
Representative Malone
HB 478 Required Experience for MH/DD/SA Representative Dobson
QPs. Representative S. Martin

Representative K. Hall
Representative Brisson






Respectfully,

Representative Justin P. Burr, Co-Chair
Representative Josh Dobson, Co-Chair
Representative Bert Jones, Co-Chair
Representative Donny Lambeth, Co-Chair
Representative Gregory F. Murphy, MD, Co-( air

I hereby certify this notice was filed by the committee assistant at the following offices at 3:08 M on
Tuesday, April 04, 2017.

___Principal Clerk
_ Reading Clerk — House Chamber

Brenda Olls (Committee Assistant)






House Committee on Health
Wednesday, April 5, 2017, 11:00 AM
643 Legislative Office Building

AGENDA

Welcome and Opening Remarks
Introduction of Pages
Bills

BILL NO. SHORT TITLE
HB 283 Telehealth Fairness Act.

HB 358 Modernize Respiratory Care Practice
Act.

HB 422 Raise Awareness About Alzheimer's &
Dementias.

HB 464 Revise Schedule of Controlled
Substances.

HB 478 Required Experience for MH/DD/SA
QPs.

Presentations

Other Business

Adjournment

SPONSOR
Representative Lambeth
Representative Insko
Representative Murphy
Representative Dobson
Representative Burr
Representative Goodman
Representative Boles
Representative Murphy
Representative Dobson
Representative Boswell
Representative Horn
Representative Murphy
Representative Malone
Representative Dobson
Representative S. Martin
Representative K. Hall
Representative Brisson






NORTH CAROLINA GENERAL ASSEMBLY
‘ HOUSE OF REPRESENTATIVES

HEALTH COMMITTEE REPORT
Representative Justin P. Burr, Co-Chair
Representative Josh Dobson, Co-Chair
Representative Bert Jones, Co-Chair
Representative Donny Lambeth, Co-Chair
Representative Gregory F. Murphy, MD, Co-Chair

FAVORABLE AND RE-REFERRED

HB 358 Modernize Respiratory Care Practice Act.
Draft Number: None

iiécommendéd Referra]:v T:Ione
Long Title Amended: No

Floor Manager: Burr
HB 422 Raise Awareness About Alzheimer's & Dementias.
D ft Number: N

ecommended Referral: None
Long Title Amended: No

‘ Floor Manager: Murphy
FAVORABLE COM SUB , UNFAVORABLE ORIGINAL BILL
HB 478 Required Experience for MH/DD/SA QPs.
Draft Number: H478-PCS40355-TR-2
Serial Referral: None

Recommended Referral: None
Long Title Amended: Yes
Floor Manager: Dobson

FAVORABLE COM SUB , UNFAVORABLE ORIGINAL BILL AND RE-REFERRED

HB 464 Revise Schedule of Controlled Substances.
Draﬁ Number: H464-PCS30262-TY-4
1

Recommended Referral: None
Long Title Amended: No
Floor Manager: Horn

TOTAL REPORTED: 4
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NORTH CAROLINA GENERAL ASSEMBLY

‘ HOUSE OF REPRESENTATIVES
HEALTH COMMITTEE REPORT

Representative Justin P. Burr, Co-Chair

Representative Josh Dobson, Co-Chair
Representative Bert Jones, Co-Chair

Representative Donny Lambeth, Co-C air
Representative Gregory F. Murphy, MD, Co-Chair

FAVORABLE COM SUB , UNFAVORABLE ORIGINAL BILL AND RE-REFERRE

HB 283 Telehealth Fairness Act.

Draft Number: H283-PCS40357-SH-11

SRR

ecéff{fnended Referral: None
Long Title Amended: Yes
Floor Manager: Lambeth
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HOUSE BILL 283:
DHHS Recommend Telemedicine Policy.

2017-2018 General Assembly

Committee: House Health. If favorable, re-refer to Date: April 4,2017
Insurance

Introduced by: Reps. Lambeth, Insko, Murphy, Dobson Prepared by: Theresa Matula

Analysis of: PCS to First Edition Committee Staff

H283-CSSH-11

OVERVIEW: The Proposed Committee Substitute (PCS) for HB 283 would require the Department
of Health and Human Services to study and recommend a telemedicine policy to the Joint Legislative
Oversight Committee on Health and Human Services on or before October 1, 2017. The bill would
become effective when it becomes law.

CURRENT LAW: Currently, North Carolina does not have laws pertaining to telemedicine that
provide the policy for the State, including any limitations and safeguards for protecting the public.
There are several references to telemedicine in current statutes as they pertain to particular pro; ms."

BILL ANALYSIS:

Section 1 of the PCS would require the Department of Health and Human Services to study and

recommend a telemedicine policy for consideration by the General Assembly. At a minimum, the

Department shall examine the elements below as contained in telemedicine/telehealth laws in other
. states and make recommendations for NC.

e A definition of the term telemedicine.

e The scope of services that can be covered by telemedicine.

e Acceptable communication and data transfer standards necessary to ensure the privacy of
health information and appropriate for insurance reimbursement.

Informed consent standards.

Online prescribing limitations.

Telemedicine provider licensing standards.

Private payer telemedicine reimbursement standards.

The Department is required to solicit input from relevant stakeholders and from the Department of
Insurance on the potential insurance impact of telemedicine policy elements. During the study, the
Department may examine services reimbursed under the Medicaid policy, but the recommendations
shall not include changes to the State's Medicaid policy.

Section 2 of the PCS contains the reporting requirement. On or before October 1, 2017, the Department
of Health and Human Services is required to submit a report containing findings and recommendations
and a proposed telemedicine policy to the Joint Legislative Oversight Committee on Health and Human
' G.S. 130A-125 and G.S. 122C-263(c).

(c)
aren Cochrane-Brown ”| ‘llll”””” Legislative Analysis
Director Division
SMSH-21 C€CSSH=-11 =V -1 9 7 78

H283 - s _
This bill analysis was prepared by the nonpartisan legislative staff for the use of legislators in their deliberations and does not constitute an official statement of legislative intent.
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rrvices. Based on the Department's report, the Committee must consider making a recommendation to
e 2018 General Assembly.

EFFECTIVE DATE: The bill would become effective when it becomes law.

BACKGROUND:

ie range of polices on telehealth/telemedicine varies by State. Within a given state, the health policy
covers a range of options including: what constitutes telehealth/telemedicine, how it is defined, what
services and providers are eligible. The National Conference ot State Legislatures has compiled a good

t of information and a number of reports on telehealth services. The Center for Connected Health

licy has produced a document on State Telehealth Laws ar? Madicaid Prc~~_Policies, *

n ehensive Scan of the 50 States and District of Coll 1bia. This document demonstrates the array
of options that exist in each state and may serve as a starting point for the Department's study.
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HOUSE BILL 283

PROPOSED COMMITTEE SUBSTITUTE H283-CSSH-11 [v.1]
04/04/2017 04:43:15 PM

Short Title: DHHS Recommend Telemedicine Policy. (Public)
Sponsors:
Referred to: —
March 9, 2017
A BILL TO BE ENTITLED

AN ACT TO REQUIRE THE DEPARTMENT OF HEALTH AND HUMAN SERVICES TO

STUDY AND RECOMMEND A TELEMEDICINE POLICY.

The General Assembly of North Carolina enacts:

SECTION 1. The Department of Health and Human Services shall study and
recommend a telemedicine policy for consideration by the General Assembly. At a minimum,
the Department shall examine telemedicine/telehealth laws in other states as they ertain to the
elements outlined below and recommend standards for the State.

) A definition of the term telemedicine.

2) The scope of services that can be covered by telemedicine.

3) Acceptable communication and data transfer standards necessary to ensure the

privacy of health information and appropriate for insurance reimbursement.

3) Informed consent standards.

(4) Online prescribing limitations.

%) Telemedicine provider licensing standards.

(6) Private payer telemedicine reimbursement standards.

The Department shall solicit input from relevant stakeholders and from the Department of
Insurance on the potential insurance impact of particular telemedicine policy elements. While
conducting this study, the Department may examine services reimbursed under the Medicaid
policy, but the recommendations shall not include changes to the State's Medicaid volicy.

SECTION 2. On or before October 1, 2017, the Department of Heal and Human
Services shall submit a report containing findings and recommendations and a proposed
telemedicine policy to the Joint Legislative Oversight Committee on Health and Human
Services. Based on the Department's report, the Committee shall consider making a
recommendation to the 2018 General Assembly.

SECTION 3. This act is effective when it becomes law.

ARV












HOUSE BILL 358:
Modernize Respiratory Care Practice Act.

2017-2018 General Assembly

Committee: House Health. If favorable, re-refer to Date: March 30, 2017
Finance

Introduced by: Reps. Burr, Goodman, Boles Prepared by: Jason Moran-Bates

Analysis of: First Edition Committee Co-Counsel

OVERVIEW: House Bill 358 would amend the Respiratory Care Practice Act by 1) making technical
changes to the Definitions section; 2) adding several new definitions to the Definitions . ction; 3)
replacing the Board member representing and appointed by the North Carolina Association of
Medical Equipment Services with a member representing and appointed by the Atlantic Coast
Medical Equipment Services Association; 4) changing the agency providing background check
information on license applicants from the Department of Public Safety to the Department of Justice;
5) granting the Board the power to adopt rules defining education and credential requirements; 6)
modifying some licensure requirements; and 7) repealing statutes allowing temporary and provisional
licenses.

CURRENT LAW: Under current law, the North Carolina Respiratory Care Board administers the
Respiratory Care Act, but does not have specific authority to adopt rules defining the education and
credentialing requirements for applicants for a respiratory care license. There is no requirement that
applicants have a specific degree. The North Carolina Association of Medical Equipme: Services

’ appoints one member to the Board, and background checks for the Board are ca ed out by the
Department of Public Safety.

BILL ANALYSIS:

Section 1 of the bill would make several technical corrections to definitions in G.S. 90-648 as well as
add definitions for "Advanced practice" and "Endorsement."

Sections 2 and 3 would replace the Board member appointed by and representing the North Carolina
Association of Medical Equipment Services (NCAMES) with a member appointed by the Atlantic Coast
Medical Equipment Services Association (ACMESA). This change is necessary because [CAMES
voted to expand its membership to provide regional coverage in November 2016. As a result of that
expansion, the association's name was changed to ACMESA.

Section 4 would require the Department of Justice, rather than the Department of Public Safety, to
provide background check information to the Board. Section 4 would also grant the Board the authority
to establish and adopt rules defining educational and credential requirements for license applicants.

Section 5 would require the Board to state the terms and conditions of use of a license to licensees, and
re-codify the requirement that applicants consent to a criminal background check from G.S. 90-652 to
G.S. 90-653. Section 5 would require applicants to submit proof of an associate's degree in respiratory

3
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]

Legislative Analysis
Division
3

aren Cochrane-Brown ’
Director
H358-s 919-733-2578

This bill analysis was prepared by the nonpartisan legislative staff for the use of legislators in their deliberations and does not constitute an official statement of legislative intent.



House Bill 358
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care education approved by the Commission on Accreditation for Respiratory Health Care' as well as ‘
proof 2y passed the Therapist Multiple-Choice exam given by the National Board for Respiratory
Care.

tions 6 and 7 would repeal the statutes allowing for temporary and provisional licenses and remove
fees for those licenses.

El 'ECTIVE DATE: This act would be effective October 1, 2017.

: Board has required an associate's degree since 2002 when the last one-year programs in respiratory care education were
nhased out. This change merely codifies the existing practice.
January 2015, the National Board for Respiratory Care changed the name and modified the format of the exam ‘
administered to applicants seeking the Registered Respiratory Therapist credential. The new name is the Therapist-Multiple
{ dce :am, and its content is substantially similar to the old entry level exam.
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f. New and innovative respiratory care and related support activities in
appropriately identified environments and under the training and
practice guidelines established by the American Association of
Respiratory Care.

The term also means the interpretation and implementation of a
physician's written or verbal order pertaining to the acts described in
this subdivision.

(13)  Support activities. — Preeedures-Tasks that do not require formal academic
training, including the delivery. setup, and routine maintenance and repair of
apperatus—respiratory care equipment. The term also includes giving
instructions on the use, fitting, and application of apparatuss-respiratory care
equipment. but does not include therapeutic evaluation and
assessment:assessment for an individual patient as defined in rules adopted

by the Board."
SECTION 2. G.S. 90-649(a)(4) reads as rewritten:

"(4)  One Nortl 7~=~"~~ member shall represent the Nerth-Carolina-Asseeciation
ef—Med+ea4—Eq-prmem—Ser—v+ees—Atlantlc Coast Medical Equipment Services
Association."

SECTION 3. G.S. 90-650(a)(7) reads as rewritten:

"7y The Newsth—CarolinaAsseciation—of-Medical Equipment—Sernviees—Atlantic
Coast Medical Equipment Services Association shall appoint the member
described in G.S. 90-649(a)(4)."

SECTION 4. G.S. 90-652 reads as rewritten:

"§ 90-652. Powers and duties of the Board.
The Board shall have the power and duty to:

Page 2

(1) Determine the qualifications and fitness of applicants for licensure, renewal
of licensure. and reciprocal licensure. The Board shall, in its discretion.
investigate the background of an applicant to determine the applicant's
qualifications with due regard given to the applicant's competency, honesty,
truthfulness. and integrity. The Department of Publ  ’afety—Justice may
provide a criminal record check to the Board for a person who has applied
for a license through the Board. The Board shall provide to the Department
of PublieSafety—Justice, along with the request. the fingerprints of the
appheaﬂ{—app 1cant and any addmonal mformatlon requ1red by the

Department of Justlce The applicant's ﬁngerprmts shall be forwarded to the
State Burecau of Investigation for a search of the State's criminal history
record file. and the State Bureau of Investigation shall forward a set of the
fingerprints to the Federal Bureau of Investigation for a national criminal
history check. The Board shall keep all information pursuant to this
subdivision privileged, in accordance with applicable State law and federal
guidelines. and the information shall be confidential and shall not be a public
record under Chapter 132 of the General Statutes. The Board shall collect
any fees required by the Department of Publie-Safety-Justice and shall remit
the fees to the Department of Publie-Safety-Justice for expenses associated
with conducting the criminal history record check.

House Bill 358-First Edition










HOUSE BILL 422:
Raise Awareness About Alzheimer's &

Dementias.
2017-2018 General Assembly
Committee: House Health. If favorable, re-refer to Date: April 4, 2017
Appropriations
Introduced by: Reps. Murphy, Dobson, Boswell Prepared by: Theresa Matula
Analysis of: Second Edition Committee Staff

OVERVIEW: House Bill 422 would appropriate $300,000 in FY 2017-2018 and 3200, 0 in FY
2018-2019 to the Division of Aging and Adult Services (DAAS), Department of Health and Human
Services (DHHS) to allocate to the Center of Outreach in Alzheimer's, Aging, and Community Health
at North Carolina Agricultural and Technical State University (the Center). The Center must use the
Sunding and consult with DHHS and others, to: i) develop workshops, support groi s, conferences
and materials; (ii) develop a comprehensive caregiver toolkit; and iii) implement a Connect the
Family project to share information on Alzheimer's and related dementias and to su) rt caregivers.
The bill would become effective July 1, 2017.

[As introduced, this bill was identical to S305, as introduced by Sens. Robinson, Barefoot, Chaudhuri, which is currently in
Senate Health Care.]

BILL ANALYSIS: House Bill 422 appropriates $300,000 for FY 2017-2018 and $200,000 for FY
2018-2019 from the General Fund to the Department of Health and Human Services (DHHS), Division
of Aging and Adult Services (DAAS). The Department is directed to allocate these funds to the Center

‘ of Outreach in Alzheimer's, Aging, and Community Health at North Carolina Agricultural and Technical
State University (the Center).

The funds will be used to develop and implement the items listed below.

1. Wo ko= gup=ret ~oo =s, conferences, and materials — The Center is reqi ed to develop
evidence-based workshops, support groups, and conferences designed to improve awareness, literacy,
and knowledge about Alzheimer's disease and related dementias. Requirements include:

e The model will be utilized in the 20 counties with the highest number of low- come families,
specifically targeting underserved, underrepresented and rural populations.

e The materials developed must be culturally relevant and bilingual.

e The materials must be available free of charge to the general public on the Center's and the DHHS
Internet Web sites in a format that can be downloaded.

e The Center must work with DHHS and other State agencies to develop training programs and
awareness activities that are inclusive and engaging across all races, ethnicities, socioeconomic
statuses, and educational levels. The Center is also encouraged to work with faith-based
organizations to provide outreach to the community concerning brain health.

2. Comprehr=ri~ ~oen~im= 45kt - The Center is required to develop a toolkit to assist families caring
for a loved one aftected by Alzheimer's disease or related dementias. The caregiver toolkit must:
¢ Be informed by data from families impacted by Alzheimer's disease or related dementias.

aren Cochrane-Brown i Legislative Analysis
Director Division
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Address financial resources, legal planning, elder care, and care for the caregiver and provide
guidance on local resources and resources specific to counties.

e Available free of charge to the general public on the DHHS Internet Web site in a format that can be
downloaded.

? "Connect the Family" project - The Center must implement this project to increase awareness about
zheimer's disease and related dementias and to inform the community about resources available to
assist families caring for a loved one affected by Alzheimer's disease or related dementias. The Center
ust:
¢ Conduct a statewide caregiver's education conference to share up-to-date information on research as
well as introduce the comprehensive caregiver toolkit.
¢ Conduct the conference remotely or in person, in each of the 20 rural counties identified in item 1
above.

EFFECTIVE DATE: House Bill 422 would become effective July 1, 2017.

BACKGROUND: The NC Institute of Medicine released the Dementie “'~pable North Carolina: A
rategic Plan for Addressing Alzheimer's Disease and Related Dementias report in March 2016. The

report was presented to the Joint Legislative Oversight Committee on Health and Human Services on

March 8, 2016. The presentation included the following background information on Alzheimer's Disease

and related dementias: It is the 5th leading cause of dea in North Carolina; there are over 160,000

older adults diagnosed with Alzheimer's or related dementias currently and that number is expected to
e to 300,000 by 2030; and it is the only top 10 cause of death that cannot be cured, prevented, or
wed. By 2025, one in five North Carolinians will be 65 and older.

The report contained a number of recommendations. 3 422 is related to Recommendation 5.1:
ymote integration and accessibility of dementia-specific resources through a comprehensive caregiver
toolkit and a virtual resource center.
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HOUSE BILL 422*
Corrected Copy 3/31/17

Short Title:  Raise Awareness About Alzheimer's & Dementias. (Public)

Sponsors: Representatives Murphy, Dobson, and Boswell (Primary Sponsors).

For a complete list of sponsors, refer to the North Carolina General Assemblv web site.

Referred to:  Health. if favorable, Appropriations

March 22, 2017

A BILL TO BE ENTITLED

AN ACT APPROPRIATING FUNDS TO THE DEPARTMENT OF HEALTH AND HUMAN

SERVICES, DIVISION OF AGING AND ADULT SERVICES, FOR THE

IMPLEMENTATION OF CERTAIN RECOMMENDATIONS OF THE TASK FORCE

ON ALZHEIMER'S DISEASE AND RELATED DEMENTIAS.
The General Assembly of North Carolina enacts:

SECTION 1. There is appropriated from the General Fund to the Department of

Health and Human Services. Division of Aging and Adult Services. the sum of three hundred
thousand dollars (§300.000) for the 2017-2018 fiscal year and the sum of two hundred
thousand dollars ($200.000) for the 2018-2019 fiscal year. These funds shall be allocated to the
Center of Outreach in Alzheimer's, Aging. and Community Health at North Carolina
Agricultural and Technical State University ("the Center"), to be used exclusively for the
following purposes:

(1) To utilize a lay-health advisor model to develop evidence-based workshops,
support groups, and conferences designed to improve awareness. literacy.
and knowledge about Alzheimer's disease and related dementias in 20
counties of the State with the highest number of low-income families,
specifically targeting underserved and underrepresented pop' 1itions and, in
particular. those residing in rural areas of North Carolina. The Center shall
develop culturally relevant. bilingual informational materials for distribution
at these workshops. support groups. and conferences. The materials shali
also be made available free of charge to the general public on the Center's
and the Department of Public Health Service's Internet Web sites in a format
that can be downloaded. In developing the training programs authorized by
this subdivision, the Center shall consult with the Department of Health and
Human Services and any other relevant State agencies to en re that
awareness activities are inclusive and engaging across all races, et licities,
socioeconomic statuses, and educational levels and is encouraged to work
with faith-based organizations to provide outreach to the community
concerning brain health.

(2)  To develop a comprehensive caregiver toolkit to assist families caring for a
loved one affected by Alzheimer's disease or related dementias. The design
of the caregiver toolkit must (i) be informed by data from families impacted
by Alzheimer's disease or related dementias and (ii) address financial
resources, legal planning, elder care, and care for the caregiver and provide
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3)

guidance on local resources and resources specific to counties. The toolkit
must be made available free of charge to the general public on the
Department of Health and Human Service's Internet Web site in a format
that can be downloaded.

To implement a "Connect the Family" project to increase awareness about
Alzheimer's disease and related dementias and to inform the community
about resources available to assist families caring for a loved one affected by
Alzheimer's disease or related dementias. As part of this project, the Center
shall conduct a statewide caregiver's education conference to share
up-to-date information on research as well as introduce the comprehensive
caregiver toolkit described in subdivision (3) of this section. The conference
shall be conducted in each of the 20 rural counties identified pursuant to
subdivision (1) of this section. either remotely or in person.

SECTION 3. This act becomes effective July 1, 2017.

House Bill 422*-Second Edition




HOUS T BILL 464:
Revise Schedule of Controlled Substances.

2017-2018 General Assembly

Committee: House Health. If favorable, re-refer to Date: April 4,2017
Judiciary |

Introduced by: Reps. Homn, Murphy, Malone Prepared by: Augustus D. Willis

Analysis of: First Edition Committee Counsel

OVERVIEW: House Bill 464 would (i) schedule a number of substances under the Controlled
Substances Act, (ii) remove two substances containing dihydrocodeinone from Schedule I11, (iii) re-
schedule "'synthetic cannabinoids" from Schedule VI to Schedule 1, (iv) re-schedule Buprenorphine
from Schedule IV to Schedule 111, and (v) amend the term "hydrocodone' to include any material,
compound, mixture, or preparation which contains any quantity of hydrocodone.

[As introduced, this bill was identical to S347, as introduced by Sens. J. Davis, McInnis, which is
currently in Senate Rules and Operations of the Senate.]|

CURRENT LAW: Controlled substances regulated by the Controlled Substances Act are classified in
Schedules I through VI pursuant to sections 89 through 94 of Chapter 90.

BILL ANALYSIS: House Bill 464 would make the following changes in the scheduling of controlled
substances:

Schedule I. Section 2 of the bill would:

‘ e Add Trans 3,4 dichloro N (2(dimethylamino)cyclohexyl) N methyl-benzamide (U47700) to
Schedule 1.

¢ Add "fentanyl derivatives" to Schedule 1, specifically including the following:

o N (1 phenylethylpiperidin 4 yl) N phenylfuran 2 carboxamide (also known as Furanyl
Fentanyl).

o N (1 phenethylpiperidin 4 yl) N phenylbutyramide; N (1 phenethylpiperidin 4 yl) N
phenylbutanamide (also known as Butyryl Fentanyl).

o N-[1-[2-hydroxy-2-(thiophen-2-yl)ethyl]piperidin-4-yl]-N-phenylpropionamide;

o N [I [2 hydroxy 2 (2 thienyl)ethyl] 4 piperidinyl] N phenylpropanamide (also known as
Beta Hydroxythiofentanyl).

o N phenyl N [l (2 phenylethyl)piperidin 4 yl] 2propenamide (also known as
Acrylfentanyl).

o N phenyl N [1 (2 phenylethyl) 4 piperidinyl] pentanamide (also known as Valeryl

Fentanyl).
o N-(2-fluorophenyl)-N-[1-(2-phenylethyl)-4-piperidinyl]-propanamide (also known as 2-
fluorofentanyl).
Sek e || 1111
‘ Director Division
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o N (3 fluorophenyl) N [1 (2 phenylethyl) 4 piperidinyl}-propanamide (also known as 3-
fluorofentanyl).

o N-(1-phenethylpiperidin-4-yl)-N-phenyltetrahydrofuran-2-carboxamide (also known as
tetrahydrofuran fentanyl).

o N-(4-fluorophenyl)-2-methyl-N-[ 1-(2-phenylethyl)-4-piperidinyl}-propanamide (also
known as 4-fluoroisobutyryl fentanyl, 4-FIBF).

o N-(4-fluorophenyl)-N-[1-(2-phenylethyl)-4-piperidinyl}-butanamide (also known as 4
fluorobutyryl fentanyl, 4 FBF).

e Add the following hallucinogenic substances:
o BTCP (Benzothiophenylcyclohexylpiperidine).
o Deschloroketamine.
o 3 MeO PCP (3 methoxyphencyclidine).
o 4 hydroxy MET.
o 4 OH MiPT (4 hydroxy N methyl N isopropyltryptamine).
o 5 methoxy N methyl N propyltryptamine (5 MeO MiPT).
e Add the following systemic depressants:
o Etizolam.
o Flubromazepam.
e Recodify "synthetic cannabinoids” from Schedule VI to Schedule 1.
Schedule I1. Section 3 of the bill would:

e Amend the term "hydrocodone" to include any material, compound, mixture, or preparation
which contains any quantity of hydrocodone.

C~hedule III. Section 4 of the bill would:
e Remove the following from Schedule I11:

o Not more than 300 milligrams of dihydrocodeinone per 100 milliliters or not more than
15 milligrams per dosage unit with a four fold or greater quantity of an isoquinoline
alkaloid of opium.

o Not more than 300 milligrams of dihydrocodeinone per 100 millileters or not more than
15 milligrams per dosage unit, with one or more active, nonnarcotic ingredients in
recognized therapeutic amounts.

e Recodify Buprenorphine from Schedule IV to Schedule I11.
e Add the following anabolic steroids to Schedule I11:
o Boldione.

o Desoxymethyltesterone (17[alpha] methyl 5[alpha] androst 2 en 17[beta] ol) (also known
as madol).

o Methasterone.
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o 19 nor 4, 9(10) androstadienedione (estra 4, 9(10) diene 3, 17 dione).
Schedule IV. Section 5 of the bill would:
e Add the following depressants to Schedule 1V:
o Carisoprodol.
o Dichloralphenazone.
o Fospropol.
o Tramadol.
o Zopiclone.
C~k~d--1- 37 GQection 6 of the bill would:
e Add the following depressants to Schedule V:
o Ezogabine.
o Lacosamide.

EFFECTIVE DATE: This act is effective December 1, 2017 and applies to offenses committed on or
after that date.
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HOUSE BILL 464*
Short Title:  Revise Schedule of Controlled Substances. (Public)
Sponsors: Representatives Horn, Murphy. and M: »ne (Primary Sponsors).

For a complete list of sponsors, refer to the North Carolina General Assembly web site.

Referred to:  Health. if favorable, Judiciary |

March 27, 2017

A BILL TO BE ENTITLED
AN ACT REVISING THE SCHEDULE OF CONTROLLED SUBSTANCES TO ADD
SYNTHETIC FENTANYLS, DESIGNER HALLUCINOGENICS., SYNTHETIC
CANNABINOIDS, SYSTEM DEPRESSANTS, AND OTHER SUBSTANCES.
The General Assembly of North Carolina enacts:

SECTION 1. This act shall be known and may be cited as the "Synthetic Opioid

and Other Dangerous Drug Control Act."

SECTION 2. G.S. 90-89 reads as rewritten:

"§ 90-89. Schedule I controlled substances.

This schedule includes the controlled substances listed or to be listed by whatever official
name, common or usual name, chemical name, or trade name designated. In determining that a
substance comes within this schedule. the Commission shall find: a high potential for abuse, no
currently accepted medical use in the United States, or a lack of accepted safety for use in
treatment under medical supervision. The following controlled substances are included in this
schedule:

(D ~-iates. — Any of the following opiates, including the isomers, esters, ethers,
salts and salts of isomers, esters, and ethers, unless specifically excepted, or
listed in another schedule, whenever the existence of such isomers, esters,
ethers, and salts is possible within the specific chemical designation:

a. Acetyl-alpha-methylfentanyl

(N[1-(1-methyl-2-phenethyl)-4/y-piperidinyl}-N-phenylacet amide).

b. Acetylmethadol.

C. Repealed by Session Laws 1987.¢c. 412, s. 2.

d. Alpha-methylthiofentanyl
(N-[1-methyl-2-(2-thienyl)ethyl/y-4/y-piperidinyl]-N-phenylpropana
mide).

Allylprodine.

Alphacetylmethadol.

Alphameprodine.

Alphamethadol.

Alpha-methylfentanyl (N-(1-(alpha-methyl-beta-phenyl)
ethyl-4-piperidyl) ‘opionalilide;
1(1-methyl-2-phenyl-ethyl)-4-(N-propanilido) piperidine).
Benzethidine.

Betacetylmethadol.

IR

* H 6

ER o

~




00 ~J O\ L bW N —

General Assembly Of North Carolina Session 2017

Page 2

l. Beta-hydroxfentanyl
(N-[1-(2-hydroxy-2-phenethyl)-4-piperidinyl]-N-phenylpropanamide
).

m. Beta-hydroxy-3-methylfentanyl

(N-[1-(2-hydroxy-2-phenethyl)-3-methyl-4-piperidinyl]-N-pheny

Ipropanamide).

Betameprodine.

Betamethadol.

Betaprodine.

Clonitazene.

Dextromoramide.

Diampromide.

Diethylthiambutene.

Ditenoxin.

Dimenoxadol.

Dimepheptanol.

Dimethylthiambutene.

Dioxaphetyl butyrate.

Dipipanone.

Ethylmethylthiambutene.

Etonitazene.

Etoxeridine.

Furethidine.

Hydroxypethidine.

Ketobemidone.

Levomoramide.

Levophenacylmorphan.

1-methyl-4-phenyl-4-propionoxypiperidine (MPPP).

3-Methylfentanyl

(N-[3-methyl-1-(2-Phenylethyl)-4-Pi- peridyl]-N-Phenylpropanamid

e).

kk. 3-Methylthiofentanyl
(N-[(3-methyl-1-(2-thienyl)ethyl/y-4-piperidinyl]-N-phenylpropanam
ide).

I Morpheridine.

mm. Noracymethadol.
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nn.  Norlevorphanol.

00.  Normethadone.

pPp- Norpipanone.

qq. Para-fluorofentanyl
(N-(4-fluorophenyl)-N-[ 1-(2-phen-ethyl)-4-piperidinyl}-pr
opanamide.

IT. Phenadoxone.

SS. Phenampromide.

tt. 1-(2-phenethyl)-4-phenyl-4- etoxypiperidine (PEPAP).
uu.  Phenomorphan.

vv.  Phenoperidine.
ww.  Piritramide.
Xx.  P