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CHAIR SPEARMAN: 
I will open the hearing on Senate Bill (S.B.) 165. 
 
SENATE BILL 165: Makes various changes concerning the prevention and 

treatment of obesity. (BDR 40-791) 
 
SENATOR MOISES DENIS (Senatorial District No. 2): 
Senate Bill 165 has powerful potential to change how we think about obesity 
and help us find solutions for a disease that is plaguing society. While attending 
a National Conference on Health Care in Hispanic Communities, I heard an 
expert speak on the topic of obesity. He shared information about how this 
disease disproportionately affects minority communities. The information 
troubled me. 
 
Senate Bill 165 is important because obesity is one of the greatest health 
challenges to continue into the twenty-first Century. Obesity is all too common 
and a costly health issue, rising to the level of a national epidemic with Nevada 
being no exception. In Nevada, one in four adults and one in five children are 
obese. My research found the number of obese people for Hispanics and 
African Americans is one in three. Obesity has critical consequences for the 
State’s health and economy. There is a chance of heart disease, stroke, 
diabetes, and some cancers, all of which are among the leading causes of death 

https://www.leg.state.nv.us/App/NELIS/REL/79th2017/Bill/5009/Overview/
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in the United States, and which increase as the result of obesity. The American 
Medical Association recognized obesity as a disease in 2013. Obesity 
prevention, assessment and patient counseling was recommended by the 
American Academy of Pediatrics as far back as 2007. 
 
Senate Bill 165 will define obesity as a chronic disease for the first time in the 
Nevada Revised Statutes (NRS). Upon passage of the bill, Nevada will be among 
the first states to establish such a definition. While the definition may be new to 
the NRS, it is not a new concept. Those federal agencies that have referred to 
obesity as a chronic disease are the United States Food and Drug 
Administration, the Centers for Disease Control and Prevention (CDC), the 
National Institutes of Health, the Social Security Administration and the Internal 
Revenue Service. In addition, the World Health Organization and the American 
Medical Association recognize obesity as a chronic disease. The benefits of 
officially designating obesity as a chronic disease are many. This bill has the 
potential to change the way we think about obesity and to change the culture 
that surrounds it. Defining obesity as a chronic disease may encourage doctors 
and patients to discuss obesity as a medical issue rather than a personal choice. 
 
Senate Bill 165 may also reduce the stigma and discrimination associated with 
obesity and in doing so may provide an opportunity for more effective 
treatment. The bill requires the Division of Public and Behavioral Health to 
prepare an annual report for the Legislature on these statistics in Nevada as well 
as our efforts to reduce obesity. Having this reliable data on the prevalence of 
the disease will help the State in the fight against obesity. Senate Bill 165 
makes a small change that could have a disproportionately large impact on the 
State. 
 
I noticed an interesting item in the research. When a person loses a significant 
amount of weight, because the body has gotten used to that weight, the body 
goes into overdrive to gain the weight back. That is why so many people who 
lose weight will gain back more than they originally lost. Many people think it is 
a choice, but the body is actually working against the person who is trying to 
lose the weight. We see this in our communities, and it is a big problem. We are 
redefining obesity as a disease to allow it to be placed on the priority list for 
Nevada. 
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Additionally, a height and weight test used to be performed in schools and was 
discontinued two years ago. The reason to add the height and weight test back 
into schools is to have the data to apply for available grant funding. 
 
Section 1, subsection 1 of the bill defines obesity, and section 1, subsection 2 
defines chronic disease. Section 2, subsection 3 provides additional definitions. 
Section 3, subsection 2 identifies the requirements for the board of trustees of 
each school district in a county whose population is 100,000 or more shall 
direct school nurses, qualified health personnel employed pursuant to 
subsection 6, teachers who teach physical education or health or other licensed 
educational staff to collect data in fourth, seventh and tenth grades. The data 
collection will be a representative sample for those grades. Section 3, 
subsection 11 requires the Division of Public and Behavioral Health of the 
Department of Health and Human Services to compile a report from the data. 
The remaining sections redefine obesity and chronic disease throughout the bill. 
 
SENATOR HAMMOND: 
You answered one of my questions in regards to making us eligible for federal 
matching grants that we were doing in the past. By defining obesity for the 
purposes of State statute, will we be increasing the Medicaid rolls because this 
is now a defined disease? I do not see a fiscal note on the bill, but it seems we 
will be increasing the number of people who will be eligible for State or federal 
assistance. 
 
SENATOR DENIS:  
If I remember from previous testimony on this issue, it is covered in the 
language so there should be no increase. Many insurance companies already 
cover this disease. 
 
SENATOR HAMMOND: 
Referencing money and increasing costs, would you be demanding an annual 
report from the Division of Public and Behavioral Health of the Department of 
Health and Human Services? Does the Department currently provide similar 
information? 
 
SENATOR DENIS: 
The Department was providing information for approximately six years, but the 
requirement ended two years ago. The State already collects data, and this 
would be an additional data collection item. 
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SENATOR SPEARMAN: 
When we discuss obesity and some of the accompanying diseases, prior to the 
Affordable Care Act, people who had diseases, illnesses or challenges 
associated with obesity were not receiving the help they needed. Can you 
address the classification of obesity and the diseases related to it with respect 
to what it might mean to the State financially? Will it cost more or less? 
 
SENATOR DENIS: 
If someone is ill due to obesity, these types of illnesses are still covered. This 
bill is putting a priority on the prevention portion of the illness. As a State we 
can put some things in place to prevent this disease from moving forward. 
There is a list of chronic diseases considered a priority for the State. The main 
purpose of the bill is to move obesity into a top priority. Looking at the overall 
picture, there should be cost savings because people will be healthier and will 
require less help in the future.  
 
SENATOR HAMMOND: 
Going back to section 5, subsection 2, paragraph (b), obesity means a chronic 
disease characterized by an abnormal and unhealthy accumulation of body fat. 
I want to ensure we are not being so definitive that if a physician determines a 
person meets some of these criteria, a person could be characterized as obese. 
As an example, a bodybuilder or athlete who is large but very fit could be 
defined as obese. Just because someone like this fits into a category does not 
mean the person is obese. I would like some clarification. We need to be sure a 
physician can meet with a patient before definitions are assigned. 
 
SENATOR DENIS: 
In this definition of chronic disease where it states body mass index (BMI) that 
is greater than two standard deviations above the World Health Organization’s 
guidelines, there is nothing in the bill to disallow the doctor from being able to 
decide if a person is healthy or not. These are just indicators used to determine 
if someone is obese. Under section 5, paragraph 2, subparagraph (3), it states a 
body fat percentage greater than 25 percent for men or 32 percent for women. 
 
SENATOR HAMMOND: 
Is there still latitude for a patient to have a conversation with his or her 
physician? 
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SENATOR DENIS: 
Yes. 
 
ERIC ROBBINS (Counsel): 
The definition in the bill states obesity may be indicated by those listed health 
issues, but not necessarily indicated by those issues, in someone who meets 
one or more of the criteria but is determined by a medical professional to be 
healthy. That person would not have to be considered obese under this 
definition. 
 
SENATOR RATTI: 
I was on the Washoe County District Board of Health for eight years. A portion 
of the time we had data from the schools, and a portion of the time the data 
was no longer provided. While the individual conversation between a patient 
and primary care physician is an important piece, the really important piece of 
this bill is the data needed for the Board of Health to do its job at the local level.  
 
There is a plan for Washoe County relative to the direction of resources. Many 
of these resources, particularly in the chronic care area, were dedicated with the 
greatest need determined by the data. When some of the data were lost, it also 
affected the Board’s ability to attract funding. In terms of planning, this is an 
important piece. Did you receive feedback from the local health districts and 
school districts on your approach?  
 
SENATOR DENIS: 
Yes. The school district has a couple of concerns, and I agree with the direction 
they would like to go in regards to the reporting. There are two things that are 
important. One is that we prioritize this issue, and second is to obtain the data 
for future planning. It is great to gather data, but if we do not mark it as a 
priority, nothing gets done with the data.  
 
ERIK JIMENEZ (Southern Nevada Health District; Universal Health Services of 

Delaware, Inc.): 
The Southern Nevada Health District supports S.B. 165. There were some 
conversations during the Interim in the Legislative Committee on Health Care on 
this issue, and the bill does a good job of addressing the concerns raised in 
previous sessions. My written testimony (Exhibit C) may help to put it in 
perspective relative to the magnitude of the problem. In 1995, the adult obesity 
rate was 13.1 percent in Nevada. In 2000, the adult obesity rate was 

http://www.leg.state.nv.us/Session/79th2017/Exhibits/Senate/HHS/SHHS365C.pdf
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16 percent. Today, the adult obesity rate is 26.7 percent. We have a major 
health crisis in Nevada. We have been working since 2010 to collect data and 
we have received $250,000 in federal funding allocated to develop BMI data 
protocols, train staff, collect height and weight data and purchase the 
equipment necessary to aggregate the data.  
 
CATHERINE M. O’MARA (Executive Director, Nevada State Medical Association): 
We support S.B. 165. The physician community has identified obesity as a 
No. 1 issue for our Public Health Commission. 
 
DENISE TANATA (Executive Director, Children’s Advocacy Alliance): 
As you heard, obesity is among the greatest public health challenges of our 
time. According to the CDC, more than one-third of the United States 
population is obese, which puts individuals at risk for a number of other medical 
conditions including heart disease, stroke, type II diabetes and cancer. Being 
overweight or obese is estimated to be the second leading cause of preventable 
death, killing about 300,000 Americans each year. In addition to this health 
concern, obesity places a huge economic burden on Nevada. In 2006, the 
estimated cost associated with treating overweight and obesity in Nevada was 
about $337 million a year. 
 
An even more alarming trend is the growing prevalence of childhood obesity. In 
September 2016 we released the latest Nevada children’s report card which 
provides a general understanding of how we as a state are taking care of our 
children. The report card is based on nationwide data and indicators of health, 
safety, education and economic wellbeing. Grades for each state are assigned 
by a ranking relative to other states. The overall grade received last year by 
Nevada was a D, calculated and based on overall grades in each area of 
concern. The grade, although low, does not mean we have not made substantial 
improvements, but it shows us there is more to be done. 
 
Similarly, a grade does not always indicate progress. For example, the grade 
Nevada received on childhood obesity was a B minus. That was the highest 
grade we received in the entire report card. However, this was one of only two 
areas where our ranking had decreased, compared to previous data showing a 
trend going in the wrong direction. The childhood obesity indicator consists of 
data from the Youth Risk Behavior Survey which is also self-reported data. The 
report includes the percentage of ninth- to twelfth-grade students who had a 
BMI at or above the eighty-fifth percentile but not higher than the ninety-fifth 
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percentile, which is considered overweight. Also, those individuals whose BMI is 
higher than the ninety-fifth percentile are considered obese. The survey included 
students who were not physically active 5 days per week for 60 or more 
minutes and those students who reported they did not consistently eat 
vegetables. 
 
Nevada ranked fifteenth in the Nation for the percentage of students who were 
overweight at 15 percent and eighth for those who were obese at 12.2 percent. 
This is an increase from 14.6 percent and 11.4 percent, respectively. Inactivity 
also decreased from 55 percent in 2013 to 49 percent in 2015; however, more 
youth reported not consistently eating vegetables. This is an increase from 
6.4 percent to 7.2 percent. 
 
In June 2015, the requirement sunset for school districts to collect the height 
and weight data from a representative sample of Nevada students. This 
information was used: to calculate the average BMI for students across the 
State; describing trends and weight status over time; identifying demographic 
groups at higher risk of obesity; increasing awareness on the extent of obesity 
in our youth; driving improvements, public policy and practice; services aimed at 
preventing and treating obesity; monitoring the effects of new and existing 
programs; and measuring progress towards achieving specific goals. 
 
Without this information Nevada may struggle to qualify and compete with 
other states when applying for federal funding or philanthropic grants. Many 
grant awards such as those funded by the CDC increasingly require proof the 
resources are making a positive impact on public health. This would put further 
strains on Nevada, which according to a Trust for America’s Health and the 
Robert Wood Johnson Foundation Report, ranked thirty-first in the Nation for 
the amount of funding received by the CDC. 
 
Additionally, the Children’s Advocacy Alliance currently facilitates the Nevada 
Early Childhood Obesity Steering Committee, which is in the process of 
finalizing a State plan to address early childhood obesity prevention. This is due 
in large part to data produced by the Nevada Institute for Children’s Research 
and Policy showing that 30 percent of kindergartners in Nevada are either 
overweight or obese. One of the top priorities identified by the Steering 
Committee is to enhance Nevada’s ability to collect data and evaluate the 
effectiveness of interventions designed to prevent and/or reduce childhood 
obesity. Data collection in schools of BMI information is a strategy identified, 
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supported and recommended by this Committee. We support the passage of 
S.B. 165 as a critical tool for addressing childhood obesity prevention in 
Nevada. We also support efforts to ensure this data collection is used for 
surveillance for population-based reporting, not on an individual student level, as 
well as efforts to ensure the privacy and confidentiality for all students who 
participate in the data collection as recommended by the CDC. 
 
KATHLEEN LAUCKNER:  
I was a 30-year researcher at the University of Nevada, Las Vegas (UNLV) and 
support S.B. 165.  Section 3, subsection 7 of the bill states, the board of 
trustees of a school district may adopt a policy which encourages the school 
district and schools within the school district to collaborate with qualified health 
care providers and postsecondary education institutions for qualified students 
enrolled in health-related programs. These health-related programs at UNLV and 
other schools depend on the data collected, such as BMI data or obesity data in 
children. 
 
I am participating in a study at UNLV dealing with the issues of food 
consumption, metabolism and diabetes which are issues associated with obesity 
and BMI. I am also an advocate to prevent lead poisoning which can address 
children living in neighborhoods with older housing. Diet plays a significant role 
in combating lead poisoning in children. Studies like this are important because 
they are relatable to other studies and the data is important. The data is also 
important for grant acquisitions. If this type of data is lost, we may not be 
eligible for national grants at UNLV. 
 
MICHAEL HACKETT (Nevada Public Health Association): 
We support S.B. 165. During the Interim, height and weight measurements 
were identified as a top priority for our Association as well as for the members 
we represent, which include the local health districts. We have concerns about 
defining obesity in the statute following this discussion with Senator Ratti, but it 
is not to the degree of stopping the legislation. The American Medical 
Association guidelines and definitions are sufficient from the provider level and 
those of us working for health districts. 
 
BRAD KEATING (Clark County School District): 
We are neutral on S.B. 165. We have addressed the sponsor of the bill about 
two concerns we have regarding the cost of new equipment, such as scales and 
privacy screens. We have continued to perform this function following the 
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sunset of the data collection requirement, but some of the existing equipment 
can no longer be calibrated. We have submitted our information and have 
requested a report or the information to be returned to us. This has not 
happened. We would also like the ability to request grants. 
 
TARA D. PHEBUS (Executive Director, Nevada Institute for Children’s Research 

and Policy, School of Community Health Sciences, University of Nevada, 
Las Vegas): 

One of the areas of focus in our center is children’s health, which includes 
studying and promoting proper nutrition and physical activity for children and 
youth. One of the studies previously mentioned was the Kindergarten Health 
Survey. This year, we completed our ninth year. The study is an assessment of 
a number of different issues related to children’s health. One question in the 
study is for parents to report the height and weight of their children. This is 
required for incoming kindergarten students. The data has been used over and 
over again to report the status of weight, health and nutrition for children 
entering our public school system. 
 
It is important to have a mechanism to collect actual height and weight 
measurements as opposed to self-reporter proxy data. There are numerous 
studies including a systematic review of over 67 articles showing the 
differences between self-report and actual measurements for height and weight 
data. People tend to over-report their height and under-report their weight which 
impacts the calculation of BMI. 
 
Some of the mechanisms for collecting self-report data on a statewide level 
include younger children before they enter the public school system. This bill 
recognizes we need to collect health information for children at different age 
levels in order to track them over time. 
 
SENATOR DENIS: 
I will continue to work with the school district representatives regarding their 
concerns. This is a critical issue that can be addressed through S.B. 165 to help 
our children and our citizens deal with this epidemic. 
 
CHAIR SPEARMAN: 
The Committee received a letter of support for S.B. 165 from Anne R. Lindsay, 
Ph.D., Associate Professor, Extension Specialist, Exercise Physiology and Public 
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Health, University of Nevada Cooperative Extension, Nevada System of Higher 
Education (Exhibit D). 
 
I will close the hearing on S.B. 165 and open the hearing on S.B. 71. 
 
SENATE BILL 71: Revises provisions relating to medical facilities and facilities 

for the dependent. (BDR 40-183) 
 
JOSEPH L. POLLOCK (Deputy Administrator, Regulatory and Planning Services, 

Division of Public and Behavioral Health, Department of Health and 
Human Services): 

Senate Bill 71 proposes changes to NRS 449. Highlights of the bill include a 
program of hospice care in the definition of a medical facility. The intent is to 
license and regulate a program of hospice care in the same manner as a medical 
facility. We would also like to remove the requirement for a medical facility to 
provide residential care in order to be considered a psychiatric hospital. The 
proposed changes make a succinct subtype known as a psychiatric hospital that 
provides inpatient services to children. The intent is to make it obvious that this 
subtype of psychiatric hospital would require background checks of its 
employees. 
 
The bill also changes the amounts of administrative monetary penalties. Our 
intent is to avoid excessive sanctions where the per-patient provision is applied. 
The intent is to have monetary sanctions in amounts that encourage regulatory 
compliance and to avoid penalties that could result in financially handicapping a 
facility or resulting in its closure. 
 
SENATOR RATTI: 
Did you say the bill would include outpatient psychiatric care? Could you 
expand on the reason for this change? 
 
PAUL SHUBERT (Chief, Bureau of Health Care Quality and Compliance, Division of 

Public and Behavioral Health, Department of Health and Human Services): 
We currently have a situation where the facilities that are described as requiring 
a background check for employees are only those residential facilities where 
children are in residence. Within the hospital definition we do not describe 
hospitals as residential facilities. Therefore, we want to change the definition to 
indicate those psychiatric hospitals where children are receiving services as 

http://www.leg.state.nv.us/Session/79th2017/Exhibits/Senate/HHS/SHHS365D.pdf
https://www.leg.state.nv.us/App/NELIS/REL/79th2017/Bill/4721/Overview/
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inpatients. The psychiatric hospitals would need to meet the requirement of 
background checks for their employees.  
 
SENATOR RATTI: 
If a child is receiving service at a facility that is just performing outpatient 
services, would its employees be subject to background checks? 
 
MR. SHUBERT: 
Yes. Outpatient service being provided by hospitals and other facility types is 
not clearly defined. In hospitals where outpatient service is defined in regulation, 
background checks would not necessarily have to be completed. 
 
MR. JIMENEZ: 
Universal Health Services of Delaware, Inc. is neutral regarding S.B. 71. The 
company represents four psychiatric hospitals in Nevada. There are some initial 
concerns regarding the fingerprinting requirement that could result in a delay of 
service if we are waiting for someone to be cleared through a background 
check. We are concerned an individual would not be able to work at the hospital 
while we wait on the report of the background check. We perform fingerprint 
background checks now, but since we are already facing a shortage of 
physicians, we do not want any other delay to provide services. 
 
CHAIR SPEARMAN: 
If you had to choose between fulfilling the background requirement or 
expeditious service, which would you prefer? 
 
MR. JIMENEZ: 
We would choose the option that would allow us to serve the greatest number 
of patients. 
 
SENATOR RATTI: 
Can you tell us more about your protocols pertaining to patient safety? In an 
outpatient setting, are there many instances where a staff member would be 
alone with a child? Would there also be a second provider or a nurse in the 
room? Are you concerned in a residential setting there may be more 
opportunities for a staff member to be alone with a child?  
 
MR. JIMENEZ: 
Yes. 
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SENATOR RATTI: 
Are you risking a staff member being alone with children when they have not 
passed a background check? 
 
MR. JIMENEZ: 
Yes. We are not saying individuals should not have background checks, but if 
we have individuals working at the facility who have not passed a background 
check, we do not want them to stop working at the facility. 
 
SENATOR RATTI: 
The shortages are usually with the caregivers, not necessarily the supervisor 
who is there while the patients are sleeping. It is usually the psychiatrists who 
come in for a visit. Would your normal protocol allow a person to be alone? 
 
MR. JIMENEZ: 
I will have to verify what protocols are being used. 
 
SENATOR RATTI: 
If there are other protocols in place to protect children, it would make the 
Committee more comfortable not making you wait for the completed 
background check. 
 
SENATOR HAMMOND: 
The Legislative Counsel’s Digest refers to section 16 regarding the language of 
imposing penalties and where the money will be used. The last sentence says, 
section 16 also eliminates certain uses for money collected from persons found 
to have operated a medical facility or facility for the dependent without a 
license. Can you tell me where that language is in section 16? 
 
MR. ROBBINS: 
I will find it for you. 
 
SENATOR HARDY: 
We heard the fines were going to decrease, but they increased from a minimum 
of $1,000 to $5,000 per event in section 14, paragraph 1, subparagraph (d). 
 
MR. POLLOCK: 
We included a handout (Exhibit E), showing the current fines and the proposed 
fines. The current fines are applied per patient. If there is a facility that has a 

http://www.leg.state.nv.us/Session/79th2017/Exhibits/Senate/HHS/SHHS365E.pdf
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safety violation affecting all of the patients, it would be fined the fine times the 
number of patients, which can be quite excessive. We would rather fine the 
facility per event even though the amount has been reduced from a minimum of 
$1,000 to $5,000 per event, it should actually decrease the amount of the fine.  
 
SENATOR HARDY: 
Would you need to have more than five people to make it pay? 
 
MR. POLLOCK: 
Yes. 
 
CHAIR SPEARMAN: 
I will close the hearing on S.B. 71 and open the hearing on S.B. 50. 
 
SENATE BILL 50: Provides for advance directives governing the provision of 

psychiatric care. (BDR 40-174) 
 
STEPHANIE WOODARD, PSY.D. (Project Director, Certified Community Behavioral 

Health Clinics, Division of Public and Behavioral Health, Department of 
Health and Human Services): 

There is a proposed amendment to S.B. 50 (Exhibit F). I will summarize the bill 
and the language changes we would like to make. Senate Bill 50 adds an 
advance directive for psychiatric care to the definition of advance directive for 
purposes of registering such an advance directive with the Secretary of State 
for deposit in the Registry of Advance Directives for Health Care utilizing similar 
processes and procedures as existing law for the health care advance directive. 
 
Senate Bill 50 authorizes a person to designate another person to make 
decisions for him or her in the event that he or she is incapable of making such 
decisions, and sets forth a sample form that may be used by a person wishing 
to execute an advance directive for psychiatric care. The bill establishes the 
circumstances under which an advance directive for psychiatric care becomes 
operative and a physician or other provider of health care may assume such an 
advance directive is validly executed. The bill requires a physician or other 
health provider to enter an advance directive for psychiatric care or revocation 
of such an advance directive into the medical record of the person executing the 
advance directive or revocation. The bill also provides an advance directive for 
psychiatric care validly executed pursuant to the law of another state would 
also be valid here in Nevada. 

https://www.leg.state.nv.us/App/NELIS/REL/79th2017/Bill/4689/Overview/
http://www.leg.state.nv.us/Session/79th2017/Exhibits/Senate/HHS/SHHS365F.pdf
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Sections 2 through 5 of the bill provide definitions specific to psychiatric 
advance directives. The bill language establishes a psychiatric advance directive 
authorized for a person of sound mind and 18 years of age or older to execute 
the advance directive for psychiatric care and to direct a provider of health care 
on how he or she wishes psychiatric care to be provided in the event that he or 
she is incapable of making decisions concerning such care or communicating 
such decisions. The proposed amended language in Exhibit F is consistent with 
current language inclusions of emancipated minors who can provide consent for 
the examination and treatment pursuant to NRS 129.030. 
 
Section 9 of S.B. 50 establishes a form to execute a psychiatric advance 
directive. Elements from the form include consents for psychiatric medications, 
admission to and retention in a facility and additional instructions for care. The 
current language in the bill requires only one health professional to determine an 
individual is incapable of making health care decisions. The proposed language 
expands the number of health professionals allowed to make a determination to 
two. This change is intended to enhance an individual’s protections against 
being found incapable of making or communicating health care decisions and to 
provide the person an opportunity to be found capable of making or 
communicating health care decisions once his or her psychiatric condition 
improves. The proposed language is consistent with laws found in other states. 
 
Also in section 9, the current bill language provides that a person may revoke 
his or her advance directive for psychiatric care at any time as long as he or she 
is capable of making such a decision at that time. The amended language sets 
forth a provision to render a psychiatric advance directive expired after 
two years. Expiring a psychiatric advance directive after a specified length of 
time is consistent with such laws in other states. Psychiatry is an evolving 
science with diagnostic manuals and professional guidelines being revised every 
few years and multiple new treatment options introduced every year. The 
proposed language is intended to facilitate a person to execute a psychiatric 
advance directive based on modern scientific evidence and best psychiatric 
practices. 
 
Language in the bill establishing the advance directive cannot authorize a 
psychiatric hospitalization beyond ten days. The proposed language is intended 
to allow a person to specify the number of days he or she is consenting to 
receive treatment in the inpatient facility on a voluntary basis. The person may 
have previous knowledge of the number of days he or she typically requires to 

http://www.leg.state.nv.us/Session/79th2017/Exhibits/Senate/HHS/SHHS365F.pdf
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stay in an inpatient unit to successfully treat an acute exacerbation of a 
psychiatric condition. Holding an individual beyond the desired number of days 
would trigger a hearing procedure for an involuntary admission. 
 
Section 10 defines when a psychiatric advance directive may become operative 
and directs the provider to act in accordance with the provisions set forth. The 
bill requires only one health professional to determine an individual is incapable 
of making health care decisions and the proposed language expands the 
requirement to two health care providers. 
 
As liability protections for staff involved in patient care, we are moving 
language from section 11 to section 16 where it is more applicable. 
 
Sections 12 and 13 require a provider to enter the advance directive or 
revocation of such into the medical record. Section 14 establishes the 
requirement for a provider to comply with a psychiatric advance directive with 
the exception of specific circumstances. 
 
Language in section 15 states when a provider is unwilling to comply with the 
advance directive, the provider shall transfer care to another provider. The 
proposed language would establish if the provider is unable to comply with the 
advance directive, reasonable steps will be taken to transfer care. 
 
Language in section 16 shields a physician or other provider of health care from 
civil or criminal liability or discipline for unprofessional conduct if the physician 
or other provider of health care complies with the advance directive for 
psychiatric care without knowledge the advance directive was previously 
revoked. The actions of the physician or other provider of health care are 
consistent with reasonable medical standards or a decision of a physician or 
health care provider is made in good faith. The amended language proposes to 
clarify liability protections of the health care provider who makes decisions in 
regards to the psychiatric advance directives when they are made in good faith. 
 
Section 17 authorizes psychiatric advance directives executed in another state 
to be valid here in Nevada. Section 18 adds psychiatric advance directives to 
the definition of advance directive by allowing such advance directives to be 
registered with the Secretary of State for the deposit in the Registry of Advance 
Directives for Health Care. 
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SENATOR HAMMOND: 
If a person has an advance directive here in Nevada and moves to another state, 
what happens to the directive? Does the directive sit dormant just in case the 
patient returns to Nevada? Does this advance directive have an expiration date 
and must it be renewed with the physician? 
 
LEON RAVIN, M.D. (Statewide Psychiatric Medical Director, Division of Public and 

Behavioral Health, Department of Health and Human Services): 
The proposed language recognizes psychiatric advance directives as executed in 
other states and a patient will present his or her directive in the State of 
Nevada. 
 
SENATOR HAMMOND: 
Does the patient need to renew the directive periodically? 
 
DR. RAVIN: 
With the proposed language, the expiration is set at every two years as long as 
the patient is competent to make those medical decisions. 
 
SENATOR HAMMOND: 
Section 15 states, a physician or other provider of health care who is unwilling 
to comply, you mentioned the word unable. Is it unwilling and or unable or did 
you strike the word unwilling and replace it with unable? 
 
DR. WOODARD: 
We are striking the word unwilling and replacing it with the word unable. We 
set forth examples of a reason why a physician would not be able to comply 
with an advance directive versus being unwilling. 
 
SENATOR HAMMOND: 
Are you giving the physician a choice? 
 
DR. RAVIN: 
The inability to provide performance services may be related to facility 
limitations. For example, if a patient requests Electroconvulsive Therapy 
treatment and the facility does not provide that particular treatment, the 
physician would not be able to comply with the psychiatric advance directive. It 
would be the responsibility of the treatment team to arrange a potential transfer 
to a facility that could comply with the psychiatric advance directives. 
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SENATOR HAMMOND: 
The definition seems pretty broad. It seems a physician could provide other 
reasons to be unable to provide the directive to satisfy the requirements of the 
law. 
 
DR. RAVIN: 
Another example would be insurance limitations. If insurance does not cover 
treatment in a particular facility, but another hospital in the area is in the 
network for this patient, the facility would not be able to be compensated for 
the care provided to the patient. The transfer would be done between facilities 
to provide patient services within the insurance network. 
 
SENATOR RATTI: 
Does this work best for a patient who is relatively stable in receiving regular 
care because they would have someone inform them of the advance directive 
process and be reminded to renew the directive every two years. I am thinking 
of the challenges we have with patients coming in and out of the system and 
end up in our triage centers or not receiving consistent care. How do you see 
this being best utilized? 
 
DR. RAVIN: 
The current research was conducted with patients from the community of 
mental health services. Typically most bipolar schizophrenia is a condition and 
with the level of function that is just enough to receive all services in all patient 
settings. The patients did receive some assistance in completing psychiatric 
advance directives, but when the researchers reviewed how professional staff 
assessed the quality of completed advance directives they found 95 percent of 
the advance directives were feasible and consistent with standards of care. Just 
because some patients have a lower level of function or conditions that may 
limit their care, they were able to explain what kind of care they would like to 
receive. 
 
SENATOR RATTI: 
I knew I needed to have a will prepared and I took forever to complete the 
process. I know it should be updated since things have changed. Is the two-year 
renewal practical? Are we risking not having anything in place for these patients 
who may not update their directives regularly? 
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DR. RAVIN: 
Research tells us about two-thirds of patients would like to complete psychiatric 
advance directives when given the opportunity; however, without providing 
assistance, only 13 percent actually completed them. You asked if a patient 
was able and willing to complete the directive with sufficient help and the 
number of those who do rises significantly. In respect to updating the 
psychiatric advance directives every two years, the process should be the same. 
If anything, the individual who wants to go through this process the first time 
would be more likely to utilize this tool to direct his or her psychiatric care. 
 
SENATOR RATTI: 
What is your plan to get the word out to the community? It sounds like 
assistance is vital to this being successful. How do we ensure the provider 
community has the tools they need to support the patient community? 
 
DR. WOODARD: 
Some education has been given to providers by Dr. Ravin in another state on 
the use and applicability of psychiatric advance directives so we are anticipating 
something similar in Nevada. We also discussed the use of psychiatric advanced 
directives in the State of Nevada with National Alliance on Mental Illness and 
the Alliance has suggested it is interested in helping get the word out to 
individuals with psychiatric advance directives. Two exist in the State. 
 
SENATOR RATTI: 
With living wills there is a registry. Are other states using any kind of registry? 
 
DR. RAVIN: 
I have not seen anything like that. 
 
SENATOR HARDY: 
I have the same amended language except for the word “enable”.  
 
CHAIR SPEARMAN: 
In section 16, subsection 1, it states a physician or other provider of health care 
is not subject to civil or criminal liability, or discipline for unprofessional 
conduct, for giving effect to an advance directive for psychiatric care or the 
direction of a person designated in the advance directive pursuant to section 8. 
There should be some kind of constructive language because there may be 
instances where the physician knew or should have known and the language is 
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missing. It is important for that language to be in the legislation to protect the 
patient.  
 
DR. RAVIN: 
Professional guidelines do advise physicians to inquire about advance directives 
and whether or not the patient has completed them.  
 
CHAIR SPEARMAN: 
Professional guidelines say when physicians ask the questions, they will gain 
knowledge. 
 
DR. RAVIN: 
The psychiatric advance directives are viewed as a tool that helps patients 
rather than a tool the hospitals or treating institutions are using. The 
responsibility rests with the patient to complete the advance directive and bring 
it to the attention of the physician. 
 
SENATOR HARDY: 
Who keeps the psychiatric advance directive? 
 
DR. RAVIN: 
Once the patient presents the psychiatric advance directives to the treatment 
team, those are placed in the patient’s medical records. 
 
SENATOR HARDY: 
If the psychiatric advance directive is in the medical record and the patient is 
treated by the same team of physicians, they will know about the information 
because the file is flagged. If the patient chooses to find another team of 
physicians, will the patient be responsible for telling the team he or she has an 
advance directive? A physician could say he was not aware of the psychiatric 
advance directive without being criminally liable because the patient did not tell 
him or her. 
 
DR. WOODARD: 
We are proposing to use the registry, Living Will Lockbox in the Office of the 
Secretary of State to retain the psychiatric advance directives. We will also 
require those directives to be entered into the individual’s medical record. This 
will allow availability to any treatment team to access the medical record. 
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DR. RAVIN: 
Typical language in psychiatric advance directives law is that the patient may 
revoke psychiatric advance directives either verbally or in writing to the 
treatment team, at any time. Just because we store the psychiatric advance 
directives somewhere in the registry does not mean the patient, at the time of 
presentation, may immediately notify the treatment teams that the psychiatric 
advance directives are either amended or revoked completely. 
 
SENATOR HAMMOND: 
I have a question about section 8 where it states, a person 18 or more years of 
age may make decisions. The person may choose a physician. We use the age 
of 18, yet we know someone at the age of 22, 23 or 24 could be covered 
under the insurance of their parents until age 26. This bill says an 18-year-old 
can make all of these decisions, but there is nothing in the language saying the 
parents will be consulted. Should that be included? The parent is absent from 
the decision-making process even though they may be providing the finances 
through their insurance. 
 
DR. RAVIN: 
According to the law, any adult or individual 18-years-old or an emancipated 
minor as defined in the NRS has the right to choose how the treatment is going 
to be provided. The issue you raise is not new to the Legislative and court 
proceedings. There are states that permit minors to seek care for either 
substance abuse or treatment for sexually transmitted diseases. In this case the 
court has suggested the parents will still be responsible for care even if the 
minors sought that treatment on their own. 
 
SENATOR HAMMOND: 
Is treatment provided independent of any consultation with the parents? 
 
DR. RAVIN: 
Some states specifically allowed minors to seek treatment for sexually 
transmitted diseases or substance abuse without consulting the parents because 
they wanted to encourage those minors to receive care. There was a concern 
minors would not bring up a problem in front of the parents out of fear of 
punishment. 
 
SENATOR HARDY: 
Where is the information going to be stored? 
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DR. WOODARD: 
The information you are looking for is located in section 19. 
 
SENATOR HARDY: 
Does this join the registry language to the Lockbox language? 
 
DR. WOODARD: 
I would defer to the Committee counsel, but I believe so. 
 
MR. ROBBINS: 
Yes. The language allows the psychiatric advance directives to be placed in the 
advance directive lock box. 
 
SENATOR HARDY: 
I was glad to hear a patient can revoke the psychiatric advance directive at any 
time.  
 
DR. WOODARD: 
The intent is to allow a mechanism for an individual to have some self-direction 
when it comes to his or her psychiatric care. This is similar to us having a 
provision in the bill to have a determined period of time when the directive could 
expire. Allowing an individual to revoke the directive at any time is paramount 
to ensuring the psychiatric advance directives can move forward in a way that 
is executable but allow for the ultimate self-determination of those individuals. 
 
SENATOR RATTI: 
Obviously, the patient needs to bring this information to the attention of the 
treatment team, and we know the information will be maintained in the registry. 
Is the experience in other states that advocates for the patients will also bring 
this information to the attention of the treatment team such as family members 
or persons working with the patients in a community-based facility? 
 
DR. WOODARD: 
The bill and amended language provide for an advance directive and a durable 
power of attorney. This will allow an individual to appoint an agent to make 
those health care decisions if the individual is incapable of making those 
decisions for himself or herself, at which time the agent would be able to act on 
the person’s behalf. 
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SENATOR RATTI: 
If someone is not the appointed agent with durable power of attorney but aware 
the advance directives exist, is that person allowed to tell the team it exists and 
notify the provider? 
 
DR. WOODARD: 
I do not believe there is any prohibition on that one-way communication. 
 
LEANDRA CARTWRIGHT (Nevada Psychiatric Association): 
The Nevada Psychiatric Association supports S.B. 50. The bill allows patients to 
have a more direct control of their care when they may not be able to specify 
their needs. This is a time when patients are most vulnerable, so it is important 
for them to have some degree of control and know what is coming. We would 
like to help spread the word about this information to ensure our providers and 
their patients are aware these exist and how to use them. I have provided a 
letter of support for S.B. 50 from Lesley R. Dickson, M.D. (Exhibit G). 
 
CHAIR SPEARMAN: 
You mentioned at a time when the patient is most vulnerable. Does that equate 
to stable as well? Is the patient not as stable as he or she could be when there 
may be intervention? 
 
MS. CARTWRIGHT: 
I meant the patient is in a vulnerable state when facing a psychiatric issue and 
declared incompetent and his or her rights are taken away, and it is a vulnerable 
time for an individual. 
 
SARAH ADLER (President, National Alliance on Mental Illness, Western Nevada 

Affiliate): 
We support the creation of an advance directive for psychiatric care. Both my 
sister who has lived with bipolar disorder for 35 years, and my godson, who 
was diagnosed with schizoaffective disorder, have had periods in their lives 
when they were incapacitated. Those two individuals have trusted family 
members who have assisted in directing their care with their support. There are 
many individuals with mental illness who do not have sustained support from 
family members. This psychiatric advance directive will be very beneficial to 
those people. 
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I share the Committee’s concern about the two-year renewal period. Ideally, 
developments in pharmaceuticals and treatments would cause a person to 
update his or her advance directive. On the other hand, it is a very charged life 
for family members as well as those who suffer from mental illness. To be able 
to stay on top of the need to renew the advance directive may be challenging 
for some. We will help to get the word out. 
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CHAIR SPEARMAN: 
I will close the hearing on S.B. 50. There being no further business to come 
before the Committee, we are adjourned at 4:56 p.m. 
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