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AGENDA 

4:00 p.m. Board Refreshments 

4:05 p.m. Call to Order; Introductions; Approval of Agenda ..................................................... Michael Liggett 

4:10 p.m. PUBLIC COMMENT 
Note: If you choose to comment, please follow the “Guidelines for Public Comment” provided on the back of the agenda. 

4:15 p.m. DISCUSSION & ACTIONS 

Policy ....................................................................................................................................... Alyson Willams 
• Update on New Process of Determining and Reporting Board Positions
• State Legislative Proposals

o SB20-163:  School Entry Immunizations
o HB20-1319:  Prohibit Sale of Flavored Nicotine Products
o HB20-1236:  Health Care Coverage Easy Enrollment Program
o HB20-1198:  Pharmacy Benefits Carrier & Pharmacy Benefit Manager 

Requirements
o Prescription Drug Affordability Board - Introduction
o Introduction to Public Option and Total Cost of Care Issues
o Other issues that may arise

• Federal Policy Issues
o Supreme Court and ACA 

Coronavirus (COVID 19):  Organizational Planning  .................... James Stewart and Carol Plock 

5:30 p.m. ANNOUNCEMENTS 
• March 24, 4:00 pm – Board of Directors Regular Meeting
• April 14, 4:00 pm – Board of Directors Special Meeting

5:35 p.m. ADJOURN 



Revised 1/26/2016 

 MISSION  

The Mission of the Health District of Northern Larimer County is 
to enhance the health of our community. 

 VISION  
 District residents will live long and well.
 Our community will excel in health assessment, access, promotion and policy development.

• Our practice of assessment will enable individuals and organizations to make informed decisions regarding
health practices.

• All Health District residents will have timely access to basic health services.
• Our community will embrace the promotion of responsible, healthy lifestyles, detection of treatable

disease, and the prevention of injury, disability and early death.
• Citizens and leaders will be engaged in the creation and implementation of ongoing systems and health

policy development at local, state, and national levels.
• Like-minded communities across the country will emulate our successes.

 STRATEGY  
The Health District will take a leadership role to: 
 Provide exceptional health services that address unmet needs and opportunities in our community,
 Systematically assess the health of our community, noting areas of highest priority for improvement,
 Facilitate community-wide planning and implementation of comprehensive programs,
 Educate the community and individuals about health issues,
 Use Health District funds and resources to leverage other funds and resources for prioritized projects, and avoid

unnecessary duplication of services,
 Promote health policy and system improvements at the local, state and national level,
 Continuously evaluate its programs and services for quality, value, and impact on the health of the community,
 Share our approaches, strategies, and results, and
 Oversee and maintain the agreements between Poudre Valley Health System, University of Colorado Health

and the Health District on behalf of the community.

 VALUES  
 Dignity and respect for all people
 Emphasis on innovation, prevention and eduation
 Shared responsibility and focused collaborative action to improve health
 Information-driven and evidence-based decision making
 Fiscal responsibility/stewardship
 An informed community makes better decisions concerning health

GUIDELINES FOR PUBLIC COMMENT 
The Health District of Northern Larimer County Board welcomes and invites comments from the public.  
If you choose to make comments about any agenda item or about any other topic not on the agenda, 
please use the following guidelines. 

• Before you begin your comments please: Identify yourself – spell your name – state your
address.  Tell us whether you are addressing an agenda item, or another topic.

• Limit your comments to five (5) minutes.



 
3/5/2020 

STAFF: ALYSON WILLIAMS &  

 BRIANA ANDERSEN  POLICY ANALYSIS 

 

SB20-163: SCHOOL ENTRY IMMUNIZATION 
Concerning development of a standardized form and submission process for nonmedical exemptions 

from immunizations. 
Details 

  
Bill Sponsors:  House – Mullica (D) 

Senate – Gonzales (D) and Priola (R) 
Committee:  Senate Health & Human Services   
   Senate Appropriations 
   House Health & Insurance 
Bill History: 2/11/2020 - Introduced In Senate 
 2/19/2020 – Senate Health & Human Services Refer Unamended to Appropriations  
 2/25/2020 – Senate Appropriations Refer Amended to Committee of the Whole 

2/27/2020 – Senate Second Reading Passed with Amendments 
2/28/2020 – Senate Third Reading Passed Unamended 
3/2/2020 – Introduced in House 

Next Action:   Hearing House Health & Insurance 
Fiscal Note:    2/18/2020   

 
Bill Summary 

The bill requires the Department of Public Health and Environment (CDPHE) to develop a standardized form 
and submission process for individuals to claim a medical, religious, or personal belief exemption to an 
immunization. In order to claim a personal or religious belief exemption for their child, this bill would require 
parents to submit either a certificate of completion of an online education module approved by CDPHE, or a 
certificate of nonmedical exemption. The bill establishes a statewide vaccination goal for schools and child 
care facilities. All immunizing health care providers would be required to use the currently voluntary 
immunization data system. 
 

Issue Summary 

Advisory Committee on Immunization Practices (ACIP) 
Formed in 1964, the Advisory Committee on Immunization Practices (ACIP) is an entity within the Centers for 
Disease Control and Prevention (CDC) that develops the recommendations regarding the use of vaccines for 
the general public based on scientific evidence.1 ACIP collaborates with many organizations to develop its 
recommendations to annually update the immunization schedules for childhood and adolescents as well as 
adults.2 For a 4-6 year old school-age child, it is currently recommended by the CDC that they have received 
the following vaccinations since birth:3 
 Diphtheria, tetanus, pertussis (DTap) 
 Hepatitis A 

                                                           
1 CDC (2019). Advisory Committee on Immunization Practices (ACIP). Retrieved from https://www.cdc.gov/vaccines/acip/index.html 
2 Walton, L.R., Orenstein, W.A., & Pickering, L.K. (2015). The history of the United States Advisory Committee on Immunization Practices 
(ACIP). Retrieved from https://www.ncbi.nlm.nih.gov/m/pubmed/25446820/ 
3 Centers for Disease Control and Prevention (Feb 3 2020) 2020 Recommended Vaccinations for Infants and Children (birth through 6 years) Parent-
Friendly Version. Retrieved from https://www.cdc.gov/vaccines/schedules/easy-to-read/child-easyread.html 

 Hepatitis B 
 Inactivated poliovirus (IPV) 

https://leg.colorado.gov/sites/default/files/documents/2020A/bills/fn/2020a_sb163_00.pdf
https://www.cdc.gov/vaccines/acip/index.html
https://www.ncbi.nlm.nih.gov/m/pubmed/25446820/
https://www.cdc.gov/vaccines/schedules/easy-to-read/child-easyread.html
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 Measles, mumps, rubella (MMR) 
 Pneumococcal (PCV13) 
 Rotavirus (RV) 

 Varicella (chicken pox) 
 Haemophilus influenzae type b (Hib) 

 
Herd Immunity 

Herd immunity, also known as 
community immunity, works when 
enough people are vaccinated 
against a disease, so it cannot travel 
as easily from person to person; 
therefore, the entire community is 
less likely to contract the disease.4 
Since some individuals cannot get 
immunized, due to factors such as 
age, serious allergies, or a weakened 
or failing immune system; the herd 
immunity works to protect them if 
the majority of the population is 
immunized. For example, to achieve 
herd immunity for measles, at least 
90 to 95 percent of the population 
needs to be vaccinated.5 The 
following graphic from the National 
Institute of Allergy and Infectious 
Diseases demonstrates how herd 
immunity works.6 Eradication of 
diseases requires high levels of 
population immunity in all regions of 
the world. To date, only smallpox has 
been eradicated.7 Diseases can also 
be eliminated locally without global 
eradication. However, in the case of 
local elimination the disease can be 
reintroduced from another region, 
which is why it is important to 
continue vaccination for the disease 
to ensure the continuation of herd 
immunity. For diseases that are also found in animals or the environment (i.e. tetanus), eradication may not 
be possible but global elimination is possible if vaccination is maintained at high levels.7 

 
National Vaccination Landscape 

School requirements for vaccinations vary from state to state and “usually reflect the recommendations of 
the ACIP.” 8 All states allow exemptions for medical reasons and almost all states have religious belief 
exemptions (excluding California, Mississippi, New York, and West Virginia). Sixteen states, including 

                                                           
4 U.S. Dept. of Health and Human Services (n.d.) Vaccines Protect Your Community. Retrieved from https://www.vaccines.gov/basics/work/protection  
5 University of Oxford, Oxford Vaccine Group (April 26, 2016). Herd Immunity: How does it work? Retrieved from  
https://www.ovg.ox.ac.uk/news/herd-immunity-how-does-it-work 
6 American Academy of Pediatrics (Apr. 18, 2016). It Takes a Herd. Retrieved from https://www.aap.org/en-us/aap-voices/Pages/It-Takes-a-Herd.aspx 
7  
8 National Conference of State Legislatures (Jan. 17, 2019). Immunization Policy Issues Overview. Retrieved from 
http://www.ncsl.org/research/health/immunizations-policy-issues-overview.aspx  

https://www.vaccines.gov/basics/work/protection
https://www.ovg.ox.ac.uk/news/herd-immunity-how-does-it-work
https://www.aap.org/en-us/aap-voices/Pages/It-Takes-a-Herd.aspx
http://www.ncsl.org/research/health/immunizations-policy-issues-overview.aspx
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Colorado, currently allow for personal/philosophical exemptions from vaccinations. Of the states that allow 
nonmedical exemptions from vaccines, all but Colorado and Maine have a standardized process and form for 
nonmedical exemptions.  
 
Federal funds pay for approximately 95 percent of publicly funded vaccinations through the Vaccines for 
Children Program and Section 317 of the Public Health Services Act.8 All states and the District of Columbia 
had at least one regional or local immunization registry and 94 percent of children in 2016 participated in 
one of these registries.8 

 
In October 2019, the CDC reported that the vaccination coverage of kindergartners for the 2018-19 school 
year had increased compared to the previous year’s data.8 The report found that the median vaccination 
coverage was 94.7 percent of 2 doses of measles, mumps, and rubella (MMR).8 The median percentage of 
kindergartners with an exemption from at least one vaccine was 2.5 percent.8 

 
Vaccinations in Colorado 

For the 2018-19 school year Colorado kindergartners had 87.4 percent overage for MMR, 86.5 percent 
coverage for chickenpox, and 90.3 percent coverage for DTaP (diphtheria, tetanus, and pertussis). 9 This 
coverage is below the national median for those vaccinations. Average exemption rates vary not only 
throughout the state but also within school districts and cities.  The following chart is from CDPHE and shows 
the fully immunized rate versus the exemption rate for Colorado kindergartners.10 
 

Vaccine Fully immunized rate Exemption rate 

DTaP 90.31%  4.07%   

Hep B 90.82% 4.23%   

MMR 87.43% 4.54%  

Polio 87.24%  4.57%   

Varicella 86.55%  4.88%   

 
Additionally, the following chart from CDPHE details the kindergarten exemption data per type of exemption 
and vaccine. 
 
 
 
 
 
 
 
 

 

                                                           

 Vaccine Personal belief 
exemption 

Religious 
exemption 

Medical 
exemption

DTaP 89.09%  8.11%   2.79% 

Hep B 90.45% 7.34%   2.21% 

MMR 89.27% 7.48%   3.26%

Polio 90.05% 7.33%    2.62%

Varicella 89.30%  7.06%    3.64%

 

This Legislation 

The bill defines a “nonmedical exemption” as an immunization exemption based upon a religious belief 
whose teachings are opposed to immunizations or a personal belief that is opposed to immunizations. 
 
The bill amends school immunization requirements to add that a student shall not attend any school unless 
they have presented to the appropriate school official an up-to-date certificate of immunization from a 

9 CDC (Oct. 12, 2018). Vaccination Coverage for Selected Vaccines and Exemption Rates Among Children in Kindergarten- United States, 201718 
School Year. Morbidity and Mortality Weekly Report 67(40); 1115-1122. Retrieved from 
https://www.cdc.gov/mmwr/volumes/67/wr/mm6740a3.htm?s_cid=mm6740a3_w 
10 Questions and Answers about Colorado's 2018-2019 School and Childcare Immunization Data. (n.d.). Retrieved from 
https://docs.google.com/document/d/11Hys50el6Ob24PkpSwIWTKbKaeCicSpkhd5ZPuOJ9-M/edit 

https://www.cdc.gov/mmwr/volumes/67/wr/mm6740a3.htm?s_cid=mm6740a3_w
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physician, physician assistant, advanced practice nurse, or authorized representative from CDPHE or a local 
public health agency. The certificate must state that the student received immunizations as specified by the 
Board of Health, based on the recommendations of ACIP. A student is not required to comply with this 
requirement if they are participating in a nonpublic home-based educational program, except a school 
district, private school, or charter school can require compliance if the student attends school for a portion 
of the school day. The appropriate school official may also accept a written authorization signed by a parent, 
legal guardian, emancipated student, or student older than 18 that requests that local public health officials 
administer the immunizations. Additionally, the official may accept a certificate of medical exemption, a 
certificate of completion of the online education module, or a certificate of a religious or personal belief 
exemption. By January 15, 2021, CDPHE is to develop a standardized document regarding childhood 
immunizations and provide it to the Department of Education (CDE) and Department of Human Services 
(DHS). CDPHE must update the document annually. CDE and DHS are to post the document on their websites 
by January 31, 2021, and by each January 31 every year after. The document must include: 

 a list of the immunizations required for enrollment and the age at which the immunization is 
required 

 a list of immunizations currently recommended for children by ACIP and the recommended age at 
which the immunization should be given 

 a place on the document where a school can include its specific immunization and exemption rates 
measles, mumps, and rubella (MMR) vaccine and for every other vaccine for its enrolled population 
from the prior school year in comparison to the vaccinated children standard 

 a statement that the school is required to collect and report this information and that it does not 
control its specific rates or establish the vaccinated children standard 

By February 15, 2021, and every year after, a school should include its specific immunization and exemption 
rates for the MMR vaccine. The school may include on the document the school’s specific rates for any other 
vaccine for the school’s enrolled student population for the prior school year. The school is to directly 
distribute the document to the parent or legal guardian of each enrolled student, each emancipated student, 
or student 18 or older. 
 
Parents or legal guardians are to have their child immunized or an emancipated student/a student 18 or 
older are to have themselves immunized unless they are exempted. Exemptions can occur in the following 
ways. They can claim a medical exemption through a certificate completed by a licensed physician, physician 
assistant (PA), or advanced practice nurse (APN), which states that the physical condition of the student is 
such that one or more of the immunizations would endanger their life or are medically contraindicated due 
to medical condition(s). The certificate must be provided to the student/parent/guardian. The physician, PA, 
or APN must submit the medical exemption data to the immunization tracking system.11 
 
The individual could also submit to the school either a certificate of completion of the online education 
module or a completed certificate of nonmedical exemption signed by the parent/legal guardian, an 
emancipated student, or a student over the age of 18, which states that they are an adherent to a religious 
belief whose teachings are opposed to immunizations or have a personal belief that is opposed. The 
certificate of nonmedical exemption must also include the signature of a licensed/certified health care 
provider that can administer immunizations within their scope of practice. These providers are not required 
to sign a nonmedical exemption certificate. The physician, PA, or APN that signed the certificate must submit 
the nonmedical exemption data to the immunization tracking system. 12 The professional body or board that 
regulates providers that can administer immunizations shall not order disciplinary action against the provider 
because they signed a nonmedical exemption certificate. Additionally, it is unlawful for a provider’s 
employer or any professional organization to retaliate against the provider for signing the nonmedical 

                                                           
11 The physician, PA or APN is not subject to a regulatory sanction for failing to submit exemption data to the immunization tracking system. 
12 The physician, PA or APN is not subject to a regulatory sanction for failing to submit exemption data to the immunization tracking system. 
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exemption certificate. The certificate of completion of the online education module, developed by CDPHE, 
must be immediately available for download/printing and have the same information as the nonmedical 
exemption certificate. A copy of the nonmedical exemption certificate must be provided to the 
student/parent/guardian by the medical provider. 
 
By January 1, 2021 CDPHE is to develop and post on its website a standardized medical exemption certificate 
and nonmedical exemption certificate. At the minimum, the forms must: 

 include notice that informs the individual that there is option for student’s exemption information to 
be excluded from the immunization tracking system 

 be limited to requests for information to collecting data pertaining to an exemption, including but 
not limited to: the student’s immunization information and the vaccine(s) for which the exemption 
applies and whether the exemption is nonmedical or medical 

 not require the student’s parent/guardian, emancipated student, or student over the age of 18 to 
provide any demographic data except the student’s name, date of birth, sex, school’s name and 
location, and the parent/guardian name 

 include references to scientifically based information regarding the benefits and risks of 
immunizations 

 not require the individual to provide any information that would identify the religious faith or 
describe the reasons for the personal belief  

The forms must not require the parent/guardian, emancipated student, or student over the age of 18 to sign 
or indicate agreement with any language regarding immunizations that may be contrary to a religious or 
personal belief that is opposed to immunizations in order to complete the form. 
 
The online education module must include scientific data that is evidence based and peer reviewed from 
credible scientific and public health organizations to concerning both the benefits and risks of immunizations 
and evidence based practices. It must fairly present both the benefits and risks of immunizations and include 
data concerning the risk of immunization injury.  The module must be interactive. CDPHE can include in the 
module any other criteria. The module must not require the parent/guardian, emancipated student, or 
student over the age of 18 to sign or indicate agreement with any language regarding immunizations that 
may be contrary to a religious or personal belief that is opposed to immunizations in order to complete the 
module. 
 
CDPHE is to annually evaluate the state’s immunization practices, including an examination of updated best 
practices and guidelines recommended by ACIP. The Board of Health is to review the evaluation and may 
update the immunization practices. 
 
The General Assembly declares that it is necessary to establish a vaccinated children standard. The 
immunization rate goal for every school is 95 percent of the student population to be vaccinated in 
accordance with schedule established by the Board of Health. Achieving the rate goal will help reduce the 
spread of infectious diseases and protect the health of all people in the school community, including the 
students who cannot be immunized for medical reasons. In order to achieve the rate goal, CDPHE is to 
collaborate with local public health agencies and schools to provide information and technical assistance 
regarding best practices to educate and engage with students and families about vaccines, the risks of 
vaccine-preventable diseases, and where vaccines are administered. 
 
All immunization and exemption data that is submitted to the immunization tracking system is subject to 
specific confidentiality provisions.13 
 

                                                           
13 C.R.S. § 25-4-2403 
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For the 2020-21 state fiscal year, $41,906 is appropriated to CDPHE. 
 
The bill is effective upon the Governor’s signature or if the Governor allows it to become law without their 
signature.   
 

Fiscal Note 

The bill will increase the workload for CDPHE, and will require an appropriation of $41,906 for state fiscal 
year 2020-2021. The funds are needed for a 0.1 FTE health professional to work on the online education 
module, the purchase of software licenses, an annual evaluation, and information technology programming 
changes. 

 
Reasons to Support 

Immunizations are important tools for protecting children and adults from serious, life-threatening, and 
once-common illnesses. This bill may increase vaccination rates, which would improve herd immunity to 
protect those that cannot be immunized from these illnesses. The proposed process for obtaining a personal 
belief or religious exemption may give health care providers the opportunity to share evidence-based 
information with parents, guardians, and students.  Current law makes it easier for parents to claim an 
exemption rather than follow the recommended vaccination schedule. High exemption rates make 
communities vulnerable to outbreaks and jeopardize the health of the most medically vulnerable 
populations, including newborn babies and individuals who cannot be vaccinated due to compromised 
immune systems. The requirements within the bill standardize the exemption process, which may make it so 
only those who truly need a medical exemption or hold a personal or religious belief would follow the new 
process. Additionally, improving herd immunity could contribute to the elimination of vaccine-preventable 
diseases in North America, and in the long-term the possible eradication of those diseases from the world. 
 
The secondary purpose of this bill is to increase usage of the state-wide immunization tracking system. The 
bill’s focus on this system is also important in order to update and increase the quality of vaccination data 
statewide. Gathering exemption and immunization information can better allow for quick action to be taken 
if a disease outbreak occurs.  
 
Further, the bill requires schools to directly distribute a document to parents and guardians that includes the 
school’s immunization and exemption rates for the prior school year. This requirement could allow parents 
of children that cannot be vaccinated due to medical reasons and other parents to have essential knowledge 
regarding the environment where their child is attending school. 

 
Supporters 

 American Academy of Pediatrics 

 Colorado Academy of Family Physicians 

 Colorado Association of Health Plans 

 Colorado Association of Local Public 
Health Officials (CALPHO) 

 Colorado Association of School Nurses 

 Colorado BioScience Association 

 Colorado Catholic Conference  

 Colorado Chamber of Commerce 

 Colorado Children’s Campaign 

 Colorado Cross-Disability Coalition  

 Colorado Hospital Association 

 Colorado Medical Society 

 Colorado Nurses Association 

 Colorado Obstetrical & Gynecological 
Society 

 Colorado Parents for Vaccinated 
Communities 

 COPIC 

 Council for a Strong America 

 Children’s Hospital Colorado 

 GlaxoSmithKline 

 HCA- The Healthcare Company 

 Healthier Colorado 

 Immunize Colorado 

 Interfaith Alliance 
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 Junior League Denver 

 Kaiser Permanente 

 Kaiser Foundation Health Plan 

 Merck Sharp & Dohme 

 Poudre School District 

 RxPlus Pharmacies 

 SCL Health 

 United HealthCare 
 

Reasons to Oppose 

Some assert that the bill gives the Board of Health too broad of authority to add required vaccinations and to 
determine the timing of compliance with the required process. Another concern is regarding access to 
technology across the state, which could prove to be a barrier to accessing the online education module and 
the resulting exemption. There is also concern around the online education module only discussing the 
benefits of vaccinations and not discussing the risks, some individuals argue that this could be seen as 
indoctrination. Although, the bill as amended on the Senate floor includes language that possible risks are to 
be included on the exemption certificates. Further, some opponents assert that the collection of 
immunization and exemption information by CDPHE may violate federal privacy laws, including HIPAA.14 
 

Opponents 

 Christian Home Educators of Colorado 
 

Other Considerations 

Some believe that the bill could do more to combat non-immunization in Colorado, including completely 
removing the ability of receiving non-medical exemptions. This policy does not apply to many homeschooled 
children, which negatively impacts the herd immunity of the community. 
 

About this Analysis 

This analysis was prepared by Health District of Northern Larimer County staff to assist the Health District Board of 
Directors in determining whether to take an official stand on various health-related issues. The Health District is a 
special district of the northern two-thirds of Larimer County, Colorado, supported by local property tax dollars and 
governed by a publicly elected five-member board. The Health District provides medical, mental health, dental, 
preventive and health planning services to the communities it serves. This analysis is accurate to staff knowledge as of 
date printed. For more information about this analysis or the Health District, please contact Alyson Williams, Policy 
Coordinator, at (970) 224-5209, or e-mail at awilliams@healthdistrict.org.  

 

                                                           
14 The Colorado Immunization Information System (CIIS) complies with state and federal privacy laws, including FERPA and HIPAA. More information 
at https://www.colorado.gov/pacific/cdphe/policies-and-procedures  

mailto:awilliams@healthdistrict.org
https://www.colorado.gov/pacific/cdphe/policies-and-procedures


 

 

Memo  

To: Board of Directors, Health District of Northern Larimer County 

From: Alyson Williams, Policy Coordinator 

Date: March 5, 2020 

Re: Staff Recommendation on SB20-163: School Entry Immunization 
 

  

The Health District Public Policy Strategy Team recommends the Board of Directors strongly 
support SB20-163. 

 



  3/5/2020 

STAFF: ALYSON WILLIAMS POLICY ANALYSIS 

 HB20-1319: PROHIBIT SALE OF FLAVORED NICOTINE PRODUCTS   
Concerning a prohibition against the sale of flavored nicotine products. 

Details 

Bill Sponsors:  House – Caraveo (D) and Becker (D) 
Senate – Fields (D) and Priola (R) 

Committee:  House Health & Insurance  
Bill History: 2/21/2020  ̶  Introduced  
 3/4/2020   ̶  House Health & Insurance Committee Lay Over Unamended 
Next Action:   Action in House Health & Insurance Committee  
Fiscal Note:    3/2/2020 

Bill Summary 

After September 1, 2020, the bill prohibits the sale of flavored cigarettes, tobacco products, and nicotine 
products, and products that are intended to be added to those products to produce a flavor other than 
tobacco. 

Issue Summary 

Nicotine Products 
A "cigarette, tobacco product, or nicotine product" is a product that is contains nicotine or tobacco, or is 
derived from tobacco that is ingested, inhaled, or applied to skin.1 These products include, but are not 
limited to: cigarettes, cigars, e-cigarettes, pipe tobacco, chewing tobacco and hookah tobacco. The nicotine 
in all of these products may impair prefrontal brain development in adolescents, which can lead to attention 
deficits.2 Tobacco use remains the leading cause of preventable death and disease in the United States and 
in Colorado. For those that use cigarettes and other traditional tobacco products, smoking can cause cancer, 
heart disease, stroke, lung diseases, diabetes, and chronic obstructive pulmonary disease (COPD).3 In 
Colorado, 25.7 percent of cancer deaths are attributable to smoking.4 Each year, approximately 5,100 
Coloradan adults die from their own smoking.4 Additionally, secondhand smoke can lead to many of those 
same diseases and contributes to approximately 41,000 deaths among nonsmoking adults and 400 deaths in 
infants each year.3 Primarily due to the nicotine, electronic smoking devices (ESDs) and e-cigarettes are 
dangerous for development in youth and pregnant women.5 

E-cigarettes and electronic smoking devices are battery-powered devices that come in a variety of shapes 
and sizes that produce an aerosol (or vapor) by heating a liquid that contains a variety of chemicals, which 
can include nicotine, ultrafine chemicals, flavorings, heavy metals, and other volatile compounds.6  Users 

1 As defined in C.R.S. 18-13-121(5) 
2 Goriounova, N. A., & Mansvelder, H. D. (2012). Short- and long-term consequences of nicotine exposure during adolescence for prefrontal cortex 
neuronal network function. Cold Spring Harbor perspectives in medicine, 2(12), a012120. doi:10.1101/cshperspect.a012120 
3 Centers for Disease Control and Prevention (2018). Health Effects. Retrieved from 
https://www.cdc.gov/tobacco/basic_information/health_effects/index.htm  
4 Campaign for Tobacco Free Kids (Jan. 15, 2020) The Toll of Tobacco in Colorado. Retrieved from https://www.tobaccofreekids.org/problem/toll-
us/colorado  
5 CDC. (Nov. 2018). About Electronic Cigarettes (E-Cigarettes). Retrieved from https://www.cdc.gov/tobacco/basic_information/e-cigarettes/about-e-
cigarettes.html
6 CDC. (Nov. 2018). About Electronic Cigarettes (E-Cigarettes). Retrieved from https://www.cdc.gov/tobacco/basic_information/e-cigarettes/about-e-
cigarettes.html

https://leg.colorado.gov/sites/default/files/documents/2020A/bills/fn/2020a_hb1319_00.pdf
https://www.cdc.gov/tobacco/basic_information/health_effects/index.htm
https://www.tobaccofreekids.org/problem/toll-us/colorado
https://www.tobaccofreekids.org/problem/toll-us/colorado
https://www.cdc.gov/tobacco/basic_information/e-cigarettes/about-e-cigarettes.html
https://www.cdc.gov/tobacco/basic_information/e-cigarettes/about-e-cigarettes.html
https://www.cdc.gov/tobacco/basic_information/e-cigarettes/about-e-cigarettes.html
https://www.cdc.gov/tobacco/basic_information/e-cigarettes/about-e-cigarettes.html
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inhale the aerosol into their lungs. Bystanders can also breathe in this aerosol when the user exhales into the 
air. The figure below from the Centers for Disease Control and Prevention (CDC) demonstrates the variability 
in the products.5  

 

 

The recent prevalence of ESDs in the United States has led to much speculation regarding the potential 
benefits and costs of using these devices in place of/in tandem with traditional combustible cigarette 
products. As of February 18, 2020, there have been 2,807 cases of or deaths due to e-cigarette, or vaping, 
product use-associated lung injury (EVALI) reported to the Centers for Disease Control and Prevention 
(CDC).7 The use of vitamin E acetate, an additive in THC-containing vaping products, has been strongly linked 
to the EVALI outbreak. 
 
According to the National Academies of Sciences’ Committee on the Review of the Health Effects of 
Electronic Nicotine Delivery Systems, there is conclusive evidence that e-cigarette use decreases the quality 
of indoor air and contributes particulate matter that can be harmful to health. 8 Despite variability in the 
type, brand, and use of liquids, there is broad evidence that the devices emit toxic chemicals in addition to 
nicotine. The Committee also concluded that use of e-cigarettes results in dependence on the devices, 
though with apparently less risk and severity than that of traditional tobacco cigarettes. However, the 
implications for long-term effects on morbidity and mortality are not yet clear. A recent U.S. Surgeon 
General report on smoking cessation noted, that there is presently “inadequate evidence to conclude that e-
cigarettes, in general, increase smoking cessation. However, the evidence is suggestive but not sufficient to 
infer that the use of e-cigarettes containing nicotine is associated with increased smoking cessation 
compared with the use of e-cigarettes not containing nicotine, and the evidence is suggestive but not 
sufficient to infer that more frequent use of e-cigarettes is associated with increased smoking cessation 
compared with less frequent use of e-cigarettes”9 Finally, the committee found that evidence suggests that 
while e-cigarettes might cause youth who use them to transition to use of traditional tobacco products, they 
might also increase adult cessation of the traditional tobacco products.  
 
A recent study adds to the body of evidence that supports the concept of e-cigarette use being associated 
with increased risk for cigarette initiation and use by youth.10 However, another recent study found that 

                                                           
7 CDC (Feb. 25, 2020). Outbreak of Lung Injury Associate with the Use of E-Cigarette, or Vaping, Products. Retrieved from 
https://www.cdc.gov/tobacco/basic_information/e-cigarettes/severe-lung-disease.html 
8 Committee on the Review of the Health Effects of Electronic Nicotine Delivery Systems (Jan. 2018). Public Health Consequence of E-Cigarettes. 
National Academies of Sciences, Engineering, and Medicine. Retrieved from http://nationalacademies.org/hmd/Reports/2018/public-health-
consequences-of-e-cigarettes.aspx  
9 U.S. Department of Health & Human Services (2020). Smoking Cessation: A Report of the Surgeon General. Retrieved from 
https://www.hhs.gov/sites/default/files/2020-cessation-sgr-full-report.pdf 
10 Berry KM, Fetterman JL, Benjamin EJ, et al. (Feb. 2019). Association of Electronic Cigarette Use With Subsequent Initiation of Tobacco Cigarettes in 
US Youths. JAMA Netw Open.2(2):e187794. doi:10.1001/jamanetworkopen.2018.7794 

https://www.cdc.gov/tobacco/basic_information/e-cigarettes/severe-lung-disease.html
http://nationalacademies.org/hmd/Reports/2018/public-health-consequences-of-e-cigarettes.aspx
http://nationalacademies.org/hmd/Reports/2018/public-health-consequences-of-e-cigarettes.aspx
https://www.hhs.gov/sites/default/files/2020-cessation-sgr-full-report.pdf
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there has been a reduction in youth and young adult smoking prevalence as vaping has become more 
widespread.11 In addition, a study demonstrated that e-cigarettes were more effective for smoking cessation 
than nicotine-replacement therapy, when both products were accompanied by behavioral support.12 With 
ESDs being a newer product on the market, there is a dearth of long-term studies on the association 
between ESDs and tradition tobacco cessation. Contradictions in the data could be due to the short time 
period of data available, populations studied, or other possible limitations. 

Adult Tobacco and Nicotine Product Use 
In the United States, 4.5 percent of adults reported currently using e-cigarettes in 2016.13 Of those, 15 
percent had never smoked a traditional cigarette. Of note, more than half, 51.2 percent, of the current e-
cigarette users in the U.S. were under the age of 35. In 2017, 5.3 percent of Colorado adults reported 
currently using e-cigarettes14 and 14.6 percent currently using cigarettes.15 Between 2016 and 2017, 5.5 
percent of Larimer County adults reported currently using e-cigarettes.6 From 2015 to 2017, 13.4 percent 
reported currently using traditional cigarettes.6 In recent years, one-third of U.S. adults perceive e-cigarettes 
as equally or more harmful than traditional cigarettes (up from approximately 10 percent in 2012).16 

According to the FDA, data from the Population Assessment of Tobacco and Health (PATH) Study 
demonstrates that 86 percent of young adults who ever used tobacco (even once or twice in their lifetimes) 
reported that the first tobacco product they used was flavored.17 Another survey of young adults that 
consumed nicotine through electronic devices found that most began with flavored nicotine products, with 
fruit, mint, and menthol being the most common starting flavors.18 

Youth Tobacco and Nicotine Use 
The U.S. Food and Drug Administration (FDA) and the Centers for Disease Control and Prevention (CDC) 
recently released findings from the 2019 National Youth Tobacco Survey (NYTS).19 The results show high 
numbers of middle and high school students using e-cigarettes. More than 5 million youth reporting having 
used e-cigarettes in the past 30 days and nearly one million reporting daily use. Among those youth 
respondents for the 2016 NYTS who had ever used an e-cigarette, 31 percent said their reason for use was 
the availability of “flavors such as mint, candy, fruit, or chocolate.” 20 Youth that use electronic smoking 
devices are substantially more likely than adults to use a non-tobacco flavor and are significantly more likely 
to use more than one flavor, and to use flavor combinations that do not involve tobacco flavoring.21 
According to the CDC, many young Americans that consume electronic smoking devices (i.e. e-cigarettes) 

11 Levy DT, Warner KE, Cummings KM, et al (2019) Examining the relationship of vaping to smoking initiation among US youth and young adults: a 
reality check. Tobacco Control. Retrieved from https://tobaccocontrol.bmj.com/content/28/6/629.citation-tools 
12 Hajek, P., Phillips-Waller, A., Przulj, D., et al. (Jan. 2019). A Randomized Trial of E-Cigarettes versus Nicotine-Replacement Therapy. New England 
Journal of Medicine. doi: 10.1056/nejmoa1808779 
13 Mirbolouk, M.., et al. (Oct. 2018). Prevalence and Distribution of E-Cigarette Use Among U.S. Adults: Behavioral Risk Factor Surveillance System, 
2016. Ann Intern Med 169 (7): 429-438. doi: 10.7326/M17-3440 
14 The survey used the wording “electronic vapor device” 
15 CO Department of Public Health and Environment (n.d.) VISION: Visual Information System for Identifying Opportunities and Needs. Retrieved from 
https://www.colorado.gov/pacific/cdphe/vision-data-tool  
16 Maheed, Ban A., et al. (2017). Changing Perceptions of harm of E-Cigarettes among U.S. Adults, 2012-2015. American Journal of Preventative 
Medicine 52 (3): 331-338. 
17 FDA (July 18, 2018). Flavors in Tobacco Products: What are the Potential Risks and Benefits to Public Health? Retrieved from 
https://www.fda.gov/tobacco-products/products-ingredients-components/flavors-tobacco-products-what-are-potential-risks-and-benefits-public-
health 
18 Nguyen, N., McKelvey, K., & Halpern-Felsher, B. (Aug. 1, 2019). Popular flavors used in alternative tobacco products among young adults.  Journal of 
Adolescent Health. https://doi.org/10.1016/j.jadohealth.2019.05.004 
19 US Food and Drug Administration (Nov. 18, 2019) Youth Tobacco Use: Results from the National Youth Tobacco Survey. Retrieved from 
https://www.fda.gov/tobacco-products/youth-and-tobacco/youth-tobacco-use-results-national-youth-tobacco-survey
20 FDA (Nov. 18, 2019) Youth Tobacco Use: Results from the National Youth Tobacco Survey.  
21 Schneller, L. M., Bansal-Travers, M., Goniewicz, M. L., McIntosh, S., Ossip, D., & O'Connor, R. J. (2019). Use of Flavored E-Cigarettes and the Type of 
E-Cigarette Devices Used among Adults and Youth in the US-Results from Wave 3 of the Population Assessment of Tobacco and Health Study (2015-
2016). International journal of environmental research and public health, 16(16), 2991. https://doi.org/10.3390/ijerph16162991 Retrieved from 
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC6720922/ 

https://tobaccocontrol.bmj.com/content/28/6/629.citation-tools
https://www.colorado.gov/pacific/cdphe/vision-data-tool
https://www.fda.gov/tobacco-products/products-ingredients-components/flavors-tobacco-products-what-are-potential-risks-and-benefits-public-health
https://www.fda.gov/tobacco-products/products-ingredients-components/flavors-tobacco-products-what-are-potential-risks-and-benefits-public-health
https://www.fda.gov/tobacco-products/youth-and-tobacco/youth-tobacco-use-results-national-youth-tobacco-survey
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC6720922/
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also use traditional cigarettes and there is some evidence that young people that start with e-cigarettes are 
more likely to smoke in the future.22  
 
The Surgeon General reports that current e-cigarette use increased 78 percent among high school students 
in one year, from 11.7 percent in 2017 to 20.8 percent in 2018.23 Nearly a third of U.S. youth thought that e-
cigarettes were less harmful than traditional cigarettes.24 About two-thirds of U.S. youth believe that the 
harmful effects of e-cigarettes are dose-dependent. Research studies have found that youth are three times 
more sensitive to tobacco advertising than adults, while a third of underage experimentation with smoking is 
attributable to advertising and promotion by tobacco companies.25  
 

Local Youth Tobacco and Nicotine Use 
In 2017, 27 percent of high school students in Colorado reported currently using e-cigarettes and 7.2 percent 
were current cigarette smokers.26 During the same period, 32 percent of Larimer County high school 
students reported using electronic vapor products within the past 30 days.27 In comparison, 7 percent of all 
Larimer students reported using cigarettes. The following graphic from the Larimer County Department of 
Health and Environment illustrates the difference in risk perception of youth in regards to cigarettes and 
electronic smoking devices. 

 
Menthol 

Menthol is a chemical compound found in peppermint and other similar plants. The menthol chemical in 
nicotine products creates a cooling sensation in the throat, which companies market as “smoother.” As of 
2018, sales of menthol cigarettes made up 36 percent of all cigarette sales in the nation; in comparison, the 
market share of menthol cigarettes was 26 percent in 2000.28 During the period from 2011 to 2015, menthol 
cigarette sales increased, even while overall cigarette sales were decreasing.29 As of 2016, more than 19.5 
million people are current smokers of menthol cigarettes.30 The same data found that 85.8 percent of African 
American smokers, 46 percent of Hispanic smokers, 39 percent of Asian smokers, and 28.7 percent of White 
smokers smoke menthol cigarettes. Further, more than half of smokers ages 12-17 smoke menthols. 

                                                           
22 Centers for Disease Control (Dec. 2018).Quick Facts on the Risks of E-cigarettes for Kids, Teens, and Young Adults. Retrieved from 
https://www.cdc.gov/tobacco/basic_information/e-cigarettes/Quick-Facts-on-the-Risks-of-E-cigarettes-for-Kids-Teens-and-Young-Adults.html  
23 U.S. Surgeon General (2018). Surgeon General’s Advisory on E-cigarette Use among Youth. Retrieved from https://e-
cigarettes.surgeongeneral.gov/documents/surgeon-generals-advisory-on-e-cigarette-use-among-youth-2018.pdf  
24 Ambrose, Bridget K., et al. (2014). Perceptions of the Relative harm of Cigarettes and E-cigarettes among U.S. Youth. American Journal of 
Preventative Medicine 47 (2): 53-60. 
25 Tobacco Free Kids (Jan. 15, 2020). The Toll of Tobacco in the United States. Retrieved from https://www.tobaccofreekids.org/problem/toll-us 
26 CO Department of Public Health and Environment (n.d.) VISION: Visual Information System for Identifying Opportunities and Needs. Retrieved from 
https://www.colorado.gov/pacific/cdphe/vision-data-tool 
27 Larimer County Department of Health & Environment. Tobacco Data Brief. 
28 Federal Trade Commission (2019). Cigarette Report for 2018. Retrieved from https://www.ftc.gov/system/files/documents/reports/federal-trade-
commission-cigarette-report-2018-smokeless-tobacco-report-2018/p114508cigarettereport2018.pdf 
29 Kuiper, N. M., Gammon, D., Loomis, B., Flakey, K., Wang, T. W., King, B. A., & Rogers, T. (2018). Trends in Sales of Flavored and Menthol Tobacco 
Products in the United States During 2011-2015. Nicotine & tobacco research : official journal of the Society for Research on Nicotine and 
Tobacco, 20(6), 698–706. https://doi.org/10.1093/ntr/ntx123 Retrieved from https://www.ncbi.nlm.nih.gov/pmc/articles/PMC5711620/ 
30 FDA (Jan. 3, 2020). Menthol and Other Flavors in Tobacco Products. Retrieved from https://www.fda.gov/tobacco-products/products-ingredients-
components/menthol-and-other-flavors-tobacco-products#reference 

https://www.cdc.gov/tobacco/basic_information/e-cigarettes/Quick-Facts-on-the-Risks-of-E-cigarettes-for-Kids-Teens-and-Young-Adults.html
https://e-cigarettes.surgeongeneral.gov/documents/surgeon-generals-advisory-on-e-cigarette-use-among-youth-2018.pdf
https://e-cigarettes.surgeongeneral.gov/documents/surgeon-generals-advisory-on-e-cigarette-use-among-youth-2018.pdf
https://www.tobaccofreekids.org/problem/toll-us
https://www.colorado.gov/pacific/cdphe/vision-data-tool
https://www.ftc.gov/system/files/documents/reports/federal-trade-commission-cigarette-report-2018-smokeless-tobacco-report-2018/p114508cigarettereport2018.pdf
https://www.ftc.gov/system/files/documents/reports/federal-trade-commission-cigarette-report-2018-smokeless-tobacco-report-2018/p114508cigarettereport2018.pdf
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC5711620/
https://www.fda.gov/tobacco-products/products-ingredients-components/menthol-and-other-flavors-tobacco-products#reference
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Food and Drug Administration (FDA) reports have concluded that removing menthol from all commercial 
tobacco products would benefit the public, avert millions of people from starting to smoke, and save 
thousands of lives, 33-50 percent of which would be African American.31,32 Studies have supported that the 
removal of menthol from cigarettes is likely to reduce youth smoking initiation, and improve smoking 
cessation outcomes in adult smokers.33 Individuals with low levels of income or education are more likely to 
smoke menthol cigarettes than other cigarettes.34 
 

Federal Action 
On September 22, 2009, the FDA prohibited cigarettes from containing any “characterizing flavor,” including 
candy, fruit, and alcohol flavors.35 This prohibition only extends to cigarettes and their component parts (i.e. 
tobacco, filter, or paper); it does not apply to non-cigarette tobacco products.36 In July 2017, the FDA 
announced a regulatory plan for tobacco products that prioritized restrictions on kid-attractive flavors, 
including menthol, and established an agency approach to nicotine.37 On March 21, 2018, the FDA issued a 
nonbinding advance notice of proposed rulemaking (ANPRM) related to regulating flavors in tobacco 
products.38 Over 525,000 comments were received in response to the ANPRM. On January 2, 2020 the FDA 
announced a policy banning certain flavored vaping products; the prohibition only prohibits the sale of 
flavored e-cigarette cartridges (excluding menthol and tobacco flavors) and does not address the sale of 
flavored liquid nicotine sold in open tank systems.39 Therefore as of February 6, 2020, many flavored e-liquid 
pods, including Juul and Juul-compatible products, will no longer be sold legally in the United States.40 
 

This Legislation 

In the bill, the Division of Liquor Enforcement has the power to enforce the components of the bill 
prohibiting the sale of flavored nicotine products. 
 
On and after September 1, 2020, a retailer41 shall not sell, offer for sale, permit the sale, or otherwise furnish 
a flavored cigarette, tobacco product, nicotine product, or a flavor enhancer (for the purposes of this 
analysis this list of products will be encompassed under the term “nicotine product”). There is a rebuttable 
presumption42 that a nicotine product being sold, offered for sale, permitted to be sold, or otherwise 

                                                           
31 Tobacco Products Scientific Advisory Committee (2011). Menthol Cigarettes and Public Health: Review of the Scientific Evidence and 
Recommendations. Retrieved from https://wayback.archive-
it.org/7993/20170405201731/https://www.fda.gov/downloads/AdvisoryCommittees/CommitteesMeetingMaterials/TobaccoProductsScientificAdvis
oryCommittee/UCM269697.pdf 
32 Food and Drug Administration (2013). Preliminary Scientific Evaluation of the Possible Public Health Effects of Menthol versus Nonmenthol 
Cigarettes. Retrieved from https://www.fda.gov/media/86497/download 
33 Villanti, A. C., Collins, L. K., Niaura, R. S., Gagosian, S. Y., & Abrams, D. B. (2017). Menthol cigarettes and the public health standard: a systematic 
review. BMC public health, 17(1), 983. https://doi.org/10.1186/s12889-017-4987-z. Retrieved from 
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC5747135/ 
34 Food and Drug Administration (2013). Preliminary Scientific Evaluation of the Possible Public Health Effects of Menthol versus Nonmenthol 
Cigarettes. Retrieved from https://www.fda.gov/media/86497/download 
35 Under authority granted by the Family Smoking Prevention and Tobacco Control Act (Pub.L. 111-31) 
36 Public Health Law Center (May 2019). Regulating Flavored Tobacco Products. Retrieved from 
https://www.publichealthlawcenter.org/sites/default/files/resources/Regulating-Flavored-Tobacco-Products-2019-2.pdf  
37 FDA (July 27, 2017). FDA announces comprehensive regulatory plan to shift trajectory of tobacco-related disease, death. Retrieved from 
https://www.fda.gov/news-events/press-announcements/fda-announces-comprehensive-regulatory-plan-shift-trajectory-tobacco-related-disease-
death 
38 Regulations of Flavors in Tobacco, 83 FR 12294, March 21, 2018, Retrieved from https://www.regulations.gov/document?D=FDA-2017-N-6565-
0001 
39 FDA (Jan. 2, 2020). FDA finalizes enforcement policy on unauthorized flavored cartridge-based e-cigarettes that appeal to children, including fruit 
and mint. Retrieved from https://www.fda.gov/news-events/press-announcements/fda-finalizes-enforcement-policy-unauthorized-flavored-
cartridge-based-e-cigarettes-appeal-children 
40 Public Health Law Center (2020). Much Ado About Nothing: FDA’s Lackluster Effort to Restrict Flavors. Retrieved from 
https://www.publichealthlawcenter.org/blogs/2020-01-08/much-ado-about-nothing-fda%E2%80%99s-lackluster-effort-restrict-flavors 
41 Defined as “a business of any kind at a specific location that sells cigarettes, tobacco products, or nicotine products to a user or consumer. (C.R.S. § 
44-7-102(5)) 
42 It is an assumption that is made in the law that will stand as a fact unless someone comes forward to contest it and prove otherwise. 

https://wayback.archive-it.org/7993/20170405201731/https:/www.fda.gov/downloads/AdvisoryCommittees/CommitteesMeetingMaterials/TobaccoProductsScientificAdvisoryCommittee/UCM269697.pdf
https://wayback.archive-it.org/7993/20170405201731/https:/www.fda.gov/downloads/AdvisoryCommittees/CommitteesMeetingMaterials/TobaccoProductsScientificAdvisoryCommittee/UCM269697.pdf
https://wayback.archive-it.org/7993/20170405201731/https:/www.fda.gov/downloads/AdvisoryCommittees/CommitteesMeetingMaterials/TobaccoProductsScientificAdvisoryCommittee/UCM269697.pdf
https://www.fda.gov/media/86497/download
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC5747135/
https://www.fda.gov/media/86497/download
https://www.publichealthlawcenter.org/sites/default/files/resources/Regulating-Flavored-Tobacco-Products-2019-2.pdf
https://www.fda.gov/news-events/press-announcements/fda-announces-comprehensive-regulatory-plan-shift-trajectory-tobacco-related-disease-death
https://www.fda.gov/news-events/press-announcements/fda-announces-comprehensive-regulatory-plan-shift-trajectory-tobacco-related-disease-death
https://www.regulations.gov/document?D=FDA-2017-N-6565-0001
https://www.regulations.gov/document?D=FDA-2017-N-6565-0001
https://www.fda.gov/news-events/press-announcements/fda-finalizes-enforcement-policy-unauthorized-flavored-cartridge-based-e-cigarettes-appeal-children
https://www.fda.gov/news-events/press-announcements/fda-finalizes-enforcement-policy-unauthorized-flavored-cartridge-based-e-cigarettes-appeal-children
https://www.publichealthlawcenter.org/blogs/2020-01-08/much-ado-about-nothing-fda%E2%80%99s-lackluster-effort-restrict-flavors
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furnished at a retail location is flavored if the retailer, the manufacturer, or any employee/agent of the 
retailer or manufacturer: 

 Has made a public statement or claim that the product imparts a taste or smell other than the taste 
or smell of tobacco; 

 Uses any text or image on the product’s labeling, packaging, or signage promoting the product that 
explicitly or implicitly indicates that the product imparts a taste or smell other than the taste or smell 
of tobacco; OR 

 Has taken any action directed toward consumers that a reasonable person would expect to cause 
consumers to believe that the nicotine product imparts a taste or smell other than the taste or smell 
of tobacco 

 
The bill defines a flavored cigarette, tobacco product, or nicotine product as a product that imparts a taste or 
smell, other than the taste or smell of tobacco, either before or during the consumption of the product, 
including but not limited to: fruit, menthol, mint, wintergreen, chocolate, cocoa, vanilla, honey, candy, 
dessert, alcohol, herb, or spice. A “flavor enhancer” is a product that is designed, manufactured, produced, 
marketed, or sold for the purpose of producing a flavored cigarette, tobacco product, or nicotine product 
when added to a regular product. 
 
For violating the prohibition on the sale of flavored nicotine products, the following penalties apply: 

 1st violation within a 24 month period- Fine of $250 

 2nd violation within a 24 month period- Fine of $500 

 3rd violation within a 24 month period- Fine of $1,000 & prohibition against the retailer from selling 
nicotine products at the offending location for at least 7 days after the day the fine is imposed 

 4th violation within a 24 month period- Fine of $1,000-$15,000 & prohibition against the retailer from 
selling nicotine products at the offending location for at least 15 days after the day the fine is 
imposed 

 5th or subsequent violation within a 24 month period- Fine of $15,000 & prohibition against the 
retailer from selling nicotine products at the offending location for at least 1 year after the day the 
fine is imposed 
 

The bill is effective upon the Governor’s signature or if the Governor allows it to become law without their 
signature.   
 

Reasons to Support 

Ending the sale of flavored e-cigarettes eliminates a major source of e-cigarette demand among young 
people, and preserves the tobacco flavor for adults who wish to continue using e-cigarettes. Supporters 
assert that ending the sale of flavored tobacco products will help protect vulnerable populations long 
targeted by the tobacco industry. The “less harsh” sensation of menthol nicotine products is more appealing 
to new smokers and young people; prohibiting menthol products would help in stemming the creation of 
new nicotine product consumers, which may reduce the public health risk of such consumption in Colorado.  
 

Supporters 

 The African American Tobacco Control 
Leadership Council 

 American Academy of Pediatrics 

 American Heart Association 

 American Lung Association 

 Boulder County 

 Campaign for Tobacco-Free Kids 

 Cancer Action Network- American Cancer 
Society 

 Children’s Hospital Colorado 

 Colorado Academy of Family Physicians 

 Colorado Association of Local Public 
Health Officials (CALPHO) 

 Colorado Black Health Collaborative 
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 Colorado Children’s Campaign 

 Colorado Dental Association 

 Colorado Hospital Association 

 Colorado Municipal League 

 Colorado Public Health Association 

 Healthier Colorado 

 Kaiser Foundation Health Plan 

 Kaiser Permanente 

 National African American Tobacco 
Prevention Network (NAATPN) 

 National Association for the 
Advancement of Colored People (NAACP) 

 National Jewish Health 

 ONE Colorado 

 Prevention Tobacco Addiction 
Foundation 

 SCL Health 
 

Reasons to Oppose 

Some may argue that removing all flavors, including menthol, would reduce the use of e-cigarettes by adults 
as a tool to quit smoking. There is some evidence that restricting e-cigarette access by youth can increase 
their uptake of cigarettes.43 Additionally, some may say that since adults also like flavors, such a ban 
punishes law-abiding adults. Some assert that prohibiting menthol products unfairly singles out African 
American tobacco users. If the sale of flavored tobacco products is prohibited, local black markets may 
emerge to fulfill demand via illegal sales. 
 

Opponents 

 7- Eleven 

 Altria 

 Cigar Association of America 

 International Premium Cigar & Pipe 
Retailers 

 JUUL Labs 

 Smoker Friendly 

 Swisher International 

 VaporSource 

 
About this Analysis 

This analysis was prepared by Health District of Northern Larimer County staff to assist the Health District Board of 
Directors in determining whether to take an official stand on various health-related issues. The Health District is a 
special district of the northern two-thirds of Larimer County, Colorado, supported by local property tax dollars and 
governed by a publicly elected five-member board. The Health District provides medical, mental health, dental, 
preventive and health planning services to the communities it serves. This analysis is accurate to staff knowledge as of 
date printed. For more information about this analysis or the Health District, please contact Alyson Williams, Policy 
Coordinator, at (970) 224-5209, or e-mail at awilliams@healthdistrict.org.  
 
  

                                                           
43 Friedman, A. (2015). How does electronic cigarette access affect adolescent smoking? Journal of Health Economics. Retrieved from 
https://scholar.harvard.edu/afriedman/publications/how-do-electronic-cigarettes-affect-adolescent-smoking  

mailto:awilliams@healthdistrict.org
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Memo  

To: Board of Directors, Health District of Northern Larimer County 

From: Alyson Williams, Policy Coordinator 

Date: March 5, 2020 
 
Staff Recommendation on HB20-1319: Prohibit Sale of Flavored Nicotine 

Re: Products   

  

The Health District Public Policy Strategy Team recommends the Board of Directors strongly 
support HB20-1319. 

 



 
3/5/2020 

STAFF: ALYSON WILLIAMS  POLICY ANALYSIS 

 

HB20-1236: HEALTH CARE COVERAGE EASY ENROLLMENT PROGRAM    
Concerning a health care coverage enrollment program that uses information gathered from state 
individual income tax return forms to aid uninsured individuals in obtaining health care coverage. 

Details 

  
Bill Sponsors:  House –  Lontine (D) and Will (R) 

Senate – Tate (R) and Bridges (D) 
Committee:  House Finance 
   House Appropriations 
Bill History: 1/31/2020- Introduced 
 2/20/2020-House Finance Refer Amended to Appropriations 
Next Action:   3/6/2020-Hearing in House Appropriations 
Fiscal Note:    3/3/2020 

 
Bill Summary 

The bill creates the Colorado affordable health care coverage easy enrollment program in order to utilize the 
tax filing process to connect uninsured Coloradans to free or subsidized health care coverage. The program 
will allow Coloradans to ask on their state income tax returns for Connect for Health Colorado to assess 
whether uninsured household members are potentially eligible for coverage. If the tax filer requests that the 
eligibility of uninsured household members be assessed under the program, they will receive information 
about coverage options and assistance with enrollment. 
 

Issue Summary 

Insurance Coverage in Colorado 
Coloradans can get health insurance coverage through a variety of different means, depending on eligibility. 
There are public programs, such as Medicare, Medicaid, and Child Health Plan Plus (CHP+), or private 
insurance through an employer, through the marketplace run by Connect for Health Colorado (C4HCO), or 
insurance that is offered off the marketplace.  This figure from the Colorado Health Institute (CHI) 
demonstrates the proportion of residents in the different types of insurance coverage offered in Colorado 
since 2017.1 

 

                                                           
1 Colorado Health Institute (Jan. 2020). Progress in Peril: 2019 Colorado Health Access Survey Storybook. Retrieved from 
https://www.coloradohealthinstitute.org/sites/default/files/file_attachments/CHAS%20Storybook%202019%20for%20Web.pdf 

https://leg.colorado.gov/sites/default/files/documents/2020A/bills/fn/2020a_hb1236_r1.pdf
https://leg.colorado.gov/sites/default/files/documents/2020A/bills/fn/2020a_hb1236_r1.pdf
https://www.coloradohealthinstitute.org/sites/default/files/file_attachments/CHAS%20Storybook%202019%20for%20Web.pdf
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According to the 2019 Colorado Health Access Survey (CHAS) from CHI, 93.5 percent of Coloradans are 
insured.1 For those who reported being uninsured in the 2019 CHAS, 89.6 percent cited that the cost of the 
insurance was a barrier to purchasing coverage, which is much greater than the 78.4 percent that had the 
same response in 2017.1 However, the uninsured rate in Larimer County reached 9.7 percent, an increase 
from 4.9 percent found through the 2017 CHAS.2 Each of the 64 counties in Colorado has at least one carrier 
providing insurance on the marketplace.  For the 2020 plan year, 22 of Colorado’s 64 counties had only one 
carrier offering plans, an increase from 14 counties for the 2019 plan year.3 

 
Program in Maryland 

During Maryland’s 2019 legislative session, the state’s General Assembly established the “Maryland Easy 
Enrollment Health Insurance Program” (MEEHP) through HB0814.4 MEEHP took effect January 2020 when 
returns were filed for the 2019 tax year. By checking a box on a 2019 state tax form, individuals are asking 
the Maryland exchange to use their tax information and other available records to determine their eligibility 
for Medicaid, the Children’s Health Insurance Plan (CHIP) and premium tax credits (PTCs).5 If the available 
records do not establish eligibility, then the exchange proactively reaches out to the household. Those that 
qualify for Medicaid or CHIP are invited to choose a managed care organization by a specified date. If the 
individual does not choose a plan nor opt out of coverage, they are enrolled in Medicaid by default. Those 
households with income too high for Medicaid or CHIP have a brief special enrollment period (SEP) that is 
triggered by the filling of the return with the box checked. If the tax filer, or a member of their household 
cannot be verified as a U.S. citizen, the exchange obtains an additional layer of affirmative consent so that 
those individuals and families can assess their “public charge” risks before an application for benefits is 
formally submitted. The following graphic demonstrates the section of Maryland’s 2019 tax forms that 
address health care coverage.6 

 
The act also required that an advisory work group be established in order to assist in evaluating MEEHP 
effectiveness as well as providing recommendations regarding the feasibility of automatic enrollment.7 
 

This Legislation 

The bill creates a special enrollment period (SEP) when the exchange (Connect for Health Colorado [C4HCO]) 
notifies an individual that the information that was provided through the Colorado Affordable Health Care 
Coverage Easy Enrollment Program found the person or household to be potentially eligible for the program. 
A health care coverage affordability program is defined as Medicaid, the Children’s Health Plan Plus (CHP+), 

                                                           
2 Colorado Health Institute (n.d.) 2017 CHAS Regional Data. Retrieved from https://www.coloradohealthinstitute.org/data/2017-chas-regional-data  
3 Norris, L. (Jan. 16, 2019). Colorado health insurance marketplace: history and news of the state’s exchange. Retrieve from 
https://www.healthinsurance.org/colorado-state-health-insurance-exchange/  
4 HB0814, 2019 Regular Session, Maryland General Assembly, Retrieved from 
http://mgaleg.maryland.gov/mgawebsite/Legislation/Details/hb0814?ys=2019RS&search=True 
5 Dorn, S. (May 13, 2019). Maryland’s Easy Enrollment Health Insurance Program: An Innovative Approach to Covering the Eligible Uninsured. Health 
Affairs Blog. Retrieved from https://www.healthaffairs.org/do/10.1377/hblog20190510.993788/full/ 
6 Comptroller of Maryland (n.d.) Maryland Form 502: Resident Income Tax Return. Retrieved from 
https://www.marylandtaxes.gov/forms/19_forms/502.pdf 
7 Maryland Health Benefit Exchange (2019). Maryland Easy Enrollment Work Group. Retrieved from https://www.marylandhbe.com/policy-
legislation/work-groups/maryland-easy-enrollment-work-group/ 

https://www.coloradohealthinstitute.org/data/2017-chas-regional-data
https://www.healthinsurance.org/colorado-state-health-insurance-exchange/
http://mgaleg.maryland.gov/mgawebsite/Legislation/Details/hb0814?ys=2019RS&search=True
https://www.healthaffairs.org/do/10.1377/hblog20190510.993788/full/
https://www.marylandtaxes.gov/forms/19_forms/502.pdf
https://www.marylandhbe.com/policy-legislation/work-groups/maryland-easy-enrollment-work-group/
https://www.marylandhbe.com/policy-legislation/work-groups/maryland-easy-enrollment-work-group/
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and a health plan offered through C4HCO for which a premium tax credit or cost-sharing reduction is 
available. The Colorado Affordable Health Care Coverage Easy Enrollment Program is created in order to 
leverage the individual income tax filing process to maximize enrollment of eligible uninsured individuals into 
a health care coverage affordability program. An advisory committee is created, with the Executive Directors 
of C4HCO and the Department of Revenue (CDOR) serving as co-chairs. By September 1, 2020, the Board is 
to appoint 9 more members to the advisory committee. When making the appointments the Board is to 
consider the geographic, economic, ethnic, and other characteristics of the state. Members of the advisory 
must include: 

 A representative of HCPF 

 A representative of the DOI 

 A representative of consumer advocacy groups 

 A representative of small employers 

 A representative of insurers 

 A health care consumer 

 A health coverage guide or other person with expertise in applying for federal insurance or 
assistance 

 An insurance producer 

 A provider of income tax preparation services 
 

To ensure staggered terms, the initial term of office of five of the members is two years and for the other 
four it is four years. After the initial terms, every member will have a four year term. Members may be 
removed for cause by the Board or by a majority vote of the advisory committee members. The advisory 
committee is to meet as often as needed to carry out its duties. Members are only entitled to be reimbursed 
for actual and necessary expenses, including dependent care, while engaged in performing official duties. 
The advisory committee is repealed September 1, 2030. 
 
The advisory committee is to determine the minimum information at is necessary to collect through tax 
forms to identify uninsured individuals and allow C4HCO to assess whether they are potentially eligible for 
enrollment into a coverage affordability program or other creditable coverage.8 Additionally, the committee 
is to determine the procedures to be used to transfer tax filer information from the CDOR to C4HCO. Finally, 
the committee is to recommend revisions to the income tax form, supplemental schedules, or both, that are 
needed to implement the program. The recommendations must include: 

 A question asking if the tax filer wants C4HCO to assess whether the uninsured individuals in the 
household are potentially eligible using information from the income tax return and other sources 
available to C4HCO 

 For tax filers that want their eligibility assessed, a request for the identity of the uninsured 
individuals and any additional information that is not otherwise available to C4HCO and deemed 
essential by the advisory committee for making assessments of eligibility. The request for additional 
information cannot include requests for citizenship, immigration, or health status. 
 

The advisory committee is to draft recommended instructions for the individual tax form instruction booklet 
that explain how to answer the questions added to the return form or schedules as well as the effects of 
indicating that the tax filer would like C4HCO to assess eligibility. The advisory committee will determine the 
process that C4HCO will use to assess potential eligibility for and assist with enrollment, including a timeline 
for assessing potential eligibility, a process for notification regarding the outcome of eligibility assessment, 
and a process for handling citizenship status’ that cannot be verified. The advisory committee must also 

                                                           
8 Defined at C.R.S. § 10-16-102(16) as benefits or coverage provided under Medicare, Medicaid, CHP+, an employer plan, group health insurance plan, 
individual health benefit plan, state health benefits risk pool, a program under the federal Indian health service or a tribal organization, or a plan 
under the Peace Corps Act. 
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determine the feasibility of, and if feasible, recommend a process for automatic enrollment of eligible 
individuals into Medicaid or other zero-net-premium creditable coverage. 
 
C4HCO, through procedures determined by the advisory committee, is to: 

 Assess whether identified uninsured individuals are potentially eligible 

 Notify the uninsured individuals regarding their potential eligibility 

 Enroll or assist with enrolling the individuals in creditable coverage 

 Not take additional steps to determine eligibility or enroll an individual if C4HCO cannot verify that 
the individual is a U.S. citizen until the individual provides affirmative consent using procedures 
developed by the advisory committee 

 
The bill clarifies that all of the information collected can be provided by C4HCO to HCPF to facilitate 
assessment of potential eligibility and enrollment in coverage through the easy enrollment program. Any 
information provided remains confidential. 
 
For income tax years commencing on or after January 1, 2021, the individual income tax forms must allow 
fliers to request the C4HCO assess eligibility and identify uninsured household members and provide other 
information to facilitate the easy enrollment program. The individual tax form instruction booklet must 
explain how to answer the questions added to the tax form as well as the effect of asking C4HCO to assess 
eligibility. The Executive Director of the CDOR is to promulgate rules as necessary to implement the tax 
forms and schedules and implement the sharing of information. 
 
The bill is effective on August 5, 2020, unless a referendum petition is filed against the bill, then the bill does 
not take effect until it is approved by the people at the November 2020 general election. 
 

Fiscal Note 

For state fiscal year 2021-2022, the bill requires an appropriation of $28,372 to the Department of Revenue. 
The funds are needed in order to update computer programming related to the need to update tax forms. 
 
If the bill increases enrollment in Medicaid and CHP+, state expenditures will increase. Such an increase is 
addressed through the annual budget process. 
 
Connect for Health Colorado (C4HCO) is estimated to have costs of $750,000 to develop the system to 
receive and evaluate tax payer data from the CDOR. Since C4HCO is funded primarily through a health 
insurance carrier fee charged on plans purchased through the marketplace, any increase in enrollees will 
increase revenue to the exchange. 
 

Reasons to Support 

Not only does the tax-filing season provide an opportunity to identify the uninsured, the leveraging of tax-
filing could overcome one of the most serious obstacles to coverage: namely, a lack of information about 
available assistance. This is a novel method to conduct outreach to those individuals that are eligible for 
Medicaid or CHP+ but not enrolled in a health insurance program. Getting uninsured individuals connected 
to coverage translates to fewer uninsured individuals accessing care through providers, facilities, and 
hospitals and not being able to pay. Additionally, increasing the amount of people enrolled in insurance is 
not only beneficial for individual health but also community health, since people with an infectious disease 
are more likely to seek care when insured. There is an increasing financial burden on federally qualified 
health centers (FQHCs) with the recent decline in Medicaid enrollment, which is leading to staff cuts for an 
already strained system providing needed primary care in communities throughout Colorado. This bill could 
help alleviate this issue by increasing the number of insured individuals seeking care at FQHCs. 
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Supporters 

 9to5 Colorado 

 AARP 

 Association of Colorado Centers for 
Independent Living 

 Children’s Hospital Colorado 

 Chronic Care Collaborative 

 Colorado Academy of Family Physicians 

 Colorado Behavioral Healthcare Council 

 Colorado Center on Law & Policy 

 Colorado Children’s Campaign 

 Colorado Community Health Network 

 Colorado Consumer Health Initiative 

 Colorado Fiscal Institute 

 Colorado Hospital Association 

 Connect for Health Colorado 

 Healthier Colorado 

 Mental Health Colorado 

 National Multiple Sclerosis Society 

 Northwest Colorado Health  

 Raise Colorado Coalition  
 

Reasons to Oppose 

Increasing enrollments into public insurance programs like Medicaid and CHP+ equates to an increase in cost 
to the state budget. With a tight state budget, this could mean fewer funds for other priority programs. 
 

Opponents 

 Any formal opposition has not been made public at this time. 
 

Other Considerations 

It will be essential for C4HCO, the Department of Revenue, and HCPF to carefully construct regulations and 
public outreach to ensure that the general public clearly understands what this program will and will not do. 
It is important to carefully screen for the ‘family glitch’ so people do not get their hopes up for more 
affordable coverage when further in the enrollment process they are told they are not eligible due to having 
“affordable” employer coverage. 
 

 

The ‘family glitch’ refers to how some lower middle income families may unable to receive financial 
assistance to purchase health coverage through the C4HCO. Eligibility not only income-driven, it is also 
subject to whether a family has access to affordable employer-sponsored insurance. The problem is that the 
definition of "affordable"--for both an individual employee and a family--is based only on the cost of 
individual-only coverage and does not take into consideration the often significantly higher cost of a family 
plan through the individual’s employer. 

About this Analysis 

This analysis was prepared by Health District of Northern Larimer County staff to assist the Health District Board of 
Directors in determining whether to take an official stand on various health-related issues. The Health District is a 
special district of the northern two-thirds of Larimer County, Colorado, supported by local property tax dollars and 
governed by a publicly elected five-member board. The Health District provides medical, mental health, dental, 
preventive and health planning services to the communities it serves. This analysis is accurate to staff knowledge as of 
date printed. For more information about this analysis or the Health District, please contact Alyson Williams, Policy 
Coordinator, at (970) 224-5209, or e-mail at awilliams@healthdistrict.org.  
 
  

mailto:awilliams@healthdistrict.org


 

 

Memo  

To: Board of Directors, Health District of Northern Larimer County 

From: Alyson Williams, Policy Coordinator 

Date: March 5, 2020 
 
Staff Recommendation on HB20-1236: Health Care Coverage Easy Enrollment 

Re: Program 

  

The Health District Public Policy Strategy Team recommends the Board of Directors Strongly 
Support HB20-1236. 

 



 
3/5/2020 

STAFF: ALYSON WILLIAMS  POLICY ANALYSIS 

 

HB20-1198: PHARMACY BENEFITS CARRIER AND PHARMACY BENEFIT MANAGER REQUIREMENTS    
Concerning requirements regarding the administration of prescription drug benefits under health 

benefit plans. 
Details 

  
Bill Sponsors:  House –  Landgraf (R) and Buckner (D) 

Senate – Fields (D) and Ginal (D) 
Committee:  House Health & Insurance 
Bill History: 1/30/2020  ̶  Introduced 
Next Action:   Hearing in House Health & Insurance 
Fiscal Note:    Not Yet Published 

 
Bill Summary 

The bill creates the “Fairness in Prescription Drug Benefits Administration Act,” which imposes requirements 
regarding the administration of prescription drug benefits under health plans. The bill requires an insurer to 
submit to the Commissioner of Insurance a list of pharmacy benefit managers (PBMs) that they use to 
manage/administer prescription drug benefits. Additionally, insurers and PBMs are required to submit their 
programs for compensating pharmacies/pharmacists and their prescription drug formularies   ̶ the 
Commissioner is authorized to review the programs to ensure they are fair and reasonable to provide an 
adequate network. The bill requires PBMs to report the amount they expect to be reimbursed from insurers 
for pharmacist services. Insurers and PBMs are prohibited from utilizing any untrue, deceptive or misleading 
ads or promotions. PBMs and insurers cannot reimburse an independent pharmacy/pharmacist less than 
they reimburse an affiliated pharmacy or pharmacist. The bill prohibits PBMs and insurers from modifying 
their prescription drug formulary at any time during the benefit year. 
 

Issue Summary 

Prescription Drugs in Colorado 
In 2018, nearly 42.5 million prescription drugs were filled at pharmacies in Colorado, resulting in $6.02 billion 
of retail sales.1 On average, there are approximately 10.8 medications dispensed per year per person in 
Colorado; of those, 8.7 are generic medications.2 This approximation utilizes data from the Center for 
Improving Value in Health Care (CIVHC), which does not reflect the uninsured, those people covered by self-
insured employer plans, and those covered under Federal programs like TRICARE, Indian Health Services, or 
Veterans Affairs (VA). According to the Colorado Health Institute’s (CHI) 2019 Colorado Health Access Survey, 
10.8 percent of Coloradans cite the cost of prescription drugs as reason for not filling the medicines they are 
prescribed.3 Another study by CHI found that in 2015 the median out-of-pocket expenditures on prescription 
drugs was $149 per year.4  However, average prices do not tell the whole story; some individuals and 
families can have high cost burdens for out-of-pocket costs for prescriptions, in some cases ranging into the 

                                                           
1 Henry J Kaiser Family Foundation (2019). Health Costs & Budgets Indicators, Retrieved from https://www.kff.org/state-category/health-costs-
budgets/prescription-drugs/  
2 Center for Improving Value in Health Care (n.d.) Utilization. Retrieved from http://www.civhc.org/get-data/interactive-data/statewide-
metrics/utilization/  
3 Colorado Health Institute [CHI] (2017). Colorado Health Access Survey 2019: State of Colorado. Retrieved from 
https://www.coloradohealthinstitute.org/sites/default/files/file_attachments/State%20of%20Colorado_0.pdf 
4 CHI (2016). Sticker Shock: Prescription Drug Affordability in Colorado. Retrieved from https://www.coloradohealthinstitute.org/research/sticker-
shock-prescription-drug-affordability-colorado  

https://www.kff.org/state-category/health-costs-budgets/prescription-drugs/
https://www.kff.org/state-category/health-costs-budgets/prescription-drugs/
http://www.civhc.org/get-data/interactive-data/statewide-metrics/utilization/
http://www.civhc.org/get-data/interactive-data/statewide-metrics/utilization/
https://www.coloradohealthinstitute.org/sites/default/files/file_attachments/State%20of%20Colorado_0.pdf
https://www.coloradohealthinstitute.org/research/sticker-shock-prescription-drug-affordability-colorado
https://www.coloradohealthinstitute.org/research/sticker-shock-prescription-drug-affordability-colorado
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thousands of dollars per year.  What an individual pays for medications is dependent on factors like their 
condition, type of insurance, and cost sharing requirements. A 2015 Consumer Reports poll found that 30 
percent of people who take at least one prescription drug a month had unexpected spikes in the out-of-
pocket cost of their drug(s) in the past year.5 A majority, 82 percent, of Colorado voters think that the cost of 
prescription drugs are too high.6 The same survey also showed that 89 percent of respondents agreed with 
the statement, “The public should have the right to know the costs that are factored into the price of 
prescription drugs and medications to ensure fair and ethical business practices.” Additionally, as drug prices 
continue to increase for insurers, those costs may be passed along to employers and consumers in the rates 
of premiums, copays, coinsurance, and deductibles. 
 

 

In the 2016 Community Health Survey conducted by the Health District of Northern Larimer County, 8.6 
percent of adult residents within the Health District reported being unable to have a prescription filled 
because they could not afford it during the preceding two years.7 This rate is much higher among those who 
reported being uninsured (28 percent). 

Supply Chain  
The following graphic of the prescription drug supply chain illustrates the flow of payments and products 
through the system. 

 
 
 
 

                                                           
5 Impact of Surging Drug Prices on Consumers: Hearings before the Democratic Steering and Policy Committee, House, 114th Congress (2015) 
(Testimony of Lynn Quincy). Retrieved from 
http://www.healthcarevaluehub.org/files/3214/4969/6175/Consumers_Union_Drug_Prices_Testimony.pdf  
6 Keating Research (Dec. 4, 2019) Healthier Colorado Poll-November 2019-Key Findings. Retrieved from https://healthiercolorado.org/wp-
content/uploads/2019/12/Memo-Poll-Xtabs.pdf 
7 With a 95% confidence interval ranging from 7.3% to 10.0%. 

http://www.healthcarevaluehub.org/files/3214/4969/6175/Consumers_Union_Drug_Prices_Testimony.pdf
https://healthiercolorado.org/wp-content/uploads/2019/12/Memo-Poll-Xtabs.pdf
https://healthiercolorado.org/wp-content/uploads/2019/12/Memo-Poll-Xtabs.pdf
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Pharmacy Benefit Managers (PBMs) 
Pharmacy benefit managers (PBMs) can represent a variety of different types of health plans (i.e. private 
carriers, self-insured employers, union health plans, or government purchasers) in both the purchasing and 
distribution of pharmaceutical products.8 Additionally, PBMs may design and administer pharmacy benefits 
for these payers.9 PBMs can influence what products are utilized and set the rates that pharmacies are 
reimbursed for their services in the supply chain. Essentially, PBMs are the broker between the payers, drug 
manufacturers, and pharmacies. Due to the variety of roles PBMs perform, these entities play a central role 
in the pharmaceutical market.   
 
In 2016, more than 266 million individuals, approximately 82 percent of the U.S. population, received their 
pharmacy benefits through PBMs.10 With the volume of the clients they serve, they can leverage those 
numbers to negotiate rebates and other discounts from manufacturers. Three PBMs, Express Scripts, CVS 
Health, and OptumRx, control two-thirds of the market share in the U.S.11 Rebates to PBMs from 
manufacturers have increased in previous years and are estimated to have contributed to lower net prices 
for drugs and decreased expected drug spending growth in 2017.12 Not only do PBMs create these 
relationships with manufacturers, but they also create networks of pharmacies.  
 
PBMs typically generate revenue through five main sources: manufacturer rebates, generic pricing spreads, 
formulary design, fees from clients, and fees/shared savings from pharmacy networks. It is important to note 
that although it is difficult to analyze PBMs profitability, price negotiations are opaque by design.13 First, 
manufacturers offer rebates based on how much the PBM has the capacity to increase their market share; 
however, the PBM is not required to share the actual amount of these rebates with health plans.14 
Therefore, the PBM can keep some or all of the funds received through rebates.15 Second, since the 
maximum allowable cost (MAC)16 price lists for generic medicines are a range of prices, a PBM can negotiate 
with manufacturers for a lower price and then use the lower MAC price to reimburse pharmacies but charge 
insurers the higher MAC price.17 The PBM can pocket the money from this spread in pricing. Third, PBMs can 
amplify the financial benefits of the previous two strategies by designing their formularies intentionally.18 
Due to the previous two profit strategies, a PBM has an incentive to promote a less cost-efficient drug over 
another drug that is more cost-efficient because it may get a better rebate for the less cost-efficient drug.19 
Fourth, PBMs receive fees from their clients for the administration of claims relating to the payer’s pharmacy 
benefit and the dispensing of the drugs.20 Finally, through the maintenance of their network of pharmacies 
PBMs receive fees and some of the savings that have been realized at that level.21   
 

                                                           
8 Health Affairs (Sept. 2017). Prescription Drug Pricing: Pharmacy Benefit Managers. Retrieved from http://www.healthaffairs.org/healthpolicybriefs 
9 Meador, M. (2011). Squeezing the Middleman: Ending Underhanded Dealing in the Pharmacy Benefit Management Industry through Regulation, 
Annals of Health Law, 20(1). Retrieved from https://lawecommons.luc.edu/cgi/viewcontent.cgi?article=1045&context=annals 
10 Pharmaceutical Care Management Association (May 18, 2018). Pharmacy Benefit Managers (PBMs). Presentation to National Conference of State 
Legislatures. Retrieved from http://www.ncsl.org/Portals/1/Documents/Taskforces/PharmacyCostsPBMs-PCMA_Presentation_31397.pdf  
11 Sood, N., Shih, T., Van Nuys, K., & Goldman, D. (June 2017). The Flow of Money through the Pharmaceutical Distribution System. USC Leonard D. 
Schaeffer Center for Health Policy & Economics. Retrieved from 
http://healthpolicy.usc.edu/documents/USC%20Schaeffer_Flow%20of%20Money_2017.pdf 
12 Cuckler, G.A. et al. (2018). National Health Expenditure Projections, 2017-26: Despite Uncertainty, Fundamentals Primarily Drive Spending Growth. 
Health Affairs, 37(3). DOI: 10.1377/hlthaff.2017.1655 
13 Health Affairs. Prescription Drug Pricing: Pharmacy Benefit Managers.  
14 Meador, M. Squeezing the Middleman: Ending Underhanded Dealing in the Pharmacy Benefit Management Industry through Regulation.  
15 Ibid.  
16 The MAC is the price list for generic drugs; there is no one standard MAC, but rather a range of acceptable prices. 
17 Ibid. 
18 Ibid.   
19 Ibid. 
20 Health Affairs. Prescription Drug Pricing: Pharmacy Benefit Managers. 
21 Ibid. 

http://www.healthaffairs.org/healthpolicybriefs
https://lawecommons.luc.edu/cgi/viewcontent.cgi?article=1045&context=annals
http://www.ncsl.org/Portals/1/Documents/Taskforces/PharmacyCostsPBMs-PCMA_Presentation_31397.pdf
http://healthpolicy.usc.edu/documents/USC%20Schaeffer_Flow%20of%20Money_2017.pdf
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Many PBMs are beginning to operate their own mail-order pharmacies. For example, the mail order 
pharmacies for Express Scripts and CVS make up 20 percent of the market for retail pharmacies in the U.S.22 
These mail-order pharmacies are an opportunity for greater revenue as it can maximize generic pricing 
spreads and manufacturer rebates.23 It is estimated that in 2016, the gross profits for PBMs were $22.6 
billion.24 
 

Private Insurance Companies 
A health insurance carrier or their contract PBM creates a formulary for specific health plans to detail a list of 
covered drugs. A formulary is a list of drugs developed by a committee within the carrier or PBM utilizing 
evidence-based medicine and the judgment of experts. When creating this list, the decision-making 
committee considers and reviews clinical literature, information from the FDA, current therapeutic use, 
economic data, and provider recommendations.25  
 
The primary purpose of a formulary is to encourage patients to access the most effective and affordable 
medications available. Frequently, this formulary is combined with a system of tiers to create incentive-
based formularies.26 The tier correlates to the level of coverage that will be provided. Typically, the most 
cost-effective or least expensive drugs are assigned to a preferred tier and have the lowest cost sharing 
requirements for the patient. 27 Most insurers place a higher copay on branded drugs in order to discourage 
their use and steer covered members towards purchasing a bioequivalent generic.28 How the tiers are 
structured and whether non-preferred drugs are included in the tiers depends on the plan and the carrier. 
The first tier tends to be generics and possibly some select brand-name drugs, which are the least expensive 
drugs covered by a plan. Within the second tier are what are known as preferred drugs, or brand name drugs 
that have been chosen by the committee for the formulary, and tend to be a little more expensive than tier 
one drugs. The third tier, which may or may not be included in a plan’s formulary, are the non-preferred 
drugs. Finally, the final tier typically includes most specialty drugs and the most expensive. Some insurers 
may place a drug on a high cost sharing tier to place pressure on the manufacturer to lower the cost; 
however this can have a financial burden on consumers, lower adherence, and penalize those that do not 
respond to cheaper alternatives.  
 
A plan’s formulary may change during the course of a plan year as new drugs are added, pricing fluctuates, 
utilization of drugs changes, or medical knowledge transforms.29 These changes can include removing a drug 
from the formulary, increasing cost-sharing, changing the tier of the drug, or altering the utilization 
management criteria (i.e. prior authorizations or step therapy).30 This mid-year formulary change does not 
initiate a special enrollment period for the consumer; therefore, they may be stuck in a health plan that no 
longer meets their needs.31 Some consumers may be able to have access to their medications through an 
exception process, but many consumers are not aware that this process exists and the plan may not grant an 
exception. 32 
 

                                                           
22 Sood, N., et al. The Flow of Money through the Pharmaceutical Distribution System.  
23 Meador, M. Squeezing the Middleman: Ending Underhanded Dealing in the Pharmacy Benefit Management Industry through Regulation. 
24 Yu, N.L., et al. Spending on Prescription Drugs in the US: Where Does All the Money Go? 
25 Academy of Managed Care Pharmacy (Nov. 2009). Formulary Management. Retrieved from 
http://www.amcp.org/WorkArea/DownloadAsset.aspx?id=9298  
26 Goldman, D.P., Joyce, G.F., & Zheng, Y. (July 2007). Prescription Drug Cost Sharing: Associations with Medication and Medical Utilization and 
Spending and Health. JAMA, 298(1). DOI: 10.1001/jama.298.1.61 
27 Ibid. 
28 Dafny, L., et al. When Discounts Raise Costs: The Effect of Copay Coupons on Generic Utilization.   
29 Consumer Representatives of the National Association of Insurance Commissioners [NAIC] (Aug. 2016). Promoting Access to Affordable Prescription 
Drugs: Policy Analysis and Consumer Recommendations for State Policymakers, Consumer Advocates, and Health Care Stakeholders. Retrieved from 
https://consumersunion.org/wp-content/uploads/2016/08/Promoting-Access-to-Affordable-Prescription-Drugs_Aug-2016.pdf  
30 Ibid. 
31 Ibid. 
32 Ibid. 

http://www.amcp.org/WorkArea/DownloadAsset.aspx?id=9298
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Of the total national health expenditures on retail prescription drugs, 43 percent was by private insurance.33 
Furthermore, retail drugs comprised 21 percent of employer health benefits in 2015.34 The design of 
pharmacy benefits is getting more complex, as illustrated by the fact that 84 percent of individuals with 
employer-sponsored health insurance have benefits that have three or more tiers of cost sharing.35 
Additionally, some employer-sponsored plans require individuals to meet a deductible before specialty 
drugs, such as biologics, are covered. Furthermore, the plan can require a separate deductible before any 
prescription drug is covered. Approximately 13 percent of covered individuals with employer-sponsored 
insurance have a separate annual deductible on prescription drugs, averaging at $194.36 Among employers 
with 1,000 or more employees that offer coverage for prescription drugs, 31 percent of those employers 
have reduced or zero cost sharing for maintenance drugs for chronic conditions, such as insulin for diabetes, 
which can reduce the cost burden for those employees. 37 
 

Rebates 
Manufacturers offer rebates based on how much the PBM or insurer has the capacity to increase their 
market share; however, PBMs are not required to share the actual amount of these rebates with health 
plans and plans are not required to share with consumers.38 Therefore, the PBM or insurer can keep some or 
all of the funds received through rebates. The majority of manufacturers use rebates to get insurers to get 
the drug placed favorably on the formulary in order to boost overall sales.39 A recent PBM-sponsored study 
found that there is no correlation between rebates and the increase in list prices by manufacturers.40 Some 
private health plans, such UnitedHealthcare/OptumRx41 and Tufts Health Plan42, have opted to pass part or 
all of rebates on directly to consumers at the point-of-sale. 
 

This Legislation 

Definitions 
The bill updates the definition of “pharmacy benefit management firm” to also include the terms “pharmacy 
benefit manager” and “PBM.” Additionally, the definition of the term is updated to state that it means any 
entity doing business in Colorado that administers or manages prescription drug benefits, including claims 
processing services and other prescription drug or device services, on behalf of any insurance carrier that 
provides prescription drug benefits to Coloradans, either by contract with the carrier or as an entity that is 
related/associated to or has common ownership with the carrier. A PBM does not include a CDPHE 
licensed/certified health facility, a provider, or a consultant who only provides advice regarding the selection 
or performance of a PBM. 
 
“Claims processing services” are the administrative services performed in connection with processing and 
adjudicating claims related to pharmacist services, which include: receiving payments or making payments 
for pharmacist services. An “independent pharmacy or pharmacist” is one that is not affiliated with a PBM. 
“Other prescription drug or device services” means services, other than claims processing, including: 
negotiating rebates, discounts, or other financial incentives and arrangements with manufacturers; 

                                                           
33 Kamal, R., & Cox, C. What are the recent and forecasted trends in prescription drug spending?.  
34 Ibid. 
35 Kaiser Family Foundation (Sept. 2019). 2019 Employer Health Benefits Survey: Section 9 Prescription Drug Benefits. Retrieved from 
https://www.kff.org/report-section/ehbs-2019-section-9-prescription-drug-benefits/ 
36 Ibid. 
37 Ibid. 
38 Meador, M. Squeezing the Middleman: Ending Underhanded Dealing in the Pharmacy Benefit Management Industry through Regulation.  
39 Roehrig, C. (April 2018). The Impact of Prescription Drug Rebates on Health Plans and Consumers. Altarum. Retrieved from 
https://altarum.org/sites/default/files/Altarum-Prescription-Drug-Rebate-Report_April-2018.pdf 
40 Pharmaceutical Care Management Association [PCMA] (June 2017). Increasing Prices Set By Drugmakers Not Correlated with Rebates. Visante. 
Retrieved from https://www.pcmanet.org/wp-content/uploads/2017/06/Visante-Study-on-Prices-vs.-Rebates-FINAL.pdf 
41 UnitedHealth Group (March 12, 2019). Successful Prescription Drug Discount Program Expands to Benefit More Consumers at Point of Sale. 
Retrieved from https://www.unitedhealthgroup.com/newsroom/2019/2019-03-12-prescription-drug-program-expands-to-benefit-consumers-point-
of-sale.html 
42 Tufts Health Plan (May 2018). Plans & Products. Retrieved from https://tuftshealthplan.com/documents/email/broker-email/may-2018/rx-rebates 

https://www.kff.org/report-section/ehbs-2019-section-9-prescription-drug-benefits/
https://altarum.org/sites/default/files/Altarum-Prescription-Drug-Rebate-Report_April-2018.pdf
https://www.pcmanet.org/wp-content/uploads/2017/06/Visante-Study-on-Prices-vs.-Rebates-FINAL.pdf
https://www.unitedhealthgroup.com/newsroom/2019/2019-03-12-prescription-drug-program-expands-to-benefit-consumers-point-of-sale.html
https://www.unitedhealthgroup.com/newsroom/2019/2019-03-12-prescription-drug-program-expands-to-benefit-consumers-point-of-sale.html
https://tuftshealthplan.com/documents/email/broker-email/may-2018/rx-rebates
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disbursing or distributing rebates; managing or participating in incentive programs/arrangements for 
pharmacist services; negotiating or entering into contracts with pharmacies/pharmacists; developing 
formularies; designing drug benefit programs; or advertising or promoting services. A “pharmacy benefit 
manager affiliate” is a pharmacy/pharmacist that directly or indirectly (through intermediaries) owns or 
controls or is owned or controlled by a PBM. A “pharmacy benefit manager network” is a network of 
pharmacies/pharmacists that are offered an agreement or contract to provide pharmacy services for a 
health plan. A “pharmacy services administrative organization” is an organization that helps independent 
pharmacies, PBMs, or third-party payers achieve administrative efficiencies, including for contracting and 
payment. A “prescription drug benefits plan” or “prescription drug benefit” is the component of a health 
plan that pays for, reimburses, covers the cost of, or otherwise provides for pharmacist services under the 
health plan. Finally, the bill defines a “third party” as a person, other than a PBM, that is not an enrollee or 
covered person under a health plan. 
 

Fairness in Prescription Drug Benefits Administration Act 
The proposed bill states that the General Assembly declares that the purpose of the bill is to create 
requirements for carriers and PBMs to ensure that reimbursement to pharmacies/pharmacists is fair and 
reasonable and that PBMs and carriers do not engage in unfair or deceptive practices in their work with 
pharmacies/pharmacists or impose unduly burdensome requirements on them. 
 

 

 

Starting in 2021, each carrier is to submit to the Commissioner of Insurance, in a manner and by a date 
specified by rule, a list of all PBMs that carrier uses for services. The carrier is to provide the Commissioner 
with updated information about any change in the name or contact information of the PBM within 10 
business days after the change. 

Starting in 2021, each carrier and each PBM (if the carrier uses a PBM), is to submit to the Commissioner (in 
a manner and by date specified by the Commissioner to coincide with rate filing) its program for 
compensating pharmacies/pharmacists for pharmacist services under the health plan for the next benefit 
year and the drug formulary for the plan for the next benefit year. Additionally, the PBM is to report the 
amount the PBM expected to receive from the carrier for pharmacist services eligible for reimbursement 
under the health plan. The Commissioner can review the compensation program to ensure that 
reimbursement is fair and reasonable to provide an adequate provider of PBM network under the drug 
benefit plan. 

Starting in 2021, a carrier, PBM, or representative of either entity shall not: 

 Cause or permit the use of any ad, promotion, solicitation, representation, proposal, or offer that is 
untrue, deceptive, or misleading 

 Charge a pharmacy/pharmacist a fee related to the adjudication of a pharmacist services claim 
including a fee for: the receipt/processing of a claim; the development/management of claims 
processing services in a provider or PBM network; or participation in a network 

 Require pharmacy accreditation standards or certification requirements inconsistent with or more 
stringent than, or in addition to requirements of the Board of Pharmacy 

 Reimburse an independent pharmacy/pharmacist an amount less than the amount that the carrier 
or PBM reimburses a PBM affiliate for providing the same service(s) 

 During the benefit year, modify the drug formulary filed with the Commissioner for that benefit year. 
A modification includes eliminating a drug from the formulary, moving a drug to a higher cost-
sharing tier, or any other modifications. 

 
Terminating a pharmacy/pharmacist from a network does not release the carrier or PBM from the obligation 
to make any payment that is due for properly rendered services. 
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Unless the Commissioner (by rule) requires more frequent reporting, a carrier or PBM is to file an annual 
report with the Commissioner, in a manner and by a date specified by rule. The following information shall 
be included in the annual report, itemized by individual claim: 

 amount the carrier or PBM actually paid or will pay to the pharmacy/pharmacist for services 

 identity of the pharmacy/pharmacist actually paid or to be paid 

 prescription number or other identifier of the pharmacist services 

 amount the PBM received from the carrier for pharmacist services 

 amount of rebates the carrier or PBM received 
All of the above information must also be reported to the All-Payer Claims Database (APCD). Additionally, 
the reported information is considered proprietary and confidential and is not subject to the Colorado Open 
Records Act (CORA). 
 
The Commissioner may adopt rules necessary to implement this section. Each carrier that uses a PBM must 
require its compliance with this section. The carrier must periodically audit the PBM to monitor and ensure 
compliance. Failure of a carrier to comply or to ensure that the PBM is complying is an unfair method of 
competition and an unfair or deceptive act or practice in the business of insurance. The Commissioner can 
use all powers conferred by law to enforce the bill. The Commissioner can examine or audit the records of a 
carrier or PBM and examine claims data from the APCD to determine if the entity is complying. The 
information gathered by the Commissioner during an examination/audit is considered proprietary and 
confidential and is not subject to CORA. 
 

 

If passed, the bill takes effect on August 5, 2020, unless a petition is filed against the bill or part of the bill. In 
that case the bill or part would not take effect unless approved by the people at the November 2020 
election. 

Reasons to Support 

There are few existing regulations for PBMs, which can contribute to higher prescription drug costs. This may 
beneficially impact the prices that consumers pay at the pharmacy counter. Additionally, the rising cost of 
prescription drugs requires some to pay exorbitant amounts of money out of pocket to receive a drug or 
others may opt to go without the drug if a formulary is changed in the middle of a plan year. Supporters 
assert that they bill could provide assurances to consumers that their health plan will maintain coverage for 
those drugs that they need throughout the course of the plan year. 
 

Supporters 

 Centura Health 

 Colorado Community Health Network 

 Colorado Consumer Health Initiative 

 Colorado Cross-Disability Coalition 

 Healthier Colorado 

 National Multiple Sclerosis Society 

 Pfizer 

 Rocky Mountain Cancer Centers 

 RxPlus Pharmacies 

 
Reasons to Oppose 

Allowing carriers and PBMs to make changes to the prescription drug formulary allows for accounting for 
drug safety or the increasing cost of some prescription drugs. Some assert that this bill is likely to result in 
higher health insurance premiums. Additionally, the requirements may be viewed as obstructions to 
developing strategies for cost-savings. 
 

Opponents 

 America’s Health Insurance Plans 

 Anthem Blue Cross Blue Shield 

 Cigna 

 Colorado Association of Health Plans 
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 Colorado Chamber of Commerce 

 Colorado Competitive Council 

 Colorado Retail Council 

 CVS Health 

 Pharmaceutical Care Management 
Association (PCMA) 

 United Health 
 

 
Other Considerations 

The language of the bill does not expressly allow for newly FDA-approved drugs to be added to drug 
formularies mid-plan year. Further, the bill does not clarify that a drug may be removed from a formulary if 
the FDA determines there to be safety or other issues that would warrant the drug to not be provided to 
patients. 

 
About this Analysis 

This analysis was prepared by Health District of Northern Larimer County staff to assist the Health District Board of 
Directors in determining whether to take an official stand on various health-related issues. The Health District is a 
special district of the northern two-thirds of Larimer County, Colorado, supported by local property tax dollars and 
governed by a publicly elected five-member board. The Health District provides medical, mental health, dental, 
preventive and health planning services to the communities it serves. This analysis is accurate to staff knowledge as of 
date printed. For more information about this analysis or the Health District, please contact Alyson Williams, Policy 
Coordinator, at (970) 224-5209, or e-mail at awilliams@healthdistrict.org.  
 
  

mailto:awilliams@healthdistrict.org


 

 

 Memo 

To: Board of Directors, Health District of Northern Larimer County 

From: Alyson Williams, Policy Coordinator 

Date: March 5, 2020 
 
Staff Recommendation on HB20-1198: Pharmacy Benefits Carrier and Pharmacy 

Re: Benefit Manger Requirements 

  

The Health District Public Policy Strategy Team recommends the Board of Directors support 
HB20-1198, while strongly supporting the provision that prohibits changes in the formulary mid-
year. However, staff recommends the Board urge legislators to amend in language that specifies 
the formularies can add newly approved drugs by the FDA and allowing for removal of drugs 
from the formulary at the direction of the FDA. 

 



3/4/2020 

STAFF: ALYSON WILLIAMS POLICY BRIEF 

PRESCRIPTION DRUG AFFORDABILITY BOARD 
It is anticipated that there will be a bill introduced in the Colorado legislature proposing a Prescription Drug 
Affordability Board, although the exact content of that bill is unknown by staff at the time this brief was written.  
This information is being provided to the Health District Board as background information prior to the next 
Board meeting, and will be amended as more information becomes available. 

Prescription Drug Costs 
Prescription Drugs in the U.S. 

Recently there has been renewed attention on the cost of prescription drugs and the increase of their prices 
over the past decade. There were more than 5.8 billion dispensed prescriptions in 2018.1 Approximately 58 
percent of Americans report that they are currently taking at least one prescription drug while 25 percent 
take four or more prescription drugs.2 From 2017 until 2026 prescription drug spending is anticipated to 
increase 6.3 percent per year.3 According to the Centers for Medicare & Medicaid Services (CMS), $325 
billion was spent on retail prescription drugs in 2015.4 Net per-capita spending was $876 per person in 2017 
and increased to $1,044 in 2018.1 Out-of-pocket costs for patients was an estimated $61 billion in 2018, but 
each patient’s exposure to these costs varied dramatically.1 For example, 8.8 percent of patients pay more 
than $500 for their prescriptions.1 A 2015 Consumer Reports poll found that 30 percent of people who take 
at least one prescription drug a month had unexpected spikes in the out-of-pocket cost of their drug(s) in the 
past year.5  Additionally, one in eight Americans report that either they or their family member has cut pills 
in half or skipped doses due to high drug costs.6 

Prescription Drugs in Colorado 
In 2018, nearly 42.5 million prescription drugs were filled at pharmacies in Colorado, resulting in $6.02 billion 
of retail sales.7 On average, there are approximately 10.8 medications dispensed per year per person in 
Colorado; of those, 8.7 are generic medications.8 This approximation utilizes data from the Center for 
Improving Value in Health Care (CIVHC), which does not reflect the uninsured, some people covered by self-
insured employer plans, and those covered under Federal programs like TRICARE, Indian Health Services, or 
Veterans Affairs (VA). According to the Colorado Health Institute’s (CHI) 2019 Colorado Health Access Survey, 
10.8 percent of Coloradans cite the cost of prescription drugs as reason for not filling the medicines they are 

1 IQVIA Institute (May 2019). Medicine Use and Spending in the U.S.: A Review of 2018 and Outlook to 2023. Retrieved from 
https://www.iqvia.com/insights/the-iqvia-institute/reports/medicine-use-and-spending-in-the-us-a-review-of-2018-and-outlook-to-2023 
2 Henry J Kaiser Family Foundation (2018). Public opinion on prescription drugs and their prices. Retrieved from https://www.kff.org/slideshow/public-
opinion-on-prescription-drugs-and-their-prices/  
3 Cuckler, G.A. et al. (2018). National Health Expenditure Projections, 2017-26: Despite Uncertainty, Fundamentals Primarily Drive Spending Growth. 
Health Affairs, 37(3). DOI: 10.1377/hlthaff.2017.1655 
4 Olson, P. & Sheiner, L. (Apr. 16, 2017). The Hutchins Center Explains: Prescription Drug Pricing. Brookings Institution. Retrieved from 
https://www.brookings.edu/blog/up-front/2017/04/26/the-hutchins-center-explains-prescription-drug-spending/ 
5 Impact of Surging Drug Prices on Consumers: Hearings before the Democratic Steering and Policy Committee, House, 114th Congress (2015) 
(Testimony of Lynn Quincy). Retrieved from 
http://www.healthcarevaluehub.org/files/3214/4969/6175/Consumers_Union_Drug_Prices_Testimony.pdf  
6 Berman, A., Lee, T., Pan, A., Rizvi, Z., & Thomas, A. (Aug. 2017). Curbing Unfair Drug Prices: A Primer for States. Global Health Justice Partnership 
Policy Paper. Retrieved from https://law.yale.edu/sites/default/files/area/center/ghjp/documents/curbing_unfair_drug_prices-policy_paper-
080717.pdf 
7 Henry J Kaiser Family Foundation (2019). Health Costs & Budgets Indicators, Retrieved from https://www.kff.org/state-category/health-costs-
budgets/prescription-drugs/  
8 Center for Improving Value in Health Care (n.d.) Utilization. Retrieved from http://www.civhc.org/get-data/interactive-data/statewide-
metrics/utilization/  

https://www.iqvia.com/insights/the-iqvia-institute/reports/medicine-use-and-spending-in-the-us-a-review-of-2018-and-outlook-to-2023
https://www.kff.org/slideshow/public-opinion-on-prescription-drugs-and-their-prices/
https://www.kff.org/slideshow/public-opinion-on-prescription-drugs-and-their-prices/
https://www.brookings.edu/blog/up-front/2017/04/26/the-hutchins-center-explains-prescription-drug-spending/
http://www.healthcarevaluehub.org/files/3214/4969/6175/Consumers_Union_Drug_Prices_Testimony.pdf
https://law.yale.edu/sites/default/files/area/center/ghjp/documents/curbing_unfair_drug_prices-policy_paper-080717.pdf
https://law.yale.edu/sites/default/files/area/center/ghjp/documents/curbing_unfair_drug_prices-policy_paper-080717.pdf
https://www.kff.org/state-category/health-costs-budgets/prescription-drugs/
https://www.kff.org/state-category/health-costs-budgets/prescription-drugs/
http://www.civhc.org/get-data/interactive-data/statewide-metrics/utilization/
http://www.civhc.org/get-data/interactive-data/statewide-metrics/utilization/
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prescribed.9 Another study by CHI found that in 2015 the median out-of-pocket expenditures on prescription 
drugs was $149 per year.10  However, average prices do not tell the whole story; some individuals and 
families can have high cost burdens for out-of-pocket costs for prescriptions, in some cases ranging into the 
thousands of dollars per year.  What an individual pays for medications is dependent on factors like their 
condition, type of insurance, and cost sharing requirements. A 2015 Consumer Reports poll found that 30 
percent of people who take at least one prescription drug a month had unexpected spikes in the out-of-
pocket cost of their drug(s) in the past year.11 A majority, 82 percent, of Colorado voters think that the cost 
of prescription drugs are too high.12 The same survey also showed that 89 percent of respondents agreed 
with the statement, “The public should have the right to know the costs that are factored into the price of 
prescription drugs and medications to ensure fair and ethical business practices.” Additionally, as drug prices 
continue to increase for insurers, those costs may be passed along to employers and consumers in the rates 
of premiums, copays, coinsurance, and deductibles. 

In the 2016 Community Health Survey conducted by the Health District of Northern Larimer County, 8.6 
percent of adult residents within the Health District reported being unable to have a prescription filled 
because they could not afford it during the preceding two years.13 This rate is much higher among those who 
reported being uninsured (28 percent). 

Categories of Prescription Drugs 
Small Molecule Medicines versus Large Molecule Medicines 

A small-molecule drug is one that has low molecular weight with active ingredients that are chemically 
manufactured.14 Being small molecules, these drugs can be delivered to patients by ingestible tablets or 
capsules.15 Large-molecule medicines, also known as biologics or biosimilars, are structurally complex drugs 
or vaccines that are derived from living cells (cells from animals or microorganisms).16 They are known as 
large-molecule drugs due to their large molecular makeup. The active ingredients of large-molecule drugs 
may include hormones, antibodies, nucleic acids, carbohydrates, or insulin.17,18 For example, the molecular 
formula for a small-molecule chemical drug like aspirin is C9H8O4 but the formula for a large-molecule drug 
like Enbrel®, which treats rheumatoid arthritis, is C2224H3472N618O701S36.19 

Brand-Name Drugs 
The FDA utilizes a structured framework for the approval all new brand-name drugs. To grant approval, the 
agency conducts an analysis of the target condition and other treatments in the market for the condition, 
assesses the benefits and risks of the drug, and evaluates risk-management strategies.20 From preclinical 
testing to approval the average length of time for a new drug is 12 years, although this time may be quicker 

9 Colorado Health Institute [CHI] (2017). Colorado Health Access Survey 2019: State of Colorado. Retrieved from 
https://www.coloradohealthinstitute.org/sites/default/files/file_attachments/State%20of%20Colorado_0.pdf 
10 CHI (2016). Sticker Shock: Prescription Drug Affordability in Colorado. Retrieved from https://www.coloradohealthinstitute.org/research/sticker-
shock-prescription-drug-affordability-colorado  
11 Impact of Surging Drug Prices on Consumers: Hearings before the Democratic Steering and Policy Committee, House, 114th Congress (2015) 
(Testimony of Lynn Quincy). Retrieved from 
http://www.healthcarevaluehub.org/files/3214/4969/6175/Consumers_Union_Drug_Prices_Testimony.pdf  
12 Keating Research (Dec. 4, 2019) Healthier Colorado Poll-November 2019-Key Findings. Retrieved from https://healthiercolorado.org/wp-
content/uploads/2019/12/Memo-Poll-Xtabs.pdf 
13 With a 95% confidence interval ranging from 7.3% to 10.0%. 
14 Bayer (n.d.). Small and large molecules. Retrieved from http://pharma.bayer.com/en/innovation-partnering/technologies-and-trends/small-and-
large-molecules/  
15 Ibid. 
16 Pharmaceutical Research and Manufacturers of America [PhRMA] (Dec. 2015). Biologics: What Makes Them Different?: Small-molecule versus 
large-molecule medicines. Retrieved from http://phrma-docs.phrma.org/sites/default/files/pdf/what-makes-biologics-different.pdf  
17 PhRMA. Biologics: What Makes Them Different?: Small-molecule versus large-molecule medicines.  
18 Congressional Research Service (Oct. 27, 2017). Biologics and Biosimilars: Background and Key Issues. Retrieved from 
https://fas.org/sgp/crs/misc/R44620.pdf  
19 Ibid.  
20 U.S. Food and Drug Administration [FDA] (Jan. 2018). Development & Approval Process (Drugs). Retrieved from 
https://www.fda.gov/Drugs/DevelopmentApprovalProcess/default.htm  
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due to the various designations and programs.21 An analysis by IQVIA found that the increase in spending on 
drugs during 2016 was mainly driven by new brands and price increases for those drugs that are still under 
patent protection.22 Brand-name drug prices nearly doubled in price from 2008-2016. The list price per 
course of treatment (wholesale acquisition cost [WAC]) of the average brand-name drug increased from 
$308.77 in 2013 to $415.78 in 2017. The average final out-of-pocket costs, including after the use of 
manufacturers coupons to offset the cost, was $42 per brand prescription in 2018.23 In the same year, 19 
percent of patients on commercial insurance used coupons to reduce their out-of-pocket costs. 

Generic Drugs 
Generic drugs are identical to their brand-name counterparts and work in the same manner. These generics 
must be approved by the FDA and can only go to market after the patents and regulatory exclusivities have 
expired for the brand-name drug. In 2017, approximately 90 percent of retail prescription drugs filled were 
generics.24 Also, they were dispensed 97 percent of the time it was possible to do so.25 Generics are typically 
sold at prices that are 80 to 85 percent less than the cost of a brand-name drug.26 

Biologics 
Biologics can be more expensive to research and develop than small-molecule drugs due to their complexity 
and ingredients.27 Biologics treat complex conditions like rheumatoid arthritis and anemia.28 The originator 
biologic manufacturer is granted a regulatory exclusivity period of a least twelve years, as was provided by 
the Biologics Price Competition and Innovation Act (BPCIA) of 2010, enacted as Title VII of the ACA.29, 30 Total 
sales of biologics in the U.S. is estimated to have increased 50 percent from 2014 to 2018, with sales in 2018 
being near $125 billion.31  

Biosimilars 
Biosimilars are similar to biologics but not the same, they cannot be exactly reproduced like generics 
because of how biologics are derived and how the manufacturing process affects the 
characteristics/properties of the drug.32 However, the biosimilar can be highly similar in terms of safety, 
purity, potency, and treatment use. The FDA only approves a biosimilar if the drug has the same mechanism 
of action, route of administration, dosage, and strength of the reference biologic.33 The BPCIA established a 
shortened pathway for biosimilars to gain FDA approval, which reflects the generic pathway as well as the 
complexities of creating a biosimilar product.34 To date, the FDA has approved 26 biosimilar products that 

21 Van Norman, G.A. (Apr. 2016). Drugs, Devices, and the FDA: Part 1: An Overview of Approval Processes for Drugs, JACC Basic to Translational 
Science, 3(1). DOI: https://doi.org/10.1016/j.jacbts.2016.03.002 
22 Kamal, R., & Cox, C. (2017). What are the recent and forecasted trends in prescription drug spending?. Peterson-Kaiser Health Systems Tracker. 
Retrieved from https://www.healthsystemtracker.org/chart-collection/recent-forecasted-trends-prescription-drug-spending/#item-growth-
prescription-spending-slowed-2016-increasing-rapidly-2014-2015_2017 
23 IQVIA Institute (May 2019). Medicine Use and Spending in the U.S.: A Review of 2018 and Outlook to 2023. Retrieved from 
https://www.iqvia.com/insights/the-iqvia-institute/reports/medicine-use-and-spending-in-the-us-a-review-of-2018-and-outlook-to-2023 
24 IQVIA Institute. Medicine Use and Spending in the U.S.: A Review of 2017 and Outlook to 2022.  
25 Lupkin, S. (May 23, 2018). Drugmakers Blamed for Blocking Generics Have Jacked Up Prices and Cost U.S. Billions, Kaiser Health News. Retrieved 
from https://khn.org/news/drugmakers-blamed-for-blocking-generics-have-milked-prices-and-cost-u-s-billions/ 
26 FDA (Jan. 2018). Generic Drugs: Questions & Answers. Retrieved from 
https://www.fda.gov/Drugs/ResourcesForYou/Consumers/QuestionsAnswers/ucm100100.htm#q4  
27 Kesselheim, A.S., et al. Determinants of Market Exclusivity for Prescription Drugs in the United States. 
28 Ibid. 
29 Ibid. 
30 CRS. Biologics and Biosimilars: Background and Key Issues.  
31 Brill, A. & Ippolito, B. (Aug. 8, 2019). The Economics of Biologic Drugs: A Further Response to Bach et al. Health Affairs Blog. Retrieved from 
https://www.healthaffairs.org/do/10.1377/hblog20190807.554429/full/ 
32 PhRMA. Biologics: What Makes Them Different?: Small-molecule versus large-molecule medicines.  
33 PhRMA (Nov. 2015). Biosimilars 101. Retrieved from http://phrma-docs.phrma.org/sites/default/files/pdf/Biosimilars_101.pdf  
34 Health Affairs (July 2017). Prescription Drug Pricing: Biosimilars. Retrieved from http://www.healthaffairs.org/healthpolicybriefs  
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treat conditions such as cancer, Crohn’s disease, rheumatoid arthritis, and anemia.35  Biosimilars in 2018 had 
$15.9 billion in spending.36 

Specialty Drugs 
The definition of a specialty drug is highly dependent on the entity utilizing the phrase, thus the definition 
can vary widely. One organization, IQVIA, defines it as a drug that treats a complex, chronic, or rare disease, 
and has at least four of the following characteristics: list price over $6,000 per year, maintained by a 
specialist medical provider, not self-administered, requires special handling in supply chain, requires patient 
payment assistance, distributed through non-traditional channels, and/or has significant side effects that 
require patient monitoring. 37  For 2019, Medicare defines a specialty tier drug as one that costs more than 
$670 per month.38 The anticipated growth in prescription drug spending over the next decade is largely 
attributable to a larger percentage of that spending on specialty drugs.39 Specialty medicines are 
approaching half of all medicine spending. 40  The use of specialty medicines grew by 5 percent in 2018, more 
than double the rate of other drugs.41 In 2018, 127 million specialty prescriptions were dispensed in retail 
and mail pharmacies, up from 112 million in 2014.42 

Prescription Drug Pricing 
Wholesale Acquisition Cost (WAC) 

Also known as list price, the wholesale acquisition cost (WAC) is similar to a suggested retail price created by 
the manufacturers for wholesalers or direct purchasers and is only occasionally relevant to the pricing of 
both generic and brand-name drugs.43 Thus, the WAC is not based on any actual sales of a drug. It is defined 
in federal Medicaid statute as “the manufacturer’s list price for the drug or biological to wholesalers or direct 
purchasers in the United States, not including prompt pay or other discounts, rebates, or reductions in 
price.”44 The WAC serves as a basis for negotiations between entities in the supply chain. 

Drug Manufacturers 
Brand-Name Pharmaceutical Manufacturers 

Pharmaceutical research and development is an expensive process, with some estimates of the cost of this 
innovation being as high as $5.5 billion spent per successful drug that makes it to market.45 Once the drug 
has been researched, developed, and approved by the FDA, the manufacturing costs of the drug are 
relatively low.46 The market exclusivity granted to brand-name drugs by patents and regulatory action allows 
these manufacturers the chance to recoup their initial investment before competition from generic 
medications can influence the cost of the drug. It is estimated that a successful brand-name drug must have 
$1.5 billion in revenues each year to cover the capital costs for research and development.47  However, the 
exact amount that the manufacturers spend on research and development for a specific drug and its revenue 
on that drug is difficult to determine. The following chart from HCPF’s report, “Reducing Prescription Drug 

35 FDA (Feb. 24, 2020). Biosimilar Product Information. Retrieved from https://www.fda.gov/drugs/biosimilars/biosimilar-product-information  
36 IQVIA Institute. Medicine Use and Spending in the U.S.: A Review of 2018 and Outlook to 2023.  
37 IQVIA Institute (Oct. 2017). Orphan Drugs in the United States: Providing Context for Use and Cost. Retrieved from https://www.iqvia.com/-
/media/iqvia/pdfs/institute-reports/orphan-drugs-in-the-united-states.pdf 
38 Cubanski, J., Koma, W., & Neuman, T. (Feb. 1, 2019). Specialty Drugs in Medicare Part D in 2019. Kaiser Family Foundation. Retrieved from 
https://www.kff.org/medicare/issue-brief/the-out-of-pocket-cost-burden-for-specialty-drugs-in-medicare-part-d-in-2019/ 
39 Cuckler, G.A. et al. (2018). National Health Expenditure Projections, 2017-26: Despite Uncertainty, Fundamentals Primarily Drive Spending Growth. 
Health Affairs, 37(3). DOI: 10.1377/hlthaff.2017.1655 
40 IQVIA Institute (May 2019). Medicine Use and Spending in the U.S.: A Review of 2018 and Outlook to 2023.  
41 Ibid. 
42 Ibid. 
43 Meador, M. Squeezing the Middleman: Ending Underhanded Dealing in the Pharmacy Benefit Management Industry through Regulation. 
44 42 USC § 1395w-3a(c)(6)(B) 
45 Winegarden, W. The Economics of Pharmaceutical Pricing.  
46 Ibid. 
47 Ibid. 
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Costs in Colorado” generally delineates the total revenue and spending for large pharmaceutical companies 
in 2014.48

In order to receive sufficient financial investment for the development of a new drug, manufacturers have to 
compete to attract and engage both private and public investors. The largest government investments in 
drug discovery research have come from the National Institutes of Health (NIH); but states also are 
increasingly investing state funds in this arena.49 

Tactics such as “product hopping,” also known as “evergreening,” are utilized to ensure that a drug has a 
regulatory or patent protections for a longer period. Product hopping is the slight reformulation of a product 
to achieve new protections for a drug that has been on the market for years.50 For example, if a drug is 
coming to  the end of its protections, the product can be reformulated from a short-release to an extended 
release tablet or from a capsule to a tablet and be granted additional patent protection. When a 
manufacturer does reformulate their product, it can be done solely to delay generic entry into the market.51 
Many manufacturers go a step further and pull the previous drug from the market, as it can now have 
generic competition and some states require generic substitution by pharmacists. 

Generic Drug Manufacturers 
Generic drug manufacturers are not faced with the research and development outlays that branded 
manufacturers have to make. Ten manufacturers in 2017 made up more than half (56.1 percent) of the US 

48 Colorado Department of Health Care Policy and Financing (Dec. 2019). Reducing Prescription Drug Costs in Colorado: Cost Drivers and Strategies to 
Address Them. Retrieved from 
https://www.colorado.gov/pacific/sites/default/files/Reducing%20Prescription%20Drug%20Costs%20in%20Colorado%20-
%20December%2012%2C%202019.pdf 
49 Institute of Medicine (US) Forum on Drug Discovery, Development, and Translation. Breakthrough Business Models: Drug Development for Rare and 
Neglected Diseases and Individualized Therapies: Workshop Summary. Washington (DC): National Academies Press; 2009. Available from: 
https://www.ncbi.nlm.nih.gov/books/NBK50972/ 
50 Carrier, M. & Shadowen, S. (June 1, 2017). Pharmaceutical Product Hopping: A Proposed Framework for Antitrust Analysis. Health Affairs Blog. DOI: 
10.1377/hblog20170601.060360  
51 Ibid. 
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market in terms of non-discounted spending.52 These manufacturers (from highest market share to lowest) 
are: Teva, Mylan, Novartis, Endo, Greenstone, Sun, Lupin, Hikma, Dr Reddy, and Fresenius Kabi.53 The 
generic manufacturers do not have the same rankings in terms of dispensed prescriptions. The ranking for 
that measure is as follows: Teva, Mylan, Novartis, Aurobindo, Lupin, Endo, Amneal, Apotex, Zydus, and Cipla. 
However, generic manufacturers’ gross profits are about a third of those for brand-name manufacturers.54 
The amount of generic drugs that at least doubled in price from year to year represents a small but growing 
share of the market, from 1 percent of all generic drugs in 2007 to 4.39 percent in 2013.55 In May 2019, 
Colorado joined 43 other states in filing a lawsuit against 20 generic manufacturers that alleges that the 
manufacturers engaged in a coordinated effort to fix prices, divide market share, and rig bids for more than 
100 different drugs.56 

Prescription Drug Affordability Boards in Other States 
Maine 

In 2019, the Maine legislature passed a bill that establishes a Drug Affordability Review Board (DARB).57 The 
DARB’s main duty is to set prescription drug spending targets for public entities, including the state, 
municipalities, universities, and community colleges (each entity currently operates its own health plan).58 
The DARB has 5 members, advised by an advisory council of 12 members, sets drug spending targets and 
monitors how the public entity payers meet those targets. The act outlines specific strategies that the DARB 
can consider to assist the payers in meeting those goals including: collaborating with other states for bulk 
purchasing; procuring experts; or securing further rebates. The first report is not due until 2021. The board 
cannot compel the public payer to meet its target, but the board reports to the legislature, which is 
responsible for approving those entities’ budgets. 

Maryland 
In 2019, the Maryland General Assembly passed a bill to establish the Prescription Drug Affordability 
Board.59 The bill took effect July 1, 2019.60 The board has five members, one each appointed by the 
governor, Senate president, House speaker, and attorney general and one appointed jointly by the president 
and speaker. The jointly appointed member serves as the board’s chair and must hire an executive director, 
general counsel, and board staff. Members serve five-year, staggered terms. A 26-member stakeholder 
council is to advise the board. Council members must have knowledge in specified areas (i.e. pharmaceutical 
supply chain, consumers, health care costs, health care marketplace, and other relevant knowledge). By 
December 31, 2020, the board, in consultation with the council, must study Maryland’s pharmaceutical 
distribution and payment system as well as policies other states use to lower pharmaceutical prices. The 
board must report its findings and recommendations to appropriate committees. The board must also:  

• collect and review publicly available information on manufacturers, insurers, wholesalers, and PBMs;
• identify other states that require prescription drug cost reporting; and

52 IQVIA Institute (Feb. 13, 2018). Global Generic and Biosimilar Trends and Insights. Presentation to Association for Accessible Medicines. Retrieved 
from https://accessiblemeds.org/sites/default/files/2018-02/Doug%20Long.pdf  
53 Ibid. 
54 Sood, N., Shih, T., Van Nuys, K., & Goldman, D. (June 2017). The Flow of Money through the Pharmaceutical Distribution System. USC Leonard D. 
Schaeffer Center for Health Policy & Economics. Retrieved from 
http://healthpolicy.usc.edu/documents/USC%20Schaeffer_Flow%20of%20Money_2017.pdf  
55 Joyce, G., Henkhaus, L.G., Gascue, L., & Zissimupoulos, J. (Oct. 2018). Generic Drug Price Hikes and Out-Of-Pocket Spending For Medicare 
Beneficiaries Health Affairs. DOI: https://doi.org/10.1377/hlthaff.2018.0628 
56 Colorado Attorney General (May 12, 2019). Colorado joings antitrust lawsuit against generic drug makers for conspiring to fix prices, allocate 
markets for more than 100 different generic drugs. Retrieved from https://coag.gov/press-releases/05-12-19/ 
57 LD 1499, “An Act to Establish the Maine Prescription Drug Affordability Board” Retrieved from 
http://legislature.maine.gov/bills/display_ps.asp?snum=129&paper=SP0461&PID=1456 
58 National Academy for State Health Policy (July 1, 2019). Maine Forges New Ground and Enacts Comprehensive Drug Practice. Retrieved from 
https://nashp.org/maine-forges-new-ground-and-enacts-comprehensive-drug-package/  
59 HB0768, “Health-Prescription Drug Affordability Board” Retrieved from 
http://mgaleg.maryland.gov/mgawebsite/legislation/details/hb0768?ys=2019rs 
60 Maryland General Assembly, Departmetn of Legislative Services (2019). Fiscal and Policy Note. Retrieved from 
http://mgaleg.maryland.gov/2019RS/fnotes/bil_0008/hb0768.pdf 
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• enter into a memoranda of understanding with identified states to aid in the collection of data
The board must identify brand name drugs or biologics, which after being adjusted for inflation, have an 
initial WAC of $30,000 or more per year or course of treatment or a WAC increase of $3,000 or more in the 
last year or for a course of treatment. It must also identify the following:  

• biosimilars that have an initial WAC of 85% or more of the reference brand;
• generic drugs that cost $100 or more for a 30-or-fewer-day supply;
• generic drugs that cost $100 or more for one unit of the drug if FDA does not recommend a finite

dose and the price increased by 200% or more in that last year; and
• other drugs that may create affordability challenges for the state health care system and patients.

After identifying these drugs, the board must determine whether to conduct a cost review by considering 
the drug’s average cost share and consulting with the stakeholder council. During a cost review, the board 
must determine whether use of the drug has or will lead to affordability challenges for the state health care 
system or high out-of-pocket costs for patients. In doing so, it must consider several factors, including the 
drug’s WAC and manufacturer discounts.  

If the board finds, after review, that it is in the state’s best interest to set an upper payment limit for 
prescription drugs, it must draft a plan. It must consider drug administration and delivery costs, as well as 
any related administrative expenses. The board may then recommend an upper price limit for prescription 
drugs purchased by or on behalf of the following:  

• state and local governments or programs
• state or local health benefit plans
• Maryland’s Medicaid program

The board is to submit its recommendations to the General Assembly, which has 45 days to approve it. If the 
legislature does not act, the board then must submit the plan to the governor and attorney general, who 
may approve the recommendations within 45 days. The board may not implement an upper payment limit 
without approval and cannot begin implementation of the price cap until January 1, 2022. The upper 
payment limits must be for drugs that have led or will lead to an affordability challenge and be set in 
accordance with the criteria established in board regulations. Drugs on the FDA shortage list are exempt 
from price caps. Further, the board must monitor the availability of a drug that has a price cap and if a 
shortage occurs, reconsider the price cap. If the board does not receive approval of its plan by January 1, 
2023, the provisions related to the upper payment limits are void. 

About this Brief 
This brief was prepared by Health District of Northern Larimer County staff to assist the Health District Board of 
Directors in determining whether to take an official stand on various health-related issues. The Health District is a 
special district of the northern two-thirds of Larimer County, Colorado, supported by local property tax dollars and 
governed by a publicly elected five-member board. The Health District provides medical, mental health, dental, 
preventive and health planning services to the communities it serves. This brief is not a complete analysis of this policy 
issue. This brief is accurate to staff knowledge as of date printed. For more information about this brief or the Health 
District, please contact Alyson Williams, Policy Coordinator, at (970) 224-5209, or e-mail at 
awilliams@healthdistrict.org.  

mailto:awilliams@healthdistrict.org


 

Priority 1 Bills 

HB20-1001 Nicotine Product Regulation 
Position: Strongly Support 
Sponsors: K. Mullica (D) | C. Larson (R) / J. Bridges (D) | K. Priola (R) 
Summary: Sections 1 through 8 of the bill raise the minimum age of a person to whom cigarettes, tobacco products, and nicotine products (products) may 

be sold from 18 years of age to 21 years of age. 

Under current law, if a minor purchases or attempts to purchase any one of the products, the minor may be convicted of a class 2 petty 
offense subject to a $100 fine. In addition to raising the minimum age from 18 years of age to 21 years of age, section 1 also repeals the criminal 
penalty for purchasing or attempting to purchase the products as a minor. 

Section 7 also prohibits a retailer from permitting a person under 18 years of age to sell or participate in the sale of products. 

Section 8 also increases the minimum number of compliance checks required of each retail location at which the products are sold to 2 
per year or at least the minimum number annually required by federal regulation, whichever number is greater. 

Section 9  requires every retailer of the products in the state, on and after July 1, 2021, to be licensed. The liquor enforcement division 
(division) of the department of revenue is charged with licensing retailers and coordinating with local authorities on retail location compliance 
checks and investigations of complaints about retailers. 

Section 10  prohibits: New retail locations at which products are sold from being located within 500 feet of a school; retail locations that 
sell electronic smoking device products from advertising those products in a manner that is visible from outside the retail location; and delivery 
of products directly to consumers. 

Section 11 governs enforcement of the licensing requirements. 

Section 12  adjusts the fine amounts for violating the prohibition against selling products to minors from a maximum fine for a fifth or 
subsequent violation within 24 months of $1,000 to $15,000 to a maximum fine for a fourth or subsequent violation in 36 months of $1,000 to 
$15,000. Additionally, the division must prohibit a retailer who commits a second or subsequent violation within 36 months from selling 
products at the retail location where the violation occurred for a specified period of time, starting with at least 7 days for a second violation 
within 36 months, to at least 30 days for a third violation within 36 months, and finally for up to 3 years for a fourth or subsequent violation 
within 36 months. 

Additionally, section 12 establishes fines for selling or offering to sell products without a valid state license on or after July 1, 2021, with 
the amount of fines ranging from $1,000 for a first violation to $3,000 for a third or subsequent violation. If a person sells or offers to sell 
products without a valid state license at least 3 times in a 36-month period, the person is not eligible to apply for a state license for 3 years 
thereafter. 

3/5/2020 
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Section 12 also adjusts the period within which a subsequent violation of the prohibition against selling products from a vending 
machine or the requirement to display a warning at the retail location is subject to an increased fee from 24 months to 36 months. Further, 
section 12 also applies the same fine structure as exists for selling products from a vending machine or failing to display the requisite warning to 
a violation of the prohibition against allowing a person under 18 years of age to sell or participate in the sale of products. 

Sections 13 through 17  make conforming amendments. 
(Note: This summary applies to this bill as introduced.) 

Status: 1/8/2020 Introduced In House - Assigned to Health & Insurance 
2/12/2020 House Committee on Health & Insurance Refer Amended to Finance 
3/2/2020 House Committee on Finance Refer Unamended to Appropriations 

HB20-1006 Early  Childhood  Mental  Health  Consultants  
Position: Support 
Sponsors: J. McCluskie (D) | E. Sirota (D) / B. Pettersen (D) | T. Story (D) 
Summary: Early Childhood and School Readiness Legislative Commission. The bill directs the department of human services (department) to design, 

implement, and operate a statewide program of early childhood mental health consultation (program). The purpose of the program is to support 
mental health care across the state in a variety of early childhood settings and practices. Specifically, the program must be designed to: 

 Increase the number of qualified and appropriately trained early childhood mental health consultants (mental health consultants) for on-
site consultations; and 
 Utilize the mental health consultants, through on-site visits, to support a variety of early childhood settings and practices from the 
prenatal period through 8 years of age. 

The program must also include a: 

 Model of consultation for mental health consultants (model) that includes job qualifications and expectations, expected outcomes, and 
guidance on ratios of mental health consultants and the settings they support. The model must include standards and guidelines for mental 
health consultants developed from evidence-based programs. 
 Professional development plan for mental health consultants; 
 Certification process for mental health consultants; and 
 A published list of certified mental health consultants. 

The bill requires the department to actively collect data related to the program and make regular reports on the program to the joint budget 
committee of the general assembly and as part of its annual "State Measurement for Accountable, Responsive, and Transparent (SMART) 
Government Act" hearing. 

The department, in collaboration with the department of health care policy and financing, is directed to explore additional funding 
options for the program. 

(Note: This summary applies to this bill as introduced.) 

https://statebillinfo.com/SBI/index.cfm?fuseaction=Bills.View2&billnum=HB20-1006


Status: 1/8/2020 Introduced In House - Assigned to Public Health Care & Human Services + Appropriations 
1/24/2020 House Committee on Public Health Care & Human Services Refer Amended to Appropriations 

HB20-1008 Health  Care  Cost-sharing  Consumer  Protections  
Position: Strongly Support 
Sponsors: S. Lontine (D) / R. Fields (D) 
Summary: The bill defines a "health care cost-sharing arrangement" as a health care sharing ministry or medical cost-sharing community that collects funds 

from its members on a regular basis, at levels established by the arrangement, for purposes of sharing, covering, or defraying the medical costs 
of its members. A health care cost-sharing arrangement is required to: 

 Report specified information to the commissioner of insurance (commissioner) regarding its operations, financial statements, 
membership, and medical bills submitted, paid, and denied; 
 Provide certain disclosures on its website, in marketing materials, and to potential members; and 
 Respond to requests for payment of medical expenses from health care providers within a period specified by the commissioner by rule. 

If an insurance broker offers to enroll or enrolls individuals or groups in a health care cost-sharing arrangement, the broker must provide the 
same disclosures that a health care cost-sharing arrangement is required to provide. 

The bill also prohibits a health care cost-sharing arrangement or insurance broker from offering or enrolling participants in the 
arrangement during the annual open enrollment period for health benefit plans. 

The commissioner is authorized to adopt rules to implement the data reporting, disclosure, and response time requirements and to 
impose fines for failure to comply with the requirements and prohibitions specified in the bill. 

A person is prohibited from making, issuing, circulating, or causing to be made, issued, or circulated any statement or publication that 
misrepresents the medical cost-sharing benefits, advantages, conditions, or terms of any health care cost-sharing arrangement. The 
commissioner is authorized to issue an emergency, ex parte cease-and-desist order against a person the commissioner believes to be violating 
this prohibition if it appears to the commissioner that the alleged conduct is fraudulent, creates an immediate danger to public safety, or is 
causing or is reasonably expected to cause significant, imminent, and irreparable public injury. If a person violates the emergency order, the 
commissioner may impose a civil penalty, order restitution, or both. 

(Note: This summary applies to this bill as introduced.) 

Status: 1/8/2020 Introduced In House - Assigned to Health & Insurance 
2/4/2020 House Committee on Health & Insurance Lay Over Unamended - Amendment(s) Failed 
2/19/2020 House Committee on Health & Insurance Refer Amended to Appropriations 
2/28/2020 House Committee on Appropriations Refer Amended to House Committee of the Whole 

HB20-1017 Substance  Use  Disorder  Treatment  In  Criminal  Justice  System  
Position: Support 
Sponsors: L. Herod (D) | C. Kennedy (D) / K. Donovan (D) | K. Priola (R) 
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Summary: Opioid and Other Substance Use Disorders Study Committee. The bill requires the department of corrections, local jails, multijurisdictional 
jails, municipal jails, and state department of human services facilities to make available at least one opioid agonist and one opioid antagonist to 
a person in custody with an opioid use disorder throughout the duration of the person's incarceration or commitment. 

The bill allows a person to dispose of any controlled substances at a safe station and request assistance in gaining access to treatment for 
a substance use disorder. The bill defines a "safe station" as any municipal police station; county sheriff's office; or municipal, county, or fire 
protection district fire station. 

The bill requires the department of corrections and jails to ensure that continuity of care is provided to inmates prior to release. 

The bill requires the executive director of the department of corrections, in consultation with the offices of behavioral health and 
economic security in the department of human services, the department of health care policy and financing, the department of local affairs, and 
local service providers to develop resources for inmates post-release that provide information to help prepare inmates for release and 
reintegration into their communities. 

If a person who is the subject of a petition to seal criminal records has entered into or successfully completed a licensed substance use 
disorder treatment program, the court is required to consider such factor favorably in determining whether to issue the order. 

The bill allows the office of behavioral health in the department of human services to contract with cities and counties for the creation, 
maintenance, or expansion of criminal justice diversion programs. The bill requires the department of human services to include an update 
regarding the current status of funding and implementation of the criminal justice diversion programs in its annual SMART presentation. 

The bill appropriates money to the office of behavioral health in the department of human services for criminal justice diversion 
programs. 

(Note: This summary applies to this bill as introduced.) 

Status: 1/8/2020 Introduced In House - Assigned to Public Health Care & Human Services + Appropriations 
2/12/2020 House Committee on Public Health Care & Human Services Refer Amended to Appropriations 

HB20-1035 Programs  To  Develop  Housing  Support  Services  
Position: 
Sponsors: J. Singer (D) / R. Fields (D) 
Summary: The Legislative Oversight Committee Concerning the Treatment of Persons With Mental Health Disorders in the Criminal and Juvenile

Justice Systems. The bill establishes and expands programs within the division of housing in the department of local affairs (division) to build 
the capacity of communities across the state to provide supportive housing services to individuals with behavioral, mental health, or substance 
use disorders who are homeless or at risk of becoming homeless and who have contact with the criminal or juvenile justice system, including: 

 Expanding statewide training and technical assistance to help communities develop and implement supportive housing programs for 
individuals who have behavioral, mental health, or substance use disorders who are homeless or at risk of becoming homeless and who have 
contact with the criminal or juvenile justice system. The program must be targeted to communities that currently face barriers to accessing 
existing state and federal funding for supportive housing programs. 
 Establishing a predevelopment grant program that provides funding to entities working to develop supportive housing interventions for 
individuals who have behavioral, mental health, or substance use disorders who are homeless or at risk of becoming homeless and who have 

https://statebillinfo.com/SBI/index.cfm?fuseaction=Bills.View2&billnum=HB20-1035


contact with the criminal or juvenile justice system. The grant money can be used to add new or additional staff capacity to allow the 
development and implementation of such programs. The division is required to prioritize applicants that will serve rural or frontier 
communities and to provide hands-on technical assistance to grant recipients. 
 Establishing a supportive housing services and homelessness prevention grant program. Grant money can be used to cover the costs of 
providing supportive housing services that are currently not eligible for reimbursement through the state's medical assistance program. It 
can also be used to fund homelessness prevention projects for individuals who have behavioral, mental health, or substance use disorders 
who are homeless or at risk of becoming homeless and who have contact with the criminal or juvenile justice system. The division is 
required to prioritize applicants that will serve rural or frontier communities and provide hands-on technical assistance to grant recipients. 
 Developing a plan to increase participation in regional homeless data systems, support accurate data reporting, and assess housing-
related needs. The program must work with regional continuums of care to evaluate how to increase participation in data systems in 
communities across the state, identify technical needs and associated costs for doing so, and work with communities and stakeholders to 
integrate or develop an integrated user interface for various data systems related to housing and supportive services. It must also enhance 
information about best practices and training materials available to communities across the state. 
(Note: This summary applies to this bill as introduced.) 

Status: 1/8/2020 Introduced In House - Assigned to Transportation & Local Government + Appropriations 
1/29/2020 House Committee on Transportation & Local Government Refer Amended to Appropriations 

HB20-1050 Other  Outlet  Pharmacies  Drug  Distribution  
Position: 
Sponsors: E. Hooton (D) | C. Larson (R) / J. Ginal (D) | J. Tate (R) 
Summary: The bill allows ambulatory surgical center other outlets, hospice other outlets, and convalescent center other outlets to: 

 Make a casual sale or loan of prescription drugs to another registered outlet or to a drug wholesaler; 
 Sell or give a prescription drug to a practitioner authorized by law to prescribe the drug; and 
 Supply an emergency kit or starter dose of a prescription drug to specified entities.  clarifies that a registered prescription drug outlet and 
an other outlet may make a casual sale of a drug in the manufacturer's sealed container to another registered outlet and to a practitioner 
authorized to prescribe the drug. "Casual sale" does not include the loan of a drug. 

(Note: Italicized words indicate new material added to the original summary; dashes through words indicate deletions from the original 
summary.) 

(Note: This summary applies to the reengrossed version of this bill as introduced in the second house.) 

Status: 1/8/2020 Introduced In House - Assigned to Public Health Care & Human Services 
1/24/2020 House Committee on Public Health Care & Human Services Refer Amended to House Committee of the Whole 
2/5/2020 House Second Reading Passed with Amendments - Committee, Floor 
2/5/2020 House Second Reading Passed with Amendments - Floor 
2/6/2020 House Third Reading Passed - No Amendments 
2/10/2020 Introduced In Senate - Assigned to Health & Human Services 
3/4/2020 Senate Committee on Health & Human Services Refer Unamended - Consent Calendar to Senate Committee of the Whole 
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HB20-1061 Human  Immunodeficiency  Virus  Infection  Prevention  Medications  
Position: 
Sponsors: A. Valdez (D) | L. Herod (D) / D. Moreno (D) 
Summary: With regard to coverage under a health benefit plan for HIV infection prevention medications, the bill: 

 Prevents a health insurance carrier from requiring a covered person to undergo step therapy or to receive prior authorization before 
receiving HIV infection prevention drugs; 
 Requires carriers to cover HIV infection prevention drugs prescribed or dispensed by a pharmacist and to provide an adequate 
consultative fee to those pharmacists; and 
 Allows a pharmacist to prescribe and dispense HIV infection prevention drugs if the pharmacist fulfills specific requirements. 
(Note: This summary applies to this bill as introduced.) 

Status: 0/0/2020 House Second Reading -
1/8/2020 Introduced In House - Assigned to Public Health Care & Human Services 
1/31/2020 House Committee on Public Health Care & Human Services Refer Amended to Appropriations 
2/14/2020 House Committee on Appropriations Refer Amended to House Committee of the Whole 
2/25/2020 House Second Reading Laid Over Daily - No Amendments 
2/27/2020 House Second Reading Laid Over to 03/02/2020 - No Amendments 
3/2/2020 House Second Reading Passed with Amendments - Committee 
3/3/2020 House Third Reading Re-referred to House Committee of the Whole - No Amendments 
3/4/2020 House Second Reading Passed with Amendments - Committee, Floor 

HB20-1065 Harm  Reduction  Substance  Use  Disorders  
Position: Support 
Sponsors: C. Kennedy (D) | L. Herod (D) / B. Pettersen (D) | K. Priola (R) 
Summary: Opioid and Other Substance Use Disorders Study Committee. The bill: 

 Requires a carrier that provides coverage for opiate antagonists to reimburse a hospital if the hospital provides a covered person with an 
opiate antagonist upon discharge ( section 1  of the bill); 
 Allows a pharmacist or pharmacy technician to sell a nonprescription syringe or needle to any person ( sections 2 and 5 ); 
 Extends civil and criminal immunity for a person who acts in good faith to furnish or administer an opiate antagonist to an individual the 
person believes to be suffering an opiate-related drug overdose when the opiate antagonist was expired ( sections 3 and 4 ); 
 Removes the requirement that entities first receive local board of health approval before operating a clean syringe exchange program ( 
sections 6 and 7 ); and 
 Provides that money in the harm reduction grant program cash fund is continuously appropriated to the department of public health and 
environment for purposes of the harm reduction grant program and establishes an annual appropriation of an amount equal to the 
appropriation for the 2019-20 fiscal year plus $250,000 ( section 8 ). 
(Note: This summary applies to this bill as introduced.) 
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Status: 1/8/2020 Introduced In House - Assigned to Health & Insurance 
2/19/2020 House Committee on Health & Insurance Refer Amended to Appropriations 

HB20-1085 Prevention  Of  Substance  Use  Disorders  
Position: Support 
Sponsors: C. Kennedy (D) | L. Herod (D) / F. Winter (D) | K. Priola (R) 
Summary: Opioid and Other Substance Use Disorders Study Committee. 

The bill requires the commissioner of insurance (commissioner) to promulgate rules that establish diagnoses of covered conditions for 
which nonpharmacological alternatives to opioids are appropriate. Each health benefit plan is required to provide coverage for at least 6 physical 
therapy visits and 6 occupational therapy visits per year or 12 acupuncture visits per year, with a maximum of one copayment per year for 12 
covered visits. The bill requires the commissioner to conduct an actuarial study to determine the economic feasibility prior to including 
acupuncture as a covered alternative treatment. ( section 1 of the bill). 

The bill prohibits an insurance carrier (carrier) from limiting or excluding coverage for an atypical opioid or a nonopioid medication that 
is approved by the federal food and drug administration by mandating that a covered person undergo step therapy or obtain prior authorization if 
the atypical opioid or nonopioid medication is prescribed by the covered person's health care provider. The carrier is required to make the 
atypical opioid or nonopioid medication available at the lowest cost-sharing tier applicable to a covered opioid with the same indication ( 
section 2 ). 

The bill precludes a carrier that has a contract with a physical therapist, occupational therapist, or acupuncturist from prohibiting the 
physical therapist, occupational therapist, or acupuncturist from, or penalizing the physical therapist, occupational therapist, or acupuncturist for, 
providing a covered person information on the amount of the covered person's financial responsibility for the covered person's physical therapy, 
occupational therapy, or acupuncture services or from requiring the physical therapist, occupational therapist, or acupuncturist to charge or 
collect a copayment from a covered person that exceeds the total charges submitted by the physical therapist, occupational therapist, or 
acupuncturist. The commissioner is required to take action against a carrier that the commissioner determines is not complying with these 
prohibitions ( section 3 ). 

Current law limits an opioid prescriber from prescribing more than a 7-day supply of an opioid to a patient who has not had an opioid 
prescription within the previous 12 months unless certain conditions apply, and this prescribing limitation is set to repeal on September 1, 2021. 
The bill continues the prescribing limitation indefinitely ( sections 4 through 10 ). 

The bill requires the executive director of the department of regulatory agencies (department) to consult with the center for research into 
substance use disorder prevention, treatment, and recovery support strategies (center) and the state medical board to promulgate rules 
establishing competency-based continuing education requirements for physicians and physician assistants concerning prescribing practices for 
opioids ( section 11 ). 

The bill modifies requirements for adding prescription information to the prescription drug monitoring program (program) and allows 
the department of health care policy and financing and the health information organization network access to the program ( sections 12 and 13 
). 

The bill continues indefinitely the requirement that a health care provider query the program before prescribing a second fill for an 
opioid and requires each health care provider to query the program before prescribing a benzodiazepine, unless certain exceptions apply. The 
bill also requires the director of the division of professions and occupations in the department to promulgate rules designating additional 
controlled substances and other prescription drugs to be tracked by the program. In addition to current law allowing medical examiners and 
coroners to query the program when conducting an autopsy, the bill allows medical examiners and coroners to query the program when 
conducting a death investigation ( sections 13 through 15 ). 
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The bill appropriates money to: 

 The department of public health and environment annually to address opioid and other substance use disorders through local public 
health agencies ( section 16 ); 
 The department of health care policy and financing to extend the operation of the substance use disorder screening, brief intervention, 
and referral to treatment grant program ( section 17 ); and 
 The department of human services for allocation to the center for continuing education activities for opioid prescribers, including 
education for prescribing benzodiazepines ( section 18 ). 

The bill directs the office of behavioral health in the department of human services to convene a collaborative with institutions of higher 
education, nonprofit agencies, and state agencies for the purpose of gathering feedback from local public health agencies, institutions of higher 
education, nonprofit agencies, and state agencies concerning evidence-based prevention practices ( section 19 ). 
(Note: This summary applies to this bill as introduced.) 

Status: 1/10/2020 Introduced In House - Assigned to Health & Insurance 
2/19/2020 House Committee on Health & Insurance Refer Amended to Appropriations 

HB20-1086 Insurance  Coverage  Mental  Health  Wellness  Exam  
Position: 
Sponsors: D. Michaelson Jenet (D) | C. Larson (R) / R. Fields (D) 
Summary: The bill adds a requirement, as part of mandatory health insurance coverage of preventive health care services, that health plans cover an annual 

mental health wellness examination of up to 60 minutes that is performed by a qualified mental health care provider. The coverage must: 

 Be comparable to the coverage of a physical examination; 
 Comply with the requirements of federal mental health parity laws; and 
 Not require any deductibles, copayments, or coinsurance for the mental health wellness examination. 

The bill appropriates $13,347 from the division of insurance cash fund to the division of insurance in the department of regulatory agencies for 
personal services to implement the bill. 

(Note: Italicized words indicate new material added to the original summary; dashes through words indicate deletions from the original 
summary.) 

(Note: This summary applies to the reengrossed version of this bill as introduced in the second house.) 

Status: 1/10/2020 Introduced In House - Assigned to Health & Insurance 
1/29/2020 House Committee on Health & Insurance Refer Amended to Appropriations 
2/14/2020 House Committee on Appropriations Refer Amended to House Committee of the Whole 
2/19/2020 House Second Reading Passed with Amendments - Committee 
2/20/2020 House Third Reading Passed - No Amendments 
2/21/2020 Introduced In Senate - Assigned to Health & Human Services 
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HB20-1092 Reimbursement  To  Federally  Qualified  Health  Centers  
Position: Strongly Support 
Sponsors: Y. Caraveo (D) | P. Will (R) / K. Donovan (D) | B. Rankin (R) 
Summary: The bill requires the department of health care policy and financing to reimburse federally qualified health centers (FQHCs) for telemedicine 

services and clinical pharmacy services provided to medicaid recipients. 
(Note: This summary applies to this bill as introduced.) 

Status: 1/13/2020 Introduced In House - Assigned to Public Health Care & Human Services 
2/5/2020 House Committee on Public Health Care & Human Services Refer Unamended to Appropriations 

HB20-1103 Colorectal  Cancer  Screening  Coverage  
Position: 
Sponsors: J. Buckner (D) | P. Will (R) / R. Fields (D) | K. Priola (R) 
Summary: Current law requires health insurance carriers (carriers) to provide preventive health insurance coverage for colorectal cancer screenings in 

accordance with U.S. preventive services task force guidelines. The bill requires carriers to instead provide coverage for colorectal cancer 
screenings in accordance with American Cancer Society guidelines. The coverage must include coverage for a colonoscopy or other medical test 
or procedure for colorectal cancer screening and a follow-up colonoscopy, if necessary, and coverage for high-risk individuals  additionally 
provide coverage for persons 45 years of age and older. 

(Note: Italicized words indicate new material added to the original summary; dashes through words indicate deletions from the original 
summary.) 

(Note: This summary applies to the reengrossed version of this bill as introduced in the second house.) 

Status: 1/14/2020 Introduced In House - Assigned to Appropriations 
1/14/2020 Introduced In House - Assigned to Health & Insurance 
1/29/2020 House Committee on Health & Insurance Refer Amended to Appropriations 
2/14/2020 House Committee on Appropriations Refer Unamended to House Committee of the Whole 
2/19/2020 House Second Reading Passed with Amendments - Committee 
2/20/2020 House Third Reading Passed - No Amendments 
2/20/2020 House Third Reading Laid Over Daily - No Amendments 
2/28/2020 Introduced In Senate - Assigned to Health & Human Services 

HB20-1113 Mental  Health  Educational  Resources  
Position: 
Sponsors: B. Titone (D) | L. Landgraf (R) 
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Summary: No later than July 1, 2020, the department of human services (department), with assistance from other departments and organizations, shall 
create and maintain a website that provides internet links to relevant information and resources available to individuals seeking behavioral 
health care services. The website must include information about the Colorado SEE ME campaign and the national suicide prevention hotline, 
demographic-specific information about behavioral health care providers available in each geographic region, internet links to each behavioral 
health care provider's website, and internet links to skilled nursing facilities available in each geographic region. 

No later than April 1, 2021, the department shall issue a request for proposal to contract with an organization to develop and distribute 
community- and demographic-specific targeted messaging related to the website. The messaging must be distributed no later than January 1, 
2022. 

The bill allows a health care professional who is required to complete continuing competency requirements to take a course in mental 
health education to satisfy the continuing competency requirements. 

(Note: This summary applies to this bill as introduced.) 

Status: 1/15/2020 Introduced In House - Assigned to Public Health Care & Human Services + Appropriations 
1/31/2020 House Committee on Public Health Care & Human Services Lay Over Unamended - Amendment(s) Failed 
2/5/2020 House Committee on Public Health Care & Human Services Refer Amended to Appropriations 

HB20-1139 Peer  Support  Professionals  Behavioral  Health  
Position: 
Sponsors: R. Pelton (R) | Y. Caraveo (D) 
Summary: The bill adds definitions for "peer support professional" and "recovery support services organization" for the purposes of permissible claims 

submitted for reimbursement under the medical services program. A recovery support services organization (recovery organization) may bill 
and submit for reimbursement certain eligible peer support services (support services) provided by peer support professionals. The department 
of human services (department) is responsible for approving a recovery support services organization for reimbursement for support services. 
The bill sets forth detailed criteria for approval by the department, and the department is given rule-making authority to establish other criteria 
and standards as necessary. 

The bill creates a refundable income tax credit available for income tax years commencing on or after January 1, 2021, but before 
January 1, 2031, for eligible peer support professionals (eligible individuals) who have worked in Colorado at least part-time for at least 3 years 
in the behavioral health sector and who either return to school or who graduate and return to work in the public or private health care sector. The 
tax credit is available for 4 consecutive years for eligible individuals who return to school and for 3 consecutive years for eligible individuals 
who return to work after attending school. The office of behavioral health in the department of human services (office) shall, in conjunction with 
the department of human services, review documentation supplied by eligible individuals seeking the tax credit and provide certification to the 
department of revenue if eligibility criteria for the tax credit is met. The office may not issue tax credit certificates that total more than $100,000 
per income tax year. 

(Note: This summary applies to this bill as introduced.) 

Status: 1/16/2020 Introduced In House - Assigned to Public Health Care & Human Services + Finance + Appropriations 
2/5/2020 House Committee on Public Health Care & Human Services Refer Amended to Finance 
2/20/2020 House Committee on Finance Refer Unamended to Appropriations 
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HB20-1140 Direct  Primary  Care  Services  For  Medicaid  Recipients  
Position: 
Sponsors: P. Buck (R) / J. Ginal (D) 
Summary: The bill prohibits the department of health care policy and financing (department) from denying a medicaid recipient the right to purchase direct 

primary care services or enter into a direct primary care agreement. On or before July 1, 2025, the department shall submit a report to the joint 
budget committee on whether allowing medicaid recipients to purchase direct primary care services or enter into a direct primary care 
agreement resulted in any direct or indirect cost-savings to the state and federal medicaid programs and whether there has been an increase or 
decrease in overall access to care for medicaid recipients. 
(Note: This summary applies to this bill as introduced.) 

Status: 1/16/2020 Introduced In House - Assigned to Health & Insurance 

HB20-1160 Drug  Price  Transparency  Insurance  Premium  Reductions  
Position: Support 
Sponsors: D. Jackson (D) | D. Roberts (D) / J. Ginal (D) | K. Donovan (D) 
Summary: Section 1 of the bill enacts the "Colorado Prescription Drug Price TransparencyAct of 2020", which requires: 

 Health insurers, starting in 2021, to submit to the commissioner of insurance (commissioner) information regarding prescription drugs 
covered under their health insurance plans that the health insurers paid for in the preceding calendar year, including information about 
rebates received from prescription drug manufacturers, a certification regarding how rebates were accounted for in insurance premiums, and 
a list of all pharmacy benefit management firms (PBMs) with whom they contract; 
 Prescription drug manufacturers to notify the commissioner, state purchasers, health insurers, PBMs, pharmacies, and hospitals when the 
manufacturer, on or after January 1, 2021, increases the price of certain prescription drugs by more than specified amounts or introduces a 
new specialty drug in the commercial market; 
 Prescription drug manufacturers, within 15 days after the end of each calendar quarter that starts on or after January 1, 2021, to provide 
specified information to the commissioner regarding the drugs about which the manufacturer notified purchasers; 
 Health insurers or, if applicable, PBMs to annually report specified information to the commissioner regarding rebates and 
administrative fees received from manufacturers for prescription drugs they paid for in the prior calendar year and the average wholesale 
price paid for prescription drugs by individuals, small employers, and large employers enrolled in health plans issued by the health insurer 
or that contain prescription drug benefits managed or administered by the PBM; and 
 Certain nonprofit organizations to compile and submit to the commissioner an annual report indicating the amount of each payment, 
donation, subsidy, or thing of value received by the nonprofit organization or its officers, employees, or board members from a prescription 
drug manufacturer, PBM, health insurer, or trade association and the percentage of the nonprofit organization's total gross income that is 
attributable to those payments, donations, subsidies, or things of value. 

The commissioner is required to post the information received from health insurers, prescription drug manufacturers, PBMs, and nonprofit 
organizations on the division of insurance's website, excluding any information that the commissioner determines is proprietary. Additionally, 
the commissioner, or a disinterested third-party contractor, is to analyze the data reported by health insurers, prescription drug manufacturers, 
PBMs, and nonprofit organizations and other relevant information to determine the effect of prescription drug costs on health insurance 
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premiums. The commissioner is to publish a report each year, submit the report to the governor and specified legislative committees, and 
present the report during annual "State Measurement for Accountable, Responsive, and Transparent (SMART) Government Act" hearings. The 
commissioner is authorized to adopt rules as necessary to implement the requirements of the bill. 

Health insurers that fail to report the required data are subject to a fine of up to $10,000 per day per report. Nonprofit organizations are 
subject to a fine of up to $10,000 for failure to comply with reporting requirements. 

Section 2 specifies that failing to ensure that a PBM that a health insurer uses to manage or administer its prescription drug benefits is 
complying with reporting requirements constitutes an unfair method of competition and an unfair or deceptive act or practice in the business of 
insurance. 

Section 3 specifies that a PBM is an entity that manages or administers prescription drug benefits for a health insurer, either pursuant to 
a contract or as an entity associated with the health insurer. 

Under sections 4 and 5 , a prescription drug manufacturer that fails to notify purchasers or fails to report required data to the 
commissioner is subject to discipline by the state board of pharmacy, including a penalty of up to $10,000 per day for each day the manufacturer 
fails to comply with the notice or reporting requirements. The commissioner is to report manufacturer violations to the state board of pharmacy. 

Section 6 requires a health insurer to reduce premiums for the health plans it issues or renews on or after January 1, 2022, to adjust for 
the rebates the health insurer received from prescription drug manufacturers in the previous plan year. 
(Note: This summary applies to this bill as introduced.) 

Status: 1/21/2020 Introduced In House - Assigned to Health & Insurance + Appropriations 
2/12/2020 House Committee on Health & Insurance Refer Amended to Finance 
3/2/2020 House Committee on Finance Refer Unamended to Appropriations 

HB20-1198 Pharmacy  Benefits  Carrier  And  Pharmacy  Benefit  Manager  Requirements  
Position: 
Sponsors: J. Buckner (D) / R. Fields (D) | J. Ginal (D) 
Summary: The bill imposes requirements regarding the administration of prescription drug benefits under health benefit plans as follows: 

 Requires a health insurer to submit to the commissioner of insurance a list of pharmacy benefit managers (PBMs) the health insurer uses 
to manage or administer prescription drug benefits under its health benefit plans offered in this state; 
 Requires health insurers and PBMs to submit their programs for compensating pharmacies and pharmacists and their prescription drug 
formularies under their prescription drug benefits plans, and the commissioner is authorized to review the compensation programs to ensure 
they are fair and reasonable to provide an adequate network of pharmacies and pharmacists under their prescription drug benefits plans; 
 Requires a PBM to also report to the commissioner the amount the PBM expects to be reimbursed from health insurers for pharmacist 
services; 
 Prohibits health insurers and PBMs from: 
 Causing or knowingly permitting the use of any untrue, deceptive, or misleading advertisement, promotion, solicitation, representation, 
proposal, or offer; 
 Charging a pharmacy or pharmacist a fee for adjudicating a claim; 
 Requiring stricter pharmacy accreditation standards or certification requirements than the standards or requirements that are required by 
the state board of pharmacy; 
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 Reimbursing an independent pharmacy or pharmacist an amount that is less than the amount the health insurer or PBM reimburses an 
affiliated pharmacy or pharmacist; and 
 Modifying their prescription drug formulary at any time during the benefit year. 
 If a pharmacy or pharmacist is eliminated from a health care provider or PBM network, specifies that the health insurer or PBM is not 
relieved of any obligation to pay for pharmacist services properly rendered before elimination from the network; and 
 Requires health insurers and PBMs to report specified claims data to the commissioner and the all-payer health claims database. 

The commissioner is authorized to adopt rules to implement the bill and to enforce the bill using all powers granted the commissioner under the 
insurance laws of this state. A health insurer is: 

 Responsible for complying with the bill and ensuring any PBM the health insurer uses is complying with the bill; and 
 Liable for failure of the health insurer or PBM to comply. 
(Note: This summary applies to this bill as introduced.) 

Status: 1/30/2020 Introduced In House - Assigned to Health & Insurance 

HB20-1206 Sunset  Mental  Health  Professionals  
Position: 
Sponsors: D. Michaelson Jenet (D) | L. Landgraf (R) / F. Winter (D) | J. Tate (R) 
Summary: Sunset Process - House Public Health Care and Human Services Committee. The bill: 

 Continues the regulation of mental health professionals until 2029; 
 Clarifies that mental health professionals may administer opiate antagonists; 
 Allows the staff of a mental health board to approve applications for licensure, certification, and registration without ratification from the 
respective board unless the board deems ratification necessary; 
 Clarifies that licensees, certificate holders, and registrants are not required to form a professional service corporation; 
 Requires a mental health professional to disclose to clients that the client's medical records may not be maintained longer than 7 years; 
 Exempts students who are enrolled in a school program and are practicing as part of a school practicum or clinical program from 
licensing, certification, and registration requirements; 
 Grants title protection to additional persons practicing in the mental health field; 
 Clarifies that a mental health professional may disclose confidential communications if there is a threat to a school or its employees and 
personnel; 
 Makes the conviction of a crime that is related to mental health practice a violation of the mental health practice acts; 
 Makes the failure to report the conviction of a felony a violation of the mental health practice acts; 
 Clarifies that it is not a prohibited activity for a mental health professional to offer or accept payment for services provided from a 
referral; 
 Authorizes the appropriate regulatory board to suspend a mental health professional's license, certification, or registration for the failure 
to comply with a board-ordered mental or physical examination; 
 Allows mental health professionals to resolve certain issues informally prior to reporting a violation to the applicable board; 
 Allows supervision of an applicant for a social worker license to be done virtually and by a person other than a licensed social worker; 
 Repeals the requirement that a candidate for a social work license must be supervised by a licensed social worker and allows supervision 
as approved by the state board of social work examiners; 
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 States that, for licensed social workers or licensed clinical social workers, course work is the only professional competency activity that 
can fulfill all the continuing competency requirements; 
 Requires applicants for psychology licensure to complete a name-based criminal history record check upon initial application; 
 Repeals the requirements that members of the mental health boards must be United States citizens; 
 Repeals the provision allowing a licensed mental health professional or a licensure candidate to register with the database of registered 
psychologists; and 
 Grants general rule-making authority to the state board of addiction counselor examiners and requires the state board of human services 
in the department of human services to establish by rule education requirements for addiction counselors. 
(Note: This summary applies to this bill as introduced.) 

Status: 1/30/2020 Introduced In House - Assigned to Public Health Care & Human Services 
2/19/2020 House Committee on Public Health Care & Human Services Witness Testimony and/or Committee Discussion Only 
2/21/2020 House Committee on Public Health Care & Human Services Refer Amended to Finance 

HB20-1236 Health  Care  Coverage  Easy  Enrollment  Program  
Position: 
Sponsors: S. Lontine (D) | P. Will (R) / J. Tate (R) | J. Bridges (D) 
Summary: The bill creates the Colorado affordable health care coverage easy enrollment program (program) for the purpose of leveraging the tax filing 

process to connect uninsured Coloradans to free or subsidized health care coverage. The program will allow Coloradans to ask on their state 
income tax returns for the Colorado health benefit exchange (exchange) to assess whether uninsured household members are potentially eligible 
for free or subsidized health care coverage. If the tax filer requests that the eligibility of uninsured household members be assessed under the 
program, the tax filer will receive information about coverage options and assistance with enrollment. 

The bill creates the affordable health care coverage easy enrollment advisory committee (advisory committee) to guide implementation 
of the program. The advisory committee will be chaired by the executive director of the exchange and the executive director of the department 
of revenue (department) and will include representatives of the department of health care policy and financing, the division of insurance in the 
department of regulatory agencies, consumer advocacy groups, health care consumers, small employers, health insurance carriers, tax preparers, 
and insurance producers. 

The department is required to implement the tax forms and schedules created by the advisory committee and to share the tax information 
gathered, as authorized by individual tax filers, with the exchange. 

The executive director of the department shall promulgate rules to implement the new tax forms and schedules and to implement the 
authorized sharing of the tax information provided on the state individual income tax return forms for the purpose of enrolling uninsured 
individuals in a health care coverage affordability program. 

(Note: This summary applies to this bill as introduced.) 

Status: 1/31/2020 Introduced In House - Assigned to Finance + Appropriations 
2/20/2020 House Committee on Finance Refer Amended to Appropriations 
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HB20-1239 Consumer  Protections  Concerning  Vaccinations  
Position: 
Sponsors: D. Williams (R) 
Summary: The bill creates the "Vaccine Consumer Protection Act" (Act), which Act: 

 Requires health care providers and health care facilities to provide vaccine information to patients; 
 Requires health care providers and health care facilities that recommend or administer a vaccine to a patient to ensure that the patient or 
the patient's parent or guardian completes a vaccination contraindication checklist created by the state board of health; 
 Requires health care providers and health care facilities to report vaccine adverse events to the federal vaccine adverse event reporting 
system; 
 Prohibits health care providers and health care facilities from recommending or administering a vaccine to a patient who is under 18 
years of age without the consent of the patient's parent or guardian; 
 Prohibits health care providers, health care facilities, health insurers, and schools from treating people who delay or decline vaccinations 
differently than people who have received vaccinations; 
 Authorizes the assessment of fines for violations of the Act; and 
 Requires the department of public health and environment to post specific vaccine information on its website. 
(Note: This summary applies to this bill as introduced.) 

Status: 1/31/2020 Introduced In House - Assigned to Health & Insurance 
2/26/2020 House Committee on Health & Insurance Postpone Indefinitely 

HB20-1270 One  Parent  Consent  For  Behavioral  Health  Services  
Position: 
Sponsors: D. Michaelson Jenet (D) / R. Fields (D) 
Summary: The bill authorizes a physician or a mental health professional (professional) to evaluate or treat a minor patient (minor) for a behavioral health 

disorder with the consent of only one parent or legal guardian of the minor if both parents have legal decision-making authority over the minor, 
but not when there is an existing court order providing that the parents or legal guardians have joint-decision making authority concerning the 
medical or behavioral health decisions of the minor . The professional shall act in the best interest of the minor and provide services for a 
behavioral health disorder only in accordance with the professional's own advice or recommendation. The bill defines a minor as a person who 
is under 15 years of age. 

(Note: Italicized words indicate new material added to the original summary; dashes through words indicate deletions from the original 
summary.) 

(Note: This summary applies to the reengrossed version of this bill as introduced in the second house.) 

Status: 0/0/2020 House Second Reading -
0/0/2020 House Third Reading -
2/3/2020 Introduced In House - Assigned to Public Health Care & Human Services 
2/14/2020 House Committee on Public Health Care & Human Services Refer Amended to House Committee of the Whole 
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2/20/2020 House Second Reading Laid Over Daily - No Amendments 
2/21/2020 House Second Reading Special Order - Passed with Amendments - Committee 
2/24/2020 House Third Reading Laid Over Daily - No Amendments 
2/27/2020 House Third Reading Passed - No Amendments 
2/28/2020 Introduced In Senate - Assigned to Judiciary 

HB20-1271 Repeal  Red  Flag  And  Amend  72-hour  Hold  
Position: 
Sponsors: L. Saine (R) / J. Cooke (R) | J. Smallwood (R) 
Summary: The bill repeals the laws relating to extreme risk protection orders. 

Under current law, a person can be held on an involuntary 72-hour mental health hold if the person appears to be an imminent danger to 
others or to himself or herself. The bill changes the standard from imminent danger to extreme risk and defines extreme risk as a credible and 
exigent threat of danger to themselves or others through actionable threats of violence or death as result of a current mental health state. 

(Note: This summary applies to this bill as introduced.) 

Status: 2/3/2020 Introduced In House - Assigned to Judiciary 

HB20-1284 Secure  Transportation  Behavioral  Health  Crisis  
Position: 
Sponsors: T. Kraft-Tharp (D) | J. McCluskie (D) / J. Bridges (D) | J. Smallwood (R) 
Summary: The bill creates a regulatory and service system to provide secure transportation services, with different requirements than traditional ambulance 

services, for individuals experiencing a behavioral health crisis. Mobile crisis services, units linked to the walk-in crisis services, and crisis 
respite services may arrange for secure transportation in response to a behavioral health crisis. The department of human services shall allow for 
the development of secure transportation alternatives. 

The board of county commissioners of the county in which the secure transportation service is based (commissioners) shall issue a 
license to an entity (licensee), valid for one year, that provides secure transportation services if the minimum requirements set by rule by the 
state board of health are met or exceeded. The commissioners shall also issue operating permits, valid for 12 months following issuance, to each 
vehicle operated by the licensee. A fee may be charged for each license to reflect the direct and indirect costs to the applicable county in 
implementing secure transportation services licensure. The state board of health is given authority to promulgate rules concerning secure 
transportation licensure. 

The department of health care policy and financing is directed to create and implement a secure transportation benefit on or before 
January 1, 2022. 

Language is added to exempt secure transportation services from regulation under the public utilities commission. 

(Note: This summary applies to this bill as introduced.) 
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Status: 2/4/2020 Introduced In House - Assigned to Public Health Care & Human Services 
2/28/2020 House Committee on Public Health Care & Human Services Refer Amended to Appropriations 

HB20-1308 Nonsubstantive  Emails  And  Open  Meetings  Law  
Position: 
Sponsors: J. Arndt (D) / J. Ginal (D) 
Summary: Under current provisions of the Open Meetings Law (OML), if elected officials use electronic mail to discuss pending legislation or other public 

business among themselves, the electronic mail constitutes a meeting that is subject to the OML's requirements. The bill substitutes the word 
"exchange" for the word "use" in describing the type of electronic mail communication that triggers the application of the OML. 

The bill clarifies existing statutory provisions to specify that electronic mail communication between elected officials that does not relate 
to the merits or substance of pending legislation or other public business is not a meeting for OML purposes. Under the bill, the type of 
electronic communication that also does not constitute a meeting for OML purposes includes electronic communication regarding scheduling 
and availability as well as electronic communication that is sent by an elected official for the purpose of forwarding information, responding to 
an inquiry from an individual who is not a member of the state or local public body, or posing a question for later discussion by the public body. 

(Note: This summary applies to this bill as introduced.) 

Status: 2/21/2020 Introduced In House - Assigned to Transportation & Local Government 

HB20-1319 Prohibit  Sale  Of  Flavored  Nicotine  Products  
Position: 
Sponsors: Y. Caraveo (D) | K. Becker (D) / R. Fields (D) | K. Priola (R) 
Summary: On and after September 1, 2020, the bill prohibits the sale of flavored cigarettes, tobacco products, and nicotine products, including flavored 

electronic cigarettes, and products intended to be added to cigarettes, tobacco products, or nicotine products to produce a flavor other than 
tobacco. 

(Note: This summary applies to this bill as introduced.) 

Status: 2/21/2020 Introduced In House - Assigned to Health & Insurance 
3/4/2020 House Committee on Health & Insurance Lay Over Unamended - Amendment(s) Failed 

SB20-001 Expand  Behavioral  Health  Training  For  K-12  Educators  
Position: Support 
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Sponsors: R. Fields (D) / E. Sirota (D) | K. Van Winkle (R) 
Summary: School Safety Committee. The bill requires the department of education (department) to offer a train the trainer program (program) designed to 

improve school culture, promote youth behavioral and mental health, and prepare attendees to teach a youth behavioral and mental health 
training course. The department must make the program available to employees of a school district, charter school, or board of cooperative 
services (local education provider). A local education provider and its employees are not required to participate in the program. The department 
may enter into an agreement with an organization to provide the program. The department is required to annually evaluate the effectiveness of 
the program. The general assembly is required to annually appropriate up to $1 million for the program. The program is repealed June 30, 2024. 

The program must include evidence-based instruction on, and prepare an attendee to teach a youth behavioral and mental health training 
course that includes, any of the following subjects: 

 Using trauma-informed approaches to improve overall school climate and culture; 
 Identifying behavioral and mental health challenges and substance use disorders; 
 Restorative practices for addressing youth behavioral and mental health challenges; 
 Improving youth social and emotional health; 
 Bullying prevention and intervention strategies; 
 Encouraging positive bystander behavior; 
 Best practices for providing assistance in noncrisis situations; 
 De-escalation of crisis situations; or 
 Identifying and accessing available behavioral and mental health resources and substance use disorder support services and treatment. 
(Note: This summary applies to this bill as introduced.) 

Status: 1/8/2020 Introduced In Senate - Assigned to Education 
2/6/2020 Senate Committee on Education Refer Amended to Appropriations 

SB20-005 Covered  Person  Cost-sharing  Collected  By  Carriers  
Position: 
Sponsors: F. Winter (D) | K. Priola (R) / J. McCluskie (D) 
Summary: The bill prohibits carriers from inducing, incentivizing, or otherwise requiring: 

 A health care provider to collect any coinsurance, copayment, or deductible directly from a covered person or the covered person's 
responsible party; or 
 A covered person to pay any coinsurance, copayment, or deductible directly to a health care provider. 

The carrier is required to collect any cost-sharing amounts owed by a covered person directly from the covered person in one consolidated bill. 

(Note: This summary applies to this bill as introduced.) 

Status: 1/8/2020 Introduced In Senate - Assigned to Health & Human Services 
2/27/2020 Senate Committee on Health & Human Services Refer Amended to Appropriations 
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SB20-007 Treatment  Opioid  And  Other  Substance  Use  Disorders  
Position: Strongly Support 
Sponsors: B. Pettersen (D) | F. Winter (D) / B. Buentello (D) | J. Wilson (R) 
Summary: Opioid and Other Substance Use Disorders Study Committee. Section 1 of the bill requires updated community assessments every 2 years 

of the sufficiency of substance use disorder services in the community to be compiled by an independent entity contracted by the department of 
human services (DHS). The assessment must include input and the opportunity for review and comment from community entities and 
individuals. Based on the community assessment, the managed service organization will prepare a draft community action plan and shall allow 
time for stakeholder review and comment on the plan. 

Section 2 of the bill requires insurance carriers to provide coverage for the treatment of substance use disorders in accordance with the 
American society of addiction medicine (ASAM) criteria for placement, medical necessity, and utilization management determinations in 
accordance with the most recent edition of the ASAM criteria. The bill also authorizes the commissioner of insurance, in consultation with DHS 
and the department of health care policy and financing, to identify by rule alternate nationally recognized substance-use-disorder-specific 
treatment criteria if the ASAM criteria are no longer available, relevant, or reflect best practices. 

Sections 3, 4, and 5 of the bill increases funding by $1 million for provider loan forgiveness and scholarships from the Colorado health 
service corps fund in the department of public health and environment (CDPHE). The bill recognizes a goal of the loan forgiveness and 
scholarship programs of creating a diverse health care workforce that is able to address the needs of underserved populations and communities. 

Section 6 of the bill authorizes a pharmacy that has entered into a collaborative pharmacy agreement with one or more physicians to 
receive an enhanced dispensing fee for the administration of all injectable medications for medication-assisted treatment that are approved by 
the federal food and drug administration, and not just injectable antagonist medication. 

Section 7 of the bill requires DHS to commission a state child care and treatment study and final report to make findings and 
recommendations concerning gaps in family-centered substance use disorder treatment and to identify alternative payment structures for funding 
child care and children's services alongside substance use disorder treatment of a child's parent. DHS shall distribute the report to the general 
assembly and present the report in its annual presentation to committees of the general assembly. 

Sections 8, 9, 10, 11, and 12 of the bill prohibit managed service organization contracted providers; withdrawal management services; 
and recovery residences from denying access to medical or substance use disorder treatment services, including recovery services, to persons 
who are participating in prescribed medication-assisted treatment for substance use disorders. In addition, the bill prohibits courts and parole, 
probation, and community corrections from prohibiting the use of prescribed medication-assisted treatment as a condition of participation or 
placement. 

Section 13 of the bill requires managed care entities to provide coordination of care for the full continuum of substance use disorder and 
mental health treatment and recovery services, including support for individuals transitioning between levels of care. 

Section 14 of the bill appropriates $250,000 to the office of behavioral health in DHS for allocation to the center for research into 
substance use disorder prevention, treatment, and recovery support strategies for the continued employment of grant writers to aid local 
communities in need of assistance to access federal and state money to address opioid and other substance use disorders in their communities. 

Section 15 of the bill authorizes the commissioner of insurance, in consultation with CDPHE, to promulgate rules, or to seek a revision 
of the essential health benefits package, for prescription medications for medication-assisted treatment to be included on insurance carriers' 
formularies. 

Section 16 of the bill requires insurance carriers to report to the commissioner of insurance on the number of in-network providers who 
are licensed to prescribe medication-assisted treatment for substance use disorders, including buprenorphine, and of that number, to indicate 
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how many providers are actively prescribing medication-assisted treatment. The bill requires the commissioner of insurance to promulgate rules 
concerning the reporting. 

Section 17 of the bill requires insurance carriers to provide coverage for naloxone hydrochloride, or other similarly acting drug, without 
prior authorization and without imposing any deductible, copayment, coinsurance, or other cost-sharing requirement. 

Section 18  of the bill requires DHS to implement a program for training and community outreach relating to, at a minimum, the 
availability of and process for civil commitment of persons with an alcohol or substance use disorder. The training must be provided to first 
responders, law enforcement, emergency departments, primary care providers, and persons and families of persons with a substance use 
disorder, among others. 

Sections 19 through 65  of the bill consolidate part 1 of article 82 of title 27, C.R.S., relating to emergency treatment and voluntary and 
involuntary commitment of persons for treatment of drugs into the existing part 1 of article 81 of title 27, C.R.S., relating to emergency 
treatment and voluntary and involuntary commitment of persons for treatment of alcohol use disorders, in order to create a single process that 
includes all substances. 

The new scope of part 1 of article 81 of title 27, C.R.S., includes both alcohol use disorder and substance use disorder under the defined 
term "substance use disorder". 

The amendments and additions to part 1 of article 81 of title 27, C.R.S., include: 

 Defining "administrator" to include an administrator's designee; 
 Adding a definition of "incapacitated by substances" to include a person who is incapacitated by alcohol or incapacitated by substances; 
 Changing terminology throughout to refer to "substances" to include both alcohol and drugs; 
 Adjusting the duration of the initial involuntary commitment from 30 days to up to 90 days; 
 Allowing a person to enter into a stipulated order for committed treatment, expediting placement into treatment; 
 Removing the mandatory hearing for the initial involuntary commitment but allowing a person to request a hearing if the person does not 
want to enter into a stipulated order for committed treatment; 
 Incorporating in statute "patient's rights" relating to civil commitment; 
 Using person-centered language throughout the statutory process; and 
 Relocating the existing opioid crisis recovery funds advisory committee from article 82 in title 27, C.R.S., to article 81 in title 27, C.R.S. 

In addition, the bill makes conforming amendments, including several in the professional licensing statutes in title 12, C.R.S., to remove 
references to both alcohol use disorder and substance use disorder as grounds for professional discipline, and replaces those terms with the 
single term "substance use disorder",which the bill now defines in article 81 of title 27, C.R.S., to include both drugs and alcohol. 

The bill also makes conforming amendments to remove statutory references to provisions in part 2 of article 82 of title 27, C.R.S., which 
the bill repeals, and replaces those references with a new reference to the relevant provisions in article 81 of title 27, C.R.S. 

(Note: This summary applies to this bill as introduced.) 

Status: 1/8/2020 Introduced In Senate - Assigned to Health & Human Services 
1/30/2020 Senate Committee on Health & Human Services Refer Amended to Appropriations 

SB20-014 Excused  Absences  In  Public  Schools  For  Behavioral  Health  
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Position: 
Sponsors: R. Fields (D) / D. Michaelson Jenet (D) | L. Cutter (D) 
Summary: School Safety Committee. Current law requires school districts to adopt a written policy setting forth the school district's attendance 

requirements. The bill requires the policy to include excused absences for behavioral health concerns. 
(Note: This summary applies to the reengrossed version of this bill as introduced in the second house.) 

Status: 1/8/2020 Introduced In Senate - Assigned to Education 
2/6/2020 Senate Committee on Education Refer Unamended - Consent Calendar to Senate Committee of the Whole 
2/11/2020 Senate Second Reading Passed - No Amendments 
2/12/2020 Senate Third Reading Passed - No Amendments 
2/12/2020 Introduced In House - Assigned to Education 
3/3/2020 House Committee on Education Refer Unamended to House Committee of the Whole 

SB20-022 Increase  Medical  Providers  For  Senior  Citizens  
Position: 
Sponsors: J. Danielson (D) / B. Titone (D) | M. Duran (D) 
Summary: The bill modifies the Colorado health service corps program administered by the primary care office (office) in the department of public health 

and environment, which includes a loan repayment program, as follows: 

 Allows geriatric advanced practice providers, which include advanced practice nurses and physician assistants, to participate in the loan 
repayment program on the condition of committing to provide geriatric care to older adults in health professional shortage areas for a 
specified period; and 
 Requires the general assembly to annually and continuously appropriate money from the general fund to the office for the 2020-21 
through the 2024-25 fiscal years to help repay loans for geriatric advanced practice providers. 
(Note: This summary applies to this bill as introduced.) 

Status: 1/8/2020 Introduced In Senate - Assigned to Health & Human Services 
1/30/2020 Senate Committee on Health & Human Services Refer Unamended to Appropriations 

SB20-028 Substance  Use  Disorder  Recovery  
Position: Support 
Sponsors: B. Pettersen (D) | K. Priola (R) / B. Buentello (D) | L. Herod (D) 
Summary: Opioid and Other Substance Use Disorders Study Committee. The bill: 

 Annually appropriates $250,000 to the department of labor and employment for the purpose of providing peer coaching and peer 
specialist training for individuals recovering from substance use disorders ( section 1  of the bill); 
 Continues the opioid and other substance use disorders study committee (committee) for an additional 4 years, meeting every other year 
beginning in 2021 ( sections 2 and 3 ); 
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 Requires the state substance abuse trend and response task force to: Convene stakeholders for the purpose of reviewing progress on bills 
introduced by the committee and passed by the general assembly and generating policy recommendations related to opioid and other 
substance use disorders; and submit its annual report to the committee ( section 4 ); 
 Modifies how the determination of child abuse, neglect, or dependency is determined in situations involving alcohol or substance 
exposure ( sections 5 to 7 ); 
 Annually appropriates $2 million to the office of behavioral health (office) in the department of human services for the purpose of 
expanding the individual placement and support program ( section 8 ); 
 Requires the center for research into substance use disorder prevention, treatment, and recovery support strategies (center) to design and 
conduct a comprehensive review of Colorado's substance use disorder treatment and recovery services to inform a state plan for the delivery 
of services across the continuum of care for individuals at risk of relapse and appropriates $500,000 to the center for the completion of the 
review ( section 9 ); 
 Requires the center, through the statewide perinatal substance use data linkage project, to conduct ongoing research related to the 
incidence of perinatal substance exposure or related infant and family health and human service outcomes. The bill also annually 
appropriates $75,000 to the center to conduct the research ( section 10 ). 
 Requires the office to establish a program to assist individuals with substance use disorders by providing the individuals with temporary 
financial housing assistance and annually appropriates $4 million to the office for purposes of the program ( section 11 ); and 
 Creates the recovery support services grant program in the office to provide grants to recovery community organizations, and annually 
appropriates $3.5 million to implement the program ( section 12 ). 
(Note: This summary applies to this bill as introduced.) 

Status: 1/8/2020 Introduced In Senate - Assigned to Health & Human Services 
1/30/2020 Senate Committee on Health & Human Services Refer Amended to Appropriations 

SB20-065 Limit  Mobile  Electronic  Devices  While  Driving  
Position: Support 
Sponsors: C. Hansen (D) / D. Roberts (D) 
Summary: The bill limits the use of a mobile electronic device while driving to adult drivers who use the mobile electronic device through a hands-free 

accessory. 

The bill establishes penalties of $50 and 2 points for a first violation, $100 and 2 points for a second violation, $200 and 4 points for a 
third or subsequent violation, and $300 and 4 points if the violation involves text messaging. 

(Note: This summary applies to the reengrossed version of this bill as introduced in the second house.) 

Status: 1/8/2020 Introduced In Senate - Assigned to Transportation & Energy 
2/11/2020 Senate Committee on Transportation & Energy Refer Amended to Appropriations 
2/25/2020 Senate Committee on Appropriations Refer Amended to Senate Committee of the Whole 
2/27/2020 Senate Second Reading Passed with Amendments - Committee, Floor 
2/28/2020 Senate Third Reading Passed - No Amendments 
3/2/2020 Introduced In House - Assigned to Transportation & Local Government + Judiciary 
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SB20-067 Vehicle  Specific  Ownership  Tax  Actual  Price  
Position: 
Sponsors: L. Crowder (R) 
Summary: Current law uses the manufacturer's suggested retail price (MSRP) of a vehicle to determine taxable value, which is used to determine the 

amount of the specific ownership tax. For class A and B vehicles that weigh 16,000 pounds or less, current law uses 75% of the MSRP; for class 
C and D vehicles, current law uses 85% of MSRP. 

The bill changes this taxable value from MSRP to the actual purchase price. 

(Note: This summary applies to this bill as introduced.) 

Status: 1/9/2020 Introduced In Senate - Assigned to Finance 
2/4/2020 Senate Committee on Finance Postpone Indefinitely 

SB20-084 Prohibit  Requiring  Employee  Immunization  
Position: 
Sponsors: V. Marble (R) / L. Saine (R) 
Summary: The bill prohibits an employer, including a licensed health facility, from taking adverse action against an employee or an applicant for 

employment based on the employee's or applicant's immunization status. The bill allows an aggrieved person to file a civil action for injunctive, 
affirmative, and equitable relief. 

(Note: This summary applies to this bill as introduced.) 

Status: 1/13/2020 Introduced In Senate - Assigned to State, Veterans, & Military Affairs 
2/10/2020 Senate Committee on State, Veterans, & Military Affairs Postpone Indefinitely 

SB20-087 Require  Credentials  Central  Service  Technicians  
Position: 
Sponsors: N. Todd (D) / K. Mullica (D) 
Summary: A central service technician (CST) is a person who decontaminates, inspects, assembles, packages, and sterilizes reusable medical instruments 

or devices in a hospital or ambulatory surgical center. The bill generally prohibits any individual from functioning as a CST unless the 
individual has successfully passed a nationally accredited exam and holds at least one of 2 professional credentials. The bill also generally 
prohibits hospitals and ambulatory surgical centers from employing a CST who does not satisfy these requirements. 

However, the new requirements do not apply to an individual who: 
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 Was employed as a CST in one or more hospitals or ambulatory surgical centers for a cumulative period of at least one year during the 
period beginning December 31, 2015, and ending December 31, 2020; 
 Is employed as a CST by a hospital or ambulatory surgical center on December 31, 2020; and 
 Remains continuously employed as a CST after December 31, 2020. 

Additionally, an individual who does not satisfy the new requirements may function as a CST in a hospital or ambulatory surgical center for up 
to 18 months so long as the individual continues to make a good-faith effort to satisfy the requirements during this time. 

A hospital or ambulatory surgical center may employ a CST who does not satisfy the new requirements if the CST qualifies for one of 
the described exceptions. 

At the request of an individual who was employed as a CST by a hospital or ambulatory surgical center, the hospital or ambulatory 
surgical center shall verify in writing the individual's dates of employment or the contract period during which the individual provided services. 

(Note: This summary applies to the reengrossed version of this bill as introduced in the second house.) 

Status: 1/13/2020 Introduced In Senate - Assigned to Health & Human Services 
2/5/2020 Senate Committee on Health & Human Services Refer Amended to Senate Committee of the Whole 
2/10/2020 Senate Second Reading Passed with Amendments - Committee, Floor 
2/11/2020 Senate Third Reading Passed - No Amendments 
2/11/2020 Senate Third Reading Reconsidered - No Amendments 
2/12/2020 Introduced In House - Assigned to Public Health Care & Human Services 
3/4/2020 House Committee on Public Health Care & Human Services Refer Unamended to House Committee of the Whole 

SB20-107 Drug  Production  Costs  Transparency  Analysis  Report  
Position: Support 
Sponsors: J. Ginal (D) / K. Mullica (D) | D. Jackson (D) 
Summary: The bill directs the department of health care policy and financing (state department), or a third party with whom the department contracts, to 

collect, analyze, and report prescription drug production cost data regarding the 20 highest-cost prescription drugs per course of therapy and the 
20 highest-cost prescription drugs by volume that were purchased or paid for by the departments of corrections, human services, personnel, and 
health care policy and financing (departments) during the 2019-20 and future state fiscal years. Upon receipt of a list of the highest-cost 
prescription drugs purchased or paid for by the departments, the state department or its designated contractor, as applicable, is directed to 
request from the manufacturers of the drugs on the list information showing the basis for and components of the wholesale acquisition cost 
(WAC) of each drug on the list. 

The state department or its designated contractor, as applicable, is to analyze the data received from drug manufacturers and report its 
findings regarding the basis for the WAC for each prescription drug on the list, specifying the percentage of the WAC that is attributable to each 
component driving the WAC. The state department is required to provide an annual prescription drug price transparency report by December 1, 
2021, and each December 1 thereafter to specified legislative committees. The state department and its designated contractor, as applicable, are 
required to maintain the confidentiality of any proprietary information received from a drug manufacturer, and that information is exempt from 
the "Colorado Open Records Act". 

The executive director of the state department is authorized to adopt rules as necessary to implement and administer the bill. A 
manufacturer that fails to report the required information is subject to a civil penalty of up to $10,000 per day. 
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(Note: This summary applies to this bill as introduced.) 

Status: 1/15/2020 Introduced In Senate - Assigned to Health & Human Services 
2/6/2020 Senate Committee on Health & Human Services Lay Over Unamended - Amendment(s) Failed 
2/13/2020 Senate Committee on Health & Human Services Refer Amended to Appropriations 

SB20-109 Short-term  Rentals  Property  Tax  
Position: 
Sponsors: B. Gardner (R) 
Summary: For purposes of the property tax, the bill classifies an improvement that is used to provide short-term stays, which is overnight lodging for less 

than 30 consecutive days in exchange for a monetary payment. A building or a portion of a building that is designed and used as a residency by 
a person, a family, or families and that is leased or available to be leased for short-term stays is a residential improvement and, therefore, it is 
classified as residential property. 

A short-term rental unit is excluded from the definition of residential improvements and, therefore, it is classified as nonresidential 
property. A short-term rental unit is defined to mean a building or a portion of a building that is designed for use predominantly as a place of 
residency by a person, a family, or families, but that is leased or available to be leased for short-term stays during the property tax year and is 
occupied by the owner for less than 30 days in a year. 

(Note: This summary applies to this bill as introduced.) 

Status: 1/15/2020 Introduced In Senate - Assigned to Finance 
2/11/2020 Senate Committee on Finance Postpone Indefinitely 

SB20-127 Committee  Actuarial  Review  Health  Care  Plan  Legislation  
Position: Neutral 
Sponsors: J. Smallwood (R) | N. Todd (D) 
Summary: The bill creates the health benefit plan design change review committee (committee) in the division of insurance to review introduced bills that 

impose new requirements on, or amend existing requirements of, health benefit plans. For any such bill, the committee shall conduct an 
actuarial review of the near-term effects of the bill, including: 

 An estimate of the number of Colorado residents who will be directly affected by the bill; 
 Estimates of changes in the rates of utilization of specific health care services that may result from the bill; 
 Estimates concerning any changes in consumer cost sharing that would result from the bill; 
 The financial impact, if any, of the bill on group benefit plans offered under the "State Employees Group Benefits Act", regardless of 
whether the bill makes any amendment to that act; 
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 The financial impact, if any, of the bill on medical assistance programs under the "Colorado Medical Assistance Act", regardless of 
whether the bill makes any amendment to that act; and 
 The financial impact, if any, of the bill on small-, medium-, and large-sized business employers. 

The bill authorizes the commissioner of insurance to promulgate rules as necessary for the operation of the committee. 

(Note: This summary applies to this bill as introduced.) 

Status: 1/27/2020 Introduced In Senate - Assigned to Health & Human Services 
2/13/2020 Senate Committee on Health & Human Services Refer Unamended to Appropriations 

SB20-137 FERPA  Waiver  For  Behavioral  Health  Services  
Position: 
Sponsors: B. Gardner (R) / B. Buentello (D) 
Summary: The bill requires the department of education (department) to make available on the department's website to all public schools a waiver form 

that a parent or legal guardian may use to waive for one school year the provisions of the federal "Family Educational Rights and Privacy Act of 
1974" (FERPA), as necessary to allow school personnel to communicate with behavioral health care providers about a student's health records. 
The waiver form must include an explanation that signing the waiver is optional. The bill requires public schools to include the waiver form in 
the materials for pupil registration. 
(Note: This summary applies to this bill as introduced.) 

Status: 1/27/2020 Introduced In Senate - Assigned to Health & Human Services 
2/12/2020 Senate Committee on Health & Human Services Postpone Indefinitely 

SB20-145 Repeal  Colorado  Reinsurance  Program  
Position: 
Sponsors: J. Smallwood (R) 
Summary: The bill repeals the Colorado reinsurance program in 2022 and limits the operation of the program to one benefit year. 

(Note: This summary applies to this bill as introduced.) 

Status: 1/27/2020 Introduced In Senate - Assigned to Finance 
2/13/2020 Senate Committee on Finance Postpone Indefinitely 

SB20-156 Protecting  Preventive  Health  Care  Coverage  
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Position: 
Sponsors: B. Pettersen (D) | D. Moreno (D) / D. Esgar (D) | K. Mullica (D) 
Summary: The bill codifies a number of preventive health care services currently required to be covered by health insurance carriers pursuant to the federal 

"Patient Protection and Affordable Care Act" and adds them to the current list of services required to be covered by Colorado health insurance 
carriers, which services are not subject to policy deductibles, copayments, or coinsurance. The bill expands certain preventive health care 
services to include osteoporosis screening, urinary incontinence screening, and screening and treatment of a sexually transmitted infection (STI). 

Current law requires a health care provider or facility to perform a diagnostic exam for an STI and subsequently prescribe treatment for 
an STI at the request of a minor patient. The bill allows a health care provider to administer, dispense, or prescribe preventive measures or 
medications where applicable. The consent of a parent is not a prerequisite for a minor to receive preventive care, but a health care provider 
shall counsel the minor on the importance of bringing the minor's parent or legal guardian into the minor's confidence regarding the services. 

Current law requires the executive director of the department of health care policy and financing to authorize reimbursement for medical 
or diagnostic services provided by a certified family planning clinic. The bill defines family planning services and authorizes reimbursement for 
family planning services. The bill allows staffing by medical professionals to be accomplished through telemedicine. 

(Note: This summary applies to this bill as introduced.) 

Status: 2/4/2020 Introduced In Senate - Assigned to Health & Human Services 
2/26/2020 Senate Committee on Health & Human Services Refer Amended to Appropriations 

SB20-163 School  Entry  Immunization  
Position: 
Sponsors: J. Gonzales (D) | K. Priola (R) / K. Mullica (D) 
Summary: The bill codifies a definition of "nonmedical exemption" to mean an immunization exemption based upon a religious belief whose teachings are 

opposed to immunizations or a personal belief that is opposed to immunizations. 

Under current law, each student must submit to a school, as defined in section 25-4-901, C.R.S., either a certificate of immunization, a 
certificate of medical exemption, or a statement of nonmedical exemption for an immunization for a religious or personal belief. The bill 
requires the department of public health and environment (department) to develop standardized forms and a submission process for persons who 
want to claim a nonmedical exemption for an immunization for a religious or personal belief. A person who wants to claim a nonmedical 
exemption for an immunization for a religious or personal belief can do so by submitting to the school either: 

 A certificate of completion of the online education module; or 
 A certificate of nonmedical exemption. 

The bill requires the department to annually evaluate the state's immunization practices, including an examination of best practices and 
guidelines recommended by the advisory committee on immunization practices. The state board of health may update the state's immunization 
practices pursuant to the annual evaluation. 

The bill creates a vaccine-protected  vaccinated -children standard, whereby the immunization rate goal for every school is 95% of the 
student population to be vaccinated. The bill requires the department to amend an immunization document it currently publishes annually to 
include information about the vaccine-protected  vaccinated -children standard. Every school shall publish its immunization rate and exemption 
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 rate for the measles, mumps, and rubella vaccine on the document and annually distribute it to the parents, legal guardians, and students of the 
school. 

The bill requires, as applicable, a practitioner who is a licensed physician, physician assistant, advanced practice nurse, or person 
authorized pursuant to title 12, C.R.S.,  to administer immunizations within their scope of practice to students and to submit immunization, 
medical, or nonmedical exemption data to the immunization tracking system. The practitioner is not subject to a regulatory sanction for 
noncompliance. 

(Note: Italicized words indicate new material added to the original summary; dashes through words indicate deletions from the original 
summary.) 

(Note: This summary applies to the reengrossed version of this bill as introduced in the second house.) 

Status: 2/11/2020 Introduced In Senate - Assigned to Health & Human Services 
2/19/2020 Senate Committee on Health & Human Services Refer Unamended to Appropriations 
2/25/2020 Senate Committee on Appropriations Refer Amended to Senate Committee of the Whole 
2/27/2020 Senate Second Reading Passed with Amendments - Committee, Floor 
2/28/2020 Senate Third Reading Passed - No Amendments 
3/2/2020 Introduced In House - Assigned to Health & Insurance 

SB20-176 Protect  Neutral  Determinations  In  Health  Insurance  
Position: 
Sponsors: J. Danielson (D) | J. Ginal (D) / B. Titone (D) 
Summary: The bill clarifies 2008 legislation prohibiting discretionary clauses in certain plans and insurance policies and providing for the de novo standard 

of review in any court by: 

 Declaring that the legislation should be construed broadly to effectuate its remedial purpose, notwithstanding any contractual or statutory 
choice-of-law provision to the contrary; 
 Nullifying any contract provision that purports to give an insurer or its agent discretionary authority to determine entitlement to benefits; 
 Severing a claimant's right to de novo review of policy disputes from the claimant's right to a jury trial of those disputes; and 
 Specifying that the commissioner of insurance may adopt rules as necessary to enforce this prohibition. 
(Note: This summary applies to this bill as introduced.) 

Status: 2/20/2020 Introduced In Senate - Assigned to Health & Human Services 
2/27/2020 Senate Committee on Health & Human Services Refer Unamended - Consent Calendar to Senate Committee of the Whole 
3/3/2020 Senate Second Reading Passed - No Amendments 
3/4/2020 Senate Third Reading Laid Over Daily - No Amendments 
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Priority 2 Bills 

3/5/2020

HB20-1063 Fundamental Family Rights In Colorado 
Position: 
Sponsors: T. Geitner (R) 
Summary: The bill defines parental rights as the right to direct the upbringing, education, and care of a parent's child and establishes parental rights as a 

fundamental right in Colorado that is subject to strict scrutiny. 

(Note: This summary applies to this bill as introduced.) 

Status: 1/8/2020 Introduced In House - Assigned to State, Veterans, & Military Affairs 
2/13/2020 House Committee on State, Veterans, & Military Affairs Postpone Indefinitely 

HB20-1078 Pharmacy Benefit Management Firm Claims Payments 
Position: 
Sponsors: S. Jaquez Lewis (D) | K. Mullica (D) / F. Winter (D) 
Summary: The bill specifies the amount that  prohibits a pharmacy benefit management firm (PBM) is required to reimburse  from reimbursing a pharmacy 

for clean claims and reasonable dispensing fees  in an amount less than the amount that the PBM reimburses any affiliate for the same pharmacy 
services. 

The bill also prohibits PBMs from retroactively reducing payment on a clean claim submitted by a pharmacy unless the PBM 
determines, through an audit conducted in accordance with state law, that the claim was not a clean claim or the retroactive reduction is to 
correct a clerical error . Health insurers that contract with PBMs must ensure that the PBMs are complying with this prohibition. and the 
reporting requirements and are subject to penalties for failure to do so. 

(Note: Italicized words indicate new material added to the original summary; dashes through words indicate deletions from the original 
summary.) 

(Note: This summary applies to the reengrossed version of this bill as introduced in the second house.) 
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Status: 1/8/2020 Introduced In House - Assigned to Health & Insurance 
1/29/2020 House Committee on Health & Insurance Refer Amended to House Committee of the Whole 
2/3/2020 House Second Reading Laid Over Daily - No Amendments 
2/5/2020 House Second Reading Passed with Amendments - Committee, Floor 
2/6/2020 House Third Reading Passed - No Amendments 
2/10/2020 Introduced In Senate - Assigned to Health & Human Services 
3/4/2020 Senate Committee on Health & Human Services Refer Unamended to Senate Committee of the Whole 

HB20-1090 Pharmacies To Provide Prescription Readers 

Position: 
Sponsors: M. Young (D) 
Summary: The bill requires a retail community pharmacy, as defined in the bill, to make a prescription reader available to each individual who is blind or 

visually impaired to whom the pharmacy dispenses a prescription drug. 
(Note: This summary applies to this bill as introduced.) 

Status: 1/10/2020 Introduced In House - Assigned to Public Health Care & Human Services 
2/28/2020 House Committee on Public Health Care & Human Services Postpone Indefinitely 

HB20-1114 Protect Minors From Mutilation And Sterilization 

Position: 
Sponsors: S. Sandridge (R) 
Summary: The bill protects minors from mutilation and sterilization. The bill creates a crime of unlawful sex reassignment treatment of a minor. A health 

care professional commits unlawful sex reassignment treatment of a minor if the person knowingly administers, dispenses, or prescribes a drug 
or hormone or orders or performs a surgical procedure for the purpose of facilitating sex reassignment of a minor. 

Unlawful sex reassignment treatment of a minor is a class 3 felony. 

A health care professional who is convicted of unlawful sex reassignment treatment of a minor is subject to professional disciplinary 
action. 

(Note: This summary applies to this bill as introduced.) 

Status: 1/15/2020 Introduced In House - Assigned to State, Veterans, & Military Affairs 
2/13/2020 House Committee on State, Veterans, & Military Affairs Postpone Indefinitely 

HB20-1122 Homeless Youth Services Act And Grant Program 

Position: 

https://statebillinfo.com/SBI/index.cfm?fuseaction=Bills.View2&billnum=HB20-1090
https://statebillinfo.com/SBI/index.cfm?fuseaction=Bills.View2&billnum=HB20-1114
https://statebillinfo.com/SBI/index.cfm?fuseaction=Bills.View2&billnum=HB20-1122


      

    

Sponsors: E. Hooton (D) | C. Larson (R) / N. Todd (D) | D. Hisey (R) 
Summary: The bill updates language in the "Colorado Homeless Youth Services Act" and establishes the services for youth experiencing or at risk of 

experiencing homelessness grant program (grant program) in the department of local affairs (department). The age requirement for such youth is 
increased to 24 years of age or younger from more than 11 years of age to less than 21 years of age. The department shall promulgate rules 
concerning the grant program, and the office of homeless youth services shall administer and monitor the grant program. 

The grant program consists of up to 5 awards of up to $250,000 each awarded on or before January 1, 2021. Grant awards may only be 
awarded to existing providers of services to youth experiencing or at risk of experiencing homelessness, with priority given to those service 
providers that can expand services to underserved areas of the state, including street and community outreach, drop-in centers, emergency 
shelters, and supportive housing and transitional living programs. 

The bill requires the department to prepare and submit a report to the appropriate committees of the general assembly on the outcomes 
of the grant program. 

(Note: This summary applies to this bill as introduced.) 

Status: 1/15/2020 Introduced In House - Assigned to Public Health Care & Human Services + Appropriations 
1/24/2020 House Committee on Public Health Care & Human Services Refer Amended to Appropriations 

HB20-1131 Menstrual Hygiene Products In Schools Program 

Position: 
Sponsors: B. Titone (D) | Y. Caraveo (D) / F. Winter (D) 
Summary: The bill creates in the department of public health and environment (department) the menstrual hygiene products accessibility grant program 

(grant program) to provide awards to public schools or school districts in order to provide menstrual hygiene products at no expense to students. 

The state board of health is required to promulgate rules necessary for the implementation of the grant program. 

The department shall award grants subject to available appropriations, and may seek, accept, and expend gifts, grants, or donations from 
private or public sources. 

(Note: This summary applies to this bill as introduced.) 

Status: 1/15/2020 Introduced In House - Assigned to Education + Appropriations 
2/6/2020 House Committee on Education Refer Amended to Appropriations 

HB20-1138 Public Real Property Index 

Position: 
Sponsors: J. Coleman (D) | C. Larson (R) / J. Bridges (D) | B. Gardner (R) 
Summary: Not later than December 31, 2020, the bill requires each state agency, state institution of higher education, and political subdivision of the state 
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to submit to the office of the state architect (office) a list of all usable real property owned by or under the control of the agency, institution, or 
political subdivision of the state. This list must include, if applicable: 

 The address where the real property is located; 
 The size of the real property; 
 How the real property is zoned; 
 Contact information for the state agency, institution, or political subdivision of the state that owns or controls the real property; 
 The plan, if one is available, for the use, development, or sale of the real property; and 
 A description that includes the condition of the real property and a measurement of total area of the real property that is vacant, unused, 
or underdeveloped. 

Not later than December 31 of each subsequent year, each state agency, state institution, and political subdivision of the state must submit to the 
office any updates to the information the agency, institution, or political subdivision of the state originally submitted to the office about the 
usable real property the agency, institution, or political subdivision of the state owns or controls. 

Beginning July 1, 2021, whenever any state agency, state institution of higher education, or political subdivision of the state plans to 
offer any usable real property for sale, or otherwise plans to solicit any offer to purchase real property, the agency, institution, or political 
subdivision of the state shall notify the office. 

Not later than July 1, 2021, the office must establish and maintain a current database that includes the information listed above. This 
database must be available free of charge to the public on the office's website. 

(Note: This summary applies to this bill as introduced.) 

Status: 1/16/2020 Introduced In House - Assigned to Transportation & Local Government + Appropriations 
2/19/2020 House Committee on Transportation & Local Government Refer Amended to Appropriations 

HB20-1144 Parent's Bill Of Rights 

Position: 
Sponsors: R. Pelton (R) 
Summary: The bill establishes a parent's bill of rights that sets forth specific parental rights related to directing the upbringing, education, and health care of 

a minor child. 

(Note: This summary applies to this bill as introduced.) 

Status: 1/17/2020 Introduced In House - Assigned to State, Veterans, & Military Affairs 
2/13/2020 House Committee on State, Veterans, & Military Affairs Postpone Indefinitely 

HB20-1150 Repeal House Bill 19-1263 Penalties For Drug Possession 
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Position: 
Sponsors: H. McKean (R) 
Summary: House Bill 19-1263, enacted in 2019, made changes relating to the offense level for possession of certain controlled substances and sentencing 

therefor and enacted the community substance use and mental health services grant program. 

The bill repeals provisions enacted by House Bill 19-1263, and reinstates provisions repealed by that act. The bill makes possession of 4 
grams or less of a controlled substance listed in schedule I or II a level 4 drug felony, possession of more than 12 ounces of marijuana or more 
than 3 ounces of marijuana concentrate a level 4 drug felony, and possession of 3 ounces or less of marijuana concentrate a level 1 drug 
misdemeanor. 

The bill clarifies that a person may be arrested for the petty offense of possession of not more than 2 ounces of marijuana and that a 
person may not be sentenced to confinement in jail for a first offense of abusing toxic vapors. 

The bill prohibits a court from suspending a sentence to complete useful public service pursuant to the "Uniform Controlled Substances 
Act of 2013" (act) and requires a court to sentence a person to complete useful public service if the person receives diversion or a deferred 
sentence. Any person convicted of a drug offense must submit to the fingerprinting and photographing requirements of the act. 

The bill clarifies that persons convicted of level 1 or 2 drug misdemeanors related to unlawful use of a controlled substance, possession 
of marijuana or marijuana concentrate, unlawful use or possession of certain synthetic controlled substances, or abusing toxic vapors are subject 
to the same sentencing scheme as a person convicted of other level 1 or 2 drug misdemeanors. 

The bill repeals the community substance use and mental health services grant program established in the department of local affairs. 

(Note: This summary applies to this bill as introduced.) 

Status: 1/17/2020 Introduced In House - Assigned to Judiciary 

HB20-1158 Insurance Cover Infertility Diagnosis Treatment Preserve 

Position: 
Sponsors: K. Tipper (D) | L. Herod (D) / F. Winter (D) | S. Fenberg (D) 
Summary: The bill enacts the "Colorado Building Families Act", which requires health benefit plans issued or renewed in Colorado on or after January 1, 

2022, to cover diagnosis of infertility, treatment for infertility, and fertility preservation services. The coverage for fertility medications must not 
impose any limits that are not applicable to coverage under the plan for other prescription medications, and the plan cannot impose deductibles, 
copayments, coinsurance, benefit maximums, waiting periods, or other limitations that are not applicable to other medical services covered 
under the plan. 

The bill appropriates $3,337 from the division of insurance cash fund to the division of insurance in the department of regulatory 
agencies for personal services to implement the bill. 

(Note: Italicized words indicate new material added to the original summary; dashes through words indicate deletions from the original 
summary.) 

(Note: This summary applies to the reengrossed version of this bill as introduced in the second house.) 

https://statebillinfo.com/SBI/index.cfm?fuseaction=Bills.View2&billnum=HB20-1158


      

 

 

 

Status: 1/21/2020 Introduced In House - Assigned to Health & Insurance 
2/12/2020 House Committee on Health & Insurance Refer Unamended to Appropriations 
2/14/2020 House Committee on Appropriations Refer Amended to House Committee of the Whole 
2/14/2020 House Second Reading Special Order - Laid Over Daily - No Amendments 
2/18/2020 House Second Reading Special Order - Passed with Amendments - Committee 
2/19/2020 House Third Reading Passed - No Amendments 
2/21/2020 Introduced In Senate - Assigned to Health & Human Services 
2/27/2020 Senate Committee on Health & Human Services Refer Amended to Appropriations 

HB20-1193 Income Tax Benefits For Family Leave 

Position: 
Sponsors: L. Landgraf (R) | K. Van Winkle (R) 
Summary: The bill creates tax incentives to encourage employers to voluntarily support paid parental and medical leave programs for their eligible 

employees and to encourage eligible employees to save for time away from work during parental and medical leave. 

Specifically, section 2 of the bill establishes leave savings accounts. A leave savings account is an account with a financial institution 
for which the individual uses money to pay for any expense while he or she is on eligible leave, which includes: 

 The birth of a child of the individual and caring for the child; 
 The placement of a child with the individual for adoption or foster care; 
 Caring for a spouse, child, or parent of the individual if the spouse, child, or parent has a serious health condition; 
 A serious health condition that makes the individual unable to perform the functions of the position of the individual; 
 Time for an individual to care for himself or herself or to care for a parent or child after being a victim of domestic abuse; or 
 Any qualifying exigency, as determined by the United States secretary of labor, arising out of the fact that a spouse, child, or parent of 
the individual is on covered active duty, or has been notified of an impending call or order to covered active duty, in the United States 
armed forces. 

An individual may annually contribute up to $5,000 of wages to a leave savings account. An employer may make a contribution to the 
employee's leave savings account in any amount. The department of health care policy and financing is required to establish a form for an 
individual to report information regarding leave savings accounts, and the individual must annually file this form with the department of 
revenue to be eligible for the tax benefit. 

Section 3 allows an employee to claim a state income tax deduction for amounts they or their employer contribute to a leave savings 
account. A taxpayer is also allowed to deduct any interest or other income earned during the taxable year on the investment of money in their 
leave savings account. 

Section 4 creates an income tax credit for an employer that pays an employee for leave that is between 8 and 12 weeks long. The leave 
must be for one of the same reasons for which an employee may use money in a leave savings account as specified above. The amount of the 
credit is equal to 15% of the amount paid, so long as the amount paid is at least 50% of the employee's regular salary for a specified time period. 

Section 4 also creates an income tax credit for an employer that contributes to an employee's leave savings account. The amount of the 
credit is equal to 15% of the amount contributed to the account; except that a credit is not allowed for contributions to a leave savings account 
that exceed $3,000 in a single year. 

Both credits are not refundable, but they may be carried forward up to 5 years. 
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The bill also specifies that for employers, an amount equal to the amount the taxpayer contributed to an employee's leave savings 
account and an amount equal to the amount the taxpayer paid in wages for an employee while on family leave, to the extent an income tax credit 
is claimed, will be added to the taxpayer's federal taxable income. 

(Note: This summary applies to this bill as introduced.) 

Status: 1/30/2020 Introduced In House - Assigned to Finance + Appropriations 

HB20-1197 2-1-1 Statewide Human Services Referral System 

Position: 
Sponsors: M. Snyder (D) | J. Rich (R) / J. Bridges (D) 
Summary: The bill amends with relocated provisions the human services referral service authorized by the Colorado 2-1-1 collaborative to provide 

assistance through the dissemination of information to residents of Colorado about applicable programs and services provided by government, 
private, nonprofit, and faith-based organizations and local communities regarding emergency shelter and food, as well as human services 
programs. 

The bill requires the department of human services (department) to award an annual grant of $200,000 to the Colorado 2-1-1 
collaborative for human services referral services and specifies the purposes for which the Colorado 2-1-1 collaborative and human services 
referral service provider may use the grant money. 

The bill requires the Colorado 2-1-1 collaborative to provide one or more specific duties described in the bill. Human services referral 
services include, in part, providing statewide referral services; enabling referrals through telephone, text, chat, and e-mail; providing trained 
professionals to perform problem assessments and service navigation; and providing information regarding vital services, such as food and 
shelter. 

The bill requires annual reporting by the department to certain committees of the general assembly. 

The bill includes an appropriation to the department of $200,000 for the 2020-21 state fiscal year for the Colorado 2-1-1 collaborative. 

(Note: This summary applies to this bill as introduced.) 

Status: 1/30/2020 Introduced In House - Assigned to Public Health Care & Human Services + Appropriations 
2/19/2020 House Committee on Public Health Care & Human Services Refer Amended to Appropriations 

HB20-1199 Lower Minimum For Employer Health Stop-loss Insurance 

Position: 
Sponsors: P. Buck (R) 
Summary: Under current law, employers with 50 or fewer employees who self-insure can purchase stop-loss insurance to cover the cost of employee health 

benefits exceeding $20,000 per employee per year. However, insurers are prohibited from issuing stop-loss policies with an attachment point 
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below $20,000. The bill lowers this minimum to $10,000 per employee per year. The bill also makes a corresponding change in the minimum 
retention amount for larger employers, from $15,000 to $10,000. 
(Note: This summary applies to this bill as introduced.) 

Status: 1/30/2020 Introduced In House - Assigned to Health & Insurance 
2/26/2020 House Committee on Health & Insurance Postpone Indefinitely 

HB20-1216 Sunset Continue Nurse Practice Act 
Position: 
Sponsors: K. Mullica (D) / J. Ginal (D) 
Summary: Sunset Process - House Health and Insurance Committee. The bill implements the recommendations of the department of regulatory 

agencies in its sunset review and report on the "Nurse Practice Act" (act), under which nurses are regulated by the state board of nursing 
(board). Specifically, the bill: 

 Continues the act for 7 years, until September 1, 2027 ( sections 1 and 2  of the bill); 
 Authorizes the board to enter into a confidential agreement to limit practice with a nurse who has a health condition that affects the 
ability of the nurse to practice safely and modifies grounds for disciplining a nurse to specify that a nurse may be disciplined for failing to 
notify the board of a health condition that limits the nurse's ability to practice safely, failing to act within the limits imposed by the health 
condition, or failing to comply with the terms of a confidential agreement entered into with the board ( sections 3 through 5 ); 
 Adds, as a ground for disciplining a nurse, engaging in a sexual act with a patient during the course of care or within 6 months after care 
is concluded ( section 4 ); 
 Requires licensees and insurance carriers to report malpractice settlements and judgments ( sections 4 and 6 through 8 ); 
 Modifies the grounds for discipline relating to alcohol or drug use or abuse to clarify that the use or abuse need not be ongoing to trigger 
discipline ( section 4 ); 
 Requires a nurse to report an adverse action or the surrender of a license within 30 days after the action ( section 4 ); 
 Requires a nurse to report a criminal conviction within 30, rather than 45, days after the conviction ( section 4 ); 
 Repeals the standards of "willful" and "negligent" with regard to certain grounds for disciplining a nurse ( section 4 ); 
 Changes the title "advanced practice nurse" and the acronym "A.P.N." to "advanced practice registered nurse" and "A.P.R.N." ( sections 
9 through 17 ); 
 Eliminates the requirement that an advanced practice nurse (APN) with prescriptive authority maintain and update an articulated plan 
once the APN has completed the provisional prescriptive authority period ( section 13 ); 
 Authorizes, rather than requires, the board to conduct random audits of an APN's articulated plan regarding the APN's provisional 
prescriptive authority ( section 13 ); 
 Eliminates the age limit for a nurse to obtain a volunteer license ( sections 18 and 19 ); 
 Repeals the requirement for the director of the division of professions and occupations to consult with the board before appointing an 
executive administrator and other personnel for the board ( section 20 ); 
 Repeals the requirement for at least one board member to sit on the panel to interview candidates for the board executive administrator 
position ( section 20 ); and 
 Makes technical amendments to the act to: Split 2 distinct grounds for discipline that are included in a single paragraph in the 
disciplinary section of the act into 2 separate paragraphs; replaces references in the act to the term "refuse" with the term "deny"; and 

 repeals an obsolete provision ( sections 4 and 21 through 25 ).
(Note: This summary applies to this bill as introduced.) 
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Status: 1/30/2020 Introduced In House - Assigned to Health & Insurance 
2/11/2020 House Committee on Health & Insurance Refer Amended to Finance 
2/27/2020 House Committee on Finance Refer Unamended to Appropriations 

HB20-1221 Complementary Or Alternative Medicine Pilot Program 

Position: 
Sponsors: C. Kennedy (D) / R. Zenzinger (D) | J. Smallwood (R) 
Summary: The complementary or alternative medicine pilot program (pilot program) currently applies to any person with a spinal cord injury. The bill 

expands the pilot program to include persons with a primary condition of multiple sclerosis, a brain injury, spina bifida, muscular dystrophy, or 
cerebral palsy and a secondary condition of paralysis. Additionally, an eligible person must reside in either Adams county, Arapahoe county, 
Boulder county, the city and county of Broomfield, the city and county of Denver, Douglas county, El Paso county, Jefferson county, Larimer 
county, Pueblo county, or Weld county. 
(Note: This summary applies to this bill as introduced.) 

Status: 1/31/2020 Introduced In House - Assigned to Health & Insurance 
3/4/2020 House Committee on Health & Insurance Refer Amended to House Committee of the Whole 

HB20-1232 Equity In Access To Clinical Trials In Medicaid 

Position: 
Sponsors: D. Michaelson Jenet (D) | L. Liston (R) / N. Todd (D) | K. Priola (R) 
Summary: The bill authorizes the state medical assistance program (medicaid) to cover routine costs associated with phase I through phase IV clinical trials 

involving the prevention, detection, diagnosis, or treatment of life-threatening or debilitating diseases or conditions. The medicaid recipient's 
(recipient's) treating physician must determine that the recipient has a qualifying disease or condition and that the recipient meets the selection 
criteria for the clinical trial. 

The clinical trial must be an approved clinical trial, as described in the bill, and must be conducted by agencies and organizations 
specified in the bill. 

"Routine costs", as defined in the bill, include medically necessary items or services included under the medicaid program for a 
recipient, to the extent that the provision of such items or services to the individual outside the course of such participation would otherwise be 
covered under the medical assistance program, without regard to whether the recipient is participating in a clinical trial. Routine costs do not 
include items specified in the bill, including the investigational item, device, or service itself; items and services provided solely to satisfy data 
collection and analysis needed for the clinical trial; and items, drugs, or services that would otherwise be provided by the clinical trial or 
provided for free to any individual participating in the clinical trial. 

(Note: This summary applies to this bill as introduced.) 

Status: 1/31/2020 Introduced In House - Assigned to Health & Insurance + Appropriations 

https://statebillinfo.com/SBI/index.cfm?fuseaction=Bills.View2&billnum=HB20-1221
https://statebillinfo.com/SBI/index.cfm?fuseaction=Bills.View2&billnum=HB20-1232


       

      

3/3/2020 House Committee on Health & Insurance Refer Unamended to Appropriations 

HB20-1264 Health Care Contract Hospital System Carriers Providers 

Position: 
Sponsors: C. Kennedy (D) 
Summary: The bill prohibits a health system from requiring a carrier, as a condition of a contract for the delivery of health care services, to: 

 Contract with every hospital or other facility within the health system; 
 Agree to provide the same reimbursement rates at each hospital or other facility within the health system; or 
 Contract with all of the hospitals in the health system in order to access a lower reimbursement rate than is otherwise offered by the 
health system. 

The bill also precludes a hospital or health system from, as a condition of a contract: 

 Prohibiting a carrier from contracting with any other hospital or health system; 
 Prohibiting a health care provider or provider group from contracting with any other hospital or health system. 

The bill states that if, pursuant to the terms of employment or certain contract terms, a health care provider is prohibited from referring a patient 
to a health care provider outside the health system in which the referring provider is employed or contracted, the health care provider must 
disclose this restriction to any patient who the health care provider refers to another health care provider within the same health system. 

The bill makes necessary conforming amendments. 

(Note: This summary applies to this bill as introduced.) 

Status: 2/3/2020 Introduced In House - Assigned to Health & Insurance 

HB20-1294 Replace Illegal Alien With Undocumented Immigrant 
Position: Strongly Support 
Sponsors: S. Lontine (D) / J. Gonzales (D) 
Summary: The bill replaces the term "illegal alien" with "undocumented immigrant" as it relates to public contracts for services. 

(Note: This summary applies to this bill as introduced.) 

Status: 2/12/2020 Introduced In House - Assigned to State, Veterans, & Military Affairs 
2/27/2020 House Committee on State, Veterans, & Military Affairs Refer Unamended to House Committee of the Whole 
3/3/2020 House Second Reading Laid Over to 03/06/2020 - No Amendments 

https://statebillinfo.com/SBI/index.cfm?fuseaction=Bills.View2&billnum=HB20-1264
https://statebillinfo.com/SBI/index.cfm?fuseaction=Bills.View2&billnum=HB20-1294


      

      

     

HB20-1297 Immunization Status And Child Abuse Neglect 
Position: 
Sponsors: M. Baisley (R) / P. Lundeen (R) 
Summary: The bill adds language to Colorado's children's code to clarify that a child's immunization status or a parent's or legal guardian's decision to 

delay or decline one or more immunizations for his or her child does not alone constitute child abuse or neglect. 
(Note: This summary applies to this bill as introduced.) 

Status: 2/13/2020 Introduced In House - Assigned to Public Health Care & Human Services 

HB20-1312 Behavioral Health Training Requirements Educator License 

Position: 
Sponsors: D. Michaelson Jenet (D) | B. Titone (D) / N. Todd (D) | D. Hisey (R) 
Summary: The bill creates a requirement that of the 90 hours of professional development training currently required for educator licensure renewal during 

the term of the educator's license, at least 10 of those hours must include some form of behavioral health training that is culturally responsive 
and trauma- and evidence-informed. 

The bill requires teacher preparation programs to include in program graduation requirements that each teacher candidate in an initial 
educator licensure program complete at least 10 hours of behavioral health training that is culturally responsive and trauma- and evidence-
informed. 
(Note: This summary applies to this bill as introduced.) 

Status: 2/21/2020 Introduced In House - Assigned to Education 

HB20-1314 Behavioral Health Crisis Response Training 

Position: 
Sponsors: M. Young (D) 
Summary: The bill directs the state department of health care policy and financing (department) to issue a request for proposals to contract with a vendor to 

provide a comprehensive care coordination and treatment training model (model) for persons with intellectual and developmental disabilities 
and co-occurring behavioral health needs. The selected vendor must be able to provide the model using teleconferencing formats to better reach 
rural areas of the state. Community-centered boards, mental health centers, and program-approved service agencies shall nominate up to 20 
providers to receive the training. The department may select an additional 10 providers from underserved areas of the state to receive the 
training. 
(Note: This summary applies to this bill as introduced.) 

Status: 2/21/2020 Introduced In House - Assigned to Public Health Care & Human Services 

https://statebillinfo.com/SBI/index.cfm?fuseaction=Bills.View2&billnum=HB20-1297
https://statebillinfo.com/SBI/index.cfm?fuseaction=Bills.View2&billnum=HB20-1312
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HB20-1329 Department SMART Act Report Unfunded Programs 

Position: 
Sponsors: C. Kipp (D) | L. Saine (R) / N. Todd (D) | P. Lundeen (R) 
Summary: Section 1 of the bill requires a department to annually submit a report of all unfunded programs (report) to staff of legislative council (staff) 

along with a SMART Act report. An "unfunded program" is defined as any program, service, study, or other function that a department is 
required or permitted by law to undertake, but for which the department has not received an appropriation or money from any other source for 
the last 6 fiscal years. Staff will provide the report to the applicable SMART Act joint committee of reference and a compilation of the reports to 
the statutory revision committee. The department is required to include the report in its SMART Act presentation to the joint committee of 
reference. 

Section 2 authorizes the statutory revision committee to recommend legislation to repeal an unfunded program included in the report. 
(Note: This summary applies to this bill as introduced.) 

Status: 2/25/2020 Introduced In House - Assigned to State, Veterans, & Military Affairs 

HB20-1331 Transportation Services For Medicaid Waiver Recipients 

Position: 
Sponsors: C. Larson (R) | M. Duran (D) 
Summary: The bill requires the department of health care policy and financing (department) to create and implement an expedited provider enrollment 

approval process and an expedited review of qualifications for transportation service providers for medicaid waiver recipients (providers) no 
later than July 1, 2021. 

The bill requires the department to engage in a stakeholder process to develop a report that identifies barriers and potential solutions to 
medicaid waiver recipients accessing transportation services within the long-term support and services system and to submit the report to 
specified committees of the general assembly no later than January 15, 2021. 
(Note: This summary applies to this bill as introduced.) 

Status: 2/25/2020 Introduced In House - Assigned to Public Health Care & Human Services + Appropriations 

SB20-029 Cost Of Living Adjustment For Colorado Works Program 

Position: Support 
Sponsors: R. Fields (D) | D. Moreno (D) / J. Coleman (D) | M. Duran (D) 
Summary: For the state fiscal year commencing July 1, 2020, the amount of basic cash assistance a Colorado works program recipient (recipient) receives 

must equal or exceed 100% of the amount of basic cash assistance in 2019 plus 10%. 

Commencing July 1, 2021, the department must annually increase the amount of basic cash assistance a recipient receives by a cost of 
living adjustment equal to 1.5% or the federal social security administration's cost of living adjustment that year, whichever is greater. 

https://statebillinfo.com/SBI/index.cfm?fuseaction=Bills.View2&billnum=HB20-1329
https://statebillinfo.com/SBI/index.cfm?fuseaction=Bills.View2&billnum=HB20-1331
https://statebillinfo.com/SBI/index.cfm?fuseaction=Bills.View2&billnum=SB20-029


       

     

 

The joint budget committee (JBC) must review the sustainability of the Colorado long-term works reserve to fund the cost of living 
adjustment, and, if the JBC deems necessary, identify additional sources of funding. 

(Note: This summary applies to this bill as introduced.) 

Status: 1/8/2020 Introduced In Senate - Assigned to Finance 
2/11/2020 Senate Committee on Finance Refer Amended to Appropriations 

SB20-033 Allow Medicaid Buy-in Program After Age 65 

Position: 
Sponsors: J. Tate (R) | R. Fields (D) / S. Lontine (D) 
Summary: The bill authorizes working adults with disabilities who are over 65 years of age to continue participating in the existing medicaid buy-in 

program as a state-funded program, without federal matching money, if, in part, the working adult: 

 Is enrolled in or has applied for medicare; 
 Is eligible for and receiving long-term care home- and community-based services or durable medical equipment as part of complex 
rehabilitative services or has extraordinary medical expenses, as determined by rule of the state board, that are not covered by medicare; 
 Except as specified in the bill, was continuously enrolled in and receiving services through the medicaid buy-in program for at least one 
year immediately prior to attaining 65 years of age; and 
 Continues to meet the work requirements for the medicaid buy-in program. 
(Note: This summary applies to this bill as introduced.) 

Status: 1/8/2020 Introduced In Senate - Assigned to Health & Human Services 
2/6/2020 Senate Committee on Health & Human Services Lay Over Unamended - Amendment(s) Failed 
2/12/2020 Senate Committee on Health & Human Services Refer Amended to Finance 
2/27/2020 Senate Committee on Finance Refer Unamended to Appropriations 

SB20-037 Trusted Interoperability Platform Advisory Committee 

Position: 
Sponsors: R. Rodriguez (D) | R. Fields (D) / J. Singer (D) 
Summary: The Legislative Oversight Committee Concerning the Treatment of Persons with Mental Health Disorders in the Criminal and Juvenile 

Justice Systems. The bill creates the trusted interoperability platform advisory committee (committee) to develop a strategic plan to implement 
a trusted interoperability platform that securely exchanges information between criminal and juvenile justice systems and community health 
agencies. 

The bill requires the committee to submit an initial strategic plan to the chief information officer no later than May 1, 2021, and a final 
strategic plan to specified committees of the general assembly no later than September 1, 2021. 

The bill repeals the committee on October 1, 2021. 

https://statebillinfo.com/SBI/index.cfm?fuseaction=Bills.View2&billnum=SB20-033
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(Note: This summary applies to the reengrossed version of this bill as introduced in the second house.) 

Status: 0/0/2020 House Second Reading -
1/8/2020 Introduced In Senate - Assigned to Judiciary 
2/3/2020 Senate Committee on Judiciary Refer Unamended - Consent Calendar to Senate Committee of the Whole 
2/5/2020 Senate Second Reading Special Order - Passed - No Amendments 
2/6/2020 Senate Third Reading Passed - No Amendments 
2/7/2020 Introduced In House - Assigned to Judiciary 
2/13/2020 House Committee on Judiciary Refer Unamended to House Committee of the Whole 
2/19/2020 House Second Reading Laid Over Daily - No Amendments 
2/20/2020 House Second Reading Passed - No Amendments 
2/21/2020 House Third Reading Passed - No Amendments 
2/28/2020 Signed by the President of the Senate 
3/2/2020 Sent to the Governor 
3/2/2020 Signed by the Speaker of the House 

SB20-040 Require License Practice Genetic Counseling 

Position: 
Sponsors: J. Ginal (D) | N. Todd (D) / J. Buckner (D) | D. Michaelson Jenet (D) 
Summary: The bill enacts the "Genetic Counselor Licensure Act". On and after June 1, 2021, a person cannot practice genetic counseling without being 

licensed by the director of the division of professions and occupations in the department of regulatory agencies. To be licensed, a person must 
have been certified by a national body; except that the director may issue a provisional license to a candidate for certification pursuant to 
requirements established by rule. 

The bill gives title protection to genetic counselors and standard licensing, rule-making, and disciplinary powers to the director. Genetic 
counselors must have insurance. The bill repeals the act on September 1, 2027, subject to sunset review. Genetic counselors are subject to the 
mandatory disclosures of the "Michael Skolnik Medical Transparency Act of 2010". 

The bill appropriates $35,895 from the division of professions and occupations cash fund to the division of professions and occupations 
in the department of regulatory agencies, of which $15,990 is reappropriated to the department of law, to implement the act. 

(Note: Italicized words indicate new material added to the original summary; dashes through words indicate deletions from the original 
summary.) 

(Note: This summary applies to the reengrossed version of this bill as introduced in the second house.) 

Status: 1/8/2020 Introduced In Senate - Assigned to Health & Human Services 
1/30/2020 Senate Committee on Health & Human Services Refer Unamended to Finance 
2/4/2020 Senate Committee on Finance Refer Unamended to Appropriations 
2/25/2020 Senate Committee on Appropriations Refer Amended to Senate Committee of the Whole 
2/27/2020 Senate Second Reading Laid Over Daily - No Amendments 

https://statebillinfo.com/SBI/index.cfm?fuseaction=Bills.View2&billnum=SB20-040


          

 

     

        

3/3/2020 Senate Second Reading Passed with Amendments - Committee 
3/4/2020 Senate Third Reading Passed - No Amendments 

SB20-042 Extend Committee Treatment Persons In Criminal And Juvenile Justice Systems 

Position: 
Sponsors: R. Rodriguez (D) | R. Fields (D) / J. Singer (D) 
Summary: The Legislative Oversight Committee Concerning the Treatment of Persons with Mental Health Disorders in the Criminal and Juvenile 

Justice Systems. The bill extends the repeal date for the legislative oversight committee concerning the treatment of persons with mental health 
disorders in the criminal and juvenile justice systems (committee), and the associated task force (task force), to July 1, 2023. Substantive 
changes included in the reauthorization include broadening the name and scope of the committee and task force from"persons with mental 
health disorders" to "persons with behavioral health disorders"; making collaboration mandatory between members of the committee and the 
task force; allowing the task force to research topics for members of the committee upon request; adjusting task force membership; further 
defining issues for the task force to study; and providing staff support by the legislative council staff. 
(Note: This summary applies to this bill as introduced.) 

Status: 1/8/2020 Introduced In Senate - Assigned to Judiciary 
2/3/2020 Senate Committee on Judiciary Refer Amended to Appropriations 

SB20-072 Human Sexuality Education Notification Requirement 
Position: 
Sponsors: B. Gardner (R) / C. Larson (R) 
Summary: Current law requires a public school that offers human sexuality education to provide to the parent or legal guardian of each student, prior to 

commencing the planned curriculum, written notification of the ability to excuse a student and a detailed, substantive outline of the topics and 
materials to be presented during the planned curriculum. The bill requires an electronic notification to be provided to the parent or legal 
guardian of each student, in addition to the written notification, 90 days prior to commencing the planned curriculum. The notification must 
include the date the planned curriculum will be taught and it must be sent separately from any other school notifications. Any materials used 
during the planned curriculum must be made available for viewing online 90 days prior to the commencement of the planned curriculum. 
(Note: This summary applies to this bill as introduced.) 

Status: 1/10/2020 Introduced In Senate - Assigned to State, Veterans, & Military Affairs 
2/3/2020 Senate Committee on State, Veterans, & Military Affairs Postpone Indefinitely 

SB20-106 Consent To Shelter And Services By Homeless Youth 

Position: 
Sponsors: R. Woodward (R) | J. Ginal (D) / C. Kipp (D) | B. Titone (D) 
Summary: The bill allows a homeless youth who is 14  15  years of age or older (youth) to consent to receiving shelter or shelter services from a licensed 

https://statebillinfo.com/SBI/index.cfm?fuseaction=Bills.View2&billnum=SB20-042
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homeless youth shelter. Upon receipt of such consent, a licensed homeless youth shelter is not required to notify the youth's parent or legal 
guardian or seek additional parental consent for shelter or shelter services.  The state department of human services shall promulgate rules for 
licensed homeless youth shelters to follow when a youth consents to receiving shelter or shelter services. 

(Note: Italicized words indicate new material added to the original summary; dashes through words indicate deletions from the original 
summary.) 

(Note: This summary applies to the reengrossed version of this bill as introduced in the second house.) 

Status: 1/15/2020 Introduced In Senate - Assigned to Local Government 
2/4/2020 Senate Committee on Local Government Lay Over Amended 
2/18/2020 Senate Committee on Local Government Refer Amended to Senate Committee of the Whole 
2/24/2020 Senate Second Reading Passed with Amendments - Committee 
2/25/2020 Senate Third Reading Passed - No Amendments 
2/28/2020 Introduced In House - Assigned to Public Health Care & Human Services 

SB20-119 Expand Canadian Prescription Drug Import Program 

Position: 
Sponsors: J. Ginal (D) / S. Jaquez Lewis (D) 
Summary: In 2019, the Colorado general assembly enacted, and the governor subsequently signed into law, the Canadian prescription drug importation 

program (program) in the department of health care policy and financing (department). The department is directed to request approval of the 
program on or before September 1, 2020, from the United States secretary of health and human services and to implement the program upon 
receipt of approval. 

The bill states that the department may expand the program to allow a manufacturer, wholesale distributor, or pharmacy from a nation 
other than Canada to export prescription drugs into the state under the program if certain conditions are met. 

If, upon the satisfaction of these conditions, the department decides to expand the program, the executive director of the department 
shall notify the president of the senate and the speaker of the house of representatives, as well as the health and human services committee of the 
senate and the health and insurance committee of the house of representatives, or any successor committees, of the department's intent to do so. 
The executive director shall provide the notice at least 30 days before the program is expanded, and the notice may include any 
recommendations of the department for legislation to amend the program to reflect its expansion. 

(Note: This summary applies to the reengrossed version of this bill as introduced in the second house.) 

Status: 1/24/2020 Introduced In Senate - Assigned to Health & Human Services 
2/13/2020 Senate Committee on Health & Human Services Refer Unamended to Senate Committee of the Whole 
2/19/2020 Senate Second Reading Laid Over Daily - No Amendments 
2/21/2020 Senate Second Reading Laid Over to 02/25/2020 - No Amendments 
2/26/2020 Senate Second Reading Passed with Amendments - Floor 
2/27/2020 Senate Third Reading Passed - No Amendments 
2/28/2020 Introduced In House - Assigned to Health & Insurance 

https://statebillinfo.com/SBI/index.cfm?fuseaction=Bills.View2&billnum=SB20-119


     

     

SB20-144 Home Visiting Expansion Grant Program 

Position: 
Sponsors: R. Fields (D) | P. Lee (D) / C. Larson (R) | D. Michaelson Jenet (D) 
Summary: The bill creates the home visiting expansion grant program (grant program) in the department of human services (department). The purpose of 

the grant program is to expand the number of children and families served by nationally recognized, evidence-based home visiting models 
(models) throughout the state and thus improve school readiness of Colorado children. The grant program has 2 cycles of 3 years each and shall 
award up to a total of $2 million in grants for each cycle, payable in equal annual amounts. 

The state board of human services is authorized to promulgate rules that specify the criteria for the grant program, including eligibility 
of applicants and models, timeline, and review and selection criteria. 

The department is required to prepare an evaluation report at the conclusion of each grant cycle and present that report as part of its next 
"SMART Act" report to its committee of reference. 

The grant program is repealed, effective September 1, 2028. 

(Note: This summary applies to this bill as introduced.) 

Status: 1/27/2020 Introduced In Senate - Assigned to Health & Human Services 
2/20/2020 Senate Committee on Health & Human Services Postpone Indefinitely 

SB20-173 Reimbursement Rates Alternative Care Facilities 

Position: 
Sponsors: J. Sonnenberg (R) / R. Pelton (R) 
Summary: The bill requires the state board of medical services to adopt rules creating an enhanced or tiered reimbursement rate or rates for secure 

alternative care facilities that have higher staffing ratios due to providing services to persons with dementia or other conditions. The department 
of health care policy and financing shall confer with interested stakeholders concerning the appropriate reimbursement rate or rates and may 
review enhanced or tiered reimbursement rate structures from other states. The state department shall seek any federal authorization necessary to 
implement the reimbursement rates. 
(Note: This summary applies to this bill as introduced.) 

Status: 2/20/2020 Introduced In Senate - Assigned to Health & Human Services 

https://statebillinfo.com/SBI/index.cfm?fuseaction=Bills.View2&billnum=SB20-144
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