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BOARD OF DIRECTORS SPECIAL MEETING 
March 13, 2018 

4:00 pm 
Health District, 1st Floor Conference Room 

 

AGENDA 
 
 

4:00 p.m. Board Refreshments 
 
4:05 p.m. Call to Order; Introductions; Approval of Agenda .............................................................. Michael Liggett 
 
4:08 p.m. DISCUSSION & ACTIONS 

 Policy ........................................................................................................................................... Alyson Williams 
 
Federal Issues  
o Short-term Health Plans Proposed Rule 
o Late-breaking items, if any 

 
        State Issues 

o Update from prior bills 
o HB1007:  Substance Use Disorder Payment and Coverage 
o HB1097:  Patient Choice of Pharmacy 
o SB022:     Clinical Practice for Opioid Prescribing 
o SB136:     Health Insurance Producer Fees and Fee Disclosure 
o SB168:     Medication-Assisted Treatment Through Pharmacies 
o Late-breaking items, if any 

 
 

5:25 p.m. ANNOUNCEMENTS 

 March 27, 4:00 pm, Board of Directors Regular Meeting 
 

5:30 p.m. ADJOURN 



 MISSION 
 

The Mission of the Health District of Northern Larimer County is 

to enhance the health of our community. 
 
 

 
 
 District residents will live long and well. 

 VISION 

 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. 

 
 

 
 

 Dignity and respect for all people

 VALUES 

 Emphasis on innovation, prevention and education 

 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.   
 

Revised 1/26/2016 



Date:  March 1, 2018 
 
Staff: Alyson Williams 

 

MEMO 
TO THE BOARD OF DIRECTORS 

BOARD ACTION REQUESTED  

 

SHORT-TERM, LIMITED-DURATION INSURANCE:  
Proposed Federal Rule (Fed. Reg. 2018-03208) 

 
Policy Issue Summary 

On February 21, 2018, the Centers for Medicare and Medicaid Services (CMS), within the Department of 
Health and Human Services (HHS) issued a proposed rule that alters the current regulations of short-term 
health plans.1  The current regulation from the Affordable Care Act (ACA) mandates that short-term plans 
limit coverage to a 3-month duration, this proposed rule would lengthen this period to 364 days.  The 
proposed rule is open for public comment for 60 days, until April 23, 2018. 

 
Reason for Involvement by the Health District of Northern Larimer County 

Short-term coverage has the potential to be bad for the consumer and the Individual Market.  Short-term 
plans are not required to adhere to the rules of individual insurance coverage, such as essential health 
benefits.  These plans would appear to be cheaper to the consumer at the forefront but could provide them 
with fewer benefits and less protection.  If an individual gets sick or injured while covered with a short-term 
plan many aspects of their care might not be covered as they have fewer benefits available to them People 
who cannot afford care often delay important care, or do not get it at all, leading to poorer health and 
greater risk of communicable disease affecting others in the community. Furthermore, CMS asserts that 
between 100,000 and 200,000 people would sign up for these short-term plans in 2019 instead of an ACA-
compliant plan that they had been enrolled in previously.2  This shift of people, expected to be comprised of 
mainly healthy individuals, out of the individual market to these plans could make the remaining pool sicker 
and more expensive to cover, which could increase premiums and other costs for those participating in the 
individual market.  According to the Congressional Budget Office (CBO), if no policy change occurred the 
average premium in the individual market would be $649, however if 200,000 changed to short-term plans 
these premiums are projected to increase to $718 for 2019.1 

 

 
Staff Recommendation 

Staff recommends board approval to develop and submit comments concerning the proposed regulation by 
the Centers for Medicare and Medicaid Services. 

                                                           
183 FR 7437. Retrieved from https://www.regulations.gov/document?D=CMS-2018-0015-0002  
2 Centers for Medicare and Medicaid Services (2018). Fact Sheet: Short-Term, Limited-Duration Insurance Proposed Rule. Retrieved from 
https://www.cms.gov/Newsroom/MediaReleaseDatabase/Fact-sheets/2018-Fact-sheets-items/2018-02-20.html  

https://www.regulations.gov/document?D=CMS-2018-0015-0002
https://www.cms.gov/Newsroom/MediaReleaseDatabase/Fact-sheets/2018-Fact-sheets-items/2018-02-20.html
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POLICY ANALYSIS 
PREPARED FOR THE BOARD OF DIRECTORS 

 

 

HB18-1007 SUBSTANCE USE DISORDER PAYMENT AND COVERAGE:  
Concerning payment issues related to substance use disorders 

Details 

  
Bill Sponsors:  House – Kennedy (D) and Singer (D), Pettersen (D) 
   Senate – Lambert (R), and Jahn (D), Aguilar (D), Tate (R) 
Committee:  House Committee on Public Health Care & Human Services 
Bill History:     1/10/2018-Introduced in House-Assigned to Public Health Care & Human Services 
Next Action:  3/13/2018- Hearing in House Committee on Public Health Care & Human Services 

 
Bill Summary 

This bill does many things: 

 Dictates that all individual and group health benefit plans must provide coverage, without prior 
authorization, for 5-day supply of buprenorphine if it is the patient’s first request in past 12 months.   

 Mandates that all individual and group health benefit plans must cover physical therapy, 
acupuncture, or chiropractic services at the same cost, or less, than the cost for primary care services 
for authorized patients that have been diagnosed with chronic pain and has/had a substance use 
disorder diagnosis.   

 Dictates that patient satisfaction surveys relating to pain management cannot be solely used to 
determine incentives/ disincentives for providers from insurance carriers.   

 Characterizes medication-assisted treatment (MAT) as an urgent prior authorization request for 
carriers.   

 Assures that a pharmacist that has a collaborative pharmacy practice agreement to administer 
injectable MAT and receive an enhanced dispensing fee from both public and private insurance 
carriers.   

 Prohibits private and public insurance from requiring step-therapy using prescription opioids before 
covering a non-opioid prescription that has been recommended by provider.   

 Establishes rules that standardize the utilization management authority timelines for the non-
pharmaceutical components of MAT. 

 Requires Colorado’s Medicaid program to authorize reimbursement for FDA-approved, ready-to-use 
version of intranasal naloxone without prior authorization.   

 
Issue Summary 

Medication-Assisted Treatment (MAT) 
The Substance Abuse and Mental Health Services Administration (SAMHSA) defines MAT as medications 
utilized with counseling and behavioral therapies to treat substance use disorders and to prevent opioid 
overdose.1 Currently, there are three classes of medications that that have been approved by the Food and 
Drug Administration (FDA) to treat opioid use disorders: methadone, buprenorphine, and naltrexone.2  
Methadone is an opioid agonist that reduces the symptoms of opioid withdrawal while blocking the euphoric 
effects of most opioids, including heroin.1 Methadone is required to be administered daily in an office setting 

                                                           
1 Substance Abuse and Mental Health Services Administration (2015). Medication and Counseling Treatment. Retrieved from 

https://www.samhsa.gov/medication-assisted-treatment/treatment#medications-used-in-mat  
2 California Health Care Foundation (Sept. 2017). Why Health Plans Should Go to the “MAT” in the Fight Against Opioid Addiction. Retrieved from 

https://www.chcf.org/wp-content/uploads/2017/12/PDF-Why-Health-Plans-Should-Go-to-the-MAT.pdf 

https://www.samhsa.gov/medication-assisted-treatment/treatment#medications-used-in-mat
https://www.chcf.org/wp-content/uploads/2017/12/PDF-Why-Health-Plans-Should-Go-to-the-MAT.pdf
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for the first few years of maintenance treatment.  Federal rules require methadone to be prescribed and 
dispensed by a certified Opioid Treatment Program.  Buprenorphine is an opioid partial agonist that can 
reduce the effects of withdrawal but it produces effects such as euphoria or respiratory depression.1  Since 
buprenorphine has these effects it is often produced in combination with naloxone to reduce the potential 
for misuse.1  With naltrexone, the medication blocks both the euphoric and sedative effects of opioids; 
additionally, a patient is to abstain from opioids for 7-10 days for beginning the medication.1 Injectable 
naltrexone must be administered in a health care setting by a licensed provider, which includes pharmacists.   
 
The Colorado Health Institute has released analysis that details that lack of access to MAT in Colorado.3  
More than half a million Coloradans have little or no access to MAT in the counties where they reside.  The 
Keystone Policy Center report noted that broad access to MAT is developing slowly in Colorado due to 
inability to pay for the treatment, provider discomfort, and lack of information about administration.4  A 
suggestion made in the report included expanding the payment methodology for MAT.  In Larimer County 
there are approximately thirteen clinics and providers that are serving residents with MAT services.  Of 
these, six clinics provide Vivitrol®, the brand name of the drug naltrexone. Of these six, five accept Medicaid.   
The situation is similar for methadone access as only one entity provides this medication.  Conversely, almost 
all of entities and providers prescribe Suboxone®, the brand name of the combination buprenorphine and 
naloxone drug. 
 
The Department of Health Care Policy and Financing (HCPF) currently provides coverage all of the types of 
MAT.5   This includes Vivitrol®, the brand name of the drug naltrexone; however, prior authorization must be 
requested by the patient in certain circumstances, but if given in a physician’s office or hospital it will be 
billed as a medical expense.5 Suboxone® will be approved by the program if certain criteria are met: if the 
provider is an authorized prescriber, the member has an opioid dependency, the member is no longer using 
opioids, and the prescription is less than 24mg per day.5 Most of the medications in the MAT category 
require at least one step of prior authorization, requiring the failure of another medication for the prior 
authorization request to be approved.5 Private plans also have certain pharmacy benefits for their covered 
members.  For example, Kaiser Permanente’s Colorado Formulary from January 1, 2018, lists buprenorphine 
–naloxone (the chemical composition of Suboxone®) as a tier 1 (preferred generic drug) but places quantity 
limit on coverage.6 
 

Coverage for Pain Management Services 
A presentation from the Colorado Chapter of the American Physical Therapist Association detailed the 
studies that have demonstrated that early access to physical therapy decreases opioid use while lowering 
costs.7  Decreasing the out-of-pocket costs associated with accessing physical therapy addresses a potential 
hurdle to early entrance to the service.  The presenter also noted that third-party utilization reviews can 
delay or prevent physical therapy care for the patient.  In the Colorado Medicaid program, a prescription for 
physical therapy services is required and 48 hours of physical therapy are allowed in a 12-month period.8 
 

                                                           
3 Colorado Health Institute (May 2017). Miles Away from Help: The Opioid Epidemic and Medication-Assisted Treatment in Colorado.  Retrieved from 
https://www.coloradohealthinstitute.org/sites/default/files/file_attachments/2017%20MAT%20report.pdf . Accessed on December 7, 2017. 
4 Keystone Policy Center (Feb 2017). Bridging the Divide: Addressing Colorado’s Substance Use Disorder Needs. Retrieved from 
http://leg.colorado.gov/sites/default/files/17opioid0801attachh.pdf . Accessed on Dec 5, 2017. 
5 Colorado Department of Health Care Policy and Financing. (2018). Health First Colorado Pharmacy Benefits. Retrieved from 
https://www.colorado.gov/hcpf/medicaid-pharmacy-benefits 
6 Kaiser Permanente (Jan.1, 2018). Kaiser Permanente Colorado Commercial Formulary. Retrieved from 
https://healthy.kaiserpermanente.org/static/health/pdfs/formulary/col/co_marketplace_formulary.pdf  
7 Flynn, T. (2017). Improved and Timely Access to Physical Therapy Decreases Opioid Use and Lowers Cost. Retrieved from 
http://leg.colorado.gov/sites/default/files/apta._opioid_task_force_presentation_8.22.17.pdf . Accessed on Dec 6, 2017. 
8Centers for Medicare and Medicaid Services. (Feb. 9. 2018). Colorado State Plan Amendment #17-0038. Retrieved from 
https://www.medicaid.gov/State-resource-center/Medicaid-State-Plan-Amendments/Downloads/CO/CO-17-0038.pdf  

https://www.coloradohealthinstitute.org/sites/default/files/file_attachments/2017%20MAT%20report.pdf
http://leg.colorado.gov/sites/default/files/17opioid0801attachh.pdf
https://www.colorado.gov/hcpf/medicaid-pharmacy-benefits
https://healthy.kaiserpermanente.org/static/health/pdfs/formulary/col/co_marketplace_formulary.pdf
http://leg.colorado.gov/sites/default/files/apta._opioid_task_force_presentation_8.22.17.pdf
https://www.medicaid.gov/State-resource-center/Medicaid-State-Plan-Amendments/Downloads/CO/CO-17-0038.pdf
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Acupuncture/acupressure are widely used for chronic pain despite mixed results in studies and uncertainty 
about mechanism of action. A meta-analysis of 29 randomized trials that compared acupuncture with 
“sham” acupuncture showed a significant benefit for acupuncture for any of four conditions—chronic 
nonspecific musculoskeletal pain (e.g., low back pain), osteoarthritis, chronic headache, and shoulder pain). 
The researchers estimated that response rates for at least a 50% reduction in pain were 50% for real 
acupuncture, 42% for sham acupuncture, and 30% for no acupuncture.9   The risks associated with 
acupuncture are very low as adverse effects are exceedingly uncommon.  Ohio’s Medicaid program recently 
expanded its benefits to include 30 acupuncture and acupuncture plus electrotherapy visits a year for pain 
management by both acupuncturists and chiropractors.10 
 

Patient Satisfaction Surveys 
In 2016, the Centers for Medicare and Medicaid Services (CMS) removed the pain management questions 
from the Hospital Consumer Assessment of Healthcare Providers and Systems (HCAHPS) Survey, which is tied 
to hospital Medicare reimbursement.11  CMS’ decision was influenced by provider concerns that these 
questions can have an effect on prescribing practices. 
 
The Colorado Chapter of the American College of Emergency Physicians (COACEP) promulgated practice and 
policy recommendations regarding opioids.12 One of COACEP’s policy recommendations is to remove pain 
“from patient satisfaction surveys, as they may unfairly penalize physicians for exercising proper medical 
judgement.”13  COACEP notes that pain has been regarded as a patient’s “fifth vital sign,” and opioids have 
been increasingly prescribed to bring the patient back to equilibrium.13  This has generated an overemphasis 
on a patient’s pain and the quickest way to treat it.  Although this pain measure is subjective, it is a 
component of patient satisfaction ratings, thus many physicians feel compelled to address it with opioids to 
negate any sense of pain or discomfort the patient is experiencing. 

 
The Use of Non-Opioids 

In the 2017 COACEP practice and policy recommendations regarding opioids, adopted a strategy known as 
Alternatives to Opioids (ALTO) to greater utilize non-opioids for pain management.13 The ALTO strategy 
recommends the use of effective non-opioids and to use opioids as secondary treatment in the emergency 
department. Some of these alternatives include lidocaine, nitrous oxide, and nonsteroidal anti-inflammatory 
drugs (NSAIDs).13 Some of these drugs are not for home-use outside of a health facility so are not included in 
preferred drug lists for insurance plans.  However, a federal report from the President’s Commission found 
that many of these ALTOs are bundled in federal reimbursement policies, so the providers are essentially not 
covered to prescribe these medications.13  In the Colorado Health First program, many NSAIDs are covered 
by the pharmacy benefit, with many not requiring prior authorizations.5  
 

 
 
 

                                                           
9 Vickers, A.J., Cronin, A.M., Maschino, A.C., et al. (2012). Acupuncture for chronic pain: individual patient data meta-analysis. Arch Intern Med; 
172(19) 1444-53. doi: 10.1001/archinternmed.2012.3654. 
10 Schroeder, K. (Dec. 25, 2017). Ohioans with Medicaid can get acupuncture for pain next year. Dayton Daily News. Retrieved from 
https://www.daytondailynews.com/news/local/ohioans-with-medicaid-can-get-acupuncture-for-pain-next-year/x4Nimi4R8jIRksnsyPumKP/  
11 Centers for Medicare & Medicaid Services (Nov. 1. 2016). CMS Finalizes Hospital Outpatient Prospective Payment System Changes to Better Support 
Hospitals and Physicians and Improve Patient Care. Retrieved from https://www.cms.gov/Newsroom/MediaReleaseDatabase/Press-releases/2016-
Press-releases-items/2016-11-01.html  
12 Colorado Chapter of the American College of Emergency Physicians (2017). 2017 Opioid Prescribing and Treatment Guidelines: Confronting the 
Opioid Epidemic in Colorado’s Emergency Departments. Retrieved from http://coacep.org/docs/COACEP_Opioid_Guidelines-Final.pdf 
13 The President’s Commission on Combating Drug Addiction and the Opioid Crisis. (Nov. 2017). Final Report. Retrieved from 
https://www.whitehouse.gov/sites/whitehouse.gov/files/images/Final_Report_Draft_11-1-2017.pdf  

https://www.daytondailynews.com/news/local/ohioans-with-medicaid-can-get-acupuncture-for-pain-next-year/x4Nimi4R8jIRksnsyPumKP/
https://www.cms.gov/Newsroom/MediaReleaseDatabase/Press-releases/2016-Press-releases-items/2016-11-01.html
https://www.cms.gov/Newsroom/MediaReleaseDatabase/Press-releases/2016-Press-releases-items/2016-11-01.html
http://coacep.org/docs/COACEP_Opioid_Guidelines-Final.pdf
https://www.whitehouse.gov/sites/whitehouse.gov/files/images/Final_Report_Draft_11-1-2017.pdf
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Utilization Management  

The utilization management program in Health First Colorado is called the Colorado Prior Authorization 
Requests Program (ColoradoPAR).14  This program performs prior authorization requests (PARs) to ensure that 
requested services and products meet guidelines and the program’s policies.  The program handles PARs for 
behavioral therapies, which is a component of MAT. 

 
Intranasal Naloxone 

Naloxone is a commonly used opioid antagonist utilized to reverse an opioid overdose.  There are three 
methods to administer this drug: injectable, auto-injectable, and nasal spray.  The auto-injectable and nasal 
spray can be used by the lay public.  As of summer 2017, 400 Colorado pharmacies stock and 140 law 
enforcement departments carry naloxone.15 In 2016, the Colorado Office of the Attorney General provided 
funding to make a purchase of 2,500 dual-dose naloxone kits and provide 6 regional trainings.16  The 
intranasal form of naloxone, brand name Narcan®, is covered by Colorado’s Health First program without a 
prior authorization.5  However, the number of refills of Narcan® covered by the program is limited. 
 

This Legislation 

This bill requires all individual and group health insurance plans to cover a five day supply of buprenorphine 
without a prior authorization, if this is the patient’s first request in the past twelve months. Additionally, 
there must be parity between acupuncture, physical therapy, as well as chiropractic care and primary care 
services in regards to dollar limits, deductibles, copayments, and coinsurance.  This provision is only 
applicable if these services are covered benefits by the health plan and the patient has chronic pain and 
has/had a substance use disorder. 
 
In contracts between insurance carriers and medical providers, a statement must be included to prohibit the 
carriers from taking adverse action against or providing financial incentives/disincentives for the medical 
providers based solely on patient feedback or surveys regarding pain management. 
 
The bill alters the definition of what constitutes an “urgent prior authorization request” to include the 
addition of any prior authorization request for MAT for substance use disorders. 
 
The bill mandates that a pharmacist that is in a collaborative practice agreement with at least one physician 
can administer injectable MAT and receive an enhanced dispensing fee that aligns with the administrative 
fee that a physician would receive to administer the MAT. 
 
Under this legislation, an insurance carrier cannot require a patient to undergo step-therapy utilizing drugs 
that contain opioids before authorizing coverage of non-opioids if the provider has recommended the non-
opioid drug. 
 
The Department of Health Care Policy and Financing (HCPF) and the Office of Behavioral Health within the 
Department of Human Services are required to develop and implement rules regarding the standardization 

                                                           
14 Colorado Department of Health Care Policy and Financing (n.d.) Colorado Prior Authorization Requests Program (CO-PAR). Retrieved from 
https://www.colorado.gov/pacific/hcpf/colorado-prior-authorization-requests-program-co-par  
15 Colorado Office of Behavioral Health, prepared by Colorado Health Institute (July 28, 2018). Needs Assessment for the SAMHSA State Targeted 

Response to the Opioid Crisis Grant. Retrieved from https://coag.gov/sites/default/files/contentuploads/oce/Substance_Abuse_SA/SATF-
reports/11th_annual_substance_abuse_task_force_report_2016_final_2.pdf 
16 Colorado Substance Abuse Trend and Response Task Force (Jan 2017). Eleventh Annual Report. Retrieved from 

https://coag.gov/sites/default/files/contentuploads/oce/Substance_Abuse_SA/SATF-
reports/11th_annual_substance_abuse_task_force_report_2016_final_2.pdf  

https://www.colorado.gov/pacific/hcpf/colorado-prior-authorization-requests-program-co-par
https://coag.gov/sites/default/files/contentuploads/oce/Substance_Abuse_SA/SATF-reports/11th_annual_substance_abuse_task_force_report_2016_final_2.pdf
https://coag.gov/sites/default/files/contentuploads/oce/Substance_Abuse_SA/SATF-reports/11th_annual_substance_abuse_task_force_report_2016_final_2.pdf
https://coag.gov/sites/default/files/contentuploads/oce/Substance_Abuse_SA/SATF-reports/11th_annual_substance_abuse_task_force_report_2016_final_2.pdf
https://coag.gov/sites/default/files/contentuploads/oce/Substance_Abuse_SA/SATF-reports/11th_annual_substance_abuse_task_force_report_2016_final_2.pdf
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of the utilization management authority timelines for the non-pharmaceutical components of MAT.  In this 
process, the agencies are to consult with community mental health service providers. 
 
The State Board of Health is to implement the following two provisions regarding the treatment of substance 
use disorders under Medicaid.  First, intranasal naloxone shall be available without prior authorization and 
be reimbursable.  Secondly, as addressed previously, it would prohibit Colorado’s Medicaid program from 
requiring step therapy using opioid drugs before authorizing the use of non-opioids, if the non-opioid is 
recommended by the provider. Finally, as required for private health insurers, a pharmacist that is in a 
collaborative practice agreement with at least one physician can administer injectable MAT and must receive 
an enhanced dispensing fee from the Colorado Medicaid program. 

 
Reasons to Support 

When a patient has decided to seek care and treatment for their opioid use disorder, delaying or 
interrupting that process by requiring a prior authorization could have a negative impact on that person’s 
continuation of care and health.  If a person is not able to access treatment in a timely manner, there is a risk 
of continuing to use opioids and even overdose. By allowing for buprenorphine to be prescribed without a 
prior authorization for five days allows the provider and the insurance carrier time to complete further 
utilization management requirements to ensure the patient can receive timely and appropriate care.  
Removing pain management satisfaction as a component of provider satisfaction surveys will allow a 
patient’s subjective perspective from altering the practices of a provider.  Reimbursing pharmacists that 
administer injectable naltrexone, or any future injectable medication, with a higher dispensing rate will 
create a greater incentive to administer this medication utilized in MAT.  By allowing the providers to 
prescribe non-opioids before the deployment of opioids it gives stronger emphasis to the provider/patient 
relationship and takes the pharmacy benefit manager or insurance company out of the medical office.  
Reviewing the utilization management criteria used for the therapy portion of MAT will allow both the 
medication and the therapy to work more smoothly as a single method of treating substance use disorders.  
Ensuring the continued coverage of intranasal naloxone by the Colorado Health First program will allow the 
community members and those at risk of overdose to more easily access this life-saving medication. 
 

Supporters 

 AARP 

 Alkermes 

 Colorado Academy of Family Physicians 

 Colorado Chiropractic Association  

 Colorado Coalition for the Homeless 

 Colorado Consumer Health Initiative 

 Colorado Hospital Association 

 Colorado Mental Wellness Network 

 Colorado Rural Health Center 

 Denver Health & Hospital Authority 

 Healthier Colorado 

 League of Women Voters of Colorado 

 National Alliance on Mental Illness 

 Peer Assistance Services 

 Public Health Nurses Association of 
Colorado 

 RxPlus Pharmacies 

 University of Colorado Health 

 
Reasons to Oppose 

Opponents may say that this infringes on the business practices of health plans to ensure that their members 
are provided with appropriate, affordable, and quality care.  Some may say that requiring prior authorization 
requests and reimbursement rates for private plans in state statute interferes with the company’s ability to 
complete its mission and goals effectively.  Others may assert that covering MAT is irresponsible and a 
wasted use of funds as one opioid is just being replaced by another.  Similarly, some may allege that there is 
a “moral hazard” of having easy access to naloxone, as it removes the consequence of overdose for those 
who abuse opioids.  As the Colorado state agencies are conducting stakeholder engagement on issues 
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relating to opioids to conduct further rulemaking, making these requirements through the legislative body 
may not be the most appropriate forum for these issues. 
 

Opponents 

 Anthem/Anthem Blue Cross Blue Shield 

 Colorado Association of Commerce & 
Industry 

 Colorado Association of Health Plans 

 Kaiser Foundation Health Plan 

 Kaiser Permanente 
 

 
About this Summary 

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. For more information about this summary 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


Date:  March 9, 2018 
 
Staff: Alyson Williams 

 

POLICY ANALYSIS 
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HB18-1097: PATIENT CHOICE OF PHARMACY 
Concerning the ability of a person eligible for prescription drug benefits to choose the pharmacy at 

which to fill a prescription drug order. 
 

Details 

  
Bill Sponsors:  House – Catlin (R) and Danielson (D) 

Senate – Coram (R) and Todd (D) 
Committee:  Senate Committee Not Yet Assigned 
Bill History: 2/23/2018- House Third Reading Passed-No Amendments 
Next Action:   Introduction in Senate-Assignment to Committee 

 
Bill Summary 

The bill prohibits health insurance carriers and pharmacy benefits managers (PBMs) from imposing certain 
restrictions on patients, pharmacists, and pharmacies.  First, they cannot place restrictions on which 
pharmacy or pharmacist covered individuals use to access their benefits.  Fees cannot be imposed on the 
individual for utilizing the pharmacy of their choice.  The carrier or PBM cannot impose any other conditions 
on the individual, pharmacist, or pharmacy that impede an individual’s choice on which pharmacy to select.  
Finally, the bill mandates that pharmacies and pharmacists cannot be denied being a part of a carrier’s 
network if they are licensed in Colorado and meet certain conditions. 
 

Issue Summary 

The Roles of Carriers & Pharmacy Benefit Managers  
Pharmacy benefit managers (PBM) 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 purchase and 
distribution of pharmaceutical products.1  PBMs can influence what products are utilized and set the rates 
that pharmacies are reimbursed for their services in the supply chain.  These entities play a central financial 
role in the pharmaceutical market.  With the volume of the clients they serve, they can leverage those 
numbers to negotiate rebates and other discounts from manufacturers.  Not only do PBMs create these 
relationships with manufacturers, but they also create networks of pharmacies with whom they negotiate 
reduced dispensing fees.2   
 
Instead of relying on PBMs, some health insurance plans opt to manage their own pharmacy networks to 
negotiate dispensing fees.  The main role of health insurance carriers in this system to is to determine the 
pharmacy benefit for covered individuals.  The pharmacy benefit includes information on which drugs are 
covered, which require prior authorization reviews, and the amount of cost-sharing that will be required for 
these products. 

                                                           
1 Health Affairs (Sept. 14, 2017). Pharmacy Benefit Managers. Retrieved from DOI: 10.1377/hpb20171409.000178  
2 Dispensing fees compensate a pharmacy for transferring the product to the patient, any overhead fees (i.e. stocking/storing medications), and 
patient counseling. 
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The following figure demonstrates how pharmaceutical products and funds are distributed through the 
market when a person is covered by private insurance and accesses services through a retail pharmacy. 

 
What governs the adequacy of a network or what specifically should be included is frequently dependent on 
what a state has in statute or agency rules.3  The National Association of Insurance Commissioners (NAIC) 
has model legislation for states to use as a benchmark for what constitutes network adequacy.  However, 
neither this NAIC model or the Affordable Care Act (ACA) have addressed network components such as 
minimum geographic distances.3 

 
Any Willing Provider/ Freedom of Choice Laws 

Any willing provider (AWP) and freedom of choice (FOC) laws have multiplied across the United States in 
recent years.  These laws intend to address opportunities for pharmacies to compete and consumers to seek 
quality service.  AWP laws allow any provider to join a carrier’s network if they are willing to accept the 
reimbursement that the carrier provides to those within their network.4  The FOC laws target the consumer, 
allowing them to choose any provider they want to receive reimbursable services, regardless of their 
participation in a carrier’s or PBM’s network.  As of 2014, 27 states had some sort of AWP law, ranging in 
scope from all licensed medical professionals to just certain professions, like pharmacists.5 In 2015, 
approximately 18 states had some sort of FOC law in statute that applied to at least one health care 
profession.4 It is possible to enact both FOC and AWP laws or just have one in statute. 

                                                           
3 Barlas, S. (2015). Insurance Companies Struggle to Balance Medical and Pharmacy Networks: Cost and Access Are Often at Odds; Enrollees Are 
Caught in the Middle. Pharmacy and Therapeutics, 40(1), 41–72. Retrieved from https://www.ncbi.nlm.nih.gov/pmc/articles/PMC4296591/#b5-
ptj4001041  
4 Klick, J. & Wright, J.D. (2015). The Effect of Any Willing Provider and Freedom of Choice Laws on Prescription Drug Expenditures. Faculty Scholarship. 
Retrieved from https://pdfs.semanticscholar.org/05d8/6ffa6a7c719e2e960616e12fdf9af1955720.pdf  
5 National Conference of State Legislatures. (Nov 2014). Any Willing or Authorized Providers. Retrieved from 
http://www.ncsl.org/research/health/any-willing-or-authorized-providers.aspx  

https://www.ncbi.nlm.nih.gov/pmc/articles/PMC4296591/#b5-ptj4001041
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC4296591/#b5-ptj4001041
https://pdfs.semanticscholar.org/05d8/6ffa6a7c719e2e960616e12fdf9af1955720.pdf
http://www.ncsl.org/research/health/any-willing-or-authorized-providers.aspx
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This Legislation 

This bill sets forth requirements on the actions of health insurance carriers and pharmacy benefit managers 
(PBMs) that manage pharmacy benefits for carriers.  First, these entities cannot put limitations on where 
covered individuals choose to access pharmacy services if the pharmacy/pharmacist has signed a contract 
with the carrier/PBM and is licensed according to Colorado statute.  Copayments, fees, and other 
requirements of cost-sharing required for a person to select a pharmacy must be uniform across the state of 
Colorado, no matter if the pharmacy is in-network or out-of-network.  The bill prohibits carriers and PBMs 
from imposing other conditions on the individual, pharmacist, or pharmacy that could limit the ability for the 
individual to choose which pharmacy to utilize.  The carriers and PBMs cannot deny a pharmacist or 
pharmacy the right to be in a pharmacy network contract or be a contracting provider if they are licensed in 
Colorado, accept the terms offered, and provide pharmacy services that meet state and federal law.   
 
All of the aforementioned mandates do not apply to pharmacy services in four specific situations: for care 
provided in inpatient or emergency medical settings, a managed care plan carrier6, a self-funded plan 
exempt from state regulation7, and a plan for state or federal employees. 
 

Reasons to Support 

This legislation would be a dual-pronged approach as it mandates both AWP and FOC concepts.  This would 
allow for increased access for consumers and increased competition between pharmacies.  The AWP portion 
of the bill would allow for smaller community pharmacies to compete with larger retail pharmacies that are 
typically in a carrier’s network.  This could allow independent and community pharmacies to remain in the 
market.  The increased competition could decrease prices for consumers while increasing the quality of 
service these pharmacies offer. 
 
Additionally, proponents argue that this can improve consumer a greater voice in their health care by 
granting them a variety of pharmacies where they can access their pharmacy benefits.  The FOC section of 
the bill would allow consumers to access services in the pharmacy of their choice.  This could make care 
more convenient and increase the number of scripts filled by patients.   
 

Supporters 

 Association of Colorado Centers for Independent Living  

 Colorado Organizations Responding to AIDS 

 Colorado Pharmacists Society 

 Colorado Rural Health Center 

 Colorado Senior Lobby 

 Healthier Colorado 

 National Federation of Independent Business 

 One Colorado 

 RxPlus Pharmacies 

 The ARC of Colorado 

 
Reasons to Oppose 

                                                           
6 Must provide a majority of covered professional services through directly employed providers or a single contracted medical group. 
7 Pursuant to ERISA, such as Association Health Plans. 
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Opponents argue that this bill could result in higher costs for the consumer.  The role of PBMs is to negotiate 
rebates from manufacturers and decreased costs from pharmacies. Some assert this would undermine their 
function and increase the cost of pharmaceutical products.  Research has demonstrated that AWP/FOC laws 
have a statistically significant effect on increasing drug expenditures.4   Staff from the Federal Trade 
Commission have commented that AWP/FOC laws decrease competition from the market, which could 
diminish cost-savings.8 With less cost-savings, the consumer could bear the brunt with more expensive 
pharmaceutical services.  The health care market has become more consolidated over the past decade, 
resulting in decreasing competition; exacerbating this reduction in competition through state regulation 
could have a detrimental effect on health care expenditures.9  AWP laws are intended to benefit the 
consumer, but interfering with insurer discretion to design networks that are working towards improved 
quality while reducing costs could result in detrimental effects for the consumer.  Although the FOC section 
of the bill mandates that the insurers implement consistent fees, copayments and other cost-sharing 
requirements across the state, it does not bar the entity from increasing those rates.  Therefore, if a patient 
already accesses an in-network pharmacy they could see those payments increase to cover the costs that 
could be associated with providing coverage to those who choose to go to a pharmacy that used to be out-
of-network. 
 

Opponents 

 Aetna 

 America’s Health Insurance Plans 

 Anthem 

 Cigna 

 Colorado Association of Health Plans 

 Colorado Competitive Council 

 CVS Health 

 Denver Metro Chamber of Commerce 

 Express Scripts 

 Novartis 
 
 

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. For more information about this summary or the 
Health District, please contact Alyson Williams, Policy Coordinator, at (970) 224-5209, or e-mail at 
awilliams@healthdistrict.org.  

 

                                                           
8 United States Federal Trade Commission & Antitrust Division of the U.S. Department of Justice (2014). Competition Issues in the Distribution of 
Pharmaceuticals. Retrieved from https://www.ftc.gov/system/files/attachments/us-submissions-oecd-other-international-competition-
fora/pharmaceuticals_us_oecd.pdf  
9 Gaynor, M, Mostashari, F., and Ginsburg, P.B. (April 13, 2017). Making health care markets work: Competition policy for health care. Retrieved from 
https://www.brookings.edu/research/making-health-care-markets-work-competition-policy-for-health-care/  

mailto:awilliams@healthdistrict.org
https://www.ftc.gov/system/files/attachments/us-submissions-oecd-other-international-competition-fora/pharmaceuticals_us_oecd.pdf
https://www.ftc.gov/system/files/attachments/us-submissions-oecd-other-international-competition-fora/pharmaceuticals_us_oecd.pdf
https://www.brookings.edu/research/making-health-care-markets-work-competition-policy-for-health-care/
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SB18-022: CLINICAL PRACTICE FOR OPIOID PRESCRIBING 
Concerning clinical practice measures for safer opioid prescribing. 

 
Details 

  
Bill Sponsors:  Senate – Tate (R) and Aguilar (D), Lambert (R) 

House – Pettersen (D) and Kennedy (D), Singer(D) 
Committee:  House Committee on Health, Insurance, & Environment  
Bill History:  2/23/2018-Introduced in House- Assigned to Health, Insurance, & Environment 
Next Action:   Hearing in House Committee on Health, Insurance, & Environment 

 
Bill Summary 

Until September 2021, providers must limit the initial opioid prescription to 7-day supply for a patient with 
no opioid prescription in past 12 months.  It allows the original prescriber to include a single refill of 7 day 
supply.  There are many exceptions to this limitation which are dependent on the type of prescriber (i.e. 
physician or optometrist) that include: chronic pain, cancer-related pain, undergoing palliative or hospice 
care, and/or post-surgical pain expected to last more than 14 days.  Current law allows for providers or their 
designees to query the Prescription Drug Monitoring Program (PDMP); this bill requires the person accessing 
the PDMP to report their health care specialty the first time they utilize the program.  Furthermore, the bill 
requires the PDMP to be searched before prescribing the first refill for an opioid, with exceptions similar to 
those listed previously.  The bill mandates a report be made to the General Assembly regarding the findings 
of a federal grant. 
 

Issue Summary 

The Prescribing of Opioids 
Nationally, the opioid prescribing rate has decreased 13.1 percent, to 70.6 prescriptions per 100 people, 
from 2012 to 2015.1 However, the average duration of opioid prescriptions increased during the same time.1  
Although the prescribing amount, Morphine Milligram Equivalents (MME)2, has decreased nationally in the 
past few years to 640 MME per capita, it is still substantially above the 180 MME per capita that was 
measured in 1999.1   
 
In 2016, the opioid prescribing rate in Colorado was 59.8 per 100 people, which has decreased from 73.5 
prescriptions per 100 people in 2012.3  State-specific research by the Colorado Department of Public Health 
and Environment (CDHPE) delineated that the number of opioid prescriptions per person increased with 
age.4  One quarter of Coloradans have admitted to using pain medications in ways that were not prescribed 
by their provider.5  Similarly, 29 percent of Coloradans have use pain medications that were not prescribed 

                                                           
1 Guy GP Jr., Zhang K, Bohm MK, et al.(July 2017).  Vital Signs: Changes in Opioid Prescribing in the United States, 2006–2015. MMWR Morb Mortal 
Wkly Rep 2017;66:697–704. doi: http://dx.doi.org/10.15585/mmwr.mm6626a4  
2 Morphine Milligram Equivalents is a value that is assigned to opioids to represent their relative potency to provide for the ease of comparison. 
3 Centers for Disease Control and Prevention. (July 31, 2017). U.S. Prescribing Rate Maps. Retrieved from 
https://www.cdc.gov/drugoverdose/maps/rxrate-maps.html  
4 Colorado Department of Public Health and Environment (July 2017). Colorado Prescription Drug Profile. Retrieved from 
https://www.colorado.gov/pacific/sites/default/files/PW_ISVP_Colorado%20Rx%20Drug%20Data%20Profile.pdf  
5 Colorado Chapter of the American College of Emergency Physicians (2017). 2017 Opioid Prescribing and Treatment Guidelines: Confronting the 
Opioid Epidemic in Colorado’s Emergency Departments. Retrieved from http://coacep.org/docs/COACEP_Opioid_Guidelines-Final.pdf  

http://dx.doi.org/10.15585/mmwr.mm6626a4
https://www.cdc.gov/drugoverdose/maps/rxrate-maps.html
https://www.colorado.gov/pacific/sites/default/files/PW_ISVP_Colorado%20Rx%20Drug%20Data%20Profile.pdf
http://coacep.org/docs/COACEP_Opioid_Guidelines-Final.pdf
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to them.5  In Larimer County, the prescribing rate has dropped from 84.2 prescriptions per 100 people in 
2012 to 62.2 prescriptions per 100 people in 2016.3   

 
Prescribing Guidelines 

The Centers for Disease Control and Prevention (CDC) promulgated guidelines regarding the prescription of 
opioids in 2016.6  The CDC recommended that when prescribing opioids for acute pain, no greater quantity 
than needed for the expected duration of pain severe enough to require opioids should be prescribed. Three 
days or less will often be sufficient; more than seven days will rarely be needed.  That should be adequate to 
address pain while decreasing the risk of long-term use.  Furthermore, the guidelines suggest that the use of 
a PDMP can ensure that the patient is not taking any other opioids or could have a negative interaction 
between two prescriptions. 
 
In August 2017, the Colorado Department of Health Care Policy and Financing (HCPF) implemented the first 
set of new rules for the Colorado Medicaid program that limited an initial opioid prescription to a 7-day 
supply and limited refills, with prior authorization required after four refills.7  The second phase of the rule 
began in October 2017 and applies to chronic pain.  The rule limited dosages of opioids to a certain threshold 
(250 Morphine Milligram Equivalents [MME] per day) for pain management and anything above that MME 
requires prior authorization. 
 
In 2017, the Colorado Chapter of the American College of Emergency Physicians (COACEP) promulgated 
practice and policy recommendations regarding opioids.5 One of the practice recommendations is the 
frequent consultation of the PDMP by emergency department (ED) physicians.  The recommendations also 
suggest prescribing the lowest effective dose in the shortest appropriate duration and refusing to refill lost 
or stolen opioid prescriptions.  In the policy section, COACEP recommends that the Colorado PDMP develop 
an automated query system that can be more readily integrated into electronic health records. 
 

Opioids and Pain 
Recently, research regarding the effectiveness of different types of pain management for both chronic and 
acute pain has been proliferating. In regard to the dosage of opioids prescribed, a study found adults with 
chronic pain that used lower or intermittent doses and those that had regular or high doses had similar pain 
outcomes.8  This demonstrates that, depending on the patient, chronic pain management may not 
necessitate a regular or high dosage opioid prescription. A novel study of two urban EDs in New York City 
demonstrated that for adult patients presenting with acute extremity pain there was no statistical or clinical 
difference in pain alleviation after two hours between those receiving opioid drugs and those who took the 
non-opioid alternative.9  As the compendium of research on the effectiveness of opioids versus non-opioids 
has been growing over recent years, there has been a recent movement to adopt a strategy known as 
Alternatives to Opioids (ALTO) to greater utilize non-opioids for pain management. 
 
Pain has been regarded as a patient’s “fifth vital sign,” and opioids have been increasingly prescribed to bring 
the patient back to equilibrium.5 Some believe that this has generated an overemphasis on a patient’s pain 
and the quickest way to treat it.  Although this pain measure is subjective, it is a component of patient 

                                                           
6 Dowell D., Haegerich T.M., Chou R. (2016) CDC Guideline for Prescribing Opioids for Chronic Pain — United States, 2016. MMWR Recommendation 
Report; 65(No. RR-1):1–49.doi: http://dx.doi.org/10.15585/mmwr.rr6501e1  
7 Colorado Department of Health Care Policy and Financing. Colorado Medicaid to Tighten Opioid Usage Policy. Retrieved from 
https://www.colorado.gov/pacific/hcpf/news/colorado-medicaid-tighten-opioid-usage-policy . Accessed on Dec 6, 2017. 
8 Turner, J. A., Shortreed, S. M., Saunders, K. W., LeResche, L., & Von Korff, M. (2016). Association of Levels of Opioid Use with Pain and Activity 
Interference among Patients Initiating Chronic Opioid Therapy: A Longitudinal Study. Pain, 157(4), 849–857. 
http://doi.org/10.1097/j.pain.0000000000000452  
9 Chang, A.K., Bijur, P.E., & Esses, D. (Nov 2017). Effect of a single dose of oral opioid and nonopioid analgesics on acute extremity pain in the 
emergency department. JAMA; 318(17):1661-67. doi: 10.1001/jama.2017.16190 

http://dx.doi.org/10.15585/mmwr.rr6501e1
https://www.colorado.gov/pacific/hcpf/news/colorado-medicaid-tighten-opioid-usage-policy
http://doi.org/10.1097/j.pain.0000000000000452
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satisfaction ratings, thus many physicians feel compelled to address it with opioids to negate any sense of 
pain or discomfort the patient is experiencing.  
 

Prescription Opioids, Misuse, and Opioid Use Disorder 
Many studies in the past decade have focused on the relationship between prescription opioids, opioid 
misuse, opioid use disorder, and opioid overdose deaths.  Among patients receiving opioid prescriptions for 
pain, higher opioid doses were associated with increased risk of opioid overdose death.10 Another study that 
focused on postsurgical opioid prescriptions found that each refill and week of a prescription is associated 
with in large increase among opioid naïve patients (i.e. an individual who has either never had an opioid or 
has not received opioids for a 2-3 week period).11 This correlates with a study that found that once opioids 
have been continued for 90 days, patients are more likely to remain on the drug for years.12  Interestingly, 
opioid prescriptions from the ED to opioid naïve patients are more likely to adhere to CDC guidelines for 
opioid prescribing than those prescribed from a non-ED setting and are associated with a lower risk of 
progression to long-term use.13 However, another study found that there is wide variation in rates of opioid 
prescribing existed among physicians practicing within the same ED, and rates of long-term opioid use were 
increased among patients who were opioid naïve and received treatment from prescribers who prescribe at 
higher rates than their cohorts.14  Among children, the use of prescribed opioids before the conclusion of 
high school is independently associated with future opioid misuse among those who have little experience 
with drugs and who disapprove of illegal drug use.15 
 

Prescription Drug Monitoring Program (PDMP) 
Since 2014, 49 states had implemented a PDMP, with Missouri’s governor signing an executive order in 2017 
for one to be implemented.  A 2016 study of PDMPs found that if programs monitor all classes of drugs that 
have medical use and an abuse potential and increase the frequency of updating the program, there is an 
association with larger declines in opioid-related overdose deaths than with other programs.16  Another 
study on PDMPs has found that those that do not require provider participation are not effective in 
decreasing inappropriate utilization of prescription opioids.17 
 
The Colorado PDMP was first authorized by law in 2005 and was enhanced by law in 2014 to the program 
that is currently running.18  Practitioners and pharmacists, even in other states, can query information on 
Colorado patients.19  Pharmacies must upload prescription data during every business day for medications 
that are classified as Schedule II-V.18 However, physicians are not required to query the PDMP.  

                                                           
10 Bohnert, A.S., Valenstein, M., Bair, M.J., et al. (Apr. 2011). Association between opioid prescribing patterns and opioid overdose-related deaths. 
JAMA; 305(13):1315-21. doi: 10.1001/jama.2011.370. 
11 Brat, G.A., Agniel, D., Beam, A., et al. (Jan. 2018). Postsurgical prescriptions for opioid naïve patients and association with overdose and misuse: 
retrospective cohort study. BMJ 360:j5790. doi: 10.1136/bmj.j5790 
12 Martin B.C., Fan M.Y., Edlund M.J., Devries A., Braden J.B., Sullivan M.D.. (2011) Long-term chronic opioid therapy discontinuation rates from the 
TROUP study. J Gen Intern Med: 26(12):1450–7. doi: 10.1007/s11606-011-1771-0 
13 Jeffery, M.M., Hooten W.M., Hess, E.P.,, et al.(March 2018).  Opioid Prescribing for Opioid-Naïve Patients in Emergency Departments and Other 
Settings: Characteristics of Prescriptions and Association with Long-Term Use. Ann Emerg Med; 71(3):326–336. doi: 
10.1016/j.annemergmed.2017.08.042  
14 Barnett, M.L., Olenski, A.R., & Jena, A.B. (Feb. 2017). Opioid-Prescribing Patterns of Emergency Physicians and Risk of Long-Term Use. New England 
Journal of Medicine; 376(7): 663-673. doi: 10.1056/NEJMsa1610524. 
15 Miech,R., Johnston, L., O’Malley,P.M., Keyes, K.M., &Heard, K. (Nov 2015). Prescription Opioids in Adolescence and Future Opioid Misuse. 
Pediatrics; 136(5):e1169-77. doi: 10.1542/peds.2015-1364 
16 Patrick, S.W., Fary, C.E., Jones, T.F., & Buntin, M.B. (2016). Implementation of Prescription Drug Monitoring Programs Associated with Reductions in 
Opioid-Related Death Rates. Health Affairs. 35(7): 1324-32. doi: 10.1377/hlthaff.2015.1496 
17 Buchmueller, T.C., & Carey, C. (Feb. 2017). The effect of prescription drug monitoring programs on opioid utilization in Medicare. National Bureau 
of Economic Research; Working Paper No. 23148. Retrieved from http://www.nber.org/papers/w23148.pdf  
18 Colorado Department of Regulatory Agencies (2014). Colorado’s Prescription Drug Monitoring Program- 2014 and Beyond [Presentation]. Retrieved 
from https://www.deadiversion.usdoj.gov/mtgs/pharm_awareness/conf_2014/august_2014/gassen.pdf  
19 Colorado Department of Regulatory Agencies (2018). About Program. Retrieved from https://www.colorado.gov/pacific/dora-pdmp/about-
program  

http://www.nber.org/papers/w23148.pdf
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This Legislation 

The bill limits an initial opioid prescription to a 7-day supply, if the patient has had no opioid prescription in 

the previous 12 months.  The original prescriber can include a single refill of the 7-day supply.  It is 

stipulated that these prescriptions can be done electronically.  This limit has certain exceptions included in 

the bill text and also stipulates what professions may utilize these exclusions.  Using their judgement the 

prescriber can exclude patients from the limits that: 

 Have chronic pain, or have been transferred from another licensed provider that prescribed the 

opioid20 (Podiatrist, Dentist, Physician, Physician Assistant, Advanced Practice Nurse, Optometrist, 

Veterinarian) 

 Has been diagnosed with cancer and has cancer-related pain (Podiatrist, Dentist, Physician, 

Physician Assistant, Advanced Practice Nurse, Optometrist, Veterinarian) 

 Is undergoing palliative care or hospice care that is providing relief from symptoms, pain, & stress 

from serious illness to improve quality of life (Physician, Physician Assistant, Advanced Practice 

Nurse) 

 Has post-surgical pain expected to last longer than 14 days (Podiatrist, Dentist, Physician, Physician 

Assistant, Advanced Practice Nurse, Optometrist, Veterinarian) 

This bill requires the prescribing provider or their registered designee must report their health care specialty 

the first time they use the Prescription Drug Monitoring Program (PDMP).  Each provider/designee must 

query the PDMP before prescribing the first refill.  There are exceptions to this query requirement if the 

patient is:  

 Receiving the opioid in a hospital, skilled nursing facility, residential facility, or correctional facility 

 Experiencing cancer-related pain 

 Receiving palliative or hospice care 

 Experiencing post-surgical pain expected to last longer than 14 days 

 Receiving treatment during a natural disaster or mass causality incident 

 Receiving only a single dose for single test/procedure 

The PDMP must utilize industry standards in order for prescribers/designees to have direct access to data 

from an electronic health record to the extent that the query relates to a current patient of the practitioner.  

If PDMP is not available or down due to technical failure, the prescriber/designee must attempt to access the 

PDMP to comply with the query requirement.  These requirements regarding the utilization of the PDMP 

ends September 2021.  The bill stipulates that the reports provided to prescribers/designees are 

confidential, cannot be requested under the Colorado Open Records Act, not subject to civil subpoena, and 

not allowed for any proceeding against a prescribing provider. 

The bill requires the Colorado Department of Public Health and Environment (CDPHE) to report to the 

General Assembly on or before December 1, 2019.  The report must include findings from the federal grant 

“Prescription Drug Overdose Prevention for States Cooperative Agreement.”  This study concerns analysis on 

PDMP integration methods and health care provider report cards.  CDPHE must forward findings to the 

Center for Research into Substance Use Disorder Prevention, Treatment, and Recovery Support Strategies at 

                                                           
20 Chronic pain is defined in the bill as pain that lasts longer than 90 days or past time of normal healing as determined by the prescriber. 



Date:  March 9, 2018 POLICY ANALYSIS 
SB18-022 

Page 5 

 
the University of Colorado Health Sciences Center to use info to provide voluntary training for providers in 

targeted areas. 

Reasons to Support 

Supporters assert that reducing prescribing will also reduce the quantity of drugs available for misuse and 
abuse.  Creating this limit will reduce the chance that the development an opioid use disorder will develop in 
opioid naïve patients.  Additionally, it decreases the possibility that excess opioid pills fall into the hands of 
someone other than the intended patient.  This bill protects the availability of these opioid products for 
those who have chronic illness or cancer, which is a usual trepidation for consumers. 
 

Supporters 

 Colorado Association of Local Public 
Health Officials 

 Colorado Children’s Campaign 

 Colorado Coalition for the Homeless 

 Colorado Consumer Health Initiative 

 Colorado Cross-Disability Coalition 

 Colorado Fraternal Order of Police 

 Colorado Hospital Association 

 Colorado Medical Society 

 Colorado Nurses Association  

 Colorado Occupational Therapist 
Association 

 Colorado Psychiatric Society 

 Colorado Society of Anesthesiologists 

 Colorado Society of Eye Physicians & 
Surgeons 

 National Alliance on Mental Illness 

 Public Health Nurses of Colorado 

 UCHealth 

 
Reasons to Oppose 

Some believe that policies that aggressively limit prescription opioid prescribing could drive people to turn to 
illicit drugs and injection opioids, such as heroin.  Some assert that this policy could force patients to live 
with inadequately treated pain.  This inadequately treated pain could lead to other physical and behavioral 
health issues for the patient.  Other opponents may assert that this is an intrusion into the provider-patient 
relationship and the practice of medicine.  The Colorado Department of Regulatory Agencies (DORA) 
established a multi-profession opioid prescribing policy that is currently being updated through a 
stakeholder-input process.  Utilizing this forum and the rulemaking process could be a more appropriate way 
to address opioid prescribing than through the legislative process. 
 

Opponents 

 No opposition has been made public at this time. 
 

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. For more information about this summary or the 
Health District, please contact Alyson Williams, Policy Coordinator, at (970) 224-5209, or e-mail at 
awilliams@healthdistrict.org.  
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SB18-136: HEALTH INSURANCE PRODUCER FEES AND FEE DISCLOSURE 
Concerning fees for advising clients about the selection of an individual health plan. 

 
Details 

  
Bill Sponsors:  Senate – Neville T. (R), Lundberg (R), Smallwood (R) and Tate (R) 

House – Kraft-Tharp (D) and Sias (R), Humphrey (R) 
Committee:  House Committee on Health, Insurance, & Environment  
Bill History: 2/27/2018- Introduced in House- Assigned to Health, Insurance, & Environment 
Next Action:   Hearing in House Committee on Health, Insurance, & Environment 

 
Bill Summary 

The bill allows an insurance producer or broker advising a client on individual health benefit plans to charge 
the client a fee if they do not receive a commission related to the plan selected and if they disclose the fee to 
the client. The commissioner of insurance shall promulgate rules regarding the fee and fee disclosure and 
must include a prohibition on charging a fee for assisting a client to enroll in Medicaid or the Children’s 
Health Insurance Plan (also known as the Child Health Plan Plus [CHP+] in Colorado). 
 

Issue Summary 

Insurance Brokers and Producers 
Insurance producer is a broad term that encompasses both agents and brokers.  In Colorado statute, a 
producer is defined as a one “who solicits or negotiates an application for health care insurance on behalf of 
a carrier.”1  Brokers act for the consumer and are either reimbursed by the insurance company or 
compensated by the consumer.2  An agent is typically only compensated by the insurance company or 
companies they work for.2 State law currently mandates producers must disclose to their client if they will 
receive a commission from the carrier for their enrollment.1 In Colorado during the 2014 enrollment period, 
approximately 31 percent of people that enrolled in a health plan through Connect for Health Colorado 
worked with a broker.3 
 

Enrollment Commissions 
In 2012, a provision in the Affordable Care Act known as the medical loss ratio (MLR) went into effect.4 
Colloquially known as the 80/20 Rule, the MLR provision requires that if an insurance company spends less 
than 80 percent of individual and small-group premium dollars on actual health care (i.e. more than 20 
percent on administrative costs), then they must rebate the excess funds back to members by September 30 
each year.4 Due to the MLR provision, commissions are reduced as they are considered an administrative 
expense. 
 
 
 

                                                           
1 C.R.S. 10-16-133 
2 Families USA (Sept. 2012). Brokers and Agents and Health Insurance Exchanges. Retrieved from 
http://familiesusa.org/sites/default/files/product_documents/Exchanges-Brokers-and-Agents.pdf  
3 Spark Policy Institute (2014). Connect for Health Colorado Marketplace Data Analysis. Retrieved from http://connectforhealthco.com/wp-
content/uploads/2013/04/20140908-C4HCO-Marketplace-Analysis-from-Spark-Policy-Institute.pdf  
4 Norris, L. (Jan. 2018). Billions in ACA rebates show 80/210 rule’s impact. Retrieved from https://www.healthinsurance.org/obamacare/billions-in-
aca-rebates-show-80-20-rules-impact/  

http://familiesusa.org/sites/default/files/product_documents/Exchanges-Brokers-and-Agents.pdf
http://connectforhealthco.com/wp-content/uploads/2013/04/20140908-C4HCO-Marketplace-Analysis-from-Spark-Policy-Institute.pdf
http://connectforhealthco.com/wp-content/uploads/2013/04/20140908-C4HCO-Marketplace-Analysis-from-Spark-Policy-Institute.pdf
https://www.healthinsurance.org/obamacare/billions-in-aca-rebates-show-80-20-rules-impact/
https://www.healthinsurance.org/obamacare/billions-in-aca-rebates-show-80-20-rules-impact/
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Similar Legislation 

In 2017, Louisiana enacted legislation to allow brokers to charge consumers fees for their assistance with 
enrolling in a health insurance plan.5  The law does not limit the fees but requires the brokers to inform 
clients of the fees and that they could forgo the fee by utilizing a navigator or the federal marketplace.  The 
same year, Tennessee also enacted a similar law that allowed the charging of fees by insurance producers if 
there is a qualified written agreement and there is no commission paid to the producer.6 
 

This Legislation 

This bill allows insurance producers to charge a client a fee for advising a client regarding the choice of an 
individual health benefit plan.  This fee is conditional on the producer not receiving a commission from the 
carrier that offers the plan selected by the client and providing the client a written disclosure regarding the 
charging of the fee.  The Commissioner of Insurance is to promulgate rules regarding the implementation 
and administration of these fees and fee disclosures.  The rules must include a prohibition on the producer 
charging a client a fee to assist them in enrolling in Medicaid or the Children’s Health Insurance Program. 
 
This bill allows insurance brokers to charge a client a fee for advising a client regarding the choice of an 
individual health benefit plan offered on the exchange, Connect for Health Colorado.  This fee is conditional 
on the producer not receiving a commission from the carrier that offers the plan selected by the client and 
providing the client a written disclosure regarding the charging of the fee.  The Commissioner of Insurance 
may promulgate rules regarding the implementation and administration of these fees and fee disclosures.  
The rules must include a prohibition on the producer charging a client a fee to assist them in enrolling in 
Medicaid or the Children’s Health Insurance Program. 
 

Reasons to Support 

Brokers would still be incentivized to work within the individual market as insurance companies are cutting 
commissions to brokers.  Anecdotally, some brokers have been working with little to no pay in the individual 
market and this has resulted in them leaving the market. The incorporation of a fee could bring them back.  
Furthermore, brokers and producers would not be incentivized to sell plans where they are still offered 
commissions, which eliminates selection bias.  By keeping brokers in the individual market with fees, it could 
decrease individual consumer call volume for troubleshooting the complexities with Connect for Health 
Colorado.  Brokers and producers would feel more inclined to keep up with trainings and services involving 
the insurance marketplace if they receive reimbursement for assisting clients.  To their clients, brokers may 
seem like a free service but insurers pay commissions and the costs associated with those commissions get 
passed to all insurance consumers.  Therefore, the costs involved with producers and brokers get passed on 
to clients in some way or another regardless of whether it is a fee or through increases in premiums due to 
administrative costs. 
  

Supporters 

 Colorado Association of Commerce and Industry 

 Colorado State Association of Health Underwriters 

 National Association of Insurance and Financial Advisors 

 State Farm Insurance Companies 
 
 
 

                                                           
5 Norris, L. (Dec 2017). Louisiana health insurance marketplace: history and news of the state’s exchange. Retrieved from 
https://www.healthinsurance.org/louisiana-state-health-insurance-exchange/#brokerfees  
6 Tennessee General Assembly (2017). HB0428. Retrieved from http://wapp.capitol.tn.gov/apps/BillInfo/Default.aspx?BillNumber=HB0428  

https://www.healthinsurance.org/louisiana-state-health-insurance-exchange/#brokerfees
http://wapp.capitol.tn.gov/apps/BillInfo/Default.aspx?BillNumber=HB0428
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Reasons to Oppose 

Clients, who do not meet the eligibility rules for Medicaid or CHP+, may not be able to afford these fees.  It 
can be difficult for clients up to 400 percent of the federal poverty level to afford the cost of premiums let 
alone an additional fee to utilize a broker.  Brokers could move from operating like a public service, where 
everyone pays a little more for everyone to have access to brokers, to only those who can afford the brokers’ 
fee receive marketplace assistance.  If the consumer opts to access assistance through the broker, they may 
decide to enroll in the plan that compensates the broker with a commission so they do not incur that fee.  
This could be detrimental to the consumer if the plan with a fee associated best matches their coverage 
needs and/or financial needs.  If the consumer does not access insurance coverage through a broker due to 
price there are different scenarios that could occur.  One possibility is that the client could forgo health 
insurance altogether.  Another option would be the person correctly enrolls in the marketplace on their own.  
Conversely, they unknowingly enroll in a plan that does not meet their needs or do not access the savings 
they were entitled to, such as advance premium tax credits.  They could also opt to access assistance with 
the marketplace through navigators, like Larimer Health Connect.  Some of these scenarios are not 
reassuring to opponents, as they can mean more consumer confusion in an already bewildering system. 
 

Opponents 

 AARP 
 

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. For more information about this summary 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
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SB18-168 MEDICATION-ASSISTED TREATMENT THROUGH PHARMACIES:  
Concerning payment reform in the medical assistance program to provide access to medication-

assisted treatment for the prevention of relapse for persons suffering from substance use disorders. 
 

Details 

  
Bill Sponsors:  Senate – Tate (R) 
Committee:  Senate Committee on Business, Labor, & Technology 
Bill History: 2/21/2018- Introduced in Senate- Assigned to Business, Labor, & Technology 
Next Action:   Hearing in Senate Business, Labor, & Technology 

 
Bill Summary 

This bill clarifies that the Colorado Medicaid program, Health First Colorado, must include extended-release 
opioid antagonists as a covered benefit for use in medication-assisted treatment (MAT) for substance use 
disorder.  The bill requires that any qualified pharmacist that administers injectable MAT must receive an 
enhanced dispensing fee from the program. 
 

Issue Summary 

Medication-Assisted Treatment (MAT)  
The Substance Abuse and Mental Health Services Administration (SAMHSA) defines MAT as medications 
utilized with counseling and behavioral therapies to treat substance use disorders and to prevent opioid 
overdose.1 Currently, there are three classes of medications that that have been approved by the Food and 
Drug Administration (FDA) to treat opioid use disorders: methadone, buprenorphine, and naltrexone.2  
Methadone is an opioid agonist that reduces the symptoms of opioid withdrawal while blocking the euphoric 
effects of most opioids, including heroin.1 Methadone is required to be administered daily in an office setting 
for the first few years of maintenance treatment.  Federal rules require methadone to be prescribed and 
dispensed by a certified Opioid Treatment Program.  Buprenorphine is an opioid partial agonist that can 
reduce the effects of withdrawal but it produces effects such as euphoria or respiratory depression.1  Since 
buprenorphine has these effects it is often produced in combination with naloxone to reduce the potential 
for misuse.1  With naltrexone, the medication blocks both the euphoric and sedative effects of opioids; 
additionally, a patient is to abstain from opioids for 7-10 days for beginning the medication.1 In its injectable 
form, naltrexone may be administered by a pharmacist.  The following table3 demonstrates the regulations 
and effectiveness for the three FDA-approved medications.2 

                                                           
1 Substance Abuse and Mental Health Services Administration (2015). Medication and Counseling Treatment. Retrieved from 
https://www.samhsa.gov/medication-assisted-treatment/treatment#medications-used-in-mat  
2 California Health Care Foundation (Sept. 2017). Why Health Plans Should Go to the “MAT” in the Fight Against Opioid Addiction. Retrieved from 
https://www.chcf.org/wp-content/uploads/2017/12/PDF-Why-Health-Plans-Should-Go-to-the-MAT.pdf 
3 Note that the acronym OUD included in the figure stands for opioid use disorder. 

https://www.samhsa.gov/medication-assisted-treatment/treatment#medications-used-in-mat
https://www.chcf.org/wp-content/uploads/2017/12/PDF-Why-Health-Plans-Should-Go-to-the-MAT.pdf
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MAT Access 

Evidence has demonstrated the effectiveness of MAT, yet only 10 percent of those that seek this treatment 
can access it in the United States.2 The barriers can range from a shortage of buprenorphine prescribers, to 
restrictive health plans, to stigma.  Since methadone can only be administered by a certified Opioid 
Treatment Program, this places yet another barrier to treatment for patients.  Insurance barriers can include 
dosage limits, authorization requirements, inadequate counseling coverage, cost-sharing requirements, and 
“fail-first” criteria.4  Furthermore, the reimbursement rates from both public and private insurance carriers 
to pharmacists for administration of injectable naltrexone is less than that received by other providers for 
the same action.  These insurance barriers can even delay an individual’s care; a 2017 survey by the 
California Society of Addiction Medicine found that 41 percent of member providers had experienced 
situations where patients went without treatment due to authorization delays.2  

 

An analysis of MAT in Colorado found that 31 of the 64 counties within the state do not have an entity that 
provides methadone or buprenorphine.5 Of these 31 counties, 10 had opioid overdose rates above the state 
average.5 The following map was created by the Colorado Health Institute (CHI) to depict the geographical 
areas of Colorado where residents do not have a center that provides MAT within a 30 mile radius.5  

                                                           
4 “Fail-First” can require detox before medication coverage or failure of another medication before coverage is allowed. 
5 Colorado Health Institute. (2017). Miles Away From Help: The Opioid Epidemic and Medication-Assisted Treatment in Colorado. Retrieved from 
https://www.coloradohealthinstitute.org/sites/default/files/file_attachments/2017%20MAT%20report.pdf  

https://www.coloradohealthinstitute.org/sites/default/files/file_attachments/2017%20MAT%20report.pdf
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The map from CHI demonstrates that most of Larimer County has a MAT center within a 30-mile radius. In 
Larimer County there are approximately thirteen clinics and providers that are serving residents with MAT 
services.  Of these, six clinics provide Vivitrol®, the brand name of the drug naltrexone.  Of these six clinics, 
five accept Medicaid.  The situation is similar for methadone access as only one entity provides this 
medication.  Conversely, almost all of entities and providers prescribe Suboxone®, the brand name of the 
combination buprenorphine and naloxone drug.   
 

MAT Coverage in Health First Colorado 
The Department of Health Care Policy and Financing (HCPF) currently provides coverage for all of the types 
of MAT.6  This includes coverage for Vivitrol®, the brand name of the injectable form of the drug naltrexone.  
Prior authorization for this medication must be requested by the patient in certain circumstances, but if 
given in a physician’s office or hospital it will be billed as a medical expense.6 Most of the medications in the 
MAT category require at least one step of prior authorization, requiring the failure (defined by HCPF as a lack 
of efficacy, allergy, intolerable side effects, or significant drug-drug interaction) of another medication for 
the prior authorization request to be approved.6 

 
This Legislation 

The bill declares that there is both a prescription opioid and heroin epidemic.  It asserts that there are 
barriers for providers to access certain effective federal Food and Drug Administration (FDA) approved 
medications for treatment.  The bill declares that as treatment plans are best left to providers, drugs that are 
approved by the FDA for medication-assisted treatment (MAT) should be equally available and accessible. 
 
The bill requires the codification of the inclusion of extended-release opioid antagonists for MAT into the 
pharmacy benefit for the Colorado Medicaid program, Health First Colorado.  The bill also requires that 
pharmacists that are in a collaborative practice agreement with a prescriber receive an increased dispensing 
fee for administering injectable MAT by Health First Colorado.  This dispensing fee must align with the 
administration fee that would be provided to a provider if the MAT was administered in the provider’s office. 
 
 
 

                                                           
6 Colorado Department of Health Care Policy and Financing. (2018). Health First Colorado Pharmacy Benefits. Retrieved from 
https://www.colorado.gov/hcpf/medicaid-pharmacy-benefits  

https://www.colorado.gov/hcpf/medicaid-pharmacy-benefits
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Reasons to Support 

This codifies the inclusion of all three of the MAT medications into the pharmacy benefit of the Colorado 
Health First program.  This ensures that coverage of these medications persists through administrations and 
any future budget decisions.  MAT has consistently been demonstrated as being effective to treat opioid use 
disorder.  By providing pharmacists with an enhanced reimbursement rate for administration of Vivitrol® and 
any future FDA-approved injectable drug that is allowed to be administered by pharmacists, it provides an 
incentive for these providers to administer the drug.  This could increase MAT access for many of those living 
outside the 30-mile radius of a MAT-center in Colorado. 
 

Supporters 

 Colorado Consumer Health Initiative 

 Colorado Mental Wellness Network 
 

Reasons to Oppose 

The codification of pharmacy benefits in Colorado statute could create a problematic precedent for requiring 
certain prescription drugs to be covered.  This requirement for MAT coverage and the enhanced 
reimbursement rate could be better addressed through the rulemaking process for Health First Colorado.  
Some may assert that covering MAT is irresponsible and a wasted use of funds as one opioid is just being 
replaced by another.  
 

Opponents 

 No opposition has been made public at this time. 
 

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. For more information about this summary or the 
Health District, please contact Alyson Williams, Policy Coordinator, at (970) 224-5209, or e-mail at 
awilliams@healthdistrict.org.  
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