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COLORADO ELECTRONIC PRESCRIPTION DRUG
MONITORING PROGRAM

2017-2018 TASK FORCE REPORT

Introduction:

Current state law, Section 12-42.5-408.5, Colorado Revised Statutes (C.R.S.), requires the
Executive Director of the Department of Regulatory Agencies (Department) to create a
Prescription Drug Monitoring Program (PDMP) Task Force or consult with and request assistance
from the Colorado Consortium for Prescription Drug Abuse Prevention (Consortium) to:

1. Examine issues, opportunities, and weaknesses of the program, including how
personal information is secured in the program and whether inclusion of personal
identifying information in the program and access to that information is necessary; and

2. Recommend to the executive director ways to make the program a more effective
tool for practitioners and pharmacists in order to reduce prescription drug abuse in
Colorado.

History of Consortium:

Established by the Governor in 2013, the Consortium is a coordinated, statewide, inter-university
/inter-agency network focused on prescription drug abuse in Colorado. It supports 10 different
“Work Groups” with more than 500 participants, including health care professionals, state and
federal agencies, law enforcement, data experts and laypersons. The PDMP Work Group focuses
on issues relating to the use and improvement of the state’s prescription drug monitoring
program. Toward that end, the Colorado PDMP has been enhanced over time, including the
following milestones:

e In 2014, an administrative change increased controlled substance dispensing reporting
from bi-weekly to daily, thereby providing up-to-date PDMP patient data for prescribers
and pharmacists.

e In 2014, HB 14-1283 provided the Colorado Department of Public Health and Environment
(CDPHE) authority to collect PDMP data for population-level analysis, expanding
Colorado’s ability to study the effectiveness of the PDMP through statistical analysis.

e |n 2014, HB 14-1283, prescribers and pharmacists started designating up to three
delegates to access the PDMP on their behalf with proper authorization.

e 1In 2014, HB 14-1283, prescribers and pharmacies also started receiving unsolicited reports
( Push Notices) that inform them on the number of their patients being prescribed
controlled substances by multiple prescribers, at multiple pharmacies, over set periods of
time. These Push Notices continue to reduce potential patient misuse, abuse, and
diversion of controlled substances,while increasing patient safety.

e In 2015, CDPHE received a grant to increase the use of the PDMP as a public health
surveillance tool.



e In 2016, the PDMP created a five-minute online informational video that teaches potential
delegates and their corresponding overseeing prescriber or pharmacist how to set up a
delegate account and begin accessing the PDMP on the prescriber or pharmacist’s behalf.

e In 2017, SB17-146 broadened access to the PDMP. Prescribers and pharmacists can now
check the PDMP for reasons apart from controlled substance prescription considerations,
including drug-drug interactions, dangerous side-effects and possible abuse or diversion
issues. State law now allows:

(1) prescribers to query the PDMP to the extent the query relates to a current
patient of the practitioner;

(2) pharmacists to query the PDMP when considering dispensing any prescription
drug to a specific patient; and

(3) veterinarians to query the PDMP when they suspect a client (person
responsible for the animal) is diverting the patient’s (animal) controlled
substance(s) or when they suspect a client is purposely abusing

the animal to obtain a controlled substance.

e 1In 2018, the PDMP started sending individual PDMP scorecards to prescribers with updated
specialities in the PDMP database. Information in the PDMP Scorecards includes key facts
to help prescribers make more informed decisions, such as data on prescription volume
and PDMP usage, MME dosing information, assessments that compare an individual’s
prescribing history to others within the same speciality, and more.

e On May 21st, 2018, Governor John Hickenlooper signed SB18-022, The new state law limits
the number of opioid pills a prescriber can prescribe to a seven day limit. The law also
limits a second refill to a seven day limit unless certain situations exist, including pain
from cancer-related treatment or pain that is expected to last longer than 14 days.
Additionally, prescribers must query the PDMP before prescribing the second seven day
refill.

In a letter dated July 11, 2017, on behalf of the DORA Executive Director, Ronne Hines - the
Director of the Division of Professions and Occupations - requested assistance from the
Consortium in the effort to make the PDMP a more effective tool for practitioners and
pharmacists in order to reduce prescription drug abuse in Colorado. The letter proposed two
specific tasks for the Consortium’s consideration, including identification of alternative
method(s) to measure PDMP Effectiveness and alternative educational outreach to prescribers
(Attachment A).

Consortium’s Review and Responses to the DORA Executive Director’s Request for Assistance:

The Consortium assigned the DORA Executive Director’s request to its PDMP Work Group, which
includes close to 45 members with backgrounds related to medical practice, law, health
information technology, interested patients and family members, members of the Colorado
legislature, as well as representatives from various state and federal agencies. A full list of the



PDMP Work Group members and their corresponding organizations is included listed in as
Attachment B.

Over the past year, the PDMP Work Group researched and analyzed relevant data and a variety of
information from other states to address the two specific areas of assistance requested. The
Consortium believes these recommendations will help make the PDMP a more effective tool to
reduce prescription drug abuse in Colorado.

Task - 1

The Department requests that the Consortium develop recommendations concerning a
specific method (or methods) for measuring Colorado’s PDMP effectiveness in terms of
opioid prescriber behavior (outside of just PDMP utilization). Keep in mind that this
work may include research involving other respective state PDMPs.

RESPONSE

Measuring the effectiveness of the Colorado PDMP has been one of the greatest challenges of the
Consortium and its PDMP Work Group. The challenge lies in identifying methods to measure the
PDMP effectiveness beyond just pure utilization rates of prescribers and pharmacists. While the
utilization rates are currently one of the main tools to measure effectiveness of Colorado’s PDMP,
these utilization rates fluctuated up and down over the last year. Additionally, with so many
programs and initiatives addressing this issue throughout the state, it is difficult to measure
effectiveness of a single intervention.

The PDMP utilization rate simply denotes how often the PDMP has been queried by either a
prescriber or pharmacist. Queries cannot be tied to a specific provider or prescription so it is a
crude measure of utilization. It does not provide any further qualitative information or any other
data that can be tied to a reduction in inappropriate opioid prescribing. It is calculated by
dividing the total amount of queries by the total number of prescriptions dispensed. Although
utilization rates are a good starting point to measure the overall activity and functionality of the
PDMP, additional measures are needed to better gauge the PDMP’s effectiveness on combating
the opioid crisis around Colorado.

While the PDMP Work Group has not developed a specific recommendation on what other
methods could be used to measure Colorado’s PDMP effectiveness, it is committed to continuing
to conduct more research and analysis on this specific issue in order to better gauge and measure
the overall effectiveness and utility of Colorado’s PDMP. Furthermore it also may draw upon some
of the research and examples found in other states, including New Mexico and Virginia.
Additionally, the PDMP Training and Technical Assistance Center’s Prescription Behavior
Surveillance System can provide more recommendations on how to gauge the effectiveness of
Colorado’s PDMP. The Surveillance System uses Center for Disease Control guidelines to establish
measures and metrics for monitoring the effectiveness of PDMP programs around the nation.

The information below highlights some of the measurements and metrics used by other states and
organizations to determine effectiveness of PDMPs. The PDMP work group has discussed several of
these same metrics but has not come to consensus on whether or not these or any other



measurements are effective in improving clinical decision-making and assisting in efforts to curb
the epidemic. The metrics below serve_as examples of how effectiveness of PDMPs are measured
in other states and organizations.

New Mexico:

New Mexico’s Drug Overdose Prevention Quarterly Measures Report (2017Q3)" includes several
metrics for measuring the success of its prescription monitoring program (PMP), including:

1) The overall number of patients receiving controlled substances, including opioids and
benzodiazepines. New Mexico saw a 6.2% decrease in the number of patients receiving
opioids from 2017 Q2 compared to 2017 Q3 (Figure 1):
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2) The number of overlapping prescriptions of opioids from different prescribers (>=10 days
total overlap). New Mexico saw a 3.6% decrease from 2017-Q2 to 2017-Q3, as well as a
13.5% decrease compared with 2016-Q3 and 2017-Q3 (Figure 2):

! New Mexico Drug Overdose Prevention Quarterly Measures Report, Third Quarter of 2017, New Mexico
Department of Health, 2017. https://nmhealth.org/data/view/substance/2052/
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3) The number of patients with multiple prescribers or pharmacies: 4 or more prescribers or 4 or
pharmacies in 3 months. New Mexico saw a 2.9% decrease from 2017-Q2 to 2017-Q3, and a 14.6%
decrease from 2016-Q3 to 2017-Q3 (Figure 3):
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Virginia:

The Virginia Department of Health Professions’ Prescription Monitoring Program Quarterly Report,
2nd Quarter FY 20187 includes a few key metrics to monitor the success and impact of Virginia’s
Prescription Monitoring Program. Similar to some of the metrics used by New Mexico, these

2 Virginia Prescription Monitoring Program Q2 Oct 1st-Dec 31st FY 2018 Report, March 1, 2018.
https://www.dhp.virginia.gov/dhp programs/pmp/docs/ProgramStats/2018PMPStatsSQ2. pdf
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include the overall number of opioid prescriptions for Virginia residents, multiple provider
episodes (five or more prescribers or pharmacies in a six month time period), as well as the
percentage of overlapping opioid and benzodiazepine prescription days. Below are some metrics
used from this report to measure the progress and effectiveness of the state’s PMP:

1) Overall number of Virginia residents receiving opioid prescriptions. In 2018-Q2, Virginia
saw a decrease in the overall number of Virginia residents receiving opioid prescriptions,
which has been part of an overall downward trend since 2017-Q3 (Figure 4):
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2) Multiple provider episodes (MPEs): Defined as 5 or more prescribers or pharmacies in a 6
month period, which could be an indicator of patients doctor-shopping. Virginia saw a rate of
12 MPEs per 100,000 residents during 2018-Q2, which is a 1.2% decrease from 2018-Q1, and
10.23% decrease overall from 2017-Q3 (Figure 5):
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3) Overlapping opioid and benzodiazepine prescribing days: Opioid prescriptions that overlap
with benzodiazepine prescribing may increase the risk of overdose. In Virginia, the state saw
a decline in the percentage of days with overlapping opioid-benzodiazepine prescriptions
from 2017-Q3 to 2018-Q2 (figure 6):

Figure 6
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Prescription Drug Monitoring Training and Technical Assistance Center, Prescription
Behavior Surveillance System Measurements:

The PDMP Training and Technical Assistance Center’s Prescription Behavior Surveillance
System (PBSS) includes several measurements and metrics to gauge the effectiveness of
statewide PDMP systems. The Definition of PBSS Measures® guide provides a key metrics to
monitoring and determining the success of PDMPs, which are also partly developed in
collaboration with the Centers for Disease Control and Prevention’s (CDC) to monitor trends in
controlled substance prescribing and dispensing. The PBSS’ measurements include; “overall
usage within drug classes and for selected individual drugs; daily dosage; overlapping
prescriptions within each drug class; cross the opioid and benzodiazepine classes, and across
dosage forms of opioid analgesics (i.e., immediate vs. extended release); questionable
activity within a class or classes; inappropriate prescribing measures; and pharmacy-based
measures of possible inappropriate dispensing.”*

3 PDMP Training and Technical Assistance Center Prescription Behavior Surveillance System, Definitions of
PBSS Measures,
http://www.pdmpassist.org/pdf/COE documents/Add to TTAC/Definitions%200f%20PBSS%20Measures.pdf

* PDMP Training and Technical Assistance Center, PBSS website,
http://www.pdmpassist.org/content/prescription-behavior-surveillance-system
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Specifically, the below PBSS measurements and metrics may be most valuable and relevant as
it relates to measuring the effectiveness and impact of state PMDPs, which are also similar to
measurements and metrics used by the above-mentioned states in this report:

1) PBSS measure 2.1: Percentage of patients receiving >90 MMEs daily refers to the
percentage of patients with > 100 MMEs per day prescribed for all drugs used by the
patient, calculated using the average daily MMEs over the three month period.

2) PBSS measure 3.1: Percentage of prescribed days overlapping with another prescription
from the same drug class (i.e., opioids), by quarter and year.

3) PBSS measure 3.2: Percentage of days with overlapping prescriptions across opioid and
benzodiazepine drug classes, by quarter and year.

4) PBSS measure 4.2: Multiple provider episode rates by quarter and year, by drug schedule
and age group.

5) PBSS measure 6.1: Percentage of patients prescribed long-acting/extended release
(LA/ER) opioids who were opioid-naive and mean daily dosage per LA/ER prescription, by
quarter and year.

Colorado has worked with the Brandeis University Training and Technical Assistance Center and
has also been tracking several of these same metrics. The Colorado Department of Public Health
and Environment are tracking these metrics and disseminating results in annual reports. The
Colorado Consortium for Prescription Drug Abuse Prevention has also recently added several of
these indicators to the data dashboard as well. Below are Colorado specific results for the same
metrics discussed in previous sections.

a) Characteristics of prescriptions including the number of patients who filled a controlled
substance prescription and the number of patients who filled an opioid prescription.

Table 1: Characteristics of Controlled Substance Prescriptions Dispensed, Colorado, 2014-2017

Number of Prescriptions 8,499,973 8,739,789 8,554,976 8,053,171
Dispensed

Number of Unique Patients 1,614,277 1,642,929 1,606,599 1,550,864
Number of Unique Prescribers 39,226 46,084 46,177 45,564
Number of Unique Pharmacies 1,128 1,239 1,229 1,298

In 2014 NPI was used to identify unique prescribers and pharmacies as DEA numbers were not available until 2015

Data Source: Colorado Prescription Drug Monitoring Program, Colorado Department of Regulatory Agencies

Analysis by: Colorado Department of Public Health and Environment, 2018

11



Table 2: Characteristics of Opioid Prescriptions Dispensed, Colorado, 2014-2017

Number of Prescriptions 4,048,867 4,317,911 4,165,557 3,769,706
Dispensed

Number of Unique Patients 1,092,854 1,137,422 1,160,737 1,030,710
Number of Unique Prescribers 25,081 28,266 28,111 27,729
Number of Unique Pharmacies 941 1,027 1,039 1,097

b) Prescribing Measures

Table 4: High Risk Prescribing Practices and Patient Behaviors, 2014-2017

Percent of patients receiving more than 10.3% 8.9% 8.7% 8.2%
90 morphine milligram equivalents

*Rate of multiple provider episodes per 169.8 123.8 93.2 66.3
100,000 residents

Percent of patients prescribed long 16.7% 15.9% 14.4% 13.7%
duration opioids who were opioid-naive

Percent of patient prescription days with 22.3% 21.5% 21.4% 20.5%
overlapping opioid prescriptions

Percent of patient prescriptions days with 12.1% 11.6% 11.2% 9.9%
overlapping opioid and benzodiazepine
prescriptions

Schedule 2-4 Controlled Substances

Excludes Buprenorphine drugs commonly used for treatment

*2017 rates are calculated with 2016 population estimates as 2017 estimates are not yet available

Annual percentages are based on average of quarterly percentages

Data Source: Vital Statistics Program, CDPHE and the Colorado Prescription Drug Monitoring Program, DORA
Data Analysis by: CDPHE, 2018
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Recommendation - Task 1

While the PDMP Work Group was unable to come to consensus on which metrics or measurements
should be used to determine the success of Colorado’s PDMP, it will continue to research and
analyze these metrics and others to ultimately decide which metric makes the most sense for
Colorado. Although establishing an alternative metric other than pure utilization rates has been a
challenge for the Work Group, it will continue to leverage best practices and comparable
research across state lines and other organizations to identify metrics and measurements that are
best suited to fit into Colorado’s unique needs and circumstances as it relates to the state’s
PDMP.

From researching PDMP measurements and metrics in other states, and reviewing
recommendations provided by organizations such as the PDMP PBSS, there are key trends and
commonalities that Colorado can continue to explore to apply to its own PDMP. This includes
continuing to track multiple provider episodes, identifying overlaps in opioid prescribing days,
and monitoring the percentage of patients receiving high dosage of MMEs (>90 MMEs) daily.

The PDMP Working Group is committed to further exploring these metrics and others, and its
work over the next year will continue to highlight the importance of finding successful means to
measure and gauge the overall effectiveness of Colorado’s Prescription Drug Monitoring Program.

Task - 2

The Department requests that the Consortium develop recommendations concerning the
potential use of PDMP Scorecards, which provide to each prescriber a comparison of his or
her individual prescribing and PDMP utilization habits to those of his or her peers.

RESPONSE

Thanks in part to a CDC grant awarded to the CDPHE, PDMP Scorecards were officially launched
and distributed to thousands of prescribers in 2018. These PDMP Scorecards are one of many
critical tools in a healthcare practitioner's tool box to combat opioid abuse and misuse. They
provide valuable information that helps providers make informed healthcare decisions on behalf
of their patients. With the addition of scorecards, the PDMP is now a comprehensive, more robust
tool that aids in educating prescribers about their individual prescribing patterns, while
comparing those patterns to other peer professionals and providing other valuable information
directly to prescribers to help combat prescription drug abuse in Colorado.

Early Findings from Scorecard Distribution:
e In February 2018, PDMP Scorecards were disseminated to more than 8,900 prescribers with
updated specialties in the PDMP database. Thirty-six (36) percent of all prescribers in

received PDMP Scorecards.

e Key information provided in the PDMP Scorecards includes:
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e Number of prescriber’s patients receiving opioids, including prescriber and
specialty average.

e Number of opioid prescriptions written by prescriber, including prescriber and
specialty average.

e Opioid MME breakdown (percentage of prescriptions), including prescriber,
specialty average and state average.

e Opioid treatment duration (percentage of prescriptions), including prescriber,
specialty average and state average.

e Opioid breakdown (number of pills), including prescriber, specialty average, and
state average:

e PDMP Usage: Number of PDMP request reports by prescriber, by prescriber’s
delegate(s), prescriber’s specialty average requests, and State prescriber’s average
requests.

e Dangerous combination therapy: Combination prescriptions for opioid +
benzodiazepine (in the same month) by prescriber, and by prescriber and other
prescribers. Combination prescriptions for opioid, benzodiazepine, and
carisporodol (in the same month) by prescriber, and by prescriber compared to
other prescribers.

e Possible prescriber shoppers: Number of patients with prescriptions from more
than 5 prescribers.

e Possible pharmacy shoppers: Number of patients having prescriptions filled at more
than 5 pharmacies.

e The Department received feedback from approximately 1 percent of all prescribers who
received scorecards. While the vast majority of the feedback was positive, some
prescribers expressed concern their reports were not accurate, especially considering
their healthcare speciality. For example, many providers with a hospice and palliative
care specialty were concerned they are being compared to the broader internal medicine
category. Overall, the majority of prescribers who responded were pleased with the
intent and purpose of the PDMP Scorecard reports.

Actions:

e Two separate communication pieces regarding the purpose and intent of PDMP Scorecards
were sent to prescribers in January, 2018. An educational webinar with instructions on
how to use the PDMP Scorecards was published on February 7, 2018, along with an FAQ
document posted on the Department’s PDMP website for questions prescribers may have
about Scorecard utilization and purpose.

e The first round of PDMP Scorecards was disseminated on February 15, 2018. Feedback was
captured and recorded from prescribers after the first round of PDMP Scorecard
dissemination.

e The second round PDMP Scorecards was disseminated on April 15, 2018, and the final
round of PDMP Scorecard dissemination is scheduled for July 15, 2018.
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e (CDPHE has developed an evaluation survey for prescribers to gauge perceptions and
feedback about the PDMP scorecards. The survey distribution is scheduled for June 1,
2018.

Next Steps:

e The Department’s contract with the PDMP vendor, Appriss, concludes on August 31, 2018.
While it is anticipated a contract amendment will extend the term of the agreement with
Appriss, a determination will need to be made in advance on a long-term sustainability
plan for funding of future Scorecard dissemination.

e The cost for the most recent Scorecard dissemination efforts in 2018 was $105,369, which

is to be reimbursed to the Department through the CDPHE / CDC grant contingent on all
contract deliverables being satisfied by the Department.

Recommendation - Task 2

The first round of PDMP Scorecard report dissemination was a success. With proactive, robust
education and outreach efforts, prescribers were fully informed and aware of the intent and
purpose of the Scorecards, and how they can be used as a tool to combat opioid misuse and abuse
in Colorado. Furthermore, feedback received from prescribers on the nature and detail of their
prescriber reports was generally positive, which may lead to increased utilization and awareness
of the PDMP in the long term.

The evaluation survey developed by CDPHE is an important tool to gauge the perception and
utilization of PDMP Scorecards for prescribers, and determine the effectiveness of PDMP
Scorecards as a public health tool. One challenge that remains is ensuring prescribers update
their speciality within the PDMP, so that a larger number of prescribers receive PDMP Scorecards
across the Colorado. Additionally, a long term sustainability plan for the funding of Scorecard
dissemination will need to be identified in the near future.

Overall, the release of this first PDMP Scorecard endeavor was a resounding success for many
reasons, and the PDMP Work Group will continue to discuss ideas and suggestions on how to best
leverage and take advantage of the work done to date surrounding PDMP Scorecard utilization
and education efforts among prescribers. Moving forward, the PDMP Work Group is committed to
continuing to study and analyze the effectiveness, utilization, and other behavioral trends of
prescribers related to the use of PDMP Scorecard and their impact on opioid prescribing and
usage.

Thank you.
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Attachment A

COLORADO

Department of
Regulatory Agencies

Executive Director’s Office

July 5, 2017

Robert J.Valuck, PhD, RPh, FNAP I Professor

University of Colorado Skaggs School of Pharmacy and Pharmaceutical
Sciences on behalf of the Colorado Consortium for Prescription Drug Abuse
Prevention

12850 E. Montview Blvd, Mail

Stop C238 Aurora, CO 80045

Dear Dr.Valuck:

On behalf of the Department of Regulatory Agencies (DORA), thank you and the Colorado Consortium to
Reduce Prescription Drug Abuse (Consortium) for your continued support and advice concerning the
Prescription Drug Monitoring Program (PDMP), including the Consortium's 2016-2017 Task Force Report.
The Consortium's support and expertise this past year was invaluable.

As you know, Section 12-42.5-408.5, C.R.S., requires the Executive Director of the Department to consult
with and request assistance from the Consortium as the PDMP Task Force. To that end, on behalf of the
Executive Director, I am requesting assistance from the Consortium to examine issues and opportunities
regarding the PDMP and to make recommendations on ways to make the PDMP a more effective tool to
reduce prescription drug abuse in Colorado. In doing so, please prepare and submit an annual report to the
Executive Director and the Colorado General Assembly detailing the Consortium's findings and
recommendations by July 1, 2018.

Alternative Method (or Methods) to Measure PDMP Effectiveness

In the past year, as evidenced in the 2016-2017 Task Force Report, the Consortium made great strides in
exploring the relationships between the PDMP, Health Information Exchanges (HIE), electronic health
records (EHR) integration as well as alternative PDMP possibilities. Building upon this work performed
over the prior year, as evidenced by the marked increase in PDMP utilization by both prescribers and
pharmacists, the Department requests that the Consortium develop recommendations concerning a
specific method (or methods) for measuring Colorado’s PDMP effectiveness in terms of opioid
prescriber behavior (outside of just PDMP utilization). Keep in mind that this work may include
research involving other respective state PDMPs.
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Alternative Educational Outreach to Prescribers

As you know, the PDMP provides Push Notices to affected prescribers and pharmacies when their patients
demonstrate signs of “doctor shopping” by visiting multiple prescribers and pharmacies over a 30-day
period to obtain a controlled substance. On behalf of the Executive Director, I request that the Consortium
develop recommendations concerning the potential use of PDMP Scorecards, which provide to each
prescriber a comparison of his or her individual prescribing and PDMP utilization habits to those of his or
her peers.

Please contact me with any questions or concerns about this formal request for assistance. DORA will
continue to aid the Consortium in all of its efforts, and again, appreciates the Consortium's continued
support, expertise and assistance in making the PDMP a more effective tool in reducing prescription drug
abuse in Colorado.

Sincerely,

Ronne Hines
On behalf of the Executive
Director

cc: Dr. Larry Wolk, Executive Director and Chief Medical Officer, Colorado Department of Public
Health and Environment
Kyle M. Brown, Senior Health Policy Advisor, Office of the Governor
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Attachment B

PDMP Work Group Roster (current as of 5/30/18)

Name/Date Joined

Organization

Email

Hoppe, Jason, DO
(Co-chair)

University of Colorado

jason.hoppe@ucdenver.edu

Batchelder, Nathan
(Co-chair)

DORA Board of Pharmacy

Nathan.batchelder@state.co.us

Albanese, Bernadette,
MD

Tri-County Health Department

balbanese@tchd.org

Allen, Constance, RN
(2/8/18)

Anthem Blue Cross

Connie80020@gmail.com

Aubert, Justin, CPHIT,
CPEHR

CFO, Quality Health Network

jaubert@qualityhealthnetwork.or
g

Baldessari, Kelly
(11/28/17)

SurgOne, PC

kbaldessari@surgone.com

Barefoot, Linda

Purdue Pharma, LP

linda.barefoot@pharma.com

Batchelder, Nathan

DORA Board of Pharmacy

Nathan.batchelder@state.co.us

Bemski, Julie, MD
(1/31/18)

St. Josephs Hospital

jbemski@gmail.com

Bernier, Benjamin, RN

Children’s Hospital

benjaminben.bernier@childrescol
orado.org

Biehle, Ryan

Colorado Academy of Family
Physicians

ryan@coloradoafp.org

Bihl, Jonathan

UC Denver

Jonathan.bihl@ucdenver.edu

Bonaguidi, Angela
(4/20/18)

UC Denver Addiction Research &
Treatment Services

Angela.bonaguidi@ucdenver.edu
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Borgelt, Laura

University of Colorado School of
Pharmacy

laura.borgelt@ucdenver.edu

Boucher, Terry

Colorado Medical Society

terry_boucher@cms.org

Brooks, Marta J.
PharmD

Rueckert-Hartman College for Health
Professions

mbrooks008@regis.edu

Brown, Katy, PharmD

Medication Safety & Adverse Drug
Event Prevention, Telligen

katy.brown®@area-D.hcqis.org

Brown, Mary

Retired from Quality Health Network

marytaylorbrown@gmail.com

Brown, Talia

Boulder County Public Health

tlbrown@bouldercounty.org

Butler, Maria

Epidemiologist, CDPHE

maria.butler@state.co.us

Casey, Alice

Pharmacy Technician Instructor,
Pickens Technical College

amcasey@aps.k12.co.us

Chang, Soojin,
PharmD Cand.
(1/24/18)

UC Denver School of Pharmacy

Soojin.chang@ucdenver.edu

Clapp, Jonathan, MD

Physician Pain Consultants, L.L.C.

jclappmd@gmail.com

Cooper, Susanna

CCPDAP Program Manager

Susanna.cooper@ucdenver.edu

Davidson, Michael

CCPDAP Communications Coordinator

michael.davidson@ucdenver.edu

Davis, Mark, MD
(5/11/18)

West Chester University of
Pennsylvania

markwdavis@me.com

Deis, Heather, BSN,
RN

Denver Health

heather.deis@dhha.org

Denberg, Tom, MD

Pinnacol

tom.denberg@pinnacol.com

Eaddy, Jessica

CCPDAP Outreach Coordinator

eferries@humana.com

Ferries, Erin, PhD,
MPH

Research Scientist, Humana

eferries@humana.com

Flores, Roland, MD

University of Colorado School of

roland.flores@ucdenver.edu
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Medicine

Forlenza, Eileen
(4/4/18)

State Government/Arizona,
Colorado, N. Mexico, Wyoming

Eileen.forlenza@sas.com

Fosket, Dawn

Interested Lay Person

dawnfosket2001@yahoo.com

Frawner, Marla

King Soopers

marla.frawner@kingsoopers.com

Gabella, Barbara

Colorado Department of Public
Health & the Environment

info@corxconsortium.org

Gauna, Danielle
(4/4/18)

Opioid Advisory Group BOCO

Danielle.gauna@gmail.com

Gassen, Chris

DORA Board of Pharmacy

chris.gassen@state.co.us

Gorman, Fran

RN

frann63@gmail.com

Grace, Elizabeth S.,
MD

Medical Director, Center for
Personalized Education for Physicians

esgrace@cpepdoc.org

Guerrero, Andres

CDPHE Prescription Drug Overdose
Unit

andres.guerrero@state.co.us

Hanson, Greg

Walgreens

gregory.hanson@walgreens.com

Hara, Cheryl

Center for Personalized Education for
Physicians

chara@cpepdoc.org

Harden, Michelle, Esq.

Messner Reeves, LLP

mharden@messner.com

Harris, Helen

Epidemiologist, El Paso County Public
Health

HelenHarris@elpasoco.com

Hemler, Douglas, MD

Colorado Medical Society

dehmd@comcast.net

Hess, Matthew

Colorado AHEC Program Office

matthew.hess@ucdenver.edu

Hill, Kyle Dijon
(3/5/18)

Helping End the Opioid Epidemic
(HEOE)

Kdijon1587@gmail.com

Iwanicki, Janetta

Rocky Mountain Poison and Drug
Center

janetta.iwanicki@rmpdc.org

Jenkins, Tom

Western Colorado Health Network

Tom.jenkins@coloradohealthnet
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(2/12/18)

work.org

Kefalas, Sen. John

Colorado Senate

john.kefalas.senate@state.co.us

Koons, Mike Pinnacol Assurance Mike.koons@pinnacol.com
Leach, Kara M.D. karaleach@gmail.com

Li, Qing Epidemiologist Qing.li@mail.sdsu.edu
Liber, Joe Kmart and ADMHN Pharmacy jliber@searshc.com

Mack, Michelle

Director, State Government Affairs,
Express Scripts

MMack1@express-scripts.com

McCarty, Craig, MD

Haxtun Hospital District

awmphd@yahoo.com

Mihok, Kristi

Walgreens

kristi.mihok@walgreens.com

Myers, Lindsey

CDPHE

Lindsey.myers@state.co.us

Nickels, Sarah

Childrens Hospital Colorado

Sarah.nickels@childrenscolorado.
org

O’Keefe, Julie

Pharmacist

Julieokeefe4@gmail.com

Olberding, Gina

CCPDAP Operations Manager

gina.olberding@ucdenver.edu

Olson, Katie, MPH

CDPHE

Katie.olson@state.co.us

Oyler, Whit

CCPDAP Program Manager

whit.oyler@ucdenver.edu

Paykoc, Carrie

State Health IT Coordinator

carrie.paykoc@state.co.us

Pellegrino, Robyn, RN | RN Manager Robyn.pellegrino@hotmail.com
(12/4/17)
Perry, Robert M.D. robert.perry@ucdenver.edu

Place, Jen (5/2018)

CCPDAP Program Manager

Jennifer.place@ucdenver.edu
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Prieto, Jose Tomas

Denver Health

JoseTomas.Prieto@dhha.org

Proffitt, Alexandra, Centura Blayr5@aol.com

RN (5/16/18)

Robbins, Emily RN UC Health esdanner@gmail.com

(4/28/18)

Ramzy, Nagy Pharmacist, Retired NagyRamzy@gmail.com

Reid, Ashley Childrens Hospital Ashley.reid@childrenscolorado.or

g

Ricards, Luke
(2/1/18)

Cordant Health Solutions

lricards@cordanths.com

Ritvo, Alexis MD MPH

UC Addiction Psychiatry Fellow

alexis.ritvo@ucdenver.edu

Rodgers, Timothy, MD

Rocky Mountain Senior Care

timr@myrmsc.com

Rorke, Marion, MPH

Denver Environmental Health

marion.rorke@denvergov.org

Rosenthal, Allison

CDPHE

Allison.rosenthal@state.co.us

Schreiber, Terri

Research & Consulting

terri.schreiber@comcast.net

Shuler, James, DO
(4/20/18)

Emergency & Addiction Medicine

shulers@aol.com

Sisson, C.B., MD
(1/10/18)

Colorado Clinic

cbsisson@coloradoclinic.com

Snyder, Melanie

Chief of Staff, Colorado Attorney
General's Office

melanie.snyder@coag.gov

Sonn, Edie

Pinnacol Assurance

edie.sonn@pinnacol.com

Stewart, Stephanie

UC Denver

Stephanie.stewart@ucdenver.edu
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Swan, Sarah E.

State Govt. Affairs & Alliance
Development, Bristol Myers Squibb

sarah.ehrlich@bms.org

Tiernan, Shane
(4/4/18)

L.A. Healthcare

sotiernan@gmail.com

Tuetken, Tiffany

Cordant Health Solutions

ttuetken@cordanths.com

Turtle, John, PharmD

Pharmacist

johnjturtle@gmail.com

Valuck, Robert, PhD

Director, CCPDAP

robert.valuck®@ucdenver.edu

Vanderveen, Kevin,
MD

Regional Chief of Emergency
Services, Kaiser Permanente of CO

Kevin.R.Vanderveen®@kp.org

Veeneman, Hayes

Interested layperson

hhvehvemv@gmail.com

Wall, Lawrence

Wall Consulting

swalljr@yahoo.com

Whittington, Melanie

UC Denver Department of clinical
Pharmacy

melanie.whittington@ucdenver.e

du

Zimdars-Orthman,
Marjorie

Interested Lay Person

mzorthman@comcast.net

Ziouras, Jennifer, MD

Regional Chief of Internal Medicine,
Kaiser Permanente of CO

Jennifer.A.Ziouras@kp.org
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