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COLORADO ELECTRONIC PRESCRIPTION DRUG MONITORING PROGRAM
2024-2025 TASK FORCE REPORT

Introduction:

Pursuant to Section 12-280-409(1), Colorado Revised Statutes (C.R.S.), the Executive Director
of the Department of Regulatory Agencies (DORA) is required 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;

2. Make recommendations to the Executive Director on ways to make the program a more
effective tool for prescribers and pharmacists in order to reduce prescription drug abuse in
Colorado; and

3. Evaluate and make recommendations to the Executive Director, after engaging in a
stakeholder process, regarding balancing the program as a health-care tool with the
enforcement of Colorado Revised Statutes, Title 12, Article 280.

Should the Executive Director convene a Task Force, it shall submit an annual report to the
Executive Director and the General Assembly detailing its findings and recommendations, per
§12-280-409(2), C.R.S.

This report provides the recommendations of the Task Force to the Executive Director in
response to the items assigned to the Task Force by the DORA Executive Director as detailed
below.

This report is a product of the Colorado Consortium for Prescription Drug Abuse Prevention and
Prescription Drug Monitoring Program (PDMP) Task Force pursuant to 12-280-409(2), C.R.5. This
report and the recommendations herein do not represent the views of Colorado’s Governor's Office,
Office of State Planning and Budgeting, the Colorado Department of Regulatory Agencies, or other
state agencies.




Requests for 2024-2025 PDMP Task Force Report

Following the issuance of the 2023-2024 PDMP Task Force Annual Report, DORA’s Executive
Director requested that the Task Force evaluate the following:

Evaluate the Benefits and Risks of Allowing PDMP Access to Opioid
Rapid Response Program Trusted Contacts

Patients on long-term opioid therapy or medication for opioid use disorder who experience
interrupted or discontinued treatment are at an elevated risk of experiencing withdrawal
symptoms, seeking illicit substances, and overdose. The CDC’s Opioid Rapid Response
Program (ORRP)' receives notification from law enforcement agencies about potential
disruptions to healthcare access and facilitates coordinated responses by state agencies to
minimize care disruptions for at-risk patients and has provided 15 notifications to Colorado’s
ORRP trusted contacts as of October 1, 2024. The CDC reports that PDMP data can be a
valuable tool for the state trusted contacts of these rapid response teams, but only 7 states
are able to share PDMP identified data while 28 states can provide aggregate PDMP data to
inform responses.? | request that the Task Force evaluate the potential benefits and risks of
statutory changes that would allow PDMP data access to ORRP’s trusted contacts in Colorado.

The Executive Director’s request can be found in Appendix A.

1enc Opioid Rapid Response Program. https://www.cdc.gov/overdose-prevention/orrp/index.html

2 Stephanie K. Rubel., CDR Patrick Neubert. Preventing Overdoses in Today’s Opioid Prescribing and Illegal Drug Market Context.

CDC Opioid Rapid Response Program (ORRP). Presentation at the National Association of State Controlled Substances Authorities
2024 Annual Meeting. https://nascsa.org/wp-content/uploads/2024/10/Stephanie-Rubel-Patrick-Neubert.pdf.
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Task Force Review and Responses to DORA Executive Director’s
Request for Assistance

The Executive Director’s requests were submitted to the PDMP Work Group at the Colorado
Consortium for Prescription Drug Abuse Prevention (Consortium), which was designated as the
PDMP Task Force by the Executive Director. Established in 2013, the Consortium is a
coordinated, statewide, inter-university/inter-agency network. It now supports 11 different
work groups with more than 1,000 participants, including providers, professionals, laypersons
and other stakeholders. The participants and work groups study, recommend and implement
ways to reduce prescription drug abuse in Colorado. The PDMP work group focuses on issues
relating to the use and improvement of the state’s PDMP.

The PDMP Work Group at the Consortium is composed of representatives with medical, legal,
or health information technology expertise, interested patients and family members, members
of the Colorado General Assembly, as well as representatives from various state and federal
agencies. A full list of the PDMP Work Group members and their corresponding organizations
can be found in Appendix B.

Patient Risks When Facing Care Interruptions

Patients receiving long-term opioid therapy who face sudden discontinuation are at heightened
risk of pursuing illicit opioids,* experiencing acute withdrawal symptoms, uncontrolled pain,
and psychological distress for patients with physical dependence,* emergency department visits
or hospitalization with a substance use disorder diagnosis,’ non-fatal overdose, fatal overdose,
and suicide.®’ Patients on long-term opioid therapy also often encounter challenges in finding
a primary care provider willing to continue opioid therapy.®®'° The most significant example
of these challenges can be seen in the abrupt closure of 29 Lags Medical Center pain
management clinics in California in 2021, affecting approximately 20,000 patients receiving
pain management treatment. Patients who were on long-term opioid therapy received a 30-day
supply of medications and were given instructions to contact their primary care provider or find
a new provider. Many patients found that their primary care providers were unwilling to

3 Binswanger, Ingrid A., et al. The Association between Opioid Discontinuation and Heroin Use: A Nested Case-Control Study.
Drug Alcohol Depend. Dec. 1, 2020. https://doi.org/10.1016/j.drugalcdep.2020.108248

4U.S. Food & Drug Administration. FDA Drug Safety Communication. FDA identifies harm reported from sudden discontinuation of
opioid pain medicines and requires label changes to guide prescribers on gradual, individualized tapering.
www.fda.gov/drugs/drug-safety-and-availability/fda-identifies-harm-reported-sudden-discontinuation-opioid-pain-medicines-
and-requires-label-changes

5 Mark, Tami L. and Parish, William. Opioid Medication Discontinuation and Risk of Adverse Opioid-Related Health Care Events.
Journal of Substance Abuse Treatment, Volume 103, 58 - 63. www.jsatjournal.com/article/50740-5472(19)30037-6/fulltext

6 Oliva, Elizabeth M., et al. Associations Between Stopping Prescriptions for Opioids, Length of Opioid Treatment, and Overdose
or Suicide Deaths in US Veterans: Observational Evaluation. BMJ 2020; 368. doi.org/10.1136/bmj.m283

7 James, Jocelyn R., et al. Mortality After Discontinuation of Primary Care-Based Chronic Opioid Therapy for Pain: A
Retrospective Cohort Study. J Gen Intern Med. 2019 Dec;34(12):2749-2755. doi.org/10.1007/s11606-019-05301-2

8 Lagisetty, Pooja A., et al. Access to Primary Care Clinics for Patients With Chronic Pain Receiving Opioids. JAMA Netw Open.
2019;2(7):e196928. jamanetwork.com/journals/jamanetworkopen/fullarticle/2737896

9 Lagisetty, Pooja A., et al. Assessing Reasons for Decreased Primary Care Access for Individuals on Prescribed Opioids: an Audit
Study. PAIN 162(5):p 1379-1386, May 2021. doi.org/10.1097/1.pain.0000000000002145

10 Bicket, Mark C. et al. Access to Care for Patients with Chronic Pain Receiving Prescription Opioids, Cannabis, or Other
Treatments. Health Aff Sch. 2024 Jun 12;2(6). doi.org/10.1093/haschl/gxae086
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prescribe opioids, and those without a primary care provider found that very few primary care
providers would prescribe opioids to new patients. Referrals to pain management specialists
took as long as six months for some patients. Many of the affected patients went from
emergency department to emergency department trying to obtain medications to avert opioid
withdrawal."

Opioid Rapid Response Program (ORRP)

Considering these risks to patients affected by law enforcement actions against their
prescribing practitioner, public health agencies have implemented response protocols to
mitigate risk and support patients affected by care interruptions caused by law enforcement
actions. The Opioid Rapid Response Program (ORRP) became a formal program managed by U.S.
Centers for Disease Control and Prevention (CDC) Division of Overdose Prevention’s Public
Health and Public Safety Team in 2020. The ORRP is led by the U.S. Centers for Disease Control
and Prevention (CDC), in coordination with the Office of the Inspector General within the U.S.
Department of Health and Human Services (HHS OIG) with oversight by the Office of the US
Assistant Secretary for Health (OASH).'> The ORRP receives notification from federal law
enforcement agencies regarding imminent actions by federal law enforcement that may
interrupt patients’ access to prescribed controlled substances or treatment for opioid use
disorder. Such actions include a search warrant served on a facility where opioid prescribing
occurs or medications for opioid use disorder are provided, a practitioner arrest, a DEA
registration suspension, or DEA registration surrender by a practitioner. The CDC ORRP is not
directly involved in these public health responses but instead helps develop protocols and
response plans with state and local health authorities and offers remote technical assistance
to state and local health officials throughout their response. '

The ORRP has established partnerships and implemented protocols with the HHS OIG and the
U.S. Drug Enforcement Administration (DEA) to formalize timely notification and coordination
of law enforcement activities that may potentially disrupt patients’ access to controlled
substance medications. In 2021, the DEA formally implemented an ORRP notification protocol
with its Pharmaceuticals Investigations field agents to ensure the DEA notifies ORRP in advance
of an action being taken against a practitioner or pharmacy. The ORRP also maintains active
partnerships with the Substance Abuse and Mental Health Services Administration (SAMHSA),
the Health Resource and Services Administration (HRSA), the Centers for Medicare and Medicaid
Services (CMS), and OASH to ensure federal resources are leveraged by state and local public
health agencies responding to disruptions in patient access to controlled substances. '

1 Coffin, Phillip and Barreveld, Antje. Inherited Patients on Opioids for Chronic Pain - Considerations for Primary Care. New
England Journal of Medicine. 2022 Feb 12;386(7):611-613. doi.org/10.1056/NEJMp2115244

12 Centers for Disease Control and Prevention (CDC). Overdose Prevention. About CDC’s Opioid Rapid Response Program.
https://www.cdc.gov/overdose-prevention/orrp/index.html

13 Rubel, Stephanie K. MPH; Neubert, Patrick MSPH, MSSA; Navarretta, Nancy MA, LPC, NCC; Logan, Susan MS, MPH. Facilitating
Overdose Risk Mitigation Among Patients Following a Clinician Office Closure: A Connecticut Case Study of the Opioid Rapid

Response Program. Journal of Public Health Management and Practice. 2022 Nov-Dec 01;28(Suppl 6):5381-5387
doi.org/10.1097/PHH.0000000000001555

4 |bid.
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Through ORRP, the CDC established “trusted contacts” within each state’s public health and
behavioral health agencies. These individuals were selected for their ability to maintain
confidentiality and identify, coordinate, and mobilize appropriate overdose prevention and
substance use disorder (SUD) treatment resources throughout their state. Diversion
investigators and agents from the DEA or HHS OIG contact ORRP coordinators about impending
law enforcement actions that might disrupt patients’ access to controlled substances. The ORRP
coordinators work with agents to discuss possible patient risks and determine what information
can be shared with the state’s trusted contacts before and immediately after the law
enforcement action. The goal is to disclose only enough information to inform state-led
response strategies while not compromising the investigation or law enforcement operations.

The ORRP also coordinates with the Association of State and Territorial Health Officials (ASTHO)
to develop protocols, response plans, and materials for state and local response teams and for
clinicians inheriting patients receiving long-term opioid therapy whose access to medications is
disrupted because of these actions against a practitioner, clinic, or pharmacy. ASTHO published
a guide for state health departments and their partners which provides extensive detail
regarding responses to interruptions, resources for developing a response plan, structuring
response teams, and potential actions for response teams. It also discusses known challenges,
risk mitigation strategies, and how to monitor the response process and outcomes.' ASTHO and
CDC ORRP also host virtual Opioid Preparedness exercises with state response teams. The state
trusted contacts coordinate and implement responses when actions are taken against an
individual or organization. State- and local-level responses to these actions may include:

e Arranging on-site support for patients while an action is taking place if requested by law
enforcement.
Identifying available providers to whom patients can be referred.
Developing notices with contact information for patient referrals.

e Preparing health alert notices for local hospitals, emergency departments, first
responders, and harm reduction organizations.
Increasing naloxone distribution in the area.

e Accessing care coordinators to help patients navigate options, including offering
treatment for substance use disorders.

e Contacting local law enforcement to assess current illicit supply risks such as counterfeit
pills and incorporating this information into patient or public education.

e Issuing a press release or providing risk reduction information to include in a law
enforcement press release.

e Monitoring outcomes through Medicare and Medicaid claims data. '

15 Association of State and Territorial Health Officials. Responding to Disruptions in Access to Opioid Prescriptions: A Guide for

State Health Departments and Their Partners. Nov. 30, 2022. www.astho.org/topic/report/responding-to-disruptions-in-access-
to-opioid-prescriptions

16 ¢DC National Center for Injury Prevention and Control. Opioid Rapid Response Program: Background and Description. February
2021. https://www.cdc.gov/overdose-prevention/media/pdfs/ORRP-Background-Description-508.pdf



https://www.astho.org/topic/report/responding-to-disruptions-in-access-to-opioid-prescriptions
https://www.astho.org/topic/report/responding-to-disruptions-in-access-to-opioid-prescriptions
https://www.cdc.gov/overdose-prevention/media/pdfs/ORRP-Background-Description-508.pdf

PDMP Data Informing ORRP Responses in Other States

PDMP data can also be leveraged in some states by ORRP state trusted contacts to inform
responses. The ORRP team reports that 28 states can obtain aggregate data from their PDMP in
connection with ORRP responses to assess metrics including the number of patients receiving
opioids, benzodiazepines, concurrent opioids and benzodiazepines, concurrent stimulants and
sedatives, buprenorphine, or methadone by a practitioner, clinic, or pharmacy facing a law
enforcement action. Aggregate PDMP data or other data sources can also be leveraged to
identify other prescribers or pharmacies in the area to determine what other providers or
pharmacies may be capable of accepting new patients who lose access as the result of a law
enforcement action. Identified PDMP information can also be used in a few states to directly
contact affected patients, prioritize patients by identifying patients who are due first for a new
prescription based on their most recent fill date, and perform ongoing assessments regarding
care continuity, length of disruptions for patients receiving medications by comparing the
length of time between a prescription from a provider facing a law enforcement action and a
prescription from a new practitioner, and potentially unsafe tapering rates for affected
patients. '’

The CDC ORRP team advised the Task Force that seven states (Idaho, Illinois, Indiana, Kentucky,
Nebraska, Pennsylvania, and Rhode Island) can mail letters containing support resources to
patients who recently received controlled substance prescriptions from a practitioner or
pharmacy affected by a law enforcement action. However, the Task Force reached out to each
of these states for additional information, and Indiana and Rhode Island advised that identified
PDMP data is not being leveraged in ORRP-related responses and no provision in their state laws
allows for this activity. Idaho advised that their PDMP staff have agreed to mail letters to
patients to help connect them with resources that could help patients find a new practitioner
upon request by their state ORRP trusted contacts, but the Idaho PDMP has not yet been asked
to contact patients in connection with an ORRP-related action. Nebraska advised that the
Nebraska Department of Health and Human Services only leverages PDMP data for internal
purposes in connection with ORRP responses and does not leverage PDMP data for direct patient
outreach.

The Task Force attempted to confirm Illinois’ use of identified PDMP data in ORRP responses
but did not receive a response. Illinois law allows for PDMP data to be released to a governing
body that licenses practitioners and is involved in an investigation, an adjudication, or a
prosecution of a violation under any state or federal law that involves a controlled substance. '
The Pennsylvania Patient Advocacy Program, which handles patient outreach in response to
ORRP-related actions, is housed within the Pennsylvania Department of Health, which is also
the administering entity for the Pennsylvania PDMP. Pennsylvania law authorizes an authorized
employee of a county or municipal health department or the state Department of Health to
access Pennsylvania PDMP data for public health interventions relating to specific prescribing

7 Rubel, Stephanie (CDC ORRP) and Neubert, Patrick (HHS OIG). Preventing Overdose. Presentation at 2024 National Association
of State Controlled Substances Authorities Annual Meeting. nascsa.org/wp-content/uploads/2024/10/Stephanie-Rubel-Patrick-
Neubert.pdf

8720 ILCS 570/318(d)(1). www.ilga.gov/legislation/ilcs/ilcs5.asp?ActID=1941&ChapterID=53
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practices, controlled substances and the prevention of fraud and abuse.' Pennsylvania
confirmed that they leverage this statutory provision to share PDMP data with ORRP state
trusted contacts for direct patient outreach.

Kentucky law specifically authorizes direct outreach to patients in connection with actions
against a practitioner, per Kentucky Revised Statutes 218A.240(10):

If the office or clinic of a practitioner abruptly closes or is subject to emergency closure
or other enforcement action resulting in a suspension or termination of the practitioner's
controlled substance prescribing privileges, the Cabinet for Health and Family Services
or applicable professional licensing board may use data from the electronic system
established under KRS 218A.202 to issue notification as soon as practicable to the
practitioner's patients to help prevent the disruption of medical treatment and promote
continuity of care.?

Connecticut formalized its own intervention protocols before the CDC formally established the
ORRP and responds to local or state-level law enforcement and regulatory actions against
practitioners in addition to federal law enforcement actions. Connecticut’s Prescription
Monitoring and Reporting System (CPRMS) is housed under the Connecticut Department of
Consumer Protection, and the Director of Drug Control at the Connecticut Department of
Consumer Protection (DCP) oversees the CPRMS and is an ORRP state trusted contact.
Connecticut State statute allows health officials to obtain de-identified CPRMS data for
epidemiological or educational purposes, but neither state nor local health departments can
access identifiable patient data that would enable them to conduct direct outreach to high-risk
patients or track patient outcomes.?"?> However, a case study report of an ORRP-facilitated
response to a Connecticut clinician office closure details the state’s response to one DEA
investigation which resulted in search warrants executed on a psychiatrist’s three clinic
locations and resulted in the voluntary surrender for cause of the psychiatrist’s DEA
registration. This case study is the only published report concerning an ORRP response. The
state’s response was guided by the following goals: (1) do not abandon any
patient/client/person, (2) provide treatment on demand, (3) inform individuals, families, and
communities of resources, and (4) mitigate overdose risk and prevent illegal drug purchases.
The response team engaged a psychiatric nurse practitioner and recovery coach to provide on-
site support and printed materials on local resources, assisted with referrals to clinicians and
treatment and recovery support, harm reduction materials, and bridge prescriptions for a
limited supply of medication in urgent situations. The response team also notified the state’s
behavioral health and Medicaid agencies, emergency departments, community health care
providers, local mental health authorities, and Connecticut’s PDMP (CPRMS). CPRMS identified

19 PA 2014 Act 191 Section 9(b)(13)(3)(A).

www. legis.state.pa.us/cfdocs/legis/LI/uconsCheck.cfm?txtType=HTM&yr=2014&sessInd=0&smthLwind=0&act=191&chpt=0&sctn=
9&subsctn=0

20 Kentucky Revised Statutes KRS Chapter 218A.240. apps.legislature.ky.gov/law/statutes/statute.aspx?id=49984

21 CT Gen Statute §§21a-254; 21a-254a; 21a-265; 21a-274. eregulations.ct.gov/eRegsPortal/Browse/RCSA/Title_21aSubtitle_21a-
254 HTML

22 Rubel, Stephanie K. MPH; Neubert, Patrick MSPH, MSSA; Navarretta, Nancy MA, LPC, NCC; Logan, Susan MS, MPH. Facilitating
Overdose Risk Mitigation Among Patients Following a Clinician Office Closure: A Connecticut Case Study of the Opioid Rapid

Response Program. Journal of Public Health Management and Practice. 2022 Nov-Dec 01;28(Suppl 6):5381-5387
doi.org/10.1097/PHH.0000000000001555
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pharmacies at which patients had been filling their prescriptions and sent a communication to
those pharmacies through CPRMS notifying them of the disruption. Though Connecticut law does
not allow for ORRP response teams to leverage CPRMS data to identify patients for direct
outreach, Connecticut’s contracted behavioral and medical Administrative Service
Organizations serving Medicaid members identified impacted patients leveraging the state
Medicaid payer system and immediately began calling all patients of the clinician to inform
them of the office closure and attempt to provide care continuity assistance. These staff
members made at least three attempts to reach members for more than three weeks, and
mailings or emails were sent to all affected Medicaid beneficiaries for whom contact
information was available. These teams also contacted practitioners in the affected areas to
see whether they were accepting new patients and facilitated care transfers where possible.
The response team conducted an after-action debriefing session, which noted that the state’s
response could be improved if state law allowed the response team to leverage PDMP data to
identify affected patients for broader patient outreach.?

Connecticut internally evaluated patient outcomes following four practice closures that
affected 1,000 patients by leveraging CPRMS data and state death records to determine whether
patients received similar controlled substance prescriptions from another provider following
the action against their previous prescribing provider and to determine whether any patients
who did not transition to a new provider had died following the interruption. This evaluation
found that 833 patients (83%) transitioned to a new provider, with average transition times in
each of the four cases ranging between 37 and 77 days. Of the 167 patients who did not
transition to a new provider, 11 had died of the following causes according to their death
certificates, with counts of cause of death noted in parentheses:

Stroke/Heart Failure & Heart Disease (2)
Alcohol Abuse and/or Cirrhosis of Liver (2)
Accidental Overdose (2)

Respiratory Failure (1)

Chronic Lower Respiratory Disease (1)
COVID (1)

Homicide (1)

Cancer (1)

Intentional Self-Harm by Hanging (1).%*

This evaluation of patient transition outcomes provides additional supporting evidence that
patients are at high risk following an abrupt disruption in care. ORRP also advised that several
states are evaluating ways to improve their response plans and the CDC ORRP’s website states
that efforts to evaluate different rapid response strategies are being explored,? but the CDC
ORRP team advised the Task Force that no such evaluations had been performed as of the time

3 |bid.

24 Marriott, Rodrick. CT Clinic & Practice Closures: Tracking Patient Transition Outcomes 2024. Presentation at 2024 National
Association of State Controlled Substances Authorities Annual Meeting. nascsa.org/wp-content/uploads/2024/10/CT-clinic-
closure_ct_template_final.pdf

25 CDC National Center for Injury Prevention and Control. About CDC’s Opioid Rapid Response Program: Future direction.
www.cdc.gov/overdose-prevention/orrp/index.html
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of this report. As the ORRP was only formalized at the CDC in 2020, state responses are evolving
and becoming more formalized, with debriefing sessions and lessons learned from previous
responses informing future response protocols. New information regarding best practices and
patient outcomes will likely become available as states respond to ORRP notifications and state
laws may be updated in the coming years to support patients facing care disruptions considering
the heightened risk for adverse patient outcomes because of these actions. The Task Force will
continue to monitor emerging ORRP best practices and changes in state laws on this subject.

ORRP Responses in Colorado

The CDC ORRP has provided 15 notifications to Colorado’s state trusted contacts from the time
the program was formalized in 2020 through October 1, 2024.? Upon notification of an
imminent action from a federal law enforcement agency, the ORRP provides notification to
trusted contacts within the state government of an impending law enforcement action.
Colorado’s ORRP state trusted contacts are the Director of the Overdose Prevention Unit at the
Colorado Department of Health and Environment (CDPHE) and the State Opioid Treatment
Authority (SOTA) and Controlled Substance Administrator at the Colorado Behavioral Health
Administration (BHA) within the Department of Human Services.

Representatives from the Colorado PDMP attended virtual Opioid Preparedness Exercises hosted
by ASTHO and CDC ORRP in July 2024 along with Colorado’s ORRP state trusted contacts and a
variety of other stakeholders in Colorado who may be involved in an ORRP response. These
exercises were hosted to develop a state response protocol using a mock scenario, gave
opportunities for discussion and collaboration among participants, and provided resources for
developing communications and other resources for patients and other key stakeholders.
Representatives from the Colorado PDMP also met with the CDC and HHS OIG representatives
of ORRP regarding ORRP actions and how some states leverage identified PDMP data to support
ORRP responses by directly contacting affected patients.

The Task Force also met with Colorado’s ORRP state trusted contacts to learn more about the
state’s current response protocols and to discuss whether being able to obtain PDMP data to
identify affected patients could benefit the state’s ORRP responses. Colorado’s state trusted
contacts advised that they tend to receive ORRP notifications approximately once every two
months, and the situations regarding notices are highly variable. ORRP sometimes provides the
state ORRP trusted contacts with general information regarding the county or general area of
a practitioner’s practice, patient population, and approximate numbers of patients receiving
opioids, sedatives and stimulants as reported by the DEA or DOJ to CDC ORRP, with more
detailed information being provided the day before or day of a law enforcement action to law
enforcement action. In one case, an initial ORRP notification was sent weeks in advance of an
action against a practitioner that only identified the practitioner’s county and the number of
patients affected, with detailed notifications identifying the practitioner provided the night
before the action. ORRP responses can be more effective when state trusted contacts receive
advance notice regarding the location and patient population to allow local or county public

26 Rubel, Stephanie (CDC ORRP) and Neubert, Patrick (HHS OIG). Preventing Overdose. Presentation at 2024 National Association
of State Controlled Substances Authorities Annual Meeting. nascsa.org/wp-content/uploads/2024/10/Stephanie-Rubel-Patrick-
Neubert.pdf
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health agencies to prepare for a response, but such advanced notices are relatively rare.
Usually, the state trusted contacts receive notice from ORRP the night before or day of a law
enforcement action.

Public health responses can vary widely based on the practitioner’s location and nearby health
system and public health capacity, the types and quantities of controlled substances prescribed
by the practitioner, the number of patients treated by the practitioner, whether the
practitioner is a solo practitioner or involved in a larger organization that could inherit affected
patients, and patients’ health insurance. Some practitioners or their staff are cooperative with
the state response teams while others are not. Some affected patients have been receiving
long-term high dosage opioid therapy, or have been receiving concurrent opioid and
benzodiazepine prescriptions, or concurrent stimulant and sedative prescriptions. Patients with
these complex prescription histories are more likely to experience challenges in finding new
practitioners willing to continue prescribing to these patients. Some may have an undiagnhosed
substance use disorder (SUD), but ensuring these patients are evaluated for SUD can be
challenging. Patients requiring treatment for SUD also face a lack of SUD providers in many
communities, regardless of the complexity of the case. Some SUD patients in Colorado currently
must travel long distances for appropriate SUD treatment.

In the ASTHO ORRP virtual Opioid Preparedness Exercises, participants noted that finding new
providers willing to take on inherited patients with complex controlled substance prescription
history can be a significant challenge, though this is highly dependent on the capacity and size
of the surrounding community. Colorado Senate Bill 23-144 (SB23-144) sought to alleviate
prescribers’ concerns with prescribing high dosages of opioids to patients on long-term opioid
therapy for chronic pain. SB23-144 states that a healthcare provider is not subject to
disciplinary action by their prescribing board for appropriately prescribing controlled substance
when treating patients for chronic pain or prescribing or for prescribing a dosage that may be
higher than dosage recommendations or thresholds specified in state or federal opioid
guidelines or policies and prohibits and prohibits pharmacies, carriers, pharmacy benefit
managers, and healthcare practices from enacting policies that require the pharmacist or
prescriber to refuse to prescribe or dispense an opioid solely because the prescription exceeds
a predetermined dosage recommendation or threshold.?”” However, this legislation does not
protect practitioners from federal law enforcement or regulatory actions, and the DEA is the
primary law enforcement entity taking action against practitioners for alleged inappropriate
prescribing practices.

The ASTHO exercise participants also noted that the lack of advanced notice regarding an
impending law enforcement action is a primary challenge in ensuring an effective public health
response. Colorado’s state trusted contacts usually coordinate with local or county health
departments who directly handle the response within their community, though this duty can
fall on the state trusted contacts or their staff if a community’s local or county public health
resources are limited. Typically, local or county health departments dispatch coordinators to
the site of the law enforcement action and distribute patient support materials. State or local
public health officials also notify area hospitals, emergency departments, health systems, the

27 Colorado Senate Bill 23-144. leg.colorado.gov/bills/sb23-144
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state Medicaid office (Department of Health Care Policy and Financing), and others who may
see an influx of patients facing care disruption.

Potential Risks and Benefits of Identified PDMP Data in Colorado ORRP
Responses

The ORRP response teams are usually unable to directly contact affected patients because
patients currently must consent to be contacted by the state or local health department, which
is modeled after patient releases leveraged during the COVID-19 pandemic allowing exposed
patients to be contacted by CDPHE. Making these releases available to patients and ensuring
patients submit the completed releases is a significant challenge in ORRP responses, especially
when the practitioner’s staff do not assist ORRP responses by contacting affected patients.
PDMP records include a patient’s name, date of birth, recent addresses, and sometimes phone
numbers. Colorado legislation authorizing state trusted contacts to receive identified PDMP
records for a practitioner subject to law enforcement response and allowing for response teams
to contact patients who recently received controlled substance prescriptions from the
practitioner could improve response effectiveness. ldentified PDMP data could also be
leveraged to triage patient outreach by prioritizing patients who are due for a new prescription
sooner than others or to prioritize patients with complex medication histories who may
experience greater challenges in finding a new provider or who may benefit from an evaluation
for an undiagnosed substance use disorder. Direct outreach to affected patients by ORRP state
trusted contacts could include mailed letters notifying patients that their practitioner was the
subject of a recent law enforcement action without disclosing any sensitive or protected health
information. These mailed letters could also provide resources to help patients find new
practitioners along with contact information of care coordinators who can assist affected
patients in navigating their options and finding a new practitioner or receiving evaluation and
treatment for a substance use disorder. Proactively contacting affected patients via phone calls
by leveraging patient phone numbers in the PDMP could also improve patient outcomes by
providing more timely patient notification. If phone calls are leveraged for patient outreach,
public health officials would likely need to establish protocols to verify the patient’s identity
and obtain written releases to authorize care coordinators’ access to the patient’s PDMP records
or other pertinent health records.

Direct patient outreach to assist patients in navigating their healthcare options in response to
these law enforcement actions can be a complex and resource intensive endeavor. It should be
noted that robust public health responses with direct patient outreach could require additional
resources and staffing at CPDHE, BHA, or local or county public health departments to maximize
response efforts. This could be especially challenging due to the recent termination of $250
million in CDC grants allocated to states under the American Rescue Plan Act, which will
primarily affect CDPHE, BHA, and local public health agencies. These federal funding cuts may
also impact Colorado’s current budget shortfall.?® As public health resources may be limited
and the number of affected patients and complexity of care transition needs can vary widely
in these responses, CDPHE or BHA staff may need to prioritize their efforts toward those with

28 Birkeland, Bente. Colorado losing $250 million in federal funding for health services. Colorado Public Radio News. March 26,
2025. www.cpr.org/2025/03/26/federal-funding-terminated-for-colorado-health-services
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the highest expected need for assistance based on their prescription history. Authorizing PDMP
access to the state trusted contacts in this context but not mandating any specific actions would
allow those coordinating public health responses to determine how to most effectively expend
limited resources by prioritizing which patients may require more intensive assistance.

The Task Force believes there would be minimal risk of inappropriate disclosure of PDMP data
considering the state trusted contacts are state employees entrusted with sensitive law
enforcement and health information related to these public health responses to law
enforcement to help prevent the disruption of medical treatment and promote continuity of
care. State trusted contacts at CDPHE and BHA may need to share PDMP information with their
staff for direct patient outreach, so the trusted contacts would benefit by having the authority
to share this information with qualified CDPHE or BHA staff responsible for patient outreach in
connection with law enforcement actions against practitioners or clinics. It would also be
beneficial if the trusted contacts had the authority to share certain patient information from
the PDMP with local or county health department officials if the affected patient consents to
this information being shared with state or local care coordinators for these purposes.
Interagency agreements between DORA, BHA and CDPHE could further delineate authorized use
of PDMP data in public health responses and identify the authorized trusted state contact at
each agency. If the General Assembly wishes to authorize the PDMP to share information with
state trusted contacts responsible for public health responses to law enforcement actions
against practitioners or clinics, such authority will need to be added to Colorado’s PDMP statute
in Section 12-280-404(3), C.R.S. Kentucky law cited above provides an example guiding the
following suggested language:

If the office or clinic of a practitioner abruptly closes or is subject to emergency closure
or other enforcement action resulting in a suspension or termination of the practitioner's
controlled substance prescribing privileges, the [electronic prescription drug
monitoring] program may share data from the program with trusted contacts at the
Colorado Department of Public Health and Environment and the Colorado Behavioral
Health Administration who engage in public health responses to law enforcement actions
against practitioners or clinics to issue notification as soon as practicable to the
practitioner’s patients to help prevent the disruption of medical treatment and promote
continuity of care.

Though the Task Force believes that the General Assembly should ideally authorize trusted
contacts at CDPHE and BHA to access PDMP information in this context because they are directly
involved in coordinating the public health response, the General Assembly may alternatively
consider authorizing the PDMP to send notifications to affected patients upon notification from
the state trusted contacts at CDPHE or BHA of a law enforcement action. Under this structure,
PDMP data would not be shared with the state trusted contacts, but PDMP staff could send
resources and contact information through mailed letters to patients who could then contact
public health staff for assistance with care coordination. State trusted contacts could also
coordinate with PDMP staff to establish certain criteria for direct patient contact via mailed
letters if public health resources are limited. In this scenario the public health respondents and
care coordinators would not have information regarding a patient’s prescription history, though
patients could obtain their own records from the Colorado PDMP and share this information
with care coordinators if desired. However, the additional hurdle of requiring patients to
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request their own PDMP records and share this information with care coordinators could
increase care transition times for affected patients. Currently, the Colorado PDMP is only
authorized to send proactive or “unsolicited reports” under Section 12-280-404(8), C.R.S. after
developing “criteria for indicators of misuse, abuse, and diversion of controlled substances and,
based on those criteria, provide unsolicited reports of dispensed controlled substances to
prescribing practitioners and dispensing pharmacies for purposes of education and intervention
to prevent and reduce occurrences of controlled substance misuse, abuse, and diversion.” If
the General Assembly were to authorize the PDMP to send notifications to patients who face
care disruptions due to law enforcement actions against their prescribing practitioner, such
authority would need to be added to Colorado’s PDMP statute. Kentucky law cited above
provides an example guiding the following suggested language:

If the office or clinic of a practitioner abruptly closes or is subject to emergency closure
or other enforcement action resulting in a suspension or termination of the practitioner's
controlled substance prescribing privileges, the [electronic prescription drug
monitoring] program may use data from the program to proactively issue notification as
soon as practicable to the practitioner's patients to help prevent the disruption of
medical treatment and promote continuity of care.

Additionally, CDPHE is authorized under Section 12-280-404(3)(k), C.R.S. for purposes of
population-level analysis with the caveat that they remove any identifying information unless
exempted from the requirement. This existing statutory authority could potentially be
leveraged by CDPHE to assess patient outcomes following a care interruption due to legal action
taken against a practitioner associated with an ORRP response, with any public reports
providing aggregate data that does not identify a specific practitioner or patient. However, the
General Assembly should be cognizant of the additional resources required to perform such
evaluations and the potential resource constraints at CDPHE due to federal and state funding
challenges.

As the CDC ORRP team only receives notification from the DEA or HHS OIG regarding federal
law enforcement action, the Colorado ORRP state trusted contacts are currently only advised
of federal law enforcement actions. As the ORRP continues to evolve, Colorado’s state licensing
boards and/or the Colorado Office of the Attorney General may consider establishing similar
protocols to notify Colorado’s existing ORRP trusted contacts of impending state law
enforcement activities or state licensing board actions that may interrupt patients’ access to
care and controlled substance medications.

Conclusion: Task Force Recommendation

Patients experiencing a disruption in access to controlled substance medication following legal
action against their prescribing practitioner are at elevated risk of adverse outcomes including
acute withdrawal, psychological distress, emergency department visits or hospitalization, and
non-fatal or fatal overdose due to obtaining illicit substances. The ORRP was created to mitigate
these risks and support patients affected by care interruptions caused by law enforcement
actions, but current Colorado law makes it difficult for ORRP state trusted contacts and
response teams to directly contact affected patients which can limit ORRP response
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effectiveness. Allowing ORRP’s Colorado trusted contacts to receive identified PDMP data
relating to a practitioner who is subject to a law enforcement action has the potential to
improve ORRP responses by directly providing resources and support services to affected
patients with minimal risk of unauthorized disclosure of protected information by the ORRP
trusted contacts at CDPHE and BHA.

The Task Force recommends that the Colorado General Assembly enact legislation to allow
PDMP data to be leveraged for direct patient outreach to patients who are subject to care
interruption due to a law enforcement or regulatory action that results in the suspension or
termination of the practitioner’s controlled substance prescribing privileges to help prevent
the disruption of medical treatment and promote continuity of care. This could ideally be
enabled through authorizing the state trusted contacts at BHA and/or CDPHE to access PDMP
records for the subject of an ORRP-related law enforcement action. An alternative but less-
preferred avenue would entail authorizing the PDMP to send proactive or unsolicited notices to
affected patients. As Colorado’s ORRP responses continue to evolve, Colorado’s licensing boards
and/or the Colorado Office of the Attorney General may consider leveraging the existing
Colorado ORRP trusted contacts to support public health responses following state-level law
enforcement or licensing board actions. The General Assembly should also recognize that these
responses can be resource intensive, and additional staffing at CDPHE, BHA and/or county or
local health departments may be necessary to maximize response effectiveness and to formally
assess the role that direct patient outreach may have on minimizing adverse patient outcomes
and promoting effective care transition, though the recent termination of federal grants and
Colorado’s state budget issues could limit these agencies’ ability to provide robust and direct
patient outreach.
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Appendix A: Requests for the 2024-2025 Task Force Report

@ COLORADO
. v Department of
AN OR Regulatory Agencies

Executive Director’s Office

March 21, 2025

Robert J. Valuck, PhD, RPh, FNAP | 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 or the Department), thank you and the
Colorado Consortium for Prescription Drug Abuse Prevention (Consortium) for your continued support
and advice concerning the Prescription Drug Monitoring Program (PDMP), including the Consortium's
2023-2024 Task Force Report. The Consortium's support and expertise this past year was invaluable.

Section 12-280-409, Colorado Revised Statutes (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, | 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, 2025.

Task #1: Evaluate the Benefits and Risks of Allowing PDMP Access to Opioid Rapid Response
Program Trusted Contacts

Patients on long-term opioid therapy or medication for opioid use disorder who experience interrupted
or discontinued treatment are at an elevated risk of experiencing withdrawal symptoms, seeking illicit
substances, and overdose. The CDC’s Opioid Rapid Response Program (ORRP)?° receives notification
from law enforcement agencies about potential disruptions to healthcare access and facilitates
coordinated responses by state agencies to minimize care disruptions for at-risk patients and has
provided 15 notifications to Colorado’s ORRP trusted contacts as of October 1, 2025. The CDC reports
that PDMP data can be a valuable tool for the state trusted contacts of these rapid response teams,
but only 7 states are able to share PDMP identified data while 28 states can provide aggregate PDMP
data to inform responses. 3 | request that the Task Force evaluate the potential benefits and risks of
statutory changes that would allow PDMP data access to ORRP’s trusted contacts in Colorado.

2 pc Opioid Rapid Response Program. https://www.cdc.gov/overdose-prevention/orrp/index.html

30 Stephanie K. Rubel., CDR Patrick Neubert. Preventing Overdoses in Today’s Opioid Prescribing and lllegal Drug Market Context. CDC Opioid
Rapid Response Program (ORRP). Presentation at the National Association of State Controlled Substances Authorities 2024 Annual Meeting.
https://nascsa.org/wp-content/uploads/2024/10/Stephanie-Rubel-Patrick-Neubert.pdf.
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Sincerely,

e

Patty Salazar

Executive

Director

Colorado Department of Regulatory Agencies

CC: Jill Hunsaker Ryan, MPH | Executive Director, Colorado Department of Public Health and

Environment (CDPHE)
Dr. Ned Calonge, MD, MPH | Chief Medical Officer, CDPHE
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Appendix B: PDMP Work Group Members

Last Name First Name Organization Email Date Joined
Hoppe Jason, DO (Co-Chair) University of Colorado jason.hoppe@ucdenver.edu
Kunin Dmitry (Co-Chair) DORA Board of Pharmacy dmitry.kunin@state.co.us
[Miccuci Shayna (Program Manager) CCPDAP Program Manager shayna.micucci@cuanschutz.edu 6/1/2022
Akerlund Ashley Gunnison County Public Health aakerlund@gunnisoncounty.org 3/7/2023
Archuleta Dan Zzg;:g;?oiolorado Harm Reduction danoruns@gmail.com 9/8/2020
Ayers Jason Project Blackbird iamspiderman0624@gmail.com 10/14/2024
Barker Eric g\(I:VPDAP External Relations Strategist-  [eric.barker@cuanschutz.edu 4/10/2023
Barron Betsy CU Anschutz betsy.barron@cuanschutz.edu 9/14/2021
Belford Kerry HardBeauty kerry@hardbeauty.life 4/28/2021
Bemski Julie, MD St. Josephs Hospital jbemski@gmail.com 1/31/2018
Bernier Benjamin, RN Children's Hospital benjaminben.bernier@childrenscolorado.org
Bhutani Aminta DEA RockyMountain.DiversionOutreach@dea.go 8/13/2020
Biehle Ryan Colorado Academy of Family Physicians :'Iyan@coloradoafp.org
Bonaguidi Angela, LCSW, [TAC UC School of Medicine, ARTS Angela.bonaguidi@cuanschutz.edu
Bolts Olivia Brown University olivia.bolts@brown.edu 1/22/2025
Borgelt Laura University of Colorado School of Taura.borgelt@ucdenver.edu

Pharmacy
Bow Sarah Childrens Hospital sarah.bow@childrenscolorado.org 7/6/2024
Brasselero Scott Crossroads Turning Points sbrasselero@crossroadstp.org 12/19/2018
Brooks Marta, PharmD Rueckert-Hartman College for Health mbrooks008@regis.edu

Professions
Brown Amanda CCAR amandaabrown728@gmail.com 11/10/2022
Bryant Hilary CCPDAP Program Manager hilary.bryant@cuanschutz.edu 6/20/2022
Brydon Katie Road to Recovery kate.brydon@gmail.com 6/10/2019
Canon Megan CDPHE megan.canon@state.co.us 7/20/2020
Cantwell Teresa CCPDAP Business Operations teresa.cantwell@cuanschutz.edu 11/1/2022
Carpenter Kristin CCPDAP External Relations Strategist - SE[kristin.L.carpenter@cuanschutz.edu 7/20/2022
Casey Alice Pickens Technical College alicecasey26@yahoo.com
Casper Alana Community Member alanarcasper@gmail.com 10/28/2021
Casucci Charlene Community Member carcasucci@hotmail.com 10/28/2021
Cathie Scott Sadas whitecrowscott@hotmail.com
Chang Soojin UC Denver School of Pharmacy soojin.chang@ucdenver.edu 172472018
Cluff Willlam L., DO Concierge/Virtual Practice cluffwilliam12@gmail.com 6/1/2023
Cochran Cody Threshold for Recovery cody@thresholdforrecovery.com 5/6/2023
Coonan Brian Array Behavioral Health bcoonan1l0@gmail.com 1/11/2023
Creviston Dawn Community Member 2023.dawn@gmail.com 6/13/2023
Davidson Michael CCPDAP Communications Professional  |michael.davidson@cuanschutz.edu 5/4/2017
DeTa Cerda Dionisia &C (Ij)enver Department of Family dionisia.delacerda@cuanschutz.edu 12/19/2018
DeHerrera-Smith Dayna FrgnLcllir;ge Clinic ddeherrera@frontrangeclinic.com 1/14/2019
Denberg Tom, MD Pinnacol tom.denberg@pinnacol.com
Devie Jack Milestone Community Wellness jack.devie@milsstonecommunitywellness.org 5/29/2024
Dinkelberg Pauline Vereniging Afbouwmedicatie pauline@verenigingafbouwmedicatie.nl 4/19/2022
Eaddy Jessica Lauren CCPDAP Program Manager jessica.eaddy@cuanschutz.edu 5/15/2017
Elliott Carrie Sagebrush Recovery Services carrie@sagebrushrecovery.com 9/26/2024
Esquibel José CCPDAP Associate Director Jose.A.Esquibel@cuanschutz.edu 4/29/2019
Feffer Sophie CDPHE sophie.feffer@state.co.us 1/26/2022
Fischer Matthew Colorado Health Network matthew.fischer@coloradohealthnetwork.org 7/16/2020
Flores Roland, MD CU School of Medicine roland.flores@ucdenver.edu
Gabella Barbara, PhD, MSPH (Co-chair) Colorado Department of Public Health &

the barbara.gabella@state.co.us

Environment (CDPHE)
Gauna Danielle Opioid Advisory Group/BOCO danielle.gauna@gmail.com 4/4/2018
Gershmel Tanya Denver Health & Hospital Authority tanya.gershmel@dhha.org 5/16/2024
Gibbens Sally Urban Peaks Rehab urbanpeaksrehab@gmail.com 1/25/2023
Golding Heidi, MD Living Well Chinese Medicine dr.heidi.golding@gmail.com 3/17/2025
Gorman Fran, DNP ANP-CRN RN frannp63@gmail.com
Grace Elizabeth S., MD Center for Personalized Education for esgrace@cpepdoc.org

Physicians

(CPEP)
Griggs Connie Digital griggsconnie34gc@gmail.com 4/17/2023
Guerrero Andres CDPHE andres.guerrero@state.co.us
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Harden Michelle, Esq. Messner Reeves, LLP mharden@messner.com
Harris Helen Epidemiologist, El Paso County Health HelenHarris@elpasoco.com
Harrison J.M., MD MD JMHarrisonMD@gmail.com
Hart Krystle, RN Registered Nurse khart1217@gmail.com 3/21/2019
Heath Angela Community Member angie.heath@hotmail.com 6/1/2022
Hemler Douglas, MD Colorado Medical Society dehmd@comcast.net
Herting Devon Community Member lovemoveforward1107 @gmail.com 10/11/2022
[T Kyle Dijon Helping End the Opioid Epidemic {HEOE) [kdijon1587 @gmail.com 3/3/2018
Hoover Lorraine Raymond Roundtree Jr Foundation lorraine.hoover@sosrrjrfoundation.org 11/26/2021
Howlett Corinne School of Pharmacy corinne.howlett@cuanschutz.edu 57772021
lwanicki Janetta Rocky Mountain Poison and Drug Center |janetta.iwanicki@rmpdc.org
Jackson Amy Rocky Mountain Crisis Partners blamingamy@icloud.com 571472024
TJackson Pam Retired, Attorney General's Office jacksonpammmd@msn.com 6/29/2019
Johnson Justin Purple Mountain Recovery justin@purplemountainrecovery.org 1/15/2025
Jones Aaron Bamboo Health ajones@bamboohealth.com 12/5/2024
Katanova Raisa Mile High Treatment and Recovery raisa.katanova@gmail.com 7/7/2023
Keane Ashli Gusto akeane0126@yahoo.com 9/1/2020
Keith Tan Bicycle Health ian.keith@bicyclehealth.com 4/372025
Kern Jody Alamosa County Public Health jkern@alamosacounty.org 4/25/2025
Koons Mike Pinnacol Assurance mike.koons@pinnacol.com
Krische Elizabeth A'Way Forward liz.krische@gmail.com 2/19/2021
Kross Kelly HCA Healthcare kelly.kissler@healthtrustpg.com 5/17/2023
Krueger Jessica, MD CU Anschutz jessica.r.krueger@gmail.com 6/4/2021
Leach Kara, MD M.D. karaleach@gmail.com
Lebotschy Kimberly M. Dremik kimkimaling@gmail.com 8/14/2024
Leonard Joanna Colorado Coalition for the Homeless jleonard@coloradocoalition.org 8/23/2022
Li Qing Epidemiologist youliging08@gmail.com
Litke Brenda Community Member brenlitke@gmail.com 10/19/2023
Lopez Elaine Community Member e.lopez.fran@gmail.com 12/28/2022
Marcove Kristin Community Member humble3693@gmail.com 9/16/2024
Matt Diane Colorado Veterinary Medical Association |dianematt@colovma.org 9/27/2023
McBarron Amanda NP mandymcbarron@gmail.com 4/30/2024
McBurney Christa, RN UC Health christaMcBurney@gmail.com 10/5/2018
McCarty Craig, MD Haxtun Hospital District awmphd@yahoo.com
Medina-Andrade Maria Muminate Community Recovery Services|mandrade@illuminatecrs.org 5/14/2024
Mendola Nick CDPHE nicholas.mendola@state.co.us 6/11/2024
Meury Kathleen Community Member meury4@hotmail.com 5/17/2021
Mihok Kristi Walgreens kristi.mihok@walgreens.com
Miranda Tnez Community Member inezmiranda61@gmail.com 1/11/2023
Mitchell Kaitlin CU Anschutz Dept of Psychiatry kaitlin.mitchell@cuanschutz.edu 5/10/2023
Mitchell Mitzi :R(;gs)tered Nurses Association of Ontario drmitzigmitchell@bellnet 6/26/2024
Moreno-Bueno Karina City of Thornton karina.morenobueno@thorntonco.gov 8/5/2024
Mueller Ryan Behavioral Health Administration ryan.mueller@state.co.us 3/12/2025
Myers Megan Telligen mmyers@telligen.com 1/8/2024
Newlands Sydney Community Member snewlands1995@gmail.com 12/2/2022
Nibauer Hannah Peer Assistance Services hnibauer@peerassistanceservices.org 7/22/2024
Norton Alisha HardBeauty Foundation alisha.norton@hardbeauty.life 9/17/2024
O'Keefe Dawn Summit Stone Health dawn.okeefe@summitstonehealth.org 2/18/2022
O'Keefe Julie Pharmacist julieokeefeZ@gmail.com
Patel Nashel SSPPS Pharmacy Student nashel.patel@cuanshcutz.edu 7/1/2018
Patterson Kevin, DDS, MD ls\f)i:;z:;/oclglir}azinver Dental drp@dmoms.com 10/14/2018
Dental Association
Paxton Aria Colorado Mountain College apaxton2@mail.coloradomtn.edu 11/6/2024
Pellegrino Robyn RN Manager robyn.pellegrino@hotmail.com 12/4/2017
Perez Brooke KK Fearless, Inc. kkfearless@gmail.com 8/25/2023
Perry Robert M.D. robert.perry@cuanschutz.edu
Pieniadz Rebekah Community Member anilane81@hotmail.com 8/19/2024
Piotti Louis Sober AF Entertainment ljpiotti@aftershockfam.org 2/18/2022
Platts Debbie A'Way Forward, Inc. daplattsl@comcast.net 3/4/2021
Porras Hollie Denver Health hollie.porras@denverhealth.org 5/10/2024
Powell Timothy Treatment & Recovery tmljkpowell91@gmail.com 8/9/2024
Prieto Jose Tomas Denver Health JoseTomas.Prieto@dhha.org
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Primavera Rep. Dianne Lt. Governor dianne.primavera@state.co.us
Prosser Maura CDPHE maura.prosser@sate.co.us 11/15/2024
Ramirez Melissa Community Member martinm_me@yahoo.com 7/6/2023
Ramzy Nagy Pharmacist, Retired NagyRamzy@gmail.com 3/9/2017
Randall Cynthia Tatino Coalition for Community cynthia@latinocoalition.org 3/31/2025
Leadership
Reibel Lynda, MD Community Member 303elle@gmail.com
Reid Ashley Children's Hospital ashley.reid@childrenscolorado.org
Reiskin TJulie Colorado Cross-Disability Coalition jreiskin@ccdconline.net 1/19/2023
Renner Lindsey San Luis Valley Behavioral Health Group [lynz0381@gmail.com
Rich Margaret Crossroads Turning Point mrich@crossroadstp.org 11/12/2024
Robbins Emily, RN UC Health esdanner@gmail.com 5/7/2018
Rodriguez Diana Victory for Veterans dianahazelrodriguez@gmail.com 5/10/2024
Rollman Anna Pharmacy annarollman@msil.com 1/18/2023
Rorke Marion, MPH Denver Environmental Health marion.rorke@denvergov.org
Roys Myranda i3Screen mroys@i3screen.com 11/13/2024
Rubio Chelsea Signal Behavioral Health Network crubio@signalbhn.org 6/10/2022
Rumely Duke Sober AF Entertainment duke@soberafe.com 2/24/2020
Ryan Courtnay Telligen cryan@telligen.com 12/9/2019
Sanchez Gina DORA gina.m.sanchez@state.co.us 11/15/2024
Sanders Crystal Project Blackbird c.sanders224@gmail.com 10/31/2024
Saulsbury Whitney Braeburn wsaulsberry@braeburnrx.com 4/30/2025
Savage Angela Swedish Burn & Reconstructive Center |angela.savage@healthonecares.com 5/6/2024
Schreiber Terri The Schreiber Research Group terri@tsrg.org 12/21/2017
Sentence Melinda Pueblo Dept of Public Health & sentancem@pueblocounty.us 9/15/2022
Environment
Simbeye Lindsey Velocity Biogroup lindseys@velocitybiogroup.com 7/19/2024
Sheehan Lyndsey Indivior lyndsey.sheehan@indivior.com 11/6/2024
Shehzad Riaz UTHaq MD Drriazulhag67@gmail.com 8/12/2022
Shuler James, MD SUD Consultants shulers@aol.com
Sihler Bonnie Valley View Hospital bsihler@hotmail.com 8/26/2020
Stack Kelly Bamboo Health kstack@bamboohealth.com 6/13/2022
Stewart Stephanie UC Denver stephanie.stewart@cuanschutz.edu
Stokes Dave Law Office of Linda L. Mann dave.stokes@lindamannlaw.org 2/1472025
[Sullivan Katherine CDPHE katherine.sullivan@state.co.us 4/3/2025
Swan Sarah E. State Gov Affairs & Alliance sarah.ehrlich@bms.com
Development, Bristol
Myers Squibb
Tharp Nisty Community Member christina.nisty.tharp@gmail.com 2/9/2024
Thomas Andrea’y. Voices for Awareness Foundation andrea@voicesforawareness.com 4/29/2019
Thompson Evan CU Forensic Psychiatry Program ethompdo@gmail.com 12/17/2021
Tiernan Shane L.A. Healthcare sotiernan@gmail.com 4/4/2018
Toney Faith CU Anschutz faith.aguilar@cuanschutz.edu 11/27/2023
Torres Santana Crossroads Turning Point storres@corssroadstp.org 11/12/2024
Valdovinos Nicole HardBeauty nicole.valdovinos@hardbeauty.life 9/16/2024
Valuck Robert, PhD Center Director robert.valuck@cuanschutz.edu 1/1/2013
Vanderveen Kevin, MD Erf'nceégency Services, Kaiser Permanente [Kevin.R.Vanderveen@kp.org
Viau Richard genzo Action BIND Working Group richviau+rx@pm.me 4/30/2025
Wall Lawrence Wall Consulting Iswalljr@yahoo.com 8/14/2018
Walsh Kori CAHEC kwalsh@cahec.org 12/28/2022
Weir Mike Office of e Innovation Mike.weir@state.co.us 7/10/2020
White Kasondra Sober Living kimburlyevns0643@msn.com 7/13/2023
White Timothy DORA timothy.white@state.co.us 5/16/2024
Whitney Kaitlyn CU Dept. of Orthopaedics kaitlyn.2.whitney@cuanschutz.edu 3/2/2023
[Williamson Jennifer St. Anthony Hospital Frisco jenniferwilliamson@centura.org 2/5/2024
Wipf TJustin DORA Justin.wipf@state.co.us
Zimdars-Orthmann Marjorie Community Member zorthmanl@gmail.com
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Appendix C: PDMP Statutory History and Milestones

The progression of the Colorado PDMP includes the following milestones:

In 2005, House Bill 05-1130 (HB 05-1130) authorized the creation of the Colorado PDMP.
Pharmacies began submitting prescription data to the Colorado PDMP in 2007, and the
Colorado PDMP web portal went live to users in 2008.

In 2011, Senate Bill 11-192 (SB 11-192) reauthorized the Colorado PDMP through 2021.
In 2013, Colorado began sharing PDMP data with other states through PMP InterConnect.

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.

In 2014, House Bill 14-1283 (HB 14-1283) made several updates to the PDMP, including:

° The Colorado Department of Public Health and Environment (CDPHE) was authorized
to collect PDMP data for population-level analysis, expanding Colorado’s ability to
study the effectiveness of the PDMP through statistical analysis, including CDPHE’s
Prescription Drug Data Profiles for each of Colorado’s 64 counties. This access also
allows CDPHE to work with healthcare organizations to evaluate the effectiveness of
PDMP integration and other organizational initiatives related to controlled substance
prescribing and PDMP utilization, including CDPHE’s PDMP integration pilot project
evaluation and the University of Colorado’s PDMP integration.

° Prescribers and pharmacists were authorized to designate up to three delegates to
access the PDMP on their behalf with proper authorization.

° The Colorado PDMP was authorized to issue unsolicited reports (Push Notices) to
prescribers and pharmacies that inform them of their patients being prescribed
controlled substances by multiple prescribers, at multiple pharmacies, over set
periods of time. These Push Notices reduce potential patient misuse, abuse, and
diversion of controlled substances, while increasing patient safety.

In 2014, the Colorado Dental Board, Colorado Medical Board, State Board of Nursing, State
Board of Pharmacy and the Nurse-Physician Advisory Task Force for Colorado Healthcare
collaborated to develop The Policy for Prescribing and Dispensing Opioids to provide
meaningful guidance to prescribers and dispensers of opioids in Colorado. This Policy was
subsequently adopted by the State Board of Optometry and the Colorado Podiatry Board
and endorsed by the Colorado State Board of Veterinary Medicine. This policy was the first
of its kind to be adopted across numerous healthcare boards and groups within the Division
of Professions and Occupations (“DPO”).
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In 2015, DORA was awarded a grant through the US Department of Justice Bureau of Justice
Assistance (BJA). DORA contracted with the University of Colorado as a grant subrecipient
and researcher. Pursuant to the grant, funding was used to strengthen PDMP efforts to
develop and test innovative strategies and to implement evidence-based approaches that
demonstrate the impact of expanded use of PDMP data to support decision making.

In 2017, Senate Bill 17-146 (SB 17-146) broadened access to the PDMP, allowing prescribers
and pharmacists to check the PDMP for reasons apart from controlled substance prescription
considerations, including drug-drug interactions, dangerous side- effects and possible abuse
or diversion issues. Specifically, the Bill authorized:

° Prescribers to query the PDMP to the extent the query relates to a current patient
of the prescriber;

° Pharmacists to query the PDMP when considering dispensing any prescription drug to
a specific patient; and

) 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.

In 2018, the Colorado prescribing boards and State Board of Pharmacy published the
Guidelines for the Safe Prescribing and Dispensing of Opioids (“Opioid Guidelines”) after
soliciting statewide stakeholder feedback, consulting with experts in the fields of pain
management, addiction and mental health, and reviewing current literature, policy and
guidelines related to the safe prescribing and dispensing of opioids for pain. These
guidelines updated the 2014 Policy for Prescribing and Dispensing Opioids to both harmonize
the guidelines with current policies and to provide Colorado prescribers and dispensers with
current, evidence-based guidance with best practices including regularly checking the
PDMP, risk assessment, assessing pain and function, considering opioid alternatives, patient
education and treatment agreements, collaboration with members of a patient’s healthcare
team, establishing a strategy for reducing or discontinuing opioids, identifying aberrant
drug-related behavior and referral for treatment of opioid use disorder.

In 2018, the PDMP initiated Prescriber Scorecards. These individual scorecards are sent to
eligible prescribers and provide information such as prescription volume data, PDMP usage,
morphine milligram equivalent (MME) dosing information, and assessments comparing an
individual’s prescribing history to others within the same specialty to assist prescribers in
making more informed prescribing decisions.

In 2018, Senate Bill 18-022 (SB 18-022) limited a prescriber from prescribing more than a

seven-day supply of an opioid to a patient who has not had an opioid prescription in the last
twelve months by that prescriber, with certain exceptions. The law also restricted a second
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fill to a seven-day limit with a requirement that prescribers query the PDMP prior to
prescribing a second seven-day fill.

In 2019, Senate Bill 19-228 (SB 19-228) expanded PDMP access to Colorado medical
examiners and elected coroners for patients whose death occurred under unusual,
suspicious, or unnatural circumstances and are the subject of an autopsy, and mandated
opioid prescribers to complete up to four credit hours of training per licensing cycle in order
to demonstrate competency regarding: best practices for opioid prescribing, recognition of
substance use disorders, referral of patients with substance use disorders for treatment,
and the use of the PDMP.

In 2019, CDPHE was awarded the CDC Overdose Data to Action (OD2A) grant. CDPHE and
DORA entered into an inter-agency agreement with funding from the OD2A grant. This inter-
agency agreement is funding a Program Analyst position at DORA for the PDMP as well as
funding to make improvements to the Colorado PDMP. The three-year OD2A grant was
extended for a fourth year in 2021, ensuring continued funding through August 2023.

In 2019, DORA was awarded a second grant from BJA. DORA contracted with the University
of Colorado as a grant subrecipient and researcher and is using the funding to systematically
investigate the impact of mandated PDMP use, automated PDMP screening, and adding high
risk clinical features to PDMP screening, measuring the effects of each modification in all
care settings and hospitals used in the research.

In 2019, the Office of eHealth Innovation (OeHI) formed a new strategic policy subgroup
that reports to the Consortium PDMP Task Force (PDMP Task Force) to advance statewide
PDMP integration planning and implementation and to ensure alignment between various
state agencies. This subgroup, comprised of representatives of the Department of Health
Care Policy and Financing (HCPF), CDPHE, Office of Information Technology (OIT), DORA
and OeHl, was focused on formulating recommendations involving funding, policy,
governance, data sharing, research, and the future state of the PDMP technical architecture
to advance PDMP integrations statewide.

In 2020, the Division and CDPHE reimbursed PDMP integration costs for healthcare
organizations through the award of mini grants via a Request for Applications (RFA)
procurement process leveraging Overdose Data to Action grant funding from the Centers for
Disease Control and Prevention (CDC).

In 2020, OeHI and HCPF received funding from The Centers for Medicare and Medicaid
Services (CMS) to implement the requirements of the Substance Use-Disorder Prevention
that Promotes Opioid Recovery and Treatment for Patients and Communities Act of 2018
(SUPPORT Act)83 to expand integrated PDMP access for Medicaid providers.

In 2021, Senate Bill 21-098 (SB 21-098) reauthorized the Colorado PDMP until September 1,
2028. The bill authorized the Board of Pharmacy to adopt rules to require reporting of

22



certain non-controlled drugs with the potential for abuse to the Colorado PDMP and to adopt
rules for a retention schedule for PDMP data. The Colorado State Board of Pharmacy
considered this authority and after thorough review, discussion and receipt of stakeholder
feedback, decided it was not necessary or beneficial for the PDMP to collect this
information.

In 2021, House Bill 21-1276 (HB 21-1276) required the Division to enable the RxCheck data
sharing hub for integrating the PDMP into the electronic medical records of practitioners
and health systems within the state by December 1, 2021. This bill also allowed medical
examiners and coroners to query the PDMP for individuals who are the subject of a death
investigation. Also, within the PDMP statute, this bill required practitioners to query the
PDMP before prescribing any opioid or benzodiazepine, subject to certain exceptions.
However, this bill resulted in conflicts regarding the statutory requirement of when to query
the PDMP in 12-30-109(1)(b), C.R.S. versus 12- 280-404(4), C.R.S. leaving PDMP query
requirements unclear.

In 2021, DORA began work on building out the requirements for the next PDMP RFP as the
current vendor’s contract was nearing expiration. In tandem with this effort, the Division
led a market research effort to collect feedback from various private and government
stakeholders, through individual and large stakeholder meetings regarding the PDMP RFP
requirements. In 2022, the Division selected Bamboo Health (previously named Appriss, Inc.)
to continue as the PDMP vendor.

In December 2021, the Division enabled RxCheck for in-state PDMP integrations with
electronic health records.

In 2022, Senate Bill 22-027 (SB 22-027) clarified that the statutory PDMP query requirement
enacted in HB 21-1276 applies to any opioid or benzodiazepine prescription, subject to
certain established exceptions. The bill also clarified that all DEA-licensed practitioners and
all pharmacists licensed in Colorado are required to register and maintain a user account
with the Colorado PDMP and requires the PDMP Task Force to evaluate and make
recommendations to the DORA Executive Director, after engaging in a stakeholder process,
regarding balancing the program as a health- care tool with the requirements of Title 12,
Article 280, C.R.S.

In 2022, House Bill 22-1115 (HB 22-1115) also clarified the statutory PDMP query
requirement enacted in HB 21-1276 applies to any opioid or benzodiazepine prescription,
subject to certain established exceptions. It also removed restrictions on the number of
delegate users that a practitioner or pharmacist may authorize to query the PDMP on the
supervising practitioner or pharmacist’s behalf. The bill also required the Division to
implement a process whereby practitioners and pharmacists may apply for and receive
reimbursement from the Division for all or a portion of the costs of integrating the PDMP
with electronic medical records.
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In 2023, House Bill 23-1072 (HB 23-1071) authorized the creation of a prescriptive authority
certificate to certain psychologists which authorizes the psychologist to prescribe
psychotropic medications. Psychologists with a prescriptive authority certificate will be
authorized to obtain a DEA license to prescribe psychotropic controlled substance
medications. These prescribing psychologists will be subject to the PDMP requirements
applicable to DEA-licensed practitioners.

In 2023, Senate Bill 23-144 (SB 23-144) clarified that practitioners are not subject to
disciplinary action for prescribing a dosage of an opioid above a morphine milligram
equivalent (MME) recommendation or threshold specified in state or federal opioid
prescribing guidelines or policies. It also prevented practitioners from being required to
taper a patient’s medication dosage solely to meet predetermined dosage recommendations
and prohibited pharmacies, health insurance carriers, pharmacy benefit managers, health-
care practices and clinics from having a policy that requires the practitioner to refuse to
prescribe, administer, fill, or dispense a prescription for an opioid solely because the
prescription exceeds a predetermined MME dosage recommendation or threshold.

In 2023, CDPHE was awarded the five-year CDC Overdose Data to Action in States (OD2A-S)
grant. CDPHE and DORA entered into an inter-agency agreement with funding from the
OD2A-S grant. This inter-agency agreement funds a Program Analyst position at DORA for
the PDMP, prescriber scorecards, maintenance costs for the RxCheck hub, and other tools
to enhance the PDMP.

In 2024, Senate Bill 24-047 (SB 24-047) authorized practitioners with prescriptive authority
who lack controlled substance prescriptive authority to access the PDMP, exempted
veterinarians from the PDMP use mandate, authorized the Department of Health Care Policy
and Finance to access the PDMP for the purposes of care coordination, utilization review,
and federally required reporting, and allowed medical directors or their delegates to access
the PDMP for any patient at a facility under the medical director’s supervision.

In 2024, House Bill 24-1045 (HB24-1045) amended the practice of pharmacy to include
prescriptive authority for any FDA-approved product indicated for opioid use disorder in
accordance with federal law, if authorized through a collaborative practice agreement. In
2025, the Colorado State Board of Pharmacy, in collaboration with the Colorado Medical
Board and the Colorado State Board of Nursing adopted a statewide protocol authorizing
qualified, Colorado-licensed pharmacists to provide pertinent assessment of patients with
opioid use disorder (OUD) and prescribe and dispense medications indicated for OUD for the
purposes of medication assisted treatment of OUD, in collaboration with other healthcare
practitioners pursuant to HB24-1045.
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