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SUMVARY

CSSB 74(FIN) am
VEDI CAl D REFORM TELEMEDI Cl NE; DRUG DATABASE

CSSB 74(FIN) am was HEARD and HELD in conmttee
for further consideration.

Co- Chair Thonpson di scussed the neeting agenda.

#sb74
CS FOR SENATE BILL NO. 74(FIN) am

"An  Act relating to diagnosis, t reat ment, and
prescription of drugs wthout a physical exam nation
by a physician; relating to the delivery of services
by a licensed professional counselor, nmarriage and
famly t her api st psychol ogi st psychol ogi ca

associ ate, and social worker by audio, video, or data
comuni cations; relating to the duties of the State
Medical Board; relating to limtations of actions;

establishing the Al aska Medical Assistance False Caim
and Reporting Act; relating to nedical assistance
prograns adm nistered by the Departnent of Health and
Social Services; relating to the controlled substance
prescription database; relating to the duties of the
Board of Pharmacy; relating to the duties of the
Depar t ment of Conmmer ce, Communi ty, and Econom c
Devel opnent ; relating to accounting for program
receipts; relating to public record status of records
related to the Al aska Medical Assistance False Caim
and Reporting Act; establishing a telenedicine
business registry; relating to conpetitive bidding for
medi cal assistance products and services; relating to
verification of eligibility for public assistance
prograns adm nistered by the Departnent of Health and
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Social Services; relating to annual audits of state
medi cal assistance providers; relating to reporting
over paynment s of medi cal assi st ance paynment s;
establishing authority to assess civil penalties for
vi ol ations of nedical assistance program requirenents;
relating to seizure and forfeiture of property for
medi cal assistance fraud; relating to the duties of
the Depart nment of Health and Soci al Ser vi ces;
est abl i shing medi cal assi stance denonstration
projects; relating to Alaska Pioneers' Honmes and
Al aska Veterans' Hones; relating to the duties of the
Departnment of Administration; relating to the Al aska
Mental Health Trust Authority; relating to feasibility
studies for the provision of specified state services;
anending Rules 4, 5, 7, 12, 24, 26, 27, 41, 77, 79,
82, and 89, Alaska Rules of GCvil Procedure, and Rule
37, Alaska Rules of Crimnal Procedure; and providing
for an effective date.”

1: 33: 07 PM

Co- Chair Thonpson relayed that the conmttee would begin
with the tel enedicine portion of the |egislation.

STEWART FERGUSON, CHI EF TECHNOLOGY OFFI CER, ALASKA NATI VE
TRI BAL HEALTH CONSORTI UM (ANTHC), addressed a Power Point
presentation titled "Better Care. Lower Costs. Inpacts and
Qutcones of Telehealth in Alaska" (copy on file). He
communi cated that ANTHC had been operating a telehealth
system in Alaska for alnost two decades. He planned to
speak to outcones from about 250,000 telehealth cases. He
clarified that ANTHC wused the terns telehealth and
tel emedicine interchangeably (slide 2). The Anerican
Tel enedi cine Association (the largest body in the world
dedi cated to tel enedicine) treated the words as synonynous;
the ternms referred to the use of teleconmunications to
exchange information that could be done through nedical
records, audio, video, or a conbination of the two in order
to care for patients.

M. Fer guson hi ghl i ght ed t he di fferent t ypes of
tel enedi cine. The nost comon type of telenedicine in the
Lower 48 was vi deo-t el econf erenci ng or synchr onous
tel emedicine where the patient and provider were both
participating at the sane time from different |ocations.
When ANTHC began building telenedicine in the late 1990s it
did not have t he bandw dt h to support live
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vi deoconferencing so it had begun building its system based
on store-and-forward technology, which involved capturing
data and sending it. The system captured images, heart and
| ung sounds, pressure-wave forns of the ear, and other. He
beli eved ANTHC was currently one of the world s |eading
authorities on the specific technology; it used the system
for about 40,000 to 50,000 cases per year. Hone telehealth
was the third type of telenedicine. The system was not
comonly used in Alaska, but he believed it should be
considered. The system tried to care for chronically ill
patients in their honme setting by nonitoring weight,
gl ucose, blood pressure, and other. He turned to slide 4
and discussed that telenmedicine was extrenely preval ent
t hroughout the U S. and worldw de. The side included a
chart showing that in 2011 there had been over 200 networks
t hroughout the U S. - of which the Alaska Federal Health
Care Access Network (AFHCAN) was one - wth alnost 4,000
service sites; at that tinme over half the U'S. hospitals
used telenedicine, which was currently a standard of care
delivery throughout North Anmerica.

1: 36: 00 PM

M. Ferguson relayed that his presentation would address
the evidence gained, primarily in the Alaska Tribal Health
System (slide 5). He shared that he worked for ANTHC, which
co-managed the Alaska Native Medical Center (the |argest
Native hospital in the US. ) with Southcentral Foundation
to provide primary care services. The tribal health system
al so had six regional hospitals (including Munt Edgecunbe
Hospital in Sitka); nulti-physician health centers; sub-
regional centers staffed by nurses, physician assistants,
and in some cases doctors; and the "bread and butter" of
providing care was the wuse of village clinics in very
renmote settings where community health aides delivered
care. Alaska's tribal health system had been designed to
serve all of the facilities, to work in renote settings,
and to neet primary care needs. He turned to slide 6 and
shared that in FY 15 the system had about 43,000 cases

1,500 providers, and 26,000 patients. He highlighted that
26,000 patients represented about 18 percent of the Al aska
Native population. He did not believe another system
existed anywhere in the world where 18 percent of its
patients were involved in telehealth on an annual basis.
The 43,000 <cases represented about 3 percent of all
outpatient encounters in the tribal health system He
believed a person would be hard pressed to find any other
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heal thcare system wth that Ilevel of penetration. He
relayed that growmh could increase significantly, but the
current system was well utilized throughout the entire
tribal health system Slide 6 included the systenis store-
and-forward data representing how often the system captured
and sent dat a.

M. Ferguson turned to slide 7 and spoke to specialty
healthcare clinics available by video teleconference. He
shared that the system had a growing use of video-
t el econf erenci ng, primarily because it now had the
necessary bandwi dth out to nost village clinics through the
expansion efforts of a nunber of t el ecomruni cati on
carriers. The slide provided a list of various specialty
clinics offered by the Alaska Native Mdical Center. He
poi nted out that telenedicine offered by the center was not
strictly contained within Alaska's borders. He detailed
there were nmany areas where specialists were not available
in Alaska. For exanple, in adolescent nedicine many
pediatric specialists were located in the Lower 48 (sone at
Seattle Children's Hospital). The center tried to screen
wonen at a high risk of developing breast cancer and
conducted regular telehealth consultations between the
patients and the Mayo Cinic in Rochester, M nnesota. One
of the beauties of telehealth was the ability to bring
provi ders and patients together independent of distance.

1: 38: 54 PM

M. Ferguson shared that one of the benefits of having
devel oped the system in Alaska was a built-in evaluation
conponent. He detailed that every tine soneone did a
telenedicine case in Alaska, the center asked questions
about whether the service inproved the quality of care,
educated the patient, made the provider's job nore fun,
etcetera. Slide 8 included two questions comunity health
aides were asked in the village: whether telenedicine
improved the quality of care and whether it inproved
patient satisfaction. He relayed that three-quarters of the
al nrost 12,000 responses showed that telenedicine had
improved the quality of care and about two-thirds of the
time they believed it inproved patient satisfaction. He
drew the commttee's attention to two images on the slide

the lower left 1imge showed a cochlear inplant. He
specified that a higher percentage of babies were born deaf
in the tribal health system conpared to the genera

popul ation. He elaborated that traditionally the patients
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could either remain deaf or travel to the Lower 48 for a
cochlear inplant and remain in the Lower 48 for about 12
mont hs of intensive speech therapy. However, telehealth had
enabl ed the cochlear inplants to be done in Anchorage, the
patient could return to their home, and all of the speech
therapy was conducted by telehealth. He stressed that the
system could now do things that had never been possible
bef ore.

M. Ferguson pointed to the image of a diabetic retina
shown on the lower right of slide 8. He detailed that
di abetic patients could start to have problens with the
m crovascul ature of the blood vessels in the retina; when
those vessels started to bleed or clog it caused blindness.
However, the affliction was easily treatable if diagnosed.
Several years back the center had done a pilot study where
it sent the equipnment out to the villages and screened all
the diabetics it could find. The three-nonth effort had
reversed a seven-year decline in the percent of annual eye
exans for diabetics. Additionally, 100 of the 300 patients
screened had needed follow up and care - they had been on a
path to blindness. Telehealth allowed ANTHC to take care
out to the patients and enabled patients to remain in their
homes. He addressed that tel ehealth saved noney, primrily
in patient travel (slide 9). They estimated that nost of
the tinme if travel was saved it was only saved to the
nearest regional hospital (not necessarily to Anchorage)
and that not all cases prevented travel; however, ANTHC
estimated that annually about $10 mllion was saved per
year in patient travel. He underscored that for every $1.00
rei nbursed for Medicaid about $10 to $11 was saved in
patient travel.

1: 41: 43 PM

M. Ferguson addressed inproving patient access to care on
slide 10. He explained that it was very difficult to
nmeasure access and inprovenents to access in a healthcare
system He relayed that Dr. Phil Hofstetter based out of
None had |ooked at the nunber of new referrals to
specialists between 1991 and 2007; he had discovered that
prior to telenedicine for a span of about 11 years, 47
percent of the patients waited 5 nonths or nore to see a
doctor in person. Once tel enedicine began to be utilized to
screen the patients to decide who needed to be flown to
Anchorage and who could wait, the nunmber had dropped to 8
percent and 3 years later it dropped to 3 percent. The
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t akeaways were that telenedicine enabled patient screening
to make decisions and get patients to care faster and that
the inpact of telehealth did not happen imediately. He
el aborated that it had taken 3 years for the nunber to drop
from 8 percent to 3 percent; sone of the things required
process change. He noved to slide 11 titled "ANMC
Turnaround Time" and shared that telehealth also helped
improve how long it took for a patient to get a specialty
consult. He detailed that the nedical center currently
turned around 25 percent of the health consults in 60
mnutes or less. He explained a parent living in a renote
village there was a 1 in 4 chance of having a specialty
consult and treatnment plan before leaving the village
clinic. He explained it was a better level of care and
hi gher turnaround than a person could get if they lived in
Anchorage and went to their famly physician or
pediatrician. Additionally, about two-thirds of the cases
were turned around in one day.

M. Ferguson addressed the bigger picture of telehealth and
how it related to the changing world of healthcare (slide
12). The healthcare world was noving away from fees based
on procedures to a performance and quality based paynent
structure; therefore, it was necessary to think about how
to change the delivery of care. He detailed that the vast
majority of the center's patients were low risk (care could
be provided when a person was sick and then they left the
system). H gh risk patients were at the other end of the
pyram d (patients with conplex diseases and conorbidities)
and constituted 5 percent of the center's patients; the
group accounted for a low percentage of the center's
patients, but consuned a significant percentage of its
costs. He continued that the center had known for years
that one of the ways to treat the patients was to shift to
care managenent nodels to care for the patients. He
guaranteed increased care nmanagenent was necessary if the
desire was to nmanage the expense of patients and to keep
t hem heal t hi er.

M. Ferguson detailed that the center had conducted a pil ot
study several nonths back where it tried to bring all of
the people involved in caring for its patients in tw of
the nost renote villages into a video session to determ ne
whet her good care managenent could be done over telehealth
(slide 13). He elaborated that the center worked wth
patients in Ganbell and Savoonga out on St. Law ence
Island; the |ocations had been selected because Norton
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Sound Health Corporation based out of Nome was heavily
focused on a patient-centered nedical honme nodel with the
goal of keeping patients in the village. The trouble was
the case nmnagers were typically in None and not in the
villages and the case managers for the specialists were in
Anchorage. The only way to inplenent the nodel was through
the use of telecomunications. He expounded that the center
had conducted a three-way virtual field clinic with a case
manager in None and Anchorage, a specialist in Anchorage
and the patients in Ganbell and Savoonga. The center
believed it was one of the ways it could help to nanage the
nor e expensi ve patients.

1:45: 31 PM

M . Ferguson stated the bottom I|ine was the fact
telenedicine enabled the center to deliver care to the
patients in their hones. Additionally, the center could
start trying to predict the trajectory of its patients and
to use telehealth to nmanage them before they necessarily
enter the system The center had done a study several years
back where it had |ooked at infants who were the nost
expensi ve and vul nerabl e Medi caid population (slide 14). He
el aborated that they were typically infants who had entered
a neonatal intensive care unit (NICU. He pointed to a
chart on slide 14 and relayed that npost of these children
woul d cost between $40,000 and $80,000 in the first year of
their Ilives. He <continued that the infants would be
returned to a village clinic with no specialists, doctors,
and potentially no nurses. He furthered that if an infant
went into a NNICU with a diagnosis of respiratory disease,
congenital anonmalies, or both, they were alnbst guaranteed
to be an expensive patient for several years to cone. The
center proposed wapping a "whole unbrella of telehealth

services around these children.” The mnute the infants
were discharged from the NCU there were pediatric
specialists willing to be involved and case nmnhagers to

support them He explained that parents suddenly had access
to resources throughout Al aska and the Lower 48. The center
estimated the nodel could save about 37 percent of the
overall patient cost through fewer energency departnent
visits, fewer hospitalizations, and other. He explained
that telehealth could provide day-to-day care for the
center's patients and it could be part of a nuch nore
conplex, solution focused way to take care of patients
t hrough proper anal yti cs.
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1:47:26 PM

Vice-Chair Saddler asked for the termnology for an in-
person consultation. M. Ferguson replied that it was "in
person."

Vice-Chair Saddler had heard from providers that while
tel enedi cine allowed inproved access, there were chall enges
with the non-standard charting. He explained providers
received chart notes and could not interpret them He asked
if there were chart note standards.

M. Ferguson replied that one of the challenges in
tel ehealth had al ways been to nmake sure to have a conplete
patient record in front of the renpte site. The center was
addressing the issue in a couple of ways. He explained that
the tribal health system was noving to a shared el ectronic
health record, which did help. He elaborated that when the
center wutilized telehealth, especially store-and-forward,
it trained the providers to put the relevant information
into the telehealth consult to send to the provider. The
center was currently in the process of integrating
tel ehealth back into the electronic health records so
things were appropriately logged and charted within the
patient's chart.

Vice-Chair Saddler asked if the |evel of care was
qualitatively the same for telehealth versus in person. M.
Ferguson believed center clinicians would say the |evel of
care was as good or better [via telehealth]. The trick was
to avoid doing things that were not possible through
telehealth. He elaborated that the center's providers were
trained to immediately suggest a patient be seen in person
if the provider could not treat the patient, recognize what
they were | ooking at, or could not care for the patient.

Vice-Chair Saddler asked what could not be done by
t el emedi ci ne.

M. Ferguson answered that services provided via telehealth
were broad. He explained that procedures requiring skills
to touch a patient could not be done via telehealth. There
were certain things where perhaps the appropriate data
could not be captured. For exanple, if a provider was
testing heart and lung sounds and could not hear exactly
what they needed, it would require an in person visit. He
rel ayed that ANTHC had done a study for the Indian Health
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Service (IHS) about five years earlier where it had
addressed the percentage of healthcare that could be done
t hrough telehealth and what percentage could not. As part
of the study ANTHC had interviewed about 10 different
speci alists including dermatol ogi sts and cardi ol ogi sts. The
general answer had been that it varied from about 10 to 80
percent depending on the specialty. He elaborated that a
high percentage of dermatology could be done through
i mgery, whereas things |ike behavioral and nmental health
required |ive video.

Vice-Chair Saddler asked if the practice of telenedicine
had been hindered by technological limtations (i.e. end-
user equi pnent or broadband access between the provider and
tel eheal th consult) in Al aska.

M. Ferguson answered that about 12 to 15 years ago
bandwi dt h had not been sufficient, but it was no |longer a
chal l enge. He detailed that although about half the sites
were on satellite, which introduced a delay, it was not
really a hindrance to tel ehealth at present.

1:51:02 PM

Representative Guttenberg quoted from a speech given by the
Feder al Communi cat i ons Conmm ssi on (FCO Comm ssi oner
Jessica Rosenworcel to the Anerican Tel ephone Associ ation
several years earlier "In Al aska, under the |eadership of
Dr. Stewart Ferguson, | saw how village clinics well beyond

the last road mle, so renote that they can only be
assessed by tel ephone, can neverthel ess provide first-class
care using a mx of broadband and store forward
technol ogy.” He thanked Dr. Ferguson for his work at the
forefront of delivering telehealth services. He was
i nvolved in broadband issues because he lived in Fairbanks
and did not have the service; everything was buffered. He
referred to healthcare pilot program charts done a few
years earlier by the FCC and a presentation provided by FCC

Chairman Kevin Martin. He referenced dots on the
presentation representing villages across Alaska. He was
astounded all of the places across Al aska had broadband

capabilities for telenedicine. He added that he was
del i ghted, but astounded. He had been in villages where all
of the kids and the village council were huddl ed around the
library taking broadband off the routers because the
service was not available elsewhere or it was very
expensive. He asked if the clinics had dedi cated broadband
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accessibilities that was only available to rural health
clinics as part of the pilot program He asked about costs
that were exorbitant many places in Al aska. He noted that
costs were driven down by e-rate in sonme places. He stated
that for nedicine, regardless of the <costs, my be
efficiencies. He asked if they were factors or whether the
program was so far along they were integrated into a
success.

M. Ferguson answered that the clinics depended heavily on
the Universal Services Fund (USF) for access to bandw dth.
He explained that the fund was a federally subsidized
program (paid for with funds brought in from tel ephone bill
tax), which enabled rural healthcare facilities (village
clinics and sub-regional hospitals in Alaska) to buy
bandwidth at no nore than the <cost in +the nearest
muni cipality or <city of 50,000 (i.e. Anchorage). For
exanpl e, connectivity could be bought from Savoonga into
Anchorage or Nome for the same cost he woul d personally pay
to get fromhis hospital across to Providence in Anchorage.
He relayed that a T1 satellite link of 1.5 negabits per
second ran about $8,000 per nonth; in Anchorage the cost
was $180 per nonth. He explained that it meant the clinic
in Savoonga would pay $180 per nonth and USF would cover
the remaining cost of the $8,000. He elaborated that
because of the high cost of satellite in Alaska, the state
consuned about 60 percent of the entire national subsidy
for USF. Most of the tribal systemis village clinics had
between two and four Tls, which gave them enough bandw dth
to do multiple videoconferencing sessions, el ectronic
health records, store-and-forward, phone and fax, and
other. He continued that the electronic capability was due
to USF. He added that he nmet with the FCC whenever it cane
to Alaska due to the critical inportance of continuing the
program w thout the programthe tribal health system could
not afford the connectivity.

1: 56: 16 PM

Representative GQuttenberg believed he had part of a plan in
place [related to bandw dth], but he noted it was a subject

for a different time. He stated that the bill included very
little di al ogue about doi ng reports on br oadband
availability. He asked if the bill needed to include

| anguage specifying that telenedicine prograns were
eligible for USF. Alternatively, he asked if the prograns
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were already eligible for the funds wunder the rural
heal t hcare prograns.

M. Ferguson answered that alnost all rural healthcare
facilities (e.g. doctor offices, public health, and other)
were eligible to apply for USF. He did not believe it was
necessary for the state to take any action.

Representative Edgnon remarked that SB 74 was an omni bus

reform bill for healthcare, which devoted a nunber of
sections to telehealth and attenpted to facilitate
increased telehealth opportunities in primary care,

behavi oral health, and urgent care. He asked whether one of
the areas my be a priority in terns of expanded
opportunities.

M. Ferguson replied that he could not prioritize the
areas, which were all huge for Al aska. The state did not do
anywhere near the anount of behavioral and nental health
services it could be providing to patients in Alaska. He
stressed the tremendous need and relayed that the services
were one of the easiest to provide via telehealth. He
detailed that nost telehealth programs in the Lower 48
started with tele-nmental health and tel e-behavioral health;
therefore it was easily done - the infrastructure and
bandwi dth were avail abl e. He believed looking for
opportunities to expand the area was great. He specified
that the death by trauma rate had been 5 tines the national
average in Alaska. He continued that the state had
i ncredi bl e enmergent energency departnment needs throughout;
therefore, the ability to connect wth soneone via
telehealth to determ ne whether a patient needed to be
flown to a hospital or stabilized was potentially huge for
the state. He noted that ANTHC had started sone pilot
progranms, which had been very successful. He remarked that
the system did a significant anmount of primary care
tel ehealth, but he did not believe it was utilized at the
| evel it could be. Addi tionally, he believed care
managenent was the secret to helping nmanage costs going
forward and tel ehealth was a substantial part of that.

Representative Edgnmon relayed that he had spoken wth
Robert Cark at the Bristol Bay Area Health Corporation
(BBAHC) who had communi cated that the Bristol Bay Hospita
did a significant amount of behavioral health services [via
telehealth]. He asked if M. Ferguson believed the bill
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went far enough to aid what ANTHC and other regional
providers were attenpting to do with tel ehealth.

M. Ferguson believed from a telehealth perspective the
bill was pretty nmuch right on. One of the challenges was
determ ning what the system wanted to do with tel ehealth;
the service did not merely happen on its own. He believed
the state and tribal health system needed to determ ne
where to put the focus and how to do it. He understood that
part of the legislation was to work on that |[|evel of
pl anning. He believed the bill focused on the areas of need
and the obvious areas of opportunity. He did not believe
ANTHC or he personally, would be asking for anything in

addition to the current bill |anguage.
2:01: 44 PM
Representative Edgnon asked if the bill would open up

opportunities for accessing providers residing out of
state. He wondered if the opportunities would be hugely
significant or a good conpliment to «current services
offered to patients. He referred to M. Ferguson's earlier
testinmony that the mmjority of the tribal health systems
patients fell into the lower risk category.

M. Ferguson replied that there were different kinds of
tel eheal th. Tel ehealth provided by sone other conpani es was
a direct to consuner service, which he believed had val ue.
He believed the conmittee would hear from the conpany
Tel adoc later in the neeting. He elaborated that there were
pl enty of consunmers who would like to have the ability to
talk to a doctor at night. The telehealth offered by the
tribal health system was primarily provider to provider or
care managenent and often tines involved conplex cases. The
system made every effort to ensure it was fully integrated
into the electronic health record, which was an inportant
pi ece of what the system did. There was room for all of the
various types of telehealth services, which were not all
the sanme. He relayed that no matter what kind of telehealth
an entity used, there was a growing need to reach outside
the state's borders. He detailed that many pediatric
specialists sinply did not exist in Alaska - many had noved
out of Al aska based on changes that occurred at Providence
Hospital and other places. Efforts were always underway to
make it work; therefore, anything to help with the effort
was beneficial.
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2:03:35 PM

Representative Gara expressed appreciation M. Ferguson's
wor k. He understood what the bill did in terms of naking it
nore permssive to do telehealth for behavioral health
treatnent, but he was unsure how the bill expanded the
ability for nore telehealth services. He observed that the
tribal health system was already offering a substantial
anount of services. Apart from the behavioral health area,
he wondered what else the bill was doing to expand
tel eheal th outside of the behavioral health services.

M. Ferguson answered that the  bill i ncluded sone
provisions to support new nodels working directly with IHS
and tribal facilities to expand telehealth. One of the
chal l enges was in aligning the paynent nodel with the cost
of providing telehealth. He detailed that sonetines
telehealth cost nore than traditional healthcare, but it
becane beneficial when factoring in noney saved on trave
and identifying disease earlier. Part of what the bil
offered was the conversation with the state to consider
what else could be done and how to nodel the associated
costs.

Vice-Chair Saddler asked if other states had the sane
requirenent as Alaska that telehealth providers nmust be
licensed in the sane state as the patients resided.

M. Ferguson replied that it varied across the U S. For
exanpl e, Mnnesota specified that a licensed provider wth
good standing in any state could provide care to
M nnesot ans, whereas New Mexico required a $10 separate
license to provide telehealth, which was easily attainable.
The Anerican Tel emedi cine Association identified the issue
as one of the greatest barriers to tel enedicine because it
made it hard for physicians to know what they needed in
different states.

Vi ce-Chair Saddl er asked if there was any pl ace
t el enedi ci ne had expanded too far and it had been necessary
to pull back from sonmething not working as anticipated. M.
Ferguson was not aware of any. He stated that in his
experience of running and building a couple of different
progr ans, he had observed the opposite problem He
el aborated that it took significant effort to build the
prograns and many tinmes it was necessary to continue work
on the program to keep it going; therefore, prograns did
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not typically get to a point where they ran anok. He added
that he was not aware of any other prograns that had.

2:07:17 PM

Representative Quttenberg highlighted that several vyears
earlier a broadband taskforce had determ ned the standard
for the state should be 100 nmegabits, which was clearly not
the case. He noted the standard speed had been |lowered to
10 megabits. He was concerned about chasing the technol ogy
and reasoned it would not be possible to run a programon a
10-year-old conputer. He asked if the tel enedicine
community was planning for future capabilities. He reasoned
that a program in the devel opnent phase nmay not run on a
conputer in a rural area. He detailed that programs woul d
be pushing technology due to increasing capabilities. He
wondered if there was a planning group observing the
situation. He asked how the interconnectivity worked wth
soneone in a rural commnity interacting with a doctor in
Anchorage who needed a specialist in another state. He
asked if the capability existed.

M. Ferguson agreed that the technology was changing at a
rapid rate, which inpacted telenedicine in a nunber of
ways. There were a nunber of |ower cost, high performng
devices, which made it necessary for the tribal health
system to do the appropriate level of testing to determ ne
whet her they were good enough for clinicians to use. Sone
of the devices available were not diagnostic quality - the
itens my be sufficient for a quick inmage, but not
sonething a specialist could use. He relayed that Al aska
had the world' s only National Tel eheal th  Technol ogy
Assessment Center, which had been federally funded and in
operation for about six years. He elaborated that the
center assessed about six different technologies on an
annual basis (e.g. st et hoscopes, ot her scopes, and
etcetera). The challenge was to |locate funding or work with
organi zations to pay to put the technologies out into the
field, but it was done with the ANTHC s tribal partners.
Additionally, they were |looking at sone nobile devices
avai |l abl e. He detailed that the systenmis telehealth
pl atform had gone from conputer-based to |Pad, |Phone, and
Android - providers used the tools when doing consults. He
el aborated that the system did videoconferencing on |Phones
out to village sites. He shared that in the past the system
had used an otoscope to take a still inage, but it could
now beam the image live to the doctor. The system m xed
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store-and-forward and |ive telehealth capabilities. He
spoke to involving other providers and relayed that the
system had gone to a desktop videoconferencing solution
called Vidyo. He detailed that the system liked the
service, which enabled people to join a secure room other
clinicians could be invited and it enabled the sharing of
i mges and |live feeds from nedi cal devices.

2:11: 08 PM

Representati ve Edgnon asked about fiber optic cable. He
referred to an article about the conpany Quintillion
breaking ground in None. He believed there was future
prospect of fiber optic cable paralleling the outer coast
of Alaska to get services out to the Aleutians, the North
Sl ope, and higher services to Kodiak. He remarked on the
significant difference between fiber optic cable service
and the traditional TERRA Southwest service provided in
Sout hwest Al aska. He noted Southwest Alaska was very
grateful for the TERRA Sout hwest service provided through
&Cl. He asked about ways the services could be further
expanded once the fiber optic cable was nore fully in
pl ace.

M. Ferguson answered that fiber allowed a transition from
satellite to terrestrial, which significantly decreased
delays. Additionally it provided nuch bigger bandw dth,
whi ch was the biggest issue. The nost significant inpact of
the Quintillion fiber wuld be to bring terrestrial
connectivity to the villages along the North Slope
(especially to Barrow where the tribal health center had a
regional hospital). Once Barrow was off of satellite the
hospital would have the ability to access an electronic
health record shared in Kansas Cty, which was not possible
over satellite (he noted it was possible at a clinic, but
not at a hospital). The increased service would enable the
tribal health facilities to all be on one nmedical record
and hi gher bandw dth videoconferencing would be possible.
He remarked that the upgrade would change everything for
the renote villages. He believed once TERRA reached None,
D | lingham and Kotzebue it huge inpact on heal thcare. When
TERRA had reached the villages the tribal health system had
put Nome on the same electronic health record and the
system had increased tribal health in the areas.

2:13: 23 PM
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Co- Chair Neuman believed the npst recent cost estinmates of
expanding fiber optics statewide was over $2 billion. He
asked if the amount was accurate. M. Ferguson answered
that he did not know the cost, but it would be huge.

Co- Chair Neuman remarked on M. Ferguson's testinony about
many of the wonderful capabilities of telenedicine. He had
not received information specifying opportunities available
for Southwestern Alaska wth specific internet services or
the connectivity that could be wused regionally. He
understood that technology changed daily. He wondered if
there was a way to get a better idea of what could be used
and what could not be used throughout the state. He asked
about technol ogy available in Al aska.

M. Ferguson replied that the tribal health system tracked
what the current connectivity was to its 200-plus sites. As
a general rule, the system did not find that the delays
introduced by satellite prohibited it sufficiently from
utilizing telenedicine. The largest issue was how nuch
bandwi dth the villages had (even over a satellite link).
Most of the systemis sites had sufficient bandw dth; the

system was not linmted to providing the services it wanted
to provi de rel ated to st or e- and- f orwar d, live
vi deoconf er enci ng, el ectronic heal th records, and

integrating the villages into its other services provided.
He added that the tribal health system even utilized tele-
pharmacy to dispense nedications at renbte sites. The
tribal health system was al nbst past the point of being
[imted by bandwdth or satellite. He relayed that
terrestrial connectivity did help for large facilities |ike
hospitals. He concluded that at present there was not a
kind of telehealth the system could not do because a place
was on satellite or | ower bandw dth.

2:16: 08 PM

Co- Chair Thonpson thanked M. Ferguson for the trenendous
work he did. He remarked how surprising the technol ogy
capabilities were at present.

REBECCA  MADI SON, EXECUTI VE DI RECTOR, ALASKA  E- HEALTH
NETWORK AND BOARD MEMBER, NORTHWEST TELEHEALTH (via
tel econference), spoke from prepared remarKks:

Thank you for inviting ne to address your conmttee
My name is Rebecca Midison. | am the Executive
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Director of the Al aska eHealth Network and am on the
Executive board of the Alaska Telenedicine and

Tel eheal t h Col | abor ati ve. Bot h are non- profit
organi zati ons dedi cated to decreasing healthcare costs
t hrough effective use of technologies. | also served

as chairman of the Alaska Federal Healthcare Access
Network  for 9 years as that group devel oped
tel enedi cine technology for the Alaska Native health
system

| would I|ike to speak to the strong need for
tel enedi cine, prescription drug nonitoring, and health
i nformati on exchange as they apply to Medicaid Reform
starting with sonme real world exanples from other
st at es.

e Mssissippi inplemented a hone based tel emedicine
program directed at diabetes and other chronic
condi ti ons. The program saved M ssi ssi ppi
Medicaid $189 million in its first year and was
so successful that Texas has begun inpl enmentation
of the same programin Austin.

e Maine showed a cost savings of $2 million dollars
in one 60 day period for 162 patients by using
tel emedicine for patient follow up, thus reducing
hospi tal re-adm ssions.

* New Mexico inplenmented a hospital-level care
program in patient hones. Patients showed
conparable or better clinical outcones and the
program achi eved savi ngs of 19 percent over costs

for simlar i n-patients. Cost savi ngs cane
through less time in the hospital and fewer tests
per f or med.

e A study in Mchigan showed a 59 percent and 67
percent reduction in CT scans and chest x-rays

respectively, when provi ders used heal t h
i nformati on exchange services to review radiol ogy
results.

2:18: 38 PM

Ms. Madi son continued to read from prepared remarKks:
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And savings aren’t just to Medicaid. Departnents of
Justice and Corrections also have shown significant
savi ngs:

e The University of Texas Medical Branch conducted
over 250,000 telenedicine consultations wth
prison inmates at a net savings to taxpayers of
$780 mllion dollars.

e The Colorado Departnent of Corrections reported
savings of $450 per telenedicine intervention,
about $100,000 per vyear through transportation
and security cost reductions.

In our own state of Al aska, Providence Health and
Services provides elCU services to Critical Access
Hospitals statew de keeping patients and famlies in
their communiti es.

You also heard from Stewart Ferguson on the Tribal
Health system travel savings and the inpact on wait
times.

SCL Health, a private corporation wth services in
Mont ana, Colorado and Kansas saw a conbined savings
across all payors of $226.7 nmillion by inplenmenting
clinician to clinician specialty consults, clinician
to patient virtual visits and consunmer nobile self-
tracki ng services.

Tel enedi cine, opioid nonitoring and health information
exchange wthout a doubt are definitely becom ng
mai nstream and are no |onger specialized projects.
One mpjor issue is that nmuch of this data was siloe'd
in the past and required providers to sign into many
different systenms to get the information they needed.
This silo’ing of data systens neans that rmany
providers don’t wuse the systens because they don't
have time or know edge to search through nultiple
dat abases for all the patient data they need.

In Alaska, we can now | everage the health information
exchange infrastructure to provide a single point of
entry into health data from many systens - from
el ectronic health records, to tel enedicine systens, to
drug databases and a host of other services. This
single point of entry can further streaniine and
produce savings to both Medicaid and providers
st atew de.
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2:20: 58 PM

Ms. Madi son continued to address a witten statenent:

Cost savings are acconplished through healthier
patients. By putting data in the hands of providers
and, yes, also in the hands of patients, we can ensure
a healthier population. It takes a team of payers,
provi ders and patients to | ower healthcare costs.

O course, there is also a significant inpact on
patients and patient care, particularly those patients
with chronic conditions, which we could also discuss

at length. But in |light of our current fisca
situation, | felt it is inportant today to stress the
financi al I npact whi ch coor di nat ed access to
telehealth and other healthcare data has on the
heal thcare system in general and Medi cai d, in
particul ar. W  nust stem the rising cost of
heal thcare. W have the systens and the will to do so.

Medicaid reform can |everage these systens, in place
today, to give all Al askans an opportunity to receive
better care at a | ower cost.

2:22:12 PM

Co-Chair Neuman referred to M. Mdison's testinony about
the abilities of other states to use telenedicine, nuch of
whi ch he believed sounded wonderful. He asked how much of
the technol ogy was avail able in Al aska.

Ms. Madison replied that all of the technology could be
made avail able, there was no reason Al aska could not use
the same technologies as other states. Some nay be cost
prohi bitive because of the size and nunber of patients, but
a busi ness case could be done for those things.

Co-Chair Neunman asked if M. Madison believed Al aska was
doing everything possible in the telenedicine industry to
support and wutilize its current prograns. M. Madison
replied that she believed the state was doing all it could
to use its current prograns. However, she did not believe
everything possible was being done to reach the patients.
She believed it was inportant to include the patients in
t he heal thcare through their care nanagers.
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Co-Chair Neuman believed M. Mdison had testified that
Alaska had the ability to purchase the technology to
acquire sonme of the things other states were doing. He
asked for verification that Alaska currently did not have
the necessary technology. M. Madison answered that there
was sufficient technology in Alaska to do nuch of the work,
but there were sonme things that could not be done (e.g. the
state was not currently set wup for sone of the hone
telehealth prograns). She concluded that the state had
significant technology to provide nmany of the telehealth
servi ces.

Co- Chair Neuman requested an update from the Departnent of
Health and Social Services (DHSS) on tel enedicine services
currently provided. Additionally, he was interested in
services the state did not provide and whether they could
be of fered.

Co-Chair Thonpson noted his office would try to get the
i nformation from DHSS.

2:24: 52 PM

Vice-Chair Saddler referred to page 20 of M. WMadison's
presentation on Live Health Online (LHO, which nmade the
notation that the patient's copay was the sane for an LHO
visit as it would be for an in person visit [note: the
presentation referred to was provided by a presenter |ater
in the nmeeting]. He understood that the access was easier
timew se. He asked if there was a disincentive to using
telemedicine if the cost was the sanme. He asked if there
was any advantage to the patient if the cost was the sane.

V5. Madi son replied that she had provided several
references and was uncertain which docunent Vice-Chair

Saddl er was referring to. She stated that the bill began
the process to use the items to determine how to best
contain costs; it started the discussion for things I|ike

parity and what the cost of a telenedicine visit should be
versus the cost of an office visit. She believed the topic
was another discussion that needed to be |ooked at by
Medi caid and the current adm nistration.

Representative (Quttenberg referred to M. Madi son' s
testinony that Al aska was not doing enough to reach out to
the patients. He asked if she differentiated between rura
and urban on the issue. He believed the state had taken on
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rural healthcare first because it included the |[argest
savings. He remarked that in other comunities the savings
may not be nuch, but they may be considerable relatively
speaking. He asked her to be nore specific on her
st at enent .

Ms. Madison clarified that she had not neant the state did
not reach out. She explained that as providers there was
still not the direct patient in-the-honme connectivity that
woul d benefit the patients. For exanple, M ssissippi had
done a hone-based telenedicine program that had involved
screening every patient discharged from the hospital to
determ ne whether the patient should use telehealth from
honme. Subsequently, the patients on telehealth had been
nmonitored in their hones (e.g. if a person were at risk of
falling they would be nonitored by video and if a patient
was diabetic they wuld be nonitored wth equipnent
nmeasuring glucose and other various tests). She detailed
that nmonitoring the individuals at home had elimnated the
need for readm ssion and had brought many of the chronic
conditions under control because the patients had not
previously had sufficient interaction with providers. She
el aborated that rnuch nedical follow up could be done wth
nurses at a much | ower cost.

Co- Chair Thonpson clarified that the presentation currently
shown on a projector screen in the comrittee roomwas for a
| ater presenter.

2:29: 09 PM

DOCTOR HENRY DEPHILLIPS, CH EF MED CAL OFFI CER, TELADCC,
NASHVI LLE, TENNESSEE (via teleconference), relayed he had
been pleased to hear Dr. Ferguson's testinony. He |auded
Dr. Ferguson for doing a phenonenal job with a phenonenal
program He remarked that legislation the prior year (HB
281) had noved the State of Alaska forward significantly in
the world of telenedicine. He discussed that Teladoc had
worked with the Al aska State Medical Association (ASMA) on

HB 281 and in deference to ASMA, bill sponsors had
incorporated a provision requiring a physician rendering
telenedicine care be Ilicensed in Alaska and an Al aska

resident. He referred Dr. Ferguson's response to an earlier
guestion that licensing requirenents varied in the US. He
did not want to speak for Dr. Ferguson, but he believed the
doct or had pr obabl y been ref erenci ng t he f eder al
tel enedi cine prograns, which he believed the tribal health
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system was a part of (the Veterans Administration system
and many others were also a part of the federal system. At
the state level (i.e. private conpanies and people under
state governnent prograns) where the state |egislation and
regul ati ons apply t here was actual ly substanti al
uniformty. To do a telenedicine consultation in any state
a provider was required to have a license in that state. He
el aborated that only Al aska-licensed physicians in the
private sector and state governnent were allowed to do
t el emedi ci ne consultations for the citizens of Al aska.

2:31:41 PM

M. DePhillips returned to discussing HB 281 (from the
prior year) and the ASMA. He relayed that after the bil
had passed and Teladoc went to recruit positions to offer
tel emedicine services in Alaska, it had quickly discovered
that the supply and demand chall enge was nmuch nore acute
than it had thought. He continued it was very difficult to
ask doctors in Alaska to do additional work via telehealth
or other because they were already stressed to or beyond
capacity. Subsequently, a group (including Teladoc) had
come together in the current year to discuss renoving the
residency requirenent. He detailed that for decades the
Al aska State Medical Board responsible for credentialing
and licensing physicians to render services to Al askans had
been issuing licenses to physicians resident in Al aska as
well as physicians outside the state (primarily in the
State of Washington, but other states as well) to render
services to Alaskans. He highlighted his intent to speak to
the provision in SB 74 that renoved the in-state residency
requirenent to allow Al aska |icensed physicians (certified
by the state's nedical board) to render telenedicine and
ot her services to Al askans. He comuni cated that Al aska was
the only state with a residency requirenent encapsulated in
| egi sl ati on.

2:33:12 PM

M. DePhillips relayed that telenedicine had existed for a
bit and Teladoc had built its program around prinmary care
telemedicine for conmmon unconplicated nedical I ssues.
Tel adoc had been established in 2002 and was com ng up on
1.5 mllion e-visits across all 50 states. From a patient
safety standpoint, across the country for in person care
for about every 1 mllion visits there were 17 nedical
mal practice cases filed and carried through to conpletion
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where an award was nmde (the average award was $248, 000).

Tel adoc was approaching 1.5 mllion visits and had never
had a nedical nmalpractice go through to conpletion and
awarded, filed with its carrier, or litigated. He believed

the record was a reasonably good marker for patient safety.
From an oversight perspective, a conprehensive electronic
health record enbedded in a technology platform provided
the ability to do very intense quality oversight, which was
not available in a private practice brick and nortar
setting. Teladoc |ooked at the data including prescribing
patterns, appropriate prescribing, and other. He relayed
that the conpany did not allow any Drug Enforcenent Agency
(DEA) controlled substances or |Ilifestyle drugs in the
pr ogram The conpany's overall prescribing rate was
currently running at 77 percent of all consult requests;
the brick and nortar average as reported on the Center for
D sease Control (CDC) website was currently 82 percent. He
detailed that based on the conpany's volune, its overall
prescribing was statistically significantly below the
nati onal average.

M. DePhillips discussed the conprehensive electronic
health record shared between the patient and physician
prior to the visit, conpleted during the visit, and shared
with the patient's primary care physician after the visit.
He referred to a committee nmenber's earlier coment about
concern related to the quality of nedical records. He
believed that because of the platform approach and quality
oversight that the quality of the clinical record was quite
strong conpared to charts in the in person setting where
there was |ess oversight. The conpany wanted care to be
| ocal; Teladoc had built a five mnute lead time into the
platform that gave a l|icensed and resident physician the
opportunity to respond to the consult before a non-resident
physi ci an could respond. The conpany actually preferred for
care to be given by licensed and resident physicians (they
had to be licensed by law), but the capacity was not
sufficient to service the clients.

2:36:41 PM

M. DePhillips addressed cost savings and referenced well -
done third-party studies. He shared that a Harvard Medica
School researcher had studied clains in the population of a
nati onal hone inprovenent retailer - He noted the conpany
did not want its nane used in the study, but he added that
its logo was orange. He shared that for every consult done
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by one of the conpany's 150,000 enployees (including those
in Alaska), for the self-insured enployer responsible for
the cost of nedical care across the individuals who used
the service and their independents who did not use the
service there was a savings per consult of $1,157. He
stressed that the savings was much higher than he had
expected. He believed it indicated the shortage of the
provision of primary care services. Before the individuals
in the study had the tel enedicine benefit they had used the
energency room for non-energency conmon, unconplicated
medi cal issues. He relayed that Teladoc had worked wth
ASMA on SB 74 and he believed the entity's concerns were
understandable. He referred to the credible nature of
Tel adoc's program The association had vocalized concern
about other conpanies that may cone up if things were
| egi sl ated. The conpany recomended that the standard of
care for any nedical issue needed to be net regardl ess of
the nodality of treatnent (i.e. whether in person or
renote) and the standard nust be the same. Additionally,
Tel adoc recomended a technology neutral approach. He
referred to the two prior testifiers who had specified
technol ogy was noving extrenely quickly. He did not believe
any legislature in the country should be in the business of
assessing and determ ning what technology was appropriate
in healthcare. He believed the issue should be left up to
practicing physi ci ans to deci de how they col | ect
information and what infornmation they need to neet the
standard of care.

M. DePhillips addressed three nodalities offered by
Tel adoc including audio-videoconferencing;, uploading of
hi gh definition photographs, which were probably superior
to video (smart phone still cameras had about seven to nine
times the resolution of the video canera) for things |ike
skin lesions, pink eye, and other; and a subset of nedica
i ssues could be handled by tel ephone. He elaborated that
the ability to diagnose issues (e.g. bronchitis, sinusitis,
urinary tract infections, and other) over the phone hel ped
with the bandwi dth issue and the diagnosis could be safely
done after the nedical record was shared via store-and-
forward. He relayed that no data indicated any of the
nodalities were either superior or inferior to any of the
ot hers, which was the reason Teladoc continued to offer all
three options. He added that if data energed show ng one of
the nodalities was superior, the conpany would go with that
opti on. He comunicated that Teladoc was currently
servicing GCl, Alaska Airlines, Fred Myer, and Aetna,
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Premera, Lowes, Costco, BP, Shell, and other. He noted
Aetna would love to bring the program to state enpl oyees.
The conpany would love to have the ability to allow Al aska
licensed physicians residing in other states to render
services in Alaska to the enployees of the entities he had
I'isted.

2:40: 47 PM

Representative Minoz asked if Teladoc's fees were the sane
across state |ines. M. DePhillips answered in the
affirmative. For exanple, for a conpany doing business in
all 50 states, Teladoc charged the conpany the same price
to offer the service in each state. There was also a
uniform fee schedule for reinbursenent going out to the
board certified physicians rendering care. There were a
couple of mnor, few and far between exceptions, but the
conpany tried hard to have a uniform fee schedul e.

Representative Minoz asked if the fees were published and
whet her the patient knew the fees prior to services being
rendered. M. DePhillips answered that the cost of the
visit was $45.00. He detailed that the sponsor (i.e. the
enpl oyer or health plan) would pick up a portion of the
anount (some sponsors covered the entire anount). He
referred to an earlier question by a cormmittee nmenber about
why the service would be utilized if an in person visit
cost the sanme. The data was clear that unlike nost nedica

benefits it was a benefit a conpany should want enployees
to use nore and not |ess because it provided a safe access
to care option for patients to use rather than being faced
with going to the energency room or utilizing nore
expensi ve options. The conpanies paying the entire $45 had
four times the wutilization of the conpanies pitching in
nothing. He furthered that the RO [return on investnent]

for the conpany responsible for the cost of care went from
5 to 1 on the $45 patient copay to 20 to 1 on the zero
pati ent copay.

2:42:51 PM

Vice-Chair Saddler asked if there was any area of
telehealth that was not providing the results he hoped to
see. He asked if there were areas in which M. DePhillips
woul d advi se agai nst using tel eheal th.
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M. DePhillips answered that behavioral health was an
"absolute slam dunk” for telehealth. He pointed to short
supply of behavioral health services, especially in the
pedi atric population. He nentioned dernmatol ogy as another
area where tel enedicine provided a good option. He stressed
the conservative nature of the industry and relayed that
when interviewed for his position at Teladoc he had
interviewed all board nenbers and seni or managenent and had
asked what they would choose if they had to deci de between
patient safety and profit. He would not have taken the job
if the answer had not been patient safety every step of the
way. The bottom line was no one in the industry could
afford an article on the front page of the Wall Street
Journal saying that the industry had done too nuch, gone
too far, and had a bad result; the situation would be bad
for the specific conpany and for the industry as a whole.
He reiterated that the industry had been very conservative
and had good clinical guardrails in place around the
progranms. He believed all of its direct conpetitors also
had a clean nedical liability history. He stressed that the
i ndustry had not gone too far. He believed it had
intentionally been very conservative in the rollout of
services because they all wanted to ensure clinical quality
was the first priority.

Vi ce- Chair Saddl er referred to testinony about t he
mal practice rate. He asked about the liability and
insurance inplications for a physician offering services
vi a tel enedi ci ne.

M. DePhillips replied that the problem had been solved by
using an insurance carrier that insured all of the
physi cians who worked in the Teladoc and other prograns.
Tel adoc provided the nedical mal practice insurance for all
of the doctors. Second, Teladoc's agreenments wth the
physi ci ans included a hold harm ess clause specifying if an
i ssue occurred, Teladoc would take responsibility on behalf
of the physician.

2:45:20 PM

WALLACE ADAMSQN, VICE PRESIDENT, ANTHEM |INC , COLUVBUS,
OH O (via teleconference), spoke in support of SB 74. He
shared that he was a famly physician and had worked in
vari ous business capacities over the past 16 years for
Anthem  Anthem was a health insurance conpany wth
approximately 36 mllion nmenbers operating Blue Cross and
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Blue Shield plans in 14 states and Mdicaid plans in 20
states through its Anerigroup subsidiary. He currently |ed
the physician strategy for Anthemis telehealth solution
LiveHealth Online. He addressed a PowerPoint presentation
titled "Introducing LiveHealth Online" (copy on file). He
expl ai ned that LiveHealth Online allowed consuners to have
live face-to-face real tinme visits with the physician of
their choice. In addition to the consuner option, the
system al so offered LiveHealth Online to physicians for use
in their practices, which enabled themto offer telehealth
opportunities to their own patient populations. He relayed
that the wait time for a visit on LiveHealth Online
averaged 10 mnutes or less. The program targeted m nor
health problens of a sonmewhat urgent nature (i.e. sinus
i nfections, ear aches, and other). Visits were avail able 24
hours per day, 7 days a week, and 365 days per year.

M. Adanson noved to slide 3 that included a map of the
United States. He detailed that the program was currently
offered to 16 mllion Anthem nenbers in 47 states and the
District of Colunbia (shown in green). The conpany did not
operate in Al aska, Texas, and Arkansas due to the |ocal
regulatory and |egislative environnents (shown in gray).
California was shown in a darker green because its program
included a Spanish |anguage offering of LiveHealth Online
call ed Cuidado Medico. Indiana was shown in light green to
indicate that the state recently had a statute change that
would allow prescribing via telehealth effective July 1
[ 2016] .

M. Adanson relayed that Anthem offered a real tine video
visit giving patients access to the board certified
physician of their choice. The conmpany had also rolled out
a LiveHealth Online psychology. He noted that behavioral
health was a natural fit for telehealth and worked very
well. He spoke to the inportance of telehealth from the
enpl oyer prospective. He detailed the conpany had nationa
enployers including WlIls Fargo, FedEx, Safeway that
offered LiveHealth Online to their enployees (excluding
Al aska) .

2:49: 39 PM

M. Adanson relayed that Anthems primary reason for
providing the service was related to access and cost of
care. The conpany preferred for individuals to see their
own physician and believed patients could get the highest
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gquality care from the ongoing relationship with the doctor
they had chosen. Unfortunately, many individuals did not
have the benefit of that type of relationship; the majority
of Anthem nmenbers did not have an ongoing relationship with
a primary care physician. He addressed the busy schedul es
doctors held and referred to earlier testinony about the
demands on Al aska physicians. He detailed that the conpany
liked to be available as the backup (e.g. at 10:00 p.m on
a Friday night or Sunday norning at 7:00 a.m) if someone
was in need of <care. He turned to slide 5 titled
"Heal thCore study results are prom sing" and spoke to cost-
savi ngs. The conpany had conducted an extensive study of
Anthem results from its clains data on people using the
program The study had conpared LiveHealth Online users
living in the sane state with the sane health problem For
exanple, the study had |ooked conpared Anthem nenbers
l[iving in Chio who received treatnent for a sinus infection
through LiveHealth Online, wurgent care, a clinic, the
energency room and a primary care visit. The study had
| ooked at a three-week period, which included costs for
follow up, inmaging, pharnmacy, and other; it had concl uded
there was a savings of approximately $201 to $202 per visit
with LiveHealth Online. The study had al so determ ned that
the patterns of care were very conparable to the other
| ocations. For exanple, follow up visits and prescribing
were very closely aligned between the different treatnent
settings. He communicated that the program was valued by
consuners; 90 percent of individuals who used the program
specified they would use it again and 85 percent reported
that their medical problemwas conpletely resolved.

M. Adanson addressed an earlier question about the
benefits of telenmedicine even if the cost differential was
the sane. Anthem had heard |oud and clear from consuners
about the tinme savings tel enmedicine provided. He believed
the tine savings would only be amplified in Alaska given
its landscape and geography. He detailed that nost people
in the Lower 48 reported they saved two to three hours of
time using telenedicine versus an in person doctor visit.
He noted the value to enployers when they were able to keep
peopl e in the workpl ace.

2:53:29 PM

Vice-Chair Saddler referred to | anguage on slide 20 of the
presentation speci fyi ng t hat t he copay for each
consultation was a flat $49, which was the sane as a
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doctor's visit. He asked if it was a disincentive to use
telehealth if the cost was the sanme as an in person visit.

M. Adanson answered that the total cost of a visit was
$49, which included the health plan's contribution and the
i ndividual's copay (sone people had copay and others had
coi nsurance). Wen Anthem had inplenmented the program in
2013 there had been a "spirited" discussion on what to do
wth copays conpared to primary care. The conpany had
deci ded the | east disruptive strategy at the tinme was to be
equal with the primary care conponent. The conpany wanted
the program to be neutral and did not want to stinulate
excess demand or create a disincentive for its use. Wth a
couple of vyears wunder its belt, the conpany heard from
consuners that the price was very fair, especially for
individuals with a health savings account and a high
deductible plan ($49 for a visit was nmuch better than the
rate at a local urgent care or an energency room. Anthem
spoke to many different conpanies that set the benefits and
different conpanies did different things. He detailed that
sonme conpanies wanted to offer |ow copays to individuals to
encourage them to use the service, whereas other conpanies
had hi gher copays because they believed the service would
be over-utilized.

Vi ce-Chair Saddler asked if Anthem experienced any problem
with the over-prescription of opioids via telehealth. M.
Adanson answered that opioids and Ilifestyle drugs were
bl ocked on LiveHealth Online; therefore, it was not a
problem for the conpany. He believed the same was true for
nost of the major tel ehealth conpani es.

2:56: 34 PM

Representative Gattis relayed that she had offered a bill
related to telehealth in the past; she was a big proponent
of technology and tel ehealth. She spoke to the significant
anount of time it took parents to take a sick child to the
doctor, which included driving and wait tinme. Additionally,
she believed waiting in a waiting room with other sick
children had to factor in to the convenience factor of
using telenedicine. She remarked on the advances of
technol ogy over tine. She believed telenedicine added to
conveni ence, cost-savings, and provided another option for
parents.
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Co- Chair Thonpson thanked M. Adanson for his testinony. He
spoke to advances in technology and reasoned the
| egi sl ature would eventually have teleconferencing to see
the testifiers.

2:58: 21 PM

HEATHER SHADDUCK, STAFF, SENATOR PETE KELLY, relayed that
Sections 13 through 19 of the legislation dealt with the
Prescription Drug Monitoring Program (PDWVP), beginning on

page 15, line 23. Section 13 was anended by only requiring
data collection for the database or dispensing for federa
Schedule 11, I1l or 1V controlled substances. Section 14,
page 16, line 1 anmends by only requiring data collection
for prescribing, adm ni st ering, or dispensing federa
Schedule 11, I1l, or 1V drugs. The section updated data

collection to a mnimum of once a week (line 11). Currently
t he PDVP was updated on a nonthly basis.

Ms. Shadduck addressed changes in Section 15, which added

addi ti onal access to the database (page 16, line 27 through
page 18, line 16). The first change was in nunber 3 on page
17, line 9 where the bill amended law to authorize a

licensed practitioner to delegate database access to a
supervi sed enployee or clinical staff. The second change
started on I|ine 14 and wuld authorize a registered
pharmaci st to delegate database access to supervised
enpl oyees or clinical staff. The third change was in nunber
7 on line 29; a new section was added to authorize database
access to the State of Al aska Medicaid pharmacy program
The fourth change appeared in nunber 8 on page 18, |line 3;
a new section was added to authorize database access to the
State of Alaska Medicaid Drug Utilization Review Conmttee
for utilization review of prescription drugs provided to
Medi caid recipients. Nunber 9 on line 8 added a new section
to authorize database access to the State of Al aska nedica
exam ner. Nunber 10 added a new section to authorized de-
identified data access to the State of Al aska DHSS Di vi sion
of Public Health. The division would not need access to
identifiable data to fulfill public health objectives
regardi ng control | ed substances.

Ms. Shadduck addressed the change in Section 16 beginning
on page 18, line 17. The change renoved optional use and
mai ntained immunity for individuals using PDWP. Section 18
on page 19 related to board regul ations and revi ew of PDW
Nunber 3 was added to the section to set a procedure and
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timeframe for registration for the PDVP. Nunber 4 required
prescribers and pharmacists to review the controlled
subst ance prescription dat abase bef or e prescri bi ng,
adm ni stering, or dispensing a federal Schedule II, IIl, or
IV controlled substance to a patient. Sonme exenptions had
been added in based on sone public testinony in the Senate
including: a) for those in an inpatient setting; b) at the
scene of an enmergency or in an anbulance; <c¢) in an
energency room d) immediately before, during, or wthin
the first 24 hours after surgery. Section 19 included new
subsections: 0) required prescribers and pharmacists to
review the PDWP database when prescribing or dispensing a
federal Schedule 11, I1l, or IV controlled substance to a
patient; p) required notifications to boards when a
practitioner registered with the database; ) authorized
the Board of Pharmacy to forward unsolicited notifications
to prescribers and di spensers of database information about
patients who nmay be obtaining controlled substances
inconsistent with generally recognized standards of care;
and r) collect dispensing data and update the PDWMP dat abase
on at least a weekly basis. She relayed that nost of the
itens were conformng to clean up changes in the other
secti ons. She rem nded t he conmittee t hat t he
recomrendations had conme from the Controlled Substance
Advi sory Commttee, which had been reported to the governor
prior to the start of the current session.

3:03: 59 PM

Representative Quttenberg stated that the pharmacists had a
concern about the redundancy of the requirenent mandating
them to check the database before filling a prescription
because a doctor was also required to check the database
when witing a prescription. He asked for M. Shadduck's
f eedback on the issue.

Ms. Shadduck replied that the sponsor had worked wth
others in the Senate and with DHSS on the issue. She
explained that the pharmacists were responsible for
popul ati ng the database. She believed it nmade sense not to
require phar maci st s to check t he dat abase bef ore
di spensing, but they had to populate it. The requirenent
for physicians to check the database prior to witing a
prescription would remain. She explained the change would
alleviate sonme of the problens where the pharmacists feel
they had to enforce the issue, when it should really be the
doctor's responsibility to know whether it was wse to
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prescribe a controlled substance. She furthered that
doctors would be the nobst equipped to consider whether an
addi ction probl em was present.

Representative Quttenberg remarked that the discussion was
only about individuals the system had problens wth. He
surm sed that nost of the population was fine. He spoke
about i ndi viduals shopping for doctors to receive
prescriptions. He asked for verification that doctors would
have the ability to see what other doctors had prescribed
to a patient.

Ms. Shadduck replied that it was what the sponsor wanted.
Part of the information canme from the white paper she had
provided from the Controll ed Substances Advisory Conmttee
[State of Alaska Controlled Substances Advisory Conmttee
"White Paper: Increasing the Effectiveness of Alaska's
Prescription Drug Mnitoring Program (Al aska's PDWP)" dated
January 29, 2016 (copy on file)]; currently only 13.5
percent of prescribers and 40 percent of dispensers were
using the database as an optional database. She furthered
that by meking use of the database nmandatory would give
doctors access to the information. She knew DHSS had worked
hard to inprove the database; the intent of requiring
dat abase updates at |east once a week that it would be
updated nore frequently. The goal was to provide
flexibility for pharnacies that were ready to update the
dat abase on a daily basis (sone small pharnmacies were not
ready for that). The intent was for doctors to have the
ability to see if a person was doctor shopping. She noted
that Doctors Inc. had given great testinony about the
energency room project - once they had the data they could
i dentify individuals who were doctor shopping.

3:07:58 PM

Co-Chair Thonpson noted that Senator Pete Kelly and
Representative Liz Vasquez were present in the room

VEL| NDA RATHKOPF, PRESI DENT, ALASKA  STATE VEDI CAL
ASSCCI ATI ON, WASILLA (via teleconference), spoke to ASMA's
position on the PDMP. The association's goal was care for
patients in Alaska and determning the best way to provide
the care. The association was supportive of the PDWP (it
had been working with the legislature and adm nistration
and recogni zed the national and global problem with opioid
abuse) and of |ooking at ways to inprove the problem of
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opi oid abuse in Al aska. The association appreci ated sonme of
t he | anguage included in the bill about ways to utilize the
database to its fullest potential wthout being overly
burdensome to the provider. She relayed that ASMA had
requested that Schedule IV be dropped from the nandatory
pre-|l ookup. She detailed that ASMA saw the need to include
Schedule Il and Ill (opioids and drugs nore likely to have
a higher abuse potential), but it felt that Schedule 1V
(that by nature had a Iower abuse potential) was
potentially very burdensonme on providers on a day-to-day
basis. She referred to the exception nade for instances
within the first 24 hours after surgery and requested to
add "or procedure” to the exenption. She explained that
often it was not necessarily a surgery, but a procedure
where a doctor may be prescribing a short-term substance
pre-procedure. She relayed that ASMA wanted to work wth
the legislature and strongly supported the idea of the
dat abase, but wanted to look at ways to make the system
nore usable for the provider and to determ ne the best way
to deal with the overall problem

3:11: 20 PM

Representative Gara asked about the current prescription
drugs doctors were required to look wup. Dr. Rathkopf
answered that there was currently no requirenent for a pre-
| ookup. At present providers were using the database when
t hey had concerns about over-prescribing or about a patient
who may be doctor shopping and getting prescriptions
el sewhere.

Vi ce-Chair Saddl er asked if Dr. Rat hkopf had any
i nformati on about breeches of privacy in the current PDW
Dr. Rat hkopf answered that she had not heard of any. She
el aborated that the ASMA had not discussed or had as nany
issues with the privacy concerns. She explained that as
providers they were looking at the wutilization of the
database on a patient level; at that Ilevel providers
al ready assuned patients were sharing personal information
and providing access to their prior nedications. She
believed the biggest concern was giving doctors a way to
| ook up patients' prescriptions in case they were not
forthcom ng about nedications they were taking. She
detailed that when patients saw doctors on a one-on-one
basis they had already waived their rights for sonme of
t hose issues. She concluded that the privacy issue had not
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come out of the provider side and it had not been brought
up by physicians that she was aware of.

Vice-Chair Saddler asked how long it took to check the
dat abase. Dr. Rathkopf answered that she was a pediatric
al l ergi st/imunol ogi st and prescribed very little opioids
and narcotics; therefore, she did not utilize the database
in her own day-to-day patient care. Other providers in the
energency room and pain specialists had told her the check
could take up to 10 mnutes. She had registered for the
dat abase to see how difficult the registration process was.

Representative Gara |ooked at the emergency room treatnent
exception in the bill where pre-lookup in the database was
not required. He did not want to provide prescription
access to a person seeking extra narcotics. He assuned that
unl ess a person was suffering a real injury a person would
not have the ability to walk into the enmergency room to
obtain a prescription. He asked whether Dr. Rathkopf saw
any room for abuse in the area.

Dr. Rathkopf replied that the purpose of the exenption was
that ASMA did not want to delay response to a person in
critical condition. She believed the database was utilized
nost frequently by pain specialists and energency room
doctors; they already saw the utility of the database. She
was not saying that an energency room doctor would not
consult the database if soneone was being discharged in
stable condition with a prescription for Schedule Il or 111
drugs. The primary concern was about having to halt patient
care until the mandatory pre-I|lookup was done.

3:15: 50 PM

Representative Gara understood the reason for t he
exception. He could not envision a circunstance where the
energency room exenption would meke it possible for a
person to get extra prescriptions they did not need. He
asked if there was any danger he was m ssing.

Dr. Rathkopf answered that she did not believe so. She
expounded that the idea was to ensure that patient care was
not hindered. The enmergency room providers were already
usi ng the database and individuals who were seen as a high
risk of seeking multiple prescriptions would be |ooked up
in the system
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Co- Chair Neuman asked what it took to get on and enter into
t he database. Dr. Rathkopf answered that she had registered
the prior day. She detailed that the database was a
separate site not tied to licensing or anything else. The
initial registration took about five mnutes, but then it
required the registrant to dowload a form requiring a
notary. She relayed that fortunately she had a notary in
her office, but nost providers did not. The process
included finding a notary, scanning the docunent,
resubmtting it. Once all of the information was submtted,
it took overnight to get approval.

Co- Chair Neuman rel ayed that he had spoken to other doctors
about the topic. He had asked DHSS for information about
the topic, but had not vyet received it. He asked for
verification that the registrant was required to read and
sign 7 pages of regul ations.

Ms. Rathkopf answered that there were some docunents she
had read, which required the registrant to agree to the
terms. Subsequently, the registrant was sent the additional
paperwork. The registrant was required to have a DEA
nunber, provider nunber, and state I|icense number. The
reason for the notary requirement was to show proof the
person registering for the database was who they clained to
be. She had not found the initial registration particularly
cunber sone ot her than the notary requirenent. She
reiterated that after conpleting the registration it had
taken overnight to get the approval. She had not had the
need to look up a patient for an opioid narcotic so she
could not personally attest to how |l ong that part took. She
had heard reports that the process took an average of 10
m nut es.

Co-Chair Neuman had heard concerns from other doctors that
they were hesitant to sign that they had read and fully
understood all of the regulations. He referred to the
confusing nature of federal docunents. The doctors were
concerned they could lose their DEA |license because it was
essentially perjury if a doctor did not fully understand
what they read. He asked Dr. Rathkopf if she would feel
confortabl e signing the docunents.

3:19:46 PM

Ms. Rat hkopf answered that she had read many of the
docunents in her role on ASMA and surm sed that perhaps she
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was nore confortable reading through the docunents. She was
much nore famliar with the system than she had been a year
ago before she had becone president of  ASNA. The
requi renents did not stand out as bothersone or concerning,
but it may be because she was nore prepared going into it
based on her experience on ASMA

Co-Chair Neuman asked Dr. Rat hkopf  believed general
practitioners (the bulk of the state's famly doctors)
woul d feel confortable signing each of the federa
docunents. He remarked that individuals who signed the
agreenent, but did not understand it could potentially |ose
their DEA |icense.

Ms. Rat hkopf responded that it was difficult to generalize
across a spectrum of providers. She specified that sone
i ndi viduals could be nore concerned and read things in nore
detail and there were others who did not and were nore
confortable.

Co- Chair Neuman had spoken to several doctors, one of whom
was from a pain clinic, who had refused to sign the
docunents because of the concern. He remarked that the bill
al so allowed assistants or people who worked for a doctor
to access the database. He asked if Dr. Rathkopf would
al |l ow her enpl oyees to access the dat abase.

Ms. Rat hkopf replied that she believed the provision, which
enabled a doctor to have a designee, was very favorable.
She could see there could be concerns about giving an
unlicensed person the ability to do something on the
doctor's behal f, however, doctors would be selective in who
t hey chose. She furthered that nost |ikely the doctor would
select a nedical assistant or nurse who had sone nedica
training. The board supported the addition of the del egate
account. She relayed that it had been identified nationally
as a best practice of prescription drug nmanagenent
pr ogr amns.

3:22: 55 PM

Co-Chair Neunan stated he had spoken wth doctors who
relayed that doctors tended to know, particularly in
smaller communities |ike Juneau and Mat-Su, which doctors
tended to over-wite prescriptions. He asked if Dr.
Rat hkopf felt the sane.

House Fi nance Conmmittee 37 03/30/16 1:32 P. M



Ms. Rathkopf believed it was one of the things doctors
t hought they knew. She stated it was |ike the proverbial
"you think your neighbor has a problem but you don't have
a problem" She furthered that it was hard to say because
it was not possible to be in the other person's shoes or to
know their patients. She el aborated that a person nmay see a
| ot of prescriptions were coming from a certain provider,
but she did not know of any doctors over prescribing. She
knew both pain specialists and energency room doctors, who
by volune probably prescribed nore than doctors not in
t hose specific fields. She concluded it was very difficult
to make that generalization without being in the room wth
the individual patients, knew the indications, and how nmany
prescriptions the doctor was prescribing. She believed it
was a hard generalization to make.

Co-Chair Neuman referred to Dr. Rathkopf's remarks. He
surm sed doctors and pharmacists had a noral or ethical
oath to notify the state medical or doctor's boards if they
felt one of their peers was possibly witing too many
prescriptions.

Dr. Rat hkopf believed if a provider w tnessed provider care
that was harnful to a patient they had sonme responsibility
to address the provider personally or through other neans.
She had not had to take that action at a provider |evel
[note: due to a poor phone connection sone testinony was
i naudi bl e], but at a pharmacy |evel she had reported to the
pharmacy board when she thought inappropriate care was
given. She replied that if she wtnessed an instance [of
i nappropriate care] she would put it under the sanme type of
noral obligation or ethical category.

3:26: 29 PM

Co- Chair Neuman asked Dr. Rathkopf if she or a pharmaci st
suspected a person of over witing prescriptions that there
was a noral obligation to report the person.

Ms. Rat hkopf replied that her answer reflected her personal
belief, but she could not answer for every provider because
the question pertained to what a person believed was nora
and ethical. She explained what was normal for a pain
specialist to prescribe was a much higher threshold than
what was normal for her to prescribe.
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Co-Chair Neuman believed there were already systens in
place. He surmsed that if there was nore than one doctor
in a comunity they generally knew who tended to over
prescri be. He opined they would have a noral duty to report
the issue to the Al aska State Medical Board. He continued
that the board would question why the reporting doctor
bel i eved anot her doctor was over-prescribing. Subsequently,
the board would take action if they believed the doctor was
over-prescribing. He believed there were already systens in
place to stop the over prescribing of opioids. He believed
the system was al ready nmanaged by doctors and the nedica
board. He asked if the state needed nore intrusive |aws
into people's lives.

Ms. Rat hkopf answered that the country was still facing a
nati onal problem [with opioid use]. She detailed that other
states with prescription drug database prograns had shown
decreases in opioid prescriptions. There were best practice
nodels in certain states, which had shown decreases in
prescriptions for opioid narcotics wth the wuse of a
prescription database.

3:29:02 PM

Representative Gara asked Ms. Shadduck if the bill included
a requirenent for a physician to submt a list of the drugs
they prescribed to the board and the dat abase.

Ms. Shadduck answered in the negative. The bill required
the prescriber to check the database prior to dispensing a
prescription. The population of the database was done by
t he phar nmaci st.

Representative Gara asked for verification the  Dbill
required a weekly report to be sent to the state nedica
board. Ms. Shadduck replied in the affirmative. She pointed
to Section 14, page 16, line 11, which required the
dat abase to be updated a m ni mum of once a week.

Representative Gara referenced M. Shadduck's statenent
that only pharnacists would enter data into the PDW. He
provided a personal exanple where he had received a
prescription nedication at the energency room after
breaki ng sone ribs the previous year. He assuned his doctor
had prescribed the nedication, which was provided at the
hospital. He wondered if enmergency room prescriptions did
not get entered into the database.
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Ms. Shadduck answered in the negative. She clarified that
the pharmacist filling the ©prescription entered the
information into the PDWP. She explained that every witten
prescription should not be entered into the database. For
exanpl e, a doctor could prescribe a narcotic to a patient,
but the patient could decide not to get the prescription
filled. The point was to prevent including prescriptions in
the PDMP that had never been filled. Under the current
system if the pharmacist who filled Representative Gara's
prescription was one of the 40 percent who wused the
dat abase, they would have entered the information into the
system

Representative Gara asked if pharmacists always filled
prescriptions. He wondered if a prescription could be
filled in an energency room by a physician. M. Shadduck
deferred the question to DHSS.

3:32:42 PM
AT EASE

3:43:35 PM
RECONVENED

Co- Chair Thonpson introduced the following testifiers who
woul d continue to address the PDW

DOCTOR JAY BUTLER, CH EF WMEDI CAL OFFI CER, DEPARTMENT OF
HEALTH AND SOCI AL SERVI CES, expressed his intent to provide
context on the PDWMP portion of the bill. He shared that in
2015 nore than 80 Al askans had died following an opioid
overdose. He remarked that while heroin use had dom nated
the news headlines, it was inportant to renenber that
al nrost twice as nany deaths occurred due to overdose of
prescription opioids. O the 36 individuals who had di ed of
a heroin overdose, nore than half had also been taking
prescription opioids at the tinme of death. He considered
how to stop the situation from continuing. He asked the
committee to think about the opportunities for prevention
surrounding an Al askan who had died of an overdose. He
shared that after an overdose was taken and a person's
br eat hi ng st opped, Nal oxone could have been adm nistered to
reverse the depressive respiratory effects and a life could
have been saved. One of the barriers to that opportunity
had been renoved with the passage of SB 23 [legislation
passed in 2016 related to the prescribing of opioids]. Wen
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considering the individual's life it would nost likely be
di scovered that opioid dependency had led to the overdose.
At that stage, prevention included screening and diagnhosis
of dependency as a chronic health issue in order for the
problem to be destigmatized and treated. Traveling further
back in tinme in the person's life may reveal a tendency to
self-nmedicate. He elaborated that self-nedication often
started wth an otherwise healthy person living with a
conbination and an addictive substance (the demand and
supply side of the equation).

Dr. Butler continued to discuss the scenario. He explained
that increasing resiliency and wellness early in |life by
decreasing the inpact of adverse childhood experiences and
i mproving enotional wellness later in life were inportant
nmeasures for preventing traumatic stress and mtigating the
inpact in reducing demand. To address the role of the
addictive substance in the <case of opioids, it was
necessary to address the supply by reducing the flood of
opioids into the state's comunities through nore rationa
pai n managenent strategies and prevention of diversion. The
effort could in part be addressed by wutilization of the
PDMP. He stressed that the PDWP was not a Panacea, but it
was an inportant part of the overall strategy when
considering the entire flow of events leading to an
overdose death. He relayed that deaths were just the tip of
the iceberg; it was estinmated that for every person who
died of an opioid overdose, 12 nore were hospitalized and
25 were adnmitted in the energency departnment. The nunber of
opioid prescriptions in the U 'S, quadrupled between 1990
and 2010; the nunber of opioid deaths had al so quadrupled
during the sane period.

Dr. Butler discussed that a nunber of drivers had
contributed to the substantial increase in opioid use. He
expl ained there was really no evidence that the preval ence
of pain increased four-fold during 1990 and 2010. He
enphasi zed that Anmericans consunmed roughly 80 percent of
the world' s supply of opioids. He questioned whether the
US. really had that nuch nore pain than the rest of the
worl d. He detailed that 19,000 Americans had died in 2014
of prescription opioid overdose and 10,000 nore had died of
heroin overdose. He furthered that the two epidemcs were
closely related; 80 percent of heroin users started by
using opioid pain killers. Additionally, many heroin users
al so supplenented with opioid pain killers. Two nmjor risk
factors for opioid overdose are: higher doses, which can be
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common when opioids were used for long periods to control
chronic pain (dosages <could becone very high when
medi cations were obtained from nultiple providers); and co-
adm nistration wth benzodi azepines (e.qg. Valium and
Xanax). The PDVP hel ped providers to nonitor total dosages
di spensed from all sources and to identify potentially
dangerous conbinations. He believed the vast majority of
prescriptions were well intentioned, but too often led to
m suse, particularly when the opioids were dispensed in
| ar ger -t han- needed quantities.

3:50: 02 PM

Doctor Butler discussed that benzodi azepi nes were Schedul e
|V drugs. Under best practices, often Schedule 1V drugs
were included in the required PDVP |ookup. He had spoken
with providers who utilize the PDMP - one provider who had
seen a patient for the first tine, accessed the PDW and
had been surprised to find the person had been prescribed
1,200 opioids in the past year and 1,000 benzodi azepi nes.
He furthered that about half of the prescriptions were from
one provider. He remarked that the question about what to
do about that was very pertinent. He continued that
Provider A had contacted Provider B, who had responded that
they had no idea they had prescribed that nuch. He stated
that the database not only hel ped providers know what ot her
people were doing; it was also a remnder to individual
provi ders about what they prescribed. The Al aska PDVP was
underutilized that needed to be used nore if it was going
to be used.

Dr. Butler addressed that recomrendations incorporated into
SB 74 included conponents of the nine broad recommendati ons
fromthe Controlled Substances Advisory Committee. A nunber
of the recommendations were controversial to various
people. The two recomendations that had given him the
greatest pause were the required registration and | ookup
He shared that it had taken him 15 mnutes to register,
which had involved locating his DEA nunber and other
information. He only renenbered having to get a single page
notari zed. He acknow edged that finding a notary could be
burdensome to sone people. He would prefer to renove
barriers to make the right choice the easy choice, instead
of putting mandates in place. He believed there were
opportunities to make registration easier. He reasoned that
i f registration was tied to license renewal t he
notari zation requirenent could potentially be elimnated.

House Fi nance Conmmittee 42 03/30/16 1:32 P. M



He deferred to the Departnent of Comrerce, Comunity and
Econom ¢ Devel opnent (DCCED) to address the feasibility of
the idea. He was initially opposed to the mandatory | ookup.
He detailed that nore than 20 states required a nandatory
| ookup in sone form He elaborated that the bill sponsor
had worked to determne how to inplenment the requirenent
while striking the appropriate balance between access to
care, patient and provider autonony, patient privacy,
quality of care, and addressing the opioid epidemc.

3:53: 38 PM

Dr. Butler conmmunicated that he rarely wused the term
epidem c, but he was confortable calling the four-fold rise
in the rate of death from one specific cause over a |ess
than one decade an epidemc. He pointed out that young
peopl e accounted for many of the deaths. Thus, when
considering the years of potential life lost or work | ost
to the state, the inpact in A aska was fairly |arge.

Co- Chair Neuman remarked it had been wonderful working with
Dr. Butler on reform packages over the past four years. He
added he had first met Valerie Davidson, Conmm ssioner,
Department of Health and Social Services during work on
reci di vism reduction. He asked how many of the 80 opioid
overdose deaths in Alaska [in 2015] had been prescribed by
a doctor.

Dr. Butler replied that providing access to the PDW for
the state nedical examner as well as de-identified data
for epidem ological analysis would help answer those types
of questions. He added that those were the critical types
of questions to be able to address the chall enge.

Co-Chair Neuman surmised that it was highly likely that the
drugs had been over-prescribed by the person's doctor. He
surmsed that a person may have depression issues due to
excess chronic pain and overdosed because they did not want
to live any longer. He asked about the likelihood of the
scenari o.

Dr. Butler answered that roughly 1 in 10 deaths had sone
evidence of suicidal intent. There was sonme overlap as a
cause of death, but it was inportant to recognize that the
vast majority of the evidence was that the overdoses were
accidental. He addressed national studies on where people
obtained prescription opioids wthout a prescription. The
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broad majority obtained the drugs from a friend or
relative. He guessed that nost people at the table had at
sone point had opioids in their nedicine cabinet at hone
because the prescription sizes had increased over the past
10 years. He explained that there really was a ready
avail able supply. He reiterated his earlier statenment that

the PDMP was not a cure-all, but it was a way to track
prescriptions so individual providers could know what was
going on wth an individual patient. Addi tionally,

providers would have the ability to look have visibility
into where nedications were comng from for a patient or
potentially to a famly. In terms of other sources, it was
interesting that theft and purchasing only accounted for
about 5 percent. Nationally, about 5 percent of all
prescriptions cane through energency departnents, whereas
about 50 percent cane from primary care providers (i.e.
i nternal nedicine physicians, famly practice, and advanced
practice nurse practitioners). He noted there was no
visibility into the issue for Alaska on its own. He
explained that the statistic did not nean primary care
providers were witing a large percentage of opioid
prescriptions; the nunber reflected that the group of
providers saw a high nunber of patients and did often did
prescri be opioids for chronic pain.

3:58:33 PM

Dr. Butler continued to answer the question. He relayed
t hat proposed changes in the bill aligned with a nunber of
the national best practices and with the recently published
national guideline co-published by the American Medical
Association (AMA) Journal and the CDC on March 15 [2016].
The best practices recommended a provider to check the PDW
prior to witing a new prescription for an opioid and to
recheck the PDMP at regular intervals if the provider was
prescribing opioids for chronic |ong-term pain managenent.

Co-Chair Neuman discussed that his famly doctor knew
everyt hing about him because he wanted to live a long life.
He el aborated that he did not eat right and his chol esterol
was slightly high. He surm sed all doctors should talk with
their patients about the cause and effect prior to
prescribing nedications. He surm sed doctors considered how
mul tiple nedications worked together and what the cause
woul d be of taking or not taking them which was the reason
doctors told patients to take their prescriptions as
speci fied. He reasoned that prescriptions were not to give
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to a person's friend, neighbor, or loved one. He followed
the directions of his doctor when receiving prescriptions.
He thought all doctors should have that relationship with
their patients.

Dr. Butler agreed that the scenario described by Co-Chair
Neurman shoul d happen. He shared that he had experienced a
nmedi cal issue and a provider had insisted on subscribing
sonme Percocet even though he did not personally feel he
needed them He heard from a nunber of people that they
were raised to take their nedicine as instructed - if a
person was prescribed 50 Percocet they may feel the need to
take them - the problem was especially preval ent for ol der
people who just added it to the list of nedications they
t ook. What Co-Chair Neuman was describing was the ideal and
the PDWP should help to facilitate the relationship. He
stressed that the situation did not just involve bad people
- people were all just human. He referred to a new
nmedi cation his father had started, which he noticed was
contradictory to a nedication his father was already
taking. His father comunicated that the doctor had not
asked about ot her nedications. Subsequently his father told
the doctor about the other prescriptions and the doctor
i mredi ately cancel ed the new nedication. He explained that
often the ideal of everyone communicating did not happen.
Part of the goal of the PDW was for all providers to
under st and what was bei ng prescri bed.

Co-Chair Neuman discussed that it was the job of the
pharmacy to interpret one drug's interaction wth another.
He believed when the pharmacy filled the prescription they
woul d have noted the new nedication was not conpatible with
others being taken by Dr. Butler's father. He thought there
were already things in place to catch the issue.

Dr. Butler answered that it would be great if the person
went to the same pharnmacy for all of the nedications, but
it was not what happened.

Co- Chair Neuman thought Medicaid or Medicare billing would
catch the issue at the end of a billing period.

Doctor Butler replied that Medicaid was an inportant
exanple. He detailed that currently the Mdicaid pharnmaci st
did not have any visibility on nedications wthout a
Medicaid claim He furthered that a very robust business
nodel was to get sone opioids through the Medicaid program
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sell them for cash, use the cash to visit another provider,
get nore opioids, and so on. He explained that the practice
had been docunented in other states. He did not know
whether it was happening in Al aska, but there was no way of
currently knowi ng because the Medicaid pharmacist did not
have access to the PDWVP

Co-Chair Neuman stated that he had asked the pharmaci st
about the issue. He relayed that generally  when
prescriptions were paid for in cash the pharmacist called
the prescribing doctor to let them know He believed the
pharmacies were pretty aware of what was going on. He
opi ned that pharmaci es and doctors had a tight relationship
in Al aska.

Vice-Chair Saddler referred to Dr. Butler's testinony that
the PDMP was a part of the solution. He asked for the other
el enents of the solution

4:05:31 PM

Dr. Butler replied that he thought in ternms of infectious
di seases, trains of transm ssion, and the opportunities to
interrupt transm ssion. He thought about how a person who
ultimately died of an overdose had started as healthy as
anyone in the room at one point in tine. He specified that
often when people becane addicted to opioids it started
with a prescription for an acute injury. He continued that
the situation resulted in no problem for nobst people. He
added that nost people using opioids recreationally did not
go on to heroin, but a significant portion did. Wen
tracing how a person becane addicted, receiving a
prescription for an injury was one of the contributing risk
factors. He believed that apart from intervening on the
supply of opioids in the community through the PDWP, better

pain managenent, limting the nunber of pills dispensed,
and | ooking for other nodalities of managenent in the case
of chronic pain were all inportant. Additionally, he

believed addressing behavioral health was critically
i mportant as understanding of how early childhood traum
increased the risk of self-nmedication later in life. He
referred to a study in England suggesting nearly 60 percent
of heroin and crack/cocaine use was attributable to adverse
chi | dhood experiences. Also inportant was being able to
recognize addiction and to intervene wth treatnent;
t r eat ment opportunities i ncl uded medi cati on assi sted
therapy (e.g. Bupr enor phi ne). He believed there was
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currently a big inequality in the 900,000 Anmerican
providers that could wite prescriptions for Schedule |1
opioids with only 34,000 qualified to wite prescriptions
for  Buprenor phi ne. Met hadone was another option and
Nal trexone was a very prom sing approach for individuals
who had gotten through wthdrawal and were off opioids and
who wanted to take extra steps to ensure they could remain
cl ean.

4:08:11 PM

Vice-Chair Saddler asked if the opioid epidemc could be
controlled wthout increased use of the PDW. Dr. Butler
answered that if he was convinced it made no difference at
all he would not be sitting before the conmittee. The seven
states recognized as doing the |largest portion of the
nationally recognized best practices (Tennessee, Kentucky,
Chi o, Wsconsin, New York, Connecticut, and Mssachusetts)
had seen declines in the total nunber of prescriptions for
opioids, a decline in the nunber of high dose opioids, a
very significant decline in the anobunt of doctor shopping,
and increases in the nunber of Buprenorphine prescriptions.
He submitted it was a sign there were nore people seeking
treatment once they were recogni zed as opi oi d dependent.

Vice-Chair Saddler asked for clarification. Dr. Butler
replied that they were not discussing sonething like a flu
vaccine that he could specify was 60 percent effective.
Evi dence had shown the PDVMP had helped in other states. He
believed it was nore probable the system would help in
Al aska than not.

Vice-Chair Saddler asked for the reason behind the high
prescription of opioids. He asked if there was a profit to
t he pharmaci st or pharmaceutical conpanies. Alternatively,
he asked iif it was defensive nedicine or patient
satisfaction.

Dr. Butler answered that during the early part of the 20th
Century as everyone responded to the first opioid epidemcs
occurring in the late 19th Century, there had been a
tendency to avoid opioids and there had not been a
mul titude of other options. As a result, he believed pain
had probably been under managed. By the tinme he had started
his training there had been good progression - he recalled
specifically being told if he had a patient dying of
cancer, to make them confortable and not worry about that
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pati ent being addicted to norphine. In the 1990s
particularly with the Federal Drug Admnistration (FDA)
approval of Oxycodone, things had changed. He specified
that there had been a perfect storm of an aggressively
marketed opioid conbined wth a flawed philosophy (i.e.
pain was the fifth vital sign). The philosophy was still
part of the way Center for Medicaid and Medicare Services
(CV5) did reinbursements based on patient satisfaction. He
was included in a nunber of people working to push the
federal government to <change the practice, which he
believed created an unreasonable inpetus to nmake sure
peopl e answer the question that everything was done to
manage their pain. There had been sonme very large fines

particularly against one manufacturer, for marketing that
did not address the energing risk of addiction and overdose
with their product. He believed the country was finally
beginning to get away from the concept of the fifth vital
sign. He detailed that pain was very subjective, it was not
i ke blood pressure, tenperature, pulse, or respiratory
rate that was easy to neasure.

4:12:32 PM

Representative Gara spoke from his perspective as a spouse
of a health professional and believed there were physicians
who over prescribed opioids. He referred to a growing pain
nmedi ci ne practice he found troubling, which the bill would
not inpact. He wanted to ensure that all of the required
prescriptions were entered into the database. He referenced
his wearlier question about whether pharmacists always
filled prescriptions in the enmergency room He asked for
verification that a pharmacist entered the information into
t he PDVP

Dr. Butler answered nost I|ikely. He specified that the
program was currently voluntary; therefore, whether the
data was entered into the PDW depended on whether the
pharmaci st participated in the program The participation
was much hi gher anong pharnmaci sts than by providers. In the
i deal situation the prescriber assessed a person's
controlled substance history using the PDWP, wote and
filled a prescription if there were no issues; the
information was then recorded in the database. He explained
that in terns of the scenario described by Representative
Gara, it depended on where a patient went for treatnent. He
reiterated that the programwas currently voluntary.
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Representative Gara wanted to ensure that all of the
prescriptions were entered into the database. He remarked
that the legislation currently required pharmacists to
enter the data into the PDWP. He asked if there was always
a pharmacist in the enmergency room or whether it was
necessary to add specific language to the bill related to
t he emergency room setting.

Doctor Butler answered that it depended on where a patient
went. In general a patient would receive a prescription
fromthe enmergency roomto take to a pharmacy, which may be
in the hospital. He had not experienced a situation where a
doctor brought the filled prescription directly to a
patient in the energency room

Representative Gara stated that he did not know the

difference between Schedule II, 11, 1V, or V drugs. He
asked for verification that the bill currently applied to
Schedule Il and 111 drugs.

Doctor Butler answered that the bill also included Schedul e
IV drugs. He explained that Schedule | included illegal
substances the FDA specified had no recognized nedical
val ue. Schedule Il tended to be opioids as well as sone
stimulants such as Attention Deficit and Hyperactivity
Di sorder (ADHD) drugs. Schedule 111 included things Iike

anabolic steroids. Schedule 1V included benzodi azepi nes -
he remarked it was a bit of a conundrum because the
nmedi cati ons were nmuch nore frequently prescribed, but based
on an analysis of Veterans Administration data, really
potentiated the risk of death when an opioid was co-
prescribed. He did not have an easy answer to make the
requi renents easy, while also reducing the risk of an
adverse event. Schedule V drugs included Codei ne containing
cough syrups; there was a risk of abuse, but probably not

as high. Schedule 1V also included drugs I|ike Tranmadol,
which was an analgesic. He reported he was receiving
increased calls asking about abuse of  Tranmadol or

diversion. He currently did not know. He explained it was
where the de-identified access for public health was useful
in order to further understand prescribing patterns. It was
not currently known whether sonething was comng in from
another country and if it was being prescribed in Al aska.
He explained that the office of the nedical exam ner was
primarily to give healthcare providers statewi de a heads up
when a substance started to be seen nore in the state (e.g.
such as synthetic cannabinoids the past year). He renarked
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that a Tramadol overdose was particularly nasty and tended
to include seizures and | ow bl ood sugars. He believed being
able to recogni ze the synptons was i nportant for providers.

4:18: 25 PM

Representative Gara surm sed there may be an anendnent to
remove Schedule IV drugs from the bill. He asked if there
was an easily identifiable small group of Schedule IV drugs
that should be left in the bill.

Dr. Butler answered that if the list had to be whittled
down he would include drugs that were currently a problem
such as benzodi azepines and Tramadol. The problem was the
situation was always dynam c. For exanple, he questioned
how to handle a situation when new drugs arose in the
future - he asked if it would be changed through regulation
or whether it would require a statute change. He noted the
State Controlled Substances list «currently required a
statutory change; there was currently a bill before the
| egi slature that would add Tramadol to the list, which he
bel i eved had not been scheduled for a hearing.

Representative Gara repeated drugs nentioned by Dr. Butler
i ncluding benzodi azepines, Tramadol, and sone definition
that woul d describe other drugs by regulation the state did
not currently know how to wite. He reasoned it was the
legislature's job to figure out. He had | ooked into witing
a bill to Ilimt the anmpbunt of some of the nore dangerous
opi oids that could be prescribed, but he had been told as a
matter of federal law that the limts on the nunber of
opioid pills that could be prescribed were stringent. He
asked if a person could get addicted to opioids on a few
pills or whet her It took a multitude of pills.
Additionally, he asked if existing law prevented doctors
from prescribing an addictive anount of opioids.

Doctor Butler answered that he was not aware of what the
limts were. He had heard from a nunber of people over the
past several nonths tal king about receiving 100 pills at
one tine. He had personally received a prescription for 50
pills after oral surgery, which he believed was a high
anount - particularly when the drugs were dispensed as a
"just in case" precaution. He had never run into a problem
wth a patient with termnal pain requiring continua

refilling because you could dispense a fairly |arge anount
if needed. He was not famliar with that being an issue.
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Representative Gara stated if there was sonething
meani ngful that could be done to |imt the nunber of
opioids that <could be prescribed he would not mnd
considering it.

4:21:56 PM

Representative Pruitt surm sed that the database started to
resenble nedical reform as opposed to Medicaid reform
There was some concern about the privacy of having the
information exist on a database. He thought there was a
timeframe from which the information was renoved from the
dat abase, which he believed nade sense. He asked if it was
t he case.

Doctor Butler responded that the tinefranme was two years.

Representative Pruitt remarked that the bill focused on
Medicaid reform however, he believed the database fel
into the nedical reform category. He referred to sone
concern about the privacy related to people's information
in the database in perpetuity. He believed the information
was only on the database for a certain period of time. He
used the Dvision of Mtor Vehicles as an exanple and
expl ained that at a certain point some old offences dropped
off a person's record. He believed it made sense for the
information to be renoved from the database after a certain
period of tine. He reasoned that people who had not used an
opioid for two or three years were not the people the bil
was aimng to address. He asked for verification of the
accuracy of his statenments. He wanted to put sone of the
privacy concerns about maintaining a database with a |ong-
termrecord of a person's usage of prescription drugs.

Dr. Butler comented on the critical inportance of the
guestion. He believed the informati on was nmintai ned on the
PDVP for two years before being del eted.

Representative Pruitt saw the database and conversations
related to behavioral health as chasing the problemin many
cases. He opined that the root cause had yet to be focused
on. He referred to Dr. Butler's testinony about the root
cause going back into the 1990s and nmaking sure cancer
patients did not have pain. He noted certain conmttee
menbers had faced that challenge. He relayed that he had
spoken with Dr. Rathkopf who had highlighted that the CDC
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had recently conme out with new recomrendations that he
believed may assist in the current di scussi on. He
referenced that the CDC s 6th recomendation highlighted
that long-term opioid use began with treatnent of acute
pain ["CDC Guideline for Prescribing Opioids for Chronic
Pain - United States, 2016" (copy on file)]. The
recommendation noted that in nobst cases [nedication for]
three days or less would often be sufficient and nore than
seven days would rarely be needed. He asked whether there
was a current opportunity to facilitate a conversation with
the state nedical board or other mechani sm about utilizing
the CDC reconmendations to put them into regular use. He
spoke to beginning to address the root cause of the problem
in some capacity by utilizing the CDC recommendations. He

asked if the bill needed to contain |anguage giving the
state the nechanisns to take action by working wth
providers to |limt the amount prescribed (to prevent a

person fromreceiving 30 to 50 days' worth of nedication).

4:26:20 PM

Dr. Butler answered that a nunber of things came to m nd.
He rel ayed nunerous provider surveys and individuals he had
spoken to (including nedical students) reported they had
not had significant training in pain nmanagenent or
addi ction nedicine. He believed it was the point
historically where physical health had not been integrated
with behavioral health as it should be. He believed
pronmul gating the guidelines would be very hel pful because
he heard from providers who were not sure what to do. The
common situation the recomendations did not address
t horoughly was the patient who had al ready been on opioids
for several nonths and the need to get them off the drugs.
He concluded that the recommendations were not a conplete
educati onal package yet, but they represented a huge step
forward. The recommendations also wused data he had
referenced earlier highlighting the risks when a person got
above a certain dose and associating doses often tines
connected with nore prolonged periods of therapy as well as
the co-admnistration wth benzodi azepines. He specified
that every state had a requirenent for a certain anmount of
continuing nedical education credits. A nunber of states
required the education to be in pain mnagenent and/or
addiction nmedicine. He had net with the state nedical board
once, which had been loath to have any kind of requirenent
for training; however, it was an option pursued in other
states. He added that it was now required for the federa
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heal thcare workforce. He relayed there were a nunber of
appr oaches, which coul d be used.

Representative Pruitt remarked on earlier testinony that
doctors sometines Dbelieved other doctors were over-
prescribing nedication. He detailed that sonetines it
sounded |i ke doctors were not aware of the anount they were
prescribing. He hoped over-prescribing was limted in terns
of negligence. He remarked that training was one conponent.
He asked if there was still a need for sonething firner
t han gui del i nes.

Dr. Butler answered that sonmetinmes it required "a stick as
well as a carrot” to nmake that happen, which was where
things like requiring a PDW |ookup before witing a
prescription could help. He suggested an anendnent which
coul d be considered would be an exenption to the | ookup for
guantities less than three-day supply (the nunmber in the
CDC gui del i nes).

4:30: 05 PM

Representative Pruitt asked if there was an opportunity to
engage sone of the providers with the State Mdical Board
to facilitate the conversation wthin the provider
comunity Wi th t he ultimte goal of provi di ng
recommendati ons (taking the CDC guidelines into account) to
the legislature. He remarked that the legislature could
deci de whether it thought the reconmendati ons should be put
in statute or Dr. Butler could decide whether a regulatory
change was needed. He stated that sonme great providers had
provi ded feedback; however, they were not talking to all of
the providers. He wondered if there was an opportunity to
get providers nore engaged. He noted that currently the AVA
and the state had not specified the CDC recommendations
should go forward. He wanted to mmke sure the guidelines
were addressed. He referred back to working to address the
root cause of the [opioid] problem He asked if there was
sonething the legislature could do at present or whether
Dr. Butler and DHSS could do to help facilitate the
conversation

Dr. Butler answered that he did not believe any of the work
shoul d be done w thout engaging providers. One of the best
opportunities to engage providers was through the various
prof essional societies. He detailed there was significant
interest in the topic; he had personally been asked to
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speak to the Acadeny of Famly Practice, ASMA, and the
Al aska Nurse Practitioner Association. He stressed that the
groups provided nmarvelous input. He agreed wth Dr.
Rat hkopf's testinony that the perspective of the primry
care provider was desperately needed. He added that Dr.
Rat hkopf was a pediatric allergist had a different
perspective; he personally was an infectious disease
provider and opioids were the last thing his patients
needed because opioids led to the reason they were seeing
him He elaborated that providers all had different points
of view, therefore, input from as many people as possible
and through the organizations was inportant. He explained
that the way the CDC and AMA worked was fairly collegial;
the entities operated to put out gui del i nes and
information. He believed the AMA had recently published the
guidelines the sanme day as the CDC to get the information
out to their providers. He noted that all of the guidelines
rel ated back to an assunption there was a functioni ng PDWVP.
He agreed it was a part of healthcare reform although the
bill included a very specific piece related to the Medicaid
program in terns of access for the Medicaid pharnmacist to
t he PDVP

4:33:57 PM

Representative Gattis had received enmils from a couple of
providers who had a problem with the PDWP. The providers
stated that the PDW excluded the energency room and
surgeons who dispense 90 percent of the narcotics by
vol une. Alternatively, she thought Dr. Butler had specified
the nunber was about 5 percent. She asked Dr. Butler to
comment on the figures and di screpancy.

Dr. Butler would be happy to provide the background
publ i cations where the nunbers had been derived; it was an
issue of the total nunber of prescriptions. He explained
that when |ooking at surgeons or ER physicians as a
proportion of all the prescriptions they wite, the higher
percentage was for opioids, but the total nunber was
actually smaller. The primary care providers, which nmade up
a larger group, wote a |larger nunber of prescriptions.

Representative Minoz had a concern about opioids in the
hands of young people below the age of 20 or 21. She asked
if there was any evidence that addiction was greater in a
younger person than in a nmuch ol der person
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Dr. Butler answered that it was a good question, but he was
not sure he was the best person to answer. He referred to
an energing science in neurodevel opnment suggesting the
adol escent brain was susceptible to addiction to a wde
variety of substances (nore so than the brain of sonmeone 25
years of age or older). He added that a person's youth was
definitely a tine of high risk in terms of experinentation

He believed people struggled with a perception that opioids
were nerely "granny's pills" and they were perfectly safe.
He believed everyone in the room had heard sone of the
heartbreaking stories in Juneau about how pills had led to
worse things and ultimately to overdose.

Representative Minoz asked if other states were able to
limt the availability of pain narcotics to a younger
popul ation with a prescription limt of three days, seven
days, or other.

Dr. Butler answered that he was not aware of any states
that had inplenented age limts related to the nunber of
pills prescribed. The pediatric conponent was one of the
gaps in the recomendations; it was not addressed in the
CDC guideline and had been a criticism from the Anerican
Acadeny of Pediatrics. He knew the pediatric community
recogni zed the issue of one that needed to be addressed.

Representative Mnoz asked if Dr. Butler believed the
participation of all prescribers in the database would
prevent or deter over prescriptive tendencies. Dr. Butler
answered that all he could do was | ook at the other states
to see that the nunber of prescriptions had declined when
participation in the PDW was required. The data was in
fairly early stages, but there was no evidence there had
been worse pain control because of fewer nunber of
prescriptions.

Representative Minoz asked how nmuch Medicaid was spending
on pain narcotics in Alaska. Dr. Butler did not personally
know, but he believed a colleague would know (Erin Narus
Lead State Pharmaci st, State Medicaid Pharnmaci st Heal t hcare
Servi ces, Departnent of Health and Social Services).

Co- Chair Thonpson noted that Dr. Narus would testify next.

4:39: 01 PM
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Co-Chair Neunan believed he had spent nore tinme on the
i ssue than anyone in the building. He added that he went
back several years with Dr. Butler and others on the topic

He expressed concerns about the topic. He relayed that his
wife was a pharnmacy technician, and there was currently no
enforcenent except by pharnmacy technicians and pharnaci sts.
He believed when prescriptions were altered to increase the
anount on a prescription it was done in the tinme between a
doctor office and the pharmacy. He noted that his wfe had
been faced with telling an individual the pharnacy believed

the witten prescription was illegal it would be destroyed.
He was scared that his wife had to tell a drug addict or
di stributor she would not fill a prescription. He stressed

that retribution could be high and extrenme. He recalled
that several years back a senior couple had been nurdered
in Big Lake within a half mle from his house; the offender
had stolen the couple's prescription drugs. He had concerns
about who was responsible for telling drug addicts their

prescription may be illegal. He enphasized that the issue
had to be addressed. He remarked on calling the troopers
who emailed a report - he added that the troopers did not

respond to the issue. He detailed there were fewer troopers
in Alaska at present than at any tine in the past.

4:42: 05 PM

Co- Chair Neuman continued to discuss his concerns, citing
pharmacy theft, which was prevalent. He specified that
phar maci es were very concerned about the issue and nost had
security caneras. He reasoned that people who work in
phar maci es or have access to drugs were hunman and stole the
drugs - sonme to take care of their own habits and others
sold the drugs. He believed the bill was creating an
opportunity to increase access to information in the
dat abase. He surm sed that the database would show who had
received prescriptions, the anobunts, and the address of the
individual. He stated that nobst people he had spoken with
about the issue were very concerned. He relayed that people
were surprised to find out about the PDWP that contained
information about a person and their prescriptions. He
understood the database hel ped energency room doctors, but
he believed energency room doctors were triage and there to
get a person to a primary care provider as soon as possible
- generally within one or two days. He was greatly bothered
the government was keeping track of all the prescription
drugs people took. He reiterated his opposition to giving
ot hers access to the database.
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Co- Chair Neuman rel ayed an anecdotal story about a pharmacy
technician who was addicted to drugs and who gave out
informati on about people in the database. He surm sed the
peopl e who received the information could potentially rob a
person's house. He was extrenely bothered that when the
Medi caid bill had been before the legislature and the state
had not spoken to Medicaid patients. He enphasized people
dealing with the issues were faced with real problens.

4:45: 09 PM

Co- Chair Neuman discussed information he had heard from his
famly doctor, who was losing patients. He detailed that
his doctor had insurance out of California or WAashington
and those two states had inplemented new insurance
regul ations requiring patients to go to a pain clinic when
receiving nedication for long-term pain nmnagenent. He
stated the costs were $550 per visit conpared to $125. He
reasoned that a person would be faced with leaving their
famly doctor to see soneone different who did not know
their nedical history. He added that nore and nore people
were signing up for Medicaid; he wondered what it did to
the cost of the Medicaid program He asked what the change
did to the cost of prescriptions for Medicaid. He referred
to his past chairmanship of the DHSS budget subconmttee.
He recalled that DHSS had been getting about $40 mllion
from the federal gover nnent and the Departnent of
Adm nistration had been receiving $20 mllion in rebates
from pharmaceutical conpanies. He stated that the conpanies
were charging nore for prescriptions than their actual
cost .

Co-Chair Neuman continued that Al aska's 700,000 residents
wer e currently spendi ng over $60 million pl us
adm nistrative fees, which he thought easily accounted for
another $10 million to pharmaceutical conpanies. He stated
that Al askans were spending nore for the cost of drugs so
conpanies could get the noney back under the guise of
covering the cost of prescription drugs for Medicaid, which
was about $1 mllion per week. He questioned whether nore
government in people's lives made it right. He did not
believe so. He remarked that a state board produced a
preferred drug list. He believed it was plausible that the
drugs on the list were from conpanies who provided higher
rebates. He had huge concerns about the issue. He opined
that if the scenario was possible, the state should be
taking a hard |ook. He spoke to the concerns about the
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i nvasi on of privacy. He remarked that the database could be
accessed by the federal governnent. He continued that the
federal governnent was taking long strides to take away
guns from honest people. He thought the federal governnent
could use the database to identify people it believed
should not have guns. He did not support taking guns away
from individuals. He could live with the current PDW
whi ch pharmacists, primary care and ER doctors coul d access
i f they needed.

4:50: 07 PM

Co-Chair Neuman could not believe the |legislature was
considering making it mandatory for doctors to use the
dat abase. He reasoned a person could be long-term patient,
but would still be included in the database. He believed
not all doctors would want to del egate authority to soneone
in their office to wite scripts. He spoke to cost drivers
and did not know how nuch it would cost to update the
dat abase weekly. He enphasized that the database was
currently updated on a nonthly basis. He believed it was
essentially worthless. He had been told weekly updates
would be expensive by the director of boards and
commi ssions. He understood the problem of opioid abuse and
overdoses, which was the reason he had worked hard to
address the issue. He nentioned an earlier question about
addressing the problem He stressed the |egislature had
included $30 nmillion ($10 mllion per year for three years)
to start treating the problem - to treat Al askans wth
addiction problens w thout current access to treatnent. He
remarked it had been specified in a gap analysis he had
worked on with Dr. Butler. He believed the best thing the
state could do was to try to treat the problem and the
addicts in the state. He opined it was the cheapest and
| east intrusive nethod. He continued it would keep people
from trying to break into honmes to steal prescription
drugs. The people he talked to wanted |ess government in
their lives. He stressed that the PDWVP requirenent was not
| ess governnent. He enphasized the personal nature of the
i nformati on.

Co-Chair Neuman continued to address his concerns about
expanding access to the database. He asked people to
i magi ne what a drug gang would do with the information. He
did not know anyone who felt confortable with the issue. He
stressed that other databases got hacked and so could state
dat abases. He wondered what an insurance conpany would do
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with the information if they got the data. He added that
every doctor who had called in during public testinony had
specified various points that needed to be anended.

4:54:50 PM

Co- Chair Neuman continued to speak to his concern about the
issue. He referred to discussion during the neeting about
l[imting the amobunt of pills a doctor could prescribe. He
asked if that was really where people wanted governnent to
go. He understood it saved lives. He stated that there had
been over 1 million prescriptions in the PDVP the previous
year. He questioned whether the conmmttee was asking to
erode the personal rights of nore Al askans. He understood
t hat peopl e overdosed on drugs. He referred to his earlier
guestion about whether the 80 Al askans who had overdosed
had been getting prescription drugs by their doctor who had
not been prescribing correctly. He recalled that Dr. Butler
had agreed for the majority of the cases it was probable.
He reiterated that he could live with the current system
He believed the topic needed nuch nore discussion before
|eaving the commttee. He was upset at the idea of nore
intrusion into people's rights, which he believed was not
the governnent's role. He remarked that the requirenent
woul d increase the cost of governnent; he thought the bil
woul d require an increase of 5 or 6 new state positions for
enforcement. He reiterated his other concerns. He had
spoken with a doctor at a pain clinic who had specified he
would not access the database. He restated earlier
testimony. The doctor had specified that if he saw the nanme
of one of his patients on the list he nmay not be able to
treat the person. He wondered how nmany other doctors in
Al aska would feel the same way. He nentioned the shortage
of doctors in Al aska.

4:58:19 PM

Representative CQuttenberg renmarked that SB 74 was a
Medicaid reform bill, which he believed was about the
process of nedicine. He surm sed the conversation seened to
be "wal ki ng back and forth" over the practice of nedicine.
He furthered that one of +the goals was to create
efficiencies and to reduce the escalating costs of

medi ci ne, which were out of control. He added that the
costs were out of control in Al aska even with the expansion
of Medicare. He reasoned the bill was about taking contro

of those costs. He continued that the state had nore
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control over the Medicare environment than it did over
anyone else. He did not want to get into the practice and
reasoned that the state had alnost no control over the
area. He elaborated that it was not possible to tell a
physician what to do. He stressed that the state did not
want government in the room telling a physician how to
practice mnedicine. He believed the PDVWP would enable the
di scovery of things as a "side version of what that is,"
whether it was about prescribing things that should not be
prescribed in certain anpbunts to certain people. He
mentioned efficiencies in telenedicine and other areas. He
addressed the issue of privacy. He discussed when he wal ked

into a clinic he saw schedulers, people filling out
insurance fornms, and filing. He reasoned there were
nat i onal H PAA [ Heal t h | nsur ance Portability and

Accountability Act] laws dealing with the issues. He asked
if there was a history of abuse, prosecutions, or behavior
that was out of the norm that the conmttee should be
concerned about. He referenced expanding for individuals in
a pharmacy or doctor's office to access the database
(outside of the pharmacist or doctor). He always questioned
who had access to what in a doctor's office. He asked if
the i ssue had been a problem

Dr. Butler answered that the security issue was critically
inmportant. He had spoken with DCCED and state troopers
about whether or not there had been breeches in the Al aska
PDVP. He was particularly concerned about |inking the PDW
to honmicides and rel eases of data because the troopers were
not aware of this. He stressed that if people were aware of
crimes of that nature they needed to report them to |aw
enf or cenment . The national experience had been that
di scl osures occasionally occurred - he was aware of two
occurrences. The first involved a |aw enforcenent officia

in a state with open access to |aw enforcenent, which was
not listed anong the best practices and was not a good
i dea. The second occurrence involved a healthcare provider
with access to the nedical record who had tried to get
information on an ex-spouse in Chio. He was not aware of
any simlar issues occurring in Alaska based on the
conversations he had with DCCED and the state troopers. He
encouraged other departnent officials available to testify
to weigh in on the issue if they had sonething to add.

Dr. Butler continued that the concern about hacking into

private information was valid (the same went for financia
institutions), but no national experts were aware of any
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occurrences where data from the PDMP had been used to
target people for robberies. He stated that "it gets to
that question of just how prevalent opioids are in the
comunity because you don't really need to do that." He
detailed that a nunber of the larger national relators had
i ssued advisories to their agents to nmake them aware that
people often times showed up at open houses and asked to
use the restroom because it was a chance to pilfer the
medi ci ne cabinet. He stressed that the PDMP was not needed
to find those opportunities. He continued that a person
could nonitor the obituaries to |look for soneone who died
at home after a long illness and could break in during the
person's nenorial service. There were all kinds of ways for
crinmes to be commtted that did not involve the PDWP. He
had not been able to find docunmentation of crinmes that had
been proposed involving the PDVWP. He stressed that security
was critical and he deferred to DCCED or other for further
detail into security precautions against hacking into the
PDVP. He was curious how the precautions conpared to those
for the Al aska Permanent Fund Corporation and other. He
provi ded a scenari o about online hacking to steal noney. He
reasoned those hacking interests would not care about the
PDIVP.

5:05:35 PM

Representative QGuttenberg asked if troopers had access to
the database. Dr. Butler clarified that troopers did not
have access to the database w thout a subpoena or search
warrant. He had asked state troopers whether they had ever
investigated a crine related to release of information from
t he PDWVP.

Represent ati ve Edgnon asked about the genesis of the bill
section. Dr. Butler believed the section had been added in
a Medicaid Reform Subconmttee in Senate Finance. He noted
confirmation fromthe sponsor.

Representati ve Edgnon remarked on the conpelling viewpoints
from both sides of the issue. He asked if the discussion
was at the nascent stage. He wondered if the issue had not
been thought through about cost to the provider and issues
of privacy infringenents versus the greater good of not
having a centralized database.

5:07:38 PM
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Dr. Butler replied that if part of the question was about
why he was speaking to the issue, the answer was he was not
actually sure. He reasoned the program was not in his
department. He answered that the process was ongoing and
the state's PDMP was not new. He continued that it had been
one of the topics of discussion in |ooking at healthcare
reform as a quality of care issue by the healthcare
conm ssion before it had been disbanded. Sonme of the
di scussion had been fulfilling the wll of the House
Finance Conmttee to inplenment the recommendations of the
heal t hcare conm ssion. He explained the discussion was not
new.

Representative Edgnon referred to Dr. Butler's testinony
that the state did not have the ability to conpile nunbers
or neaningful statistics on opioid addictions or possible
overdoses. He asked for wverification that Dr. Butler
believed the state was hindered because it did not have a
centralized drug database.

Dr. Butler responded that the state was able to nonitor
overdose deaths and to sonme degree hospitalizations for
overdose. He noted those issues did not relate to the PDWVP.
The discussion was about considering how to do nore than
the testing and count the nunbers. For exanple, addressing
guestions like treatnent. The discussion was al so about how
to reduce the nunber of people requiring treatnent. He
considered whether it would be sustainable to continue to
pour funding into treatnent if there was an opportunity to
address the problem at its root cause, which was often
related to the conbination of stress and the availability
of an addictive substance. In terns of the utility of data
in the PDWP it was primarily as a communi cation tool anong
providers. He speculated that part of the reason the
subj ect had been added to SB 74 was its involvenent in the
Medi caid program - the access for the Medicaid pharnmacist
was part of stewardship for public funding that went to

Medicaid beneficiaries - in order to reduce fraud and
provide inproved care. Access to the database was
concerning because privacy was critically inportant;

however, he believed the |imted expansions and access were
on a need-to-know basis (simlar to a national security
issue) in terms of who was currently wunable to nmake
inmportant decisions that would inprove the health of
Al askans absent the data in the PDW

5:11:18 PM
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Representative Edgnon believed the vastness of the issue
was engendered nore discussion. He vocalized his interest
in hearing from the bill sponsor on the benefits of the
provi sion, which seenmed to be apparent. He added there were
also costs and inplications that may not be fully
understood. He was trying to weigh both sides of the issue.

Co- Chair Thonpson thanked Dr. Butler for his testinony.

5:12: 26 PM

ERIN  NARUS, LEAD STATE PHARMACI ST, STATE MEDI CAI D
PHARMACI ST HEALTHCARE SERVI CES, DEPARTMENT OF HEALTH AND
SOCI AL SERVI CES (via teleconference), relayed that nost of
the points she had planned to address had been covered by
Dr. Butler. She provided a brief overview of the one the
role of the Alaska Medicaid drug wutilization review
process. Currently under federal |aw the nation's Medicaid
prograns were required to provide for a drug utilization

review program for covered out pat i ent dr ugs. The
requirenent was primarily to ensure that prescriptions were
appropriate, nedically necessary, and not likely to result

in adverse nedical results. The federally nandated drug use
review program had two broad conponents. The first
conmponent was a prospective drug utilization review
pr ogr am whi ch | ooked at the point of sale of
prescriptions. She detailed that when an individual filled
a prescription at the pharnmacy there were rules within the
clainms adjudication systemto help the pharnmacy to be aware
of other nedications the patient may currently be taking

After being entered into the point of sale the claim was
sent to the Medicaid clains processing system The second
conponent was a retrospective drug utilization review She
specified her office worked with the drug wutilization

review conmttee - an interdisciplinary comrittee of
practitioners throughout Al aska (e.g. physicians, md-I|eve
practitioners, and pharnmacists) - and reviewed trends of

nmedi cations and | ooked for ways to reduce fraud and abuse
and to guide clinical prescribing utilizing evidence-based
medi ci ne tenets.

Representative Pruitt asked if Dr. Narus saw the database
as a key part in helping the state to save nobney on
pharmaceuticals in the Medicaid program Dr. Narus answered
that access to the PDWP by |icensed pharmacists within the
Al aska Medicaid program was critical in order to prevent
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hospitalizations and to ensure the appropriate utilization
of funds.

5:16:12 PM

Representative Pruitt believed the answer was "yes." He
t hanked Dr. Narus for her response.

Representative Minoz asked about the cost spent on
narcotics in the Mdicaid program Dr. Narus replied that
she did not have the specific nunber, but she could provide
it. She added that in Decenber [2015], narcotic anal gesics
had been the top nunber of clains in the Al aska Medicaid
system

Representative Mnoz asked for the total cost of all
Medi caid pharmaceuticals had been during that nonth. Dr.
Narus replied that she would follow up wth the
i nformation.

Co- Chair Thonpson thanked Dr. Narus for her testinony.

5:18: 25 PM
AT EASE

5:30:16 PM
RECONVENED

Co- Chair Thonpson asked DCCED to address the conmittee.

JANEY  HOVENDEN, DI RECTOR, DVISION OF CORPORATI ONS,
BUSINESS AND PROFESSI ONAL LI CENSI NG, DEPARTMENT  OF
COVWERCE, COMMUNITY AND ECONOM C DEVELOPMENT, introduced
herself and other departnent staff available to testify.
She clarified that the departnment's fiscal note included
the cost for telenedicine and the PDW expansion; the PDW
only accounted for one-fifth of the fiscal note, which
would fund a program coordinator and a small anount of
travel for the coordinator to attend Board of Pharnmacy
neetings. She relayed that the cost to update the PDW
weekly or daily (instead of nonthly) would be $2,175 per
year .

Co- Chair Thonpson asked for clarification.

Ms. Hovenden replied that for the division to update the
PDVP weekly or daily wth information received from
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pharmacists it would cost $2,175 annually. Currently the
dat abase was updated nonthly.

Co- Chair Thonpson asked for wverification the cost was
associated wth updating the database weekly versus
monthly. M. Hovenden answered in the affirmative and
explained it was a software issue.

SARA CHAMBERS, ADM NI STRATI VE OPERATI ONS MANAGER, DI VI SI ON
OF CORPORATI ONS, BUSI NESS AND PROFESSI ONAL LI CENSI NG
DEPARTMENT OF COMVERCE, COWUNI TY AND ECONOM C DEVELOPMENT,
spoke to questions and concerns that had been raised
earlier. She clarified that the PDWP had been in existence
for several years; a |list of people receiving opioid
prescriptions currently existed and was purged every two
years. She detailed that the information was accessible by
a very limted nunber of |icensed prescribers and providers
in the state and the authority could not currently be
del egated to anyone (e.g. a pharmacy technician, or other
of fice personnel). She stated that the ability to del egate
the authority was included in the current bill. She
furthered that what the provision would ook Iike and what
side rails may be included to achieve sone of the
protections concerns was certainly open for discussion.
Federal governnent access to the PDW was restricted to
licensed nedical providers with a right to access specific
patient data (their own patients). She noted that the
Vet erans Adm nistration (VA) and IHS would have a different
definition than in the State of Alaska, but it would boi
down to what the federal and state |icensing requirenents
were for qualified doctors and pharmaci sts. She referenced
the seven-page signature form [mentioned earlier by Co-
Chair Neuman] and relayed the division was working w th Co-
Chair Neuman to determne what the form my be. She
detailed that it did not appear to be a PDW form it was
perhaps a DEA form The division was dedicated to increased
efficiencies - all of its licensing prograns had noved to
online renewal capability in the current year. She noted
the division had received significant positive feedback
fromlicensees.

5:36: 02 PM

Ms. Chanbers relayed that the division had worked wth
Doctor Butler; she thanked him profusely for his assistance
and education on the subject. Additionally, the division
had worked with the bill sponsor to continue its commtnent
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to making the processes as efficient as possible for
provi ders.

Co- Chair Thonpson referred to an earlier question that he
did not believe had been answered. He asked if the PDW
data on patients wth opioid prescriptions shared with the
federal government.

Ms. Chanbers answered that access to the PDVMP was currently
avai lable to the federal governnent only when an agent of

the federal government was a qualified |icensed nedical
provider; those individuals had the ability to the data
regarding their own patients just I|ike any other non-

governnment private doctor. Additionally, the information
was available to law enforcenment through a subpoena or
warrant issued in a court order process. She was not aware
of any other current or proposed federal governnent access.

Vice-Chair Saddler spoke to a letter from the Board of
Pharmacy [dated February 11, 2016 (copy on file)]
indicating the federal funding for the PDW ended August
31, 2013. He continued that currently there was another
grant DHSS was receiving. He asked what the funding source
woul d be past 2021. He asked Ms. Hovenden for details on
the current cost of the PDWP and what the cost would be
after the expansion.

Ms. Hovenden replied that the <cost was approximtely
$100,000 for the PDWP expansion. The cost included one
personnel and sone travel costs.

Vice-Chair Saddl er asked for the current cost. M. Hovenden
replied that the cost was currently $85, 000.

Vice-Chair Saddler surmsed that the total cost would be
$185, 000. Ms. Hovenden affirned.

Vice-Chair Saddler asked if the funding was available
through a federal grant up to 2021. Ms. Hovenden replied in
the affirmative.

Ms. Chanbers clarified that currently the division received
$120, 000 annually through federal funding. The funds paid
for the database at approxi mtely $80,000 to $85, 000 [per
year]. The additional funding was set aside to pay support
staff assisting with the PDWP. She explained the division
did not receive the grant noney if it was not utilized. The
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di vi sion received adequate funding for the PDVWP at present.
She detailed that the division had applied in a partnership
with DHSS for another grant, but it had not quite nade the
cut. Subsequently, the division had been working with Dr.
Butler and his team on enhancing the grant. She detailed
that if received, the grants would cover the additional
expenses anticipated in the fiscal note; therefore, the
cost would be fully funded by a grant, which she understood
was the original Ilegislative intent for the PDWP. The
funding would prevent the division from being in the
guandary of having to go to its licensees or registered
users to charge a licensing fee. The division had been very
active in partnership with DHSS to continue to seek grant
opportunities; the grant opportunities noved the PDWP from
a list of nunbers and data - which was critically
important, especially to grant access to Medicaid - into a
robust statew de opioid control program

5:41:27 PM

Vice-Chair Saddler pointed to the letter nentioning
legislative intent put in by forner Senator Lyda Geen
specifying it was not the intent of the legislature for
prof essional users of the database to absorb the cost; it
was the intent that the PDWP would be funded by federal
grants and state appropriations. He asked if it was the
| egi sl ation that had created the database.

Ms. Chanbers answered in the affirmati ve.

Representative Pruitt returned to the discussion about
federal governnent access to the database. He spoke to
concern about people who were not doctors accessing the
dat abase. He asked if a federal law required the state to
give the federal governnment access to the PDWP through a
subpoena. Alternatively, he asked if the state felt it
needed to provide the data in those circunstances.

Ms. Chanbers answered that the law was currently in state
stat ute.

Representative Pruitt surmsed that the state's own statute
could be changed in order to appease sone concerns about
giving the federal governnent access to information. He
suggested prohibiting the transfer or cooperation with the
federal governnment on access to the database.
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Ms. Chanbers answered she would need to review the statute
to determ ne exactly how | aw enforcenment was clarified. She
tended to agree with the tone nentioned by Dr. Butler that
the state's own Departnment of Public Safety and troopers
woul d have that |evel of access. She could not say w thout
researching the statute, whether it allowed or prohibited
federal |aw enforcement to have access to the information

She woul d | ook into the issue.

Representative Gara understood the purpose of the database,
whi ch would enable one physician to see if an individua

was shopping around and seeking large anmounts of
prescription drugs. He referred to page 16 of the bill and
wondered why the pharmacist had to send a Ilist of

i ndi viduals they prescribed drugs to the board. He wondered
about the purpose.

Ms. Hovenden replied that the board adm nistered the PDW
The information was not Iliterally sent directly to the
board; it went to the PDMP, which was nmanaged by the board.

Representative Gara asked for verification that the
| anguage requiring pharmacists to submt information to the
board neant the pharnacists were to submt the information
into the database. Ms. Hovenden replied in the affirmative.

Representative Gara referred to the provision requiring
pharmaci sts to submt the information a mninmm of once a
week. He thought there had been a provision requiring a
pharmaci st to enter the information quicker. He asked for
verification that the submttal of information was required
on a weekly basis. Ms. Hovenden replied in the affirmative.

5:46: 18 PM

Representative Minoz referred to testinmony from the prior
evening by a pharnmaci st who was concerned about having to
recheck the database after the initial prescribing doctor
had checked the database. She wondered if it would be
appropriate to have the Board of Pharnacy overseeing the
program if the state only required the prescribing doctor
to check the database. She wondered if it would be nore
appropriately housed in the State Medical Board.

Ms. Chanbers answered that the division oversaw al

pr of essi onal licensing boards including the Board of
Pharmacy and the State Medical Board. She detailed that it
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was "six of one, half dozen of another" - any particular
board may be given the statutory authority by the
| egislature to govern the process, but the division
adm ni stered the program from a day-to-day standpoint.

Representative Minoz asked if the PDW was nanaged
currently by the Board of Pharmacy. M. Chanbers answered
in the affirmative.

Representative Edgnon asked if the concept flowed through
the Board of Pharnmacy and State Medical Board. M. Chanbers
answered that the idea of expanding the PDWP had been
generated outside of the division; the proposed expansion
had not initiated by the Board of Pharmacy or State Medica
Board. She furthered that the division had becone involved
in answering technical and inpact types of questions when
the | egislation had been drafted.

5:48: 28 PM

Representative Edgnon asked discussing the issue as a
policy neasure would be in the normal course of business
for the board.

Ms. Chanbers answered in the affirmative. She detailed the
Board of Pharmacy discussed the PDWP regularly and was an
engaged partner in its governance and adm nistration. She
specified that because the State Medical Board was not
responsi bl e for governance of the PDWP, it had not to her
know edge had such a robust discussion; however, it had
t horoughly di scussed the tel enedici ne aspect of the bill.

Vice-Chair Saddler asked if there had ever been a breach of
the integrity of the PDW. M. Hovenden replied in the
negati ve.

Vi ce- Chai r Saddl er asked what the practical effect would be
if the pharnacist was renoved from the redundant task of
doing a pre-check of the database. He asked if it would
tend to dimnish the effectiveness of the database. M.
Chanbers answered that the conversation was a result of
testinmony the heard by the commttee. She detailed the
conversation was being held with the bill sponsor, Dr.
Butl er, and ot her engaged personnel.
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Co-Chair Neuman asked if there had never been a breach of
informati on that was obtained from the PDVMP. M. Hovenden
deferred the question to the database nmanager

Co-Chair Neuman believed there was no way to know if
soneone wWth access to the database told soneone el se about
the information

5:52: 01 PM

Co- Chair Thonpson asked the database manager to address the
guestion related to system security.

BRI AN HOWNES, PROGRAM MANAGER, PRESCRI PTI ON DRUG MONI TORI NG
PROGRAM DEPARTMENT OF HEALTH AND SOCIAL SERVICES (via
tel econference), relayed that there had been no breach of
the database; the data had not been shared to his
knowl edge. He relayed there had never been a conplaint
regarding a breach. He explained that sonmeone would have to
make a conplaint that the data had been obtained illegally.
He furthered that through different conplaint processes the
division could have the ability to determne who had
accessed the information and whether or not it was used
i nappropriately.

Co- Chair Thonpson surmsed that if there was a breach it
woul d have been by soneone with |egal access to the PDW
involving printing off the data and passing it on to
sonmeone illegally. M. Howes answered in the affirmative.

Vice-Chair Saddler stated that there nmay not have been a
breach of the database there may have been a non-technica
human breach. M. Howes answered in the affirmative.

5:54: 00 PM

Representative GQuttenberg surm sed the state woul d not know
if there was or was not a breach. He wondered how the state
woul d know either way. M. Howes replied that it would
require a conplaint that data had been shared with sonmeone
else. He furthered at that point the division would
determ ne which provider had |ooked up the patient. There
was an audit trail within the program which would enable a
| ookup of the information. From that point, they would go
through an interview process to determ ne what had happened
and what the person had done with the data.
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Representative Quttenberg asked how many conplaints there
had been. M. Howes replied there had been no conpl aints.

Representative Quttenberg asked if that was throughout the
history of the database. M. Howes answered in the
affirmati ve.

Representati ve Edgnon asked referred to testinony there had
been no breaches or sharing of the data from the PDWP. He
referred to the human intelligence factor. He remarked on
f eder al access by qualified nedical agents and |aw
enforcenment. He asked who had state access to the PDW
out si de the division.

M. Howes answered that any access was by a |licensed
prescri ber or dispenser regarding a patient or a patient
they anticipated seeing. The statute specified that
federal, state, and local |I|aw enforcenment my receive
printouts from the database based on a court order or
search warrant denonstrating probable cause for the action.

Representative Edgnon asked if currently every provider had
to participate. M. Howes answered that there was currently
no requirenment for providers to |l ook at the database.

Represent ati ve Edgnon asked how nmany practitioners used the
database. M. Howes answered the percentage was | ow
Approxi mately 700 to 800 out of the 6,400 prescribers used
t he database. He detailed that whether a prescriber needed
to access the system depended on their type of practice.

5:57:23 PM

Representative Edgnon surmsed that the characterization
that the database was centralized was not accurate. He
believed the bill sponsor wanted the database to fully
encapsul ate the providers and di spensers.

Co- Chair Thonpson surm sed that 10 percent of the providers
were registered and utilizing the database.

Ms. Hovenden answered that currently a |ow percentage of
the users would be correct.

Ms. Chanbers clarified that the bill would nmake the shift

from what could arguably be termed a pilot programinto a
centralized repository of data to connect providers and
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prescribers across the state and to shift into a robust
opioid control program The connection to Medicaid was to
provi de DHSS and Medi caid personnel the opportunity to save
Medi caid costs and better nanage those elenments through a
small sliver of a wider Medicaid reform bill. She believed
the intent was to nove from a voluntary, not wdely used
program to a nore official programthat would provide nore
reliable data to acconplish the variety of goals.

6: 00: 00 PM

Representative Gara remarked that he did not particularly
have a concern about the security of the database; however,
he surm sed there was no signal to specify if a breach did
occur. He referred to testinony the division would not know
if there was a breach unl ess soneone knew their information
had been breached and they conplained to the division. He
bel i eved that would not happen. He opined that the fact the
division would not know if a breach occurred would have
been a fairer response to Co-Chair Neunman's earlier
guestion. He reasoned it mattered how good the systems
security was.

Vi ce-Chair Saddl er asked if having a nandatory database was
likely to be a condition of any existing or future federa
benefit or funding. He remarked there had been a nunber of
provisions from the Affordable Care Act wth delayed
i npl enentation. He could imagine the federal governnment may
want the data.

Ms. Chanbers deferred the question to DHSS and was not
awar e of anything of that nature com ng down the pike.

6: 02: 20 PM

Ms. Shadduck spoke to the question asked by Vice-Chair
Saddl er. She discussed that on Mrch 10, 2016 the U. S
Senate had passed the conprehensive Addiction and Recovery
Act (SB 524). She detailed that Al aska's two senators had
voted in support of the act. She furthered that Section 601
of the bill included |anguage requiring states to use a
PDMP in order for states to access the federal grants to
conbat opioid and other addiction problens; it would also
be required for prescribers to |ook up federal Schedule 11,
11, and IV drugs before prescribing and dispensers would
be required to input the sane data. Some of the
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recommendati ons had been reinforced by the passage of U'S
Senate Bill 524.

Co- Chair Thonpson asked if the required the state to share
access to the information with the federal governnment. M.
Shadduck di d not believe so, but she would follow up.

Ms. Shadduck relayed that based on the testinony, the bil
sponsor was very wlling to work with the commttee on
final tweaks to the sections under discussion. The sponsor
realized there were concerns and was open to sonme of them

Representative Gara referred to the concept of sharing
state savings with energency roons. He spoke to concerns
about people going to an energency room for care when they
did not need an enmergency room He addressed the expensive
nature of the care. He continued that part of SB 74 hel ped
solve the problem which would result in fewer people going
to the energency room for inappropriate care. He wondered
why the state would pay hospitals noney for the reduced
nunber of patients, especially when the state had a $4.4
billion deficit.

VALERI E DAVI DSON, COWM SSI ONER, DEPARTMENT OF HEALTH AND
SOCI AL SERVICES, replied that the program included in the
bill was nodelled after a Washington State program During
the last and current budget processes, DHSS had heard from
the Ketchi kan hospital t hat it had applied for an
i nnovation grant from CMS. She believed the hospital had
spent $700,000 to decrease its ER overutilization, but it
had cost $1.5 nmillion in lost revenue if those sane
patients had conme to the ER The hospital had comuni cated
there was not nuch financial incentive for providers to
|l ook at the ER overutilization when it ended up costing
them nmoney. The program in Washington State had been a
public private partnership between several parties; SB 74
i ncluded the sane concept neking sure all parties worked as
hard as possible to be able to achieve the savings. She
reiterated that the Ketchikan hospital had reported it
spent $700,000 to lose $1.5 million, which was not nuch
incentive for facilities to change the way they did
busi ness. She surmsed if there was a way to change the way
heal thcare was delivered in a nore appropriate way and to
have the opportunity to share the savings, perhaps the
savi ngs shared could be applied nore appropriately in other
settings (e.g. developing better partnerships with primary
care providers, utilizing support services, and other).
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6: 08: 58 PM

Representative Gara stated that the |loss was based on
hospitals not receiving very large charges in the ER for
non-energency care. He surmsed the hospitals were not
getting the higher anpbunt of nobney because they were not
able to charge non-ER patients with ER rates. He was not
convinced by the argunent. He continued that hospitals
woul d benefit in the ER setting by having Medicaid reform
cover people who they had not previously been receiving
conpensation for (people without children and the expanded
Medi caid popul ation). He asked for verification the
hospitals were receiving nuch nore noney for ER care
t hrough Medi cai d expansi on.

Comm ssi oner Davi dson answered in the affirmative. The goa
was to make sure people were using the ER appropriately -
for ER care. The challenge was that under the current
federal EMIALA [Energency Medical Treatnment and Labor Act]
energency roons did not have a choice when it canme to
letting a person in the door; enmergency roons were required
to provide a certain level of <care prior to sending
i ndi vidual s on their way.

Representative Gara reasoned that individuals would either
receive coverage through private insurance or Medicaid
expansion. He spoke to the concept of no incentive for
hospitals to reduce ER care. He stated that a significant
part of the bill was about creating a managed care plan and
establishing people with a primary physician in order to
avoid using the ER [for inappropriate reasons]. He believed
that even without incentives to the hospital, the bill was
intended to steer people away from the ER He did not buy
the lack of incentive as a justification to ask the state
to conpensate energency roons for no |onger treating people
who should not be in an ER

Vi ce-Chair Saddler asked if Conm ssioner Davidson saw any
other situations in which the federal governnent would
require the state to have mandatory PDWP reporting as a
condition of a federal paynent, grant, benefit, or
partici pation.

Commi ssi oner Davi dson answered that she was not aware of
any additional requirenents.
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6:12: 09 PM

Representati ve Edgnon asked if there was an existing node
that could help the state reform Medicaid that did not
involve a public private sector relationship.

Comm ssi oner Davidson asked if the question was specific to
ER overutilization or broader.

Representative Edgnon discussed whether the state went
t hr ough a managed care and/ or account abl e care
organi zations. He surmsed that it appeared necessary to
have the private sector involved in terns of being able to
make Medicaid nore efficient and cutting down on ER super-
utilizers that cost the program nore. He reasoned that the
ER was a business entity; therefore, if they were given
sone incentive they would conply accordingly. Likew se, if
the incentive was renoved, the need to conply dissipated.

Comm ssi oner Davi dson answer ed t hat t he depart nment
appreciated the bill's broad flexibility and the options
avai lable for DHSS to work with providers and stakehol ders
on ways to test certain theories. She pointed to the broad
denonstration authority described in the bill as an
exanple, such as a public private partnership for the ER
overutilization project. The departnment could opt to do
sonme of the things on its own, but she did not believe it
achieved the right result. She wanted to ensure providers
gi ving good and appropriate care to patients could continue
to do so. She did not have all of the answers, but she
believed the bill provided nore tools to work with people
in Alaska to design a healthcare system that worked for
everyone. She continued that there were |essons the state
could learn fromother states, but sone may not necessarily
work in Alaska. The state could elect to use a nodel from
anot her state, but the challenge was selecting a nodel that
wor ked for Al aska, for as many people as possible, and that
nmet the state's unique chall enges. She pointed issues such
as access to care (travel would always be a concern). She
continued that during certain times of the year in certain
regions, infants and children were inpacted by respiratory
syncytial virus, which would result 1in increased ER
utilization and Medivacs. She noted her daughter had fallen
into the category when she was an infant. She spoke to
inproving the delivery of healthcare, while recognizing
efficiencies were necessary to continue to provide
healthcare into the future. She believed everyone
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recogni zed that Medicaid was not sustainable in its current
form She stressed the need to reform Medicaid and believed
the state's best opportunity to inplenent reform was wth
its partners.

6: 16: 56 PM

Representative Quttenberg asked about the ER-shared
rei nbursenent. He understood the issue in the short-term
and that hospitals would change their business nodels. He
asked if it would be appropriate to put a five-year
timeline on the shared reinbursenent. He reasoned that
after five years the hospitals would have changed their
business nodel. He detailed that reform to the system
i ncluded efficiencies the hospitals recogni zed were needed
as well. He spoke to providing incentives for several years
for hospitals to renodel, retooling, changing processes,
and other. He wondered if a tineline was appropriate to
all ow hospitals tinme to transition

Ms. Shadduck replied that one of the parts of Section 31
required the Alaska State Hospital and Nursing Hone
Association (ASHNHA) to report back on the successes and
chal l enges. She did not want to put an arbitrary end to the
shared savings, but she surm sed that ASHNHA could al so be
asked to report on the processes and shared savings.
Section 28 on Medicaid reform asked the departnment to
report on savings based on reforns inplenmented by the bill.
She detailed there were a couple of reporting mechani sns
t hroughout the bill. She did not want to speak on behal f of
energency roons and their doctors because she did not know
t heir business practices inside and out.

Co-Chair Thonpson relayed that anmendnents to the bill
should be submtted to his office by April 1, 2016 at 5:00
p. m

CSSB 74(FIN) am was HEARD and HELD in conmttee for further
consi derati on.

Co- Chair Thonpson discussed the schedule for the follow ng
day.

#
ADJ QURNVENT

6: 20: 27 PM
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The neeting was adjourned at 6:20 p. m
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