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November 1, 2023

The Honorable Senator Zenzinger, Chair
Joint Budget Committee
200 East 14th Avenue, Third Floor
Denver, CO  80203

Dear Senator Zenzinger:

Enclosed please find the Department of Health Care Policy & Financing’s response to the 
Joint Budget Committee’s Request for Information #3 regarding Medicaid member utilization 
of capitated behavioral health services in FY 2021–22 and the performance of the Regional 
Accountable Entities (RAEs) on network provider expansion, timeliness of processing provider 
claims within contract requirements, and timeliness of credentialing and contracting 
network providers.

HCPF Legislative Request for Information #3 states:

Department of Health Care Policy and Financing, Behavioral Health Community 
Programs – The Department is requested to submit a report by November 1, 2023, 
discussing member utilization of capitated behavioral health services in FY 2021-22 
and the Regional Accountable Entity's (RAE's) performance on network provider 
expansion, timeliness of processing provider claims within contract requirements, 
and timeliness of credentialing and contracting network providers. The report should 
include aggregated data on the number of members accessing inpatient and 
residential mental health treatment, inpatient and residential substance use 
disorder treatment, outpatient mental health and substance use disorder services, 
and alternative services allowed under the Department's waiver with the Centers for 
Medicare and Medicaid Services.

The report describes the capitated behavioral health benefit and summarizes how many 
members utilized behavioral health services during FY 2021–22. It also provides data on the 
time it took to process and pay provider claims in 2022. Additionally, it describes how 
managed care entities contract with providers to expand their networks, and reports on the 
timeliness of contracting and credentialing during 2022. Lastly, this report includes the 
performance of residential and inpatient substance use disorder treatment as required by 
House Bill 18-1136 (C.R.S. 25.5-5-325).



Page 2

Improving health care equity, access and outcomes for the people we serve while  
saving Coloradans money on health care and driving value for Colorado. 

www.colorado.gov/hcpf

If you require further information or have additional questions, please contact the 
Department’s Legislative Liaison, Jo Donlin, at Jo.Donlin@state.co.us or 720-610-7795.

Sincerely,

Kim Bimestefer
Executive Director
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Director, HCPF
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I. Executive Summary
This report is in response to a request for information from the Joint Budget 
Committee regarding the Colorado Medicaid behavioral health program. This 
includes an overview of the capitated behavioral health services in fiscal year (FY) 
2021–22 and the performance of the behavioral health managed care entities 
(MCEs). This report provides an overview of the behavioral health system by 
measuring member access to care, provider network expansion and contract 
timelines, and timeliness of payment. Colorado Medicaid members who access 
behavioral health services do not pay a copay or a deductible, and 90% of claims 
are paid within 30 days. This report also includes the performance of residential 
and inpatient substance use disorder (SUD) treatment as required by House Bill 
18-1136 (C.R.S. 25.5-5-325). 

Medicaid programs require continuous innovation and problem-solving to meet the 
needs of many stakeholders, including Health First Colorado (Colorado’s Medicaid 
program) members and providers, while complying with state and federal 
regulations and honoring the mandate to manage taxpayer funds responsibly. The 
Department of Health Care Policy & Financing (HCPF) is committed to continuing 
this important work with behavioral health.

A. The Behavioral Health Capitated Benefit

HCPF is the single state agency responsible for administering Health First 
Colorado benefits as a part of the state’s Medicaid program. HCPF maintains 
contracts with eight MCEs, which are responsible for administering, managing, 
and operating the Medicaid capitated behavioral health benefit by ensuring 
members have access to medically necessary covered behavioral health 
services. Seven Regional Accountable Entities (RAEs) and Denver Health 
Medicaid Choice, a managed care organization for Denver County, are 
contracted with HCPF to do this for the majority of behavioral health 
services. This managed care model connects members with coordination of 
behavioral health services, responds flexibly to emerging needs (like the 
pandemic), and works within a state-determined behavioral health budget to 
develop regional networks that ensure members have access to a full 
continuum of behavioral health services and primary care coordination. It also 
allows the state to offer special federally approved services for people with 
serious mental illness that can be difficult to support and reimburse in a fee-
for-service model. These services are authorized by the federal Centers for 

https://leg.colorado.gov/sites/default/files/hcpf_rfi-04-28-22.pdf
https://leg.colorado.gov/sites/default/files/hcpf_rfi-04-28-22.pdf
https://leg.colorado.gov/bills/hb18-1136
https://leg.colorado.gov/bills/hb18-1136
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Medicare and Medicaid Services (CMS) through a 1915(b)(3) waiver, also called 
B3 services, which are intended to help keep people healthy in their 
communities. The chart below gives an overview of some of the services 
covered by the inpatient, outpatient and B3 services.

Table 1. Overview of Services Covered by the Inpatient, Outpatient and B3 Services 
within the Behavioral Health Capitated Benefit

Outpatient Services Inpatient and Residential 
Services

Wraparound, Intensive 
Support B3 Services

● Individual, group, and 
family therapy
● Medication management
● Psychiatrist services
● Outpatient hospital 
psychiatric services

● Emergency and crisis 
services
● Inpatient hospital 
psychiatric care
● Residential and inpatient 
substance use disorder (SUD) 
treatment
● Residential and inpatient 
withdrawal management

● Prevention/Early Intervention
● Clubhouses/Drop-in Centers
● Vocational Services
● Intensive Case Management
● Assertive Community 
Treatment
● Residential Mental 
Health Treatment
● Respite Care
● Recovery Services/Peer 
Support

To be compliant with state and federal regulations, MCEs must spend at least 
85% of their capitated behavioral health payments on direct treatment 
expenses for members, with the remaining 15% available for community 
supports and partnerships, alternative funding, support technologies, and 
other administrative and staff operating expenses. HCPF tracks, audits and 
reports MCE submissions on this requirement annually. 

B. Utilization Management

MCEs are federally and contractually required to maintain a network of 
providers adequate to meet member needs based on utilization of services. 
Each MCE has its own utilization management program for behavioral health 
services to ensure the right care is provided in the right setting to improve 
quality, ensure least restrictive care setting, and promote more efficient and 
cost-effective care. MCEs are responsible for meeting many federal 
requirements, including ensuring that members are accessing appropriate, 
medically necessary treatment. MCEs are federally required to establish and 
maintain utilization management policies and procedures to safeguard against 
unnecessary utilization of care and services. Utilization management includes 
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policies that review services provided, financial and clinical audits, setting 
appropriate limits on services, and in some cases, prior authorization 
requirements. Most services do not require prior authorization if the service is 
provided by a provider in the network. 

With prior authorization, Medicaid programs balance the need to deliver 
services in a timely manner with the need to manage member care and ensure 
members are receiving the right care for their situation. During the second 
demonstration year of the expanded SUD benefit (January–December 2022), 
the average length of time it took to respond to a facility’s request for 
authorization of initial services was under the required standard of 72 hours. 
During this time period, 3,934 total initial requests were made, 3,624 initial 
authorizations were issued, or 92%. Of these authorizations, 90% were issued 
within 72 hours. Since January 1, 2022, the number of initial authorization 
days has been standardized across all MCEs.

C. Behavioral Health Utilization FY 2021–22

In FY 2021–22, 18.9% of Health First Colorado members accessed capitated 
behavioral health services, which include mental health, SUD, and B3 
services. Members can receive short-term behavioral health services (up to six 
visits) for low-acuity behavioral health needs at the member’s primary care 
medical provider site. In FY 2021-22, about 1.20% (17,890) eligible members 
used the short-term behavioral health benefit. Additionally, of the 17,890 
members, 8,330 had not previously accessed behavioral health services 
(46.56%). By the end of this time period, member enrollment in the ACC 
averaged 1,489,511, which includes enrollment in Denver Health Medicaid 
Choice of 110,538. Utilization trends for the behavioral health capitation are 
listed below. This report also includes trends across time for this data.

· 281,717 members used capitated behavioral health services. Among that 
group, 65.4% (184,253) used mental health services, 15.5% (43,731) used 
SUD services, and 57.3% (161,502) used B3 services.

· Of the 184,253 distinct utilizers of mental health services, 183,972 (99.9%) 
received outpatient mental health services. Inpatient services were used by 
10,550 (5.7%), and 3,979 (2.2%) received residential mental health 
services. 
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· Of the 43,731 utilizers of SUD services, 38,562 (88.2%) utilizers used 
outpatient services. 10,432 (23.9%) received residential treatment and 
2,967 (6.8%) had an inpatient SUD stay.

· In FY 2021-22, 18.9% members used capitated behavioral health services, 
compared to 18.1% in FY 2020-21 and 19.4% in FY 2019-20. Note that 
enrollment significantly increased in FY 2020-21 due to the COVID-19 public 
health emergency.

D. Provider Network, Credentialing, and Contracting

Each managed care entity is responsible for establishing a network of 
providers in their region to serve the needs of members. These networks must 
include residential and inpatient facilities, safety net providers like 
community mental health centers, and the individual, small, and medium 
sized providers in the independent provider network. MCEs are required to 
complete the credentialing and contracting processes or deny network 
admission within 90 days for at least 90% of all provider applications. Since 
the requirement was set in January 2022, every RAE has improved contracting 
and credentialing times and has demonstrated that they are contracting and 
credentialing within contract standards.

At the end of FY 2021-22, there were 10,298 MCE-contracted behavioral 
health providers, compared to 8,627 at the end of FY 2020-21 and 6,391 at 
the end of FY 2019-20.1 HCPF has set as a top priority to continue expanding 
the statewide contracted network of behavioral health providers through 
ongoing collaboration with providers, MCEs, and the community. Between Q4 
2021-22 and Q1 2022-23, four RAEs completed major provider roster cleanups, 
removing at least 630 providers from the counts. However, through numerous 
collaborative provider recruitment efforts, nearly 1,400 providers were added 
in the next quarter and by December 31, 2022, the MCEs had reached 11,061 
behavioral health providers.

As of quarter 3 of FY 2022-23, Network Adequacy reports for General 
Behavioral Health Service Categories indicate the MCEs have expanded their 
practitioner networks and met greater than 99% of access standards.

1 Count includes unique providers, deduplicated across all RAEs, representing a total statewide 
contracted network for the Behavioral Health Capitation Benefit.
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As of December 2022, the end of the second demonstration year of the SUD 
1115 Demonstration Waiver allowing coverage of residential SUD services, 54 
providers at 83 locations provided covered residential services to 9,713 unique 
members who received 18,533 episodes of care.

E. Claims Processing and Provider Payments

In compliance with federal regulations, HCPF requires that the MCEs 
adjudicate and pay 90% of all clean claims within 30 days of receiving them, 
and 99% of clean claims within 90 days of receipt. All MCEs met this standard 
in calendar year 2022.

F. Quality Oversight Practices

HCPF maintains workstreams to improve quality oversight including: creating 
a form for the Independent Provider Network (IPN) to report any outstanding 
issues or concerns they have; establishing RAE health equity plans to identify 
priority populations; identification and inclusion of behavioral health quality 
measures within CMS core measures to promote better outcomes; supporting 
the RAEs in building out network capacity gaps specifically with high-intensity 
outpatient service providers; monitoring the implementation of HB23-1243 
Hospital Community Benefit bill; and the Quality of Care process.

G. Improving Behavioral Health Services Statewide

HCPF continues to work with providers, MCEs, and state agencies to improve 
the provider experience in contracting, credentialing, and reimbursement 
with the goal of expanding the behavioral health safety net in Colorado and 
increasing access for members. Initiatives include:

· Support for providers through collaborative action on credentialing and 
contracting, billing and coding, payment and reimbursement, service 
quality and communications. 

· Coordination with the Behavioral Health Administration (BHA) to align 
policies impacting programs, services and payment methods; improve the 
performance and accountability of the behavioral health safety net; and 
improve the behavioral health rate structure.

· Development of the third phase of the Accountable Care Collaborative 
through robust stakeholder engagement ahead of a July 1, 2025, launch 
date.
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· Streamlining administrative requirements for providers regarding 
credentialing, contracting, payment recoupment, use of ASAM criteria, and 
auditing.

· Completed a Behavioral Health Provider Rate Comparison Report and 
implemented recommendations in collaboration with the BHA and 
stakeholder groups. An Action Plan Update Report was published in August 
2023 detailing the ongoing improvements.
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II. Introduction and Overview of the Behavioral Health Capitated 
Benefit
H. About This Report

The Department of Health Care Policy & Financing (HCPF) prepared this 
report in response to a request for information from the Joint Budget 
Committee to discuss member utilization of capitated behavioral health 
services in FY 2021–22 and the performance of the behavioral health managed 
care entities (MCEs) on network provider expansion, timeliness of processing 
provider claims within contract requirements, and timeliness of credentialing 
and contracting network providers. It includes aggregated data on the number 
of members accessing inpatient and residential mental health treatment, 
inpatient and residential substance use disorder (SUD) treatment, outpatient 
mental health and SUD services, and alternative services allowed under 
HCPF’s waiver with the Centers for Medicare and Medicaid Services (CMS). 
The report also includes, for calendar year (CY) 2022, aggregated provider 
data by quarter showing changes in the number of providers contracted, 
monthly claims processing timeframes by each MCE, and timeliness of 
provider credentialing and contracting by each MCE. It also discusses how 
HCPF monitors these performance measures and actions HCPF has taken to 
improve MCE performance and member behavioral health outcomes.

This report also contains the performance data on residential and inpatient 
SUD treatment required by HB 18-1136 (CRS 25.5-5-325(3)(a)) which is being 
specifically identified for clarity. The required data includes: 

· The number of persons who received services pursuant to this section and 
the service provided [see Table 4]

· The length of time that services were provided [see Table 2]

· The location where services were provided, to identify distinctions 
between residential facilities and general hospitals [see Table 6]

One of the required data points, effectiveness of services provided, is 
extremely challenging to report as there is not an agreed upon definition of 
“effective” in the literature or as standard practice in the community. The 
rate of relapse could be considered for illustrating effectiveness; however, it 
is not specifically reportable based on a lack of standardized definition of 
relapse in the field. An approximation of relapse, defined as a member 
returning to the same or higher level of care, is one of the goals of the SUD 
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1115 waiver which HCPF reports to CMS and publishes quarterly. Finally, 
additional reporting of information on the SUD benefit utilization specific to 
residential and inpatient services is reported quarterly and published as part 
of SB21-137. This bill outlines the methodology for reporting utilization 
management data on a quarterly basis.

Tracking on these metrics is also a priority for HCPF to understand the status 
of our behavioral health networks and improve the behavioral health system. 
Providers are central to all we do for members, and HCPF recognizes the 
importance of manageable administrative requirements and fair 
reimbursement. HCPF is committed to supporting the workforce now and in 
the future to meet the behavioral health needs of a growing population with 
increasing behavioral health needs.

I. About the Behavioral Health Capitated Benefit

HCPF is the single state agency responsible for administering Health First 
Colorado. HCPF contracts with eight MCEs to administer, manage, and 
operate the Medicaid capitated behavioral health benefit by providing 
medically necessary covered behavioral health services. Seven Regional 
Accountable Entities (RAEs) and Denver Health Medicaid Choice, a managed 
care organization for Denver County, are contracted with HCPF to do this for 
most behavioral health services. MCEs have primary accountability for 
promoting optimized behavioral health and wellness for all members and 
providing or arranging for the delivery of medically necessary mental health 
and SUD services.

Figure 1. Regions of the Accountable Care Collaborative
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The managed care model offers several advantages for members. It helps with 
coordination of behavioral health services and allows the state to offer 
special benefits for people with serious mental illness that would not be 
available under a fee-for-service model. (These services, called B3 services, 
are discussed in detail in the next section.) The managed care model also 
allows HCPF to respond quickly and flexibly to emerging needs, such as the 
need for behavioral health telemedicine during the pandemic. Importantly, 
the managed care model allows the state to track progress on metrics and 
adjust policies or practices when the state is not getting the most value for its 
health care dollars. Additionally, the Behavioral Health Administration (BHA) 
is planning for BHASOs, which will be a consolidated delivery model providing 
a continuum of community mental health, crisis services, and SUD services, 
with the implementation date of July 1, 2025.

J. Behavioral Health Services Offered

Behavioral health is complex and often requires services from a care team 
and/or multiple providers. The Medicaid benefit includes outpatient services 
such as individual and group therapy, medication management, psychiatrist 
services, outpatient hospital psychiatric services, drug screening/monitoring 
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and intensive outpatient programs for SUD treatment. The benefit also covers 
emergency and crisis services, inpatient hospital psychiatric care, and 
residential and inpatient SUD treatment, including withdrawal management 
services.

The behavioral health benefit also covers alternative wraparound services - 
the previously mentioned B3 services. These include:

· Prevention/Early Intervention

· Clubhouses/Drop-in Centers

· Vocational Services

· Intensive Case Management

· Assertive Community Treatment

· Residential Mental Health Treatment

· Respite Care

· Recovery Services/Peer Support

These alternative services offer members a way to connect with peers and 
develop life skills and a community of support. These services can be 
especially important for members with serious mental illness, and those who 
have co-occurring mental health and SUD diagnosis, complex medical needs, 
cognitive disorders, or are involved with criminal justice systems.

The alternative wraparound B3 services are one of the greatest flexibilities 
supported through a managed care system. Over half (57%) of individuals with 
behavioral health needs benefit from these services every year; that is nearly 
11% of the total Medicaid population. Without a managed care option, in 
order to retain the current behavioral health benefit, all of these services 
would need to be moved under the Medicaid fee-for-service benefit authority 
and approved by the federal government. This would also require a review of 
cost and budget analysis for each service and any connected service, the 
development of state administered utilization management for these services, 
and increased provider documentation and the need to submit for each unit of 
service. Any of these services could be significantly limited based on the 
policy or budget analysis review. HCPF’s current program is a demonstrated 
cost savings program that, unlike fee-for-service, allows for the flexible and 
responsive use of state funds. Managed care programs are also able to pay 
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variable rate to providers based on the need in the region and set up higher 
rates for specialty services or special cases.  

K. Substance Use Disorder Benefit Expansion

On Jan. 1, 2021, Health First Colorado expanded its SUD benefit in accordance 
with House Bill 18-1136 to include residential level of care services, including 
withdrawal management, as part of behavioral health capitated managed 
care, which allows these services to be provided to members residing in 
institutions for mental diseases (IMD) with primary diagnoses of an SUD. The 
expansion of the SUD benefit also supports state efforts to build provider 
capacity across the full American Society of Addiction Medicine (ASAM) 
continuum, improving access to medication-assisted treatment and better 
continuity of care across a continuum of evidence-based SUD services at 
varied levels of intensity.

As of January 2023, there are now 61 enrolled residential providers across the 
state offering all levels of adult residential SUD services. Adolescent services 
are very limited with only one Medicaid enrolled provider and two licensed 
facilities in the state. Effective July 2023, payments have been increased for 
adolescent SUD residential providers to incentivize provider participation in 
offering these services. 

L. Behavioral Health Utilization Management

Each MCE maintains a network of providers and has its own utilization 
management program for behavioral health services to reduce waste and 
promote more efficient and cost-effective care. Many services do not require 
prior authorization if they are provided by a provider in the network. When 
required, the authorization process often includes a review to determine 
whether the service is expected to address the health condition or diagnosis, 
is provided according to accepted standards, is clinically appropriate, is not 
experimental, and is not more costly than other equally effective treatment 
options. One example is residential/inpatient SUD services, which do require 
prior authorization when they are not for the purpose of withdrawal 
management.

Federal laws and regulations require state Medicaid programs to have 
utilization management (UM) for benefits to safeguard against unnecessary 
utilization and to assure that payments are consistent with efficiency, 
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economy, and quality of care. Federal regulations allow managed care plans 
to place appropriate limits on services for the purposes of UM, most 
prominent of which is the use of service authorization requests. Through its 
contracts with MCEs, HCPF expects MCEs to maintain a network of providers 
adequate to meet member needs based on utilization of services. Each MCE 
has its own UM program for behavioral health services to reduce waste and 
promote efficient and cost-effective care. Most services do not require prior 
authorization if they are provided by a provider in the network; one notable 
exception is the requirement for prior authorization of residential/inpatient 
SUD services, except for withdrawal management which is exempt from prior 
authorization to accommodate the immediacy of care needs.

In 2021, the General Assembly passed SB21-1371, mandating that HCPF 
consult with the Office of Behavioral Health, now known as the Behavioral 
Health Administration, residential treatment providers, and managed care 
entities to develop standardized UM processes for residential and inpatient 
SUD treatment and a methodology for reporting UM data quarterly. These 
quarterly reports are posted on HCPF’s Regulatory Resource Center webpage.

The expansion of SUD services requires providers to use the ASAM criteria to 
assess level-of-care placement for members needing SUD services. For 
residential and inpatient services, these level of care determinations are 
reviewed by the MCEs as part of the authorization process. HCPF has worked 
with the MCEs to standardize initial authorization timeframes.

During the second demonstration year of the expanded SUD benefit (January 
to December 2022), the average length of time it took to respond to a 
facility’s request for authorization of initial services was under the required 
standard of 72 hours.

During this time period, 3,934 total initial requests were made, 3,624 initial 
authorizations were issued, and 90% of these authorizations were issued 
within 72 hours. Since January 1, 2022, the number of initial authorization 
days has been standardized across all MCEs.

https://hcpf.colorado.gov/regulatory-resource-center
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III. Behavioral Health Utilization in FY 2021-22
M. Utilization of Behavioral Health Services

In FY 2021–22, 18.9% of Health First Colorado members accessed capitated 
behavioral health services, which include mental health, SUD, and B3 
services. This does not include fee-for-service behavioral health services, such 
as medication assisted treatment or services for new members prior to joining 
an MCE. Members can receive short-term behavioral health services (up to six 
visits) for low-acuity behavioral health needs at the member’s primary care 
medical provider site. In FY 2021-22, about 1.20% (17,890) eligible members 
used the short-term behavioral health benefit. Of these 17,890 members, 
46.56% (8,330) had not previously accessed behavioral health services. During 
this time period, average member enrollment in the ACC was 1,489,511 and 
enrollment in Denver Health Medicaid Choice was 110,538. Utilization trends 
for the behavioral health capitation are listed below:

· 281,717 members used capitated behavioral health services. Members 
could receive services in mental health, substance use, or comprehensive 
B3 services. The total accumulation of data is over 100% because many 
members receive more than one service. Of those who accessed a 
capitated behavioral health service:

ü 65.4% (184,253) used mental health services
ü 15.5% (43,731) used SUD services
ü 57.3% (161,502) used B3 services

· Of the 184,253 distinct utilizers of mental health services, 183,972 (99.9%) 
received outpatient mental health services. Inpatient services were used by 
10,550 (5.7%) and 3,979 (2.2%) received residential mental health services.

· Of the 43,731 utilizers of SUD services, 38,562 (88.2%) utilizers used 
outpatient services. 10,432 (23.9%) received residential treatment and 
2,967 (6.8%) had an inpatient SUD stay. 

Table 2 shows the average length of stay for members at each level of care 
across all MCEs for January 1, 2022 - December 31, 2022, based on completed 
services delivered (as measured by claims data filed), as compared to services 
authorized by the MCEs. Colorado data is generally consistent with ASAM 
guidelines regarding dimensions of care and a progression through the 
continuum.
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Table 2. Average Length of Stay Per Length of Care Across the MCEs for January 2022 – 
December 2022

ASAM LOC
  Description   

Average 
Length of 

Stay (Days)

3.1
   24-hour structure with available 
trained personnel; at least 5 hours of 
clinical service/week  

37.4

3.3

   24-hour care with trained counselors 
to stabilize multidimensional imminent 
danger; less intense milieu and group 
treatment for those with cognitive or 
other impairments unable to use full 
active milieu or therapeutic community 

20.4

3.5

   24-hour care with trained counselors 
to stabilize multidimensional imminent 
danger and prepare for outpatient 
treatment; able to tolerate and use full 
active milieu or therapeutic community 

22.2

3.7
   24-hour nursing care with physician 
availability for significant problems in 
Dimensions 1, 2 or 3; sixteen hour/day 
counselor availability  

17.8

3.2WM
   Moderate withdrawal, but needs 24-
hour support to complete withdrawal 
management and increase likelihood of 
continuing treatment or recovery  

4.1

3.7WM

   Severe withdrawal and needs 24-hour 
nursing care and physician visits as 
necessary; unlikely to complete 
withdrawal management without 
medical, nursing monitoring  

9.6

18.9% of members received a capitated behavioral health service. Estimates 
of the need for behavioral health care are available from surveys at both the 
national and state levels. National estimates indicate that 21.0% of adults and 
17% of adolescents report having a mental illness.2 Colorado survey data show 
similar trends. According to the 2021 Colorado Health Access Survey, 24.3% of 
Coloradans report eight or more days of poor mental health in the 30 days 
prior to the survey. In FY 2021-22, 18.9% members used capitated behavioral 
health services, compared to 18.1% in FY 2020-21 and 19.4% in FY 2019-20. In 

2 SAMHSA. 2020 National Survey on Drug Use and Health.

https://www.samhsa.gov/data/sites/default/files/2021-10/2020_NSDUH_Highlights.pdf
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FY 2020-21, Medicaid enrollment significantly increased due to the COVID-19 
public health emergency. So, while utilization of behavioral health services 
increased significantly in FY 2020-21 and FY 2021-22, the percent total is 
lower than FY 2019-20. 

Table 3. Total Count of Members Accessing Behavioral Health Services Over Time, 
FY 2019-20 to FY 2021-22

Total 
Capitated BH 
Utilizers

Enrollment % of Total 
Utilizing 
Capitated BH

FY 2019–20 224,957 1,161,545 19.4%

FY 2020–21 242,924 1,343,597 18.1%

FY 2021–22 281,717 1,489,511 18.9%

Figure 2. Total Count of Members Accessing Behavioral Health Services Over Time, 
FY 2019-20 to FY 2021-22

Tables 4 through 8 show utilization of behavioral health services in FY 2021–
22. For reference, average monthly member enrollment in the Accountable 
Care Collaborative during this time period was 1,489,511 and enrollment in 
Denver Health Medicaid Choice was 110,538.
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Table 4. Members Accessing Behavioral Health Services, FY 2021–22

Mental Health 
Services

Substance Use 
Disorder Services

Inpatient 10,550 2,967

Residential 3,979 10,432

Outpatient 183,972 38,562

B3 Services (SUD, MH 
and Co-Occurring) 161,502

Table 5. Members Accessing Outpatient Behavioral Health Services, FY 2021–22, by MCE

MCE Outpatient 
Mental Health 

Services

Outpatient 
Substance Use 

Disorder Services

RAE 1 32,338 6,908

RAE 2 11,347 2,691

RAE 3 40,110 7,155

RAE 4 18,083 4,959

RAE 5 19,887 4,542

RAE 6 27,338 5,474

RAE 7 28,009 5,163

Denver 
Health 10,628 2,667

Table 6. Members Accessing Inpatient and Residential Behavioral Health Services, FY 
2021–22, by MCE

MCE Inpatient 
Mental 
Health 

Services

Residential 
Mental 
Health 

Services

Inpatient 
Substance 

Use Disorder 
Services

Residential 
Substance 

Use Disorder 
Services

RAE 1 1,912 790 699 1,987

RAE 2 611 304 117 584
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RAE 3 2,240 810 664 1,864

RAE 4 636 438 66 1,287

RAE 5 1,137 686 397 1,681

RAE 6 1,544 316 484 1,173

RAE 7 1,992 316 348 926

Denver 
Health

572 366 245 1,102

Table 7. Members Accessing B3 Services (Employment Services, Respite Care, Case 
Management, Drop-In Centers), FY 2021–22, by MCE

MCE B3 Services

1 19,953

2 9,593

3 37,932

4 19,534

5 20,509

6 23,299

7 20,926

Denver 
Health

12,292

Table 8. Total Count of Members Accessing Behavioral Health Services through a 
Community Mental Health Center (CMHC) in Comparison to Other Providers, FY 2021–22

CMHC Other 
Providers

Total 
Members 
Using 
capitated 
BH 
Services

% of the Total 
Subpopulation 
that Received 
a Service at a 
CMHC**

Capitated 
Behavioral 
Health Overall

97,012 226,984 281,717 34.44%
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Mental Health 
Services

81,884 128,487 184,253 44.44%   

Substance Use 
Disorder 
Services

9,939 37,828 43,731 22.73%

B3 Services* 71,235 108,239 161,502 44.11%

*HCPF has an expanded definition for B3 Services for FY 2022
**Members could have also received one or more services from another provider

N. Behavioral Health Incentive Program Indicators

The Behavioral Health Incentive Program (BHIP) indicators provide insight into 
how members access and utilize behavioral health care. Payment is based on 
annual performance and is not finalized until six to nine months following the 
end of the fiscal year to allow for claims runout and validation of 
performance. As a result of the timing, funds distributed to the MCEs in FY 
2022–23 were for the MCEs’ performance during FY 2021–22.

ü Engagement in Outpatient SUD Treatment: Percent of members with a 
new episode of SUD who initiated outpatient treatment and who had two 
or more additional services for a primary diagnosis of SUD within 30 days 
of the initiation visit.

ü Follow-up within 7 Days after an Inpatient Hospital Discharge for a 
Mental Health Condition: Percent of member discharges from an 
inpatient hospital episode for treatment of a covered mental health 
diagnosis to the community or a non-24-hour treatment facility who 
were seen on an outpatient basis by a mental health provider within 
seven days.

ü Follow-up within 7 Days after an Emergency Department Visit for SUD: 
Percent of member discharges from an emergency department episode 
for treatment of a covered SUD diagnosis to the community or a non-24-
hour treatment facility who were seen on an outpatient basis by a 
behavioral health provider within seven days.

ü Follow-up after a Positive Depression Screen: Percent of members 
engaged in mental health service within 30 days of screening positive for 
depression.

ü Behavioral Health Screening or Assessment for Foster Care Children: 
Percentage of foster care children who received a behavioral screening 
or assessment within 30 days of MCE enrollment.

Table 9 shows the percentage of members in each MCE who received the 
service described in each performance indicator. While not all MCEs received 
incentives, the ACC overall and each individual MCE has shown year over year 
improvement. Performance targets, highlighted in green below, are defined 
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annually. These goals differ by indicator and are based on the performance of 
each MCE calculated using their own baseline performance.

Table 9. Behavioral Health Incentive Program Performance, FY 2021-22, by MCE

MCE Outpatient 
SUD

Follow-up within 
7 Days of 

Discharge for a 
Mental Health 

Condition

Follow-up 
within 7 Days 
of ED Visit for 

SUD

Follow-up within 
30 Days of 
Positive 

Depression 
Screen

Behavioral 
Health 

Assessment for 
Children in 
Foster Care

RAE 1 53.72% 50.79% 35.87% 61.43% 13.12% 

RAE 2 54.79% 53.59% 30.94% 83.99% 16.56% 

RAE 3 51.53% 46.84% 26.33% 46.69% 14.88% 

RAE 4 55.64% 66.21% 32.45% 49.03% 27.05% 

RAE 5 49.33% 49.46% 30.20% 48.98% 28.93% 

RAE 6 45.40% 58.07% 31.92% 52.98% 18.09% 

RAE 7 61.34% 32.59% 31.96% 65.09% 16.12% 

Denver 
Health

53.72% 50.79% 35.87% 61.43% 13.12% 

Key: Green = Met target

The behavioral health assessment for children in foster care metric was intended 
to incentivize collaboration between counties and MCEs and is not a reflection of 
all BH assessments for children in foster care. Many external factors affect this 
metric and statewide MCE performance has more than doubled since the metric 
was created in FY 2018-19. HCPF is working with counties, RAEs, providers and 
other state agencies to improve standard screening protocols, resources, and 
increase access to care for children and youth with behavioral health needs. 

IV. Provider Network, Credentialing, and Contracting
A robust provider network is one important way to ensure equitable access to 
behavioral health care. HCPF continues to work with MCEs on provider networks 
and other ways to improve access to care, which is often affected by race, 
ethnicity, socioeconomic status, age, sex, disability status, sexual orientation, 
gender identity, and residential location. Medicaid members are traditionally at 
high risk for poor health outcomes, so access to the right providers is a particular 
priority. Each region of the state has a unique member base, provider network, 
and community stakeholders. Each region also has unique challenges in addressing 
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disparities and meeting the needs of populations that often do not have the 
access to care they need.

This section explains the behavioral health provider network, including the types 
of behavioral health providers that contract with MCEs, the process of 
credentialing and contracting with providers, and provider network development.

A. Behavioral Health Providers

Currently, the Department separates outpatient service providers into two 
categories: Community Mental Health Centers (CMHCs) and independent 
providers, which comprise IPN. HCPF has further broken down the IPN into 
Federally Qualified Health Centers (FQHCs) and all other independent 
providers. Behavioral health providers contract directly with MCEs for services 
each provider will offer. MCEs are obligated by the state, as administrators of 
the managed care system, to contract with CMHCs and FQHCs to ensure that a 
safety net of services are provided in each region. Each MCE is responsible for 
establishing a network of providers in their region to serve the needs of 
members. These networks must include both safety net providers and IPN 
providers. Within each provider type, there is a wide variation in size, 
location, services delivered, and business models. As a part of the behavioral 
health transformation driven by community and legislative actions, the BHA is 
redefining provider types, modernizing the service requirements, and creating 
new provider types. These new “comprehensive” and “essential” behavioral 
health safety net providers are built on national best practices and were 
created in partnership with key stakeholders to improve quality, service 
offerings, accountability, and opportunities for more sustainable provider 
reimbursements. 

1. Safety Net Providers 

In 2022, the General Assembly passed HB22-1278, the Behavioral Health 
Administration bill, which created new definitions for behavioral health 
safety net providers. These new definitions for comprehensive and 
essential behavioral health safety net providers and FQHCs will go into 
effect in 2024. Until that time, the state’s primary behavioral health 
safety net is comprised of community mental health centers and clinics. 
Community Mental Health Centers (CMHCs) are institutions that previously 
operated under section 27-66-101, C.R.S., to provide behavioral health 
inpatient, outpatient, partial hospitalization, emergency, and 
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consultative and educational services to Coloradans. These requirements 
were intended to ensure that CMHCs are prepared to deliver services at 
all times, despite fluctuation and variability in demand, patient need, and 
patient severity. During this transition, CMHCs will continue to serve as 
safety net providers and remain the primary providers for alternative/B3 
services.

HCPF recognizes that the safety net provider system in Colorado, 
currently comprised primarily of the CMHCs, is not always meeting these 
existing standards for providers or the needs of their communities. 
Through community feedback, state-led reviews and recommendations, 
ranking and transparency reports, internal data, and thoughtful 
legislation, HCPF is working with our state, federal and community 
partners to improve accountability in the safety net. Section VI below, 
Improving Behavioral Health Services Statewide, includes an overview of 
key initiatives underway that will drive significant improvements in safety 
net accountability, quality, access, and sustainable funding.

2. Independent Provider Network

The independent provider network (IPN) is broadly defined as any 
outpatient behavioral health provider enrolled in Medicaid and contracted 
with a managed care entity that is not licensed or designated as a 
community mental health center or other safety net provider. IPN 
providers include everything from a single licensed behavioral health 
provider with an independent solo practice (e.g., licensed clinical social 
worker or licensed psychologist) to large organizations with multiple sites 
across a region or the state. When reviewing behavioral health services, 
HCPF separates FQHCs into their own category due to the distinctly 
different services provided and federal requirements imposed by this 
designation, described separately in the next section.

To serve Health First Colorado members, providers must be enrolled with 
Medicaid and contracted with at least one MCE. Each IPN may contract for 
a scope of services they wish to provide to members up to the level they 
are licensed to provide. IPN providers are not statutorily obligated to 
provide the entire array of behavioral services required of CMHCs or 
FQHCs.
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IPN providers are paid by an MCE based on individual contracts that 
identify the services they can provide and the agreed-upon rate for each 
service. Independent providers negotiate their rates with the MCE and are 
not part of cost-based rate estimates conducted by the Department.

3. Federally Qualified Health Centers

FQHCs are community-based health care providers that receive funds 
from the federal Health Resources and Services Administration (HRSA) 
Health Center Program to provide primary care services in underserved 
areas. They must meet a stringent set of requirements, including 
providing care on a sliding fee scale based on ability to pay and operating 
under a governing board that includes patients. FQHCs may be Community 
Health Centers, Migrant Health Centers, Health Care for the Homeless, 
and Health Centers for Residents of Public Housing. The defining 
legislation for FQHCs (under the Consolidated Health Center Program) is 
section 1905(l)(2)(B) of the Social Security Act. FQHCs may enroll with 
Colorado Medicaid to receive reimbursement for services provided to 
Health First Colorado members. Though FQHCs were originally formed to 
provide medical primary care services, they are also required to offer 
dental and behavioral health services. FQHCs provide services to persons 
of all ages, regardless of their ability to pay or health insurance status.

B. Contracting and Credentialing 

1. Enrollment in Colorado Medicaid 

Any provider who is enrolled as a Health First Colorado provider is eligible 
to contract with one or more MCEs to be a network provider. The first 
step, enrollment as a Health First Colorado provider, is required by both 
state and federal regulation. It verifies that a provider is eligible to 
provide services and is acting within their legal scope of practice. 
Enrollment requirements vary by provider type. 

The time involved in this process can vary depending on the completeness 
and accuracy of the application. Timeliness is essential for this process, 
and HCPF has taken steps to improve timeliness by providing education 
and support for completing the application correctly and completely. 
However, timeliness must be balanced with thoroughness to protect both 
taxpayers and Health First Colorado members from potential fraud and 
abuse.



25 | 2023 Behavioral Health Legislative Request for Information

2. Provider Contracting and Credentialing for Behavioral Health 
Services

Once enrolled as providers, behavioral health providers may contract with 
any of the MCEs to offer services to members of that region of the state. 
Each MCE establishes its own contracts with its providers with its own 
requirements and reimbursement rates, within the parameters of the 
MCE’s contract with HCPF. MCEs pay claims under the capitated 
behavioral health benefit and authorize behavioral health services.

The first step in the contracting process is credentialing. Credentialing 
allows MCEs to evaluate practitioners and facilities based on the 
identified standards, such as the National Committee for Quality 
Assurance standards. Part of the credentialing process is standardized 
across all managed care entities in the state; Colorado requires all health 
care entities and plans to use the Colorado Health Care Professional 
Credentials Application, a uniform application that streamlines the 
process and ensures that credentialing is complete and non-duplicative 
when providers apply to multiple MCEs. This simplifies the process of 
applying to contract with more than one MCE.

MCEs must complete the credentialing and contracting processes or deny 
network admission within 90 days for at least 90% of all provider 
applications. As part of this effort, all MCEs use the free online 
application platform provided by the Council for Affordable Quality 
Healthcare, Inc. (CAQH) for credentialing. Practitioners are not required 
to use the online CAQH platform and can apply using a paper version of 
the credentialing application if they wish.

MCEs are also required to use the CAQH Verified™ application for 
verification of primary source documents for the credentialing and 
recredentialing processes. MCEs may not require any additional 
documentation from individual providers for the purposes of credentialing 
unless documentation is needed to clarify a question.

Table 10 shows the percentage of providers credentialed and contracted 
within 90 days in calendar year 2022.

Table 10. Percentage of Providers Credentialed and Contracted Within 90 Days for Each 
Quarter, CY 2022, by MCE
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MCE CY 22 Q1 
(Jan-Mar)

CY 22 Q2 
(Apr-Jun)

CY 22 Q3 
(Jul-Sep)

CY 22 Q4 
(Oct-Dec)

RAE 1 83.2% 85.6% 78.3% 98.3%

RAE 2 41.2%* 90.8% 97% 92%

RAE 3 98.7% 100% 99.9% 95.3%

RAE 4 41.2%* 90.8% 97% 91.7%

RAE 5 98.7% 100% 99.9% 95.3%

RAE 6 95.8% 95.2% 100% 100%

RAE 7 95.8% 95.2% 100% 100%

Denver 
Health

98.7% 100% 99.9% 95.3%

*After contracts were adjusted in January 2022 to codify the standard that contracting decisions be 
made within 90 days of receiving a provider application, RAEs 2 and 4 made significant improvements 
to meet this standard.

In January 2022, MCE contracts were adjusted to codify the standard that 
contracting decisions be made within 90 days of receiving a provider 
application. Since that date, every RAE has improved contracting and 
credentialing times and has demonstrated that they are contracting and 
credentialing at least 90% of applicants within 90 days by the last quarter.

As previously mentioned, HCPF is collaborating with providers, advocates, 
and the new Behavioral Health Administration on an Administrative 
Burden workgroup, to identify short- and long-term opportunities to 
reduce administrative burden for all types of behavioral health providers. 
Expanding the behavioral health safety net in Colorado will require 
ongoing improvements to the provider experience to continue to increase 
access for our members.

C. Network Management and Expansion

HCPF is committed to building provider networks so that all members can 
access the care they need, and MCEs are tasked with building quality 
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networks that serve the region. This goal is, however, also impacted by the 
inadequate number of behavioral health providers in the state, which the 
state is addressing in a number of ways. Federal and state managed care 
regulations require strict monitoring of provider access and adequacy to 
ensure members’ needs are being met. This includes not only provider-
member ratios, but distance and travel time, appointment wait times, 
cultural/linguistic competency, and disability services.

HCPF monitors behavioral health network adequacy through annual network 
adequacy plans as well as quarterly reports focused on network development 
efforts. These quarterly reports reflect each MCE’s contracting efforts and a 
quantitative analysis of where members live in relation to provider locations 
and services. They also include a qualitative analysis of whether contracted 
providers are accepting Health First Colorado members, and if they have the 
service capacity to provide care for the member population in the region. All 
network data submitted to HCPF is validated and reviewed for accuracy by a 
third-party external quality review organization.

In regions where providers are limited due to national workforce shortages, 
MCEs have adopted innovative strategies to build the capacity of their 
networks so they can deliver comprehensive behavioral health services. MCEs 
may contract with new providers from other state systems (e.g., child welfare 
or criminal justice), establish new service modalities (telehealth), create 
value-based payments, recruit new providers, or help existing provider 
practices to expand their capacity to serve new populations or provide 
additional services.

Independent behavioral health providers and practitioners are a valued and 
necessary part of the behavioral health network in all regions, and their 
importance has grown as the need for behavioral health services grows in the 
wake of the COVID-19 pandemic. Behavioral health practitioners consist of 
individual psychiatrists and licensed psychologists, group psychiatry and 
psychology practices, licensed clinical social workers, licensed marriage and 
family therapists, licensed professional counselors, licensed addiction 
counselors, and behavioral health physician assistants. Group practices 
include practices at FQHCs, rural health centers, and community mental 
health centers.
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At the end of FY 2021-22, there were 10,298 MCE-contracted behavioral 
health providers, compared to 8,627 at the end of FY 2020-21 and 6,391 at 
the end of FY 2019-20. A top priority that HCPF has set is to continue 
expanding the statewide contracted network of behavioral health providers 
through ongoing collaboration with providers, MCEs, and the community. 
Between Q4 2021-22 and Q1 2022-23, four RAEs completed major provider 
roster cleanups, removing at least 630 providers from the counts. However, 
through numerous collaborative provider recruitment efforts, nearly 1,400 
providers were added in the next quarter and by December 31, 2022, had 
reached 11,061 behavioral health providers. A solicitation was released in 
2022 in partnership with the Department of Regulatory Affairs (DORA) 
encouraging all licensed behavioral health providers in the state to join the 
Medicaid network through the RAEs. The combination of additional Medicaid 
behavioral health funding which has been received over the last several years 
($400M more since 2018), unique provider outreaches like that referenced, 
the ARPA dollars being invested to transform Colorado’s behavioral health 
system, the 20+ legislative bills memorializing this funding investment as well 
as other transformative policies all will serve to help the RAEs increase their 
contracted network access over the coming years. This is a complex issue that 
requires a multi-faceted community response from the RAEs, state and 
regulatory agencies, community partners, education systems, and creative 
policies. Even with the existing efforts, the workforce shortages will take 
time to cure and HCPF is committed to supporting and leading on workforce 
development strategies.

Table 11. Number of MCE-Contracted Behavioral Health Providers (by Unique National 
Provider Identifier), by Quarter

Fiscal Year and 
Quarter

Number of Enrolled Behavioral 
Health Providers

FY 2020–21 Q4 8,627

FY 2021–22 Q1 8,567

FY 2021–22 Q2 10,298

FY 2021–22 Q3 9,668

FY 2021–22 Q4 11,061

Note: Enrolled providers were counted by unique NPI. Missing, duplicated or invalid NPIs were 
excluded.
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Table 12. Number of MCE-Contracted Behavioral Health Practitioner Added by Quarter, CY 
2022, by MCE

MCE Q1 (Jan–Mar) Q2 (Apr–Jun) Q3 (Jul–Sep) Q4 (Oct–Dec)

RAE 1 18 26 18 30

RAE 2 188 155 97 175

RAE 3 150 164 199 109

RAE 4 188 154 97 176

RAE 5 150 164 203 109

RAE 6 218 184 154 244

RAE 7 218 184 154 244

Denver 
Health

150 164 203 112

Table 13. Number of MCE-Contracted Behavioral Health Practitioners at the End of CY 
2022, by MCE

MCE 2022 Year-End Total 
of Behavioral Health 

Practitioners

RAE 1 4,010

RAE 2 3,144

RAE 3 8,189

RAE 4 3,144

RAE 5 8,196

RAE 6 6,576

RAE 7 6,576

Denver Health 8,196

HCPF and MCEs also worked to build the provider network for the new 
residential and inpatient benefit for SUD treatment. In 2021 and 2022, HCPF 
met individually with providers upon request to explain the enrollment 
process and answer questions. HCPF also expedited the review of SUD 
provider enrollment applications. By December of 2022, the end of the second 
demonstration year of the expanded benefit under an 1115 waiver, 54 
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providers at 83 locations offered covered residential services to 9,713 unique 
members who received 18,533 episodes of care. 

As mentioned in this report, expanded access to behavioral health care 
depends on increasing the number of providers who can deliver services. In FY 
2022-23, HCPF continued the work of behavioral health system transformation 
to address access challenges propelled by an insufficient number of providers 
and lack of participation in insurance networks, both Medicaid and 
commercial plans. The ability of the MCEs to meet behavioral health demands 
will improve as these transformation strategies are implemented. Higher 
reimbursement rates help to increase the number of participating providers. 
In FY 2022-23, all RAEs increased rates for behavioral health providers, with a 
specific focus on expanding the independent provider network (IPN). In 
addition, HCPF and the RAEs worked together to put policies in place to enroll 
pre-licensed clinicians working under supervision as Medicaid providers. The 
ACC added over 3,000 behavioral health practitioners this fiscal year, 
including licensed psychologists and licensed behavioral health clinicians. 
Practitioners were added in every quarter of this fiscal year in all regions.

HCPF continues to expand the number of behavioral health providers 
participating in the Independent Provider Network. Table 14 conveys how 
each Regional Accountable Entity increased the total number of independent 
providers from quarter 1 through quarter 3 of State Fiscal Year 2022-2023.

Table 14. Net change in contracted BH independent providers, FY 2022-23 quarter 1 
through quarter 3, by MCE

FY 2022-
23

Q1 (Jul–
Sept)

Q2 (Oct–
Dec)

Q3 (Jan–
Mar)

NET Change 
Q1 to Q3

RAE 1 3,361 4,010 4,027 666

RAE 2 3,298 3,144 3,363 65

RAE 3 5,662 8,189 7,747 2,085

RAE 4 3,297 3,144 3,364 67

RAE 5 6,742 8,196 7,754 1,012

RAE 6 5,999 6,576 6,994 995

RAE 7 5,999 6,576 6,994 996
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D. Provider Directory Audit

RAE provider directories help members find network providers, so it is crucial 
that the online provider directory information is accurate, updated and easy 
to locate and navigate, ensuring access to health care at the right time, the 
right place and the right setting. During the fiscal year, HCPF contracted with 
a vendor to audit these provider directories, identify potential deficiencies 
and make recommendations for improvement. Some recommendations that 
came out of the audit were to improve search parameter functionality, 
perform annual audits of the directories, maintain updated contact 
information for providers, ensure all provider type filters are operational and 
regularly test functionality and accessibility tools.

V. Claims Processing and Provider Payments
MCEs are responsible for processing behavioral health claims that fall within the 
managed behavioral health benefit and paying providers the contracted rate. 
(HCPF has a fee-for-service rate for services that fall outside the managed care 
benefit and reimburses providers directly for these services.)

In compliance with federal regulations, HCPF requires that the MCEs adjudicate 
and pay 90% of all clean claims within 30 days of receiving them, and 99% of clean 
claims within 90 days of receipt. All MCEs met this standard in calendar year 
2022. A claim can consist of a bill for services, a line item of service, or all 
services for one member on a single bill. A “clean claim” is a claim that can be 
processed without obtaining additional information from the provider of the 
service or from a third party. This definition includes a claim with errors but does 
not include a claim from a provider who is under investigation for fraud or abuse, 
or a claim under review for medical necessity (42 CFR § 447.45).

Providers submitting claims to their MCE must provide adequate documentation 
and adhere to the provider’s contract with the MCE. Claims can be denied if they 
do not meet medical necessity requirements, but more often, they are denied due 
to inaccurate billing and documentation. For example, claims may be denied due 
to the use of the wrong modifier (a code that indicates details of a procedure or 
service).
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Each MCE has a call center and provider relations staff to help providers with 
billing questions. They are required to respond to provider questions within two 
days.

Table 15. Percent of MCEs Meeting Claim Adjudication and Provider Response Standards 
for SFY 2022-23, by MCE

RAE 1 RAE 2 RAE 3 RAE 4 RAE 5 RAE 6 RAE 7

% of clean claims 
paid or 

adjudicated 
within 30 days

99.5% 99.8% 97.1% 99.9% 97.2% 99.5% 99.5%

Response to 
provider 

questions within 
two business days

99.7% 100% 100% 100% 100% 100% 100%

VI. Quality Oversight Practices
A. Managed Care Complaints

In February of 2022, HCPF created a communication form for the independent 
provider network. This form allows the opportunity for providers to report to 
HCPF any outstanding issues or concerns they have with the Medicaid MCEs.  

Providers initially are asked to present issues directly to the MCEs for 
resolution, however there are situations where the providers need additional 
processes to escalate their concerns. This newly adopted procedure provides 
additional monitoring and oversight into how the MCEs are addressing provider 
concerns. The insight gained allows for development of improved processes 
between the provider network, the MCEs, and HCPF for the benefit of 
member access.   

Since its inception, HCPF has received 151 unique provider concerns from 100 
unique providers through this form. Providers may select multiple reasons 
when submitting concerns, therefore the illustration below does not represent 
unique outreach counts.  

Figure 3. Total count of provider complaints by the category of concern, February 2022 - 
July 2023
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Figure 4. Total count of provider complaints by month, February 2022 - July 2023

As more providers become aware of this form an increase in provider outreach 
to HCPF may be expected. Trends and patterns of concern are identified, 
monitored and addressed by HCPF with the MCEs. This is a valuable indicator 
of provider experience and informs where areas of opportunities exist for 
continued program improvement. Beginning July 2023, a requirement was 
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added to the MCE contract to track provider inquiries on their phone line, 
which includes complaints. The phone line will further aid in program 
improvement.

B. Health Equity and Social Determinants of Health

During FY 2023–24, each RAE will create a health equity plan that identifies 
priority populations, work that is currently making an impact and ways to 
leverage what is already being done to reduce health disparities. HCPF will 
also continue its work to design Medicaid look alike programs for populations 
who would be eligible for Medicaid and Child Health Plan Plus (CHP+) if not 
for their documentation status, including pregnant people, postpartum people 
through 12 months, and children up to age 18 years. Finally, HCPF will 
continue to collaborate with Colorado’s Office of eHealth Innovation on the 
development of the Social Health Information Exchange (SHIE), a platform to 
securely share social health information between providers involved in whole-
person care. With behavioral health as one of the focus areas in HCPF’s 
Health Equity Plan, each RAE is responsible for developing regional health 
equity plans outlining specific strategy, timeline, resources, investments, 
partnerships, incentives, and other goals to identify differences and 
disparities that impact their members. In alignment with quality metrics, four 
behavioral health core measures have been identified, which include Follow-
up after Emergency Department visit for mental illness (NQF 3489), Follow-up 
after Emergency Department visit for Alcohol and Other Drug Abuse or 
Dependence (NQF 3488), Follow-up after Hospitalization for Mental Illness 
(NQF 0576), and Screening for Depression and Follow-up Plan (NQF 0418). 

C. High-Intensity Outpatient Service Providers 

Through American Rescue Plan Act funding, HCPF prioritized significant 
funding on supporting the RAEs in building out network capacity for gaps that 
exist in the behavioral health safety net system specifically at the level of 
care between institutionalization and basic community-based outpatient care. 
This was developed as a result of SB19-2223 because of the risk of people 
being institutionalized for lack of high intensity outpatient services.

This fiscal year, RAEs started work to build network capacity to address gaps 
in the behavioral health safety net system, particularly in the transition from 

3 Colorado Senate Bill 19-222. 

https://hcpf.colorado.gov/sites/hcpf/files/2022 HCPF Health Equity Plan.pdf
https://leg.colorado.gov/bills/sb19-222
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institutional to community-based outpatient care and for those at risk of 
institutionalization or reinstitutionalization. Each RAE submitted a plan for 
identifying gaps in their region, providers who currently offer these services 
to see if they could expand their reach and providers who could add this to 
their service delivery model. RAEs have received $14M in funding so far to 
distribute to providers through a proposal process. 

D. HB23-1243 Hospital Community Benefit

Hospital Community Benefit dollars are intended to act like “in lieu of tax 
contributions” for the betterment of the community since not-for-profit 
hospitals don’t pay taxes. Colorado hospitals invested $965 million in 
community benefits in 2020-21, not including Medicaid shortfall. HCPF’s 
Colorado Hospital Community Benefit Annual Report found that communities 
across the state overwhelmingly want hospitals to invest in behavioral health 
services (95% of hospitals’ Community Health Need Assessments included 
behavioral health as a priority for the community). 

The goal of HB23-1243 was to ensure that hospitals’ community benefit 
investment dollars are far more aligned with the actual needs of the 
community, and that the hundreds of millions of community benefit dollars 
are directly impacting the changing needs of the community to the 
betterment of Coloradans for years to come. Communities have robust and 
differing needs, such as food insecurity, housing insecurity or behavioral 
health access gaps. Meeting those needs more directly is a key objective of 
this bill - through sustainable, year over year funding. Further, as those needs 
change and evolve, this bill is designed to continue to proactively respond by 
listening to the changing perspectives and voices of the community, creating 
a sustainable, collaborative means of addressing our most prominent 
challenges - community by community, year after year and for years to come. 

This bill builds on HB19-1320 to further increase non-profit, tax exempt 
hospital transparency and accountability in listening to the community as 
decisions are made on how Community Benefit dollars are spent across 
Colorado. This bill only applies to Colorado’s larger nonprofit, tax-exempt 
hospitals. Like HB19-1001, this bill does not apply to the 32 Critical Access 
Hospitals.

HB23-1243 accomplishes five main objectives:

https://hcpf.colorado.gov/sites/hcpf/files/2023 Hospital Community Benefit Report.pdf
https://leg.colorado.gov/bills/hb23-1243
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First, it requires the hospitals to provide more specific and detailed spending 
information, so policymakers and communities across the state can clearly 
tell what activities and initiatives are being funded, and how those initiatives 
compare with what the community asked for. 

Second, the bill requires the hospital to solicit, consider, and provide the 
community the opportunity for feedback in creating their community benefit 
spending plan and any changes to spending priorities, improving on the 
current annual public engagement process.  

Third, the bill expands requirements for HCPF to undertake stakeholder work 
to develop community engagement best practices and efficiencies.

Fourth, the bill includes the calculation of the value of the not-for-profit 
hospitals’ tax exemption. Colorado’s communities need sound estimates of 
the value of the tax exemption to understand the value of hospitals’ 
community benefit spending in lieu of paying taxes. 

Fifth, the bill adds reasonable non-compliance measures.

E. Quality of Care Process

HCPF is notified of the Quality of Care (QOC) concerns or grievances and records 
the data internally. It checks if the MCEs are completing the investigations and 
adhering to the state statutes. Feedback from the MCE's investigations is collected 
according to the set timelines. The QOC grievance Standard Operating Procedure 
and contract amendments are scheduled to be implemented in the winter cycle.

VII. Improving Behavioral Health Services Statewide
A. Utilization Management and Service Improvements

It is important that MCEs be able to select and implement UM policies and 
procedures to manage risk. However, HCPF continues to set parameters and 
provide support to MCEs seeking to streamline their UM processes. In this 
calendar year, development of a UM dashboard is underway, with anticipated 
piloting to begin this fall. A transition from data collection on excel sheets to 
direct data input is scheduled for January 2024. The dashboard is being 
developed in collaboration with the MCEs, HCPF Data Analytics Services, and a 
contractor. This group aims to leverage the data elements collected from the 
reporting required by SB21-137 and expand the UM dashboard to include all 
services requiring pre-authorization by MCEs. 
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In addition, HCPF has prioritized SUD needs for pregnant/parenting people 
and youth. Continued refinement of the UM report will allow for increased 
data- driven decision making to meet the goals and objectives outlined in the 
1115 waiver and monitoring protocol:

· Increasing rates of member engagement in treatment;

· Increasing retention in treatment;

· Decreasing overdose deaths;

· Decreasing emergency department utilization;

· Decreasing readmissions at the same or higher level of care; and

· Increasing access for physical health conditions.

To meet the objectives and support providers in delivering a full continuum of 
services, HCPF will continue to support MCE expansion of the SUD provider 
network and explore the expansion of ASAM level 2 services. This level of care 
includes both partial hospitalization and intensive outpatient services.

B. Support for Independent Providers

Independent behavioral health providers are an essential part of the 
behavioral health services network. Expanding the behavioral health safety 
net in Colorado and increasing access for members requires ongoing 
improvements to the provider experience. HCPF recognizes the need to 
minimize administrative burden and increase support for providers while still 
maintaining compliance with state and federal regulations. 

In fiscal year 2022-23, stakeholder engagement with the behavioral health 
independent provider network (IPN) continued. The goal of this initiative is to 
identify barriers and create mutually agreeable action plans for addressing 
issues. The purpose of Phase I, which took place from April to June 2022, was 
to gather information from stakeholders and establish a safe space to share 
perspectives, build relationships and develop a foundation for a collaborative 
problem-solving process. This phase identified the shared interests of all 
parties, a summary of what is working in the system, a list of system issues by 
stakeholder groups, and the identification of ten barriers. 

The goals of Phase II, which took place this fiscal year from October 2022 to 
June 2023, was to explore the barriers identified in Phase I and recommend 
mutually agreeable action plans to address them. Five action teams focused 
on these key areas: Credentialing and Contracting, Billing and Coding, 
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Payment and Reimbursement, Service Quality and Communications. The 
action teams followed a structured problem-solving and process improvement 
framework to develop recommendations and implementation plans. HCPF is 
now launching an ongoing IPN Forum and Working Group to move these 
recommendations forward and provide space for IPN providers to share 
concerns and information and identify barriers.

In each project phase, independent behavioral health providers had the 
opportunity to provide feedback on their interactions and key touchpoints as 
well as transactions with HCPF and the RAEs via an IPN satisfaction survey. 
The results of this survey, first administered in 2022 and again in 2023, 
indicate improvement in satisfaction and service quality.4 Overall, survey 
respondents are more satisfied with being a Medicaid provider and they 
indicated that their relationships with the RAE improved in the one-year 
period during which the collaboration project occurred. Improvement is also 
evident across all eleven indicators of interaction between providers, HCPF, 
and the RAEs. The eleven indicators measured include: enrolling with HCPF as 
a Medicaid provider; contracting with RAE; credentialing with RAE; receiving 
service preauthorization with RAE; coding, preparing, and submitting claims 
to RAE; coding, preparing, and submitting claims to HCPF; resolving claim 
issues related to RAE; receipt of payment from RAE; receipt of payment from 
HCPF; and responding to audits by RAE.

C. Behavioral Health Administration

One of the bills passed in 2022 was HB22-1278, which created the Behavioral 
Health Administration (BHA), a cabinet member-led agency that is designed to 
be the single entity responsible for driving coordination and collaboration 
across state agencies to address behavioral health needs. This law tasks the 
BHA with collaborating to create new standards for behavioral health 
programs/services that are regulated by the BHA, and new payment models 
that consider not just the cost of services, but critical factors such as service 
quality, access to care, access for priority populations, and health equity.

The BHA will evolve over the coming years with increased functionalities 
being added over time. The BHA will require ongoing iteration and refinement 
as it addresses the priorities in the Blueprint for Behavioral Health Reform, 

4 The IPN Satisfaction Survey can be found in the IPN, RAE, HCPF Collaboration Project Phase II report. 

https://hcpf.colorado.gov/sites/hcpf/files/IPN RAE HCPF Collaboration Project_Phase II_Final Report_080423.pdf
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identifies new and emerging behavioral health challenges to tackle, and 
invests in evidence-based practices to achieve positive outcomes for 
Coloradans.

The Blueprint for Behavioral Health Reform outlines three phases of work, 
which have rolling deadlines. As the BHA is ramping up to full capacity, it will 
focus on implementing care coordination, expanding the safety net, procuring 
Behavioral Health Administrative Service Organizations (BHASOs) and 
continuing to carry out the recommendations from the six pillars that form 
the foundation of a comprehensive behavioral health system: access, 
affordability, workforce and support, accountability, local and consumer 
guidance, and whole-person care.

D. Safety Net Accountability

HCPF and the BHA are collaborating with stakeholders to drive aligned 
workstreams intended to improve the performance and accountability of the 
behavioral health safety net, to better meet the needs of the communities 
they serve. These efforts outlined below include: a modernization of safety 
net provider definitions; revising, amending, or repealing regulations for 
behavioral health safety net providers if and when necessary; improved 
transparency and standards for safety net cost reports; development of 
alternative and value-based payment models in Medicaid; and creation of new 
universal contract provisions for all providers that contract with the state for 
behavioral health services, in order to hold these behavioral health 
programs/services accountable, and outline these new provisions across state 
payers.

· Legislation to expand and strengthen the behavioral health safety net. 
To support the state behavioral health safety net, as introduced in SB19-
222 and the subsequent report to strengthen and expand the safety net, 
new definitions for safety net related terminology are emerging to the 
benefit of all Coloradans. These definitions will ensure that the criteria to 
be a safety net provider simultaneously represents a lessening of provider 
administrative burden, while also incentivizing an increase in the number 
of providers who will be part of the safety net system. The impacts of this 
bill have already begun and will be fully complete by July 1, 2025.

· Rewriting the provider standards for all behavioral health providers. 
HB22-1278 modernized the definition of safety net providers and associated 
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safety net services. The BHA will be revising, amending, or repealing their 
provider standards for approved safety net providers and behavioral health 
providers operating programs/services in the regulatory purview of the 
BHA, and other regulations, based on statutory need. The first set of these 
rule adjustments are currently in front of the State Board of Human 
Services and are slated to be effective by January 1, 2024.

· Delivery System Reform. HCPF and BHA respectively are in-process with 
planning for the next evolution of their respective behavioral health care 
delivery systems. HCPF is planning for ACC Phase III, which will be the next 
iteration of the Accountable Care Collaborative model beginning July 1, 
2025. The BHA is planning for BHASOs, which will be a consolidated 
delivery model providing a continuum of community mental health, crisis 
services, and SUD services; also, with the implementation date of July 1, 
2025.  

· HCPF cost reporting and safety net rate setting. To increase diligence on 
rate setting for CMHCs, which will bring CMHCs in parallel to the FQHCs and 
the HCPF MCO cost reports, HCPF released new Cost Report templates for 
the CMHCs in May of 2022. Starting November 2022, all CMHCs must submit 
their cost information to HCPF using these new templates. Those insights 
from the cost reports will inform the rate-setting process. Cost reports and 
rate reviews are posted publicly on HCPF’s Behavioral Health Rate Reform 
web page. HCPF will be developing updated rules to reflect the transition 
from CMHCs to comprehensive and essential safety net providers and 
support the cost reporting and rate setting efforts. 

· Alternative Payment Models (APMs) and Value-Based Payments (VBPs). 
HCPF is working with stakeholders and the BHA to develop new 
reimbursement methodologies for safety net providers that create greater 
accountability to the community and reward improved member outcomes. 
Specifically, the new APMs will create financial flexibility for providers to 
meet the needs of Health First Colorado members by increasing access to 
behavioral health services. The VBP will also improve incentive 
reimbursements using quality metrics from state-wide accepted modalities. 
While these payments will evolve on an iterative basis, the initial APM will 
be effective July 2024.

· Universal Contract Provisions. Two bills (HB22-1278 and HB22-1302) 
require HCPF and BHA to work together and develop Universal Contract 
Provisions (UCPs) that will define expectations for behavioral health 

https://hcpf.colorado.gov/behavioral-health-rate-reform
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providers that contract with the state for the provision of behavioral health 
services. The UCPs will standardize contract content expectations around 
things such as data collection and reporting, access to care, compliance 
with behavioral safety net standards, claims submission, and billing for 
procedures. Concurrently, agencies like HCPF and the BHA will be held 
accountable for financial reporting, utilization review, provider service, 
Medicaid claim payment turnaround time, and more. The initial UCP draft 
has been developed, and extensive stakeholder engagement will occur 
during the summer and fall of 2023. The first roll out of the UCPs will be 
reflected in FY 2025 contracts.

· Investments in increasing Medicaid provider rates and networks. The 
expansion of HCPF’s Medicaid behavioral health network outlined in this 
report reflects the provider reimbursement rates it is currently providing 
and developing. HCPF has multiple projects that target the expansion of 
the provider network. In that spirit, more than $400M in additional funding 
to RAEs to increase Medicaid behavioral health rates and access has been 
funded since 2018 through FY 2021-22. HCPF increased RAE behavioral 
health budgets by about 6% in FY 2021-22 (about three times the across-
the-board increase provided to all Medicaid providers that year). Further, 
each RAE was required to increase provider networks with a focus on SUD 
residential, medication assisted treatment, intensive outpatient services, 
and child/youth services.

HCPF looks forward to working with stakeholders and the BHA to continuously 
identify areas for improvement and to successfully implement the BHA’s 
vision for a people-first behavioral health system.

E. ACC Phase III Planning

Current contracts with the RAEs will end on June 30, 2025. HCPF is in the 
process of designing the next iteration of the ACC, referred to as Phase III, 
which will begin on July 1, 2025. Because the ACC is Health First Colorado’s 
delivery system, Phase III is a critical part of efforts to improve care quality, 
service, equity and affordability. Stakeholders will be given multiple 
opportunities in FY 2023–24 to provide input and voice their desires and 
concerns for ACC III.

HCPF is proposing several areas of change for ACC III, including a reduction in 
the number of regions from seven to four in order to ensure sustainable 
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investment in regional infrastructure and better leverage efficiencies of the 
RAEs, while also enabling RAEs to meet the unique needs of their 
communities. Another proposed change is an adjustment to how members are 
assigned to a PCMP and possible expansion of the provider types that can 
serve as PCMPs. Specific to behavioral health, ACC Phase III will incorporate 
and build upon the 19 priorities identified by the original Behavioral Health 
Task Force appointed by Governor Polis, leverage the ARPA dollars allocated 
in support of the Behavioral Health Transformational Task Force’s 
recommendations report and the many bills passed since that time to fulfil 
those recommendations. It will also propel many of the behavioral health 
changes currently underway, while implementing a variety of new 
improvements. Overall, HCPF and the RAEs will focus on the following areas 
for the Health First Colorado behavioral health system5: 

1. Increasing collaboration and accountability with the BHA

2. Increasing access, capacity, and strategic expansion of the provider 
network

3. Reducing administrative burden for members and providers

4. Paying providers for improving patient health

5. Identifying and filling historical service gaps in the care continuum

6. Children and youth specific service continuum

Clinical goals include improving engagement in treatment for mental health 
and substance use disorders; closing racial/ethnic disparities for childhood 
immunizations and well-child visits; improving care for people with diabetes 
and hypertension; achieving national averages in preventive screenings; and 
reducing maternal disparity gaps.

Proposed payment models will build on existing models. HCPF will continue 
the capitated behavioral health benefit to encourage the effective utilization 
of the full continuum of behavioral health services and provide avenues for 
addressing health-related social needs. Administrative payments will continue 
to be paid to the RAEs for care coordination, provider support and 
management of whole-person care. Incentive payments will continue to tie a 
portion of RAE funding to achieving established outcome targets. 

5 Accountable Care Collaborative Phase III Concept Paper 

https://hcpf.colorado.gov/sites/hcpf/files/2023 ACC Phase III Concept Paper 9-7-23.pdf
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Use of alternative payment models will increase, as described in the Health 
First Colorado Value section of this report. Other current efforts in value-
based payments, including hospital transformation, prescription drug 
payments and nursing home payments.

Figure 5. ACC Phase III Timeline of Stakeholder Engagement Activities

F. Action plan to improve the behavioral health rate structure

HCPF is completing the actions items listed below to implement the 
recommendations for improving the behavioral health rate structure, as 
published in the Behavioral Health Provider Rate Comparison Report6. More 
information about each of these action items can be found in the Action Plan 
on Behavioral Health Reimbursement Rates7.

· HCPF, in collaboration with the BHA, is creating new Medicaid provider 
types in claim processing and data IT systems to align with the new HB22-
1278 statutory definitions and aligning payments with licensing 
requirements. The new statute also clarifies that Federally Qualified 
Health Centers are behavioral health safety net providers.

· HCPF has worked in collaboration with the BHA and outside stakeholders to 
build and clarify the definition of Mobile Crisis Response services and 
Behavioral Health Secure Transport services.

6 BH Provider Rate Comparison Report. 
7 BH Reimbursement Rates Action Plan. 

https://hcpf.colorado.gov/sites/hcpf/files/HB 22-1268 Report.pdf
https://hcpf.colorado.gov/sites/hcpf/files/HB22-1268 Action Plan - 2023-08-01.pdf
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· HCPF engaged an outside vendor to review and evaluate the Relative Value 
Unit (RVU) weights used in the current, cost-based methodology for 
behavioral health safety net providers.

· The BHA, working with HCPF, updated reporting requirements for new 
safety net providers under the BHA. This includes requirements for cost 
reporting, financial reporting, submission of claims, and appropriate 
licensing. HCPF completed the first round of updated reporting 
requirements from CMHCs in 2022, including adding statutory service 
categories and limits on allowable costs.

· HCPF and the BHA are working to add further structure to the definition of 
safety net providers, incorporating the new definitions for comprehensive 
behavioral health safety net providers and an updated regulatory structure.

· HCPF and its vendor, in cooperation with the BHA, held in-depth cost 
report stakeholder engagement with a robust set of outside stakeholders 
including representatives of Community Mental Health Centers, Regional 
Accountable Entities, and provider groups. The result was an updated cost 
report and accompanying updated A&A guidelines.

· HCPF is working with stakeholders and the BHA to develop new 
reimbursement methodologies for safety net providers that create greater 
accountability to the community and reward member outcomes. For new 
safety net providers, the Department will provide additional support to 
ensure ease of transition and understanding of reporting requirements.

· For new safety net providers, the Department will provide additional 
support to ensure ease of transition and understanding of reporting 
requirements. This includes vendor support for the cost reporting 
requirements for the comprehensive safety net providers. HCPF will also be 
contracting for additional cost report training to begin in spring/summer 
2023.

· HCPF is beginning discussions with the Centers for Medicare and Medicaid 
Services to seek approval for Directed Payments, an allowance for HCPF to 
direct its managed care entities on how to pay for services under very 
specific rules.

· HCPF engaged with the Division of Insurance (DOI) to compare the Medicaid 
Independent Provider Network reimbursement rates with those paid by 
commercial insurance plans. Additionally, HCPF is engaging with DOI to 
compare the SUD reimbursement rates with those paid by commercial 
insurance plans. See below for the publicly available Center for Improving 
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Value in Health Care tool that HCPF utilized to compare average8 rates for 
the outpatient psychotherapy codes.

Table 16: Average Commercial and Medicaid Independent Network Provider Cost, by

Procedure Code

Procedure 
Code

Description Commercial 
Average

Medicaid IPN 
Average

Medicaid 
Percentage of 
Commercial

90791 Psychiatric 
Diagnostic 
Evaluation

$118.00 $110.58 93.7%

90832 Psychotherapy – 
30 minutes

$57.00 $56.46 99.0%

90834 Psychotherapy – 45 
minutes

$76.00 $67.46 88.8%

90837 Psychotherapy – 60 
minutes

$103.00 $91.24 88.6%

90839 Psychotherapy - 
Crisis

$113.00 $94.73 83.8%

90846 Family 
Psychotherapy 
without patient

$81.00 $76.44 94.4%

90847 Family 
Psychotherapy with 

patient

$84.00 $74.06 88.2%

90849 Multiple Family 
Group 

Psychotherapy

$55.00 $56.62 102.9%

8 Average is defined as the sum of the values divided by the number of values. This includes all values
in the data set.

https://civhc.org/provider-tool/
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90853 Group 
Psychotherapy

$41.00 $37.90 92.4%

Table 16 above documents the average rates of pay for the nine behavioral 
health procedure codes used in the Behavioral Health Provider Rate 
Reimbursement Report for both commercial and Medicaid IPN providers. The 
column labeled “Medicaid Percentage of Commercial” shows IPN rates 
represented as the percentage of commercial rates paid.

G. Administrative Simplification for Behavioral Health Providers

The following are the MCE contract amendments executed in FY 22-23 that 
are relevant to behavioral health: 

· Clarified the provider credentialing policy measurement period. The MCE is 
required to complete the credentialing and contracting processes or deny 
network admission within 90 days for at least 90% of all Provider 
applications. The 90 days is to begin upon the submission of a Provider's 
written request to contract with the MCE.

· Required a universal contract to be used for CMHCs once it is developed by 
the BHA.

· Added a deliverable to document requirements of the Conflict-of-Interest 
bill9. An MCE may be required to submit quarterly data about rates paid to 
providers in their network.

· Updated the Provider Termination Notice to match federal regulation. 

· Added language for recoupment limitations around retroactively recovering 
some provider payments. 

· Added a requirement to track provider inquiries on MCE phone lines. The 
MCE is to maintain, staff, and publish the number for a toll-free telephone 
line that Providers may call regarding general information, administrative 
support, and complaints.

· Added language holding the RAE accountable for their system migration 
including due dates, performance standards, statistics reporting.

· Clarified that ASAM criteria is only to be used for utilization management 
of SUD services.

9 Colorado Senate Bill 22-106. 

https://leg.colorado.gov/bills/sb22-106
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· Added a new exhibit to the High Intensity Outpatient statement of work. 
The RAE is to oversee the expansion and coordination of High-intensity 
Behavioral Health Treatment offered by providers located in the RAE’s 
region, specifically focusing on supporting members who are transitioning 
to the community from a higher level of care and individuals at risk of 
institutionalization.

· Added a deliverable requirement for MCEs to provide a health equity plan 
to identify and address specific and targeted health disparities that impact 
Members within their respective region. 

· Simplified and standardized the audit tools.

· Added a deliverable to document how they will meet the Language 
Assistance Requirements. 

H. Reviewing improvements 

Over the past years, HCPF has worked closely with the BHA, community 
partners, members and families, and other state agencies to improve and 
transform the behavioral health safety net system. Below are some successful 
program and policy changes that HCPF has implemented so far. 

· Expanding the availability of behavioral health services through 
Integrated Care. HCPF launched a $29 million Integrated Care Grants 
program designed to increase access to behavioral health services in over 
150 locations. The program offers short-term grant funding for physical and 
behavioral health care providers looking to implement or expand access to 
care and treatment for mental health and substance use disorders using an 
evidence-based integrated care model.

· Securing federal funds for behavioral health. Through the American 
Rescue Plan Act funds, HCPF chose to prioritize individuals with behavioral 
health needs in the strategy to improve home and community-based 
services. The team currently has 17 distinct projects in operation with a 
focus to enhance or expand behavioral health services by September 2024 
totaling approximately $140 million dollars. 

· Permanent supportive housing for Medicaid members. The Statewide 
Supportive Housing Expansion (SWSHE) pilot helps people secure housing 
and provides permanent supportive housing services for Medicaid members 
in 28 locations across the state. This project has served over 500 people 
since it began in December 2022. This program also is aligned with the Peer 
Support Grants for Housing Stability project launched on June 1, 2023, with 
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14 participating grantees. Funding expands Housing Stability Peer Support 
Services for Medicaid members experiencing homelessness who meet 
criteria for permanent supportive housing, having a behavioral health need.

· Improving community crisis response, mobile crisis and secure transport 
benefits launched July 1, 2023. Secure Transportation is a new benefit, 
one of the first nationally, that provides trauma-informed specialized 
transportation services for individuals in a behavioral health crisis from the 
community to a facility or between providers (i.e., from the emergency 
room to a psychiatric hospital or substance use treatment center).

· Building out criminal justice partnerships. Initial survey feedback from 
county jails achieved a 90% response rate, showing that many of our 
criminal justice partners are interested in developing solutions together. 
The survey helped establish a baseline understanding of existing Medicaid 
enrollment processes in jails, relationships between jails and DHS offices, 
and identified barriers and support needed to improve Medicaid enrollment 
in jail settings. Respondents were individuals working in each jail in a 
variety of roles, including Sheriffs, Jail Captains, Program Managers, Case 
Managers and JBBS staff.

· Community transition grants. As of March 29, 2023, HCPF contracted $14 
million to nine grantees to provide behavioral health transition services for 
individuals leaving institutions. These projects prioritize serving high-risk 
populations with high-intensity outpatient services and all include 
sustainability plans post grant funding period.

· Provider licensing support. HCPF implemented a policy to cover 
behavioral health clinicians while they are getting licensed help to support 
new providers in the system and expanding the workforce.  The policy took 
effect July 1, 2022.

· Setting minimum rate standards through directed payments. HCPF 
established a Directed Payment policy and fee schedule to take effect July 
1, 2023, for Regional Accountable Entities related to community-based 
services for members under 21 years old.  This program sets minimum rate 
standards for certain high need services and will reduce barriers to 
members accessing the level of care they need.
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