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DEPARTMENT OF HEALTH CARE POLICY AND FINANCING 

FY 2018-19 JOINT BUDGET COMMITTEE HEARING AGENDA 

OFFICE OF COMMUNITY LIVING AND MEDICAID BEHAVIORAL HEALTH PROGRAMS 

 

 Thursday, December 14, 2017 

 9:00 a.m. – 12:00 p.m. 

 

MEDICAID BEHAVIORAL HEALTH COMMUNITY PROGRAMS 

 

10:45-10:55 INTRODUCTIONS AND OPENING COMMENTS  

 

10:55-11:10 BEHAVIORAL HEALTH SERVICE DELIVERY SYSTEM 
 

27 Provide a chart or graphic that describes the criteria for determining whether an individual is 

eligible to receive behavioral health services through the Department of Health Care Policy and 

Financing, the Department of Human Services, or both. Please include information about criteria 

that may apply differently depending on the individual (e.g., age, whether one is pregnant, 

diagnoses, etc.), the type or level of service, or the service setting. 

RESPONSE  

Criteria for determining whether an individual is eligible for Medicaid services offered by the Department 

of Health Care Policy and Financing, include the following: 

1. The individual must be Medicaid eligible and enrolled; 

2. The services being sought must be traditional medical, state plan services or alternative, 

community-based services approved under a waiver; and  

3. The service must be medically necessary.    

The following table shows covered behavioral health services available to a Medicaid enrolled individual: 
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Behavioral 

Health 

Funding 

Mechanism 

Available Services Population-Special 

Criteria 

Service Eligibility* 

Behavioral 

Health 

Capitation   

• Alcohol/Drug Screen Counseling 

• Assertive Community Treatment 

• Behavioral Health Assessment 

• Clubhouses 

• Crisis Services 

• Drop-in Centers 

• Emergency Services 

• Inpatient Psychiatric Hospital 

• Intensive Case Management 

• Medication Assisted Treatment 

• Outpatient Day Treatment 

• Outpatient Hospital 

• Pharmacological Management 

• Physician Services 

• Prevention/Early Intervention 

• Psychosocial Rehabilitation 

• Psychotherapy 

• Residential (Mental Health) 

• Respite Care 

• School-Based Mental Health 
Services 

• Social Ambulatory Detoxification 

• Substance Use Disorder Assessment 

• Vocational Services 

Children – under 

federal EPSDT, all 

members under the 

age of 21 may receive 

any service considered 

medically necessary.  

Any benefit coverage 

limitations with regard 

to number of services 

and frequency do not 

apply if the service is 

medically necessary. 

 

The member is enrolled in 

a BHO and is seeking 

treatment for a BHO 

covered diagnosis.   

Fee-For-

Service 

• Behavioral Health Assessment  

• Psychotherapy 

• Pharmacological Management 

• Outpatient Day Treatment 

• Emergency Services 

• Crisis Services 

• Substance Use Disorder Assessment 

• Social Ambulatory Detoxification 

• Medication Assisted Treatment 
 

Children – under 

federal EPSDT, all 

members under the 

age of 21 may receive 

any service considered 

medically necessary.  

Any benefit coverage 

limitations would not 

apply if the service is 

medically necessary. 

The member is not 

enrolled in a BHO or the 

member is enrolled in a 

BHO but is seeking 

treatment for a diagnosis 

not covered by the BHO.  

Limited Fee-

For-Service 

Exclusively available to pregnant women 

can be outpatient or residential 

 Pregnant or within one 

year after delivery (only 

women who were in 
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Behavioral 

Health 

Funding 

Mechanism 

Available Services Population-Special 

Criteria 

Service Eligibility* 

depending on a woman’s level of risk. 

Services include: 

• Case management 

• Group health education with other 
pregnant women 

• Group substance abuse counseling 
with other pregnant women 

• In-depth risk screening 

• Individual substance abuse 
counseling 

• Referral to appropriate aftercare 
and ongoing support 

• Urine screening and monitoring 

Special Connections 

before they delivered are 

eligible for 

Special Connections 

services after they deliver) 

and who are at risk of 

having an unhealthy 

pregnancy and unhealthy 

baby because of alcohol 

and/or drug abuse 

problems.  

 

Office of 

Behavioral 

Health 

Services that are not offered under 

Medicaid or services for members who 

do not meet Medicaid’s medical 

necessity criteria.  

 The member meets the 

criteria specified in OBH 

response.  

*Must meet Medicaid medical necessity criteria 

 

28 Describe how recent increases in the number of individuals eligible for the Medicaid program 

have impacted the behavioral health service delivery system.  

a. Do service providers have the capacity to meet the behavioral health needs of Medicaid 

clients?  

b. Has the pace of the caseload increases affected the scope or quality of services?  

c. With respect to behavioral health organizations, how have the significant recoupments 

and reconciliations over the last several years affected their administrative operations or 

service capacity? 

RESPONSE  

a) One measure the Department monitors as an indicator of whether the delivery system is 

maintaining and expanding its capacity to treat members is the number of clients receiving a 

service, or penetration rate. Based on the comparison of penetration rates prior to Medicaid 

expansion and after expansion, there is no indication that the increases in the number of Medicaid 

enrolled individuals have created capacity issues.  As shown in the chart below, the percentage of 
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members receiving behavioral health services through the Behavioral Health Organizations (BHOs) 

has increased even as the client count has increased. 

Fiscal Year 
Total Member 

Months 
Client Count 

Clients Receiving 

a Service 

Penetration 

Rate 

FY 2012-13 8,114,627 676,418 93,707 13.85% 

FY 2015-16 15,255,255 1,268,848 183,707 14.48% 

 

While overall the BHOs appear to be maintaining the system’s capacity to meet the majority of 

client needs, the Department and the BHOs are aware that there are different capacity issues 

throughout the state. Some of these are systemic, such as the statewide shortages of psychiatrists, 

child psychiatrists and psychologists, and nurse practitioners and other disciplines licensed to 

dispense psychiatric medications. Other capacity issues are regional, such as there is no psychiatrist 

available to provide publicly funded treatment for the southeastern region of the state, and the 

known shortage of properly trained and licensed psychotherapists in Park and Teller counties, 

among others. The Department, BHOs and Regional Care Coordination Organizations (RCCOs) 

continue to collaborate on how to address provider availability issues. 

 

b) To assess the quality of services, the Department uses the Center for Medicare and Medicaid 

Services (CMS) required evaluation of the BHOs’ compliance with quality assessment and 

performance improvement work that is performed by the Department’s external quality review 

organization. In FY 2012-13 the BHOs were collectively 99 percent compliant within the area of 

quality assessment and performance improvements; this score was 100 percent in FY 2015-16. 

Furthermore, the Department has not experienced a significant increase in member or provider 

complaints about the behavioral health system and services provided. 

c) Recoupments and reconciliations create a significant administrative burden for both the 

Department and for the BHOs.  The primary concern raised by the BHOs is that reconciliations 

create financial uncertainty so they cannot make or plan for capital investments and other 

infrastructure building.  

The reconciliation related to the expansion population risk corridor has had the most significant 

monetary impact.  Because the needs of the expansion population were unknown at the time the 

rates were established, this reconciliation resulted in significant recoupments because capitation 

rates were initially higher than necessary to purchase the amount of services provided through the 

BHOs. The risk corridor is no longer necessary and has been removed because the Department has 

several years of experience with the population. The removal of the risk corridor will drastically 

reduce the amount of reconciliation and recoupments going forward.  It is also important to note 

that under the expansion population risk corridor, the BHOs kept a portion of the overpayment 

which allowed for additional investment in building service capacity. 
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29 Describe the origin of the existing behavioral health organization regions and the new regions 

proposed for regional accountable entities. If a county would like to change its assigned region, 

how can it seek such a change? 

RESPONSE  

When initially designing the Medicaid managed behavioral health care program, Community Mental Health 

Centers (CMHCs) and the Department of Human Services (DHS) worked to build regions based on the 

existing CMHC infrastructure. Initially, CMHCs and DHS identified eight regions across the state. In 2004, 

the administration of the behavioral health program moved from DHS to the Department of Health Care 

Policy and Financing (the Department). The Department placed enhanced focus on managed care best 

practices, quality and improving performance. The increase in requirements prompted the existing 

behavioral health organizations (BHOs) to request a reduction in the number of regions from eight to five, 

in order to ensure that each BHO has the infrastructure and capacity to meet enhanced requirements.  This 

change was made in 2005. 

The regions proposed for the regional accountable entities (RAEs) in ACC Phase II align with the seven 

regions of the Accountable Care Collaborative (ACC) except that Elbert County will be a part of Region 3 

rather than Region 7. The regions for the ACC were established in 2011 with the implementation of the 

program and are based on stakeholder feedback, examination of other regional maps and Department 

analysis of service utilization patterns. The Department considered the five behavioral health care regions 

when developing the ACC regions, but stakeholder engagement and feedback indicated that having more 

than five regions was important for ensuring opportunity for local partners, providing quality health care, 

to participate in the ACC.   
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ACC Phase II: Regional Accountable Entity Map 

 

BHO Regional Map 
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Counties do not have the option to change ACC regions. However, clients are able to seek care outside of 

the county where they live. The RAEs will be responsible for contracting with a robust network of primary 

care and behavioral health providers that meet the service needs of their enrolled population and that 

meets compliance with access standards in their contract. In addition, the RAE is responsible for 

participating in and/or developing community-based infrastructure to engage the full range of Medicaid 

providers and non-medical community services to improve member health. 

30 Given the complexity of the behavioral health service delivery system, how do individuals access 

the correct services at the correct time? How do service providers determine the appropriate 

program or funding source for a particular client or service? What ideas should the General 

Assembly consider to improve the ability of individuals, communities, and service providers to 

understand and navigate the system? 

RESPONSE  

The Department provides Medicaid members several resources to help them access the correct behavioral 

health services at the correct time.  One resource, the Health First Colorado (Colorado’s Medicaid Program) 

member handbook, is available on the Department’s website and can be mailed upon request. The 

member handbook provides information about what services, including behavioral health services, are 

covered under Medicaid.  The member handbook directs members to resources that will assist them in 

accessing behavioral health services, including how to access crisis services which are available 24 hours a 

day. Colorado Crisis Service also provides follow-up to ensure coordinated care. The Behavioral Health 

Organizations (BHOs) and the Regional Care Collaborative Organizations (RCCOs) also provide information, 

guidance and care coordination to members.  Care coordination responsibilities include identifying, 

providing, or arranging for services and coordinating with other agencies to ensure that members receive 

the health care and supportive services that will allow them to remain in the community. 

To determine the appropriate program or funding source, providers should check the member’s Medicaid 

eligibility at the time of service to determine if Medicaid is the payer. To assist providers, the Department’s 

website contains detailed information on Medicaid covered services and benefits, as well as guidance on 

how to bill Medicaid. In addition to resources on the Department’s website, RCCOs and BHOs (and in the 

future the Regional Accountable Entities), are contractually required to provide education and assistance 

on Medicaid billing policies to network providers. 

The General Assembly has appropriated significant funding for behavioral health.  The Office of State 

Planning and Budgeting produced a funding map outlining the various state agencies that receive funding 

for behavioral health.  The graphic is included in Appendix A. 

Specific to the Department of Health Care Policy and Financing, to improve the ability of individuals, 

communities, and service providers to understand and navigate the system, we request that the General 

Assembly continue to support the Department in the implementation of ACC Phase II as the Department 

moves toward a more integrated health care system. By combining the administration of physical and 

behavioral health services under one entity, Medicaid members will more easily and efficiently access the 

services they need, including behavioral health. In addition to the changes made in ACC Phase II, we request 
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the General Assembly continue to support the programs provided through the Departments of Human 

Services and Public Health and Environment.  As health focused state agencies all three Departments are 

committed to working collaboratively to align programs and policies and ensure that Colorado residents 

are able to access needed behavioral health services.   

 

11:10-11:30 BEHAVIORAL HEALTH BENEFITS COVERED BY MEDICAID 

 

Federal “Institution for Mental Disease” (IMD) Exclusion 

31 Describe the federal prohibition on using Medicaid funds for services provided in an “institution 

for mental disease (IMD)”. 

a. What is the origin or purpose of the prohibition, and has it changed over time? 

b. Describe the types of state and private behavioral health facilities that fall under this 

definition and those that do not. 

RESPONSE  

The federal prohibition on using Medicaid funds for services provided in an Institution for Mental Disease 

(IMD) is codified in the Social Security Act and title 42 of the Code of Federal Regulations. It precludes 

federal Medicaid funding for any services to individuals between 21 and 65 years of age who reside in an 

institution with more than 16 beds and where more than 50 percent of residents require residential care 

and treatment for a mental disease, including substance use disorders.  

The IMD exclusion existed in the Social Security Act prior to the establishment of Medicaid and was later 

codified in the original Medicaid statute in 1965. The primary purpose of the exclusion is to clearly 

delineate that the federal government is not responsible for funding inpatient psychiatric services, 

particularly the obsolete practice of warehousing individuals with mental illness in large institutions. 

Instead, the federal government chose to fund and promote active, community-based treatment for 

individuals with mental illness, leading to the rise of Community Mental Health Centers across the country. 

Until recently, the only exemptions that have been made to the IMD exclusion were to allow federal 

funding for children under 21 years of age and for institutions with fewer than 17 beds. In the last two 

years, CMS has provided two important opportunities: 1) states can receive federal funding for up to 15 

days of inpatient residential treatment paid for under a capitated payment model; and 2) states may waive 

the IMD exclusion when implementing a comprehensive substance use disorder (SUD) treatment program 

through an 1115 waiver.  

State and private hospitals, nursing facilities, and residential institutions with more than 16 beds are 

subject to the federal IMD regulations. 
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32 How do existing federal IMD requirements affect the ability of the capitation program to provide a 

full continuum of mental health and substance use disorder (SUD) services? 

RESPONSE  

Federal IMD requirements affect the ability of the capitation program to provide a full continuum of 

behavioral health services by preventing the state from paying for inpatient and residential treatment for 

mental health and substance use disorders beyond 15 days. 

 

Federal Exclusions for Individuals in the Criminal Justice System 

 

33 Describe any federal prohibitions related to the use of Medicaid funds for the provision of medical 

and behavioral health services to individuals who are in the custody of a county jail, the 

Department of Corrections, or in the custody of the Colorado Mental Health Institute at Pueblo 

but being served through the RISE Program within the Arapahoe county jail. 

RESPONSE  

Federal regulations (42 CFR 435.1008-10) prohibit the use of Medicaid funds to pay for services rendered 

to individuals who are involuntarily confined to a public institution, including correctional facilities. 

However, there is an exception to the Medicaid funding prohibition when an inmate is admitted as an 

inpatient in a hospital for greater than 24 hours. Under that exception, Medicaid may pay for Medicaid 

covered hospital and physician services, drugs, and durable medical equipment rendered and provided 

during that qualifying inpatient stay.  With the implementation of the Affordable Care Act, the Department 

officially adopted this policy in 2014 and began to pay for these services for all Medicaid-eligible inmates.  

In accordance with state law and to streamline the payment of services provided during an inpatient 

hospitalization, the Department implemented a functionality within CBMS and Colorado interChange that 

allows that allows Medicaid-eligible inmates to enroll in Medicaid and receive a limited-benefits package 

during their incarceration. This limited-benefits package pays for only those Medicaid covered services, 

including hospital costs, physician services, and medications, delivered during an inpatient hospitalization 

of 24 hours or more.   

All other services provided in a public institution must be reimbursed through other funding streams, 

including facility budgets or independent sources.  

It is the Department’s understanding that individuals in the custody of the Colorado Mental Health Institute 

at Pueblo, but being served the in the RISE program within the Arapahoe County jail (like those in the 

custody of a county jail or the Department of Corrections), are considered incarcerated and therefore 

would be eligible only for the limited-benefit package described above.   
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Residential and Inpatient Substance Use Disorder Treatment (H.B.17-1351) 

34 Discuss the Colorado Health Institute report that was submitted pursuant to H.B. 17-1351, 

including the following related topics: 

a. What is the current status of the Department’s existing federal 1915(b)(3) waiver for the 

behavioral health capitation program, and what changes are necessary for the 

Department to implement Phase II of the Accountable Care Collaborative as planned on 

July 1, 2018? 

b. Would the 1915(b)(3) waiver need to be amended if the Medicaid benefit is expanded to 

include the full continuum of SUD treatment?  

c. Under current law, do behavioral health organizations or hospitals have a financial 

incentive to prevent utilization of medically managed intensive inpatient services? Should 

the 1915(b)(3) waiver include this level of care to create appropriate financial incentives 

to increase access to less expensive levels of care? 

d. What would be the benefit of applying for a federal 1115 waiver in order to expand the 

continuum of SUD services? Should such a waiver application seek to address the IMD 

restrictions related to both mental health disorder and SUD services? 

e. How does the Department plan to estimate the cost savings that would result from an 

expanded SUD Medicaid benefit in light of the significant savings that are already 

assumed for clients with a SUD based on the implementation of H.B. 17-1353? Does the 

Department’s ongoing Rocky Mountain Health Plans Prime pilot provide any useful data 

for estimating potential savings related to both efforts? 

f. Describe existing efforts to expand the number of licensed SUD treatment facilities eligible 

to receive Medicaid reimbursement. To what extent can the State determine criteria for 

these facilities and SUD treatment professionals to enroll as Medicaid providers? 

g. Does the Department support moving forward with an application for a federal 1115 

waiver to expand the Medicaid behavioral health benefit to include residential and 

medically managed inpatient services? 

RESPONSE  

a) What is the current status of the Department’s existing federal 1915(b)(3) waiver for the 

behavioral health capitation program, and what changes are necessary for the Department to 

implement Phase II of the Accountable Care Collaborative as planned on July 1, 2018? 

CMS has approved an extension of the Department’s existing 1915(b) waiver for the behavioral health 

capitation program for the period of July 1, 2017 through June 30, 2019. Following the guidance from CMS, 

the Department will be establishing a new 1915(b) waiver for the Accountable Care Collaborative that will 

cover the period from July 1, 2018 through June 30, 2023 and ending the current 1915(b) waiver on June 

30, 2018. The new Accountable Care Collaborative 1915(b) waiver will include the same (b)(3) authority 

for the current behavioral health capitation program. The new Accountable Care Collaborative 1915(b) 
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waiver will reflect the fact that one entity will be responsible for both behavioral and physical health and 

will enable the department to enroll all eligible clients into the Accountable Care Collaborative. 

b) Would the 1915(b)(3) waiver need to be amended if the Medicaid benefit is expanded to 

include the full continuum of SUD treatment? 

The Department would not be able to utilize the 1915(b) waiver to expand the Medicaid benefit to include 

the full continuum of SUD treatment, specifically residential treatment for greater than 15 days. Rather, an 

1115 demonstration waiver would be required to waive the restriction on federal funding for residential 

treatment in excess of 15 days. 

c) Under current law, do behavioral health organizations or hospitals have a financial incentive to 

prevent utilization of medically managed intensive inpatient services? Should the 1915(b)(3) 

waiver include this level of care to create appropriate financial incentives to increase access to 

less expensive levels of care? 

As the Behavioral Health Organizations (BHOs) (and in the future the Regional Accountable Entities [RAEs]) 

are at financial risk for the covered services they provide, they have financial incentives to try to treat 

behavioral health conditions in the most cost-effective manner that prevents utilization of more expensive, 

higher acuity care. While the BHOs are not currently at risk for costs associated with medically managed 

intensive inpatient services, it is still in their financial interest to support clients’ health by providing 

services in the community and preventing the use of high-cost intensive outpatient services following a 

hospitalization. In addition, the Department recently established additional financial incentives for BHOs 

to avoid inpatient services by attaching pay-for-performance payments to measures such as increasing 

engagement in SUD outpatient treatment and reducing emergency department utilization for a substance 

use disorder. Hospitals do not have the same financial risk or pay-for-performance arrangements and 

therefore may not have a clear financial incentive to prevent utilization of medically managed intensive 

inpatient services. If a hospital had a significant number of beds available, there could be a financial 

incentive to provide medically managed intensive inpatient services. 

The reason to expand behavioral health benefits to include medically managed intensive inpatient services 

would be to support the full continuum of SUD services. Implementing medically managed intensive 

inpatient services through the 1915(b) waiver separate from other benefits, such as extended residential 

treatment, would likely provide little to no incentive for the RAEs to provide a lower level of care.  Strong 

incentives already exist for the BHOs and RAEs to provide both SUD and mental health care in the least 

restrictive environment. Furthermore, it is unclear from the research whether medically managed intensive 

inpatient services on their own would improve client outcomes. Instead the Department, wants to explore 

the best approaches for making the full continuum of SUD services available to its members in order to 

increase the likelihood of achieving recovery. 
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d) What would be the benefit of applying for a federal 1115 waiver in order to expand the 

continuum of SUD services? Should such a waiver application seek to address the IMD 

restrictions related to both mental health disorder and SUD services? 

If given the authority from the General Assembly, the benefit of applying for a federal 1115 waiver would 

be to enable the Department to offer the full continuum of SUD services. The 1115 waiver is the only option 

CMS has currently made available for states to waive the IMD exclusion for inpatient and residential SUD 

treatment beyond 15 days. 

The Department is not aware of any indication from CMS that the 1115 waiver could be used to waive the 

IMD restrictions for mental health disorders. CMS has designed a specific 1115 demonstration initiative to 

enable states to implement comprehensive SUD treatment programs. 

e) How does the Department plan to estimate the cost savings that would result from an 

expanded SUD Medicaid benefit in light of the significant savings that are already assumed for 

clients with a SUD based on the implementation of H.B. 17-1353? Does the Department’s 

ongoing Rocky Mountain Health Plans Prime pilot provide any useful data for estimating 

potential savings related to both efforts? 

The Department estimated savings for the implementation of ACC Phase II based on the change of the 

delivery system to entities that are accountable for both physical and behavioral health.  That is distinct 

from savings that may accrue due to changing to a more comprehensive benefit package that includes 

residential and inpatient SUD services. 

Few studies have estimated cost savings specifically related to residential or inpatient treatment of SUD, 

although there is emerging recognition that treatment in general can produce significant savings, as 

described in this State Medicaid Director letter on new service delivery opportunities for individuals with 

a substance use disorder1.  The report submitted in response to HB 17-1351 incorporated savings to 

emergency room, inpatient hospital, and other services costs starting in the second year, based on two 

studies of substance use treatment.  One study2 found savings in these areas, although only the reduction 

in emergency room visits was statistically significant.  The other study found savings to physician services3.  

Neither was specific to adding residential and inpatient treatment. 

Additionally, the Department previously expanded access to SUD treatment in 2014 when outpatient 

treatment benefits were moved from fee-for-service to the Behavioral Health Organizations.  Given that 

members already have access to outpatient treatment options, and due to the lack of concrete evidence 

of short-term savings, the Department would not assume any savings in the short term from implementing 

                                                           

1 https://www.medicaid.gov/federal-policy-guidance/downloads/SMD15003.pdf  
2 Ettner, S.L., Huang, D., et al. (2006). “Benefit-Cost in the California Treatment Outcome Project: Does Substance 
Abuse Treatment ‘Pay for Itself?” Health Services Research. 41(1). Pages 192-213, Table 2. 
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC1681530/ 
3 Gerson, L.W., et al. (2001). “Medical Care Use by Treated and Untreated Substance Abusing Medicaid Patients.” 
Journal of Substance Abuse Treatment. 20, 115-120. Page 116, Table 1. 

https://www.medicaid.gov/federal-policy-guidance/downloads/SMD15003.pdf
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an expanded inpatient and residential SUD benefit package.  Savings that accrue in the long term would be 

adjusted through the regular budget process. 

The Rocky Mountain Health Plans Prime pilot does not cover SUD treatment, therefore it does not have 

useful information to estimate the savings for expanding SUD treatment.   

f) Describe existing efforts to expand the number of licensed SUD treatment facilities eligible to 

receive Medicaid reimbursement. To what extent can the State determine criteria for these 

facilities and SUD treatment professionals to enroll as Medicaid providers? 

The Department is collaborating with the Office of Behavioral Health in implementing key efforts to expand 

the number of licensed SUD treatment facilities eligible to receive Medicaid reimbursement: 

• Ensuring licensed SUD treatment facilities have a licensed practitioner on staff under which 

services can be rendered. This change enables SUD treatment facilities to become eligible for 

enrollment as a Medicaid provider. 

• Enacting a State Plan Amendment with CMS so that masters-level licensed addiction counselors 

are an approved provider type for the full continuum of behavioral health services. This change 

allows licensed addiction counselors to oversee the rendering of services in a licensed SUD 

treatment facility, thereby expanding the potential number of treatment facilities eligible to enroll 

as a Medicaid provider. 

• Updating the State Plan in alignment with the Office of Behavioral Health rule that enables licensed 

behavioral health practitioners to provide SUD services under their defined scope of practice. This 

change is designed to increase the number of providers eligible to provide SUD treatment. 

As the single state authority for behavioral health, the Office of Behavioral Health is responsible for 

establishing state criteria for SUD treatment facilities and providers. Within these established criteria, the 

Department needs to further ensure facilities and providers meet certain qualifications and training in 

order to comply with CMS requirements around medical necessity.  

g) Does the Department support moving forward with an application for a federal 1115 waiver to 

expand the Medicaid behavioral health benefit to include residential and medically managed 

inpatient services? 

Based on the findings from the report submitted in response to HB 17-1351, the Department supports 

pursuing the option of utilizing a federal 1115 waiver to enhance the current SUD benefit.  The report 

identifies some important findings that will require further work by the state, particularly the likelihood of 

increased state expenses and the inconclusive findings about the benefits of some forms of treatment. The 

report serves as a strong framework with which the Department can pursue development of a residential 

and inpatient SUD benefit if the Department is given the appropriate authority and resources.  Some of the 

steps that will need to be taken are: ensuring the appropriate administrative structure is in place to 

effectively manage any new benefits; targeting individual benefits to the appropriate clients; building a 

qualified workforce; and designing a budget action.  
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35 Provide information related to detoxification services, including the following: 

a. Where do these services fall along the continuum of care for SUD [utilizing the ASAM scale 

on page 17 of the staff briefing document]? 

b. What types of costs are covered through the Capitation Program, and what costs are 

covered by other sources of state and federal revenue? Are available state and federal 

revenues sufficient to cover the costs of providing this service? 

c. What types of financial, geographic, and regulatory barriers exist that make it difficult to 

establish and maintain these services statewide? 

RESPONSE  

a) Detoxification services are not classified along the ASAM Continuum of Care. Detoxification 

services, also known as withdrawal management, are classified in relation to the level of 

withdrawal management required.  The scale depicted on Page 6 of Appendix B, “What’s New 

in ASAM Criteria: Treatment Criteria for Addictive, Substance-Related, and Co-Occurring 

Conditions4” outlines the levels ranging from Outpatient Services (Level 1 Withdrawal 

Management [WM]) to Medically Managed Intensive Inpatient (Level 4 WM).  Level 1 WM is 

the least restrictive level of withdrawal management and can be performed in outpatient 

settings without extended on-site monitoring. Level 4 WM is the most intensive level of 

withdrawal management. 

 

b) The Medicaid behavioral health capitation program covers Clinically Managed Residential 

Withdrawal Management (level 3.2 WM) which is commonly referred to as social, ambulatory 

detoxification.  These services are rendered to members whose intoxication or withdrawal 

signs and / or symptoms are severe enough to require a 24-hour structured program. These 

services are not provided to members who require hospitalization for their intoxication or 

withdrawal symptoms.  

 

Medicaid reimbursed services are provided by a facility that is licensed by the Office of 

Behavioral Health (OBH) at an ASAM level of 3.2 and has 16 or fewer beds. Since Medicaid 

cannot pay for per diem services outside of a hospital or nursing facility, Colorado Medicaid 

reimburses licensed facilities for the individual service components including: physical 

assessment of detoxification progression (i.e., vital signs monitoring); safety assessment (i.e., 

suicidal ideation and other behavioral health issues); level of motivation assessment for 

treatment evaluation; and, the provision of daily living needs (i.e., hydration, nutrition, 

cleanliness, and toiletry). Any room and board costs associated with the detoxification stay are 

reimbursed by OBH.  OBH also covers Medically Monitored High Intensity Inpatient 

detoxification services (level 3.7 WM). 

                                                           

4 http://www.naadac.org/assets/1959/meelee_asam_criteria.pdf 

http://www.naadac.org/assets/1959/meelee_asam_criteria.pdf
http://www.naadac.org/assets/1959/meelee_asam_criteria.pdf
http://www.naadac.org/assets/1959/meelee_asam_criteria.pdf
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The Department has heard from providers of level 3.2 WM services that the reimbursement 

amounts are not sufficient and that the bifurcated payment structure is overly burdensome as 

it requires the unbundling of services for Medicaid payment and the payment of room and 

board by the OBH. 

 

c) In order to be licensed by OBH and to enroll in Medicaid, facilities must maintain staffing levels 

that are appropriate to the level of care that is needed, regardless of the number of individuals 

being served at any given time. The staffing requirements for 24-hour facilities combined with 

the fact that Medicaid can only pay facilities for the services they provide members can 

sometimes make it difficult for facilities to generate enough revenue to cover administrative 

costs. Facilities have also expressed concern that it is overly burdensome to split billing 

between Medicaid for services and OBH for room and board expenses. These challenges are 

often exacerbated in rural areas of the state where facilities may not be able to maintain a high 

enough census to cover expenses. Additionally, there are workforce challenges in Colorado 

that make it difficult for these facilities to retain properly credentialed staff.   

36 The Department recently changed rules related to prescribing and dispensing opioids to Medicaid 

clients. Can the Department quantify any cost savings (within the Department or within other 

impacted state agencies) that may result from these regulatory changes? 

RESPONSE  

The Department instituted a new opioid policy on August 1, 2017 for members who have not received any 

opioids in the past 12 months. These members are termed "opioid treatment naïve" and this policy applies 

only to them. The policy allows up to eight pills per day and up to a seven-day supply (56 pills) for up to 

three fills. A prior authorization is required for continuation. The new policy does not apply to those who 

have been receiving opioids chronically or for patients in palliative care. When the Department 

implemented the policy, it did not anticipate any significant fiscal impact.   

The Department manages the pharmacy benefit and makes routine changes such as preference for more 

cost-effective medications over others, coverage policies to ensure appropriate use (based on evidence of 

safety and efficacy), and utilization management strategies relating to dosing, pill quantities, or days’ 

supply. The Department has authority to make these changes as part of its standard process under the 

Colorado Code of Regulations and the State Plan with CMS. The standard process includes gaining input 

from stakeholders and independent advisory groups such as the Drug Utilization Review Board.  

Long acting opioids (used by patients with chronic pain) will not be allowed for an opioid treatment naïve 

member. If their use is needed, the case will be evaluated via a prior authorization. Exceptions may be 

granted for certain clinical settings (for example: newly diagnosed cancer patients, post-operative surgery, 

etc). The Department also contracts with a pain management specialist who can conduct peer to peer 

consultations for difficult cases.   
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The main goal of the opioid naïve policy is to reduce the possibility of a member transitioning to chronic 

therapy with an opioid from an acute pain scenario (i.e. surgical procedure, trauma) when it is not medically 

needed and potentially becoming addicted.  The correlation of a longer days’ supply of the initial fill of an 

opioid prescription to longer-term opioid use has been shown in a large Morbidity and Mortality Weekly 

Report (MMWR)5 population analysis. The authors noted from their findings, “The rate of long-term use 

was relatively low (6.0% on opioids 1 year later) for persons with at least 1 day of opioid therapy, but 

increased to 29.9% when the first episode of use was for ≥31 days.” 

There are other states and programs that are implementing similar limited day supply policies. Arizona6, 

for instance, has a state-wide implementation of a 7-day prescription limit on the initial fill and refill of an 

opioid. CVS7 has also recently released plans to make a similar policy change. Seventeen states have 

implemented or plan to implement an opioid-limiting policy.8 

 

11:30-12:00 BEHAVIORAL HEALTH CAPITATION PROGRAM 

 

Utilization, Rates, and Expenditures 

37 Provide data concerning trends in behavioral health service utilization and costs, including: 

a. the number and percentage of Medicaid clients that utilize mental health and substance 

use-related services; 

b. a breakdown of utilization rates for each eligibility category; and 

c. the relative cost of providing behavioral health services for various eligibility or 

demographic groups. 

RESPONSE  

The following table shows the number of enrolled members, the number of members receiving services 

and penetration rates (distinct utilizers as a percentage of the total number of potential utilizers) for FY 

2015-16.  

                                                           

5 MMWR Morb Mortal Wkly Rep 2017;66:265–269. DOI: http://dx.doi.org/10.15585/mmwr.mm6610a1 
6 https://pharmacy.az.gov/sites/default/files/documents/files/ahcccsMedicalPolicyManual310V_0.pdf 
7 http://www.cnn.com/2017/09/22/health/cvs-prescription-restrictions-opioids-bn/index.html 
8 https://www.washingtonpost.com/politics/with-drug-overdoses-soaring-states-limit-the-length-of-painkiller-
prescriptions/2017/08/09/4d5d7e0c-7d0f-11e7-83c7-5bd5460f0d7e_story.html?utm_term=.61d408d615e9 
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Historical information on the relative differences in per capita costs by population can be found in Exhibit 

DD of the FY 2018-19 R-2: “Behavioral Health Community Programs” in Appendix C.  The table can also be 

found on the Department’s website.9  

38 Describe how frequently capitation per-member-per-month rates are adjusted based on actual 

utilization and cost data. Please include information about recent practices as well as the 

Department’s plans for the future. 

RESPONSE  

Managed care rates are typically set on an annual basis. Due to the rigorous regulatory federal framework 

around managed care rate setting, the process is an expensive, highly resource intensive process for both 

the state and the managed care entities; setting rates more frequently than annually creates administrative 

and budgetary challenges.  That said, there are instances where rates need to be reset on a six-month 

basis; this is generally limited to cases where the data used to set rates is potentially unreliable. There are 

also occasions where rates are updated due to policy changes that were not included in the original rate 

setting process.  

Recent practice is to set rates on an annual basis. There was only one exception in the most recent year, 

for one behavioral health organization, where six-month rates were used.  It is the Department’s intent to 

set all rates on an annual basis moving forward. 

 

                                                           

9https://www.colorado.gov/pacific/sites/default/files/HCPF%2C%20FY%2019%2C%20R-
2%20BH%20Exhibit%20DD.pdf. 

Population BHO Members
Clients Receiving a 

Service
Penetration Rate

Adults 65 and Older (OAP-A) 41,566                           3,809                             9.16%

Disabled Adults 60 - 64 (OAP-B) 10,817                           2,971                             27.47%

Disabled Individuals to 59 (AND/AB) 68,090                           23,853                           35.03%

Parents and Caretakers 157,265                         24,122                           15.34%

Children 503,508                         47,642                           9.46%

Foster Care 20,004                           6,342                             31.70%

Prenatal 13,975                           2,489                             17.81%

SB 11-008 Eligible Children 20,438                           639                                3.13%

MAGI Adults and BCCP 427,100                         69,187                           16.20%

Adult Buy-in 5,040                             1,566                             31.07%

Children Buy-in 1,042                             207                                19.86%

Total 1,268,845                      182,827                         14.41%

FY 2015-16 Penetration Rates by Population - Any Behavioral Health or Substance Use Disorder Service
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39 Describe why the Department is required to pay Health Insurance Provider Fees to the federal 

government on behalf of certain entities with which it contracts. Please include: 

a. A reference to the federal legal or regulatory requirement; and 

b. A list of payments made by the Department to date for behavioral health organizations 

(BHOs) and any other affected vendors. 

RESPONSE  

a) Federal regulations at 42 CFR § 438.5(e) require managed care rates to reflect certain non-benefit 

costs, which include taxes.  The Health Insurance Providers Fee, established by section 9010 of the 

Affordable Care Act, is a federal tax which falls under the scope of this requirement as clarified in 

an FAQ issued by The Centers for Medicare & Medicaid Services.10  The managed care entities pay 

the tax directly to the federal government, but are compensated for the cost through managed 

care rates paid by the state. 

b) The table below summarizes the Health Insurance Provider Fee costs incurred due to contracting 

with for-profit managed care entities. 

 

                                                           

10 https://www.medicaid.gov/federal-policy-guidance/downloads/faq-10-06-2014.pdf 

https://www.medicaid.gov/federal-policy-guidance/downloads/faq-10-06-2014.pdf
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Year Program
Managed Care 

Entity
Fee Payment

2014 BHO NBHP $127,175

2014 BHO CHP $1,637,143

2014 BHO FBHP $263,124

2014 HMO RMHP $1,103,129

2014 CHP+ Co Choice $127

2014 CHP+ Delta Dental $62,710

2014 CHP+ DH $72,559

2014 CHP+ RMHP $131,267

2015 BHO CHP $4,018,051

2015 BHO FBHP $1,132,150

2015 HMO RMHP $277,753

2015 CHP+ CO Choice $6,527

2015 CHP+ Delta Dental $83,333

2015 CHP+ DH $52,517

2015 CHP+ RMHP $125,605

2015 CHP+ KP $139,398

2016 BHO CHP $4,467,690

2016 BHO FBHP $1,423,798

2016 HMO RMHP $1,332,415

2016 CHP+ CO Choice $12,767

2016 CHP+ Delta Dental $69,141

2016 CHP+ RMHP $112,952

2016 CHP+ KP $106,264

$16,757,595

Summary of Insurer Fee Payments To-Date

Total
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Accountable Care Collaboratives, Phase II 

 

40 Describe the performance measures the Department is using in FY 2017-18 to evaluate BHOs’ 

service delivery, and any additional measures the Department plans to use for the new regional 

accountable entities (RAEs). How do these measures relate to improved health outcomes for 

Medicaid clients? 

RESPONSE  

In FY 2017-18 Behavioral Health Organizations (BHO) will be eligible for incentive payments if they 

demonstrate improvement on care coordination performance measures or quality and access to care 

process measures.  The following table includes all measures in place for FY 2017-18. 

Behavioral Health Organization Incentive Program Performance Measures 

Care Coordination Performance Measures Quality and Access to Care Process Measures 

Suicide Risk Assessment for those receiving mental 

health or substance use disorder (SUD) evaluation 

Mental health engagement 

Documented care coordination agreements for 

specific vulnerable populations 

SUD treatment engagement 

Documented care plans for dual diagnosis service 

denials 

Follow-up appointment after a hospital discharge 

for a mental health condition 

 Emergency department utilization for a behavioral 

health condition 

 

In FY 2018-19, the Regional Accountable Entities (RAEs) will be eligible for incentive payments if they 

demonstrate improvement in:  

• SUD treatment rates 

• Follow-up Appointment within 7 days after a hospital discharge for a behavioral health condition 

• Child Welfare Screening (Foster Care Only) and Follow Up/Engagement 

• Depression Screening and Follow Up/Engagement 

For both FY 2017-18 and FY 2018-19, BHOs and RAEs only qualify for incentive payments if they meet 

minimum performance requirements related to submission of encounter data, completion of corrective 

action plans if applicable, and demonstrated accuracy in six documentation categories.   
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In addition to the behavioral health measures identified above, starting in FY 2018-19, RAEs will be eligible 

for incentive payments through the Key Performance Indicator (KPI) Incentive Program that supports 

health promotion activities, investments for the efficient, affordable delivery of Medicaid services, and 

appropriate coordination of care for members.  While this component primarily focuses on performance 

related to physical health care, there are several that touch on improving access to care and improving 

behavioral health outcomes. FY 2018-19, KPIs include: 

• Reducing potentially avoidable costs 

• Reducing Emergency Department visits 

• Increasing access to behavioral health services, both in fee-for-service and through the behavioral 

health capitation 

• Increasing percentage of members who receive well visits 

• Increasing percentage of pregnant women who receive prenatal care visits 

• Increasing percentage of members who receive a dental visit within a year 

• Increasing coordination of care between primary care, behavioral health, and specialty care 

providers 

All of these measures are in place to improve performance and ensure focus and attention on measures 

that can improve health outcomes. For example, increased access to behavioral health services, particularly 

early in an acute episode, can improve both physical and mental health. Ensuring access to prenatal care 

can have positive impacts on both mothers and children.   

41 Explain why the Department plans to make incentive payments to BHOs and RAEs the year after 

services are provided. 

RESPONSE  

Typically, incentive payments are made four to six months after the conclusion of the performance 

period.  This ensures that there has been sufficient time for claims run-out, data collection and the 

calculation of vendor/provider performance. The incentive payment for an annual measure would be 

made up to six months after the end of the performance period.  

42 For those BHOs that will no longer be providing services for Medicaid clients as of July 1, 2018, 

describe how the Department plans to handle activities that need to occur after FY 2017-18. 

Specifically, what resources are expected to be available to cover the costs of close-out activities 

BHOs will be required to perform and any potential recoupments they are required to pay? 

RESPONSE  

Medicaid Behavioral Health Organizations (BHOs) are required to be licensed by the Division of Insurance 

(DOI) as either a Limited Service Licensed Provider Network (LSLPN) or a Health Maintenance Organization 

(HMO).  As part of their licensure, they are required to demonstrate that the entity is solvent and has the 

operational capacity to perform services consistent with the level of risk accepted under the contract.   The 
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entity must maintain a specified level of financial reserves.  The reserves and the administrative portion of 

their monthly capitation payments are intended to cover all administrative and client service 

responsibilities throughout the close-out period of the contract.  The primary responsibilities during the 

close-out period include: paying provider claims for services and meeting other financial commitments; 

fulfilling all administrative activities under their contract, such as communicating with members and the 

provider community; and submitting state and federally required financial, performance and service 

encounter data and information.   

43 Describe the protest period related to the request for proposal process for RAEs and the outcome 

of that process. Further, describe any legal actions that may result from this process and any 

potential impact to the Department’s plans to contract with the new RAEs beginning July 1, 2018. 

RESPONSE  

Following the evaluation of any state procurement, the state agency notifies all bidders which bidder(s) 

will receive an award.  Any bidder that did not receive a notice of intent to award has 10 business days to 

protest the decision to the state agency’s procurement director.  The state agency’s procurement director 

has 10 business days to respond to the protest.  If the state agency procurement director rules there is no 

merit in the protest and upholds the initial determination, the protesting bidder(s) may file an appeal with 

the state procurement director or may file in district court.  For the RAE procurement, two bidders filed a 

total of three protests.  The Department’s procurement director upheld the initial determination and the 

protesting bidders indicated on or prior to November 21, 2017 (their final date to appeal to the state 

procurement director or file in district court) that they would not be pursuing further action. There is no 

opportunity for any new appeals or legal challenges in accordance with state procurement rules and the 

Department does not anticipate any impact to the contracting process timeline. 

44 Describe the ownership structure, for profit/not for profit status, and nature (e.g., hospital 

system, insurance company, federal qualified health center, community mental health center, 

etc.) of each of the entities that the Department will be contracting with as a RAE starting in FY 

2018-19. 

RESPONSE  

The table below shows the ownership structure of each of the Regional Accountable Entities (RAEs).  Due 

to the complexity of the organizational structures of the RAEs, the Department does not yet have definitive 

information on the profit/not for profit status of the vendors.  This is important as it relates to the Health 

Insurance Provider Fee, which is calculated by the Internal Revenue Service (IRS) after taxes are filed by 

the entities. 

Region Vendor Ownership Structure Business Affiliations 

1 

Rocky 
Mountain 
Health 
Plans 

United HealthCare Services [Inc., a 
Minnesota corporation, which is a wholly 
owned subsidiary of UnitedHealth Group 
Incorporated, a Delaware corporation.] 

• Rocky Mountain Health Plans 
is a regional insurance 
company that operates 
commercial and public plans 
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Region Vendor Ownership Structure Business Affiliations 

• United HealthCare Services is 
a national insurance company 
that operates commercial and 
public plans  

2 
Northeast 
Health 
Partners 

Corporate members: Plan de Salud de Valle 
Inc., North Range Behavioral Health, 
Centennial Mental Health Center, Sunrise 
Community Health (Own 25% each) 

• All ownership partners are 
service providers (federally 
qualified health centers and 
community mental health 
centers) 

3 
Colorado 
Access 

Corporate members: University of 
Colorado Health and University of Colorado 
Medicine (collectively, the University), 
Children’s Hospital Colorado, and the 
Colorado Community Managed Care 
Network 

• Colorado Access is a state 
insurance company that 
operates publicly-funded 
plans and serves as Single 
Entry Point 

• Corporate members are 
service providers or provider 
associations 

4 
Health 
Colorado, 
Inc. 

Owners: Valley-Wide Health Systems, Inc., 
Health Solutions, Beacon Health Options 
Inc., San Luis Valley Behavioral Health 
Group, Solvista Health Group, Southeast 
Health Group (Own 16 2/3 percent each) 

• Beacon Health Options is a 
national company offering 
behavioral health solutions 
for health plans 

• All other owners are service 
providers 

5 
Colorado 
Access 

Corporate members: University of 
Colorado Health and University of Colorado 
Medicine (collectively, the University), 
Children’s Hospital Colorado, and the 
Colorado Community Managed Care 
Network. 

• Colorado Access is a state 
insurance company that 
operates publicly-funded 
plans and serves as Single 
Entry Point 

• Corporate members are 
service providers or provider 
associations 

6 

Colorado 
Community 
Health 
Alliance 

Members: Colorado Community Health 
Alliance, LLC (a partnership between 
Physician Health Partners, LLC, Primary 
Physician Partners, LLC, and Centura 
Ventures, LLC), and Anthem Partnership 
Holding Company, LLC, a wholly owned 
subsidiary of Anthem, Inc. 

• Colorado Community Health 
Alliance is a partnership of 
provider associations and 
health care providers 

• Anthem is a national 
insurance company that 
operates commercial and 
public plans 

7 
Colorado 
Community 

Members: Colorado Community Health 
Alliance, LLC (a partnership between 
Physician Health Partners, LLC, Primary 

• Colorado Community Health 
Alliance is a partnership of 
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Region Vendor Ownership Structure Business Affiliations 

Health 
Alliance 

Physician Partners, LLC, and Centura 
Ventures, LLC), and Anthem Partnership 
Holding Company, LLC, a wholly owned 
subsidiary of  Anthem, Inc. 

provider associations and 
health care providers 

• Anthem is a national 
insurance company that 
operates commercial and 
public plans 

 

45 Describe the Department’s plans for monitoring and evaluating services provided and 

expenditures incurred by RAEs. Specifically, how will the Department track expenditures related 

to behavioral health services provided through the Capitation Program separately from behavioral 

health and medical services that are provided through various fee-for-service programs? 

RESPONSE  

The Department has a number of strategies for monitoring and evaluating services provided and 

expenditures to members.  

Capitated Behavioral Health Benefit. The RAEs will receive a single monthly payment (known as a 

“capitation”) from which they will directly reimburse providers for the delivery of covered services. As the 

Department does not process claims for these services, the RAE is responsible for submitting encounter 

data to the Department on a monthly basis that details all of the services the RAE provided to clients. The 

Department processes the encounter data through the Colorado interChange and validates that the 

services are allowed Medicaid services. The Department then performs analytics on the encounter data to 

monitor penetration rates, utilization patterns, etc. One primary analysis that is performed to ensure 

compliance with federal regulations is the calculation of the total percentage of capitation dollars a RAE 

received that were spent on client services. At least one time annually, the Department will review the 

total utilization and set prices for the services provided. The total utilization and costs are then used to set 

the capitation rates for the individual RAEs.  

Administrative Per-Member-Per-Month (PMPM) Payment. The Department will pay the RAEs a monthly 

administrative payment based on the number of enrolled members to support the RAEs’ investments for 

the efficient, affordable delivery of care within their region and ensuring members have access to and 

receive appropriate care coordination. The RAE does not pay for the delivery of physical health services; 

rather, physical health providers will submit claims to the Department for reimbursement. As the RAE 

expenditures under the administrative PMPM cannot be reported as encounters, the Department is 

requiring that all RAEs submit a quarterly financial report. The financial report will describe all payments 

and expenditures broken out by type with discrete categories such as care coordination, practice support 

and administration. The Department will meet in-person with the RAEs each quarter to review their 

financial report. 
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In addition to the above approaches, the Department uses the MMIS and the Department’s Business 

Intelligence and Data Management System (BIDM) to regularly run analytics on encounters and fee-for-

service claims to monitor and evaluate services and performance. These regular analytics include: 

• Monthly reports on Key Performance Indicators, such as well visits and utilization of outpatient 

behavioral health services; and other pay-for-performance measures; 

• Quarterly and annual reports on national clinical quality measures that will be reported publicly 

on the Department’s website; 

• Monthly updates on all services paid for in the RAE region and by contracted providers. 

The Department will also utilize a variety of contract management tools to monitor and evaluate services, 

such as:  

• Review of the RAEs’ behavioral health utilization management program to ensure items and 

services requested meet medical necessity guidelines; 

• Quarterly reports by the RAEs on member grievances and appeals; 

• Reports from the Department’s utilization management vendor on services provided fee-for-

service; 

• Ongoing monitoring of fee-for-service expenditures by the Department’s Benefit Management 

Unit. 

46 How will behavioral and physical care utilization be managed by the RAEs?  

a. Will there be multiple care managers?  

b. How does the concept of “conflict free case management” apply to RAEs? 

RESPONSE  

For physical health care utilization, the RAE will have responsibility for creating a network of primary care 

medical providers, ensuring coordination of medical services and supporting the use of data and 

interventions that will promote use of the right services at the right time.  The primary tool for the RAEs to 

manage physical health care utilization is utilization data from the Department and other locally organized 

data sharing arrangements. The RAEs can analyze this data to develop strategies that promote the use of 

preventive services among identified populations, as well as to identify and outreach to members who are 

accessing emergency services.  For behavioral health services, as part of the capitated payment 

arrangement, the RAE will have a full utilization management program that will ensure services provided 

are medically necessary and provided in the most appropriate and least restrictive setting.   

Some RAE members will have multiple care managers.  Individuals who are served by home and 

community-based waivers will continue to have support from contracted case management agencies.  In 

addition, many hospitals and community providers have care management programs. However, the move 

toward a single accountable entity will align the coordination of physical and behavioral health services 

and create a single point of contact for collaboration with other care managers that may be involved. 
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The concept of “conflict free case management” as defined by federal law and regulation does not apply 

to the RAE as it is specific to the provision of long-term services and supports.  That said, the idea of conflict 

fee case management is vitally important.  The Department has included protections in the RAE contract 

to reduce the perception and/or occurrence of conflicts of interest.  For example, the Department has 

added several requirements that drive increased transparency related to utilization management practices, 

provider credentialing and acceptance into the network, and the RAE’s overall governance structure. In 

addition to these transparency requirements, the RAEs will be held accountable for all potentially avoidable 

costs, which will decrease incentives to shift costs from one system to another.    

47 Section 25.5-4-403, C.R.S., requires the Department to establish a price schedule annually with the 

Department of Human Services in order to reimburse each community mental health center and 

clinic provider for its “actual and reasonable cost of services”. How does the Department plan to 

comply with this provision when the RAE contracts go into effect? 

RESPONSE  

The Department will comply with the requirement the same way it has historically.  Community Mental 

Health Centers (CMHCs) submit a cost report annually that is used by the Department and the Office of 

Behavioral Health at the Department of Human Services to develop cost-based, provider specific fee 

schedules.  The Medicaid program utilizes this provider specific fee schedule for CMHC reimbursement.  

This statute does not govern how the Department pays managed care entities (Behavioral Health 

Organizations [BHOs] or Regional Accountable Entities [RAEs]) or how managed care entities pay the 

downstream provider network.  In the two-decade history of the behavioral health managed care program, 

the Department has never directed the managed care entities to pay CMHCs the fee schedule and it is not 

the Department’s intention to do so in the future.     

There are checks and balances in managed care systems to ensure downstream providers receive a 

reasonable reimbursement rate.   The Department assumes that the CMHCs will be able to negotiate a 

reasonable rate based on their current market share and the need for the managed care entities to achieve 

network adequacy standards.   
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APPENDIX A:  FY 2016-17 LONG BILL BEHAVIORAL HEALTH FUNDING MAP 
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APPENDIX B: LEVELS OF CARE 
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APPENDIX C: MEDICAID BEHAVIORAL HEALTH COMMUNITY PROGRAMS, CASELOAD 
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