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Meeting Minutes 

 

Introductions: 

● Facilitators: 
o Jeff Appleman:   Dept. of Health Care Policy & Financing  
o Daniel Darting (Chair):  Signal Behavioral Health Network 

 
● Voting Members (In Person): 

o Sue Williamson (Co-chair): Colorado Children’s Health Care Access Program 
o Camille Harding:   CDHS: Office of Behavioral Health 
o Terri Hurst:    Colorado Criminal Justice Reform Coalition  
o Tom Keller:   Region  MEAC & PIAC, Statewide PIAC 

 
● In-Person Non-Voting Member: 

o Heather Salazar DOC   Co. Dept. of Corrections (Ex Officio Member) 
 
● Voting Members (Phone): 

o Stephanie Salazar-Rodriguez: Mile High Health Alliance   
o Dr. Vicky Allen-Sanchez:  Colorado Springs FD 
o Tammy Philips:   Larimer DHS 
o Dr. Heidi McMillan:  Pediatric Partners of the Southwest 
o Mary Dengler-Frey:  Southwestern Colorado Area Health Education  
o Heidi Haines:   ARC of Colorado 

 
● In Person (Other Attendess): 

o Louisa Wren:    Rocky Mountain Health Plans (RAE 1) 
o Mindy Klowden:   Colorado Behavioral Healthcare Council 
o Ryan Larson:   Colorado Access (RAE 3 & 5) 
o Lila Cummings:   Colorado Hospital Association  
o Clay Cunningham:   Community Reach Center 
o Gelissa Garcia Diaz:  Colorado Community Health Alliance (RAE 6 & 7) 
o Pat Cook:    Colorado Gerontological Society 
o Julissa Soto:   Servicio de la Raza 
o Brian Standley:   Creative Treatment Options, Inc 
o Elizabeth Holden:   Colorado Community Health Alliance (RAE 6 & 7)  
o Allison Neswood:   Colorado Center on Law & Policy 
o Clay Cunningham   Community Reach Center 
o Kelly Bowman    Health Colorado Inc. (RAE 4) 



o Leanna Ma:    Dept. of Health Care Policy & Financing  
o Gabrielle Romero:   Mile High Behavioral Healthcare 
o Alyssa Rose:   Beacon Health Options 
o Allison Romero:   Mile High Behavioral Healthcare   
o Gary Montrose:   Healthcare Consultant  
o Tammy Walsh:   Creative Treatment Options, Inc 
o Johanne Doherty:   Kaiser Permanente  
o Lisa Harrison:       
o Matt Sundeen:   Dept. of Health Care Policy & Financing   
o Ben Harris:    Dept. of Health Care Policy & Financing   
o Amanuel Melles:   Dept. of Health Care Policy and Financing  
o Melissa Eddleman:   Dept. of Health Care Policy & Financing  
o Brett Snyder:   Dept. of Health Care Policy & Financing  
o Jenna Kapp:   Dept. of Health Care Policy & Financing  
o Matt Pfeifer:   Dept. of Health Care Policy & Financing   
o John Laukkanen:   Dept. of Health Care Policy and Financing  

 
● Call-In: 

o Krista Cavataio:   RMHP (RAE 1 & Crisis Services for RAE 1) 
o Kailey Meardon:   Southeast Health Group 
o Kyle Legleiter:   Colorado Health Foundation 
o Nicole Konkoly:   RMHP (RAE 1 & Crisis Services for the same 

region) 
o Candace Wolf:   Creative Treatment Solutions 
o Deb Chandler:   Mathews-Vu Medical Group 
o Keith Brown:  
o Alan Girard:   Front Range Health Partners 
o Kat Fitzgerald:   Beacon Health Options (works with RAEs 2 & 4) 
o Carl Redner:   Behavioral Health Consultant 
o Tina Gonzales   Northeast Health Partners (RAE 2) 
o Stacy Allen 
o Tina McCrory:   Beacon Health Options (works with RAEs 2 & 4) 
o Mark Davidson:   Colorado Learning and Behavior Group 
o Ashley Philips:   Centura Health 
o Kevin Porter:   AspenPointe 
o Jani Walter: 
o Brandon Wart:   Mental Health Center of Denver 
o Amanda Wade:   San Luis Valley Health  
o Laura Dawn:   Tri-County Health Dept 
o Lyla Cunningham: 
o Tina:     Beacon Health Options    



o Kim Cassidy:   Colorado Community Health Alliance (RAE 6 & 7) 
o Allen Gerard:   Front Range 
o Anna:    RMHP 
o Taylor Miranda:   Mile High Health Network  
o Debra Baker:   Peak Vista 
o Kim Nordstrom:   Colorado Access 
o Kim Fairley:   Colorado Area Health Education Center 
o Tami: 
o Johanna Martinson:  NCHA 
o Colette Martin: 
o Jeremy White:   Region 2 & 4 
o Christi Chaundry:   SCL Health 
o Ashley Phillips   Centura Health 
o Doug Mura:   Centura Health 
o Doug Hanley:   Weld County DHS 
o Pam Romero:   Access Wide Health Systems 
o Corey Helms   UC Health Mountain Crest 
o Deb Louis:     Matthews Vu 

 
Review Minutes Approval Process: 
 
Jeff Appleman reviewed the contents of the most recent Behavioral Health Integration Strategies 
(BHIS) Constant Contact email and restated the Department’s mission statement and gave a 
synopsis of the objectives. 

Daniel Darting solicited a motion to approve the January meeting minutes. Sue Williamson 
motioned to approve the minutes. Terri Hurst seconded the motion. The vote on the minutes was 
all “yes” (no nays or abstentions). The motion was approved.  

Daniel Darting solicited a motion to approve the Charter, which had been revised due to 
feedback from the main PIAC. Sue Williamson motioned to approve the Charter and Terri Hurst 
seconded the motion. The vote on the Charter was all “yes” (no nays or abstentions). The motion 
was approved. 

Jeff Appleman stated that the Department has decided to limit each stakeholder’s participation to 
one PIAC Sub-committee, going forward; the purpose of this change is to allow for more 
individuals to actively engage in the work we do and to increase the diversity of perspectives in 
our PIAC sub-committees. For the BHIS sub-committee, this only affected one individual, Deb 
Barnett. Deb has been an active participant in both the BHIS sub-committee and the Performance 
Measurement and Member Engagement Sub-Committee (PMME). Deb chose to maintain her 
voting membership for the PMME sub-committee, believing that her expertise would be more 
valuable in that setting.  



Jeff discussed Heather Salazar’s, Department of Corrections (DOC), involvement with our sub-
committee stating that her unique experience related to the justice-involved community and her 
active involvement in our meetings, has been vital. He then stated that she would make a good 
primary subject matter expert for our justice/corrections related work and that we should 
consider making her ex-officio (non-voting) member of BHIS. He further stated that she has not 
only offered her insights but that she has also been an active conduit of communication and 
planning between DOC and the Department of HCPF. 

At that time, Daniel Darting solicited a vote on Heather Salazar as an ex officio member. Terri 
Hurst made a motion to approve Heather Salazar as an ex officio member and Tom Keller 
seconded the motion. The vote was approved (all yes with no nays or abstentions). Jeff and the 
other attendees welcomed Heather to her new role on the BHIS sub-committee.  

DOC Discussion: 

Review DOC Statistics: 

RAE Contract from the PowerPoint Slide:  

● 11.3.10. The Contractor shall ensure that Care Coordination is provided to Members who 
are transitioning between health care settings and populations who are served by multiple 
systems, including...criminal justice system 

● 11.3.10.1. Designate staff persons to serve as the Contractor’s single point of contact with 
the different systems and settings 

● 11.4.1.4.4. Medicaid-eligible Members transitioning out of the criminal justice system 
(reported in our complex care coordination deliverable) 

● RAEs will be incentivized through the performance pool 

Attendees previously requested more information on the contractual requirements and 
expectations the Department has of the RAEs, especially related to members discharging from a 
DOC facility. Jeff reviewed portions of the contract related to this ask, and the deliverables the 
Department requests of the RAEs, related to this population. In the past, the RAEs submitted a 
quarterly ‘Care Coordination Report’ in which they would report on their outreach to members; a 
section of this report was exclusively devoted to the RAEs work with members that had been 
recently released from a DOC facility. This report will no longer be required following the 
RAEs’ November submission; going forward, this data will be captured in the newly created 
‘Complex Care Management Report.” Additionally, the RAEs incentivized work with this 
population through their “Performance Pool” dollars. RAEs are also incentivized through KPIs 
(Key Performance Indicators), to achieve health outcome improvements for this population. 
Money that is not distributed to the RAEs for not achieving their KPIs will go into the 
“Performance Pool.” The Department then works with the RAEs to select further metrics and 
goals, in which the RAEs can earn these dollars back.   

Jeff presented a line graph that showed the percentage of those being released from a DOC 
facility, that receives a behavioral health visit within two weeks, as compared to those that 
received a behavioral health visit at any time. In most years, the number of individuals receiving 



a behavioral health service, at any time, was more than double the number of individuals that 
receive a behavioral health service within the first two weeks. Jeff then presented a table that 
showed the percentage of newly released individuals that receive a behavioral health 
appointment within 2 weeks, 2 to 8 weeks, 8 weeks or greater, and no appointment. In 2014, 
2015 & 2016, at least 60% were identified as having ‘no appointment’.   

Jeff also reviewed a table that showed where these individuals receive their first service 
(Hospital, CMHC-Community Mental Health Center, etc.). In 2014, 2015 & 2016, members 
were most likely to access services at a CMHC, however, in each of those years, the percentage 
dropped. 

Daniel asked why we only have data through Calendar Year 2016. Ben responded that there is 
data through 2017, but that the data is not yet available due to claims run out and a delay in 
calculating these metrics, due to the bandwidth of staff. Ben also stated that there may be some 
changes in the data because we now use a new fiscal agent, as of 2017. Daniel then stated that, 
since the beginning of the RAE’s contracts (ACC Phase II) occurred in July of 2018, this data 
will not be useful to show the efficacy of the RAEs’ work. Although this is data from ACC 
(Accountable Care Collaborative) Phase I, the Department is working to develop data from ACC 
Phase 2. 

Jeff displayed a table on presenting diagnosis and pointed out that 44% of individuals released 
have some type of mental health disorder or 40% have some sort of substance use disorder 
(SUD). Sue asked how a diagnosis is chosen if a member has multiple diagnoses; Ben replied 
stating that the primary diagnosis, used by the provider when submitting the claim, is used in this 
data. Another attendee asked if these metrics could be skewed based on increased screenings; 
Ben stated that this was possible and added that, in recent years, DOC has actively encouraged 
providers in their network to contract with Medicaid, which may have also skewed the statistics.  

Jeff then showed another graph on presenting diagnoses; he noted that the number of individuals 
presenting with a mental health disorder from 2014 to 2016 declined, whereas SUD diagnoses 
rose. Heather (DOC) stated that the SUD metrics displayed do not accurately capture the number 
of individuals diagnosed with a substance use Disorder; she added that, when including DOC’s 
ATP network data, the percentage of individuals with a SUD diagnosis is closer to 80%. 

Jeff then reviewed a table on the most common places newly released members first access 
physical health services. The most likely place of service is the pharmacy, followed by the 
emergency department. He added that those that access a pharmacy are likely refilling their 
medications, rather than getting care for a new need. He also asked those in attendance to 
consider the most likely places of services when thinking of potential ways, we can outreach 
these members.  Lastly, Jeff stated that since July of 2018, a new service added to the Medicaid 
benefit where members can receive 6 behavioral health services through their PCMP (Primary 
Care Medical Provider) in year; further adding that this new service will likely increase the 
number of behavioral health services in the data, from then on. 

Jeff presented a graph that showed the number of members that were attributed to each RAE 
upon release for 2018 and 2019. He first stated that the statistics for 2018 only capture half the 



year since ACC Phase II began July 1st of 2018 (mid-point of the year). ~1 in 4 was attributed 
based on a previous service/claim and the remainder were attributed based on DOC data; we 
don’t have data on approximately 1 in 20 people. 

Jeff also stated that in 2018, the Department and DOC’s data-sharing agreement had just begun 
and that the RAEs were beginning to make their first outreaches to those with an impending 
release from a DOC facility. Individuals in a DOC facility do not have their full benefits turned 
on until after their release, therefore, they need to sign an ROI (Release of Information) to begin 
working with their soon-to-be-RAE. In the early stages, many decided against signing an ROI, 
however, as familiarity with the RAEs and their services grew, more incarcerated individuals 
began signing the ROIs so that they could begin working on their post-release treatment 
planning. 

Currently, the data received from DOC indicates that 67% of individuals are between the ages of 
18 to 39, which is our target population. Ben asked from clarification from Terri and Heather on 
whether this is reflective of the overall population. Both Heather and Terri stated that the 
displayed metrics mirror the incarcerated population but that they’re unsure if it is indicative of 
those being released. Some in attendance said that they would be interested in data on older 
individuals who may have difficulty navigating the enrollment process since they were 
incarcerated during the creation of the ACA (Affordable Care Act) expansion. Ben stated that, 
although Medicaid is a second-payor if a member is both enrolled in Medicaid and Medicare, 
that it’s easier to enroll in Medicaid while in prison, as compared to Medicare. He asked to think 
of the needs of those that were enrolled in Medicaid prior to their incarceration and the needs of 
those with little to no experience with Medicaid. 

Data was presented on coverage of Medicaid type with the caveat that some numbers were too 
small to report out, including those who are dually eligible. Ben stated that 92% of those enrolled 
in Health First Colorado (Medicaid) are covered through the Medicaid expansion. He added that 
a majority of those entering a DOC facility, come in with their Medicaid benefits suspended; this 
grants them a limited package of benefits, primarily covering services related to hospitalizations. 
This simplifies the enrollment process as released individuals only need to have their benefits 
“turned on/un-suspended” rather than having them go through the enrollment process in its 
entirety. Ben then stated that his goal for this process would be for members to have their full 
benefits turned on within 24 hours of their release. 

Jeff then presented a breakdown of the setting in which individuals are released; the vast 
majority are released to parole with ~1 in 10 being released to Community Corrections in 2018 
and 2019. Also, on the table, was a breakdown of the average behavioral health and physical 
health scores and other metrics on their health. Jeff pointed out that in both years, the average 
rate of homelessness was over 1 in 4 individuals.  

Heather asked which definition was used to define homeless as most agencies have a variance in 
their definition. Ben stated these individuals are either listed as homeless, their address is blank, 
or they only have a P.O. box listed as their address. He added that we may want to look into 



better categorizing the homeless population. Heather also added that although the number of 
those being release “homeless” is around 2%, rather than the listed 25%. 

Heidi pointed out that she is concerned that the “Care Plan Rate” is multiple times lower than the 
“Care Coordination Rate” because this may mean care coordination is being offered consistently 
without a cohesive plan. Jeff stated that the RAE’s are expected to monitor the care coordination 
plans, so there PCMPs that provide care coordination services without creating a unique care 
coordination plan. He added that the Department has developed a “Complex Care Management 
Report” which will capture the care coordination services this population receives. 

Ben stated that the RAEs face a challenge when they attempt to outreach these members, as there 
is no real correlation between facilities and the RAE their individuals will discharge to. Louisa, 
(RMHP-RAE 1), stated that the RAEs are working more collaboratively with each other to meet 
their common goals. Rather than each having each RAE send an employee to each facility, the 
RAEs coordinate amongst each other so that they can engage more members, at more facilities, 
with less staff. She added that members are now offered an orientation class upon their release, at 
which point, they can create their care plan. However, she added, that getting their buy-in can be 
difficult, as they’re also concerned about meeting their basic needs such as food, clothing, and 
shelter, as well as employment. 

Jeff reviewed the quarterly projected releases, per Region, for the next 3 months; he pointed out 
that RAEs 3 and 7 will have the most releases. He then reviewed basic DOC terms such as 
mandatory release date, parole eligibility date, and statutory discharge date. Additionally, he 
reviewed the Mental Health and SUD levels DOC uses to indicate the needs of releasing 
members.  Jeff then asked if these metrics could be used by the RAEs,  as a tool to reach out to 
more acute members. Some in attendance stated that they were concerned that these levels may 
not be as accurate as what is seen in more typical mental health settings.   

Jeff showed a graph on the most likely payor used by newly released individuals; the number one 
payor of services was DOC’s ATP network, followed by Medicaid, and then self-pay. Jeff then 
presented a series of graphs that displaced the number total number of providers, in the 
Medicaid’s network as compared to DOC’s ATP network, across numerous SUD, Mental 
Health, Sex Offender, Cognitive Behavioral, Trauma, & other services. Jeff added that the two 
systems often do not align and that there are some services that are offered by one plan but not 
the other; for example, DOC’s provider network offers sex offender services, which Medicaid 
does not cover. He also added that access can be an issue; for example, there are no providers 
that administer Vivitrol in northwest Colorado. He said that considered this to be an opportunity, 
stating that with further collaboration between DOC/ATP and Medicaid, we could identify which 
services are available under which networks, allowing for members to more easily access 
services offered by each plan. 

Jeff then spoke in detail about specific services such as trauma services, cognitive behavioral 
services, and other services that cannot be covered by the RAEs. He also added that certain 
services have few providers, for example, EMDR and MRT services have no providers in 
northern or western Colorado; he added that PTSD and TREM services are also unavailable in 



northern Colorado. He then stated that the lack of providers in certain regions is a great concern 
as many individuals being released need these services. Heather added that there are many gaps 
in the network and there is a big drive to expand trauma services across the state.  

Review DOC Measure: 

Jeff reviewed the proposed RAE metric from the PowerPoint slide:  

1. Behavioral health utilization for members releasing from state prisons: 
a. Definition- Percentage of members releasing from state prisons with a behavioral 

health visit within fourteen (14) days. 
b. Context- The measure builds off existing work done with DOC and aligns with 

mortality research. CBHC also defines “individuals at-risk of the justice system” 
as inclusive of members who were previously involved. 

c. Baseline (2016) is 7.0% 

Jeff then reviewed the proposed DOC Measure, which could be used to incentivize the RAEs’ 
work with this population. He added that we could consider other metrics to add and that we 
could consider adding a physical health component as well. 

Jeff solicited feedback on this metric, such as changing the time frame from 14 days to 7 days. 
Louisa asked if we should define the type of mental health service that would be counted to this 
metric, stating that, the first appointment is usually an intake appointment, rather than an 
appointment with the person that will be their provider, going forward. Another attendee echoed 
her sentiment, stating that members often must wait weeks, if not longer for their first 
appointment with their therapist, psychiatrist, etc. Louisa added that, if we members were able to 
receive their intake appointment prior to their release, that they could have a more seamless 
transition following their release because they would more quickly receive their prescriptions 
and their first actual therapy appointment. 

These appointments rarely allow members to receive the prescriptions they need or attend an 
actual therapy appointment. within 14 days of release. There was a concern about whether this 
meets the need, and this should be considered moving forward. Heidi asked if their medical 
records could be sent to their provider, prior to their release, in place of an intake.  An attendee 
asked if DOC’s funds for offender behavioral health services, could be used to assist with getting 
the intake done prior to release; Jeff responded saying that he would look into this as an option. 

Krista stated that when the group develops the measure for DOC, the group needs to look at what 
percentage of individuals are being released to an ATP provider versus a Medicaid provider as 
this would have an impact on how the metric is created. Currently, 10% of those being released 
are using Medicaid dollars versus 90% are utilizing ATP dollars.  DOC is currently encouraging 
its providers to contract with Medicaid and is working with the state procurement office to 
identify different avenues that better merge the two networks. The goal is to have individuals use 
Medicaid dollars first and then ATP dollars to fill the gaps. The contract language would need to 
be altered and the RAEs would need to build out their network for these services. Medicaid 



would be used to pay for behavioral health and SUD services, with ATP dollars being used to 
cover additional, uncovered services. 

Another attendee voiced a concern that individuals may be unable to get their medications 
refilled in before they run out when they are released. Heather stated that released individuals 
receive 30 days’ worth of medications but that some members are only able to receive an intake 
appointment during this time and are therefore unable to get their prescriptions filled in time. 

Ben proposed that the group work offline and identify a measure since the deadline is March. 
This can be a working measure, but the group needs to stay within the boundaries set by the 
legislator and must meet their deadline. Daniel proposed creating a draft within the next few 
weeks and sending this out to voting members.  

Subcommittee Housekeeping and Feedback: 

Jeff will be sending out many notes to the voting members to focus on creating the measure. The next 
meeting, which is Wednesday, March 4 from 9-10:30 will focus on DOC and developing a 
recommendation. Daniel stated that there is an outreach need from PIAC to consider engaging providers 
and provider networks and bringing them into the Subcommittee and asked the group to think about who 
they can ask to attend. The meeting adjourned at 10:30.  


