DEPARTMENT OF HEALTH CARE POLICY AND FINANCING
FY 2023-24 JOINT BUDGET COMMITTEE HEARING AGENDA

Wednesday, December 21, 2022

9:00 am —5:00 pm

9:00-9:15 COoMMISSION ON FAMILY MEDICINE

Presenters:
e Donna Marshall, COFM Board Member, Congressional District #1 Representative
e Richard “Levi” Sundermeyer, CAFMR Board Member, Program Director, HealthONE Family
Medicine Residency
e Lynne Jones, Executive Director Commission of Family Medicine, Co Association of Family
Medicine Residencies, CO Institute of Family Medicine
e laurel Dang, 3rd year resident

9:15-9:30 INTRODUCTION & HEARING OVERVIEW

Presenter: Kim Bimestefer, Executive Director

9-30-9:35 COMMON QUESTIONS FOR DISCUSSION

Main Presenters:
e Kim Bimestefer, Executive Director

Supporting Presenters:
e Bettina Schneider, Chief Financial Officer

Topics:
e Common Questions for Discussion: Page 14, Questions 1-4 in the packet, Slide 16

9:35-9:45 COVID-19 PUBLIC HEALTH EMERGENCY

Main Presenters:
e Ralph Choate, Chief Operating Officer

Topics:
e Public Health Emergency Unwind: Page 20, HCPF Hearing Questions 1-9 in the packet, Slides 17-24

9:45-9:55 HOSPITALS



Main Presenters:
e Bettina Schneider, Chief Financial Officer

Topics:
e Hospitals: Page 30, Questions 10-11 in the packet, Slide 25

9:55-10:05 R9 BIRTHING EQUITY & DOULA SERVICES

Main Presenters:
e Adela Flores Brennan, Medicaid Director

Topics:
e R9 Birthing Equity & Doula Services: Page 31, Questions 12-15 in the packet, Slides 26-29

10:05-10:15  R6 VALUE BASED PAYMENTS & FY 2022-23 R8 COUNTY ADMINISTRATION

Main Presenters:
e Bettina Schneider, Chief Financial Officer

Topics:
e R6 Value Based Payments: Page 36, Questions 16-18 in the packet, Slide 30
e FY 2022-23 R8 County Administration: Page 40, Question 19 in the packet, Slide 30

10:15-10:25 BREAK

10:25-11:00 PROVIDER RATES, PARTICIPATION & MEDICAID PROVIDER RATE REVIEW
ADVISORY COMMITTEE

Main Presenters:
e Bettina Schneider, Chief Financial Officer
e Colin Laughlin, Deputy Office Director, Office of Community Living

Topics:
e Provider Rates, Participation & Medicaid Provider Rate Review Advisory Committee: Page 41,
Questions 20-34 in the packet, Slides 31-33

11:00-11:05 PHARMACY

Main Presenters:
e Thomas Leahey, Pharmacy Office Director

Topics:
e Pharmacy: Page 56, Questions 35-37 in the packet, Slide 34
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11:05-11:15 R14 - CONVERT CONTRACTOR RESOURCES TO FTE

Main Presenters:
e Adela Flores Brennan, Medicaid Director

Topics:
e R14 - Convert Contractor Resources to FTE: Page 57, Questions 38-41 in the packet, Slides 35-37

11:15:-12:00 OTHER QUESTIONS — CHILD HEALTH PLAN PLUS (CHP+), CO-PAYS, RECOUPMENTS,
AUDITS & FRAUD/WASTE/ABUSE

Main Presenters:

e Adela Flores Brennan, Medicaid Director
e Ralph Choate, Chief Operations Officer

e Bettina Schneider, Chief Financial Officer

Topics:
e Other Questions — CHP+, Co-pays, Recoupment, Audits & Fraud/Waste/Abuse: Page 60, Questions
42-48 in the packet, Slides 38-41

12:00-1:30 LUNCH BREAK

1:30-3:00 BEHAVIORAL HEALTH

Main Presenters:

e Kim Bimestefer, Executive Director

e Cristen Bates, Behavioral Health Initiatives & Coverage Office Director
e Charlotte Crist, Cost Quality & Improvement Office Director

Topics:

e Behavioral Health Delivery System & Provider Network: Page 67, Questions 49-53 in the packet,
Slides 42-57

e Behavioral Health Provider Rates & HB 22-1268 Update: Page 78, Questions 54-58 in the packet,
Slides 58-59

e R10 - Children & Youth with Complex Needs: Page 84, Questions 59-61 in the packet, Slides 60-61

e Crisis Services, Universal Contract & BHA Coordination: Page 87, Questions 62-64 in the packet,
Slides 62-63

e R12 - Behavioral Health Claims System: Page 89, Questions 65-67 in the packet, Slide 64

e Certified Community Behavioral Health Clinics (CCBHC) Grant: Page 91, Questions 68-69, Slides 65-
68



3:00-3:15 BREAK

3:15-4:45 OFFICE OF COMMUNITY LIVING

Main Presenters:

Kim Bimestefer, Executive Director

Bonnie Silva, Office of Community Living Director

Charlotte Crist, Cost Control and Quality Improvement Office Director
Colin Laughlin, Office of Community Living Deputy Office Director

Topics:

Community-Based Program Growth: Page 93, Questions 70-71 in the packet, Slides 69-75

Private Duty Nursing (PDN): Page 95, Questions 72-74 in the packet, Slides 76-79

Program for All Inclusive Care for the Elderly (PACE): Page 100, Question 75 in the packet, Slides 80-
82

Participant Direction: Page 101, Questions 76-79 in the packet, Slides 83-84

Nursing Facilities: Page 106. Question 80 in the packet, Slides 85-88

Case Management Redesign: Page 107, Questions 81-94 in the packet, Slides 89-95

Developmental Disabilities (DD) Waitlist: Page 117, Question 95 in the packet, Slides 96-100

4:45 CONCLUDING REMARKS



L

COLORADO COMMISSION
ON FAMILY MEDICINE

Colorado Family Medicine Residencies

Colorado Commission on Family Medicine
Report to the Joint Budget Committee, December 2022
Training Family Physicians for the State’s Health Care Needs since 1977

Presenters:
=  Donna Marshall, RN
Congressional District 1 Representative
= Richard “Levi” Sundermeyer, MD
Program Director, Colorado Association of Family
Medicine Residencies (CAFMR) Board Member
Laurel Dang, MD
Family Medicine Resident, Swedish Program
= Lynne Jones
Executive Director, Colorado Commission on Family
Medicine, CO Association of Family Medicine Residencies
(COFM/CAFMR)

Key Contributions to Colorado of the

Commission on Family Medicine

» Family Medicine Resident Physicians (FMRP) touch over
2/3rds of Colorado counties during their training.

» FMRP providing direct patient care to over 108,000
individual patients annually, ~70% of whom are uninsured
or Medicaid/Medicare beneficiaries.

» Physicians who train in Colorado tend to remain in the state
(60+%).

» COFM is a unique collaborative vs. competitive model of
recruiting new physicians to the state.

Our vision: to promote high quality health
care for all Coloradans by enhancing access
to primary care, including rural and
underserved communities, through the
training of exceptional family physicians.

Our mission: to convene key leaders and
stakeholders who support family medicine
training to:

e Cultivate and develop a highly qualified
family physician workforce in
Colorado to appropriately meet the
needs of the population, including
rural and underserved communities,
through recruitment, education,
advocacy, and resource sharing.

e Evaluate and inform community, state,
and national policy impacting delivery
of advanced primary care and positive
health outcomes for Coloradans.

e Be a powerful voice to elevate health
care delivery for all Coloradans.

Access to primary care across Colorado

e Since its inception, COFM’s mission to assure access to primary care in rural and other underserved

communities has driven its actions and efforts.

e Al FMRP clinics serve as safety net like clinics, caring for our most vulnerable and hard to reach.
e Four rural training tracks and over a dozen rural rotations feed FMRPs to communities and counties
with the least access to primary care. Recent graduates now practice in Meeker, Pagosa Springs,

Granby, La Junta, Alamosa, Brush, Fruita and others.

e All residency programs have relationships with the federal qualified and community health centers
in their communities and have also supplied those systems with physicians (Sunrise, Pueblo
Community Health, STRIDE, Clinica, Peak Vista, Marillac, and others).
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Addressing health disparities and inequities

-77,700 of the 108,000 individual patients treated are uninsured, or
Medicaid/Medicare beneficiaries.

-8 of the 10 programs offer COVID-19 vaccines.

-7 of the 10 programs host or partner to provide MAT/Opioid clinics
and treatment.

-All 10 programs participate in a myriad of community service
projects and programs.

-Most engage with schools and other educational institutions to
teach and share career experiences with students aspiring to heath
careers.

Addressing workforce and pipeline in Colorado

COFM Residency Graduates in Colorado,
1972-2019 Generating a physician workforce that is representative

esmg | Of the community served is unquestionably a

_ setng s | MArathon, not a sprint. For the residency programs,
& teambo8t Springs .Fojt;w;, i thls means:
olgnstown .
° Fort Mofgan . . .
Meeker Krerrnling® .%igmpton ¢ vmyemy | e Intentional recruitment of medical students from
° . . . . . . .
e Copfgge City historical institutions of color, students typically
GlenWood Springs Fl’i{w Gre%rﬁv .\/l\lage d d . d . d h . h
sei oS soingn| YN errepresented in medicine, and those with a
Y C & o e ™ likelihood of practicing in a rural or underserved
Cezia@edgf C;QSte“@ Butte o Colorad®Springs cheyerieWelld  @nVvironment.
unflison
Montrose S e Adapting, screening, interviewing, and selection
Nortood Weswlife Mctlave methods to be responsive to cultural differences.
Tell@ride Coloraelo City La Janta .. .
4 e Recognizing the challenge of the national match
= e Walsénburg .
Alamosa program for resident placement.
DurangoP. =Ly . . .
i AR ° e Addressing recruitment from the community/K-12

level through medical school from both a local and a
system perspective.

e Interaction with local educational institutions and para- and allied- professional training entities.
e Advocating for policy and regulation changes to reduce barriers to health career pathways.

e Partnering with residency program host institutions to expand outreach efforts.

Below is the chart of the racial/ethnic breakdown of Colorado family medicine residents over the last
several years. The average percentage of residents of color in the past 3 years is about double the average
percentage of 2013-2015. Progress is slow and the programs are dedicated to generating a more diverse
resident pool in the future.

SN % Resident Resident gra'duates remaining to practice |n.CoIorac'jo as well as
Practicing in Urban | Grads Practicing | those choosing rural and underserved practice settings. Forty-
Year | Underserved Areas of | inRural Colorado| ~ sjx percent of family medicine residents remained in Colorado

Grloeely for this fiscal year.

D021 21% 21%
2020 22% 15% . .

Colorado continues to increase the average number of
D019 20% 24% C T T & .
bo1s 9% 13% physicians practicing in rural with time. From 2012 -2014, prior
bo17 22% 22% to the establishment of the rural training tracks, an average of
2016 27% 21% about 10% practiced in rural area where in the past 3 years it is
2015 29% 18% approximately 17%. Underserved community practice average
D014 29% 20% o .

around 20% over time.
013 24% 3%
2012 22% 8%
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VALUE OF FAMILY MEDICINE RESIDENCY PROGRAMS TO COLORADO

Shortage of primary care physicians

e 2020 County Health Rankings identify 17 counties with a shortage of primary care physicians (PCPs) in
Colorado. Of those, half have only one or two PCPs, leaving little room for transition of the physician(s)
from the county, which according to HRSA Area Health resources Files, has already occurred in several
counties.

In addition, 10 of the 17 have an uninsured population of 10+%.

Finally of those 17 counties, 13 are directly served through the family medicine residency physicians in
primary programs, rural rotations, and/or rural training track programs. All told, Colorado family
medicine resident physicians touch patients in over 2/3rds of Colorado counties.

Colorado’s family medicine residencies help fill the gap

e There are 10 family medicine residency programs in Colorado.

e Programs are independent of one another but collaborate through the Commission on Family Medicine
(COFM).

e Historically from 2010 through 2021 about 20% of family medicine resident physicians come from
Colorado medical schools (University of Colorado and Rocky Vista University) and 60% stay to practice
in Colorado.

e Over 40% of graduates who stay in the state practice in rural or underserved areas.

e The residency clinics are part of Colorado’s health care safety net. In 2022:

o Over 108,000 Coloradans received health care in family medicine clinics.
o 72% of patients were Medicaid (46%) or Medicare (17%) or uninsured (9%).

Strategies to encourage family medicine residents to practice
in rural Colorado
e COFM requires a one-month rural rotation for all family
medicine resident physicians.
e COFM supports rural training tracks (RTTs) in Alamosa, Fort
Morgan, Sterling, and Wray. Residents live and train in the
rural community in years 2 & 3 of residency.
e COFM collaborates with rural training programs at CU
Medical School and Rocky Vista University to create a training
pipeline for graduates.

%9 @H55 o COFM works with several state partners to enhance access
to care including the Rural Health Center, CDPHE Primary Care Office, CO Academy of Family
Physicians, and the Colorado Hospital Association, among others.

Funding the Family Medicine Residency

e Expenses for training family physicians are paid by the patient revenue, federal Medicare GME funds,
the sponsoring hospitals, health systems and the Colorado General Assembly.

e The Colorado General Assembly provides funds to expand the number of family physicians being
trained and place them in areas of highest need: rural and underserved areas.

e State funds are matched by federal Medicaid dollars, effectively doubling the investment.

Family medicine training in Colorado

e Dual mission of training physicians and exemplary, direct care.

Residents complete 3 years of training prior to going into practice.

Our programs are sought after for our commitment to full scope, broad spectrum practice.
Colorado requires one-month rural experience in addition to standard requirements.
Residency Clinics serve as safety net care access (72% Medicare, Medicaid and uninsured).

7
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Support through State funding is increasing our number of primary care physicians
e Between 2018 and 2021, the number of family physicians

Colorado Family Medicine Residencies

Benefit of Additional graduating annually from our residency programs increased from 68 to
Training Positions from the 85 residents.
Programs:

e An average, over time, of 60% of residents stay in the state.

e Almost half on average stay in Colorado practicing in rural or

urban underserved communities.

e Rural training programs (2014 fund start) add 6 graduates annually.
e Additional training positions (2015) add 5 graduates annually

e  One training position (2017) added to the UC FM residency.

e  Funds to expand residency training are long-term investments
requiring sustained support.

...In Fort Collins we were able
to grow our residency to
meet the primary care needs
of an additional 1,000
patients in a safety net clinic
(70% Medicaid) in addition to
providing better coverage for
our complex and busy
inpatient services.

Retention of graduates
= 85 graduates in 2022.
= 46% of this year’s graduates stayed in Colorado.
= 42% of those in Colorado practice in rural/underserved area.
= Since 1972 (1st graduating classes of FPs), 60% of graduates are still practicing in CO.

Timeline of increasing the number of residents in family medicine programs:

CO Residency Program Base 2017/18 2018/19 2019/20  2020/21 2021/22
Support

Total # of Residents* 221 252 247 265 258
Total # of Graduates* 67 83 82 81 85
Cost per Resident** $367,579 | $342,711 | $359,387 | $366,346 | 368,911
State Support per Resident*** | $15,113 | $13,254 $13,523 $18,758 | $12,946
% Support from State*** 4.30% 4.10% 3.7% 3.6% 3.5%

*Total Number of Residents/Graduates: The table above does not include resident physicians training at Denver Health (DH), a training track
of the UC Family Medicine Residency Program that does not qualify for State/COFM funding. The DH track includes 15 residents, bringing the
total of family medicine residents training in Colorado to 273, 85 of whom are expected to graduate in June of 2023.

**To calculate the cost to train a family medicine resident, we obtain financial data from each residency program. The information reported
by the programs includes the costs to support the educational components of residency training and clinical costs to operate a full-scope
family medicine practice, inclusive of the costs of clinical and non-clinical staff, overhead, operations, etc. These costs are included because
the clinical setting is central to training a family physician. The calculation of expenses is not standardized across programs. Some
sponsoring hospitals allocate all operating costs to the residency. Other hospitals, however, do not include in their residency operating
budgets such items as rent, utilities, IT services, security services, and human resources.

***State support per resident is calculated by dividing the base funding from the state by the number of residents in training. During FY
2021/22, the residencies reported spending $95,178,952 for training 258 residents (DH residents are not included in this calculation). The
% support from the state represents the proportion of the residencies’ total expenses that is paid by base funding.
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Benefits of the Commission

The Commission fosters collaboration among the independent

programs:

o Improves quality of all the programs.
o Allows for efficiencies in programming and recruiting

medical students.

o Ensures residents train in advanced primary care
settings, preparing graduates for future practice

models.

Colorado Family Medicine Residencies

Value of Statewide Collaborative
Greeley resident physicians find
great value in the CAFMR chief
resident workshop sessions and
really enjoy the collaborative
recruiting opportunities with the
other family medicine residency
programs in Colorado.

o Increases the placement of graduates in rural and

underserved locations.

A colleague once shared that
cardiac specialists and surgeons
may hold patients’ lives in the
balance when they present in
their practice and should be
compensated for that. However,
chances are that the patient was
referred there by their family
physician or primary care provider
with a stomachache, or trouble
breathing, or chest pain, or any
other array of symptoms that
could be attributed to any number
of conditions or illnesses and that
family physician sorted them out
to make the appropriate referral.

Challenges facing family medicine physician training

The Colorado Health Institute puts it well in their 2017 report
“Primary Care Workforce: A Study of Regional Disparities” —
“Investing in the workforce pipeline and creating local training
opportunities will be important. It is not realistic to expect patients
to commute great distances for care...Colorado’s current workforce
generally reflects the fee-for-service payment system, which
creates incentives to provide as many medical services as possible
and reimburses nonprimary care clinicians at higher rates than
their primary care counterparts.”

Delivering exceptional family medicine physicians to our most
under-resourced areas is not without its challenges. Family
medicine physicians do not choose family medicine because it is
the most lucrative medical discipline. These family physicians love
the interaction they have with patients, their families, and their
communities, they strive to make a difference in their lives.

Nevertheless, they have historically and continue to be one of the lowest paid of the medical specialties.

Other challenges also impact the discipline

e Less Colorado family medicine residents are choosing to remain in Colorado due to:
o Opportunities for spouses/significant others due to low unemployment rate.
o Cost of housing in Colorado.
o Full scope practice opportunities (in rural and underserved communities).
o Colorado Medicaid/Medicare reimbursement rates are lower than nationally.
e Less medical students choosing family medicine as a specialty due to continued fallout from the
pandemic and economic reasons (other specialties garner much higher salaries).
e Medical student interviews for residency continue to be virtual vs. in person inhibiting a medical
student’s opportunity to get a full picture of what 3 years of residency will be like.
e There have been changes in the scope of practice for graduating family physicians with more
opportunities for full scope practice being limited and the trend of larger hospital systems to hire
for urgent care/hospitalist roles vs. full scope, outpatient primary care.
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Rural Training Tracks

The resident physicians who are trained in Colorado
and whose programs participate with the
Commission on Family Medicine continue to choose
practice in rural and underserved areas with
physician graduates in rural practice up 75% prior to
establishment of the Rural Training Track (RTT)
program. An additional 20+% choose to practice in
underserved urban communities where Medicaid

Colorado Family Medicine Residencies

“The Colorado rural training track programs
have provided an invaluable education and
increased access to primary care to the rural
populations. These physicians not only increase
access to general primary care, but also can
provide maternal care and preventative care
screenings within the communities they serve
and are more likely to work in rural communities
after residency.” -Rural Training Track Hospital
Administrator

members and people without insurance are more likely to reside.

Colorado proudly hosts 4 rural training tracks:

Y¢Wray (one of oldest in country) YrAlamosa Y Fort Morgan v Sterling

e The state generously supported start-up and development of these RTTs; they graduated their first

residents in 2019.

e Sustained state funding is necessary to augment what the host communities and institutions
provide to support this training.

e This model has proven successes in increasing family medicine presence in rural communities.

e Wray supports 1 resident, and the others support 2 residents per training year for years 2 and 3;
year 1 is spent in urban “host program”.

e Including Wray, the programs will graduate 7 family physicians per year.

e RTTs are an example of state funds being used to train family physicians where we need them.

Background Information

Over the years, the legislature has requested that COFM develop programs and activities to support access
to best practice primary care for the residents of Colorado. The General Assembly allocates funds annually
to support the training of family physicians. Beginning in 2013, additional state funds have enabled the
residency programs to expand the number of family physicians being trained and to place them in areas of
highest need: rural and underserved communities.

State funding is federally matched 50-50 ($4,520,084 - matched by Medicaid) to train family physicians
(allocated to the Commission on Family Medicine) and falls into three categories:

This state funding support is crucial to the sustainability of the quality and comprehensive scope of the

residency programs in Colorado. The chart on the next page is a break out of how those funds are
allocated.

10
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Base Funding (S1,670,084)

Distributed from HCPF to
programs

Supplements Medicare GME
and other funding sources &
patient revenue to defray
expense of resident training
Add what Base Funding pays
for from below

Rural Training Track ($1,500,000)

e |Initiated in SFY 2014-15

e Tracks established in
Alamosa, Fort Morgan,
Sterling

e 6 graduates/year

e Rural trained residents highly
likely to practice in rural areas
(approximately 60%)

e Rural training requires
sustained support and
investment for training and
retention

e Rural “pipeline” is established
through medical student
recruitment from University
of Colorado and Rocky Vista
University and other medical
schools across the country

e Pipeline work expansion work
through state efforts

Colorado Family Medicine Residencies

Added Resident Positions ($1,350,000)

Initiated in SFY 2015-16

5 programs added additional
position each

Programs successfully graduated
first cohort of 5 residents in 2017-
18

The program has successfully
graduated 5 resident cohorts each
year since 2017-18

Residents commit to 3 years of
practice in rural/underserved
communities in exchange for loan
repayment support

Loan repayment recipients
currently practice in: Adams,
Arapahoe, Archuleta, Boulder,
Chaffee, Denver, El Paso, Larimer,
Morgan, Pueblo & Weld counties
Working with CHSC to distribute
awards and diversify workforce
pool

11
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Value of Resident Physicians to Rural
Colorado

Benefits of the Commission’s work to rural
Colorado are multiple and difficult to
quantify. Close to % of the Commission’s
funding impacts rural primary care practice
either directly or indirectly through
training and practice with our rural training
tracks (RTT) and rural rotation sites.; the
broad spectrum training the resident
physicians receive; the recruitment efforts
on behalf of our rural communities as well
as all of our programs, the cross
organization training they receive with
federally qualified health centers, public
health, behavioral health, in-hospital and
in-clinic care delivery, schools, and with
homeless, indigent, and undocumented
patients.

TN

Colorado Family Medicine Residencies

Our Rural Training Tracks: Our residents
and faculty practice at a sole community

rural hospital handling level 3 trauma,
obstetrics, inpatient, geriatric, psychology,
and other routine procedures.

Our Rural Rotation Clinics:
These rural physicians value the residents in
their practice as a means to introduce them

to rural practice and to keep up on current
trends in their field.

12
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TN

Colorado Family Medicine Residencies

Colorado Family Medicine TrainingSites
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RTT resident physicians see:
50-60% Medicaid members
10-25% Medicare members

3-24% uninsured community
members

Seventy resident physicians (on
avg.) complete one-month rural
rotations and a range from 150-
300 visits, many with
underserved patient populations
each year

Annually, rural track, community-

based resident physicians provide:

o Direct care to 10,000+ patients

e About 21,000 patient visits

e Multiple community projects &
services

2021-2022 COFM Funding*

*State funds (54,520,084) are
matched by Medicaid funds
(54,520,084)
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COMMON QUESTIONS FOR DISCUSSION

1. Please describe the implementation plan for new programs added to the Department from
one-time stimulus funds (such as the CARES Act, ARPA, and one-time General Fund), as well as
any challenges or delays to program implementation.

RESPONSE
Coronavirus Aid, Relief, and Economic Security Act (CARES)

e Telehealth Services: The Department received $5,068,381 in FY 2020-21 from the CARES subfund
through SB 20-212, Reimbursement for Telehealth Services. This bill expanded Medicaid
reimbursement for telehealth services, which was necessary to protect the safety of both
members and providers, while still providing access to services during the pandemic. The
Department fully spent the funding in the first half of FY 2020-21.

e Residential Care Strike Team Staffing: The Department spent $45,820 in FY 2020-21 for FTE to
support the Governor's cross-agency taskforce. This taskforce was created to develop and
implement strategies to mitigate the spread of the illness and save lives in residential congregate
settings that serve older adults and people with disabilities. The Department used the funding to
staff a project manager and workforce lead for the taskforce.

e Vaccine Outreach: The Department received $14,337,696 to implement targeted vaccine
outreach for two high-priority population groups: 1) homebound members and 2) populations
impacted by health disparities. The Department made funds available to the Regional
Accountable Entities (RAEs), Managed Care Organizations (MCOs), and case management
agencies to ensure resources were available to vaccinate these populations. One hundred percent
of homebound members who wanted to receive a vaccine, received their vaccine and minimized
the health disparity gap between racial groups within the Medicaid population (achieving our <3%
vaccination disparity target between people of color and white people). The Department fully
refinanced these funds with the Federal Emergency Management Agency (FEMA) Disaster Relief
Fund by the end of FY 2021-22.

Families First Coronavirus Relief Act (FFCRA)

e Enhanced Federal Medical Assistance Percentage (FMAP): FFCRA provided a 6.2 percentage
point increase to the standard FMAP for Medicaid services. The federal match rate increased
from 50% to 56.2% for most Medicaid services. The enhanced federal match will continue until
the end of the public health emergency based on current law. The Department is required to
comply with several requirements to be eligible for the 6.2 percentage point increase, including
maintaining coverage for members throughout the public health emergency, even if they no
longer qualify for the program. The Department has received $1.372 billion through the FFCRA
FMAP bump through October of 2022, annualizing to over $1.5 billion through December 2022.
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This has helped the state balance its budget during the pandemic as it has resulted in a reduction
to General Fund of that amount.

American Rescue Plan Act (ARPA)

¢ Home and Community-Based Services (HCBS) Enhanced Federal Match: Section 9817 increased
the federal medical assistance percentage (FMAP) for Medicaid HCBS spending by 10 percentage
points from April 1, 2021, through March 31, 2022. The bill specifies that states must use the
enhanced funds to “implement, or supplement the implementation of, one or more activities to
enhance, expand, or strengthen" Medicaid HCBS. The Department submitted a spending plan to
implement this provision and received approval from the Centers for Medicare and Medicaid
Services (CMS) and the JBC in September 2021. The Department projects saving $318 million in
state funds from the enhanced federal match and spending $529 million through the spending
plan, which includes the $318 million in freed-up state funds and matching federal funds for
eligible projects.

The Department’s spending plan includes eight (8) priority categories. Each category represents
a critical area of need for members, their families and the provider network. Across these
categories, there are 63 distinct initiatives. The projects encompass a range of work activities,
from current efforts that can be strengthened and supercharged with these funds, to large,
transformative work that will ensure Colorado’s HCBS system is a national model for excellence
in health outcomes, access, member satisfaction and affordability. At the heart of each is the
Department’s guiding principle: to ensure access to high-quality services in the community of
choice for all members. As of November 2022, all 63 initiatives have launched and are moving
forward as planned. The Department provides quarterly updates on the implementation of the
spending plan to both the JBC and CMS, all of which can be found on the Department’s external
website. These reports provide detail on the progress of each initiative, as well as the spending
and forecasted spending.!

e 100% FMAP to Urban Indian Health Organizations: Section 9815 provides a 100% federal match
for services provided in an Urban Indian Health Organization for eight quarters. The Department
has received $176,375 through October 2022 in additional federal funds through this provision
and a corresponding reduction of that amount to state funds. The enhanced federal match is
accounted for in the Department’s R-1, Medical Services Premiums. The Department received
approval of R-16 in the FY 2021-22 budget, Urban Indian Health Organizations State-Only
Payments, which was then established in statute through HB 22-1190, Supplemental State
Payment to Urban Indian Organizations. This bill allowed the Department to use the freed up
General Fund to make state-only payments to Denver Indian Health and Family Services, which
is the only Urban Indian Health Organization in the state. The Department paid out the full
appropriation from that bill of $118,850 in FY 2021-22 and FY 2022-23.

1 https://hcpf.colorado.gov/arpa
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100% FMAP for COVID-19 Vaccine Administration: Section 9811 provides a 100% federal match
for expenditure billed for COVID-19 vaccine administration for Medicaid and CHP+. The
Department has received $15.89 million through October 2022 in additional federal funds
through this provision and a corresponding reduction of that amount to state funds. The
enhanced federal match is accounted for in the Department’s R-1, Medical Services Premiumes.
Increased Allotment for Disproportionate Share Hospital Payments: Section 9814 increases the
federal allotment for payments to hospitals that serve a disproportionate share of low-income
patients to account for the 6.2 percentage point FMAP increase authorized under the Families
First Coronavirus Relief Act. Department projects have drawn down an additional $36.95 million
through the increased allotment through September 2022. This is being used to offset General
Fund per SB 21-213, Use of Increased Medicaid Match.

Behavioral Health Recovery Act (SB 21-137): SB 21-137, Behavioral Health Recovery Act,
appropriated $250,000 in the State and Local Fiscal Recovery Fund to support training health care
& behavioral health care professionals in substance use screening, brief intervention, & referral
to treatment (SBIRT). SBIRT is a comprehensive, integrated best practice for early identification,
intervention and treatment of people with or at risk of substance use. These funds were fully
expended in Q4 of FY 2021-22. These funds supported the completion of 12 trainings in Q4 with
a total of 107 attendees.

Planning Grant to Provide Community-Based Mobile Crisis Services: The Department received
$818,278 in a direct grant from CMS under Section 9813 to plan how to expand the Department’s
crisis response services to meet new federal guidelines provided in the same section. This
planning grant is supporting the Department to determine how to implement these changes in
coordination with the Behavioral Health Administration (BHA) to provide qualifying community-
based mobile crisis intervention services within the state’s crisis system. Services that meet these
new federal standards will qualify for an enhanced 85% federal match if implemented. To date,
the Department has conducted extensive stakeholder engagement to inform benefit design, with
a focus on rural and frontier areas. The Department is moving to weekly technical assistance
meetings to continue to develop competencies and expand capacity for this new benefit. The
Department is working with the BHA and providers on a needs assessment and readiness review.
Grants will then be made available to support providers to prepare to provide the new service,
set to be in place July 2023.

Sunset Limit on Maximum Rebate Amount for Single Source Drugs and Innovator Multiple
Source Drugs: Section 9816 eliminates the current cap on rebates that manufacturers pay to the
state for certain prescription drugs. This provision goes into effect Dec. 31, 2023. This would likely
result in higher rebates overall to the state, which would offset overall cost of care for Medicaid
members.

12-Month Postpartum Coverage for Medicaid and CHP+: SB 21-194, Maternal Health Providers,
expands eligibility for members who were eligible for pregnancy-related and postpartum services
from 60 days postpartum to 12 months postpartum. Section 9812 of ARPA provides a state option
to expand coverage in this way through the Department’s State Plan Agreement with CMS. The
Department has submitted State Plan Amendments for both Medicaid and CHP+ and is awaiting
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CMS approval. There is no additional or enhanced funding through ARPA to implement the
provision.

Medicaid Member Immunization Effort: The Department was allocated $278,886 from the
Public Health/Administrative fund allocated to the Governor’s Office to hire two term-limited FTE
through FY 2022-23 to increase the number of Medicaid members fully immunized for COVID-19
and other critical vaccines. These FTE will leverage Medicaid and statewide data to develop
localized strategies to increase member vaccination rates. The two FTE have been hired and
approximately $40,000 has been expended through September 2022.

Funding for Administrative Staff for the ARPA-Related Work: The Department was allocated
$80,000 from the Public Health/Administrative fund allocated to the Governor’s Office to begin
work on standing up the administrative infrastructure for ARPA-related projects. The funding was
used to support staff time dedicated to engaging stakeholders, developing budgets, drafting and
finalizing the spending plan, and preparing presentations for the ARPA HCBS Spending Plan.
Because of the extensive work accomplished over the summer and fall of 2021, both CMS and
the JBC approved the Spending Plan on Sept. 21, 2021.

Rural Health Care Provider Expanded Access: SB 22-200, Rural Provider Stimulus Grant Program,
appropriated $9.6 million to provide grants to qualified rural health care providers based on
financial need and the ability to expand health care access. The grant program is intended to
improve health care affordability and access in rural communities. Qualified uses for the grant
funds include: projects that improve health care affordability by modernizing the information
technology infrastructure of rural providers, such as investments in shared data analytics
platforms and technologies like telehealth and e-consults, and projects that expand access to
health care in rural communities, such as projects extending hours for primary and behavioral
health care and creating new or expanded access sites including surgery, chemotherapy and
advanced imaging. The intended outcomes of these grants are to ensure and improve
Coloradans' access to quality health care and to drive financial sustainability for hospitals and
clinics in rural areas of Colorado. As of Nov. 2022, the SB 22-200 advisory committee held six
meetings and made recommendations defining eligible rural hospitals, permitted uses of funds,
timelines and reporting requirements, and program rules. The request for application for the
grants is targeted to be released in March or April 2023, with fund disbursement beginning in
July 2023.

Health Care Practice Transformation and Integration: HB 22-1302, Health Care Practice
Transformation, appropriated $34.7 million to support the creation of the primary care and
behavioral health statewide integration grant program. This program will provide grants to
physical and behavioral health care providers for implementation of evidence-based clinical
integration care models. Grants may be used to train staff, invest in IT upgrades to support
integration, expand telehealth, support change management and re-processing workflows, and
community engagement. Depending on the hospital’s revenue, cost sharing is required as a
component of participation and receipt of grant funds. Funding will be prioritized to applicants
that serve populations that experience disparities in health care access and outcomes.
Additionally, these funds will support the implementation of universal contracting, which will
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represent a major step forward in behavioral health provider accountability, especially for safety
net providers like community mental health centers. The intended outcome of these grants is to
ensure and improve Coloradans' access to quality behavioral health care. As of October 2022, the
universal contract work is underway and is scheduled to be implemented by July 2023. The
grants’ steering committee is in development, which will provide input into grant application
requirements, feedback and direction on data collection standards and review, and engage with
community partners. The Department anticipates that grants will be awarded by July 2023.

Challenges or Delays to Program Implementation

The Department is monitoring all of our stimulus funded efforts very closely and at this time does not
have any significant concerns about being able to meet spending deadlines. As challenges have emerged
with particular initiatives, we have been able to manage them quickly to ensure that they are back on
track for successful implementation.

2. Please identify how many rules you have promulgated in the past year (FY 2021-22). With
respect to these rules, have you done any cost-benefit analyses pursuant to Section 24-4-103
(2.5), C.R.S., regulatory analyses pursuant to Section 24-4-103 (4.5), C.R.S., or any other similar
analysis? Have you conducted a cost-benefit analysis of the Department’s rules as a whole? If
so, please provide an overview of each analysis.

RESPONSE

From October 2021 to October 2022, the Department promulgated 74 rules. The Department does cost-
benefit and regulatory analyses for each proposed rule prior to its introduction to the Medical Services
Board (MSB). The analyses are included in the rule-making document packet that accompanies each rule
proposed by the Department and can be found on the Department’s website. The cost-benefit analysis
includes the following components:

e Description of persons who will bear costs of the proposed rule and persons who will benefit
from the proposed rule;

e Discussion of the probable costs, to the Department or any other agency, of implementation
and enforcement, and any anticipated effect on state revenue;

e Comparison of the probable costs/benefits of the proposed rule to the probable costs/benefits
of inaction; and

e Determination of whether there are less costly or less intrusive methods for achieving the
purpose of the proposed rule.

The Department makes the rule-making document packet available to the public when the public notice
of proposed rule-making is published and it is also included in the public record after the Medical
Services Board adopts the rule.

With respect to these rules, a separate cost-benefit analysis was requested for one of the rules. Section
24-4-103(2.5), C.R.S,, states that anyone may request a cost-benefit analysis within five days of the
publication of notice of proposed rule-making in the Colorado Register.
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The response to the cost-benefit analysis request was structured like the analysis performed on every
rule described above. The analysis included the reason for the rule or amendment, the anticipated
economic benefits of the rule or amendment, the anticipated costs of the rule or amendment, any
adverse effects on the economy and at least two alternatives to the proposed rule or amendment.

The Department performed a regulatory analysis of all 74 rules pursuant to section 24-4-103(4.5), C.R.S.
The regulatory analysis performed on each rule is compliant with statute and is available to the public
for review five days prior to the rule-making hearing on the Department’s public website. The
Department has not conducted a cost-benefit analysis of the rules as a whole.

Each year the Department is required to submit a Regulatory Report to the General Assembly and the
Secretary of State. This report documents all rules promulgated by the Department and is available
here.

3. [Rankin] For how many temporary FTE has the department been appropriated funding in each
of the following fiscal years: FY 2019-20, FY 2020-21, FY 2021-22, and FY 2022-23? For how
many of the temporary FTE was the appropriation made in the Long Bill? In other legislation?
Please indicate the amount of funding that was appropriated. What is the department’s
strategy related to ensuring the short term nature of these positions? Does the department
intend to make the positions permanent in the future?

RESPONSE

The Department is unable to provide temporary FTE counts. Temporary FTE are not included in the
statutory definition of FTE pursuant to Section 24-75-112(1)(d)(ll), C.R.S. which states that FTE does not
include contractual, temporary, or permanent season positions. The department has provided as part of
the Nov. 1 request the Schedule 14A and 14B which provides actual expenditures. For the upcoming
years, the department manages the dollar appropriation which has been affirmed by two Supreme
Court cases (Colorado GA vs Owens and Anderson v Lamm).

4. [Zenzinger] Please provide a description, calculation, and the assumptions for the fiscal impact
of implementing the provisions of the Partnership Agreement, including but not limited to
changes in annual leave accrual, holiday pay, and paid family and medical leave. If your
department includes employees who are exempt from the Partnership Agreement, please
indicate whether or not you intend to implement similar benefit changes as those required for
covered employees. Please provide a breakdown of the fiscal impact of implementing the
provisions of the Partnership Agreement for: a) employees who are subject to the
Agreement, and b) employees who are exempt from the Agreement.

RESPONSE
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The cost to departments for employees using the paid family medical leave was requested and approved
last year (DPA FY 2022-23 R-02). For FY 2023-24 the cost is part of the POTS appropriation called
Temporary Employees Related to Authorized Leave. The adjustment to annual leave and the additional
holiday, as noted in the fiscal note for the bill (S.B. 22-139) were expected to be minimal and if
necessary, will be addressed through the annual budget process. The Governor’s Nov. 1, 2022, budget
included funding for the economic articles of the Partnership Agreement, including funding for paid
family medical leave. The department is working with OSPB and DPA to submit a January budget
amendment if necessary to seek additional adjustments related to the Partnership Agreement. In
addition, OSPB will provide the JBC with a breakdown of the fiscal impact of implementing the
Partnership Agreement by department.

DEPARTMENT DISCUSSION QUESTIONS
COVID- 19 PUBLIC HEALTH EMERGENCY

1. [Sen. Bridges] Describe the Department's plan to review eligibility at the end of the public
health emergency, including the timing and process for redeterminations and the support for
counties. How does the Department plan to ensure that individuals won't lose eligibility
erroneously.

RESPONSE

The federal government has given states guidance on how to resume normal operations including
redetermining eligibility for all members currently enrolled in Health First Colorado and CHP+. States
have up to 12 months (14 months including noticing) to re-evaluate eligibility for everyone who is
enrolled.

Colorado has opted to take the entire time allowed. This approach leverages the current annual renewal
cycle for each member to reduce member confusion, leverages existing renewal processes for eligibility
workers and takes the full allowable time to complete renewals. This approach has three key
operational goals in mind 1) focus on member continuity of coverage so those eligible remain enrolled
2) improve the member experience with smoother transitions in coverage for those no longer eligible
and 3) minimize impacts to eligibility workers and state staff.

In order to minimize erroneous terminations, the Department has implemented various system changes,
outreach, and operational methods to connect with members. For example, if a member’s renewal is
due in May 2023, the renewal process will start approximately 70 days prior to May 2023. The eligibility
system will check to see if we can automatically renew coverage based on interfaces and if they qualify,
the member will receive a Notice of Action approximately around the middle of March 2023. These
eligibility system changes to increase automation have driven the automatic approval rate to
approximately 34% for all members renewing. This means there is no member or eligibility worker
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activity needed for these approvals. For members who have met eligibility criteria and remained eligible,
the automatic approval rate has been higher, recently averaging 66% of those members renewing.

If the Department is not able to renew based on interfaces, the Department will send the household a
renewal packet in March 2023. The signature page and any necessary changes will be due May 5, giving
members at least 30 days to respond. The Department has contracted with a vendor for proactive
address validation to ensure the packet goes the correct address. In addition, the Department has
partnered with advocates and stakeholders for an Update Your Address campaign to get the correct
address and are encouraging members to sign up for electronic notices, so they do not have to wait for a
mailed letter. For members who have opted into electronic noticing, the Department will also send text
messages and/or emails to members who receive a renewal packet, reminding them to review, sign, and
send back the packet. The Regional Accountable Entities (RAEs) will receive data on members who need
to send their renewal packet and conduct direct outreach to members to remind them to take action on
their renewals.

In addition, the Department has collaborated closely with the counties to prepare them for the
upcoming end of PHE workload. The Department received funding to support counties with additional
staffing and there have been several business process improvement sessions, ongoing engagement to
get county thoughts and ideas on plans, and a robust oversight and accountability program. This has
been instrumental with meeting our goals of member continuity of coverage if eligible, improving
member experience, and minimizing impacts to eligibility workers.

2. [Rep. Sirota] Discuss how the Department is planning for this dis-enrollment process.
Specifically, how is the Department ensuring that individuals who are still eligible do not lose
coverage?

RESPONSE

In order to minimize erroneous terminations, the Department has implemented various system changes,
outreach, and operational methods to connect with members. For example, assuming the PHE ends in
April 2023, if a member’s renewal is due in May 2023, the renewal process will start approximately 70
days prior to May 2023. The eligibility system will check to see if the Department can automatically
renew coverage based on electronic interfaces. If they qualify, the member will receive a Notice of
Action around the middle of March 2023. These eligibility system changes to increase automation have
driven automatic approval rate to approximately 34% of all members renewing. Therefore, no member
or eligibility worker activity is needed for these approvals. For members who have met eligibility criteria
and remained eligible, the automatic approval rate has been higher, recently averaging 66% of those
members renewing.

If the Department is not able to renew based on interfaces, the Department will send the household a
renewal packet in March 2023. The signature page and any necessary changes will be due May 5, giving
members at least 30 days to respond. The Department has contracted with a vendor for proactive
address validation to ensure renewal packets go to the correct addresses. In addition, the Department
has partnered with advocates and stakeholders for an “Update Your Address” campaign to get the
correct address and are encouraging members to sign up for electronic notices, so they do not have to
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wait for a mailed letter. The Department will also send text messages and/or emails to members who
receive a renewal packet, reminding them to review, sign, and send back the packet. The Regional
Accountable Entities (RAEs) will receive data on members who need to send their renewal packet and
conduct direct outreach to members to remind them to take action on their renewals.

In addition, the Department has collaborated closely with the counties to prepare them for the
upcoming end of PHE workload. The Department received funding to support counties with additional
staffing specific to processing renewals, and there have been several business process improvement
sessions, ongoing engagement to get county input on plans, and a robust oversight and accountability
program. This has been instrumental with meeting the Department goals of member continuity of
coverage if eligible, improving member experience, and minimizing impacts to eligibility workers.

3. [Sen. Kirkmeyer] Describe the redetermination process. Specifically, what type of notice will
the Department or counties be providing to individuals that will lose Medicaid coverage?

RESPONSE

Every Medicaid and CHP+ household has a redetermination (renewal) date set 12 months from the
month they applied for coverage (and every year thereafter). The renewal process starts approximately
70 calendar days prior to the member’s renewal month. For example, renewals due in April 2023 will be
started February 12. The first step in the renewal process is to determine if a member can be
automatically renewed based on information we have for them from other data sources. This means
that some members will not receive a renewal packet, but rather receive a “notice of action” letter that
lets them know they are still eligible for coverage. The majority of these members do not need to take
further action to keep their coverage. In some cases, members may also receive a letter requesting
them to check if their income information is correct or make updates.

If the Department is not able to verify a member’s eligibility with existing data, they will have to go
through the next step in the renewal process to see if they still qualify for coverage. These members will
receive a renewal packet asking them to see if anything about their situation has changed, and will
request verification to determine whether they are still eligible to receive Medical Assistance. The
information we have for members is pre-populated in the packet to make it easier to verify or update as
needed. The renewal packet was also reformatted to make it easier to read and add a signature
requirement.

The renewal packet can be completed electronically through PEAK, the Health First Colorado mobile app
or by mail. Important things to know about the renewal packet:

e Members will receive a renewal packet approximately 70 calendar days before their renewal
deadline to allow time for completion.

e The renewal packet is sent out for the entire household, so it will include verification information
for each person in the household who is a Health First Colorado or CHP+ member.

22



e The renewal packet must be reviewed fully, including providing updates if applicable. All renewals
must be signed where indicated, and sent back in by the deadline specified in the packet, even if
there are no changes.

After a renewal is received, the Department can determine if the member still qualifies for coverage. If
they no longer qualify or failed to provide the information needed to complete the renewal, a notice of
action letter providing the termination reason is sent with appeal information. This letter will also
provide information regarding financial assistance and purchasing a health plan through Connect for
Health Colorado. Below is an overview chart of the renewal process for members:

Renewal process overview

What happens behind the scenes/administratively

Automatically
renewed given
checks with
databases (ex parte)

Redetermination
of member -
regular cycle
One or more

household members
are not automatically
renewed with
database check (ex
parte)

What a member sees Action needed

MNotice of action

. - No action needed
approving their —

to continue

continued

current coverage
coverage
Renewal Action required
packet - must to continue or
respond within transition to
timeframes, other coverage

MNotice of action
letters include
information
about other
coverage options

4. [Rep. Bird] Please provide information about the demographics of the individuals who will be
dis-enrolled. Include any information about whether those who will be dis-enrolled are likely
to have other health care coverage.



RESPONSE

At the end of the COVID-19 public health emergency (PHE), once the federally required continuous
coverage protection is no longer in place, states will be required to return to normal operations. If a
member is found to be no longer eligible through the annual renewal process, they will be disenrolled.
Some members will be automatically renewed based on the information we have on file for them at the
time of their renewal. Other members not automatically renewed will need to take action by verifying
information and signing their renewals in order for eligibility to be determined.

Predicting who will be disenrolled at the end of the PHE is challenging. Eligibility renewals will be
conducted on every member over the course of the year based on their annual renewal date. Until a full
renewal determination is completed, the Department does not know who will be disenrolled, as
member circumstances may change. In order to make an accurate eligibility determination, the renewal
must use current, not outdated, information. Therefore, at this time, the Department cannot provide
exact data about the demographics of the individuals who will be disenrolled at the end of the PHE.

The Department has some demographic information on members who have, at some point during the
PHE, been found to be ineligible. This is known as the continuous coverage population. It would be
inexact to extrapolate data from the continuous coverage population across the entire Medicaid and
CHP+ population, but this data may give us some preliminary insight into whom might no longer be
eligible once their renewal is completed. A summary of demographics on this continuous coverage
population is below.

There are just under 800,000 people who are part of the continuous coverage population associated
with the PHE. Of those, 96% were eligible for Medicaid and 4% for CHP+. The continuous coverage
population generally mirrors the overall Medicaid and CHP+ combined populations. For example, 38% of
the continuous coverage population is age 0-20 vs 40% of the total population, 30% of the continuous
coverage population and the total population are ages 21-39, and 23% of both are ages 40-64. The
male/female percentages for both the continuous coverage population and total populations are 47% /
53%. Approximately one third of each population identifies as being Hispanic/Latino.

There are a few differences between the continuous coverage population compared with the total
Medicaid and CHP+ population. They are more likely to be White/Caucasian, have other insurance and
have higher incomes. There are five percent more White/Caucasian members in the continuous
coverage population than are reflected in the total population (41% vs 36%) whereas approximately 1%
fewer of Hispanic/Latino (31% vs. 30%) and Black/African American (6% vs. 7%) members are in
continuous coverage. Members who have other health care coverage, with non-Medicare third party
liability, are more likely to be in the continuous coverage population than in the total population (16%
vs. 12%). That pattern is also true of members with Medicare coverage (12% vs. 9%). Members with
higher incomes, measured by the federal poverty levels or FPLs, are more likely to be in the continuous
coverage population than those with lower incomes.

When it is time to renew, members must take action unless they are automatically renewed. The
Department is working with stakeholders to ensure that when renewals are due, members know how to
take action and get help as needed. Members who are in the continuous coverage population with
lower incomes (0-133% FPL) are more likely to have been identified due to not returning verification or
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not completing the renewal process. Conversely, members with higher incomes are more likely to have
been identified due to having incomes that are over the allowable limits. Members who do not meet the
income requirements are likely to be disenrolled. Members who have not provided verifications will be
given the opportunity to respond to requests before an eligibility determination is made.

Looking at historical churn patterns may give insight into whom will be disenrolled at the end of the
PHE. The Department conducted a Medicaid churn study analyzing data from Jan. 1, 2018, through Dec.
31, 2019, the two years preceding the federal public health emergency. During that time, 43% of
members maintained their eligibility, 21% disenrolled, 16% became eligible, and 20% were eligible at
some point during the two years but were not continuously enrolled (“cyclers”). Low-income adults and
low-income children dominated the churn because they comprise most of the population. Young adults
(age 18-39) were least likely to maintain coverage, and most likely to leave or cycle off and on. Not
meeting income eligibility was the primary reason adults were disenrolled from Medicaid.

5. [Sen. Zenzinger] As people are disenrolled from Medicaid, will there be increased societal
costs elsewhere, including costs for other public benefits?

RESPONSE

The Department estimates that more than 300,000 individuals will lose Medicaid eligibility through the
redetermination process after the PHE. Employers not currently covering these individuals may have
increased benefits costs once those individuals fully transition to employer-sponsored coverage;
individuals and families may have to afford premium contributions, deductibles and high co-pays
compared to Medicaid under their new coverage options.

Colorado’s approach to redetermining eligibility after the public health emergency is meant to mitigate
losses in health coverage and ensure smoother transitions in health coverage for those no longer eligible
for Health First Colorado or CHP+. Further, given the length of the COVID-19 PHE and improvements to
Colorado’s economy since the onset of the pandemic, the Department anticipates that many of those
who are no longer eligible due to increases in their income may already have other coverage through
their employer, and others may benefit from subsidized coverage offered through the Connect for
Health Colorado marketplace.

To the extent that people lose eligibility for Medicaid due to income and do not enroll in employer
sponsored coverage or coverage through Connect for Health Colorado, there may be costs to the
delivery system associated with uncompensated care.

The Department has been collaborating with other state agencies, counties, local public health,
providers, health plans, advocates, Connect for Health Colorado, and many other community partners in
planning for the end of the PHE. Until the full renewal process is complete and other public benefit
programs have resumed their normal operations after the end of the PHE, it is difficult to assess if there
will be increased societal costs elsewhere or costs for other public benefits. Often, people who are
enrolled in Medicaid are income eligible for other public benefits and may already be accessing or have
accessed those benefits already. People who are found ineligible for Medicaid after the PHE due to
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being over income levels may not qualify for other public benefits. However, because the eligibility
requirements for public benefits differ significantly by program, it would be difficult to generalize.

6. [Rep. Bird] Discuss the potential unmet need that is likely to occur for those individuals who
become ineligible for Medicaid following the end of the public health emergency.

RESPONSE

During the COVID-19 public health emergency (PHE), individuals who enroll in Health First Colorado and
the Child Health Plan Plus (CHP+) remain on the program even if their circumstances change, due to the
federal continuous coverage requirement. When the federal PHE ends, states will resume normal
operations including evaluating eligibility for medical assistance programs.

The federal government has given states guidance on how to resume normal operations. States have up
to 12 months (14 months including noticing) to re-evaluate eligibility for everyone who is enrolled.
Colorado has chosen an approach that leverages the current annual renewal cycle for each member to
reduce member confusion, leverage the existing processes and take the full allowable time to complete
renewals. This approach has three key operational goals in mind 1) focus on member continuity of
coverage so those eligible remain enrolled 2) improve the member experience with smoother
transitions in coverage for those no longer eligible and 3) minimize impacts to eligibility workers and
state staff.

It is difficult to assess any unmet need until the full redetermination process is complete, though we
have estimated that more than 300,000 Coloradans may lose Medicaid eligibility at the end of the PHE
(over the 12-14-month redetermination period). Given the length of the public health emergency and
improvements in Colorado’s economy since the initial onset of COVID-19 that caused job losses and loss
of employer sponsored health coverage, many of those who are no longer eligible may have found
employment and other health coverage through an employer sponsored plan. The Department’s
approach to resuming normal operations at the end of the public health emergency, including close
collaboration with Connect for Health Colorado, Regional Accountable Entities, CHP+ health plans,
providers and many other partners, is meant to mitigate an increase in the uninsured rate, coverage
gaps and unmet health coverage needs. Individuals who are no longer eligible for Health First Colorado
or CHP+ will receive information about their options on the Connect for Health Colorado health
insurance marketplace. The Department is working closely with Connect for Health Colorado to ensure
individuals who are over income are connected with assisters who can help them find other coverage
and access to financial subsidies. Still, the HCPF structure of no premium, no deductibles and low co-
pays (no co-pays except for unnecessary ER visits, if the Governor’s budget is approved) is far more
affordable compared to the typical employer sponsored or individual commercial coverage alternative.

7. [Rep. Bird] If this process is likely to result in a large number of individuals losing health care
coverage, what actions should the General Assembly consider taking to ensure that this
process does not result in a public health crisis?

RESPONSE
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The uninsured rate in Colorado before the ACA went into effect was over 15%. The ACA, which included
provisions like coverage up to age 26, Medicaid expansion, the creation of marketplace exchanges and
related subsidies — combined to reduce the uninsured rate in Colorado to about 6.5%. Through the
public health emergency, the uninsured rate has remained flat, at about 6.6%, largely due to Medicaid’s
continuous coverage provision. Our shared goal among providers, advocates, Connect for Health
Colorado, the Department and other stakeholders is to maintain Colorado’s uninsured rate.

The 12-month (14 months with noticing) process to review eligibility for all Health First Colorado and
Child Health Plan Plus (CHP+) members after the end of the public health emergency will be a return to
normal eligibility operations as required by federal law. The Department’s approach to the eligibility
reviews focuses on ensuring those who remain eligible for Health First Colorado and CHP+ stay covered,
by connecting those who are no longer eligible with health coverage options and related subsidies on
the Connect for Health Colorado marketplace. The Department anticipates some of those currently
enrolled may already have employer sponsored coverage. According to the most recent data from the
Colorado Department of Labor & Employment, Colorado’s private sector has grown by 449,500 jobs,
compared to declines of 358,800 in early 2020, translating to a job recovery rate of 125.3%. 2

The Department anticipates an uptick in eligibility decision appeals from members after the end of the
public health emergency and a need for additional resources to address those appeals in a timely
manner, as identified initially in FY 2020-21 S-10/BA-19, Public Health Emergency End Resources. Given
the constant change in end dates for the PHE, the Department will work through the regular budget
process to address specific needs for these resources.

8. [Rep. Sirota] In a normal year (when there isn't a federal public health emergency), who
churns on and off of Medicaid and CHP+ and why? Are there particular populations that are
more vulnerable to, or impacted by, churn? What information is the Department and other
agencies and organizations gathering about the impact of allowing people to maintain
eligibility for Medicaid during the federal public health emergency? How is the policy
impacting health outcomes and other public benefits?

RESPONSE

The Department conducted a Medicaid churn study analyzing data from Jan. 1, 2018, through Dec. 31,
2019, the two years preceding the federal public health emergency. During that time, 43% of members
maintained their eligibility, 21% disenrolled, 16% became eligible, and 20% were eligible at some point
during the two years but were not continuously enrolled (“cyclers”). Low-income adults and low-income
children dominated the churn because they comprise most of the population. Young adults (ages 18-39)
were least likely to maintain coverage and most likely to leave or cycle off and on. Not meeting income
eligibility was the primary reason adults were disenrolled from Medicaid. A large percentage (43%) of
pregnant adults cycled off and on Medicaid. The guaranteed 12 months of postpartum coverage will
reduce churn in this population. Children and the elderly (65+), as a percentage of their total

2 Colorado Department of Labor and Employment, “Colorado Employment Situation — October 2022” Press Release
issued November 18, 2022 available at colmigateway.com
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populations, were least likely to experience churn. Adults with disabilities had one of the lowest churn
rates, with 71% maintaining coverage throughout the period, and only 12% disenrolling and not
returning, the primary reasons being death or failure to pay premium/fee. The Department has waived
Buy-in premiums throughout the PHE and will continue to do so throughout the unwind period. The
study focused primarily on Medicaid, however, transition of children between Medicaid and CHP+ was
observed.

National data suggests that while children are some of the least likely to experience churn, eliminating
churn among the 0-6 populations may have the highest opportunity to improve care and decrease
costs®. The Department’s CY 2018-2019 churn study found that 12% of infants (age 0-1) and 19% of
preschool children (age 2-5) lost Medicaid eligibility during that timeframe. Another 15% and 19%,
respectively, cycled on and off Medicaid. The study categorized 6-year-old members with other
elementary age members (age 6-11), 20% of whom lost eligibility and 18% of whom cycled on and off
Medicaid during the two-year period. Some of the children who lost eligibility or cycled on and off
eligibility transitioned to the Child Health Plan Plus program. While the study did not break out the
Medicaid and CHP+ transitions by age groups, overall 25% of low-income children who lost Medicaid
eligibility were enrolled in CHP+ the next month. An even greater percentage of low-income children
who cycled off Medicaid, 43%, were enrolled in CHP+ the following month. Federal regulations dictate
the transitions between the two programs with a higher federal match provided for CHP+ members.

Because children 0-6 are less likely to cycle on and off Medicaid and cost less than the average
population, retaining these members on Medicaid rosters can prove cost-effective. For example,
continuous coverage can help ensure better utilization of well-child visits and earlier diagnosis of health
care conditions, preventing acute crises that result in repeated emergency room visits. Early
intervention and school-based services for behavioral health conditions can provide immediate, low-
cost interventions that reduce the likelihood of costlier, lifelong conditions. Continuous access to care
can also decrease health disparities. Research has shown that churn results in higher administrative
burden and health care costs due to the lack of access to timely or preventive care. These national
studies are promising and worth exploring further. To date, the Department has not done an analysis on
the potential impact of this policy in Colorado to the state budget or to the provider community.

During the PHE, the Department provided uninterrupted coverage. This reduced the administrative
burden related to Medicaid churn, allowing county workers to focus on helping people with other
programs and benefits (e.g., food assistance, cash assistance). The Department does not, however, have
the data needed to estimate reduced administrative costs since the county workers still needed to work
on many of the CBMS cases to determine eligibility for the DHS programs.

The Department has been tracking medical trends throughout the public health emergency. A few of the
trends the Department has observed include reduced emergency department and transportation
utilization, accelerated adoption of telemedicine, and avoidance of congregate settings in long-term
care. These trends were more pronounced earlier in the pandemic when concern over contracting
COVID-19 was greater. Mitigating factors, however, make it difficult to interpret outcomes and

3 https://cohcpf-my.sharepoint.com/:w:/g/personal/saupso hcpf co gov/ES4jHVrnO5hMh-
NOLoK7RnsBtJaLX8vTnRhEQ4IZd06Akw?e=vpXGgN
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confidently state whether those trends will continue after the public health emergency. Many more
people had continuous coverage than usual, which could have resulted in more timely and consistent
care. It was, however, often more difficult to access care over much of the past two years. For example,
due to concerns about overwhelming the health care system, many people either chose to defer or were
unable to schedule elective procedures. Some parents may have delayed routine immunizations and
well-child appointments to avoid being in medical offices where they may have a higher risk of being
exposed to COVID-19.

9. [Sen. Kirkmeyer] What is the Department doing to ensure that counties have the resources
necessary to administer the program over the 12-month period following the end of the
federal public health emergency?

RESPONSE

The Department has taken multiple steps to ensure that counties have the necessary resources for the
end of the public health emergency (PHE) and the processes and tools in place to manage the workload
throughout the PHE unwinding period. The FY 2022-23 BA-6 request provided over $15.2 million in one-
time funding to counties to hire eligibility technicians, customer service staff, and their resources to
ensure the new staff have the necessary technology and training to manage the PHE unwinding
workload. Because that one-time funding ends in June 2023, the Department will work through the
regular budget process to ensure the continuity of those resources, including the most recent likely
extension of the PHE into April of 2023.

In addition to the many automations implemented, as noted in the previous question, HCPF has also
implemented an array of processes and tools to support counties through the PHE unwind including:

e Providing county grant funding to help offset county share for FY 2022-23 PHE funding

e Adding the Overflow Processing Center, which is state-contracted county staff that assists
counties with processing cases

e Creating performance management tools, including the Medical Assistance Performance (MAP)
Dashboard, to monitor progress and performance

e Educating counties through Continuous Learning Sessions on tools like the MAP Dashboards and
pending data to monitor their work and performance

e Making telephonic signatures an option for redeterminations, easing the administrative burden
for both members and counties

As the timing of the PHE continues to evolve, we are staying in contact with our county partners,
contract resources, and constituencies to ensure we remain synchronous in our planning.
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HOSPITALS

10. P37 [Rep. Bird] What is the Department doing to ensure that rural and safety net hospitals can

maintain sufficient staffing after the public health emergency ends?

RESPONSE

The Department provides financial support targeting rural and safety net hospitals specifically through
its supplemental payment and grant programs:

The Hospital Transformation Program, which ties provider fee-funded hospital payments to
quality-based initiatives, includes dedicated rural support funding of $12 million for each of five
years for a total of $60 million for 23 critical access hospitals with the lowest patient revenues or
reserves. This rural support funding can be used for organizational readiness including staffing,
amongst other purposes. The Department has paid $24 million from this source to date.

Senate Bill 22-200 created the Rural Provider Access and Affordability Stimulus Grant Program to
provide $9.6 million in funding for projects to improve health care affordability and access in rural
communities. This funding will be awarded beginning in July 2023 and will drive financial
sustainability for rural hospitals by helping them better meet the needs of their communities and
keep care local.

Safety net and rural hospitals receive a greater return on investment through the Colorado
Healthcare Affordability and Sustainability Enterprise (CHASE) provider fee funded payments. In
FY 2021-22 hospitals in frontier counties (fewer than 6 people per square mile) realized a 517%
return on their provider fees and hospitals in other rural counties realized a 166% return on their
provider fees while urban hospitals realized a 28% return on their provider fees. Denver Health,
the state’s largest safety net hospital, realized a 205% return on its provider fees.

In addition, the Department provides the maximum allowable Disproportionate Share Hospital (DSH)
payments to safety net and critical access hospitals. With the focus on rural hospitals in the CHASE
provider fee and DSH payments along with their base Medicaid payments, the vast majority of rural and
critical access hospitals are reimbursed at least their cost of providing care for Medicaid members.

11. P38 [Rep. Bird] Discuss what the Department is doing to limit the administrative burdens on

rural and safety net hospitals to receive reimbursements.

RESPONSE
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To reduce administrative burden for hospitals receiving supplemental Medicaid reimbursement, such as
those funded through the Colorado Healthcare Affordability and Sustainability Enterprise (CHASE)
hospital provider fee, the Department uses existing data sources like the hospitals’ Medicare Cost
Reports whenever possible, aligns with other reporting requirements, requests only information
necessary to meet federal requirements, and engages in stakeholder input and feedback when creating
data request forms and processes.

R9 BIRTHING EQUITY & DOULA SERVICES

12. [Rep. Sirota] Describe the stakeholder process used prior to submitting R9 Birthing equity.
Why was this solution selected for improving birth equity rather than other strategies, like
direct entry midwives?

RESPONSE

The Department submitted a Health Equity Plan in June of 2022. This included four priorities: COVID-19
vaccination rates, maternity, behavioral health and preventive care. The doula benefit focuses on
reducing disparities, improving health outcomes and reducing costs for all Medicaid members with an
emphasis on Black, Indigenous, People of Color (BIPOC) pregnant people.

The Department initiated its stakeholder work through monthly meetings with the Maternity Advisory
Committee (MAC)—a member-led group primarily composed of BIPOC members who have given birth
as Medicaid members. Early and emphatic discussion illustrated a need to provide more community-
based support to our members. Doulas fit this need well since commonly reported themes include: how
particularly challenging the postpartum period can be without someone providing emotional, physical
and educational support—all within a doula’s scope; and, how important it is to have providers who look
like you and/or share lived experiences with you—a strong marker of community-based doula training
programs that would be made possible with the training funds included in the request of $100,000.

The budget preparation and review process are confidential until the Governor officially submits the
budget to the Legislature on Nov. 1. As a result, the Department began the next phase of stakeholder
work with other state and national partners (including New Jersey, Oregon, Nevada and California, as
well as the National Academy for State Health Policy). In those discussions, we learned that stakeholder
work is critical to the success of a doula benefit; therefore, the Department requested funding to seek
community input on the design of the benefit. R-09 includes a request for $150,000 for community
engagement work including contracting with one or more community-based organizations that are able
to center community voices and take an equitable approach to engagement. While the Department was
poised to begin stakeholder engagement after the Governor’s Budget was made public on Nov. 1,
stakeholders shared that they would prefer the Department wait until January 2023. This will provide
stakeholders additional time to appropriately prepare the birthworker* community to be empowered,

4 While doula is the more well-known term, it comes from the Greek word for slave, so there is growing interest in
the stakeholder community to move towards the term “birthworker.” When discussing engaging the community,
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informed and well-resourced for upcoming policy discussions. The next phase of Colorado-based
stakeholder engagement will begin in earnest in 2023 with the Department working closely with
community partners to create crucial and robust opportunities for participation from doulas, members,
hospitals, doctors, midwives, licensed practitioners and other key informants—with a focus on equitable
inclusion of BIPOC members and birthworkers.

Finally, the Department’s choice to pursue reimbursement of doulas through the budget request
process does not preclude the Department from simultaneously considering other strategies to improve
maternal and perinatal health for Medicaid members, including reimbursement of direct entry midwives
(DEMs). The Department recognizes that clinical and nonclinical community services together, provided
by midwives and doulas, improve health care access and outcomes and reduce rates of maternal illness
and death. For example, a recent analysis of Medicaid births showed individuals who had both a
midwife and a doula had the highest rates of postpartum visits®.

The Department is committed to having a transparent conversation with the community about its
midwifery strategy. A meeting has already been scheduled for January 2023, when the Department will
meet with midwifery advocates and leadership from the Department of Regulatory Agencies (DORA),
which manages the current registration of DEMs. The initial goal is to determine how the state could
potentially pursue the addition of this provider through regulation or statutory changes across HCPF and
DORA and increase all parties’ understanding of the historical barriers to Medicaid reimbursement for
DEMs with the end goal of continuing improvements to birth equity across Colorado.

13. [Rep. Sirota] Please speak to the evidence supporting the efficacy of doula services.

RESPONSE

There is a robust body of literature that shows doulas are an evidence-based intervention for anyone
who is pregnant, with especially inspiring implications for reducing disparities. Research® supports the
use of doulas to:

e Reduce Cesarean-section rates and associated costs

e Increase breastfeeding rates

e Reduce preterm birth rates

e Reduce low birth weight rates

e Reduce rate of birth complications

e Improve adoption of infant safety precautions (e.g., car seat usage and back sleeping)
e Improve patient satisfaction

the Department will use birthworker, and the Department will solicit feedback on what terminology should be
codified in future policy making to describe this workforce.

5 Elevance Health Public Policy Institute (2022). Addressing Maternal Health Disparities: Doula Access in Medicaid.
Retrieved Nov. 23, 2022, from https://www.elevancehealth.com/content/dam/elevance-
health/articles/ppi assets/54/EH Doula R4.pdf

6 See Appendix A for a list of references cited to support all research summarized in P-12
32


https://www.elevancehealth.com/content/dam/elevance-health/articles/ppi_assets/54/EH_Doula_R4.pdf
https://www.elevancehealth.com/content/dam/elevance-health/articles/ppi_assets/54/EH_Doula_R4.pdf

e Reduce rates of perinatal mood and anxiety disorders

e Reduce ER and hospital visits in the perinatal period

e Improve APGAR Scores (a test of five measures to evaluate an infant’s health at birth)
e Shorten labor duration

For increasing birth equity, research shows subpopulations who have been disproportionately impacted
by gaps in the health care system can realize enhanced improvements. Some highlights of this research
include:

For pregnant people with Opioid Use Disorders, doulas can create a positive experience that improves
parenting behaviors, resulting in more family reunifications, reductions in child maltreatment, health
advocacy, resource assistance, and recovery support (McConnell et al., 2022; Parick and Gannon, 2021)

Pregnant people who had doula-supported births had near-universal breastfeeding initiation (97.9%),
compared with 80.8% of the general Medicaid population. Among Black pregnant people, 92.7% of
those with doula support initiated breastfeeding, compared with 70.3% of the general Medicaid
population [Kozhimannil et al., 2013(a)].

In the 2018 Listening to Mothers in California survey, 1,977 pregnant people were interviewed, and
doula support was associated with highly respectful care, particularly for low-income and certain
racial/ethnic groups in California. By race/ethnicity, the association was largest for non-Hispanic Black
pregnant people and Asian/Pacific Islander pregnant people (Mallick et al., 2022).

The Everyday Miracles program in Minneapolis targeting pregnant people with Medicaid showed lower
Cesarean-section and preterm birth rates than the national Medicaid population [Kozhimannil et al.,
2013(b)].

Elevance Health, a national insurer working with Medicaid agencies as a managed care entity (including
in two regions in Colorado), did an analysis of three states in which Elevance-affiliated Medicaid plans
reimburse for doulas. The analysis compared Medicaid members in states receiving doula services to
those who did not. While the racial composition for the doula group had a higher rate of black pregnant
people, the doula group still had a lower rate of preterm and low birth weight deliveries. This suggests
that doulas have a protective factor against racial inequity, even among Medicaid members (Elevance
Public Health Policy Institute, 2022). This study additionally showed that Medicaid members with doulas
had fewer inpatient hospital admissions during pregnancy, were more likely to attend their postpartum
visits, had lower rates of postpartum depression and anxiety, and have lower overall costs than
Medicaid members without doulas.

While not an exhaustive list of references or research points, this research illustrates the importance of
a state investment in doulas. With nine states already reimbursing doulas and another seven states with
Medicaid reimbursement implementations in progress, Colorado will join a cadre of emerging leaders in
birth equity by supporting this evidence-based intervention.

14. [Rep. Sirota] Why does the Department believe it will have more success than other states in
implementing a new doula benefit and attracting providers?
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RESPONSE

While there has been slow uptake in early adopter states, the evidence about the positive impact of
doulas on health equity support the Department’s request to add doulas as a Medicaid benefit in order
to create access for Health First Colorado members and ensure doulas are not only available to
wealthier pregnant people who can pay out of pocket. Additionally, despite some early challenges, no
state has abandoned their doula programs. Instead, they, like Colorado, recognize the incredible value
of a doula and have thoughtfully revisited and revised their stakeholder work, community outreach and
subsidized trainings to create functioning doula benefits.

The Department has been thoughtful in its proposed design of the new doula benefit, working with
those other states and national partners to glean best practices and lessons learned (e.g., New Jersey,
Oregon, Nevada and California as well as the National Academy for State Health Policy). The following
chart depicts various hurdles we’ve heard from other states and our proposed solution to help Colorado
be successful in this endeavor:

Issue

Background

CO Solution

Low
reimbursement
rates

Several states did not reach their doula
enrollment goals because of doulas
reporting that the reimbursement rates
were insufficient.

Colorado proposes a reimbursement rate of
$1,500/per pregnancy. This matches the
highest Medicaid reimbursements across the
country.

Oregon formerly provided a lower rate of $350
and only covered 204 births in four years. As a
result, Oregon has recently increased its rate
to $1,500. This is consistent with Rhode
Island’s program, which plans to provide a rate
of $1,500 when the service is implemented in
July.

Stakeholder
engagement

Some states struggled with getting the
right doulas and members to the table to
reflect the diversity of doulas and their
clientele. Some doulas felt left out of the
conversation and did not feel that the
benefit design reflected their
wants/needs as providers, especially
those in the BIPOC community. Full
community support is essential to
ensuring the benefit is reflective of the
needs of the doula community.

The Department built the request with many
details to be determined with stakeholder
feedback, which is why the Department
requests $150,000 in this request to hire a
vendor to support a community—based, equity
driven stakeholder process. Input from doulas,
obstetric providers, members and advocates
will help inform critical model components
including: 1) how many visits should be
covered and distributed across the prenatal
and postpartum period; 2) how to spend the
$100,000 in training funds to build community
capacity; 3) appropriate trainings and
certifications; and 4) how to increase member
knowledge.
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Allowable trainings
and certifications
for doulas

Some states are not inclusive of different
trainings or licenses that reflect the
different routes to becoming a doula. For
example, while there is a national
certifying organization, DONA
International, community-based
organizations can deliver high quality
doula trainings that are responsive to
unique community needs.

The Department will use the stakeholder
engagement process and funds to: 1) build a
list of approved trainings that maximizes
community involvement and equity; 2) design
a process to attest to the rigor of new,
emerging trainings that may not be on an
approved list; and 3) iteratively update the
approved trainings list.

Doula participation
to reflect
community served

Some states have encountered issues
with recruiting BIPOC and low-income
doulas into the workforce because of the
cost of training/enrollment. States found
that the training required to become a
doula was financially prohibitive.

To encourage participation, the Department
requests $100,000 in training funds to
subsidize doula training programs. This will
increase capacity and avoid the issues
experienced by Oregon and Minnesota,
particularly in underserved communities and
communities of color.

The Department is also working with its
member-led Maternity Advisory Committee to
identify and support appropriate pathways to
becoming a doula, as members on that
workgroup have pursued their certification.

Doula challenges
with enrolling and

Since doulas historically were not
reimbursed by payers, states report that

The training dollars will also be used to train
and provide ongoing support for doulas to

billing Medicaid doulas need more education and support | enroll in and bill Medicaid.
to become integrated into Medicaid T .
- The distribution and design of dollars between
billing systems. o )
the training funds (new doulas v. enrolling and
billing support) will be determined with
stakeholder engagement.
Member States reported that many members did The Department requested an additional
knowledge not know how a doula could support $30,000 annually for member outreach. The

them or where to find them in their
communities.

“Listening to Mother’s” survey found that 36%
of Medicaid or CHP+ members had never
heard of doulas, but with help from
stakeholders and our RAEs, the funds here can
be leveraged to educate our members.

Finally, while the Department focused on lessons learned from other states to build its model, the
Department also heard early successes. This includes how some later adopter states are already
reporting successes from designing models based off lessons learned from the early adopters. For
example, as of September 2022, New York state’s doula pilot program had served 830 people, and a
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survey sent to pilot participants found 97% of respondents said having a doula improved or somewhat
improved their childbirth experience. In New Jersey, the community doula benefit began in January
2021. As of August 2022, 56 community doulas were enrolled, four doula agencies had formed and
enrolled, 57 Medicaid members had received community doula services, and 41 babies had been born
with the support of a community doula.

15. [Sen. Kirkmeyer] How does the proposed doula benefit interact with nurse family partnership
programs? Is it duplicative?

RESPONSE:

Colorado has a strong history of providing a broad array of home visitation services that complement
each other. The Nurse Home Visitor Program (also known as Nurse Family Partnership, or NFP) provides
valuable nurse services to first time parents. The doula benefit complements the Nurse Home Visitor
Program while improving health outcomes and equity for many of our members who: 1) may not be
eligible for NFP; 2) would like a support person present at their birth; and 3) may only want or be able to
commit to a shorter intervention model. The key differences between Nurse Family Partnership (NFP)
and the doula benefit can be delineated as follows:

NFP Doula Benefit

Population Served First-time parent on Medicaid All pregnant or postpartum Medicaid members

Prenatal, birth support, and postpartum support,
usually through the first several weeks.
Note: Colorado model will include stakeholder
work to determine how far into postpartum visits
may go.

Prenatal through 2 years postpartum nurse
visits at the home (frequency varies according

Care Provided to period of pregnancy or child development).

Does not include presence at birth to support. . . .
P PP Doula is present at and supports during birth.

Support persons trained specifically in perinatal

Providers of Care Registered Nurses
and postnatal care

As demonstrated in the chart, NFP and the doula benefit would serve slightly different populations, with
different models of care and different providers. Because of these differences, the addition of a doula
benefit is not projected to undermine the sustainability or duplicate the efforts of other established
home visiting models—including NFP.

Finally, while NFP serves as many members as possible, there are limits to its capacity. Workforce
shortages have created sites that cannot meet patient demand. As a result, some sites have waiting lists
and others implemented additional criteria to stratify need. A doula benefit will be aligned with the
larger system to ensure members are matched with the program that best serves their needs and allows
each program to focus on the sub-populations that can most benefit from the program’s unique model.

R6 VALUE BASED PAYMENTS & 2022-23 R8 COUNTY ADMINISTRATION
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16. [Sen. Zenzinger and Sen. Bridges] Provide background information related to R6, including
why the Department chose to move in this direction, and whether this initiative is achieving
the intended objectives.

RESPONSE

The General Assembly has authorized the Department to establish alternative payment and delivery
models within the Medicaid program. HB 17-1353, Implement Medicaid Delivery & Payment initiatives,
defined the Accountable Care Collaborative (ACC) in statute and authorized the Department to
implement performance-based payments for Medicaid providers. As a result, the Department has
enrolled nearly all members in a regional organization that helps connect members to the care they
need. The Department is also developing new payment methodologies that move away from traditional
fee-for-service payments and towards payment structures that provide payments based on the
provider’s performance.

CMS is encouraging state Medicaid programs to have 50% of all payments through value-based
payments by 2025. As well, the industry — including HCPF — is moving away from paying for volume and
moving towards paying providers for value. Value based payments are a way for the Department to
reward providers for better patient outcomes, closing disparities, and improving affordability. The
Department is committed to achieving this goal and supporting members and providers with value-
based payments.

The Department is proposing to increase reimbursement to primary care medical providers (PCMPs)
because a strong foundation of primary care is essential to increasing quality and affordability in
Medicaid. Even before the COVID-19 pandemic the state of primary care in the United States was in
decline. According to the National Academy of Sciences, visits to primary care doctors nationally were
declining and the workforce development pipeline was shrinking as doctors elected to specialize in more
lucrative health care fields. The Department’s FY 2023-24 R-6, Value Based Payments, was targeted to
address these issues and provide tools to improve primary care. The initiatives in R-6 are relatively new
in the U.S. health care system and Colorado will be a leader in primary care support nationwide. Because
these PCMPs will have inexperience with these initiatives they will need more support in managing the
data tools associated with the APM to achieve the transformative potential and be effective in the long
term. APM 2 expansion is a Governor’s Office FY 2022-23 Wildly Important Goal (WIG).” This WIG
supports the expansion payment reform efforts in Colorado to meet CMS’s goal of 50% of all Medicaid
payments made through value-based payment arrangements by 2025.

The Department requests funding to establish a peer-to-peer based learning network at the RAE level
designed to coach, mentor and assist clinicians. This support includes organizing enrolled practices into a
large community of practice so that best ideas and innovations from exemplary practices are brought to
the surface and spread across the networks. By helping PCMPs with practice transformation and
support, the Department can increase well-child visits and reduce avoidable spending related to chronic

7 https://dashboard.colorado.gov/governors-dashboard/health-care-policy-financing
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conditions by reducing avoidable admissions and improving quality. Providers who join the partial
capitation voluntarily will have the ability to invest in nonbillable services and nontraditional staff which
have been shown to improve the care received by people with chronic conditions.

APM 2 is in its first year of operation. Robust program evaluation, which requires sufficient program
data, will be conducted as a priority of program operation after the first year’s performance data is
collected within the limitations of claims runout. However, based on our ongoing stakeholder
engagement, initial feedback from existing participants is favorable and demonstrates alignment with
key goals of the APM 2 program. This includes stability in provider revenues, as well as flexibility in
payments not tied directly to utilization.

17. [Sen. Bridges] What will be expected of providers to meet the quality indicators to secure the
incentives?

RESPONSE

Primary care medical providers (PCMPs) are expected to provide high quality care to earn incentives, as
demonstrated through the quality model. The Department collects administrative data from PCMPs and
other providers to track this information, and PCMPs also submit additional data to support this process.
This existing quality model will be utilized and simplified by aligning the measure set with Centers for
Medicare and Medicaid Services Adult and Child Core Measure Sets, which also align with measures in
the Medicaid Health Equity Plan as well as Multi-Payer Collaborative. The Department performs an
annual stakeholder engagement process to update the quality model.

The Department plans to give the full rate increase to PCMPs who elect to earn at least 25% of their
revenue as a partial capitation payment in FY 2023-24. This percentage would increase over time to the
requirement that 50% of a PCMP’s revenue is earned as a partial capitation payment. PCMPs who elect
to earn lower than the targeted percentage of their revenue as a partial capitation payment will still be
eligible for a reduced rate increase proportional to the amount of partial capitation they select. To make
it easier for PCMPs to get the rate increase, the Department plans to automatically enroll all PCMPs into
the APM 2 program. PCMPs who do not wish to participate and receive the rate increase can notify their
Regional Accountable Entity (RAE) and be disenrolled from the program before the automatic
enrollment occurs or any time they choose not to participate.

PCMPs will continue critical work through process improvement resulting in improved chronic condition
management and reduced avoidable hospitalizations with the additional reimbursement provided by R-
6. Based on feedback from PCMPs, the Department is also requesting funds to establish peer-to-peer
learning collaboratives for participating PCMPs. These collaboratives will be established within the RAEs
to allow PCMPs to share common experiences and provide peer-to-peer assistance as they transition to
the APM 2 program. These voluntary initiatives will provide support to PCMPs as they manage quality
indicators and improve health outcomes.
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18. [Sen. Bridges and Sen. Zenzinger] How is the Department handling the attribution issues since
implementing value based care? Will the Alternative Payment Methodology proposed in R6
succeed if attribution isn't accurate?

RESPONSE

The Alternative Payment Methodology (APM) proposed in R-6 requires accurate attribution to be
successful. The Department handles attribution issues as they arise and when effective solutions
become possible. The Department has taken a variety of actions to improve the functionality of the
attribution methodology since implementation of the Accountable Care Collaborative (ACC) Phase Il and
the rollout of the first APM. These actions include policy changes and system updates with our partners
to streamline attribution, mitigate provider confusion, and enhance member engagement. These
changes include:

e Completed system update to enhance geographic attribution methodology with geo-
mapping technology to connect member to the nearest appropriate provider;

e Enhanced system functionality to allow Regional Accountable Entities (RAEs) to customize
primary care medical provider (PCMP) data, indicating which types of members (ages,
genders) they accept for enroliment;

e Removed an obsolete method for assigning members on the same case to the same
PCMP;

e Updated the reattribution methodology to reassign members under 2 years old more
frequently (monthly) to expedite connection to medical homes for newborns;

e Updated the reattribution methodology to better align with APM 2 payment
methodology by identifying geographically attributed members who subsequently
developed a relationship with their assigned provider; and

e Modified ACC enrollment/disenrollment rules to ensure members are not inappropriately
assigned to PCMPs.

It is important to distinguish issues with accurate attribution from “leakage,” or nonfidelity, of a member
to their attributed PCMP. Leakage happens in two directions: 1) leakage away from a PCMP, and 2)
leakage towards a PCMP. Leakage will always occur in an open system that does not lock members in to
receiving care from specific providers. The purpose of this type of system is to allow members choice in
where they receive their health care and is required by federal regulations except in certain
circumstances, such as inappropriate utilization patterns like prescriber shopping.

Leakage towards a PCMP is when a provider treats a member that is not attributed to them. The APM
proposed in R-6 accounts for this leakage by supplementing the provider’s APM payment with
traditional fee-for-service revenue. If a member’s utilization pattern or individual choice results in a
reattribution of that patient to the PCMP, they would then be included in the APM 2 payment for that
PCMP. This allows the APM proposed in R-6 to accurately pay for attributed members, while accounting
for any additional utilization by nonattributed members.
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Conversely, leakage away from a PCMP is when a member receives care from a PCMP who is not their
attributed PCMP. This type of leakage makes it difficult for a provider to guide a member’s health care
and manage progress towards specific health outcomes. To address this type of leakage in the APM, the
Department has excluded members that are geographically attributed to a PCMP from the APM
payment and quality metric calculations. The Department also updated the attribution methodology to
look for members who were originally geographically attributed to a certain PCMP, but subsequently
developed a claims history with a different PCMP, to change their attribution to that PCMP. This enables
the PCMP to then get the APM payment for this member.

19. [Sen. Kirkmeyer] For FY 2022-23’s R8 County administration oversight, please provide more
information about last year's request and the ongoing impacts to the Department's
appropriations.

RESPONSE

The FY 2022-23 R-8 County Administration, Oversight and Accountability budget request had several
components to it. Below is a description and update for the components that the JBC approved.

County Administration Funding Shortfall

The Department was approved $12,398,333 total funds, including $1,551,224 General Fund, in FY 2022-
23 and ongoing to increase the standard county administration allocation that covers county costs for
Medical Assistance administration. The Department requested this funding to help reduce the shortfall
in state funding that the counties cover at the end of each fiscal year. Since FY 2015-16, counties
collectively have had to invest an average of $4.5 million annually of local funds to cover the state
funding shortfall. Based on county expenditures in FY 2022-23 thus far, the Department anticipates the
state shortfall to be less than the $4.5 million historical average, with a smaller state shortfall for the
current fiscal year.

County Incentive Program Increase

The Department was appropriated $2,479,667 total funds, all of which is General Fund, and 1.0 FTE to
increase the county incentive program, provide local share offset to counties meeting their benchmarks,
and provide increased oversight. This was appropriated in FY 2022-23 and ongoing. The County
Incentives Program is critical in helping counties minimize the actual local share paid if counties meet
and/or exceed benchmarks and deliverables. The Department reviews whether counties have met their
performance benchmarks at the end of each fiscal year and provides performance incentive payments
at that time to help offset local share paid out. The Department is in the process of hiring the approved
position.

Management Evaluation Reviews

The Department was appropriated 1.0 FTE to perform Management Evaluation reviews of all counties
and eligibility sites to reduce the amount of time taken to conduct a review from a three-year cycle to
closer to a two-year cycle. The ME Review Program conducts a 360-degree review of the county
department or eligibility site’s operations to ensure compliance with Medical Assistance Program
requirements. The Department is in the process of hiring this position, which will be tasked with
addressing ME Review and performance findings once reviews occur. The Department anticipates it may
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be several review cycles before the two-year cycle goal is met; current reviews are taking longer than
expected due to the high number of findings across sites thus far.

Quality Assurance

The Department was appropriated 1.0 FTE to increase the amount of Quality Assurance reviews
conducted monthly for all counties and eligibility sites. The Eligibility Quality Assurance (EQA) Program
produces an error rate for all sites, which allows the Department to identify low accuracy rates and
target improvements to those specific sites. The EQA Program acts as a leading indicator that helps the
Department determine error trends and rates prior to federal or external reviews that result in audit
findings. This position has been hired.

Audits and Findings

The Department was appropriated 2.0 FTE to support the Department’s Eligibility Site Accountability
and Oversight Program. These positions provide support to the Eligibility Policy and Systems teams as
the Department addresses eligibility issues discovered through the Oversight and Accountability
Program. Work by these positions includes providing policy guidance, issuing memos, monitoring
eligibility systems functionality, and leading CBMS and PEAK system enhancements and modifications.
One position has been filled and the Department is in the process of hiring the second position.

Caseload Reduction

The Department’s request included projected savings due to the additional oversight and monitoring
resources, which will help counties better identify erroneous enrollment into the program and prevent
avoidable costs by assuring only those truly eligible are enrolled in the Medical Assistance Program. The
Department’s appropriations include a reduction of $16,453,273 total funds, including $3,818,331
General Fund in FY 2022-23 and a reduction of $32,906,546 total funds, including $7,636,662 General
Fund in FY 2023-24 and ongoing. The Department assumed in the request that the public health
emergency (PHE) and the continuous coverage requirement would end in FY 2021-22. The PHE has since
been extended through January 2023, so the Department has not been able to realize anticipated
savings. The Department will update the projected savings as needed to reflect the shift in timing
through its forecasts for Medicaid and CHP+ expenditure.

PROVIDER RATES, PARTICIPATION & MEDICAID PROVIDER RATE REVIEW ADVISORY COMMITTEE

20. [Sen. Zenzinger] Why is the Department choosing between across-the-board rate increases
and targeted increases?

RESPONSE

The Department prioritized both targeted and across-the-board rate increases to address the critical
needs currently facing the most vulnerable Medicaid providers while keeping within the constraints of the
limited funding available in the state’s budget.

e Over half of the funding (59%) requested in R-7, Provider Rate Adjustments, is for increases to the
nursing home and home and community-based service providers that serve older adults and
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people with disabilities, which are disproportionately facing solvency issues and workforce
challenges such that they are at risk of not having adequate staffing to provide necessary care.
The proposed increase for nursing facilities is higher for those nursing facilities with the highest
Medicaid patient mix and utilization, which are more likely to be facing financial hardship. The
Department is also requesting targeted increases for home and community-based services to
support the financial stability of direct care worker agencies and workers and to maintain an
adequate provider network to support the needs of a growing population. Additionally, further
increases are requested for group home settings and transportation services for people with
intellectual and developmental disabilities, as the Department’s analysis shows significant
potential for access to care issues without higher levels of investment.

The Department prioritized rebalancing rates in alignment with the 2022 Medicaid Provider Rate
Review Recommendation Report, which made up 22% of the requested funding in R-7.
Rebalancing rates promotes more equitable rates across services with intentional increases for
the lowest rates on the fee schedule while addressing rates that are above Medicare or other
state Medicaid programs. This is a more targeted approach to services that need it most, rather
than the blunt approach of an across-the-board increase. It would cost an additional $26.5 million
total funds, including $8.0 million General Fund, to increase the rates that were identified as being
well below the benchmark rates without requesting corresponding reductions to those rates that
were identified as currently above the benchmark.

The Department requested an incentive payment for rural hospitals to leverage the advances of
the Office of eHealth Innovation’s (OeHl) rural connectivity program. This proposal makes up 2%
of the requested funding in R-7 and is necessary to ensure rural providers can remain connected
to the Health Information Exchange (HIE), which is critical to improving quality, equity and
affordability, and for keeping pace with health care delivery in rural and frontier communities.
Without these investments, health disparities in rural and frontier communities will continue to
grow.

The Department prioritized the remaining funding in R-7 (17%) for a 0.5% across-the-board rate
increase and to eliminate most member co-pays. Both initiatives will result in an increase in
funding to providers. The elimination of co-pays (with the exception of co-pays charged for
inappropriate emergency room use, which is at the request of front range and rural hospitals) is
both a means of addressing health disparities for low-income Coloradans and a provider rate
increase, since many of the co-pays cannot be collected from low-income Coloradans. This
indirect provider rate increase is projected to increase payments to providers by $8.7 million total
funds across the board, impacting pharmacies, physicians, rural hospitals, rural clinics and more.
Further, the elimination of co-pays reduces provider administration expenses, creating further
financial value for providers.

In addition to the increases requested through R-7, the Department requested to increase rates
for primary care medical providers who are participating in the Alternative Payment Methodology
2 program up to Medicare rates, which would be a 16% rate increase.
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21. [Rep. Bird] If the General Assembly were to raise the across-the-board rate increase for HCPF
above the proposed 0.5 percent, what would be the impact on the number of providers
participating in Medicaid? Would there be savings related to avoided higher intensity
services?

RESPONSE

Any impact on the number of providers participating in Medicaid would depend on the size of the rate
increase. The General Assembly has appropriated significant targeted increases to specific providers in
the past, which have generally been in response to recognized rate shortfalls. The Department has not
observed a direct link between prior rate increases and changes in provider participation in Medicaid.
Nevertheless, increasing Medicaid rates to more closely match Medicare rates is likely to encourage
provider participation and enhance access to care. Historical across-the-board rate increases are shown
below.

e FY 2019-20: 1.0% increase
e FY 2020-21: 1.0% decrease
e FY 2021-22:2.5% increase
e FY 2022-23: 2.0% increase
e FY 2023-24: 0.5% increase (requested)

The increase in the size of the Medicaid population (now representing 1 in 4 Coloradans) also makes
provider participation in the Medicaid program more attractive. Through the public health emergency,
Medicaid has been able to grow its provider participation as providers desire to continue to serve the
460,000 Coloradans who moved onto Medicaid, largely from commercial insurance due to the COVID-
19-induced economic downturn and the related loss of employer-sponsored coverage.

As a result, the Department is more focused on targeted rate increases, increases to primary care and
leveraging all avenues to provide appropriate care in that setting, while implementing thoughtful win-
win strategies like the elimination of co-pays to create indirect across the board increases for providers.

It is also unclear if there would be savings related to avoided higher intensity services, or on what
timeframe savings would occur. Further, the ability to avoid higher intensity services would vary
significantly based on the types of services where the General Assembly appropriated funding for
additional rate increases. For example, some higher intensity services are the result of a person being
unable to receive appropriate care in a primary care setting; if appropriated rate increases increased the
number and availability of primary care doctors, some higher intensity services may be avoided — which
is another reason why the primary care increase requested is important. Concurrent improvements in
preventive care, which is also provided in the primary care setting, is also a focused objective of the
Department. Prevention and early identification of illness and disease progression is one of the most
effective ways to reduce the need for higher intensity services.

Similarly, rate increases for certain home and community-based services (HCBS) will help address
workforce challenges, allowing more members to receive services or increase the number of services
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that a person receives. This, in turn, may postpone or prevent the need for a person to move into a
higher-cost, higher intensity nursing facility; at the same time, some members and their families may
want nursing facility services regardless of the availability of HCBS. The extent to which savings may
occur —in primary care, HCBS, or other service areas - would depend on the size of the rate increase and
whether that rate increase is large enough to induce more providers to provide services to Medicaid
members.

22. [Rep. Bird] The Department notes that there are a number of factors that affect providers’
willingness to participate in the Medicaid program. However, it is also possible that if
reimbursement rates are adequate, many of these other factors would not be as significant.
Please discuss this dynamic.

RESPONSE

Yes, the level of Medicaid reimbursements directly impacts provider willingness to see Medicaid
members, as does Medicaid reimbursement compared to the respective average commercial
reimbursement.

The historical rate setting practice of the Department has been to give across the board rate increases
and larger targeted increases for rates that are identified as significantly lower than benchmark rates,
providers most greatly impacted by the workforce crisis, and access to care issues. The number of
enrolled providers and services rendered by providers have been steadily increasing, with more than
60,000 individual providers in Colorado now enrolled in Medicaid.

Participation varies by specialty area. The Department is studying the percent of enrolled providers who
are not actually seeing Medicaid patients, their specialty and who they are owned by (i.e.: major
hospital systems) to determine solutions to address this issue.

23. [Sen. Bridges] Is the Department concerned about losing providers based on reimbursement
rates?

RESPONSE

The Department recognizes that the Medicaid rates across provider group have historically been lower
in most cases compared to Medicare and commercial insurance plans. A critical part of the annual
Medicaid rate review process is to evaluate rates compared to other benchmarks to identify the rates
that are the lowest, which could be creating barriers for provider participation and ultimately leading to
low access to care. The Department is requesting to increase rates identified during this year’s process
that are significantly below the benchmarks. This is a more targeted approach to services that need it
most rather than the blunt approach of an across-the-board increase. The Department will continue to
utilize the rate review process to help maintain provider participation in the Medicaid program. The
Department, in collaboration with the JBC and in response to broad provider support, is reducing the
amount of time between MPRRAC targeted increase opportunities for each provider specialty type;
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MPRRAC analysis frequency will change from every five years to every three years going forward,
improving the ability of the JBC to increase targeted provider reimbursements.

The Department has specific concerns about the financial stability of providers that serve older adults
and people with disabilities, which are disproportionately facing solvency challenges, workforce
challenges, and related staffing sufficient to provide necessary care. To address these concerns, the
Department is requesting targeted rate increases for nursing facilities and home and community-based
waiver services. The increase for nursing facilities will be higher for those facilities with the highest
Medicaid utilization, which are more likely to be facing financial hardship. The increase for home and
community-based services will support the financial stability of direct care workers and help maintain an
adequate provider network.

The elimination of co-pays is an indirect means of providing an across-the-board increase to almost all
Medicaid providers — pharmacies, physicians, rural clinics and more — while also reducing their
administrative expenses in serving Medicaid patients. If the provider chooses not to invest in the
administrative expense to collect or “chase down” the member co-pay or cannot collect the co-pay from
the member, the provider’s total reimbursement is reduced by that co-pay amount. The value of this co-
pay elimination to providers will vary, but some examples are below:

- Primary care visit for an established patient (procedure code 99211) has a reimbursement rate
of about $18.74. Eliminating the $2.00 co-pay would increase reimbursement by 10.7% for those
visits for which the co-pay is not collected.

- Radiology exam for the foot (procedure code 73620) has a reimbursement rate of $9.12.
Eliminating the S1 co-pay would increase reimbursement by about 11.0% for those visits for
which the co-pay is not collected.

24. [Sen. Zenzinger] Over the last few years the Department has rebalanced the rates for specific
codes to be closer to Medicare for many providers. How did we end up with so many rates
above Medicare? Were the rates for some codes above Medicare because Medicare does not
meet cost? How have the rate rebalances impacted the providers choosing to participate in
Medicaid and client access to care?

RESPONSE
There are several reasons that Medicaid rates may end up higher than Medicare rates. For example:

e Medicare may lower rates to recognize more efficient provider processes.

e Medicare rates do not change but an across-the-board rate change raises Colorado
Medicaid rates.

e The Department requests to rebalance rates to between 80% and 100% of Medicare rates
but only the increase to 80% (not the decrease to 100%) of Medicare rates is approved by
the General Assembly. This is often because the reductions are not received well by those
impacted providers, especially in times of increasing inflation.
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There is no automatic mechanism to adjust Colorado Medicaid rates to Medicare rates. The process is
through MPRRAC, and we are modernizing that process from a review of all rates every five years to a
review every three years to meet the demands of providers, the JBC and our elected officials.

Overall, provider participation in Medicaid has been increasing; the Department is not aware of any
instances where the rate rebalancing approved by the General Assembly has led to decreases in
provider participation or adversely affected access to care.

25. [Sen. Zenzinger] The JBC has heard concerns that Medicaid home care and durable medical
equipment rates are not adequate, leading to cases when providers cannot care for Medicaid
patients. Please discuss the adequacy of these two rates.

RESPONSE

Based on the Medicaid Provider Rate Review analysis in 2020, private duty nursing services
reimbursements were found to pay at an average of 98.15% of their state benchmarks and were
determined to be sufficient to allow for member access and provider retention. Long-Term Home Health
Services were also reviewed during the 2020 report and were found to have paid at an average of
101.72% of their state benchmarks and were determined to be sufficient for member access and
provider retention. More information can be found in the 2020 Medicaid Provider Rate Review Analysis

Report.

Based on the Medicaid Provider Rate Review analysis in 2021, home care services (personal care and
homemaker services) provided on Colorado's Home and Community Based Service (HCBS) waivers were
found to pay between 84-129% of their state benchmarks and were determined sufficient. More
information can be found in the 2021 Medicaid Provider Rate Review Analysis Report as well as
Appendix C. The Department has invested a total of $445,011,108 in budget changes, including
$424,203,977 in rate increases and $20,807,131 in other policy changes, from FY 2018-19 through FY
2022-23 for HCBS waiver services through the American Rescue Plan Act and investments made through
the Joint Budget Committee. In FY 2023-24, the Department is requesting $81,704,890 in new funding
for many HCBS waiver services.

In the 2019 Medicaid Rate Review, it was determined durable medical equipment rates not subject to
the upper payment limit were reimbursed at 104% on average of their Medicare benchmarks.
Additionally, durable medical equipment rates below 80% of their Medicare benchmarks were increased
to 80% of Medicare as of July 1, 2022. Durable medical equipment rates subject to the upper payment
limit are required by federal law to pay no more than 100% of their Medicare benchmark.

26. [Sen. Zenzinger] Please provide an update on the Medicaid Provider Rate Review Advisory
Committee (MPRRAC) process and the status of the Department's implementation of recent
legislative changes in S.B. 22-236.

RESPONSE
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https://hcpf.colorado.gov/sites/hcpf/files/2020%20Medicaid%20Provider%20Rate%20Review%20Analysis%20Report.pdf
https://hcpf.colorado.gov/sites/hcpf/files/2020%20Medicaid%20Provider%20Rate%20Review%20Analysis%20Report.pdf
https://hcpf.colorado.gov/sites/hcpf/files/2021MPRRAR_websiteversion_mainreport_June2021.pdf
https://hcpf.colorado.gov/sites/hcpf/files/AppendixC_2021MPRRAR_FinalDraft_14June2021.pdf

At the MPRRAC meeting on June 17, 2022, the Department initiated implementation by informing the
current MPRRAC members about SB 22-236 and upcoming changes to the Advisory Committee’s
membership and review cycle. This information was reiterated at the September and November
MPRRAC meetings. The first part of SB 22-236 implementation reduces the membership of the MPRRAC
from 24 members to seven and became effective on Dec. 1, 2022. The Department provided
recommendations for potential members to the appropriate appointing bodies as required in the bill;
appointments must be made by Jan. 1, 2023.

In July 2023, the five-year rate review cycle will be replaced with a three-year cycle, with the first
report due November 2023. By September 2023, the Department is required to establish a schedule
for the three-year cycle. Department staff are working to determine which rates to review and what
analysis is feasible. The Department’s FY 2023-24 R-11, Compliance, includes a request for 3.0 FTE to
support the additional workload due to the accelerated review cycle. These FTE were identified in
the fiscal note for SB 22-236 as necessary to review provider rates within the expedited time frame.

27. [Sen. Kirkmeyer] Provide a list of providers that will get only a 0.5% rate increase, vs those
getting a targeted rate. Department wide, not just in OCL.

RESPONSE
Services Receiving a Targeted Rate Adjustment

e  Physician Services

Cardiology

Cognitive Capabilities Assessment
Gastroenterology

Ear, Nose and Throat

Health Education

Ophthalmology

Primary Care/Evaluation and Management
Radiology

Respiratory

Vaccines and Immunizations
Vascular

0O 0O O 0O 0 0O O O O O

Women'’s Health and Family Planning
o Other Physician Services
e Dialysis and Nephrology
o Facility-Based Payments
o Professional Procedure Codes (Non-Facility)
e Laboratory and Pathology
e Eyeglasses and Vision
e Injections and Misc. J-Codes
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https://leg.colorado.gov/sites/default/files/documents/2022A/bills/fn/2022a_sb236_f1.pdf

Rural Hospital Providers
Nursing Facilities
HCBS Services
o Adult Day Services
o Alternative Care Facility Services
o Consumer Directed Attendant Support Services (CDASS)
=  Homemaker
= Health Maintenance
= Personal Care
o Day Habilitation Services
= Specialized Habilitation
= Supported Community Connections
Homemaker Services
In-Home Support Services
= Homemaker
= Health Maintenance
= Personal Care
Mentorship Services
Nonmedical Transportation Services
=  Mobility Van
=  Wheelchair Van
= Nonmedical Transportation General
o Personal Care Services
= Relative
= Nonrelative
Prevocational Services
Residential Habilitation Services
=  Foster Home
=  Group Home
=  Group Residential Support Services
= |n-Home Resiliency and Support Services (IRSS)
= |RSS Host Home
o Respite Care Services
= ACF Respite
= Unskilled Respite
= CNA Respite
= Skilled RN/LPN Respite
=  Camp (Group, Overnight)
= |ndividual Respite (In Family Home)
= |ndividual Day Respite
o Supported Employment Services

48



= Job Coaching

= Job Development
o Supported Living Program Services
o Transitional Living Program Services

Services Receiving the Across-the-Board 0.5% Rate Increase

e Accountable Care Collaborative Administrative Per Member Per Month (PMPM)
e Anesthesia

e Ambulatory Surgical Centers (ASCs)

e Behavioral Health Fee-for-Service

e County Administration

e Dental Services

e Durable Medical Equipment (codes not subject to the Upper Payment Limit)
e Emergency Medical Transportation

e  Private Duty Nursing

e Home Health Services

e Inpatient Hospitals

e OQOutpatient Hospitals

e Maternity Services (Surgery and Other Maternity Services)
e Nonemergent Medical Transportation

e Pediatric Behavioral Therapy

e Pediatric Personal Care

e Prenatal Plus Program

e Prosthetics, Orthotics and Disposable Supplies

e Substance Abuse Counseling

e Psychiatric Residential Treatment Facilities

e Residential Child Care Facilities

e Surgeries

Cardiovascular System

Digestive System

Eye & Auditory

Integumentary System

Musculoskeletal System

O O O O O

Respiratory System
o Other Surgeries
e HCBS Services
o Artand Play Therapy
o Music Therapy
o Massage Therapy
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0O O 0O 0O 0O 0 O o0 O O

O O 0O O 0O O O

Palliative/Supportive Care
= Care Coordination
= Pain and Symptom Management
Therapeutic Services
=  Bereavement Counseling
= Therapeutic Life Limiting lllness Support
Intensive Support Services
Hippo Therapy
Movement Therapy
Behavioral Services
Dental Services
Specialized Medical Equipment and Supplies
Assistive Technology
Home Delivered Meals
Recreational Facility Fees/Passes
Community Transition Services
= Coordinator
= |tems Purchased
= Vehicle Modifications
= Vision
Adaptive Therapeutic Recreational Equipment and Fees
Substance Abuse Counseling
Case Management
State Supported Living Services
State Supported Living Services Case Management
Family Support Services
Preventive Dental Hygiene
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28. [Sen. Zenzinger] Describe why the Department did not consider targeting the proposed
increase to the following provider services:
o Massage, Movement, and Music therapies
o Speech services (speech language pathology)
o Behavioral Services

Members are also hearing that the targeted increases to the following services may not be
enough, and that providers are unable to offer services. Discuss how these rates were selected
and what more needs to be done for these providers:

Day habilitation

o Supported employment
o Homemaker and personal care
o Respite

RESPONSE

Every year, the Department must make difficult decisions about how to prioritize rate adjustments and
which services should receive targeted rate increases. The historical rate setting practice of the
Department has been to give across the board rate increases and then additional targeted increases for
rates that are identified as significantly lower than benchmark rates, providers most greatly impacted by
the workforce crisis, and to address potential access to care issues.

The Department understands that all service providers have struggled in the current economic climate,
and it considers all of them as part of its annual analysis of which specific ones should receive a targeted
rate increase. To develop its request this year, the Department conducted an analysis to determine
which services had the greatest need for rate adjustments. To achieve the largest impact, the
Department has requested targeted increases for home and community-based services to support the
financial stability of direct care worker agencies and workers and to maintain an adequate provider
network to support the needs of a growing population requiring long-term services and supports. This
includes services such as day habilitation, supported employment, homemaker, personal care, and
respite. Each service will receive a targeted increase to allow the provider the ability to increase their
direct care workers’ wages to $15.75/hour. Additionally, since 2018 these services have received
average increases of 30%, 21%, 36%, 38%, and 29% respectively.

While massage, movement, music, speech, and behavioral therapy service providers have undoubtedly
been impacted by the current economic climate, the Department’s data shows they do not have the
same level of reported solvency or access to care issues. Additionally, massage therapy in the Children
with Life Limiting lliness and Spinal Cord Injury waivers received a 34.5% targeted rate increase effective
July 2022. These important providers are included in the across-the-board increase.

Over half of the funding (59%) requested in R-7, Provider Rate Adjustments, is for increases to the
nursing home and home and community-based services providers that serve older adults and people
with disabilities, which are disproportionately facing solvency issues and workforce challenges such that
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they are at risk of not having adequate staffing to provide necessary care. The data shows that without
significant investment in the services prioritized by the Department, there will be provider solvency and
access to care issues.

29. [Sen. Zenzinger] With significant labor shortages for Home- and Community-Based Services,
why didn't the Department request a targeted rate increase for community integration
services? How do we address individuals who need their services provided one-on-one but are
only able to get services in a group setting due to rates that are below minimum wage?

RESPONSE

In the FY 2023-24 budget, the Department has prioritized significant targeted rate increases for home
and community-based services, with additional increases for both nonmedical transportation and group
home services as part of its R-7 request. The nonmedical transportation services are specifically
intended to increase access for members seeking community integration. The targeted rate increase for
group home services will support the continued availability of this community residential option —
helping to avoid institutional level of care. The request also includes increases that are, in part, aimed at
increasing the compensation rate from $15.00 an hour to $15.75 an hour (statewide) as well as cover
the amount of the Denver minimum wage increase in full.

These increases do include day habilitation services, in which the Supported Community Connector
(SCC) benefit resides. The current rate for individual SCC is $28.84 an hour, and wage data reported by
providers shows an average of $18.75 per hour for SCC providers, well above minimum wage.

30. [Sen. Zenzinger] How is the Department addressing wage compression and administrative and
financial burdens forced on providers who are required to be certified or licensed by the
Department of Regulatory Agencies in long term care?

RESPONSE

The Department has identified staffing shortages and increasing labor costs as a major challenge facing
long-term care providers. To combat this crisis, the Department has undertaken substantial efforts
aimed at removing administrative burdens, creating efficiencies, providing financial resources, and
otherwise supporting essential workers.

The Department collaborated with the Colorado Community College System (CCCS) to establish the Care
Forward Colorado program. This program is aimed at revitalizing Colorado’s health care workforce with
zero-cost training programs for many certified and/or licensed positions within the health care system.
Another component of the program, being led by the Colorado Department of Public Health &
Environment (CDPHE), funds certification for new professionals and re-engagement efforts to recruit
back individuals who had previously left health care-related jobs. The Department is providing support
and data to CDPHE to assist in this effort.
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The Department has also worked closely with our partners at the Department of Regulatory Agencies
(DORA) to ensure a smooth transition for Temporary Nurse Aides (TNAs) who may have been operating
under the initial period of the public health emergency and will continue to do so until the federal
government determines that a temporary license is no longer necessary. Through this partnership, the
Department collaborated with DORA to expand testing site locations to enhance accessibility and
availability for these workers. The Department also helped many members of this workforce connect
with provider agencies to not only address employment needs but also help them receive their long-
term certification as a Certified Nurse Aide.

Department data indicates that cost burdens associated with temporary labor obtained from staffing
agencies is increasing at a disproportionately high rate as compared to other labor costs. While the
Department can identify the cost incurred by the long-term care provider, it does not currently have
insight into how much of that cost is passed on to the temporary staff in the form of wages. Providers
utilizing staffing agencies have additionally reported administrative burden related to re-verifying active
licenses or certifications of workers obtained through temporary staffing agencies. As directed by SB 22-
210, License Supplemental Health-care Staffing Agencies, the Department, in conjunction with CDPHE,
has collected information on staffing agencies operating in Colorado for the purposes of licensing and
financial reporting with the Department of Labor and Employment (CDLE). Beginning October 2023,
staffing agencies will be required to submit financial reporting which will document how revenue is
being used as it relates to wages, administrative overhead, and profit taking on the part of the staffing
agency. The bill also clarifies that the staffing agency will be responsible for ensuring ongoing licensure
for temporary staff to ease the current administrative burden incurred by the long-term care provider.

Finally, the Department increased the rate for home health services provided by a Licensed Practical
Nurse, Registered Nurse, Physical Therapist, Speech Language Pathologist, and Occupational Therapist
by 12.19%-12.23% in the last two fiscal years. The Department also increased the rate for private duty
nursing provided by a Licensed Practical Nurse and Registered Nurse by 15.53% and 10.68%,
respectively, in the last two fiscal years. The Department has also invested a total of $445,011,108 in
budget changes including $424,203,977 in rate increases, and $20,807,131 in other policy changes from
FY 2018-19 through FY 2022-23 for home and community-based services, which would allow many
agencies to address issues of compression for the suite of services they offer.

The Department will continue to examine the appropriateness of its rates and how to create efficiencies
for its members, direct care workers and providers. It will also continue to work closely with DORA,
CDPHE, CDLE and others to support this critical Colorado workforce.

31. [Sen. Zenzinger] The JBC has heard concerns that the rate is inadequate for Certified Nurse
Aide Extended Unit in long term home health. Please explain why the rate drops from over
$38 for the first hour to $23 for continuous hours of service after the first hour and whether
this rate structure and these rates are reasonable.

RESPONSE
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As noted, there are two different types of certified nurse aide services, basic and extended. The first unit
of Basic Certified Nurse Aid home health care can be billed for up to one hour of service delivery. The
extended rate can be billed for service delivery up to 30 minutes per unit with a minimum of 15 minutes
per extended unit. The difference between the rates has been a long-standing practice and was
reviewed in the 2020 Medicaid Provider Rate Review; the rates were determined sufficient based on the
data metrics. For more information about the analysis of this service, please see Appendix B of the 2020
Medicaid Provider Rate Review Analysis Report. These rates will be reviewed by the MPRRAC again
before the end of 2025.

32. [Sen. Zenzinger] The Department requested Denver minimum wage adjustments for nursing
homes and personal care and homemaker services for FY 2023-24. Please explain what the
Denver minimum wage adjustment is intended to cover. Does it address wage-related costs
for the agencies (worker's comp, liability insurance, professional liability insurance, FICA, the
new FAMLI benefit collection, etc.), and if not why not?

RESPONSE

The Department requested to increase rates for most home and community-based waiver services to
reflect the Denver minimum wage increase to $17.29 per hour in the FY 2023-24 R-7, Provider Rate
Adjustments, including personal care and homemaker services. These increases are intended to address
wages of direct care workers in the city and county of Denver. The Department has provided the
flexibility for provider agencies to use this funding to support administrative costs as long as the base
wage requirement is met. This flexibility has proven to be beneficial as Department data shows direct
care workers’ average pay is $17.59/hour following increases from last year. The Department anticipates
that number to go up if R-7 is approved this year. Finally, wage-related costs for agencies are included in
the rate methodology for all services.

Nursing Facilities will be required to meet the Denver Minimum Wage and new base wage requirements
as determined by the Department. The Department is requesting funding for higher payments to
nursing facilities as part of R-7 to help address the cost pressures that they are currently facing. Further,
the increase in the Denver minimum wage will be considered in the calculations for the wage
enhancement supplemental payment available to nursing facilities, as established in section 25.5-6-
201(37), C.R.S. This is the only provider type to have this consideration under the local minimum wage
statute.

33. [Sen. Zenzinger] The Denver minimum wage will increase January 1, but the reimbursement
won't happen until July. Will the Department be submitting a supplemental request to cover
costs in FY 2022-23? Please comment on the lag.

RESPONSE

The budget preparation and review process are confidential until the Governor officially submits
supplemental and budget amendment requests to the Legislature on Jan. 3, 2023.
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The Department’s request to implement the base wage increases in FY 2023-24 is based on the timing
required to secure federal approval for the rate changes. The Department must submit requests to
change the rates for the Home and Community Based Services (HCBS) waivers to the Centers for
Medicare & Medicaid Services (CMS) through waiver amendments. This process often takes a minimum
of six months and must be completed before the Department can implement increases to the rates. The
Department acknowledges that this will create a lag from when the minimum wage is effective to when
the rate increase will be implemented and that the current nature of HB 19-1210, Local Government
Minimum Wage, creates hardships for Medicaid providers. The Department will continue to work with
local governments to increase understanding around the timing impact of increasing the minimum wage
on direct care services.

34. [Sen. Kirkmeyer] For the targeted rate adjustment, does paying a higher rate for Denver have
an adverse impact other counties. Please discuss this at length.

RESPONSE

House Bill 19-1210, Local Government Minimum Wage, permitted municipalities to establish a local
minimum wage. The City and County of Denver established its own minimum wage effective Jan. 1,
2020, with subsequent increases annually based on the Consumer Price Index. This has created an
unfunded mandate since its inception, as the Department had to increase Denver County rates to
ensure they were sufficient for providers to adhere to the minimum wage requirement. In 2020, the
Joint Budget Committee approved funding for increases for some Denver providers through HB 20-1360,
the FY 2020-21 long bill.

The home and community-based services (HCBS) direct care worker base wage increase to $15.00 per
hour statewide was implemented effective Jan. 1, 2022, through American Rescue Plan Act (ARPA)
funding approved by the Joint Budget Committee in 2021. The Department’s request to implement a
base wage increase in FY 2023-24 to $15.75 per hour will provide additional funding for HCBS providers
across the state.

The Department’s targeted rate increase would ensure that providers in Denver can pay the minimum
wage of $17.29. The Department does not have documentation or data on the impact of Denver’s
minimum wage on other counties at this time. While the Department has not seen a decrease in service
utilization in other counties, and members continue to receive the necessary services from service
providers, the Department does have concerns regarding the differences in the Denver minimum wage
and how that impacts wage compression, provider migration, and access to care issues, which are
exacerbated by the higher rates paid by other industries like retail, hospitality, and other health care
organizations like hospitals. The proposed targeted rate increase is a critical step to ensure providers will
be able to continue to provide services and retain/recruit workers.
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PHARMACY

35. [Rep. Sirota] What are the non-pharmacy costs to the state associated with the prior
authorization criteria for non-preferred agents/medications (hospital visits and provider costs)
compared to the pharmacy costs for eventual approval of non-preferred agents/medications?

RESPONSE

The Department does not have data which indicate that the coverage requirements for nonpreferred
drugs are causing increased nonpharmacy costs. The claims data show that preferred drugs are
prescribed about 96% of the time. The Department has also implemented a number of ways to ensure
that prescribers can efficiently request prior authorizations if they believe a nonpreferred drug is the
better alternative. If a prior authorization request is submitted for a nonpreferred drug, a response is
provided within 24 hours or less. The Department also dramatically streamlined the prior authorization
process for providers by implementing the prescriber tool in 2021. This tool allows providers to view the
preferred drug list and submit electronic prior authorization requests directly from their Electronic
Health Record (EHR) systems. Prior authorizations submitted electronically will often receive a response
within minutes if not seconds. If a prior authorization is requested via phone, a response is typically
provided while the caller is still on the line. In the event there are delays with providers submitting a
prior authorization request, pharmacies may dispense a 72-hour supply of a medication in emergency
situations.

36. [Rep. Sirota] How many prior authorization exception requests does Medicaid receive for non-
preferred medications on Department's preferred drug list (PDL)? How many are
approved/denied initially? Of those, how many are subsequently overturned on appeal?

RESPONSE

For FY 2021-22, Medicaid paid for about 8.2 million prescriptions. During that time frame, 48,731 prior
authorization requests were submitted for nonpreferred medications. Of that total, 31,982 (about 66%)
were approved and 16,749 (about 34%) were denied. Those denials include prior authorization requests
which were denied for technical reasons (e.g., missing patient name) as well as clinical denials (i.e., the
patient did not meet the clinical criteria for coverage of the nonpreferred drug). In about 12,000 cases,
the Department’s pharmacy benefit manager helped prescribers find an appropriate drug for their
patient in lieu of a prior authorization request. During the same fiscal year, 63 appeals were filed for
prior authorization denials with none overturned pursuant to the administrative hearing process.

37. [Rep. Bird] Please provide information about any cost savings within Medicaid that result
from the use of specialty drugs.

RESPONSE
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Specialty drugs cover over 40 therapeutic categories and special disease states with over 500 drugs, so it
is difficult to accurately estimate the cost savings that may result from use of the specialty drugs
identified in the JBC staff briefing. At the same time, less than two percent of the drugs prescribed to
Medicaid members to treat their conditions (largely specialty drugs) are so expensive they are
consuming about 50% of Medicaid’s prescription drug spend. Some of these drugs have clearly proven
their ability to significantly reduce associated Medicaid medical spend, like drug therapies that cure
Hepatitis C.

That said, there is insufficient data on the long-term effectiveness for these drugs, even for the drugs
which have been approved for one-time use. Assuming these drugs replace all prior drug therapies for
the applicable health conditions, the Department estimates the total cost of these specialty drugs would
be offset by about 4.8% on average for that year (i.e., 4.8% of the $27.5 million). Assuming Medicaid
patients no longer needed any other Medicaid services due to these new treatments (e.g., if a drug
provided a lifetime cure), the Department estimates the total cost of these specialty drugs could be
offset by up to an additional 8.4% on average for that year.

The Department is increasing its focus on creating value-based contracts with manufacturers to hold
them more accountable to their clinical promises, which relate directly to their impact on patient health
and disease progression. This is especially important as the newly emerging gene therapies are coming
to market with prices in the millions of dollars for a single treatment.

Specialty drugs will have an increasing impact on the Department’s prescription drug expense and
reflect the greatest vulnerability in the Department’s budget. The Department is very closely monitoring
utilization of these drugs, related specialty drugs in the pipeline, their costs, offsets from existing
treatments, and changes in the utilization of other services due to emerging specialty drug patient
impact.

R14 - CONVERT CONTRACTOR RESOURCES TO FTE

38. [Sen. Zenzinger] Please provide an update on the Department's progress in filling the FTE that
have been added over the last couple of years.

RESPONSE

Over the last three fiscal years, HCPF has been funded 155.6 new FTE through appropriations from the
General Assembly. The Department has made great progress over the last several months in filling
funded FTE. This was accomplished by increasing the Department’s HR staff to exclusively support
recruitment of our ARPA funded positions, as well as implementing new processes and project
management systems to increase our time to fill rate. Currently, of the 155.6 FTE that have been
appropriated over the last three fiscal years, 133.2 positions are filled, and 13.5 positions are being
actively recruited.

39. [Rep. Bird] Describe how confident the Department is that they can fill the requested
positions. Is state compensation competitive?
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RESPONSE

The Department is confident that its new recruitment and hiring processes will allow it to hire and
onboard new employees more effectively and efficiently. However, there is an opportunity to be more
competitive with compensation, especially within the analyst series, which includes financial and IT
professional roles. The Department is revising its compensation policies and procedures to ensure that
compensation is more competitive with the current job market. Based on existing historical survey data,
the most frequent reason for leaving employment is for better pay with other employers.

40. [Sen. Bridges] Regarding R14 Convert contractors to FTE, what will these individuals be doing?
Does this request relate to notifications, including those related to the dis-enrollment
process?

RESPONSE

The requested FTE would form a dedicated stakeholder engagement and facilitation unit that could be
leveraged on new Department initiatives and ongoing programs that require stakeholder engagement.
By “stakeholder engagement” the Department means public meetings with consumers, advocates,
members, providers and other Department stakeholders to solicit and process feedback about
Department policies, processes and practices. This request does not relate to notifications, or to the
renewal or disenrollment processes that will occur as the Department unwinds the PHE. Department
staff have already solicited stakeholder feedback on the content and structure of the notices for the PHE
unwind.

The requested FTE would be hired for their expertise in facilitation, stakeholder engagement and change
management. Permanently reducing contractor funding for stakeholder engagement activities to hire
state FTE to perform the work would be a more efficient and effective use of state resources. Using
dedicated FTE for stakeholder engagement would develop institutional knowledge and best practices
that are not at risk of being lost between vendor transitions; reduce redundant overhead work such as
conducting solicitations, negotiating contract terms, reviewing vendor work, processing invoices, and
implementing corrective action plans, and identify opportunities for cross-Department collaboration due
to centralized oversight of stakeholder engagement activities. Ultimately, this request would generate a
more robust and cohesive capacity for stakeholder engagement that would enable greater success in
implementing legislative and executive priorities, enhance member engagement in program
development, and better inform and prepare external partners for major policy changes.

The unit’s work would support policy and program development, but the unit itself would not be directly
responsible for any Medicaid policies or programs or for providing research or expertise outside of
stakeholder engagement and facilitation. Examples of the unit’s duties would include:

e Working collaboratively with subject matter experts and program staff to develop and
execute external stakeholder engagement strategies for the Department’s large-scale
initiatives.

e Facilitating high-profile engagement activities.
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e Leveraging conflict resolution and mediation strategies to prevent and deescalate high-
conflict situations that occur in the context of public meetings.

e Developing standard operating procedures and best practices for use throughout the
Department.

e Training other Department staff in facilitation, engagement and change management best
practices.

e Identifying and educating staff about the latest technologies and tools that can be
employed, particularly for the facilitation of virtual meetings, to improve engagement and
further improve accessibility.

e Engaging stakeholders on current Department priorities such as Medicaid value-based
payments including the development of APMs for primary care and maternity care, Phase llI
of the Accountable Care Collaborative (ACC), supplemental payment programs to providers
like nursing facilities and the University of Colorado School of Medicine (CUSOM), and the
Colorado Prior Authorization Review (PAR) Program.

e Engaging stakeholders on future Department priorities and new initiatives.

41. [Sen. Kirkmeyer] Would approval of R14 Convert contractors to FTE set up an internal conflict
by substituting employees for contractors?

RESPONSE

The FTE requested in FY 2023-24 R-14, Convert Contractors to FTE, will not set up an internal conflict by
substituting employees for contractors. When the Department uses contractors for stakeholder
engagement, those contractors are following the Department’s guidelines for stakeholder engagement
and are acting as Department staff augmentation. Contractors do not work with stakeholders without
direct oversight by the Department’s current subject matter experts, as contractors do not
independently have the knowledge or experience to perform the work without direct Department staff
support. The Department requests to convert contractor funding to state FTE to achieve more efficient
and effective stakeholder engagement for Department programs.

The complex nature of Department programs and policies requires high-quality collaboration and
engagement with diverse stakeholders including Medicaid and Child Health Plan Plus (CHP+) members,
medical providers, legislators and community groups. The diversity of stakeholders and projects requires
a wide variety of engagement techniques including communication and outreach to external partners,
facilitated meetings and workgroups, conflict resolution and mediation, and the development of policy
and process documents based on stakeholder feedback to provide insights and recommendations for
Department programs. These valuable efforts are greatly benefited by the guidance of skilled
professionals trained in facilitation, stakeholder engagement and change management. Ultimately,
robust stakeholder engagement supports the effective implementation of new programs and initiatives,
builds community trust, improves the Department’s relationships with the community and external
partners, and supports greater equity in the implementation and execution of Department priorities.
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This request would allow the Department to form a more cohesive and effective stakeholder
engagement strategy that would increase the Department’s capacity to meaningfully engage with
external partners and increase the rate and success of new initiatives.

OTHER QUESTIONS — CHILD HEALTH PLAN PLUS (CHP+), CO-PAYS, RECOUPMENTS, AUDITS &
FRAUD/WASTE/ABUSE

42.[Rep. Bird] What are the differences between CHP+ and Medicaid? Why have a separate CHP+
program instead of an extended Medicaid program?

RESPONSE

The key differences between Medicaid and the Children’s Health Insurance Program are their income
eligibility limits, their federal reimbursement structures and their benefits. Medicaid is a program that
covers eligible adults and children, generally up to 138% of the poverty level (FPL). It was created under
Title XIX of the Social Security Act and provides a robust set of benefits to members. It is a state-federal
program that generally draws a 50% standard match from the federal government in Colorado. There is
no cap on Medicaid enrollment. If a person is found eligible, they are entitled to be covered.

The Children’s Health Insurance Program (CHIP) is known as the Child Health Plan Plus (CHP+) in
Colorado and covers children and pregnant people up to 260% of the FPL who make too much to qualify
for Medicaid, but not enough to secure commercial coverage. CHIP was created under Title XXI of the
Social Security Act in 1997. The benefits in CHIP are benchmarked to commercial coverage and under
federal law, states are permitted to create waiting lists and cost sharing like enrollment fees and co-
pays. The key difference in benefits for children is that Medicaid provides the Early Periodic Screening
Diagnostic and Treatment (EPSDT) benefit to children, which is a comprehensive benefit that provides all
medically necessary benefits, whether or not they are covered by the Medicaid state plan. CHP+ does
not include EPSDT.

Colorado has both a CHIP Medicaid expansion for members who are between 108-142% FPL and a
separate CHIP structure for members who are between 143-260% FPL. This has allowed Colorado to
maximize federal flexibilities and matching rates. Within federal rules, states have considerably more
flexibility in separate CHIP programs to determine benefit packages or set premium and cost sharing
requirements.® Colorado set its program up to be a full-risk managed care model, so that it would more
closely resemble private insurance. Thirty-eight states have both CHIP Medicaid Expansion and separate
CHIP programs. Colorado’s separate CHP program no longer requires members to pay a premium and
includes limited or no cost sharing for covered benefits.

8http://www.nashp.org/wp-
content/uploads/sites/default/files/Benefits.Cost .Sharing.Separate.CHIP .Programs.pdf
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43. [Sen. Zenzinger] Discuss the proposal to eliminate member co-pays. Does the Department
anticipate negative impacts on inappropriate utilization of emergency care or other high level
services?

RESPONSE

Through this proposal, the Department will keep the $8 co-pays for improper uses of the emergency
room for nonemergency services; the Joint Budget Committee (JBC) approved this co-pay amount last
year. Co-pays are used to encourage desirable utilization and discourage undesirable utilization. The
Department does not have any evidence that this decision would drive utilization of high-level services.
If anything, the elimination of co-pays will improve the affordability and therefore access to primary
care, basic care, lower-level care, and medication compliance, which will reduce avoidable disease and
illness escalation and the need for higher intensity care and acute care.

Removing member co-pays will lessen the financial burden that members experience, and the tradeoff
decisions that they have to consider between co-pays on necessary care versus being able to afford
basic needs like rent, utilities or food. As part of its R-7 budget request, the Department proposes the
following reductions:

e Pharmacy co-pays would be reduced from $3 per prescription/refill to SO per prescription/refill
for adults (it is already SO for children and pregnant members);

e Co-pays for physician services and services delivered at federally qualified health centers and
rural health clinics would be reduced from $2 to SO per visit;

e Co-pays for durable medical equipment (DME), and laboratory and radiology services would be
reduced from $1 to SO per visit; and

e Co-pays for hospital services would be reduced from $4 per visit (outpatient hospital), and $10
per day (inpatient hospital) to SO, except in the case of nonemergent emergency room visits,
which would remain at $8 each visit.

Study after study demonstrates that patient cost sharing burden reduces access to necessary services
for low-income and chronically ill populations. Recent studies show that co-pays can lead to delayed
care, pill-splitting, unfilled prescriptions, poor health outcomes and ultimately, more expensive care
once members seek the treatments they need. An Oct. 31, 2022, publication from the Colorado Health
Institute found Coloradans with Medicaid or CHP+ report affordability challenges, with 19.1% of those
enrollees who take prescription drugs saying they struggle to afford medications. Even relatively small
co-pays in the range of $1-S5 are associated with reduced use of care, including necessary services and
increased use of the emergency room.

In addition, co-pays are currently a reduction in reimbursement for Medicaid providers. If the provider
chooses not to invest in the administrative expense to collect or “chase down” the member co-pay or
cannot collect the co-pay from the member, the provider’s total reimbursement is reduced by that co-
pay amount. The Department does not increase reimbursement to providers if they do not or are unable
to collect a co-pay - the amount is lost revenue to the providers. Therefore, the elimination of co-pays is
an indirect means of providing an across-the-board increase to almost all Medicaid providers —
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pharmacies, physicians, rural clinics and more — while also reducing their administrative expenses in
serving Medicaid patients.

For all these reasons, the elimination of Medicaid member co-pays will also help the Department,
stakeholders and the legislature achieve our shared goals of increasing Medicaid network provider
participation as well as care affordability and in so doing reduce health disparities for Medicaid
members.

44. [Sen. Kirkmeyer and Sen. Zenzinger] How will the Department be accountable and will they
report back to the General Assembly on the fraud, waste, and abuse? Please provide an
accounting of some of the changes that the Department has made in the last several years,
and what were the results of those changes?

RESPONSE

The Department currently works with its county partners and the Medicaid Fraud Control Unit (MFCU)
within the Colorado Attorney General’s Office to submit an annual report on provider and member
fraud which tracks prosecutions and recoveries for the past fiscal year.® If the 2.0 FTE requested in R-11,
Compliance for Fraud, Waste and Abuse analysts are approved, the Department would incorporate the
resulting impact to recoveries in subsequent annual reports. Additionally, the Department is audited on
its fraud, waste and abuse activities by the Office of the State Auditor annually. CMS and the federal
Office of the Inspector General (OIG) also conduct audits of the Department’s fraud, waste and abuse
activities. These audit findings are posted publicly and can be accessed by the General Assembly.

This past fiscal year, the Fraud, Waste and Abuse Division expanded to include greater emphasis on
fraud investigations, wider focus on provider oversight, and a unit devoted to our recovery audit
contractor (RAC) activities. These initiatives support better safeguards for taxpayer dollars. Further, the
Department has leveraged data analytics to identify potential high-risk areas for fraud, waste and abuse
that have resulted in both increased overpayment recoveries and guided policy improvements to reduce
future instances of fraud, waste and abuse.

The Department has also increased and improved its relationships with its external contractors and
partners. This has included improving management of the RAC and increasing participation in CMS-
authorized partnerships, including the Healthcare Fraud Prevention Partnership and the Unified
Program Integrity Contractor. The Department secured Fraud Capture Software at no cost to the
Department. These contracts and partnerships have increased the identification of fraud, waste and
abuse and increased provider overpayment recoveries related to fraud, waste and abuse made by the
Department. In FY 2020-21 these recoveries totaled $18,429,084. In FY 21-2022 these recoveries
increased to $37,526,075, and through November 2022 of FY 2022-23, these recoveries already totaled
$22,191,700.

45. [Sen. Kirkmeyer] How many FTE does the Department have performing audits now? By
increasing the number of audits, the Department will increase the amount of time that

% https://hcpf.colorado.gov/sites/hcpf/files/2022%20HCPF%20Medicaid%20Fraud%20Prosecution%20Report.pdf
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hospitals and other health care providers will need to spend responding to audits. How will
the Department ensure that the additional audits do not impact patient care and do not
discourage providers from participating in Medicaid.

RESPONSE

Currently, the Department has 17 FTE conducting provider post-payment reviews for fraud, waste and
abuse, of which 4.0 FTE are responsible for administering and overseeing the recovery audit contractor
(RAC). The RAC is a federally mandated program that requires Medicaid agencies to contract with
vendors to conduct post-payment review audits among all provider types. The Department’s RAC
vendor, Health Management Systems, Inc., employs approximately 64 health care professionals to
conduct these audits on the Department’s behalf.

The staff noted above are responsible for monitoring all providers enrolled in Health First Colorado. In
the last fiscal year, they and the RAC vendor reviewed 0.28%, or approximately 104,000 claims, out of
the 37,051,543 claims paid to providers.

With an increasing number of members enrolled in Health First Colorado (37% increase since March
2020 when the COVID-19-induced economic downturn started) and the uptick in related claims being
paid, the Department has made efforts to increase its reviewer staff and program integrity activities in
the last two fiscal years. In this past fiscal year, the Department recovered approximately $34.5 million
in provider overpayments, all of which go back to the sand to the federal government based on the
federal match paid by claim, to offset medical services that are provided to Health First Colorado
members. So far in this fiscal year, the Department has recovered approximately $22.2 million. In
comparison, the Department recovered approximately $13.8 million in FY 2020-21. The Department is
on track to surpass $50 million for this fiscal year.

Additionally, the Department has program and audit obligations at the state and federal level that it
must satisfy on an ongoing basis. The Office of the State Auditor and HHS-OIG audit recommendations
often include claims review of questioned costs. CMS mandates ongoing reviews as part of compliance
with programs and benefits. Additionally, the U.S. Department of Justice has conducted law
enforcement actions and signed corporate integrity agreements involving national health care systems
and organizations that conduct business in Colorado, which also affect Health First Colorado members.

The Department has worked to strike a balance between meeting state and federal requirements to
conduct audits and maintaining ongoing program integrity review activities. Examples of these efforts
include:

e Instituting a cooling-off period on audits at the beginning of the public health emergency (PHE)
in March 2020 and postponing audits unless there was a suspicion of fraud occurring. Colorado
was one of the handfuls of states that delayed reviews at the onset of the COVID-19 pandemic.

e Granting extensions to providers to allow for additional time for them to gather medical records
to lessen the burden of provider record keeping and administration staff. This also respected the
priority for health care professionals to concentrate on rendering care to members. In 2020, the
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Department also briefly allowed extensions to the informal reconsideration process to give
providers more time to respond to the Department’s findings—which, in statute, is 45 days.

e Engaging in discussions with the Colorado Medical Society, the Colorado Hospital Association,
and the hospital and provider community to identify ways to collaboratively achieve a balance
of meeting everyone’s needs and addressing concerns.

The Department has ongoing processes in place to ensure that providers receive a notification when
they have been selected for audit, explaining their rights as allowed through statute and rule. With the
implementation of SB 21-022, Notification Requirements for HCPF Audit, the Department takes
additional steps to verify provider contact information and sends additional correspondence prior to a
medical records review. The Department’s RAC vendor conducts outreach to provider stakeholder
groups and associations prior to conducting a new audit project, and regularly performs audit pilots on a
small number of providers before fully rolling out new projects. Under state law, providers can ask for
deadline extensions for medical records requests and can ask for any amount of time that is needed.

46. [Rep. Sirota] Considering that the federal Centers for Medicare and Medicaid Services (CMS)
bars recoupment from members and has made that clear in recent guidance’’, how is the
Department changing current policy? Please estimate the fiscal impact.

RESPONSE

The Department is currently reviewing the CMS October 2022 FAQ and working with CMS to get
clarification on their interpretation of existing statutes and their expectations for implementation. Once
the Department has clarified the requirements and expectations from CMS, the Department will provide
guidance and work with county partners to ensure compliance with this new guidance.

Total recoveries from administrative proceedings and criminal proceedings vary significantly year to
year. The counties self-report their recovery numbers on an annual basis. The recovery numbers for the
last three fiscal years are listed below. The fiscal impact of the CMS written guidance, as it is currently
stated, could reduce the total annual member recoveries for future fiscal years to S0, with no recoveries
from administrative nor criminal proceedings permitted. If subsequent CMS clarification and further
guidance only prohibits recoveries from administrative proceedings, but not criminal proceedings, as
CMS has indicated in previous meetings on this issue, there may be an expected loss of somewhere
around 52 to $3 million per fiscal year.

State Fiscal Year FY 2019-20 FY 2020-21 FY 2021-22
Administrative Proceedings $2,247,608.83 $3,178,312.17 $2,618,017.42
Criminal Proceedings $253,588.38 $252,390.50 $415,610.86
Total $2,501,197.21 $3,430,702.67 $3,033,628.28

10 https://www.medicaid.gov/federal-policy-guidance/downloads/covid-19-unwinding-fags-oct-2022.pdf
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*Data from the Improving Medicaid Prosecution Report, the report can be accessed:

47.

2020:
https://hcpf.colorado.gov/sites/hcpf/files/Improving%20Medicaid%20Fraud%20Prosecution%2
OHCPF%20Report%202020.pdf

2021
https://hcpf.colorado.gov/sites/hcpf/files/Medicaid%20Fraud%20Prosecution%20Report%2020
21.pdf

2022:
https://hcpf.colorado.gov/sites/hcpf/files/2022%20HCPF%20Medicaid%20Fraud%20Prosecutio

n%20Report.pdf

[Rep. Bird] Please explain the Department's projections of the two types of savings identified
in the table at the bottom of page 15 of the JBC staff briefing, as well as the implementation
of related audit findings.

RESPONSE

The Department requested reductions to its budget for two different initiatives in R-11, Compliance, as
described below.

TPL Expansion — The Department secured a new third-party liability (TPL) vendor that will
provide TPL data at a lower rate than the previous vendor. The new contract costs are estimated
using the current contract rate and the estimated TPL segments that the vendor will provide.
This results in lower contractor costs than currently appropriated for this work; therefore, the
Department is requesting a reduction of $8,831,063 to the line item for TPL contractor costs.
The Department is working with the new vendor to obtain all available TPL segments for the
Medicaid populations and assumes these efforts will be realized in FY 2023-24. The Department
is requesting 2.0 FTE to increase its ability to manage TPL claims analysis and to better ensure
the data is timely, verified, and that claims are denied or paid appropriately. The Department is
requesting a net reduction for this initiative of $8,666,243. The Department anticipates
collecting TPL data at a lower cost while still achieving significant savings.

Fraud, Waste and Abuse Compliance — The Department is requesting to hire 2.0 FTE to support
the fraud, waste and abuse section. The FTE would provide legal and administrative support,
which is being handled by current staff, leaving them with less time to handle overpayment
recoveries. Hiring two FTE will allow the current staff to focus on overpayment recoveries. The
Department estimated savings from reallocating staff to this work based on the actual reported
overpayment recoveries collected in FY 2021-22 divided by the current FTE responsible for the
recoveries. The Department estimated the incremental costs avoided by multiplying the average
recoveries per FTE by the requested 2.0 FTE, adjusting FY 2023-24 for a training period before
staff are fully equipped to handle the responsibilities. This resulted in a reduction of $2,706,725
in FY 2023-24, or a net reduction of $2,553,729. The new FTE would assist with addressing the
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audit findings already handled by the Fraud, Waste and Abuse Division, allowing current staff to
focus on overpayment reviews. In particular, the new staff will address the audit findings from
the Statewide Audit Reports listed below.

o Audit finding 2019-057 — The Department should review the payments made for the
service claims without matching prior authorizations identified in the audit to determine
whether the payments were allowable and recover unallowable payments and over-
payments, as appropriate. Until the Department implements Recommendations 2019-
056 and 2018-053, it should also review claims that were paid after the audit review
period to determine whether any lacked prior authorization, and recover unallowable
payments and over-payments, as appropriate.

o Audit finding 2020-037 — The Department should improve its internal controls over
Medicaid and Child Basic Health Plan (known as CHP+) overpayments and comply with
the related payment and reporting requirements by:

(a) providing adequate training to staff to ensure timely documentation and
communication of recovery information in accordance with federal regulation

(b) developing and implementing written policies and procedures to ensure that all
necessary information required to correctly track overpayments is included on the
tracking spreadsheet and recovered overpayments are refunded and reported to
CMS

(c) reporting recovered overpayments accurately in CORE to enable the Department
to report these overpayments under the correct federal reporting lines in CMS
quarterly reports and

(d) implementing a supervisory review over the tracking spreadsheet and CORE
overpayment recovery account codes to ensure completeness and accuracy of
information to support timely recovery and reporting of overpayments.

o Audit finding 2021-048 — The Department should improve its internal controls over
Medicaid and CHP+ payments for deceased beneficiaries by researching and recovering
any overpayments made to providers on behalf of ineligible beneficiaries noted through
the audit in accordance with state recommendations.

o Audit finding 2021-050 — The Department should improve its internal controls over
Medicaid and CHP+ overpayments and comply with related payment and reporting
requirements.

48. In relation to DOLA's R1: Additional Resources for DOLA/HCPF Voucher Program request,
please describe how you calculate the savings to your department from these vouchers.
Where exactly in the Long Bill will these savings show up? Are savings reflected in your FY
2023-24 request?

RESPONSE

To calculate the savings to the Medicaid program resulting from DOLA’s R-1 request, the Department
analyzed Medicaid claims data from members who have transitioned from a nursing facility to an HCBS
program over the previous two years. The Department estimated the average savings resulting from a
member transitioning from an institution to an HCBS program by comparing the average expenditure
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pre and post transition. The Department calculated savings of $44,785 per member, per year, for
members who transition and applied that savings to the number of anticipated transitions resulting
from the increase in housing vouchers. The Department reflected the estimated Medicaid savings from
DOLA’s R-1 request in the Department’s NP-01 request. This impacts the Medical Services Premiums line
in the Department’s Long Bill.

BEHAVIORAL HEALTH

BEHAVIORAL HEALTH DELIVERY SYSTEM & PROVIDER NETWORK

49. [Rep. Bird] Discuss the Department's assessment of the Regional Accountability Entities (RAEs)
and Managed Care Entities (MCEs) for delivering behavioral health services. Are they effective
and the best organizational structure for behavioral health services? What are the weaknesses
or challenges of this organizational structure?

RESPONSE

Colorado has developed a hybrid model of managed fee-for-service (FFS) physical health and capitated
behavioral health in extensive collaboration with providers and stakeholders over the past 14 years. The
state’s capitated behavioral health program started in 1995 and became nationally recognized for
decreasing the length and number of psychiatric hospitalizations while shortening overall recovery time
and dealing with trauma-related behavioral health complications. Many states have implemented fully
capitated managed care programs to deliver Medicaid services. Nationally, 41 states utilize risk-based
managed care contracts to serve at least some of their members and 69% of all Medicaid-enrolled
individuals receive care under risk-based managed care contracts."

Individuals who qualify for Medicaid and have behavioral health needs are much more likely to be
experiencing issues related to the social determinates of health. Rates of criminal justice involvement,
chronic illness, smoking, and being the victim of interpersonal violence are all higher among those with
behavioral health needs. This population also experiences the harmful effects of discrimination and
stigma, coming from communities, family and even providers, leading them to be less likely to seek care.
The flexibilities provided by a managed care system are particularly meaningful to those who need
wraparound, whole-person care for mental health and substance use disorders.

The Department looks at a variety of factors to assess the effectiveness of the RAEs in relation to
behavioral health services.

Through the capitated benefit, members are able to access alternative community-based services (B3)
services, so called because they are authorized through a federal 1915(b)3 waiver. These services are
especially important for members with serious mental illness and include prevention/early intervention,
clubhouses/drop-in centers, vocational services, intensive case management, assertive community
treatment, mental health residential treatment, respite care and recovery services/peer support. B3

1 hitps://www.kff.org/medicaid/issue-brief/10-things-to-know-about-medicaid-managed-care/
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services also help members connect with peers, develop life skills and prevent isolation. Notably, 46% of
members who received behavioral health services administered under the RAEs used these B3 services.
Under a capitated model, providers also have more flexibility to be paid for these safety net services and
the required underlying infrastructure.

Utilizing single, regional entities to address both physical and behavioral health improves the delivery of
whole-person care and is aligned with the integration goals of CMS and the Center for Medicare &
Medicaid Innovation (CMMI), which awarded HCPF a $65 million grant during the last decade to achieve
that important goal. Care management and care coordination integration within our RAE structure
further ensures that members have access to one entity that can recognize and care coordinate for the
whole person, connecting individuals to the full range of Medicaid services, behavioral health care, as
well as community organization supports. This has been particularly important during COVID-19 and
natural disasters, such as the Marshall Fire.

Where available, the Department compares RAE performance against national metrics. The RAEs have

performed higher than the national average on a subset of standardized Healthcare Effectiveness Data

and Information Set (HEDIS) behavioral health metrics. For example, in 2020 the overall average of the

RAEs for follow-up within 7 days after hospitalization for mental illness was 68.71% compared to 39.4%
for the Medicaid HMO National Average.™

Overall, the RAEs have been able to improve outcomes by offering value-based payments to support
practice transformation and the maximization of evidence-based practices.

The Department sees the behavioral health capitation as being critical to promoting utilization of a
continuum of community-based services and reduce the number and length of inpatient hospitalizations
by keeping members healthy. Hospital alternative services help keep members in their communities,
and the Department covers crisis and inpatient psychiatric services provided through Crisis Stabilization
Units (CSUs) and freestanding psychiatric hospitals under the capitated payment arrangement approved
by CMS. Other benefits are listed below:

e Managed care is much more flexible than fee-for-service in that the managed care entities are
able to use their funds in creative ways with both members and providers. For members, RAEs
can cover supportive services that would otherwise not be billable but can support a member
remaining in the community and achieving behavioral health recovery. For example, during
COVID-19 the RAEs paid for home delivery of medications and food, as well as the purchase of
smartphones and other technological devices to enable members to participate in telehealth.
For providers, RAEs can be responsive to regional network variations and increase the rates they
pay for providers in high need. They can also use their funds to help providers build out
infrastructure and create incentives to expand workforce and system capacity. For example, the
RAEs used their administrative dollars to help providers modify their facilities to accommodate
social distancing during the height of COVID-19 pandemic.

e RAEs can offer alternative payment arrangements that cannot easily be accomplished in FFS
payments to shift the focus from quantity of services provided (prominent in FFS) to quality of
services provided. Many RAEs already offer bundled and specialty payments for quality care in

12 https://www.ncqa.org/hedis/measures/follow-up-after-hospitalization-for-mental-illness/
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areas like youth substance use disorder (SUD) services, services for individuals who are unstably
housed, and integrated care.

RAEs must demonstrate that the use of B3 services and their management of behavioral health
services are more cost-effective than if members were served through FFS, which they have
accomplished every year through federal budget approvals. This is what allows Medicaid to have
such a comprehensive benefit.

RAEs conduct extensive data analyses to monitor the behavioral health system for gaps in
services, need for provider education, and identifying member needs, such as outreach and
additional service supports, such as care coordination.

At the same time, the Department recognizes the challenges posed by the RAE structure and managed
care in general. Some of these include:

RAEs are allowed to negotiate rates with providers; these rates can be higher or lower than the
Medicaid FFS rates. This also means that individual RAEs may not pay the same rate for services.
As a result, providers who contract with multiple RAEs may receive different rates for the same
service. Smaller providers particularly do not have significant opportunity to negotiate these
rates. We are actively working to address this opportunity.

Except for single case agreements, members are restricted to seeing behavioral health providers
that are contracted with their RAE as part of the network for nonemergency services. Many
providers of behavioral health services don’t wish to contract with any payer, so this issue is
shared with the commercial industry and impacts nearly all Coloradans. We also are pursuing
strategies to address this challenge.

While the Department worked with the RAEs to establish a centralized credentialing process to
reduce administrative burden, providers must still contract with each RAE to be one of their
network providers, which, in some cases, means a provider must hold multiple contracts with
multiple RAEs. This is particularly an issue for high population areas like Denver and Colorado
Springs, or for specialty behavioral health providers.

For individuals with complex needs, in which physical, cognitive, developmental and behavioral
health conditions interact with one another, building comprehensive care teams has been
difficult to achieve, especially when Medicaid is one of many payers involved in the care. We are
working on solutions to this in the ACC 3.0 emerging design.

Some of the most common criticisms of the managed care system are criticisms of insurance plans in
general. For example, setting actuarily sound rates that are not able to keep up with runaway inflation,
requiring care follow evidence-based-medicine (which is proven to improve quality outcomes and
affordability), and only allowing for services that are medically necessary are all requirements of all state
Medicaid programs. These elements, which some might see as restrictive, are a necessary part of this
federal-state partnership and what allows one in four Coloradans to have access to health coverage. If
these functions were not executed by RAEs they would be executed by the Department to comply with
federal regulations. The standards administered by the RAEs are essential to responsible and auditable
operations, and are federally required.

Our recently released ACC annual report includes detailed information on our behavioral health
approach.
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50. [Rep. Bird] What is the Department doing to reduce duplication and inefficiencies in the
behavioral health delivery system?

RESPONSE

The Department is working with the Behavioral Health Administration (BHA) to improve coordinated
oversight and collaboration across the behavioral health system, while reducing duplication and
inefficiencies. The Department and the BHA are working with stakeholders to drive several workstreams
intended to improve the performance and accountability within the behavioral health safety net system.
These efforts include: modernizing safety net provider and service definitions; revising, amending, or
repealing regulations for behavioral health safety net providers; creating a universal contract; improving
transparency and standards for safety net cost reports; streamlining processes for cross department
oversight and administration; developing alternative and value-based payment models in Medicaid;
investing in expanding safety net system; and decreasing the administrative burden to providers.

In the FY 2021-22 budget cycle, the Department requested R-23, Behavioral Health Claims and Eligibility
Processing, which provided funding to consolidate behavioral health claims and enroliment systems for
public benefits. This project will provide efficiencies by improving the member and provider enrollment
functions, as well as billing and payment capabilities for the BHA into the Medicaid Management
Information System (MMIS). Efforts to expand the Department’s MMIS/PEAK systems intend to
establish an eligibility system, a claims processing and submission system, and a data reporting system
to serve all of the state’s behavioral health programs.

The Department has initiated project work for all of these workstreams which are designed to improve
coordination across the behavioral health system and are scheduled to be completed no later than July
2025.

Legislation to expand and strengthen the behavioral health safety net: To support the state behavioral
health safety network, as introduced in SB 19-222 and the subsequent report to strengthen and expand
the safety net, new definitions of the safety net and safety net providers are emerging to the benefit of
all Coloradans, especially those who are low income and suffer from Serious Mental Illness (SMI). These
definitions will ensure new criteria to be a safety net provider, while increasing the number of providers
who can 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 safety net services, which also created a new provider
type for small and medium sized safety net providers. The BHA will be revising, amending or repealing
their provider standards, and other regulations, based on these statutory changes. This first set of new
rules provides the BHA with the opportunity to standardize provider services and state requirements,
cut unnecessary requirements, and provide a single set of data reporting requirements. It will be
effective April 30, 2023.

Universal contracting for publicly funded behavioral health providers: The universal contract
provisions will establish uniform standards across different state agencies to use when contracting for
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behavioral health services. Specifically, providers can expect all state agencies to require the same
standards of quality, data reporting, grievance procedures, payment methodologies, and expectations of
service and administration. These standardized state contracts aim to clarify and streamline
expectations of providers in the behavioral health system and make it much easier for providers and
payers to engage in a relationship. The BHA and the Department will have draft provisions completed by
June 30, 2023.

HCPF cost reporting and safety net rate setting: To increase diligence on safety net cost-based rate
setting and improve specificity and transparency, the Department released new Cost Report Templates
for the CMHCs in May of 2022. All CMHCs must submit their cost information to HCPF in November 2022
using these new templates. The insights from these reports will be used to set new rates effective July
2023. While these reports require large safety net providers like CMHCs to provide more specific
information, effectively increasing requirements, this effort was essential to identify potentially
duplicative funding and give the state a better understanding of how we are spending behavioral health
funds.

Behavioral Health Cross Agency Processes: The Department is working to finalize an interagency
agreement with the BHA. The agreement will address processes that occur across multiple agencies in
an effort to reduce duplicative or overlapping efforts. Specifically, the agreement will streamline the
process of auditing large safety-net providers, improve data sharing and standardize grievance
processes. For example, these have already improved the on-site review and quality oversight process.
As a result, providers will have fewer independent, disconnected interactions with varying departments
on the same matters being reviewed at a state level. The interagency agreements will be reviewed and
improved annually.

Alternative Payment Models (APMs) and Value-Based Payments (VBPs): The Department 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. Specifically, the
new APMs will create sufficient flexibility for providers to meet the needs of the community and
members, while the VBP will better correlate reimbursements with results. APMs and VBPs can help
move provider focus from billing by the minute to ensure they are capturing all available payment codes
towards more patient-centered outcome-based care. The specifics are under development; however,
HCPF is in the process of shadow pricing previous utilization using three different payment
methodologies that will help inform the development of an initial APM. These payments will align with
the Department and the federal government’s efforts to increase APM and VBPs and evolve on an
iterative basis with the initial APM effective July 2024.

Reducing Administrative Burden: The Department is closely involved as the BHA works through the
process of promulgating rules that will impact the behavioral health system by:

e Reducing and aligning data collection and reporting requirements for behavioral health
providers.

e Aligning on the minimum performance standards and key metrics for youth and adult services
funded by the BHA and the Department.
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e Providing minimum standards for all aspects of the operation of Behavioral Health Entities
(BHEs) licensed within the state; these standards will impact some Medicaid providers. The BHA
will additionally license and monitor BHEs in accordance with those standards.

51. [Rep. Bird, Sen. Bridges] Please provide information on the adequacy of the provider network
over time and by managed care entity. What has the Department achieved in expanding the
network and what still needs improvement? In what services and areas are provider shortages
having the most impact on access to care and what is the Department doing to address these
issues?

RESPONSE

Each behavioral health provider must complete three steps to provide services through Medicaid: 1)
enroll with the Department, 2) credential through a RAE, and 3) contract with a RAE. The Department
tracks provider enrollment and RAE contracting data to measure the adequacy of behavioral health
provider networks over time.

The table below shows the growth of enrolled providers for the five behavioral health provider types
from Nov. 1, 2021, through Oct. 31, 2022. It demonstrates an overall increase of 10.73% for these
specific provider types.

Behavioral Health Provider Enroliment — November 2021 — October 2022

Total Enrolled Providers Total Enrolled Providers Total %
Provider Type (11/1/21) (10/31/22) Increase Increase
Psychiatric Residential Treatment
Facility 36 41 5 13.89%
Community Mental Health Center |251 259 8 3.19%
Licensed Psychologist 1,136 1,254 118 10.39%
Licensed Behavioral Health
Clinician 7,680 8,562 882 11.48%
Substance Use Disorder - Clinics 410 418 8 1.95%
Total 9,513 10,534 1,021 10.73%

Each RAE must contract with a statewide network of behavioral health practitioners and facilities that
offer access to covered health care services. The Department works with an independent external
quality review organization (EQRO) to monitor and validate the behavioral health network data
submitted by the RAEs in quarterly network adequacy reports. Data in the table below, reported to the
Department from June 2021 through June 2022, demonstrates an overall growth in the number of
practitioners contracted with every RAE region. It is important to note that individual practitioners often
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contract with multiple RAEs, so numbers from different RAE regions cannot be added together to arrive
at a statewide figure.

Total Unique Behavioral Health Practitioners by Region

Q121/22 | Q221/22 | Q321/22 | Q421/22
RAE1 | 3,293 3,311 3,349 3,360
RAE 2 | 3,100 3,166 3,291 3,308
RAE 3 | 6,118 7,040 7,021 6,311
RAE 4 | 3,097 3,164 3,291 3,307
RAES | 6,211 6,983 7,021 6,283
RAE6 | 3,921 4,113 4,294 4,617
RAE7 | 3,921 4,113 4,294 4,617

The Department also monitors member utilization of behavioral health services including the member
behavioral health engagement rate. The most recent data for behavioral health engagement is
presented below. Department data shows that the rate of engagement remained constant during the
COVID-19 pandemic even as the overall number of members enrolled in Medicaid increased
significantly. This represents an expansion of network capacity.

Behavioral Health Member Engagement

Member Population | Engagement Rate
RAE1 | 193,860 21.68%
RAE2 | 103,100 14.87%
RAE3 | 353,687 17.37%
RAE4 | 148,545 17.01%
RAES | 147,639 20.84%
RAE6 | 191,630 18.86%
RAE7 | 217,786 17.58%

In July 2021, the Department requested the RAEs submit plans for expanding their behavioral health
networks. The RAEs submitted actionable targets and provided quarterly progress updates throughout
FY 2021-22. Initiatives included rate increases, increasing availability of services for special populations,
and increasing intensive services. Workforce shortages were a consistent barrier to this work.
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The Department identified high-intensity outpatient treatment as an area of need in the community. To
improve these services, the Department is creating grants for local communities, including providers,
nongovernmental organizations and counties, to implement programs that are specific to their
behavioral health capacity needs and geographic area. Initiatives include:

e $24 million in grants to RAEs to expand the availability of high-intensity outpatient services for
acute and/or chronic behavioral health needs; $6 million in education, technical assistance,
provider trainings, communications, and community engagement to build out the statewide
safety net, in partnership with the BHA.

e In addition to supporting RAE efforts there is a $14 million grant to support behavioral health
transition services between residential/inpatient and outpatient care, prioritizing high-intensity
outpatient care in communities.

52. [Sen. Bridges] Please discuss the performance by managed care entities (MCEs) reported in
legislative request for information #2. Why are the performance rates so low? What explains
the variation in performance by managed care entity? Are there lessons learned from the
MCEs that are performing relatively better or worse? What is the Department doing to
improve performance and behavioral health outcomes?

RESPONSE

The performance measures referenced are part of the behavioral health incentive program (BHIP). The
BHIP allows the RAEs to earn up to 5% above their annual capitation payment by meeting BHIP
performance metrics. As an incentive program, the measures chosen represent practice areas that could
improve member care and outcomes but have structural or operational challenges the Department is
asking the RAEs to solve. They are stretch goals that should not be easy to meet. If the RAEs do not meet
their goals, the Department does not pay them their incentives. The Department sets new target goals
each year that are based on the previous year’s performance.

Four out of the five measures were designed after existing national Healthcare Effectiveness Data and
Information Set (HEDIS) metrics but were modified to be inclusive of the alternative (B3) services that
are uniquely available under the Department’s capitated behavioral health benefit. The below table
compares the overall ACC average performance to the Medicaid HMO National Average for the last
three years where available.

HEDIS Measure 2019 2020 2021
Medicaid Medicaid IACC Avg Medicaid
ACC Avg IMCEs Natl |ACC Avg |MCEs Natl MCEs Natl Avg
Avg vg
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While not all RAEs are meeting their incentives, the ACC overall and each individual RAE performed
higher than the national average for Medicaid MCEs, where national data has been reported. The
Department includes and promotes the use of alternative services under the capitated behavioral health
benefit that are not part of the fee-for-service benefit. These alternative services (also known as B3
services) are designed to wraparound evidence-based community and high-intensity services that
effectively engage members in treatment and promote recovery in the community.

The fifth measure that is part of the BHIP program is the percentage of foster care children who received
a behavioral screening or assessment within 30 days of RAE enrollment. The Department created this
measure based on community feedback, as there is not a national health care measure available that
addresses concerns that children in child welfare are not receiving timely behavioral health services. This
metric measures the percentage of youth who receive an assessment within 30 days of an out-of-home
placement (excluding most kinship placements). The metric was designed to address data
exchange/transfer barriers in the system and incentivize RAEs to engage counties to establish
communication and collaboration around children and youth placed in out-of-home placements. ACC
performance overall has improved from 8.67% in FY 2017-18 to 22.04% in FY 2020-21.

The Department recognizes there are multiple influences on BHIP performance including:

e Regional relationships, like the willingness of hospitals within RAE Regions to participate in
discharge planning for inpatient and ED services.

e When working with regions with fewer members, change in numerators and/or denominators
can drastically change the performance percentage. An example is total members (increasing

13 https://www.ncga.org/hedis/measures/initiation-and-engagement-of-alcohol-and-other-drug-abuse-
or-dependence-treatment/

14 https: //www.ncqa.org/hedis/measures/follow-up-after-hospitalization-for-mental-illness/

15 https://www.ncqga.org/hedis/measures/follow-up-after-emergency-department-visit-for-alcohol-and-
other-drug-abuse-or-dependence/
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the denominator) based on PHE requirements that keep people enrolled who are no longer
engaging with the Medicaid system. This may look like a decrease in access.

e Variations in member demographics and needs; for example, regions may have a smaller
percentage of members who require access to behavioral health services.

e Rural and frontier areas of the state have resource challenges, most notably workforce gaps,
lack of public transportation, and natural barriers like snow closed roads that are not
experienced in urban areas.

The Department has established a collaborative relationship between the RAEs to provide support in
reaching their goals. The Department helps disseminate lessons learned and best practices among the
organizations and leverages its monthly Learning Collaborative. During the Learning Collaborative, RAEs
who are doing innovative work in an area will present their activities to the larger group for discussion
and sharing of insights. The Department holds monthly Performance and Data meetings with each RAE
individually. Each month the group analyzes data for a specific performance metric or Department
target, such as inpatient SUD utilization, maternal health, or a different incentive metric. These meetings
provide an opportunity for the Department and RAEs to really explore what is happening based on the
data and discuss opportunities for improvement.

53. [Sen. Zenzinger, Sen Kirkmeyer] Please respond to the concerns raised in the series of articles
by the Colorado Sun regarding children in foster care and the lack of services. Please relate the
response to the poor performance of the RAEs in conducting behavioral assessments for
children in foster care within 30 days of enroliment.

RESPONSE

All children placed in a licensed foster care setting in Colorado and those children adopted from the
foster care system are eligible to receive Medicaid funded services. There are several funding
mechanisms at the Department for children in foster care:

¢ Most mental health outpatient services are paid by the RAEs;

e Residential services are paid directly by the Department under fee-for-service (not by RAEs);

e If necessary specialized services are not covered by the RAE or available in state, the
Department pays for care under fee-for-service;

e If a child has intellectual or developmental disabilities that qualify for waiver services, the
Department pays for those services directly.

The Colorado Sun series about the state’s adoption processes presented the concerns within their article
specific to Medicaid funded services. The article identified challenges related to a metric for screening
children coming into foster care system; children with extended time in an emergency department for a
mental health crisis; placement stability in residential treatment facilities; shortage of providers across
the state who are able to provide trauma-based therapy or specialize in Reactive Attachment Disorder;
and the number of available providers for children who accept Medicaid members.

Over the last several years, the Department has been working with counties, the General Assembly,
RAEs, the Colorado Department of Human Services and the Behavioral Health Administration to identify

76



concerns and solutions. The Department hosts various forums to support collaboration and problem
solving across stakeholders, including but not limited to:

Human Services Policy Advisory Committee with counties;

HRCC Collaborative Forum (HCPF, RAEs, CDHS Division of Child Welfare, counties);

Meetings with Colorado Human Services Directors Association leadership and other county
leadership groups;

Children’s Disability Advisory Committee;

The Medicaid Subcommittee of the Delivery of Child Welfare Services Task Force; and others.

With the support and insight of these groups, the Department is leading and participating in a number

of programs to address the challenges listed in the Colorado Sun article. The key efforts underway

include:

Partnering with CDHS to significantly increase residential bed rates for youth in psychiatric
residential treatment facilities (PRTFs);

Working with CDHS to increase residential/hospital capacity for specific complex needs,
including use of 30 new beds for children;

Working with CDHS and providers to comply with the federal Family First Prevention Services
Act (FFPSA) and increase the number of enrolled Qualified Residential Treatment Programs
(QRTP) and PRTFs;

Working with a hired vendor to examine alternative payment methods for QRTP payment based
on a child’s acuity;

Working with CDHS and BHA to create training opportunities for the workforce to gain
additional competencies, especially to increase children’s access to trauma-informed providers;
and

Supporting CDHS in its increase capacity of therapeutic foster care settings.

In addition to these efforts, the Department has made a number of permanent changes to our system to
better serve this population.

The Department implemented aggregate BH total capitation rates increases of 12% for FY 2021-
22 and 3% for FY 2022-23. These funds were contingent on addressing specific identified service
gaps in each region, including crisis and SUD services for youth.

Each RAE/MCO completed a behavioral health network expansion plan and provided progress
updates throughout FY 2021-22. Initiatives included rate increases, increasing availability of
services for special populations, and increasing intensive services. Many initiatives directly and
indirectly addressed items highlighted in the Colorado Sun reporting. Workforce shortages were
a consistent barrier to this work.

ARPA funds have been designated for use by RAEs/MCOs to support the expansion of high
intensity outpatient services in all regions of the state. Distributing, investing and monitoring the
impact of these funds is ongoing.

The Department created the Behavioral Health Incentive Plan (BHIP) measure #5, Behavioral Health
Screening or Assessment for Foster Care Children, to address concerns that children in child welfare
were not receiving timely behavioral health services. The metric measures the percentage of youth who
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receive a behavioral health screening or assessment within 30 days of entering the foster care system.
These assessments can be completed in physical health or behavioral health settings. The metric was
designed to address data exchange/transfer barriers in the system and incentivize RAEs to engage
counties to establish communication and collaboration around children and youth in the custody of a
county.

The metric does not include all the ways behavioral health assessments can be provided but is an
indicator of RAE efforts. For the ACC overall, performance on this measure has improved from 8.67% in
FY 2017-18, to 22.04% in FY 2020-21. The data accounted for in the measure only includes children who
are new to foster care and are in out-of-home placement. It is not inclusive of children who are under
the Medicaid adoption benefit or in kinship care. This measure was designed to incentivize the RAEs to
work directly with counties to get children entering foster care screened for behavioral health concerns
in a timelier manner. RAEs are not notified in real time when children enter foster care and rely on
counties, so children are connected to providers and receive appropriate screenings and assessment.

The Department, CDHS, counties and RAEs have had meetings to analyze and suggest improvements to
this metric. The following steps have been taken to identify challenges and improve performance:

e Child welfare workflows, timing, and inter-departmental system coordination impacts
performance on this metric. The Department worked with CDHS to publish guidance to minimize
the negative impacts of these issues, increase coordination with managed care entities (MCEs),
and help all parties overcome timing barriers by reaching out directly to MCEs for care
coordination purposes. Implementing this guidance should have a positive impact on
performance.

e The HRCC had a workgroup identify counties that have better outcomes on this metric.
Specifically, these counties are sharing their processes to help other regions adopt best
practices.

e The Department is also offering continued education and support on capturing this activity for
accurate recording and as part of an overall quality improvement process to assess workflows
and processes as well as outcomes.

BEHAVIORAL HEALTH PROVIDER RATES & HB 22-1268 UPDATE

54. [Sen. Kirkmeyer] Explain the periodic rate review process for behavioral health community
programs. How do the rates paid by RAEs/MCEs compare to those paid by other entities?
What are the administrative expenses that RAEs/MCEs are allowed to retain?

RESPONSE
Explain the periodic rate review process for behavioral health community programs.

The capitated rates for behavioral health community services are determined annually. A forecasting
trend analysis is conducted by the contracted state actuary for unit cost and utilization change during
the annual managed care capitation rate setting. For example, between FY 2020-21 and FY 2021-22, the
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capitation rates for behavioral health services incorporated a year-over-year trend of 7.85%. Behavioral
health community programs are not reviewed by the Medicaid Provider Rate Review Advisory
Committee.

RAEs are responsible for establishing contracted rates with providers in their network, and the
Department is not federally authorized to interfere with this process. However, the Department does
influence the process by setting the overall RAE capitation rates. The estimates for the capitation rates
and resulting budgets set by the Department are based on a number of factors, including: utilization of
services by RAE/MCE, contracted costs incurred by the RAE/MCE, national trends, policy changes, and
changes in the covered population. For the full risk capitated programs, including the behavioral health
capitated program, the Department and its actuaries set actuarially sound rates for each individual
RAE/MCE. Per 42 CFR 438.4(a), actuarial sound rates are, “projected to provide for all reasonable,
appropriate, and attainable costs that are required under the terms of the contract and for the
operation of the [managed care plans] for the time period and the population covered under the terms
of the contract...”

These factors apply to all behavioral health providers, including residential and inpatient substance use
and mental health providers, outpatient therapists, crisis services and telehealth. About 60% of
behavioral health services are provided in community mental health centers (CMHCs), which have
additional rate setting standards. Per current state statute C.R.S. 25.5-4-403, the estimated payment
rates for CMHCs are based on actual costs, which are determined based on audited cost reports
submitted to the Department and the Behavioral Health Administration. Federally qualified health
centers also receive a rate estimate based on actual costs of care. This specific requirement exists
because safety net providers are required to maintain an infrastructure to provide an array of services
that other providers are not required to offer. The state statute was recently revised through HB 22-
1278 and by 2024 the rates methodology must also apply to all qualifying safety net providers, which
extend beyond just CMHCs. The new rates, in addition to the cost of services, must consider quality,
accessibility, equity, and accessibility by priority populations. These changes were developed to
incentivize increased access, create more equitable care models, and include small and medium sized
community-based providers that are providing safety net care.

How do the rates paid by RAEs/MCEs compare to those paid by other entities?

The Department does not have the data necessary to compare rates paid by RAEs and MCEs to other
entities in Colorado. Other entities, like commercial plans, are not required to share the rates they pay
to their contractors with the Department. In its Behavioral Health Rates Report released in August of
this year, the Department committed to preparing an analysis comparing the behavioral health rates

paid under Medicaid to commercial plans. That report is due to be completed in calendar year 2023.
What are the administrative expenses that RAEs/MCEs are allowed to retain?

RAEs and MCEs are permitted to retain a maximum of 15% of premiums to spend on administrative
expenses. In recent years, the RAEs have had administrative expenses ranging between 10.5% and
14.5%.

Pursuant to federal regulations, the premium paid to the providers includes reasonable administrative
costs, such as salaries, case management and claims processing. RAE/MCE administrative costs are
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audited to ensure that costs are reasonable. Unallowable costs include lobbying, alcohol purchases and
profit-sharing.

The RAEs have also used their administrative funds to help fund the capacity for the crisis line, pay for
additional behavioral health assessments, invest in local community partners, and engage in care
coordination.

If a RAE has a medical loss ratio (MLR) greater than the 85% floor, the additional dollars spent for
medical care reduce the amount of remaining administration dollars. As an example, if a RAE had an
MLR of 87%, that would leave 13% of the premiums available for administrative costs. If the RAE’s
administrative costs were 14% that year, the RAE would take a 1% loss. If, instead, the RAE’s
administrative costs were 12%, the RAE would keep the 1% as profit.

55. [Sen. Zenzinger] The Department does not set the rates that the managed care entities pay
behavioral health providers, but could the Department set minimum rates for key services?
Would this be beneficial?

RESPONSE

As the largest payer of behavioral health services in the state, the Department has successfully worked
with our RAEs over the last few years to increase Medicaid reimbursement levels across the behavioral
health spectrum as part of a shared and comprehensive effort to transform the state’s behavioral health
system. Medicaid funding into behavioral health has increased by more than $500M between
FY2018/19 and FY2023/24, including the addition of the inpatient and residential services coverage and
an expansion of behavioral health network providers of more than 25%.

In addition, the Department is in the process of seeking a “directed payment” option that will require
Regional Accountable Entities (RAEs) to pay “no less than Department-established fee schedule rates”
for certain services, such as psychotherapy services and residential treatment for children and
adolescents. The RAEs would still have the ability to negotiate rates above the fee schedule rates under
this emerging model. The Department agrees that limited use of a directed payment policy can be
beneficial, as it is intended to provide additional opportunity for reimbursement consistency, allows
providers to forecast their finances, would likely increase network provider participation, and is a
stabilizing factor for access to services. The Department will require federal approval from the Centers
for Medicare and Medicaid Services to implement directed payments.

56. [Sen. Zenzinger] Please discuss the recent and planned changes in the way behavioral health
providers are paid, including a new cost report, new relative value calculations, and new
value-based payment models. Are these being developed and implemented in conjunction
with each other? What is the roll out time frame? What are the implications for safety net
providers and the communities they serve?
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RESPONSE

The Department is working on several behavioral health payment reform initiatives as part of a larger
strategy to provide transparency and accountability in the current safety net system while the
Department works in collaboration with the Behavioral Health Administration (BHA) to develop
alternative payment models and value-based propositions for comprehensive and essential safety net
providers, as defined in HB 22-1278, Behavioral Health Administration. The cost reports, value
calculations and value-based payments are all an integral part of the state’s plan to expand and
strengthen the safety net and are being developed in coordination with one another. These changes
currently apply to community mental health centers (CMHCs), but in the future will be more broadly
applied to safety net providers. The universal contract provisions will be essential in implementation of
these efforts, clearly outlining the process and standards for safety net payments.

In the spring of 2022, the Department worked in collaboration with the BHA and other stakeholders to
update the cost reports completed by the CMHCs to provide a more detailed accounting of the service
costs reported as part of cost-based rate setting. The Department released a new CMHC cost report
template and related guidance in May of 2022 and provided technical assistance on how to complete
the new cost reporting template in the summer of 2022. CMHCs submitted their cost reports, using the
new template in November of 2022. These cost reports included updated cost categories for better
transparency and included new limitations on reasonable allowable costs. These reports will be used to
set the capitated behavioral health rates effective July 2023.

The Department is also working with stakeholders on properly valuing services reinforcing the provision
of the most appropriate services by updating Relative Value Units (RVUs) assigned to alternative
behavioral health services provided by safety net providers. RVUs are integral to the cost-based
reimbursement methodology and will assist in the development of future alternative and value-based
payment methodologies for comprehensive and essential safety net providers. Any changes
recommended from the RVU workgroup will be incorporated into the cost reports in the spring of 2023
and would be effective in the rate setting for the capitated behavioral health rates effective July 2024.

The Department is working with stakeholders and the BHA to develop an alternative payment model
(APM) for safety net providers that creates greater accountability to the community and rewards
improved member outcomes. Specifically, the new APM will create sufficient flexibility for providers to
meet the needs of the community and members, while value-based propositions will better correlate
reimbursements with results. The Department just analyzed previous utilization using three different
payment methodologies developed through a stakeholder process. The results of this pricing effort,
along with a quality strategy developed in coordination with the BHA and stakeholders, will inform the
development of an initial APM that includes value-based payments (VBPs) that will be effective July 1,
2024. The Department is seeking federal authority to direct the RAE to pay safety net providers using
VBPs as of July 1, 2023.

These behavioral health payment reform efforts are collectively designed to fund safety net providers
transparently and sustainably, while creating greater accountability by tying payments to values
determined in collaboration with stakeholders.
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57. [Sen. Zenzinger] What are the projected increases for behavioral health rates in FY 2023-24?
How does this compare to the requested provider rate increases for physical health and long-
term services and supports?

RESPONSE

Behavioral health capitated rates for FY 2023-24 are based on past utilization and have not yet been set.
The data on which to build the rates has only recently been received and the Department will not have
projected increases until mid-April. In recent years, the capitated rates have had increases varying from
4-10%. The Department projected expenditure for behavioral health services for the FY 2023-24 request
with a related budget estimate that includes an increase of 5.3% for the capitated rates.

The Department is requesting various targeted rate increases for services reviewed by the Medicaid
Provider Rate Review Advisory Committee to ensure that all reviewed services are paid at least 80% of
the equivalent Medicare or benchmark rate. The Department requested a 0.5% rate increase for
providers not affected by other targeted rate increases. The Department also requested a 16% increase
for primary care medical providers. For home and community-based services (HCBS), the Department is
requesting an increase of 5.7% on average. For nursing facilities, the Department is requesting an
increase of 8.8% on average with variation based on Medicaid utilization. The Department is also
considering a policy that will set a floor for what providers are paid for psychotherapy and inpatient and
residential care for children for capitated rates.

58. [Rep. Bird] How do Medicaid rates impact the number of providers willing to provide
behavioral health services?

RESPONSE

In compliance with HB 22-1268, Medicaid Mental Health Reimbursement Rates Report, the Department
hired an independent auditor to do an analysis of behavioral health provider rates, which was used to
publish the Behavioral Health Provider Rates Comparison Report.'® This report also included
Department recommendations for the development of equitable payment models between Medicaid
community mental health centers and independent mental health and substance use treatment
providers for comparable behavioral health services.

The report indicates that current reimbursement rates had no direct negative impact on behavioral
health network adequacy, as the analysis shows the Department has continuously grown the behavioral
health provider network and increased rates. The report showed that the number of providers within
Medicaid’s behavioral health network has increased for every region in the state within FY 2020-21. Still,
that doesn’t mean that the Department is satisfied with our behavioral health reimbursements; there is
still work to do, given that we have less than half the available behavioral health providers in the state

16 https://hcpf.colorado.gov/sites/hcpf/files/HB%2022-1268%20Report.pdf
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enrolled in the Medicaid network. This provider engagement challenge is not specific to Medicaid; it is a
challenge across all payers. The Department continues to work on addressing this challenge, expanding
its network of available providers significantly over the last few years.

Specifically, the expansion of the Medicaid behavioral health network is a reflection of the provider
reimbursement rates available through the managed care capitation. With the support of the General
Assembly, the Governor’s Office and community partners, the Medicaid behavioral health budget has
increased by more $500 million compared to FY 2018-19. The Department 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 provide an overview of how they will
increase provider networks with a focus on substance use disorder (SUD) residential, medication
assisted treatment (MAT), intensive outpatient (IOP) services and child/youth services. The current
Medicaid behavioral health network is measured at 10,294 providers as of Sept. 1, 2022, representing
psychiatric residential treatment facilities, community mental health centers, licensed psychologists,
licensed behavioral health clinicians and substance use disorder clinics.

Despite these gains, the Department hears often from providers and community leaders that there is
more to be done and agrees that behavioral health providers have historically been undervalued and
underpaid. Even though the state is meeting minimum standards and accomplishing growth, the
Department is committed to continuing to improve behavioral health rates with the goal of building the
workforce and expanding access to comprehensive, essential, quality behavioral health services for
Coloradans. The Department is working on three efforts to support payments to providers.

First, in collaboration with the Behavioral Health Administration, the Department is in the process of
creating value-based payments and alternative payment models for safety net providers. This work
reimburses for quality and outcomes and disincentivizes volume-based billing for both essential and
comprehensive safety net providers. This provides enhanced and increased rates for providers who are
helping members stay healthy. The Department wants to ensure that any rate increases are
accompanied by increases in system capacity and patient outcomes.

The second effort is to be exploring an option to require that the RAEs pay Department-established fee-
for-service rates for certain services, such as psychotherapy services and residential treatment for
children and adolescents. This will provide additional opportunity for providers to forecast their
finances.

The third is to build out options for more providers to join the safety net and access safety net funding if
they meet state standards. These new essential safety net providers, authorized by HB 22-1278, will be
approved by the BHA and sustainably supported through Medicaid payments that are based on actual
cost of services, quality, equity, service for priority populations, as well as access to alternative and
value-based payment arrangements.
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Medicaid Behavioral Health Expenditures 2018-2025
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R10 - CHILDREN & YOUTH WITH COMPLEX NEEDS

59. [Rep. Sirota] How is the Department defining children with complex and co-occurring needs?
Who will be served by the initiatives in R10 Children with complex needs?

RESPONSE

The terminology of ‘children with complex needs or co-occurring needs’ used in R-10 is meant to be a
broad description of children who are Medicaid eligible and whose individual circumstances lead to
challenges in timely access to appropriate quality and specialty care. This budget request will benefit
children who are Medicaid members and have a need for behavioral health services. There are
situations where a child’s mental health needs are compounded with other needs, such as intellectual or
developmental delays, physical or medical limitations, trauma history, lack of family placement,
behavioral challenges, or a combination of behaviors that interfere with treatment success. Some
children have one condition that requires complex care planning, others have many conditions that are
only complex when presented together; however, all these children require additional attention to
achieve treatment success. For behavioral health services, “children with complex needs” or "co-
occurring needs” is not an eligibility criterion for obtaining services, but a recognition that sometimes
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the health and payment systems were built on the needs of the many and not the needs of individual
members.

All Medicaid members under 21, by federal policy, are eligible for Early and Periodic Screening,
Diagnostic and Treatment (EPSDT) services. This budget request specifically provides extra focus and
support for children who have not obtained treatment success to date, and/or those who get caught
between multiple state, local, and federal program supports. For children with complex needs, they and
their families and care providers are faced with challenges in the care system that other children are
not. These may include delays in discharge, multiple placements, higher utilization, need for complex
data sharing, and communications across providers that are not familiar with the child’s condition or
payment policies. The initiatives listed in R10 will help all children but will have a more profound impact
on children who have yet to achieve treatment success or are facing barriers to obtaining the treatment
that can produce the desired outcomes.

The Expanding Access to Skilled and Therapeutic Respite for Children portion of R-10 specifically serves
children and youth with intellectual and developmental delays or disabilities who have very high medical
and/or behavior support needs who are eligible for Home and Community-Based Services (HCBS)
Respite services in the Children’s Extensive Supports (CES) or Children’s Habilitation Residential Program
(CHRP) waivers.

The Department and its vendors use a collaborative case review process (known as Creative or Complex

Solutions) to assist with the needs of members with complex needs. This process does not have a set
eligibility criterion but instead seeks to support individuals who have unique or complex needs that call
for the attention of resident policy and clinical experts. This case review process is used when the
county or RAE requests additional assistance from the Department in identifying the appropriate
services and provider payments for the child. These processes bring all interested parties together to
develop a viable treatment plan for each individual member, as mandated by EPSDT — which is the right
care at the right time. This personalized group allows the participants to find out what works well from
the people who know the child the best — be it the educational system, the county child welfare staff,
providers and most importantly, the families. The treatment plans developed can assist in keeping
placement options for youth so they do not end up sleeping in county offices or in emergency
departments. The positions requested in R-10 will facilitate efforts across state agencies (HCPF, CDHS
and BHA) to create a singular case review process to better assist RAEs and counties in identifying
services for a child.

60. [Sen. Kirkmeyer] How would the department team for children with complex and co-occurring
needs that is proposed in R10 Children with complex needs interact with work at the county
level and at the RAEs to manage these populations? Is it duplicative? Will it result in increased
work for the counties and/or RAEs?

RESPONSE

For some children who are involved in multiple state and local systems, such as behavioral health,
education supports, juvenile justice, and the child welfare system, Department staff expertise is directly
required to help the child and their family find and receive treatment in a successful manner. In these
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situations, staff work closely with the counties, providers, RAEs, and other key members of the child’s
care team through a process called Creative Solutions to review and identify treatment options,
payment assurances, discharge planning, federal policy and transition care. The counties have various
roles in this process, depending on the needs of the child, and have been dedicated advocates to help
find the right care, in the right place, at the right time.

The team requested in R10 will help support these efforts, providing additional Department expertise
and technical assistance to help counties, providers and families connect youth with complex needs to
the appropriate care. This request will add FTE for the Department to engage in more assistance for
counties and enable providers and RAEs to better identify the appropriate services, case management
supports, and other state services needed for children with complex needs. This will not duplicate
existing work or require increased work from the counties or RAEs, and will help alleviate some of their
resource limitations.

61. [Rep. Bird] The Office of Community Living is not a service provider, so what would the
proposed team (in R10) for children with complex and co-occurring needs do?

RESPONSE

All Medicaid members under 21, by federal policy, are eligible for Early and Periodic Screening,
Diagnostic and Treatment (EPSDT) services. This budget request specifically provides extra focus and
support for children who have not obtained treatment success to date, and/or those who get caught
between multiple state, local, and federal program supports. For some children who are involved in
multiple state and local systems, such as behavioral health, education supports, juvenile justice, and the
child welfare system, Department staff expertise is directly required to help the child and their family
find and receive treatment in a successful manner. In these situations, staff work closely with the
counties, providers, Regional Accountable Entities (RAEs), and other key members of the child’s care
team through a process called Creative Solutions to review and identify treatment options, payment
assurances, discharge planning, federal policy, and transition care. The counties have various roles in
this process, depending on the needs of the child, and have been dedicated advocates to help find the
right care, in the right place, at the right time.

While the Office of Community Living is not a service provider, the resources requested in R10 will help
support the efforts described above, providing additional Department expertise and technical assistance
to help the counties, providers and families connect youth with complex needs to the appropriate care.
This request will add FTE for the Department to engage in more assistance for counties and enable
providers and RAEs to better identify the appropriate services, case management supports, and other
state services needed for children with complex needs. This will not duplicate existing work or require
increased work from the counties or RAEs and will help alleviate some of their resource limitations.
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CRISIS SERVICES, UNIVERSAL CONTRACT & BEHAVIORAL HEALTH ADMINISTRATION (BHA)
COORDINATION

62. [Sen. Zenzinger] Last year the general assembly passed HB 22-1214 saying that crisis services
must include services for people with disabilities, including those who are developmentally
disabled and other disabilities. How has this been implemented? What guidance has been
given? Has anyone tracked if people are getting crisis services? Also, are there loopholes that
are allowing some providers to not serve people?

RESPONSE

There are several initiatives to improve the crisis system outlined in HB 22-1214, Behavioral Health Crisis
Response System, including increasing training and technical assistance for Administrative Service
Organizations (ASOs) and contractors, more robust mobile dispatch criteria, including clarifying
exclusionary criteria to disallow rejected requests for responses to this population, and updates to the
rule volume to include language about best practices for serving this population. The directives in this
bill are being led by the Behavioral Health Administration (BHA). While the Department is not named in
the bill, we are supporting their improvements to ensure there is sustainable payment and drawdown of
federal Medicaid dollars and education of changes to the public safety net provider networks. The ASOs
under the BHA have implemented a variety of strategies in anticipation of supporting providers in
achieving best-practice service delivery with any individual in crisis. The BHA is addressing service equity
for people with disabilities by updating training standards and crisis provider contracts. They are
pursuing potential partnerships with IDD service organizations to lend their expertise and adding
specific training to all crisis staff. Once new reporting standards are in place starting in July 2023 the
Department will be able to collect data to reflect how services are being equitably provided to all
members, including the number of people with intellectual and/or developmental disabilities served.

This work also is connected to other crisis improvements outside of HB 22-1214, including the
Department’s work with the BHA to expand and standardize Mobile Crisis Response services for all
Coloradans, regardless of geography, payer, or disability. The American Rescue Plan Act (ARPA) created
some new federal standards for mobile crisis services and the Department is working with the BHA to
provide grant funding across Colorado between January and July 2023 to ensure that providers are able
to implement best practices following assessments of needs and readiness, as well as significant
stakeholder input.

The changes for the mobile crisis response multidisciplinary teams include requirements to participate in
BHA training to provide crisis services and receive an endorsement which includes training for working
with people with intellectual and developmental disabilities (IDD); traumatic brain injury (TBI); severe
mental illness (SMI); serious emotional disturbance (SED); co-occurring disorders; Deaf, Hard of Hearing
and Deaf-Blind individuals; and individuals with other cognitive needs or who reflect

neurodiversity. These trainings will also include provider training on technology used to be able to
communicate with all individuals in crisis.
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The Department relies on billing and encounter data to adequately track crisis service delivery and
reviews any reports of services that have not been delivered. Medicaid providers must adhere to
nondiscrimination standards held within the Health First Colorado Provider Participation Agreement and
ASO contract language. Providers who do not adhere to this agreement will be subject to termination as
a service provider. The improved dispatch criteria will clarify exclusionary criteria to disallow rejected
requests for responses to this population. The Department is also managing implementation of HB 21-
1166, Behavioral Health Crisis Response Training and HB 22-1189, Behavioral Health Crisis Response
Training Deadlines, which direct the Department to secure a vendor to provide extensive statewide
training to professionals who work with individuals with intellectual and developmental disabilities in a
cross-system behavioral health crisis response and comprehensive care coordination and treatment
model.

63. [Sen. Zenzinger] How will the behavioral health administrative services organizations
(BHASOs) integrate or coordinate with the Regional Accountable Entities (RAEs)?

RESPONSE

The scope of the current contract for Regional Accountable Entities (RAEs) was effective July 1, 2018,
awarded through a competitive process. It charged RAEs with the responsibility of coordinating care for
all Health First Colorado members for Medicaid covered services. The Department has crafted a draft,
new ACC 3.0 model which would be effective July 1, 2025. That draft model, which includes similar but
evolving RAE functions, has entered the stakeholder process, so its ultimate design is not yet finalized.

Concurrently, the Behavioral Health Administration (BHA) is in the planning process for the July 1, 2024,
implementation of the Behavioral Health Administration Service Organizations (BHASOs). As part of the
planning process and stakeholder engagement, the BHA is developing the roles and responsibilities for
BHASOs, especially as it relates to statewide care coordination. Under a no wrong door philosophy,
BHASOs will offer access to a behavioral health care entry point for all Coloradans regardless of payer
type (Medicaid or non-Medicaid).

The BHA recognizes that RAEs are a critical resource and partner within the safety net and is focusing on
that relationship in the BHASO planning. HCPF and BHA leadership are collaborating to identify areas
where integration or coordination among BHASOs and RAEs can be leveraged and maximized to support
the people of Colorado, while ensuring efficient and appropriate use of state and federal dollars.

64. [Sen. Zenzinger] How will the universal contract address the administrative burden of
variations in rates, billing procedures, and performance requirements across the managed
care entities?

RESPONSE

A primary goal of the design of the BHA was to reduce fragmentation and duplication within the
behavioral health system. One of the solutions for streamlining accountability and standards is to create
universal contracting provisions (UCP) that can be used for all behavioral health contracts across state
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agencies and intermediaries such as the Regional Accountable Entities (RAEs) and the Behavioral Health
Administrative Service Organizations (BHASOs).

The UCP will apply to all entities that contract with a state department for behavioral health services.
Therefore, Managed Care Entities (MCEs) are required to ensure that their subcontractors abide by the
conditions outlined in the UCP. Specifically, MCEs will require that their contracted behavioral health
service providers meet all the standards of care and performance requirements outlined in the UCP.

The UCP will align performance requirements, such as incentive programs, key performance indicators,
data collection and reporting standards across HCPF contracting agencies (i.e.: RAEs) and the BHA, and
other state agencies in future years. The provisions will also outline clearly the standard payment
methodologies, like value-based payments, alternative payment models, prospective payments, and
other payments standards, some of which are tied to the quality data and reporting.

Streamlining of billing procedures is being addressed through the Behavioral Health Claims and Eligibility
Processing project. This effort consolidates behavioral health claims and enrollment systems for public
benefits. This project will provide efficiencies by improving the member and provider enrollment
functions, as well as billing and payment capabilities for the BHA into the Medicaid Management
Information System (MMIS), managed by HCPF. The UCP will not be so specific as to determine the
specific billing submission and payment processes across MCEs, or how an individual provider or agency
manages their accounting or billing procedures.

The Department is in the process of seeking federal authority to require the RAEs to pay a minimum
Medicaid established rate for psychotherapy services and for inpatient and residential treatment for
children, which would be included in the UCP. However, the MCEs continue to have authority to make
rate determinations and retain flexibilities within their capitated budget. The UCP will not change that,
and therefore there will still be variations across payers, as there are across all health plans.

R12 - BEHAVIORAL HEALTH CLAIMS SYSTEM

65. [Sen. Kirkmeyer] How is the Department coordinating with Human Services, other
departments, providers, clients, and stakeholders to ensure that eligibility determinations,
claims processing, and data reporting for non-Medicaid behavioral health services are actually
more user friendly and efficient, rather than adding unnecessary layers of complexity?

RESPONSE

The Department is working in collaboration with the Behavioral Health Administration (BHA) to
implement a single fiscal management solution to consolidate eligibility determination, claims
processing and data tracking across both agencies by leveraging the existing Medicaid Enterprise
Solutions (MES) framework. The MES framework integrates the BHA and Medicaid programs within one
system, which simplifies the interaction for providers and eliminates duplicative processes such as
submitting data to multiple systems or having to utilize multiple data formats, creating a better user
experience. Also, the MES framework follows industry standards that have been automated to reduce
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manual processing and redundancy and will continually be enhanced to improve the experience for all
behavioral health stakeholders.

The Department and BHA developed a phased operational approach to ensure that the solution will
meet the needs of end users. This approach includes a pilot phase with a small group of BHA providers
that will begin interacting with the MES prior to the July 1, 2023, go live date. This time will be used for
the agencies, departments, and providers to test the system’s functionality, edit processes, resolve
defects, and allow time for operational change management for all stakeholders. The anticipated large
impact of change for all stakeholders will be managed by a phased approach implementation post July 1,
2023. This approach will gradually expand the program change to a larger audience to mitigate any
significant impacts or disruptions of services. Additionally, redundancies in current processes, parallel
claims encounter submissions and reporting will continue during this phased approach to ensure
accuracy and alleviate gaps in benefit services and/or data.

66. [Sen. Zenzinger, Rep. Bird, Sen. Kirkmeyer] How will we know that the information technology
systems to support eligibility determinations, claims processing, and data reporting for non-
Medicaid behavioral health services will result in financial efficiencies? What will the
Department hold itself accountable for achieving the savings? What will the affected
programs do with the savings?

RESPONSE

The Department is working in collaboration with the Behavioral Health Administration (BHA) to
implement a single claims processing and data reporting system across both agencies. This work is still
under development but is on track to be implemented by July 2023.

Using a single system is anticipated to provide significant financial efficiencies by leveraging the
Medicaid federal match as much as possible. It would create a mechanism to ensure that Medicaid
eligibility is verified for BHA programs, remove the risk of duplicative payments, and ensure that the
state leverages enhanced federal financing whenever possible. A single system will help to prevent
fraud, waste and abuse because many of the BHA-administered programs and providers serve
vulnerable populations who may be eligible for Medicaid and have a potential overlap with Medicaid. In
2016, OSPB completed a Behavioral Health Billing Analysis that recommended “OBH/HCPF should take
immediate action to significantly reduce or eliminate the payment of indigent client funding to CMHCs
for individuals who are Medicaid eligible.” An example of this is that 87% of 2020 mobile crisis visits
were deployed for Medicaid members, but a majority of the payments for these services were covered
by the BHA’s crisis budget. Implementing a single claims processing system allows state program dollars
to go further compared to other non-Medicaid programs by maximizing the ability to leverage federal
match.

Upon implementation, the Department and the BHA will track instances in which the single system
identifies duplicative billing and use that data to revise the long-term trends for the programs. This will
inform future requests for funding for these programs, to include requesting to repurpose freed-up
funding or to reduce the budgeted amounts for those programs. Since the BHA’s funding is not variable
based on utilization, any funding the BHA would save from this effort could remain within the BHA to
serve individuals who are uninsured or supporting systemwide improvements. The departments will
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provide updates throughout the implementation phase to the committee on the impact of integrating
the billing system and the financial efficiencies achieved. This will also include an evaluation of the
funding currently allocated across the agencies for the purposes of eligibility determination, claim
processing and data collection and analysis.

67. [Sen. Kirkmeyer] Are there companion requests to R12 Non-Medicaid BH eligibility & claims
from Human Services and other departments to reflect financial efficiencies achieved? If not,
why aren't the savings showing up?

RESPONSE

The Department and the Behavioral Health Administration (BHA) are in the process of implementing the
single claims processing and data reporting systems for behavioral health programs. It is too early to
project concrete savings during the development phase. Once implemented and as BHA programs
become operational within the Medicaid Enterprise Solutions (MES), the departments will evaluate the
efficiencies gained to the non-Medicaid programs by streamlining eligibility and reducing duplicative
payments across the programs. This will also include an evaluation of the administrative efficiencies. The
departments will request any resulting changes through the regular budget cycle. A key goal of
implementing a single claims processing solution is to maximize the use of Medicaid funds for all eligible
services being paid from other various funding sources.

The BHA submitted the FY 2023-24 R-1, Behavioral Health Administration Personnel, to request the
resources necessary for the BHA to be fully operational. This includes 3.0 FTE to support the information
technology infrastructure needed for its programs. Specifically, these positions support the analytical
functions, including claims/billings, data, and policy associated with the MES.

CERTIFIED COMMUNITY BEHAVIORAL HEALTH CLINIC (CCBHC) GRANT

68. [Sen. Zenzinger] Please provide an overview of the planning grant for the Certified Community
Behavioral Health Clinic (CCBHC) model. How do the values of the CCBHC model align and
differ with the state's historic approach to behavioral health? How much new money would
come to Medicaid if the state participated in the federal CCBHC demonstration program?

RESPONSE

The Certified Community Behavioral Health Clinics (CCBHC) program is a federal initiative launched in
2014 that was designed to increase access and improve the quality of community mental health and
substance use disorder (SUD) treatment services. Colorado intends to apply for a one-year planning
grant, due Dec. 19, 2022, for up to $S1M. If awarded the planning grant, Colorado would spend March
2023- March 2024 analyzing the model and determining how it could advance behavioral health care
access and outcomes. The state would then be eligible to apply for a four-year statewide CCHBC
demonstration program beginning in 2024, which provides an enhanced federal match for most services
provided in a certified clinic.
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The CCBHC model aligns with the recommendations of Colorado’s Behavioral Healthcare Transformation
Task Force and the goals of the new Behavioral Health Administration in that it was designed to provide
sustainable funding, standard data reporting, expanded service availability and state-led accountability.
Federal CCBHC standards are extensive and require CCBHCs serve all clients regardless of ability to pay.
CCBHC designation is available to a variety of nonprofit entities, including federally qualified health
centers, substance use and mental health safety net providers, and health systems, like Denver Health
which was recently awarded a CCBHC expansion grant. It is not restricted to agencies currently
designated as community mental health centers (CMHCs). Colorado currently has seven SAMHSA-
certified agencies who have received CCBHC expansion grants which help clinics develop and provide
these services independent of the state. This includes six CMHCs and Denver Health.

National evaluations and the existing Colorado CCBHCs are showing both improved access and patient
outcomes including overall health, social connectedness, housing stability and daily functioning. The
recent Impact Report showed that CCBHCs that are state-certified rather than SAMHSA-certified have
better outcomes in terms of expansion of care, increased caseloads, hiring and quality of care. The
Department plans to utilize the planning grant to define the systemic application of the CCBHC model
within the greater state behavioral health system.

The state still needs to complete several planning activities to determine if the CCBHC model fully meets
Colorado’s needs. Stakeholders and other states have identified some risks to the model that will need
to be addressed in order to secure a demonstration grant, including concerns around the connection of
state and federal policy, network expansion, and the use of value-based payments.

There are many factors that will impact how many additional federal dollars the state can expect to
receive under the CCBHC demonstration. The largest factor will be the timing of the end of the public
health emergency (PHE) and its impacts on Medicaid enrollment. There is also uncertainty in how many
entities will be certified under the demonstration. An early analysis estimates that the state would have
access to an additional SS0M-$200M over the course of four years should it be approved for a
demonstration grant.

69. [Sen. Zenzinger] The CCBHC model includes a federal cost report. Will the state shift to using
the CCBHC federal cost report? Would there be advantages in adopting the cost report now?

RESPONSE

Later this month, the Department g will submit, in collaboration with the Behavioral Health
Administration (BHA), an application for a federal Certified Community Behavioral Health Clinic (CCBHC)
planning grant. If the state is selected for the CCBHC planning grant and a subsequent demonstration
grant, the state will use the CCBHC federal cost report for entities certified as CCBHCs by the BHA;
separate cost reporting structures will remain for other safety net providers. For CCBHC providers that
are also providing state cost reports, the Department is considering a joint report and singular process,
for example for federally qualified health centers or state licensed comprehensive behavioral health
safety net providers.
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There are no advantages to moving to the federal CCBHC cost report now, as it is very intensive and
creates a high level of administrative burden for providers to complete a federal cost report that ties to
a payment model that does not currently exist within the Medicaid behavioral health program.

OFFICE OF COMMUNITY LIVING
COMMUNITY-BASED PROGRAM GROWTH

70. [Rep. Bird] What is driving the caseload increases for the various waivers? Why are these
caseloads growing faster than the general population?

RESPONSE

The Department forecasts caseload by evaluating historical enrollment and considering any policy
changes or one-time adjustments. The Department uses these factors to project enrollment growth in
caseload and waiver enrollments. The growth in caseload for home and community-based services
(HCBS) has remained constant over the past several years, staying at approximately 3% for the six
waivers that serve a cross disability population and 4.5% for the waivers serving only people with
intellectual and developmental disabilities (IDD). One factor causing the maintained increase is the
steady growth in the percentage of adults served in the community rather than institutions, with 72%
served in the community in calendar year 2016 and 78% in calendar year 2021. Additionally, from 2020
to 2050, the Colorado State Demography Office estimates that adults age 65 and older will nearly
double in population, from roughly 876,000 to more than 1.6 million. This will continue to drive growth
in caseload for the adult waivers.

Separately, it should be noted that nationwide, Medicaid enrollment has increased since the start of the
pandemic, primarily because of the continuous enrollment requirement through section 6008 of the
Families First Coronavirus Act (FFCRA). For Colorado, and any other state, to receive the temporary
Federal Medical Assistance Percentage (FMAP) increase, the state must provide continuous coverage
through the end of the month in which the emergency period ends to all Medicaid beneficiaries who
were enrolled in Medicaid on or after March 18, 2020, regardless of any changes in circumstances.
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71. [Sen. Kirkmeyer] What caused the dramatic increase in the CHRP waiver enrollment in 2018?

RESPONSE

The Children’s Habilitation Residential Program, or CHRP, was initially developed to provide residential
services for children and youth in foster care with intellectual or developmental disabilities and very
high needs. CHRP has always been the only Home and Community-Based Services (HCBS) waiver option
for out-of-home residential services for children with intellectual or developmental disabilities. Because
the waiver was limited to children and youth only served in foster care, waiver enrollment was relatively
stagnant. Historically, families who were not otherwise connected to the child welfare system would
often be forced to relinquish custody of their child in order to receive out-of-home support.

Recognizing these concerns, the General Assembly passed House Bill 18-1328, Redesign Residential
Child Health Care Waiver, to authorize the Department to make significant changes to CHRP to better
support children, youth, and their families. Under the authority of this legislation, the Department
implemented the following changes effective July 1, 2019:

e Removed the eligibility requirement that the child or youth be in foster care;

e Added two new services to support the child or youth to remain in the family home or transition
back to the family home;

e Transferred case management functions for CHRP from the County Departments of Human
Services to the Community Centered Boards (CCBs); and

e Transferred the administration of CHRP from the Colorado Department of Human Services
(CDHS) to the Department of Health Care Policy & Financing.

The Department has conducted, and continues to conduct, statewide stakeholder outreach and provider
recruitment to increase awareness of the services available in CHRP for eligible children and youth.
These changes have directly contributed to the steady year over year increase in CHRP enrollment.

Since 2019, the Department has continued to evaluate the effectiveness of CHRP in meeting the needs
of children, youth, and families and has made additional changes to the waiver which have also
contributed to ongoing growth in enrollment, including:

e Increased rates for residential services

o Allowing family members who are not the legally responsible party for the child or youth to
provide residential and respite services; and

e Increased respite unit limits.
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PRIVATE DUTY NURSING (PDN)

72. [Rep. Bird] Please discuss the Department's utilization management processes. What is the
Department doing to minimize administrative barriers that limit access to care? Does the
Department plan to expand the use of this vendor for other claims? What guardrails has the
Department put in place to ensure that the actions of this vendor are not inappropriately
denying care? Provide 2022 data on the number of private duty nursing hours that were
reduced or denied before the Department made adjustments, as well as the number of
families that were impacted.

RESPONSE
Question: Please discuss the Department's utilization management processes.

Utilization Management (UM) is a process that evaluates the efficiency, appropriateness, and medical
necessity of services or supplies and the place of service on a case-by-case basis. UM is a vital
component of a quality health care management program that ensures appropriate access to care and
reduces inappropriate costs by reviewing and identifying services that are medically necessary, include
accurate coding, are not duplicates, and are covered benefits. UM helps the Department ensure that
members have access to the right services, at the right time, in the right place, and at the right cost.

Several vendors perform UM on behalf of the Department, including a contractor who performs medical
necessity prior authorization requests (PARs) for outpatient fee-for-service (FFS) services and supplies,
including private duty nursing (PDN). Through a competitive Invitation to Negotiate process, the
Department selected Kepro to administer the FFS UM program for outpatient benefits, services and
supplies, select Physician Administered Drugs, out-of-state inpatient services (which includes PDN), and
the Inpatient Hospital Review Program, under the umbrella of the ColoradoPAR program. Kepro’s UM
and care management program national footprint includes 30 years of experience, over 10 million PARs
reviewed annually, and operations with 34 state Medicaid contracts. This is more than three times the
number of contracts held by the next largest UM vendor.

Additionally, Kepro’s provider PAR portal, known as Atrezzo, allows providers to submit requests 24
hours a day, seven days a week. During 2021, the PAR portal served over 87,000 Health First Colorado
provider users and handled, on average, over 50,000 PAR submissions monthly. The Department has
received positive feedback about Atrezzo and ease of use, and the Department is committed to
continuing to evaluate provider satisfaction on the PAR submission process.

Question: What is the Department doing to minimize administrative barriers that limit access to care?
UM programs are necessary to ensure fiscal responsibility, appropriate access to care and satisfaction of
federal requirements. However, the Department recognizes that these programs can burden providers,
so the Department is committed to working collaboratively with Health First Colorado providers and
stakeholders to evaluate and improve PAR processes and policies, while also positively impacting
member outcomes and provider satisfaction. Actions taken as part of the ColoradoPAR Program to date
to minimize administrative barriers and provider burden include:
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Configuration of Atrezzo to perform the following:
o Provider reporting tool so staff who submit PARs can better track the status of PARs
throughout the submission, review and determination processes;
o Clear confirmation that clinical documentation was successfully uploaded;
o Addition of a platform that connects users to clinical reviewers for specific clinical
questions about a review;
o A status box to provide a clear explanation of the status of the PAR in the review
process;
o Ability to create a list of preferred frequently used codes that will be available to
providers entering new PARs; and
o Improved communication to providers with clear and consistent instructions regarding
documentation and/or information needed to support a medical necessity review.
New option to request a rapid review, which are PARs that are reviewed the same day when
submitted before 2 p.m. each business day (or by the next business day when submitted after 2
p.m.). A Rapid Review may be selected when a lack of DME supplies that immediately and
adversely impacts a Health First Colorado member’s ability to perform activities of daily living,
for same day diagnostic studies required for cancer treatments, or for genetic or molecular
testing requiring amniocentesis.
Increase in the number of automated reviews, which results in real-time determinations for
select surgical procedures and durable medical equipment, prosthetics, orthotics and supplies.
Addition of several PAR questionnaires, decreasing the need to request more information from
the provider resulting in faster turnaround times.
Addition of a new Kepro escalation process for PAR inquiries.
COVID-19-related policy and PAR changes (in effect since Nov. 8, 2021) as described in a
provider bulletin on the ColoradoPAR website.
RSV-related policy and PAR changes directly impacting Health First Colorado’s pediatric
members and hospital partners which allows a real-time PAR determination for select services
and supplies needed for a timely hospital discharge for members age 20 and younger.

Dedicated stakeholder engagement meetings with specific provider groups (therapies, durable
medical equipment, private duty nursing) which resulted in changes to policy, PAR submission
improvements, and a decrease in provider complaints related to the PAR process.

Hiring a registered nurse as a Provider Relations Specialist who provides 1:1 and group sessions
offering guidance, direction and clarifications impacting dozens of DME, pharmacy, behavioral
health, imaging and other providers and hundreds of members they serve.

Question: Does the Department plan to expand the use of this vendor for other claims?

The Department selected Kepro to review ColoradoPAR services and physician administered drug (PAD)
requests, as described above. Kepro will begin reviewing Inpatient Hospital Review Program (IHRP)
authorizations on April 3, when a new version of IHRP, IHRP 2.0, is implemented. The program was
placed on hold as of April 1, 2020, in recognition of pandemic demands on hospitals, and the
Department has redesigned the program, responding to the requests and feedback from our hospital
provider partners, to be more focused and effective when it is started again in the spring.
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Specific changes to IHRP include reviewing a smaller subset of hospital admissions, performing
concurrent reviews on hospital day 6 for a subset of stays (including sepsis, cellulitis, pulmonary edema
and respiratory failure, thoracic and abdominal vascular procedures), post-admission reviews on all
stays at hospital day 30 and every 30 days thereafter, and supplementing ADT data for the RAE to
increase effective discharge planning/transitions of care.

Question: What guardrails has the Department put in place to ensure that the actions of this vendor
are not inappropriately denying care?
Kepro performs medical necessity reviews using evidence-based criteria and determines the medical
appropriateness of each service requested. As with all Department contracts, Kepro follows federal and
state rules, Health First Colorado benefits and payment policies, and complies with contractual service
level agreements (SLAs) related to turnaround times, customer service response, information system
accessibility and staffing. Examples of Kepro meeting SLAs include:
e An average speed to answer each provider call of less than one minute; Kepro has achieved less
than 16 seconds for each month from October 2021 through June 2022.
e In each month, 100% of provider telephone calls, voicemails and emails are resolved within
three business days.
e Of the 33,731 inbound calls to the Provider Call Center, 99.98% of calls were resolved during the
initial call and calls resulting in help line “tickets” were resolved within three business days
99.99% of the time.
e Over 98% of PARs must be completed within contractual requirements, and Kepro has achieved
rates at 98.3% or higher since October 2021.
e Between May 1, 2021, and June 30, 2022, Kepro approved 91% of prior authorization requests
(PARs) and had a total denial rate of 9%, a rate lower than the Department’s previous UM
vendor.

Kepro is contractually required to utilize pediatricians when reviewing PARs for members 20 and
younger. They must also employ a variety of specialists to perform PAR determinations including, but
not limited to, pediatric pulmonologists, radiologists, physical medicine and rehabilitation, surgeons,
and most recently, a speech language pathologist. Kepro has maintained a 100% specialty match for PAR
reconsideration reviews since contract implementation. Kepro must also adhere to all federal Early and
Periodic Screening, Diagnostic, and Treatment (EPSDT) requirements, and requires reviewers complete
EPSDT training upon hire and annually thereafter. Kepro also has internal EPSDT processes in place to
ensure reviewers comply with all EPSDT-related requirements.

Kepro, as a Utilization Review Accreditation Commission (URAC) accredited, certified Quality
Improvement Organization (QIO), has internal quality improvement/quality assurance and utilizes an
internal quality control process. QIOs are certified by CMS and must be recertified every five years in
order to maintain their QIO status. Kepro has increased the number of audits performed to better
evaluate compliance to state requirements and evidence-based criteria as well as identify areas of
improvement.

In addition to Kepro’s internal audit process, the Department has undertaken internal clinical reviews of
several benefit areas to investigate provider complaints and ensure that Kepro is following state rules,
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benefits and policies. For example, the Department’s team of registered nurses have performed an
independent review of 80% of all private duty nursing denials and is on track to complete 100% by the
end of December. The Department’s clinical staff have also completed 1:1 PAR submission training for
eight private duty nursing (PDN) agencies, focusing on agencies with the highest percentage of denials
compared to their peers. Additionally, the Department’s External Quality Review Organization audits
between 200 and 300 Kepro reviews on a quarterly basis.

Question: Provide 2022 data on the number of private duty nursing hours that were reduced or
denied before the Department made adjustments, as well as the number of families that were
impacted.

Between November 2021 and October 2022, a total of 852 Health First Colorado members had
submissions for PDN PARs that were analyzed by the Department. Of the 852 members:

e 88% (751) had full approval on at least one PAR.
o For members with a full approval for private duty nursing, the average was 17 and a half
hours per day.
e 14% (123 members) had a medical necessity denial, either partial or full, on at least one PAR.
o Of the 14% of members who experienced either a full or partial medical necessity
denial, the average hours denied were just over eight hours per day.
e For the members with a full medical necessity denial, the average request was for eight and a
half hours per day.
e For members with a partial medical necessity denial, the average request was for 18 hours per
day and the average approval was for 10 hours per day.

In October 2022 the Department initiated a temporary administrative approval process in response to
concerns about denials and the denial process for all PDN services. All PDN PARs will receive
administrative approval through Feb. 28, 2023. This means no PDN services are currently denied and no
members have lost services. During this time period, the Department will evaluate and remediate the
issues that were identified.

73. [Sen. Bird] The utilization management vendor is denying private duty nursing requests and
saying that nurses should delegate tasks to Certified Nurse Assistants (CNAs). What is their
authority to do that? Does the vendor have authority to force providers to delegate under
their own licenses? It seems as though the vendor is trying to force nurses to delegate tasks
that aren’t in the CNA’s scope of practice.

RESPONSE

The Utilization Management (UM) vendor uses Department regulations when reviewing private duty
nursing services. The Private Duty Nursing (PDN) benefit allows for skilled face-to-face nursing that is
individualized and continuous and is not available under the home health benefit. Members using this
benefit require the continuous care of a Licensed Practical Nurse (LPN) or Registered Nurse (RN). Skilled
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nursing assessment, planning, intervention and evaluation are implemented continuously.
Documentation submitted by the Home Health agency reflects the continuous nature of the care.

The home health benefit includes intermittent skilled nursing and Certified Nurse Aide (CNA) care. This
benefit supports the intermittent medical needs of members and is generally focused on providing
nursing care to complete a task. Assessment, planning, intervention, and evaluation that is intermittent
or performed once per task or shift. Documentation reflects the sporadic nature of the care.

In addition to skilled nursing, the benefit allows CNAs to provide additional care within the scope of their
practice and, in some cases, agencies can decide if delegation is appropriate. When reviewing private
duty nurse (PDN) service requests, the UM vendor reviews the submitted plan of care (POC) which
outlines the medical interventions necessary to support the member’s needs as ordered by the medical
provider. In the POC, there may be interventions that can be done under the CNA scope of practice.
Within the Nurse Aide Practice Act, Title 12 describes delegation, which may be in place in certain home
health agencies. There are also interventions that can be performed by a nurse on an intermittent basis
and are not continuous in nature.

The UM vendor recommends consideration of other potential benefits, including CNA and intermittent
nursing services, to meet the member’s needs when continuous face-to-face nursing requirements are
not met. The UM vendor does not have authority to make determinations on who “should” care for
members. Home health agencies determine what, if any, delegation occurs with their staff based on
authority.

The Department has worked directly with individual home health providers to provide training including
a review of PDN and intermittent nursing benefits as well as necessary documentation to identify the
continuous nature of the care being proposed in the POC.

74. [Rep. Bird and Sen. Zenzinger] What is driving the decrease in utilization of private duty
nursing services? Does it relate to workforce challenges?

RESPONSE

There are likely two main factors driving the 2.2% decrease in overall utilization of private duty nursing
(PDN) services, though it is important to note that there has been no decrease in the utilized hours per
day per member. One of those factors very likely relates to workforce challenges. The COVID-19
pandemic has resulted in unprecedented workforce shortages across the health care industry. Mothers
have left the workforce at four to five times the rate of fathers; through COVID-19, women in the
workforce were reduced to levels not seen since the 1980s. About 90% of nurses are women.

The Department is working closely with other state agencies to help address these challenges.
Collaboration with other agencies such as the Department of Regulatory Agencies (DORA), the Colorado
Department of Public Health & Environment (CDPHE), and Colorado Community College System (CCCS)
allows for cross state agency workforce strategies, as each agency is responsible for a different piece of
the solution. There have been several recent bills that focus on expanding the state’s nursing workforce.
The efforts include fee relief for nurses and nurse aides (HB 22-1298), re-engagement grants for licensed
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nurses, full tuition assistance for certified nursing assistants (CNAs) (SB 22-226) and building streamlined
pathways for licensed practical nurses (LPNs) to earn their Bachelor of Science in Nursing (BSN) degree.
While these bills are being led by other state agencies, the Department is highly engaged with the
implementation and the communications, most especially around SB22-226, to ensure Medicaid
providers and our members benefit from this legislation.

Another trend that likely is contributing to the decrease in overall utilization is the shift of some
members from PDN services to In-Home Support Services (IHSS). IHSS is a participant-directed service
delivery option that allows participants to direct their services. The member or their Authorized
Representative (AR) has flexibility and control over their services through IHSS and is encouraged to
select, train, and manage attendants. For IHSS, the Nurse Practice Act (NPA) is waived, which allows
members and their families to broaden their search for caregivers