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This report contains recommendations from the Community Living
Advisory Group to the Governor of Colorado for improving the state's
system of long-term services and supports.
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Foreword from Senator Betty Boyd, Chair
On behalf of the Community Living Advisory Group, its subcommittees, and work groups, I am
excited and proud to deliver this report to the Governor and to the Executive Directors of the
State Departments of Health Care Policy and Financing, and Human Services. The Governor
(Executive Order D 2012-027) challenged us to recommend changes for a long-term services
and supports (LTSS) system that is responsive, flexible, accountable, and self-directed. I hope
the reader will see in these pages our foundational commitment to person-centeredness and
self-direction in Colorado’s LTSS system.
The intention of these recommendations is to create a LTSS system that responds to the
needs of all people, regardless of where they are on the age/ability continuum. We also
believe that all parties in Colorado's LTSS system share a responsibility to use resources
wisely: Coloradans who receive LTSS, the entities that offer and administer those services,
and the entities that provide them.
The variety of stakeholders participating in the Advisory Group and its sub-groups included
consumers, family members, other caregivers, advocates, providers, state and local agencies,
and legislators. Throughout this process, we maintained the goal of transparency with all of
our stakeholders.
The work that went into developing these recommendations has been nothing short of
monumental. The Advisory Group met and worked for two years, created six subcommittees
and several work groups that worked very hard to research efforts and innovations within
Colorado and across the nation, polled constituents for input, and presented draft
recommendations to the Advisory Group for consideration. Altogether more than 190 people
contributed more than 3,000 hours of work on this report.
I thank all those who contributed their time, energy, and expertise to help create this
forward-thinking report.

Senator Betty Boyd
Chair, Community Living Advisory Group
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Preamble: A Declaration of Shared Principles
We, the members of the Community Living Advisory Group, share a common set of
deeply held beliefs about how Coloradans should be able to access and direct longterm services and supports (LTSS) and about how Colorado's system of LTSS should
help individuals lead happy, successful lives as full members of their communities.
We believe that all Coloradans have the right to live, work, play, and learn in
communities of their choice as fully participating, contributing, and valued members
of our society.
We believe that all Coloradans have the right to live a life based on inclusion, not
segregation.
We believe that Colorado’s LTSS system should respond to the needs of people,
regardless of where they fall along the age/ability continuum.
We believe that all Coloradans should have access to the LTSS they need without
having to impoverish themselves.
We believe that all parties in Colorado's LTSS system share a responsibility to use
public dollars wisely: Coloradans who receive LTSS, the entities that offer and
administer those services, and the entities that provide them.
We believe that Coloradans who receive LTSS have the right to direct those service
and supports for themselves.
We believe that Colorado's LTSS system should be fundamentally person-centered and
built on a foundation of consumer choice, cultural competency, dignity, respect, and
freedom.
We believe that Colorado's LTSS system must offer the right services, at the right
time, in the right amount, for the right length of time, in a place of the individual's
choosing. We believe that decisions about what is appropriate should be made by
individuals, not by the system.
We believe that Coloradans who receive LTSS deserve to chart their own destinies – as
all Coloradans do, regardless of age or disability.
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Recommendations
Colorado has historically been a leader among states providing long-term services and
supports (LTSS) to people with all types of disabilities, enabling them to live in the
community among family and friends. Shortly after 1915(c) home and communitybased services (HCBS) waivers became available to states in the early 1980s, Colorado
obtained approval for the second and sixth waivers granted by the Centers for
Medicare and Medicaid Services (CMS), first for individuals with developmental
disabilities and then for individuals who are older, blind, or disabled. In the early
1990s, Colorado became one of the first states to implement a single entry point (SEP)
system, using a network of entities to determine eligibility for Medicaid and
functional eligibility for most of its waivers. Today, Colorado is one of only three
states to have a 1915(c) waiver that provides services to individuals with serious
mental illness.
While Colorado can take great pride in its past leadership in this area, the state must
also recognize that its existing system is ill equipped to meet the challenges of the
21st Century. For example:


As the state's population grows, and there are more Coloradans who are older
and/or have disabilities, the demand for LTSS will grow dramatically. This will
place considerable strain on the state's LTSS workforce, its supply of adequate
and affordable housing, and its transportation systems.



Colorado's LTSS system is highly fragmented, making it difficult to deliver the
coordinated, quality services that lead to better outcomes for consumers and
sustainable costs for the state.



Coloradans often do not know what services are available to them, or how to
navigate the state's confusing LTSS system.



The state's LTSS system is not sufficiently person-centered in that it does not
uniformly provide opportunities for choice, control, and self-determination.

Recognizing the shortcomings of the state's LTSS system, Governor John W.
Hickenlooper issued an Executive Order in July 2012 (2012-027) that created the
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Office of Community Living within the Department of Health Care Policy and
Financing (HCPF). The Order notes the need for a "strategic vision that will improve
outcomes, recognize limited resources, break down silos, and promote self-direction
and person-centered care."
The Governor's Order gives clear direction to HCPF to redesign all aspects of
Colorado's LTSS system. It requires coordination among all related state agencies
including, but not limited to, HCPF, the Department of Human Services (CDHS), the
Department of Public Health and Environment (DPHE), the Department of Regulatory
Agencies (DORA), and the Division of Housing (DOH) within the Department of Local
Affairs (DOLA).
The Governor's Order also created the Community Living Advisory Group. The
Governor charged the Group with recommending ways to reform the state's LTSS
system. According to the Order, these recommendations were to be delivered by
September 30, 2014, to the Governor and to the Executive Directors of HCPF and
CDHS.
In 2013 the Colorado General Assembly passed a joint resolution (HJR 13-1023) that
endorsed the Advisory Group's charge as expressed in the Executive Order and
supported the underlying values of person-centeredness and self-determination. The
passage of this resolution indicates strong legislative commitment to the steps needed
to transform Colorado's LTSS system.
This report presents the final consensus recommendations of the Community Living
Advisory Group and its subcommittees, which have met in person each month since
August 2012. It represents more than 3000 hours of work by 190 stakeholders, with
regular input from the wider public. Each subcommittee was co-chaired by a
consumer or advocate and by a staff person from a Colorado state agency – HCPF,
CDHS, or DORA.
In formulating our recommendations, we have been guided by a unifying commitment:
to ensure that Coloradans who need LTSS get the right services at the right time in
the right amount for the right length of time in a place of their choosing. We have
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also been guided by a deep commitment to the core principle of person-centeredness,
and to the related principles of self-determination and consumer direction.
Person-centeredness should serve as the foundation for all LTSS in all models of
service delivery. A person-centered system sees each person as multi-faceted rather
than defined solely by the age or disability he or she happens to have. As a tool to
support system-wide person-centeredness, person-centered planning should be
interactive and proactive, building upon a consumer's preferences, strengths, and
goals to create an individualized support system. It should also be culturally
responsive – written in the individual's preferred language, using person-first language
and examples that reflect the individual's sense of cultural identity.
Self-determination is the value that should shape all services in a consumer's personcentered plan. The view of self-determination we have adopted here has six
components:


The freedom to decide how a person wants to live his or her life



Authority over an individual budget



The supports necessary to organize one's life in a meaningful way



A responsibility to use public dollars wisely



A recognition that individuals with a wide range of disabilities can contribute in
meaningful ways to their communities



A confirmation that individuals have important roles to play in a reformed LTSS
system

Consumer direction emphasizes the power of people with disabilities to assess their
own needs and make choices about the services that would best meet those needs. In
a consumer-directed system, individuals have the option to choose their service
providers; to manage how, when, and where their services are delivered; and to
monitor the quality of those services. Consumers have control over whether they
direct their own services at all. If they choose to direct their services, they control
the extent of that direction. Programs should thus be designed so that consumers can
elect the traditional agency model for some or all of their services. When consumers
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exercise full self-direction, they (or their representatives) manage all aspects of
service delivery, including the use of individual budgets.
The Advisory Group had six subcommittees. The names of those subcommittees, and
their respective charges, appear below. The members of the Group and its
subcommittees can be found in Appendix A.


Care Coordination:
o Make care more effective by reducing duplication and gaps in care
coordination.
o Gather data about consumer experience, quality of care, and quality of
life.



Consumer Direction:
o Support the implementation of full choice across all Colorado LTSS.
o Promote the inter-related (but distinct) concepts of self-determination,
consumer direction, and person-centeredness.



Entry Point/Eligibility:
o Improve entry point functions in the LTSS system.
o Improve determinations of Medicaid eligibility and service level of need.
o Explore the feasibility of presumptive eligibility.



Waiver Simplification:
o Increase the array of services available to consumers by simplifying the
state's HCBS waiver system.
o Make person-centered changes to the assessment and service planning
process.



Workforce:
o Develop a workforce training program.
o Professionalize the LTSS workforce by improving pay, standards, and
supporting technology.
o Improve the supports provided to family caregivers.
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Regulations:
o Harmonize and simplify LTSS regulations to eliminate redundancy and
conflict.
o Build a regulatory foundation that supports self-determination,
consumer direction, and person-centered practices.
o Integrate and consolidate rules into a consistent, comprehensible body
of regulations that enable individuals who receive LTSS to live
independent, meaningful lives.

The Advisory Group as whole also considered recommendations on housing and
employment.
We have taken several steps to make this report as reader-friendly as possible:


We have organized the recommendations according to broad topic areas, which
largely reflect the subcommittees they originated from.



Where recommendations have overlapped, we have combined them.



For each set of recommendations, we have provided a brief context and
rationale, often with links to publicly available documents prepared by
government agencies. Links to supporting documents prepared by the Advisory
Group or its subcommittees can be found in Appendix C.



For readers who wish to see all of the recommendations in a compact format,
we have included "Recommendations at a Glance" in Appendix B.



Rather than define all words and phrases that are specific to the domain of
LTSS in the text, we have included a glossary.

IMPROVE THE COORDINATION AND QUALITY OF CARE IN THE LTSS SYSTEM
To remain independent and healthy, all individuals and families need coordinated
care from multiple providers, including general practitioners, specialists, dentists,
pharmacists, personal care attendants, and the "natural supports" provided by family
and friends. Robust care coordination thus extends beyond the typical consultation
between a primary care practitioner and specialists to include cross-system
coordination.1 Person- and family- centered care coordination requires matching the
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appropriate level, type, and timing of services and supports to the needs of
individuals and families. Poor care coordination poses particular risks for individuals
with chronic physical, developmental, functional, and/or mental health challenges.
Members of these groups must often depend on a family member to identify and
coordinate the multiple sources of care they need. This can lead to an inefficient use
of resources as well as to compromised quality and increased costs – for individuals,
families, paid providers, and society as a whole. By contrast, good care coordination
can produce a number of positive outcomes, including decreased visits to emergency
departments, reductions in hospital stays, better integration with the community,
more stable families, reduced costs, and better clinical outcomes.2 Better care
coordination can also reduce the likelihood that individuals will develop acute needs
that increase their risk of institutional placement. It can also help individuals
cultivate expertise in their own health care and become more responsible consumers
of health-related services.
To improve care coordination in the state, we recommend that Colorado implement
the changes we describe below.
Develop a single, unified care and service plan that can be widely shared
To support care coordination and optimize health and wellness outcomes, Colorado
should develop an electronic record system that captures information on medical
services and LTSS – what we will call a single, unified care and service plan record
(CSPR). To support transparency and empowerment, consumers should own their
CSPRs and have the authority to share their CSPRs with family members and
providers, both paid and unpaid. CSPRs should identify the outcomes that consumers
and their care team wish to achieve, and they should allocate responsibility for
achieving those outcomes. CSPRs can eliminate the need for individuals and families
to "tell their stories" repeatedly to a succession of new providers. CSPRs could play a
vital role in emergency situations, when individuals are especially vulnerable to hasty
transitions across systems.
To develop CSPRs, Colorado must create the data infrastructure that allows these
plans to be updated in real time. To help lay the groundwork for CSPRs, Colorado
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should leverage the Testing Experience and Functional Assessment Tools (TEFT) grant
it has recently received from CMS, along with other data-oriented initiatives that help
the state create personal health records that can be shared across provider systems,
including those that provide LTSS.
Coordinate transportation services and funds and align policies across
transportation systems
By connecting individuals to vital health and social services, an effective
transportation system can help individuals preserve and improve their independence
and decrease the likelihood of institutionalization. To improve transportation services
in the state, Colorado should:


Develop a simplified, streamlined system of transportation in each region, with
harmonized requirements for reporting, funding, and eligibility.



Develop innovative approaches to achieving customer satisfaction and to
improving efficiency and effectiveness – for example, by pooling operations and
by creating regional transit passes.



Support collaborative short- and long-range planning at the state, regional, and
local levels.

Improve LTSS price, quality, and performance data and make those findings publicly
accessible
Currently, consumers and families often lack the information they need to make
fundamental life-decisions about providers, services, and settings. Indeed, consumers
often know little about the range of settings in which they can receive LTSS, about
the performance of providers, or about the costs of services. Consumers and families
need timely access to accurate, comprehensible information that addresses their
specific needs.
To help consumers make better decisions about LTSS, Colorado should take several
steps to improve the quality and availability of LTSS data:


Update the "Quality Strategy" report issued by HCPF in 2007 to include
consumer input.
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Under HCPF's Quality and Health Improvement Unit, establish one or more
standing Joint Quality Committees that include staff from HCPF and LTSS
consumers.



Develop standard LTSS metrics and surveys, with feasibility testing and
technical assistance as needed.



Give individuals and families the information they need to consider all possible
discharge and transition options, including information about home and
community-based settings and information about qualified, quality providers.



Improve LTSS cost and quality performance data and make information
available online so consumers and families can "comparison shop" among
providers and services across the spectrum of home- and facility-based options.
In order to promote the continuous improvement of service quality, the state
should share these data with a range of stakeholders, including consumers,
LTSS workers and the agencies that employ them, and key state agencies.

Colorado should identify ways for consumers to monitor and evaluate the quality of
LTSS from their perspective. As soon as technically feasible, the state should make
the changes we have described to its data collection and reporting systems and use
those systems to engage in continuous performance improvements.

STREAMLINE AND SIMPLIFY ACCESS TO LTSS
Colorado's LTSS system has evolved in an uncoordinated fashion, with little
collaboration among provider entities. Some entities determine financial eligibility
while others determine functional eligibility. Moreover, as we noted in the section on
care coordination, multiple agencies serving the same client often lack the technology
they need to share vital information. This severe fragmentation has made it difficult
for individuals and families to navigate the system and get the services they qualify
for in a timely manner and in ways that meets their needs and preferences.3
To improve its entry point and eligibility systems, we recommend that Colorado
implement the changes we describe below.
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Create comprehensive access points for all LTSS
All Coloradans would benefit from being able to access LTSS through common entry
points, where they can obtain information and assistance and be assessed for
community LTSS, regardless of age or existing disability. Colorado should make all
LTSS accessible through a network of comprehensive access points. These access
points would assess level of need and provide options counseling to help individuals
choose the best service delivery model. Ultimately, a single agency should determine
eligibility for particular programs. Once their eligibility has been determined,
individuals should have the freedom to choose their case management agency. This
arrangement would allow case managers to act more as partners with consumers than
as gatekeepers of services. In addition, case managers would be able to conduct
quality assurance to verify that consumers are receiving services as they expect.
In some cases it may be impractical to separate the functions of eligibility
determination, case management, and service provision – for example, in rural and
frontier areas, where there are few provider agencies. In those cases, it will be vital
to erect "firewalls" within agencies to ensure that conflict of interest is minimized. A
successful separation of entry point functions and case management responsibilities
will require Colorado to provide adequate funding to support both functions.
Create and fund a system of LTSS that supports individuals of all ages with all types
of insurance
By 2035, one in four Coloradans will be age 60 or over. Currently, the fastest growing
segment of the state's population is age 85 or older4. Like younger individuals with
disabilities, seniors will want to remain in their communities among family and
friends. While Medicaid funds a range of community LTSS, those services are limited
to individuals whose incomes are low and whose needs are high. To meet the LTSS
needs of all Coloradans, the state should design, fund, and administer a LTSS system
that makes services available to individuals who are not Medicaid-eligible, before
their needs become acute enough to require an institutional level of care and before
they become financially needy. This will require the state to use scarce public dollars
intelligently and flexibly.
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To meet the LTSS needs of all Coloradans in an open, inclusive way, the state should:


Increase the range of non-Medicaid services available in the community.



Increase funding under the Older Coloradans Act, which supports a variety of
services that help seniors live independently, including home-delivered meals,
meals at nutrition centers, transportation, and in-home services.



Provide "Older-Coloradans-Act-like" services to people younger than 60 who do
not receive Medicaid, including meals, transportation, legal assistance, home
modifications, homemaker, and personal care.



Develop new programs and services to complement existing Medicaid-funded
LTSS, including Medicaid-funded home-delivered meals.

Strengthen collaboration between statewide agencies and local Area Agencies on
Aging (AAAs)
Creating a system of LTSS that can serve Coloradans across the life span will require
close collaboration among agencies at the state and local levels. To this end, the
state should:


Support collaborations between the AAAs and HCPF on programs such as
Colorado Choice Transitions (CCT), the state's name for the national Money
Follows the Person (MFP) grant program, which helps individuals transition from
nursing homes into the community.



Encourage the ongoing efforts of the state unit on aging (SUA) to partner with
foundations and other private-sector organizations that support programs for
seniors and individuals with disabilities.



Promote a coordinated and sustainable approach to the design, funding, and
administration of LTSS programs.

Conduct a pilot study of presumptive eligibility for LTSS
Once individuals with disabilities apply for publicly funded services, it often takes
months to fully certify their financial and functional eligibility. In the meantime, their
situations often worsen, and families enter a period of crisis that leads to more
intensive or costly care. One way to minimize the risks of lengthy waiting periods is to
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use preliminary screens to grant "presumptive eligibility."5 Colorado should thus
undertake a pilot study of presumptive financial eligibility for LTSS in three areas of
the state – urban, rural, and frontier. The initial pilot should focus on individuals who
are discharged from hospitals or who are seeking hospice services. This pilot should be
evaluated to determine whether presumptive eligibility should be implemented for all
LTSS.
Develop training modules for individuals working in entry point agencies and
financial eligibility agencies
Colorado should develop training modules for staff who work in agencies that
determine functional and financial eligibility. These modules should address
technical, interpersonal, and personal competencies through online-training modules;
one-on-one trainings within agencies; and annual trainings hosted by HCPF and shaped
by guidance from consumers and agencies. On an ongoing basis, consumers and
agencies should evaluate the effectiveness of these modules and make any necessary
changes.
Create a toll-free hotline to help individuals and families learn about LTSS
To help consumers access LTSS more easily, Colorado should create a toll-free hotline
that individuals can use to learn about their options for LTSS, regardless of how those
services are funded. This toll-free number should link individuals to an agency with
cross-system knowledge within their general geographic area. That agency, in turn,
should provide individuals with options counseling on all available services. It should
also provide "warm transfers" to the eligibility/entry point agency for that service.

SIMPLIFY THE STATE'S HCBS WAIVERS
The state's system of waivers for home and community-based services (HCBS) has
become excessively complex. With 11 waivers offering different service packages, the
system often fails to meet the needs of individuals and families, and it has become
cumbersome for the state to administer.
To simplify its waiver system, we recommend that Colorado implement the changes
we describe below.
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Amend the Medicaid State Plan to include an essential array of personal assistance
services
HCBS waivers were designed to augment the medical and health-related services
provided in the Medicaid State Plan. Waivers have allowed many Coloradans to live
successfully in their communities. However, many individuals who need LTSS do not
have access to waivers, and their total needs often cannot be met by State Plan
services alone. Indeed, the Colorado Medicaid State Plan limits or excludes many
services that are necessary for people to live independently in their communities of
choice. Notably, the State Plan does not include personal assistance services such as
housekeeping and home modifications. Despite Colorado's historical leadership in
community-based LTSS, the state has not added these essential services to its State
Plan.
We therefore recommend that Colorado expand its Medicaid State Plan LTSS benefits
to include personal care, homemaker services, health maintenance, behavioral
supports, and mental health services, and it should make these services available
regardless of diagnosis. To provide these services, Colorado could adopt the
Community First Choice (CFC) State Plan option, which provides an enhanced federal
match to states that offer self-directed personal assistance services. The feasibility of
this option was recently examined in a report by Colorado's CFC Council, which
consists of consumers, advocates, and state staff.
Give participants in HCBS waivers the option to self-direct their services and to
control an individual budget
Choice and control are vital components of any LTSS system, and consumer-direction
has been shown to work well across the United States.6 Participants should have a
range of options, from full consumer direction to full support by approved agencies.
Participants who choose not to employ staff themselves should be able to choose
between approved fiscal agents and employers of record.
Tailor case management to individual needs and preferences
The case management Colorado currently provides in its HCBS waivers varies from one
waiver to another. In some waivers, the ratio of consumers per case manager is simply
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too high to support a responsive, person-centered system and person-centered
planning. Moreover, case management is often designed and delivered under a “onesize fits all” model, where regulations prescribe the number of annual contacts
between a case manager and the person supported – regardless of what the consumer
may need or prefer. In some waiver programs, consumers can choose their case
management agencies, while in others they have no such choice.
In their current forms, case management systems in Colorado face a number of
structural challenges, including high staff turnover; variability in the adoption of
person-centered planning approaches; variability in the roles of a case manager (e.g.,
gate-keeper versus advocate; administrator versus service broker); and inconsistency
in the training and qualifications of case managers.
To remedy these problems, Colorado should restructure its case management system
so that:


Clients have as much as choice as possible.



The level of case management is tailored to the individual needs and
preferences of the client and/or family.



Training and consumer-to-case manager ratios are low enough to support a
responsive, person-centered system.

Develop a new universal assessment tool to establish LTSS eligibility and to facilitate
a person-centered process for all children and adults.
Colorado currently uses a single assessment tool to determine eligibility for all HCBS
waivers – the Universal Long-Term Care (ULTC) 100.2. Approximately 30 other
instruments are used for supports planning, resource allocation, transition support,
and the setting of rates for services. The ULTC has a number of important limitations.
It focuses primarily on activities of daily living (ADLs) such as bathing, eating, and
dressing; it does not assess memory and cognition; and it does not easily support
person-centered planning. As articulated in a recent Final Rule by the Centers for
Medicare and Medicaid Services (CMS), person-centered planning is now a requirement
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for all Medicaid-funded LTSS. This new tool could also be used to inform the
determination of individual budgets.
Continue to implement the plan described in the waiver simplification concept paper
Colorado should continue to implement the changes articulated in the waiver
simplification concept paper that HCPF submitted to CMS in November 2013. A copy
of the concept paper can be found by following the Internet link in Appendix C.
In particular, initial waiver redesign efforts should have the following goals:


Design a single waiver for adults with intellectual and developmental
disabilities (I/DD) to replace the HCBS DD (Residential Habilitation) and
Supported Living Services waivers.



Create a new waiver to support older persons, adults with brain injury, spinal
cord injury, physical disabilities, and mental illness to replace the current
system of separate waivers for these populations.



Create a new waiver for children with I/DD to replace the current Children's
Extensive Supports waiver and the Children's Residential Habilitation Program
waiver.



Amend the State Plan to address the needs of families and children with lifelimiting illnesses, including the needs for palliative care and family
bereavement services and/or children with other medically complex
conditions.

These initial design changes will help modernize the state's waiver system and permit
greater flexibility and individualization of supports and services.
The Children with Autism Waiver could be eliminated if appropriate treatment
benefits are covered through the Medicaid EPSDT (Early and Periodic Screening,
Diagnostic, and Treatment) benefit, and if HCPF develops an implementation plan
based on the recent guidance from CMS. Before Colorado amends its State Plan to
include additional services, it should carefully examine its existing waivers to ensure
that all essential services will be available, either in waivers or in the State Plan. The
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state should modify its Medicaid buy-in option so that all families have access to
needed services for children, regardless of income.
Provide a core array of services across all Medicaid HCBS waivers
Across populations, Colorado’s current waivers offer a range of services with similar
names but different definitions. For example, current waivers limit the availability of
respite to certain populations and restrict employment-related services to persons
with I/DD. In addition, the current service definitions are too prescriptive. While
individual needs and preferences will vary, a core array of services and benefits
should exist in all waivers, with definitions that provide as much flexibility as
possible.
All Medicaid HCBS waivers should include the following array of services and supports:


Personal support for ADLs and instrumental activities of daily living (IADLs),
including decision making and support for health and safety (if not available in
the State Plan)



Health maintenance (if not available in the State Plan)



Homemaker services (if not available in the State Plan)



Behavioral supports (if not available in the State Plan)



Personal coaching to develop goals and explore options



Respite support for caregivers



Therapeutic respite



Home modifications



Technology



Non-medical transportation



Vehicle modification



Community and personal engagement, including support for employment and
peer mentorship

Definitions of these services and supports can be found by following the Internet link
in Appendix C.
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Address essential life domains in person-centered planning
Colorado's current HCBS waiver system limits the choices consumers have about how
and where to live their lives. Residential options are restrictive and often focused on
protection. Individuals who live in group settings seldom have choices about the
people with whom they live or how they spend their time. Congregate environments
limit community integration. Too often, all forms of risk are equated with danger.
The recent Final Rule by CMS defines home and community-based settings to require
that individuals have more independence, control, and opportunity. As noted earlier,
the same rule requires states to implement person-centered planning in all aspects of
HCBS delivery, so that plans consider the strengths, needs, preferences, and choices
of every individual.
In light of these concerns, person-centered planning for all services in Colorado should
address three essential "life domains":


Living arrangements



Health and safety



Community integration

In all three life domains, special consideration must be given to the needs,
preferences, and choices of families whose children need LTSS. More detailed
discussion of these life domains can be found by following the Internet link in
Appendix C.

GROW AND STRENGTHEN THE PAID AND UNPAID LTSS WORKFORCE
Between 2010 and 2020, the number of individuals in Colorado who are 65 and older
will increase by more than 60 percent and continue increasing for decades. If present
trends are any guide, many of these individuals will have disabilities. 7 To remain
independent in their communities of choice, many of these individuals will need
LTSS.8 National trends closely reflect those in Colorado: According to the Bureau of
Labor Statistics (BLS), the size of the personal care workforce during the same time
period will increase by 70 percent – by far the largest projected growth of any healthrelated profession. To meet this growing demand, the state must improve the size,
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stability, and professionalism of its LTSS workforce. The state must also recognize
that the composition of its LTSS workforce is highly varied, and includes certified
nursing assistants, home health aides, personal care aides, caregivers, and respite
providers, along with family and other unpaid caregivers.
To develop its LTSS workforce, we recommend that Colorado implement the changes
we describe below.
Develop a core competence workforce training program for LTSS workers
Colorado should develop workforce trainings designed to improve the core
competence of workers who provide LTSS. These trainings should be fundamentally
person-centered and should be developed in partnership with consumer groups. The
state should develop modules on topics such as care planning concepts in HCBS
settings versus facility settings, person-centered planning, and tools to support
consumer choice and control.
Design specialized trainings on critical workforce service areas
With the input of consumers, the state should adapt existing training materials or
develop new training modules in specialized areas – for example, dementia,
behavioral supports, and respite care.
Professionalize the paid LTSS workforce
To expand the capacity of the state's LTSS workforce, Colorado should develop
recruitment and retention strategies to grow the workforce, promote career
opportunities, increase the quality of services that individuals receive, and increase
the pay of professional LTSS workers.
To professionalize the state's paid LTSS workforce, Colorado should:


Explore the creation of a universal job description for paid caregivers that
reflects a broad based knowledge and skill set applicable to different
populations and community-based settings.



Stay abreast of developments in the Department of Labor (DOL), especially
the implications of the recent Final Rule extending wage and overtime
protections to individuals who provide a wide range of domestic services.
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Study the legal, regulatory, and policy barriers that make it difficult to train
and retain the LTSS workforce.



Investigate strategies to relieve the debt that students incur while training
to be LTSS workers.



Develop training and support for unpaid caregivers.



Investigate ways to make direct care training and certification more
affordable by partnering with existing home care worker programs through
community colleges, state Workforce Centers, and other related avenues.



Conduct a marketing campaign with the partners named above to focus on
the merits and professionalism of LTSS work, to promote the value and
viability of this work as a career.

Provide respite for caregivers
Individuals who provide paid and unpaid care to older adults and individuals with
disabilities often work long hours and perform physically and mentally demanding
tasks. To help alleviate these demands – and thus preserve and grow the workforce –
the state should:


Develop respite caregiver trainings.



Expand the availability of respite.



Remove barriers that make it difficult to provide or receive respite.



Expand the definition of respite to include alternative models such as the "bed
and breakfast" model, which gives individuals with mental illness and their
families the opportunity for "respite from each other" – to stay for short periods
in alternative community settings, with the appropriate supports.



Explore ways to provide benefits to the direct care workforce, including regular
pay raises based on performance, retirement plans, vacations and holidays, and
opportunities for professional development and career advancement.

HARMONIZE AND SIMPLIFY LTSS REGULATIONS
The regulations that govern LTSS in Colorado are codified in several places. For
example, provider qualifications for I/DD services are established in two sets of
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regulations: those governing home care licensure (primarily at 6 CCR 1101-1 Chapter
XXVI) and those governing the Medicaid program (primarily at 10 CCR 2505-10).
Qualifications are also established in the applications for Colorado's 1915(c) waiver
programs. Often these qualifications are redundant or contradictory. DPHE rules focus
mainly on health and safety, and they do not permit consumers to exercise much
choice and control over how they live their lives. This regulatory paternalism is not
person-centered and is thus inconsistent with the fundamental principles of selfdetermination and self-direction.
To harmonize and simplify its system of LTSS regulations, we recommend that
Colorado implement changes we describe below.
Change regulations to support community living
To live full, independent lives in the community, individuals must be able to access
the health-related services they need from the people they interact with most often,
and with the assurance that these services are appropriately delegated and
supervised. Colorado's Nurse Practice Act (NPA) may not always meet the needs of
individuals who choose to live in their communities. The provider requirements
established by HCPF in Medicaid HCBS waivers can differ markedly from those
established by DPHE and DORA, which control licensure. Providers thus lack clarity
about liability, and services defined as requiring “skilled” administration are often
simply unavailable because the cost of scheduling skilled support on an intermittent
basis is prohibitive.
To facilitate access to community services and to ensure appropriate oversight and
supervision, Colorado should:


Review and consider changing the licensure requirements for agencies that
provide community-based or in-home services.



Implement changes to, or waivers of, scope of practice requirements.



Clarify the rules that govern delegation by nurses.



Align the NPA with the needs of consumers living in their communities.
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Require system-wide name and background checks
Colorado regulations are currently inconsistent about the requirements for the
background checks that must be run on providers. For example, there are different
standards for the owners of agencies and the workers who provide direct care. These
standards should be consistent. They should require each worker to provide his or her
name, aliases, Social Security number, date of birth, and address. Administrators and
managers should also be required to provide fingerprints, which should be checked
against federal and state databases.
Create a registry of workers who provide direct services to LTSS consumers
Consumers place great trust in the workers who provide them with care. To help
individuals enjoy safe, self-determined lives, Colorado should develop a registry of
workers who provide direct services to LTSS consumers. This registry should identify
perpetrators of substantiated MANE (maltreatment, abuse, neglect, and exploitation)
across the state's LTSS system, regardless of funding source (that is, both Medicaidfunded services and other services) or whether those workers were employed by an
agency or working for themselves. The system should also support common standards
to help consumers identify qualified workers who provide high-quality services.
Synchronize schedules for administering surveys across all LTSS programs
To protect consumers while also reducing intrusions into their daily lives, and to
minimize redundancies across surveys, Colorado should administer surveys on a
synchronized schedule across all LTSS services. The state should also streamline and
standardize its requirements for incident reporting.
Amend regulations to support person-centeredness
Because person-centeredness and self-direction depend upon a robust regulatory
foundation, we recommend that Colorado make technical and other rule changes to
use person-centered language and support self-direction. These changes should
include standardizing language and definitions and aligning rules with current
practice. These changes will guide the development of person-centered best
practices.
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Consolidate rules that affect I/DD services and other LTSS
To support ongoing efforts to simplify the state's waiver system, we recommend that
Colorado continue integrating and consolidating rules that affect I/DD services and
other LTSS. The state should make the necessary changes to the Nurse Practice Act,
to home care agency rules, and to the rules that govern the operation of the state's
I/DD waivers and HCBS waivers that serve other populations.

PROMOTE ACCESSIBLE, AFFORDABLE, INTEGRATED HOUSING
According to the federal department of Housing and Urban Development (HUD), 7.1
million renting households had "worst case needs" in 2009, meaning they paid more
than 50 percent of their income for housing and/or they lived in seriously substandard
housing.9 The situation in Colorado is especially dire: In most metropolitan areas, the
rent for a one-bedroom apartment approaches or exceeds 100 percent of the monthly
Supplemental Security Income (SSI) for a single person.10 Beyond issues of
affordability, individuals with disabilities and individuals who are older encounter a
range of housing-related challenges, including discrimination and an insufficient
supply of units with the modifications necessary to accommodate their needs.
To ensure that individuals with disabilities and individuals who are older can secure
appropriate housing, we recommend that Colorado make the changes we describe
below.
Expand housing opportunities for individuals who have disabilities and/or are older
To expand housing opportunities for individuals with disabilities and individuals who
are older, Colorado should pursue a range of strategies:


Reapply for the HUD's Section 811 Supportive Housing for Persons with
Disabilities Program, which provides funding to develop and subsidize rental
housing with supportive services for very low- and extremely low-income adults
with disabilities.



Increase the number and availability of housing vouchers for permanent
supportive housing.



Support home ownership opportunities.
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Explore new strategies for financing housing, including tax credits, pooled
matching funds, coordinated preferences, and a statewide Housing Trust Fund.

Promote compliance with the Fair Housing Act and Affirmatively Further Fair
Housing
HUD has proposed a rule to require that state and local government entities
affirmatively further the Fair Housing Act (FHA) – including those that receive
Community Development Block Grants (CDBG), HOME Investment Partnerships
(HOME), Emergency Solutions Grants (ESG), and Housing Opportunities for Persons
with AIDS (HOPWA), as well as public housing agencies (PHAs). To help governments
meet this obligation, HUD has indicated that it will supply guidance, data, and a
template that can be used to complete an assessment of fair housing. This assessment
would then link to Consolidated Plans, PHA Plans, and Capital Fund Plans.
To comply with the requirements under HUD's Affirmatively Further Fair Housing
(AFFH) rule, Colorado should:


Work with the Colorado Olmstead Housing Coalition to develop messaging
and dissemination strategies.



Develop marketing materials and provide technical assistance on how
housing providers can ensure compliance with the FHA.



Market materials to consumers and advocacy groups to promote the
objectives of AFFH, and provide easy access to a site where they can file
fair housing complaints and receive updates on the status of those
complaints.

Encourage PHAs to adopt preferences for individuals with disabilities
Nationally, the wait list for subsidized housing is long. For individuals with disabilities,
the inability to find affordable, accessible housing in a timely manner greatly
increases the likelihood that they will eventually require care in an institution. A key
to avoiding this is to create housing preferences, so that individuals with disabilities
receive priority on housing wait lists.
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To preserve the choice to live in the community among family and friends, Colorado
should:


Identify the specific preferences that PHAs might adopt.



Establish a baseline of the number and types of preferences currently
adopted across all PHAs in the state.



Partner with allied groups and coalitions to persuade PHAs to adopt
preferences.

Provide information about housing resources through a web-based portal
Currently, information about housing in Colorado is scattered across a number of
websites, with no centralized database that individuals can consult to learn about
their options. To make it easier for Coloradans to find housing opportunities that
meet their needs, the state should:


In the near term, deploy a basic, searchable web-based application to
provide access to housing information.



In the longer term, move housing data into ColoradoHousingSearch.com,
which would become a permanent, centralized database.



Use data from the online system to assess the housing needs of individuals
with disabilities and to identify gaps in the existing supply.

Develop a common housing application
Applications for subsidized housing in Colorado vary dramatically, both across and
within regions. There is no common housing application that all PHAs and landlords
can use. This variability can create confusion and frustration among prospective
tenants, who must often provide the same information multiple times during an
apartment search.
To minimize the barriers created by the application process, Colorado should:


Finalize the common housing application form with input from a broadbased group of local PHAs.
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Market the common application to PHAs and landlords, so they are
encouraged to adopt it.

PROMOTE EMPLOYMENT OPPORTUNITIES FOR ALL
According to the federal Department of Labor (DOL), the current unemployment rate
in the general population is roughly six percent; among individuals with disabilities,
the unemployment rate is more than twice as high. Moreover, among individuals
without disabilities, the labor force participation rate approaches 70 percent, while
the participation rate is less than 20 percent among individuals with disabilities.11 In
the next 20 years, as the population ages and more veterans return home, the number
of people with disabilities is projected to double.12 These trends will only increase the
need to develop opportunities for market-rate, integrated employment. Moreover,
individuals who are aging often profit from the social interaction that work provides.
In 2013, the National Governors Association (NGA) published a milestone report
entitled "A Better Bottom Line: Employing People with Disabilities," which
summarized a year-long initiative by the then-chair of the NGA, John Markell of
Delaware, to address the employment needs of individuals with disabilities. The
report reviewed a large body of research on the advantages to employers of hiring
individuals with disabilities, and it encouraged governors to consider five key areas
when advancing employment opportunities for individuals with disabilities:


Make disability employment part of the state workforce development strategy.



Support businesses in their efforts to employ people with disabilities.



Increase the number of people with disabilities working in state government.



Prepare youth with disabilities for careers that use their full potential, thereby
also creating a pipeline of skilled workers to meet the needs of employers.



Make the best use of limited resources to advance employment opportunities
for people with disabilities.

To become a leader in supporting employment for all people, Colorado should
embrace the recommendations in the NGA report and extend them to include
individuals who are aging. Below we make five specific recommendations for Colorado
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in particular that will help the state achieve leadership in this area and help all
Coloradans find meaningful work at a fair wage in integrated settings.
Pursue a policy of Employment First, regardless of age or disability
In Colorado, as in other states, individuals with I/DD face a difficult employment
challenge: The jobs available to them are often in sheltered workshop settings rather
than in integrated community-based settings. In the past, Colorado has been a leader
in promoting integrated employment for individuals with I/DD: Between 1988 and
1993, the share of individuals served in the state's Integrated Employment Program
rose from 21 percent to 50 percent; by 2001, however, that figure had fallen to 34
percent.13 The picture has not improved since then. In 2012, 59% of the people with
I/DD who received day services were served in segregated settings.
The Department of Justice (DOJ) recently addressed the problem of segregated
employment in a major settlement with the state of Rhode Island, where 80 percent
of residents with I/DD received services in sheltered workshops or facility-based
programs. In support of the Supreme Court's landmark Olmstead decision, this
settlement requires the state to provide supported employment in the most
integrated appropriate setting, rather than in segregated sheltered workshops or
facility-based day programs. (Details of this case can be found on the DOJ website.)
This case was the first of its kind – but likely not the last.
To fulfill its Olmstead obligations for employment, we recommend that Colorado
pursue a strategy of Employment First. An Employment First strategy has several key
features14:


Employment is the first and preferred outcome for working-age youth and
adults with disabilities.



Individuals use a range of employment techniques to secure their places in the
workforce, including typical or customized techniques.



Employment provides benefits and pays at least minimum wage – preferably a
living wage.
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Individuals have ample opportunities for integration and interactions with
coworkers without disabilities and the public at large.

We recommend that Colorado capitalize on the 2014 Workforce Innovation and
Opportunity Act (WIOA). The first legislative reform of the public workforce
investment system in 15 years, WIOA improves access to workforce services for
individuals with disabilities and requires better employer engagement. One of the
chief goals of WIOA is to prepare individuals with disabilities for competitive
integrated employment.
By pursuing Employment First, Colorado will not only be serving the needs of its
citizens with disabilities – it will be making a sound economic investment: Supported
employment yields a $1.21 benefit to taxpayers for every dollar spent.15
Provide DVR with sufficient resources to ensure that individuals gain access to
employment in a timely manner
As noted by the NGA, individuals with disabilities often have trouble finding
employment; employers, for their part, often have trouble finding qualified
candidates to fill open positions. Colorado's Division of Vocational Rehabilitation (DVR)
helps to bridge this gap by matching employers with qualified individuals who find
themselves left out of the workforce. DVR's federal match is high – for every 22.3
cents the Division spends, it receives 78.7 cents in return. Despite this high match –
and despite the vital nature of its mission – DVR has not always had adequate
resources to achieve its goals. We therefore recommend that Colorado provide DVR
with the resources it needs to ensure that individuals gain access to employment in a
timely manner.
Making the necessary resources available to DVR will pay sizable economic dividends
for the state. By one estimate, disability beneficiaries who are employed through VR
services provide a return on investment of seven dollars for every dollar spent.16
Funding DVR is a smart way to leverage limited public resources.
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Disseminate best practices, professional training and development, and good
employment outcomes
There are a number of federal programs that can help individuals with disabilities
secure and maintain employment. The Social Security Administration (SSA) alone
operates several such programs, including:


Impairment Related Work Expenses (IRWE): For individuals who receive Social
Security Disability Income (SSDI) and SSI, SSA deducts the cost of certain
disability-related expenses that individuals need to work from their earnings.
Examples of disability related expenses are items such as wheelchairs, certain
transportation costs, and specialized work-related equipment. For individuals
who receive SSI, SSA also deducts IRWE from earned income when determining
SSI payments.



Plan to Achieve Self-Support (PASS): SSA permits individuals who receive SSI to
use a portion of their income to make investments that help achieve a work
goal – for example, going back to school or getting specialized training to
obtain a job or start a business. Having a PASS can help individuals qualify for
SSI or increase the amount of their payments.



Property Essential to Self-Support (PESS): SSA does not count some resources
that individuals need to be self-supporting – for example, tools or equipment
used for work or the inventory of a business.

Programs such as these can serve as cornerstones for gaining market-rate employment
in integrated settings that individuals choose for themselves. Despite the importance
of these programs, awareness of them is often limited, so individuals are not
encouraged to take advantage of them. More generally, little is known about best
practices for employment or about the positive outcomes that often result from
applying those practices.
To raise awareness among agencies, staff, and consumers, and to encourage the use
of supports that can lead to meaningful, well-paid, independent work in integrated
settings, we recommend that Colorado disseminate best practices, professional
training, and good employment outcomes.
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Host a community summit on employment
To develop employment supports for individuals with disabilities and individuals who
are older, Colorado will need to foster cooperation among many different groups of
stakeholders. We therefore recommend that the state hold an Employment Summit
including:


Individuals with disabilities and seniors



Employers



Leaders of faith-based organizations, non-profits, and civic engagement
organizations



The state Departments of Labor and Local Affairs



Veterans and senior organizations

Develop a "Colorado Hires" Program
As noted in the NGA report, successful employment for individuals with disabilities
requires a strong partnership between employers in the public and private sectors.
Moreover, the Executive and Legislative branches must collaborate to support
business in their efforts to employ individuals with disabilities and to increase the
number of individuals with disabilities who work for state government.
We therefore recommend that Colorado develop a "Colorado Hires" program, focused
on helping people find suitable work at suitable wages. Moreover, we recommend
that Colorado expand the scope of this program to individuals who are aging.

SUPPORT IMPLEMENTATION
The recommendations of the Community Living Advisory Group represent an essential
milestone in the transformation of Colorado's community LTSS system. However, to
effect the changes we have recommended, Colorado must sustain its commitment to
reform. We here make several final recommendations related to implementation.
We believe it is essential to continue involving the people who have worked hard to
develop the recommendations in this report. By continuing our work together, we
believe we can capitalize on the strong relationships we have built and the deep
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knowledge we have gained over the last two years and thereby ensure that Colorado
succeeds in its plans to transform its LTSS system.
We recommend that the Community Living Advisory Group retain its current
membership for one year to provide feedback and advice as the state begins to
implement these recommendations. Over the coming year, the Advisory Group should
meet three to four times, with more frequent meetings as needed.
In a related vein, we also recommend that the subcommittees of the Advisory Group
continue to meet as needed around these recommendations in the form of Action
Committees. Whenever subject matter expertise is required, these Action Committees
should provide technical assistance and input on specific topics. The membership of
each Action Committee should reflect the membership of the current subcommittees:
Each should include staff from all relevant state departments as well as diverse
stakeholders, including LTSS consumers. These committees should meet as needed
and report to the Advisory Group.
Finally, we recommend that Colorado take full advantage of the 12-month, $225,000
No Wrong Door (NWD) planning grant it recently received from the federal
Administration for Community Living (ACL). In ACL's vision, a NWD System will make it
easy for people of all ages, disabilities, and income levels to learn about and access
the services and supports they need. This planning grant will prepare the state to
apply for a much larger round of implementation funding from ACL that will likely
become available next year.
Conclusions and Next Steps
Governor Hickenlooper's Executive Order noted the need for a "strategic vision that
will improve outcomes, recognize limited resources, break down silos, and promote
self-direction and person-centered care." Colorado needs the right LTSS system for
the future – one that simultaneously meets the needs of individuals to stay in their
communities of choice among family and friends and achieves long-term fiscal
sustainability.
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The recommendations we have provided in this document are designed to accomplish
these goals. In particular, these recommendations, when implemented, will create a
system that will help people maintain and improve their ability to live independently
in their communities of choice, among family and friends.
We recognize that the essential fiscal analyses for these changes still need to be
performed. To that end, we recommend that the Governor send the necessary reports
to the Joint Budget Committee (JBC) and to other committees of reference.
We also recommend that the Governor present copies of this report to key state
agencies, many of which contributed to these recommendations: DHPE, DHS, DOLA,
DORA, and HCPF. We also recommend that the Governor provide copies to our federal
partners, including CMS, ACL, DOL, HUD, and the Rehabilitation Services
Administration (RSA), both to keep them informed about Colorado's progress and to
invite their participation in the work that lies before us.
If Colorado is to succeed in transforming its LTSS system, it must develop a detailed
project plan that includes at a minimum:


A list of resources available to complete the necessary tasks (both staff
time and costs)



A prioritization among tasks, so that it is clear how changes are being made
and what resources are being used to make them



A regular assessment of the state's quality monitoring and improvement
efforts, with timely adjustments as need

We recommend that the Governor work closely with stakeholders to develop this joint
plan so that Coloradans can work together toward a shared understanding of better,
more sustainable future for community LTSS across the state.
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Glossary of Terms
1915(c) waiver: Under §1915(c) of the Social Security Act, states may ask the
Secretary of Health and Human Services – through the Center for Medicare and
Medicaid Services – to waive mandatory aspects of the Medicaid program, including
comparability (the requirement that individuals have access to the same set of
services, regardless of diagnosis) and statewideness (the requirement that all services
be available in all areas of the state). States may also choose to set limits on the
number of individuals who enroll in waivers.
Agency with Choice: In contrast to a traditional agency, an Agency with Choice
vendor shares responsibility for the supervision and management of an employee with
the self-directing consumer. The Agency with Choice is responsible for employer
responsibilities such as payroll, taxes, and insurance, while the consumer is
responsible for selecting the employee, setting the employee's hours, and managing
the employee's responsibilities. The Agency with Choice and the consumer share
responsibility for the training and evaluation of employee performance. The consumer
maintains the right to dismiss the employee from working with him or her, while the
agency maintains the right to determine whether an employee is dismissed from the
agency.
budget authority: Under several Medicaid authorities, states may provide individuals
with a budget that includes some or all of their service and support funding and the
ability to exercise decision-making authority and management responsibility to
purchase goods and services authorized in their service plan. With the aid of
counselors and a fiscal agent, individuals assume responsibility for managing their
individual budgets.
employer authority: As an option for providing self-directed services, states may
allow individuals to select and manage their own staff. States can offer two models of
employer authority: 1) the "co-employer" model, also known as "agency with choice";
and 2) "a common law employer" model, where participants or their representatives
are the legal employers of their workers.
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employer of record: An employer of record is the organization or entity that is legally
responsible for paying employees, including dealing with employee taxes, benefits,
and insurance.
EPSDT: Early and Periodic Screening, Diagnostic and Treatment (EPSDT) – a Medicaid
benefit that provides comprehensive and preventive health care services for children
under age 21 who are enrolled in Medicaid.
fiscal agent: States that provide self-directing individuals with an individual budget
must also provide those individuals with a fiscal agent (sometimes call "financial
management services," or FMS). Fiscal agents help individuals understand their billing
and documentation responsibilities; perform payroll and employer-related duties
(e.g., withholding and filing federal, state, and local income and unemployment
taxes); purchase approved goods and services; and monitor budget expenditures.
full agency: In the full agency model, traditional vendor agencies assume full
responsibility for the hiring, supervision, and management of workers.
individual budget: Expressed as a dollar amount, an individual budget represents the
anticipated cost of services and supports determined to be necessary and sufficient to
meet an individual's needs.
options counseling: Options counseling is an interactive decision-support process the
helps individuals and families identify and select long-term services and supports that
meet the individual's needs, preferences, values, and circumstances.
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Appendix A: Members of the Community Living Advisory Group
Current Members of the Community Living Advisory Group
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State Senator

Craig Ammermann

Volunteers of America
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Patrick Coyle
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Kasey Daniel
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Dustin Dodson

Grand River Hospital District Extended Care and Services
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Mark Emery

Imagine!

Ian Engle

Center for People with Disabilities

David Ervin

The Resource Exchange

Cheri Gerou

State Representative

Jean Hammes

Northwest Colorado Council of Governments

Jack Hilbert

Douglas County

Grant Jackson

Mesa County Human Services

John Kefalas

State Senator
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Colorado Department of Public Health & Environment

Ruth Long

Colorado Commission on Aging

Viki Manley

Colorado Department of Human Services

Anne K. Meier

Legal Center for People with Disabilities and Older People

Carol Meredith

The Arc of Arapahoe & Douglas Counties

Sam Murillo

Family Voices

Keith Percy

ADAPT

Don Rosier

Jefferson County

Marijo Rymer

The Arc of Colorado

Jayla Sanchez Warren

Denver Regional Council of Governments

Jose Torres

Colorado Cross-Disability Coalition

Community Living Advisory Group | Report to the Governor | September 30, 2014 | p. 38
46

Name

Role/Affiliation

Linda Worrell

AARP

Melody Wright

Centura Health

Dave Young

State Representative

Former Members of the Community Living Advisory Group Members
Name

Role/Affiliation

Liz Fuselier

Legal Center for People with Disabilities and Older People

Joscelyn Gay

Colorado Department of Human Services

Chris Herron

Colorado DD Council

Jack Hilbert

Douglas County

Shelley Hitt

Legal Center for People with Disabilities and Older People

Claire Levy

State Representative

Dr. Barry Martin

Metro Community Provider Network

Julie Reiskin

Colorado Cross-Disability Coalition

Joni Reynolds

Colorado Department of Public Health & Environment

Ellen Roberts

State Senator

Vivian Stovall

Colorado Commission on Aging

Members of the Care Coordination Subcommittee
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Affiliation/Role
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Corry Robinson
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Members of the Consumer Direction Subcommittee
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Ellen Caruso

Home Care Association of Colorado
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Consumer
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Candie Dalton
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Sally Langston

Colorado Department of Health Care Policy and Financing
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Kathy Martin

Rocky Mountain Human Services

Chandra Matthews
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Linda Taylor
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Parent to Parent
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Colorado Department of Public Health & Environment
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Ian Engle
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Grant Jackson
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Disabled)
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CDASS Employee / Family Caregiver

Tim Markham

Colorado WINS
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Mary Pat DeWald

Evergreen Nursing Services

Hanni Raley

Arc of Aurora

Georgia Roberts

Colorado Department of Regulatory Agencies, Co-Chair

Corry Robinson
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David Rodriguez

Consultant

Val Saiz

Colorado Respite Coalition
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Todd Slechta

Adult Home Care Services, Delta, CO

Ryan Zeiger
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Appendix B: Recommendations at a Glance
Improve the Quality and Coordination of Care
1. Develop a single, unified care and service plan that can be widely shared.
2. Coordinate transportation services and funds and align policies across systems.
3. Improve LTSS price, quality, and performance data and make those findings
publicly accessible.
Establish a Comprehensive, Universal System of Access Points
1. Create comprehensive access points for all LTSS.
2. Create and fund a system of LTSS that supports individuals of all ages with all
types of insurance.
3. Strengthen collaboration between statewide agencies and local Area Agencies
on Aging (AAAs).
4. Conduct a pilot study of presumptive eligibility for LTSS.
5. Develop training modules for individuals working in entry point agencies and
financial eligibility agencies.
6. Create a toll-free hotline to help individuals and families learn about LTSS.
Simplify the State's System of HCBS Waivers
1. Amend the Medicaid State Plan to include an essential array of personal
assistance services.
2. Give participants in HCBS waivers the option to self-direct their services and to
control an individual budget.
3. Tailor case management to individual needs and preferences.
4. Develop a new universal assessment tool to establish LTSS eligibility and
facilitate a person-centered planning process.
5. Continue the plan detailed in the waiver simplification concept paper.
6. Provide a core array of services across all Medicaid HCBS waivers.
7. Address essential life domains in person-centered planning.
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Grow and Strengthen the Paid and Unpaid LTSS Workforce
1. Develop a core competence workforce training program for LTSS.
2. Design specialized trainings on critical workforce service areas.
3. Professionalize the paid LTSS workforce.
4. Provide respite for caregivers.
Harmonize and Simplify Regulatory Requirements
1. Change regulations to fully support community living.
2. Require system-wide background checks.
3. Create a registry of workers who provide direct service to LTSS consumers.
4. Synchronize schedules for administering surveys across all LTSS programs.
5. Amend regulations to support person-centeredness.
6. Consolidate rules that impact I/DD services and other LTSS.
Promote Affordable, Accessible Housing
1. Expand housing opportunities for people who have disabilities and/or are older.
2. Promote compliance with the Fair Housing Act and with Affirmatively Further
Fair Housing.
3. Encourage PHAs to adopt references for individuals with disabilities.
4. Provide information about housing resources through a web-based portal.
5. Develop a common housing application.
Promote Employment Opportunities for All


Pursue a policy of Employment First, regardless of disability.



Provide DVR with sufficient resources to ensure that individuals gain access to
employment in a timely manner.



Disseminate best practices, professional training and development, and good
employment outcomes.



Host a community employment summit.



Develop the "Colorado Hires" program.
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Appendix C: Resources Available on the Internet
General


2014 Olmstead Plan



Presentation on Aging to the Community Living Advisory Group

Care Coordination


Presentation of Care Coordination to Community Living Advisory Group



"Long-Term Services and Supports: Assessing the Quality of Life of the LTSS
Consumer"



"Care Coordination Resource Guide"

Entry Point and Eligibility


Presentation of Entry Point to Community Living Advisory Group



System Transformation Graphic



SEP Minority Report

Waiver Simplification


Waiver Simplification Recommendations to Community Living Advisory Group



Waiver Simplification Concept Paper



Life Domains document



Services and Supports worksheet

Workforce


Workforce Presentation to Community Living Advisory Group



Workforce Recommendations Memorandum (by Lorraine Dixon-Jones)

Housing


Housing Group Presentation to Community Living Advisory Group

Employment


Employment Group Presentation to Community Living Advisory Group
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Appendix C: Workgroup Summary and Recommendation Report
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April 30, 2015
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Introduction and Background
Established under Governor John Hickenlooper’s Executive Order D 2012-027, the
Community Living Advisory Group (CLAG) was charged with the consideration and
recommendation of changes to the system that are necessary to ensure
responsiveness, flexibility, accountability, and self-directed long-term services and
supports for eligible persons that are beneficial to the citizens of Colorado. The CLAG
and its subcommittees met from August 2012 through September 2014 and submitted a
report of its final recommendations to the Governor’s Office in September 2014.
In August of 2013, the CLAG recommended the Department of Health Care Policy and
Financing, Division for Intellectual and Developmental Disabilities (the Department)
convene a workgroup to begin the process of exploring the advantages, disadvantages,
and fiscal implications of a redesigned Home and Community-Based Services (HCBS)
waiver to support eligible adults with intellectual and developmental disabilities (IDD).
The CLAG recommendation specified a redesigned waiver should include flexible service
definitions, provide access to services and supports when and where they are needed,
offer services and supports based on the individual’s needs and preferences, and
incorporate the following principles:







Freedom of choice over living arrangements, social, community, and recreational
opportunities
Individual authority over supports and services
Support to organize resources in ways that are meaningful to the individual
receiving services
Health and safety assurances
Opportunity for community contribution
Responsible use of public dollars

The Department announced the formation of the Redesign Workgroup for HCBS
Waivers Serving Adults with Intellectual and Developmental Disabilities (the Workgroup)
and collected information from those interested in participating in September 2013.
Members were selected to ensure representation from a broad range of stakeholder
perspectives and included individuals receiving services, their family members,
professional advocates, and representatives from waiver service providers and the
Community Centered Boards. Workgroup membership includes:







Kasey Daniel - Disability Law Colorado
Robert DeHerrera - Developmental Disabilities Resource Center
Tamara French - Discover Goodwill
Gerrie Frohne – Parents of Adults with Disabilities in Colorado, Family Member
Kevin Graves - CommonWorks
Dana Held - Family Member
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Marty Kennedy – Envision, Family Member
Molly Kennis - Mosaic
Kendra Kettler - Self Advocate
Sara Leeper - Jewish Family Service of Colorado
Joe Manee - Self Advocate
Carol Meredith - The Arc of Arapahoe & Douglas Counties, Family Member
Tracy Murphy - Easter Seals Colorado
Timothy O’Neill, - Foothills Gateway, Inc.
Marijo Rymer - The Arc of Colorado
Steve Valente – Dungarvin Colorado

The Workgroup met monthly from October 2013 through January 2015 to develop
these recommendations. Goals of the meetings were to:
1) Conduct an analysis of the services and supports currently available to individuals
with IDD;
2) Discuss and refine recommendations made by the CLAG, specifically working to
ensure that the CLAG’s recommendations would meet the needs of individuals
with IDD;
3) Develop additional recommendations, either for additional services needed by
individuals with IDD, or for processes, policies, and practices that would be
supportive of individuals with IDD.
The Department contracted with Health Management Associates as an outside, third
party for facilitation and consultation services to help ensure unguarded participation
from stakeholders. Use of a facilitator to guide the Workgroup processes allows
Department staff to participate as subject matter experts and as equals alongside
Workgroup members. Additional details about the Workgroup’s discussions, materials
that were presented to the Workgroup, and the evolution of the Workgroup’s
recommendations are available on the Department’s website.

Workgroup Recommendations
The Workgroup has developed the following recommendations for the design and
implementation of a new waiver to support adults with IDD.
Waiver Simplification
The Workgroup recommends the Department develop and implement a single Home
and Community-Based Services (HCBS) waiver to support adults with intellectual and
developmental disabilities in the communities of their choosing. The new waiver should:



Recognize and support the goals, preferences, and abilities of the individual
receiving services,
Support the Life Domains adopted by the CLAG, and

62



Offer an array of broad, flexible services.

Services Recommended by the CLAG
The Workgroup discussed the service definitions developed by the CLAG’s Waiver
Simplification (CLAG-WS) Subcommittee and made recommendations regarding the
core services that the subcommittee determined should be available to all individuals
who require and are eligible for Medicaid long-term services and supports. It is
important to note that many recommendations made by the Workgroup have already
been accepted by the CLAG-WS Subcommittee and incorporated into the service
definitions.
Personal Support, Health Maintenance, and Homemaker Services
The CLAG-WS Subcommittee has defined Personal Support, Health Maintenance, and
Homemaker Services as:

Support in the community and at home, including supportive supervision when
needed, for activities of daily living including: eating, dressing, grooming,
hygiene, and walking/transferring; instrumental activities of daily living including:
daily planning, decision-making, problem-solving, money management,
transportation management, shopping, meal preparation, communication devices
and techniques, homemaker and home maintenance services and support,
service animal care/maintenance; and support to maintain health and wellness.
Support is either supervision of the completion of the task, doing the task,
assistance with a task, instruction for the person to complete the task, or a
combination of supports based on the individual’s informed choice.
The Workgroup is in agreement with this definition. The Workgroup recommends that
the new waiver should combine basic and enhanced homemaker services. The
Department should also ensure that any combination of services does not cause
licensing or provider qualification problems that would limit the service provider network
or access to this service. In terms of personal support, the Workgroup recommends
that the Department explore whether there could be support for oversight of recreation
activities. It also recommends that services in this area should be person-centered and
flexible. The Workgroup also recommends that the new waiver should work to ensure
that skilled services are fully integrated into everyday service delivery. The Workgroup
recommends that the definition of personal support reflect that not all support is related
to a task as some individuals require supports that are not directly related to the
completion of an Activity of Daily Living (ADL) or Instrumental Activity of Daily Living
(IADL).
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Last, the Workgroup recommends that the Department keep in mind how to ensure
that if services in this category (and others) are grouped together, there is not a limit
on the services that is too low to accommodate the variety of services that are needed.
Personal Coach
The CLAG-WS Subcommittee has defined the Personal Coach service as:

Support to develop goals and explore options to achieve goals (long or short
term) related to life domains.
Identification of goals and aspirations.
The service should be available at entry into programs and intermittently
as identified in the person-centered plan
 Person receiving services should have options to choose his/her personal
coach and direct the process
 Support experiential learning
 Support for exploration of housing options for those moving from one
setting to another



The Workgroup is in agreement with this definition. The Workgroup recommends that
the Personal Coach services should support individuals in taking appropriate risk to
incorporate the individual’s goals and aspirations. The Workgroup recommends that the
personal coaches should also be available to assist in “pre-planning” with an individual,
interviewing potential service providers, should understand the individual’s complicated
health and safety issues, and should be able to provide training in child and infant care
for parent(s) who themselves have an intellectual or developmental disability.
Additionally, the Workgroup recommends the Department clearly define the role of the
personal coach as it is closely related to that of a case manager.
Respite
The CLAG-WS Subcommittee has defined the Respite service as:

Support provided on a short-term basis including emergency services because of
the absence or need for relief of persons who normally provide support to the
person.
Therapeutic Respite includes support provided on a short-term basis for:







Assessment and treatment formulation
Symptom monitoring
Emergency support
Hospital diversion
Step-down support from any institutional setting
Family support and education
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The Workgroup is in agreement with this definition. The Workgroup recommends that,
in the new waiver, it is clear that respite is not just for crises. The Workgroup
recommends that respite be available in a preventative or scheduled fashion if needed
to prevent crises. The new waiver should support and encourage the development of
contingency plans, in case a respite setting does not work well for an individual. It
should also ensure choice in respite providers.
Home Modifications
The CLAG-WS Subcommittee has defined the Home Modification service as:

Physical adaptations to a private residence necessary to support sensory,
physical, and behavioral health and welfare and enable greater independence in
the home.
The Workgroup is in agreement with this definition. In addition, the Workgroup
recommends that maintenance and repair of home modifications be added to the CLAG
definition. The Workgroup also recommends that home modifications should be
available under the waiver regardless of property ownership (i.e., in host homes), but
understand that this may not be feasible because of the sometimes temporary nature of
host homes and the federal restrictions on funding for improvements to provider-owned
settings.
Assistive Technology
The CLAG-WS Subcommittee has defined the Assistive Technology service as:

An item, piece of equipment, or system, whether acquired commercially,
modified, or customized, that is used to increase, maintain, or improve the ability
to live as independently as desired.
Support that directly assists a participant in the selection, acquisition, or use of
an assistive technology device, including:






The evaluation of the assistive technology needs of a participant including
usage outside the home—e.g. need for weatherproofed equipment
Services consisting of purchasing, leasing, or otherwise providing for the
acquisition of assistive technology for participants
Services consisting of selecting, designing, fitting, customizing, adapting,
applying, maintaining, repairing, or replacing assistive technology devices
Coordination and use of necessary therapies, interventions, or services
with assistive technology devices
Training or technical assistance related to the assistive technology use for
the participant or support network, including providers

65

The Workgroup is in agreement with this definition. In addition, the Workgroup
recommends that the new waiver allow for and cover hardware and software, personal
emergency response systems, remote monitoring, and access to the internet (to
support social goals and objectives, as well as functional capabilities). The Workgroup
also recommends that the waiver allow for frequent enough support, including ongoing
training as needed, so that the individual can use the technology. The Workgroup
recommends that the word “assistive” be removed from the service category and
definition.
The Workgroup recommends that the waiver should ensure that this topic is discussed
in service planning, and that policies and practice support providers getting training on
what is available, how to use it, and how to balance risk.
Behavioral Supports
The CLAG-WS Subcommittee has defined the Behavioral Supports service as:

Supports that assist the participant with behaviors that limit and impair everyday
functioning. Behavioral supports assist the participant in developing, maintaining,
improving, or restoring, to the maximum extent possible, the ability to participate
meaningfully in the community and meet personal goals.
Behavioral Consultation including development and implementation of
behavioral support plans and behavioral interventions necessary for the
individual to acquire or maintain appropriate adaptive behaviors,
interactions with others and behavioral self-management. Intervention
modalities shall relate to an identified behavioral need of the individual
and are monitored for outcomes and integration into all services and
supports.
 Behavioral Plan Assessment including observations, environmental
assessments, interviews of direct staff, functional behavioral analysis and
assessment, evaluations and completion of a written assessment
document.
 Individual/Group Counseling including psychotherapeutic or
psychoeducational intervention for the individual to acquire or maintain
appropriate adaptive behaviors, interactions with others and behavioral
self- management, to positively impact the individual's behavior or
functioning.
 Behavioral Line Services including implementation of the behavioral
support plan, under the supervision and oversight of a Behavioral
Consultant for acute, short term intervention to address an identified
behavior of an individual that puts the individual's health and safety
and/or the safety of others at risk.
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The Workgroup made a number of recommendations regarding the Behavioral Supports
definition. While recommendations were being made by this Workgroup, the definition
was being rewritten by the CLAG. This Workgroup’s recommendations were included in
the revision, and the Workgroup is in agreement with the final definition. In addition,
the Workgroup recommends that the Department continue to work to more fully
integrate behavioral and mental health services available through the Behavioral Health
Organizations and the Colorado Medicaid State Plan (the State Plan) with waiver
services to reduce complexity, identify and address gaps in availability, and assess
where service limits may be problematic.
Transportation
The CLAG-WS Subcommittee has defined the Transportation service as:

Non-Medical Transportation:
Service offered in order to enable waiver participants to gain access to
waiver and other community services, activities and resources.
 Transportation services may include access to public transportation,
training on the use of public transportation, the direct provision of
transportation, or a combination of services based on the individual’s
informed choice.


Vehicle Modification:


Adaptations or alterations to an automobile that is the person’s primary
means of transportation that are necessary in order to accommodate the
special needs of the person and enable the person to integrate more fully
into the community and to ensure the health, welfare and safety of the
participant. The following are specifically excluded:
o Adaptations or improvements to the vehicle that are of general
utility, and are not of direct medical or remedial benefit to the
individual;
o Purchase or lease of a vehicle; and
o Regularly scheduled upkeep and maintenance of a vehicle except
upkeep and maintenance of the modifications

The Workgroup is in agreement with this definition. In addition, the Workgroup made
the following recommendations:
Non-Medical Transportation: The Workgroup recommends that the Department explore
whether families could be reimbursed for non-medical transportation, but recognized
that this request must be balanced with cost containment concerns. The Workgroup
recommends that this benefit be more flexible and expanded to allow for trips to
employment and/or volunteer work. If supportive supervision is needed for an individual
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to use non-medical transportation, the Workgroup recommends that this be covered,
and that use of technology to help with using transportation (i.e. GPS that prompts
person at their bus stop) be allowable.
Vehicle Modification: The Workgroup recommends that the Department explore
whether the waiver could cover the cost of gas and maintenance of the vehicle if the
individual has an adapted car/van, but can’t pay for maintenance.
Community and Personal Engagement
The CLAG-WS Subcommittee has defined the Community and Personal Engagement
service as:

Support to develop and implement goals and aspirations for employment,
volunteer work, civic involvement, relationships, self-advocacy, training, and
education. Services should be based on the individual’s choice, including social
media and other online opportunities.
Social engagement:
Activities that promote interaction with friends and companions of choice
including:
 Teaching and modeling of social skills, communication, group interaction
and collaboration.


Habilitation Services:


Services designed to assist the person in acquiring, retaining and
improving self-help, socialization and, adaptive skills necessary for
community living including:
o Teaching and modeling of social skills, communication, group
interaction and collaboration.
o Educational supports for complaints, grievances, and appeals.
o Support for integrated & meaningful training and informed choice
for community involvement including volunteering, self- advocacy,
education options and other choices defined by the individual.

Supported Employment/Vocational Services:
Support for integrated & meaningful education and informed choice
related to school transition planning (applicable populations).
 Support for meaningful job skill development and integrated education for
employment, both hard (having the knowledge to do a technical defined
task) and soft (not required a specified technical skill or physical task
skills, including generic work (social) skills and job specific skills.
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Support for integrated services available through DVR and other work
training options.

The Workgroup is in agreement with this definition. The Workgroup recommends that
the community and personal engagement services should be able to provide a client
with assistance with participation on private and public boards, advisory groups and
commissions. The Workgroup also recommends that the Supported
Employment/Vocational Services also include ongoing job coaching or other supports
for individuals in improving and maintaining job skills once they have obtained
employment. In addition, the Workgroup recommends that school-to-work transitions
be more flexible, promote more engagement, and focus more on critical ages (18-24).
Additional Services
In addition to the services recommended and discussed above, the Workgroup
recommends that the following additional services be included in the redesigned waiver
for adults with IDD.
Community Transitions Services
Over the course of several meetings, the Workgroup developed several
recommendations for Community Transitions Services. The Workgroup recommends
that the Department use the CMS core service definition. This definition is:

Community Transitions Services are non-recurring set-up expenses for individuals
who are transitioning from an institutional or another provider-operated living
arrangement to a living arrangement in a private residence where the person is
directly responsible for his or her own living expenses. Allowable expenses are
those necessary to enable a person to establish a basic household that do not
constitute room and board and may include:
a) security deposits that are required to obtain a lease on an apartment or
home;
b) essential household furnishings and moving expense required to occupy
and use a community domicile, including furniture, window coverings,
food preparation items, and bed/bath linens;
c) set-up fees or deposits for utility or service access, including telephone,
electricity, heating and water;
d) services necessary for the individual’s health and safety such as pest
eradication and one-time cleaning prior to occupancy;
e) moving expenses;
f) necessary home accessibility adaptations; and,
g) activities to assess need, arrange for and procure need resources.
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Community Transition Services are furnished only to the extent that they are
reasonable and necessary as determining through the service plan development
process, clearly identified in the service plan and the person is unable to meet
such expense or when the services cannot be obtained from other sources.
Community Transition Services do not include monthly rental or mortgage
expense; food, regular utility charges; and/or household appliances or items that
are intended for purely diversional/recreational purposes.
Community Transition Services may not include payment for room and board.
The payment of a security deposit is not considered rent.
The Workgroup also recommends that the Department specifically note that Community
Transition Services be available to people transitioning out of non-Medicaid institutions
(i.e., jails, Institutes for Mental Disease).
Dental Services
The State Plan was recently expanded to cover basic dental services for adults, which
are limited to $1,000 per state fiscal year. The Workgroup recommends that the
Department monitor utilization of the new State Plan dental benefit to see if it is
adequate in meeting the needs of adults with IDD. Should utilization indicate an
ongoing need for dental services beyond those now available through the State Plan,
the workgroup recommends the redesigned waiver continue to offer an extended State
Plan dental benefit. In addition, the Workgroup recommends that the Department
ensure access to anesthesia for those individuals that would be too apprehensive or
have other behavioral challenges in having a successful visit to the dentist.
Health and Wellness Professional Services
The Workgroup recommends a broad, purpose-based definition, instead of a list or
examples of covered services. Over the course of several meetings, the Workgroup and
the Department have developed the following definition:

Health and Wellness Professional Services are those services that meet a
medical, behavioral, or health and wellness need that has been identified in the
Service Plan. This includes identified needs around maintaining a healthy weight
and/or maintaining general health. These services can be funded only when the
provider is licensed, certified, registered and/or accredited by an appropriate
national accreditation association in that profession and the intervention is
related to an identified medical or behavioral need. In addition, the service must
be an identified need by a licensed Medicaid State Plan therapist/physician and
that therapist/physician has identified a goal for the treatment and shall monitor
the progress of that goal at least annually.
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Services must be associated with an identified a goal for treatment or health and
wellness, and the provider shall monitor the progress of that goal at least
annually. Services to support exercise may be included if recommended. The
identified Professional Service cannot be available under the regular Medicaid
State Plan or from a third party source.
Specialized Medical Equipment and Supplies
The Workgroup originally recommended a broad, purpose-based definition, instead of a
list or examples of covered services. However, over the course of several meetings, the
Workgroup and the Department have worked to adapt the existing definition.
Discussion included issues such as removing the language that seems duplicative of the
assistive technology benefit; removing language that limits food preparation equipment
for special diets only being covered if it “results in a cost savings over prepared food”
and combine this language with language on eating utensils; changing language about
clothing that is covered to “specially designed clothing needed to meet an individual’s
needs”; and adding hearing aid batteries and equipment and supplies for vision needs,
not available under the State Plan. The Workgroup also recommended that equipment
and supplies (such as weighted blankets or special lighting) that support self-calming
strategies be covered.
The Workgroup also requested that the definition be structured more like the new
Health and Wellness Professional Services definition, and to rename the category of
service “Specialized Medical, Health, and Wellness Equipment and Supplies”. The final
definition that the Workgroup recommends is:

Specialized Medical, Health, and Wellness Equipment and Supplies
include:









Devices, controls, or appliances, specified in the Service Plan, that enable
participant to increase or maintain their ability to perform activities of daily
living
Hearing aids, hearing aid batteries and supplies not otherwise available
through the State Plan
Equipment and supplies used in self-calming strategies, i.e., weighted
blankets, specialized lighting, as recommended by a professional
Food preparation equipment for special diets and specialized eating
utensils
Specially designed clothing needed to meet an individual’s needs;
Maintenance and upkeep of the equipment;
Necessary medical supplies not available under the State plan
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Vision Services
The State Plan includes limited vision services for adults. These services include
medically necessary services only following an eye surgery. The Workgroup
recommends the Department continue to offer an extended state plan benefit, and
monitor need on an ongoing basis.
Home and Community-Based Setting Requirements
Federal regulations, effective March 17, 2014, include new standards for the settings in
which Medicaid Home and Community-Based Settings can be delivered (see Appendix C
for additional information). The work group discussed these requirements and made the
following additional considerations.
Residential Service Options
The Workgroup recognizes that when service provision is directly connected to the
individual’s housing, there can be inherent restrictions on that individual’s choice and
authority over his/her supports and services. When there is conflict, such as a dispute
over service quality or the conditions of the room and board, the individual may not
have the same opportunities to address that conflict as individuals whose home is not
also owned/controlled by their service provider. In situations where provider
alternatives may be limited, individuals may also choose living arrangements they would
not have otherwise chosen (e.g. a shared bedroom) in order to receive needed services.
The Workgroup discussed residential service options at length in several meetings and
recommends that service definitions not be “place based” in the new waiver, thus
eliminating a separately defined residential service. Rather, the supports that are
available in the current HCBS-DD waiver under Residential Habilitation would be
available as part of the broader service definitions recommended for the redesigned
waiver. For example, supportive supervision, (i.e., when an individual is not engaged in
a specific task, but still needs supportive supervision to ensure their safety and
wellness) is an example of a service that is critically needed for this population and
currently available under Residential Habilitation. Under the new waiver, this service
would be available under Personal Support.
Thinking about residential services in this way is a significant change from how
residential services and service delivery are currently conceptualized. Again, by not
recommending separately defined residential services, the intention of the Workgroup is
not to eliminate services. Rather, it is to de-couple services from a person’s place of
residence, and to ensure that services a person needs are available, regardless of the
setting in which they are delivered.
The Workgroup made every effort to ensure that all services that are currently available
under Residential Habilitation benefit of the HCBS-DD waiver will be reflected and
covered by the service definitions it recommends be included in the redesigned waiver
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and recommends the Department develop a crosswalk to show where these services
are included in the service definitions recommended for the new waiver. The
Workgroup also recommends that the Department explore an informal case study of a
couple of individuals who have certain needs, and show how services are available to
someone under old waiver and the new waiver.
Services Provided in Provider Owned/Operated Settings
The Workgroup discussed the Keys Amendment (§1616 of the Social Security Act)1 and
the new federal regulations. These new regulations also recognize the potential
restrictions on choice and authority discussed above and include additional safeguards
for individuals whose housing is also owned or controlled/operated by their service
provider. For example, under the new regulations, these service providers must execute
a lease or similarly enforceable document that provides the individual receiving services
the same protections granted to other community members in accordance with local
housing laws. The Workgroup recommends that when services are delivered in
residential settings that are owned or controlled/operated by a service provider, all of
the Keys Amendment and new federal regulatory requirements should apply.
Although the Workgroup does not recommend a separately defined service such as
Residential Habilitation, it does acknowledge that many individuals are satisfied with
their current service providers and living arrangements. Therefore, the Workgroup
recommends the Department ensure services are available in a variety of communitybased residential settings that are chosen by the individual receiving services, including
those settings that currently provide Residential Habilitation services under the HCBSDD waiver. This would allow current service providers to enroll as providers of services
available in the redesigned waiver and individuals to continue receiving services without
disruption.
The Workgroup also recommends that the Department provide additional guidance on
new requirements such as locks on doors, access to food, and how accommodations
can be made to ensure health and safety of the individual receiving services.
Participant Direction of Waiver Services
The Workgroup agrees CLAG Waiver Simplification Subcommittee’s recommendation
that the Department allow for the participant direction of services to the extent possible
in order to maximize choice and flexibility and to ensure participants can receive the
services they need when and where they need them. The Workgroup discussed
participant-directed service options and recommends the redesigned waiver provide a
spectrum of service delivery options from agency-based services to the opportunity for
1 The CMS Technical Guide for HCBS waivers, revised January 2015, includes additional guidance on the new home
and community-based setting requirements. States are no longer required to demonstrate compliance with the Keys
Amendment as the regulations effective March 17, 2014 are also to be used as the standard for congregate living
facilities serving four or more unrelated individuals.

73

participant direction with employer and budget authorities. These service delivery
options should extend to as many services as possible.
Person-Centered Service Planning
The Workgroup made a number of recommendations regarding assessment and service
planning including recommendations that:





There needs to be flexibility in how things are categorized (i.e., if a person needs
a service while a parent is at work, this may not be respite – it may be personal
support);
Service planning should include attention to whether there is a need for access
to staff/services 24 hours a day; and
Service planning should be attentive to needs for “between-task” supportive
supervision.

Additionally, several recommendations were made for changes to the Life Plan/Life
Domain documents. These included: adding support for micro-enterprise or owning a
business (under supportive employment/vocational), and that the Department should
continue to think about the life plan concepts when determining how to implement and
pay for services.
The Workgroup made several recommendations regarding how person-centered
planning should help support the development and maintenance of relationships for
people with IDD. These included ensuring that person-centered planning helps identify
who to engage in the development and implementation of a person’s plan. Specifically,
there should be an effort to include friends, coworkers, and other people important in
the person’s life in the planning. The waiver should be supportive of individual
relationships, including romantic relationships, and should maximize natural
opportunities to meet people, mingle, social activities as part of care planning and
person-centered approach.
The Workgroup recommends that there should be guidance associated with the waiver
that talks specifically about who the “authorized representative” is and how they were
selected. The Workgroup recommends that the new waiver support the practice of the
individual receiving services “directing the process” not just being “central to the
process”. The Workgroup also recommends that the new waiver should support
individuals taking reasonable risks.
In terms of the process, the Workgroup recommends that the Department consider
examining the service plan document and altering it to be more person-centered, or
adopting something else that is more person-centered.
In addition, Workgroup recommends that the Department use the Person-Centered
Planning guidance from HHS (see Appendix E) but with the following caveats.
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There should be an understanding of how to handle conflicts, such as conflicts
around providing “right services in the right time in the right place” or lack of full
agreement about a plan. Person-centeredness doesn’t mean that a person gets
everything they want or need, because there are limits on what Medicaid will
cover. This is an implementation issue that the department should consider
When writing and implementing the waiver, the Department should be attentive
to questions about who is responsible for ensuring that Person-Centered
Planning happens, and who is documenting whether the non-waiver services and
supports that are documented in the plan are actually provided.
The waiver should ensure that individuals can choose who to have relationships
with.
All Person-Centered Planning recommendations need to be in alignment with
CMS final rule on HCBS.
The Person-Centered planning process should provide for additional supports and
safeguards for those individuals who may not be able to advocate for themselves
and may not have others to advocate on their behalf.
There should be something in the waiver that encourages “pre-planning”. There
is a need to work with the person before the planning meeting to help them
understand what is going to happen, including some of the team to help the
team understand how the process is supposed to go, to help the person be able
to prepare for the meeting and start thinking about what they want. This may be
a function for a personal coach, as noted above.
Person Centered Planning should note that language in general is often a
challenge, and there should be attention to any and all communications
challenges (i.e., people who are non-verbal).

Financing and Reimbursement
The Workgroup has discussed financing and reimbursement several times during its
meetings. In August 2014, and again in January 2015, the Department provided an
overview of different types of financing and reimbursement methodologies, and
information about reimbursement within Colorado’s Accountable Care Collaborative.
In recognition of the Workgroup’s principle for the responsible use of public dollars, the
Workgroup recommends that the Department explore value-based payment
methodologies and opportunities that reward performance and quality outcomes of
waiver services. The Department should explore reimbursement and financing options
that will incentivize quality care, high participant satisfaction and outcomes, and cost
efficiency. This process should include stakeholder input and engagement, and the
Workgroup noted that it would be helpful for the old and new waivers to run in parallel
while new payment methodologies are explored and potentially implemented. The
Workgroup recommends that any supplemental or enhanced payments made to
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incentivize the identified quality and/or outcome measures are made in addition to the
base rate paid for that service. The base rates, in accordance with federal regulations,
must be consistent with the efficiency, economy, and quality of care and be sufficient to
enlist enough providers.2
The Workgroup also recognized the flexibility and simplicity provided by daily units of
reimbursement such as those used for the Residential Habilitation service of the HCBSDD waiver. The Workgroup therefore recommends that the Department explore units of
reimbursement that do not create burdensome billing and documentation requirements
such as tracking the individual receiving services’ entire day in 15 minute increments.
Finally, the Workgroup recommends the Department ensure that any limits imposed on
the authorization or provision of services under the redesigned waiver be compatible
with the Department’s responsibility for addressing the health and welfare needs of the
individual. Any service limits should be reasonable, be consistent with typical practice,
and not pose an unnecessary obstacle to achieving the stated purpose of that service.
Waiver Development and Implementation Council
The Workgroup recommends to the Department that the Workgroup continue to meet,
though less frequently than monthly, to provide input and feedback to the Department
as it begins to write the new waiver application and works to operationalize the
recommendations made by the CLAG, the Workgroup, and other stakeholders. The
Workgroup recommends that they serve as ambassadors of this work, sharing the
recommendations with other stakeholders. As such, the Workgroup’s meetings in 2015
will also be in support of the Department’s efforts to disseminate the recommendations
more broadly across the state and gather additional feedback from stakeholders who
were not part of the Workgroup. During this time period, the Workgroup would serve as
a “Waiver Development and Implementation Council.”

2

42 CFR §447.200-205.
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Division for Intellectual and Developmental Disabilities
November 18, 2015
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Introduction and Background
This document is an addendum to the attached “Redesign Workgroup for Waivers Serving
Adults with Intellectual and Developmental Disabilities Summary and Recommendation Report”.
As noted in the attached report, in 2012, the Community Living Advisory Group (CLAG) was
charged with the consideration and recommendation of changes to the system that are
necessary to ensure responsiveness, flexibility, accountability, and self-directed long-term
services and supports for eligible persons that are beneficial to the citizens of Colorado. The
CLAG and its subcommittees met from August 2012 through September 2014 and submitted a
report of its final recommendations to the Governor’s Office in September 2014.
From October 2013 through January 2015, a Waiver Redesign Workgroup met monthly to
conduct an analysis of the services and supports currently available to individuals with
Intellectual and Developmental Disabilities (I/DD); discuss and refine recommendations made
by the CLAG, specifically working to ensure that the CLAG’s recommendations would meet the
needs of individuals with I/DD; and develop additional recommendations, either for additional
services needed by individuals with I/DD, or for processes, policies, and practices that would be
supportive of individuals with I/DD. In April 2015, the recommendations of this Workgroup were
released publicly via the attached document.
In May and June 2015, the Department organized and hosted 10 stakeholder meetings across
Colorado, designed to solicit input and feedback from additional stakeholders about these
recommendations, with an emphasis on ensuring that the needs, voices, and concerns of rural
stakeholders, parents and family members, individuals being served by the waivers, and
providers were heard and documented. Additionally, these meetings were designed to exchange
information on the redesign of the waivers supporting adults with intellectual and
developmental disabilities, solicit feedback on the recommended changes, share ideas for
improving services, and allow stakeholders to get to know Department staff and other
community members.
The Department invited all stakeholders to attend and publicized the meetings through social
media, communication briefs, meetings with providers and advocacy organizations, and post
cards mailed to each individual enrolled a waiver serving adults with I/DD. The meetings were
held in Grand Junction, Sterling, Loveland, La Junta, Alamosa, Durango, Colorado Springs,
Denver, and Steamboat Springs. Additionally, one webex (phone in and/or computer-based)
meeting was held for stakeholders who may have been unable to attend an in-person meeting.
Each meeting followed the same basic agenda, which included a welcome and introductions, an
overview of Medicaid, long term supports and services (LTSS), and home and community based
(HCBS) waivers; and an overview of the stakeholder process used to develop the
recommendations and gain additional stakeholder feedback on the recommendations.
Stakeholders were informed that their input would be incorporated into an addendum to the
recommendations report.
Following this introduction and information, open discussions were held about the
recommendations made by the Workgroup, and the feedback was documented. Stakeholders
provided feedback about service definitions and other recommendations, shared additional
ideas, asked questions about services, and shared their concerns.
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A total of 247 people attended these meetings1, including parents and other family members,
self-advocates, providers, and professional advocates. Meetings were facilitated by Health
Management Associates, which also documented stakeholder input. Department staff provided
subject matter expertise and answered questions about the waivers, services, and the
recommendations. This addendum summarizes and documents the stakeholder feedback and
the conversations that occurred at these meetings.
Stakeholder Process
Overwhelmingly, stakeholders were appreciative of the stakeholder process, and the multiple
opportunities to make their voices heard. Stakeholders were particularly appreciative of the
Department’s successful efforts to publicize these meetings, and to travel across the state to
talk with stakeholders in small, more rural communities.
Overall Input
The general concepts laid out in these recommendations were generally very well supported.
Stakeholders were supportive of the recommendation to develop one waiver to serve eligible
adults with I/DD. They were also very supportive of the concepts of more flexible, adaptable,
and person-centered services, and of the inclusion of self-direction where possible.
However, there were concerns expressed about the finer details and decisions that would need
to go into the actual waiver application, including constraints that inevitably arise when needs
for services meet the realities of limited funding, federal, and state constraints, and other
issues. Questions arose in every meeting about how these concepts would be “operationalized.”
The Department recognized and heard this concern and committed to continuing to engage
stakeholders as the waiver application is being written, and to seek input and feedback as
decisions need to be made to make the new waiver a reality.
The organization of this addendum aligns with the Recommendations Report, with input
aggregated by recommendation.
Waiver Simplification
Generally, stakeholders agreed with the recommendation to create one waiver to serve adults
with I/DD. There were no objections noted conceptually regarding this, but stakeholders did
express some fears about change – i.e., what will it mean for group homes, what will it mean
for people, and how it will look in concrete terms. The Department heard and noted these
concerns and made a commitment to continue to engage with stakeholders as the waiver
application is written.
Waiver Service Recommendations
Personal Support, Health Maintenance, and Homemaker Services
In terms of personal support, health maintenance, and homemaker services, the primary
feedback from stakeholders was in two areas. First, there was overwhelming support around
the waiver covering support to people between tasks if needed.

1

Grand Junction: 8 people; Sterling: 11 people; Loveland: 29 people; La Junta: 13 people; Alamosa: 2 people;
Durango: 6 people; Colorado Springs: 29 people; Denver: 85 people; Steamboat Springs: 23 people; Webex: 41
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For example, one stakeholder noted that her son needs someone in the house with him – not
just task-related – but to make sure he’s okay, he’s following his schedule. This stakeholder was
very supportive of this type of “supportive supervision” being covered as part of the new
waiver.
Second, there were a number of comments and there was much discussion about the
importance of licensing regulations and provider qualifications as these services are defined, to
enhance service provision rather than complicate or limit it. For example, a stakeholder noted
that personal care/home care currently does not require licensure and wanted to be sure this
does not become a requirement.
Another stakeholder noted that in his geographic area, only a few agencies have opted into
providing personal support services, in part because the licensure requirements can be
challenging. This stakeholder noted that, if more people are eligible for the services, these
agencies will be even more strapped to provide the services.
In several meetings, stakeholders asked if the Department is in communication with the
Colorado Department of Public Health and Environment (CDPHE) and Department of Regulatory
Agencies (DORA). The Department noted that the agency leaders will talk together about
authorities, licensing, and regulation issues, and will work to partner and coordinate around
these issues. Additionally, as the Department starts to work on service definitions, these will be
shared with stakeholders, probably using a method similar to the benefits collaborative process.
The Department will coordinate with, and hopes to get participation from, other state agencies.
Personal Coach
The personal coach service definition generated additional recommendations in three primary
areas. The first was a recommendation that, if this service definition is included in the new
waiver, the Department will need to include very clear language about the roles and
responsibilities of a personal coach versus a case manager. The Department responded to this
feedback by noting that this service is not intended to duplicate, overlap with, or preclude case
management, and that, if this service definition is part of the new waiver application, there
would be clear language around these roles and responsibilities.
Second, and on a related note, there was feedback about whether this is a needed service, or is
duplicative and confusing. Some participants noted that case managers sometimes do not have
enough time to do all that needs to be done, and that a personal coach could help fill some of
these gaps. Some stakeholders noted that, if the person being served is able to truly choose the
coach, then this could possibly be a great service. This could be a person who is “on the
person’s side” if there are issues between the person and their case manager. Other
stakeholders thought this might be a duplicate service and that is may be more challenging for
individuals being served to have to get to know more than one person, and build a relationship
with more than one person.
Third, there was a recommendation that the Department think about whether this new service
definition has the potential to create new risks around conflict of interest. For example, a
personal coach would need to be completely separate from, and have no overlapping interests
with service providers, to avoid any real or perceived situations in which a personal coach
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recommends services to an individual being served which benefits their business or a business
in which they have an interest. While many stakeholders noted that this service could be
beneficial, one stakeholder suggested it should not be offered because of potential conflict of
interest and potential duplication. The Department noted that the personal coach service would
need to include safeguards to ensure it is not used to influence provider choice and/or be
independent of all other service providers.
A few stakeholders asked if this was similar to mentoring or a service that had been available in
a previous waiver (a “supported living consultant”). The Department noted that it is similar, and
the personal coach would be someone who could help ensure that person-centered planning is
implemented. The service is intended to be very flexible, to be used when needed, for example:
when services are about to change, or when someone is faced with a possible decision about
services or a decision about place of residence.
Respite
Stakeholders were supportive of this service definition and believe it is a critical service,
including therapeutic respite. Many said this is a great recommendation and there is a huge
need for these services.
Other feedback about respite services included a concern about the ability to find providers in
rural areas. In response to this concern, in one stakeholder meeting, the group began to
brainstorm possible sources for providers, including a recommendation that the Department
explore graduate programs that train health navigators (i.e., at Otero Community College).
Another concern that was expressed was a challenge around finding providers who are a “good
match” for the individual being served and the family.
Additionally, some stakeholders noted that location of the respite services is critical. In
particular, host homes might be good locations for respite services, but some home
modifications may need to be done to accommodate the needs of some individuals. Also,
stakeholders wanted to ensure that respite could be provided in the home under the new
waiver.
Last, stakeholders noted that there is a need for behavioral health respite: providers with
behavioral health training who can provide respite but can also provide therapeutic services to
help people “get back to a better place” when they are in crisis. Therapeutic respite is often
really behavioral health crisis intervention. There aren’t resources to provide these services,
including qualified behavioral health staff/clinicians.
Home Modifications
There was not a lot of discussion about the home modifications service definition. One area of
discussion and recommendation that came out of these meetings was that the Department
explore whether home modifications could available within host homes. The Department
responded that there are federal limitations on the use of Medicaid funds for modifications to
provider owned/controlled settings. The group asked the Department work with the Federal
Government on this limitation. Another piece of feedback from one stakeholder was regarding
home modification provider qualifications. This stakeholder reported that the enrollment process
is difficult, the qualifications were too strict, and it is challenging to find a sufficient number of
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willing and qualified providers. The Department clarified that home modification providers are
currently subject only to applicable state/local building code and/or contractor licensing
requirements, but noted that it is working to simply its provider enrollment process.
Assistive Technology
There were a few questions in the stakeholder meetings about what, specifically, would be
covered in this service definition. The Department noted that the assistive technology definition
should be broad, allowing for new technologies as they develop and will also support people
learning how to use existing and emerging technologies.
A few pieces of feedback emerged around assistive technology. First, one stakeholder noted
that it is sometimes difficult to get three bids for assistive technology. Second, a few
stakeholders suggested that it is important to think about some assistive technology items that
are currently seen as “recreational” but also might help calm someone, such as iPods. Another
noted that, as more assistive technology is available and covered, like emergency response
systems, having actual staff supervising someone may become less necessary. This stakeholder
noted that some people don’t want or need a person there with them all the time, and having a
“life alert” and med machine are all they really need, and this supports greater independence.
Voice prompting can also help reduce the need for live staff to do prompting, which can be
better for people and reduce costs. Overall, stakeholders expressed a desire that this kind of
technology be covered under the new waiver.
Behavioral Supports
Stakeholders provided feedback about this service definition in a few areas.
First, stakeholders expressed that access to behavioral supports is problematic. In some areas
of Colorado, there are no (or very few) providers who take Medicaid reimbursement.
Additionally, stakeholders expressed a concern that many behavioral health providers do not
have expertise in providing behavioral health services for individuals with I/DD. Second,
stakeholders reported that “caps” on these services can result in people not getting the services
they need and ending up in crisis. A lack of behavioral supports is a primary reason “that we fail
with some people”. One stakeholder noted that when you see someone doing well, it is
probably because they are getting the behavioral support services they need. Third, there was
feedback that clarifying who is responsible (financially) for the behavioral supports is critical
across the system. Fourth, stakeholders reported that there is a need for more immediate
access to crisis behavioral services.
While some of this feedback is outside the scope of this waiver redesign effort, it will be kept in
mind as the waiver application is developed, and the Department will continue to monitor other
efforts across the state related to behavioral health and will partner with internal staff and other
agencies as opportunities emerge.
Transportation
Stakeholders in rural areas made the recommendation that the new waiver should take into
consideration the lack of public transportation in rural areas. These stakeholders noted that, for
rural communities, transportation is expensive and that they recommended that rates should
factor in the long distances sometimes involved in providing transportation in rural areas.
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The Department noted that, while the discussion among the workgroup was heavily focused on
public transportation, this service definition includes the ability to provide individualized
transportation. Additionally, the Department noted that the workgroup’s recommended
definition is intended to provide supports beyond just going to and from a day program – it is
intended to cover transportation needs where people need to go and support individuals where
and how they choose to participate in their communities.
One stakeholder noted that public transportation is often difficult to arrange without a lot of
notice and it would be helpful if cabs could be covered in the new waiver. The Department
noted that it is working to make the waiver services as flexible as possible while delivering
services in the most cost effective manner possible.
Community and Personal Engagement
Feedback around community and personal engagement was varied. One issue noted in several
meetings was that current payment rates for community and personal engagement do not
support individualized service delivery and if individual services in the area are to be provided,
rates would need to support this structure. Stakeholders in several meetings also noted that
these services are often challenging to provide in rural areas because of the distances people
must travel to provide and receive services.
There were specific questions about whether individuals would be given an allotment and then
be able to pick services they need up to that overall cost limit. The Department noted that
these types of decisions have yet to be made, and that part of the Department’s work over the
next year will be to determine what utilization is expected to be of these services and what the
rates will be, to develop provider qualifications, to explore and resolve regulatory issues,
develop operational service definitions, and write the waiver.
Stakeholders asked if the waivers could pay for recreational activities in the community. The
Department responded that waiver services can be used to support individuals in community
participation, but the Centers for Medicare and Medicaid Services (CMS) Technical Guide states
that services that are diversional or recreational in nature are not eligible for Medicaid
reimbursement.
Additionally, stakeholders recommended that rates be available for services in groups versus
individuals. For example, a rate for supporting a volunteer group rather than supporting
individuals in volunteer work, one at a time.
Community Transition Services
Stakeholders reported being excited to see these services included in the recommendations.
Stakeholders noted that this should include coming from county jails, transitions from one
group setting to another, transitioning from a family home to another setting, and transitions
between waivers, noting that it could be important to have services cover some of the transition
needs as people move from one waiver to another.
Stakeholders were very interested in exploring services that could be provided to individuals as
they transition from the public education system and from child services to adult services,
particularly service that will help ensure that individuals who are coming out of school settings
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are well prepared for and linked to services. Stakeholders noted that when people finish with
school, sometimes they access very few services until they enroll in one of the waivers and that,
if there is a gap in services, by the time the individual is on the waiver, “we are basically
starting over with them.”
The Department noted some federal restrictions on this, including the requirement that waiver
services cannot supplant what is available through the school system, but the Department is
committed to partnering with other agencies to supplement their services and providing better
support to individuals transitioning into adult services.
Dental Services
There were no recommendations around the dental services definition.
Health and Wellness Professional Services
Feedback from stakeholders included concern that this definition, because of its requirement
that services are identified by a therapist/physician, is too narrow and follows the medical
model. The Department noted that the waiver must ensure that services are provided by
qualified professionals to ensure they qualify as covered services, services must be medically
necessary or necessary for a person to stay in the community, and that services have goals and
treatment outcomes. Otherwise, CMS would likely not approve them. Other feedback included a
desire to make sure this includes services to help people maintain a healthy weight.
Specialized Medical Equipment and Supplies
There was very little feedback from the stakeholders about specialized medical equipment and
supplies. Two points that were made were process related. First, there was a suggestion that
there might be a need to more clearly articulate what is available in the State Plan under
Durable Medical Equipment, in order to allow for a more effective determination of what is
available in the waiver under Specialized Medical Equipment. This may help with the process
issues. Second, a stakeholder suggested that processes related to first receiving a Medicare
denial, then a Medicaid denial before getting a waiver to cover something should be streamlined
if possible.
Vision Services
There were no recommendations around the vision services definition.
Residential Service Options
The primary recommendation from stakeholders around this issue was that billing for these
services not be required to be done in 15-minute increments. Rather, stakeholders
recommended that rates allow for billing by the day or other larger increment.
Stakeholders had feedback about the regulatory structures around residential facilities and
recommended that the Department coordinate with CDPHE. They recommended that there may
need to be some changes to regulations. The Department noted that it is working with CDPHE
and other state agencies to review regulations and that the waiver redesign may be an
opportunity to address confusing or conflicting requirements.
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Stakeholders had a number of questions about leases. For example, if an individual has the
rights of a lessee, do they also have the responsibilities of a lessee (such as a deposit, first and
last month’s rent)?
There was a comment that if people are being served in smaller settings, this will require more
staff, which could be a challenge, especially given salaries and labor shortages in rural areas.
Stakeholders across the state expressed concerns about the cost of housing and the impact that
high costs and low availability have on the individuals being served by these waivers. The
Department recognizes that housing is a concern across the state and that finding low income
housing is very challenging. Because Medicaid does not cover housing costs, opportunities to
address housing shortages and high costs must be leveraged via other initiatives. The
Department will continue to monitor other initiatives and leverage these as they arise.
Stakeholders also asked what host homes will look like under the new waiver. The Department
responded that, regardless of waiver redesign efforts, under the CMS final rule, services that
are provided under HCBS waivers must be provided in a home and community-based setting. If
this setting is a provider-owned home, then there will need to be additional regulations or
monitoring of these settings to ensure they are integrated in and support access to the greater
community, provide privacy, optimize autonomy and independence, and comply with all
components of the federal rules. Examples of these requirements that apply when a service
provider also owns the residence include regulations around access to food, privacy, curfews,
leases, etc. (These apply to family caregiver homes also.) Several people noted a concern that
it will be hard to find host home providers, with all of these new regulations. The Department
responded that these are federal regulations that the state must comply with, regardless of the
waiver’s structure or services. Additionally, the Department will be working with providers to
support their transition.
Participant Direction of Waiver Services
The workgroup recommended that the new waiver offer a broad range of options around
participant direction, from an individual doing none of this to an individual having both
employer and budget authorities. Stakeholder feedback around participant direction of waiver
services included the feedback that some individuals might want to do some of this, but might
need assistance. Stakeholders recommended that the waiver ensure that these supports are
available to people who may want to do this.
There were questions from a few stakeholders about which services could be participant
directed and whether all services could be participant directed. The Department noted that the
workgroup’s recommendation was that all services for which participant direction should extend
to as many services as possible, but that for some services, such as dental services or home
modifications, the provider qualifications necessary make participant direction less feasible or
desirable. The language that was recommended by the workgroup and by stakeholders was
that participant direction should apply to all services to the maximum extent possible.
Stakeholders had some questions and concerns about monitoring and preventing exploitation of
individuals being served. Several parents expressed concern about making sure that the new
waiver does not place so much emphasis on participant direction that individuals do not have
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the support they need to make good decisions. The Department noted that there will still be
safeguards in place around participant direction.
Stakeholders generally thought that participant direction is a valuable option for waiver service
delivery, and supportive of the individual’s authority over services, and remarked it could be
very helpful in obtaining quality providers, especially in rural areas. For example, in some rural
areas, a provider may not be able to drive two hours a day to provide two hours of services, but
a neighbor or family member might do it if they are funded to do so. Stakeholders noted that
this helps with work force shortages and also, people want to have support from people they
know.
Person-Centered Service Planning
Stakeholders noted that person-centered values and concepts should not be limited to service
planning. Rather, person-centered practices should be incorporated into both service planning
and service delivery. Therefore, the recommendation was made that this concept be renamed
to “Person-Centered Approach”.
Stakeholders had questions about how person-centered service planning would be
accomplished using the existing Benefits Utilization System (BUS). Their feedback was that
many service providers are doing a lot around person-centered planning already, but they
struggling to figure out how to do this in the BUS. The Department understood this point and
noted that the BUS will be replaced by a new case management tool along with the new
Medicaid Management Information System (MMIS) in 2016.
Stakeholders stated there is a need for some accountability around person-centeredness – a
way to ensure compliance with person-centered planning and service delivery. It was
recommended this could be incorporated into payment and reimbursement. Another
recommendation that emerged in this area was the idea of providing support to family
members to help them understand and embrace person-centeredness.
Several stakeholders, particularly parents and guardians, were concerned about potential issues
related to person-centeredness and safety. Specifically, they expressed a worry that if personcentered planning is not monitored carefully, an individual might make decisions that are not in
their best interests, could be unhealthy, and/or could result in a lack of safety. This was an
issue that was discussed in the meetings with a great degree of sensitivity, as having autonomy
and being safe are important, but may sometimes be at odds. They also asked how personcentered care is provided an individual who doesn’t have the cognitive ability to make their
wishes known. The Department noted this concern and that person-centeredness doesn’t mean
people just make choices without support. Rather, it is about valuing an individual’s preferences
and encouraging their participation in their services and supports and moving away from an
institutional preference. Balancing what is important to and what is important for the individual
is fundamental to person-centered service planning and delivery.
There were also questions about how the safety of others aligns with person-centeredness. The
Department noted that there is a lot of intersection. For example, rules around food for one
person will affect other people in the same living situation. Stakeholders also commented that
the fluidity in services that is proposed in the new waiver will make services more person-
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centered. For example, if an individual’s needs around food preparation and money
management change over the course of the year, a person-centered approach will make it
much easier to make changes in the services provided.
Financing and Reimbursement
Several stakeholders recommended that there be geographically based rates, with more
expensive areas having higher rates, and less expensive areas having lower rates. One
recommendation was that Department should look at school district funding methodology
(differential funding based on cost of living) as a possible method for setting rates.
Stakeholders also recommended that the Department examine caps, or limits, in services,
noting that some caps are problematic. One example is that of needing day habilitation services
five days per week, but the limits only allowed for four. Stakeholders also recommended that
rates throughout should support individualized services and there may need to be a balance of
group versus individual services.
The idea of, over time, incorporating incentive payments to providers based on meeting certain
quality standards was discussed. The Department noted that, if such a process is undertaken,
there would be an extensive stakeholder input process around this as well. Stakeholders
expressed appreciation for that, and a few made recommendations for future consideration. For
example, if there is funding to create incentives, some stakeholders expressed a preference for
using that funding to ensure that there will be access to services in rural areas. Others noted
that the incentive structure should ensure that organizations are not penalized for things they
have no control over, like not having enough workforce to meet a goal that is tied to an
incentive. Still others noted that incentive payments would need to be sufficient to drive the
desired change.
Waiver Development and Implementation Council
Stakeholders were in favor of the Waiver Development and Implementation Council, and there
were no recommendations around this.
Other Recommendations
Timeline
There was a recommendation that the Department run the old waivers and the new waiver in
parallel, at least for two years; and that some people enrolled in the persons with
Developmental Disabilities (HCBS-DD) waiver might stay on it for even longer. Other
stakeholders recommended that the Department consider pushing out the July 2016
implementation date because it seems like a lot of change to have occur in a short time period.
SIS and Assessment
Several stakeholders asked about whether there would be revisions to the Supports Intensity
Scale (SIS). The Department responded that work on the SIS is outside of the scope of this
waiver redesign work, but that others in the Department are working with stakeholders on how
needs are assessed and what tools are used.
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Resource Limitations
Stakeholders expressed a concern that, with a new waiver, individuals currently being served on
the existing HCBS-DD waiver will not have access to all of the services they currently receive, in
order to make available additional funding to meet unmet needs for clients served on the
Supported Living Services (HCBS-SLS) waiver. Some stakeholders expressed a concern that
their family member, who is receiving services via the HCBS-DD waiver, may experience
rationing of services, in part to eliminate the wait lists.
Stakeholders noted that caps on services are problematic and prevent people from getting the
services they need when they need them. Some stakeholders made a recommendation of
higher caps or flexibility for clients who need more hours of supervision in order to live at home
noting that, if we really want to do person-centered care, we need to make sure the waiver is
flexible enough to meet their needs and keep them out of institutional settings. Discussion of
caps including an awareness of the reality of limited funding, and that, regardless of the waiver
design, there will be limits on services, simply because the economics of program design require
limits.
In several meetings, stakeholders asked how these services will be paid for, given limited
funding and resources. The Department responded that the State will project costs for services
as they are defined, and then will work with the legislature to request the necessary funding.
The Department acknowledged that there are limited resources and that it is not possible to
rule out a wait list, but the Department is working to ensure that services are available when
people need them and will continue to work with the legislature to request the funding
necessary to do so.
Provider Shortages
While this is issue touched on in several areas above, it is worth nothing that, in rural
communities, stakeholders expressed concern that they may have housing, but they may not
have adequate staffing and an insufficient work force. Also, individualized care requires more
staffing, and is more costly. In some communities, stakeholders expressed concern that
because there are so few people accessing these services in their geographic area, it is not very
enticing for providers to come here. Providers do not think a business is sustainable because
there are not enough people to serve. This results in little provider choice for waiver
participants and minimal competition among providers.
Provider Qualifications
Also of note were recommendations around provider qualifications. Stakeholders expressed
concern about high provider qualifications to administer medications, and new qualifications
that may be hard to meet, thereby limiting the provider pool. Stakeholders recommended a
better balance between ensuring safety, but without the provider qualifications being so
complicated (i.e., don’t need a nurse to do everything, like medications).
Working with Other State Agencies
Stakeholders recommended that the Department work closely with other state agencies on
rules and regulations that may need to be changed to accommodate the new waiver, and to
explore whether there are areas that may be over-regulated. The Department responded it is
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committed to working with DORA and CDPHE on licensing regulations and determining which
services require licensure and which do not.
Staff Turnover
Stakeholders noted that staff turnover is a problem because pay is so low for people who
provide direct services. They noted that this has a direct impact on the ability of providers to
provide person-centered planning, and it has a direct impact on access because there are not
enough providers. There was no recommendation made around this issue, and the Department
noted that it is aware of these issues.
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Priority: R-19
IDD Waiver Consolidation Administrative Funding
FY 2018-19 Change Request

Cost and FTE


The Department requests $478,500 total funds, including $239,250 General Fund in FY 2018-19 and
$177,000 total funds, including $88,500 General Fund in FY 2019-20 for administrative resources needed
to consolidate the Home and Community Based Services (HCBS) adult waivers for persons with Intellectual
and Developmental Disabilities (IDD).

Current Program
 HB 15-1318 “Consolidate Intellectual and Developmental Disabilities Waivers” directed the Department to
establish a redesigned waiver for persons with Intellectual and Developmental Disabilities effective July 1,
2016 or as soon as the Centers for Medicare and Medicaid Services (CMS) approves it.
 The Department received 3.0 FTE, along with funding for contractors and system changes to implement the
bill.
Problem or Opportunity
 The Department was unable to implement the bill by July 1, 2016 due to obstacles that were discovered
through the stakeholder process and additional research identified through contractor work that require
resources and time to resolve.
Consequences of Problem
 Without funding to contract out the additional work needed, the Department would have to further extend
the waiver submission date to CMS.
 Additionally, further delays mean that vulnerable clients in the Home and Community Based ServicesDevelopmentally Disabled (HCBS-DD) and Home and Community Based Services-Supported Living
Services (HCBS-SLS) waivers would have to wait longer to access additional services or service delivery
modalities that would be made available through the redesigned waiver.
Proposed Solution
 The Department requests two years of contractor funding for stakeholder engagement, data analysis, CMS
waiver application design and submission, and assistance with the design, development and implementation
of a transition plan of the waiver, in order to continue to implement the requirements of HB 15-1318.
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FY 2018-19 Funding Request | November 1, 2017

Department Priority:

R-19

Request Detail:

IDD Waiver Consolidation Administrative Funding

Summary of Incremental Funding Change
for FY 2018-19
IDD Waiver Consolidation Administrative Funding

Total Funds

General Fund

$478,500

$239,250

Problem or Opportunity:
The Department is currently in the process of preparing to submit the Home and Community Based Services
(HCBS) Consolidated Waiver amendment for Adults with Intellectual and Developmental Disabilities (IDD)
to the Centers for Medicare and Medicaid Services (CMS) as required by HB 15-1318 “Consolidate
Intellectual And Developmental Disabilities Waivers;” however, the Department has identified additional
work needed to develop the redesigned waiver and required waiver application in a timely and thoughtful
manner. The Department does not have any appropriations for this purpose in FY 2017-18 or FY 2018-19.
The implementation of a consolidated waiver would impact over 10,000 clients with complex needs and the
Department believes a thoughtful implementation of the consolidation is crucial to ensure clients continue to
receive the care they need.
The General Assembly appropriated the Department $2,176,695 total funds and 3.0 FTE in FY 2015-16, with
roll forward authority into FY 2016-17, for the consolidated waiver implementation process through HB 151318. This funding was appropriated to analyze the breadth of fiscal, operational, and programmatic impacts
of a redesigned waiver and for FTE to monitor this work, guide facilitation with stakeholders and to move
towards the goal of implementing the consolidated waiver by July 1, 2016. The Department was unable to
meet this deadline. HB 15-1318 took effect August 5, 2015 which allowed for nine months to hire the FTE,
conduct stakeholder outreach, draft the waiver, and obtain CMS approval. Historically, the Department has
needed one year for stakeholder vetting and one year for CMS waiver application submission and approval
as there are generally a number of questions and responses required to obtain federal approval.
Though not able to meet the timeline from the bill, the Department was able to make significant progress
towards waiver development by utilizing appropriated resources towards;



Hiring FTE to develop and manage a project plan for implementing the bill, working with
stakeholders, managing contracts, etc.
Establishing the Waiver Implementation Council (the Council) to advise on the design and
implementation of the redesigned waiver.
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Conducting quarterly meetings with the Council.
Developing drafts of the redesigned waiver’s 12 service definitions, all of which have been reviewed
by the Council.
Performing impact analyses of the proposed waiver, including work toward developing quality
measures, provider qualifications, streamlining provider monitoring processes, service utilization
forecasts, norm-referenced service limits, and new data for determining rates.

Through this work a number of additional issues and considerations that require further analysis and
stakeholder vetting were brought to light. For example, the Department hired a contractor to model different
options on how the Residential Habilitation service could be implemented in a combined waiver. The
contractor was able to provide some estimates but was not able to do a complete analysis as the Department
was unable to provide information on how the Support Level in the HCBS-DD waiver and HCBS-SLS waiver
would convert to the combined waiver within the timeframe the contractor funding was available. As a result
the Department was not able to receive the full analysis needed to make a decision on how to include the
service in the combined waiver. The development of the Support Levels is crucial to estimating the utilization
impact of the Residential Habilitation and other services and would require the help of a new contractor to
develop before further analysis can be done. While the Department does have FTE assigned to waiver
consolidation, they do not have the expertise to conduct the in-depth analysis required. As such, contractors
would be needed to assist the Department in aligning Support Levels and Service Plan Authorization Limits
as well as estimating the cost of the consolidated waiver once policy decisions on the design of the waiver
are complete.
Additionally, through stakeholder engagement and contractor work the Department has identified the need
for training, developing, planning, and implementing a transition plan for gradually enrolling individuals into
the redesigned waiver to help ensure the waiver redesign is performed efficiently.
Finally, as the Department and contractors continue to design and develop the consolidated waiver,
stakeholder engagement and input is essential to ensure the waiver would continue to meet the needs of the
clients impacted by the consolidation.
Proposed Solution:
The Department requests $478,500 total funds, including $239,250 General Fund in FY 2018-19 and
$177,000 total funds, including $88,500 General Fund in FY 2019-20 to hire contractors to continue work
related to redesigning the HCBS-DD and HCBS-SLS waivers and submit the waiver application to CMS for
review by July 2019. The funding requested would be used to hire a contractor to assist with the additional
work needed to complete the waiver redesign process, including: assisting the Department in aligning Support
Levels and Service Plan Authorization Limits and estimating the cost of the consolidated waiver; training,
developing, planning, and implementing a transition plan for gradually enrolling individuals into the
redesigned waiver; collecting stakeholder engagement and input; and performing other activities needed to
address the issues and considerations discovered through recent work.
The Department would utilize funding to hire contractors to assist in performing a variety of activities needed
to consolidate the HCBS-DD and HCBS-SLS waivers. The first activity the contractors would assist the
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Department with is building upon existing data analytics work including analyzing results from the work
already completed through FY 2017-18 to then aligning Support Levels and Service Plan Authorization
Limits in the redesigned HCBS waiver program as well as estimating the cost of the consolidated waiver
once policy decisions on the design of the waiver were completed. This funding would also be used to study
the utilization and potential limitations of Residential Habilitation.
Additionally, the Department would use funding for training, developing, planning and implementing a
transition plan for gradually enrolling individuals in the redesigned waiver to help ensure the waiver redesign
was performed efficiently. Training and development would consist of updating, matching, and coordinating
the training content being written for the new combined waiver with what is written in the waiver sections of
the CMS application. The contractor would also help to implement a transition plan to begin gradually
enrolling individuals into the redesigned waiver. A gradual transition would be necessary to ensure that issues
identified during the transition could be addressed and resolved before full implementation. This would
ensure that clients are not adversely impacted and that the Department could carefully manage costs.
The Department would also use funding to perform statewide stakeholder engagement. The Department
would hire a contractor to perform neutral third-party facilitation for ongoing stakeholder engagement work
and input in the waiver redesign process as well as for an online stakeholder forum to allow for greater access
and transparency to the process. The contractor would engage stakeholders statewide in order to gauge and
monitor feedback on waiver redesign and ensure that stakeholders’ feedback was utilized to address any
concerns that arose in the waiver redesign process. Hiring a third-party to complete this work would allow
the Department to provide programmatic expertise and fully participate in the design and development of the
new waiver without also serving as the facilitator.
The final piece of these contracts would consist of ad hoc analysis. This ad hoc analysis would consist of
many different activities, such as drafting content, dependent on the need arising.
If this request is not approved, the Department would be unable to consolidate the HCBS-DD and HCBSSLS waivers due to the current lack of specific actuarial credentials and experience needed to complete the
analysis required to implement a combined waiver. As a result the Department would be unable to complete
the additional work needed to submit the redesigned waiver to CMS by June 30, 2019.
Anticipated Outcomes:
Approving this request would ensure that the Department has funding to continue the process to redesign the
HCBS-DD and HCBS-SLS waiver programs. Additional funding would ensure that the Department does not
have to further delay the waiver being submitted to CMS. This in turn would allow clients currently receiving
services in the HCBS-DD and HCBS-SLS waivers, and enrollees who will join in the future, to access any
new services and additions or changes to the waiver once it is finalized and submitted. This request would
also help the Department meet its performance plan goal to “Make Long-Term Services and Supports easier
to access and navigate” by simplifying processes, expanding services, and reducing administrative burden
for the individuals the Department serves. Thoughtful development of the training materials needed for case
managers and other administrators would ensure successful and compliant service provision through the
transition period of the waiver and beyond.
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Assumptions and Calculations:
The Department assumes that current contracts in place for other work being done by the Department that is
similar to this request that includes data analysis, facilitation, waiver redesign work, ad-hoc work, and
stakeholder engagement are an accurate proxy for the hourly rate of the costs for the work that would need
to be done to successfully redesign the new waiver. This is assumed because the work would be similar to
what is already outlined in the current contracts. These rates are then multiplied by the estimated hours
required to complete the activities outlined above to get the final cost of each activity. These figures and
calculations can be seen in Appendix A.
The Department assumes the funding would be split into multiple vendor contracts and that the contract start
date would be July 1, 2018. The Department assumes that existing staff would continue to manage the vendor
contracts, including preparing and negotiating contract amendments, directing work, reviewing deliverables
and participating in stakeholder engagement, and this would be absorbed within existing resources.
The Department estimated the number of hours required to complete the requested work by utilizing similar
contracts or work completed by the Department. The stakeholder engagement contract is estimated to
include 600 hours of work which would include activities such as preparing for and planning meetings,
creating presentations, project planning, and managing and moderating an online stakeholder forum, among
many other activities. The data and actuarial analysis contract is estimated to include 450 hours of work
which would include developing unit limitations for services, regression analysis, analyzing waitlist data,
and the review and synthesis of information and data from FY 2016-17 among other activities. Finally, the
CMS waiver application and submission contract is estimated to include 1,150 hours of work and would
include activities such as developing a risk plan, designing a transition plan, developing training, and adhoc work among other activities.
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R-19 IDD Waiver Consolidation Administrative Resources
Appendix A: Calculations and Assumptions

Table 1.1 FY 2018-19 Waiver Consolidation Summary by Line Item
Row

Item

$478,500

0.0

General
Reappropriated
Cash Funds
Fund
Funds
$239,250
$0
$0

$478,500

0.0

$239,250

Total Funds FTE

A Total Request
(1) Executive Director's Office, (A) General Administration, General
B
Professional Services And Special Projects

$0

$0

Federal
Funds
$239,250 Row B

$239,250 Table 2.1 Row A

Notes/Calculations

Table 1.2 FY 2019-20 Waiver Consolidation Summary by Line Item
Row

Item

Total Funds FTE

A Total Request
(1) Executive Director's Office, (A) General Administration, General
B
Professional Services And Special Projects

$177,000

0.0

$177,000

0.0

General
Reappropriated
Cash Funds
Fund
Funds
$88,500
$0
$0
$88,500

$0

$0

Federal
Funds
$88,500 Row B

Notes/Calculations

$88,500 Table 2.2 Row A

Table 1.3 FY 2020-21 Waiver Consolidation Summary by Line Item
Row

Item

A Total Request
(1) Executive Director's Office, (A) General Administration, General
B
Professional Services And Special Projects

Total Funds FTE
$0

0.0

$0

0.0

General
Reappropriated
Cash Funds
Fund
Funds
$0
$0
$0
$0

$0

$0

Federal
Funds
$0 Row B

Notes/Calculations

$0 Funding No Longer Needed After FY 2019-20

R-19 Appendix A, Page 1
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R-19 IDD Waiver Consolidation Administrative Resources
Appendix A: Calculations and Assumptions

Table 2.1 Waiver Consolidation FY 2018-19 Summary by Initiative
Row

Item

A

Total Request

B

Stakeholder Engagement - Facilitation

C
D
E
F
G
H

Stakeholder Engagement - Online Forum
Facilitation and Support
Stakeholder Engagement - Statewide Stakeholder
Engagement
Data and Actuarial Analysis Contract - Support
Level and Unit Limitation Analysis
Data and Actuarial Analysis Contract Combination and Analysis of Prior Work
CMS Waiver Application and Submission Training, Development, Planning Implementation
of the Transition Plan
CMS Waiver Application and Submission - Ad
Hoc Analysis

Total Funds

FTE

General Fund

Cash Funds

Reappropriated
Federal Funds
Funds
$0
$239,250

FFP

Notes/Calculations

$478,500

0.0

$239,250

$0

50% Sum of Rows B to H

$88,500

0.0

$44,250

$0

$0

$44,250

50% Table 3.1 Row A

$59,000

0.0

$29,500

$0

$0

$29,500

50% Table 3.1 Row B

$29,500

0.0

$14,750

$0

$0

$14,750

50% Table 3.1 Row C

$97,500

0.0

$48,750

$0

$0

$48,750

50% Table 3.1 Row D

$48,750

0.0

$24,375

$0

$0

$24,375

50% Table 3.1 Row E

$121,500

0.0

$60,750

$0

$0

$60,750

50% Table 3.1 Row F

$33,750

0.0

$16,875

$0

$0

$16,875

50% Table 3.1 Row G

Table 2.2 Waiver Consolidation FY 2019-20 Summary by Initiative
Row

Item

A
B

Total Request
Stakeholder Engagement - Facilitation
Stakeholder Engagement - Online Forum
Facilitation and Support
Stakeholder Engagement - Statewide Stakeholder
Engagement

C
D

Total Funds

FTE

General Fund

Cash Funds

Reappropriated
Federal Funds
Funds
$0
$88,500
$0
$44,250

FFP

Notes/Calculations

$177,000
$88,500

0.0
0.0

$88,500
$44,250

$0
$0

50% Sum of Rows B to D
50% Table 3.2 Row A

$59,000

0.0

$29,500

$0

$0

$29,500

50% Table 3.2 Row B

$29,500

0.0

$14,750

$0

$0

$14,750

50% Table 3.2 Row C
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Table 3.1 FY 2018-19 Waiver Consolidation Estimated Contract Costs
Row

Activity Name

Hourly Rate

Estimated
Annual
Units/Hours

Estimated Cost

Notes

A

Stakeholder Engagement - Facilitation

$295.00

300

$88,500

Hourly Rate Based on Current Contract, Hours Estimate from Department
Staff Based on Expected Workload

B

Stakeholder Engagement - Online Forum Facilitation and Support

$295.00

200

$59,000

Hourly Rate Based on Current Contract, Hours Estimate from Department
Staff Based on Expected Workload

C

Stakeholder Engagement - Statewide Stakeholder Engagement

$295.00

100

$29,500

Hourly Rate Based on Current Contract, Hours Estimate from Department
Staff Based on Expected Workload

D

Data and Actuarial Analysis Contract - Support Level and Unit
Limitation Analysis

$325.00

300

$97,500

Hourly Rate Based on Current Contract, Hours Estimate from Department
Staff Based on Expected Workload

$325.00

150

$135.00

900

$135.00

250

E
F

Data and Actuarial Analysis Contract - Combination and Analysis of
Prior Work
CMS Waiver Application and Submission - Training, Development,
Planning Implementation of the Transition Plan

G

CMS Waiver Application and Submission - Ad Hoc Analysis

H

Total

N/A

2,200

Hourly Rate Based on Current Contract, Hours Estimate from Department
Staff Based on Expected Workload
Hourly Rate Based on Current Contract, Hours Estimate from Department
$121,500
Staff Based on Expected Workload
$48,750

$33,750

Hourly Rate Based on Current Contract, Hours Estimate from Department
Staff Based on Expected Workload

$478,500 Sum Rows A - G

Table 3.2 FY 2019-20 Waiver Consolidation Estimated Contract Costs
Row

Activity Name

Hourly Rate

Estimated
Annual
Units/Hours

A

Stakeholder Engagement - Facilitation

$295.00

300

B

Stakeholder Engagement - Online Forum Facilitation and Support

$295.00

200

C

Stakeholder Engagement - Statewide Stakeholder Engagement

$295.00

100

D

Total

N/A

600

Estimated Cost

Notes

Hourly Rate Based on Current Contract, Hours Estimate from Department
Staff Based on Expected Workload
Hourly Rate Based on Current Contract, Hours Estimate from Department
$59,000
Staff Based on Expected Workload
Hourly Rate Based on Current Contract, Hours Estimate from Department
$29,500
Staff Based on Expected Workload
$88,500

$177,000 Sum Rows A - C
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INTRODUCTION
All people want to be in charge of their lives to the extent they can be. Yet for people
with IDD this ideal may be difficult to realize. Historically, the supports they need are
planned and delivered in ways that are largely decided by those funding and
delivering services. As a result, exerting authority over one’s life may be difficult at
best, and some needs may go unmet. Individualized funding methodologies, however,
might be used to provide personal budget allocations to each service recipient,
offering each person the opportunity to manage their own budget and exercise greater
control over the supports they receive—and their life.1
Policy makers realize that, without question,
Inevitably,
appropriately supporting people with IDD requires a
policymakers are
substantial financial commitment on the part of any
pressed to decide
state. While perhaps favoring approaches that grant
who gets what and
greater decision-making authority to service
how much.
recipients, policy makers are still challenged with
managing systems within the context of increasing
demand for services, tightened budgets, and concerns over an insufficiently sized
workforce. As a result, policy preferences wherein individuals have authority over a
personal budget must be reconciled with actions to address these challenges while
simultaneously serving thousands of people across a jurisdiction.2, 3 Inevitably,
policymakers are pressed to decide who gets what and how much.
In response to these competing interests, various individualized funding
methodologies have emerged to address these issues in ways that empower
individuals to manage their own budget while offering policy makers the means for
allotting resources rationally and fairly.
In Colorado, state legislation requires the Colorado Department of Health Care Policy
and Financing (the Department) to propose consolidation of their two HCBS waivers
for adults with IDD. The Department is using this opportunity to consider how it
might make changes to allow the greatest number of eligible individuals to receive the
amount of services they need so that they may live successfully in the community.

Edwards-Orr, M. & Ujvari,K. 2018. Taking it to the next level: Using innovative strategies to
expand options for self-direction. AARP Public Policy Institute
2 Kimmich, M., Agosta, J., Fortune, J., Smith, D., Melda, K., Auerbach, K., and Taub, S. (2009).
Developing individual budgets and reimbursement levels using the Supports Intensity Scale.
Houston, TX: Independent Living Research Utilization (ILRU); Community Living Partnership
3 Agosta, J., Fortune, J., Kimmich, M., Melda, K. & Smith, D. (2010) Using individual budget
allocations to support people with intellectual and developmental disabilities. Tualatin OR:
Human Services Research Institute.
1

106

In 2018, Colorado made significant strides to conceptualize the structure, service
offerings, and approach to the waiver redesign to respond to pressing legislative
requirements and to meet the needs of service recipients. In 2019, the state seeks to
take this foundational work and build an implementation strategy, including waiver
technical aspects, policy and operational development, quality improvement, and
other elements. As part of this effort, the state is receiving assistance from the Human
Services Research Institute (HSRI) to help ensure that its means for allocating
resources per person are rooted in best practice.
The purpose of this paper is to provide the Department with information regarding
practices applied elsewhere to allocate resources to service recipients with IDD based
on an assessment of their support need. What follows is: (a) a review of individualized
budget methodologies used nationally, including information to contrast practices in
Colorado with practices elsewhere, and (b) concluding thoughts.
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REVIEW OF METHODOLOGIES ACROSS
STATES
In previously conducted research, HSRI sought to learn more about the methods used
in states across the US to harness support needs assessment results to guide
individualized funding allocations.4 To accomplish this, we examined active Medicaid
financed Home and Community-Based Services (HCBS) waivers across states and
service populations. We also examined associated and publicly available information
(e.g., state websites and downloadable documents). From there, we compiled
information about each selected waiver to understand the strengths and weaknesses
of each methodology and to categorize these methodologies in meaningful ways.
Information from this review, including comparison with Colorado’s present
approach, is provided within the context of four primary features relevant to these
methodologies. These include:
1. Whether the approach
utilizes an individual
or levels-based
approach;
2. Whether historical
spending is used as a
primary driver of the
methodology;
3. How medical and
behavioral support
needs are integrated
into the methodology; and

Individual or levelsbased methodology
approach

Use of historical
spending as primary
driver of methodology

Medical and behavioral
support needs in
methodology

Purposeful stateholder
engagement in
methodology
development

4. The degree and manner to which
stakeholders are engaged to help develop
the methodology.
These four characteristics are not the only important aspects of an individualized
funding methodology; the use of a well-established, high-quality assessment of
support need is of utmost importance to a successful framework, for example.
However, we chose to focus on these four characteristics because they may be
informative for Colorado’s current undertakings.
In addition, we do not offer concrete guidance on the decisions a state should make
around these characteristics. Instead, we point out what we have learned and
observed through a decade of helping states to create support methodologies and

4

Petner-Arrey, J., Kidney, C., Kardell, Y. & Agosta, J. (2018). Minnesota Reimagine Project:
Analysis of budget methodologies and research into other state activities: Tualatin OR: Human
Services Research Institute

108

through research. Within each section, we present what is publicly known about what
other states use.

Individual and levels-based methodologies
Of 261 Medicaid waivers, we
identified 44 waivers in 31 states
A standardized assessment is
that applied a methodology that
used and is directly linked to the
resulted in an assessment-informed
resulting budgets. The budget is
prospective budget allocation.
known before the plan to
Standardized assessments are
estimate needed services over
central to these approaches. Many
the coming year and is not
states use nationally recognized
developed by tallying services.
instruments like the Inventory for
Client and Agency Planning (ICAP)
or the Supports Intensity Scale (SIS). Several states use a locally developed tool:
Minnesota, for example, uses MnCHOICES, Montana uses MONA, Florida uses the
QSI, and New Jersey uses the NJCAT.
In each of the 44 selected methodologies used on these waivers, the assessment was
key to the budget allocation strategy; that is, the assessment meaningfully impacted
the resulting budget amount. Typically, other variables—age cohort and living
setting, for example—were combined with the assessment results to produce the
budgets—budgets that could be made known in advance of support planning and
might be used as an estimate to guide service planning for the coming plan year. None
of the 44 selected methodologies calculated the budget by selecting needed services,
adding units together, and multiplying by cost.
It is essential to note that even while individuals may be allocated an assessmentinformed budget amount that may be used to acquire some set of services, the amount
paid for residential services, such as group homes, is typically treated separately.
Here, assessment results are used to inform a tiered reimbursement structure. The
tiers are aligned with the assessment results.
We categorized the 44 budget methodologies into two primary types: individual and
level methodologies.
An individual methodology is one
that results in each person having a
unique and distinct budget. For this
budget to be applied, circumstances
attributed to the individuals (e.g.,
specific needs indicated on an
assessment, their previous year’s
budget) are required to calculate the
budget, so that everyone may have their

An individual methodology
results in each individual having
a unique budget.
A level methodology results in a
group of individuals, assigned to
the same level, having the same
budget amount.
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own budget. For instance, if a state serves 20,000 people on its waiver, they
potentially may serve individuals with 20,000 unique budgets.
A level methodology is one wherein the
service population is grouped according to
common features of need as identified by the
are using level-based
assessment as well as other selected variables
budgets.
(e.g., age and living setting). Generally, all
individuals within a group (level) are assigned
the same budget allocation (unless finer distinctions are made within each level—such
as the use of sublevels, as in Colorado). For example, the state may choose to assign
service recipients to one of three levels based on needs identified in an assessment.
They may choose to further break out the levels based on whether an individual is a
child or an adult since there are meaningful differences in need and cost associated
with these groupings. As a result, the state could establish a three by two matrix to
display the six budgets an individual could be assigned.

¾ of HCBS waivers

Categorizing the findings by these two primary approaches provides an important
distinction, as each approach is designed uniquely and entails different obstacles and
opportunities. In the findings that follow, we apply this distinction to characterize the
type of budget allocation that a particular waiver employs. Note, however, that in
building a budget allocation, whether individual or level, similar analyses might be
used to produce either type.
Overall, the approach most commonly used based on these findings was a level
methodology. This approach was used in 75% of waivers that met our review criteria.
Individual approaches were used in 11 (25%) of the waivers. Exhibit 1, on the
following page, illustrates the findings by waiver.
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Exhibit 1. Method Used By HCBS Waiver (n=43)
WAIVER by STATE

INDIVIDUAL

LEVEL

AR Alternative Community Services
CO Supported Living Services
CO Developmental Disabilities Waiver
CT Employment and Day Supports
CT HCBS Community Supports for Persons with Autism
CT Individual and Family Support
CT Comp Supports
FL DD Individual Budgeting
GA New Options Waiver
ID Developmental Disabilities Waiver
ID Children's DD Waiver
ID Act Early Waiver
IL Elderly Waiver
IN Community Integration and Habilitation
IA HCBS Intellectual Disabilities
LA Community Choices
LA Residential Options Waiver
ME HCBS for Member with Brain Injury
MS Intellectual Disabilities
NE Comprehensive DD Waiver for Adults
NE Comprehensive DD Services
NE DD Day Services Waiver for Adults
NJ Community Care Waiver
NM Medically Fragile
NY Long Term Home Health Care Program
NC Innovations Waiver
NC 2008 CAP/DA
ND Medicaid Waiver for HCBS
OH Transitions DD
OH Transitions II Aging Carve Out
OH Individual Options
OR K-Plan
UT Physical Disabilities
VA Building Independence Waiver
VA Family and Individual Waiver
VA Community Living Waiver
WA Individual and Family Support
WA Basic Plus Waiver
WA Core Waiver
WV Intellectual and Developmental Disabilities
WI Elderly and Physically Disabled
WI Self-Directed Support DD
WY Comprehensive
WY Acquired Brain Injury
WV Intellectual/Developmental Disability
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Individual-Based Approaches
Individual-based approaches result in each person having a unique and distinct
budget. For instance, if a state serves 20,000 people in its waiver, theoretically there
could be 20,000 unique budgets.
The individual-based waivers we reviewed used a variety of methodologies for
calculation. Some used statistics to determine relationships between assessed need,
other budget-impacting factors, and historical costs. This approach seemingly always
involves regression or other statistical modeling using analyses to determine whether,
and the extent to which, variables predict budget. After the statistical analysis is
complete, a formula is developed that is then applied to each person to determine
their unique budget; Florida, for example, uses this approach. This formula always
accounts for items in the assessment (e.g., through weighing of select items) but often
also uses other variables. Some methodologies, such as Idaho’s, include the previous
year’s budget as a variable to determine the final budget.
In some cases, the means to develop an individual budget model may be similar to
those used to develop a level model. States may develop either methodology using
regression on historical costs. In an individual model, this might be applied to develop
weights for specific items that are then factored into an equation to determine the
individual budget amount. In a level model, regression might be used to determine
current budget levels based on the previous year’s costs, but once these costs are
established, a fixed amount of funding is provided, so that the budget amounts are
finite and known.
A benefit of using a formula-based approach is that the results of analyses may yield a
statistically sound and defensible model. This potential strength may turn to a
shortcoming, however, if the relationship between assessment scores and historical
service use is not strong.
Moreover, the approach may result in complex statistical formulae that are not easily
understood by service recipients and their families. Finally, another risk of a formulabased approach is that it is anchored to historical costs. Historical costs have
embedded within them influences from past policy and practice that may be
inconsistent with progressive ideals that should drive the system forward. As a result,
this approach may reinforce past, unwanted practice because the funds allocated to
individuals are tied to those practices. This is discussed in more detail in the section
titled “Use of historical spending as primary driver of methodology”.
The state of Florida utilizes this approach through its iBudget initiative within its
home and community-based program for people with autism or intellectual and
developmental disabilities. The instrument used to assess support need, the
Questionnaire for Situational Information (QSI) was designed and tested in 20075

5

Havercamp, S. (2009). Evaluating the reliability and validity of the questionnaire for situational
information: Item analyses. Tallahassee: Florida Agency for Persons with Disabilities
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and is occasionally updated. Subsequently, state
staff6 applied regression-based statistics to
develop a first-generation algorithm for setting
individualized funding amounts tied to
assessment outputs. iBudget was first awarded to
service recipients in 2013.

Florida iBudget
Tool: QSI
Type: Individual budgets
Methodology: Regress age,
living setting,
summary/individual item scores
from QSI on historical spending

The base elements composing the independent
variables of the regression model include the
individual’s age, living setting, and five summary
and individual item scores from the QSI. These
variables were regressed against historical costs
with several modifying factors accounted for (e.g., spending outliers). The regression
model yields a series of weights that are associated with each of the independent
variables. To calculate a person’s individual budget, the score on each variable is
multiplied by the variable weight. The resulting values are summed and squared to
determine a final dollar amount.
The dollar amount produced by the algorithm served as a starting point for a final
budget determination in what is referred to as the EZ iBudget Calculator. This figure
is subsequently adjusted to an amount that is consistent with the overall legislative
appropriation, resulting in an Allocation Algorithm Amount. Finally, a support
coordinator meets with each recipient to review these results and explore if there are
other significant needs that must be addressed outside the designated budget amount.
When this process is completed, a final budget amount is approved and authorized.
Another example of this approach is Wisconsin’s self-direction initiative established
in 2008 as an alternative to the state’s mainstay managed care effort, Family Care,
called Include, Respect, I Self-Direct (IRIS)7. IRIS is meant for seniors as well as for
people with physical disabilities, intellectual and developmental disabilities, and
behavioral challenges. Individuals who select
Wisconsin IRIS
IRIS for their long-term supports work with an
IRIS Consultant to develop a service plan that
Tool: Functional Screen
meets their individual needs and a Financial
Type: Individual budgets
Services Agency to assist them to hire workers
and pay for their supports (e.g., in-home
Methodology: Regression on
supports, day and employment services, respite
historical spending
support). The allocation is based on an
assessment of need using the state’s locally
8
developed “Functional Screen,” with amounts arrived at through systematic analyses
correlating assessment scores with historical spending patterns.

Niu, X.-F., & Bell, L. (2010). Statistical models for predicting resource needs and establishing
individual budgets for individuals served by the Florida agency for persons with disabilities.
Tallahassee: Florida Agency for Persons with Disabilities.
7 http://www.dhs.wisconsin.gov/bdds/IRIS/index.htm
8 http://www.dhs.wisconsin.gov/ltcare/FunctionalScreen/
6
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Another approach for developing an individual methodology is to use what may be
described as an item-based approach. In this approach, items within an
assessment are selected and associated responses on the items correspond to a unit of
support (e.g., hours or dollars). The units of support are then added to yield a total
amount of support or budget. As an example, an item may probe the amount of
support needed to dress. Depending on the response to the item (e.g., low, medium,
or high), a unit of support (time or money) is tallied. This action is repeated for each
item included in the model. A final tally across all the selected items and responses
yields the individual budget amount. The amount of support associated with each
item and response might be set based on professional judgement and/or analysis of
previous service use and expenditure patterns. Once the assessment is completed, a
final budget is computed).
Exhibit 2. Example output utilizing an item-based approach
Support Needed
For dressing

For shopping

Total

Response
Low
Medium
High
Low
Medium
High

Hours/day
0.15
0.5
2
0.1
0.2
0.25
0.75

Rate/hour
$10/hour

$13/hour

Dollars/day
$1.50
$5.00
$20.00
$1.30
$2.60
$3.25
$8.25

A primary benefit of an item-based approach is transparency. This approach directly
associates responses to specific assessment items with a unit of support and
reimbursement rate, and so may be appealing to many who may directly observe the
relationship between identified need and a resulting budget amount. One drawback of
item-based modeling is that it relies on only the specific support needs asked about in
the assessment. Resources that are needed to complete life activities outside of the
pre-specified set of life tasks are not addressed, measured, or included in the model.
As a result, the approach may underestimate overall support needs and limit a
budget’s applicability to addressing needs in other life domains.
The state of Oregon provides an example of this type of approach. Beginning in 2011,
two locally developed tools, the Adult Needs
Oregon Individual Budgets
Assessment (ANA) and Children’s Needs
Assessment (CNA), were used to assess support
Tool: ANA, CNA
needs of service recipients with intellectual and
Type: Individual budgets
developmental disabilities. Both assessments cover
similar information pertaining to demographics,
Methodology: Item-based
need for support in activities of daily living (ADLs)
modeling to yield hours of
and medical/nursing needs, as well as other
support
exceptional needs. The assessment is used to
identify the precise units of support that are
associated with completing various life activities.
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To determine an individual budget, an assessor transfers information and responses
from the assessment into a spreadsheet where all the results are tallied to yield
specific hour amounts of support. For instance, consider an individual who requires a
two-person lift six times per day and that each instance of such support takes
approximately 10 minutes. In the Oregon model, this effort equates to one hour of
needed support per day (6 instances x 10 minutes = 60 minutes). This hour amount is
summed together with results rooted to other items to compute allowable monthly
service hours. These, of course, may be eventually associated with a dollar amount,
but in the Oregon model, the unit of support is service hours per month. It should be
noted that presently, the state has developed a new assessment measure and is
exploring alternative means for allocating hours of support per person.

Level-Based Approaches
A level-based approach is one that involves individuals being grouped based on
defining attributes—assessed support need, for example—and subsequently
associating each level with a budget allocation, or tiered rate assignment. Level-based
approaches may be ‘two pronged,’ meaning two distinct tasks are undertaken:
defining support needs and defining the budget associated with each level.
Typically, levels are arranged to depict
Exhibit 3. Example Five-Level Framework
support need, from low to high. Separate
levels may be established for
extraordinary needs, such as exceptional
medical or behavioral needs, or these
specialty needs might be folded into the
level framework. Exhibit 3 displays a
five-level support need framework.
Levels 1, 2, and 3 respectively depict low,
moderate, and high general support
need groups. The levels “M” and “B” are
for individuals with extraordinary
medical and behavioral needs. Given this
general construct, many differing
iterations are possible, but the principal idea is to separate individuals into a
reasonable number of groupings based on their assessment scores and to compute
budgets for each level.
West Virginia provides an example of a level-based approach. Within its system for
people with intellectual and developmental disabilities, the State uses the Inventory
for Client Agency and Planning (ICAP) to assess support needs. First, a base budget is
set for each person; the base budget is a dollar amount range with a low end and high
end that varies by age group and living setting. These base budget amounts are
derived via statistical analyses of past spending regarding living setting and age.
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West Virginia Budgets
Tool: ICAP
Type: Level-based budgets
Methodology: Base budget
derived from age and living
setting + add-on related to
assessed needs + behavioral
needs + spending patterns

Next, additional amounts are ‘added on’ to the
base budget. For each of two assessment domains,
Motor Skills and Personal Living Skills,
individuals are assigned a Level 0, 1, 2, 3, or 4.
Dollar amounts are associated with each level.
Subsequently, additional funds may be added
based on scores related to observed behavioral
challenges (moderate to extremely serious).
Finally, each individual’s previous spending
pattern is factored in, if needed, to ease the
transition to a new individualized budget. Exhibit
4 illustrates the overall level-based budgeting
protocol.

Exhibit 4. West Virginia’s Level-Based Protocol for Setting Individualized Budgets

Base Budget
related to
age and
residence type

+

Add-Ons
Motor Skills Score
Level 0,1,2,3,4
Personal Living Score Level 0,1,2,3,4
Behavioral Scores
Moderate to
Extremely Serious

+

Other
Factors

=

Budget
Amount

Another approach, applied in some states (e.g., Hawaii, North Carolina) builds an
individualized funding amount tied to level assignment, age, residence type, and the
projected service mixes associated with each level. In a framework including five
levels, two age cohorts (children and adults), and two residence types (own home or
family and paid residences), 20 service mixes (the list of services to be offered) must
be accounted for.
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Each service mix illustrates the type and amount of service that may typically be
needed by individuals in each level. The mixes are
HI and NC Level-Based Budgets
informed by historical service use and
professional judgement by level but may also
Tool: Many can be used, these
reflect emphases on new trends in services or
states use the SIS
innovative approaches, such as anticipated use of
Type: Level-based budgets
employment or remote technologies. Service
mixes are reviewed by stakeholders and revised as
Methodology: Number of levels
warranted.
determined by relative
population support need, levels
As an example, Level 1 may be composed of
contain service mixes, sample
individuals living in their own residence with a
service mix package is
service mix that features primarily periodic,
associated with a budget,
drop-in assistance. To contrast, those assigned to
budget is ceiling for spending in
Level 3 and living with their family might require
level.
significant support and oversight. The associated
service mix should reflect such needs and be
composed of significant access to in-home
supports, resulting in a higher individualized budget than that associated with Level 1.
This approach yields a model where budgets per level are tied to anticipated service
use for all those assigned to the level by age group and residence type. As a result,
while offering a ceiling allocation associated with each level, it allows for flexibility in
how each person applies the budget to meet his or her own needs.
A drawback to the approach, as with any approach based in assessment, is that its
outputs—level assignment and budget allocations—are dependent on the reliability
and accuracy of the assessment. Further, some individuals straddle between support
levels in terms of their scoring: A point or two either way could result in a level
assignment that is higher or lower, resulting in a different budget assignment.
Regardless of the overall strategy applied, numerous possibilities are conceivable
within each approach, and hybrid strategies are also possible. For instance, an
item-based approach may be applied to identify and fund services keyed to activities
of daily living, but a levels-based approach might be taken to allocate resources for
day supports (e.g., employment services). In addition, some services, such as facilitybased residential services, may be accommodated independently from any
individualized budgeting methodology.

Colorado’s Level-Based Methodology
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Between 2006-2008, the Department engaged HSRI to complete a review of
assessment tools the state might employ to establish tiered funding rates tied to
individual support needs for residential and day services furnished through the
HCBS-DD (Comprehensive) Waiver. In essence, the state wanted to adopt a uniform
rate structure that factored in an assessment of each waiver participant’s
characteristics and support needs that affect the costs of supporting the person,
principally with respect to the amount of direct
Colorado SLS and DD Budgets
support staffing that each individual might
require. After this work was completed, the state
Tool: SIS & Supplemental
sought to extend the methodology to those served
Questions
by the Supported Living Services (SLS) waiver.
Type: Level-based budgets
Given HSRI’s review of assessment tools, the
Methodology: Population
state selected the Supports Intensity Scale (SIS)
stratified into 6 levels, each with
for assessing the individual support needs. The
9
sublevels, for 42 total support
SIS was created by researchers working with the
levels created by regressing
American Association on Intellectual and
historical spending against
Developmental Disabilities (AAIDD). It has
assessed support need.
been in use since
2004 and, when appropriately
10
applied, is found to be a reliable and accurate tool
for measuring the supports needs of individuals
with IDD. Presently, there are two versions of the SIS. The “Child SIS” (SIS-C) is for
children aged 5 to 15 years. The “Adult-SIS” (SIS-A) is for individuals aged 16 to 72
years old.
The SIS contains three sections, described in the figure below.

Smith, G. & Fortune, J. (2006) Assessment instruments and community services rate
determination: Review and analysis. Tualatin OR: Human Services Research Institute.
10 https://aaidd.org/publications/supports-intensity-scale
9
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Exhibit 5. Sections within the SIS Assessment Tool
Exceptional Medical and Behavioral Needs
•This section documents extra support needed to deal with particular
medical and behavioral conditions, above and beyond the regular daily
supports covered in Section 1. Two sub-sections address these domains:
•Part A: Medical Supports Needed
•Part B: Behavioral Supports Needed
Support Needs Index
•This section documents the general support needs of individuals, in terms
of how often the support is needed, how long it takes to provide the
support each time, and what type of assistance is needed. Six subsections address the major areas in which support is typically needed:
•A: Home Living Activities
•B: Community Living Activities
•C: Lifelong Learning Activities
•D: Employment Activities
•E: Health and Safety Activities
•F: Social Activities
Supplemental Protection and Advocacy Scale
•This section examines the types of activities the individual performs to
protect and advocate for him or herself. Each activity is rated in terms of
frequency, time, and type of support.
In addition to the SIS, the Department began using supplemental questions for
assessing extraordinary support need. At the time, it was thought that SIS findings
alone may sometimes under-report the significance of behavioral challenges for some
people. As a result, supplemental information, referred to as the “Colorado
Supplemental Questions,” was added so that individuals could be identified who
presented a “Public Safety Risk” (Convicted or Not Convicted) and/or “Extreme Safety
Risk to Self.” We note that HSRI completed an updated review of available
assessment tools for the Department in 2015,11 and the Department continued use of
the SIS. After original analysis of assessment results and historical spending patterns,
a base framework was established that is composed of six support levels. A seventh
level was added to account for individuals whose needs and associated spending are
beyond the highest established level.12
The six standard Support Levels are calculated using a preset algorithm based on
specific SIS results and the previously mentioned supplemental criteria. Specifically,

11

Taylor, B., Aiken, F., Agosta, J. (2015). Analysis of instruments to assess support needs of people
with intellectual and developmental disabilities. Tualatin OR: Human Services Research Institute.

12

Smith, G., Fortune, J., Chiri, G., Agosta, J., Smith, D. & Taub, S. (2007) Comprehensive waiver
residential habilitation and day services payment/funding levels: Final recommendations.
Tualatin OR: Human Services Research Institute.
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Support Levels are assigned using the following components documented in 10 CCR
2505-10, 8.612:
▪

Sum of scores on SIS Subsections A,B, & E (“ABE”)

▪

SIS medical support needs section score (“3A”)

▪

SIS behavioral support needs section score (“3B”)

▪

“Public Safety Risk” criteria

▪

“Extreme Safety Risk to Self” criteria

▪

Support Level 7 determined by Support Level Review process due to
exceptional needs

▪

Changes to level due to the Support Level Review Process

For individuals enrolled in the HCBS-DD waiver, all of the above items are utilized
within the algorithm. Further, for individuals with exceptional support needs, a
Support Level 7 may be approved following a Support Level Review. This occurs when
an individual, his or her legal guardian, authorized representative, family member, or
Case Management Agency (CMA) requests a review regarding the Support Level
assigned to meet the individual’s needs. After review, the Department determines
whether or not the individual has substantially higher support needs than those
established in the assigned Support Level.
For individuals enrolled in the HCBS-SLS waiver, only criteria for Public Safety RiskConvicted is considered and impacts level assignments within this algorithm. The
HCBS-SLS Waiver algorithm does not consider non-convicted individuals who pose a
community safety risk. Additionally, the HCBS-SLS Waiver does not consider the
“Extreme Safety Risk to Self” question in the algorithm.
Overall, Colorado’s methodology, while unique to Colorado, has many similar
characteristics to other states’ methodologies. Colorado’s methodology allows for
multiple, more individualized funding and (and on the DD waiver, service rates)
within each of six levels, with an opportunity for a budget at an exceptional level
outside the six levels if needed. The methodology allows for transparency and
understandability to wider audiences, since it is not a “black box” equation.
Additionally, the levels allow for flexibility of spending within the budget.

Use of historical spending as primary driver of
methodology
In addition to the approach that states use—individual versus level-based—
methodologies also vary based on whether the state used historical spending as the
primary driver of the methodology’s calculation, and in turn, the budget. While the
type of methodology is typically evident by public information, more in-depth
information about the methodology and its development is rarely public. Therefore,
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we do not provide information about methodologies from all waivers that we reviewed
here. Instead, we summarize the ways in which states may develop methodologies and
provide general examples.
Methodologies typically involve statistical modeling that uses support need to predict
spending. From these models, the assessment items and/or scales, in addition to
other data that may be used to construct a budget (e.g., living setting), are determined
as necessary to predict the needed budget. In all statistical models for budget
methodologies, the variables put into the model to predict budget—or the
independent variables—are these assessment items/scales and other data that often
predicts cost, most often age cohort, living setting, and/or school graduation status.
Despite the universal use of assessment items and general similarities among other
independent variables, there is no single type of dependent variable used for
developing budget methodologies. Most methodologies use one of two types of
dependent variables: historical spend or support need level.

Use of Historical Spending
When historical spending is used, the statistical modeling typically involves a
regression model whereby assessment and other variables predict historical spending.
Historical spending may be substituted with service use hours as well. When
historical spending is used, it may involve accepting a number of assumptions about
the operationalization of spending. For example, some states use one month of
spending while others prefer to use spending over an entire year, believing it to be a
better approximation of need across time. Some states exclude individuals who don’t
have a record of spending within each month, while others accept that service use
may include breaks in services or inconsistent billing.
Beyond the necessary assumptions about claims data, use of historical spending as a
proxy for future need is problematic. Historical spending is rooted in past
authorizations, spending caps, and other policy decisions that may have limited an
individual’s ability to acquire the services they may need, or may have resulted in an
individual receiving too high of a budget in accordance with their need. Other factors,
such as geography, transportation, and workforce shortages may also impact an
individual’s ability to spend up to their needed budget in the past. Lastly, individuals
at the same level of support need may have different natural supports, which may lead
to different amounts of service use unrelated to need. These factors introduce error
into the measure of budget need via historical spending, which may result in
underfunding or incorrectly funding individuals when used within a state’s statistical
modeling.
Idaho’s Developmental Disability Waiver is an example of a waiver that used
historical spend as a primary driver in its individual-level methodology. The Idaho
Department of Health and Welfare (DHW) operates the developmental disabilities
1915 (c) waiver for individuals with intellectual and developmental disabilities and
autism. It was developed using data from the Scales for Independent Behavior-
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Revised (SIB-R) assessment, a normed instrument that is used nationally to measure
adaptive and maladaptive behavior. DHW characteristics which also factor into the
budget are captured on the Inventory for Individual Needs. Assessments are
completed by a third-party vendor. This approach features an algorithm that was
derived from a regression model using selected items from the SIB-R assessment to
formulate a calculated budget amount.
The final model uses 10 variables about
individuals’ circumstances and 8 pulled from
the assessment13. The model is a regression
equation that calculates total annual plan
amount. The constant in the model varies by
“waiver” or “non-waiver” service recipients. The
multipliers in the equation are weights assigned
to each of the variables included in the final
model. As typical with a regression equation,
the score of each variable is multiplied by its
associated weight, summed, and added to the
constant to calculate a budget amount. See
Exhibit 6, on the following page, for the equation.

13

Idaho DD Waiver Budgets
Tool: SIB-R
Type: Level-based budgets
Methodology: Individual
circumstance and assessed
needs regressed against
historical spending.

Idaho Department of Health and Welfare. (2009). Adults with Developmental Disabilities
Individualized Budget Model Analysis. Retrieved from
https://healthandwelfare.idaho.gov/Portals/0/Medical/DevelopmentalDisabilities/AdultDDIn
dividulizedBudgetModelAnalysis.pdf
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Exhibit 6. Regression Model Equation
The regression model equation is:
Y = b1*x1 + b2*x2 + b3*x3 + b4*x4 + b5*x5 + b6*x6 + b7*x7 + b8*x8 + b8*x8 + b10*x10 + b11*x11
+b12*x12
Where:
Y = CALCULATED PLAN AMOUNT (ANNUAL)

x1 = Waiver Status
x2 = General Maladaptive Index (GMI*var)
x3 = Mental Retardation
x4 = Autism
x5 = Cerebral Palsy
x6 = TBI
x7 = High Risk Behavior
x8 = Nursing
Nursing monthly
Nursing weekly/daily
x9 = Level of Support Needed
x10 = Transportation
x11 = Sum of Bathing, Grooming, Dressing, Toileting,
and Feeding (x*var)
x12 = Sum of Laundry, Housekeeping, and Meal Prep
(x*var)

MODEL COEFFICIENT MODEL COEFFICIENT
WAIVER
NONWAIVER

25,628.54
-148.68
5,879.85
4,389.63
5,573.41
2,672.81
2,139.01

6,211.20
-57.16
0
0
0
0
0

39,855.20
61,204.97
908.68
Imputed $

0
0
0
Imputed $

167.26

458.47

0

358.20

Source: DHW, 2009

This statistical model was developed by regressing historical spending on a pool of
assessment variables and individual circumstances broader than those displayed in
the equation. The variables determined for the final equation, which include
maladaptive behavior and diagnosis, and their associated coefficients may have been
biased toward the factors above such as natural supports, availability of services,
and/or measurement issues with claims data assumptions.

Use of Support Need Level
An alternative to using historical spending as the primary driver, or dependent
variable, in supports budgets methodologies is to use support need level. While
assessments measure the latent or inferred variable of support need, assessments do
not directly place individuals into levels of support need. Instead, states may choose
to use another source of data that indicates the level of support a person needs (e.g.,
low, moderate, or high). This dependent variable allows states to understand how
specific scores on items/scales in an assessment predict level of support need. This
statistical model may use regression to determine an equation that predicts level of
need, or the model may use other statistical methodologies to determine ways to
develop criteria to group individuals by level of need.
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The source of data used for the dependent variable must group individuals into a
series of levels commensurate with what the state would like to implement in their
system. The level framework may be a past level system with data on each individual
on their level, or a new framework that the state develops. Some states choose to
assign a support level for each individual with assessment data via a separate data
collection activity.
When historical spending is not used as the primary driver of determining support
funding methodology, a required next step after determining amount of support need
is associating each level or amount of support need with a budget. At this phase,
historical spending may be used as one of many factors that determine budget. Other
factors that should be considered in determining individualized funding include
policy intentions or goals (e.g., increasing employment), changes to service array or
service definitions, changes in rates, systemic shifts, demographics (e.g., aging
population), and/or workforce issues/availability of services. By considering historical
cost within a context of system redesign and evolution into the service system desired
by individuals with disabilities and their families, budgets may be less trapped in past
department shortcomings and more forward-thinking.
An example of a waiver individualized funding methodology that used support need
as a primary driver is Wyoming’s waiver that serves individuals with IDD and/or
traumatic brain injury. The Wyoming Behavioral Health Division (BHD) uses the
Inventory for Client and Agency Planning (ICAP) to determine eligibility and assess
support need. In addition to the ICAP, BHD includes age group (specifically, in school
or out of school) and living situation variables. BHD specifically designed the
methodology to calculate level of service based on their description of each level, then
created budgets for each level separate from the level methodology. In other words,
they associated budgets with their descriptions of each level based on what they
believed individuals at that level would need. So, while each level corresponds to a
budget amount, the budget is not derived directly from the ICAP. BHD determined
the appropriate budget for each level that they assign according to the level of service.
BHD developed the methodology for assigning the level of service and associated
budget by first creating qualitative level descriptions or definitions. BHD first decided
on a number of unique levels, six in total. They then crafted specific descriptions or
profiles of support need for each of the six levels. Descriptions were developed with
experts at BHD. These descriptions included what supports an individual in the level
is expected to need. Next, BHD created a dataset of individuals’ ICAP assessments
that range from very low need to very high need14. In total, this ‘calibration dataset’
included 140 individuals. BHD used the level definitions and ICAP assessments for a
survey of experts in-house and at WIND (Wyoming’s UCEDD and ICAP contractor).
The experts familiarized themselves with the level definitions, then looked at the

14

Wyoming Department of Health Behavioral Health Division. (2014, April). Understanding Your
New Individual Budget Amount (IBA) for the Comprehensive Waiver.
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ICAP results of each of the ICAP assessments that BHD randomly provided. For each
individual with ICAP data, the expert assigned a level of service.
Wyoming Budgets
Tool: ICAP
Type: Level-based budgets
Methodology: Assessed support
need sorts people into levels,
levels are tied to budgets based
on a variety of factors that
impact spending.

BHD created an average level score based on all
of the levels that the experts assigned to a given
individual in the calibration dataset. Using this
average level, BHD regressed level of service on
ICAP scores. They tested multiple models using
the ICAP scores and other variables (e.g., age
and living setting) in different ways to come up
with a best fit model. From this best fit model,
BHD selected the variables for inclusion in the
level of service criteria. The final level of service
model included the ICAP general score and
personal living domain score, as well as
behavioral scores derived from ICAP sections.
BHD used the final regression models as the
formulae for placing individuals into levels.

The final level of service need is then tied to a budget. The budget is based first on age
group and residential setting. For individuals living with family, the budget is based
on the hourly rate for personal care services multiplied by the estimated required
hours of service for each level. BHD determined the estimated hours of service for
each level based on exploring past utilization and determining the ‘typical’ number of
hours used by individuals in each level. For individuals living independently or semiindependently, the budget is based on the daily supported living rate multiplied by the
estimated days of service required by each level. The same methodology applies to day
service budgets and residential habilitation.

Colorado’s Use of Historical Spending
Colorado’s support level methodology was developed using historical spending as a
primary driver. As described above, this methodology has innate issues with
operationalizing individualized funding need with past spend, which may be largely
due to past policy, service availability, and natural supports unevenly applied across
the population. At the time of development, Colorado’s level system was new territory
in the realm of developing supports budget methodologies with assessment data.
Since that time, the field has progressed, and more innovative and modern
approaches that involve exploration into historical spending but do not depend solely
on it are gaining popularity.
In accordance with the thinking at the time, HSRI developed Colorado’s framework
by conducting regression analyses using assessment scores to predict past spending.15
15

Smith, G., Fortune, J., Chiri, G., Agosta, J., Smith, D. & Taub, S. (2007) Comprehensive waiver
residential habilitation and day services payment/funding levels: Final recommendations.
Tualatin OR: Human Services Research Institute.
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While the support levels are meant to depict need from low to high, the process for
finalizing the levels (and the sub-groups within levels) was dependent on analyses to
tie these groups in ways to maximize their relationship to historical spending at that
time. As a result, the levels and sub groups—while inevitably reflecting relative
support need—were initially defined by the statistical relationships found between
assessment scores and spending.
To determine the criteria for assigning a support level to a service recipient, we first
determined what assessment variables are significant predictors of historical spend.
These analyses resulted in the use of Sum ABE for measuring general support need.
Next, we developed the criteria for assigning individuals to groups that range from
low to high and consider all measured support need in the SIS.
The Colorado framework seeks to assign support levels to individuals that take into
consideration the components above. This is illustrated below in the criteria for two of
the six support levels that were compiled originally in 2007.16 As shown, a level may
be assigned to a service recipient due to scoring into one of a number of subgroups
that fall into each overarching level. The subgroups consider general support need,
medical support need, behavioral support need, and community safety.
Exhibit 7. Residential Habilitation Levels: 10/22/2007

Level 1

Level 6

Subgroup 1A: ABE < 25; 3a<1 AND 3b< 2
Subgroup 1B: ABE < 25; 3a< 2 AND 3b< 5
Subgroup 1C: ABE < 25; 3a<4 and 3b< 5
Subgroup 2A: ABE 26-30; 3a<1 AND 3b<2
Subgroup 2B: ABE 26-30; 3a< 2 AND 3b< 5
Subgroup 2C: ABE 26-30; 3a<4 and 3b< 5

Subgroup 4J: ABE > 34; 3b>16
Group 6A: Community Safety and 3b>12
Subgroup 3F: ABE 31-33; 3a>9 and 3b< 3a
Subgroup 4F: ABE > 34; 3a>9 and 3b< 3a

Source: Smith et al., 2007

In the HCBS-DD Waiver, the Support Level is used to determine the reimbursement
rate for some services including Residential Habilitation Services and Supports,
Specialized Habilitation, Supported Community Connections, Prevocational Services,
and Supported Employment in HCBS-DD. Support Levels are used for Service Plan
Authorization Limits (SPALs) and the reimbursement rate for some services including
Specialized Habilitation, Supported Community Connections, Prevocational Services,
and Supported Employment in HCBS-SLS.
We note that in 2016, HSRI completed a summary review of support level
assignments for the Department.17 At that time, HSRI was provided a dataset with
assessment data on 9,549 active service recipients that included identifying
information, waiver affiliation (HCBS-DD or HCBS-SLS), scores from SIS Sections A,
B, E, 3A, 3B, “Public Safety Risk” criteria, “Extreme Safety Risk to Self” criteria, and
16 Smith,

G., et al. (2007)
C., Agosta, J., Taylor, B. (2016). Colorado support levels update and comparison of
support needs assessment results with jurisdictions. Tualatin OR: Human Services Research
Institute.

17 Kidney,

126

final Support Levels as calculated by Colorado’s algorithm. For illustrative purposes,
the number of individuals by support level is shown below.
Exhibit 8. Number of Active Service Recipients as of May 2016 in Each Level (n= 9,496)

Source: Kidney et al., 2016

The above summary illustrates the results of work primarily completed from 20062008, with marginal adjustments made since then.

Medical and behavioral support needs in methodology
As with use of historical spend, public information about states’ waiver methodologies
does not typically include information about how assessment results precisely
indicate a budget. For this reason, this section also only uses examples of states where
information is known and public.
The need for support to complete daily tasks is often scored from low to high and
summed to create a score of general support need. In addition to this type of support
need, a person may have medical or behavioral support needs. However, assessments
tend to measure the presence of medical conditions or behavioral challenges rather
than the type and amount of support needed to manage them. The current way of
measuring medical and behavior needs does not equate to a scale of need that may be
combined with a scale for general support needs. Consequently, measures of behavior
and medical conditions usually must be considered separately. This is because for
these types of needs a single condition or behavior (e.g., heart disease, safety risk to
others) can on its own, without any other circumstance, call for extraordinary
support. To contrast, an individual may have a wide repertoire of challenging
behavior, tallying a number of behaviors, but not be considered to have extraordinary
need. Therefore, unlike general support needs, it’s difficult or impossible to set up
scale scores that summarize the type of need a person has in these areas overall
because of the fact that they can require a high degree of supports for a single
condition, or it could be a confluence of conditions/behaviors that necessitate
support.
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To effectively budget for medical and behavioral support needs, states often consider
these needs separately, and often above and beyond general support needs. This is
most often accomplished through a level-based methodology where one or more
levels are dedicated to the support needed for high or extraordinary medical or
behavioral support need. However, individual methodologies may account for these
needs separately as well.
As an example of a waiver budget methodology which does not consider medical
support needs separately, see the description of Idaho’s current methodology above in
the “Use of historical spending as the primary driver of methodology” section. In their
methodology (currently under revision), they separately account for general
maladaptive behavior and high-risk behavior in their equation. There is no coefficient
for medical support need. This may be due to their measure of medical support need
not being a significant predictor in their model, or due to a lack of existing measure of
this type of support at the time of development, since the ICAP does not calculate a
medical support need score. However, assuming that medical need is tied up into
other types of need within the model may be overlooking the specialized and unique
types of support needed for medical conditions and treatments.
Similarly, the West Virginia Bureau for Medical Services (BMS) developed a budget
methodology and service authorization process that considers behavioral support
needs but not medical support needs separately. They selected the Inventory for
Client and Agency Planning, or ICAP, for measuring support need. BMS contracted
with the Lewin Group to conduct regression analyses to determine the best model for
an individualized funding methodology. The resulting methodology determines a base
budget from three variables: age (under 18 or 18 and older), living setting, responses
to the ICAP. Then, previous spending and a thorough exceptions process allows for an
additional authorized amount. While the assessment and inclusion of medical support
need within the measure of general support need is the same as Idaho, the
methodology is very different in terms of type of methodology (WV’s is level-based)
and approach.
First, BMS calculates the base budget, which is a dollar amount range with a low end
and high end that varies by age group and living setting. Lewin Group determined
these base budget amounts via regression of past spend on living setting and age.
Exhibit 9 displays the base budget ranges for each category.
Exhibit 9. Base budget categories and ranges
CATEGORY
Youth (below 18) living at home with family
Adult: living at home with family
Adult: intensively supported setting self-directed
Adult: waiver group home, 4 people
Adult: intensively supported setting, 3 people
Adult: intensively supported setting, 2 people
Adult: intensively supported setting, 1 person

BASE BUDGET RANGE
$29,643 -- $33,081
$38,283 -- $44,231
$82,519 -- $94,830
$78,540 -- $85,687
$104,318 -- $110,027
$123,279 -- $128,562
$176,731 -- $182,507

(Nisbet, 2017)
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Next, service coordinators review the most current ICAP and determine whether the
service recipient needs additional funding for add-ons. The add-ons specifically relate
to scores in four sections of the ICAP on motor skills, personal living, externalized
problem behavior, and asocial problem behavior. Exhibit 10 displays the add-ons.
Exhibit 10. ICAP score ranges and associated member level with add-on dollar amount to
add to base budget.
MOTOR SKILLS
SECTION/ITEM RAW SCORE MEMBER LEVEL

ADD-ON AMOUNT

39 – 54
33 – 38
27 – 32
15 – 26

0
1
2
3

$0
$1,459
$2,918
$4,377

1 – 14
39 – 54
33 – 38

4
0
1

$5,836
$0
$1,459

PERSONAL LIVING SKILLS
SECTION/ITEM RAW SCORE MEMBER LEVEL

ADD-ON AMOUNT

37 – 63

0

$0

30 – 36
23 – 29
12 – 22
0 – 11

1
2
3
4

$1,233
$2,466
$3,699
$4,932

EXTERNALIZED PROBLEM BEHAVIOR (ITEMS E2, E3, E4)
SECTION/ITEM RAW SCORE MEMBER LEVEL ADD-ON AMOUNT
Moderately serious or
slightly serious
Extremely serious or slightly
serious

--

$2,968

--

$4,287

ASOCIAL PROBLEM BEHAVIOR (ITEMS E6 & E8)
SECTION/ITEM RAW SCORE MEMBER LEVEL
Extremely serious or
slightly serious

--

ADD-ON AMOUNT
$3,840

(Nisbet, 2017)

These add-ons directly relate to high or extraordinary behavioral support need but do
not include medical support need. While our analyses often indicate correlation
between general support need and medical support need, not all support needs for
medical conditions and treatments are captured in the assessment of general support
need. For example, an individual who has frequent seizures and requires constant
supervision 24 hours a day may not need assistance most of the time for daily support
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needs. This individual likely needs extraordinary support for their medical condition
despite their low general support need; without separating these measures, the data
may not indicate the proper amount of need.

Medical and Behavioral Support Needs in Colorado’s Methodology
Colorado incorporates medical and behavioral needs into their framework in a way
that may not adequately address high or extraordinary needs. While each subgroup
does contain scores for medical and behavioral as routes to be assigned a specific
support level, the scores follow a linear path from low to high based on the SIS
medical and behavioral sections, which may not reflect the need associated with those
levels.
At the time that HSRI developed Colorado’s framework, utilization of assessment to
inform level-based budgets was relatively new. Statistical modeling done at the time
was based on regression against historical spending. While the framework derived
showed good correlation between historical spending and level budgets in general,
HSRI has since come to see more explicitly how difficult it is to measure needs around
behavior and medical need, which may not always be apparent through spending.
Episodic but severe behaviors may not have been treated in the past with consistent
behavioral supports, so historical expenditures may not account for the kind of
support that we today feel is best to meet this type of need.
Both behavioral and medical needs may have compound effects; when more than one
is present, it may create a much greater level of need than would appear if the
conditions were looked at in isolation. For instance, an individual who requires
extensive care for tube feeding as well as for prevention of wandering may only get 2
points on the medical and behavioral sections, demonstrating relatively low need.
These conditions together, however, may put the person at severe health and safety
risk if they do elope and are unable to feed themselves.
Although there is nothing profoundly incorrect about combining medical, behavioral,
and general support needs into a single logic statement, as Colorado does, there is a
risk that actual need is not being adequately reflected. We do note, however, that in
the existing framework, the level dedicated to exceptions, Level 7, may most closely
relate to the concept of need for behavior as outside the total sum score of the related
SIS section. This level allows for individuals to acquire supports for behavior based on
a process outside the SIS assessment, which increases the opportunity to have unique
needs appropriately met.
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Purposeful stakeholder engagement in methodology
development
The final notable characteristic of individualized funding methodologies is purposeful
stakeholder engagement in the development process. This characteristic of states’
waiver methodologies is typically not easily known through publicly available
documents, so we again use only examples.
By engaging stakeholders at the right phases of development with the right tasks and
questions, a methodology may avoid major issues that it would otherwise face. First,
budget methodologies and associated budgetary changes tend to create tension
among the state, providers, and individuals and families. Stakeholder engagement
may create a channel of communication whereby the state may hear and respond to
concerns and be sure that the methodology reflects what is best for individuals and
families. This open communication may serve as a means for the state to learn the
best ways to message the changes and allow individuals who are engaged and
knowledgeable to share accurate information from the state with peers.
Beyond opening up communication through engagement, stakeholders may provide
meaningful input from their important and unique perspectives. Methodologies are
rife with assumptions about why individuals use their budget in certain ways, and
how to use to data to group individuals or assign a dollar amount to their support
need. Through meaningful interaction, states learn from stakeholders about the
intricacies of service use and the system from the individual’s perspective.
Participating in and assisting in the planning of data collection and interpretation
opens up state’s perspectives of the findings and serves to create a methodology that
is more valid and respectful of the individuals it is meant to serve.
As an example of stakeholder engagement, see Wyoming’s methodology example in
the “Use of historical spending as primary driver of methodology” section.
Stakeholders were the individuals responsible for determining the level of support
need in their survey. These stakeholder determinations were in turn used in the
statistical model to determine the scores on items/scales that were associated with the
levels of need. These stakeholders therefore played a vital role in the development of
the methodology.
During the development of Florida’s iBudget, stakeholders were involved in a
different stage of methodology development. To create the equation that determines
the budget amount, stakeholders were asked what they think contributes to need for a
higher budget. The stakeholder feedback was integrated into the variables selected to
be independent variables in the statistical model. This stakeholder engagement, while
less intensive than the Wyoming engagement, likely involved more individuals from
various perspectives due to the ease with which the information is understood and
acquired. Nevertheless, the stakeholder input may have played a major part in what
the final methodology contained.
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Purposeful Stakeholder Engagement in Colorado
When Colorado staff first built the state’s individualized funding methodology in
2o06-2007, meetings were held with varying stakeholders to inform them of the
progress being made. Meetings were used to inform stakeholders of the results of the
support needs assessments, the statistical relationships that were found between
these results and historical spending, support level framework that was developed,
and the budget allocations that were tied to each level. Feedback was used to sharpen
the framework and allocations.
Still, this approach is primarily driven by statistical analyses to build the best
prediction equations—equations that utilize support needs data from the Supports
Intensity Scale and the Supplemental Questions to explain the variance in historical
spending. As a result, while the support levels do illustrate a range of support need
from low to high (Levels 1-6), the people in each support level are defined by the
associated logic statement, and their allocations are made to match the statements.
Several state frameworks use this approach. But it is also essential to utilize
stakeholders to affirm that the people in each support level do, in fact, have a
common level of support need. This step was not taken in 2007 in Colorado.
More recently, HSRI and others have sought to build frameworks that start with an
understanding of the people in each level, void of analyses of historical spending. This
is done with an anticipation of building support levels to match the level of support,
low to high, that the state may offer commensurate with each level. Subsequently,
statistical analyses of support need are used to define the criteria that best defines
level membership. Stakeholder input is used all along to build this framework, and
funding allocations per level are made later. This approach makes maximum use of
stakeholder input.
The Department is committed to stakeholder engagement in their system redesign.
We recommend thinking through the ways in which stakeholders may meaningfully
contribute to any methodology refresh or redesign, and that the Department be
specific about what impact stakeholders might realistically have. For example, while
public comment meetings may have an important role in learning stakeholder’s
positions, there may be opportunities to engage smaller numbers of selected
individuals in workgroups or task forces responsible for in-depth examination of
methodology development plans or individual tasks within the development of the
methodology.

In-depth state example: Minnesota’s Waiver Reimagine
The previous review of budget methodologies (described above) consisted of findings
from an extensive review of waiver methodologies utilizing publicly available
information. Since that time, HSRI was engaged by Minnesota’s Department of
Human Services (DHS) to help develop recommendations for a unified individualized
funding methodology for individuals on four of their HCBS waivers: waivers serving
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individuals with IDD, brain injury, mental health challenges, and medically fragile
individuals. We are including this methodology here as an example of how a state
might go about developing a level-based methodology that does not use historical
spend as a primary driver of individualized funding, that includes medical and
behavioral needs separately from general support need, and that purposefully
engaged stakeholders in its development.
Stakeholders in Minnesota and DHS envisioned a sustainable and streamlined
system—one that is easy to understand and navigate, offers flexibility to service users,
and meets needs in community and person-centered ways. This goal has been
practically expressed by DHS through a long commitment to streamline the waiver
system, including the alignment of services and the rates paid for services, as well as
efforts to improve access to needed supports. After presenting our review of budget
methodologies to DHS and considering past service use and their long-term policy
intentions, DHS decided to pursue a level-based methodology. There are several
benefits of the approach we developed with DHS, including its ability to be stable over
time since different parts of the model can be independently adjusted. In addition, the
framework can assist DHS to better understand support needs within the service
system to more accurately align system responses to support needs. Finally, our
approach allowed DHS to engage with stakeholders throughout the process in
addition to using complex and statistically sound analysis techniques using multiple
data sources and types of data.

Minnesota’s Methodology Development
In accordance with DHS’s goal of developing a budget methodology using data from
their homegrown support need assessment tool—MnCHOICES—we proposed and
competed several tasks to develop the budget methodology that considered multiple
data sources, including MnCHOICES data, service expenditure data, expert opinion,
and service recipient records. The steps we took to develop the methodology,
displayed below, are summarized next.
Exhibit 11. The development of the MN budget methodology

Purposefully
involve
stakeholders

Develop
preliminary
framework

Develop model
service mixes and
individualized
funding

Make necessary
adjustments and
test validity

Recommend
methods for
recalibration
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Purposefully involve stakeholders
Stakeholders were vital to the development of the budget methodology. They provided
contextual understanding of the service system and were involved in the development
of the budget methodology. We discussed the overall proposal to gather feedback and
we included several stakeholders in an expert panel that directly contributed to
project activities. The expert panel was involved in the development of each of the
frameworks. The expert panel helped to develop support range descriptions, finalize
the framework criteria, and provided input into service mixes. Their involvement
lends credibility to the budget methodology and has meaningfully impacted the
development of the budget methodology.
Develop preliminary framework
We developed preliminary support ranges via statistical analysis that could be refined
through additional tasks and analyses. To determine these preliminary support
ranges, we conducted several analyses including exploratory factor analysis,
confirmatory factor analysis, latent class analysis, and general linear modeling. We
identified MnCHOICES items that could be used in the support range framework,
then we conducted analysis to determine how the items worked together. After that,
we used analysis to determine the number of levels (called support ranges in
Minnesota) that we should have and to determine the criteria for each support
range—that is, what scores from the assessment would be included in each support
range. This preliminary support range framework accounted for general support
needs (GSN), psychosocial support needs, and health support needs, just as the
current framework does. We assigned a support range to each individual and used
descriptive analyses to describe their support needs. These preliminary support
ranges included all of the current provisional support ranges, with the exception of
one, called Support Range E, which would be assigned to people with the most
extraordinary support needs. We withheld developing criteria for E, opting to collect
more information or Support Range E in later development.
Develop Descriptions
Next, we developed support range descriptions, since they help to describe the
framework as a whole as well as inform the next steps of the development process. To
develop the support range descriptions, we used the findings from analyses in the
previous task and provided descriptive statistics to several expert panel members.
They reviewed the analysis and were asked questions about the kinds of support that
individuals who were assigned to each support range might need. For this activity, we
used the Charting the LifeCourse Framework18 as a lens to consider support needs in
a variety of life domains. We provided a training to expert panel members to describe
the data and our expectations for them when completing the activity. After they
provided responses, we merged the responses to form the support range descriptions

18

https://www.lifecoursetools.com/charting-the-life-course-guide/
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and adjusted specific wording for cohesion. We also opted to use first person voice for
the support ranges based on the responses of one expert panel member.
Make Adjustments and Test Validity
When the preliminary framework was complete, we conducted an additional data
collection exercise to have another source of data to triangulate support need for
individuals with MnCHOICES data. Expert panelists assisted in this data collection
exercise. With this data, we were able to adjust the criteria so that the criteria assign
Support Ranges to individuals in a way most similar to the results of our data
collection exercise. This resulted in adjustments to the criteria for psychosocial
support needs, since the preliminary criteria appeared to be stricter in allowing
individuals into the higher levels of support need for their psychosocial need than the
expert panel believed was appropriate.
Once we adjusted the framework, we conducted a record review activity where we
examined individual records to determine whether the framework appropriately
assigned Support Ranges to individuals. We determined minimal adjustments were
necessary, but recommended future work on the extraordinary need support range.
Develop Model Service Mixes and Individualized Funding
After we finalized the criteria for the support ranges, we assigned a support range to
each person on each of the waivers. We reviewed historical service use and analysis of
those data considering support need and used the updated data to draft service mixes
using an approximation of services that were used in the past and average rates paid
for those services by support range and living setting. We adjusted the draft service
mixes in coordination with DHS to change specific service amounts and rates in
accordance with policy intentions (e.g., updated day service rates for 15-minute units
and added employment to all service mixes). We developed model service mixes for
each of the seven support ranges and across five different living settings. In total,
there were 35 different budgets across the different living settings and support ranges.
Recommend Methods for Recalibration
Since Minnesota is facing system changes that may impact the validity of the
provisional support range framework, we also offered recommendations for
recalibration of the budget model. Any modifications to a service system (e.g., new
services, rates changes, budget changes, new assessments) necessitate updates to a
budget methodology. Due to the thoughtful ways in which we constructed the
framework, as well as our recommendations for recalibration, DHS should be better
equipped to handle changes in their system without a complete overhaul or overly
difficult transition period.

Provisional Support Range Framework
The tasks described above yielded the following framework. The individual budget
model includes seven unique ‘support ranges’ that group individuals with similar
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general support needs ranging from low to high and individuals with high or
extraordinary health and/or psychosocial support needs. The support range
framework is composed of the following constructs.
Exhibit 12. Support range areas
General Support Needs
Support that people need for activities of daily living and instrumental activities of
daily living (e.g., eating, bathing, dressing, housework, shopping). General support
needs are composed of items from the ADL and IADL sections

Health Support Needs
Support that people need to manage health conditions (e.g., cardiac conditions,
therapies, diabetes). Health support needs are composed of items from the health
section.

Psychosocial Support Needs
Support that people need to manage psychosocial conditions (e.g., anxiety, verbal
aggression, socially unacceptable behavior). Psychosocial support needs are
composed of items from the psychosocial section.

Each support range is associated with a budget range. There are seven support ranges
shown in Exhibit 13 that may be applied to adults. We recommended separately
developing the framework for children due to differences in their assessment tool
(MnCHOICES) that make assessment outputs different between adults and children.
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Exhibit 13. Provisional support ranges

There are five different living settings in Minnesota. That means there are 35 different
cohorts in the individual budget model (7 support ranges across 5 different living
settings). As this framework is as of today still under development, precise budget
ranges are not public; therefore, we cannot share the provisional amounts. However,
Exhibit 14 demonstrates the matrix by living setting and support range.
Exhibit 14. Provisional budgets for adults by support range and living setting

Living
Setting

Support Range
1

2

L

3

4

H

E

Corporate
Foster Care
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Family Foster
Care
Other
Residential

Living with
Family
Living
Independently

The budget ranges are based on model service mixes that were developed by
reviewing past service use, approximating the types and units of services that
individuals are likely to use, calculating average rates for the services for each support
range, and adjusting service mixes to support DHS’s policy intentions. They were later
adjusted to allow for a range of funding, so that there was a percentage added on top
of the final services mixes, which was then used to set the floor of the budget. The
model service mixes were developed for each support range and each living setting.
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CONCLUDING REMARKS
In 2007, Colorado policy makers were among the first in the United States to utilize
systematic assessment of support needs to inform level-based individualized budget
allocations for people with IDD. Since that time, policy makers in other states have
sought to utilize objective assessment of individual support needs to allocate
resources, both to provide individuals with personalized budget amounts and to
establish and apply tiered reimbursement rates. As can be seen through the examples
offered throughout this paper, Colorado’s approach is similar to many along a number
of characteristics, but it also differs in some respects.
Across the four characteristics by which we reviewed supports budget methodologies,
we see that Colorado embodies the following:
▪

Colorado’s methodology is level based, and it uses sublevels to further refine
funding allocations.

▪

Colorado’s methodology is based on the statistical relationships found
between assessed support need and historical spending.

▪

Colorado embeds assessment findings pertaining to medical and behavioral
support needs within each of its support levels and sublevels, rather than
identifying extraordinary medical or behavioral support need and designating
discrete, separate levels for these needs.

▪

Colorado is dedicated to involving stakeholders in its work and should find
meaningful ways to include stakeholder input in any alterations it makes to
the methodology.

Examining methodologies in use in other states can help the Department to see that
its practices are generally within the realm of the national norm. Among states that
have assessment-informed budgets, most use a level-based approach. Use of historical
spending as a dependent variable against which to weigh need is common. What is
most useful to consider, however, are the benefits and challenges that come with these
approaches. There is no inherently correct way to create a funding methodology, and
the myriad of ways states have gone about putting them together is a testament to the
many choices that must be made to account for the state system’s context, the state’s
desired goals, the values that are to be embedded in the methodology, and what is
truly feasible for the state.
Examples of how other states have created frameworks may provide food for thought
about ways that Colorado make changes in to its own framework. Considering these
characteristics against its methodology, Colorado should determine if its current
methodology embodies what it wants, or whether elements of the framework might be
reimagined to better align with its vision for the future.
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Appendix G: Waiver Redesign Services Crosswalk
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IDD Waiver Redesign
Services Crosswalk
All Services
Proposed Consolidated IDD Waiver
HCBS-IDD Services

Existing IDD Waivers
HCBS-SLS Services

HCBS-DD Services

Assistive Technology (Device)

N/A

Assistive Technology
Assistive Technology Device

Specialized Medical Equipment and
Supplies
Assistive Technology Services

Assistive Technology (Services)

N/A

Specialized Medical Equipment and Supplies

Specialized Medical Equipment and
Supplies

Specialized Medical Equipment and Supplies

Personal Support Technology
• Electronic Support Systems
• Medication Reminder Systems
• Personal Emergency Response

Personal Emergency Response

N/A

Behavioral Consultation Services

Behavioral Consultation Services

Behavioral Consultation Services

Individual/Group Counseling Services

Individual/Group Counseling Services

Individual/Group Counseling Services

Behavioral Line Services

Behavioral Line Services

Behavioral Line Services

Behavioral Plan Assessment Services

Behavioral Plan Assessment Services

Behavioral Plan Assessment Services

Short-term and Maintenance Supports

Respite

Residential Habilitation Services and
Supports.

Caregiver Education

N/A

N/A

Behavioral Supports

Risk Assessment Services
Caregiver Supports

Chore Services
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Chore Services

N/A

Residential Habilitation Services and
Supports. Under Residential Habilitation
Services and Support, normal facility
maintenance, upkeep, improvement, and
overall responsibility for the living
environment rests with the service agency.

DH: Specialized Habilitation

DH: Specialized Habilitation

DH: Supported Community Connections

DH: Supported Community Connections

Community & Personal Engagement
Community & Personal Engagement

Mentorship
Dental, Hearing, and Vision Services
Dental Services

Dental Services

Dental Services

Hearing Services

Assistive Technology;

Specialized Medical Equipment and Supplies

Vision Services

Vision Services

Vision Services

Supported Employment
Job Development Services
Job Coaching Services
Job Placement Services

Supported Employment
Job Development Services
Job Coaching Services
Job Placement Services

Prevocational Services

Prevocational Services

Home Modifications

Home Accessibility Adaptations

Residential Habilitation Services and
Supports. Such costs for modifications or
adaptations to a facility required to assure the
health and safety of participants or to meet
the requirements of the applicable life safety
code.

Vehicle Modifications

Vehicle Modifications

N/A

Employment Supports
Employment Supports

Environmental Modifications

Health and Wellness Professional Services
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Health and Wellness Professional Services

Professional Services

N/A

Site-based Intensive Supports

N/A

N/A

In-home Intensive Supports

N/A

N/A

Short-term Intensive Supports

N/A

N/A

Non-Medical Transportation

Non-Medical Transportation

Non-Medical Transportation

Non-Medical Transportation

Non-Medical Transportation

Non-Medical Transportation
Residential Habilitation Services and
Supports. Transportation

Personal Care

Residential Habilitation Services and
Supports

Intensive Supports

Personal Supports
Personal Supports

Basic Homemaker
Enhanced Homemaker
Residential Services
Residential Services

Personal Care
Basic Homemaker
Enhanced Homemaker
Respite
Personal Emergency Response
Home Accessibility Adaptations
Non-Medical Transportation

Residential Habilitation Services and
Supports

Life Skills Training

N/A

Residential Habilitation Services and
Supports. Independent Living Skills Training.

Transition Setup

N/A

Residential Habilitation Services and
Supports. Settings where provider is
responsible for furnishing the living
arrangement.

Transition Services
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Home Delivered Meals

N/A

Residential Habilitation Services and
Supports. Where provider is responsible for
ensuring access to meals and nutrition.

Peer Mentorship

N/A

N/A
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Purpose
The Colorado Department of Health Care Policy and Financing (the Department) engaged
Bolton Health Actuarial, Inc. (Bolton) to complete cost impact analyses associated with
combining the current Home and Community Based Services Supported Living Services (SLS)
and Developmental Disabilities (DD) waivers into a single waiver serving individuals with
Intellectual and Developmental Disabilities (IDD). This report summarizes the results of the
analyses and describes the assumptions underlying each scenario modeled.

Scope and Limitation
This report, the Excel-based models, and any other supporting documentation should not be
released outside of the Department and CMS without Bolton’s prior written consent. In addition,
the Excel-based models contain Protected Health Information and should not be distributed.
The contents of this report rely on utilization and eligibility information provided by the
Department. While Bolton did not audit the data, we did review summaries for reasonableness.
If the source data is found to be incomplete or inaccurate, then the contents of this report and
supporting analytics may also be incomplete or inaccurate.
Use of this report and supporting analytics requires a certain minimum level of Home and
Community Based Services (HCBS) waiver program and data analytic knowledge. Any
conclusions or interpretations formed based on the contents of this report should be evaluated by
the Department’s staff.
Finally, any structural changes to the waiver program, to the scenarios described later in this
report, or changes to the current fee schedule pose a financial risk. If any changes to the
program, scenarios, or fee schedules are implemented subsequent to this report the Excel models
should be updated to reflect these changes.
Guidelines issued by the American Academy of Actuaries require actuaries to include their
professional qualifications in all actuarial communications. Zach Smith is a member of the
American Academy of Actuaries and meets the qualification standards for performing the
analyses in this report.
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Executive Summary
The goals of the Adult IDD Waiver Redesign are to:
•

•
•

Consolidate the Home and Community-Based Services (HCBS) Developmental
Disabilities (DD) and Supported Living Services (SLS) waivers into a single HCBS
waiver for Adults with IDD.
Include an array of broad, flexible services and a spectrum of service delivery options
that enhance individual choice, autonomy and community engagement.
Employ Person-Centered Planning and service delivery that provides for health and
safety assurances and sound stewardship of public funds.

The Department provided the following guiding principles for combining the
HCBS-SLS and DD waivers:
1. People getting the right service, right amount, at the right place, and right time.
2. Minimizing member disruption.
3. Improving the current waiver where possible. For example, self-direction options, more
flexible additional services, or enhanced provider qualifications.
4. The waiver redesign work will not result in a reduction of resources available to people
currently receiving services.
Bolton created a model that allows the Department to categorize members by Support Level and
identify Daily Supports Needs. This model utilizes responses from the Supports Intensity Scale
(SIS) assessment to assign each member a Support Level and Daily Supports Needs indicator.
Given the goal of minimizing member disruption and transitioning to a new assessment tool in
the year 2021, the Department decided to maintain the existing framework for determining each
member’s Support Level. Utilizing the fiscal year starting July 1, 2017 ending June 30, 2018
(FY17/18) eligibility and SIS assessment data for the combined SLS and DD waiver populations
results in the distribution by Support Level shown in Table 1 (note, individuals with exceptional
needs as identified in the existing data are categorized as Support Level 7).

1
2,746

2
2,898

Table 1
Support Level
3
4
5
1,450
1,369
1,601

6
1,184

7
249

In addition to determining each member’s Support Level, the Daily Supports Needs criteria is
used to identify which individuals have a need for Residential Habilitation Services and Supports
(ResHab) that will allow these members to live and participate successfully and safely in the
community. In order to define Daily Supports Needs utilizing currently available data, the
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Department selected a methodology modeled after the residential algorithm used in the
Developmental Disabilities Assessment in Washington 1. To be eligible for ResHab, an
individual must meet the minimum criteria for a subset of responses in the SIS assessment. See
the “Support Level Module” section below for details regarding the Washington residential
algorithm.
Applying the methodology to the FY17/18 members underlying the existing waiver populations
results in 74% of current SLS waiver participants and 92% of current DD waiver participants
being eligible for ResHab. The “Support Level Module” Section, below, details the approach
and assumptions used to define Support Level and Daily Supports Needs.
Cost Modeling Results
Bolton modeled four scenarios for the Department to estimate the impact of waiver redesign:
• Do Nothing (Baseline): The SLS and DD waivers are maintained with no change in
services.
• Combine Waivers: The SLS and DD waivers are combined with no change in services.
Both populations would gain access to all services covered under both waivers.
• Combine Waivers Added Services: The SLS and DD waivers are combined as
described above, and will offer additional services (Acupuncture, Behavioral Risk
Assessments, Caregiver Education, Chiropractic, Home Maintenance Services, Electronic
Support Systems, Intensive Supports, and Medication Reminder Systems).
• Combine Waivers Added Services and Remove Service Limits: The SLS and DD
waivers are combined as described above, offer the above added services, and remove
service limits on Behavioral Counseling, Consultations, Line Staff, Assessments, and
Transportation.
The model Bolton created analyzes the FY17/18 eligibility and claims data underlying the SLS
and DD waiver population. In total, Bolton evaluated the experience for 11,248 members
totaling $478,717,123 in claims paid through October 2018. Repricing the utilization to reflect
the most current rates underlying the baseline data period and adding completion for estimated
incurred claims that had not been paid at the time of the data extraction increases the claims total
to $489,314,871.
The next step in the model adjusts the data to reflect the current rates as of March 1, 2019,
resulting in an estimated increase of $32,550,290. To account for the potential increase of
available qualified providers due to the increase in rates, Bolton applied an Own-Wage elasticity
assumption to the utilization. The Own-Wage adjustment reflects a 0.5% increase in utilization
for every 1% increase in provider rates. This adjustment was limited to services where there is a

1

https://apps.leg.wa.gov/wac/default.aspx?cite=388-828-9500

150

perceived shortage of providers as identified by the Department. The total impact of the OwnWage adjustment is $3,786,456. Finally, before evaluating the scenarios, Bolton incorporated
estimates for services not included in the FY17/18 data (Consumer-Directed Attendant Support
Services (CDASS), Transition services, and Dental) resulting in the addition of $6,225,435.
To evaluate the impact of each scenario, the model categorizes members and their associated
claims by Support Level and whether they meet the Daily Supports Needs criteria. In addition,
given the Department’s commitment to maintain resources currently available to members,
current members are flagged to ensure they maintain existing service levels regardless of the
Daily Supports Needs indicator. For example, a member currently enrolled in the DD waiver
that does not meet the Daily Supports Needs criteria will maintain access to the ResHab services
they are currently receiving. Costs are incorporated for access to services currently limited to
only the SLS or DD waivers, new services, and the removal of service limits as applicable within
each scenario.
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To ensure adequate resources are available to members and maintain fiscal sustainability, Individual Support Plan Budget (ISPB) limits are
developed at the Support Level for members who meet the Daily Supports Needs criteria and those that do not. These budget limits are
similar to the current Service Plan Authorization Limits (SPALs) utilized in the SLS waiver. To determine the budget limits, Bolton relied
on the Prior Authorization Request (PAR) data to adequately capture an individual’s need for services. The budget limits are currently set at
the 90th percentile of all members’ PAR data within a given Support Level. These limits are adjusted to reflect any additional services or
changes to service limits within each scenario. The “Do Nothing (Baseline)” scenario does not follow this approach and maintains the
existing SPALs under SLS with no limits set for the DD population. Finally, the cost of incorporating members currently on the DD waiver
waitlist is evaluated. The DD waiver waitlist population consists of 1,795 current SLS members and 744 members not currently enrolled in
either waiver. Table 2 summarizes the impact of each scenario modeled.
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Details of the model and underlying assumptions are described in detail throughout the
remainder of this report.

Cost Modeling
Research
As part of this engagement, Bolton researched existing IDD HCBS waiver programs across
various states. This research included program parameters, covered services, benefit limits,
provider reimbursement rates, and caseloads. The Department was provided a summary of
Bolton’s findings which covered Florida, Hawaii, Kansas, Missouri, North Carolina,
Pennsylvania, Texas, Washington, and Wisconsin.
To provide estimated costs for new services, Bolton also reviewed IDD waiver programs in
Idaho, Ohio, Minnesota, and Utah. Utilization statistics as well as provider reimbursement rates
for services provided in the Colorado HCBS Children’s Extensive Support (CES) and Colorado
Spinal Cord Injury (SCI) waivers were summarized for this analysis. Data and estimates for the
Colorado Cross-System Response for Behavioral Health Crises Pilot Program were also
analyzed to inform cost estimates.
Finally, Bolton collaborated with Ms. Mary Sowers, the CMS technical assistance consultant
with New Editions and the National Association of State Directors of Developmental Disabilities
Services, as well as representatives from the Human Services Research Institute (HSRI) to
identify resources and statistics relevant to this initiative.
The information utilized from research performed is identified throughout the remainder of this
report.
Support Level Module
To assist the Department in evaluating the impact of various approaches to defining member
characteristics for use in setting budgets, Bolton developed the Support Level Module. This
module combines member level data and detailed SIS assessment scores. The SIS assessment is
the current tool used by the Department to measure each individual’s support needs in personal,
work-related, and social activities. “The SIS is a standardized assessment tool designed to
measure the pattern and intensity of supports that a person aged 16 years and older with
intellectual disability requires to be successful in community settings. First launched in 2004,
the assessment tool was developed by AAIDD over a five-year period from 1998 to 2003 and
normed with over 1,300 culturally diverse people with intellectual and developmental disabilities
aged 16–72 in 33 states and two Canadian provinces.
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The psychometric properties of the tool are strong: research published in peer-reviewed journals
around the world continuously demonstrates the reliability and validity of the SIS.” 2 The
Department currently captures the SIS assessment scores for each member in the IDD waiver
programs.
The Support Level Module has sufficient flexibility to allow the Department to define up to
seven Support Levels using any combination of the SIS assessment responses. For the purposes
of our analysis, it was determined that utilizing the existing Support Level definitions as
currently applied would result in the smallest amount of member disruption. The Department
intends to further evaluate meaningful improvements to the Support Level definitions as they
pursue the transition to a new assessment tool in 2021.
The second component of the Support Level Module is defining the criteria for Daily Supports
Needs. The Daily Supports Needs criteria is utilized to determine an individual’s need to access
ResHab services. Conversations held between Bolton, the Department, HSRI, and Ms. Sowers
in conjunction with the research performed narrowed our focus to the Washington Residential
Algorithm 3 as a model for determining Daily Supports Needs. The Washington Residential
Algorithm utilizes SIS assessments as well as a protective supervision acuity scale, behavioral
acuity scale, medical acuity scale, program and services panel, seizure acuity scale, and sleep
panel. The Department recognizes they do not currently have the ability to measure each of the
additional components utilized in the Washington Residential Algorithm, however, the main
component of the algorithm accesses responses from the SIS assessment. These responses were
deemed to be a reliable source for determining the Daily Supports Needs criteria.
The Washington Residential Algorithm classifies members into seven Support Levels:
• Support Level 1 – Weekly or less (support on a weekly basis or less frequently)
• Support Level 2 – Multiple times per week (support multiple times per week)
• Support Level 3A – Intermittent daily-Low (daily support)
• Support Level 3B – Intermittent daily-Moderate (daily support and may receive nighttime
checks)
• Support Level 4 – Close Proximity (support in close proximity 24 hours per day)
• Support Level 5 – Continuous day and continuous night (support 24 hours per day)
• Support Level 6 – Community Protection (24 hours per day supervision)
A decision tree is utilized based on the SIS assessment responses in conjunction with responses
to each of the additional scales and panels (referenced above) to determine a member’s Support
Level. A primary component of this algorithm is the Daily Support Needs score which assigns a
member a minimum of Support Level 3A (daily support) when achieved.

2
3

https://aaidd.org/sis
https://apps.leg.wa.gov/wac/default.aspx?cite=388-828-9500
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The member is assumed to have daily supports needs if at least one of the following SIS
activities meets the stated minimum threshold:

SIS Activity

Table 3
Washington Daily Supports Needs
Minimum Frequency
Minimum Type Score
Score

Minimum Daily
Support Time

A2: Bathing and taking care of
personal hygiene and grooming
needs

2 Verbal /Gesture
Prompt

3 At least once a day, but
1 Less than 30 minutes
not hourly

A3: Using the toilet

2 Verbal /Gesture
Prompt

3 At least once a day, but
1 Less than 30 minutes
not hourly

A4: Dressing

2 Verbal /Gesture
Prompt

3 At least once a day, but
1 Less than 30 minutes
not hourly

A6: Eating food

2 Verbal /Gesture
Prompt

3 At least once a day, but
1 Less than 30 minutes
not hourly

A9: Using currently prescribed
equipment or treatment

2 Verbal /Gesture
Prompt

3 At least once a day, but
1 Less than 30 minutes
not hourly

E1: Taking medication

2 Verbal /Gesture
Prompt

3 At least once a day, but
1 Less than 30 minutes
not hourly

E2: Ambulating and moving
about

3 Partial Physical
Assistance

3 At least once a day, but
1 Less than 30 minutes
not hourly

E3: Avoiding health and safety
hazards

1 Monitoring

3 At least once a day, but
1 Less than 30 minutes
not hourly

In addition to meeting at least one of the above criteria, if a member needs assistance for any
combination of three or more of the above services at least once a day (regardless of the type)
they are considered to have Daily Supports Needs. The need for daily supports combined with
scores from the remaining panels and scales places a member within one of the Support Levels
between 3A (daily support) and 6 (24 hours per day supervision).
The Washington Residential Algorithm also considers mid-frequency supports needs to
determine whether a member qualifies for Support Level 3A (daily support). The mid-frequency
supports needs are met if an individual meets the minimum criteria in either Table 4a, Table 4b
or Table 4c (shown on the following pages) and has been scored at a “Medium” level of
behavioral or medical support needs. To determine the behavioral and medical support needs,
the additional panels and scales outside of the SIS assessment are utilized.
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Table 4a
Washington Mid-Frequency Supports Needs
Member has midfrequent support needs if s/he meets or exceeds all of the qualifying scores for one
or more of the following activities:
SIS Activity

Minimum Type
Score

Minimum Frequency
Score

Minimum Daily
Support Time

A5: Preparing food

2 Verbal /Gesture
Prompt

2 At least once a week,
but not daily

2 30 minutes to less
than 2 hours

A8: Housekeeping and cleaning

3 Partial Physical
Assistance

3 At least once a day,
but not hourly

2 30 minutes to less
than 2 hours

B2: Participating in
recreational/leisure activities in
community settings

3 Partial Physical
Assistance

2 At least once a week,
but not daily

2 30 minutes to less
than 2 hours

B7: Interacting with community
members

3 Partial Physical
Assistance

2 At least once a week,
but not daily

2 30 minutes to less
than 2 hours

G3: Protecting self from
exploitation

2 Verbal /Gesture
Prompt

2 At least once a week,
but not daily

2 30 minutes to less
than 2 hours
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Table 4b
Washington Mid-Frequency Supports Needs
Member has mid-frequent support needs if s/he meets or exceeds the qualifying scores for four or
more of the following activities:
Minimum Daily
Minimum Type
Minimum Frequency
SIS Activity
Support Time
Score
Score
A2: Bathing and taking care of
personal hygiene and grooming
needs

1 Monitoring

A3: Using the toilet

1 Monitoring

A4: Dressing

1 Monitoring

A5: Preparing food

1 Monitoring

A6: Eating food

1 Monitoring

A8: Housekeeping and cleaning

1 Monitoring

2 At least once a week,
1 Less than 30 minutes
but not daily

A9: Using currently prescribed
equipment and medications

1 Monitoring

2 At least once a week,
1 Less than 30 minutes
but not daily

1 Monitoring

2 At least once a week,
1 Less than 30 minutes
but not daily

B2: Participating in
recreational/leisure activities in
community settings
B7: Interacting with community
members
E1: Taking medications
E2: Ambulating and moving
about
E3: Avoiding health and safety
hazards
G3: Protecting self from
exploitation

1 Monitoring
1 Monitoring
1 Monitoring
1 Monitoring
1 Monitoring

2 At least once a week,
1 Less than 30 minutes
but not daily
2 At least once a week,
but not daily
2 At least once a week,
but not daily
2 At least once a week,
but not daily
2 At least once a week,
but not daily

2 At least once a week,
but not daily
2 At least once a week,
but not daily
2 At least once a week,
but not daily
2 At least once a week,
but not daily
2 At least once a week,
but not daily

1 Less than 30 minutes
1 Less than 30 minutes
1 Less than 30 minutes
1 Less than 30 minutes

1 Less than 30 minutes
1 Less than 30 minutes
1 Less than 30 minutes
1 Less than 30 minutes
1 Less than 30 minutes
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Table 4c
Washington Mid-Frequency Supports Needs
Member has mid-frequent support needs if s/he meet the qualifying scores for the following
activities & a total weekly critical support time exceeding 10 hours:
Minimum Daily
Minimum Type
Minimum Frequency
SIS Activity
Support Time
Score
Score
A7: Taking care of clothes,
including laundering
B5: Using public services in the
community

1 Monitoring
1 Monitoring

2 At least once a week,
but not daily
2 At least once a week,
but not daily

B6: Shopping and purchasing
goods and services

1 Monitoring

2 At least once a week, Total critical support
time exceeds 10 hrs.
but not daily

F2: Participating in
recreation/leisure activities with
others

1 Monitoring

2 At least once a week,
but not daily

F8: Engaging in volunteer work

1 Monitoring

G7: Managing money and
personal finances

1 Monitoring

2 At least once a week,
but not daily
2 At least once a week,
but not daily

The Support Level module incorporates the above definitions of daily support and mid-frequency
support needs. Note, the SIS assessment currently used by the Department does not incorporate
question A9: Using currently prescribed equipment or treatment so this component has been
omitted. The Support Level module contains sufficient flexibility to allow the department to
replace any of the above questions with alternate items from the SIS assessment. It also allows
the type, frequency, and minimum daily support time to be adjusted.
To maintain the integrity of the algorithm, Bolton did not replace any of the existing criteria for
the Daily Supports Needs. However, insights found in the case studies or additional information
obtained through the transition to a new assessment tool may demonstrate the need to refine the
thresholds for the Daily Supports Needs criteria. This model will allow for easy incorporation of
those changes and the Department will be able to use this model as they transition to a new
assessment tool.
The Department does not currently capture the information found in the additional panels and
scales utilized in Washington. Because this information is not available to determine which
members with mid-frequency support needs might require daily supports, the Department has
determined that utilizing the Daily Support Needs component is the most appropriate path for
this analysis. Therefore, Bolton identified members with Daily Supports Needs only as those
who meet the criteria described in Table 3 (above). Using this algorithm identifies that 92% of
all DD waiver participants and 74% of all SLS waiver participants have Daily Supports Needs.
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Table 5 demonstrates the percent of SLS and DD members that meet each of the individual daily
supports criteria. Note, a member may meet more than one of the criteria below and is counted
within each of the assessment areas where they meet the minimum qualifications.
Table 5
Number and % of Total Population Meeting
SIS Activity
DD
Using toilet
2,947
Eating food
2,839
Dressing
3,375
Bathing, personal hygiene, grooming
4,017
Taking meds
4,838
Avoiding health & safety hazards
1,736
Ambulating & moving
4,199
Any combination of 3 min score
4,482

Minimum Requirements
DD
SLS
51.4%
1,644
49.5%
1,690
58.9%
2,111
70.1%
2,534
84.4%
3,039
30.3%
936
73.3%
2,788
78.2%
2,916

SLS
30.3%
31.1%
38.9%
46.6%
55.9%
17.2%
51.3%
53.7%

To further demonstrate the needs of the population, Bolton summarized the percent of members
who qualify for Daily Supports Needs by the number of criteria met (as described in Table 3
above). Table 6 shows the percent of members by the number of criteria met as well as the
percent of members that qualify for daily supports solely by meeting the additional requirement
of needing three services once daily.
Table 6
% of Daily Support Eligibles Meeting 1 or more Requirements
# of Requirements
DD
1
10.4%
2
11.8%
3
11.2%
4
10.7%
5
13.1%
6
18.9%
7
23.7%
Combination of 3 Only
0.1%

SLS
21.5%
16.7%
12.4%
11.2%
10.4%
13.0%
14.2%
0.5%

Cost Impact Module
Bolton developed the Cost Impact Module to allow the Department to model the financial impact
of changes in the Support Level algorithm, combining the SLS and DD waivers, adding new
services, and adjusting current unit limits. This is an Excel-based model that reads in results
from the Support Level Module and projects estimated costs using the corresponding member
claims. The Cost Impact Module aggregates data to calculate average utilization per thousand
and cost estimates by Support Level and Daily Supports Needs criteria.
The remainder of this section describes the Cost Impact Module and the assumptions currently
underlying the four scenarios that have been produced for the Department. Note the Department
has prepared a crosswalk of the existing SLS and DD waiver services into newly defined
services for the combined population. For ease of interpretation, Bolton has identified services
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utilizing their existing nomenclature. These services are referred to as such throughout this
document.

Baseline Data
The Department provided SLS and DD waiver incurred claims by member for FY17/18 paid
through October 2018. Bolton grouped the claims data into service categories reflective of the
existing SLS and DD waiver services (e.g. Assistive Technology, Personal Care, Group
Residential Services and Supports, Personal Emergency Response System, Vision, etc.). The
resulting data by member and service category was summarized and imported into the Cost
Impact Module for use in developing cost estimates. The starting claims totaled $478,717,123.
The Department also provided PAR data for the FY17/18 members. Bolton summarized the
PAR utilization estimates by the same service categories as the claims and priced the total dollar
estimate of the PAR for each member using the FY17/18 provider reimbursement rates. The
PAR data is tracked through the model for the purpose of estimating the ISPBs. This is
discussed in more detail in the “Scenarios” section, below.
Completion
The first step in the Cost Impact Module is to assign completion for Incurred But Not Paid
(IBNP) claims. Bolton utilized an internal model to develop estimates of outstanding claims to
be paid by service category using the Department’s historical payment patterns. Due to a change
in claims/billing systems (transitioning to the InterChange system), there were some abnormal
payment patterns underlying the data. To ensure the cost estimates were accurate, Bolton
reviewed historical claims payment patterns from FY15/16 and FY16/17 as well as the
Department’s summary of claims paid between November 1, 2018 and February 14, 2019 to
validate the IBNP estimates. Applying the completion factors results in an increase of 1.4% or
$6,585,572 additional dollars expected to be paid.
Rate Changes
The model then accounts for changes in provider reimbursement rates. For purposes of
estimating the impact of each scenario, Bolton utilized the current rates effective March 1,
2019 4. The current rates reflect increases over the reimbursement rates in effect for FY17/18
ranging from 1.0% to 9.1%. Updating the rates results in an increase of 6.7% or $32,550,290.
The Department raised concerns surrounding the lack of providers for certain services resulting
in lower utilization and claims reflecting levels significantly below their current SPAL in the
SLS waiver. This was also brought up by stakeholders as a concern during the meeting held on
November 28, 2018. The lack of providers is likely due in large part to reimbursement rates for

https://apps.leg.wa.gov/wac/default.aspx?cite=388-828-9500
02018-2019%20Rate%20Schedules%20v7.pdf
4
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the services performed. Bolton worked with the Department to identify the services where
access to providers may be limited:
• Personal Care
• Basic and Enhanced Homemaker
• Supported Community Connections
• Behavioral Line Staff
• Individual and Group Respite
• Non-Medical Transportation excluding Other (Public Conveyance) and Mileage Not In
Day Program
To account for the potential increase of available providers, Bolton researched the Own-Wage
elasticity of Labor Demand. “Own-wage labor supply elasticities: variation across time and
estimation methods” by Olivier Bargain and Andreas Peichl 5 researches multiple labor supply
elasticity models across 17 European countries and the US. While the research shows a broad
range of results, Bolton narrowed our estimate of Own-Wage elasticity to a 0.5% increase in
utilization for every 1% increase in reimbursement. This assumption was applied to the
narrowed list of services above resulting in an estimated potential increase of 0.7% or
$3,786,456.
Before moving on to the scenario assumptions, please note the above-mentioned adjustments
(completion, rate changes, and own-wage elasticity) apply to each of the four scenarios described
below.
Scenarios
The model currently evaluates the following four scenarios:
• Do Nothing (Baseline): The SLS and DD waivers are maintained with no change in
services.
• Combine Waivers: The SLS and DD waivers are combined with no change in services.
Both populations would gain access to all services covered under both waivers.
• Combine Waivers Added Services: The SLS and DD waivers are combined as
described above, but will offer additional services (Behavioral Risk Assessments,
Chiropractic, Acupuncture, Intensive Supports, Medication Reminder Systems,
Electronic Support Systems, Home Maintenance Services, and Caregiver Education).
• Combine Waivers Added Services and Remove Service Limits: The SLS and DD
waivers are combined as described above, offer the above added services, and remove
service limits on Behavioral Counseling, Consultations, Line Staff, Assessments, and
Transportation.
The “Do Nothing (Baseline)” scenario reflects that the SLS and DD waivers would remain

5

https://izajole.springeropen.com/articles/10.1186/s40172-016-0050-z
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independent and serves as the baseline for comparison purposes. Bolton assumed no change in
the utilization of existing services for the members underlying this population. The claims data
underlying the baseline does not include costs for CDASS, Transition services, or Dental. These
costs were added based on estimates provided by the Department. CDASS was estimated to be
$5,064,972 and is distributed equally across the entire SLS population. Transition service
estimates of $15,098 for the SLS population and $19,305 for the DD population were assumed to
apply to individuals categorized as Support Level 6. Dental expenditures of $1,126,060 for
FY17/18 were split between the SLS and DD populations based on the FY16/17 distribution of
claims between the two waivers.
The current SLS waiver includes a SPAL and overall waiver cap. The model does not consider
the SPAL or waiver cap when estimating increases in utilization due to own-wage elasticity, new
services, or removing service limits. These amounts are added to the average cost for a given
Support Level. To account for the potential overstatement, an adjustment must be made to
reflect the impact of the SPAL. To estimate the impact of individual SPALs, the Cost Impact
Module relies on claims probability distributions (CPDs). The CPDs are developed using the
underlying FY17/18 claims for the services that have been flagged as applicable to the SPAL or
waiver cap. A credible CPD is automatically selected for the SPAL and scales the underlying
claims to reflect the projected utilization. Note, Bolton reviewed historical claims starting with
FY15/16 and found that approximately 1% of claims paid are in excess of a given member’s
SPAL limit. To ensure the SPAL is accurately estimated, Bolton adjusts the scaling of claims to
reflect the amount paid over the SPAL and assumes this will be consistent going forward. The
model then calculates the claims projected to be over the selected SPAL or waiver cap.
For the “Do Nothing (Baseline)” scenario, Bolton utilized the existing SPALs and waiver cap
(see Table 7) resulting in an adjustment of $2,296,685 for the SLS population. Table 8, on the
following page, shows the resulting SPAL impacts by Support Level.

SL 1
$14,379

SL 2
$19,207

Table 7
Existing ISPBs
SL 3
SL 4
$21,607
$24,831

SL 5
$29,905

SL 6
$39,226

SL 7
N/A

The final component of this scenario is the estimated cost associated with the elimination of the
DD waiver waitlist. The As Soon As Available (ASAA) FY19 HCBS DD waiver waitlist
provided to Bolton for the purposes of this analysis contains 2,539 individuals. Of those
individuals, 1,795 are currently classified as SLS members in the FY17/18 data underlying the
model. Bolton utilized the SIS data to categorize each of the SLS individuals on the waitlist by
Support Level and to determine whether they meet the criteria for Daily Supports Needs. Of the
1,795 SLS members, 1,423 met the Daily Supports Needs criteria (79%). For this scenario, we
have assumed that all members on the waitlist would move to the DD waiver regardless of their
Daily Supports Needs determination.
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From the remaining 744 individuals, we were able to obtain SIS scores for 239 members and
have 505 unscored individuals. Bolton assumed the 505 unscored individuals would be
distributed across Support Levels consistent with the existing DD waiver population. The
remaining individuals were summarized by Support Level and assumed to have average costs
equal to those underlying the same Support Level in the existing DD waiver population. Finally,
reductions were made to the SLS population estimates to reflect the reduction in members for
those individuals transitioning to the DD waiver.
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Table 8a summarizes the total projected spend for the SLS population under the “Do Nothing (Baseline)” scenario.

SL 1
Members
Starting Costs
Completion
New Rates
Own Wage Adj
CDASS
Transition Svcs
Dental
SPAL Impact
Total Cost for
Existing Population
DD Waitlist Elimination
Total Cost for All
Populations

SL 2

Table 8a
SLS Do Nothing Scenario
SL 3
SL 4
547
403

430

314

0

Total
5,483

$6,800,214
$101,740
$447,322
$185,122
$377,043
$0
$58,428
($236,273)

$8,678,447
$250,919
$592,954
$233,005
$405,793
$0
$62,883
($310,378)

$7,479,797
$159,396
$493,183
$195,430
$295,835
$15,098
$45,843
($97,381)

$0
$0
$0
$0
$0
$0
$0
$0

$70,723,298
$1,199,090
$4,552,930
$1,730,935
$5,064,972
$15,098
$784,880
($2,296,685)

$9,352,414

$7,733,596

$9,913,623

$8,587,203

$0

$81,774,518

($8,776,944)

($3,410,303)

($3,156,482)

($3,587,981)

($3,144,995)

$0

($27,804,865)

$16,154,028

$5,942,111

$4,577,113

$6,325,641

$5,442,208

$0

$53,969,653

2,056

1,733

$17,960,910
$251,095
$1,083,164
$369,613
$1,886,291
$0
$292,304
($586,666)

$21,607,103
$308,473
$1,394,594
$531,782
$1,590,869
$0
$246,525
($748,374)

$8,196,827
$127,467
$541,714
$215,982
$509,141
$0
$78,898
($317,613)

$21,256,711

$24,930,972

($5,728,160)
$15,528,550

SL 5

SL 6

SL 7
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Table 8b summarizes the total projected spend for the DD population under the “Do Nothing (Baseline)” scenario.

DD 1
Members
Starting Costs
Completion
New Rates
Own Wage Adj
Transition Svcs
Dental
Total Cost for
Existing Population
DD Waitlist Elimination
Total Cost for All
Populations

DD 2

Table 8b
DD Do Nothing Scenario
DD 3
DD 4
884
948

1,148

852

249

Total
5,765

$66,567,750
$813,244.93
$4,886,351.84
$348,441.63
$0
$56,262

$91,959,009
$1,283,760.98
$6,807,546.61
$497,118.48
$0
$67,680

$84,232,610
$1,243,891.75
$6,264,344.38
$432,343.23
$19,305
$50,152

$40,642,980
$466,446.09
$703,052.37
$72,185.97
$0
$14,539

$412,006,000
$5,386,483
$27,997,360
$2,055,522
$19,305
$341,179

$57,270,358

$72,672,050

$100,615,115

$92,242,646

$41,899,203

$447,805,848

$43,100,618

$19,853,878

$20,332,743

$24,480,962

$22,667,489

$3,668,995

$160,096,508

$103,375,274

$77,124,236

$93,004,793

$125,096,077

$114,910,136

$45,568,198

$607,902,356

588

1,096

$20,928,352
$273,590.06
$1,480,513.10
$114,229.16
$0
$35,136

$55,215,768
$670,767.46
$4,015,093.15
$307,833.32
$0
$65,193

$52,459,531
$634,781.30
$3,840,458.07
$283,369.75
$0
$52,217

$22,831,820

$60,274,655

$25,991,822
$48,823,643

DD 5

DD 6

DD 7

The combined total cost for the existing SLS and DD populations is $529,580,366. Eliminating the DD waiver waitlist increases the total
estimated cost to $661,872,009.
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The “Combine Waivers” scenario assumes the two waivers are consolidated and existing
services will be accessible to both the SLS and DD populations. There are considerations for
mutually exclusive services, for example: members receiving Residential Habilitation Services
and Supports (IRSS, IRSS-Host Home, and GRSS) may not access Personal Supports - Personal
Support Attendant, Health Maintenance Services; Transition Services -Transition Independent
Living Skills Training; Caregiver Supports - Short-Term and Maintenance Support (Respite);
Caregiver Supports - Caregiver Education and Training; or Assistive Technology - Personal
Support Technology (Personal Emergency Response System).
To evaluate the services that each member is likely to receive under the combined waiver, the
model projects costs separately by current waiver, Support Level, and whether the individual
meets the Daily Supports Needs criteria. We do not have data to accurately predict whether an
SLS member who meets the Daily Supports Needs criteria will opt to move to a ResHab setting,
so we have conservatively assumed all SLS members that meet the Daily Supports Needs criteria
will move to the ResHab setting. To do this, we replaced the current SLS utilization and cost
with the average DD utilization and cost for the corresponding Support Level for the following
services:
•
•
•
•
•

Personal Care
Basic & Enhanced Homemaker
Respite (Individual, Group, and Camp)
Personal Emergency Response Systems
Mileage Not In Day Program (SLS-additional 4 trips per week, not for home-to-Day
Program)

In addition, we removed the CDASS costs associated with the SLS population that meets the
Daily Supports Needs criteria.
To estimate the impact of consolidating the waivers on the DD population, we have assumed the
utilization of Hippotherapy, Massage, and Movement therapy will be the same as the SLS
population by Support Level. Bolton has assumed none of the current DD population will
choose to move from the ResHab setting.
The Department stated that it anticipates the continued use of budget limits to assist in allowing
members to select the services that best fit their needs, while maintaining a fiscally sustainable
service system. These limits are currently reflected as SPALs under the SLS waiver. The
Department has labeled the proposed budget limits as Individual Support Plan Budget (ISPB),
that is what Bolton will utilize throughout the remainder of this report.
The Cost Impact Module was built to allow the Department to select the services that will be
subject to an ISPB. In addition, within a given Support Level, up to four ISPB groupings can be
created. To ensure the ISPB is developed in a manner that captures the needs of a given
population, ISPBs are set separately for the populations that meet the Daily Supports Needs
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criteria and those that do not.
Bolton collaborated with the Department to develop two ISPB groupings which allow for
separate limits on Core and Ancillary services. While the Department may eventually utilize
only one ISPB for each Support Level, the use of separate limits for Core and Ancillary services
provides flexibility for the Department to consider sustainable ways to further support members
that remain in their own home when possible. Core and Ancillary services are defined as
follows:
Core
Personal Care
Basic & Enhanced Homemaker
Mentorship
Supported Community Connections
Specialized Habilitation
Prevocational Services
Job Coaching, Placement, and Development
Residential Habilitative Services
Behavioral Supports
Respite (Individual, Group, Camp)
Non-Medical Transportation
Transition Services

Ancillary
Assistive Technology
Hippotherapy
Massage
Movement Therapy
Recreational Facility Fees/Passes
Personal Emergency Response Systems
Specialized Medical Equipment/Supplies
Disposable Supplies
Vision
Dental
Hearing

To address concerns with setting the ISPB using claims data that may be understated due to a
lack of available providers or capped due to existing waiver limits, Bolton chose to evaluate the
PAR data when setting the ISPB limits. The PAR data produces a more accurate picture of an
individual’s need for supports. Bolton set the ISPBs for Core and Ancillary at the 90th percentile
of the PAR data for each Support Level. The ISPB estimate is adjusted to reflect the increase in
provider reimbursement rates, changes to unit limits on individual services (not applicable to this
scenario), and access to new services. While the Department may choose to ultimately define
the ISPB for the Ancillary services separately for the population meeting the Daily Supports
Needs criteria, Bolton has set the ISPB equal for both populations. The ISPBs resulting from the
methodology described above and used in the “Combine Waivers” scenario are shown in Table
9. Note, Support Level 7 reflects individuals with exceptional needs and therefore, has not been
assigned a limit.
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Table 9
Combine Waivers Scenario
Individual Service Plan Budget Limits (aka ISPBs)
SL 1

SL 2

SL 3

SL 4

SL 5

SL 6

SL 7

Core
Ancillary
Total

Daily
Supports
Needs
No
No
No

$17,455
$1,632
$19,087

$23,161
$2,379
$25,540

$28,383
$3,869
$32,252

$24,373
$9,436
$33,809

$22,637
$15,763
$38,400

$44,225
$17,224
$61,449

N/A
N/A
N/A

Core
Ancillary
Total

Yes
Yes
Yes

$64,907
$1,632
$66,539

$90,251
$2,379
$92,630

$104,200 $122,092 $137,545 $180,389
$3,869
$9,436
$15,763
$17,224
$108,069 $131,528 $153,308 $197,613

N/A
N/A
N/A

ISPB

Finally, the cost of eliminating the DD waiver waitlist under this scenario is incorporated.
Because a large portion of the individuals on the waitlist are current SLS members, the number
of individuals reflected in this estimate is reduced to the remaining 744. Table 10 (on the
following page) summarizes the results of the “Combine Waivers” scenario separately for
members that meet the Daily Supports Needs criteria and those that do not.
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SL 1
No Daily Supports Needs
Members

Table 10
Combine Waivers Scenario
SL 3
SL 4

SL 2

SL 5

SL 6

SL 7

Total

1,516

225

60

25

60

14

2

1,902

$23,283,069
$0
$11,611
($68,956)

$6,112,914
$0
$13,556
($22,223)

$2,295,786
$0
$6,131
($4,822)

$1,200,273
$0
$6,902
($1,560)

$3,770,762
$0
$13,941
($947)

$1,724,530
$0
$21,390
($1,210)

$302,611
$0
$3,056
$0

$38,689,946
$0
$76,586
($99,718)

$23,225,724

$6,104,247

$2,297,095

$1,205,615

$3,783,756

$1,744,710

$305,667

$38,666,813

$1,242,920
$24,468,644

$386,423
$6,490,670

$128,943
$2,426,037

$56,529
$1,262,143

$120,244
$3,904,000

$78,888
$1,823,598

$46,198
$351,866

$2,060,145
$40,726,958

1,128

2,604

1,371

1,326

1,518

1,152
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9,346

$21,392,127
$16,540,316
$20,127
($124,096)

$79,841,087
$50,664,021
$159,730
($258,629)

$64,644,599
$20,236,536
$159,147
($208,432)

$79,441,647
$18,598,758
$365,368
($114,924)

$107,068,353
$22,193,229
$409,099
($37,829)

$99,202,700
$20,611,623
$1,228,255
($99,590)

$41,596,591
$0
$361,031
$0

$493,187,105
$148,844,484
$2,702,756
($843,501)

$37,828,474

$130,406,208

$84,831,851

$98,290,848

$129,632,853

$120,942,987

$41,957,622

$643,890,844

DD Waitlist Elimination
Total Cost

$2,441,631
$40,270,105

$8,888,636
$139,294,845

$6,738,145
$91,569,996

$7,654,438
$105,945,286

$10,831,147
$140,464,001

$10,182,383
$131,125,371

$3,675,386
$45,633,008

$50,411,767
$694,302,612

Total Cost All
Populations

$64,738,749

$145,785,515

$93,996,033

$107,207,430

$144,368,001

$132,948,968

$45,984,873

$735,029,570

Starting Costs
SLS Shift to ResHab
DD Additional Services
ISPB Impact
Total Cost for
Existing Population
DD Waitlist Elimination
Total Cost
Daily Supports Needs
Members
Starting Costs
SLS Shift to ResHab
DD Additional Services
ISPB Impact
Total Cost for
Existing Population
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The ”Combine Waivers Added Services” scenario builds on the previous scenario with
additional services. The Department identified the following Core and Ancillary services to
improve on the existing waiver and provide more flexibility for members to access the right
services to fulfill their needs:
Behavioral Risk Assessments (Core)
Caregiver Education & Training (Core)
Home Maintenance Services (Core)
Intensive Supports (Core)
Acupuncture (Ancillary)
Chiropractic (Ancillary)
Electronic Support Systems (Ancillary)
Medication Reminder Systems (Ancillary)
Bolton utilized research from other states, information from the Department, and data provided
by Ms. Sowers to provide high-level estimates of the costs for these services. Should the
Department move forward with the addition of these services to the existing or consolidated
waivers, the estimates may need to be refined to reflect actual reimbursement rates and/or
changes to the definition of the service. The remainder of this section describes the assumptions
for each service and their resulting cost estimate.
Behavioral Risk Assessments: Risk Assessments are professional evaluations of violent,
stalking, sexually violent, predatory, and/or opportunistic behavior to determine the need for
psychological, medical, or therapeutic treatment.
The services are estimated to cost $1,200 per assessment based on current rates utilized in the
state of Washington. Approximately 6.3% of the current SLS and DD waiver populations have
been flagged as a Public or Self Safety risk through the SIS assessment. Bolton utilized this
indicator as a proxy for the percent of individuals that would receive a Behavioral Risk
Assessment. The total cost estimated for this service is $852,000.
Caregiver Education & Training: Caregiver Supports include Education and Training services
for the unpaid primary caregiver of the participant. Education and Training includes:
1) Education on supporting the development and delivery of a Person-Centered Support
Plan;
2) Conferences for disability specific or caregiver supports;
3) Instruction about treatment regimens and other services included in the Person-Centered
Support Plan;
4) Updates as necessary to safely maintain participant at home.
To estimate the cost of Caregiver Education, Bolton utilized statistics from the Colorado CES
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Waiver. The Department provided statistics that showed approximately 4% of the participants
utilized this service with an average cost of $371.80 per participant. Bolton applied those
estimates to the 1,902 members that are not projected to be in a Residential Habilitation setting
which results in $28,287 for 76 utilizers.
Home Maintenance Services: Home Maintenance Services are those needed to maintain the
member’s primary residence in a clean, sanitary, and safe environment. Services include house
and yard maintenance, snow removal, pest eradication services, washing floors, windows and
walls, securing loose rugs and tiles, and moving heavy items or furniture to provide safe access
and egress.
To estimate the cost for Home Maintenance Services, Bolton relied on information reported in
Idaho, Minnesota, and Utah from their approved Appendix J submissions. The Home
Maintenance Services included in each of the three waivers do not contain limits and report
0.1%-1.4% of the population utilizing the service at average costs ranging from $500-$2,000.
Bolton used an average of the utilization and cost statistics for the three states resulting in 0.6%
of the population would utilize the service at an average cost of $1,433. This results in an
estimated cost of $89,284 for Home Maintenance Services.
Intensive Supports: Intensive Supports offer a continuum of intensive, individualized
behavioral health supports including intensive therapeutic, diagnostic, stabilization, assessment
and treatment formulation; symptom monitoring preventative, step-down, or reevaluation
supports.
The Department recently implemented the Cross-System Response for Behavioral Health Crises
Pilot Program covering Intensive Supports. The pilot covered two sites with a budgeted cost of
$422,500 per site ($845,000). Actual utilization and cost statistics resulting from the pilot will
be available in July 2019. For the purposes of this analysis, Bolton utilized the $845,000
estimate and worked with the Department to estimate the factor needed to provide access to the
entire population. The Department estimates a factor of 10 would need to be applied to expand
the pilot across the entire state. Bolton distributed the $8,450,000 across all individuals in
Support Levels 3-6.
Acupuncture: Acupuncture means the stimulation of anatomical points on the body by
penetrating the skin with thin, solid, metallic, single-use needles that are manipulated by the
hands or by electrical stimulation for the purpose of bringing about physiologic and/or
psychological changes.
To estimate the cost for Acupuncture, Bolton utilized the Colorado Spinal Cord Injury (SCI)
Waiver approved reimbursement rates adjusted for the IDD population. The current rate for
massage in the SLS waiver is 35% higher than the reimbursement rate under the SCI waiver.
Bolton increased the SCI rate for Acupuncture ($18.46) by 35% resulting in an estimated

171

reimbursement rate of $24.83. To estimate utilization, Bolton reviewed statistics comparing the
use of Complementary and Alternative Medicine (CAM) across the US. A recent study of
utilization in New Mexico 6 showed utilizers of Acupuncture were approximately 30-35% of the
number of utilizers of other services (massage, reflexology, and other similar practices). Bolton
reviewed the utilization per thousand estimates for Massage and assumed 30% of that utilization
as a basis for acupuncture. The resulting cost estimate for the current population is $840,568.
Chiropractic: Chiropractic care means the use of manual adjustments (manipulation or
mobilization) of the spine or other parts of the body with the goal of correcting alignment and
other musculoskeletal problems.
Chiropractic costs were projected in a manner similar to Acupuncture. Bolton utilized the 35%
difference in Massage reimbursement rates between the SCI and SLS waivers which increases
the current SCI Chiropractic rate of $23.76 to $31.96. The CAM utilization rates in New Mexico
showed Chiropractic utilizers were slightly less than the utilizers of other services. For this
analysis, Bolton assumed Chiropractic utilization would be equal to the existing Massage
utilization per thousand underlying the baseline data. This results in an estimated cost of
$3,606,337 for the existing population.
Electronic Support Systems: Electronic Support Systems (ESS) including equipment such as
video, web-cameras, motion-sensors, GPS tracking devices, or other technology as required to
support that members safely remain in a home or community-based setting.
The introduction of ESS has seen very little utilization to date in the current states where it is
offered. With the adaptation of “Technology First” initiatives in several states, there is potential
for a significant increase in utilization. However, those states are implementing a variety of
programs to subsidize or cover the costs of the technology and have put forth a large amount of
resources to educate the members regarding the benefits of ESS. Bolton has assumed the
Department will not have similar dedicated resources for this service and has relied on historical
utilization from Ohio and Missouri who reported approximately 1% of members have utilized
ESS. This results in an estimate of 112 utilizers from the existing DD and SLS population.
The cost of equipment reported in Ohio, Missouri and Minnesota ranged between $2,000-$5,000.
Bolton utilized the mid-point of $3,500 as a best estimate for the equipment component of cost.
Note, Bolton has assumed the member will be responsible for obtaining necessary services (i.e.
phone and/or internet) and the Department will not cover these expenses. To estimate
monitoring fees, Bolton rounded the monitoring costs provided by Sengistix to the Ohio
Technology First Council to estimate reimbursement rates:
• Monthly monitoring fees of $170

6

https://pdfs.semanticscholar.org/2375/612697ed7e7617be9e468f855a02cb1a1ac2.pdf
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•
•

$6.50 per hour for active monitoring
$10.00 per hour for active monitoring with back-up

There are several case studies provided for the Technology First states that show a broad range
of hours used for active monitoring. Bolton used an average of 10 hours per week of active
monitoring and 10 hours per week of active monitoring with back-up to estimate the cost of ESS.
There are no assumed offsetting reductions for personal supports. Current research has shown
that individuals have not reduced existing Support Levels upon the implementation ESS. While
we may expect reductions over time as familiarity with the devices improves, we do not expect
this to happen immediately. The estimated final cost per utilizer is $14,210 which results in a
total cost of $1,588,218.
Medication Reminder Systems: Medication Reminder System (MRS) means an electronic
device that is programmed to provide a reminder to a member when medications are to be taken.
An MRS may also dispense controlled dosages of medication and transmit a message to a
caregiver or monitoring agency if a medication has not been removed from the dispenser.
Medications must be setup by a registered nurse or other professional qualified to set up
medications in the State of Colorado.
To estimate the cost for MRS, Bolton assumed 1% of the population would utilize the service
(similar to the percent of individuals that utilize ESS). There are several free or inexpensive
options to provide reminders such as smart phone applications or watches. To estimate the cost
for MRS, Bolton focused on the cost of smart pill boxes used to dispense medications. Using
data published in Minnesota, we assumed an average set-up cost of $85 per utilizer. The
monthly cost for dispensing varies based on the number of dispenses per day ($40 for 1-2 times
per day and $60 for 3-4 times per day). Bolton assumed an average monthly cost of $50. In
addition, there is a $15 per month charge for the automated calls or text message reminders. In
total, we assumed $865 per utilizer for 112 utilizers resulting in $97,295.
The ISPBs were reset for both Core and Ancillary services to account for the addition of new
services described above. Table 11 (on the following page) shows the resulting ISPB estimates
developed using the same methodology described under the “Combine Waivers” scenario
(above).
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Table 11
Combine Waivers Added Services Scenario
Individual Service Plan Budget Limits (aka ISPBs)
SL 1

SL 2

SL 3

SL 4

SL 5

SL 6

SL 7

Core
Ancillary
Total

Daily
Supports
Needs
No
No
No

$17,644
$2,732
$20,376

$23,351
$3,728
$27,079

$32,444
$6,226
$38,670

$30,650
$14,711
$45,361

$26,630
$27,399
$54,029

$52,025
$39,283
$91,308

N/A
N/A
N/A

Core
Ancillary
Total

Yes
Yes
Yes

$64,907
$2,732
$67,639

$90,251
$3,753
$94,004

$107,065 $124,953 $140,366 $183,463
$6,226
$14,711
$27,399
$39,283
$113,291 $139,664 $167,765 $222,746

N/A
N/A
N/A

ISPB

The cost of eliminating the DD waiver waitlist under this scenario is incorporated using the
average cost of the existing DD population adjusted for the new services. Table 12 summarizes
the results of the “Combine Waivers Added Services” scenario separately for members that meet
the Daily Supports Needs criteria and those that do not.
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SL 1
No Daily Supports Needs
Members

SL 2

Table 12
Combine Waivers Added Services Scenario
SL 3
SL 4
SL 5

SL 6

SL 7

Total

1,516

225

60

25

60

14

2

1,902

$23,283,069
$11,611
$471,133.06
($90,706.82)

$6,112,914
$13,556
$65,124
($35,037.00)

$2,295,786
$6,131
$109,679
($7,764.56)

$1,200,273
$6,902
$46,494
($2,283.84)

$3,770,762
$13,941
$124,284
($825.74)

$1,724,530
$21,390
$59,396
($351.82)

$302,611
$3,056
$5,343
$0.00

$38,689,946
$76,586
$881,453
($136,970)

$23,675,106

$6,156,557

$2,403,831

$1,251,384

$3,908,162

$1,804,965

$311,010

$39,511,015

$1,265,980
$24,941,086

$391,597
$6,548,154

$145,146
$2,548,976

$68,791
$1,320,176

$138,766
$4,046,928

$93,523
$1,898,487

$46,666
$357,677

$2,150,468
$41,661,483

1,128

2,604

1,371

1,326

1,518

1,152

247

9,346

Starting Costs
Combine Waiver Svcs
New Services
ISPB Impact

$21,392,127
$16,560,442
$229,608.62
($136,515.09)

$79,841,087
$50,823,751
$636,204
($411,484)

$64,644,599
$20,395,684
$2,521,068
($312,407)

$79,441,647
$18,964,126
$2,595,515
($168,243)

$107,068,353
$22,602,329
$3,510,601
($32,986)

$99,202,700
$21,839,878
$4,548,808
($28,950)

$41,596,591
$361,031
$628,742
$0

$493,187,105
$151,547,240
$14,670,546
($1,090,585)

Total Cost for
Existing Population

$38,045,663

$130,889,558

$87,248,944

$100,833,045

$133,148,297

$125,562,436

$42,586,364

$658,314,306

DD Waitlist Elimination
Total Cost

$2,455,341
$40,501,004

$8,919,608
$139,809,166

$6,923,050
$94,171,994

$7,847,285
$108,680,330

$11,124,972
$144,273,268

$10,568,170
$136,130,606

$3,730,462
$46,316,826

$51,568,888
$709,883,194

Total Cost All
Populations

$65,442,090

$146,357,319

$96,720,971

$110,000,505

$148,320,196

$138,029,093

$46,674,502

$751,544,677

Starting Costs
Combine Waiver Svcs
New Services
ISPB Impact
Total Cost for
Existing Population
DD Waitlist Elimination
Total Cost
Daily Supports Needs
Members
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The final scenario, “Combine Waivers Added Services and Remove Service Limits” provides
additional flexibility by incorporating the new services from the prior scenario and removes
service specific limits currently in place under the SLS and DD waivers. The services under the
SLS and DD waivers with utilization limits are: Behavioral Counseling, Consultations, Line
Staff, Assessments, and Transportation.
Through our research, we were unable to locate utilization statistics for the above-mentioned
services under an unlimited benefit structure. In several cases, the unit limits placed on these
services in other states are lower than the existing unit limits currently applied in the SLS and
DD waivers. To estimate the potential impact of increasing or eliminating the unit limits, Bolton
developed an elasticity factor for each service type in the Cost Impact Module.
Elasticity measures an anticipated change in demand for a service when another economic factor
changes, in this case unit limits. Bolton developed the elasticity factor for each service type by
performing a linear regression analysis using the detailed PAR and claims data underlying the
Cost Impact Module. The PAR data serves as a proxy for the unit limit value in determining the
elasticity. The resulting elasticity factor represents the anticipated utilization change associated
with each 1% change in the unit limits. Because the scenario proposes to remove the unit limits
all together, Bolton also studied the data to determine the maximum percent change where we
would not expect additional shifts in the average utilization. This maximum was determined to
be 15%.
The utilization for the Behavioral Counseling, Consultations, Line Staff, Assessments, and
Transportation services was increased at a rate of 15% multiplied by the corresponding elasticity
factor. The ISPBs were adjusted to reflect the removal of the service limits and are shown in
Table 13.

ISPB
Core
Ancillary
Total
Core
Ancillary
Total

Table 13
Combine Waivers Added Services and Remove Service Limits Scenario
Individual Service Plan Budget Limits (aka ISPBs)
Daily
SL 1
SL 2
SL 3
SL 4
SL 5
SL 6
Supports
Needs
No
$17,982
$23,914
$33,077
$30,955
$27,040
$53,795
$39,283
$6,226
$14,711
$27,399
No
$2,732
$3,728
No
$20,714
$27,642
$39,303
$45,666
$54,439
$93,078
Yes
Yes
Yes

$65,301
$2,732
$68,033

$90,712
$3,753
$94,465

$107,538 $125,456 $140,847 $183,838
$27,399
$39,283
$6,226
$14,711
$113,764 $140,167 $168,246 $223,121

SL 7
N/A
N/A
N/A
N/A
N/A
N/A

Table 14 (on the following page) summarizes the results of the “Combine Waivers Added
Services and Remove Limits” scenario separately for members that meet the Daily Supports
Needs criteria and those that do not.
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Table 14
Combine Waivers Added Services and Remove Service Limits Scenario
SL 2
SL 3
SL 4
SL 5

SL 1
No Daily Supports Needs
Members

SL 6

SL 7

Total

1,516

225

60

25

60

14

2

1,902

$23,283,069
$11,611
$471,133
$280,290
($93,565.37)

$6,112,914
$13,556
$65,124
$66,298
($35,037)

$2,295,786
$6,131
$109,679
$19,270
($7,765)

$1,200,273
$6,902
$46,494
$4,998
($2,284)

$3,770,762
$13,941
$124,284
$34,882
($826)

$1,724,530
$21,390
$59,396
$11,438
($352)

$302,611
$3,056
$5,343
$1,776
$0

$38,689,946
$76,586
$881,453
$418,952
($139,828)

$23,952,538

$6,222,855

$2,423,101

$1,256,382

$3,943,044

$1,816,403

$312,786

$39,927,109

$1,284,879

$399,140

$147,495

$69,357

$140,479

$96,084

$46,822

$2,184,257

$25,237,416

$6,621,995

$2,570,596

$1,325,740

$4,083,524

$1,912,486

$359,608

$42,111,366

1,128

2,604

1,371

1,326

1,518

1,152

247

9,346

$21,392,127
$16,560,442
$229,609
$287,454
($143,100)

$79,841,087
$50,823,751
$636,204
$875,374
($415,177)

$64,644,599
$20,395,684
$2,521,068
$581,030
($313,616)

$79,441,647
$18,964,126
$2,595,515
$647,034
($169,501)

$107,068,353
$22,602,329
$3,510,601
$769,375
($33,379)

$99,202,700
$21,839,878
$4,548,808
$614,980
($29,198)

$41,596,591
$361,031
$628,742
$115,147
$0

$493,187,105
$151,547,240
$14,670,546
$3,890,395
($1,103,972)

$38,326,532

$131,761,238

$87,828,766

$101,478,821

$133,917,279

$126,177,167

$42,701,511

$662,191,313

DD Waitlist Elimination
Total Cost

$2,481,495
$40,808,027

$8,998,369
$140,759,607

$6,977,453
$94,806,219

$7,904,570
$109,383,391

$11,197,958
$145,115,236

$10,629,756
$136,806,924

$3,740,549
$46,442,059

$51,930,150
$714,121,463

Total Cost All
Populations

$66,045,443

$147,381,602

$97,376,815

$110,709,131

$149,198,760

$138,719,410

$46,801,667

$756,232,829

Starting Costs
Combine Waiver Svcs
New Services
Remove Limits
ISPB Impact
Total Cost for Existing
Population
DD Waitlist Elimination
Total Cost
Daily Supports Needs
Members
Starting Costs
Combine Waiver Svcs
New Services
Remove Limits
ISPB Impact
Total Cost for Existing
Population
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Conclusion
The scenarios in this report represent the estimated costs of consolidating the SLS and DD
waiver populations, adding new services, and removing service unit limits. As demonstrated
above, the transition of SLS members to a ResHab setting is the largest component of the
additional cost ($148,844,484). As the Department has committed to ensuring members do not
see reductions to their existing resources, there are no offsetting reductions for members who
would no longer qualify for a ResHab setting using the Daily Supports Needs criteria.
The Department should utilize case studies that will allow them to further refine the Daily
Support Needs requirements, if appropriate. This may also assist in the identification of SLS
members that would choose the ResHab setting. In addition, the Department should consider
collecting additional data or metrics regarding caregiver capacity, exceptional medical and
behavioral support needs, and living arrangements.
The Department may wish to consider pursuing avenues that incentivize members to maintain
their current living arrangements or move from a ResHab setting. This could include expanded
services or increased Ancillary budget limits. Alternatively, the Department may find through
case studies or other analyses, including examining EPSDT and State Plan home health care
costs, that the Daily Supports Needs criteria needs additional refinement.
The Support Level Module and Cost Impact Module have been developed in a manner that will
allow the Department to adjust any of the scenarios above to reflect changes in Support Level
methodology, Daily Supports Needs criteria, provider reimbursement rates, new services, service
limits, and the Individual Support Plan Budgets. Bolton believes we have successfully
developed a tool that will allow the Department to continue to work with vendors, stakeholders,
and internal teams to refine the estimate to best reflect a program that meets the needs of the
individuals they serve as well as maintain fiscal sustainability.
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Appendix I: Conflict Free Case Management Task Group Report
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Report of the Task Group
on Conflict Free Case Management
October 31, 2014

Submitted to:

Colorado Department of Health Care Policy & Financing
Division for Intellectual & Developmental Disabilities
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Colorado Department of Health Care Policy and Financing
Division for Intellectual and Developmental Disabilities
Conflict Free Case Management Task Group
Report Draft – October 31, 2014

Background
The Division for Intellectual and Developmental Disabilities (DIDD) solicited individuals
interested in participating in a multi-stakeholder task group (Group) in December 2013. In its
notice, the DIDD indicated that the task group was being formed in response to a nationwide
system change initiated by the Federal Centers for Medicare and Medicaid Services (CMS)
proposed rule that addresses conflict of interest related to case management. The final rule was
effective March 17, 2014 and is as follows:
“Providers of HCBS for the individual, or those who have an interest in or are employed
by a provider of HCBS for the individual must not provide case management or develop
the person-centered service plan, except when the state demonstrates that the only willing
and qualified entity to provide case management and/or develop person-centered service
plans in a geographic area also provides HCBS. In these cases, the State must devise
conflict of interest protections including separation of entity and provider functions
within provider entities, which must be approved by CMS. Individuals must be provided
with a clear and accessible alternative dispute resolution process.”
The rule lists several reasons conflicts may exist, including but not limited to incentives for overor under-utilization of services; interest in retaining individuals as clients rather than promoting
independence; and issues where the focus is not person-centered.
In July 2012, Governor John W. Hickenlooper issued an Executive Order, creating the Office of
Community Living within the Department of Health Care Policy and Financing (Department).
This Executive Order also created the Community Living Advisory Group, which was charged
with recommending ways to reform Colorado’s Long Term Services and Supports (LTSS)
system. The Community Living Advisory Group released its final report and recommendations
in September 2014. The report has final consensus recommendations of the Community Living
Advisory Group and its five subcommittees.
Creating comprehensive access points for all LTSS is one final recommendation from the
Community Living Advisory Group. This recommendation included information that “In some
cases it may be impractical to separate the functions of eligibility determination, case
management and service provision – for example, in rural and frontier areas, where there are few
provider agencies. In those cases, the Department will need to create firewalls within agencies to
minimize conflict of interest.
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“Once eligibility has been determined individuals should have the freedom to choose their case
management agency.” Once the case management agency is chosen, the recommendation also
states that this model would allow case managers to conduct quality assurance to verify that
consumers are receiving services as they expect.
Another recommendation from the Community Living Advisory Group is to tailor case
management to individual needs and preferences. Encompassed within this recommendation is a
restructuring of Colorado’s case management system so that people receiving services have as
much choice as possible in case management agencies; that the level of case management is
tailored to the individual needs and preferences of the person receiving services; and that training
is provided to case managers.
The Task Group (Group) was charged with developing recommendations for consideration by
the Department regarding a process to establish a conflict-free case management system for
persons enrolled in Home and Community Based Services (HCBS) for Persons with a
Developmental Disability (HCBS-DD), HCBS-Supported Living Services (HCBS-SLS) and
HCBS-Children’s Extensive Support (HCBS-CES).
At its first meeting on February 19, 2014, the following goals were defined for the work of the
Group:





The charge of this Group is to make recommendations for a case management model (may
have more than one) that is integrated, person-centered, transparent, and offers free choice of
case management.
The goal is to move from an agency based structure to a person-centered, conflict-free case
management structure.
The Group will not focus on the finer points of implementation, funding, Third Party
Eligibility, and will not consider details of conflict of interest.

When first convened, the charge emphasized creating a system that offers free choice of case
management. The Group’s charge expanded as a result of the release of a CMS final HCBS rule,
42 CFR § 441.301(c)(1)(vi), effective March 17, 2014. The final rule further emphasized the
need for recommendations for a case management system which separates case management
from direct service provision. As a consequence of its expanded scope, the Group’s timeframe
for producing final recommendations was extended from July 2014 to October 31 2014.
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Membership
The Department sent out a Communications Brief (Brief) on December 12, 2013 inviting
individuals to serve on the Conflict Free Case Management (CFCM) Task Group. The Brief
noted that:
The Task Group will develop recommendations for consideration by the Department regarding
a process to establish a conflict-free case management system for persons enrolled in Home
and Community Based Services (HCBS) for Persons with a Developmental Disability (HCBSDD), HCBS-Supported Living Services (HCBS-SLS) and HCBS-Children’s Extensive Support
(HCBS-CES). The Task Group will hold six meetings between February 2014 and July 2014.
As noted above the timeframe for the Task Group was extended to October 31, 2014. The
Department reviewed the Task Group Participation Interest Form that interested individuals were
required to submit and selected sixteen members representing a spectrum of stakeholders.
Individuals were selected rather than organizations; people were not able to substitute a voting
proxy if they were not able to attend. During the nine months of the Task Group, one individual
resigned. See Appendix 1 for a complete list of members.
The Task Group was staffed by Brittani Trujillo and Lori Thompson with the DIDD. In addition,
Claire Brockbank, Segue Consulting, was contracted to facilitate the Task Group meetings as
well as provide support to the DIDD as needed to address the substantive needs of the Task
Group.
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Meetings and Work Process
The Group met nine times, on:










February 19, 2014
March 18, 2014
April 15, 2014
May 20, 2014
June 23, 2014
August 20, 2014
September 9, 2014
October 8, 2014
October 22, 2014

Meetings generally were scheduled for three hours and were accessible in-person or via
teleconference. Starting with the May 20 meeting, all meetings were audiotaped, with the
complete audio file/recording available on Drop Box and will be posted to the Department’s
website. See Appendix 2 for a complete set of Meeting Summaries and attachments from public
comment.
All meetings were open to the public and guests were afforded an opportunity to provide
comment and input at the end of every meeting. To ensure responsiveness and accountability,
the Group established timeframes for setting meeting agendas, distributing meeting packets, and
completing Meeting Summaries. See Appendix 3 for the Task Group’s timeframes.
The Group’s initial focus was on educating themselves regarding models being used by other
states, a review of the Balancing Incentive Program (BIP), and gaining a better understanding of
the CMS Final Rule. As a strong foundation was established the discussions evolved to
identifying specific areas of concern and exploring possible options for consideration.
As the Group began discussing specific recommendations, it became clear that there would be
areas of consensus but also important areas where no consensus would be achieved. The Group
determined that all recommendations would be submitted to the Department, regardless of
whether consensus was achieved.
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Framing the Issue
The Group agreed that any modifications to the current Targeted Case Management (TCM)
system must keep intact the four current components of TCM:
1. Comprehensive assessment and periodic reassessment of individual needs to determine
the need for any medical, educational, social, or other services and completed annually or
when the client experiences significant change in need or in level of support. These
assessment activities include:
a. taking client history
b. identifying the client’s needs, completing related documentation, and gathering
information from other sources such as family members, medical providers, social
workers, and educators as necessary, to form a complete assessment of the client
2. Development and periodic revision of a specific care plan that:
a. is based on the information collected through the assessment
b. specifies the goals and actions to address the medical, social, educational, and
other services needed by the client
c. includes activities such as ensuring the active participation of the client, and
working with the client (or the client representative) and others to develop those
goals, and
d. identifies a course of action to respond to the assessed needs of the client
3. Referral and related activities to help a client obtain needed services including activities
that help link a client with:
a. medical, social, educational providers, or
b. other programs and services including, making referrals to providers for needed
services and scheduling appointments, as needed
4. Monitoring and follow-up includes activities that are necessary to ensure the care plan is
implemented and adequately addresses the eligible individual’s needs. Monitoring and
follow up actions shall:
a. be performed when necessary to address health and safety services in the care
plan
b. include activities to ensure:
i. Services are being furnished in accordance with the client’s care plan
ii. services in the care plan are adequate, and
iii. necessary adjustments in the care plan and services arrangements with
providers are made if the needs of the client have changed
c. Include direct contact and observation with the client in a place where services
are delivered to a client in accordance with the following frequency:
i. Face to face monitoring shall be completed for a client enrolled in HCBSDD at least once per quarter
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ii. Face to face monitoring shall be completed for a client enrolled in HCBSSLS at least once per quarter
iii. Face to face monitoring shall be completed for a client in HCBS-CES at
least once per quarter, or
iv. Face to face monitoring shall be completed at least once per six month
period for children in Early Intervention Services
Although there is potential for many different types of conflict of interest in Colorado’s
Intellectual and Developmental Disability (I/DD) system, the Group focused specifically on the
conflict of interest that can occur when case management and service provision are provided
within a single organization or across multiple organizations that are not entirely independent of
each other. This focus was consistent with the requirements of the new HCBS regulations.
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Recommendations
Process for selecting final recommendations:
The Group developed and maintained a list of ongoing ideas for consideration. Over time, these
ideas started to coalesce around several distinct options. The Group agreed during its initial
meetings that a recommendation did not have to achieve consensus to be included in the final
report. The Group did not take votes on its recommendations; discussions made it amply clear
where there was and was not consensus. The Group felt that a vote count might over or under
emphasize the complexity of the option regarding recommendations in a misleading manner.
Consensus Recommendations
There were several areas where the Group achieved consensus. These include:


The Case Management Agency (CMA) will provide the following for all individuals
receiving services:
o Annual Assessment (as defined in the TCM rules, referenced above)
o Service Plan development
o Service Plan monitoring



The CMA will provide referral and related activities to help an individual obtain needed
services, though the family or individual may conduct these activities, without being
paid, at the discretion of the individual unless guardianship is in effect. This option will
be available when guardianship is in effect, at the discretion of the guardian.



Family-provided case management: As noted above, Service Plan implementation can be
done by the family, as mutually agreed upon and without pay, rather than the CMA.
However:
o Annual Assessment, Service Plan development and monitoring must be
completed by a CMA



The Department will need to actively support the creation of a new market sector for
independent case management services.
o A thriving and robust cadre of CMAs will provide choice of CMA and case
manager for individuals receiving I/DD services in Colorado.



Organizations providing case management services must comply with all federal
regulations regarding separation from other entities providing services.
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Non-Consensus Recommendations
The Group did not achieve consensus on the following due to some fundamental differences
regarding the direction the Department should take to achieve conflict free case management.
These include:
1. The need for case management to exist, in all cases, in an agency entirely independent of an
agency providing direct service provision.
 Independent Perspective: case management services should only be provided by an entity
that does not provide direct services. This is the only way to truly ensure that conflicts of
interest will not occur with respect to case management and direct services and is the
most explicit way to align with the CMS final rule.


The need for a co-existing option which allows for both case management and HCBS
direct services to be provided by the same entity.
Option 1: An agency1 may provide both case management and service delivery but not to
the same individual.
a. In this situation, the individual must decide if he/she prefers to receive case
management or service delivery from the agency; whichever is chosen, the
individual must go to another qualified agency of his/her choice for the other.
Option 2: An agency may provide both case management and service delivery to the
same individual.
a. In this situation, the individual can receive case management and service
delivery from the same agency; however, a robust informed choice process
must be in place, which allows the individual to explicitly opt out of the
CFCM protections.

2. The need for an exceptions process that anticipates the possibility of insufficient access to
independent case management services.
 Exceptions: In the case where an individual may not have access to a case manager such
as rural or underserved areas, the final HCBS rule allows for the state to devise conflict
of interest protections. Any exception must be approved by CMS, per the final regulation.


No Exceptions: Allows for more Case Management Agencies to emerge, offering
maximum choice to individuals receiving services.

1

Agency is used instead of Community Centered Board or CCB to reflect the agency delivering case management
services regardless of what that agency is ultimately called. Although stakeholders currently know these agencies as
CCBs, in the future this may not be the case.
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3. The need for an exemption provision
 Exemption Provision: In order to accommodate Person-Centered choice and minimize
disruption, an exemption provision should be included for individuals who have a
relationship with an agency that provides both CM and direct services and who does not
want to terminate either relationship.


No Exemption Provision: In the final HCBS rule, the only exemption provision is for
rural and underserved areas where there are no other options for case management and/or
Service Plan development and direct service provision. In this case, the State must devise
conflict of interest protections.
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An Overall Systems Perspective
These individual recommendations function together in three distinct options for the Department
to consider as recommendations to achieve Conflict Free Case Management. These are
represented graphically below, but each specific component is described in the recommendations
above.
Option One: Complete Separation
Agencies must decide whether to provide case management or HCBS direct services.

HCBS Direct Services

Targeted Case Management

Provided by:

Provided by:




Independent case managers
Agencies that opt to provide
case management and not
provide HCBS direct services





Independent service providers
Self-directed services
Agencies that opt to be HCBS
providers and not provide CM
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Option Two: External Separation – Internal Co-existing CM and HCBS Direct Services
Agencies may offer case management and HCBS direct services but not to the same individual.
Targeted Case Management

HCBS Direct Services

Independent case managers
Case Management Agencies

Provided by:

Provided by:







Independent service providers
Self-directed services

Public or private agency:
 Can provide both case management and HCBS direct
services but may not provide both to the same
individual
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Option Three: Person-Centered Choice Informed Consent Opt-out of Conflict Free Case
Management
Individual makes an informed consent to opt-out of separate case management and HCBS direct
services.

Targeted Case Management

HCBS Direct Services



Agencies

Provided by:

Provided by:

Agencies Providing Both Case Management and Direct Services

Agencies Providing Both Case Management and Direct Services




Agencies
Self-directed services

Individual receiving both CM and HCBS direct services from the
same agency must undergo an informed choice process and
explicitly opt out of CFCM

Agencies Providing Both Case Management and Direct Services
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An Individual’s System Perspective
The three options presented for consideration can also be viewed from the perspective of the
individual being served by the system.
Option One: Complete Separation
No matter what course an individual receiving services takes, he/she will receive CFCM.

Individual selects independent Case
Manager:
Any qualified agency that provides
case management services

Department establishes
licensure requirements,
provides oversight and serves as
a safety net or back-up case
management entity

Case Manager provides:
 Annual Assessment
 Service Plan development
 Service Plan monitoring
Family or Case Manager provides:
 Referral and related activities to help an
individual obtain needed services

Individual receives HCBS direct
services:
 Self-directed services
 Services provided by an agency
that does not provide case
management
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Option Two: External Separation – Internal Co-existing of CM and HCBS Direct Services
The individual receiving services may select an agency for either case management or direct
services but not for both.

Individual Selects:

Agency that provides both case
management
and HCBS direct services


Case Management • HCBS Direct
Services

If individual receives CM from an
agency that does both, individual
must receive direct services from:
 Independent service provider
 Self-directed services

If individual receives HCBS direct
services from an agency that does
both, individual must receive case
management services from:
 Separate case management
agency

Department establishes licensure
requirements, provides oversight and
serves as a safety net or back-up case
management entity
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Option Three: Person-Centered Choice Informed Consent Opt-out of Conflict Free Case
Management
The individual receiving services makes an informed consent to opt-out of separate case
management and direct services.
Individual wants an agency to
provide case management services
and HCBS direct services

Individual:
 Participates in a robust informed
choice process and opts out of
CFCM
 Individual can change his/her mind
at any point in the process

Department establishes
licensure requirements,
provides oversight and serves
as a safety net or back-up case
management entity

Agency Case Manager provides
 Annual Assessment
 Service Plan development
 Service Plan monitoring
Family or CMA provides
 Referral and related activities to
help an individual obtain needed
services

Individual receives HCBS direct
services from:
 Qualified HCBS service provider
 Self-directed services
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Considerations for Implementation of any Model
Regardless of the model chosen, the Group identified recommendations for quality service
delivery. Although the charge to the group was to provide recommendations to the
Department regarding options for CFCM, the Group had a deep understanding that “how”
these recommendations are implemented will be critical to the success of any effort to reduce
the opportunity for conflict of interest in a new system and to minimize unintended
consequences. As such, it maintained a list of issues and recommendations for responsible
and conscientious consideration in the move to implementation









The model will contain a process by which individuals receiving services and their
families experience continuity during transition to the new model.
All individuals enrolled in the HCBS waivers should be afforded conflict-free case
management options.
Reimbursement must be sufficient to support the commitment and expertise required to
maintain a stable case management sector.
Qualifications and Training: The Department will ensure Case Management Agencies
and Case Managers meet qualifications by successfully completing their training and ongoing training. The Department will provide training on the waiver and state plan
requirements, regulations, and administrative processes.
Transition from the current system to a new system should be conducted strategically to
ensure continuity for the individuals enrolled in the waivers.
A fiscal impact analysis should be conducted to determine the cost of the system to
change to CFCM.
A systems analysis should be conducted to determine the impact on the roles and
responsibilities of the current Community Centered Board service delivery system and the
implications on the multiple functions they perform for the state unrelated to TCM and the
individuals, families, and communities served.
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Appendix J: Moving Toward a Person-Centered HCBS Delivery System
in Colorado
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Moving Toward a PersonCentered HCBS Delivery
System in CO
Summary of the Report and Findings Regarding PersonCentered Approaches in Colorado’s Long Term Supports and
Services System
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Project Overview
• Delivery of a report to share with stakeholders concerning
person-centered (PC) thinking and promising practices
• Report to look at the following:
• A literature review with a summary of the common themes
• A summary of person-centered planning requirements included
in recently published Centers for Medicare & Medicaid Services
(CMS) final regulations
• A synthesis of the successes, lessons learned and challenges with
implementing person-centered infrastructure
• An assessment of the degree to which a person-centered
approach is incorporated into Colorado’s HCBS delivery systems
• Recommendations for advancing person-centered approaches in
Colorado
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Approach to Project

Function

Exhibit 1: Approach for Developing Guidance Regarding Person-Centered Planning in
Colorado

Summary of
CMS Rules
and Guidance

Literature
Review

State
Interviews

Assessment
of Colorado’s
Current PC
Infrastructure

Report and
Recommendations
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OVERVIEW OF PC APPROACHES
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Early Development
• Person-centered practices grew out of principles of normalization as
a means to assist with supporting people with ID leaving state
institutions for community living during the 70’s, 80’s.
• Four primary approaches developed between late 70’s and mid 80’s
and provided the basis for most of the current approaches.
• This evolving vision for person-centered planning approaches
included:
•
•
•
•
•
•
•

Finding out what mattered most to the person
Recognizing individual uniqueness
Reviewing the quality of plans
Incorporating the view of skilled providers
Dealing with conflicts about what should happen
Organizational change
Bridging personal relationships
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Evolution in 1980’s and 1990’s
• The number of independent approaches grew from four to
eleven during the mid 80’s and early 90’s. Many of these are
still used or are being adapted.
• While plan development continued to be a focus, a larger
context began to emerge. This was led by Michael Smull and
Susan Burke-Harrison (University of Maryland).
• What emerged was an integration of person-centered thinking
into the broader work of agencies and staff.
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From PC Planning to PC Thinking

…something that virtually everyone who touches a person
needs to know because change is most powerful when all
staff use person-centered thinking tools in their roles,
rather than relying solely on person-centered planning
facilitators to create plans.
-Michael Smull
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Comparing the Differences in
Plan Development Approaches
Traditional
• Case manager leads a team
• Occurs at time/location set by
CM or provider
• Focus on what is important
for the person based on
assessments done by
professionals
• Plans reflect what can occur
within existing programs
• CM and team determine
effectiveness of plan over
time

•

•
•
•

•

Person Centered
Individual directs and CM
assists/facilitates
Convenient to individual
Balance of “important to” and
“important for”
Plans reflect interests,
qualities and preferences
unique to person. Some may
seem “out of reach”.
Individual, informed by team,
evaluates plan success and
shapes changes to improve
outcomes
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Commonly Used PC Techniques
for Plan Development
Personal Futures Planning
“Windows for Change” – searches for opportunities for person to take on valued social
roles

Essential Lifestyle Planning
Looks at everyday life using a balance of what is “important to” and “important for” the
person

Planning Alternative Tomorrows with Hope (PATH)
Uses engagement/enrollment of others to find positive goals, build on strengths, and
find a workable strategy

Making Action Plans (MAPs)
Group process for clarifying gifts and contributions and specifying conditions for
opportunities

Facilitated Discovery
Used mostly in customized employment to systematically ask “Who is this person” –
frequently used with people who have failed in using other methods

Wheelpower
Used by self-advocates to build wheels that illustrate current involvement in valued
social roles, finds common areas of overlap, and build vision for the future
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CMS HCBS REGULATION
REQUIREMENTS FOR PC PLANNING
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Highlights
• Person-centered planning is one component of
the new Medicaid HCBS Rule*
• States must demonstrate compliance with new
Rule upon waiver renewal
• Person-centered planning should not be confused
with:
• New HCBS setting requirements
• Self-directed services (although these services include a personcentered planning process)

* www.medicaid.gov/Medicaid-CHIP-Program-Information/By-Topics/Long-Term-Services-andSupports/Home-and-Community-Based-Services/Home-and-Community-Based-Services.html
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New HCBS Rule Requirements

The person-centered planning
process must….
Be directed by the
consumer to the
maximum extent
possible

Provide necessary
information and support
to the consumer to make
decisions and lead the
process*

Include a participatory
role for the consumer’s
representative

Include people chosen
by the consumer in the
planning process

* Including choices regarding services and supports the individual receives and from whom
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New HCBS Rule Requirements

The person-centered planning process
must…(cont’d)
Include a method for
the consumer to
request updates

Be timely and occur
at times and
locations that are
convenient for the
consumer

Provide information
in plain/accessible
language

Reflect the
consumer’s cultural
considerations

Include strategies for
solving
conflict/disagreement
within the process
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New HCBS Rule Requirements

The person-centered service plan must…
Include consumeridentified goals and
desired outcomes

Identify consumer
strengths and
preferences

Identify consumer
clinical and support
needs

List alternative HCB
settings considered
by consumer

Confirm that the
consumer chose the
setting where s/he
resides

Include services and
supports
(natural/unpaid, paid,
self-directed) and
their providers
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New HCBS Rule Requirements

The person-centered service plan must…
Identify risk factors and
measures in place to
minimize them

Prevent provision of
unnecessary/
inappropriate
services/supports

Be written in a
plain/accessible
manner

Include additional
information if certain
conditions of a provider
owned/operated
setting are modified

Be distributed to the
consumer and other
people involved in the
plan
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New HCBS Rule Requirements

The person-centered service plan must…
Be finalized
and agreed to,
including…

• Consumer’s written informed consent
• Signatures of all individuals and providers
responsible for plan implementation
• Identification of the individual and/or entity
responsible for monitoring the plan

Be reviewed
and revised…

• Annually at a minimum
• Upon reassessment of functional need
• When the consumer’s circumstances or needs
change significantly
• At the consumer’s request
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Requirements of Special Note for CO
• The person-centered plan must be based on a
person-centered approach
• Implies that all processes leading up to plan
development must also be based on person-centered
thinking and approaches
• Current efforts to change intake, triage, and
assessment processes in CO provide key opportunity
to meet requirements
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Requirements of Special Note for CO
(contd.)
• The individual will direct the plan development
(and will be supported to do so)
• Changes the case management (CM) role to assisting
and facilitating individual to direct planning versus CM
making the decisions or leading the plan development
• Raises questions about information, training or
coaching that should be offered to individuals for
empowering them to better direct the plan
development
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Requirements of Special Note for CO
(contd.)
• Critical supports in the CM infrastructure will be
needed
• The reimbursement for staff conducting assessments
and developing plans should reflect the increased
requirements for how plans are developed
• The skills someone will need to facilitate the new
person-centered process are very different than
traditional assessment and case management skills.
New training will be needed and staff performance
evaluations will need to reflect these new skills
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TRENDS AND PROMISING PRACTICES
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Trend 1: Person Centered Thinking
• Requires organization-wide commitment
• Reflected in business processes at the individual and
organizational levels. For example:
• Individuals direct plan development
• The organization actively supports individuals to direct planning

• Person centered outcomes. For example:
• Individual plans and services reflect a balance of “important to”
and “important for” goals/services and changes are identified so
that these goals are met
• Staff and others working with the individual know what is
important to the person and what he/she wants for the future
• Organizational quality management strategies are built on
outcomes that are defined in person-centered terms
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Trend 2: Adapting PC Approaches
for Population Groups
• Approaches developed primarily out of the ID world and may
require adaptations for other population groups. Examples:
• Older Adults
• “Futures planning” should reflect differences in life quality and
expectancy as compared to younger individuals
• Health issues may feel dominating to the person, so that other life
dimensions tend to fade away – these dimensions should be
included
• Age related illnesses, such as dementia or other debilitating
conditions, may call for special adaptations
• Promising practices, such as adapted approaches and online tools,
are available to help guide professionals and organizations

• Mental Health
• Recovery models vs. support models
• Professional decision making vs. client directed planning
• Promising practices included shared decision making models
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Trend 3: Organizational
Performance Measures
• Measuring organizational infrastructure through the lens of personcentered performance indicators
• Council on Quality and Leadership: What Really Matters Initiativecontains 34 indicators within 8 key factor areas of organizational
performance
•
•
•
•
•
•
•
•

Person-centered assessment and discovery
Person-centered planning
Supports and services
Community connection
Workforce
Governance
Quality and accountability
Emerging practices in individual budgets

• ACL also engaged in SEP/NWD enhancements with eight states for
person-centered options counseling. National curriculum being
developed through Boston University and University of Minnesota
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Integration of PC Approaches
into Program Operations
• Person-centered thinking is being incorporated in system level
operational design (e.g., intake, assessment and support planning
functions and standards)
• Reports by PC experts suggest that not all “best practice” approaches
are system wide answers
• Reports recommend that practices that cannot be scaled up beyond
15% should not become expected practice (e.g., required practice,
regulations or other standards applying broadly)
• However, elements can inform expected practice

• Also need to look at the interaction of the expected practice with
other parts of the system
• May indicate the need for a broader system re-design
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Evaluating Proposed Approaches
for Program Operations
• How does it contribute to the desired outcomes for the
system?
• What skills, actions, activities and/or structures are required
for success?
• What training and technical assistance is necessary?
• Are changes in system structures or practices needed?
• How big of an answer do we think this is – what percentage?
• Is on-going support needed for those who are implementing?
• What is the cost of using the approach at scale?
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Other State Examples
• New Hampshire (Susan Fox and Patty Cotton)
• Person-centered skill development for all ADRC workers including a
mandatory orientation and an optional five day intensive workshop
• Online tool for adults to develop “my story” for use with physicians,
social workers, providers or others. Includes history of significant
events and capacity for person to track changes over time.

• Minnesota (Angela Amado)
• Online training system that includes units on person-centered
planning and service provision
• One of the primary contractors for ACL in developing and
implementing new curriculum to enhance person-centered options
counseling efforts
• Involved in other regional system efforts, such as ones in South
Dakota and Ohio
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Other Promising Approaches
(cont.)
• Washington (Susan Shepherd and Amy Fink)
• One of the enhanced options counseling grant recipients
• Developing new tools to assist people in directing the
development of a plan for their LTSS needs
• New and expanded tools used for access processes
•
•
•
•

Self-service tools
Expanded ADRC coverage
Presumptive eligibility
Action plan evaluation (pre and post)

226

ENHANCING COLORADO’S USE OF
PERSON-CENTERED PRACTICES
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High Level Review of CO
• Reviewed Colorado’s status on two scales:
• Status of overall LTSS approaches in comparison to best practices
• Ability to comply with new federal regulations

• For each of the above, the report identified the performance
measure expected and examples of practice looked for in the
review
• The measure and examples are then compared against current
practices in Colorado
• Recommendations for improvements toward meeting each
measure are then provided
• Overall conclusions drawn from the review provide a general
map for how Colorado might approach enhancements in
person-centered approaches at a system level
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CO Review (Contd.)
• Reviewed the following system operational components
•
•
•
•

Strategic vision for person-centered system
Incorporating person-centeredness into access process
Making planning process more person-centered
Allowing services to be more person-centered
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Example From Report
PC Systems
Component

Examples

Infrastructure in Colorado

Rating

Recommendation

Strategic Vision for a PC System

Development
of PC
thinking/
system

Policy statement or
other published
statements committing
to PC Thinking and
approaches

Senate and House passed a resolution in 2013
committed to person centered thinking.
Community living advisory group has drafted
recommendations to the department that
include PC approaches.

2

Develop an agency values statement
for person centered thinking to be used
as a guiding principle.
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General Findings Included:
• While CO is making considerable efforts to incorporate PC into
operations, no strategic vision or plan has been developed to
ensure common understanding of what should occur and how
decisions in one component will effect another
• Foundational pieces are being advanced through initiatives,
but lack of common language and understanding about PC
could make efforts uneven and ineffectual
• There is wide variation in local agencies’ understanding and
practice of person-centered practices
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Findings in Relation to Federal
Requirements
• Reviewed the following
• Colorado’s status for compliance with each regulatory
requirement
• Areas where activities relating to the requirement occur and
where they would be addressed for coming into compliance
• Includes recommendations for meeting each regulatory
requirement
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Example from Report
Rule Requirement

Component in
Existing System

Requires waiver applications
to include provisions for a
person centered plan that is
developed based on a
person centered approach

Not currently included
specifically in waiver plans

A person centered plan is
defined to include a process
led by the participant (or
legal representatives), other
individual chosen by the
participant and must
include:
*support to participant for
directing the planning
*cultural considerations
*process for conflict
resolution

Used in consumer directed
programs; approaches are
not standard so practice
varies; traditional service
waivers do not generally
use this process.

Where to
Address

Recommendation

Other

Incorporate person centered
approaches into access business
operations and support planning.

Support Plan

1. Expand participant directed
planning to non-consumer directed
programs.
2. Modify tool and protocol used for
support planning to include person
centered approaches required by the
regulations.
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Findings Included:
• Considerable change will be required to ensure clients direct
and engage in plan development. This includes substantial
changes to roles and functions of case managers
• New requirements will substantially increase time required to
be spent in plan development. Case management caseloads
and reimbursement will need to be addressed
• Service plan content will need adaptations to ensure the
required content is present for all population groups
• The new assessment process and tool is a critical factor for
meeting the requirements for the plan development and
content
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General Recommendations
• Recognize that person-centered thinking is an overall
approach rather than a collection of initiatives
• Place person-centeredness on par with other major
considerations that drive decisions (e.g. federal compliance,
impact on costs, effects on health and welfare)
• Develop a clear statement of vision and a general
understanding about what a person-centered system should
be
• Although “person-centered” was a term frequently used by State
staff, local agencies, and other stakeholder, the meaning of the
term and opinions about how it should impact the system varied
widely

• Development of a strategic vision and plan is an essential and
foundational piece for enhancing Colorado’s use of personcentered approaches
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Recommendations for Creating
a Strategic Vision and Plan
1.

Develop a transitional plan for complying with federal regulations
• Should include short term steps for basic compliance followed by longer
term enhancements that are consistent with the strategic vision
developed

2.
3.

Develop and provide ongoing support for changes to the
assessment process and tool (already underway)
Develop a five year implementation plan that includes:
• An assessment of system performance consistent with person-centered
thinking
• Identification of priorities for enhancement consistent with the strategic
vision and goals.
• Implementation plan for changes, including objectives, action steps,
timelines, and responsible party
• Quality management plan that establishes processes for discovery,
remediation and improvement of the infrastructure in terms of meeting
the vision and goals for a person-centered system
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Recommendations of Creating a
Strategic Vision and Plan (contd.)
4. Build capacity at State and local levels by increasing
understanding and skills in person-centered thinking and
approaches
• Development of a public statement, consistent with the Legislative
resolution, regarding the State agency’s commitment to personcentered thinking, including placing this statement on websites or
other materials issued from the State;
• Identify “champions” to provide leadership on person-centered
thinking and approaches at the State and local agency levels.
Provide enhanced training or other access to information so that a
network of informed individuals can be built and can provide
assistance with the implementation plan;
• Develop and/or use existing external advisory groups to help focus
on person-centered thinking and approaches. Consider options for
broadening consumer experience and insight into the shaping of
reform efforts.
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Questions and Discussion?
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Appendix K: IDD Consolidated Waiver Redesign Issue Brief
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IDD Consolidated Waiver Redesign
Issue Brief
November 30, 2017
HB 15-1318 (IDD Waiver Redesign):
HB 15-1318 charges the Department with creating a single consolidated waiver for Adults
with Intellectual and Developmental Disabilities (IDD). The bill offers a July 1, 2016 end
date for achieving CMS’s approval. If the Department does not meet the offered end date,
the bill directs the Department and the Joint Budget Committee to engage in a quarterly
update on the progress toward developing the waiver and achieving CMS approval for
implementing the waiver. The Department has delayed its target date for implementing
the waiver to July 1, 2022 due to federal direction to first bring inter-related, dependent
initiatives into compliance before it is eligible to submit a NEW consolidated IDD waiver.
Federal HCBS Settings Final Rule:
CMS requires states to be in full compliance by March 2022.
Transition Plan compliance deadline is March 2020
•

Colorado’s Statewide

Relationship to IDD Waiver Redesign: The Department is incorporating all
requirements of the HCBS Settings Rule into the design of the services and service
delivery models in the redesigned IDD waiver, including by redesigning services to
be more individualized, integrated in the community, and providing more choice
and autonomy

CDASS in HCBS-SLS waiver:
The Department issued a Communication Brief October 11, 2017 to update stakeholders
on the progress of implementing CDASS in the HCBS-SLS waiver. CMS has approved the
initiative and the Department is working on IT systems and with the FMS vendors to
enhance systems for implementation. The Department will implement CDASS in the
HCBS-SLS waiver in 2018.
•

Relationship to IDD Waiver Redesign: This initiative reinforces a foundation for a
continuum of self-direction service delivery options that the Department intends
to include in the redesigned waiver by expanding the array of services that may
be self-directed and enhancing participant safeguards beyond those in the CDASS
option.

240

SB 16-077 (Employment First for Persons with Disabilities)
Through SB16-077, Colorado established its commitment to a statewide Employment First
Policy. According to the bill:
“Employment first means a framework for change in the provision of services that is
centered on the premise that all persons, including persons with significant disabilities,
are capable of full participation in competitive integrated employment and community life
… Publicly funded agencies and systems align policies, service delivery practices, funding,
and reimbursement structures in order to achieve competitive integrated employment …
Under this framework, in providing publicly funded services, employment in the general
workforce is the first and preferred outcome for all working-age persons with disabilities,
regardless of the level of disability.”
The bill is implemented through the Employment First Advisory Panel (EFAP), which has
developed and given recommendations multiple partner entities, including the following
state agencies: CDLE, HCPF, CDE, CDHE, CDHS. The EFAP has drafted the
recommendations and is sending them to the general assembly.
•

Relationship to IDD Waiver Redesign: The IDD Waiver Redesign’s proposed
Employment Supports service is being designed in such a way as to meet the
provisions of SB 16-077 regarding competitive integrated employment and
community life.

Person Centered Planning:
As required by CMS in the HCBS Final Rule, HCPF will implement Person Centered
Planning as part of the roll out of the LTC Assessment Tool in SFY 2019-2020.
•

Relationship to IDD Waiver Redesign: Person Centered Planning will incorporate
all requirements of the HCBS Final Rule into the redesigned waiver and this fulfills
the guiding principles the CLAG and HB 15-1318 outline, including assisting
individuals to receive the right services, in the right amount, in the right place. As
part of IDD Waiver Redesign, the Department is developing Person Centered
Planning training for case managers and Person Centered Thinking training for
providers and training for people receiving services to lead their own planning
meetings

No Wrong Door:
No Wrong Door Pilot sites launched in late summer 2017 to develop a financial model for
modernizing access to Long-Term Services and Supports for all Coloradoans in need. No
Wrong Door sites will be responsible for eligibility determinations, intake and referral and
options counseling, among other tasks not related to case management with

241

implementation statewide shortly following the conclusion of the Pilot in SFY 20192020.
•

Relationship to IDD Waiver Redesign: No Wrong Door will simplify the ways in
which people navigate accessing services in the redesigned waiver while also
assisting in directing people to less costly, non-Medicaid services

TEFT Grant:
Through this grant, the Department plans to pilot the use of personal health records
(PHR) systems with beneficiaries of HCBS. The PHR will include LTSS data such as support
plan and assessment information, and allow the beneficiary to interact electronically with
the case manager. The Department will work with other states and CMS to establish an
electronic standard for the collection, aggregation, reporting and sharing of support plan
data among HCBS providers, case managers and state agencies. This will allow the
electronic sharing of information to promote more efficient care coordination between
agencies that have shared beneficiaries.
•

Relationship to IDD Waiver Redesign: As a result of the TEFT grant, participants
in the redesigned waiver could benefit from the use of PHR and e-LTSS in more
efficient coordination of their supports.

Budget Request R-06 (Electronic Visit Verification-EVV):
Section 12006 of the 21st Century Cures Act mandates that State Medicaid agencies
implement an Electronic Visit Verification (EVV) system for all Personal Care Services by
January 1, 2019 and Home Health Services by January 1, 2023. States that do not
implement EVV by required deadlines will incur an escalating reduction of Federal funding
in the amount of .25 percentage points for every year the state is out of compliance for
the first three (3) years, then one (1) percentage point each year thereafter.
The Department requested funding to implement EVV by the January 1, 2019 deadline
as mandated by the 21st Century Cures Act. The budget request contains estimated
savings of $777,000 total funds, $1.2 million General Fund in FY 2018-19, and estimated
savings of $6.4 million total funds, $3.9 million General Fund in FY 2019-20. The request
includes eight (8) FTE, four (4) of which will be term limited. The FTE will be employed
as follows: Business Analyst, Data Analyst, HCBS Policy Specialist, Operations Analyst,
Project Coordinator, Quality Assurance Specialist, State Plan Policy Specialist, and Testing
Analyst.
•

Relationship to IDD Waiver Redesign: The 21st Century Cures Act requires that
EVV systems verify, at minimum: client, attendant, service performed, location,
date, and time of service. This will allow the Department to closely monitor the
utilization of the redesigned waiver services in effort to contain costs and prevent
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Medicaid fraud. In addition to implementing EVV for Personal Care and Home
Health Services, the Department intends to require EVV for additional services that
are similar in nature and provider type to the mandated services, these services
include: Health Maintenance, Homemaker, Hospice, and Private Duty Nursing. It
should be noted that the participant directed service delivery options, Consumer
Directed Attendant Support Services (CDASS) and In-Home Support Services
(IHSS) are required to utilize EVV since they have a Personal Care component.
SB 16-192 (Long Term Care Assessment Tool):
HCPF plans to implement this new common assessment tool, to replace the ULTC 100.2,
for HCBS in SFY 2019-2020. TEFT is paying for part of the pilot for the new assessment
tool, specifically determining the new level of care thresholds for HCBS.
•

Relationship to IDD Waiver Redesign: The Department will use the new
assessment tool to develop an allocation for individualized budgets, to re-base the
SIS/Support Levels and the Service Plan Authorization Limits (SPAL) and to feed
into the Person Centered Planning process required by the CMS HCBS Final Rule

HB 15-1368 (Cross System Crisis Response Pilot):
The Pilot launched in August 2016 and ends June 2019. The Pilot has been building
capacity to support and enhance Colorado’s Crisis Service Program to fully include
individuals with IDD. HB 15-1368 also includes an actuarial study for statewide
implementation of fully integrated behavioral therapies for people with IDD, within the
Behavioral Health Organizations.
•

Relationship to IDD Waiver Redesign: Behavioral Services are currently provided
in the HCBS-SLS and DD waivers and may become a State Plan benefit. Also, this
Pilot work focuses on building capacity within the BHO system to serve people with
IDD with co-occurring diagnoses

HB 14-1338 (Regional Center Task Force) Recommendations:
The Joint Budget Committee’s Request for Information #4 regarding the Departments
of Health Care Policy and Financing (HCPF),Human Services (CDHS), and Public Health
and Environment (CDPHE).“Department of Health Care Policy and Financing, Office of
Community Living; Department of Human Services, Services for People with Disabilities,
Regional Centers; and Department of Public Health and Environment, Health Facilities
and Emergency Medical Services Division, Health Facilities Division -- The Departments
are requested to provide by November 1, 2017 the status of the implementation of
Regional Center Task Force recommendations.”
The Regional Center Task Force (RCTF), created by House Bill (H.B.) 14-1338,
was charged with developing recommendations regarding the future size, scope and role
of Colorado’s three Regional Centers serving people with Intellectual and Developmental
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Disabilities (I/DD). The task force developed 10 recommendations as part of the RCTF
Final Report to address the specific requirements of H.B. 14-1338 and the community
supports required to serve residents of the Regional Centers and the remainder of the
community with an I/DD. The recommendations are presented in five categories that
together deliver the task force’s collective opinion that Colorado must make a strong
commitment to persons with I/DD, leading with enhancing the current system of
community supports and funding to allow more people with I/DD to be served in the
community. Once these enhanced supports are established and proven, it may be
possible to consolidate the state’s Regional Centers into a smaller footprint and
establish their primary purpose as crisis stabilization facilities.
The RCTF recommendations include broad system changes that touch the Departments
of Health Care Policy and Financing (HCPF), Human Services (CDHS), and Public Health
and Environment (CDPHE). Due to the broad nature of the recommendations, a cross
agency Operations Team was created to track both current work underway related to
RCTF recommendations, as well as new work required to implement RCTF
recommendations. A Sponsor Group was also established with executives from HCPF,
CDHS and CDPHE, and community advisors (former co-chairs and members of the
RCTF) to advise on the activities of the Operations Team as RCTF recommendations are
implemented.
The progress toward implementation identified in this report represents touchpoints
between current work by the three departments and the RCTF recommendations.
Additional work will be needed to fully implement RCTF recommendations. HCPF was
approved for a term-limited FTE in the Fiscal Year (FY) 2017-18 request “R-10
Regional Center Task Force Recommendation Implementation”. Once hired and
onboarded, this FTE will track current work and identify additional work needed to
implement RCTF.
•

Relationship to IDD Waiver Redesign: The task force’s collective opinion is that
Colorado must make a strong commitment to persons with I/DD, leading with
enhancing the current system of community supports and funding to allow more
people with I/DD to be served in the community. Once these enhanced supports
are established and proven, which will happen through the IDD waiver redesign
and community capacity building related to implementation of the new IDD waiver,
it may be possible to make changes to the RC system to serve primarily as a crisis
stabilization facility.

Community First Choice:
The CFC option of the Social Security Act 1915(k), introduced as part of the Affordable
Care Act (ACA) provides states with a cost-effective mechanism to make available person
centered HCB Attendant Services through the State Plan. The timeline for and feasibility
of implementation is contingent upon federal legislative action on the ACA.
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•

Relationship to IDD Waiver Redesign: The Department is tracking Federal
legislative activity, which will determine the availability of the Community First
Choice option, which is a Federal initiative which would allow for HCBS attendant
services in the State Plan, thus opening those services to all populations in
alignment with direction from the CLAG and eliminating the costs of those services
from the redesigned waiver.

Budget Request R-07 Colorado Choice Transitions:
This federal MFP grant demonstration program expires in 2020, with transitions
ending in 2019 and ancillary services available through 2020. These additional CCT
services help clients to become more independent and, as a result, incur a far lower
cost to the state for clients to live in the community when compared to Long Term Care
(LTC) facilities. The Department is working to establish some of the demonstration
services as ongoing waiver services or State Plan benefits.
The Department requests 5.0 FTE beginning January 1, 2021 and funding to redesign
and relocate some of the current CCT services into the HCBS waivers and the State Plan
to make them available before the CCT grant program ends. Funding would be used to
expand options counseling availability through the ADRC.
•

Relationship to IDD Waiver Redesign: The Department plans to establish 2 of the
demonstration services as ongoing IDD waiver services and 2 as a State Plan
benefit (Intensive Case Management and Community Transition Service) to assist
people to transition from ICF/IID and Nursing Facilities into HCBS in their home
communities. ICM and CTS are the primary services clients utilize while beginning
the transition process and continue being some of the most important services
utilized to ensure transitions are successful. ICM and CTS are services that are
provided by a Case Management Agency and Transition Coordination Agency and
include things essential to move a client from a nursing facility and establish a
community-based residence. The CTS service currently exists in the Home and
Community Based Services (HCBS) Elderly, Blind, and Disabled (EBD) waiver;
however, there is still a need for additional access to the services outside of just
the EBD waiver which is what the CCT grant program currently addresses.

HB 14-1051 (IDD Waiting List):
The Strategic Plan for Assuring Timely Access to Services for Individuals with IDD by July
1, 2020
•

Relationship to IDD Waiver Redesign: allows individuals to access services where
and when they need them and provides recommendations as to how the
redesigned IDD waiver may help to move more people off of the HCBS-DD waiver
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waiting list. The Department will engage with stakeholders to review the following
8 final recommendations for feasibility of implementation:
1.Providing specific guidance and methodology in implementing
regulations concerning the eligibility requirement for the HCBS-DD
waiver of needing access to 24-hour supports and services
2. Explore the “need” for services in the HCBS-DD waiver through waiver
redesign and a level of need assessment
3. Redefining the definition of “homelessness” in the emergency
enrollment criteria
4. Include the loss of incapacitation of the caregiver as one of the factors
to justify and emergency enrollment into the HCBS-DD waiver
5. Require supporting documentation to substantiate the circumstances
supporting the emergency enrollment request and review the current
form to evaluate if there can be additional information that can be
standardized to support the request
6. Consider utilizing a standardized questionnaire/assessment and
scoring methodology to ensure consistent gathering and evaluation of
information
7. Evaluate individuals on the HCBS-DD ASAA waiting list to ensure they
are currently receiving al available and appropriate benefits and they
are still in need of HCBS-DD waiver services
8. Implement a level of need and prioritization assessment for individuals
who are waiting for HCBS-DD waiver services to improved forecast
plans for long-term reduction of the waiting list.
HB 17-1343 (Conflict Free Case Management):
House Bill 15-1318 required the Department to develop a plan, with input from
Community Centered Boards (CCBs), Single Entry Point (SEP) agencies, and other
stakeholders, for the delivery of Conflict-Free Case Management that complies with
federal regulations. IID Statute requires compliance by July 1 2022
•

Relationship to IDD Waiver Redesign: The IDD Waiver Redesign and Conflict Free
Case Management timelines are contingent upon one another, as the HCBS Final
Rule requires CFCM for any NEW HCBS waiver applications submitted to CMS after
the March 17, 2014 effective date of the Rule:

Home and Community-Based Settings: Compliance and Transition: (i)
States submitting new and initial waiver requests must provide
assurances of compliance with the requirements of this section for
home and community-based settings as of the effective date of the
waiver. (ii) CMS will require transition plans for existing section
1915(c) waivers and approved state plans providing home and

246

community-based services under
compliance with this section . . .

section

1915(i)

to

achieve

Summary:
The Department must align with federal and state-level initiatives and policies before it
can implement a new redesigned waiver that is consistent with HB 15-1318. Concurrent
to all of this work, the Department has launched a new Medicaid Managed Information
System (MMIS), the Interchange, which represents a significant systems change to
implement the federally mandated provider Revalidation process, and improve the claims
and provider payment systems.
The Department is working to align the waiver’s redesign with the Federal HCBS Final
Rule policies by March 2020. More specifically, the Department is working to comply with
the Final rule by enhancing systems in 2018 to implement CDASS--which is the foundation
for the new waiver’s self-directed service options; increasing consumer choice via
implementing Person-Centered Planning processes and training in FY 2019-2020; and by
March 2020: requiring that all provider-owned or operated housing includes leases for
individuals that ensure they have control over their settings; incorporating new
requirements for specialized habilitation and pre-vocational services; and working with
CDPHE to ensure that their licensing requirements align with both the new waiver and
the Final Rule, and to develop new processes to ensure compliance.
The Department will align or implement various other policies and initiatives in 20192020, including: implementing No Wrong Door, a financial model that will modernize and
simplify access to services while saving costs by directing individuals to non-Medicaid
programs; implementing an assessment tool that can be integrated across all waivers.
Also by 2019-2020, the Department will finish the Cross-System Crisis Response Pilot’s
building capacity within the BHO system, which may further reduce costs by allowing for
the current waiver’s Behavioral Services to move to the State Plan.
Through a TEFT grant, the Department has been working toward piloting the use of
personal health records (PHR) systems with beneficiaries of HCBS. The PHR will benefit
participants of the redesigned waiver with more efficient coordination of their supports.
TEFT is also paying for part of the assessment tool pilot, specifically it’s determining the
new level of care thresholds for HCBS. The Department will use the new assessment tool
to develop an allocation for individualized budgets, to re-base the SIS/Support Levels and
the Service Plan Authorization Limits (SPAL) and to feed into the Person Centered
Planning process required by the CMS HCBS Final Rule. The Department plans to
implement this new common assessment tool for HCBS in SFY 2019-2020.
The Department is working toward implementing an Electronic Visit Verification (EVV)
system for all Personal Care Services by January 1, 2019 and Home Health Services by
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January 1, 2023. EVV will allow the Department to closely monitor the utilization of the
redesigned waiver services in effort to contain costs and prevent Medicaid fraud. The
Department also intends to require EVV for additional services that are similar to Personal
Care and Home Health Services in nature and provider type.
The Regional Center Task Force has been exploring potential changes to the RC system
to serve primarily as a crisis stabilization facility. The Task Force has developed a
collective recommendation that Colorado must make a strong commitment to persons
with I/DD, leading with enhancing the current system of community supports and funding
to allow more people with IDD to be served in the community. The supports will be
established and proven through the IDD waiver redesign and associated community
capacity building.
The Department is tracking Federal legislative activity, which will determine the
availability of the Community First Choice option, which is a Federal initiative which would
allow for HCBS attendant services in the State Plan, thus opening those services to all
populations in alignment with direction from the CLAG and eliminating the costs of those
services from the redesigned waiver. The Department is beginning to wind down the
Colorado Choice Transitions demonstration grant program and establish it into the State
Plan so that all populations can transition from an institution to the community (beyond
2019) and so that adults with IDD can sustainably do so through ancillary services
(beyond 2020) that would be absorbed into the new waiver. The Department is working
to eliminate the HCBS-DD Waiver’s waitlist by July 2020, which will result in developing
the new waiver with accurate utilization and cost-estimates and implementing a new
waiver that is accessible to all eligible individuals.
The Department aims to implement its Strategic Plan for Assuring Timely Access to
Services for Individuals with IDD by July 1, 2020. The Strategic Plan implementation will
enable individuals access services where and when they need them. The Plan provides
recommendations as to how the redesigned IDD waiver may help to move more people
off of the HCBS-DD waiver waiting list. The Department will work with stakeholders
toward applying the recommendations to the redesigned waiver. Finally, by July 2022,
the Department will have finished its Conflict-Free Case Management initiative, which will
assure a person-centered planning process that is free from conflicts of interest.
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INTRODUCTION
The Office of Community Living (OCL) in the Colorado Department of Health Care Policy and
Financing (HCPF) operates eleven waivers to provide Home and Community-Based Services
(HCBS) to Medicaid beneficiaries. HCPF contracts with the Colorado Department of Public
Health and Environment (CDPHE) to certify providers, demonstrating they meet state and
federal requirements regarding the safety and well-being of consumers. 1 The certification
process involves an initial survey when the provider enrolls in Medicaid and unannounced recertification surveys periodically thereafter, in most cases every three years. Through onsite
visits conducted every three years, surveyors capture comprehensive information on: policies
and procedures; consumer experience and satisfaction with services; staff perspectives on care
quality; alignment between care plans and service delivery; and, in the case of residential
settings, facility safety and cleanliness.
HCPF has identified challenges with the certification processes. For one, surveys are not
standardized across the various provider types. In addition, the complexity of the process and
work load have made it challenging to certify providers every three years, as required. Finally,
HCPF does not have the tools necessary to analyze information on certification outcomes and
hold providers to higher standards of quality of care.
In light of these issues, HCPF contracted with Mission Analytics Group (Mission). The goals of
the contract are to identify potential strategies to:
•

Streamline and align the certification processes across survey types

•

Improve data collection and sharing, so data are more actionable

The project had three phases: a Gap Analysis describing in detail the certification process for
each main survey type, an Environmental Scan of other state activities and accreditation bodies,
and a Remediation report, which presents remediation in Colorado’s certification process along
with other settings. This Final Report synthesizes the information collected through these
phases to present a final set of recommendations for HCPF and CDPHE.
This Final Report is based on documentation obtained online and provided by HCPF and
CDPHE. We also interviewed CDPHE surveyors and staff, HCPF staff involved in the National
Core Indicators (NCI) survey, representatives from six states, and representatives from three
accreditation bodies. Finally, a member of the Mission research team attended three LEAN
process meetings and observed three onsite certification surveys.

1

Agencies use various terms for individuals enrolled in waivers: consumers, clients, and person receiving

services (PRS). For simplicity, we use one term in this document: consumer.

253

In this report, we first provide an overview of each relevant survey type, including a
description of the target agency and its survey processes. Chapter 2 describes the strengths and
challenges with the existing processes. Chapters 3-8 present our main recommendations: allow
deeming based on accreditation, streamline and align current survey certification processes,
emphasize Quality Management Programs, enhance remediation strategies, and create a
comprehensive picture of provider quality. In each chapter, we provide an overview of the
current process, example enhancements from other contexts, and recommendations and
considerations for implementation within Colorado. The final chapter summarizes these
recommendations.
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1.

C E R T I F I C AT I O N P R O C E S S

This project focuses on providers that require state certification to provide community-based
long term care. Providers that fall under this scope range from large residential facilities to
small family-run day programs and tend to serve specific populations. However, despite these
differences, the certification process is largely similar across provider types. This chapter starts
with an overview of provider and survey types. We then describe the various components of
the certification process, highlighting similarities and differences across types. We focus on recertifications because they take up the bulk of surveyor time and offer the most opportunities
for improved efficiencies and actionable data.

A. Provider and Survey Types
The major provider types that serve waiver consumers include the following:
•

Program Approved Service Agencies (PASAs): There are approximately 400 PASAs
that provide community-based care to consumers with intellectual and developmental
disabilities (IDD) enrolled in one of three waivers: Developmental Disabilities (DD),
Supported Living Services (SLS), and Children's Extensive Supports (CES). PASAs
provide a range of services, including Personal Care, Behavioral Services, Day
Habilitation, and Supported Employment. These agencies can be quite large, contracting
with dozens of Host Homes, which are residential settings that also provide meals,
transportation, personal care, and behavioral supports to consumers.

•

Groups Homes: The DD waiver also provides services to consumers with IDD through
Group Homes, which house between four to eight consumers. Group Homes typically
serve consumers with higher needs than those living in Host Homes. While Group
Homes might be managed by an umbrella agency, each home requires a license and
certification.

•

Home Health/Home Care Agencies: These providers render skilled Home Health Care
under a Class A License and unskilled Personal Care under a Class B License. Home
health agencies provide services to consumers under multiple waivers: Brain Injury (BI);
Elderly, Blind, and Disabled (EBD); Spinal Cord Injury (SCI); Community Mental Health
Services (CMHS); Children with Life Limiting Illness (CLLI); Children’s Home and
Community-Based Services (CHCBS); and in some cases, IDD waivers. All home
health/home care must obtain a license, regardless of whether they are skilled or
unskilled.

•

Alternative Care Facilities (ACFs): There are over 650 ACFs that provide 24-hour
Regular Supervision, Daily Living Skills Assistance, Personal Care Services, and
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Homemaker Services. Most ACF facilities are for elderly consumers, though some are
dedicated to consumers needing mental health services. ACF care is available in the EBD
and CMHS waivers. ACFs range in size from 8 to over 100-bed facilities. As a sub-type
of Assisted Living Residences (ALRs), all ACFs must be licensed in addition to being
certified.
Given that regulations are typically developed for specific waiver services, as opposed to agency
type, providers may experience multiple types of licensing/certification surveys. For example, a
PASA that also manages Group Homes would have an individual licensing/certification survey
for each Group Home and one larger certification survey for all other IDD services. A home
health agency that provides IHSS, Skilled Home Health, and Unskilled Home Health would
receive a survey for each service. While surveys for individual providers often occur during one
onsite visit with shared consumer samples, the larger, more complex surveys are conducted at
separate times to reduce provider burden. Figure 1 presents the survey types by CDPHE
section: IDD Community Services Section, Home Care Services Section, and Community
Services Section.2
Figure 1: Sections within CDPHE that Manage Each HCBS Provider Survey Type
CDPHE
Health Facilities and
Emergency Medical
Services Division
(HFEMSD)
Health Facility
Quality Branch
IDD Community Services Section
IDD Service Agencies
IDD Group Homes
Adult Day Programs
Alternate Therapies
Behavioral Therapy for Children with
Autism
Community Transitions

Home and Community
Facilities Branch

Home Care Services Section
Home Health Agencies
Adult Day Services
Community Transitions
Community Services Section
Alternative Care Facilities

The above provider and survey types represent the bulk of CDPHE work, less extensive surveys are also
conducted for Alternate Therapies (i.e., massage, acupuncture, and chiropractic services for individuals
with spinal cord injury), Behavioral Therapy for children with autism, Community Transition Services,
and Supported Living Services and Transitional Living Programs offered under the BI waiver. which
support individuals who live in institutional settings transition to the community.
2
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B. Survey Process
Surveys range considerably in length, with surveys of ACFs lasting just a day and surveys of
larger PASAs lasting over a week. However, all major onsite survey types have the same
components: preparation, consumer sample, consumer-level reviews, and agency-level reviews.
Pre-Onsite Survey Preparation
Surveyors prepare for onsite surveys by reviewing previous findings and Plans of Correction
(PoCs) developed in response to deficiencies. They also assess complaints filed against the
provider and, for licensed providers, “occurrences” – i.e., events reported to CDPHE that
demonstrate a significant risk of harm to consumers. ACF surveyors also communicate with the
Ombudsman about concerns of appropriate consumer placement and any complaints that have
been made against the facility.
While some survey groups have a thorough, structured approach to preparing for onsite
surveys, others indicated they deliberately do a limited review because they do not want to
form “pre-conceived notions” about providers prior to the visit. Surveyors who do more limited
preparation also note that agency size and ownership regularly change. In these cases, previous
survey findings may no longer be relevant. Finally, information on previous findings is not
always easy to search or summarize.
Consumer Sample
A key aspect of the onsite survey is an assessment of consumer care though chart reviews
and/or consumer observation/interviews. Therefore, once surveyors arrive onsite, they ask the
agency administration to provide a consumer roster or census to select the consumer sample.
The PASA roster has a pre-defined format that captures extensive information on critical
incidents, rights suspensions, and services – e.g., Personal Care, Homemaker, Supported
Employment, and Eating Assistance. While the roster should be a working document, always
kept current by the agency, surveyors often find they must wait while information is updated.
Home health agencies and ACFs, on the other hand, typically create the census in a format
determined by their data management systems soon after surveyors arrive. The census includes
information about payer source, service start date, and patient acuity.
Surveyors then “hand pick” consumers for the sample to capture the diverse needs of the
consumer population and ensure the survey touches on all aspects of care rendered by the
provider. For example, surveyors will include consumers served by different sub-contracted
providers (e.g., Host Homes), consumers who receive each of the provider’s major service
categories, and consumers with different levels of acuity (e.g., consumers receiving just one
service versus consumers receiving all available services). ACF surveyors may also prioritize
new consumers, consumers with recent hospitalizations, or consumers noted as having more
intensive needs during the initial walk-through of the site.
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The size of the sample is typically dictated by the regulation governing the survey type. PASA
samples cover 10% (recently adjusted downward from 15%) of the consumer population with
no cap. This can yield a large sample. Although Group Homes have a larger percentage (50%)
sampled, given the small number of residents, only two to four consumers are sampled per
home. Home health agency surveyors use a tiered approach with a cap of 10 home visits and 20
chart reviews for providers with 1,251 consumers or more. Finally, ACF samples include 4 to 10
consumers, depending on the size of the facility. Because the ACF survey only lasts one day,
larger facilities with larger samples, require more staff.
Table 1: Sample Size per Major Provider/Survey Type
Provider Types

Sample Size

PASA

10% of consumer population with no cap

Group Home

50% of consumer population, for a total of 2-4 sampled consumers

Home Health

Tiered with a cap of 20 consumers for chart review and 10
consumers for interviews

Alternative Care Facilities

Between 4 and 10 consumers, depending on facility size

Consumer-Level Review
The surveyors thoroughly review consumers’ medical charts and visit the consumers in their
homes, rooms and/or at their day programs (if applicable) to assess quality of care provided and
the agency’s compliance with the required regulations related to their care. The surveyors
compare care plans to the services provided and medications onsite to doctors’ orders. Chart
reviews can be extremely time consuming given all providers manage data differently and may
not maintain comprehensive and consistent records of client care. Surveyors review Incident
Reports reported to HCPF for HCBS consumers, ensure that Dispute Resolution and
Confidentiality Policies have been communicated to consumers, and determine the training for
the staff providing care to the sampled consumers.
Surveyors also conduct more thorough reviews of specific consumer services or conditions.
Depending on the care setting, they may look for fall history, justification for restrictive
procedures or psychotropic medications, appropriate use of medication reminder boxes
(MRBs), appropriate use or training in Personal Needs Funds ledgers, and the quality of specific
services, including Prevocational, Day Habilitation, and Gastronomy services. Finally, if
consumers have incidents of Mistreatment, Abuse, Neglect and Exploitation (MANE), the
surveyors review the actions taken in response.
Finally, surveyors in most settings interview consumers on whether they are satisfied with the
care and how the agency addresses their questions or concerns. Though suggested questions are
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available as a guide, surveyors typically have more conversational interactions with consumers
and do not rely on a structured questionnaire. In ACFs, during an initial walk-through of the
site, surveyors conduct informal conversations with consumers in addition to the more formal
interviews with sampled consumers. If appropriate, home health surveyors observe the
provider rendering care, noting the quality and tone of the interaction. Agency leadership is
invited to participate in the home visit as a learning opportunity, but are not allowed to engage
or interfere in the survey process. Consumers in Group Homes are typically not interviewed;
instead surveyors observe consumer living conditions.
Agency-Level Review
Finally, surveyors conduct reviews at the agency level to assess whether relevant policies and
procedures are in place and facilities are clean, safe, and community oriented. They also
interview staff and review personnel training and qualifications. This survey component is
perhaps the one that varies the most across the survey types, primarily because regulations
involving agency-level issues are prioritized differently.
PASAs have the most extensive review. Agency directors must fill out an Assurances form,
indicating that the agency complies with regulations, which range from obtaining a fire
inspection to using Generally Accepted Accounting Principles to having a comprehensive
system of monitoring services and supports. A thorough review of agency documentation,
including liability insurance and policies related to Personal Needs Funds, transportation and
personnel training, occurs during the initial certification, when an agency is applying to be a
Medicaid HCBS provider for the first time. During the re-certification onsite visit, surveyors only
review documentation pertinent to an individual consumer or issue found. For example, if the
surveyor does not find appropriate documentation for a MANE allegation, the surveyors may
review the related policies and procedures.
The review of the Group Homes is also quite extensive because of the licensure requirement
and the fact that “regulations are immense.” For example, requirements involving the kitchen,
consumer diet, and home layout and upkeep are additional areas for review. Surveyors also
assess whether homes meet requirements of community living, such as consumer choice in
room décor and access to food and outdoor spaces.
Home health agencies may undergo a less rigorous agency-level review because much of it is
dictated by the quality of providers’ Quality Management Plans (QMPs), which are developed
by providers to describe deficient areas and plans or actions to address those deficiencies. If the
QMP is not robust, a more rigorous certification survey is followed because providers are likely
to be deficient in some areas. Surveyors also conduct interviews with employees to collect
information on training, case load, and policies and procedures, in addition to a personnel
review that includes background and license checks for employees.
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If applicable, Host Homes in which the sampled consumers reside are also visited. Within the
Host Homes, surveyors look for smoke detectors/fire extinguishers, determine whether the
home is clean and accessible, and assess safety plans and locked items.
ACF surveyors typically arrive onsite early in the morning and complete a walk-through of the
facility, observing the kitchen area, dining hall during breakfast, and medication
administration. For sites with more than 25 consumers, facilities are subject to the state’s retail
food regulations, for which surveyors complete a thorough inspection of the kitchen. For sites
with fewer consumers, staff are observed for proper food handling and food preparation.
Surveyors will note any issues for follow-up such as odors in rooms, consumers with health
concerns, or errors in medication administration. The issues found during this initial facilitylevel review often drive sample selection.

C. Remediation
After the visit, members of the survey team review and consolidate information gathered to
make determinations about individual “tags.” Specifically, they determine whether the
provider met or did not meet each regulation. In the cases of non-compliance, substantiating
evidence is documented for potential appeals. The survey team must cite at least two types of
evidence – observation, interview, or documentation (e.g., medical chart) – for each tag. Text is
often quite extensive, for example, documenting the date and outcome of a staff interview or
specific information in a medical chart.
In addition, the survey team notes the scope (i.e., whether the issue affects multiple consumers)
and severity (i.e., no-harm, potential for harm, and harm). In most cases, this is done through a
written description. However, the Division of Home and Community Services, which conducts
certification surveys for ACFs, has more structured categories to document severity/scope. Each
tag is assigned one of the following mutually exclusive categories:
a) Isolated incident: An issue with just one consumer, such as non-compliance with
physician’s orders
b) Pattern: At least two of five sampled consumers are affected or one person is affected
over time. This code also encompasses facility-level tags, such as unsanitary kitchen
conditions
c) Actual harm: A single consumer is harmed emotionally or physically
d) Pattern of harm: Multiple consumers are harmed
e) Life-threatening risk: This code can involve consumer or facility-level issues, such as
faulty security or fire suppression systems or a food-born illness
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All information is input into the Automated Survey Processing Environment (ASPEN) system
and used to generate findings letters that providers access through an online system. The letter
lists the regulation for which the provider is non-compliant, the substantiating evidence, and
severity/scope of the issue. The survey lead and branch supervisors and leadership review
information to ensure sufficient evidence and consistency across survey teams.
Providers then develop a PoC for each tag, which must contain the following components (as
taken directly from the Instructions for Completion of an Acceptable Plan of Correction
document):
1. The plan for correcting the specific deficiency. The plan should address the internal
process that led to the deficient practice cited.
2. The procedure for implementing the acceptable PoC of the specific deficiencies cited.
3. The monitoring procedure to ensure that the PoC is effective and the specific deficiency
cited remains corrected and/or in compliance with the regulatory requirements.
4. The title of the person responsible for implementing the acceptable PoC.
5. Completion date.
PoCs vary by length and thoroughness. For example, we reviewed multiple PoCs related to care
plans, posted on the CDPHE website. While some can be multiple pages in length, others can be
several sentences. In addition, there is some variation in details offered about addressing issues
with the individual consumers versus implementing systemic changes. An independent Quality
Assurance team within CDPHE reviews each PoC to ensure it appropriately addresses
immediate and systemic issues. About 65% of the time, the quality Assurance team requests
that providers revise these PoCs.
For each provider out of compliance, CDPHE conducts a follow up survey to ensure that the
PoC has been implemented. The follow up survey may include a simple desk review of a
policies and procedures document or photographic evidence that a facility-related tag has been
resolved. For more severe issues related to consumer safety or well-being, surveyors conduct a
follow up onsite visit, perhaps talking to consumers or reviewing charts and care plans.
Surveyors conduct as many follow up surveys as needed until PoCs have been fully
implemented, and they feel confident that providers have addressed the issue. At this point,
CDPHE sends a letter to HCPF indicating that the certification survey is closed.
Licensed facilities (e.g., home health agencies, ACFs and Group Homes) can face additional
consequences. Within ACFs, tags categorized as C or above are considered “enforcement,”
which requires more extensive follow up. For one, in addition to the PoC, providers can be
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charged a civil penalty of up to $2,000. Most importantly, providers are required to contract a
consultant for three months to help them remedy the issue. The Division communicates
regularly with the consultant to evaluate progress and once the consultation is finalized,
conducts follow up visits to ensure issues have been addressed.
The Centers for Medicare and Medicaid Services (CMS) provides guidelines for home health
agency certifications and sanctions, which include civil penalties, suspension of payment,
temporary management, directed PoCs, and directed in-service training.3 The penalty depends
on the tag cited and the scope/severity of the issue. Surveyors indicated that two providers
recently faced penalties close to $150,000.
The public posting of survey findings also serves as a remediation strategy. Consumers and
their caregivers can search for facilities by name or within a given geographic location (e.g.,
county, city) to identify local providers. Detailed descriptions of survey findings and provider
PoCs are posted to help consumers make informed choices about their care. Ideally, by making
survey findings public, HCPF and CDPHE are encouraging providers to make systemic
changes to avoid poor survey results in the future.

3

https://www.law.cornell.edu/cfr/text/42/488.820
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2. STRENGTHS AND CHALLENGES WITH CURRENT
C E R T I F I C AT I O N P R O C E S S
The current certification process is extremely thorough, covering state and federal requirements
for providing high quality care. However, this extensive process creates challenges to meeting
regulatory timing requirements, especially as new providers come onboard. Below, we describe
some of the strengths and challenges with the process.

A. Strengths
Surveyors interviewed and observed through this project demonstrate an appropriate focus on
consumer health and safety, not just regulatory compliance. In other words, despite their
attention to the numerous regulations associated with provider care, surveyors do not lose sight
of the most important issue – consumer well-being. They identify, investigate, and substantiate
the issues that matter the most, pulling from consumer and staff interviews, observation of
consumer care and residences, and documentation of service plans and care delivery.
CDPHE is also committed to ensuring that issues found during certification surveys are
addressed. All surveyors interviewed discussed the importance of thorough documentation to
substantiate issues and following up with providers until PoCs are fully implemented. They
indicated that this follow up encourages providers to take the certification process seriously and
resolve any issues that may affect the safety and well-being of consumers.
CDPHE has also actively engaged in improving certification processes across survey types. For
one, there have been various initiatives to re-write regulations so they are better aligned with
federal regulations and other provider types. For example, regulations for ACFs are currently
being simplified, specified, and revised to incorporate the HCBS Settings Final Rule. In
addition, as reported by the IDD Community Services Section, surveyors are being cross-trained
on other survey types, so they are aware of and can apply other survey processes and
instruments. This cross-training not only aligns survey processes across provider types, but also
improves flexibility, allowing surveyors to step into other surveys when needed.
Finally, CDPHE is automating and aligning data collection. The Home Health Services Section
recently developed data collection forms in OneNote to allow for more structured and
consistent data collection. The IDD Community Services Section, which currently collects data
on paper “Task Sheets” is moving to this same process. Forms are currently being built and
gradually adopted across the IDD survey types. Surveyors look forward to the new OneNote
structure to better manage the extensive data collected during onsite visits.
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B. Challenges
Given the comprehensiveness of certification surveys and the increasing number of providers
that enroll in HCBS waivers, CDPHE struggles to meet the three-year recertification
requirements for all survey types. While home health surveyors tend to hit the three-year mark,
PASAs and ACFs may be surveyed less frequently. Surveys are often driven by complaints that
then turn into full surveys if providers are in the queue. Group home licensing occurs every two
years as required by regulation, but the more comprehensive IDD certification tends to fall out
of compliance.
As reported by surveyors, regular certification surveys are essential for good performance
because providers are held accountable to standards of high quality care. The onsite presence of
CDPHE makes providers feel accountable to a regulatory body and reminds them of the
requirements of care provision. In addition, if PoCs are thoughtfully developed and
implemented, providers create new processes that prevent potentially risky situations in the
future.
HCPF and CDPHE need to address the backlog of surveys to fall into compliance and improve
the overall quality of care provided through waivers.
Providers are frequently cited for deficiencies. Many of these deficiencies are related to policies
and procedures and the documentation of care, not the quality of care itself. Still, some do
represent serious harm or potential for harm. New providers especially struggle to meet all
regulatory requirements. This trend is not uncommon; representatives from other states also
indicated that the vast majority of providers have some type of deficiency identified by the
survey.
A mismatch between consumer needs and care setting might contribute to some deficiencies.
For example, a consumer in an ACF might be better off receiving more intensive services in a
nursing facility. A consumer receiving home health might benefit from hospice care. These
scenarios can stretch agency and staff capacity. HCPF faces a touch balancing act – complying
with the Olmstead Act while also ensuring that consumers have services that meet their needs.
Finally, while certification surveys generate a wealth of provider data, HCPF does not use these
data to their full potential as part of quality monitoring activities. CDPHE sends HCPF dozens
of reports on survey outcomes each month and makes available an Access database on survey
findings. However, HCPF does not have the infrastructure to incorporate data into other
activities to get an overall picture of provider performance.
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3 . E S TA B L I S H M E T R I C S T O T R A C K B A C K L O G A N D
TIME TO COMPLETION
CDPHE is required to recertify providers within a given timeframe, typically every three years,
to comply with state and federal regulations. Home Health and Group Home licensing occurs
within the required timeframe, but ACF licensing and IDD certification often do not. Beyond
not meeting the regulatory requirement, surveyors report that falling behind schedule results in
less accountability because regular onsite visits encourage providers to follow care guidelines.
While HCPF receives reports from CDPHE on survey findings, the agency does not have a clear
grasp on the extent to which surveys are delayed. To address the issue, HCPF may want to
adopt metrics to quantify CDPHE’s progress in completing certifications on time and receive
quarterly reports tracking these metrics.
Such reports can help HCPF and CDPHE target the survey types with the largest delays and
evaluate the effectiveness of strategies used to streamline surveys, described in more detail
below, by tracking improvement over time. If progress is not made, HCPF and CDPHE may
want to shift focus.
For each survey type, we would recommend a report with the following data:
•

Number of providers with certification/licensing requirements

•

Percent of those providers with a survey in the last three years (or two years in the case
of Group Home licensing)

•

For providers without a survey in the three-year period, average length of time of delay

•

Graphs demonstrating the change in these metrics over time to determine whether rates
of providers with on-time surveys are increasing and time of delay is decreasing

HCPF may also want to track metrics on survey outcomes to understand contributions to the
delay and to evaluate whether providers are improving regulatory compliance over time.
Metrics can also assess whether strategies implemented result in unintended consequences,
such as increased appeals. Examples metrics include:
•

Average time to survey completion (date preparation starts to date survey is closed)

•

Percent of surveys that resulted in a deficiency by tag and scope/severity

•

Percent of surveys that resulted in a second onsite visit

•

Percent of surveys that resulted in an appeal

If metrics are already being reported to HCPF, they may simply need to be repackaged (i.e.,
consolidated in a single report) or disseminated to additional HCPF staff for analysis.
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4.

A L L O W D E E M I N G B A S E D O N A C C R E D I TAT I O N O N
A V O L U N TA R Y B A S I S
HCPF and CDPHE could reduce the survey burden by deeming providers based on
accreditation from a third party. This chapter provides an overview of three accreditation
bodies’ processes and the overlap between those and Colorado’s certification process. We then
discuss several models and lessons learned from interviews with the accreditation bodies and
states that have moved toward an accreditation-based model. Finally, we present options for
Colorado in using accreditation status as an alternative to state-led certification, and
recommendations and challenges related to these approaches.

A. Overview of Accrediting Bodies
Three accrediting bodies target HCBS providers:
1) The Commission on Accreditation of Rehabilitation Facilities (CARF) is a private,
nonprofit accreditor of more than 50,000 service providers in aging services, behavioral
health, child and youth services, employment and community services, medical
rehabilitation, and opioid treatment programs. CARF conducts both initial and
continuation accreditation surveys, utilizing a peer-to-peer approach in which surveyors
are affiliated with a CARF-accredited agency.
2) The Commission on Quality and Leadership (CQL) is an accreditor to agencies
providing services and supports to individuals with disabilities, individuals with mental
illness, and older adults. CQL uses a person-centered model that focuses on quality of
care using three central tools: Basic Assurances (BA), Personal Outcome Measures
(POM), and Shared Values (SV). CQL also provides consultation services, technical
assistance, monitoring, and organizational support to accredited agencies.
3) The Joint Commission accredits nearly 21,000 health care agencies including but not
limited to hospitals, nursing homes, behavioral health facilities, and home health care
providers. The Joint Commission process is based on a ‘tracer methodology’ in which
surveyors conduct a structured walk-through of care received by an actual consumer at
the agency. The Joint Commission also provides ongoing monitoring, including an
annual submission by accredited providers to demonstrate continued compliance with
standards.
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B. Overview of Accreditation Process
The process of each accrediting body is similar both to one another and to the certification
process in Colorado. Table 2 provides a comparison across accrediting bodies.
Table 2: Comparison of Accrediting Body Process
Accrediting Body
CARF
Pre-Survey
Resources

•
•

Customer Connect
Standards manual

CQL
•

Self-assessments
and supporting
manuals
4 days

•

Validation of
agency selfassessments
Focus group (8-12
participants)
Interviews (2-4
participants)
Microsoft Excel
PORTAL online
system
Validated Excel(s)
Final Report

•

Tracer (see “On-site
Survey”)

•
•

Minimum 6 tracers
10 record reviews (8
open, 2 closed)

•

Guided decisionmaking software

•
•
•

•

Plan for Alignment
– 30 days
Implementation of
Plan for Alignment
– 12 months

SAFER matrix
Final Report (from
software)
Clarifications – 10
days
Evidence of
Standards report –
60 days

•

3 or 4 years

•

Typical Survey
Length
Methodology

•

2-3 days

•

•

Peer-to-peer
surveys

•

Consumer
Sample

•

Variable

•
•

Software Used

•

E-Checklist

•
•

Findings

•

Final Report (from
E-Checklist)

•
•

Post-Survey
Requirements

•

Quality
Improvement Plan
(QIP) – 90 days
Annual
Conformance to
Quality Report
(ACQR) – Yearly
1 or 3 years

•

•

Accreditation
Length

•

The Joint Commission

•
•

•

Joint Commission
Extranet
E-dition manual
3 days

3 years

CARF, CQL, and the Joint Commission all complete onsite surveys as a component of the
accreditation process. The length and frequency of these surveys is similar to those of
Colorado’s certification process, as is the length of accreditation given a majority of agencies are
accredited for three years. CARF occasionally assigns a tentative accreditation for one year if
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compliance issues are noted in the survey, and CQL awards four years to exceptional
organizations.
Pre-Onsite Survey Preparation
Each of the accrediting bodies gives agencies seeking accreditation access to materials to assist
them in the preparing for a survey, including manuals and websites links: CARF’s Customer
Connect and the Joint Commission’s Extranet. Agencies are responsible for reviewing the
related requirements and regulations to prepare for surveys, and in CQL’s case, they also
complete site self-assessments in Excel. Agencies seeking CARF accreditation are responsible
for scheduling interviews with staff and consumers for the onsite survey; the Joint Commission
is the only agency whose onsite visits are unannounced and may occur any time within the 27
months after an organization applies for accreditation.
Onsite Survey
During the onsite survey period, surveyors for accrediting bodies review similar documentation
to Colorado surveyors, including documentation of previously completed surveys, policies and
procedures, incidents and complaints, and medical records.
However, the methodology for the onsite surveys varies significantly across accreditation
bodies. CARF utilizes a peer-to-peer model, meaning that all surveyors must be affiliated with a
CARF-accredited agency, and surveyors are selected to accredit organizations like their own.
CARF conducts interviews with consumers and staff, and though the size of the sample varies,
surveyors are instructed to interview as many individuals as necessary to get a good sense of
the site. CQL and the Joint Commission also conduct staff and consumer interviews, and CQL
conducts separate focus groups for staff and consumers in addition to a small number of
individual interviews.
The focus of CQL’s visit is to “validate” the self-assessments completed by the agency prior to
the onsite visit, meaning that they verify that agencies are indeed in compliance with CQL
standards, or mark deficiencies that the provider must address. Finally, the Joint Commission
utilizes “tracer methodology” in the onsite survey, meaning that the surveyor selects consumers
and walks through the care they received onsite, visiting each location in which care was
delivered and interviewing staff and other consumers. The agency provides a list of consumers
to the Joint Commission surveyors, from which the surveyors select consumers with conditions
that provide an in-depth evaluation of the agency’s care system.
Post-Survey Process
Each accrediting body meets with the applying agency at the end of the onsite visit to present
preliminary results and discuss next steps. CQL provides agencies with the validated copy of
their Excel self-assessments, and a report identifying any areas that the agency must address to
come into compliance with CQL’s standards. The Joint Commission provides a final report that
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includes a SAFER matrix, which plots deficiencies based on the likelihood that they will cause
harm to a consumer (low, moderate, or high) and the scope/prevalence of the issue (limited,
pattern, or widespread). The Joint Commission allows agencies 10 days to submit clarifications
if they can demonstrate that they are in compliance with any regulations that were noted in the
final report as deficiencies.
Agencies are then responsible for submitting a plan of correction to address any issues, which
are called Quality Improvement Plans (QIPs) by CARF, Plans for Alignment by CQL, and
Evidence of Standards reports by the Joint Commission. The timeline for these plans varies
substantially: at one end agencies accredited by the Joint Commission have 60 days to submit
documentation that they have come into compliance with all standards, whereas agencies
accredited by CQL have 12 months to implement their Plan of Alignment. CARF treats the
Quality Improvement Plan as a living document that agencies should continue to update over
time. Each of the accrediting bodies provides continuing monitoring to organizations that
become accredited, in addition to resources and technical assistance as needed.

C. State Systems Using Accreditation
Several states have adopted systems in which some or all of the survey process is replaced by
accreditation status. This does not remove state agencies from the process. Instead, state
agencies enter agreements with an accrediting body to give them more access and control in the
accreditation process. For example, state agencies review the tools used by CQL to perform the
onsite surveys. Some state agencies deem based solely on accreditation status, but in others,
state agencies enforce additional regulations that are usually out of the scope of CQL’s tools.
CQL may either submit the survey results concurrently to the state agency and the applying
agency, or only to the accredited agency depending on the agreement.
Collaboration between CQL and the state also varies based on the agreement. In Tennessee,
CQL accredits the state DIDD system rather than individual agencies. A team of 12 state
employees complete accreditation surveys, which are reviewed by CQL to ensure that they
have been completed in compliance with CQL’s standards. CQL makes the final determination
whether to award accreditation. The state team also conducts monthly surveys with a random
sample of providers using CQL’s BA tool.
On the other hand, in South Dakota, CQL is the only organization that may accredit agencies,
and a state surveyor is included on the survey team. The state monitors agencies on a monthly
basis, and during the accreditation survey the state surveyor is responsible for reviewing
incidences such as medication errors. The Joint Commission has a similar arrangement with
New York. The Joint Commission worked with New York to create a state-specific addendum
to their inpatient hospital surveys to ensure that all regulations are assessed in the survey.
Additionally, New York requires that a behavioral health surveyor is a part of every survey
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team. Unlike South Dakota, accreditation by the Joint Commission is voluntary in New York,
but the vast majority of agencies were already accredited before the change in legislation to
deem providers based on accreditation status.

D. Considerations for Implementation of Deeming in Colorado
There is significant overlap between the recertification process in Colorado and the process of
each accrediting body, including the materials reviewed before the onsite survey, the survey
process, and strategies for remediation should deficiencies be identified in the survey.
Therefore, HCPF and CDPHE should consider deeming providers as certified based on
accreditation status. This approach would allow providers to voluntarily seek accreditation
from any accrediting body that Colorado considers qualified to meet the state’s standards.
Providers would have freedom to choose an accrediting body, and assess whether seeking
accreditation is a preferable option to a state survey given their unique situation.
As a downside, the state would not have as much oversight of staffing, quality control, and
ensuring that the priorities of the state are being met by the accreditation process. Some
surveyors and states have also expressed concern that relying on accreditation in lieu of state
surveys has implications for quality of consumer care, as accrediting bodies may have less of an
incentive than state surveyors to thoroughly identify deficiencies. If HCPF and CDPHE pursue
this approach, they should ensure that the state stays involved in the process through the
following strategies:
•

Require findings are reported to state agencies: Each of the accrediting bodies
produces final reports after the onsite survey that summarize findings, identify
deficiencies, and make recommendations for agencies to achieve compliance with
accreditation standards. Providers are also required in each case to submit written
documentations of plans and/or concrete steps taken to come into compliance with these
standards. Because these documents are not public, HCPF and CDPHE should require
that providers or the accrediting body share findings with them.

•

Modify survey instruments to include state-specific requirements: Both the Joint
Commission and CQL offer modifications to their traditional surveys to meet the needs
of states. For example, the state of New York requires that Joint Commission survey
teams include an extra behavioral health specialist, and the survey team uses an
addendum to ensure that additional state regulations are being met. HCPF and CDPHE
can work with accrediting organizations to review their processes and adjust as
necessary to meet the needs of the state.

•

Implement full state certification surveys for some accredited providers: HCPF and
CDPHE could select a random sample of accredited providers for a complete state

270

survey to compare findings with accreditation findings. This process can give HCPF and
CDPHE a perspective on the effectiveness of the accreditation approach and establish
another layer of accountability. Providers that have lower levels of performance in other
quality management areas, such as incident reporting, can be directly targeted for a full
state survey or sampled more heavily.
•

Subsidize provider accreditation: The high cost of accreditation may be a prohibiting
factor for many providers. CARF was the most affordable option at with a flat cost of
$995 and an addition $1,525 per surveyor per day of survey, but accreditation from the
Joint Commission costs upwards of $12,000 without any extra surveyors or days, and
CQL accreditation is estimated to cost at least $15,500. To address this issue, HCPF may
decide to subsidize at least a portion of the provider survey costs. Savings from a
reduction in state-led surveys could offset these additional costs.

•

Identify and maintain out-of-scope activities: Some activities such as the verification of
state licensing may fall outside of the scope of the accreditation review. Therefore, HCPF
and CDPHE must review the processes of approved accrediting bodies to identify any
activities that are not covered and continue to perform them.

•

Consider direct involvement in accreditation survey teams: CQL allows state
surveyors to participate in onsite surveys, and the Joint Commission follows state input
on the composition of surveyor teams. These options would allow HCPF and CDPHE to
be even more heavily involved in the survey process, even though the surveys are not
led by the state.
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5 . S T R E A M L I N E C U R R E N T S U R V E Y C E R T I F I C AT I O N
PROCESSES
Deeming through accreditation would affect a small percentage of providers overall. Thus,
HCPF and CDPHE need to explore opportunities for streamlining the current process. Ideally
strategies would shorten the time it takes to conduct a survey, allowing CDPHE to catch up on
the backlog, without reducing the effectiveness of the survey process. Below we present
recommendations.

A. Conduct Policies and Procedures Review as a Provider Self-Assessment
The review of policies and procedures is a main focus of initial certifications for new providers,
but plays a smaller role in the three-year certification process. However, pulling this review out
of the onsite visit would still save surveyors time. HCPF and CDPHE could create an online
policies and procedures self-assessment that providers complete every three years. The form
would outline the required components of policies and procedures cited in the regulations. For
each component, the provider would indicate the status as “implemented” or “planned for
implementation” by a certain date. Providers would upload the relevant document and cite the
page number of the specific component. For the components “planned for implementation,”
providers would receive a reminder email by the specified due date. Components not set to
“implemented” within a given time would be cited for non-compliance in survey findings
letters. Providers would attest to the accuracy of information submitted, and CDPHE and HCPF
could audit a sample of the self-assessment to encourage quality submissions.
One drawback to this approach is that surveyors use policies and procedures review during
onsite visits as a method for educating providers. This is especially true for the initial
certifications. Converting the review into an online self-assessment would eliminate an
important opportunity for CDPHE and the provider to have meaningful dialogue about what
regulations mean and why they are important. Therefore, HCPF and CDPHE would need to
develop and promote additional on-demand and live online trainings on regulation compliance.
Providers tend to like the personal one-on-one support they receive during the survey, but
surveyors can offer to address any provider questions or concerns with the self-assessment
during the onsite visit’s introductory or exit meeting.

B. Create Consumer Rosters Prior to the Visit
As mentioned previously, surveyors start the onsite visit by requesting the consumer
roster/census to pick the sample. This process has several downsides. For one, the roster/census
can be time consuming to generate, delaying the start of the survey. While the process is
relatively straightforward for ACFs and home health agencies that have automated systems, it
can take hours for PASAs. In addition, the size of the consumer population may differ
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significantly from previous surveys. It is not uncommon for survey teams to have to request
additional support to accommodate a large and unexpected increase in census. Finally,
providers could exclude consumers with the highest acuity from the roster/census, so they are
not part of the sample.
These issues could be resolved by having HCPF generate the consumer census prior to the
onsite visit through claims data. Information such as consumer diagnosis codes,
hospitalizations, emergency department visits, and services rendered could be included to help
surveyors assess consumer acuity and pick an initial sample. Incidents could be aggregated into
the claims-based analysis, so surveyors are also aware of recent events of consumer harm or
risk. In this approach, the consumer census should be made available by HCPF to CDPHE in a
structured report several weeks prior to the onsite visit. The sample could be finalized once
surveyors are onsite and have a better sense of the issues they want to address through the
survey.
This approach does have several drawbacks. For one, a lag in claims processing may mean that
the census is not as up-to-date as the information on file at the provider site. In addition, a
claims-based census would be less useful for providers being licensed because samples should
include consumers of all payer types. HCPF and CDPHE could pilot claims-based samples with
a subset of PASA surveys to see how the information compares to rosters obtained directly from
the providers and assess the amount of time saved. If effective, the approach could be expanded
and perhaps applied to other survey types. For home health agencies and ACFs, the claimsbased census could support the selection of the Medicaid consumer sample only and would
need to be supplemented by provider censuses on other payers.

C. Reduce Consumer Sample Size
The most time-consuming aspects of the onsite survey are chart reviews and home visits. Yet,
these activities are essential for understanding provider quality of care and consumer health
and well-being. Surveyors value both the chart reviews and the home visits/interviews and
prefer not to shift focus from one to the other. While home visits/interviews provide an insider
view to consumer quality of life, consumer cognitive issues often mean that surveyors rely on
documentation to fully understand all aspects of care provision. Surveyors must select enough
consumers with different needs and services for both chart reviews and home visits/interviews
to identify issues and determine whether they represent trends or single episodes.
HCPF and CDPHE should consider reducing sample size when feasible. The smaller the
sample, the fewer days surveyors must spend onsite, and in the case of ACFs, the smaller the
survey team. In addition, surveyors reported that they often identify provider issues with the
review of just four to five consumers, if those consumers are well selected (e.g., high acuity,
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diversity of services). Finally, if providers begin to meaningfully implement QMPs (described
below), they should have a better grasp on care rendered by contracted providers (e.g., Host
Homes) for internal remediation.
The PASAs can have the largest sample, with 10% of the consumer population and no cap.
Setting a cap of five to eight consumers could considerably reduce work load while still
exposing care deficiencies. The same approach can be applied to Group Homes. While each
home must be licensed, we suggest that not all homes under a PASA need to be visited during
the larger IDD certification process. That said, the Group Homes selected for an onsite visit
should represent the different “flavors” of consumer population or care (e.g., high medical
needs). In some cases, reducing sample size would require changing state regulations or not be
feasible at all given federal mandates (e.g., Health Homes).

D. Consider Coordinating Chart Reviews and Consumer Interviews Prior to the Visit
Once onsite, surveyors also wait while the provider pulls charts for the sampled consumers and
schedules homes visits and consumer interviews. Therefore, HCPF and CDPHE should also
consider selecting the sample and requesting that providers prepare charts and schedule the
consumer interviews/home visits prior to the visit. While this eliminates the “element of
surprise,” it would save valuable surveyor time onsite. In addition, in Minnesota, where this
approach is used, leadership reports that making providers aware of an impending survey has
not resulted in the falsification of documents. For one, the consequences of falsification far
outweigh regulatory noncompliance. In addition, providers are often unaware that they have
deficient practices, and therefore, do not have the motivation to “prepare” for the survey. If
HCPF and CDPHE are still concerned, they can select a small number of cases during the visit.

E. Make State-Developed Care Plans Available to Surveyors
Several states reported that they use state-developed care plans during the survey to assess
whether care provision follows consumer needs. To mitigate conflict of interest, independent
agencies contracted by the state conduct consumer functional assessments to determine
eligibility for HCBS waivers and develop initial care plans. These care plans are then stored in
statewide databases. In Pennsylvania and New Mexico, surveyors access the care plans through
an online system during the onsite certification survey as part of the chart review process.
HCPF and CDPHE may consider a similar approach. The care plans could be made available
prior to the onsite visit to help surveyors select the sample of consumers and/or during the
onsite visit to compare against progress notes and medical charts. Mission did not conduct
extensive research on Colorado’s process to develop independent care plans and store resulting
data. However, our understanding is that Single Entry Points (SEPs) play this function for
elderly individuals and individuals with physical disabilities; Community Center Boards
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(CCBs) do so for the IDD population. While this task may be a heavy lift, it might pay off in the
long run as surveyors would have access to standardized information on consumer needs and
approved services.

F. Identify and Focus on Fundamental Tags
The establishment of fundamental tags across survey types can also streamline the survey
process. Survey tags—which correspond to organizational practices, procedures, and regulatory
requirements—should be designated as fundamental when an instance of non-compliance
would diminish an organization’s capacity to adequately provide services and/or ensure client
safety. Survey tags not meeting this criterion should be designated as non-fundamental.
During a fundamental survey, surveyors begin by examining an organization’s compliance with
all fundamental tags. If this initial review suggests an organization is compliant with all
fundamental tags, the survey can be concluded. If the initial review suggests an organization
may not be compliant with all fundamental tags, surveyors transition to an extended survey.
The extended survey is a deeper dive into an organization’s compliance with fundamental tags.
During the extended survey, additional information is collected and at the conclusion,
surveyors determine whether the organization actually is in compliance with all fundamental
tags. If verifiable instances of non-compliance are identified through the extended survey,
surveyors may choose to transition to full survey based on the severity of the non-compliance.
During the full survey, both fundamental tags and non-fundamental tags are reviewed in
depth.
The fundamental tags approach is used during the survey and certification processes in a
variety of settings. For example, intermediate care facilities for individuals with intellectual
disabilities (ICF/IID) utilize this approach for recertification surveys, conducted by states
following federal guidelines. CMS designated ICF/IID fundamental tags based on the CMS
Nursing Facility Conditions of Participation (CoP), which are a set of requirements for
acceptable quality in the operation of health care entities. The fundamental tags approach is also
used by New Mexico to “qualify”—or certify—facilities providing services under Medicaid.
Similar to ICF/IID certification, New Mexico draws upon the Medicaid CoPs to designate
survey tags as non-negotiable and negotiable (i.e. fundamental and non-fundamental).
A clear advantage of adopting the fundamental tag approach is that it effectively narrows the
scope of the survey process. This narrowed scope reduces the burden on surveyors of
conducting a full survey. Instead, full surveys are only conducted at the discretion of surveyors
during a certification survey when verifiable instances of significant non-compliance have been
identified.
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Another advantage of the fundamental tag approach is that it affords surveyors the flexibility to
change and adapt the survey process on a case-by-case basis. Surveyors have the latitude to
vary the level of scrutiny that is applied during the survey process based on survey findings.
The graduated survey levels (fundamental, extended, and full survey) allow surveyors to
transition from one survey level to the next when necessitated by the survey findings, or to
conclude the survey after a first pass when compliance is evident. By allowing surveyors this
flexibility, their time can be used more efficiently.
Establishing fundamental tags would require a thorough review of regulations and stakeholder
engagement. We recommend HCPF and CDPHE involve surveyors, service providers, and
consumers and their families in this process to make the best determination. Additionally, state
and federal guidance, such as the Medicaid CoPs, should be reviewed and used to assign
priority to certain tags. Lastly, fundamental tags across survey types should be aligned to
standardize processes.

G. Incorporate More Technology
The process to collect and manage data on survey findings typically includes surveyors taking
hand written notes, filling out paper forms, transferring paper notes and forms to an electronic,
intermediary system during “downtime” or after the onsite visit, and inputting survey findings
into ASPEN, a federal database developed by CMS. To have a more efficient process, HCPF and
CDPHE should consider having surveyors input data into shared templates during onsite
surveys. With this approach, surveyors would not need to transfer notes from paper to
electronic forms. In addition, it would eliminate the need to combine notes from each individual
surveyor because information would be input into a shared template. Templates may also
streamline the process of creating findings reports, allowing for consistency and quicker
turnaround time. Surveyors would need to use laptops or tablets on movable stands during
surveys to shift from hand written notes to direct data entry. Surveyors could also use a
recording device that automatically transcribes interviews or conversations to be later imported
into the shared templates.
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6.

EMPHASIZE QUALITY MANAGEMENT PROGRAMS

A Quality Management Program (QM program) is a systematic approach to improving quality
of care through routine evaluation of consumer outcomes and implementation of strategies to
address identified issues. A QM program helps providers be proactive about ensuring quality
in the delivery of services by creating systems to regularly monitor the quality of care, detect
problem areas, determine root causes to problems, and create sustainable solutions. A strong
QM program should reduce the number of deficiencies identified through surveys and thus the
work of surveyors, especially for larger agencies that manage multiple providers, such as Host
Homes. This section discusses the current use of QM programs in Colorado, suggestions to
improve the QM program process, including incorporating the just culture concept and
conducting the QMP review prior to the onsite survey as a separate process.

A. Current Quality Management Program Process in Colorado
Currently, some licensed facilities are required to develop a QM program, outlining details in a
QMP. QMPs are reviewed during the initial licensure survey and every re-licensure survey. To
be approved, the QMP for ACFs must include the following components:
•
•
•
•

•

•
•
•
•

A list of cases (including complaints, critical incidents, occurrences, consumer
outcomes) and potential risks for review,
People responsible for coordinating activities outlined in the QMP,
Systematic reporting methods,
Strategies for identifying causes and patterns of cases (including investigating and
analyzing data from consumer satisfaction reports, consumer complaints, staff
documentation, incidents, occurrences, consumer discharges and hospitalizations),
Strategies for addressing cases and implementing corrective action (including staff
counseling, education, training, testing and competency evaluations, observations of
delivery of care, and revision of forms and/or policies and procedures),
Strategies for following-up with corrective action and evaluating its effectiveness,
Strategies for coordinating case and risk information with other quality assurance
and/or risk management activities,
Method for documenting activities, and
A timeline for implementing the QMP within 90 days after its approval. 4

If the QMP does not comply with regulations, the provider must submit a PoC to meet
requirements before CDPHE approval. Additionally, the provider must notify CDPHE of any
changes made to the QMP before implementation. For home health agencies, a strong QMP
allows the survey team to reduce the consumer sample.

4

https://www.colorado.gov/pacific/sites/default/files/HF_QMP-Guidance-Document.pdf
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B. Incorporate the Just Culture Concept into QMPs
HCPF and CDPHE should consider requiring providers to incorporate the just culture approach
into QMPs. In this approach, drawn from Just Culture Training for Managers by Outcome
Engenuity, LLC, providers create a values-supportive system of shared accountability to
provide quality care to consumers.5 The approach provides a theoretical framework of five
components - values and expectations, system design, behavior choices, learning systems,
justice and accountability – to understand how negative outcomes arise and how providers can
address negative outcomes through a methodical examination of the structures and processes in
place. HCPF and CDPHE are applying a similar framework in their survey of sampled
providers on the implementation of the HCBS Settings Rule. This model, which relies on
technical assistance and non-punitive actions, can be applied to other survey settings.
Components of Just Culture
Values and Expectations
Establishing a provider’s values and expectations serves as the first step in the just culture
approach. Values and expectations help providers develop reliable systems that anticipate risks,
mitigate issues concerning the health and safety of consumers, and support staff to ensure the
proper delivery of services and supports. Values are often found in a provider’s mission
statement. Expectations are challenges and problems that a provider may face in pursuit of its
mission. Expectations can include anticipating system failure or human error. More concretely,
providers can identify expectations by reviewing consumer satisfaction, complaints, critical
incidents, and occurrences. Providers can outline values and expectations to set the stage in the
beginning of the QMP.
System Design
System design emphasizes that the system should anticipate risks, prevent errors, mitigate
issues, and support staff to make good decisions. In QMPs, providers can describe the processes
in place to conduct quality management activities, including identifying systems for reporting,
investigating problems, and taking corrective action. To build these processes, QMPs should
incorporate the use of barriers, systems in place to prevent human error, recovery, checks in the
system to catch an upstream error, and redundancy, additional paths to successful outcomes, to
prevent and mitigate error and promote successful systems.
Behavioral Choices
In the design of systems, QMPs should consider the responsibility of staff to be accountable for
the quality of their choices. Using the just culture approach, providers should learn when it is
appropriate to re-train and coach staff and limit the use of warnings and punitive actions as

5

https://www.outcome-eng.com
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staff may be less open to reporting mistakes. Providers can outline the appropriate corrective
actions for staff in response to negative outcomes in the QMP.
Learning Systems
Providers should create a learning environment that moves away from overly punitive reaction
to error and towards a system where mistakes created by the system or staff serve as a learning
opportunity. A key part in a learning environment is that staff are not overly reprimanded and
therefore, more open to admitting mistakes due to a shared accountability between the system
and staff. The QMP should consider creating a learning environment through the design of its
remediation efforts and corrective action. Though the QMP may allow for a more systemic way
to incorporate a learning environment in the facility, one drawback is that shifting an
organization’s culture to a learning environment is a long process and may take more time.
Accountability and Justice
Just culture approach allocates responsibility between the design of system and the choices of
staff for negative outcomes. Following the concept of a learning system, accountability and
justice allow for providers to understand the source of errors (whether created by the system or
the staff) through a systematic review of processes, leading to a more informed and effective
method of corrective action. Providers can revisit the design of systems in the QMP and
determine if the system needs to be revised with a better design or if corrective action should be
imposed on staff.

C. Require and Review QMPs Prior to the Onsite Visit
Several surveyors indicated that they spend a significant amount of time reviewing QMPs as
part of the onsite visit. Therefore, HCPF and CDPHE could consider having providers submit
QMPs before the visit for prior review. This would allow surveyors to focus their time on
consumer interviews and chart reviews, shifting the responsibility of helping providers with
insufficient QMPs to HCPF and CDPHE staff with more QMP expertise. Of course, surveyors
may want to request QMPs once onsite to determine whether providers are implementing them
as planned.
Providers should also receive additional support for developing comprehensive and effective
QMPs. Providing a template and webinars/trainings could be potential solutions to help
providers incorporate just culture and address completeness and effectiveness of QMPs,
potentially improving inefficient practices and creating a model standard for QMPs. Although
trainings have been offered to providers, HCPF and CDPHE could consider providing
additional support through tailored technical assistance and other focused trainings.
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7 . E N H A N C E A N D A L I G N R E M E D I AT I O N
APPROACHES
As described above, CDPHE has a comprehensive approach to remediation, which includes
citing specific deficiencies, requiring providers to submit a PoC for each deficiency, reviewing
PoCs based on set criteria, and following up with providers to ensure PoCs are implemented.
Still, we identified the following potential opportunities for improvement in the process:

A. Reduce Documentation While Balancing the Risk of Increased Appeals
Surveyors spend a considerable time drafting the text for the provider letters so they are
thorough and consistent. Making survey findings “airtight” decreases the likelihood of appeals,
which can save resources in the long run. However, the process for documentation is time
consuming. HCPF and CDPHE could decide to reduce the time spent post-survey on
documentation to conduct more onsite surveys. This shift would pay off if providers do not
significantly increase their appeals. HCPF and CDPHE can set a reasonable threshold of appeals
and balance documentation activities with meeting that threshold.
If HCPF and CDPHE are still concerned with provider appeals, they could give providers more
opportunities for early response. Surveyors discuss findings with providers in close-out
meetings so providers are aware of their deficiencies and the substantiating evidence. This
strategy should continue so providers are onboard with findings and less likely to appeal.
Providers then have 24 hours to provide documentation to the survey team to address
deficiencies. Anything not addressed during this time appears in the formal provider findings
letter. If HCPF and CDPHE want to reduce the likelihood of appeals, they could consider
expanding this window to give providers more opportunities for response, especially related to
policies and procedures or facility-related issues. For example, the Joint Commission gives
providers 10 days to submit clarifications on findings if they believe they already comply with
regulations. Giving providers extra time to respond would also reduce the number of
deficiencies and time spent reviewing related PoCs.
HCPF and CDPHE could also allow more time for implementing PoCs. PoCs should be
implemented in 30 days (but providers can request extensions if necessary). One accreditation
body gives providers a year to implement changes outlined in the Plan of Alignment. While a
year is likely too long, a longer period than 30 days may reduce appeals and help the provider
more feasibly address systems issues that require an organizational cultural shift or new system
design and implementation. A staged timeline might be appropriate for issues that need
multiple interventions. For example, in the case of abuse or neglect, the provider might need to
address the needs of the affected consumer immediately, but could take more time to
implement a strategy to avoid future events systemically.
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B. Establish Guidelines on Scoring Scope and Severity
HCPF and CDPHE should also consider scoring scope and severity for each tag across survey
types. In Colorado, only the ACF surveyors have concrete guidelines for scoring tags. However,
this approach is used widely in other settings, such as by CMS and states through the
certification of nursing facilities and ICF/IIDs, in addition to accreditation bodies.
Scoring scope and severity might benefit other survey types, as it not only promotes
standardization across surveyors, but also allows surveyors to better prioritize and resolve the
riskiest situations. In addition, as we describe below, scores can feed into provider scorecards,
which can influence providers if made public and readily accessed by consumers. Finally, they
can also drive different criteria for PoC requirements (also described below).
Ideally, a standard set of scores and definitions would apply across survey types for consistency
in provider scorecards and PoC development. For simplicity, HCPF and CDPHE could adopt
the scoring used in the ACF environment across all survey types. However, a final scoring
system should be thoroughly vetted by CDPHE surveyors and leadership, so everyone can
contribute to score definitions and discuss how they apply to their unique survey setting.

C. Enhance Quality and Effectiveness of PoCs
Currently, PoC criteria are the same across all tags. While this simplifies the review process,
HCPF and CDPHE could create multiple sets of criteria depending on the deficiency cited. A
deficiency that represents a pattern of behavior (i.e., higher score) might require more extensive
criteria than an isolated incident. For example, more severe deficiencies could require providers
to update their QMPs, describing just culture strategies related to barriers, recovery, and
redundancy techniques. In addition, providers could describe metrics that would be used to
evaluate progress in remediation, demonstrating that issues have been incorporated and will be
systematically addressed. Finally, providers may need to include a strategy for identifying other
consumers who might be affected by the issue. Once again, defining fundamental tags and
coding scope/severity will support the Quality Assurance team in identifying the set of criteria
to apply.

D. Provide Technical Assistance on PoC Development
Many new HCBS providers may lack knowledge on quality improvement strategies. To address
this issue, New Mexico as well as certain accreditation bodies support providers in developing
and implementing their PoCs. In both cases, providers also receive technical assistance in
addressing issues related to incidents and occurrences. HCPF and CDPHE could provide more
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support through tailored technical assistance, webinars/trainings, and opportunities for peer-topeer learning, so providers can build more robust quality improvement systems.
Trainings can also help shift providers’ mindset on quality improvement. Surveyors
interviewed and observed as part of this project demonstrated a commitment to consumer wellbeing and safety, not just a focus on regulatory compliance. However, providers seemed to have
different perspectives on the process. While one appreciated the certification survey as an
opportunity for improvement, others viewed it as a hoop to jump through. HCPF and CDPHE
could train providers on why regulations matter, not just what the regulations are. If providers
respect regulations for their role in improving the lives of consumers, they might be more open
to changing quality management and organizational culture based on survey findings.

E. Expand and Standardize Remediation Strategies
Certification of unlicensed providers relies solely on PoCs for remediation. HCPF and CDPHE
could consider applying additional strategies – such as civil penalties with the same financial
caps, directed PoCs, directed technical assistance, and withholding new clients – to all provider
settings, not just licensed facilities. The establishment of fundamental tags and scores for
severity/score can facilitate the standard application of these remediation strategies.
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8 . C R E AT E A C O M P R E H E N S I V E P I C T U R E O F
PROVIDER QUALITY
HCPF operates quality improvement activities outside of the certification process, including
critical incident reporting and the National Core Indicators (NCI) consumer survey. By
consolidating information from these efforts, HCPF can create provider scorecards and
encourage improved performance. For one, these scorecards would present a comprehensive
picture of provider quality of care, thus allowing HCPF to create and follow up on more
effective remediation processes. They would also enable providers to focus on actionable goals,
operational issues, and strategies to address those issues. Finally, if shared publicly, scorecards
would encourage higher quality of care through market pressures. Below we present an
example provider scorecard, Nursing Home Compare, potential components of a similar HCPF
effort, and considerations for implementation.

A. Example Provider Scorecard: Nursing Home Compare
Many federal and state agencies rate providers and publicly display results to better equip
consumers in making decisions about their healthcare. CMS uses a five-star rating system to
evaluate nursing facilities that participate in Medicaid or Medicare. Scores are posted on the
website Nursing Home Compare along with information about the facility to help inform
consumer choice and improve provider performance. Individuals search by their location (e.g.,
ZIP code or city) and the results display the ratings of the nursing homes in the area, including
an overall rating and individual ratings for health inspections, staffing, and quality measures
(Figure 2). Individuals can drill down for more information about each measure and how the
nursing home compares to state and national averages.
Figure 2: Search Results of Nursing Home Compare
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B. Components of an HCBS Provider Scorecard
HCPF could implement a similar initiative using the information already being collected on
HCBS providers: certification findings, the NCI survey, incidents and occurrences, and claims.
Each of these data sources and tradeoffs for use in a provider scorecard are presented below.
Certification Survey Findings
While CDPHE shares certification survey findings with HCPF, information is not used as part
of larger quality improvement strategies. To incorporate findings into provider scorecards,
HCPF and CDPHE would need to create more structured data. First, fundamental tags should
be established across all survey types, so scorecards are based on only the most important
issues that affect consumer safety and well-being. Second, a standard set of codes for scope and
severity would need to also be adopted across survey types and weights or points assigned to
those scores. Table 3 presents the scores (A-L) and points (0-150) used for Nursing Home
Compare scores. More points are assigned if the provider needs multiple revisits to address
licensing issues. Ratings include scores from multiple surveys, weighting more heavily the most
recent ones. HCPF could rely on a similar strategy, modifying the scoring system used for
ACFs, applying it to other survey types, and developing a point system for the provider
scorecard algorithm.
Table 3: Nursing Facility Scores based on Scope and Severity
Severity
Immediate jeopardy to resident health or safety
Actual harm that is not immediate jeopardy
No actual harm with potential for more than
minimal harm that is not immediate jeopardy
No actual harm with potential for minimal harm

Isolated
J (50 points)
G (20 points)

Scope
Pattern
K (100 points)
H (35 points)

Widespread
L (150 points)
I (45 points)

D (4 points)

E (8 points)

F (16 points)

A (0 points)

A (0 points)

A (0 points)

NCI Provider-Level Statistics
As the direct recipients of HCBS services, consumers have a unique perspective on their care
and unmet needs. Therefore, consumer experience with care should also be incorporated into
provider scorecards. While consumer interviews are part of CDPHE certification processes
(except Group Homes), surveyors do not collect structured data, which would be necessary for
a scorecard. In addition, consumer samples are currently not large enough to create providerlevel statistics. Expanding the sample would greatly increase the length of surveys, thus
jeopardizing CDPHE’s ability to meet the three-year recertification requirement.
HCPF could expand the scope of its NCI initiative to incorporate consumer perspectives into
provider scorecards. HCPF currently participates in the NCI-Developmental Disabilities and the
NCI-Aging and Disabilities initiatives. To achieve valid cross-state comparisons, NCI requires a
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minimum sample size of 400 individuals. However, most states, including Colorado, draw a
sample size greater than 400.
To create provider-level statistics, HCPF would need to drastically expand its consumer sample
– a resource intensive and complex process. HCBS providers render multiple types of services,
ranging from home health to residential care to day programming. Therefore, the consumer
sample would need to be large enough to stratify by overarching service category. In other
words, rates would need to be calculated by provider/service category combination.
Pennsylvania creates county-level statistics through its IM4Q initiative, which uses an expanded
version of the NCI. Currently, the state pays over $3 million to conduct surveys on 5,000
consumers and analyze and report data. The state is currently starting an effort to create
“provider profiles” with provider-level metrics.
HCPF could reduce the length of the NCI to minimize overall effort. However, the developers
of the NCI strongly discourage modifications because HCPF would no longer be measuring a
standard set of NCI indicators, thus reducing the capacity for cross-state comparisons.
Critical Incidents
Critical incident and occurrence reporting also serve as a part of Colorado’s quality
improvement activities to ensure the health and safety of consumers. Providers must report
situations that demonstrate significant risk to consumers, such as hospitalization, abuse and
medication mismanagement, and describe how they are remedying the issue. Critical incidents
are reported to HCPF for HCBS waiver participants. Occurrences are similar events, but are
reported to CDPHE as part of licensing activities. The same event might be reported to both
agencies if it occurred in a licensed facility to a Medicaid consumer.
Rates of occurrences and critical incidents can also feed into the provider scorecard. Rates
would need to be case-mix adjusted to account for the fact that some providers serve consumers
with more intensive needs and therefore, may be more susceptible to risk. To support case-mix
adjustment, rates would effectively be consumers with incidents over total consumers (as
opposed to the number of incidents per 100 consumers). In addition, HCPF and CDPHE must
ensure that events are reported consistently across providers, especially after they become
public. HCPF must be confident that a reduction in rates is due to improved care quality and
not modified reporting behavior.
Quality Measures
Quality measures could serve as the final component of a provider scorecard. These typically
include service utilization measures based on claims data and changes in functional status
based on regular assessments. For example, Nursing Home Compare bases most of its quality
measures on the Minimum Dataset, a consumer-level assessment done by nursing homes on a
quarterly basis. The score also incorporates three claims-based measures for the “short-stay”
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nursing home population: percentage of residents who were re-hospitalized after a nursing
home admission; percentage of residents who had an outpatient ED visit; and percentage of
residents who were successfully discharged to the community.
HCPF’s access to quality measures is limited. There is no parallel system to the MDS for HCBS
settings. In addition, functional assessment data collected by SEPs or CCBs might be difficult to
access and utilize. Still, Colorado could focus on key claims-based measures, such ED visits and
hospitalizations. Once again, rates would be calculated and assigned weights to contribute to
the overall provider score.

C. Implementing an HCBS Scorecard in Colorado
If HCPF pursues this approach, the agency must develop the final metrics and weighting
algorithm with transparency and provider input. Providers should understand metrics and
underlying data sources and believe that scores accurately and meaningfully represent care
quality. Provider input and buy-in can help HCPF develop a better methodology, promote
higher quality data collection, and encourage providers to improve performance based on
findings.
Second, HCPF must develop a data management system that aggregates data from these
multiple data sources. While critical incidents, claims, and NCI survey findings are managed inhouse at HCPF, they are stored in separate systems. Complicating matters, occurrences and
survey findings are managed by CDPHE, and HCPF does not have direct access to these data.
CDPHE would need to establish a mechanism to securely transfer data extracts from the
ASPEN and occurrence reporting system on a regular basis. These data would be consolidated
in a single database to generate the provider scorecards.
Scorecards can then be used to identify at-risk providers for more intense follow up and to help
consumers and their families make choices about their care. For example, a lower score for a
provider deemed certified through accreditation might trigger a full CDPHE survey. Providers
with continuously low scores could face additional corrective action. To ensure that provider
scorecards are effective in helping consumers choose quality providers and in placing market
pressure on providers to improve performance, they must be widely disseminated and
accessed. This requires a website that is easy to find and use.
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9.

S U M M A R Y O F R E C O M M E N D AT I O N S

This report presents multiple options for HCPF’s and CDPHE’s consideration to streamline the
certification process and generate more actionable data. Below, we present a summary of these
recommendations.
•

Establish metrics to track survey backlog: While surveyors report that some providers are
not re-certified every three years as required, it is not clear which survey types are the
farthest behind and by how much. To address the issue, HCPF may want to adopt
metrics to quantify CDPHE’s progress in completing certifications on time and receive
quarterly reports tracking these metrics. Such reports would help HCPF and CDPHE
target the survey types with the largest delays and evaluate the effectiveness of
strategies used to streamline surveys by tracking improvement over time.

•

Allow deeming based on accreditation on a voluntary basis: To reduce the re-certification
burden, HCPF could consider replacing all or part of the certification process by
deeming providers based on accreditation from a third party. This approach would
allow providers to voluntarily seek accreditation from any accrediting body that HCPF
considers qualified to meet the state’s standards. Even with deeming, HCPF and
CDPHE could continue to be involved in the survey process, even though the surveys
would not be led by the state. Some options to do this include:
o

Conduct state surveys on a sample of providers and/or providers that do not
meet other quality standards.

o

Require that providers submit findings to the state at the completion of the
survey.

o

Review the accrediting processes and adjust as necessary to meet the needs of the
state.

o

Have state surveyors participate in onsite surveys or input on the composition of
surveyor teams.

•

Streamline current certification process: Even with deeming based on accreditation, HCPF
and CDPHE will likely still need to streamline aspects of the survey process to meet
requirements on recertification timing. Options include: conduct policies and
procedures review as a provider self-assessment, create consumer rosters prior to the
visit based on claims data, reduce consumer sample size for interviews and chart review,
and incorporate more technology that allows surveyors to directly input data into
shared templates during the onsite survey. Surveyors could also save time by focusing
on the subset of regulations that affect consumer health and well-being the most.
Applying the fundamental tag approach to all survey types, not just home health and
ACF surveys, would require input from stakeholders, including surveyors, providers,
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consumers, and their advocates. Finally, HCPF and CDPHE could consider coordinating
chart reviews and consumer interviews with providers prior to the visit to avoid timeconsuming scheduling onsite. Although site visits would no longer be unannounced,
one state reported that providers have little incentive to “prepare” for the survey by
falsifying charts.
•

Emphasize quality management programs: Some licensed facilities are required to develop a
Quality Management program, outlining its details in a QMP. HCPF and CDPHE
should require that all providers develop QMPs and incorporate concepts related to just
culture – including the use of a positive learning environment, barriers, recovery, and
redundancy. In addition, to save time onsite, QMPs should be reviewed outside of the
certification process by separate reviewers. Providers should also receive extensive
feedback and technical assistance on QMPs given it is a new requirement.

•

Enhance and align remediation approaches: Surveyors spend considerable time
substantiating issues found during onsite surveys, documenting in detail at least two
types of evidence (interview/observation, chart, documentation). To create time to
conduct more surveys, HCPF and CDPHE may choose to reduce this level of postsurvey documentation. Providers could be given more opportunities to respond to
issues before findings letters are finalized or have more time to implement PoCs if HCPF
and CDPHE are concerned that reduced documentation could lead to more appeals. In
addition, the establishment of guidelines on scoring scope and severity, instead of using
terms in free text fields would lead to more actionable data for remediation efforts.
Surveyors could apply different criteria for tags with different scope/severity scores.
Finally, HCPF and CDPHE could consider applying additional strategies – such as civil
penalties with the same financial caps, directed PoCs, directed technical assistance, and
withholding new clients – to all provider settings, not just licensed facilities.

•

Create a comprehensive picture of provider quality: By consolidating information from
multiple quality improvement efforts, such as certification findings, the NCI survey,
incidents and occurrences and claims analysis, HCPF can create a comprehensive
picture of provider care quality and display information through provider scorecards.
Scorecards can then be used to identify at-risk providers for more intensive follow up
and to help consumers and their families make choices about their care. Developing
provider scorecards should involve a transparent process with stakeholder input to
develop the final metrics and weighting algorithm.
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