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Partner with community-driven organizations to disseminate HCBS
materials effectively, utilizing resource fairs, cultural events, and other
platforms to raise awareness and increase enrollment. Offer
incentives, training opportunities, and recognition to build strong
relationships and lasting capacity in the dissemination process.

Seize the opportunity presented by new community health worker
legislation to capitalize on existing work by HCPF to integrate HCBS
into the healthcare system's rulemaking and procedures, aligning with
the training and hiring of community health workers. Collaborate with
the Colorado Department of Public Health & Environment to
incorporate HCBS into their partners' credentialing programs through
the Health Navigator Workforce Development Initiative.

Develop accountability structures with continuous support

Share local or regional data with demographic breakdowns, support
communities in creating targeted outreach plans, and regularly
analyze enrollment data to identify barriers and disparities in the
enrollment process and ensure effective equity interventions are being
implemented. Provide tailored support for Indian and tribal
communities. 

Establish requirements for agencies to foster relationships with
community-driven organizations, including locating on premises to
support enrollment.

Regularly audit the HCBS process to ensure it is as simple and
straightforward as possible to minimize barriers and inequities. 
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Ensure all critical documentation is in Spanish and commonly used
languages, and that all forms also include a place for preferred name
and pronouns and should consider removing sex, if the data isn’t used,
and move toward gender identity with multiple options, at least
nonbinary and/or the option of “other”. 

Implement a process for CMAs to prioritize calls and inquiries from
community-driven organizations, ensuring timely resolution of
complex situations and application status updates.

Develop a standard agreement or pathway for community-driven
organizations to check-in or receive relevant updates without violating
HIPAA regulations.

Ensure consistency in training and competence levels for CMA case
managers to provide uniform quality care and support to individuals
regardless of the organization or personnel involved.

Mandate regular training and evaluation for case managers and
agency representatives on culturally responsive, person-centered
practices, as well as language and cultural justice, including
assessments.

Engage users in materials design

Adopt a co-creation approach, involving the intended audience in
developing communication materials with a designer and content
expert from HCPF's team in all future efforts. Plan for ongoing
engagement, compensation for community members, and that internal
staff can lead co-creation processes.
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Adopt a transcreation approach by involving diverse users from the
start to create materials that are relevant and accessible to
Coloradoans with different languages and cultural backgrounds. Plan
for ongoing engagement, compensation for community members, and
that internal staff can lead co-creation and transcreation processes.

Develop user-driven outreach materials for HCBS to increase
awareness and support enrollment based on an ongoing set of
community-driven design principles which include: being
straightforward, emphasizing individual choice, using simple and plain
language, and including descriptive visuals. Actionable details, such as
points of contact and timelines, should be included to build trust.
Design principles should continually guide the development and
quality control processes of member-facing materials.

User-designed materials should prioritize addressing various aspects
related to financial eligibility, level of care eligibility, the enrollment
process, services and utilization, participant-directed programs, the
redetermination process, and the accountability process. Specific
recommendations include using exact income thresholds, clarifying
eligibility for undocumented individuals, providing clarity on asset
limits, ensuring clarity on eligibility criteria for different waivers, and
creating a person-centered enrollment process map. Additionally,
guidance on services, such as transportation, alternative medicine,
end-of-life planning, participant-directed programs, redetermination
processes, and accountability rights and procedures, should be
provided to participants.
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Detailed RecommendationsDetailed Recommendations

Continue to Elevate Trust and Relationship
Building.

Acknowledging the overwhelming mistrust of government agencies and
systems, including skepticism of traditional engagement, that
underrepresented communities hold, participants emphasized the imperative
for authentic relationship building to cultivate an awareness and
understanding of HCBS that ultimately leads to more equitable enrollment and
service utilization. In many ways, the creation of OCL was a critical step in the
direction of elevating relationship building and inclusion throughout LTSS. 

Thus, building off the Learning Exchanges, continuing to enhance and
develop a system-wide culture that values partnership and leverages
relationships to drive greater equity is strongly recommended. For this
culture to take hold, HCPF will need to articulate and develop specific
pathways for new and existing stakeholders to engage. If intentionally
designed, HCPF can create a cascade of opportunities to foster trusting
partnerships among community-driven organizations, RAEs, and CMAs
through four critical avenues, each with a greater emphasis on relationships
building leading to meaningful collaboration. 

Although many organizations can point to individual relationships with RAEs
and CMAs, a sense of misalignment or being altogether sidelined when it
comes to supporting an individual through navigation was the prevailing
sentiment. This misalignment was often voiced in terms of mistrust, historical
exclusion, or a general lack of awareness and connection. While structures
are in place at the county and state levels to ensure basic levels of community
engagement and relationship building (e.g., advisory boards, listening
sessions and public hearings), navigators shared some skepticism about those
being effective avenues for relationship building between system actors and
the communities they serve or worthwhile uses of their time.
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With all of this in mind, the following is a list of distinct roles that HCPF can
employ and model with other system actors (e.g., RAEs, CMAs) to elevate the
importance and value of trust and relationship building:

Information Provider. HCPF is a powerful information conduit statewide.
The agency boasts a large and engaged audience of providers,
professionals, members, advocates, and policy-makers, among others.
HCPF has a powerful opportunity to highlight community-driven
organizations through their email list-serves, social media, and other
avenues to raise awareness about their work throughout the system.
Through email listservs and its website, HCPF can highlight the
importance of community-driven organizations and community resource
navigators’ work to encourage agencies to partner with them to capitalize
on the incredible equity work they do in communities throughout the
state. 

In addition, HCPF has connections with over 250 organizations across
Colorado through their status as a Certified Application Assistance Site
(CAAS). This is an untapped resource to get information out about HCBS
to support equitable access. Likely, other opportunities for easy
communication and connection exist within HCPF to outreach to
organizations outside of the HCBS network, including schools, hospitals,
nursing homes, and community-driven organizations, with information on
HCBS. 

While OCL does offer a bi-weeky newsletter, its current format is not an
appropriate communication channel for community audiences as much of
the information is irrelevant to their work and in language that is
inaccessible and meaningless to anyone outside of the system as the few
learning exchange participants who had signed up shared. One could
hypothesize that members, families, and possibly other advocates may
benefit from a tailored outreach and information system. 
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Thus, HCPF or OCL can create a community-centered newsletter that
contains the relevant information about program updates and changes
that are vital to community organizations. These communications could
also focus on specific actions that community-centered audiences can
take to support expanding equity within HCBS. 

Finally, HCPF’s website is unnavigable for members and the community.
Many participants across all our engagement identified a navigable,
member-facing website as imperative to addressing inequities in access. All
audiences engaged in this project, including HCPF staff, consistently noted
the difficulties with the existing website, including finding materials to
answer questions, identifying a contact to reach out to, or determining
what action to take when helping someone. In order to gain trust and begin
building relationships with underserved communities, a member-facing
website is needed so that people across the state with no- to low-levels of
knowledge about Medicaid and the HCBS system can access relevant
information and resources. 

Convener. HCPF regularly brings people together for statewide, public
meetings to provide updates on new projects and rules to foster
transparency. They often offer opportunities for the public to comment or
even create public meetings specifically for feedback. To foster mo﻿re
collaboration and collaborative problem solving, HCPF could host
convenings where CMA case managers, community navigators, and
advocates can bring their current access and enrollment challenges for
problem solving with peers and HCPF or to learn about important
upcoming transitions. 

Facilitator of Warm Handoffs and Direct Contacts. With knowledge and
relationships with county agencies, CMAs, RAEs and other key
gatekeepers to Medicaid throughout the state, HCPF can be a go-to
resource to ensure that community-driven organizations have the local
and up-to-date contact information they need to serve their communities.
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Because warm handoffs are so essential for their community members to
engage with the system, community-driven organizations need direct
contacts and support in building relationships with CMAs. However, the
majority of community-driven organizations partners shared having little
to no awareness of their regional CMAs and requested HCPF connect
them with the appropriate people, so they can begin to do what they do -
build relationships for warm/hot hand-offs. 

HCPF can begin to facilitate these relationships by staffing a phone line for
members, potential members, and their support systems to be able to
easily and quickly identify their correct, up to date, direct contact and
support a warm hand-off themselves. This would be a significant value-add
for community-driven organizations working on complex navigation and,
likely, for individual members attempting to do it on their own. 

Capacity Builder through Learning Exchanges. Building relationships
with navigators and trusted community-driven organizations across
the state should be an ongoing commitment of HCPF, one that
expands over time to include local CMAs, county agencies, and
providers. Learning exchanges can go beyond delivering content or
making introductions toward incorporating a sense of codesign and
responsiveness to navigators and community-driven organizations.
Topics and questions should be designed to foster a mutually
beneficial experience. For example, community-driven organizations
desired a deeper knowledge of the process so they can provide hot
handoffs to CMAs to the extent where they could coach or model the
process with clients proactively. These learning exchanges could be a
place where agencies and organizations can role play the process, so
community organizations can learn the process and agencies can be
more prepared to work with new or previously harmed communities
more effectively. Whatever the specific content is determined to be
through a co-creation process, the long-term goal is fostering
relationships and increased understanding and connection across
organizations for partnership. 



47

 Community groups also called out the potential for more integration and
learning exchanges about HCBS with resettlement agencies, Federally
Qualified Health Centers, and healthcare providers. 

Integrate HCBS throughout Systems

Driving toward greater equity in HCBS enrollment and utilization requires
increased awareness, not just in more local communities throughout the state,
but within and across government systems. Interactions with several critically
positioned state employees and with community-driven organizations suggest
a critical shortage of internal awareness about HCBS. As one of the state’s
largest agencies, HCPF can use its influence to infuse HCBS information and
access opportunities more broadly throughout the parts of government that
eligible residents are most often in touch with. HCPF can achieve greater
awareness through the following pathways:

Opportunities for More Integration in Statewide Training Programs.
HCPF should more intentionally examine state and county run
certification and training programs, not just narrowly relating to Medicaid
or healthcare, but more broadly within the social determinants of health
to identify opportunities to incorporate information about HCBS. For
example, some community-driven organizations reported having
currently or previously been a Certified Application Assistance Site
(CAAS) run through HCPF; however, the certification process is minimal,
and HCBS is not part of the brief desk aid training. A full accounting of
training and certification programs run through HCPF, RAEs, and CMAs
is needed, so resources can be identified to support building partnerships
with the agencies and people who run these trainings to identify the
materials, connections, and information they need to incorporate HCBS
appropriately and effectively, such as a recorded webinar about HCBS
and how the program benefits eligible Coloradans with enrollment basics.
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Increasing Integration of HCBS within and across Government
Agencies. Equity within HCBS would benefit from HCPF ensuring that
more government employees who work on social determinants of health
and equity have a basic understanding of HCBS. This could start with a
focus on other state agencies to identify opportunities to integrate HCBS
information intentionally. For example, CDHS manages MINDSOURCE –
Colorado’s Brain Injury Network and the Colorado Refugee Services
Program, two statewide networks of providers and community
organizations and advocates that would benefit from greater knowledge
and access to HCBS. Another example would be Colorado Crisis Services,
which boasts a central phone number and statewide brick-and-mortar
walk-in centers. 

Disseminating HCBS Materials. Partnering with community-driven
organizations to promote materials and integrate them into their normal
operations can be a significant way to increase awareness and enrollment
in underserved communities. Groups shared they would be able to utilize
materials at resource fairs and cultural events. Many may be willing to do
so even without formal partnerships but would require the information be
appropriate and ready for awareness activities. Best practice would
ensure that when working with community organizations and partners,
dissemination requests come with incentives and resources which could
be training opportunities, recognition, and feedback loops that help build
relationships and lasting capacity. 

Utilizing Colorado’s New Community Health Worker Legislation to
Embed HCBS into the System. With the recent passage of new
legislation (SB23-002), it is anticipated that a new cadre of community
health workers will be hired and trained across the healthcare system,
providing a golden opportunity to infuse HCBS into the rulemaking and
procedure process that Federally Qualified Health Centers and others
must follow when staffing these positions. 
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HCPF can capitalize on its existing work with the Colorado Department of
Public Health & Environment on the Health Navigator Workforce
Development Initiative to embed HCBS in their partners’ credentialing
programs. 

Develop Accountability Structures with
Continuous Support

Accountability and support systems that help HCPF identify best practices,
monitor pain points, and measure progress toward increased enrollment and
utilization within HCBS through cultivating awareness and relationships, will
help drive toward overall equity and sustainable systems change. Community-
driven organizations reported confronting a mindset from many agencies that
there is little time for agencies to conduct engagement with community groups
and that they do not have funding for it; thus, it is seen as unpaid work.
Shifting this mindset will be critical to achieve greater equity. As detailed in the
Specific Content to Highlight section below, community navigators had many
questions about the accountability process and specific recommendations for
communicating these rights with transparency. To be effective, HCPF would
need to develop standards to evaluate partnerships for increased equity to
apply internally and externally with RAEs, CMAs, and other partners.
Strategies to accomplish this goal could include:

Model Accountability with Internal Audit of Process. It is commonly
acknowledged by all parties that HCBS enrollment is extremely complex.
Particularly because of the population that HCBS serves, namely those
with cognitive, intellectual, developmental, and behavioral health
disabilities, the process should be regularly audited to ensure it is as
simple as straightforward as possible to minimize barriers and inequities.
Additionally, as culture changes, rules, guidelines, and forms should be
updated to reflect the dynamic nature of Colorado’s make-up. All critical
documentation should be provided in Spanish and other common
languages, such as Chinese, German, and Vietnamese. 

https://cdphe.colorado.gov/health-navigator-workforce-development
https://cdphe.colorado.gov/health-navigator-workforce-development
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 Increased Data Disaggregation and Transparency. Throughout this
project, the HCBS equity data on access disparities surprised no one,
including advocates, providers, agencies, community groups, and
members; rather, they validated it through their own anecdotes. The
hundreds of people who engaged in this project demonstrated a
committed interest in addressing inequities as participation in each
component was entirely voluntary. They were interested in seeing
more specifics from the Internal Data Analysis report (found on the
project website); and partners, including community groups, were
particularly interested in learning more about the data as it pertains to
their local area or specific community so they could prioritize
outreach and partnerships. Thus, it would be beneficial for HCPF to
share local, or at least regional, data analysis that includes
demographics (at minimum ethnicity/race and language) for
communities to establish a baseline for their equity work and then
support them in developing targeted outreach and engagement plans.
Then, HCPF could analyze enrollment and utilization data regularly to
assess progress on equity outcomes and provide tailored support to
address persistent equity issues. It would be helpful for HCPF to also
provide tailored data and support for the Indian and tribal
communities. Another area for inquiry would be to understand who is
starting the enrollment process and then not completing to
understand where people are getting stuck and if there are any
disparities within specific points in the process.

Developing Standards and Evaluation Protocols that Include Equity
Outcomes and Community Collaboration. Recognizing that what
gets measured is what gets done, HCPF can improve quality control
standards, support, and accountability for how RAEs and CMAs
support individuals navigating situations where people are being
marginalized, such as identifying as transgender, being unhoused or
undocumented, holding various immigration statuses, and working in
the cash economy.These standards could help drive more equitable
outcomes by requiring greater collaboration with 

https://hcpf.colorado.gov/arpa/project-directory/improve-access-for-underserved-populations/equity-study
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Defining requirements for agencies to develop relationships with
community-driven organizations, including recommendations to
locate on premises regularly to support enrollment. 

Requiring and developing a monitoring system to ensure CMAs have
a process in place that prioritizes calls and inquiries from community-
driven organizations to help them solve complex situations or to
follow-up on the status of applications quickly.

Developing a standard agreement or pathway for community-driven
organizations to receive basic updates and information when assisting
with enrollment that doesn’t conflict with HIPAA. 

Ensuring quality control and consistency in the level of training and
competence required of CMA case managers so that each individual
receives the same high level of care and support no matter the
organization or person they engage with during intake or beyond. 

Requiring case managers and other agency representatives who work
with community members to be regularly trained and evaluated on
culturally responsive, person-centered practices, and on best
practices for language and cultural justice, including for assessments. 

community-driven organizations working with underrepresented
populations in their area. This could include: 

Engage Users in HCBS Materials Design

HCPF’s commitment to increasing awareness and enrollment in HCBS has
been ongoing through a separately funded ARPA project, ARPA 3.04. This is in
part to be responsive to requests from stakeholders to be included in the
creation and review of materials. This final section is directed toward how
HCPF should develop materials, and includes process recommendations,
design principles, and specific content recommendations as highlighted by
stakeholders through this Equity Study.  
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Process Recommendations:Process Recommendations:  
Ensuring Users Are at the Center of Materials DesignEnsuring Users Are at the Center of Materials Design  

Refine and finalize design principles to evaluate existing materials and
serve as a guide for developing new materials moving forward;
Provide feedback on existing materials (e.g. LTSS pamphlets, waiver
brochures, forms) and where and how they can best be distributed and
utilized; and
Identify gaps in information that needs to be co-created to effectively
support members in enrolling in HCBS (e.g. process maps, timelines).

HCPF is committed to creating more member-facing and accessible
informational materials to promote HCBS with many new materials currently
in development. In addition to improving access and availability of materials
for members and their families, community organizations and advocacy
groups need information that they can use to provide a warm handoff to
HCBS case managers. In order to ensure new materials are effective and
relevant for diverse communities, people from these communities need to be
engaged in the design process to inform the look, feel, content and utility of
all materials, electronic and print. As a next step emanating from this Equity
Study, a standing group, largely recruited from the Learning Exchanges, was
recently launched to inform ongoing HCBS materials creation efforts led by
HCPF under ARPA 3.04. The group is called HCBS Materials User Design
Group. The purpose of this group is to: 

This process and all member or community-facing materials, training and
communication development efforts moving forward will be most effective if
they include the following best practices:

Co-creation. Effective communication materials are reliant on engaging
intended audiences in order to make sure the messages are clear,
relevant, and received as intended. The process ensures that the intended
audience has the opportunity to work directly with designers and content
experts in mutually respectful and authentic ways to:
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Provide feedback on existing materials; 
Identify gaps in information that need to be developed to effectively
support the audience in engaging the desired behavior change or
action; and
Develop effective dissemination strategies. 

Thus, for ARPA 3.04, a designer and content expert from HCPF’s materials
design team ﻿will be part of the HCBS Materials User Design Group to
ensure a seamless, iterative process between the group and the larger
design team. HCPF representatives will report back to the User Design
Group on how the group’s recommendations were incorporated into the
updated versions of all materials reviewed or created. 

Transcreation.  A large and increasing number of Coloradoans speak and
read primarily in languages other than English and come from counties
where words, concepts and healthcare are understood differently. To
increase equitable access and enrollment, the creation of materials must
include diverse users from the start in order to infuse meaning and
relevance into the materials creation process in everything from imagery
to words to layout. Thus for ARPA 3.04, a subset of the HCBS Materials
User Design Group members will be native Spanish speakers in order to
ensure the translation of materials uses relevant language, messages, and
context. As materials are translated into other languages, engaging native
speakers in those languages will be necessary to ensure their relevance
and accessibility. The Department will need to plan for this ongoingly,
ensure the community is compensated for their expertise, and also that
there are internal staff who can lead ,co-creation and transcreation
processes.  



54

The Beginnings of Design PrinciplesThe Beginnings of Design Principles

Most resource navigators had never heard of HCBS, and all reported being
appreciative of learning about the program because of the utility for their
community and their desire to better support those in their community with
disabilities. They also all requested, throughout the two-hour discussions and
in a follow-up survey, outreach materials that they could display or handout to
their community. They desired more in-depth, yet still simple, materials that
walk people through the process or allow them as navigators to support their
community with confidence. Prior to that, survey respondents had identified
accessible, standardized materials for HCBS as a solution to increasing
awareness of HCBS with underrepresented populations. 

The following outlines the beginnings of user driven design principles as well as
content for outreach materials to build awareness and guidance materials to
support enrollment. This is the starting point for the new HCBS Materials User
Design Group taken primarily from Learning Exchange participants as
suggestions for designing impactful outreach materials. These included: 

Straightforward” - explain how they and those around them will benefit

“Individual choice” - emphasize that they can choose to have all services

at their home

“Simple” - break down information into bite-sized pieces

“Plain language” - simplify language (no jargon or acronyms) 

“Descriptive visuals” - employ useful pictures/icons instead of words

whenever possible, particularly when describing services 

“Actionable” - share important, action-oriented details, such as points of

contact and a timeline, to build trust

Once the design principles are finalized, any HCPF effort to develop member-
facing materials can use them to guide their design and quality control
processes.  
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Specific Content to Highlight in HCBS Outreach MaterialsSpecific Content to Highlight in HCBS Outreach Materials

Financial Eligibility
Exact income thresholds as opposed to percentages of poverty levels

Eligibility for people who are undocumented or in the immigration

process with the myriad of statuses

Buy-In programs and ABLE accounts 

Whether CHP+ children are eligible

Clarity on how parental assets are not included in children’s assets 

Whether primary homes and vehicles are included in the asset limits

How social security eligibility and LTSS eligibility do and do not

complement each other

Group supported employment rules

The Learning Exchanges illuminated a number of common questions that
people learning about HCBS have. The following components would be helpful
to include in general outreach materials and/or to develop supplemental
materials that go into greater depth about each element of the program.

Level of Care Eligibility
The specific criteria to qualify as a long-term disability - inability to
perform activities of daily living, length of time impaired, or others
A list of diagnoses that qualify a person for each waiver, especially for
mental health 
Documents needed to prove eligibility

The Enrollment Process
A per﻿son-centered process map - how to start the process, where to
go, who to call, what documents are needed, how long each step
should take, and how to follow-up when they haven’t heard back.
Emphasize that:
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People only apply once for all 10 waivers
Financial and level of care eligibility processes happen
concurrently
Several different versions of the path that a “typical” HCBS user
might take from their initial diagnosis, onset, or accident to finally
getting into services 

Which waiver has a waitlist and what the alternatives are while waiting
Emergency enrollment criteria and process
Guidance on contacts to reach out to

Services and Utilization
Use transportation to regular appointments or community events as an
example of a easily utilized service that meets the 30 day requirement
Approved alternative medicine approaches
Whether end of life planning is a covered service

Participant-Directed Programs
Benefits and process, including how people get the money and how the
authorized representative supports managing it so as not to get taken
advantage of
Who delegates the authorized representative if the individual is unable
Whether people who are undocumented can be a CDASS provider

The Redetermination Process
The rationale, timeline and process, especially if the person has a
chronic disability, to build trust and breakdown stigma
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The Accountability Process
What are people’s rights in this process? 
Where do people go when the process isn’t working with their CMA? 
How do you identify if problems are a removable barrier, a systems
issue, or an individual person? 
What if a person runs into barriers and gets stuck at intake before they
get a case manager?
What are the timelines for getting updated information and responses,
including complaints?

HCPF Implementation PlanHCPF Implementation Plan

As a next step, the Department of Health Care Policy & Financing will develop
an implementation plan that details the Department’s efforts in collaboration
with other agencies, organizations, or stakeholders to utilize the key ARPA
3.01 project recommendations and learnings. The implementation plan will
outline potential projects and further areas of inquiry to increase equity in
HCBS based on the recommendations in this report. The plan will address
strategies, potential funding sources (if needed), partners involved, and
timelines for potential projects. HCPF will work with the broader community
to present and vet project ideas. 

People who are interested in following or contributing to this work can stay
connected via the project website at https://hcpf.colorado.gov/arpa/project-
directory/improve-access-for-underserved-populations/equity-study. 
The website contains all project materials, reports, and presentations. 

https://hcpf.colorado.gov/arpa/project-directory/improve-access-for-underserved-populations/equity-study
https://hcpf.colorado.gov/arpa/project-directory/improve-access-for-underserved-populations/equity-study
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Appendix: Community-DrivenAppendix: Community-Driven
Policy SolutionsPolicy Solutions

Increase home care provider pay to a liveable wage, and minimum of

$18/hour to create and maintain the workforce as well as enable

caregivers to fill these roles.

Increase income limits to $2,200-2,500/month so that Social Security

Insurance benefits do not affect eligibility. 

Increase income limits for working families. 

Support county offices in relocating near public transportation to improve

physical access to locations. 

Develop and support the pipeline of CMA providers to minimize turnover. 

Develop and support the pipeline of Spanish speaking healthcare

providers.  

Ensure RAEs and CMAs are supporting people transitioning from shelters

to find stable housing. 

As mentioned above, numerous survey and learning exchange participants
expressed significant concerns regarding the potential ineffectiveness of their
proposed solutions, especially in rural areas, unless the underlying issue of
provider availability is addressed. Consequently, it is imperative to tackle the
pressing challenges related to provider shortages, turnover, and inadequate
compensation simultaneously. Failing to do so risks exacerbating frustration
during the enrollment process, which can further erode trust and lead to
disengagement among underrepresented communities and their support
systems. The following represents the suggested policy solutions participants
would like to see to ensure equitable awareness and enrollment leads to
equitable and quality utilization and outcomes.



Include safe housing support and benefits as a HCBS service option so that

unhoused people can utilize HCBS.

Address barriers for people who are undocumented using Oregon and

California as models.

Pass funding from Medicaid to community-driven organizations to support

eligible member HCBS access and support for enrollment and service

utilization. 
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HCPF references Census data for disability prevalence and differences by race/ethnicity
and age.
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