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● Stimulus Spending: Pages 2-12, Common Q1 in the packet, Slides 9-11
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Slides 26-31
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● Colorado Commission for the Deaf, Hard of Hearing, and Deaf Blind: Pages 34-36, Question 9

in the packet, Slides 35-37
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Topics:
● Addressing the High Acuity Crisis for Children and Youth: Pages 40-41, Questions 12-14 in the

packet, Slides 42-47
● Division of Child Welfare: Pages 41-45, Questions 15-20 in the packet, Slides 48-53
● R-02 Reducing Youth Crime and Violence: Pages 45-51, Questions 21-26 in the packet, Slides

61-63
● Division of Youth Services: Pages 51-53, Questions 27-30 in the packet, Slides 64-77
● Trails: Page 54, Questions 31 in the packet, Slides 78-80
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Main Presenters:
● Shelley Banker, Director, Office of Economic Security

Topics:
● SNAP Employment and Training: Page 55, Question 32 in the packet, Slide 86
● TANF: Pages 56-59, Questions 33-34 in the packet, Slides 87-89
● Home Care Allowance: Page 60-63, Questions 35-39 in the packet, Slide 91
● SAVE Fee Increase: Slide 92

2:15-3:45 OFFICE OF CIVIL AND FORENSICMENTAL HEALTH (OCFMH)

Main Presenters:
● Leora Joseph, Director, Office of Civil and Forensic Mental Health

Topics:
● R-01 Increase Psychiatric Beds to Reduce the Competency Restoration Waitlist and Comply with

the Consent Decree: Page 64-72, Questions 40-51 in the packet, Slides 96-113
● ARPA Funded Projects: Page 73, Question 52 in the packet, Slide 114
● System Capacity and Solutions: Page 76-78 Questions 53-54 in the packet, Slides 115-116

3:45-5:00 BEHAVIORAL HEALTH ADMINISTRATION (BHA)

Main Presenters:
● Michelle Barnes, Interim Commissioner
● Thomas Miller, Interim Deputy Commissioner of Systems & Programs
● Kelly Causey, Deputy Commissioner of Engagement
● Stephen Peng, Chief Financial Officer

Topics:
● Agency Overview: Page 79, Question 1 in the packet, Slides 1-8
● Design: Page Page 79-90, Questions 2-12 in the packet, Slides 9-16
● Implement: Page 90-95, Questions 13-17 in the packet, Slides 17-29
● Monitor: Page 95-97, Questions 18-20 in the packet, Slides 30-31
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Common Questions For Discussion at Department Hearings

1. (a) Please describe one-time state and federal stimulus funds that have been allocated
to the Department but are not expended as of September, 30, 2023, by bill, budget
action, executive action, or other source that allocated funds. The description should
include but are not limited to funds that originate from one-time or term-limited General
Fund or federal funds originating from the American Rescue Plan Act (ARPA)/State and
Local Fiscal Recovery Funds/Revenue Loss Restoration Cash Fund. Please describe
the Department’s plan to obligate or expend all allocated funds that originate from ARPA
by December 2024. (slides 9-11)

Administrative Solutions (AS):

Recruitment & Retention at CDHS 24/7 Facilities
1. $8.49 million in funds through a SLFRF Governor’s Interagency Agreement to

provide recruitment and retention incentives to critical staffing positions located at
24/7 facilities. 78% of funds are spent and the remaining funds will be spent by
December 2024.

Behavioral Health Ombudsman:

Behavioral Health Ombudsman Staffing Support
1. $300,000 was appropriated through SB21-137 to support staffing for the

Behavioral Health Ombudsman. As of 11/30/23, $9,190 remains in unspent
funds, which will be spent by 12/31/23 on personnel costs.

Office of Economic Security (OES):

H.B. 21-1105 Low-income Utility Payment Assistance Contributions
1. H.B. 21-1105 (amended by H.B. 22-1042) created the Heat & Eat program which

enables SNAP households who do not have a qualifying energy bill that would
result in increased SNAP benefits, to unlock these additional SNAP benefits
every month through receipt of a $21 fuel assistance benefit. Beginning in July
2024, the fuel assistance benefit will be paid with funds collected by Energy
Outreach Colorado through a new surcharge on Coloradans’ utility bills. H.B.
21-1105 provided processes for creating the program through two distinct
scenarios: a) if an interface is created between the Low-income Energy
Assistance Program (LEAP) and the Colorado Benefits Management System
(CBMS) systems, the fuel assistance benefit will be provided only to households
who do not receive LEAP (i.e. pay an energy bill); or b) in the absence of an
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interface, the fuel assistance benefit will be provided to the entire SNAP
caseload. Subsequently, H.B. 22-1380 appropriated $2 million of ARPA funds to
build the LEAP-CBMS interface. Because the interface will promote the Heat &
Eat program, it needs to be designed in tandem with the Heat & Eat program.
The Department received funds from Energy Outreach Colorado in mid 2023 to
begin creating the program. Thus, the Heat & Program and the LEAP-CBMS
interface will be scheduled for a CBMS build with the Office of Information
Technology in early 2024. The $2 million in funds allocated to this program will be
encumbered and spent at the time of the LEAP-CBMS interface build in early
2024.

H.B. 22-1380 Critical Services For Low-income Households
1. H.B. 22-1380 provided $1 million of ARPA funds to pay for the front-end

programmatic development to automate the Healthy Food Incentives program,
known as the Double-Up Food Bucks, in Colorado. Double-Up Food Bucks is a
USDA grant-funded program that allows SNAP participants to earn a
penny-for-penny match incentive when they use SNAP benefits to buy qualifying
fruits and vegetables from participating SNAP retailers, farmers markets, and
other authorized vendors. Currently, this program is managed through paper
vouchers and store-printed receipts. Ultimately, these programming changes will
enable EBT retailers to deposit incentive funds provided to consumers for
qualifying purchases into the recipients’ SNAP accounts, thus eliminating the
need for paper vouchers or receipts that are easy to lose or be damaged. The
majority of this ARPA funding will be used to build this functionality with the
Department’s contracted Electronic Benefits Transfer (EBT) vendor and in the
Colorado Benefits Management System (CBMS); 10% of the funds will pay for
the administrative support to manage the project and oversee a business plan.
This IT build with the Office of Information Technology is scheduled to be built in
June 2024 at which time the full award will be encumbered and spent.

2. H.B. 22-1380 provided $3 million in ARPA funds to digitize county paper records
in order to administer health and human services benefits more efficiently. In July
2023, a full assessment of paper records was completed by RMMI Digital
Document Solutions with recommendations on digitizing records. Scanners were
ordered in fall 2023 (encumbering $2M of allocation) to begin the phased training
of counties through summer 2024. All records will be scanned by the end of 2024
and funds will be fully exhausted by 12/31/24.

H.B. 22-1259 Modifications to Colorado Works Program
1. $20.4 million was awarded to support cash assistance increases to Colorado

Works Households. These funds were transferred to the Colorado Long-Term
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Works Reserve to support these increases for two state fiscal years and will be
spent by the end date of 12/31/24. The first fiscal year allocation of $8,570,00
has been spent and the remaining funds will support increases through
December 2024.

2. $1.1 million was awarded to support implementation of changes to CBMS to
implement Cash Assistance increases for Colorado Works households. This
project has experienced some delays as a result of navigation of federal policy
conflicts. $380,000 has been spent as of 9/30/23 and another $550,000 was
recently encumbered. Funds will be spent by December 2024.

3. $3.5 million was awarded to expand subsidized employment and training
opportunities for low-income households with children. CDHS has fully
encumbered this award through contracts and funds will be spent by December
2024.

Office of Children Youth and Families (OCYF):

S.B. 21-292 Federal COVID Funding For Victim's Services
1. Funding to Anti-Domestic Violence Organizations: This project has provided

funding for gender-based violence organizations including stand-alone
anti-sexual assault organizations to offset funding shortfalls and additional costs
related to the COVID-19 pandemic so the organizations can maintain essential
services for survivors. This will be blended with non-SLFRF ARPA-originated
anti-sexual assault funds that will be distributed to States by the Family Violence
Prevention and Services Act. The funds are fully awarded to 50 organizations
and will be fully spent in early 2024.

2. Domestic Abuse Program to Enhance Safety of Animal Companions: This pilot
project partners with community-based anti-domestic violence organizations to
find innovative solutions to keep survivors of domestic violence– and their pets –
safe. The Domestic Violence Program (DVP) has partnered with Red Rover to
implement services that support survivors and their animal companions. Red
Rover provides many services pro bono resulting in the DVP utilizing these funds
for marketing of available services to community-based organizations and
providing training and technical assistance. Funds will be fully spent by
6/30/2024.

3. Round 1: Flexible Financial Assistance for Survivors of Domestic Violence: The
purpose of the DVP Flex Funds Project is to respond to and mitigate the negative
impacts of COVID-19 on survivors’ safety and well-being by assisting with
survivors’ most immediate and emergent needs. The intended outcome of this
project is to ensure that 65% of clients who receive flex funds will report that the
funds assisted with the financial and/or housing stability of the household and will
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report an increased awareness of the financial impacts of victimization by
12/31/2025. This project has spent $2.35 million and fully encumbered the
remaining funds and will spend before their deadline of 6/30/24.

S.B. 22-183 Crime Victims Services
These funds have been braided into projects initiated under S.B. 21-292 and will support
new projects.

1. Round 2 Additional Funding to Anti-Domestic Violence Organizations: This
project has provided $1.48 million in additional funding from the Behavioral and
Mental Health Cash Fund. These funds have been braided with S.B. 21-292
funds, for gender-based violence organizations including anti-domestic violence
and stand-alone anti-sexual assault organizations. This project has fully
encumbered funds through contracts with community-based organizations.

2. Accessible, Culturally Responsive, and Trauma-Informed (ARCTI) Training and
Technical Assistance for Advocacy Service Network: This project includes
$392,114 in funding to support trauma-informed and culturally responsive training
for anti-domestic/anti-sexual assault advocacy service organizations. The
Domestic Violence Program (DVP) experienced some delays and awarded the
full allocation with additional contracts starting 10/1/23.

3. Round 2 Flexible Financial Assistance for Survivors of Domestic Violence: This
project provides additional funding, braided with S.B. 21-292 for the DVP Flex
Funds Project which responds to and mitigates the negative economic impacts of
COVID-19 on survivors’safety and well-being by assisting with their most
immediate and urgent needs. The first round of this project funding from S.B.
21-292 has proven highly successful in assisting more than 1800 clients fleeing
unsafe situations. The second round project has fully awarded funds.

4. Survivor Support Capacity at Culturally Specific Organizations: This project
funding was identified for ARPA reinvestment. General Funds were made
available for the same purpose that provide the flexibility needed to launch this
program.

H.B. 22-1283 Youth And Family Behavioral Health Care
1. This project intends to create a system of respite options for children and youth

involved in the foster care system. $11.63 million was made available through
H.B. 22-1283. The department experienced delays in launching this program
after three failed RFPs leading to direct vendor negotiations. After the delayed
start, the program identified $4 million in funds to be reinvested. The remaining
funds have been awarded through contracted vendors and funds will be spent by
12/30/24.
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ARPA Residential Youth Beds
1. This project was allocated $11.89 million through a Governor’s Interagency

Agreement (IA) to fund 37 state-contracted specialized residential beds for
children and youth with complex behavioral health needs. The project has spent
$3.6 million with $4.6 million encumbered. The remaining funds have been
awarded and contracts are being amended to encumber all funds and spend by
the deadline of 11/30/24.

Office of Civil & Forensic Mental Health (OCFMH):

H.B. 22-1283 Youth And Family Behavioral Health Care
1. H.B. 22-1283 made $35.5 million available for the renovation and operations of a

neuro-psych facility at Fort Logan. $35 million is for capital renovations and
$539k is budgeted for operations. The capital project is currently in the design
phase and the facility is scheduled to be completed by July 2025. The $35 million
will be fully encumbered by December 2024 and spent as construction is
underway.

H.B. 22-1386 Competency To Proceed And Restoration To Competency
1. H.B. 22-1386 made $800,000 available to support conducting a feasibility study

for renovating a facility in Adams County to provide inpatient beds for
competency services. The first phase of this study has been completed with a
second phase underway. $465,800 funds have been spent and $192,200 have
been encumbered. The remaining funds will be fully spent by December 2024.

CDHS Competency Beds
1. ARPA Cash Fund Competency Beds: $27.0 million in SLFRF funds was made

available through a Governor’s IA to support contracting with private hospitals for
competency beds. 89% of these funds are spent and the remaining are under
contract to be spent by December 2024.

2. CDHS Competency Beds: $28.6 million was made available through H.B.
22-1386 to support contracted competency beds. All funds have been awarded
and are under contract to be spent by December 2024.

H.B. 22-1303 Increase Residential Behavioral Health Beds
This project includes a total of $57.1M to support 125 step-down mental health transition
beds including:

1. Residential Behavioral Health Contract Beds (Mental Health Transitional Living
Homes): $33.4 million was awarded for contracted Mental Health Transitional
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Living Homes. OCFMH experienced some delays in launching this program due
to failed RFPs resulting in direct vendor negotiations. In addition to the delays in
securing vendors, the vendors did not need capital funding to support
renovations resulting in $10.8 million in funding that has been identified for
reinvestment. 92 total beds are now under contract with the first beds opening in
Fall 2023 and others opening in early to mid 2024. The remaining funds have
been awarded with contracting under way.

2. Behavioral Health Beds at Fort Logan: $13.9 million was awarded for
renovation,operations, and facilities management of the G-Wing building at Fort
Logan for 16 residential behavioral health beds. Abatement and demolition of the
facility will start in February 2024 and renovations are scheduled to be complete
in May 2025. Funds will be fully encumbered prior to the start of renovation and
will be spent by December 2026.

3. Residential Behavioral Health Beds-State Residential Facilities: $10.6 million was
awarded to renovate state-owned residential treatment facilities and Fort Logan
to create 24 behavioral health residential beds. $3.69 million is capital funding for
renovations that are underway and expected to be complete in late 2024. The
remaining $6.7 million is for staffing and operations of the facilities. Funds will be
spent by December 2026.

H.B. 23-1153 Pathways To Behavioral Health Care
1. H.B. 23-1153 includes $140,000 in funds to support a study evaluating the feasibility of

establishing a system to support persons with serious mental illness access to voluntary
and involuntary behavioral health care and housing support services. Funds have been
awarded to a qualified vendor.

Behavioral Health Administration (BHA):

H.B. 22-1326 Fentanyl Accountability And Prevention
1. $10.0 million was appropriated in additional state funds to expand substance use

treatment and prevention services over three years. This funding is being phased from
FY23 through FY25. Funds are expected to be fully spent by June 2025. Balance
remaining is $1.3 million.

2. $3.0 million was appropriated for jail-based behavioral health services related to
medication-assisted treatment and other appropriate withdrawal management care.
Funds are fully encumbered and expected to fully expend.

S.B. 21-137 Behavioral Health Recovery Act
1. $2.0 million was appropriated for services for School-Aged Children and Parents by

CMHC School-based Clinicians. Funds are nearly expended and there are no
underspend concerns. Balance remaining is $116,656.
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2. $16.0 million was appropriated for the Behavioral Health Workforce Development
Program. The unobligated funds relate primarily to an Inter-agency Agreement (IA) with
the Department of Higher Education (CDHE) that is on track to fully spend via
scholarships by the end of FY 24. The funds are fully committed to CDHE under the IA,
but the system does not reflect those funds as encumbered due to system definitions.
Balance remaining is $5.0 million.

3. $2.0 million was appropriated for the Behavioral Health Workforce Development
Program Capacity Grants. Funds are nearly expended and there are no underspend
concerns. Balance remaining is $13.

4. $26.0 million was appropriated for the Behavioral Health Statewide Care Coordination
Infrastructure Program. The planning and development stages, procurement of a
software vendor and personnel needs required more time before the program could be
fully implemented. The remaining funds are expected to be utilized fully by the end of FY
2023-24 for technology investments including Ownpath (online resource for Coloradans)
improvements and expansion of additional providers, launch of a provider update portal
and incrementally rolling out features and functionality in a referral platform. Balance
remaining is $4.7 million.

5. $5.0 million was appropriated to the High-risk Families Cash Fund. This program offers
support services to high-risk parents, including pregnant and parenting women, and for
services for high-risk children and youth with behavioral health disorders. The program is
fully obligated with $2 million being spent so far. The remaining funds are expected to be
fully utilized by December 2026. Balance remaining is $0.

S.B. 22-148 Colorado Land-based Tribe Behavioral Health Services Grant Program
1. $5.0 million was appropriated for the Colorado-land Based Tribe Behavioral Health

Services Grant Program. The encumbrance has been delayed due to necessary and
significant preliminary collaboration between Tribes and the discussion of eligible uses.
The contract is in final review/processing phases with the tribe and has been recently
pre-encumbered. The contract is expected to be executed during FY24Q3. Balance
remaining is $5.0 million.

S.B. 22-177 Investments In Care Coordination Infrastructure
1. $12.2 million was appropriated for Behavioral Health Administration Care Coordination

Infrastructure. The project has delayed spending because the project builds on an
on-going SB 21-137 project. Spending these funds is planned to begin after the S.B.
21-137 funding is exhausted (6/30/24). S.B. 22-177 funds are expected to fully expend
with a plan supported by a detailed project and budget timeline. Balance remaining is
$12.2 million.
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S.B. 22-181 Behavioral Health-care Workforce
1. $4.9 million was appropriated for the Behavioral Health Administration Learning

Academy. These funds will be used for training development and release after OwnPath
Learning Hub (supported by S.B. 21-137) is finalized. Spending is anticipated to take
place in Spring 2023 through Fall 2023. Balance remaining is $4.9 million.

2. $4.5 million was appropriated for the Behavioral Health Care Workforce: Innovative
Recruitment & Retention Grants. Grant applications have been reviewed and awarded,
and contracts are currently being negotiated with community partners. An extension in
spending authority to December 31, 2026 will be requested to allow subrecipients to
implement programs at a more reasonable pace where necessary to ensure funds are
used in a responsible and sustainable manner. Balance remaining is $3.9 million.

3. $5.9 million was appropriated for Behavioral Health Care Workforce: Peer Support
Professionals. These funds will be used primarily for a community grant RFP, which
recently closed. Grant applications are under review with contracts and expected to
execute in February 2024. These funds will also cover the expenses for an IA with the
Department of Public Health and Environment (CDPHE) which will include peer support
professionals in the Colorado Health Systems Directory. An extension in spending
authority to December 31, 2026 will be requested to allow subrecipients to implement
programs at a more reasonable pace where necessary to ensure funds are used in a
responsible and sustainable manner. Balance remaining is $5.9 million.

4. $3.7 million was appropriated for the Behavioral Health Care Workforce: Behavioral
Health Aide Program. Of this allocation, $1.7 million has been identified for reinvestment
in other projects as a part of the statewide ARPA reinvestment strategy included in the
Governor’s November 1 budget submission. The remaining $1.9 million is dedicated to
implementation of the Behavioral Health Assistant role, which will occur after approval of
the Behavioral Health Assistant microcredential by the Colorado Community College
System (anticipated in January 2024). Balance remaining is $3.6 million.

5. $17.8 million was appropriated for the Behavioral Health Care Workforce: Workforce
Expansion. This project includes Pipeline Grants with round one fully awarded and
contracts executing on a rolling basis, and round two RFP to be released Dec 2023; and
Work-Based Learning Grants with the RFP announced to be released in Dec 2023.
Grant contracts are on track to be fully finalized by quarter three of FY24. The Workforce
Expansion project also includes a pipeline project with funds fully dedicated to an IHE
through an IA with the project’s implementation on track. Funds are anticipated to be
fully expended, and an extension in spending authority to December 31, 2026 will be
requested to allow subrecipients to implement programs at a more reasonable pace
where necessary to ensure funds are used in a responsible and sustainable manner.
Balance remaining is $15.4 million.
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S.B. 22-196 Health Needs Of Persons In Criminal Justice System
1. This program will address health needs of persons in the criminal justice system. BHA,

under CDHS contracting policies and procedures, executes contracts for one year
duration with the full award divided across the performance period. So, while funds may
be fully awarded to the subrecipient, CORE and Colorado Forward Dashboard will not
reflect the funds as fully encumbered until the final fiscal year of the project (FY25). A
total of $49.6 million has been awarded (approximately $11 million of contracts were still
in the contract execution process as of the time of this report and have since been
encumbered), including $14.4 million intended for year two awards 7/1/24-12/31/24.
Funds are anticipated to be fully expended, and an extension in spending authority to
December 31, 2026 will be requested to allow subrecipients to implement programs at a
more reasonable pace where necessary to ensure funds are used in a responsible and
sustainable manner. Balance remaining is $26 million as of September 2023, which
includes contracts that were not yet fully encumbered as of that date and funds reserved
for year two of the grants.

H.B. 22-1243 School Security and School Behavioral Health Services Funding
1. Temporary Youth Mental Health Services Program. With an appropriation of $6.0 million,

$5.9 million has been awarded. The remaining unexpended funds have been identified
for reinvestment in other projects as a part of the statewide ARPA reinvestment strategy
included in the Governor’s November 1 budget submission. Balance remaining is
$60,392.

H.B. 22-1281 Behavioral Health-care Continuum Gap Grant Program
1. $35.0 million was appropriated for the Behavioral Health Care Continuum Gap Grant

Program. BHA, under CDHS contracting policies and procedures, executes contracts for
one year duration with the full award divided across the performance period. So, while
funds may be fully awarded to the subrecipient, the funds will not be reflected as fully
encumbered until the final fiscal year of the project (FY 2024-25). A total of $35.0 million
has been awarded (with some contracts still in process as of this data report date),
including $8 million intended for year two awards for 7/1/24-12/31/24. Funds are
anticipated to be fully expended, and an extension in spending authority to December
31, 2026 will be requested to allow subrecipients to implement programs at a more
reasonable pace where necessary to ensure funds are used in a responsible and
sustainable manner. Balance remaining $11.8 million as of September 2023 includes
contracts that were not yet fully encumbered as of that date and funds reserved for year
two of the grants.

2. $40.0 million was appropriated for the Children Youth and Family Grant. BHA, under
CDHS contracting policies and procedures, finalizes contracts for one year duration with
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the full award divided across the performance period. So, while funds may be fully
awarded to the subrecipient, the funds will not be reflected as fully encumbered until the
final fiscal year of the project (FY25). A total of $40.0 million was appropriated and has
been awarded (with some contracts still in process as of this data report date), including
$10.3 million intended for year two awards for 7/1/24-12/31/24. An extension in spending
authority to December 31, 2026 will be requested to allow subrecipients to implement
programs at a more reasonable pace where necessary to ensure funds are used in a
responsible and sustainable manner. Balance remaining $14.6 million as of September
2023 includes contracts that were not yet fully encumbered as of that date and funds
reserved for year two of the grants.

3. $15.0 million was appropriated for the Substance Use Workforce Stability Grant
Program. BHA, under CDHS contracting policies and procedures, executes contracts for
one year duration with the full award divided across the performance period. So, while
funds may be fully awarded to the subrecipient, the funds will not be reflected as fully
encumbered until the final fiscal year of the project (FY 2024-25). With an appropriation
of $15.0 million, a total of $12.8 million has been awarded (with some contracts still in
process as of this data report date), including $3.6 million intended for year two awards
for 7/1/24-12/31/24. An extension in spending authority to December 31, 2026 will be
requested to allow subrecipients to implement programs at a more reasonable pace
where necessary to ensure funds are used in a responsible and sustainable manner.
Balance remaining $10.6 million as of September 2023 includes contracts that were not
yet fully encumbered as of that date and funds reserved for year two of the grants.

H.B. 22-1283 Youth and Family Behavioral Health Care
1. This program includes the following appropriations: $5.0 million to expand substance use

residential beds for adolescents and $2.5 million for the crisis response service system.
The funds are nearly fully obligated but there is a spending delay due to provider
workforce challenges. BHA is supporting providers with temporary licensing variances
and support as reasonable to ensure quality care is available as soon as possible.
Funds are expected to fully expend. Balance remaining $447,500.
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(b) Please further describe any budget requests that replace one-time General Fund or
ARPA funded programs with ongoing appropriations, including the following information:
(slides 9-11)

● Original fund source (General Fund, ARPA, other), amount, and FTE;
● Original program time frame;
● Original authorization (budget decision, legislation, other);
● Requested ongoing fund source, amount, and FTE; and
● Requested time frame (one-time extension or ongoing).

Please see Attachment 1: CDHS-All Stimulus (SLFRF, DAA, & State Stimulus) Funding
Summary by Division

HB22-1283, HB22-1259, HB22-1303, HB23-1153, and SB23-214 (all described above)
included ongoing General Fund appropriations. These annualizations will be requested
in alignment with the fiscal note. Should our ongoing operating needs change, the
Department will submit requests during the normal budget request process.

Bill Number Ongoing GF
Annualization

H.B. 22-1283 $12,122,515

H.B. 22-1259 $12,619,363

H.B. 22-1303 $18,255,265

H.B. 23-1153 -$160,000

S.B. 23-214 $130,129,154

2. Please provide a description, calculation, and the assumptions for the fiscal impact of
implementing compensation provisions of the Partnership Agreement, as well as a
qualitative description of any changes to paid annual, medical, holiday or family leave as
a result of the Agreement. Please describe any compensation and leave changes for
employees exempt from the Agreement if applicable. (slide 13)

There are some costs that the Department has incurred due to the Partnership and Side
agreement that we are unfortunately unable to quantify. This is due to a few different
variables: limitations in our systems (e.g., Kronos, CPPS, etc.) that would allow us to
capture the data in a segregated way from other costs, the data not being available,
and/or the data being specifically unique to every employee and administratively
challenging to quantify. Additional details are included below.
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● Salary Survey, Ranges, Min Wage (ATB & Movement to New Range
Minimums):
The salary survey request for CDHS for FY 2024-25 is $31,077,783 total funds.
This included $2,974 for movement to statewide minimum wage.

For FY 2023-24, there was a base building total of $20,893,334 total funds, as
well as $4,689,034 that was non-base building (for additional compensation for
nurses, client care aides, healthcare technicians, and state teachers at the
Department’s 24/7 facilities).

For minimum wage (Across the Board & Movement to New Range Minimums):
the data collected in our system is not completely segregated based on this
individual attribute, and therefore can not be quantified.

● Critical Staffing Needs: This is DOC and DHS specific.

As noted above, the Department was appropriated $4.7 million in FY 2023-24 to
address critical staffing needs for nurses, client care aides, healthcare
technicians, and state teachers. This represents an 8.0 percent increase for
nurses and 3.17 percent for the other noted job classes.

● Steward Time:
Currently this is being recorded and paid as regular work time so there is not a
way to collect hours or pay directly. Tracking this time is a major system change
in Kronos from the design set up and how it functions in the system with other
pay types. This is currently on the list with UKG as a system build.

● Holiday Pay:
Based on staff preferences and system capabilities, CDHS elected to offer an
alternate holiday, unless the employee specifically requested holiday pay (time
and a half). To date, no one has requested holiday pay over additional leave time.

● Leave Accrual Maximums:
We do not have a specific cost related to leave accrual maximums. Wages do not
change with extra leave granting only the needs for coverage in certain positions
that could drive additional costs. In addition, we would have to know if there were
specifically positions created to cover the use of this additional leave time to
gather actual costs. At this time, we are unable to provide a cost.
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● PFML:
The Department is trending to have a 45% increase in hours. Due to the varying
nature of salaries, we can not easily extrapolate that to costs. However, the
Department does recognize that there was a cost born from the increase in
PFML hours.

● CDHS Side Agreement:

Section 1: Union Rights
N/A

Section 2: Non Discrimination
N/A

Section 3: Filling Vacant Positions
N/A

Section 4: Hours and Shifts
N/A

Section 5: Overtime
N/A

Section 6: Rewards and Incentives
The Department incurred $11,600 in lead pay.

Section 7: On-Call Assignments
Cost YTD $176,282, Annualized $423, 076
Prior year cost $169,231

Section 8: Health and Safety
The Department incurred $50,000 to have an independent time study conducted
related to the Social Worker job class.

Section 9: Labor Management Committee
N/A – There are no direct costs to the LMC at this time.

Section 10: Paid Time off and Holiday Schedules
N/A – There are no direct costs of the Paid holiday and/or time off at this time.
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Section 11: Differentials and Stipends (includes uniforms)
As noted above, the Department was appropriated $4.7 million for temporary pay
differentials for hard-to-fill positions.

Cost of Uniforms

Agency or Division/Unit # Staff Amount Grand Total Notes

CDHS Division of Youth
Services (DYS) 1,169 $150.00 $175,350.00

Required to follow dress
code and not necessarily a
"uniform"

CDHS Regional Centers 616 $150.00 $92,400.00

Required to follow dress
code and not necessarily a
"uniform"

CDHS Division of Facilities
Management (DFM) 310 $150.00 $46,500.00

Public Safety 71 $150.00 $10,650.00

CDHS CMHHIP/Dining 100 $150.00 $15,000.00

CDHS CMHHIP/CSS 50 $150.00 $7,500.00

CMHHIFL/Dining 50 $150.00 $7,500.00

Required to follow dress
code and not necessarily a
"uniform"

CDHS Veterans
Community Living Centers
(VCLC) 483 $150.00 $72,450.00

Required to follow dress
code and not necessarily a
"uniform"

Grand Total $427,350.00

Section 12: Retention
The Department and COWINS formalized the process for retention payments.
However, the Department had previously been issuing these payments
periodically, so these were not new costs to CDHS due to the agreement.

Section 13: Training Programs
Employee & Labor Relations (60%) Staff Salaries for 2022/2023 = $602,511.66
This includes costs for implementation, creation of SOP’s, tools, training decks
and Open Houses.
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Section 14: Correction in Pay
Costs related to the identified method of correcting pay have had a significant
increase on the costs related to those corrections. To be compliant with the
agreement the department has incurred costs related to the time spent by the
payroll staff to collect and confirm needed corrections, the recalculating of pay
rates and the time for OSC to issue the CHOP and the mailing of the check to the
employee of $13,600 per month and annualized to $163,188. The average
number of CHOP corrections processed each month is 115 which has increased
by 50%.

3. Provide a prioritized list of budget reductions the Department would propose if 10.0
percent General Fund appropriation reductions were required of every Department.

We appreciate the question and the desire to partner with the Department on identifying
reductions. On November 1st the Governor submitted a balanced budget that provided
decision items for increases and reductions that we spent over a half a year to identify
and prioritize across the entire Executive Branch. The proposed budget is balanced,
maintains a reserve of 15%, and does not require a 10.0 percent reduction in the
General Fund to balance. If the economic conditions change the Governor will take
actions to propose reduced expenditures and submit a plan to address the shortfall to
the General Assembly. If the Joint Budget Committee wants feedback on specific
reduction proposals, we welcome the opportunity to work with JBC staff on estimating
the impacts and tradeoffs of those proposals.
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Hearing Questions
General Factors Driving the Budget
FY 2024-25 Department Requests

Support Services (slides 14-22)

Salary Survey Adjustment

1. [Rep. Sirota] The FY 2024-25 request includes a salary survey increase for specific job
classifications at the Department’s 24/7 facilities, pursuant to Article 31.7 of the Colorado
Workers for Innovation and New Solutions Partnership Agreement. An appropriation for
this purpose was provided in FY 2023-24. (slides 10, 11)

○ How was the FY 2023-24 allocation for this purpose provided to the affected
employees?

In addition to the 5% across-the-board salary survey, $4.7 million was included in
the Salary Survey appropriation for non-base-building pay differentials for
hard-to-fill jobs classes. This included funding for an additional 8.0 percent for
nurses and 3.17 percent for non-nurse direct care staff. These funds were
distributed to impacted employees via a pay increase pursuant to the
percentages above. Logistically, this looked like a percentage increase to each
employee's standard paycheck.

○ Why was the FY 2024-25 request not submitted as a prioritized request for a
targeted salary increase?

Last year’s R-03 request from DPA outlined this targeted salary increase that
functions as a critical staffing incentive as a two year obligation. Furthermore, this
critical staffing incentive stems from Article 31.7 of the Partnership Agreement.
Any additional amounts beyond this would need a prioritized request and should
be discussed with COWINS. However, as this was negotiated in the Partnership
Agreement and established as a two year obligation in DPA R-03 of last year, it
was instead included in the total compensation template for CDHS as part of
Salary Survey Adjustments for this year as an annualization essentially.

○ Given the multi-year difficulties of hiring and retaining staff in the position
identified in Article 31.7, why is this compensation being requested on a
one-time, non-base building basis?

17



This was negotiated as part of the Partnership Agreement as a non-base-building
compensation increase while the positions remain hard-to-fill. We will continue to
assess the effectiveness of the increases as we plan for future budget requests,
particularly following the implementation of step plans.

■ What other factors besides compensation are contributing to the difficulty
in hiring and retaining these staff? (slide 17)

There have been multiple challenges in hiring and retaining staff that are
not directly related to compensation. The recent pandemic created a
staffing crisis that saw many healthcare professionals retire or decide to
exit the healthcare profession. Most have noted they wanted a job less
physically and mentally demanding. There has also been a limited
number of qualified job applicants in the marketplace looking for work and
the school enrollments for new healthcare professionals are not at levels
to support the number of recent exits. The low unemployment rate in
Colorado is making hiring more competitive between employers. So there
is high demand for these critical staff and our competition is often able to
make job offers to interested candidates more quickly. We have numerous
steps to follow and to complete between application and job offers based
on the State Personnel Board Rules, the Partnership Agreement and
CDHS Side Agreement. This often means we get a significant level of
withdrawals from applicants before we have even had the opportunity to
interview.

Our challenges in retaining CDHS staff can be attributed to many different
factors, but the data we have from exit surveys and stay interviews
informs us that employees' top reason for leaving CDHS is related to the
relationship with their direct supervisor. (Coincidently, one of employees’
top reasons for leaving also includes their relationship with their direct
supervisor, which indicates to us that leadership development across all
supervisory levels is critical.) Our employee engagement survey results
also indicate a need for improved trust and communication from
leadership, in addition to compensation levels. Finally, the motivations in
the workforce have changed, and employees are not as attracted to long
term benefits such as retirement packages as they were in years past.
There is far more employee turnover, as employees often move from one
position to another for career opportunities, better compensation, or
different work environments.
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2. [Rep. Bird and Taggart] The Department reports significant staffing vacancies. Please
discuss why additional staffing resources are necessary. (slide 16)

High turnover and vacancy rates create additional demand for all of the functions
necessary to fill a position, including: position description (pd) reviews, marketing and job
fairs, job posting, application reviews, multiple rounds of interviews, equal pay for equal
work analysis, background checks, etc. The consistent need to fill a high volume of
positions, including critical positions, means our Human Resources staff is constantly
struggling to keep up with this demand. This increases costs by necessitating overtime
and contract staff, causes staffing issues in our 24/7 facilities and extends our time to
hire. Our goals with this request is to reduce turnover by developing better leaders at all
levels of the organization and increase the bandwidth of our Workforce Strategy teams
(talent acquisition, community outreach and job evaluation).

○ Given the number of vacancies that the Department of Human Services currently
has, why not use unexpended appropriations associated with the current
vacancies to fill this need?

The majority of our vacancies throughout the year are in direct care positions.
Mandated staffing ratios and care needs require the Department to backfill these
hours with contract staff and/or overtime, which raises our costs dramatically and
results in vacancy costs rather than vacancy savings.

○ Is it possible to reassign current staff to meet the needs of this request?

Programs cannot take on the work directly because HR staff are required to be
certified in Job Evaluation, Compensation, Talent Acquisition and Personnel
Service Contracts (temporary staffing) to receive access to the DPA HR resource
portal and the HR Personnel technology (NEOgov). You also have to be in the
HR Classification to be approved to take the certification, meaning you already
need HR experience to take those exams.

3. [Rep. Bird] The Department discusses human resources staffing benchmarks. Please
provide a description and discussion of the benchmarks used by the Department to
justify the additional resources in this request. (slide 18)

DHR is currently in need of additional funding based on our analysis of ongoing
workload and HR to Employee ratios. An HR-to-employee ratio is an expression of the
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number of HR employees needed to support 100 full-time employees. The average ratio
is around 2.57 (so 2.5 HR staff per 100 employees) and small organizations may need
an even higher ratio of 3 or above.

SHRM (Society for Human Resources Management) is the world’s largest HR
membership organization dedicated to HR Management. In 2015 their workforce
analytics team analyzed the previous year’s Human Capital Benchmarking Survey to
publish an article on “How Organizational Staff Size Influences HR Metrics” (see
Attachment 2). This report actually had notable relevant information for us to benchmark
with other Large Complex Unionized Government Organizations.

When attempting to benchmark ourselves within the state of Colorado, we had
challenges because there was only one other department close to our employee
population size and they utilize significantly fewer job classes than CDHS. There is also
not currently a standard to define who you count in HR when doing the ratio analysis,
since some departments utilize HR technicians (not of the professional class) and some
smaller HR divisions are even combined with payroll and do both of those functions.

To provide some context, implementing a pay plan (step pay program) across a
100-person organization is very different from implementing across a 5,000-person
organization and within CDHS we have complexity across our different offices that adds
additional workload for employee changes to pay or even changes in supervisors.

The research methodology noted by SHRM in the article provides statistical validation:
Since 2005, SHRM has been collecting human capital benchmarking data on an annual
basis. The current 2015 SHRM Human Capital Benchmarking Survey was conducted to
create a database of human capital metrics across various industries. In February 2015,
an e-mail that included a link to the survey was successfully sent to 27,614 SHRM
members, and 3,018 HR professionals responded. The study collected data on human
capital metrics such as succession planning, turnover, cost-per-hire, time-to-fill and
salary increases. In addition, organizational data, such as employee size and geographic
region, were obtained. Data were collected for 2014, along with expectations for hiring
and revenue changes in 2015. The response rate was 10.9%. Given the level of
response to the survey, SHRM is 98% confident that responses given by respondents
can be generalized to all SHRM members with a margin of error of approximately +/-4%.
The survey was created by SHRM’s Workforce Analytics Program and was reviewed by
the SHRM Human Capital Measurement/HR Metrics Special Expertise Panel.

Generally, the larger an organization, the assumption is you gain economies of scale
with efficiencies. As for CDHS, we are technically a large organization (being over 5,000
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employees). However, given our complexity due to multiple offices and many programs,
we are more like 5 unique medium-sized organizations who are supported by the same
HR team. Our current HR-to-employee ratio is at 1.2 and our budget request will
increase us to 1.4, but that ratio still has us well below the national average of 2.57 and
more appropriately between a large organization ratio and medium sized organization
ratio.

Why does this matter? Having a lower HR-to-employee ratio results in slower responses
to our managers and employees, and therefore limits our ability to support the program
offices when they have urgent hiring needs, urgent employee relations issues, and more.
We also have had a negative impact on our Division of HR due to burnout, with our worst
year resulting in almost 40% of our staff (2021-2022) resigning, with many noting one of
their reasons for leaving being an inability to keep up with the requests from the
organization in a timely manner. Last year DHR’s turnover was almost 22%.

4. [Sen. Kirkmeyer] Please provide details on how many human resources positions and
people transferred from the Department of Human Services to both the Behavioral
Health Administration and the Department of Early Childhood. This update should
include: (slide 20)

○ the total number of positions that transferred out of DHS under each of these
initiatives, and

○ the specific human resources job classifications for the positions transferred.

CDHS transferred 1.0 FTE (HR Specialist V) from Human Resources to The Behavioral
Health Administration (BHA). However, the BHA remains a part of CDHS and CDHS HR
staff still perform all Human Resource functions for the BHA. As for the Department of
Early Childhood (CDEC), 108 positions transferred from CDHS, including 1.0 FTE (HR
Specialist IV) in HR.

5. [Sen. Kirkmeyer] Please provide a list and requested adjustment for line items affected
by the community provider rate adjustment that also include federal funds matching.

Line Items Affected by the Community Provider Rate Adjustment
Office Program TF GF CF RF FF

OCYF

Adoption and Relative

Guardianship Assistance $883,869 $478,184 $89,102 $0 $316,583

OCYF Child Welfare Services $8,112,629 $4,287,597 $1,518,797 $282,278 $2,023,957

OCYF

County Level Child

Welfare Staffing $570,284 $415,142 $57,431 $0 $97,711
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OCYF

Residential Placement

for Children with

Intellectual and

Developmental

Disabilities $75,455 $75,455 $0 $0 $0

OCYF

Family and Children's

Programs $1,191,059 $1,002,408 $124,524 $0 $64,127

OCYF Medical Services $92,171 $92,171 $0 $0 $0

OCYF Educational Programs $69,896 $69,896 $0 $0 $0

OCYF

Purchase of Contract

Placements $128,307 $119,044 $0 $9,263 $0

OCYF Managed Care Project $32,176 $31,388 $0 $788 $0

OCYF SB 91-94 Programs $327,022 $261,248 $65,774 $0 $0

OCYF Parole Program Services $72,183 $72,183 $0 $0 $0

OES Refugee Assistance $39,133 $0 $0 $0 $39,133

OES County Administration $1,634,323 $544,037 $326,865 $0 $763,421

BHA

Mental Health

Community Programs $589,490 $589,490 $0 $0 $0

BHA

ACT Programs and Other

Alternatives to the MHIs $360,125 $360,125 $0 $0 $0

BHA

Mental Health Services

for Juvenile and Adult

Offenders $121,766 $0 $121,766 $0 $0

BHA

Children and Youth

Mental Health Treatment

Act $165,952 $154,333 $8,919 $2,700 $0

BHA

Family First Prevention

Services Act $13,005 $13,005 $0 $0 $0

BHA

Veteran Suicide

Prevention Pilot Program $60,576 $60,576 $0 $0 $0

BHA

Treatment and

Detoxification Programs $423,868 $276,401 $147,467 $0 $0

BHA

Increasing Access to

Effective Substance Use

Disorder Services $332,129 $0 $332,129 $0 $0

BHA Prevention Programs $1,023 $0 $1,023 $0 $0

BHA Offender Services $65,071 $65,071 $0 $0 $0

BHA

Behavioral Health Crisis

Response System

Services $610,475 $525,243 $85,232 $0 $0
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BHA

Behavioral Health Crisis

Response System Secure

Transportation Pilot

Programs $11,658 $0 $11,658 $0 $0

BHA

Behavioral Health Crisis

Response System

Telephone Hotline $75,763 $68,561 $7,202 $0 $0

BHA

Community Transition

Services $155,801 $155,801 $0 $0 $0

BHA

Criminal Justice

Diversion Programs $190,035 $71,257 $118,778 $0 $0

BHA

Jail-based Behavioral

Health Services $141,989 $141,989 $0 $0 $0

BHA

Circle Program and Other

Rural Treatment

Programs for People with

Co-occurring Disorders $133,335 $12,540 $120,795 $0 $0

BHA Care Coordination $6,889 $6,889 $0 $0 $0

BHA 988 Crisis Hotline $241,647 $0 $241,647 $0 $0

OCFMH

Fort Logan Personal

Services $114,064 $38,616 $75,448 $0 $0

OCFMH Pueblo Personal Services $338,265 $75,172 $263,093 $0 $0

OCFMH Court Services $55,897 $55,897 $0 $0 $0

OCFMH

Forensic

Community-based

Services $29,920 $29,920 $0 $0 $0

OCFMH

Jail-based Competency

Restoration Program $249,221 $249,221 $0 $0 $0

OCFMH

Purchased Psychiatric

Bed Capacity $64,663 $64,663 $0 $0 $0

OCFMH

Outpatient Competency

Restoration Program $71,081 $71,081 $0 $0 $0

OAADS

Colorado Commission for

the Deaf, Hard of

Hearing, and DeafBlind $14,720 $0 $0 $14,720 $0

OAADS Adult Protective Services $391,212 $267,981 $78,242 $0 $44,989

CDHS TOTAL $18,258,147 $10,802,585 $3,795,892 $309,749 $3,349,921
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6. [Rep. Bird and Sen. Kirkmeyer] Please provide a detailed accounting of the balance and
expenditures from the S.B. 21-288 American Rescue Plan Act of 2021 Cash Fund.

Balance and Expenditures From the S.B. 21-288 American Rescue Plan Act of
2021 Cash Fund

Project
Name

End Date Appropriation Encumbered Spent Unobligated as
of 9/30/23

ARPA Youth
Residential
Beds

11/30/24 $11,890,000 $4,560,000 $3,640,000 $3,690,000

CDHS
Competency
Beds

12/31/24 $26,950,000 $390,000 $24,050,00
0

$2,510,000

Recruitment
& Retention
Incentives

4/30/24 $8,490,000 $6,950,000 $1,540,000

Staffing &
Retention
(HR FTE)

6/30/23 $2,619,000 $2619,000 Project
complete

CMHIP
Operating
Fund

6/30/23 $1,653,000 $1,283,357 Project
complete

ARPA
Personal
Services
(Recovery
Officer)

6/30/23 $123,600 $41,353 Project
complete

CMHIP
Admin

12/31/22 $1,785,368 $1,785,368 Project
complete

Booster
Incentives

3/30/22 $6,045,200 $6,045,200 Project
complete

7. [Sen. Kirkmeyer] Please provide to-date accounting of what grants have been awarded
and expended by the BHA as well as an estimate of the amount of funds at risk of
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reversion due to timelines and if those funds should be reverted to other projects ready
for disbursement. (BHA slides 25, 26)

BHA has awarded 82% of the funds for its ARPA grant programs, meaning BHA has
collected proposals from providers eager to make changes to expand quality behavioral
health services in their community. BHA has selected the strongest proposals, and has
begun the formal contracting process with awards in different stages, from intending to
award to fully finalized. To genuinely enhance access and build capacity for increased
behavioral health services across the state, BHA chose to extend eligibility to providers
beyond the typical set which the Office of Behavioral Health had historically contracted.
As a result, it is taking additional time and effort to onboard providers to participate in
BHA programs and manage federal funds. Approximately 40% of our finalized grant
contracts (over 50 providers) are new providers receiving grants. The awards supported
providers specifically representing and/or focusing on targeting BIPOC, LGBTQIA2+,
youth and young adults, bi-lingual, indigenous, low-income, rural/frontier, and veterans;
and which are addressing the gaps in treatment that are especially acute in these
populations.

Many of these projects are now ready for disbursement and will be successful and
capable of spending, given additional time. BHA anticipates that the remaining grants
will be awarded by the end of quarter three of FY24. Of those already awarded, 82%
have fully finalized contracts and providers have begun making changes to expand
access to quality behavioral health care in their communities using these funds.

The short window (9-18 months) that providers have to implement programs after
contract finalization does pose a risk that providers awarded funds will not have the time
needed to implement their plans. Providers are required to wait until the contract is
finalized before beginning the project, which includes hiring staff if that is part of their
implementation plan.

To complete this work and extend the impact of this work, BHA plans to request an
extension of spending timelines. A supplemental request will be provided to the JBC for
relevant programs at the appropriate time. Extension of spending authority for one-time
community grant programs will ensure funds are fully expended as originally intended
within the ARPA spending timeline. If spending authority is not extended beyond
December 30, 2024, BHA expects 25% of the FY24 awards and 50% of the
yet-to-be-made awards, a combined total of $43.5 million, are at risk of reversion.
However, with critical grantee support through monitoring and technical assistance, if
BHA were provided the opportunity to extend spending in alignment with the American
Rescue Plan Act of 2021 cash fund (obligating funds by December 30, 2024 and
expending by December 30, 2026) the risk of reversion would be greatly mitigated.
Extended spending authority would allow funds to be expended as originally intended
without a need for reinvestment.
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(procurement,
evaluation,
awarded,
contracted)

Providers Awarded as of
Dec 2023*

Encumbrances
as of Sept 2023

$ Awarded

H.B. 22-1281 Grant Programs

Community
Investment
Grant

Contracted 33 $35M $23.00M $8M

Substance Use
Workforce
Stability Grant

Contracted 15 $12.75M $4.40M $3.6M

Children, Youth,
Family Services
Grants

Contracted 33 $40M $25.37M $10.3M

S.B. 22-196 Grant Program

Criminal Justice
Early
Intervention

Contracted 29 $49.6M $24.68M $14.4M

S.B. 22-181 Grant Programs

Career Pipeline
Development
Round One

Awarded and
some have been
contracted

17 $3.6M
*estimated total
subject to change
with final budget
negotiations

TBD through
final budget
negotiations and
contracting

TBD through
final budget
negotiations and
contracting

Career Pipeline
Development
Round Two

Procurement TBD TBD TBD TBD

Behavioral
Health
Workforce
Recruitment &
Retention Grant

Awarded and
some have been
contracted

24 $4.5M
*estimated total
subject to change
with final budget
negotiations

TBD through
final budget
negotiations and
contracting

TBD through
final budget
negotiations and
contracting

Work Based
Learning
Incentives Grant

Procurement TBD TBD TBD TBD

Behavioral
Health
Workforce Peer
Support
Professionals
Grant

Evaluation- 54
applications in
process

TBD TBD TBD TBD

S.B. 22-148 Grant Program



*BHA, under CDHS contracting policies and procedures, finalizes contracts for one year duration with the
full award divided across the performance period. While funds may be fully awarded to the subrecipient,
the Colorado Forward dashboard will not reflect the funds as fully encumbered until the final fiscal year of
the project (FY25).

8. [Sen. Zenzinger] Please separately describe bills that have allocated one-time ARPA
funds to the BHA, and what bills have allocated one-time ARPA funds to OCFMH.
Describe the expenditures and encumbrances of these allocations, and any challenges
to implementation. (BHA slide 24)

BHA:
In the following table you will find all one-time ARPA funds allocated to BHA, including
expenditures and encumbrances of these allocations and current implementation status.
Below the table we have included challenges we have already overcome, as well as
present challenges to implementation. The current challenges to implementation build
upon spending authority timeline challenges as stated in question requesting accounting
of all ARPA grants.

Behavioral Health Administration One-Time ARPA Funds

Bill Title Project Title and Purpose
Appropriatio

n ($M)

Actual
Expenditure

s through
Sept 2023

($M)

Actual
Encumbrance

s through
June 2024

($M)
Unencumber

ed ($)
Unencumbere

d (%)
S.B. 21-137
Behavioral
Health
Recovery
Act

Community Mental Health
Centers - School Aged
Children: Provide services
to school-aged children
and families through
school-based clinicians

$2.00 $1.39 $0.49 $.12 6%

Behavioral Health
Workforce Development
Program: Ease behavioral
healthcare workforce
shortage through training
system, curriculum, and
scholarships

$16.00 $8.12 $2.86 $5.02 31%

Behavioral Health
Workforce Development
Program - Capacity Grants:
Grants to diversify the
safety-net provider
workforce

$2.00 $1.49 $0.51 $0 0%

Behavioral Health
Statewide Care

$26.00 $10.61 $10.69 $21.3 18%
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Bill Title Project Title and Purpose
Appropriatio

n ($M)

Actual
Expenditure

s through
Sept 2023

($M)

Actual
Encumbrance

s through
June 2024

($M)
Unencumber

ed ($)
Unencumbere

d (%)
Coordination Infrastructure:
Develop and launch critical
infrastructure to improve
access to comprehensive
and coordinated care
High-Risk Families Cash
Fund: Increase treatment
capacity and access for
high-risk families

$3.00 $1.99 $1.00 $0 0%

S.B. 22-148
Tribal
facility

Colorado Land-Based Tribe
Behavioral Health Services
Grant Program: Fund
capacity for substance use
disorder treatment

$5.00 $0 $0 $5.0 100%

S.B. 22-177
Care
coordinatio
n

Round 2: Care
Coordination Infrastructure:
Develop and launch critical
infrastructure to improve
access to comprehensive
and coordinated care

$12.20 $0.03 $0 $12.17 99%

S.B. 22-181
Workforce
investments

Learning Academy:
Increase capacity and skills
of providers through
training

$4.86 $0 $0 $4.86 100%

Innovative Recruitment and
Retention Grant: Support
recruitment and retention in
high-need areas in order to
strengthen, diversify, and
reduce the administrative
burden for the current
behavioral health workforce

$4.50 $0.37 $0.26 $.63 86%

Peer Support
Professionals: Expand,
strengthen, and
professionalize the peer
support workers in the
Behavioral Health field by
formalizing ethical
standards, governance,
certification, training
curriculum, and tracking
mechanisms

$5.93 $0 $0 $5.93 100%

Behavioral Health Aide
Program: Fill gaps in the
behavioral health treatment
array and allow for a large
pool of prospective
employees in behavioral
health.

$3.74 $0.02 $0.15 $3.57 96%

Workforce Expansion:
Create paid internships and

$17.79 $0.134 $2.23 $15.43 87%
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Bill Title Project Title and Purpose
Appropriatio

n ($M)

Actual
Expenditure

s through
Sept 2023

($M)

Actual
Encumbrance

s through
June 2024

($M)
Unencumber

ed ($)
Unencumbere

d (%)
pre-licensure stipends;
career pipeline
development grants; and
behavioral health
apprenticeships in order to
strengthen and diversify
the behavioral health
career pipeline

S.B. 22-196
Criminal
justice
direct
investments

Criminal Justice Early
Intervention Grant: Fund
strategies that prevent
people with behavioral
health needs from
becoming involved with the
criminal justice system or
that redirect individuals to
appropriate services

$50.70 $0.13 $24.68 $26.02 51%

H.B.
22-1243
School
security and
school
behavioral
health
services
funding

Rapid Mental Health
Response (I Matter):
Provide free rapid mental
health services to children
and youth

$6.00 $5.51 $0.43 $5.94 .01%

H.B.
22-1281
Community
Behavioral
Health
Grant
Program

Community Investment
Grant: Fund programs and
services along the
behavioral health
continuum in areas of
highest need

$35.00 $0.23 $23.00 $11.77 34%

Children Youth and Family
Services Grant: Fund
services for children, youth,
and families to address
acute, complex, or severe
behavioral health
problems.

$40.00 $0.06 $25.37 $14.57 36%

Substance Use Workforce
Stability Grant: Fund
providers to support front
line SUD workforce
employees

$15.00 $0.03 $4.40 $10.57 70%

H.B.
22-1283
Youth and
family
residential
care

Residential substance use
treatment beds for children
and youth: Add necessary
facilities and equipment for
youth residential treatment
beds

$5.00 $0.83 $4.17 $0 0%

29



Bill Title Project Title and Purpose
Appropriatio

n ($M)

Actual
Expenditure

s through
Sept 2023

($M)

Actual
Encumbrance

s through
June 2024

($M)
Unencumber

ed ($)
Unencumbere

d (%)
Round 2: Crisis Services
for Colorado Residents:
Provide specialized
in-home crisis resolution
services for children, youth,
and their families who do
not need inpatient level of
care or to avoid an
out-of-home placement

$2.50 $0 $2.05 $2.05 18%

H.B.
22-1326
Fentanyl

Technical Assistance to
Jails for Medication
Assisted Treatment:
Support jails with
development and
implementation of
medication-assisted
substance use treatment

$3.00 $0.12 $2.84 $0 0%

BHA’s plans for any unobligated ARPA funds are outlined below by bill:

SB 21-137: Behavioral Health Recovery Act
● Community Mental Health Centers - School Aged Children

Of the $2 million appropriation in this bill, only approximately $100,000 remains
unencumbered. The funds are nearly expended and there are no current implementation
challenges.

● Behavioral Health Workforce Development Program
Of the $16 million appropriated under this bill, approximately $5 million remains
unencumbered. The unobligated funds relate primarily to an IA with CDHE that is on
track to fully spend via scholarships. These remaining funds are fully committed to
CDHE under the IA, but the system does not reflect those funds as encumbered due to
system definitions. There are no current implementation challenges

● Behavioral Health Statewide Care Coordination Infrastructure
Of the $26 million appropriated under this bill, approximately $4.7 million remains
unencumbered. The remaining funds are on track to be fully utilized as intended.
Remaining unobligated funds are fully committed for operations including Ownpath
improvements and promotion as well as planning and launch of the provider platform,
incrementally rolling out features and functionality, in a focused and prioritized manner.

SB 22-148: Colorado Land-based Tribe Behavioral Health Services Grant Program
● Colorado Land-Based Tribe Behavioral Health Services Grant

All of the $5 million appropriated under this bill is currently unencumbered. The
encumbrance has been delayed due to necessary and significant preliminary
collaboration between Tribes and the discussion of eligible uses. The contract is in final
review/processing phases with the tribe. The contract will then be fully encumbered in
quarter three of FY24.
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SB 22-177: Investments In Care Coordination Infrastructure
● Care Coordination Infrastructure

Of the $12.2 million appropriated under this bill, 99% remains unencumbered. The
project has delayed spending because it builds on an on-going SB 21-137 project that
will be exhausted by 6/30/24. BHA has not requested additional funds to continue and/or
maintain tech systems created throughout recent years, because BHA is strategically
spending down funding that has earlier spending timeframes. This SB 2-177 spending is
primarily planned for after SB 21-137 funding is exhausted, and it is supported with a
detailed project and budget timeline. These funds are fully and thoughtfully budgeted to
IT infrastructure components including data exchange and collection systems,
application build, personnel, and community engagement for co-creation. Expenses
support behavioral health care coordination infrastructure by shifting to a critical
cloud-based platform allowing more providers to actively participate in the state’s care
coordination infrastructure, creating meaningful interoperability and alignment with
critical components of the eHealth Commissions Health IT Roadmap and training
navigators on the safety net system services, procedures, and social determinants of
health resources.

SB 22-181: Behavioral Health-care Workforce
● Learning Academy

All of the $4.86 appropriated under this bill is currently unencumbered. The budget for
the Learning Academy build out has been allocated to develop curriculum materials to
increase the cultural responsiveness and quality of the behavioral health workforce. The
funds have been designated to continue the Learning Management System work tied to
SB 21-137. These expenditures will be reflected in the Q4 report for FY24 and the Q1
report for FY25. The delay in expenditures was due to vendor setbacks, which in turn,
postponed the start date by several months.

● Innovative Recruitment and Retention Grant
Of the $4.5 million appropriated under this bill, 86% remains unencumbered. However
the grant has been fully awarded and there are no additional implementation challenges.
Grant applications have been reviewed and awarded, and contracts are currently being
negotiated with community partners. Contracts are executed on a rolling basis.

● Peer Support Professionals
All of the $5.93 appropriated under this bill is currently unencumbered. Approximately $5
million of these funds will be dispersed via community grants. BHA is currently
evaluating 54 applications that have been received and will determine awardees and
execute contracts by March 2024. The remaining portion of these funds will be
transferred to CDPHE via an IA to incorporate peer support professionals into the
Colorado Health Systems Directory. The IA is in process of being developed.

● Behavioral Health Aide Program
Of the $3.74 million appropriated under this bill, 95% remains unencumbered. From
these unobligated funds, $1.7 million has been identified for reinvestment in other
projects as a part of the statewide ARPA reinvestment strategy included in the
Governor’s Nov. 1 budget submission. The remaining $1.87 million is dedicated to

31



implementation of the role filling gaps in the behavioral health treatment array in
alignment approval of the Behavioral Health Assistant microcredential by the Colorado
Community College System (anticipated January 2024).

● Workforce Expansion
Of the $17.8 million appropriated under this bill, approximately $15.5 million remains
unencumbered. This project includes Pipeline Grants with round one fully awarded and
contracts executing on a rolling basis, and round two RFP to be released Dec 2023; and
Work-Based Learning Grants with the RFP announced to be released in Dec 2023.
Grant contracts are on track to be fully finalized by quarter three of FY24. Spending
down the remaining funds by Dec 2024 may be a challenge without extended spending
authority. The Workforce Expansion project also includes a pipeline project with funds
fully dedicated to an IHE through an IA with the project’s implementation on track.

SB 22-196: Health Needs Of Persons In Criminal Justice System
● Criminal Justice Early Intervention

Of the $50.7 million appropriated under this bill, approximately $24.8 million remains
unencumbered. Currently there are no additional implementation challenges not stated
in the APRA grant question response related to spending authority. Funds are
encumbered annually and all funds currently not encumbered are being held for the final
fiscal year of the project (FY25).

HB 22-1243: School Security and School Behavioral Health Services Funding
● Rapid Mental Health Response

Of the $6 million appropriated under this bill, 99% has been spent or obligated. The
remaining funds have been identified for reinvestment in other projects as a part of the
statewide ARPA reinvestment strategy included in the Governor’s Nov. 1 budget
submission.

HB 22-1281: Behavioral Health-care Continuum Gap Grant Program
● Community Investment Grant

Of the $35 million appropriated under this bill, $11.75 million remains unencumbered.
Currently there are no additional implementation challenges not stated in the APRA
grant question response related to spending authority. Funds are encumbered annually
and all funds currently not encumbered are being held for the final fiscal year of the
project (FY25).

● Children Youth and Family Services Grant
Of the $40 million appropriated under this bill, $14.6 million remains unencumbered.
Currently there are no additional implementation challenges not stated in the APRA
grant question response. Funds are encumbered annually and all funds currently not
encumbered are being held for the final fiscal year of the project (FY25).

● Substance Use Workforce Stability Grant
Of the $15 million appropriated under this bill, $10.3 million remains unencumbered.
Currently there are no additional implementation challenges not stated in the APRA
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grant question response. Funds are encumbered annually and all funds currently not
encumbered are being held for the final fiscal year of the project (FY25).

HB 22-1283: Youth And Family Behavioral Health Care
● Crisis Services for Colorado Residents

Of the $2.5 million appropriated under this bill, 17% remains unencumbered. The small
amount of remaining funds are expected to be fully encumbered and there are no
current implementation challenges.

CDHS:
Please see the first common question for information about OCFMH expenditures and
encumbrances, and Question 52 in the OCFMH section for additional implementation
updates.
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Office of Adult, Aging and Disability Services (OAADS) (slides 23-38)

9. [Rep. Sirota] There have been concerns raised by constituents regarding the Colorado
Commission for the Deaf, Hard of Hearing, and DeafBlind and it has been reported that
the Commission’s FY 2023-24 budget does not meet the demand of its programming.
(slides 36, 37)

○ What is the amount of the budgetary shortfall between programmatic demand
and the Commission’s FY 2023-24 appropriation?

The Colorado Commission for the Deaf, Hard of Hearing and Deafblind
(CCDHHDB) is a program located within the Office of Adult, Aging and Disability
Services within the Colorado Department of Human Services. Similar to many
other Department programs and services, CCDHHDB services are not part of an
entitlement program, which means there are not unlimited funds to meet the
needs of those served by the CCDHHDB. Rather, the CCDHHDB receives an
appropriation for the fiscal year in the Long Bill to fulfill its statutory obligations.
The total appropriation for the CCDHHDB in FY 2023-24 is $2,541,841, which
includes $2,308,535 reappropriated funds from the CCDHHDB Cash Fund within
the Department of Regulatory Agencies, $103,214 General Fund and $130,092
from HB 23-1067 for the Community Intervener Program (reappropriated funds
from the CCDHHDB cash fund).

If we consider the number of requests that have been received so far this fiscal
year and the associated costs of providing those services to continue into the
second half of the fiscal year, we are set to outpace the appropriation. Because
service needs and requests vary throughout the year and can fluctuate for a
variety of reasons over time, we cannot confidently know the exact need for this
year. However, we are committed to managing our budget to our appropriation.

○ How much of the FY 2023-24 appropriation is dedicated to the provision of
services?

Of the total appropriation, $888,214 is dedicated to paying external vendors to
provide direct services to clients. In addition, there are three CCDHHDB staff
members dedicated to providing services that support clients directly.

It is also important to note that in addition to facilitating the provision of services
by vendors and providing some of the direct services, the CCDHHDB staff are
required to meet other statutory obligations such as serving as an informational
and referral resource and conducting outreach for state and local governments,
DHHDB Coloradans, non-deaf individuals, and other entities throughout the
state; administering the Communications Technology Program; overseeing the
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Community Grants Program; and assessing needs of DHHDB individuals across
the state.

○ Is this budgetary shortfall a one-time occurrence or a persistent problem?

Historically, the CCDHHDB has not fully spent its appropriation so there has not
been a budgetary shortfall in prior years. However, there was an uptick in
expenditures at the end of last fiscal year and the CCDHHDB fully spent its
appropriation in FY 2022-23. The request for services has continued to increase
over the past six months. Our analysis to date has uncovered a variety of factors
that have led to increased number of requests and costs associated with
providing CCDHHDB services, including:

● COVID-19: The end of the height of the COVID-19 pandemic has led to
more DHHDB engaging in activities that lead to the need for CCDHHDB
services.

● Outreach: The CCDHHDB and other stakeholders have been successful
in making DHHDB individuals throughout Colorado aware of the services
available and have increased the visibility of the Commission.

● Addition of new programs: Over the past several years legislation and
other initiatives have led to new programs and more awareness of
available services. As those ramp up over time, we've learned more about
the costs involved to implement them.

● Travel costs: Not only is mileage and lodging becoming more expensive,
but there is an increase in mileage and lodging costs due to more ASL
interpreting and other assignments being in person as opposed to being
virtual during the height of the COVID-19 pandemic.

These factors lead us to conclude that the increased demand for CCDHHDB
services will be a trend that will continue rather than an anomaly this year. We
are in the process of further analyzing data to better understand the increased
demand and assess the needs for the future.

○ What measures are the Department and Commission taking to address the
current budgetary constraints? Which services are impacted and how severely?

The Department has identified and is beginning to implement measures to
ensure that the CCDHHDB stays within its appropriated budget this fiscal year,
such as reducing operational overhead costs and establishing prioritization
criteria within the service array offered this year.

The Legal Auxiliary Services Program, Rural Auxiliary Services Program and
Support Services program are all on track to have greater demand than funding
available this year. Based on data from the first five months of this fiscal year, the
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number of requests for services and the number of service hours provided for all
three programs are projected to be greater than they were last year. The
CCDHHDB has not stopped all service provisions, rather, the Department is in
the process of developing criteria for service requests to focus on essential
services. The CCDHHDB staff will continue to assess each request for services
as it comes in and apply the criteria for service priorities and available funding
and staff resources to make determinations as to whether a request is filled.

Once criteria is finalized, this will be communicated to clients and

stakeholders.

○ How is the Department and Commission communicating with affected
constituencies regarding service impacts related to the current budgetary
constraints?

The Department has posted a notice on the CCDHHDB website to inform
consumers that some CCDHHDB services will be prioritized based on health, life
and safety needs this year. The Department has also provided an update on the
status of the CCDHHDB budget and projected spending to the Commission
members at their meeting on December 6, 2023. And, the Department will be

providing CCDHHDB vendors and stakeholders an update by email.

The CCDHHDB evaluates and responds to each request for services as it comes
in and communicates with individuals directly as to whether the request can be
filled. It is essential that individuals continue to submit requests for services
because the CCDHHDB is able to meet some requests and for those requests
the CCDHHDB is unable to fill, that data is critical to our ability to identify and
assess the need so we can work to address any gaps in services in the future.

10. [Reps. Bird, Sirota, and Taggart] Please provide a detailed discussion on the AAA
services waitlist and possible solutions for addressing this waitlist. (slide 29)

Our aging population is growing, and therefore we anticipate there will be a continued
and growing need for services. In FY 2017-18, the Joint Budget Committee (JBC)
requested an annual Request For Information (RFI) report on the waitlist from the
Department. Prior to the request, the State Unit on Aging (SUA) received waitlist
information for a few service categories. The revised waitlist policy required Area
Agencies on Aging (AAA) to collect and provide the Department with waitlist data on a
monthly basis for older adults. The waitlist consists of individuals who are waiting for a
service that the AAA offers, but the AAA does not have the resources or capacity to
provide the service at that time. In those cases, the AAA should put the individual on a
waitlist so they can receive the service when funding or a space becomes available.
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The waitlist cost calculation is completed at the end of each state fiscal year when the
Department determines the cost per unit of service for each service type for each AAA
region. The Department identifies the average number of each type of service provided
to older adults in each AAA region. For each AAA region, the Department will then
multiply the individuals on the waitlist by the average number of units received per year
by the cost per unit to identify a cost per service to reduce the waitlist for each AAA.
Finally, the Department totals the costs for the AAAs to identify the statewide cost to
reduce the wait list. As indicated in the RFI FY 2022-23 Waitlist report, the estimated
amount to reduce the waitlist for 4,940 people in six of the sixteen AAA regions that were
reported, is $5,958,623.

Working with our AAA partners we have identified some discrepancies and
inconsistencies in how the waitlist is tracked among AAAs. We will continue to work with
the AAA’s to create a consistent framework for tracking and reporting waitlist needs. The
Department is committed to working with the AAAs to better capture the needs of older
adults through improved waitlist data and other methods. We believe our first step to
addressing the waitlists is to identify what is driving the waitlist, which could include a
variety of factors or root causes.The Department has proposed in a meeting with the
AAA leadership the formation of a waitlist work group which will work on a specific set of
criteria to determine placement on a waitlist for services, and the formation of a task
group to revisit the IFF formula that works for each Region and County needs.

The Department is requesting an additional year to determine the source of the waitlist
discrepancies and a better way (either using the IFF or a separate cost allocation) to
address the needs in all sixteen AAA regions.

○ What factors are contributing to the existence and persistence of the waitlist, both
regionally and statewide?

Several factors contribute to the existence and persistence of the waitlist
regionally and statewide. One common factor is inflation. The cost of providing
services by the AAAs has gone up (food, fuel, wages). AAAs cannot serve as
many clients with the same amount of funds. In July, 2023, the State Unit on
Aging registered dietician participated in a project for the national State Units on
Aging association regarding increased food costs within the AAA network. Her
findings showed the Colorado Nutrition Providers reported food cost increases
between 36-53% for all meal types used within the Older Americans Act services
(hot, frozen, shelf-stable, and emergency foods). Additionally, SNAP benefits
were reduced after several years of increase due to the pandemic, which may
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have resulted in additional individuals seeking out food resources as their food
budgets and spending power were reduced. The impact of rising fuel costs also
resulted in reduction of volunteers and frequency volunteer drivers are willing to
drive, hiring of staff to transport and deliver meals due to decreased volunteers,
and increased costs for meals purchased from vendors due to freight and
shipping costs surges because of rising fuel costs.

In some cases, there are not enough subcontracted provider organizations to
provide the requested services. For example, Material Aid Services are paid
through the Older American Act and State Funding for Senior Services and is the
only public program that funds hearing aids and eyeglasses for older adults.
Dental Care is available to very low-income individuals and people on Medicaid,
but not to the general public, so there is also demand for dental services through
material aid.

Other factors that are contributing to our waitlist are older adults receiving
services through our AAA’s who require multiple services. While multiple services
are beneficial to helping an older adult remain in the communities and homes of
their choice, it also creates a backlog of clients on the waitlist who may also need
the same service in regions where there are few providers.

● Taking into account the effects of the Intrastate Funding Formula, how much
would the General Assembly need to appropriate to the State Funding for Senior
Services line item to eliminate the waitlist?

A better understanding of the needs within each region that make up the waitlists
is needed before determining the right appropriation needed to eliminate the
waitlist.

Changes to the current Intrastate Funding Formula could provide a long term
solution to fund our AAA Regions based upon need for services. Potential
changes to the funding formula could include provider incentives to bring
providers into rural areas of the state, and could assist and support with any
capital needs. A cost allocation provided to the AAA’s based upon the specific
needs in the region could reduce those waiting for services identified on the
current waitlist.

As previously mentioned, a proposal has been submitted to the AAA’s to create
a waitlist work group and an IFF task group (which has its first meeting on
January 8, 2024) to develop new criteria for both the waitlist and the IFF.
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○ Are there other mechanisms at the Department’s disposal that could be utilized to
address the waitlist? If so, what are they and what are their funding
requirements?

Historically, some of our AAA regions have not been able to utilize all of their
sources of funding, which is then reverted and redistributed using the IFF. The
Department is requesting an additional year to evaluate the current waitlist and
the funding formula to determine if a different mechanism using a separate cost
allocation, which is then based upon need rather than population, can help to
reduce the waitlist in each AAA region.

11. [Sen. Kirkmeyer] In reference to the cash flow summary provided on page 25 of the JBC
Staff Briefing, please provide a description and explanation of the factors driving FY
2024-25 anticipated expenditures. (slide 30)

The following factors that will be driving expenditures in FY 2024-25 are inflation, a lack
of providers in our rural areas (due mainly to low provider rates and insufficient ROI for
establishment and relocation to rural areas), and a competition for workforce.

Also, Colorado has a 5.3% inflation rate per the U.S. Bureau of Labor Statistics, which
outpaces the national average of 3.7%. This inflation rate drives up cost for our AAA’s.
Rising fuel and food costs directly result in higher expenditures for services the AAAs
provide.

○ Are the expenditures levels driven by service expansion under COVID?

Expenditure levels have been driven not necessarily by service expansion, but
service needs during COVID. Due to older adults staying at home, an increase
for home delivered services, technology, and grocery delivery are some
examples. The network is still recovering from the impacts of service delivery and
inflationary impacts.

○ How much of the waitlist is due to the expansion of services during COVID?

The Department did not see an increase in the waitlist during COVID, however,
we saw the need for different services. Service needs were identified during
COVID that were not previously as prevalent. Services shifted to address
transportation, congregate meals to home delivered meals, and reassurance
calls (social check in calls to homebound older adults).
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Office of Children, Youth and Families (OCYF) (slides 39-82)

12. [Sen. Zenzinger] Please speak specifically to the Department’s implementation of HB
23-1283. OSPB reports indicate only $66,421 has been expended out of the $11.6
million allocated to the Department. ARPA funds have been expended for youth
residential beds from other legislation. Why are the expenditures for this bill so low, and
what are the barriers to expenditure? (slide 45)

H.B. 22-1283 allocated $11,628,023 that is set to expire 12/30/2024. Through the state
procurement process, the Department has put out a Request for Proposal (RFP) to find
vendors for this work. This process has failed three (3) times, receiving no bids to
complete these services, and ultimately the Department had to go to competitive
negotiations with potential vendors. This process has taken a substantial amount of time
and effort, and the Department was aware that it would not be able to spend the entire
funding source. The Department has requested a reduction to this funding source twice
in an effort to have the state reinvest these funds. Both of these conversations led to
total reductions of $7,873,177 of the $11,628,023, which is not reflected in the
appropriation or the staff briefing. Of the $3,754,846 remaining, $3,253,337.64 is
encumbered in contracts and the remaining is projected for personnel services. This
fund is projected to be at $0 at the end of its term.

13. [Rep. Sirota] Please describe the source of the ARPA funds for the High Acuity
placeholder legislation. Are these funds that were allocated in legislation? What purpose
and from what bills were the funds originally allocated for by the General Assembly?
(slides 46)

CDHS received ARPA SLFRF funds for high acuity youth/residential beds for youth
through S.B. 21-137 and a Governor’s Interagency Agreement. Data from CO Forward
dashboard aligns with department fiscal records showing $3.64M spent and $4.56M
encumbered of the $11.89M award (IA). The funds through S.B.-137 ended on 6/30/23
with funds fully expended. These funds allowed for the creation of the first ever
state-controlled Psychiatric Residential Treatment Facility unit starting with 8 beds at
Southern Peaks in 2022 and 4 more beds in 2023. The High Acuity placeholder
legislation would expand upon and continue the ARPA-funded pilots past expiration of
ARPA with General Fund dollars.
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14. [Sen. Kirkmeyer] Describe the county close-out process and the implementation of the
High-acuity Treatment and Services Cash Fund into the close-out process. Are
under-allocated counties closed out before money is allocated to the cash fund? (slide
46)

Of the three major blocks – Child Welfare Services, Core Services, and 242 Staffing –
Staffing and Core close first. Any overspending in either is covered by any remaining
funding in the Child Welfare Services Block. After these blocks close, any remaining
General Fund (GF) originally allocated to the Child Welfare Services Block becomes
eligible for transfer to the Prevention and Intervention Cash Fund (P&I). The P&I fund
has two accounts – the "Small and Medium Counties" account and the "All Counties"
account. The transfer to the Small and Medium Counties account happens first.

For the Small and Medium Counties account, any unspent General Fund originally
allocated to Balance of State (BOS) counties (up to 5% of the original GF allocation to
BOS counties) is transferred to the Small and Medium Counties account. After that
transfer, any remaining GF in the Child Welfare Services Block allocation goes to the P&I
All Counties account. Only GF originally allocated to the Child Welfare Services Block is
eligible for transfer to P&I. No GF available through line item flexibility is eligible for
transfer to the P&I fund.

Under the "High Acuity Cash Fund" proposal, after the P&I transfers happen, any
remaining GF in other lines (e.g. Core Services) are transferred to the High Acuity Cash
Fund. Without this new cash fund proposal, that money would otherwise revert to the
state's GF and no longer be available to counties.

15. [Sen. Zenzinger] How does the funding model account for the county workload study as
required by Section 26-5-103.7 (4)(a), C.R.S.? What is the total cost of implementing the
workload study? (slide 52)

The funding model includes recommendations from the county workload study as one of
several statutorily required components. The new workload study shows a need for 343
staff in the current climate, including those positions that were recommended in the
original workload study but never funded. Full implementation of the workload study
would cost $27,146,449.
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16. [Rep. Taggart] Please describe how the High Acuity placeholder legislation and the
funding model may or may not interact. Would implementing the legislation change the
amount recommended by the funding model? (slide 52)

The High Acuity placeholder legislation does not overlap with the funding model in that
the funding model only includes funding for counties per current statute. The placeholder
legislation does, however, impact county spending in two main areas: (1) continuation of
ARPA-funded pilots that shift the cost of certain high-cost placements from the county
departments individual allocations to a centralized state line item, and (2) an increase in
rates paid to Qualified Residential Treatment Providers. With regards to the latter, the
rate increase would be implemented through increases across several line items,
including the Child Welfare Services line item. Although the funding accounts for rates
paid to private providers, as the payor for all child welfare-involved children and youth,
counties would be appropriated this funding in their annual block allocation.

17. [Sen. Zenzinger] Please describe the stakeholder process that led to the final workload
study and funding model recommendations. (slide 54)

The workload study and the funding model were conducted through two different third
party contracted vendors. The contracted vendors in both cases were required to come
up with initial recommendations to the state through county stakeholder engagement.

Upon receipt of the workload study CDHS began an additional stakeholdering process in
order to refine the initial deliverable based on county feedback. CDHS conducted a
series of individual county meetings, larger all-county stakeholder meetings, meetings
with both the statutorily required county task group and CWAC Evaluation groups as well
as “report out” meetings for all adopted changes to the workload study. The state
conducted over thirty virtual or in-person meetings and collected additional feedback for
those unable to join through email and telephone.

Upon receipt of the funding model, the State requested to refine the model through
further collaboration with counties before releasing the information to the JBC. CDHS
conducted the same process of stakeholder groups as the funding model. The state
conducted over twenty virtual or in-person meetings in addition to email and telephone
correspondence to collect feedback through a variety of methods. All county feedback
was ultimately incorporated to the extent possible and allowable under statute.
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18. [Sen. Zenzinger] How does the Department intend to implement the child welfare funding
model for FY 2024-25 as required by Section 26-5-104 (a.2)(I), C.R.S., including the
performance and outcome incentives, without requesting additional funding? (slide 56)

Recognizing that in any given year there is limited General Fund and many policy
priorities, statute contemplated the possibility that the legislature may not be able to fully
implement the vendor’s recommendations immediately. As such, it provides for how to
implement the funding model within any level of appropriation. While the model as an
allocation methodology is required to be used beginning in July, it is able to be modified
through CWAC recommendations if the appropriation differs from the model result. This
could include choosing not to fund the outcomes/performance pools, which are brand
new and would represent new funding above and beyond the base funding level
appropriated to date, or allocating remaining funds proportionally by the model
recommendations. Ultimately, the model is intended to be a tool to inform the decisions
of the General Assembly, but it is flexible enough to implement in part or in whole, over
several years if needed.

Of note, the funding model includes five components: base funding, a Performance Pool,
an Outcomes and Incentives Pool, Prevention Funding, and the New Workload Study.
Outside of a 4-to-5 percent increase year over year for base funding, the majority of the
remaining increase recommended by the vendor is due to new components the General
Assembly has never funded as part of the child welfare allocations.

19. [Sen. Zenzinger] The Department requested a $883,000 provider rate increase for
Adoption and Relative Guardianship Assistance, but no change or increase is requested
for the Adoption Savings line item. Please provide a breakdown of how the Department
expects to spend Adoption Savings in the current and request year. (slide 57)

The Adoption and Relative Guardianship line item supports payments to families
adopting children from the foster care system. The provider rate increase allocated to
this line allows the county departments to continue paying adoptive families at rates
consistent with inflation and increased cost of living. Adoption Savings are dollars
allocated to Colorado by the Federal Government based on a formula that started in
2010. Adoption Savings are based on the amount of money that is spent by states on
the number of children and youth getting adopted and the payments made. As the
Adoption and Relative Guardianship line item supports several activities including but not
limited to payments made, it is not possible to project whether there is likely to be an
increase in the Adoption Savings funds awarded by the Federal Government for FY
2024-25.
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A breakdown of Adoption Savings awards for FY 2022-23 is included below. The
Department just last month received the award letter for this fiscal year and will distribute
the FY 2023-24 funds via a Request for Proposals.

Total SFY 22-23 Adoption Savings Expenses

20. [Sen. Zenzinger] Why is there no request related to continuing a contract with Wendy’s
Wonderful Kids? Please describe post-permanency services supported by the
Department and how the Department supports equitable access to post-permanency
services. (slide 58)

As Ms. Hansen noted during her briefing in 2022, the evaluation of Wendy’s Wonderful
Kids (WWK) found there was no statistical difference in permanency outcomes for those
youth that received the WWK intervention and those that did not receive the intervention.
This is in large part to the already strong work that our county departments provide to
foster children.

WWK very much still has a place in Colorado, and counties individually may choose to
contract when they don’t have capacity, particularly in some of those rural areas. Further,
WWK is one of several different permanency and post-permanency options, and is able
to apply for funding through the competitive process to distribute both Adoption Savings
and Adoptive Incentive funds from the Federal Government.

To ensure no children were cut off from existing WWK services, CDHS in 2022-2023
awarded Raise the Future $340,000 for a final year of funding from the State for the
WWK program. Division of Child Welfare staff have subsequently supported Raise the
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Future in meeting with counties to continue the services at the local, county-driven level,
and encouraged applications for $500,000 of funding through the annual competitive
process. The Department is in the final stages of finalizing contracts for this funding, and
the subsequent contract may be renewed for four (4) additional one-year periods,
contingent upon funds being appropriated, budgeted, and otherwise made available.

21. [Rep. Taggart] Organizations supported by the program need continuing funding. Why is
the increase requested on a one-time basis? How has the Department assessed the
long-term need for this program? (slide 61)

In preparation for the SFY 2024-2026 RFA, TGYS contracted with ResultsLab to conduct
focus groups and administer surveys to elevate the voices of youth, families, and
possible grantees to inform the TGYS grantmaking process. Focus groups with youth
and caregivers highlighted the need for programs that allow youth to connect with peers
and build relationships with trusted adults. When asked about barriers youth face in
accessing programs, youth noted a lack of programming, while nonprofit organizations
pointed to a lack of resources and limited staff capacity.

The one-time funding for this request is based on the needs identified during SFY
2024-2026 RFA and the Board’s priority to fund programs targeting the prevention of
youth crime and violence. Out of school time programs fill the need identified by youth to
connect with peers and trusted adults while focusing on youth crime and violence
prevention. This request would fully fund eligible programs during the SFY 2024-2026
cycle.

To determine programmatic needs beyond 2026, TGYS staff are participating in the Task
Force to Prioritize Grants Target Population in support of H.B. 23-1223. Information from
this Task Force will be presented to the TGYS Board for consideration in the next RFA
process. Additionally, TGYS plans to conduct focus groups and surveys in preparation
for the SFY 2027-2029 RFA. These activities will help inform funding priorities and aid in
the assessment of long term needs for out of school time funding.

Finally, given the above and the prioritization of other ongoing funding priorities, the
Department identified several areas where underspending of the Marijuana Tax Cash
Fund (MTCF) dollars allocated across departments could be used to in part offset a
one-time increase in grant awards. In recognition that MTCF dollars are limited, the
Department has requested one-time funding using the availability of underspent funds,
and would evaluate the need for ongoing funds if the request were granted.
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Of note, while this represents a one-time investment, the funds would be disbursed to
grantees over a regular three-year period of time, as with other TGYS grants. If there is
an identified ongoing need after the pilot period, the Department will work with the
Governor’s Office and Legislature to request additional funds through the annual budget
process.

22. [Rep. Sirota] Describe the decreases implemented to offset the request. How were the
decreases chosen and what are the anticipated impacts? What is the source of ARPA
funds utilized to offset the request? (slide 61)

The proposed decreases to the Marijuana Tax Cash Fund are detailed in the table
below:

Marijuana Tax Cash Fund Reductions
Marijuana Tax Cash Fund Reductions

Dept Line Item Amount
One-time/
Ongoing

CDHS Community Programs - SB 91-94 Programs (614,475) Ongoing

CDHS MHI Ft Logan - Personal Services (OCFMH) (94,985) Ongoing

CDHS
MHI Ft Logan - Operating Expenses
(OCFMH) (1,982) Ongoing

CDHS MHI Pueblo Personal Services (OCFMH) (243,223) Ongoing

CDHS MHI Pueblo Operating Expenses (OCFMH) (4,750) Ongoing

BHA Circle Program (150,000) Ongoing

BHA Criminal Justice Diversion Programs (100,000) One-time

BHA Circle Program (400,000) One-time

BHA Treatment and Detox (500,000) One-time

Total (2,109,415)

These were identified as areas of anticipated underspend for MTCF, and are not
anticipated to impact service delivery to clients.

23. [Sen. Kirkmeyer] What is the source of ARPA funds referenced that will be utilized to
offset the request? (slide 61)

The request is not offset by ARPA funding. It is partially offset by Marijuana Tax Cash
Fund dollars currently projected to be underspent across multiple lines.
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24. [Rep. Bird] Describe the fund distribution and criteria used for grant awards. (slide 62)

In accordance with C.R.S. 26-6.8-103, the TGYS Board oversees and provides
leadership for the TGYS program. The Board is authorized to establish program
guidelines, grant application timelines, criteria for awarding grants, and result-oriented
criteria for measuring the effectiveness of TGYS funded programs. TGYS operates on a
three-year funding cycle and completed the most recent RFA process in June 2023. For
each RFA cycle, the board may adjust the grant criteria and process.

For the SFY 2024-2026 RFA, grantees were evaluated by funding tier and prevention
area. Prevention areas included:

● child abuse and neglect prevention;
● student dropout prevention;
● alcohol, tobacco, and other drug prevention; and,
● youth crime and violence prevention.

There were four funding tiers divided by the total amount requested:
● Tier 1 - $25,000 or less
● Tier 2 - $25,001 to $100,000
● Tier 3 - $100,001 to $500,000
● Tier 4 - $500,001 to $1,000,000

Funding available for each tier and prevention area was determined by the Board prior to
the release of the RFA. The diagram below illustrates the distribution of funds by tier and
prevention area.
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During the SFY 2024-2026 RFA process, applications were reviewed and scored using a
five step process as outlined below.

Step One: Initial Technical Review
TGYS staff reviewed each application to ensure the application met the mandatory
requirements (see Attachment 6) to apply for TGYS funding. Applicants that did not meet
the mandatory requirements were disqualified and notified via email.

Step Two: Technical Disqualification Appeals
Applicants notified of technical disqualification were allowed to appeal. Appeals were
reviewed by an internal appeal panel consisting of procurement staff and leadership
team members. Applicants were notified of the appeal decision.

Step Three: Comprehensive Review
Applications that passed the technical review advanced to the comprehensive review,
which consisted of two phases: (1) independent reviewer scoring, and (2) team review
and scoring. Review teams consisted of 3-5 reviewers. Each team included 1-2
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reviewers with lived experience in one of the four prevention areas, 1-2 people with
professional experience in one of the four prevention areas, and when possible, a youth
reviewer. Reviewers participated in a two-hour training session. Reviewers scored
applications based on the following rubrics, which were publicly available on the TGYS
website throughout the RFA:

● Attachment 7: Tier 1 Single Agency Rubric
● Attachment 8: Tier 2 Intermediary Agency Rubric
● Attachment 9: Tier 2 Multi Agency Rubric
● Attachment 10: Tier 2 Single Agency Rubric
● Attachment 11: Tier 3 Intermediary Agency Rubric
● Attachment 12: Tier 3 Multi Agency Rubric
● Attachment 13: Tier 3 Single Agency Rubric
● Attachment 14: Tier 4 Intermediary Agency Rubric
● Attachment 15: Tier 4 Multi Agency Rubric

Applications were divided and reviewed by tier and prevention area. Each reviewer
individually reviewed and scored the same applications as their team members. Once
individual scoring was complete, team members met as a group to review scores and
come to a consensus score.

Step Four: Final Scoring
TGYS staff calculated base scores by taking the raw score divided by the total points
available to obtain the percentage score for the application. The TGYS Board
predetermined minimum qualifying scores for each funding tier:

● Tier 1: 70%
● Tier 2: 75%
● Tier 3: 80%
● Tier 4: 85%

Applications with minimum qualifying scores were reviewed for priority points. Priority
points were added to the base score to arrive at the final score. Priority points were
determined by the Board and included the following criteria:

● Programs serving marginalized communities - 2% increase
● Organizations striving to be representative of marginalized communities - 2%

increase
● Rural and frontier counties and Tribes - 2% increase

Step Five: Funding Decisions and Final Approval
The Board was provided with a de-identified list of application scores by tier and
prevention area. Final funding decisions were based on the funding available. The Board
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discussed and approved the final list of applicants. The list was sent to the Governor for
final approval.

25. [Rep. Taggart] Please provide a description of the total funds distributed in recent years
and the programs supported. (slide 62)

Please see below for a breakout of funding by prevention area over the past four years
and links to the list of funded organizations by name.

SFY 24: $10,206,020 (78 programs)
Child Abuse and Neglect Prevention: $2,752,602.00 (20 programs)
Student Dropout Prevention: $2,491,935.00 (17 programs)
Alcohol, Tobacco, and Other Drug Prevention: $1,962,685.00 (19 programs)
Youth Crime and Violence Prevention: $2,998,798.00 (22 programs)
Attachment 16: List of organizations funded by name

SFY 23: $10,570,224.23 (97 programs)
Child Abuse and Neglect Prevention: $2,088,964.30 (22 programs)
Student Dropout Prevention: $2,806,857.50 (17 programs)
Alcohol, Tobacco, and Other Drug Prevention: $1,323,928.00 (17 programs)
Youth Crime and Violence Prevention: $4,350,474.43 (41 programs)
Attachment 17: List of organizations funded by name

SFY 22: $9,265,315.00 (91 programs)
Child Abuse and Neglect Prevention: $1,759,554.00 (19 programs)
Student Dropout Prevention: $2,522,484.00 (17 programs)
Alcohol, Tobacco, and Other Drug Prevention: $1,163,422.00 (16 programs)
Youth Crime and Violence Prevention: $3,819,855.00 (39 programs)
Attachment 18: List of organizations funded by name

 SFY 21: $8,657,655 (86 programs)
Child Abuse and Neglect Prevention: $1,721,412 (18 programs)
Student Dropout Prevention: $2,318,545 (15 programs)
Alcohol, Tobacco, and Other Drug Prevention: $983,867 (16 programs)
Youth Crime and Violence Prevention: $3,633,831 (37 programs)
Attachment 19: List of organizations funded by name
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26. [Sen. Bridges] The request is labeled theory informed. Please discuss how the request
meets the statutory definition of a theory-informed program as defined in Section 2-3-210
(1)(f), C.R.S. Provide any evidence, evaluation, or analysis used to justify this evidence
level. (slide 63)

All Tier 4 grantees are required to utilize evidence-based practices. Tier 4 grantees must
utilize practices that are considered promising, supported, or well-supported as defined
by the Title IV-E Prevention Services Clearinghouse (see Attachment 20: Handbook of
Standards and Procedures 1.0, pg. 43) For all other tiers, TGYS requires grantees who
are not utilizing evidence-based programs or curriculum at the promising, supported, or
well-supported level to participate in implementation science training and technical
assistance provided by TGYS contractors. The training and technical assistance allows
TGYS grantees to deepen impact through improved program design, data informed
decision making, and program measurement and evaluation.

Additionally, all TGYS funded programs participate in the TGYS evaluation process.
TGYS has contracted with the Butler Institute for Families at the University of Denver to
conduct an evaluation across the TGYS portfolio of programs to assess program
implementation and child/youth outcomes as a result of TGYS programming. The SFY
2022-2023 evaluation consisted of an implementation-capacity survey administered to
direct-service staff and administrators and a child/youth outcome survey administered to
youth ages 11 through 25 and the parents/guardians of children ages 10 and younger.
Across the TGYS portfolio, youth and parent/guardian respondents reported a
statistically significant improvement in all outcomes measured including protective
factors, positive youth development, school engagement, perception of substance abuse
risk, safety and stability, and violence prevention. The SFY23 TGYS Annual Evaluation
Report (see Attachment 21) provides further details regarding the evaluation and
effectiveness of TGYS programming.

27. [Rep. Bird] Please describe Department efforts to support or incentivize MST and FFT
resources for DYS youth, particularly in rural parts of the state. (slide 65)

One of the primary hallmarks of funding for the Colorado Youth Detention Continuum
(CYDC) has been the concept of local control. CDHS/DYS does not dictate or even
strongly suggest how districts use their allocated funds from the CYDC appropriation.
Statute requires that the CYDC Advisory Board or “working group” annually review each
judicial district’s juvenile services plan and approve that plan.

The Department allocates all of the appropriated funds to judicial districts with the
exception of funds to administer the State Advisory Board, conduct the annual
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evaluation of CYDC, and hold a yearly training conference. Many districts currently use
MST and FFT; however, many of these programs are costly and hard to sustain, and
may not be clinically indicated for all youth served through CYDC.

One of the biggest barriers to delivery of these services in smaller, rural judicial districts
is a lack of a caseload to sustain a service. The small referral base requires funding to
maintain the availability of a service during periods when there are no referrals, and
payment models do not presently support the ability of a district to maintain a service
where the caseload does not support sustainability.

Finally, the Department through its Division of Child Welfare and Colorado
Implementation Science Unit has been working with prevention program intermediaries
(e.g. expert organizations that focus on training and building capacity for a particular
service) – including the state intermediary for MST – to strategically invest funds in a
way that leverages regional models and telehealth in order to increase the service array
in rural areas. $1.2 million of funding was recently awarded to the Kempe Center to
expand both MST and Fostering Healthy Futures with an eye towards rural and
underserved communities.

28. [Rep. Bird] How have resources for community placements, diversion, and prevention
programs for DYS youth changed in recent years? (slide 68)

The CDHS/DYS does not operate prevention programs such as Juvenile Diversion.
Juvenile Diversion services are overseen and funded through the Colorado Department
of Public Safety (CDPS), Division of Criminal Justice (DCJ), while services are provided
by each district attorney’s office.

Senate Bill 19-108 overhauled juvenile diversion programs in Colorado by requiring a
single diversion screening instrument and appropriating the State General Fund for the
first time. Previously, Diversion was funded locally or through a grant program managed
by CDPS/DCJ.

At the point of detention and into commitment, the DYS becomes an intervention
program with the goal of working to prevent future contact with the juvenile justice
system. This is done by ensuring appropriate services, proper treatment, and safe care
for the youth involved. Treatment services such as MST and FFT may be intervention
approaches within these stages, and are funded through the annual CYDC allocation.

Community placement may refer to one of several scenarios. The youth may either
initially screen out of detention and be unable to return home based on a variety of
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factors including but not limited to family situation or conflict, or the youth’s treatment
needs, the youth may be detained but then deemed releasable by the court pending
county placement, the committed youth may be placed directly in a community
placement, or the youth may step down from a secure commitment facility to community
placement. In all scenarios, youth typically access the same community providers, which
may be Residential Child Care Facilities or Qualified Residential Treatment Programs.
Funding for these placements depends on the path to placement. Youth placed by
county departments of human/social services have daily rates covered through the
county child welfare block allocations; youth in DYS custody are paid by DYS’s
community placement line item. Over the past few years, DYS has experienced a
decline in the number of community providers serving DYS youth, especially at the
residential level. Presently, DYS works with nine community-based placement options,
versus over twenty placement providers five years prior.

29. [Rep. Bird] What is the Department’s plan for distributing incentive funds from H.B.
23-1307? (slide 70)

By the end of this month, the Division of Child Welfare plans to notify County
Departments of our process to (1) apply for 1307 funding for children and/or youth in
detention that would be able to successfully discharge into a placement setting if barriers
could be remedied or incentives provided for caregivers to help achieve this success and
(2) notify the Division of Child Welfare if such children and/or youth qualified for 1307
beginning July 1, 2023 or later so that we can review the situation and potentially
reimburse the county department for qualifying expenditures. The Department is
confident that this incentive funding will be fully expended by the end of this State Fiscal
Year and in years to come so that qualifying children and youth will be more
expeditiously connected to community-based placement and programs to best meet their
needs.

30. [Rep. Bird] Please provide data on the utilization of temporary emergency youth
detention beds authorized by H.B. 23-1307. (slide 70)

HB 23-1307 created 22 “temporary emergency beds” that can be accessed when certain
statutorily-defined criteria have been met. The new law requires that the temporary
emergency beds be in place no later than December 1st, 2023. Thirteen of the
twenty-two beds were online September 1st, 2023. The remaining nine beds were
activated prior to December 1st, 2023. As of November 30th, 2023, 20 temporary
emergency beds have been utilized for a total of 58 days.
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31. [Sen. Kirkmeyer] Describe the Trails component of the IT Capital request submitted to
the JTC. Provide a specific and detailed update on where the Trails system stands and
when modernization will be completed and fully operational. (slide 80)

Trails is not included in the Department’s IT Capital request submitted to the JTC.
However, Trails’ biggest obstacle to long-term health is related to technical debt, which is
addressed in the Office of Information Technology (OIT) FY 2024-25 requested budget.
The Department would defer to OIT for additional details on the technical debt request
and implementation.

Presently, the joint agency Trails team is continuing to prioritize moving into a single,
Modernized system as quickly as possible. In FY 2021-22, the Trails team completed
modernization of all Division of Youth Services functionality, bringing an estimated 50
percent of all users into one system. In October 2022, the Trails Team modernized
removal functionality to be in compliance with new federal data reporting requirements.
In August 2023, the Trails team completed modernization of all fiscal functionality,
bringing all county fiscal staff into a single system. The team is currently in the final
stages of development for the Assessment module, and expects full deployment before
the end of the fiscal year. Following Assessment, the final remaining module will be
Case. Based on current estimations, the Department anticipates modernization of Case
in 2025; however, the Department is happy to provide iterative updates on this timeline
as the teams begin work on this final module.

Finally, the Department provided a historical review and in-depth analysis of the Trails
contracting, funding, and development process during the Child Welfare Interim
Committee. For a deeper understanding of the Trails system, lessons learned, and the
shifts in technology practices that are vital to breaking the cycle of lengthy modernization
projects, the committee can access the recorded presentation here. The presentation on
Trails begins at approximately 2:52:00, and additional materials from that presentation
are available here.
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Office of Economic Security (OES) (slides 83-93)

32. [Rep. Taggart] Please provide an implementation update on H.B. 21-1270 (Appropriation
To Department of Human Services For Supplemental Assistance Nutrition Program).
(slide 86)

H.B. 21-1270 invested $3 million into the Supplemental Nutrition Assistance Program
(SNAP) Employment and Training (E&T) Program. SNAP E&T, known as Employment
First (EF) in Colorado, is a federally required feature of the SNAP program. It is designed
to prepare SNAP recipients for meaningful employment through work-related education,
training, and work-based learning opportunities. $2,982,935 of this investment (99.4%)
was spent between October 2021 and June 2023. This spending drew a corresponding
federal match for a total investment of $5,965,870 in employment and training activities
for SNAP recipients.

Prior to this investment, EF was administered in 21 counties and served 1,431 SNAP
recipients in county human services departments and community organizations. The
investment of resources via H.B. 21-1270 expanded EF programming into 10 new
counties, including seven rural counties, and doubled the EF caseload to 2,855 SNAP
recipients. Between October 2021 and June 2023, the H.B. 21-1270 investment directly
assisted 970 clients to earn a degree or credential and/or attain employment at an
average cost of $3,090 per outcome for the clients served. The remaining clients are still
participating in the EF program and are working towards their education and
employment goals.

Furthermore, the $3 million investment acted as seed money in Colorado’s workforce
development system, as intended, bringing new counties and service providers into the
program’s reach. In fact, new community providers continue to express interest in
operating the program to assist SNAP recipients. In federal fiscal year 2023, 7,200
clients were served via new EF partners. Meanwhile, the EF program continues to
procure new partners who can expand training and employment services in rural
counties, including Arapahoe Community College (Elbert, Summit, Clear Creek, Logan,
Park, and Teller counties) and Ft. Lewis College (La Plata and neighboring counties).
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33. [Rep. Sirota and Sen. Kirkmeyer] Please provide an implementation update of H.B.
22-1259. This update should include, but is not limited to: (slide 87)

○ Projected Basic Cash Assistance payments for FY 2023-24 and FY 2024-25;

Basic Cash Assistance (BCA) payments for FY 2023-24 and FY 2024-25 are
highly correlated with caseload. The Department’s current projections anticipate
an average monthly caseload of 14,600 cases in FY 2023-24. Based on this
projected caseload, the Department estimates total BCA expenditures of $98
million ($8.9 million of these BCA expenditures are related to the 10% increase in
BCA per H.B. 22-1259) in FY 2023-24. The majority of these expenditures will be
covered with ARPA funds.

The caseload is projected to be about 15,000 at the beginning of FY 2024-25.
BCA payments are estimated to increase an additional 5.95% to reflect the cost
of living adjustment (COLA) required by H.B. 22-1259 (i.e. average of three most
recent years of Social Security Administration (SSA) COLAs). With the addition of
the COLA and a projected caseload increase of 10% (including the estimated
fiscal impacts of the policy changes associated with H.B. 22-1259 that became
effective in June 2023, including 60-month extensions, earned income
disregards, reduced sanctions, and expanded eligibility to persons with a
drug-related felony), total BCA payments are anticipated to increase by
approximately $5.8 million, for a total expenditure of $103.8 million in FY
2024-25.

○ Policy changes driven by the bill and their fiscal impact;

The primary policy changes driven by H.B. 22-1259 are a) BCA changes
including the 10% increase to BCA benefits, application of a COLA beginning in
FY 2024-25, and Colorado Works eligibility changes; and b) the funding
mechanism to cover the increased costs of these changes. As discussed above,
these changes are expected to cost $8.9 million in FY 2023-24 and an additional
$5.8 million in FY 2024-25. In future years, these costs are expected to
incrementally increase via the application of an annual COLA. As directed by
H.B. 22-1259, these increased costs are being addressed by a combination of
ARPA funds, State TANF funds, County TANF funds, and General Fund.
Specifically, $11.65 million ARPA funds are available to cover the majority of the
costs related to HB 22-1259 in FY 2023-24. In addition to ARPA, $2,266,909
General Fund and $566,727 State TANF funds are appropriated for FY 2023-24
(and $566,727 County TANF funds which are not appropriated) to cover the
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increased BCA costs driven by the bill. Beginning in FY 2024-25, $14,886,272
General Fund and $3.33 million State TANF fund appropriations are annualized
into the Department’s budget (along with $3.33 million County TANF funds that
are not appropriated) to cover the anticipated increased costs related to H.B.
22-1259.

The bill requires that once ARPA funds are exhausted, two-thirds of costs of the
policy changes per H.B. 22-1259 will be covered with General Fund or other
State funds and one-third of the costs will be covered by a combination of
available State and County TANF funds. Based on the Department’s projections,
the total costs of implementing H.B. 22-1259 are estimated to reach between
$15.0 million and $17.5 million annually (at least for the next five years) to cover
projected spending per the annual COLA adjustment (beginning in FY 2024-25)
and may fluctuate with caseload trends.

○ General Fund impact of H.B. 22-1259; and

As noted above, $2,266,909 General Fund is appropriated for FY 2023-24 to
cover the increased BCA costs related to implementing H.B. 22-1259 (and
remaining ARPA funds are anticipated to cover the majority of the costs related to
HB 22-1259 this fiscal year). Beginning in FY 2024-25, a $14,886,272 General
Fund appropriation is annualized into the Department's budget to cover
two-thirds of costs of implementing H.B. 22-1259, including the COLA as directed
by the fiscal note for the bill. Based on the Department’s projections of caseload
and the COLA adjustment, $10 - $12 million General Fund will be spent to cover
two-thirds of the costs of implementing H.B. 22-1259 (in addition to available
State and County TANF funds that will cover one-third of the cost) and may
fluctuate with caseload trends. The Department does not anticipate that the full
General Fund appropriation will be spent, at least in the next five years, based on
current caseload trends and projections.

○ Expenditure report of the $21.5 million in federal ARPA funding transferred to the
State’s TANF reserve.

Of the $21.5 million in federal ARPA funding transferred to the State TANF
Long-term Reserve, $9.8 million was appropriated in FY 2022-23. $7.3 million of
this appropriation was spent to cover the 10% BCA increase per H.B. 22-1259.
An additional $11.7 million is appropriated in FY 2023-24 to cover the increased
costs to implement H.B. 22-1259. Between July and October 2023 (the most
recent data available), $2.6 million of the ARPA funds were spent. If any of the
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ARPA appropriation remains unspent at the end of this year, those funds can be
used to cover costs of H.B. 22-1259 in the first half of FY 2024-25.

34. [Rep. Sirota and Taggart] Please discuss the impact of H.B. 22-1259 on the State’s and
counties’ TANF reserve requirements. (slides 88, 89)

○ How have the statutory changes affected reserve balances?

H.B. 22-1259 established a floor for County TANF Reserves of 15% of the total
statewide County Block Grant ($19.2 million) codified in 26-2-709. Per H.B
22-1259, if county reserves are at the floor, counties are not required to
contribute their share of the increasing BCA costs. Meanwhile, the statutory
ceiling for County TANF Reserves (26-2-714(5)(B)) has been in place since 2011
(established via S.B. 11-124). This ceiling limits individual County TANF reserves
to 40% of a county’s TANF allocation or $100,000 for counties with an allocation
of $200,000 or less for a statewide total of $61 million. At the end of FY 2020-21
and FY 2021-22, counties exceeded the reserve ceiling by $1.7 million and $4.4
million, respectively. These funds were reverted to the State Long-term Reserve.
In FY 2022-23, counties collectively spent $13.3 million of their reserves.
However, there is no evidence that this spending was a result of H.B. 22-1259
because ARPA funds covered the increased BCA costs.

Additionally, H.B. 22-1259 codified a mandatory floor for the State Long-term
Reserve (26-2-709). This floor is $33.9 million (or one quarter of the annual TANF
block grant to account for the final quarter of the federal fiscal year that is in the
following State fiscal year). There is no statutory ceiling for State TANF reserves.
In FY 2022-23, the implementation of H.B. 22-1259 did not have a discernible
impact to the State Long-term Reserve balance. However, there could be an
impact in future years, as the State TANF appropriation increases $3.33 million
annually to cover the BCA increases per H.B. 22-1259.

○ Does the Department anticipate either the State or any county falling below their
statutory reserve requirement in the next three fiscal years? If so, what impact
will that have on TANF funding and the General Fund?

Beginning in FY 2024-25, State and County TANF reserves are estimated to
each decline by $2.6-$3.0 million annually to cover one-third of the costs of
increased BCA spending per H.B. 22-1259. As detailed below, the Department
does not anticipate either the State or County Reserves to fall below their
statutory reserve requirements in the next three fiscal years. However,
unanticipated over-expenditures on discretionary county TANF spending not
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related to H.B. 22-1259 (i.e. county administration, county contracts, and/or client
supportive services), higher than expected caseload growth, or other direct State
appropriations using TANF funds may impact out-year projections.

Projected County & State TANF Reserve Balances

State Fiscal Year County TANF Reserves Balance
(above the $19.2 M floor)

State TANF Reserve Balance
(above the $33.9 M floor)

FY 2022-23
Actual

$28.5 million $51.9 million

FY 2023-24*
Projected

$28.4 million $58.9 million**

FY 2024-25
Projected

$25.7 million $56.3 million

FY 2025-26
Projected

$23 million $53.6 million

FY 2026-27
Projected

$20.2 million $50.9 million

FY 2027-28
Projected

$17.3 million $48.1 million

* ARPA anticipated to cover most H.B. 22-1259 costs
** Higher TANF Contingency funds received than budgeted in prior year

As presented in the table, the Department’s current projections do not anticipate
either the State or County TANF Reserve balance to fall below their statutory
reserve limit in the next three years. However, if or when that does occur, statute
(26-2-709) requires the State TANF reserve to cover the counties’ share of the
increased BCA costs per HB 22-1259 if the County Reserve floor is hit and
vice-versa if the State TANF Reserve floor is hit. Additionally, 26-2-709 requires
that if both the State TANF reserve and County TANF Reserves are projected to
be at their respective floors, the General Assembly shall appropriate money from
the General Fund or the Unclaimed Property Trust Fund to cover the increased
BCA spending until the the balance of the State TANF Reserve and the total
County Reserves are above their statutory floors.
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35. [Rep. Bird] Considering the cases transferring from the Home Care Allowance (HCA)
program to the Home and Community Based Services (HCBS) program under the
Department of Health Care Policy and Financing (HCPF), please provide information
comparing the types and level of care provide under HCA versus HCBS. Is the care
provided equivalent? (slide 91)

Home Care Allowance (HCA) and Home and Community Based Services (HCBS) waiver
programs are designed to help clients to remain in their homes and communities. Both
programs provide home care assistance for disabled, low-income Coloradans. However,
the care differs significantly. HCBS (funded under the Medicaid umbrella, including the
federal match) provides a much richer level of care to clients than HCA (wholly General
Fund).

HCA is a cash benefit ranging from $330-$605 per month, depending on the client’s
need and frequency that assistance is needed for their daily living activities (e.g. bathing,
dressing, shopping, housekeeping). The benefit is transferred directly to clients who use
those funds to pay their chosen provider for services. The HCA service provider can be a
friend, relative, or neighbor and is not required to complete any training or a background
check.

HCBS waivers are provided under the Health First Colorado (Medicaid) umbrella.
Services must be provided by certified Health First Colorado providers or a Health First
Colorado contracting managed care organization. HCBS offers a robust menu of
services, including all the services the HCA program is designed to provide plus much
more. For example, HCBS services can include Adult Day Services, Alternative Care
Facilities, Consumer Directed Attendant Support Services (CDASS), Home Delivered
Meals, Home Modifications, Homemaker Services (with remote supports options), Life
Skills Training, Medication Reminder, Non-Medical Transportation, Outpatient Mental
Health Treatment, Peer Mentorship, Personal Care Services (with remote supports
options), Personal Emergency Response System (PERS), Respite Care, Transition Set
Up, Vehicle Modifications, Case Management, and more. Additionally, clients who
receive services through a HCBS waiver are eligible for all basic Health First Colorado
covered services, with the exception of nursing facilities and long-term hospital care. The
cost of HCBS services cannot exceed the cost of placement in a nursing facility or
hospital, or an Intermediary Care Facility for individuals with intellectual disabilities. This
cost ceiling for HCBS services to meet clients’ daily living needs is significantly higher
than HCA’s $605/month maximum.
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36. [Sen. Zenzinger] We have a significant increase requested in HCPF to address big
shortages in capacity. Please provide additional information on how the two departments
(DHS and HCPF) balance the caseload changes between the two departments and
programs? (slide 91)

The Department’s request to reduce the HCA appropriation is unrelated to the
Department of Health Care Policy and Financing (HCPF) request to increase the
provider rate base wages in response to health care cost dynamics and the increasing
minimum wage in Denver and statewide. Among the array of rate adjustments, HCPF’s
request includes an increase to provider rates for HCBS services. That request is not
significantly related to caseload changes per HCA. While the HCA cases that have
transferred to HCBS are being served by providers who will benefit from HCPF’s
request, these cases are not anticipated to significantly impact the number of providers.
Recent data shows that between April 2022 and October 2023, 839 distinct cases
transitioned from HCA to HCBS. These cases represent an estimated 1.65% of HCPF’s
total HCBS waiver caseload.

Additionally, these clients who transitioned from HCA to HCBS would still work with a
Single Entry Point (SEP) agency (who determine eligibility for community-based
long-term care programs, provide case management to clients in these programs, and
make referrals for additional resources), so the SEP caseload is not anticipated to
change. Thus, the Department’s $1 million appropriation for SEP contracts is not being
requested to be reduced and will continue to serve clients. Ultimately, the transition of
HCA cases to HCBS may place slightly more demand on providers. HCA data does not
capture provider data because of the informal nature of their relationship to the client so
the net increase is unknown, yet the impact would be very small relative to Medicaid
providers’ existing caseloads.

37. [Sen. Kirkmeyer] Please provide the justification for and evidence associated for the
theory-informed evidence-based policy categorization of this request. (slide 91)

Many states are rebalancing their long-term care systems and incentivizing more home
and community-based services available through HCBS waivers. This work is generating
evidence that home and community based long-term care services provide participants
with choice and dignity in their care and promote better health among participants,
ultimately saving states money in long-term nursing care. For instance, a study by the
Center for Medicare and Medicaid (CMS) found that providing a menu of home and
community-based services that target daily living activities decreased recipients’ risk of
transitioning from long-term care provided through HCBS to long-term care provided in a
nursing home (see Attachment 3).
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A study in Washington State (see Attachment 4) found that addressing clients’
health-related social needs, through HCBS services, improved the health of clients who
utilize HCBS. Finally, the National Institute of Health, National Library of Medicine
contains several studies that address the benefits of home and community based
services in promoting health outcomes. A recent study (see Attachment 5) concludes
that optimizing existing home and community based services enables the healthcare
system to proactively meet clients’ needs outside of a skilled care facility (e.g. hospital or
nursing home), while reducing wait times for those individuals whose needs are best
served in a skilled care setting.

This evidence provides justification for the Department’s decision to incentivize
Coloradans who qualify for home care services to receive those services through HCBS
waivers instead of the relatively small cash benefit provided by HCA. Currently, all HCA
applicants’ functional eligibility is assessed for HCBS. If the client is deemed eligible for
HCBS, they are no longer eligible for HCA. However, HCA remains as a program of last
resort for Coloradans who meet HCA eligibility, but are not determined eligible for HCBS.

38. [Sen. Zenzinger] The Home Care Allowance program used to be a core function of the
Department of Human Services. Please provide an explanation of why caseload has
declined significantly and how this decline has affected the populations served by this
program. (slide 91)

Prior to the 2022 rule change, the average HCA caseload was approximately 1,280
individuals. Beginning in May 2022, the caseload has declined month-over-month as a
direct result of the rule change: as clients submit applications or redeterminations for
HCA, they are functionally assessed for Home and Community Based Services (HCBS)
waiver programs and are not eligible for HCA if they are determined eligible for HCBS.
As of December 2023, 78 HCA cases remain. This is a direct effect of the rule change
working as intended, whereby the majority of HCA recipients are receiving HCBS
services. The genesis of this rule change was a 2021 survey that found that expansion
of HCBS waivers created a significant overlap in the eligibility of clients served by HCA
and HCBS waiver programs. Specifically, this data indicated that approximately 90% of
clients who were receiving HCA would likely be eligible for Medicaid waiver services
under HCBS. Moreover, those HCBS services are more robust in both the types of
services allowed and the financial value of those services. Meanwhile, clients who are
not determined functionally eligible for HCBS can continue to receive HCA benefits.
However, the Department acknowledges that a few HCA clients experienced some
issues as they transitioned between HCA and HCBS. The State and its partners worked
diligently to minimize client impact through training, communications, and updates to the

62



Colorado Benefits Management System (CBMS), as well as directly resolving any
lingering client issues.

39. [Sen. Kirkmeyer] The request references an April 2022 rule change by the State Board
of Human Services. Under what statutory authority was this rule change made? (slide
91)

The following Colorado Revised Statutes (2021) were cited as the State Board Authority
for Rulemaking in the April 2022 HCA rule change package:

● 26-1-107, C.R.S. (2021) - State Board authority to promulgate rules
● 26-1-109, C.R.S. (2021) - State department rules to coordinate with federal

programs
● 26-1-111, C.R.S. (2021) - State department to promulgate rules for public

assistance and welfare activities

The following Colorado Revised Statutes (2021) were referenced at the Program
Authority for Rule in the Adult Financial Modernization Phase II rule package:

● 26-2-122.3, C.R.S. (2021) - State department to promulgate rules for Home Care
Allowance (HCA)
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Office of Civil and Forensic Health (OCFMH) (slides 94-117)

40. [Rep. Bird] Describe whether the request can be at least partially supported with ARPA
funds through December 2024. (slide 96)

Yes, the request can be supported with ARPA funds. If the JBC wishes to consider
partial funding through ARPA, the Department would recommend that ARPA be used for
personal services for the first six months of FY 2024-25 for the state-run beds, as these
appropriations have already been funded with ARPA in FY 2022-23, and funding these
lines with ARPA would not require updates to contracts with private providers, which can
be time consuming for our Contracts and Program staff, and drives additional reporting
requirements. (Contract updates require extensive work with the contracted entity in
order to reprocess the agreement, and updating contract bed agreements would impact
multiple vendors.)

41. [Rep. Sirota] Please describe the process for additional competency evaluations after an
initial evaluation and report has been made. Does the Department conduct these
evaluations or a third party? Please describe the frequency of additional evaluations for
a single case, and what impact they may or may not have on caseload backlog. (slide
99)

Per statute, “Within seven days after receipt of the court-ordered [competency
evaluation] report, either party may request a hearing or a second evaluation”
(16-8.5-103(3), C.R.S.).

Second evaluations are not completed, overseen, or paid for by the Department. For this
reason, requests for second evaluations have minimal impact on the Department’s large
evaluation caseload. In FY 2022-23, the Department was made aware of only 9 second
evaluations that were formally requested after the initial competency evaluation report
(out of 2,634 orders for competency evaluation). Requests for second evaluations are
infrequent and have an insignificant effect on caseload backlog. Notably, courts may
have ordered a second evaluation and the Department is not aware of the request, since
the Department is only required to receive the evaluation report if the second evaluation
opines the individual to be incompetent to proceed. Any second evaluations that the
Department is not aware of would therefore include opinions that the defendant is
competent, and would therefore not contribute to the competency restoration backlog.
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42. [Rep. Taggart] How many clients receiving competency evaluation and restoration
services are repeatedly cycling through the competency evaluation and restoration
system? (slide 100)

According to available data, between 2018 and 2023, 513 individuals who received
competency restoration orders had also received restoration orders in a previous year.
This number represents 4.7% of 10,720 total individuals receiving competency
restoration orders in that time period. The number does not include anyone with a
subsequent case in the same year as restoration treatment was completed, so it may
slightly undercount the precise number of individuals who received treatment multiple
times in this window. This number would be more precise if treatment records were
better integrated with records related to court cases and orders. OCFMH looks forward
to having the capacity to collect more thorough data on this issue after completing the
ongoing IT capital project to update the Information Management system.

43. [Rep. Sirota] How are the consent decree fines managed and awarded? Please identify
any funding the Department has received from the consent decree fines and fees. (slide
102)

The fines CDHS pays related to the consent decree go into a trust fund managed by the
Fines Committee. The application process for fines and monitoring of the funded
programs are managed by three contractors. Disability Law Colorado (the plaintiff in the
lawsuit), OCFMH, and the Special Masters appointed to oversee the consent decree
each get a vote on where the funding goes after a program/organization applies.

The fund disburses money to local programs aimed at reducing the waitlist. The funds
cannot be used to benefit the Department, which means they cannot pay for Department
staff or other operating expenses. Accordingly, the Department has not received any
funding from the consent decree fines and fees.

Some of the funded programs provide:
● Permanent supported and temporary housing for restoration clients
● Treatment and wrap-around services for priority populations, including individuals

experiencing homelessness, individuals with brain injuries, individuals with
co-occuring mental health conditions

● Staffing for competency dockets
● Coordination between services in the community and jails

More details about the fines can be found online at coloradocompetencysolutions.com
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44. [Rep. Bird] From the Department’s perspective, what has driven the increase in court
orders for competency evaluations and restoration services in the past 10 years?
(slides 104-105)

Nationwide, an increase in mental health needs for adults in general has driven a
dramatic increase in utilization of the competency system. According to the federal
Substance Abuse and Mental Health Services Administration’s annual survey, in the past
ten years the rate of mental illness among adults in the United States has risen from
18.6% to 23.1%. Meanwhile, the incidence of serious mental illness–the primary driver to
the competency system–has increased by 46% in this same amount of time. These
trends over time were exacerbated by the effects of the COVID-19 pandemic in recent
years. National studies found that the percentage of Americans reporting serious mental
health symptoms doubled between March and June of 2020.

This increase in mental health symptoms and need for services has driven an increased
flow of individuals with mental illness to the criminal justice system, and resultantly an
increased flow of defendants to the competency system. Nationally, 28 states reportedly
have waitlists for competency services, and 9 states are under litigation or consent
decrees. In Colorado, the data are clear. There were 487 court orders for competency
evaluations in Fiscal Year 2000-2001, and 2,634 in Fiscal Year 2022-2023, an increase
of 440.9%. Similarly, there were only 129 orders for competency evaluations in Fiscal
Year 2000-2001, which increased by 2,021.7%, to 2,737 orders for competency
restoration services in Fiscal Year 2022-2023. A crisis that has hit everyone nationwide
has come to roost in the Colorado competency system.

45. [Sen. Gonzales] Please provide more complete data on the time individuals are
spending on the competency restoration waitlist rather than an average. What is the
current range? What causes an individual to be on the waitlist for a shorter or longer
period of time? (slide 107)

The range of wait times for those admitted for inpatient treatment from the waitlist in
November 2023 was from 50 days to 387 days. Note that these times are the actual wait
times ended by admission throughout the month. Those continuing to wait in jail may
have wait times outside of this range.

For more complete data on the time individuals are spending on the waitlist, please see
Attachment 22, which is a snapshot of what individual wait times look like on a given day,
created to provide a more thorough picture of the waitlist at one moment in time.
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As for the specific drivers to each individual’s wait time, when a bed becomes available
for inpatient restoration treatment, the following factors will determine which individual on
the waiting list gets offered a bed for admission:

● Acuity of mental illness: Individuals with more severe symptoms are prioritized for
admission because of their more urgent need for care.

● Charge level: Individuals requiring high levels of security due to the severity of
their legal charges will only be admitted to beds on secure units.

● Balance of milieu: Units at the hospital need to maintain a balance of patients
with varying acuity levels in order to ensure that all patients receive adequate
attention and high quality care. Furthermore, a bed in a shared room may not be
appropriate for an aggressive or high-acuity patient. The acuity of current patients
in the unit affects the acuity level of the next admission when a bed becomes
available.

● Patient demographics: An individual cannot take an open bed if the
demographics of the individual are not appropriate to the unit. Likewise, if a bed
becomes available on a unit dedicated to a specific demographic, an individual
within that demographic will be prioritized.

● Medical needs or cognitive disorders: Individuals with specific medical or care
needs may only be admitted when a bed becomes available in a unit in a hospital
that is equipped to manage specialized medical or cognitive care.

● Time on the waiting list: Individuals will be prioritized over others with similar
demographics, needs, charges, and acuity levels if they have been waiting for
longer.

All of these factors combine to determine the amount of time that a person will spend
waiting.

46. [Sen. Gonzales] Please provide the Department’s perspective on the reasons for
decompensation when patients transfer from the hospitals to carceral or community
settings. (slide 108)

Once a patient is found competent, the Department no longer has statutory authority
over the patient and care must transition to another setting, be it carceral or within the
community, depending on court orders. A significant factor in decompensation for
patients transferring to carceral or community settings is access to medication. Many
competency patients experience a level of psychiatric symptoms that can only be
managed with consistent and continuous medication use. In carceral settings, the
formularies are quite different than those in the psychiatric hospitals, and as a result a
jail or prison may simply be unable to provide a medication that has been crucial to
stabilizing an individual during the period of hospitalization. Furthermore, jails generally
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do not administer court ordered medications involuntarily, and therefore if a patient
begins to refuse medication after transferring from the hospital to a carceral setting, the
providers in the new setting have limited options for supporting that patient in continuing
medication. Medication compliance becomes an even greater issue with transfer to the
community, where providers have even fewer options to support clients who refuse
medication, and where clients who wish to continue medication may need assistance in
remembering, obtaining, or affording necessary medications.

A possible solution to this problem may be the use of long-acting injectibles (LAIs) as
opposed to oral medications. These medications can have profound positive effects on
mental health that can be sustained for 30 to 60 days, addressing many of the barriers
related to daily medication needs. However, LAIs tend to be more expensive than oral
medications, and for this reason they are underutilized.

Beyond medication, new settings may also struggle to meet a patient’s treatment needs
after transfer as well. Carceral and community mental health providers may not have the
capacity or expertise necessary to provide the level of support and psychiatric treatment
necessary for a client with serious mental illness. Scarcity of other resources may also
lead to decompensation. Carceral settings may not feel comfortable and safe to inmates,
which can have an effect on mental health. Likewise, in the community, If one does not
have adequate and safe housing or is working multiple jobs, barriers will arise related to
continued mental health treatment and stability.

47. [Rep. Bird] Please describe base-building and non-base building salary increases by job
classification in recent years. (slide 110)

The Partnership Agreement includes provisions for base-building and non-base building
salary increases for key job classes in FY 2023-24. The updated pay plan had significant
impact on salaries for many direct care positions, such as nurses and social workers,
bringing base-building salaries closer to industry standard ranges. The Partnership
Agreement also includes a temporary non-base building pay differential for the following
job classifications:

● Nurses (8%)
● State Teachers (3.17%)
● Client Care Aides (3.17%)
● Health Care Tech (3.17%)

Other non-base building compensation includes hiring bonuses, which the Department
has been offering to increase hiring for direct care positions. In October 2022, CDHS
began offering hiring bonuses to high-need direct care positions. The bonuses included
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$7,000 for nurses, $3,250 for CNAs and social workers, and $2,000 for facilities
specialists and many other roles. In March of this year, CDHS increased the hiring bonus
for nurses at the mental health hospitals to $14,000. The bonuses for other direct care
positions sunsetted, but CDHS is committed to the continued hiring of nurses at the
mental health hospitals as long as funding allows.

Starting in FY 2018-2019, the Colorado Mental Health Hospitals in Fort Logan
(CMHHIFL) and Pueblo (CMHHIP) received funding to increase compensation closer to
market rates, which included increasing nurse and direct care job classifications to the
midpoint of the pay range. Since July 1, 2018, it has been the policy of CDHS to hire at
the midpoint of the pay range for new employees in the following classifications at the
Mental Health Hospitals due to difficulties in recruitment and retention:

● Client Care Aide I and II
● Correctional/Youth/Clinical Security Officer I and II
● Health Care Services Trainee I, II and III
● Health Care Technician I, II, III and IV
● Mental Health Clinician I, II, III and IV
● Mid-Level Provider
● Nurse I, II and III
● Social Worker/Counselor I, II, III and IV
● Therapy Assistant I, II, III and IV

This practice of hiring these positions at midpoint was discontinued in FY 2023-24, as
the updated pay plan and other provisions of the Partnership Agreement brought
salaries for these positions closer to market rates.

For 2022-23, CMHHIP also offered a pay increase to staff in Nutrition Services and
Housekeeping staff to facilitate recruitment and retention. This was part of a statewide
compensation adjustment for these classifications.

FY 2022-23 Nutrition Services Pay Increase

CMHHIP also used salary increase waivers between FY 2021-22 and FY 2022-23 to
recruit and retain Psychologists I and II based on their years of experience. The same
waiver practice is continued for psychologists for FY 2023-24.
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48. [Rep. Taggart] Compensation practices up to this point have not sufficiently addressed
state FTE vacancies. Please discuss the Department’s long-term compensation plan to
improve hiring and retention. (slide 110)

While the Department of Personnel & Administration is responsible for setting and
maintaining the State of Colorado compensation plans, CDHS is committed to long-term
solutions. In the FY2024-25 Annual Compensation Report, healthcare services salaries
are anticipated to be 4.7% below the market median. While this gap is not ideal, with the
strategies identified below, it is much more manageable.

In addition to the new positive trends in vacancy rates and the actions described in the
previous questions, CDHS believes that the combination of several actions will have a
long-term positive impact on hiring and retention. First, if funding is approved by the
General Assembly, the Step Pay Program (with funding requested through DPA) will
address pay equity issues, alleviate pay compression, reduce bias, and address
employee pay progression through the pay range based on time in job series. Second,
the proposed 3% across the board increase on July 1, 2024 will help the state keep pace
with the market. Third, CDHS has and continues to re-negotiate agency staffing rates to
lessen the gap between FTE salaries and agency staffing wages. This fiscal year, some
agency nursing rates have been re-negotiated down by up to 15%. Finally, CDHS is
committed to continuing the hiring bonus for nurses as long as funds are available.

While compensation is critical, CDHS continues to invest in other internal programs to
drive up retention. Keeping Employees Engaged Program (KEEP) is a new pilot program
that aims to improve the employee experience, boost engagement, increase retention
and better meet employee needs by assessing and increasing communication between
leadership, supervisors, and employees. CDHS has also had some very recent success
with hiring blitzes, which create opportunities for same-day hiring events. For example,
on October 18 this year, CMHHIP hired 9 nurses in one day, whereas last year CMHHIP
only hired 3 nurses in four months from August through November of 2022. CDHS has
other ongoing initiatives targeting retention, such as the CDHS Great Place to Work
Initiative which focuses on the employee experience, leadership, culture, and career
pathing. Overall, CDHS looks forward to continuing to partner with DPA and Colorado
WINS to address compensation.
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49. [Rep. Bird] How does the Department intend to reduce state FTE vacancies by 12.5
percent per year over the next three fiscal years? How will the Department support hiring
and retention efforts once one-time ARPA funds are no longer available? (slides 110,
112)

As discussed in previous responses, improvements in vacancy rates are already
promising, in particular with regard to nursing, and the goal of 12.5% reduction in
vacancy rates included in the calculations for the budget request is specific to nursing
positions. Since May 2023, the Department has reduced nursing vacancies at CMHHIP
by 14% and at CMHHIFL by 56.9%. Given the most recent hiring trends between the two
hospitals, the Department is hopeful that the hospitals can reduce vacancies in nursing
by greater than 12.5%. However, the Department will no longer be able to support hiring
and retention bonuses when ARPA funding is no longer available.

50. [Rep. Bird] Please describe the Department’s confidence level that requested positions
for R1 will be filled given existing vacancy rates. (slides 110, 112)

Responses to the previous questions demonstrate an overall positive trend in hiring for
direct care positions and the Department’s commitment to continuing and expanding
programs that have contributed to this trend. As the previous question notes, CDHS is
optimistic that the Department can meet or exceed the 12.5% annual decrease in
nursing vacancy rates that drives the calculations in the budget request.

However, the positive trend that is beginning to appear around hiring will take time to
gradually refill vacant FTE. For this reason, R-01 does not include large requests for
additional FTE. Rather, the funding for staff to maintain beds and open closed units in
this request is focused on paying for temporary agency staff to cover existing vacant
positions while the Department continues the work necessary to hire direct care staff.
The Department is not experiencing challenges contracting with temporary agency staff,
and is therefore confident that these positions will be filled if funding is adequate to cover
the costs for temporary agency staff. As FTE vacancies are filled, then–which the
Department is increasingly optimistic will be the case–the additional staff will provide
coverage to open closed units and to gradually reduce dependence on temporary
agency staff instead of state FTE.

R-01 does request an additional 3.4 FTE beginning in FY 2024-25. This portion of the
request addresses a recommendation from Chartis to increase CMHHIFL’s staff by 6.8
Registered Nurses (RN) and 17.2 Mental Health Clinicians (MHC). Under R-01, all 6.8 of
the RNs would be filled as soon as possible by nurses from a temporary agency. R-01
also assumes that 80% of the MHC positions will be filled by staff from temporary
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agencies and the remaining 3.4 MHCs will be hired as state FTE in FY 2024-25. The
Department is highly confident in filling the 3.4 MHC positions in FY 2024-25. To the
extent that CMHHIFL can fill state FTE vacancies to meet Chartis’ recommendations
instead of using staff from temporary agencies, it will do so.

51. [Sen. Zenzinger] Please describe staffing challenges for all direct care positions at the
state hospitals, including but not limited to physicians and psychiatrists, rather than
nurses alone. What is the Department’s greatest hiring need? What is the Department
doing to address staffing positions that are not the greatest need, but still an otherwise
significant need? (slides 112-113)

Vacancy rates in both hospitals had been steadily increasing for several years for all
direct care positions, but in the past year at CMHHIFL and in the past six months at
CMHHIP they have begun to decline again. In particular, since the FY 2023-24 pay plan
determined by the Partnership Agreement went into effect, vacancy rates have begun to
drop slightly at CMHHIP among all direct care positions. Furthermore, since the
Department’s request to increase physician salaries for FY 2023-24 went into effect,
hiring rates for psychiatrists have increased significantly, with 6 new psychiatrists hired at
CMHHIP.

Because the FY 2023-24 pay plan better aligned salaries with market rates for all
positions across the state, the effects in hiring have been apparent in various direct care
positions. While nursing positions have been incentivized with significant hiring bonuses,
and those effects are particularly evident in nurse hiring trends, the decrease in
vacancies across direct care positions suggests that increased compensation through
the Partnership Agreement is having a positive effect. Nonetheless, the Department
continues to consider which direct care positions have the greatest area of need and
whether additional incentives will be helpful, and to engage in targeted hiring blitzes for
job classifications with high vacancy rates.

While this trend is promising, vacancy rates at the hospitals, and at CMHHIP in
particular, remain very high, particularly among nursing, mental health clinician, and
social work positions. The Department is committed to ensuring that direct care positions
are covered despite the ongoing staffing shortages, and for this reason has invested in
temporary agency staff while continuing to work to fill state FTE.
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52. [Rep. Bird] Describe the implementation status of legislation intended to open additional
units at the state hospitals through one-time ARPA funds, including but not limited to
H.B. 22-1238, H.B. 22-1303, and H.B. 22-1386. Have new units been opened as a result
of this legislation? How do the General Fund annualizations for these bills impact staffing
resources at the state hospitals? (slide 114)

H.B. 22-1238: Authorized and funded the construction, maintenance, and operation of a
16 residential bed Neuro-Psych facility (now called Psychiatric Residential Treatment
Facility (PRTF) at Ft. Logan) to serve youth under the age of 21. The bill also requires
the Department to develop and implement admission criteria to ensure youth are
assessed for the least restrictive level of care before they would be admitted. For FY
2024-25, the Department annualized $11,781,855 General Fund related to the operation
of the 16 beds. The Department will be contracting with a provider to operate and staff
the facility, so staffing for the PRTF will not be related to staffing for the state hospitals.
Planning and programming for construction has been completed, and a contractor is on
board. The buildings in the location where the PRTF will be constructed have been
vacated and are preparing for demolition.

H.B. 22-1303: Over the course of the past fourteen months, the Mental Health
Transitional Living (MHTL) Homes authorized and funded by H.B. 22-1303 have gone
from a concept on paper to operationalizing and serving Coloradans. These homes have
been designed and built based on research, stakeholder engagement, and collaboration
with subject matter experts focused on creating programs that are provided in a
homelike environment, provide staffing 24/7/365, and offer services focused on assisting
individuals with continued development of social and life skills as well as assistance with
activities of daily living. The following are the steps taken year to date to operationalize
these programs:

● Collaboration with state agencies including CDPHE, BHA, and HCPF to create
rules and regulations fitting to these homes along with a reimbursement model
through Medicaid

● Development and implementation of the placement criteria, which is used to
determine eligibility for services within these homes. The MHTL Homes have
two levels of care, as described below:
○ Level 1 - Transitional Living: Responsible for daily living with regular

support such as medication dispensation, ongoing minimal therapeutic
activities, and regularly scheduled daily activities, and an emphasis on
Activities of Daily Living (ADL) support. Such programming is geared
towards supporting the individual's engagement and work towards full
independence.
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○ Level 2 - Supported Therapeutic Transitional Living: Coordinated
whole person care to include daily social and life skills activities/ training,
therapeutic services, group activities, and medication dispensation.
Programmatic services are geared for those needing more support due to
continued management of severe mental illness. Services include
medication management and dispensation, daily living, social, and life
skills activities, therapeutic services, support with ADL’s, etc. Individuals
in this level may also require enhanced supervision to ensure safety,
which may include, but is not limited to, increased staffing patterns and
delayed egress systems.

● Issuance of a Request for Applications to garner responses from providers
across the state to contract with OCFMH to provide these services

● Renovations to three state owned homes, focused on upgrading and updating
these homes to align with the programs needs and standards of operations

● Execution of contracts with providers to begin service provisions as MHTL
Homes

● Acceptance of referrals, with emphasis on the identified priority populations per
HB 22-1303

The MHTL Homes officially began operating and serving individuals with the opening of
our first home in late September 2023. In November 2023, the second MHTL Home
opened and began serving individuals. The table below provides an overview of the
homes, locations, status, bed capacity, and bed availability). We have a phased
approach to opening these homes, which is dictated by timelines associated with
renovations, licensing, and ensuring the homes are staffed appropriately to begin serving
clients.

MHTL Home Implementation (H.B. 22-1303)

Home Name Provider Location Status Bed
Capacity

Beds
Filled

Beds
Available

Total
Provider

Beds

Silver Maple (Level 1)

Sequoia

Littleton OPEN 12 10* 2*

52
Warren (Level 1) Lakewood Pending

(March) 12 12 12

Grant 55 (Level 1) Northglenn OPEN 16 4* 12*

Grant 75 (Level 1) Northglenn Pending
(May) 16 0 0

Cascade (Level 1) Embark Colorado
Springs

Pending
(December) 8 0 0 8
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Alcott (Level 2)
Ananeo

Denver Pending
(2024) 10 0 0

20
Mississippi (Level 2) Denver Pending

(2024) 10 0 0

Monarch (Level 2) Monarch Denver Pending
(2024) 12 0 0 12

Place (Level 2)

OCFMH

Westminst
er

Pending
(2024) 8 0 0

24Wiggins (Level 2) Pueblo Pending
(2024) 8 0 0

Bayfield (Level 2) Pueblo Pending
(2024) 8 0 0

In addition to the MHTL program, HB22-1303 authorized construction of a new, 16-bed
wing at CMHHiFL, to be used for forensic beds until the Department is in compliance
with the Consent Decree, and then converted to civil. This project is currently in Design
Development, which is 50% complete. A contractor is on board, and construction is
anticipated to begin in 2024 and conclude in 2025. The funding that annualizes for
HB22-1303 includes funding to staff this wing of the hospital at levels comparable to
similar units, and the annualization will not impact staffing resources elsewhere in the
state hospitals. The annualized funding for MHTL homes will ensure staffing for the
homes, but will not affect hospital staffing resources.

HB 22-1386: This bill authorized the Department to contract for beds at private hospitals.
With this funding, the Department has entered contracts for 61 beds at private hospital
beds, with 54 beds at Peak View and 7 at Denver Health. The Department annualized
$29,362,828 for FY 2023-24. Although the Department has until December 2024 to
expend all ARPA funds, the Department estimates that private hospital bed funding will
be fully spent by March of 2024. These private hospital beds augment the Department’s
capacity to admit and restore competency patients by serving medium acuity patients
who do not require the higher level of care provided at the state hospitals. Use of private
hospital beds has helped the Department to prioritize state hospital beds where possible
for patients with higher acuity levels. These beds have maintained a 95% of above
occupancy throughout the contract term. The ARPA funding for competency work
attached to this bill was one-time funding and will not annualize to general fund.
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53. [Rep. Bird] Please describe capacity needs for civil beds at the state mental health
hospitals. (slide 115)

CMHHIFL currently has 94 civil beds over 4 units. As of December 11, 2023, there are
29 individuals on the civil wait list. Of the civil beds at CMHHIFL, currently 10% of
patients are voluntary admissions and 90% are civil commitments.

CMHHIP currently does not have any dedicated civil beds, and does not directly admit
adult civil patients. However, when forensic patients admitted to CMHHIP become civil
patients–either because their charges are dropped or because their cases are converted
to civil commitments–these patients will often remain in CMHHIP for continued
treatment. As of December 8, 2023, CMHHIP is serving 109 civil patients, 24% through
voluntary admissions and 76% through civil commitments.

CMHHIP prioritizes forensic patients for admission because the Department is under a
legal and statutory mandate to serve forensic patients, and this mandate guides
admissions priorities. While the state hospitals do provide high quality mental health care
to civil patients, these patients can also receive services in other settings, ideally settings
that are closer to their communities and support systems and that represent the least
restrictive environment of care. Because forensic patients often require additional
security related to their criminal court cases, these patients are often more appropriate to
the highly secure and restrictive care available at CMHHIP. As continued investment in
addressing competency needs continues to yield declines in the forensic waitlist, the
Department looks forward to repurposing beds in the future to meet the needs of civil
patients and prevent renewed inflow of patients to the competency system.

54. [Rep. Bird] Describe the Department’s efforts to prevent clients from entering the
competency and criminal justice system, including investments in civil bed or
community-based programs through OCFMH or the BHA. (slide 116)

The Department continues to engage in work aimed to prevent individuals from entering
the competency and criminal justice system. At the foundation of this work, the
Department is enthusiastic about the work of the Behavioral Health Administration (BHA)
to overhaul the community safety net system to build a more robust support network for
community-based mental health services that will help prevent entry to the criminal
justice system.

The Department also engages in a number of projects in partnership with other agencies
and stakeholder organizations to prevent entry into the competency system. As a voting
member of the committee that assigns Consent Decree fines funds to projects
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throughout the state, the Department has had the opportunity to support and contribute
to a number of innovative prevention projects statewide. Detailed information about
these projects is available through the fines and fees website linked in the previous
response.

Recent legislation supported and promoted by the Department has also provided
numerous opportunities for the Department to engage with prevention efforts. The
Mental Health Transitional Living Homes, funded by HB 22-1303, are accepting patients
and providing a less restrictive environment for clients with serious mental illness who
require supportive housing. HB 22-1386 also changed statute to increase the likelihood
that defendants with lower-level charges can be served in community settings rather
than carceral settings. Thanks to this legislation and sincere efforts throughout the
system, orders for outpatient competency services have increased by 813% in the past
five years, drastically reducing the number of individuals who would have previously
been ordered to inpatient restoration treatment at the state hospitals.

This work to move defendants who are incompetent to proceed into more appropriate
treatment settings was broadened by HB 23-1138, which expanded the legal
mechanisms by which appropriate defendants can transfer to civil commitments rather
than undergoing restoration treatment. OCFMH has begun collaborating with the BHA to
implement provisions of this bill to take effect in July 2024, and looks forward to finding
ways to more often petition for civil commitment to divert defendants from the
competency system.

HB 23-1153, Pathways to Behavioral Health Care, has encouraged the Department to
make additional efforts to research best practices in competency services for clients who
are unhoused. OCFMH leadership has met with experts from California, New York, and
Florida to learn about the outcomes of innovative models and to consider which of these
best practices could be implemented in Colorado. This work will be integrated with the
findings of the independent contractor engaged through the legislation to determine next
steps and begin innovations in the Department’s services for individuals with serious
mental illness experiencing homelessness in FY 2023-24.

The Department is further participating in partnerships that explore additional ways of
discharging patients to stable and supportive housing. Nursing home partnerships have
begun to yield successful discharge plans for patients who require skilled nursing
support for medical reasons, and partnerships through the fines fund have created
temporary housing options for patients ready for discharge experiencing homelessness.
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Finally, the Department has been actively involved in the implementation of competency
dockets throughout the state. Evaluators are now assigned to many of these dockets,
reducing the number of evaluations ordered. There are currently seven active
competency dockets with seven more expected to roll out by 2024. One full time CDHS
staff member is dedicated to supporting and helping launch competency dockets
throughout the state. Partnerships with the State Court Administrator’s Office (SCAO)
and the Bridges Program will soon aid in creating joint recommendations for
Competency Docket implementation, data collection, and outcome measurements that
will also culminate in establishing best practices for competency dockets in Colorado.
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Behavioral Health Administration (BHA) (slides 1-32)

1. [Sen. Kirkmeyer] Provide a comprehensive accounting of staff that have been
transferred from other state departments, including DHS, HCPF, and CDPHE, to the
BHA. (slide 8)

BHA was created through H.B. 22-1278. As part of BHA’s creation, CDHS’ former Office
of Behavioral Health - Division of Community Behavioral Health (CBH) was dissolved.
One hundred twelve (112.0) FTE were transferred from CBH to BHA along with statutory
requirements to provide oversight of behavioral health treatment and recovery programs.
Eleven (11.0) FTE were transferred from CBH to CDPHE.

2. [Sen. Kirkmeyer] Describe the implementation timeline as amended by H.B. 23-1236. Is
the BHA on track to meet the new timeline? What is the business plan to meet the
outlined timeline? (slide 11)

H.B. 23-1236 amended the effective date of three BHA deliverables. These changes
were made in collaboration with providers and advocates, with their support for the
delays. The adjusted timelines for these three initiatives align with BHA's mission to
co-create a people-first behavioral health system that caters to the needs of all people in
Colorado. The extended timeline allowed stakeholders more time to engage in the
design process of the following initiatives:

● Provided an additional six months for BHA to co-create and refine behavioral
health provider regulations, and transfer the Behavioral Health Entity (BHE)
License from the CDPHE to BHA

● Provided an additional year for BHA to incorporate a competitive procurement
process that was community-informed as part of implementing the Behavioral
Health Administrative Services Organizations (BHASOs) structure ; and

● Provided an additional six months to BHA for the development of an emergency
involuntary mental health procedure. This statutorily established mental health
procedure, effective January 1, 2024, requires updates and additions to patients
rights, changes who is authorized to place a person on a transportation hold,
allows for individuals to be placed on multiple 72-hour mental health holds before
a court order is required, among other changes.

With these changes to the statutory timelines, BHA is now on schedule to implement all
its statutory initiatives according to their established effective dates. Since May 2023,
BHA has dedicated and organized staff time to align with reform initiative priorities. The
following outlines the priority structure and timeline for enhancing and expanding
Colorado's new behavioral health system initiatives.

1. Design the behavioral health system, which includes:
a. Establishing new provider regulatory requirements that set the foundation

for quality and accountable behavioral health services on a provider level
effective January 1, 2024 (see Section 27-50-501, et. seq., C.R.S.);
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b. Identifying where and how the people of Colorado access safety net
services in communities and regions across Colorado effective July 1, 2024
(see Section 27-50-301, et. seq, C.R.S.);

c. Establishing a care coordination infrastructure that clarifies how state
agencies, payors, and providers work together so that people in need of
behavioral health services receive well-coordinated and comprehensive
care by July 1, 2024 (see Section 27-60-204, C.R.S.).

2. Implement the behavioral health system, which includes:
a. Until the launch of Behavioral Health Administrative Services Organizations

(BHASOs) on July 1, 2025, the focus is on maintaining behavioral health
service delivery contracts transferred from OBH to BHA. This includes
managed service organization (MSO) contracts for the Colorado substance
use disorder system, administrative service organization (ASO) contracts
for the Colorado behavioral health crisis system, and direct contracts with
mental health providers for the Colorado mental health system;

b. Implementing the programs that received ARPA grants to promote
sustainable funding models for these programs and ensure their alignment
with BHA's vision for the behavioral health system.

c. Launching the Behavioral Health Administrative Services Organization
(BHASO) structure, with BHASOs fully operational July 1, 2025.

d. Collaborating with state agencies to deliver all behavioral health programs
in alignment with BHA’s vision for Colorado’s behavioral health system via
formal agreements between agencies (see Section 27-50-202, C.R.S.) and
use of universal contracting provisions when agencies contract for
behavioral health services (see Section 27-50-203, C.R.S.).

3. Monitor Colorado’s behavioral health system, which includes:
a. Developing a behavioral health performance monitoring system (see

Section 27-50-201, C.R.S.) by July 1, 2024 which synthesizes data from
BHA data collection systems to assess the accessibility and quality of care
across Colorado’s behavioral health system.

b. Utilizing the collective expertise of state agencies, providers, advocates,
and individuals and families with lived experience to shape the availability
and quality of behavioral health services at the statewide, regional, and
community levels. This will be finalized through systemic and targeted
engagements, BHASO regional subcommittees (see Section 27-50-703,
C.R.S.) and state and federal advisory boards and councils.

c. Creating publicly accessible resources for transparent reporting on the
effectiveness of Colorado’s behavioral health system.

BHA is prioritizing initiatives that are statutorily mandated for implementation. BHA is
working to establish the necessary infrastructure to deliver a comprehensive,
evidence-based, affordable, high-quality, equity-focused, and easily accessible
behavioral health system framework for all people of Colorado.

3. [Sen. Kirkmeyer] What is the timeline for implementation of the Prospective Payment
System for Comprehensive Providers? (slide 13)
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HCPF has worked collaboratively with providers and other stakeholders, including BHA,
to develop the methodology for the Prospective Payment System (PPS) that will be used
to reimburse comprehensive providers as of July 1, 2024. This methodology is based on
the national Certified Community Behavioral Health Clinic (CCBHC) payment model.
For each comprehensive safety net provider, HCPF is actively working with submitted
and anticipated cost reports to develop the individual PPS rates, and to develop a
statewide PPS for those providers that were unable to submit a cost report last month.
HCPF anticipates these PPS rates will be developed by March 2024 and incorporated in
RAE contracts by July 2024.

4. [Sen. Kirkmeyer] How many new providers have entered the market since the
implementation of the BHA? (slide 14)

Since 7/1/2022, the BHA has licensed or designated 44 new agencies that opened 53
total new sites among them. Another 52 new sites were added by existing licensed
agencies.

Separately, the State Board of Human Services passed the updated BHA Provider Rules
(adopted November 3, 2023), setting the foundation for new rules and regulations to
take effect for behavioral health providers. As part of these rules, BHA will issue
approvals for these new providers beginning January 1, 2024 in preparation for the
launch of the associated enhanced Medicaid payment models available to
BHA-approved safety net providers beginning July 1, 2024. These new safety net
providers will play a critical role in expanding the provider network and improving access
to behavioral health safety net services. BHA and HCPF have received significant
interest from providers in becoming approved safety net providers:

● In October 2023, Health Management Associates (HMA) conducted a provider
survey and determined that seventy-four (74) providers intend to become an
Essential Safety Net Provider and sixty-one (61) expressed interest in becoming
a Comprehensive Safety Net Provider (HMA Provider Training and Technical
Support Plan - Exhibit C, 2023). This marks a significant increase from the
current eighteen community mental health centers (CMHCs), with the potential to
significantly enhance the capacity of the safety net system.

● BHA received letters of intent from all eighteen CMHCs to pursue comprehensive
safety net provider status.

● Additionally, three new agencies successfully submitted cost reports on time for
FY 2022-2023, and an additional five providers asked for extensions to complete
their cost reports required for all comprehensive providers.

This indicates a notable shift following decades with seventeen to eighteen CMHCs.
BHA has made changes to provider regulations and HCPF has made payment system
alterations. Within the first month since the regulations passed, eight new agencies,
marking a 44% increase, are actively expanding their services to function as
comprehensive behavioral health safety net providers. In the decade before these
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changes, only one new CMHC, Eagle Valley Behavioral Health, entered the market and
was designated in FY22.

In addition to safety net providers, the total Medicaid market has expanded provider
networks across the state as indicated by the table below. HCPF expects BHA-led efforts
to continue to help improve the upward trend of providers accepting public insurance
and grants.

Number of RAE Contracted Behavioral Health Providers by State Fiscal Year

5. [Sen. Zenzinger] The priority populations eligible for safety net benefits are also
broadened under behavioral health reform. Originally, Colorado’s behavioral health
safety net benefits were designed to serve children with severe emotional disorders
(SED) and indigent adults with severe mental illness (SMI) specifically. How will the new
system ensure that these two populations are still a priority focus in the future? (slide
15)

Currently, BHA funds are allocated to people in Colorado who meet the definition of
“Priority Population” (see Section 27-50-101 (17), C.R.S.). Priority population is defined
as people who are both inadequately insured for the behavioral health care service they
are receiving, and present with SMI or SED. If a person meets the described criteria for
the priority population, they may also be eligible for designation as "underserved." This
term identifies traditionally marginalized populations in behavioral health care, allowing
for more efficient targeting of service delivery dollars to the areas where they are most
needed.
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BHA will further delineate and clarify priority and underserved population definitions in
our administrative rule volume, which is currently being drafted in anticipation of
stakeholdering in 2024. The priority and underserved populations so defined will be the
first iteration of what the BHASOs are expected to prioritize in their capacity and quality
building of the behavioral health safety net throughout the first year of their launch (FY
2025-26).

After that initial year, BHA will have data related to behavioral health system grievances
(see Section 27-50-108, C.R.S.), the capacity tracking IT system (see Section
27-60-104.5, C.R.S.), the performance monitoring system (see Section 27-50-201,
C.R.S.), the BHASO regional subcommittees (see Section 27-50-703, C.R.S.),
stakeholders, and agency partners that will inform any necessary adjustments to those
regulatory definitions, on a regional and/or community level, as the needs of such
populations dynamically change over time.

This approach establishes a framework for BHA to respond to insights gained from
system monitoring. It ensures that children and youth with serious emotional
disturbance, as well as adults with serious mental illness, stay prioritized in our
behavioral health safety net reform and improvement efforts. This aligns with the
legislature's intent in defining priority and underserved populations and granting
regulatory authority to BHA to implement this framework.

6. [Rep. Sirota] Will the BHA continue to consider children 0-3 years of age a priority
population? (slide 15)

Yes, if those children and youth, including children 0-3 years of age who meet the criteria
for are considered a part of the priority populations. “Priority populations” is defined in
Section 27-50-101 (17)(a), C.R.S. as:

"Priority populations" means people who are:
(I) Uninsured, underinsured, medicaid-eligible, publicly insured, or whose
income is below thresholds established by the BHA; and
(II) Presenting with acute or chronic behavioral health needs, including
but not limited to individuals who have been determined incompetent to
stand trial, adults with serious mental illness, and children and youth with
serious emotional disturbance.

7. [Sen. Zenzinger] The Medicaid demonstration model for Certified Community Behavioral
Health Clinics (CCBHCs) is gaining momentum federally and many states are
implementing or planning to implement a state certification. Is Colorado doing enough to
prepare for this model? How does the CCBHC model align with behavioral health
reforms implemented by the BHA? Is the enhanced CCBHC match one tactic to
adequately fund the new safety net system? (slide 15)
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Colorado is well positioned to effectively implement the Certified Community Behavioral
Health Clinics (CCBHC) model in Colorado. HCPF and BHA are preparing to apply in the
2024 cycle for a planning grant, to be awarded in 2025. BHA has been collaborating with
HCPF on researching the potential impacts to the state, and interviewing other states to
learn about best practices in implementation and oversight. Colorado applied for and
was narrowly denied a planning grant in early 2023. During the initial application
preparation, BHA and HCPF engaged extensively with stakeholders and prepared a
number of financial and policy documents to support the application. Since this time,
Colorado has been participating in the CCBHC State Directors Certification Meeting, a
Learning Collaborative through CMS and SAMHSA managed by the National Council of
Wellbeing. We requested and received feedback directly from the federal grant agencies
on how we could improve our application. We are also developing a provider readiness
checklist to support providers in evaluating their ability to become a CCBHC based on
the most recent updates to CCBHC criteria and community feedback.

BHA and HCPF used CCBHC’s framework when developing the Comprehensive Safety
Net Provider model and the Prospective Payment System (PPS) that is currently being
implemented (CCBHC Model; H.B. 22-1278; H.B. 22-1269; Attachment 23: Chapter 12:
Behavioral Health Safety Net Provider Approval). While CCBHCs will have significant
additional reporting and administrative requirements that will need to be met to be a
CCBHC, the implementation of Comprehensive Safety Net Providers and the related
PPS will move providers toward alignment with CCBHC requirements (CCBHC Criteria,
2023).

Enhanced CCBHC match is one tactic for safety net funding we are considering. The
enhanced CCBHC 67% federal match would provide additional support. While
CCBHC-certified providers would receive an enhanced 67% federal match, they will also
be required to increase data reporting and be responsive to additional federal and state
administration as well as regulatory oversight within that expanded funding. The
increased federal Medicaid match is only applicable to services for the Medicaid
expansion populations (i.e. those who are eligible through the Affordable Care Act) and
not applicable to children, pregnant members or members with disabilities. The number
of CCBHCs would significantly impact the total sustainable funding secured. CCBHC
funding would not be available for non-Medicaid services. The federal model is still in its
pilot stage, funded through temporary grants and is not an established Medicaid benefit.

8. [Sen. Kirkmeyer] What is the percentage of behavioral health services in Colorado that
are accessed by Medicaid v. non-Medicaid population? (slide 15)

In 2022, approximately 62% of behavioral health services in Colorado were paid by
Medicaid. To calculate this, BHA combined data from Colorado’s All-Payer Claims
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Database (APCD) and BHA data on BHA-funded services. Colorado’s APCD contains
data on the number of behavioral health services delivered and the number of people
with one or more behavioral health services. Colorado APCD does not include data for
people enrolled in Tricare, Indian Health Services, or VA health care; it also does not
include the majority of ERISA-based self-insured employers, uninsured, or self-pay
claims.

According to the Colorado Health Institute’s 2021 Colorado Health Access Survey
(VHAS), 16% of people in Colorado indicated they had received a behavioral health
service. Among those who received a service, 42% had public insurance (includes both
Medicaid as well as Medicare, Tricare, and VA health care).

9. [Sen. Zenzinger] Relatedly, many Coloradans are being disenrolled from Medicaid due to
the end of the Public Health Emergency. How will Colorado’s new safety net absorb the
cost of this disenrollment? (slide 15)

In the state’s efforts to understand the PHE unwind impact, HCPF is examining data
from various sources, such as the Exchange and the Colorado All-Payers Claims
Database (APCD) to understand how many people are transitioning to private coverage
as they transition off of Medicaid. For renewals processed in October 2023, 56% of
members determined ineligible were over income for the Medicaid program. As of
October 2023, the state’s 3.3% unemployment rate is similar to pre-pandemic levels.
This is lower - or better than - the national unemployment rate of 3.9%. Colorado’s lower
unemployment rate compared to other states means that as many Coloradans are
securing jobs and related employer-sponsored coverage, post the COVID-induced
economic downturn, it is expected that those Coloradans no longer would qualify for our
safety net programs, and that Colorado would expect to see a higher disenrollment rate
compared to other states with economies not rebounding as quickly.

HCPF is working with enrolled Medicaid providers, including behavioral health safety net
providers, to assess the effect of the declining Medicaid caseload on their revenues. This
aims to help providers adjust their financial forecasts. It's important to note that the
expectation is not for non-Medicaid clients to be covered by BHA. The agencies do not
anticipate a significant number of new individuals qualifying for BHA-covered and
subsidized care who were not eligible prior to the pandemic.

BHA sustains a statewide crisis system accessible to all Coloradans, irrespective of
insurance or income. This system includes a crisis hotline, stabilization services, mobile
response, walk-in clinics, and respite services. Furthermore, BHA offers capacity
payments to community mental health centers, ensuring behavioral health services for
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uninsured and indigent individuals within their community. These services remain
accessible throughout Colorado, even for those transitioning off Medicaid and becoming
uninsured.

10. [Sen. Zenzinger] Colorado’s vision for a new safety net system includes expanded
benefits and is predicated on expanding the network of safety net providers. Yet, there
was no corresponding budget request to fund this transformation. How does the
Department/BHA envision paying for and supporting these expansions in the future?
(slide 15)

Before considering submitting a budget request for additional state funding to support
coverage of safety net services for people in Colorado, BHA is collaborating with HCPF
to make systems changes to (1) improve the network of safety net providers, (2)
incentivize providers to join the public behavioral health system, and (3) maximize
federal funding in the state. Through this approach, the state is able to leverage federal
dollars to expand the safety net system before considering gaps in service that the
legislature may consider covering directly with additional state dollars. Below are details
on each of these three systems changes that BHA is currently engaged in.

a. Improving the quality of licensed behavioral health providers. In November
2023, BHA promulgated new licensing rules for behavioral health entities (BHEs),
which help to eliminate the historic silos in regulation between substance use and
mental health services. This supports a more cohesive system that allows for
better access to services for people with co-occuring mental health and
substance use conditions and innovative and holistic care delivery. These rules
raised quality standards regarding the health, life, and safety of individuals
seeking care, which ultimately will reflect in higher quality of care for the people
of Colorado. This will help expand the services offered in the safety net, many of
which will be offered by well-established existing local behavioral health
agencies.

b. Incentivizing behavioral health providers to be part of Colorado’s
behavioral health safety net system. In November 2023, BHA promulgated
new approvals rules for behavioral health safety net providers. The two
categories of behavioral health safety net providers are: Comprehensive Safety
Net Providers and Essential Safety Net Providers.
i. Comprehensive community behavioral health provider is a licensed

behavioral health entity or behavioral health provider approved by BHA to
provide care coordination and the following behavioral health safety net
services:

1. Emergency and crisis behavioral health services
2. Mental health and substance use outpatient services
3. Behavioral health high-intensity outpatient services
4. Care management
5. Outreach, education, and engagement services
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6. Mental health and substance use recovery supports
7. Outpatient competency restoration
8. Screening, assessment, and diagnosis, including risk assessment,

crisis planning, and monitoring to key health indicators
ii. Essential behavioral health safety net provider is a licensed behavioral

health entity or behavioral health provider approved by the Behavioral
Health Administration (BHA) to provide care coordination and at least one
of the following behavioral health safety net services:

1. Emergency or crisis behavioral health services
2. Behavioral health outpatient services
3. Behavioral health high-intensity outpatient services
4. Behavioral health residential services
5. Withdrawal management services
6. Behavioral health inpatient services
7. Integrated care services
8. Hospital alternatives
9. Additional services that BHA determines are necessary in a region

or throughout the state

Approved safety net providers are required to serve priority populations and
comply with the safety net “no refusal” requirements. This ensures that priority
populations receive access to the care they need to achieve whole-person health
through care coordination. This also provides a new opportunity for providers to
enter into Colorado's behavioral health safety net system.

In order to incentivize providers to accept these additional requirements, HCPF
will offer the following financial incentives to comprehensive and essential safety
net providers:

● Comprehensive community safety net provider rates will be based on the
new Prospective Payment System (PPS), which is a cost-based
alternative payment methodology. The PPS will apply to all
encounters/services related to the suite of services that approved
comprehensive safety net providers are required to operate. The PPS
payment methodology has advantages over traditional Medicaid
reimbursement models, offers enhanced flexibility, and ability for
innovation. This payment model is similar to funding models for Federally
Qualified Health Centers (FQHCs) and Certified Community Behavioral
Health Clinics (CCBHCs), and it is often cited as a desired payment
methodology by providers and patients, recognizing the actual cost of
services in safety net clinics including addressing health-related social
needs, working with other social systems, and serving individuals and
families with complex and co-occurring needs.

○ It is important to note that the Medicaid PPS is a cost-based
system and, therefore, providers will be reimbursed at minimum,
at cost, for all comprehensive safety net services delivered to
Medicaid-eligible individuals. For most comprehensive safety net
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providers, Medicaid represents the majority of the patient
demographic and, therefore, the PPS should account for a
significant portion of the costs of comprehensive safety net
services.

○ Additionally, in future years, HCPF will implement value-based
payment for comprehensive safety net providers, offering an
additional incentive and opportunity for comprehensive safety net
providers.

● Approved essential behavioral health safety net providers will receive
enhanced payments through a rate-based fee schedule. These payments
serve as incentives for providers who attain safety net status by
exceeding standard expectations. The elevated rates are designed to
accommodate the additional requirements associated with being
recognized as an essential safety net provider.

c. Increasing federal match funding and improving use of state dollars. While
BHA funds remain critical to the public behavioral health system, Medicaid funds
are critical to system expansion. HCPF support of the behavioral health safety
net secures much needed federal matching funds for behavioral health services
for enrolled members, which is critical to the safety net infrastructure. BHA is
leveraging federal match funding via Medicaid in two ways. First, as described in
#2 (Incentivizing behavioral health providers), we are incentivizing new providers
to participate in the safety net system via Medicaid. In the past five years,
Medicaid’s behavioral health funding has doubled from $650 million in 2018 to
$1.2 billion in 2023, and we anticipate growth to continue as access to behavioral
health services increases via safety net provider systems changes. Second,
before and during the Behavioral Health Task Force, the state recognized that
siloed service provisions were likely causing the use of general funds for services
that could or should be covered by Medicaid. For example, 87% of mobile crisis
visits were for Medicaid members, but providers often would instead bill BHA and
draw down General Fund with no match. By improving contracts and policies
around Medicaid billing for behavioral health services, better tracking of state
funds, and expanding Medicaid covered services, its expected that federal dollars
will be a significant factor in expanding the system's capacity. This frees up more
flexible BHA funding to be used for grants, infrastructure, capacity building, and
subsidizing care for uninsured and underinsured populations through the
BHASOs.

11. [Sen. Kirkmeyer] During the last legislative session, it was noted that the IT “Ladders”
system could not add new facilities. Why was an IT upgrade request not submitted by
the BHA? Could IT improvements be supported with ARPA funds? Mental health centers
are currently being audited and have a gap in time between when they renew as a
mental health center or are approved as a comprehensive provider. Is the IT system
equipped for this change? (slide 16)
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BHA uses the LADDERS IT system. It was designed to support licenses for facilities
under the purview of the former Office of Behavioral Health. Currently, BHA can add new
licenses for facilities BHA is responsible for administering; however, BHA is constrained
in its ability to add new license types. The LADDERS IT system has accrued technical
debt, meaning it was not built to be responsive in anticipation of adding, adjusting, or
removing licenses under BHA’s purview over time. Currently, expanding the types of
licenses administered through the LADDERS IT system requires significant manual
changes by IT developers to the system; BHA has proposed a plan for one-time changes
to the LADDERS IT system that decrease this technical debt and make the LADDERS IT
system more responsive to needed updates. Although future changes may involve costs,
it's important to note that Colorado will no longer bear an excessive financial burden for
each legislated license change aimed at ensuring the safety of its residents.

All ARPA funds allocated to BHA were for other legislated requirements. In recognition of
this issue, BHA has made a priority request to OIT to allocate funds from the Technology
Risk Prevention and Response (TRPR) fund created from SB 22-191 for one-time costs
to finalize our LADDERS IT system technical debt project plan. This is BHA’s top priority
TRPR fund request; OIT determination for how FY 2023-2024 funds will be allocated will
be determined by December 31, 2023. "OIT will determine how the FY 2023-24 TRPR
funds will be allocated later this month. The LADDERS IT system request will be
compared to all the agency specific TPW informed project requests from state agencies.
OIT will then prioritize these agency specific projects by the greatest impact to reduce
tech debt based on criteria that pose the greatest security and compliance threat to the
state"

BHA has made the necessary changes to the LADDERS IT system to approve mental
health centers as comprehensive and essential safety net providers and Behavioral
Health Entities As of November 15, 2023, we are accepting applications from any
provider in the state who is interested in participating in Colorado’s behavioral health
safety net. Changes to the LADDERS IT system to accommodate this were made over
the past two years and cost approximately $435,470 and utilized federal funds for this
expense.

12. [Sen. Cutter] Please address oversight concerns for eating disorder clinics. Why is there
not a budget request related to this issue? Are there other examples of practices the
BHA does not have the capacity to properly oversee due to IT, administrative, or other
constraints? (slide 16)

BHA did not submit a budget request for regulating eating disorder clinics because SB
23-176 does not grant this authority for BHA. Earlier versions included components that
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impacted the BHA. However, the enacted legislation removed that portion. Separately,
BHA is actively exploring alternative funding avenues for a one-time investment in the
LADDERS IT System. The goal is to facilitate a more efficient and cost-effective process
for adding new licenses to the LADDERS IT system, in anticipation of any potential
future legislation.

BHA is resourced appropriately to oversee the current version of licenses for all provider
types we have statutory authority to regulate. BHA is exploring funding options to
enhance the flexibility and responsiveness of the LADDERS IT System, addressing
concerns that its current constraints may limit support for the evolution of licenses tied to
provider rules.

13. [Rep. Bird] Please provide more detail on the new structure of the BHA and how it will
reduce costs and increase the care provided statewide. (slide 20)

BHA’s response to this question is addressing the structure of Behavioral Health
Administrative Services Organizations (BHASOs) and how the BHASO structure will
reduce costs and increase the care provided statewide.

Historic structure: Prior to BHA’s creation, the Office of Behavioral Health (OBH)
purchased behavioral health services through intermediaries - substance use treatment
and recovery services through the Managed Service Organizations (MSOs), crisis
services through the Administrative Service Organizations (ASOs) - and purchased
mental health services directly from the Community Mental Health Centers (CMHCs).
Upon its establishment, BHA took on this contracting structure and currently engages
with twenty-three (23) entities to deliver substance use, crisis, and mental health
services. Since assuming this structure, BHA has identified inefficiencies, such as
administrative challenges, duplicated costs, and difficulties in monitoring and enhancing
the quality of services across the entire continuum of behavioral health care. This has
caused providers to engage in multiple contractual relationships and people seeking
services to experience multiple “handoffs,” sometimes resulting in poor continuity of
services.

Prior to BHA’s creation, OBH had worked to reduce administrative costs and improve
service delivery through consolidated intermediary contracts. One place that had not
been streamlined was the purchase of mental health services. As a result, today BHA
independently contracts with each of Colorado’s current 18 community mental health
centers for mental health treatment services.

New Structure: 27-50-401, C.R.S. requires that by July 1, 2025, BHA must combine
substance use disorder, mental health, and crisis services into regional contracts with
Behavioral Health Administrative Service Organizations (BHASOs) that offer
BHA-funded services along the full treatment continuum of care. BHASOs are intended
to help individuals and families initiate and maintain behavioral health care and ensure
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timely access to high-quality services including crisis, treatment, and substance use
recovery. Creating a new structure for BHASOs will create immediate efficiencies
compared to the current BHA system and its associated challenges.

BHASOs will be required to leverage safety net providers approved by BHA in building
the safety net in their region. This includes prioritizing contracting with Comprehensive
Safety Net Providers, whose services mainly reflect those currently provided via
Colorado’s Community Mental Health Centers. Moving to a BHASO structure allows
Colorado to benefit from the strength and experience of these providers, while also
benefiting from other providers to increase access by filling in both regional and specialty
service gaps.

Transition to the new licensing structure, along with the BHASOs, will simplify and
streamline services, improving continuity of care for individuals and families across
different levels and types of services. Current Community Mental Health Centers (soon
to beComprehensive Safety Net Providers) have direct contracts with BHA, as well as
contracts with BHA’s ASOs and MSOs. Consolidating multiple administrative
intermediaries that cover siloed services will decrease the number of administrative
contracts, reducing burden for both providers and the state.

BHASOs will be required to comply with the same conflict of interest requirements as
other state-funded intermediaries such as Regional Accountability Entities (RAEs). In
alignment with S.B. 22-106, there will be a limit on the percentage of contracted
providers who either own, or sit on the board of a BHASO.

This shift in structure is already proven to provide improvements both in terms of
administrative cost savings and improved care delivery as evident by successful
implementation of MSOs and ASOs.

14. [Sen. Zenzinger] In 2025, the BHA will contract with a new intermediary called a BHASO
to ensure a network of safety services are available regionally. The recent RFI considers
many possibilities for the function of the BHASOs – again, without identifying or
requesting a new funding source. How will the BHA ensure that safety net funding is not
tied up in administrative functions, but rather it is directed to communities to ensure that
access to direct services is being expanded and improved? (slide 20)

BHA, utilizing BHASOs as behavioral health intermediaries, will establish regional
networks of providers. These networks aim to deliver services across the entire
continuum of behavioral health care, ensuring streamlined access to crisis, mental
health, and substance use disorder services, without administrative and contractual
barriers between different types of care. The intermediary model for expanding provider
access to BHA funds and improving the state’s responsiveness to changing local needs
is not new to BHA. BHA currently operates two systems using intermediaries. We have
established effective mechanisms to monitor and ensure that administrative costs are
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reasonable, while also ensuring that direct services to communities are appropriately
funded (see details in BHA response to Question 3). Based on this experience, BHA
does not anticipate BHASOs will represent a significant change in administrative costs.
This model allows BHA significant economies of scale to stretch administrative dollars as
well as direct service dollars.

Year 1 of BHASO will be used to collect data and financial information needed to
determine where the gaps in service are and to obtain comprehensive costs. If needed,
adata-supported budget request will follow. In the meantime, services will be offered at
approximately the same service level offered on MSO, ASO and CMHC contracts, since
BHA will be utilizing our existing funding. The services identified in the RFI are all
existing services offered by the CMHCs, MSOs, and ASOs, to varying extents. BHA
plans to grow these services in scope and depth in the BHASO contract as new funds
become available, but the current funding will support basic provision of the safety net
services enumerated in statute.

15. [Sen. Kirkmeyer] What amount does the BHA expect to pay BHASOs for the
administration of the behavioral health safety net? What percentage of total funding are
anticipated to support overhead administrative costs? (slide 20)

BHA can draw upon our two intermediary-oriented contracts, crisis (ASO) and substance
use disorder services (MSO), to inform anticipated impact on administrative cost of
further consolidating BHA-funded services into BHASO contracts. Currently, BHA’s
administrative cost for intermediaries in place for crisis and substance use disorder
services (ASO and MSO) is roughly 10% of the contract value, approximately $4 million
and $10 million respectively. We anticipate the administrative cost for BHASOs to be a
similar percentage.

Currently, the main BHA-funded services that do not operate under an intermediary
model are mental health services provided via BHA’s Community Mental Health Center
(CMHC) contracts. BHA directly contracts with each of Colorado’s eighteen CMHCs;
however, our substance use disorder (MSO) and crisis (ASO) intermediaries also
separately contract with CMHCs for crisis and substance use disorder services. This
results in a single CMHC having three contracts to provide truly comprehensive services
in order to access BHA funds. Given the existing relationships between our
intermediaries and CMHCs, we expect that the full set of CMHC services can be
included in the BHASO model fairly seamlessly and without considerable additional
administrative costs. We expect that there can be economies of scale gained as we
utilize administrative costs from the current intermediaries to expand to the
administration of additional CMHC services.
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Additionally, as part of the BHASO RFP evaluation, the evaluation committee will assess
proposals with a specific focus on administrative costs and the anticipated benefits these
functions will bring to the system.

16. [Rep. Bird] Please discuss the plan for establishing BHASO regions. Are the regions
intended to align with RAE regions? How will creating a new structure (both
geographically and administratively) create efficiency? How is the new structure
anticipated to impact providers? What is the BHA doing to address provider concerns?
(slide 22)

BHA intends to align the region maps for Behavioral Health Administrative Service
Organizations (BHASOs) with HCPF Affordable Care Collaborative (ACC) 3.0 Regional
Accountable Entities (RAEs). BHA and HCPF are jointly considering key factors for
determining the final map, including utilization patterns, total populations, urban/rural
representation, and local community feedback. We have determined that the
BHASO/RAE region map will consist of four regions. This is a reduction from the current
seven-region maps for BHA’s Administrative Service Organizations (ASOs) and HCPF’s
RAEs. This will decrease the number of contracts that providers may have to complete
and manage, as well as minimize the stakeholders they need to interact with, ultimately
reducing the overall burden. Additionally, fewer regions will cut administrative costs for
BHASOs and RAEs through economies of scale.

Creating a new structure for BHASOs will create immediate efficiencies compared to the
current BHA system. Currently, BHA purchases services through intermediaries -
substance use treatment and recovery services through the Managed Service
Organizations (MSOs), crisis services through the ASOs - and purchases mental health
services directly from the Community Mental Health Centers (CMHCs). BHA currently
engages with twenty-three (23) entities to deliver substance use, crisis, and mental
health services. BHA has identified inefficiencies, such as administrative challenges,
duplicated costs, and difficulties in monitoring and enhancing the quality of services
across the entire continuum of behavioral health care. On July 1, 2025, BHA will
combine substance use disorder, mental health, and crisis services into contracts with
Behavioral Health Administrative Service Organizations (BHASOs). BHASOs are
intended to help individuals and families initiate and maintain behavioral health care and
ensure timely access to high-quality services including crisis, treatment, and recovery.
Creating a new structure for BHASOs will create immediate efficiencies compared to the
current BHA system for people in Colorado in experiencing behavioral health challenges.

Over the past year, BHA has collaborated with providers and other relevant partners
through early stakeholder engagement starting in 2022 to formulate the initial BHASO
implementation plan. The BHASO Request for Information was subsequently released in
the summer of 2023. Throughout this engagement process, the primary concern voiced
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by providers has been a lack of clarity regarding how BHA will ensure stability while
expanding the provider network. BHA is in constant contact with the provider network to
address these concerns, and BHA is committed to guaranteeing minimal disruption or
complications in continuing services for individuals receiving care. To this end, BHA will
take several steps to encourage continuity in the system:

● BHASOs will be required to prioritize offering contracts to Comprehensive Safety
Net Providers. All provider agencies that are currently designated as CMHCs
have informed BHA that they are seeking Comprehensive Safety Net Provider
approval for Fiscal Year 2024-25, which will create stability in mental health
services in the transition period. Assuming these providers decide to remain and
are approved as Comprehensive Safety Net Providers in Fiscal Year 2025-26,
they will be prioritized for BHASO funding.

● BHA is investigating ways to shift from the current use of state funding in CMHC
contracts to a Capacity Support & Expansion grant funding model in order to
enhance stability. In this model, Comprehensive Safety Net Providers would
participate in a competitive bidding process to illustrate the necessity of this
funding for maintaining or expanding their comprehensive safety net provider
services within their communities.

17. [Sen. Zenzinger] More generally, how will the BHA and the Medicaid mental health
program coordinate across the two systems so that we are not duplicating care
coordination/service functions and are reducing confusion and complexity for clients,
families, and providers? (slide 22)

For the past year and a half, HCPF and BHA have been working together to plan for the
implementation of ACC 3.0 and BHASOs. While BHASOs have unique functions tied to
BHA funding and requirements, similarly, RAEs have functions specific to HCPF and
Medicaid managed care requirements. Both agencies are carefully planning to simplify
and coordinate these functions as much as possible.

Our efforts to improve upon the coordination between the two systems include:
● Requiring RAEs and BHASOs to have formal agreements with each other,

establishing expectations for data sharing and warm hand-offs for individuals
moving between RAE and BHASO services.

● Clear delineation of roles and responsibilities for Medicaid-eligible individuals.
RAEs are responsible for care coordination for all Medicaid-eligible individuals.
BHASOs will direct outreach from Medicaid members back to their RAEs.

● Within the new licensing rules, behavioral health safety net providers will have
“no refusal” requirements and care coordination requirements which apply
consistently to providers in both the Medicaid and BHASO networks.

● RAEs and BHASOs will be relying on a similar network of safety net providers.
Approved safety net providers will be required to be enrolled in Medicaid. Safety
net rules for comprehensive and essential providers are required to bill Medicaid
for all covered services for eligible members. This is a key strategy of the
HCPF/BHA partnership and to achieve one of the top 19 priorities of the
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Behavioral Health Task Force, which is to “streamline and consolidate funding
streams that include maximizing federal dollars”.

18. [Sen. Kirkmeyer] The BHA is expected to utilize $200 to $300 million through H.B.
22-1278 to create a behavioral health continuum of care for adults and children. What
amount of that total is expected to be used for children and youth up to 21 years of age?
What is the anticipated timeline to fully implement this funding? (slide 28)

Approximately $254.2 million in program funding that was previously overseen by DHS’s
Office of Behavioral Health was transferred to BHA. These funds represent a patchwork
of behavioral health programs spread across approximately 30 individual long bill line
items. Each current program is statutorily required for BHA to implement and administer,
and these programs create the currently patchworked Colorado behavioral health
system. BHA fully implements this program funding on an year by year basis. Of the
$254.2 million, approximately $31.1 million is allocated specifically towards children and
youth up to age 21. Further, of the remaining funds approximately $205 million is
available to the overall system, which includes all children, families and adults in
Colorado. Details on each program can be found in the table below.

Children, You and Family Programs - Program Description and Budget
Children, Youth and Family Programs (see
Attachment 24 for detailed program
descriptions)

Program Description Budget

Ascent Colorado First Episode Psychosis $3,000,000

Children and Youth Mental Health Treatment Act
(CYMHTA)

Assessment and funding
for non-Medicaid,

non-Child Welfare children
and youth

$8,300,000

Children and Youth Residential Mental Health
and Substance Use Treatment Program

Child and youth
residential SUD services

$4,014,065

COACT Colorado System of Care/High
Fidelity Wraparound

$2,680,230

Crisis Resolution Teams (CRT) (SB 21-137, HB
22-1283)

Home-based,
multidisciplinary crisis
intervention to prevent
higher levels of care

$2,170,225

Division of Youth Services (DYS) SUD program BHA/DYS joint program
for youth SUD services

$236,000

Family First Prevention Services Act (FFPSA) Independent
Assessments to

$995,000
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determine level of care,
including Qualified

Residential Treatment
Providers

I Matter Rapid, easy access to up
to 6 virtual or in-person
mental health sessions

$6,000,000

Improve Perinatal Access, Coordination, and
Treatment (IMPACT-BH)

Primary care integrated
BH services for pregnant
and parenting people

including Medications for
Opioid Use Disorder

$1,478,000

Integrated Care for Women and Babies (ICWB) OB integrated BH
services for pregnant and

parenting people

$1,050,000

Project AWARE BHA/CDE joint program
for increasing BH

infrastructure and capacity
in schools

$61,000

School Based Mental Health Services (SBMHS) MH resources and
supports to schools

$1,092,000

19. [Sen. Kirkmeyer] Does the BHA plan to expand the Crisis Resolution Team pilot program
to the entire state? How would the expansion be funded? (slides X-X)

Crisis Resolution Teams (CRT) offer intensive in-home treatment, coaching, peer, and
care coordination services to children, youth, and their families following a crisis episode,
employing a multidisciplinary, team-based approach. BHA is not currently seeking to
expand CRT statewide. The November 1, 2023 budget is taking a step towards
sustaining the existing CRT program, which includes annualized funding, pursuant to
HB 22-1283 to extend the current CRT pilot program through FY26; it does not include
funding to expand this to a statewide program at this time. BHA is supportive of
legislation from the Interim Committee on the Treatment of Persons with Behavioral
Health Disorders in the Criminal and Juvenile Justice Systems (Bill D) that calls for an
evaluation of the CRT programs. This CRT program evaluation will provide an
understanding as to what is effective in the models; the ability to implement lessons
learned; and to incorporate community-informed approaches to meet the needs of
communities across the state. Additionally, this evaluation would inform any future
budget requests.
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20. [Sen. Kirkmeyer] What is the difference between screening and assessment? What is
the cost of a behavioral health screening? What percentage of those screened are
expected to need an assessment? (slide 29)

Screening: For mental health and substance use challenges, screening tools are a
proactive way to help a person recognize that they are experiencing symptoms related to
a mental health condition or substance use disorder. Screenings are generally brief, and
based on self- reported information. They do not provide a diagnosis. A screening tool
may indicate further assessment is indicated. A screening may also help a person
self-identify early warning signs of behavioral health issues.

Assessment: Psychosocial assessments are performed by trained and licensed
providers during the initial therapy sessions to help define the extent or nature of the
identified problem area and can assist in a diagnosis as well as creating treatment
recommendations in a culturally competent manner based on the assessment
information. Assessment tools may cover specific areas such as functioning, including
executive (judgment) functioning and adaptive functioning; problem solving; and capacity
for self-care, as examples.

Cost: Multiple behavioral health screening tools may be utilized by providers as part of
the preliminary intake for treatment services based on the provider type; an approximate
average cost for a 50-60 minute intake is $130. When screenings indicate a need for
further assessment, the established Department of Health Care Policy and Financing
(HPCF) cost of an assessment per individual is $2,500/annually (it is assumed an
assessment takes place twice per year). This HCPF assessment cost is assumed to be
a standardized cost across payers/assessment service providers.

Percentages: BHA assumes 20% of individuals who seek behavioral health treatment
will likely experience assessments to establish a treatment plan. The percentage of
adults who had received any mental health treatment in the past 12 months increased
from 2019 to 2021, among both adults of all ages (from 19.2% to 21.6%) and those aged
18–44 (from 18.5% to 23.2%), as reported by Centers for Disease Control and
Prevention National Center for Health Statistics.
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Office of Administrative 
Solutions (OAS)

We will be courageous and creative when 
solving problems to ensure Coloradans receive 

the best services from CDHS.



22

Agenda

9:00-noon

1:30-3:45 p.m.

● Department Overview
● Support Services
● Office of Adult, Aging and Disability Services
● Office of Children, Youth and Families

● Office of Economic Security
● Office of Civil and Forensic Mental Health

3:45-5:00 p.m.
● Behavioral Health Administration



OUR MISSION Together, we empower
Coloradans to thrive.

OUR VISION To serve Coloradans through bold and 
innovative health and human services.

OUR VALUES
A People-First Approach 
We Hold Ourselves Accountable
Collaboration Helps Us Rise Together
Balance Creates Quality of Life  
We Are Ethical 
Transparency Matters 
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Our Team

4,762
employees across the state
over 80% work in our 24/7 facilities

3,864 (81%)

417
Western

2,666
Northern

1,679
Southern

4

work within 24/7 facilities
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Our Care Centers

337 buildings in 12 counties

We provide almost 2,000 beds across the state to serve our clients.

● 3 Regional Centers
● 40 Group Homes
● 14 Youth Service Centers
● 2 Mental Health Hospitals
● 5 Veterans Community Living Centers
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Results Driven 
Management System  

RDMS is a commitment 
CDHS has made to 
strengthen how we run 
the organization in
order to fulfill our vision.
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FY 2024-25 Budget Priorities

7

Decreasing Staff VacanciesConsent Decree

Youth with High Acuity Needs
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Our Plan 
for Today

8

Address Department-wide questions

8

Discuss Office priorities and questions

Strike balance of being responsive                         
and staying to time
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Stimulus Spending Snapshot (Common Q1 A, pg. 2)

CDHS Total 
Awarded: 
$561.68M*

51%
13%
36%

37%

28%

35%29%
70%

17%

82%

1%

1%
99%

* Does not include $1.2b in 
  stimulus-related entitlements

1%

 (Common Q1 B, pg. 12) 
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Stimulus Efforts (Common Q1 A, pg. 2) (Common Q1 B, pg. 12) 
(Q1, pg. 17) 

Program design of new projects take a bit longer 
Example: Domestic Violence Flex Fund project required front end program 
development and training to ensure all expenses were eligible under SLFRF.

Capital construction and IT projects takes a lot of planning before  
Example: Fort Logan- G Wing and Neuropsych facilities are in the design 
phase of project. Funds will be fully encumbered when contracts are 
executed for construction phase of project. 

Workforce shortages both internally and with our community partners
Example: Delayed project starts related to recruitment of staff and failed 
RFPs. 

Impacts to the spend rate:
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Stimulus Efforts (Common Q1 A, pg. 2) (Common Q1 B, pg. 12) 
(Q1, pg. 17) 

$10.8 million for Mental Health Transition Living Homes (HB22-1303)
Reason: Medicaid Match, delays in contacts, lower demand for capital funds

$4M for Residential (Respite) Services for Youth (HB22-1283)
Reason: Multiple rounds of failed RFPs resulted in delayed contracting

$.5M for Survivor Support Capacity at Culturally Specific Organizations
Reason: Challenges and delays in contracting with a community partner with 
concerns on timing and SLFRF requirements. GF made available for the same 
purpose. 

$2.3M Capital/OCFMH (2022 Long Bill- HB22-1329) 
Reason: duplicate funds from HB22-1303

Available for reinvestment:



$18.3 million total funds

12

$10.8 million General Fund, 
$3.5 million federal fund

41 line items impacted by the 
provider rate in CDHS 

(including BHA)

2% common policy request    
for FY 2024-25

Provider Rates (Q5, pg. 21)
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Impacts of the Partnership Agreement 
(Common Q2, pg. 12) 

Compensation-related costs represent the most significant impact for CDHS
● FY 2023-24 Salary Survey: 

○ $20.9 million total funds for a base-building 5% increase for all employees
○ $4.7 million total funds for a non-base-building increase for hard to fill positions, including 

nurses, client care aides, healthcare technicians, and state teachers

Other related expenses are estimated to total $1.7 million.

Additional impacts are challenging to quantify, but include additional steward time for union 
representatives and an increase in Paid Family Medical Leave. 
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Support for the Department
Finance and Administration 

15

Office of 
Appeals

Support Services
FY 2024-25 - JBC Hearing

Audit

Emer 
Mgmt / 
Critical 

Incidents

Qual 
Assurance/ 

Qual 
Imprvmnt

Legal Office

Business 
Innov, Tech 

and 
Security

Human 
Resources

Facilities 
Mgmt

Budget Contracts & 
Procurement

Accounting 
Finance &  

Payroll

Legislative 
Affairs
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● HR Operations
○ HR Processing
○ New Employee Orientation
○ HR Technology
○ Background Invest. Unit

● Total Rewards
○ Benefits & Leave Management
○ Workman’s Compensation
○ Compensation

● Learning, Engagement and 
Development

○ Instructional Design
○ Training / Team Facilitation
○ Performance Management
○ Employee Engagement Surveys

● Leadership Development Program

● HR Administration
○ Strategic HR
○ HR SOPs
○ HR Budget
○ HR Policies

● Workforce Strategy
○ Talent Acquisition
○ Community Outreach
○ Job Evaluation

● Civil Rights
○ Investigations
○ EEOC & CCRD Claims

● Employee & Labor Relations
○ Partnership Agreement 

Support
○ Board Rule Advisors

HR Services We Provide (Q2, pg. 19)

Support Services
FY 2024-25 - JBC Hearing



Macro Environment - Trends (Q1, pg. 18)

1717Support Services
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CDHS
Challenges

01

02

03

04 Insufficient funding for HR based on workload 
volume & staff ratios

State personnel system is large and complex

2nd largest department in the state 

Year over year high number of staff vacancies

1818Support Services
FY 2024-25 - JBC Hearing

(Q3, pg. 19)
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Hiring Steps Workflow

Support Services
FY 2024-25 - JBC Hearing
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Key Impacts (Q4, pg. 21)

Limits to service delivery or access to CDHS services

Costs of contract workers & overtime to maintain quality & 
staffing requirements

High turnover especially in our direct care positions

Support Services
FY 2024-25 - JBC Hearing



Addressing the Challenges
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Increase HR Capacity Employee Engagement at CDHS

● Increase capacity to 
complete job evaluations

● Increase capacity to recruit

● Reduce time to fill vacant 
positions

● Keep Employees Engaged 
Program (KEEP)

● Leadership Development 
Program

R-03    Supporting CDHS Human Services

Support Services
FY 2024-25 - JBC Hearing



THANK YOU 
Questions?
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Office of 
Adult, Aging 
and Disability 
Services 



2438Office of Adult, Aging and Disability Services
FY 2024-25 - JBC Hearing

Aging and 
Adult Services

Disability 
Determination 

Services
CCDHHDB

Regional 
Centers

MINDSOURCE CDDC

Veterans 
Community 

Living 
Centers

24



Colorado is projected 
to have an

252538

Colorado’s 
Growing Older 
Adult Population 

Office of Adult, Aging and Disability Services
FY 2024-25 - JBC Hearing

86% increase
in the 65+ population 

by 2050.

25
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State Unit on Aging 

Funding for Area Agencies 
on Aging (AAAs) Services 
for Older Coloradans.

26
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How we are Funded Services Provided with Funds

Older 
Americans 

Act

COVID 
Stimulus 
Funding 

(FFCRA, CARES, 
ARPA)

State 
Funding 

for Senior 
Services

Older 
Coloradans 
Cash Fund

Preventative Health

Caregiver Services

Elder Abuse Prevention

Support Services

Home Delivered Meals

OmbudsmanCongregate Meals
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Funding Formula

Office of Adult, Aging and Disability Services
FY 2024-25 - JBC Hearing

28

The Intrastate Funding Formula for Title III and 
Title VII in Colorado is based on the following 
demographic breakouts:

Population age 60 years and older 40%

Rural population age 60 years and older 15%

Minority population age 60 years and older 15%

15% Low-income population age 60 years and older 

Population age 75 years and older 15%

ADD FOOD DELIVERY PIC
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Waitlist Drivers

Possible 
Solutions

2929
Office of Adult, Aging and Disability Services

FY 2024-25 - JBC Hearing 29

(Q10, pg. 36) 



Region 14
Waitlist: Not Reported 303030

Office of Adult, Aging and Disability Services
FY 2024-25 - JBC Hearing 30

Factors Driving AAA Anticipated Expenditures 
(Q11, pg. 39) 

COVID
Expansion 
of Services

Expenditures
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Region 10
Waitlist: Not Reported

Region 11
Waitlist: 126

Region 9
Waitlist: 501

Region 14
Waitlist: Not Reported 

Region 8
Waitlist: Not Reported 

Region 6
Waitlist: Not Reported

Region 5
Waitlist: Not Reported  

Region 4
Waitlist: Not Reported

Region 1
Waitlist: Not Reported

Region 2A
Waitlist: 113

Jefferson

Region 12
Waitlist: 4

Region 13
Waitlist: Not Reported

Region 7
Waitlist: 159

Region 3B
Waitlist: Not Reported   

Region 3A Waitlist: 4,037 

Region 2B
Waitlist: Not Reported

Fremont

Teller

Larimer

Gunnison

Boulder

Arapahoe

Kit Carson

Pueblo

RFI FY 2022-23 
Waitlist Report Data

Morgan

El Paso

Mineral

Montrose

Montezuma

Hinsdale
Bent Prowers

31
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Regional 
Centers
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R-04 Regional Centers 
Medicaid Reduction 

3338Office of Adult, Aging and Disability Services
FY 2024-25 - JBC Hearing

This request includes a decrease of 
$2.2 million reappropriated funds in 
FY 24-25 due to census decreases and 
vacancy savings. 

33



343438Office of Adult, Aging and Disability Services
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Welcome Home

34



353538Office of Adult, Aging and Disability Services
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Colorado Commission for 
the Deaf, Hard of Hearing, 

and Deaf Blind 

The commission exists to promote 
access to effective communication 
for everyone.

35
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COVID Outreach
New 

Programs
Travel Costs

Factors Contributing to Increased Service Requests (Q9, 
pg. 34) 

36
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Response to Increased Demand for Services (Q9, pg. 34) 

       

Prioritize 
Requests

Reduce 
Operationa
l Overhead

Stay Within 
Appropriated 

Budget

Further 
Analyze Data 

to Better 
Understand 

Need 

       

37



THANK YOU 
Questions?
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Office of 
Children, 
Youth & 
Families

39



Child Welfare Over 8,000 cases 
currently

Community Programs

Youth Services 

Implementation Science Unit, Legislative Affairs, Communications, 
Pay for Success, Trails Teams

Office of Children, Youth & Families
Our vision is to ensure children, youth, and families across Colorado are safe and thriving.

40Office of Children, Youth & Families 
FY 2024-25 - JBC Hearing

544 youth 
served daily

~42,000 individuals 
served annually



01

02

The FY24-25 
OCYF Request

41Office of Children, Youth & Families 
FY 2024-25 - JBC Hearing

LLS 24-0346: Addressing the High 
Acuity Crisis for Children and Youth 
→ Child Welfare Interim Committee

R-02: Reducing Youth Crime and 
Violence → Joint Budget Committee



42Office of Children, Youth & Families 
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Children and youth considered “high acuity” 
require more intensive services, treatment, and 
staffing than has historically been available in 
Colorado.

As a result of these complex needs, they 
largely are unable to be successfully served by 
the majority of existing residential and 
community-based programs in the state.

Defining the 
Problem
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High Acuity Needs

● Children/youth with complex medical and behavioral health needs
● Children aged 7-10 with acute psychiatric needs
● Youth with sex offenses

● Children/youth with intellectual or developmental disabilities 
with aggressive behaviors

● Youth with weapons charges
● Youth with a history of running from placements



44Office of Children, Youth & Families 
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Youth Profile

Mikayla’s Story



45Office of Children, Youth & Families 
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Text

Phase 1: ARPA-Funded Pilots (2021-2023) 
(Q12, pg. 40) 



46Office of Children, Youth & Families 
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Phase 2: The High Acuity Cash Fund 
(2023-2024) (Q13, pg. 40) (Q14, pg. 41)

● HB23-1269 temporarily allows for any unspent General Fund 
from child welfare block funding after county closeout to be 
deposited into a new “high acuity cash fund” and be used by 
the Department to extend our residential ARPA pilots

● Just above $3 million was deposited into the fund at the 
beginning of this year

● Will be used to extend the state-contracted “high acuity” 
beds until sustainable funding is provided
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Supporting 
Treatment 
Providers

● Actuarial analyses to 
review provider rates

● Explore options to 
continue incentivizing 
providers to accept 
young people 

● Shore up room and 
board funding

Increasing Access 
to Responsive 

Treatment

Improving Quality 
of Care

● Establish a quality 
assurance function

● Strengthen oversight of 
clinical care

● Create a pipeline for a 
highly trained 
workforce

● Design a broader 
assessment system that 
can be available to all 
young people

● Explore intensive case 
management

● Examine CHRP 
eligibility

Phase 3: The High Acuity Bill ($26.3m TF, $15.7m GF)



Division 
of Child 
Welfare
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Division of Child Welfare

What are Child Welfare Services?

● Assessments
● Prevention
● Out-of-home care placement & treatment
● Case management and support with 

housing
● Youth transitioning to adulthood
● Adoption

Office of Children, Youth & Families 
FY 2024-25 - JBC Hearing



Child Welfare Services Overview

Office of Children, Youth & Families
FY 2023-24 - JBC Hearing

Screen Out

Closed Assessment with No 
Continued Involvement

Out of Home Placement

Open Case with Children 
Remaining at Home

Hotline Call to 844-CO-4-KIDS

Assessment of Allegations 
and Safety

Office of Children, Youth & Families 
FY 2024-25 - JBC Hearing

Child Welfare 101 presentation

50

https://drive.google.com/file/d/1NJn76cU7EAqWjWNZAQoNbewtAf_h4dkN/view?usp=sharing
https://sg001-harmony.sliq.net/00327/Harmony/en/PowerBrowser/PowerBrowserV2/20231212/172/14808
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How We 
Resource 
Child 
Welfare 
Services

Child Welfare Services (Block)

Family and Children’s Programs (Core)

Child Welfare Staffing (SB15 242)

Other sources:
Adoption/RGAP
Federal non-appropriated funds

Office of Children, Youth & Families 
FY 2024-25 - JBC Hearing
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The Division of Child Welfare Funding Model 
(Q15, pg. 41) (Q16, pg. 42)

Office of Children, Youth & Families
FY 2023-24 - JBC Hearing
Office of Children, Youth & Families
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SB21-277 requires:



Office of Children, Youth & Families
FY 2023-24 - JBC Hearing
Office of Children, Youth & Families
FY 2023-24 - JBC Hearing

Office of Children, Youth & Families 
FY 2024-25 - JBC Hearing

The Workload Study

53
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Office of Children, Youth & Families 
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The Workload Study Results (Q17, pg. 42)

● Original Workload Study Recommendations: 696 Staff

● Funded from Original Workload Recommendations: 419

● Remaining need from Original Workload Recommendations: 277

● Total Recommendation for New Workload Study: 343

54
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Office of Children, Youth & Families 
FY 2024-25 - JBC Hearing

The Funding Model Scope

55
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Office of Children, Youth & Families 
FY 2024-25 - JBC Hearing

● Base Funding total going up 4-5% 
inflation a year 

● Performance Pool ($10,000,000)

● Outcomes and Incentives Pool 
($22,477,925) 

● Prevention Funding ($6,386,597)

● New Workload Study ($27,146,449)

Total Increase of $66,010,962, not including base funding 
increase

Funding Model Components (Q18, pg. 43)

56



Adoption & Relative Guardianship Assistance 
(Q19, pg. 43)

A new Adoption Subsidy tool helps determine funding for each family 
based on child needs

Office of Children, Youth & Families
FY 2023-24 - JBC Hearing
Office of Children, Youth & Families
FY 2023-24 - JBC Hearing 57Office of Children, Youth & Families 

FY 2024-25 - JBC Hearing

$44 million in a dedicated line item

90% GF and a 10% county match

Provides cash subsidies to families providing a permanent home to 
children and youth formerly in their county’s foster care program



Post Permanency Supports (Q20, pg. 44)

Office of Children, Youth & Families
FY 2023-24 - JBC Hearing
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Total SFY 22/23 Adoption Savings Expenses

Dave Thomas Foundation for Adoption (Also Known as Wendy’s Wonderful Kids) $340,000

Integrated Document Solutions Pueblo (Adoption Records Preservation) $6,543

Illuminate CO (Case Consultation for Counties) $21,000

Adoption Consultant (Adoption Assistance with County Reviews and Private Adoptions) $10,725

Training Consultant for New Adoption Negotiation Tool $9,999

Raise the Future (Post Permanency Support) $320,000

Statewide Internet Portal Authority (OIT Support for the Negotiation Form to be Automated) $3,054

Conversion of Adoption Forms $14,000

Annual Service Fees $125

Total Adoption Savings Expenses $725,446



Division of 
Community 
Programs
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The Division of Community Programs

Office of Children, Youth & Families
FY 2023-24 - JBC Hearing
Office of Children, Youth & Families
FY 2023-24 - JBC Hearing 60

The Division of Community Programs (DCP) works to create and elevate a community of 
practice around the work of the community-facing units within OCYF.

Colorado Sexual Health 
Initiative (CoSHI)

Juvenile Parole Board (JPB)Domestic Violence Program 
(DVP)

Tony Grampsas Youth 
Services (TGYS) Program

Collaborative Management 
Program (CMP)

Office of Children, Youth & Families 
FY 2024-25 - JBC Hearing

DCP strives to implement, serve and nurture partnerships and family/youth 
engagement through community facing-funding and programming. 



R-02: Reducing Youth Crime and Violence 
(Q21, pg. 45) (Q22, pg. 46) (Q23, pg. 46)

Office of Children, Youth & Families
FY 2023-24 - JBC Hearing
Office of Children, Youth & Families
FY 2023-24 - JBC Hearing 61

● Research suggests out-of-school 
programs reduce risky behavior that 
may result in become a victim or 
perpetrator of violence.

● Due to limited funding, qualifying 
out-of-school programs did not receive 
an award or received a reduced award.

● Requesting $3,594,067 to fully fund 29 
out-of-school programs with an 
estimated 7,332 children and youth 
being served.

Office of Children, Youth & Families 
FY 2024-25 - JBC Hearing



How TGYS Grantees Are Selected (Q24, pg. 47) 
(Q25, pg. 50)

Body

Office of Children, Youth & Families
FY 2023-24 - JBC Hearing
Office of Children, Youth & Families
FY 2023-24 - JBC Hearing 62Office of Children, Youth & Families 
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Appeals

Appeals are 
reviewed by 
procurement staff 
and TGYS 
leadership. 

Comprehensive 
Review

A two-part 
comprehensive 
review including 
individual and 
team scoring.

Technical Review

Completed by 
TGYS staff. 

Applicants not 
meeting 
mandatory 
requirements are 
disqualified and 
notified.

Funding and 
Approval

The TGYS Board 
determines final 
funding 
allocations. 

The Governor 
provides final 
approval.

Final Scoring

Priority points are 
reviewed and 
applied to 
calculate the 
final score. 

In accordance with C.R.S. 26-6.8-103, the 13-member TGYS Board is authorized to 
establish the criteria for awarding grants and measuring the effectiveness of programs.



Prevention Areas

Office of Children, Youth & Families
FY 2023-24 - JBC Hearing
Office of Children, Youth & Families
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TGYS Tiers and Prevention Areas (Q26, pg. 51)

Office of Children, Youth & Families 
FY 2024-25 - JBC Hearing

Tier 1 $25,000 or less

Tier 2 $25,001 - $100,000

Tier 3 $100,001 - $500,000

Tier 4 $500,001 - $1,000,000

Area 1
Youth Crime and 
Violence

Area 2
Youth alcohol, 
tobacco,and other 
drug use

Area 3 Student dropout

Area 4 Child abuse and neglect

Funding Tiers

Applications are scored and 
compared to programs within the 
same tier and prevention area. 



Division 
of Youth 
Services

Office of Children, Youth 
& Families 
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DYS Continuum of Services (Q27, pg. 51)

65Office of Children, Youth & Families 
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Phase 1

Community-based 
detention services and 

supervision for 
pre-adjudicated youth

Community 
Supervision

  Phase 3

Youth provided 
residential care, 
treatment, and 

education

Residential

  Phase 5

Connect youth to 
family and 
community 

supports

Parole

  Phase 2

Youth adjudicated 
and legal custody 

transferred by the 
courts to CDHS

Commitment

  Phase 4

Focus on community 
reintegration 

planning

Transition

  Phase 6

End supervision

DischargeSecure 
Detention

Secure detention for 
pre-adjudicated and 

sentenced youth



DYS Population Trends

Number of Unique 
Youth Served in 

FY 23
This includes detention, 
commitment and parole 

2,717

Average Age of 
Detained Youth 

15.9 yrs

Average Age of 
Discharge from DYS 

(at the time of detention)

19.1 yrs

Average Age of 
Committed Youth 

(at the time of commitment)

16.8 yrs

66Office of Children, Youth & Families 
FY 2024-25 - JBC Hearing
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DYS Detention Capacity 

67Office of Children, Youth & Families 
FY 2024-25 - JBC Hearing

13% 2,828 90% 101% 10%

In FY23, DYS experienced 
a 13% increase in 

detention average daily 
population (+21 per day)

In FY23, DYS saw an 
increase of 23% in new 

detention admission 
from FY21 (2,299)

At least one youth 
center was at or above 
90% of capacity every 

day in FY23. This is 9.9% 
increase from FY22.

For the first time since a 
bed cap was established, 
detention is nearing or 
exceeding the capacity 
(218 in October 2023)

At least one youth center 
operated at or surpassed 
capacity every day in FY 
2023, marking an almost 
10% hike from FY 2022

*Mural completed by youth at The Campus at Mount View



Detention Bed Use Increasing (Q28, pg. 52)

68Office of Children, Youth & Families 
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Cause 02
Juvenile delinquency filings have 
increased 24% since FY 21 (4,753 
to 5,890)

Cause 01
The number of juvenile arrests 
increased by 17% (+1552, CY 
2021 to CY 2022)

Cause 05 Length of stay is rising due to an 
increase in violent offenses 

Cause 04
New Juvenile probation cases are 
up 25% over the past year, after 
19 consecutive years of decline

Increased 
Use of 

Detention 
Beds

Cause 03
Detention screenings have 
increased by 20% in the last two 
fiscal years (3,000 to 3,613)



69

Youth in secure detention for whom the court has made a determination that services 
and/or placement can mitigate the substantial risk of serious harm to others or risk of flight 
from prosecution, if services and/or placement are available to mitigate the said risk.

Definition: 
Releasable Youth

69Office of Children, Youth & Families 
FY 2024-25 - JBC Hearing



HB23-1307 (Q29, pg. 53) (Q30, pg. 53)

91%

70Office of Children, Youth & Families 
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Allocated to catchment 
areas - if criteria are 

met

22 Temporary 
Emergency Beds

Allocated to judicial 
districts  to support 

services for youth who 
are detained or to reduce 

length of stay in 
detention

$200,000 Allocated 
for Support

Removing barriers for 
licensed providers to serve 

youth in a community 
residential or family-like 

settings in lieu of detention

$1,780,137 to 
Provide Incentives

Statewide Detention 
Bed Manager

Position hired with a 
start date of January 8, 

2024



7171
Office of Children, Youth & Families 
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● Courts can issue an order to permit access of temporary emergency beds up to the allocation to 
the catchment if certain statutory criteria is met.

● Beds may be made available to a JD if:

01
Criteria

02
Criteria

03
Criteria

04
Step

JD at 
Capacity

No Beds Within 50 Miles 
of Receiving Center

Youth Center 
at Capacity

Catchment Area 
Beds at Capacity

04
Criteria

Youth Detention: Temporary Emergency Beds
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Youth 
Detention: 

Temporary 
Emergency 

Beds 

72Office of Children, Youth & Families 
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As of November 30th, 2023, 20 temporary emergency 
beds have been utilized for a total of 58 of days.

The 22 “Temporary Emergency Beds” were 
required to be in place by December 1, 2023.

13 of 22 beds were brought online September 
1, 2023

5 additional beds were brought online 
November 1, 2023

Remaining four beds were activated on 
December 1, 2023
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Youth Detention 
Complexities

73Office of Children, Youth & Families 
FY 2024-25 - JBC Hearing

1199
+50% 
Increase in new 
detention admissions 
with a violent charge 
since FY 21.

799

181
During FY23 
DYS experienced 181 new 
detention admissions for 
homicide or manslaughter 
+66% in one year, from FY 22

 109
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62.2%

Commitment Offense Type 

16.8% 15.1% 4.7% 1.2%

Person Property Weapon Other Drug

“The total DYS population experienced another year of growth in person crime 
population, resulting in a 28% overall increase in three fiscal years.”

Youth Commitment 
Complexities

47.2%
of the DYS population is 
either a mandatory, 
repeat, violent or 
aggravated juvenile 
offender

74Office of Children, Youth & Families 
FY 2024-25 - JBC Hearing

The percentage of new 
commitments with violent 
committing offenses increased 
(FY 19 vs. FY 23)

31%

47%



Treatment Complexities of Newly 
Committed Youth

7575Office of Children, Youth & Families 
FY 2024-25 - JBC Hearing

67%

80%

81%

Require formal mental health intervention 
services. This is a 13 percentage point increase 
since FY 21 and a 23 percentage point increase 
since FY 16.

Require treatment level services for substance 
use. Although it is a 3 percentage point increase 
over FY 22, it remains an 8 percentage point 
decrease since FY 21.

Have co-occurring treatment needs (both mental 
health & substance use). 7 percentage point 
increase since FY 21.



The last two years of recidivism 
reporting have the lowest rates of one 
year recidivism when compared to the 
prior 15 years of reporting.

Recidivism

7676Office of Children, Youth & Families 
FY 2024-25 - JBC Hearing

Lowest 
One-Year 

Rates



DYS Awards and Highlights

77

Increased Sanctuary Certification to 8 
locations with a goal of 4 additional sites 
this fiscal year.

Sanctuary Certification

An investigative series on KARE 11, 
(NBC) Minneapolis, Minnesota 
highlighted Colorado DYS as a leader 
in ending solitary confinement. 
Minnesota passed legislation in 2023 
to follow the lead of Colorado.

DYS Received National Recognition 
for Seclusion Reduction

77Office of Children, Youth & Families 
FY 2024-25 - JBC Hearing

Behavioral Health Services and 
Programming was named the 2022 Program 
of the Year by the National Commission on 
Correctional Health Care (NCCHC). This 
prestigious award is presented each year to 
only one facility program among the 500 
jails, prisons, and juvenile confinement 
facilities participating in NCCHC's 
nationwide accreditation program.

NCCHC Program of the Year

The Division’s team embodies a culture 
committed to improving the lives and 
outcomes for all youth. The Council of 
Juvenile Justice Administrators named 
the DYS Director, Anders Jacobson, the 
2023 Juvenile Justice Administrators 
President’s Award recipient.

2023 President’s Award
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Compare: Legacy Trails
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Compare: Modernized Trails



Trails (Q31, pg. 54)
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● Increased, consistent 
engagement and 
collaboration with Trails 
end-users

● Fiscal Mod was successfully 
deployed to production in 
August with minimal issues

● The Trails Team anticipates 
modernizing Assessment 
before the end of the 
current fiscal year

Today



Bright Spots
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Homelessness decreased by 9 percentage points

New outcomes for youth transitioning to adulthood:

Access to Employment Training increased by 6.8 percentage points

Enrolled in School increased by 11.1 percentage points

Early parenthood decreased by 12.2 percentage points

Connection to a positive adult increased by 16.8 percentage points



THANK YOU 
Questions?
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Office of 
Economic 
Security 
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About the Office

84
Office of Economic Security 
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Food & Utility Assistance

Assistance to help low-income 
Colorado households purchase 
groceries and pay their home 

heating bills

Cash Assistance

Monthly cash assistance to help 
very low-income households 

meet their basic needs

Food Distribution Programs

Facilitate distribution of 
USDA commodities to schools, 

child care centers, and 
seniors

Child Support Services

Establish, modify, and enforce 
child support orders to ensure 
children receive support from 

both parents

Employment-focused Services

Administer an array of programs 
to help un/under employed 

Coloradans with limited work 
experience train for and obtain 

sustainable employment

Staff Development Division

Develop and deliver 
competency-based training to 

county workers processing 
applications for public & 

medical assistance

84
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Overview of Funding

Recommendations: Develop service delivery standards for programs; Make work accessible & portable; Improve 
hiring & retention practices; Optimize PEAK; Improve policy documentation & dissemination; 
Continue improvements to the training model

85
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SNAP Employment and Training (Q32, pg. 55)

86
Office of Economic Security 
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Promotes long-term self-sufficiency by preparing SNAP recipients for 
meaningful employment through work, education, and training activities.

2,369 

Unique number of people 
served in a work, education, 

or training activity 

976 

Unique number of people 
who reported earning a 
degree or credential or 

attaching to employment

$17.30

Reported hourly average 
wage for people who 

attached to employment 

HB21-1270:
$3 million 
General Fund 
invested in the 
program from 
July 2021 
through  
September 
2023 

86
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Source: ACF 196R

County TANF Block Grant Spending by Category FY 2019-2023 
(Q33, pg. 56)
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County TANF Reserves, FY 2016-2023 (Q34, pg. 58)

88
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State Long-term Reserve Balance, FY 2017-2023 (Q34, pg. 58)

Office of Economic Security 
FY 2024-25 - JBC Hearing 89



OES FY 2023-24 Policy Priorities

90Office of Economic Security 
FY 2024-25 - JBC Hearing

R-05: Right-sizing the Home Care Allowance Appropriation
($4,244,312) in FY 2024-25

R-06: Accommodating Federal Fee Increases to Verify
            Immigration Status

$84,175 in FY 2024-25

90
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Home Care Allowance Program
(Q35-39, pg. 60-63)

Office of Economic Security 
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Ken’s Story:

- Ken is 24-years-old with low income

- It hard for him to remember to take his 
medication, eat, and shower due to his 
disabilities

Case manager 
concludes Ken qualifies 

for assistance

Ken applies for Home 
Care Assistance

If Ken is eligible for 
HCBS he can receive an 

array of services:

If Ken is not eligible 
for HCBS he could 

be eligible for HCA.

Ken could receive 
adult day services, 

meals, home or vehicle  
modifications, 
non-medical 

transportation, 
personal care, respite 

care, life skills 
training, and more

Ken would receive 
a cash benefit 

between 
$330-$605/month 
to pay a provider 

for services

91



SAVE Fee Increase

Applications for federal public assistance (TANF, SNAP, 
Medicaid, SSI) that do not contain citizenship verification are 
required to be run through the federal SAVE database.

Beginning on Oct. 1, 2023, the federal fee increased from $0.50 
per transaction to $1.00 per transaction. The fee will 
incrementally increase to $3.10 in Oct. 2027.

The 520% fee increase cannot be absorbed within the existing 
appropriation.

Office of Economic Security 
FY 2024-25 - JBC Hearing 92



THANK YOU 
Questions?

93



Office of Civil 
and Forensic 
Mental Health 
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Office of Civil and Forensic Mental Health

Mental Health 
Hospitals

Mental Health 
Transitional Living 

Homes

Forensic 
Services

Provide evaluation, 
treatment, and case 
management to the 
forensic population 

statewide

Provide inpatient 
behavioral health services 

for civil and forensic 
patients

Provide a less restrictive 
setting for individuals with 

severe mental health 
conditions

HB 22-1303

Office of Children, Youth & Families
FY 2023-24 - JBC Hearing
Office of Children, Youth & Families
FY 2023-24 - JBC Hearing 95Office of Civil and Forensic Mental Health 

FY 2024-25 - JBC Hearing



R-01: Maintain Psychiatric Beds to Reduce the 
Competency Restoration Waitlist, (Q40, pg. 64)

Office of Children, Youth & Families
FY 2023-24 - JBC Hearing
Office of Children, Youth & Families
FY 2023-24 - JBC Hearing 96Office of Civil and Forensic Mental Health 

FY 2024-25 - JBC Hearing

$58 million in FY 2023-24
$75 million in FY 2024-25
$70 million in FY 2025-26

Maintain staff for current hospital 
operations and open closed units 

over time.

Maintain existing 61 private 
hospital beds.

Contract for an additional 19 
private hospital beds.



Mental Health in Colorado

Office of Children, Youth & Families
FY 2023-24 - JBC Hearing
Office of Children, Youth & Families
FY 2023-24 - JBC Hearing 97Office of Civil and Forensic Mental Health 

FY 2024-25 - JBC Hearing



Competency is a legal construct that refers to an individual’s 
current capacity to function meaningfully and knowingly in a legal 
proceeding.

Competency services are about due process in criminal cases, not 
about holistic mental health treatment.

Competency can be raised at any point in criminal proceeding.

What is Competency?

Office of Children, Youth & Families
FY 2023-24 - JBC Hearing
Office of Children, Youth & Families
FY 2023-24 - JBC Hearing 98Office of Civil and Forensic Mental Health 

FY 2024-25 - JBC Hearing



Office of Children, Youth & Families
FY 2023-24 - JBC Hearing
Office of Children, Youth & Families
FY 2023-24 - JBC Hearing

Office of Civil and Forensic Mental Health 
FY 2024-25 - JBC Hearing

Competency Evaluation Process (Q41, pg. 64)

1. After CDHS evaluators enter an 
opinion on competency, any party can 
request a second opinion evaluation. 

2. The court MUST order the second 
opinion if it is requested.

3. The second opinion evaluation is not 
performed by or paid for by CDHS.

Office of Children, Youth & Families
FY 2023-24 - JBC Hearing
Office of Children, Youth & Families
FY 2023-24 - JBC Hearing 99Office of Civil and Forensic Mental Health 

FY 2024-25 - JBC Hearing



Office of Children, Youth & Families
FY 2023-24 - JBC Hearing
Office of Children, Youth & Families
FY 2023-24 - JBC Hearing

Office of Civil and Forensic Mental Health 
FY 2024-25 - JBC Hearing

Competency Evaluation Process (Q42, pg. 65)

Office of Children, Youth & Families
FY 2023-24 - JBC Hearing
Office of Children, Youth & Families
FY 2023-24 - JBC Hearing

Office of Civil and Forensic Mental Health 
FY 2024-25 - JBC Hearing

Office of Children, Youth & Families
FY 2023-24 - JBC Hearing
Office of Children, Youth & Families
FY 2023-24 - JBC Hearing 100Office of Civil and Forensic Mental Health 

FY 2024-25 - JBC Hearing

Total # of evaluations 2,997 (FY 2022-23)

Total # of second opinion evaluations 9 (FY 2022-23) 
*based on available data, which may be incomplete

How often are patients found 
incompetent?

54.6% of evaluations result in an 
incompetent finding (FY 2022-23)

How many individuals are cycling 
through the competency process?

4.7% (513 out of 10,720 individuals had 
subsequent competency restoration orders 
between 2018-2023)
*only counts cases in different years



● CDHS was sued in 2011 for failure to provide timely competency 
evaluations and restoration treatment which has created a significant 
waitlist of pretrial detainees.

● CDHS has been subject to requirements resulting from the lawsuit 
since then and is currently under a 2019 consent decree. 

● CDHS was in compliance in 2020 with admission timeframes - the 
waitlist fell to 49 individuals with the full capacity of beds open.

The Consent Decree

Office of Children, Youth & Families
FY 2023-24 - JBC Hearing
Office of Children, Youth & Families
FY 2023-24 - JBC Hearing 101Office of Civil and Forensic Mental Health 

FY 2024-25 - JBC Hearing



Office of Children, Youth & Families
FY 2023-24 - JBC Hearing
Office of Children, Youth & Families
FY 2023-24 - JBC Hearing 102Office of Civil and Forensic Mental Health 

FY 2024-25 - JBC Hearing

The Fines Fund (Q43, pg. 65)

coloradocompetencysolutions.com

● CDHS currently pays approximately $12 million/year in fees and fines for 
non-compliance and has paid a total of $39M so far.
○ If the fines were not capped at $12M:

■ For FY 2022-23, fines would have been over $65M

● The fines go into a fund where Disability Law Colorado, CDHS and the Special 
Masters appointed to oversee the consent decree each get a vote on where the 
funds are disbursed to. These funds cannot be used to benefit the 
Department’s operations.

● Some funded programs include: temporary housing for outpatient clients, 
competency dockets, medication in jails, and more.



The consent decree requires CDHS to, within defined timelines… 

Complete competency 
evaluations

Admit pretrial defendants 
for restoration services 

This year, CDHS has been at 99% 
compliance with timeframes for 

completing competency evaluations.

CDHS is not in compliance with 
timeframes for admitting clients to 

restoration services. 
Current waitlist is ~381

(as of Dec. 13)

Competency and the Consent Decree 

Office of Children, Youth & Families
FY 2023-24 - JBC Hearing
Office of Children, Youth & Families
FY 2023-24 - JBC Hearing 103Office of Civil and Forensic Mental Health 

FY 2024-25 - JBC Hearing



National Mental Health Crisis (Q44, pg. 66)

There has been a national 
increase in prevalence of 
serious mental illness. 

The incidence of serious 
mental illness, has increased 
by 46% in the past ten years.

*Data from SAMHSA

Office of Children, Youth & Families
FY 2023-24 - JBC Hearing
Office of Children, Youth & Families
FY 2023-24 - JBC Hearing 104Office of Civil and Forensic Mental Health 

FY 2024-25 - JBC Hearing



Increase in court orders for competency 
(Q44, pg. 66)

The waitlist is growing 
because of a dramatic 
increase in court orders.

Fiscal Year 2022-23 had a 
159.7% increase in 
restoration treatment 
court orders since Fiscal 
Year 2017-18. 

Office of Children, Youth & Families
FY 2023-24 - JBC Hearing
Office of Children, Youth & Families
FY 2023-24 - JBC Hearing 105Office of Civil and Forensic Mental Health 

FY 2024-25 - JBC Hearing



Admissions

Office of Children, Youth & Families
FY 2023-24 - JBC Hearing
Office of Children, Youth & Families
FY 2023-24 - JBC Hearing 106Office of Civil and Forensic Mental Health 

FY 2024-25 - JBC Hearing
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Office of Children, Youth & Families
FY 2023-24 - JBC Hearing
Office of Children, Youth & Families
FY 2023-24 - JBC Hearing 107Office of Civil and Forensic Mental Health 

FY 2024-25 - JBC Hearing

Time spent on the waitlist (Q45, pg. 66)

Snapshot of the competency waitlist on December 9, 2023

Average number of days waiting 93 days

Median number of days waiting 75 days

Longest wait 418 days

Waiting more than 300 days 7 individuals

Range of days waited 1 - 418 days



108
Office of Children, Youth & Families
FY 2023-24 - JBC Hearing
Office of Children, Youth & Families
FY 2023-24 - JBC Hearing 108Office of Civil and Forensic Mental Health 

FY 2024-25 - JBC Hearing

Decompensation after Discharge (Q46, pg. 67)

01

02

03

Access to psychiatric medications.

Mental health hospitals and jail-based restoration units 
provide a therapeutic setting and have teams of mental 
health specialists providing 24/7 care to individuals.

Whole person or primary needs - if one does not have 
adequate and safe housing, their mental health does not get 
prioritized.



Beds Are Making an Impact

Office of Children, Youth & Families
FY 2023-24 - JBC Hearing
Office of Children, Youth & Families
FY 2023-24 - JBC Hearing 109Office of Civil and Forensic Mental Health 

FY 2024-25 - JBC Hearing

Perhaps more than at any other point since the pandemic, there is reason to 
anticipate a decreasing waitlist.

-Special Masters overseeing the Consent Decree



When we invest in staff, we see the benefits 
(Q47-50, pg. 68-71)

Office of Children, Youth & Families
FY 2023-24 - JBC Hearing
Office of Children, Youth & Families
FY 2023-24 - JBC Hearing 110Office of Civil and Forensic Mental Health 

FY 2024-25 - JBC Hearing

Proposed 3% Across the Board Pay Increase

FY 2024-25 (Requested July 1, 2024)

Step Plan:

Employees will receive salary increases based on time 
on the job.

DPA to include funding for this in their budget 
submission

Percent increases to be determined via DPA 
recommendation.

5% Across the Board Pay Increase

FY 2023-24 (Started July 1, 2023)

$14,000 hiring bonus for nurses

8% temporary pay differential for nurses and
mid-level providers

Re-built Pay Plan: CDHS raised the minimum salary
for a starting RN I by 32%. 

R-09:  increased starting salaries for
psychiatrists by 30.8% 
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Office of Children, Youth & Families
FY 2023-24 - JBC Hearing
Office of Children, Youth & Families
FY 2023-24 - JBC Hearing 111Office of Civil and Forensic Mental Health 

FY 2024-25 - JBC Hearing

Nurses hired at the Mental Health Hospitals

From Oct. 2022 - Feb. 2023, the MHHs hired
7 net nurses total. 

From March 2023 - Sept. 2023, the MHHs hired
42 net nurses.

The difference? CDHS doubled hiring bonuses from 
$7,000 to $14,000. 



Direct Care Vacancy Rates (Q49-51, pg. 71-72)

Office of Children, Youth & Families
FY 2023-24 - JBC Hearing
Office of Children, Youth & Families
FY 2023-24 - JBC Hearing 112Office of Civil and Forensic Mental Health 
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November 2022 May 2023 November 2023

Pueblo Non-RN Nursing Care 49.69% 49.40% 52.62%

Pueblo Licensed Nurses 52.13% 55.22% 47.47%

Pueblo Psychiatrists 27.4% 10.79% 8.74%

Pueblo Social Workers 50.01% 51.20% 49.42%

Fort Logan Non-RN Nursing Care 37.96% 24.37% 28.18%

Fort Logan Licensed Nurses 59.77% 53.82% 23.23%

Fort Logan Psychiatrists 43.75% 37.50% 37.50%

Fort Logan Social Workers 27.27% 31.82% 23.81%



Staffing Challenges (Q51, pg. 72)

Office of Children, Youth & Families
FY 2023-24 - JBC Hearing
Office of Children, Youth & Families
FY 2023-24 - JBC Hearing 113Office of Civil and Forensic Mental Health 

FY 2024-25 - JBC Hearing

01

02

03

Use of direct care staff from contracted 
agencies by the hospitals has quadrupled since 
July 2021.

Contracted staff cost more than two times 
the amount we pay full time employees. 

100 existing beds at the MHHs have been closed 
for almost three years. In that time, the MHHs 
could have served 996 more patients. 



Updates on ARPA Funded Legislation (Q52, pg. 73)

Office of Civil and Forensic Mental Health 
FY 2024-25 - JBC Hearing

Initiative Beds Construction Update

HB22-1303 - Mental 
Health Transitional Living 
Homes

164

52 contracted beds slated to open this fiscal year (24 of those are currently 
open)

Remaining contracts have been secured, and awaiting construction. 
Construction is ongoing for state-run homes.

HB22-1303 - G-Wing 16

Currently in Design Development (50% complete) with the contractor 
onboard. 

Anticipated construction starting in 2024, to be completed in 2025.

HB22-1386 - Private 
Hospital Beds 61 Beds have been fully operational and successful.

HB22-1283 - PRTF 
Neuropsych Unit 16

Currently preparing for abatement/demolition. 

Anticipated construction starting in 2024, to be completed in July 2025.

Office of Children, Youth & Families
FY 2023-24 - JBC Hearing
Office of Children, Youth & Families
FY 2023-24 - JBC Hearing 114Office of Civil and Forensic Mental Health 

FY 2024-25 - JBC Hearing



Civil Bed Capacity (Q53, pg. 76)

Office of Children, Youth & Families
FY 2023-24 - JBC Hearing
Office of Children, Youth & Families
FY 2023-24 - JBC Hearing 115Office of Civil and Forensic Mental Health 
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CMHHIFL currently has 94 civil beds and is around full capacity.
● As of December 11, 2023, there are 29 individuals on the civil wait list.
● 10% of patients are voluntary admissions and 90% are civil commitments.

As of December 8, 2023, CMHHIP is serving 109 civil patients.
● 24% of patients are voluntary admissions and 76% are civil commitments.



Systemic Solutions (Q54, pg. 76)

Mental Health 
Transitional Living 

Homes

BHA efforts (co-responder, 
safety net overhaul, crisis)

Fines Funded
Projects

Temp Housing Options & 
Nursing Home 

partnerships for geriatric 
patients

Legislation (HB 23-1153, 
HB 23-1138, HB22-1386)

Office of Children, Youth & Families
FY 2023-24 - JBC Hearing
Office of Children, Youth & Families
FY 2023-24 - JBC Hearing 116Office of Civil and Forensic Mental Health 

FY 2024-25 - JBC Hearing

Competency dockets
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Agenda

Agency Overview
Design

Regulatory Reform
Implement

BHASOs
ARPA Programs
Children and Youth Behavioral Health Implementation Plan

Monitor

2



AGENCY OVERVIEW

3



All people in 
Colorado deserve 

to experience 
whole person 

health

4

BHA’s purpose



What BHA does

5

Regulate providers

Improve accountability 
and quality through 

licensing, designation 
and approval of 

providers. 

Purchase services

Provide funding for 
behavioral health 

services for uninsured 
and underinsured 

individuals in Colorado

System reform

Coordinate across state 
departments and external 

partners to build a 
behavioral health system 
that works for everyone.



BHA’s approach to reform 

6

July 1, 2024 - Ongoing

Monitoring 
System Assets 

and Gaps

January 2024 - July 2025

Implementing 
System Design

July 1, 2022 - July 1, 2024

System 
Design and 
Foundation 

Building



BHA Commissioner

Deputy Commissioner 
of Engagement

Statewide 
Programs

Policy & External 
Affairs

Finance

Quality &
Standards

Health 
Information 
Technology

Community 
Engagement

Analytics & 
Evaluation

7

Deputy Commissioner of 
Systems and Programs

Chief Administrative and 
Financial Officer

Communications 
and Public 

Relations (PR)

Operations

CDHS provides back 
office functions for 

BHA

Equity - Diversity 
- Inclusion



Staffing (Q1, pg. 79)

8

112
HB 22-1278

FTE transferred 
from CDHS 
Community 

Behavioral Health 
when BHA was 

created

HB 22-1278

22
FTE added by 
HB 22-1278

FY 2023-24 
R-01

26
FTE added by FY 
2023-24 Budget 
Request: R-01

+ + 183=
Special 

Legislation

23
FTE added by 
special bills 

during the 2022 
and 2023 
legislative 
sessions

+



DESIGN
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BHA’s approach to reform 

10

July 1, 2024 - Ongoing

Monitoring 
System Assets 

and Gaps

January 2024 - July 2025

Implementing 
System Design

July 1, 2022 - July 1, 2024

System 
Design and 
Foundation 

Building



Regulatory Reform (Q2, pg. 79)

Reducing fragmentation, improving quality, increasing 
accountability, & ensuring access for priority 
populations

11



Reduce fragmentation

Substance use and mental health services are 
combined under a single license, allowing for 
better integration and more consistent quality 
across services. 

Introduce no refusal requirements 

Ensures that priority populations are not 
turned away from services by safety net 
providers. 

Reduce burden for providers

Regulation of both substance use and mental 
health service delivery is consolidated under 
BHA.

What the new regulations accomplish
Effective January 1, 2024

1

Introduce safety net approvals 

Expands the pool of providers that can access 
incentive payments for delivering safety net 
services.

3 4

2

12



Types of behavioral health safety net providers 
(Q3, pg. 80-81)

13

Essential 
Behavioral Health Safety Net 

Provider

Provides care coordination and one or 
more of the following services:

● Emergency/Crisis
● Outpatient
● Intensive Outpatient 
● Residential
● Withdrawal Management
● Inpatient
● Integrated Care

Comprehensive 
Community Behavioral Health 

Provider

Provide care coordination and all of 
the following services: 

● Emergency/Crisis
● Outpatient
● Intensive Outpatient
● Recovery Supports
● Care Management
● Outreach, Engagement, Education
● Outpatient Competency Restoration

Eligible for cost-based Prospective 
Payment System (PPS) from HCPF July 1, 
2024. 

Eligible for enhanced rate model from 
HCPF July 1, 2024. 



Increase in new providers (Q4, pg. 81) 

14

There are at least eight new providers immediately committing to 
the process of obtaining comprehensive safety net provider approval

Potential 44% increase in 
Comprehensive Providers



Other design considerations (Q5-10, pg. 82-88)

15

Priority 
Populations

● People who are 
inadequately insured for 
the behavioral health care 
service they are 
receiving, and present 
with SMI or SED.

Maximize 
Medicaid 
Funding 

● In FY22, 62% of behavioral 
health services were paid 
by Medicaid

● BHA & HCPF shared 
strategy  

Certified 
Community 
Behavioral 
Health Clinics

● 2024 cycle for a planning 
grant

● Our regulations and 
broader safety net system 
have been designed with 
this in mind



Licensing and designation database and 
electronic records system (LADDERS) IT System 
(Q11-12, pg. 88-90)

16

LADDERS supports licensing and designation of providers that BHA has the 
authority to regulate

● LADDERS is currently configured to support all existing licenses 
including the new BHE license type. 

● Technical debt makes it expensive to add additional functionality
● BHA is exploring funding options to pay down this technical debt 



IMPLEMENT
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BHA’s approach to reform

18

July 1, 2024 - Ongoing

Monitoring 
System Assets 

and Gaps

January 2024 - July 2025

Implementing 
System Design

July 1, 2022 - July 1, 2024

System 
Design and 
Foundation 

Building



BHASOs 

19



What are BHASOs? (Q13-15, pg. 90-93)

20

HB 22-1278 requires BHA to implement regional Behavioral Health Administrative Service 
Organizations (BHASOs) to establish, administer, and maintain adequate networks of 
behavioral health safety net services and care coordination.  



BHASO implementation plan (Q2, pg. 79)

21

BHA is drafting 
a Request For 
Proposal to 
procure the 
future BHASOs.  

BHA will 
assemble 
evaluation 
committees to 
review and 
score 
applications.  
The committees 
will meet 
multiple times 
to discuss 
feedback and 
scores until 
award decisions 
are made.

BHA will work 
with awarded 
vendors to 
finalize 
budgets, scope 
of work, and 
contract 
documents.

BHASOs will 
begin to 
administer the 
BHA continuum 
of safety net 
services through 
their networks.

BHA will work 
with BHASOs 
within a 
six-month 
implementation 
period to 
establish 
network and 
prepare for 
services to 
begin on July 1, 
2025.

26 different 
sessions were 
conducted and 
over 270 people 
were engaged 
for feedback.

30 responses 
were received 
from providers, 
intermediaries, 
advocacy orgs, 
state agencies, 
and other 
stakeholders.

Stakeholder 
Engagement

Fall 2022

Request for 
Information

Summer 2023

Request For       
  Proposal (RFP)

Spring 2024

Evaluation + 
Awards

Summer 2024

Contract 
Negotiation

Fall 2024

Transition
Jan 1, 2025

Go-Live
July 1, 2025



Coordination between BHA and HCPF (Q16-17, pg. 
93-95)

22

BHA and HCPF continue to work together to plan for the systems 
redesign with BHASOs and ACC 3.0

● The regions will be aligned, simplifying communication and processes between 
RAEs and BHASOs. 

● BHASOs and RAEs will be required to sign formal agreements with one another, 
which establish expectations for collaboration, data sharing, and warm hand-offs.

● BHASOs will ensure that individuals are enrolled in Medicaid whenever applicable 
and that all billable services are billed to Medicaid

● Behavioral health safety net providers will be held to consistent no refusal and care 
coordination requirements within both the RAE and BHASO networks



ARPA Programs

Short-term investments to build capacity and 
strengthen infrastructure in Colorado’s behavioral 
health system

23



Summary of one-time ARPA investments 
(CDHS Q8, pg. 27-32)

24

Behavioral Health Administration One-Time ARPA Funds

Bill # and Short Title
Appropriation 

($M)

Actual 
Expenditures 
through Sept 

2023 ($M)

Actual 
Encumbrances 

through FY 
2024 ($M)

Unobligated 
with detailed 
plan for spend

($M)

Unobligated 
(%)

S.B. 21-137 Behavioral Health Recovery Act $49.00 $23.60 $15.55 $9.85 20%

S.B. 22-148 Tribal Facility $5.00 $0 $0 $5.0 100%

S.B. 22-177 Care Coordination $12.20 $0.03 $0 $12.16 99%

S.B. 22-181 Workforce Investments $36.82 $0.52 $2.64 $33.65 91%

S.B. 22-196 Criminal Justice Early Intervention Grant $50.7 $0.13 $24.68 $24.81 51%

H.B. 22-1243 School Security and School Behavioral Health Services 
Funding

$6.00 $5.51 $0.43 $0.06 .01%

H.B. 22-1281 Community Behavioral Health Grant Program $90.00 $0.32 $52.77 $14.3 15%

H.B. 22-1283 Youth and Family Residential Care $7.50 $0.83 $6.22 $.45 5%

H.B. 22-1326 Fentanyl $3.00 $0.12 $2.84 $0.04 1%

TOTAL $260.22 $31.06 $105.13 $87.01 33%

*Table includes ARPA funded projects with current spending authority. More financial information available at coforward.colorado.gov



Distribution of ARPA grant dollars 
(CDHS Q7, pg. 24-27) 

25

TOTAL: $145.7 Million

SB22-196 - Health Needs of Persons In 
the Criminal Justice System

Total Funds Available: 
$50.7 M

HB22-1281 - Behavioral Health 
Community Investment Grants

Total Funds Available: 
$35 M

Total Providers Awarded: 33
Total $ Awarded: $40 M

Total Providers Awarded: 33
Total $ Awarded: $35 M

Total Providers Awarded: 29
Total $ Awarded: $49.6 M

FY 25 Funds*: 
$14.4 M

FY 24 Funds: 
$35.2 M

HB22-1281 - Children, Youth, and Family 
Behavioral Health Services Grants

Total Funds Available: 
$40 M

HB22-1281 - Substance Use Workforce 
Stability Grant Program

Total Funds Available: 
$15 M

SB22-148 - Colorado Land-Based Tribe 
Behavioral Health Services Program

Total Funds Available: 
$5 M

Total Providers Awarded: 15
Total $ Awarded: $12.75 M

Total Providers Awarded: 1
Total $ Awarded: $5 M

FY 24 Funds: 
$9.15 M

FY 24 Funds: 
$27 M

FY 24 Funds: 
$29.7 M

FY 25 Funds*: 
$8 M

FY 25 Funds*: 
$3.6 M

FY 25 Funds*: 
$10.3 M

FY 24 Funds: 
$5 M

*FY25 funds ($36.3M) will not be encumbered until the beginning of that fiscal year



Timeline for establishing grants 
(CDHS Q8, pg. 27-32)
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July 1, 2022

Legislation passes*;
Program planning 
begins

Statutory spending 
timeline ends

Dec 30, 2024

Request for 
Proposal 
(RFP) 
drafting 

RFPs are 
released

Dec 30, 2026

RFP 
applications 
evaluations

Notice of awards 
are issued; 
Contracts begin 
negotiations

Contracts begin 
on a rolling basis; 
Projects begin

December 2023
109 out of 110 grant contracts have 
been finalized for HB 22-1281 and SB 
22-196

Remaining spending time frame for HB 
22-1281 and SB 22-196 grants

Potential spending time frame for behavioral and mental 
health cash fund

Remaining spending time frame for SB 
22-181 and SB 22-148 grants

SB 22-181and SB 22-148 grant opportunities will be 
procured, awarded, and finalized on a rolling basis 
over the next 2-3 months

Phase 1

Phase 2

* ARPA Grant program legislation includes: HB 
22-1281, SB 22-196, SB 22-148, and SB 22-181

These grants provided the 
opportunity for over 50+ 
new providers to receive 
funding from BHA



Children and Youth Behavioral 
Health Implementation Plan

27
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Kids Continuum

Behavioral health system that 
meets the needs of children, 
youth and families in the 
right place, at the right time, 
to achieve whole person 
health and wellbeing.  

Current Patchwork of 
Behavioral Health Programs 

Multiple state agency and 
county partners administer 
children and youth behavioral 
health programs. 

Children & Youth Behavioral
Health Implementation Plan

This plan focuses on concrete 
actions within BHA and across 
state agencies to meet the 
needs of children and youth. 

Kids Behavioral Health Services (Q18-19, pg. 95-97)



● Administered by trained and licensed 
professionals

● Define the extent of the identified concern

● Assists in establishing a diagnosis

● Creates treatment recommendations

$2,500

● Tools to help recognize symptoms

● Generally brief and based on self- 
reported information 

● Do not provide a diagnosis

● may indicate need for assessment

$130 

1 in 5 people screened will need an assessment

Per screening intake appointment 
(may use multiple screenings)

per person each year (includes           
2 assessments per year)

Screening (Q20, pg. 97) Assessment

29



MONITOR
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BHA’s approach to reform

31

July 1, 2024 - Ongoing

Monitoring 
System Assets 

and Gaps

January 2024 - July 2025

Implementing 
System Design

July 1, 2022 - July 1, 2024

System 
Design and 
Foundation 

Building



bha.colorado.gov
@BHAConnect

Thank You



Bill Number Project Name Project Description
Deadline to 

Spend FTE Allocation
Spent as of 

9/30/23
Encumbered 
as of 9/30/23

Unobligated as 
of 9/30/23

Awards in 
progress Notes

Office of Children & Family 

HB22-1283 Enhanced Residential Services Respite services for children and youth 12/31/2024 0.00 $11,630,000 $70,000 -$                   $11,560,000 $7,000,000

Program will reinvest $4M of funds; 
Remaining  $7M in process of 
awards and contracts

Governor's IA-SLFRF ARPA Youth Residential Beds
Contracted psychiatric residential 
treatment beds for youth 11/30/2024 0.00 $11,890,000 $3,640,000 $4,560,000 $3,690,000 All funds awarded

SB21-292 Round 1 Flexible Financial Assistance for DV
Direct financial assistance for 
survivors of DV 6/30/2024 0.00 $3,186,844 $2,350,000 -$                   $836,844

All funds awarded. $3.1M spent as 
of 11/30

SB22-183 Round 2: Flexible Financial Assistance for DV
Direct financial assistance for 
survivors of DV 6/30/2024 0.00 $3,620,000 $10,000 $30,000 $3,580,000

All funds awarded. Allocation fully 
encumbered as of 11/30/23

SB21-292 Funding to Anti-Domestic Violence Orgs
Operational funding support for DV 
organizations 6/30/2024 1.00 $701,254 $701,254 -$                   -$                    project complete

SB22-183 Round 2 Additional funding to Anti-DV Orgs
Operational funding support for DV 
organizations 6/30/2024 0.00 $1,489,788 $190,000 $370,000 $929,788 $929,788 All funds awarded.

SB22-183 Support Capacity at Culturally Specific Orgs
Partnership with organizations to meet 
culturally specific needs 6/30/2024 0.00 $500,000 -$                  -$                   $500,000 $0 ARPA reinvestment

SB21-292
Gender-based Violence/Anti-Sexual Assault 
Orgs

Operational funding support for DV 
organizations and anti-sexual violence 
orgs 6/30/2024 0.00 $761,902 $380,000 $340,000 $41,902 $41,902 All funds awarded.

SB22-183 ARCTI Training and Technical Assistance

Accessible, Culturally Responsive, 
and Trauma-Informed Training and 
Technical Assistance for DV provider 
network 6/30/2024 0.00 $392,114 $32,810 $230,000 $129,304 $129,304 All funds awarded.

SB21-292 Domestic Abuse Program - Animal CompanioSupport for DV survivors and pets 6/30/2024 0.00 $100,000 $37,750 -$                   $62,250 $62,250 All funds awarded.

DA DAA
Family Violence Prev/DV Shelter/COVID 
mitigation COVID response for DV Programs 9/30/2025 0.00 $5,800,000 $810,000 $710,000 $4,280,000

DA DAA
Family Violence Prev/Sexual Assault/Rape 
Crisis Services nding for prevention and crisis services 9/30/2025 0.00 $2,796,371 $140,000 $220,000 $2,436,371

DA DAA Family Violence Prev/DV Shelter and Suppor DV Shelter support 9/30/2025 0.00 $2,000,000 $790,000 $630,000 $580,000

DA DAA
Child Abuse Prevention and Treatment Act 
(CAPTA) Developmental screening for children 9/30/2025 0.00 $1,700,000 $320,000 $360,000 $1,020,000

SB21-137 Residential Placement for High Acuity Youth
Contracted psychiatric residential 
treatment beds for youth 6/30/2023 0.00 $5,000,000 $4,999,352 -$                   -$                    

Project complete with reversion of 
$647.70

DA DAA
Chafee ETV-Supporting Foster Youth and 
Families

Education and Training Voucher for 
foster youth 9/30/2022 0.00 $625,389 $625,389 -$                   -$                    project complete

DA DAA
Chafee IL--Supporting Foster Youth and 
Families

Support for foster youth to support 
transitions to adulthood 9/30/2022 0.00 $4,302,679 $4,152,772 -$                   -$                    project complete

DA DAA
FY21 Title IV-E Prevention and Kinship 
Navigator

Kinship navigator program to assist 
foster families 9/30/2022 0.00 $1,781,814 $1,288,389 -$                   -$                    project complete

TOTALS $58,278,155 $20,537,716 $7,450,000 $29,646,459

Bill Number Project Name Project Description
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Spend Allocation
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9/30/23
Encumbered 
as of 9/30/23
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of 9/30/23
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progress Notes

Office of Economic Security

HB22-1380
Joint Agency Interoperability: Work 
Management System Digitize county paper records 12/31/2024 0.00 $3,000,000 $50,000 -$                   $2,952,500 $2,952,500 $2M encumbered as of 11/30/23

HB22-1380
Building Interface between LEAP and CBMS 
eligiblity 

CBMS system changes for LEAP and 
SNAP "Heat and Eat" 12/31/2024 0.00 $2,000,000 -$                  -$                   $2,000,000 $2,000,000 IT build scheduled for 2024

HB22-1380 Expanding Capacity for "Double Up Food Buc
Automation of Healthy Food 
Incentives Program 12/31/2024 2.00 $1,000,000 -$                  -$                   $1,000,000 $1,000,000 IT build scheduled for 2024

HB22-1259
Colorado Works Subsidized training and 
employment

Expanded subsidized training and 
employment services for low-income 
families 12/31/2024 0.00 $3,500,000 $340,000 $2,290,000 $870,000 $870,000

HB22-1259 CBMS Operating Expenses

Support CBMS changes for Cash 
Assistance increase for Colorado 
Works households 12/31/2024 0.00 $1,066,400 $380,000 -$                   $690,401 $690,401

HB22-1259
Basic Cash Assistance for Colorado Works 
Households

Cash Assistance increases for 
Colorado Works households 12/31/2024 5.00 $20,430,000 $8,570,000 -$                   $19,437,000 Multi-year allocation in TANF Reserve

DA DAA LIHWAP (Water Asst) Water Assistance 9/30/2023 0.00 $8,518,221 $8,356,166 $12,170 $149,885
DA DAA LIHWAP (Water Asst) Water Assistance 9/30/2023 0.00 $6,675,722 $6,511,223 $9,188 $155,312
HB21-1270 SNAP Employment and Training Employment First services 12/30/2022 0.00 $3,000,000 $2,982,935 -$                   -$                    



HB20B-1003 Food Pantry Asst grants Food Pantry support 6/30/2023 0.00 $5,000,000 $4,947,178 -$                   -$                    
DA DAA Commodity Supplemental Food Program-AdmAdmin support 9/30/2021 0.00 $50,732 $50,732 -$                   -$                    

DA DAA
Consolidated Appropriations Act 2021 SNAP 
State Admin Admin support for SNAP 9/30/2021 0.00 $1,231,037 $1,231,037 -$                   -$                    

DA DAA
Consolidated Appropriations Act 2021 
Supplemental Funding 9/30/2021 0.00 $2,569,933 $2,569,933 -$                   -$                    

DA DAA LEAP ARP Energy assistance 9/30/2021 0.00 $71,759,071 $71,759,071 -$                   -$                    
DA DAA FY 21 SNAP ARPA SNAP Contigency pandemic food assistance 9/30/2021 0.00 $3,105,847 $2,605,065 -$                   -$                    
DA DAA TANF Pandemic Emergency Assistance pandemic TANF 9/30/2021 0.00 $13,502,982 $13,502,982 -$                   -$                    
DA DAA TEFAP Admin admin for food assistance program 9/30/2021 0.00 $1,120,738 $1,120,738 -$                   -$                    
DA DAA PEBT to States pandemic food assistance 9/30/2021 6.00 $4,741,465 $3,372,144 -$                   -$                    
SB21-027 Food Pantry Assistance Grant Program Food pantry support 6/30/2023 0.00 $4,714,860 $4,714,860 -$                   -$                    project complete

TOTALS ########## $133,064,063 $2,311,357 $27,255,098
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Awards in 
progress Notes

Executive Directors Office & Administrative Solutions
SB21-137 Behavioral Health Ombudsman staffing for BH ombudsman 6/30/2024 3.50 $300,000 $250,000 -$                   $50,000
Governor's IA-SLFRF Recruitment & Retention at CDHS 24/7 facilit recruitment and retention incentives 4/30/2024 0.00 $8,490,000 $6,950,000 -$                   1,540,000.00$    
Governor's IA-SLFRF CDHS Staffing & Retention (HR FTE) HR staffing 6/30/2023 14.00 $2,619,000 $2,619,000 -$                   -$                    project complete
Governor's IA-SLFRF ARPA Administrative Personal Services FundCDHS Recovery Officer salary 6/30/2023 1.00 $123,600 $41,353 -$                   -$                    project complete with reversion 

Governor's IA-SLFRF
Colorado Mental Health Institute Pueblo 
Admin Staff Staff and contracted services at CMHIP 12/31/2022 0.00 $1,785,368 $1,785,368 -$                   -$                    project complete

Governor's IA-SLFRF Dept of Human Services Booster Incentives Vaccine incentives 3/30/2022 0.00 $6,045,200 $6,045,200 -$                   -$                    project complete
TOTALS $19,363,168 $17,690,921 -$                   $1,590,000

Bill Number Project Name
Deadline to 

Spend Allocation
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9/30/23
Encumbered 
as of 9/30/23
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of 9/30/23

Awards in 
progress Notes

Office of Civil & Forensic Mental Health

HB22-1283 Neuro-psych at Fort Logan 
Construct and operate a Neuropsych 
facility at Fort Logan 12/31/2024 4.00 $35,539,926 $347,960 $1,498,136 $33,827,299

capital budget will be fully 
encumbered prior to start of 
construction

Governor's IA-SLFRF CDHS Competency Beds Round 1
Competency services and contracted 
private beds 12/31/2024 0.00 $26,950,000 $24,050,000 $390,000 $2,510,000 all funds awarded

HB22-1386 CDHS Competency Beds-Round 2
Competency services and contracted 
private beds 12/31/2024 0.00 $28,562,828 $16,040,000 $12,522,828 -$                    

HB22-1303 Residential (TH) BH Contract Beds 
Mental Health Transitional Living Beds 
(contracted) 12/30/2024 80.00 $33,484,921 -$                  $4,722,200 $28,732,721

contracts in progress: 10M identified 
for reinvestment

HB22-1303
Increase BH Beds-Fort Logan (G Wing 
renovation)

G Wing renovation for 18 behavioral 
health beds 12/30/2024 60.90 $13,930,000 $167,597 $1,150,000 $12,612,403

capital budget will be fully 
encumbered prior to start of 
construction

HB22-1386
Adams County Facility Renovation 
Feasibility Study

Study feasibility of renovating an 
Adams County hospital 12/31/2024 0.00 $800,000 $465,800 $192,200 $142,000

HB22-1303 Increase Residential BH Beds --State Facilitie
Renovation of state owned facilities 
for behavioral health beds 12/31/2024 0.00 $10,430,000 $516,753 $451,599 $9,461,648

capital budget will be fully 
encumbered prior to start of 
construction

SB22-214 Long Bill Revenue Replacement Staffing for state institutions 06/30/2024 $130,377,154 $58,376,279 $56,059,620 $15,941,255

HB23-1153 Behavioral Health Feasiblity Study
study intersection of criminal justice, 
behavioral health, and homelessness 04/30/2024 0.00 $140,000 -$                  -$                   $140,000 funds awarded

Governor's IA-SLFRF
Colorado Mental Health Institute Pueblo 
(CMHIP) Operating Fund Operations funding for CMHIP 6/30/2023 6.50 $1,653,000 $1,283,357 -$                   -$                    project complete

TOTALS $280,214,829 $99,964,390 $76,986,583 $103,367,326
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Office of Adult, Aging, & Disability
DAA Adult Protective Services under SSA Title XX Block grants for older adult services 9/30/2024 0.00 $3,714,246 $1,434,882 -$                   -$                    
DAA Older Americans Act Social Services for older adults 9/30/2024 0.00 $21,299,035 $6,780,000 $12,570,000 -$                    
SB21-290 Security for Colorado Seniors Social Services for older adults 12/31/2026 0.00 $15,000,000 $14,716,386 -$                   $257,628



DAA
VAC5 Expanding Access to COVID-19 
Vaccines Vaccine support for older adults 9/30/2023 0.00 $764,861 $764,861 -$                   -$                    project complete

DAA Domociles CAA1 Grant Veterans Community Living 6/30/2022 0.00 $184,257 $184,257 -$                   -$                    project complete
DAA Domociles ARPA Grant Veterans Community Living 8/31/2022 0.00 $428,512 $428,512 -$                   -$                    project complete
DAA One time ARPA from Veteran Affairs veteran support 8/31/2022 0.00 $3,915,717 $3,915,717 -$                   -$                    project complete
DAA VCLC's CAA1 Funds HR 133 Veterans Community Living 8/31/2022 0.00 $1,525,883 $1,525,883 -$                   -$                    project complete
DAA Colorado ADRC COVID Vaccine Project vaccine support 9/30/2022 0.00 $392,836 $316,202 -$                   -$                    project complete

DAA
CRRSA Act 2021 Funding for LTC 
Ombudsman long term care ombudsman 9/30/2022 0.00 $61,189 $61,189 -$                   -$                    project complete

DAA
Expanding Disabiltiies Network Access to 
vaccines vaccine support 9/30/2022 0.00 $66,687 $65,568 -$                   -$                    project complete

TOTALS $47,353,223 $30,193,457 $12,570,000 $257,628



CDHS Stimilus Projects Project status Spend By Project ID Office Stim Source FTE Award Spent Budget Details Encumbered Unobligated % spent % encumbered

ARPA Residential Youth Beds
IA extension approved through 
11/30/24 12/31/2023 PHI190 OCYF ARPA IA SLFR 0 $11,891,605.00 3,610,932.66 3,140,356.12 5,140,316.22 30.37%

Round 2: Flexible Financial 
Assistance for DV  Roll forward to 12/24 6/30/2024 PHI270 OCYF SB22-183 SLFR 0 3,623,098.00 9,839.40$     3,613,258.60$  -$                   0.27%

Round 2 Additional funding to Anti-
DV Orgs roll forward through 12/31/24. 6/30/2024 NEI050 OCYF SB22-183 SLFR 0 1,489,788.00 $189,907.00 374,166.00$     925,715.00 12.75% 0.251153855

ARCTI Training and Technical Assi roll forward through 12/31/24. 6/30/2024 PHI280 OCYF SB22-183 SLFR 0 392,114.00$       32,810.00$   226,494.00$     317,114.00$       8.37%

Neuro-psych at Fort Logan and 
Youth Neuropsych maintenance

Leg fix to align with 
appropriation clause for 
spending authority until 12/26; 
Facility renovations scheduled 
to be complete by July 2025 12/31/2024 RRI030 OCFMH HB 22-1283 SL 4 35,539,926.00$  347,960.22$ $35M Capital + Operating 1,498,135.79$  33,206,385.00$  0.98% 4.22%

Residential BH Contract Beds 
(Transitional beds at residential 
treatment facilities)

Extend to 2026; reinvestement 
of $10.8M 12/30/2024 RRI020 OCFMH HB22-1303 SLF 80 $33,484,921 4,722,200.00$  28,762,727.98$  0.00%

Increase BH Beds-Fort Logan G 
wing

Extend to 2026; Facility 
scheduled to be complete in 
May 2025 12/30/2024 RRI060 OCFMH HB22-1303 SLF 60.9 $13,930,000.00 167,596.97$ Capital + Operating 1,149,530.53$  12,647,353.50$  1.20% 8.25%

Increase Residential BH Beds --
State Residential Facilities Extend to 12/26 12/31/2024 RRI070 HB22-1303 SLF 23.5 10,425,517.00 516,753.49 451,598.93 9,507,140.64 4.96%
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WORKFORCE ANALYTICS: A CRITICAL EVALUATION

Introduction
HR professionals who move to a new organization that 

is larger or smaller than their previous organization often 

find changes in HR metrics. As companies grow in size, 

organizational life cycle theory suggests they face a range 

of problems, including HR problems.1  For example, in small 

start-up organizations, when the focus is on firm survival, HR 

practices may appear unstructured and lack documentation, 

which can increase risk should a hiring decision or 

employment termination be legally challenged. Large 

organizations, which usually have established business 

strategies to reliably produce revenue, often institute 

formal business practices (such as formal job descriptions, 

established pay scales and standardized performance 

reviews) to manage that risk. Generally as staff size grows 

and organizations become complex, the HR function 

becomes more formalized and sophisticated.2 In addition to 

staff size, the type of industry can often drive changes in HR 

metrics. In high-tech firms, where the demand for technical 

skills is high but available talent is low, cost-per-hire (CPH)3 

is $4,372.4 This CPH is high when compared with the food 

services and accommodations industry, which has a low 

CPH of $2,9675 because the skills and talent are readily 

available.

Executives in HR and other functional areas attempt to 

fit policies and processes to business needs, yet the 

business needs vary depending on organizations’ stages 

of development.6 HR professionals work to implement 

new systems to help facilitate the success of those 

initiatives, often requiring significant change management 

support. HR professionals who work in small, medium 

or large organizations know staff size affects how they 

go about implementing HR initiatives. For example, 

implementing an employee appraisal system for a single-

site organization of 100 employees is vastly different than 

implementing a system across multiple sites totaling 5,000 

employees. However, as HR practices change to fit and 

support organizations’ size and business environments, 

HR professionals may be unaware that key HR metrics 

also change. In this report, although the type of industry 

contributes to changes in HR data, the findings only focus 

on how changes in organizational size affect HR metrics.

Unless noted otherwise, results presented in this report 

are from the 2014 SHRM Human Capital Database of over 

2,000 organizations. Key HR metrics were compared 

against organizations of small (1-250 employees), medium 

(251-1,000 employees) and large (1,001-10,000 employees) 

staff sizes.7 This report examines the following HR areas:

• HR-to-employee ratio.

• Percentage of HR staff in supervisory roles.

• HR-expense-to-FTE (full-time equivalent) ratio.

• Use of structured interviews.

• Time-to-fill.

• Employee tenure.

1
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HR-to-Employee Ratio
• The HR-to-employee ratio compares HR staffing levels 

between organizations by showing the number of 

HR FTEs supporting 100 FTEs in an organization.8 

The average HR-to-employee ratio was 2.57 for 

all organizations. As staff size increases, however, 

the HR-to-employee ratio decreases. For example, 

small organizations had a significantly higher HR-to-

employee ratio of 3.40, compared with medium and 

large organizations that had ratios of 1.22 and 1.03, 

respectively.9 A large HR-to-employee ratio for small 

organizations suggests that it takes a minimum number 

of HR employees to deliver core HR services, such as 

recruiting, benefits and employee relations. But once 

a minimum number of HR staff members are hired, the 

incremental amount of HR FTEs required to support large 

organizations does not increase at the same rate.

• There are various reasons this difference in ratios exists 

as organizational size increases. First, although the ratio 

is smaller for larger organizations, the actual number 

of HR staff is greater. With more HR staff, there is more 

flexibility to offset peak work demands in one HR area 

with staff from another. For example, during the labor-

intensive process of recruiting, if extra help is needed, 

it is easier to temporarily pull HR FTEs from other 

functional areas, such as employee relations or benefits, 

for additional support. Second, roles for HR professionals 

in firms with large numbers of employees usually have 

higher degrees of specialization. In large organizations, 

HR departments may have multiple benefits 

professionals, but even within the benefits area, one 

FTE may be dedicated solely to managing retirement 

planning and another to managing health care. Such role 

specificity allows for greater efficiency and economies 

of scale, because more roles require more effort and 

more time to switch between tasks that are different from 

each other.10 Third, many HR departments have less staff 

because they outsource HR functions to a preferred 

employer organization (PEO) or other HR outsourcing 

vendors. When this occurs, the HR-to-employee ratio 

may decline, but actual HR expenses may go up to pay 

for outsourcing costs. 

FIGURE 1.  
AVERAGE EMPLOYEE-

TO-HR RATIO, BY 
STAFF SIZE

Source: Workforce Analytics: A Critical Evaluation: How Organizational Staff Size Influences HR 
Metrics (SHRM, 2015)

1-250 
FTEs

3.40

251-1,000 
FTEs

1.22

1,001-10,000 
FTEs

1.03

Overall

2.57
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Percentage of HR Staff in Supervisory Roles
• The percentage of HR staff in supervisory roles (i.e., 

supervisor, manager, director or above) is calculated by 

taking the number of HR supervisory positions (FTEs) 

and dividing it by the total number of HR staff (FTEs). 

When organizations design their HR departments, this is 

a useful metric to benchmark the number of supervisory 

staff members other organizations in their industry use to 

implement the HR function. The percentage of HR staff 

in supervisory roles was 53% for all organizations. As the 

organization staff size grows, this percentage decreases 

in a similar way that HR-to-employee ratios decrease. 

Small organizations had a significantly higher percentage 

of supervisory HR staff (65%) compared to medium (38%) 

and large (31%) organizations.11 This metric for medium 

organizations was also significantly higher than for large 

organizations, suggesting that the percentage of HR 

supervisory staff is sensitive to changes in staff size.

• Small organizations may have a higher percentage 

of supervisory staff because organizations may first 

hire supervisory talent to lead a functional HR area, 

such as employee relations or benefits, and then hire 

less-experienced staff if more resources are required. 

The fact that medium and large organizations have 

lower percentages of HR staff in supervisory roles also 

suggests that as organizations grow, supervisory HR staff 

members have capacity to increase their span of control 

by having more HR FTEs reporting to them, both directly 

and indirectly.

FIGURE 2.  
AVERAGE 

PERCENTAGE 
OF HR STAFF IN 

SUPERVISORY ROLES, 
BY STAFF SIZE

Source: Workforce Analytics: A Critical Evaluation: How Organizational Staff Size Influences HR 
Metrics (SHRM, 2015)

31%

1,001-10,000 
FTEs

251-1,000 
FTEs

38%

1-250 
FTEs

65%

Overall

53%
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HR-Expense-to-FTE Ratio
• The HR-expense-to-FTE ratio represents the amount 

of human resource dollars spent per FTE in the 

organization.12 The average HR-expense-to-FTE ratio 

for all organizations was $2,986. As organizations grow 

in staff size, the total costs of the HR function increase. 

HR expenses for small, medium and large organizations 

were $306,044, $840,015 and $3,393,775, respectively.13 

Although total HR costs increase when staff size grows, 

the amount of HR dollars spent per employee decreases. 

Small organizations had significantly higher HR-expense-

to-FTE ratios ($3,592) than medium ($1,897) and large 

organizations ($1,427).14 

• Such results suggest that early development of the 

HR function in small organizations requires higher 

infrastructure and outside consulting investments. Such 

investments may include an applicant tracking system, 

performance management software or external recruiting 

support, which once purchased can cost-effectively 

scale to support larger organizations so that HR expense 

per FTE declines. In essence, as organizations increase 

in size, they are able to disperse total HR costs among 

more employees.

FIGURE 3.  
AVERAGE  

HR-EXPENSE-TO-FTE 
RATIO,  

BY STAFF SIZE 

Source: Workforce Analytics: A Critical Evaluation: How Organizational Staff Size Influences HR 
Metrics (SHRM, 2015)

1-250 
FTEs

$3,592

251-1,000 
FTEs

$1,897

1,001-10,000 
FTEs

$1,427

All FTEs 
Size

$2,986
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Structured Interviews for Selecting Talent 
• Selecting new talent for organizations is a critical HR 

function. Organizations that consistently bring on new 

hires whose knowledge, skills and abilities align with 

their firms’ overall strategy and culture outperform their 

competition.15 Structured interviews in which candidates 

interviewing for the same position are asked similar 

questions based on job content have been shown to 

improve interview reliability and validity.16 Structured 

interviews prevent the interviewer from asking different 

questions depending on the job candidate, thus 

limiting interviewer bias and avoiding skewing the 

evaluation of the candidates. Seventy-three percent 

of all organizations used structured interviews as 

part of their selection process. Small organizations 

(70%) were significantly less likely to use structured 

interviews compared with medium (77%) or large (77%) 

organizations.17  

• Because hiring activity is less frequent in small 

organizations, they may be less likely to invest resources 

to develop structured interviews as their HR-expense-

to-FTE ratio is already high. For example, the annual 

number of positions filled for small organizations was 

only 24, significantly less than medium (124) and large 

organizations (568).18 Small organizations may also lack 

buy-in from hiring managers to use structured interviews 

given that hiring managers in small organizations are 

likely to use their informal networks and referrals to staff 

the openings that occur.19 

FIGURE 4.  
AVERAGE 

PERCENTAGE OF 
ORGANIZATIONS 

USING STRUCTURED 
INTERVIEWS,  

BY STAFF SIZE

Source: Workforce Analytics: A Critical Evaluation: How Organizational Staff Size Influences HR 
Metrics (SHRM, 2015)

1-250 
FTEs

70%

251-1,000 
FTEs

77%

1,001-10,000 
FTEs

77%

Overall

73%
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Time-to-Fill
• Time-to-fill (TTF)20 represents the amount of time in days 

it takes to fill a position. Although the average TTF for all 

companies was 42 days, TTF varied by company staff 

size. Small organizations had an average TTF of 40 days 

compared with medium (43) and large (46) organizations. 

• Due to the high number of openings that large 

organizations annually filled on average (568), they may 

often apply more structure and formal processes to 

ensure consistent and legally defensible hiring practices. 

Such structure can take the form of additional interviews 

to make a hiring decision, more signatures required 

for offer approval, and additional selection testing and 

background checks—all of which increase time-to-fill. In 

addition, with a smaller HR-to-employee ratio in larger 

organizations, HR staff may be unable to process new-

hire decisions as quickly due to the sheer number of 

applicants.
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FIGURE 5.  
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Source: Workforce Analytics: A Critical Evaluation: How Organizational Staff Size Influences HR 
Metrics (SHRM, 2015)
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Employee Tenure
• Employee tenure is the amount of time in years that an 

employee is employed by an organization. The average 

employee tenure for all organizations was 8.1 years. 

Large organizations had significantly higher employee 

tenure (8.8 years) for their employees compared with 

tenure in small (7.8 years) and medium organizations 

(8.3 years).21  

• Employees may stay longer at large organizations 

because they see more career progression opportunities 

and a wider range of benefits offerings than found in 

small or medium organizations. In addition, unionized 

environments, which tailor their pension and other 

benefits strategies to reward employee tenure, are 

prevalent in large organizations. Large organizations 

(42%) were significantly more likely to be unionized than 

medium (21%) or small organizations (8%).22 

Source: Workforce Analytics: A Critical Evaluation: How Organizational Staff Size Influences 
HR Metrics (SHRM, 2015)
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Conclusion
As the data in this report indicate, as organizational staff 

sizes grow, changes occur in key HR metrics. Decreases 

in the HR-to-employee ratio, the percentage of HR staff 

in supervisory roles and the HR-expense-to-FTE ratio as 

staff sizes increase suggest that HR departments in small 

organizations require a baseline of financial investments 

for staff and other resources, but that they gain efficiencies 

when organization size increases. Alternatively, increases in 

the use of structured interviews, time-to-fill and employee 

tenure as staff sizes increase suggest that organizations 

develop more sophisticated and formal ways to select and 

retain talent to manage large and diverse workforces. In 

addition, large organizations may have more resources 

to hire experts to develop valid selection tests to improve 

hiring practices and also to use employee surveys that give 

insight in developing retention programs. 

Knowing that staff size affects changes in HR is helpful 

when HR professionals seek to evaluate their metrics in 

light of their HR programs, investments and other outcomes. 

In benchmarking, it is best to compare HR metrics against 

organizations of similar staff size to ensure that the 

comparisons are relevant. However, although staff size 

clearly affects HR outcomes, other factors such as industry 

and firm profitability may also influence such metrics. To 

effectively interpret changes in HR data, HR professionals 

must decide up front what factors may (and may not) 

affect their HR analytics, including staff size, the external 

environment, trends in their organizations’ industry, and 

other internal and external factors.

Methodology
Since 2005, SHRM has been collecting human capital 

benchmarking data on an annual basis. The current 2015 

SHRM Human Capital Benchmarking Survey was conducted 

to create a database of human capital metrics across various 

industries. In February 2015, an e-mail that included a link to 

the survey was successfully sent to 27,614 SHRM members, 

and 3,018 HR professionals responded. The study collected 

data on human capital metrics such as succession planning, 

turnover, cost-per-hire, time-to-fill and salary increases. In 

addition, organizational data, such as employee size and 

geographic region, were obtained. Data were collected 

for 2014, along with expectations for hiring and revenue 

changes in 2015. The response rate was 10.9%. Given the 

level of response to the survey, SHRM is 98% confident that 

responses given by respondents can be generalized to 

all SHRM members with a margin of error of approximately 

+/-4%. The survey was created by SHRM’s Workforce 

Analytics Program and was reviewed by the SHRM Human 

Capital Measurement/HR Metrics Special Expertise Panel.
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Objective: The purpose of this study was to determine whether the volume of Home- and Community-
Based Services (HCBS) that target Activities of Daily Living disabilities, such as attendant care, 
homemaking services, and home-delivered meals, increases recipients’ risk of transitioning from long-
term care provided through HCBS to long-term care provided in a nursing home. 
Data Sources: Data are from the Indiana Medicaid enrollment, claims, and Insite databases. Insite is the 
software system that was developed for collecting and reporting data for In-Home Service Programs. 
Study Design: Enrollees in Indiana Medicaid’s Aged and Disabled Waiver program were followed 
forward from time of enrollment to assess the association between the volume of attendant care, 
homemaking services, home-delivered meals, and related covariates, and the risk for nursing-home 
placement. An extension of the Cox proportional hazard model was computed to determine the 
cumulative hazard of nursing-home placement in the presence of death as a competing risk. 
Principal Findings: Of the 1354 Medicaid HCBS recipients followed in this study, 17% did not receive 
any attendant care, homemaking services, or home-delivered meals. Among recipients who survived 
through 24 months after enrollment, one in five transitioned from HCBS to a nursing-home. Risk for 
nursing-home placement was significantly lower for each five-hour increment in personal care (HR=0.95, 
95% CI=0.92-0.98) and homemaking services (HR=0.87, 95% CI=0.77–0.99). 
Conclusions: Future policies and practices that are focused on optimizing long-term care outcomes 
should consider that a greater volume of HCBS for an individual is associated with reduced risk of 
nursing-home placement. 
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Introduction 

Among disabled older adults in need of formal long-term care services, home- and community-
based services (HCBS) provide an alternative to nursing-home placement. Medicaid Aged and 
Disabled Waiver programs provide community based long-term care to about 14% of 
community-living older adults who are disabled in activities of daily living (ADL) (Ng, 
Harrington, & O'Malley, 2008). Medicaid Aged and Disabled Waiver HCBS programs are 
intended to provide services to disabled and medically ill older adults who would otherwise 
require long-term care in an institutional setting. HCBS are typically provided in recipients’ 
homes, meeting many older adults’ preferences for receiving needed long-term care services in 
the community, rather than in an institutional setting. HCBS programs are also responsive to 
policy makers’ concerns about the escalating state long-term care expenditures, because long-
term care provided through HCBS is significantly less costly than long-term care provided in 
institutions (Kitchener, Ng, & Harrington, 2004; Mitchell, Salmon, Polivka, & Soberon-Ferrer, 
2006; Sands et al., 2008). 

Disability in ADL is the most common reason for enrollment in Medicaid Aged and 
Disabled Waiver HCBS programs (Fortinsky, Fenster, & Judge, 2004). The HCBS services that 
most directly address ADL disability are attendant care, homemaker services, and home-
delivered meals. The array of services that Indiana provides is representative of the array of 
services offered by most states (Duckett & Guy, 2000) . The process of assigning services to a 
client involves several steps. First, the client is assigned a social worker at a local Area Agency on 
Aging who interviews the client or caregiver using a standardized intake form to determine the 
client’s functional and medical needs. The interview includes discussion of the availability of 
informal caregiving from family and friends. Second, a plan of care is devised to address clients’ 
unmet long-term care needs. The plan of care describes the type and frequency of waiver 
services that will be provided, and informal supports that complement the waiver services. The 
third step involves approval by the Medicaid specialists who review the plan of care to ensure 
that the assigned services are justified. Once the waiver specialist approves the plan, a notice of 
action is posted after which the client may be contacted by a service provider. Methods for 
assigning volume of HCBS to Indiana Medicaid Aged and Disabled Waiver clients are 
comparable to those used by other states (Corazzini, 2003). 

No formal guidelines exist for determining the volume of HCBS that should be provided 
to HCBS recipients (Corazzini, 2003). Prior studies provide evidence that resource allocation is 
affected by enrollee characteristics. For example, those with low levels of functioning receive a 
greater volume of formal care (Corazzini-Gomez, 2002). Availability of informal care typically 
reduces the volume of HCBS made available to clients, because HCBS are designed, in part, to 
help fill in gaps when informal care is insufficient. Informal caregivers provide approximately 50 
to 80 hours of help per week depending on the care receiver’s level of disability (LaPlante, 
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Harrington, & Kang, 2002). Acceptability of HCBS also plays a role in the volume of formal care 
received; caregivers’ and patients’ concerns about others being in the home explain, in part, why 
some clients use little, if any, formal caregiving services (Casado, van Vulpen, & Davis, 2011). 
Recent analyses of Indiana Aged and Disabled Waiver recipients suggest that the total number 
of hours of care received is low, with participants receiving on average approximately 20 hours 
of personal care, 4 hours of homemaking, and 5 home-delivered meals per month, with nearly 
one in five recipients not getting any of these three services (Xu et al., 2010). These estimates are 
similar to those seen in other states and in similar programs (D'Souza, James, Szafara, & Fries, 
2009; Leutz, Nonnenkamp, Dickinson, & Brody, 2005). 

Little published evidence exists about whether the number of hours of attendant care, 
homemaking, or the number of home-delivered meals is associated with long-term nursing-
home placement. One study revealed that after closure of an HCBS program, many clients 
received fewer formal services (e.g., homemaking) in the community (Fischer, Leutz, Miller, von 
Sternberg, & Ripley, 1998). Closure of the HCBS program was associated with increased risk of 
institutionalization (Fischer et al., 2003). That study, however, did not specifically examine the 
association between volume of HCBS and nursing-home placement. Studies of consumer-
directed care provide indirect evidence. A randomized controlled study of traditional Medicaid-
provided services versus consumer-directed care revealed that those in the consumer-directed 
care group received significantly more hours of paid caregiving (Carlson, Foster, Dale, & Brown, 
2007). Participants in consumer-directed care also had significantly lower rates of nursing-home 
placement for long-term care than Medicaid members receiving agency-directed HCBS (Dale & 
Brown, 2006). However, these studies of consumer-directed care did not directly assess the 
association between the amount of formal care and the risk of nursing-home placement. 

Use of existing Medicaid data to study the association between volume of HCBS and 
nursing-home placement presents both benefits and challenges. External validity is enhanced by 
using data from Medicaid recipients who qualify for long-term care and for whom services were 
assigned according to standard protocols. In contrast, internal validity could be compromised if 
estimation of the association does not consider common factors that underlie need for HCBS 
and need for nursing-home placement. For example, dependency in ADL predicts both nursing-
home placement (Gaugler, Duval, Anderson, & Kane, 2007) and use of HCBS (Alkema, Reyes, & 
Wilber, 2006). Selection of variables that represent common factors of volume of HCBS and 
nursing-home use may be guided by Anderson’s Behavioral Model of Health Services Use. That 
model describes individual characteristics that could predispose, enable, and create a need for 
health services (Andersen & Newman, 2005). 

Predisposing characteristics that increase propensity for long-term care services include 
older age and female gender, White race, and living alone. Individual characteristics that reflect 
a need for long-term care include chronic diseases, cognitive impairment, and level of functional 
impairment (Banaszak-Holl et al., 2004; Gaugler et al., 2007). Enabling characteristics describe 
whether the individual has resources for obtaining needed long-term care. One such 



MMRR 2012: Volume 2 (3) 

Sands, L. P., Xu., H., Thomas, J., Paul, S., Craig, B. A., Rosenman, M., Doebbeling, C. C., Weiner, M. E4  

characteristic may be whether the individual has adequate resources to pay for needed care. Cost 
of care is cited as a major reason for frail older adults having unmet need for HCBS (Casado et 
al., 2011). In addition, “enabling” refers to whether the individual has a regular source of care to 
meet his or her long-term care needs. Examples of regular sources of care include availability of 
informal care provided by family or friends (Charles & Sevak, 2005), or formal care provided 
through HCBS. HCBS attendant care addresses disability in ADL, a strong determinant of long-
term care use. Homemaking services and home-delivered meals provide needed help with 
instrumental ADL, another factor that creates need for long-term care use. Among older adults 
who are eligible for long-term care, nearly 90% need help with at least one ADL, and nearly all 
require help with at least one instrumental ADL, such as doing housework and preparing meals 
(Fortinsky et al., 2004; Wang, Kane, Eberly, Virnig, & Chang, 2009). 

The premise underlying this study is that HCBS could directly reduce the risk for 
nursing home placement, because they replace the need for similar services provided in a 
nursing home. The three hypotheses of this study are that greater volume of: 1) attendant care, 
2) homemaking services, and 3) home-delivered meals reduce risk for nursing home placement. 

Methods 

Data are from the Indiana Medicaid enrollment, claims, and Insite databases. Insite is mainly 
used by case managers to conduct assessments, prepare plans of care, maintain client case notes, 
and record client data from plans of care. 

Subjects 

Subjects were eligible for Medicaid benefits administered through the Indiana Family and Social 
Services Administration from January 2001 through June 2004. The study included 3,087 
enrollees who had been placed on the Aged and Disabled Waiver. The Aged and Disabled 
Waiver assists frail older adults as well as physically disabled younger adults. Of those who 
received HCBS through the Aged and Disabled Waiver, 1,459 (47%) were 65 or more years of 
age. A total of 89 subjects had no enrollment record despite receiving a care plan, which suggests 
that they applied for the program, but never enrolled in the program and never received any 
services. Among the remaining 1,370 subjects, 16 had missing values for at least one of the 
covariates considered and hence were excluded from the analyses. The analytic sample included 
1,354 subjects who were followed from the date they entered the HCBS program until December 
2004. Data were provided to investigators by the Indiana Family and Social Services 
Administration. Human subjects’ approval was obtained from Purdue University. 

Nursing-Home Placement 

The primary outcome was time to nursing-home placement since HCBS enrollment, which was 
obtained from monthly enrollment data. We defined nursing-home placement as nursing-home 
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admissions that resulted in stays of three months or longer, to distinguish admissions for long-
term care from admissions for short-term stays that typically occur for rehabilitation. Recipients 
were right-censored at the time of discontinuation from the Medicaid program or at the end of 
the follow-up period. 

Death 

Time to death was obtained from the Medicaid enrollment data. Death is considered as a 
competing event instead of a censoring event for nursing home placement, because subjects 
were not able to be admitted to nursing homes after death. In the analyses of death, nursing-
home admission did not result in censoring. 

Predictors of Nursing Home Placement 

Variables that represent predisposing factors were: age (categorized as less than 75 or at least 75 
years), gender, race (categorized as White or other), living arrangement (categorized as alone or 
not alone), marital status (categorized as married or other), and whether the subject had an 
informal caregiver. Additional predisposing variables determined from claims records included 
hospital, emergency department, or nursing home use in the six months prior to HCBS 
enrollment. 

Enabling variables included availability of an informal caregiver, which was determined 
from two items in the Insite database. The first inquired whether the person had any friend or 
relative who was able and willing to provide needed assistance, support, and personal or chore 
services. The second question inquired whether the subject had a friend or relative who had been 
providing needed assistance, but who was no longer able to continue those services. Other 
enabling variables included geographic region of Indiana (north, central, south) and whether the 
subject had to pay some health care expenses out of pocket (spend-down), because the subject’s 
income was above Medicaid’s income threshold. 

The enabling variables that were used to test the study hypotheses were volume of 
attendant care, homemaking services, and home-delivered meals. Using claims data, we assessed 
subjects’ average hours of attendant care and homemaking services and the average number of 
home-delivered meals during the study period. These average values were expressed as volume 
of services per month. Attendant care helps individuals accomplish ADLs. Homemaking 
services help with routine household help, such as cleaning or laundry. Home-delivered meals 
are nutritionally balanced meals delivered to the subjects’ homes. 

Variables that reflect need for nursing home placement included co-morbidities and 
disability. Functional status was characterized by number of dependencies in basic ADLs 
(dressing, bathing, eating, toileting, and transferring) and instrumental ADLs (IADL; preparing 
meals, doing light housework, shopping for groceries, traveling in a car, managing medication, 
answering the telephone, calling the telephone operator, managing personal hygiene, and 
managing finances). The International Classification of Diseases, 9th Revision Clinical 
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Modification (ICD-9-CM) codes, from claims six months prior to HCBS enrollment, were 
reviewed to determine presence of co-morbid conditions and to compute a Charlson co-
morbidity score (Charlson, Pompei, Ales, & MacKenzie, 1987). Subjects were defined as having 
dementia if they had a claim with an ICD-9-CM code for dementia (Bharmal, 2007) or a 
prescription for a cholinesterase inhibitor within one year of the HCBS enrollment. 
Cholinesterase inhibitors—donepezil, tacrine, rivastigmine, galantamine, and memantine—are 
used almost exclusively to treat dementia. 

Statistical Analyses 

The analyses determined the association between nursing home placement for long-term care 
and volume of HCBS and covariates in the presence of death as a competing event. The 
cumulative incidence function, also known as the sub-distribution function, of nursing home 
placement F1 (t) is the probability of nursing home admission by time t. To compare the 
cumulative incidence curves across covariate groups, we used the test proposed by Gray (1988). 
Treating nursing home placement as a competing event, we also calculated the cumulative 
incidence of pre-nursing home death and compared the cumulative incidence curves for death 
before nursing home placement across covariate groups. 

A standard Cox model for time-to-event analysis is inappropriate in the presence of 
competing risks. First, it considers competing risks of the event of interest as censored 
observations, which ignores the dependence between the event of interest and competing events. 
Second, the cause-specific hazard function does not have a direct interpretation in terms of 
survival probability, which depends on both the hazard rate for the event of interest and the 
hazard rate for the competing events. An alternative approach is the Fine and Gray method, 
which directly models the effect of covariates on the cumulative incidence function of interest 
and death (Fine & Gray, 1999). Specifically, their approach models the subdistribution hazard of 
the cumulative distribution function. As in the standard Cox model, the subdistribution hazard 
is assumed to have a proportional hazards effect, as in the following equation. 

h1 (t;Z) = h01(t)e Z'â 

The cumulative incidence function can then be computed directly using the subdistribution 
hazards. Unlike the approach when the competing events are ignored, the Fine and Gray 
approach does not censor the competing events. Instead these competing events are carried 
forward with appropriate weighting. We used this approach to determine the bivariate 
relationship between each predisposing, enabling, and need characteristic and nursing-home 
placement in the presence of death as a competing risk (Exhibit 1). In addition, we use this 
approach to determine the independent association between the volume of HCBS and nursing-
home placement in the presence of death as a competing risk, after adjustment for predisposing, 
enabling, and need characteristics that are associated with long-term care. 
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Exhibit 1. Cumulative Incidence Rate of Nursing-Home Placement at 24 Months  
With Death as a Competing Event 

  N 
Cumulative 
Incidence 

P-Value 

Total 1354 0.204  

Predisposing    

Age   0.0003 

Less than 75 years 537 0.145  

75 years or older 817 0.242  

Gender   0.3692 

Female 1143 0.211  

Male 211 0.165  

Race   0.0991 

White 1118 0.212  

Other 236 0.164  

Living arrangement   0.8502 

Not alone 631 0.202  

Alone 723 0.205  

Marital Status   0.3629 

Married 205 0.208  

Other 1149 0.182  
Hospitalization in prior 6 
months 

  0.4028 

No 872 0.214  

Yes 482 0.185  
Emergency department visit 
in prior 6 months 

  0.1450 

No 681 0.224  

Yes 673 0.183  
Nursing-home placement in 
prior 6 months 

  0.0254 

No 1191 0.195  

Yes 163 0.279  
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Exhibit 1 (cont.)  N 
Cumulative 
Incidence 

P-Value 

Enabling    

Informal help   0.6628 

No 125 0.190  

Yes 1229 0.205  

Spend-down   0.3239 

No 567 0.187  

Yes 787 0.215  

Region   0.3145 

North 279 0.174  

Central 560 0.212  

South 515 0.212  

Need    
Number of basic ADL 
dependencies 

  0.3715 

0–1 234 0.187  

2–3 811 0.217  

4–5 309 0.178  
Number of instrumental 
ADL dependencies 

  0.0026 

0–4 367 0.156  

5–6 496 0.214  

7–9 333 0.261  

Charlson score   0.0065 

0 386 0.255  

1 292 0.213  

2+ 676 0.169  

Congestive heart failure   0.0803 

No 939 0.217  

Yes 415 0.174  
Chronic obstructive 
pulmonary diseases 

  0.0030 

No 941 0.226  

Yes 413 0.153  
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Exhibit 1 (cont.) N 
Cumulative 
Incidence 

P-Value 

Cerebrovascular disease   0.5850 

No 1116 0.201  

Yes 238 0.218  

Dementia   <0.0001 

No 1051 0.162  

Yes 303 0.351  

Diabetes mellitus   0.0215 

No 915 0.224  

Yes 439 0.158  

Hypertension   0.2086 

No 813 0.221  

 Yes 541 0.177   
*The p-values were obtained from the Gray’s test for comparing the cumulative incidence curves over  
the follow-up period across covariate groups. 
SOURCE: Data are from the Indiana Medicaid enrollment, claims, and Insite databases. 

The means and interquartile ranges of each predisposing, enabling, and need characteristic, and 
volume of attendant, homemaking, and home-delivered meals are reported in Exhibit 2. The 
associations between these characteristics and volume of HCBS were determined using the non-
parametric Wilcoxon-Mann-Whitney test for variables with two categories, and the Kruskal-
Wallis test for variables with more than two categories. All statistical analyses were performed 
using SAS 9. 

Exhibit 2. Recipients’ Characteristics and Average Monthly Volume of Home- and Community-Based Services 

 Attendant Care Home-Making Home-Delivered Meal 

 Median (Interquartile Range) 

Total 8 (0–26.2) 0 (0–5.1) 0 (0–10.1) 

Predisposing       

Age       

Less than 75 years 7.4 (0–24.9) 0 (0–5.9) 0 (0–11.3)* 

75 years or older 8.3 (0–27.4) 0 (0–4.6) 0 (0–9.3) 

Gender       

Female 8.5 (0–26.7)* 0 (0–5.0) 0 (0–9.5)* 

Male 5.0 (0–24.6) 0 (0–5.5) 0 (0–12.6) 
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Exhibit 2 (cont.) Attendant Care Home-Making Home-Delivered Meal 

Race       

White 7.6 (0–25.3) 0 (0–5.6)*** 0 (0–10.2) 

Other 9.6 (0–30.5) 0 (0–0.6) 0 (0–9.6) 

Living arrangement       

With others 5.8 (0–25.5)*** 0 (0–0.4)*** 0 (0–7.9)*** 

Alone 9.8 (0–27.4) 0 (0–7.2) 0 (0–12.2) 

Marital Status       

Married 5.5 (0–24.6)* 0 (0–3.1) 0 (0–11.1) 

Other 8.5 (0–26.4) 0 (0–5.5) 0 (0–9.9) 
Hospitalization in prior 6 

months 
      

No 8.9 (0–28.0)** 0 (0–5.2) 0 (0–11.0) 

Yes 6.4 (0–24.3) 0 (0–4.8) 0 (0–9.6) 
Emergency department visit 

in prior 6 months 
      

No 8.9 (0–27.7)* 0 (0–4.7) 0 (0–10.3) 

Yes 7.2 (0–25.0) 0 (0–5.6) 0 (0–9.7) 
Nursing–home placement 

in prior 6 months 
      

No 8.2 (0–25.5) 0 (0–5.3)** 0 (0–10.0) 

Yes 6.9 (0–33.5) 0 (0–1.3) 0 (0–11.7) 

Enabling       

Informal help       

No 6.6 (0–20.9) 0 (0–7.1)** 3.4 (0–14.2)*** 

Yes 8.3 (0–26.5) 0 (0–4.8) 0 (0–9.6) 

Spend-down       

No 0 (0–27.9) 0 (0–6.3)* 0 (0–14.8)*** 

Yes 8.0 (0–24.9) 0 (0–4.4) 0 (0–6.1) 

Region       

North 4.8 ( 0–19.4)*** 0 (0–6.7)*** 0 (0–3.8)*** 

Central 9.1 (0–29.3) 0 (0–6.0) 0 (0–8.6) 

South 8.3 (0–28.5) 0 (0–2.4) 0 (0–12.8) 
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Exhibit 2 (cont.) Attendant Care Home-Making Home-Delivered Meal 

Need       
Number of basic ADL 

dependencies 
      

0–1 5.0 (0–16.6)*** 0.1 (0–6.0)*** 0 (0–8.4)*** 

2–3 8.9 (0–26.6) 0 (0–5.8) 0 (0–12.5) 

4–5 8.5 (0–37.0) 0 (0–0) 0 (0–2.8) 
Number of instrumental 

ADL dependencies 
      

0–4 7.4 (0–21.7)* 0 (0–6.6)*** 0 (0–9.3)** 

5–6 10.2 (0–27.6) 0 (0–5.6) 0 (0–12.6) 

7–9 5.8 (0–31.3) 0 (0–0.5) 0 (0–7.9) 

Charlson score       

0 8.3 (0–24.0) 0 (0–4.0) 0 (0–11.9) 

1 10.6 (0–28.0) 0 (0–5.2) 0 (0–8.9) 

2+ 6.7 (0–26.6) 0 (0–5.7) 0 (0–10.1) 

Congestive heart failure       

No 8.4 (0–25.9) 0 (0–4.8) 0 (0–10.4) 

Yes 7.3 (0–27.0) 0 (0–6.1) 0 (0–9.1) 
Chronic obstructive 

pulmonary diseases 
      

No 8.9 (0–27.7)*** 0 (0–4.3)* 0 (0–10.3) 

Yes 5.0 (0–23.0) 0 (0–6.4) 0 (0–9.7) 

Cerebrovascular disease       

No 8.0 (0–25.5) 0 (0–5.3)* 0 (0–11.3)** 

Yes 8.4 (0–28.2) 0 (0–3.2) 0 (0–6.0) 

Dementia       

No 8.5 (0–24.9) 0 (0–5.7)*** 0 (0–11.3)** 

Yes 5.7 (0–32.0) 0 (0–1.4) 0 (0–6.8) 
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Exhibit 2 (cont.) Attendant Care Home-Making Home-Delivered Meal 

Diabetes mellitus       

No 8.5 (0–26.9) 0 (0–4.2)** 0 (0–9.9) 

Yes 7.2 (0–25.5) 0 (0–6.2) 0 (0–10.5) 

Hypertension       

No 7.6 (0–25.3) 0 (0–5.1) 0 (0–10.0) 

 Yes 8.7 (0–27.4) 0 (0–5.0) 0 (0–10.2) 
*p-value<0.2; **p-value<0.05; ***p-value<0.01 
SOURCE: Data are from the Indiana Medicaid enrollment, claims, and Insite databases. 

Results 

Of the 1,354 Medicaid recipients who received long-term care through HCBS waivers, 467 (35%) 
received no attendant care, 834 (62%) received no homemaking, and 804 (59%) did not receive 
home-delivered meals. A total of 229 (17%) did not receive any of the three HCBS that 
addressed ADL disability. The median monthly hours of attendant care was 26.2 hours, the 
median monthly hours for homemaking was 0 hours, and the median number of home-
delivered meals per month was zero. 

The average follow-up period was 16.2 months with a standard deviation of 9.7 months. 
A total of 250 subjects (19%) entered a nursing-home, 352 (26%) died before nursing-home 
placement, and 77 (5.7%) lost Medicaid eligibility by the end of the study period. Exhibit 1 
shows that most subjects were female (84%), White (83%), and had informal help from friends 
or relatives (91%). The two most prevalent co-morbid conditions were hypertension (40%) and 
diabetes mellitus (32%). Also presented in Exhibit 1 are the cumulative incidence rates of 
nursing-home placement at 24 months, while treating death as a competing event. Although the 
follow-up period ranged from one month to 36 months, most subjects were no longer enrolled 
by 36 months, so bivariate significance tests for the association between subject characteristics 
and cumulative incidence of nursing home placement are reported for 24 months in Exhibit 1. 
Subjects who were 75 years or older had a significantly higher rate of nursing-home placement 
than their younger counterparts (p<0.001). The rate of nursing-home placement for subjects 
with dementia was more than twice as high as that for subjects without dementia. Those who 
lived alone had a comparable rate of nursing-home placement compared to those who lived with 
others. 

Exhibit 2 describes the association between patients’ predisposing, enabling, and need 
characteristics, and average monthly volume of attendant care, homemaking, and home-
delivered meals. The medians and interquartile ranges reveal that regardless of patient 
characteristics, one in four did not receive attendant care, and one in two did not receive home-
making or home-delivered meals. Patients’ characteristics associated with greater volume of 
attendant care included being female, living alone, being unmarried, no admissions to a hospital 
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or emergency department in the six months prior to enrollment, living in central or the 
southern portions of the state, moderate levels of ADL or IADL disability, and lack of 
pulmonary disease. Characteristics associated with having greater volume of home-making 
services include being White, living alone, lacking informal help, not having a nursing-home 
visit in the prior six months, living in central or southern portions of the state, having fewer 
ADL and a moderate number of IADL dependencies, having pulmonary disease, dementia, or 
diabetes mellitus, and lack of cerebrovascular disease. Characteristics associated with receiving 
more home-delivered meals include being older, being male, living alone, lacking informal help, 
not having met spend-down, living in the central or southern portions of the state, and having a 
moderate number of ADL or IADL dependencies. 

Exhibit 3 presents the adjusted hazard ratios of HCBS in the context of other 
characteristics that could predispose, enable, or create need for nursing home admission. The 
only predisposing characteristic associated with time to nursing home admission was race; non-
White race was associated with reduced risk for nursing home admission (HR=0.66; 95% 
CI=0.44-0.98). Need characteristics associated with nursing home admission were IADL 
limitations and dementia. Compared to 1–4 limitations, those with 7–9 had a significantly 
higher risk of nursing home placement (HR=1.50; 95% CI=1.04–2.15). Dementia was associated 
with a significantly higher risk for nursing home placement (HR=2.64; 95% CI=1.95 – 3.57). 

Exhibit 3. Risk of Nursing-Home Placement After Enrollment in the Aged and Disabled Waiver Program 

 Nursing-Home Placement 

Variable Hazard Ratio 
95% Confidence 

Interval 
P-Value 

Predisposing    

Age: 75 years or older 1.143 0.837–1.562 0.400 

Gender: Male 1.044 0.703–1.552 0.830 

Race: Non-White 0.657 0.440–0.980 0.040 

Living arrangement: Alone 1.269 0.936–1.722 0.120 

Marital status: Married 0.934 0.613–1.425 0.750 

Hospitalization in prior 6 months 1.257 0.885–1.785 0.200 

Emergency department visit in prior 6 
months 

0.934 0.675–1.294 0.680 

Nursing-home placement in prior 6 
months 

1.280 0.857–1.914 0.230 



MMRR 2012: Volume 2 (3) 

Sands, L. P., Xu., H., Thomas, J., Paul, S., Craig, B. A., Rosenman, M., Doebbeling, C. C., Weiner, M. E14  

Exhibit 3 (Cont.) Nursing-Home Placement 

Variable Hazard Ratio 
95% Confidence 

Interval 
P-Value 

Enabling    

Informal help 1.011 0.649–1.575 0.960 

Spend-down 1.081 0.821–1.424 0.580 

Region: Central 1.275 0.891–1.825 0.180 

Region: South 1.220 0.836–1.781 0.300 

Need    

Basic ADL: 2–3 limitations 1.367 0.957–1.952 0.086 

Basic ADL: 4–5 limitations 0.909 0.581–1.423 0.680 

Instrumental ADL: 5–6 limitations 1.342 0.986–1.828 0.061 

Instrumental ADL: 7–9 limitations 1.495 1.040–2.148 0.030 

Charlson score: 1 0.793 0.542–1.160 0.230 

Charlson score: 2+ 0.648 0.389–1.078 0.095 

Congestive heart failure 1.022 0.718–1.456 0.900 

Chronic obstructive pulmonary diseases 0.740 0.514–1.064 0.100 

Cerebrovascular disease 1.255 0.862–1.827 0.240 

Dementia 2.638 1.947–3.574 <.001 

Diabetes mellitus 0.918 0.635–1.327 0.650 

Hypertension - - - 

HCBS Enabling    

Attendant care (per 5 hours) 0.951 0.924–0.978 <.001 

Homemaking (per 5 hours) 0.869 0.765–0.988 0.032 

 Home-delivered meals (per 5 meals) 0.921 0.845–1.004 0.061 
SOURCE: Data are from the Indiana Medicaid enrollment, claims, and Insite databases. 

Results provide evidence for the study hypotheses that greater volume of HCBS is associated 
with reduced risk for nursing-home placement. Every 5-hour increase in the volume of 
attendant care services per month was associated with a 5% (95% CI: 0.022, 0.076) lower risk of 
nursing-home placement. Each additional 5 hours of homemaking per month was associated 
with a 13% (95% CI: 0.012, 0.235) lower risk of nursing-home placement. Nursing-home 
placement was not associated with receipt of home-delivered meals, having an informal 
caregiver, or other enabling characteristics that reflected availability of resources (e.g., spend-
down) to obtain needed care. 
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Discussion 

Among enrollees in an Aged and Disabled Waiver program, greater volume of attendant care 
and homemaking is associated with lower risk of nursing-home placement. Among recipients 
who survived through 24 months after enrollment, 1 in 5 transitioned from HCBS to a nursing-
home. Data are not available to describe why nearly a third of recipients did not receive 
attendant care and more than half did not receive homemaking services. We do not know 
whether lack of receipt of these services reflected needs that were already met or whether 
recipients and their families refused these services. Regardless of why recipients had no personal 
care or homemaking services, this study revealed that as few as 5 hours per month of these 
services were associated with decreased risk of nursing-home placement, and that greater 
volume of these services was associated with even lower risk. This finding may be of use to those 
who assess and counsel older adults and their families about need for formal care services. The 
study may also inform Medicaid administrators and policy makers about potential downstream 
costs associated with a low volume of HCBS. 

The associations between subjects’ characteristics and volume of care have face validity 
in the context of guidelines for assigning Medicaid waiver HCBS. For example, guidelines 
stipulate that Medicaid waiver HCBS are meant to supplement, but not replace, informal care. 
Bivariate results provide evidence that these guidelines were considered when assigning care. 
Those living with others received fewer HCBS than those who lived alone, and those who had an 
informal caregiver received fewer HCBS than those who did not have an informal caregiver. 
Similarly, those who had to pay some health care expenses out of pocket (spend-down), because 
their income was above Medicaid’s income threshold, received fewer HCBS. The finding that 
hospitalization in the prior 6 months was associated with less attendant care is also in the 
expected direction. Many hospitalized older adults are discharged with home health services. A 
prior study showed that case managers do not supplement existing home health services when 
assigning HCBS for long-term care (Corazzini, 2003). To our knowledge, prior studies have not 
reported bivariate associations between subjects’ characteristics and volume of HCBS. The 
results reported in Exhibit 2 inform which patients’ characteristics are associated with greater 
volume of care. Such information is relevant to Medicaid policy makers as they plan resources 
needed for their Medicaid waiver HCBS recipients. 

Subjects’ characteristics associated with nursing-home placement found in this study are 
consistent with those reported in prior studies. A meta-analysis revealed that the two strongest 
predictors of nursing-home placement are cognitive impairment and prior nursing-home 
placement (Gaugler et al., 2007). The bivariate results presented in Exhibit 1 show the same 
trend. Another similarity in findings between the meta-analysis and our study is that the 
association of level of ADL disability and nursing-home placement is non-linear. A moderate 
level of functional disability is associated with greater risk of nursing-home placement than low 
or high levels of functional disability. Together, these results provide evidence for similarity 
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between our study and prior studies in the underlying processes driving the need for long-term 
care services. 

Limitations 

Findings from this study must be considered in the context of limitations associated with using 
existing administrative data. Data limitations prevent exploration of the mechanisms by which a 
lower volume of services is associated with a greater risk for nursing-home placement. For 
example, data were not available to describe availability of community resources (e.g., meals 
provided by churches) or factors influencing case-management decision making processes. 
Although the process used to assign volume of services should have considered these factors, we 
were unable to verify these assumptions statistically. A related limitation is that there may have 
been need for nursing-home placement that was not captured by the variables included in this 
study. One example is that we only knew whether an informal caregiver was available and not 
how many hours the caregiver was available. Since volume of HCBS is a function of availability 
of informal care, low volume of HCBS might be related to the subjects’ needs being met. Low 
volume might also be a function of subjects’ and families’ concerns about others being in the 
home, while subjects’ needs were not completely met. We do not know whether including hours 
of informal care would have changed the results; a meta-analysis of U.S. data revealed that hours 
of informal care do not significantly predict nursing-home placement (Gaugler et al., 2007). 

The quasi-experimental design of this study prevents conclusions about causality. Thus, 
results of this study cannot be used to make prescriptive recommendations for assigning volume 
of HCBS to clients. Additional research is needed to determine whether changes in volume of 
HCBS are predictive of subsequent nursing-home admission. Such changes could occur in the 
context of need for home health after hospital discharge. This study did not include data about 
whether the subject had home health services associated with a prior hospitalization, but we did 
find that prior hospitalization was associated with lower volume of attendant care. This is 
consistent with others’ findings that case managers do not supplement existing home health 
services with HCBS (Corazzini, 2003). Despite these limitations, the study findings do provide 
evidence of the importance of monitoring clients who receive a low volume of HCBS. Further, 
the results provide evidence for the need for additional research to determine how to optimize 
delivery of HCBS and clinical outcomes among clients with Aged and Disabled Waivers. 

Conclusions 

The success of Medicaid Aged and Disabled Waiver HCBS programs in delaying nursing-home 
placement depends, in part, on whether the program is meeting enrollees’ ADL needs. As states 
continue to expand their HCBS programs, it is important to consider whether state policies to 
control per-diem costs will affect quality of care and will reduce the potential for HCBS to 
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substitute for long-term care. The results of this study suggest that restricting volume of HCBS 
to very low levels increases risk for nursing-home placement and therefore may be at odds with a 
goal of using HCBS to prevent or delay nursing-home placement. Specifically, compared to 
receiving no attendant care, each additional five hours of attendant care per month is associated 
with a 5% reduction in risk for nursing home-placement. Attendant care addresses disability in 
ADL, which is a major driver of need for long-term care. Similarly, each 5-hour increase in 
home-making is associated with a 13% decrease in risk of nursing-home placement. Additional 
research is needed to examine costs associated with increasing volume of HCBS that address 
older adults’ functional disabilities. The cost analysis should not only consider the direct costs 
associated with providing services, but also potential savings associated with delaying or 
preventing nursing-home placement. Findings would inform the development of policies that 
optimize states’ use of long-term care resources. 
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As states continue to “rebalance” their long-term care systems and incentivize the

adoption of more home- and community-based services (HCBS), meaningful collection

and analysis of data is critical to supporting older adults and people living with

disabilities and their caregivers. At the 2023 NASHP conference, the session “More

than a Feeling: Using Research and Data to Drive HCBS Improvements” featured

examples from Washington State, Texas, and Massachusetts — states that are

creatively using data and evidence-informed practices to improve access to HCBS.
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State Strategies

Washington Evaluations Support
Development of First-in-the-Nation
Innovations in HCBS

Washington State has long been a leader in using evaluations and data to refine and

drive improvements in its home and community-based programs. For example,

Washington’s family caregiver support program within its Medicaid 1115 waiver was

built upon data from a state-only program for unpaid caregivers of adults with

movement or cognitive limitations. The state evaluated the impact of expanding its

family caregiver support program (https://nashp.org/washington-demonstrates-cost-

savings-and-improved-outcomes-from-supporting-family-caregivers/) in 2012. This

evaluation found evidence (https://www.dshs.wa.gov/altsa/stakeholders/caregiver-

assessment-and-planning-tcare) that the care recipients of caregivers who participated

in the program were less likely to be enrolled in Medicaid long-term services and

supports (LTSS) a year later. Based on these findings, Washington State pursued

expanding services supporting family caregivers, especially within its 1115 waiver.  

The state has pursued a range of other approaches in developing HCBS programs:  

It recently launched a first-in-the-nation long-term care insurance program, WA

Cares Fund (https://wacaresfund.wa.gov/), which uses a half-percent payroll tax to

fund a long-term care insurance option available to all working Washington State

individuals, beginning in 2026. 

The state observed Medicare savings

(https://www.cms.gov/priorities/innovation/data-and-reports/2022/fai-wa-er5)

through its health home model (https://www.dshs.wa.gov/altsa/washington-

health-home-program) targeted to “dual-eligibles,” meaning those who are

eligible for both Medicare and Medicaid coverage. Within the program, high-risk

dual-eligible beneficiaries participate in a health home model that coordinates

LTSS, acute care, primary care, and behavioral health care, and they receive

services (https://www.cms.gov/priorities/innovation/data-and-reports/2022/fai-wa-

er5) that include “comprehensive care management, care coordination, health

promotion, comprehensive transitional care and follow-up, individual and family

support, and referrals for community and social services support.” 
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The state has incorporated reentry supports into its newly renewed Medicaid 1115

waiver (https://www.hca.wa.gov/about-hca/programs-and-initiatives/medicaid-

transformation-project-mtp), and 90 days of pre-release for a limited Medicaid

benefit is authorized. Supports include: 

reentry coverage for individuals leaving prison, jail, or a youth correctional

facility 

pre-release services 

phased services, with minimum required services that include case

management, care transitions, medication-assisted treatment, and a 30-day

supply of prescribed medication 

six-month rental remedies and supports 

Jason McGill, assistant director at the Washington State Healthcare Authority, noted

that Washington State’s 1115 waiver was a key opportunity for the state to incorporate

data-driven program evaluation and analysis. McGill confirmed that HCBS were not

only about rebalancing and saving money, but firstly about providing people choice

and dignity. The state’s waiver can serve as a model for other states in developing

programs to support a variety of needs for Medicaid populations, including health-

related social needs such as nutrition supports, housing, supportive employment,

long-term care, respite, and family caregiver supports. When unaddressed, health-

related social needs, such as low access to nutritional food, can contribute to poorer

health. Meeting these social needs can improve the health of Medicaid populations

that utilize HCBS.  

Texas: Evidence-Based Practices and
Partnerships with Evaluation Experts
Translate into Behavioral Health Innovations

Texas develops, tests, and implements evidence-based home and community-based

services within programs for people with serious mental illness (SMI). Texas noted that

people with SMI face significant health, social, and economic disparities. They live

shorter lives and develop chronic health conditions earlier in life than other Americans

(https://www.samhsa.gov/data/sites/default/files/CBHSQ-DR-C11-MI-Mortality-

2014/CBHSQ-DR-C11-MI-Mortality-2014.htm). They are consequently significantly

overrepresented in institutions, such as nursing facilities

(https://www.ncbi.nlm.nih.gov/pmc/articles/PMC2777514/). They are also less likely to

be employed (https://www.ncbi.nlm.nih.gov/pmc/articles/PMC4182106/) or have a
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stable home (https://onlinelibrary.wiley.com/doi/abs/10.1002/jcop.20303), adequate

medical care (https://www.ncbi.nlm.nih.gov/pmc/articles/PMC2951586/), and informal

supports (https://pubmed.ncbi.nlm.nih.gov/12739910/) in the community. 

States can use evaluation and evidence-based community services and supports to

redress disparities, which can include testing existing practices in new contexts

(demonstrations) or developing and testing new practices to develop evidence

(through randomized controlled trials). Texas noted that states have opportunities to

conduct research studies through leveraging local, state, and federal partnerships.   

Texas has developed and implemented randomized controlled trials and

demonstrations to test better ways to support independence for people with SMI that

use HCBS. The state’s behavioral health innovation strategy team collaborates with

university partners to develop, implement, and independently evaluate randomized

controlled trials and studies. University research partners have included the University

of Texas Health Science Center at San Antonio (UTHSCSA), the University of Texas at

Austin, and Texas A&M University.  

Dena Stoner, director of behavioral health innovation strategy, Texas Health and

Human Services Commission, noted the value of collaborating with research partners

and centers of excellence at state universities, as these partners often have more

flexibility than state Medicaid agencies or mental health authorities, significant

additional expertise, and tenured staff. 

Texas’s state Behavioral Health Division is part of its consolidated Health and Human

Services Commission, which also includes the state Medicaid division. Stoner noted

that this organizational structure has provided opportunities for partnership and

testing evidence-based interventions in the state’s Medicaid HCBS system. This work

is funded through multiple sources, including grants and technical assistance dollars

from the Centers for Medicare and Medicaid Services (CMS) and the Substance Abuse

and Mental Health Services Administration and in-kind or financial contributions by

managed care organizations (MCOs) and local partners. Stoner noted that people with

lived experience of mental illness inform the design, implementation, and evaluation of

practices. 

One example of research partnership is the Texas Money Follows the Person (MFP)

Behavioral Health Pilot (https://www.hhs.texas.gov/providers/long-term-care-

providers/long-term-care-provider-resources/promoting-independence-pi/money-
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follows-person-demonstration-project). Texas developed the pilot program to help

people with SMI transition from nursing facilities to community HCBS under the state’s

managed LTSS program for adults. In the pilot, participants received an evidence-

based practice (Cognitive Adaptation Training, or CAT) for up to six months prior to

discharge and up to one year post-discharge. Independent evaluation found that

almost 70 percent of participants were able to maintain independence in the

community, with improved functioning, personal achievement (employment, education,

relationships, community involvement), and savings to the state Medicaid program

over nursing facility costs.  

Texas subsequently received CMS funding to provide technical assistance and training

to MCOs and provider networks throughout the state through UTHSCSA’s center of

excellence on evidence-based practices; to build transition infrastructure in MCOs; and

to use CAT and related interventions to avert nursing facility placement for people

discharging from state psychiatric facilities.   

Texas also uses randomized controlled trials to test new service delivery concepts.

One recent example is the Mental Health Self-Directed Care project

(https://www.hhs.texas.gov/about/process-improvement/improving-services-

texans/behavioral-health-services/innovation-self-directed-care-project), in which

adults with SMI had the option to have control over how funds were spent on a portion

of their community services. The pilot indicated better recovery outcomes at no

greater cost than traditional service delivery. Texas is currently exploring how mental

health self-direction could be incorporated into the Medicaid community service

delivery system in the future.

Massachusetts Evaluating Home-Based Care
in Randomized Controlled Trials

Charles Pu, senior medical director, MassHealth Office of Long-Term Services and

Supports, shared information about Massachusetts’s approach to data analysis of

HCBS and the value of using randomized controlled trials to test home-based care

models in the state. As a guiding framework, Pu presented an organizing framework

for conceptualizing the home-based medical care landscape organized by intensity of

care need and whether the care was long term, urgent, or acute, as seen below. 
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Pu noted that the home-based primary care (labeled as quadrant III in the graphic) and hospital at

home (labeled as quadrant IV in the graphic) models are targeted to a relatively small number of

patients with the highest medical needs. In particular, the Hospital at Home model serves patients

with high medical intensity and acute episodic care needs. This model allows individuals to

receive acute care at home that otherwise would have been delivered in a brick-and-mortar

hospital setting. 

Findings from a 2018 pilot randomized controlled trial evaluation

(https://www.ncbi.nlm.nih.gov/pmc/articles/PMC5910347/) and 2020 full randomized controlled

trial evaluation (https://pubmed.ncbi.nlm.nih.gov/31842232/) of the hospital at home model

(https://www.johnshopkinssolutions.com/solution/hospital-at-home/) in Massachusetts

demonstrated the value of the at-home medical model approach. Patients receiving care at home

in the hospital at home model showed lower costs for acute care episodes, compared to a similar

group of patients receiving care in a hospital, and no significant differences in safety, quality, or

patient experience. Leveraging its local experience with hospital at home care model innovation

and evaluation, Pu also noted Massachusetts has just awarded two randomized controlled trials

to evaluate a skilled nursing facility (SNF) at home model, which now extends home-based

medical care delivery innovation and evaluation into post-acute SNF care.  

Key Takeaways

States are the laboratories and innovators of evidence-informed HCBS. However,

there is no standardized national definition of HCBS, and the availability of data on

HCBS varies from state to state, making national comparisons of HCBS challenging.

Chris Park, acting policy director and data analytics adviser at Medicaid and CHIP

Payment and Access Commission (MACPAC), discussed MACPAC’s federal

approaches to data collection and a call for collecting national data at the federal level

on unmet need and effectiveness of services in HCBS.  
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Overall themes from the session included the importance of partnerships and

collaboration among agencies in developing evidence-informed HCBS policy.

Developing collaborations with a diverse range of authorities, local and federal

agencies, and other partners such as state universities and hospital agencies, can help

states address capacity barriers. Incorporating data to improve HCBS supports should

be an ongoing, continuous activity. Washington uses an approach of testing different

Medicaid program models and incorporating lessons learned into future iterations of

the programs. Stoner stressed the need for hard data as evidence to support large-

scale transformation. The session concluded by framing the process of incorporating

data and evidence into HCBS policy as a journey and noted that evidence-based

evaluations are not a barrier, but rather an opportunity to support innovation in state

HCBS policy.
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Abstract

Introduction: The COVID-19 pandemic exacerbated existing challenges within the Canadian
healthcare system and reinforced the need for long-term care (LTC) reform to prioritise building an
integrated continuum of services to meet the needs of older adults. Almost all Canadians want to live,
age and receive care at home, yet funding for home and community-based care and support services
is limited and integration with primary care and specialised geriatric services is sparse. Optimisation of
existing home and community care services would equip the healthcare system to proactively meet
the needs of older Canadians and enhance capacity within the hospital and residential care sectors to
facilitate access and reduce wait times for those whose needs are best served in these settings. The
aim of this study is to design a model of long-term 'life care' at home (LTlifeC model) to sustainably
meet the needs of a greater number of community-dwelling older adults.

Methods and analysis: An explanatory sequential mixed methods design will be applied across three
phases. In the quantitative phase, secondary data analysis will be applied to historical Ontario Home
Care data to develop unique groupings of patient needs according to known predictors of residential
LTC home admission, and to define unique patient vignettes using dominant care needs. In the
qualitative phase, a modified eDelphi process and focus groups will engage community-based
clinicians, older adults and family caregivers in the development of needs-based home care packages.
The third phase involves triangulation to determine initial model feasibility.

Ethics and dissemination: This study has received ethics clearance from the University of Waterloo
Research Ethics Board (ORE #42182). Results of this study will be disseminated through peer-reviewed
publications and local, national and international conferences. Other forms of knowledge mobilisation
will include webinars, policy briefs and lay summaries to elicit support for implementation and pilot
testing phases.

Keywords: health policy; organisation of health services; protocols & guidelines; public health;
qualitative research; quality in health care.
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TGYS SFY 24-26 RFA
Mandatory Criteria & Technical Review Rubric

Question 
Number Question Yes/No NOTES

1a
Does the applicant meet the definition of entity as defined in C.R.S. 26-6.8-
101? Must be a YES.

1b
For Multi- and Intermediary Agencies, do the sub-agencies meet the 
definition of entity as defined in C.R.S. 26-6.8-101? Must be a YES.

2
Does the program address factors at the individual, relationship, or 
orgnanizational level of the socio-ecological model? Must be a YES.

3a Is this a screening or assessment & referral program? Must be a NO or have post surveying or outcome evaluation.

3b
If yes, do they provide post surveying measures or outcomes that evaluate 
effectiveness? Must be a YES, if NO above.

6 Does the program include any of the following in their services: NA

6a
Fund programs that address factors at the organizational and societal level 
of the socio-ecological model? Must be a NO.

6b
Support residential treatment programs or inpatient mental health 
treatment? Must be a NO.

6c Support childcare slots or student scholarships? Must be a NO or remove item from budget before moving forward.

6d

Engage in inherently religious activities including but not limited to worship, 
religious instruction, or proselytization as a part of the programs or services 
provided pursuant to this application? Must be a NO.

6e
Support programs or strategies thorough research has already proven 
ineffective or harmful? Must be a NO.

6f Fund train the trainer model programs? Must be a NO.

6g
Fund one time events and activities that are not in conjunction with ongoing 
programs? Must be a NO.

6h
Apply as both a Single Agency and as part of a Multi- or Intermediary 
Agency?

Must be a NO or withdraw one of the applications before moving 
forward.

6i Fund depreciation costs which are not included in indirect costs? Must be a NO or remove item from budget before moving forward.

6j
Uses evidence-based or evidence informed program or curriculum? (Tier 4 
requirement only)

Must be a YES for a Tier 4 program application.  Can be YES or NO 
for Tiers 1-3.

7 Is this the sole application for this agency? Must be a YES.

8
Submitted all budget(s) correctly? There must be one budget per program 
and budget must match amount requested. Must be a YES or correctly submit budgets before moving forward.

9 W-9 submitted correctly? Must be a YES or correctly submit budgets before moving forward.
10 Registered with CO Secretary of State? Must be a YES or register before moving forward.
11 Registered with Federal System for Award Management (SAM)? Must be a YES or register before moving forward.



TGYS SFY 24-26 RFA
Tier 1 Single Agency Rubric

KEY

Unacceptable Poor Satisfactory Good Excellent

• Response does not address the topic 
or there is no response.
• Response is confusing, excessive or 
unclear.
• Response does not address the 
criteria.
• Response does not illustrate skill, 
experience, knowledge, or ability.

• Response does not address of the topic 
completely.
• Response is usually confusing or 
unclear.
• Response does not address the criteria 
in a complete manner.
• Response illustrates very little skill, 
experience, knowledge, or ability, or some 
skill but not in all areas.

• Response addresses the topic 
completely and proposes a sound 
approach.
• Response is supported and 
convincing.
• Response addresses all criteria.
• Response illustrates skill, 
experience, knowledge, and 
ability.

• Response addresses the topic 
completely and proposes a sound 
and detailed approach.
• Response is usually articulate, 
clear, concise, well supported, 
and convincing.
• Response addresses all criteria 
in a complete manner.
• Response illustrates a high level 
of skill, experience, knowledge, 
and ability.

• Response addresses the topic 
completely and proposes a sound 
and detailed approach in a clearly 
advantageous way.
• Response is always articulate, 
clear, concise, well supported, 
and convincing.
• Response addresses all criteria 
in a complete manner in a clearly 
advantageous way.
• Response illustrates extensive 
skill, experience, knowledge, and 
ability.

Question 
Number Question Unacceptable - SCORE Poor - SCORE Satisfactory - SCORE Good - SCORE Excellent - SCORE

1

Explain your selection for primary outcome 
for this program. Be sure to address how 
this is included in your mission, vision, 
goals, and/or curriculum.

2 5 7.5 9 10

2

Describe the identified population served by 
this program and your agency's success 
with this population.

1 3 4 4.5 5

3

Using state/community level data, explain 
the need for your program and how your 
program prevents the primary prevention 
area for which you are applying for funding. 
Data older than 2015 will not be considered. 

1 3 4 4.5 5

4
Explain why the frequency, length, and 
duration for your program was chosen. 1 3 4 4.5 5

10

Describe your staff capacity to implement 
the TGYS evaluation with program 
participants. Be sure to identify who on your 
staff will be implementing the evaluation.

1 3 4 4.5 5

12
How is your program culturally relevant to 
the population you are serving? 2 5 7.5 9 10

SHARED GOALS

15-1
Shared Goal: Increase connections to 
caring adults. 2 5 7.5 9 10

SDOP Goals

16-1 SDOP
Promote personal and social skill 
development. 2 5 7.5 9 10

CANP Goals

16-1 CANP
Increase identification of family needs and 
connections to appropriate services. 2 5 7.5 9 10

ATDOP Goals

16-1 ATODP
Promote healthy social emotional 
development. 2 5 7.5 9 10

YCVP Goals

16-1 YCVP
Promote Positive Youth Development 
(PYD). 2 5 7.5 9 10
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Tier 2 Intermediary Agency Rubric

KEY

Unacceptable Poor Satisfactory Good Excellent

• Response does not address the topic 
or there is no response.
• Response is confusing, excessive or 
unclear.
• Response does not address the 
criteria.
• Response does not illustrate skill, 
experience, knowledge, or ability.

• Response does not address of the topic 
completely.
• Response is usually confusing or 
unclear.
• Response does not address the criteria 
in a complete manner.
• Response illustrates very little skill, 
experience, knowledge, or ability, or some 
skill but not in all areas.

• Response addresses the topic 
completely and proposes a sound 
approach.
• Response is supported and 
convincing.
• Response addresses all criteria.
• Response illustrates skill, 
experience, knowledge, and 
ability.

• Response addresses the topic 
completely and proposes a sound 
and detailed approach.
• Response is usually articulate, 
clear, concise, well supported, 
and convincing.
• Response addresses all criteria 
in a complete manner.
• Response illustrates a high level 
of skill, experience, knowledge, 
and ability.

• Response addresses the topic 
completely and proposes a sound 
and detailed approach in a clearly 
advantageous way.
• Response is always articulate, 
clear, concise, well supported, 
and convincing.
• Response addresses all criteria 
in a complete manner in a clearly 
advantageous way.
• Response illustrates extensive 
skill, experience, knowledge, and 
ability.

Question 
Number Question Unacceptable - SCORE Poor - SCORE Satisfactory - SCORE Good - SCORE Excellent - SCORE

1

Explain your selection for primary outcome 
for this program. Be sure to address how 
this is included in your mission, vision, 
goals, and/or curriculum.

2 5 7.5 9 10

2

Describe the identified population served by 
this program and your agency's success 
with this population.

1 3 4 4.5 5

3

Using state/community level data, explain 
the need for your program and how your 
program prevents the primary prevention 
area for which you are applying for funding. 
Data older than 2015 will not be considered. 

1 3 4 4.5 5

4
Explain why the frequency, length, and 
duration for your program was chosen. 1 3 4 4.5 5

5

Give specific examples of successful 
recruitment strategies you are currently 
using or that you plan to use to recruit 
participants.  How did you determine these 
strategies?

1 3 4 4.5 5

6

Explain the retention strategies specific to 
your identified population. How did you 
determine these strategies?  Include your 
current and/or previous participant retention 
rates if available.

1 3 4 4.5 5

7

Describe community as well as family 
and/or youth involvement in the project’s 
planning, implementation, and/or 
continuous improvement.

2 3 7.5 9 10

8
How do you ensure participants are 
successful after completing your program? 1 3 4 4.5 5

9

Describe your training plan for staff and 
how you ensure staff implement the 
program to fidelity or adhere to program 
standards.

1 3 4 4.5 5

10

For existing programs:
• Describe the evaluation procedure or 
methods currently used for collecting output 
data (numbers of classes held, number of 
youth served, etc.) and outcome data 
(increased self-efficacy or resilience, 
decreased drop-out rate, etc.).
For new programs:
• Describe your planned evaluation 
procedure for collecting output and outcome 
data.

1 3 4 4.5 5



11

Describe your staff capacity to implement 
the TGYS evaluation with program 
participants. Be sure to identify who on your 
staff will be implementing the evaluation.

1 3 4 4.5 5

12
How is your program culturally relevant to 
the population you are serving? 2 5 7.5 9 10

13

Define how your agency strives for 
inclusivity both in programming and with 
staff, board, and volunteers.

2 5 7.5 9 10

14

How do your staff and volunteers (include 
percentage) reflect the children, youth, and 
families you serve?

2 5 7.5 9 10

SHARED GOALS

15-1
Shared Goal: Increase connections to 
caring adults. 2 5 7.5 9 10

15-2

Shared Goal :Increase connections to 
positive peer relationships, social networks, 
and social supports.

2 5 7.5 9 10

SDOP Goals

16-1 SDOP
Promote personal and social skill 
development. 2 5 7.5 9 10

CANP Goals

16-1 CANP
Increase identification of family needs and 
connections to appropriate services. 2 5 7.5 9 10

ATDOP Goals

16-1 ATODP
Promote healthy social emotional 
development. 2 5 7.5 9 10

YCVP Goals

16-1 YCVP
Promote Positive Youth Development 
(PYD). 2 5 7.5 9 10

Intermediary-Agency Supplemental Questions

17

Describe a typical partner agency’s prior 
history of delivering related services and 
experience providing services for the 
identified population.

1 3 4 4.5 5

18
Describe the benefits and successes of 
your partnership. 1 3 4 4.5 5

19

Explain barriers or challenges your agency 
has experienced/anticipates experiencing 
by providing intermediary services.

1 3 4 4.5 5

20

Describe your agency’s capacity to provide 
the following services to your partner 
agencies:
Community planning and implementation 
Staff training on the program/strategy 
Technical assistance
Liaison to program developer/national office 
Evaluation coordination
Financial administration

3 7 10 13 15

21

Explain how your Lead Agency is 
supporting Partner Agencies in providing 
tools and resources to enhance 
programming for their identified populations, 
i.e., cultural differences, language barriers, 
etc.

2 5 7.5 9 10

22

Explain your agency’s program monitoring 
processes of partner agencies and how will 
they be coordinated with TGYS reporting 
requirements.

1 3 4 4.5 5

23
Explain your agency’s processes for 
distributing funds to partner agencies. 1 3 4 4.5 5



TGYS SFY 24-26 RFA
Tier 2 Multi Agency Rubric

KEY

Unacceptable Poor Satisfactory Good Excellent

• Response does not address the topic 
or there is no response.
• Response is confusing, excessive or 
unclear.
• Response does not address the 
criteria.
• Response does not illustrate skill, 
experience, knowledge, or ability.

• Response does not address of the topic 
completely.
• Response is usually confusing or 
unclear.
• Response does not address the criteria 
in a complete manner.
• Response illustrates very little skill, 
experience, knowledge, or ability, or some 
skill but not in all areas.

• Response addresses the topic 
completely and proposes a sound 
approach.
• Response is supported and 
convincing.
• Response addresses all criteria.
• Response illustrates skill, 
experience, knowledge, and 
ability.

• Response addresses the topic 
completely and proposes a sound 
and detailed approach.
• Response is usually articulate, 
clear, concise, well supported, 
and convincing.
• Response addresses all criteria 
in a complete manner.
• Response illustrates a high level 
of skill, experience, knowledge, 
and ability.

• Response addresses the topic 
completely and proposes a sound 
and detailed approach in a clearly 
advantageous way.
• Response is always articulate, 
clear, concise, well supported, 
and convincing.
• Response addresses all criteria 
in a complete manner in a clearly 
advantageous way.
• Response illustrates extensive 
skill, experience, knowledge, and 
ability.

Question 
Number Question Unacceptable - SCORE Poor - SCORE Satisfactory - SCORE Good - SCORE Excellent - SCORE

1

Explain your selection for primary outcome 
for this program. Be sure to address how 
this is included in your mission, vision, 
goals, and/or curriculum.

2 5 7.5 9 10

2

Describe the identified population served by 
this program and your agency's success 
with this population.

1 3 4 4.5 5

3

Using state/community level data, explain 
the need for your program and how your 
program prevents the primary prevention 
area for which you are applying for funding. 
Data older than 2015 will not be considered. 

1 3 4 4.5 5

4
Explain why the frequency, length, and 
duration for your program was chosen. 1 3 4 4.5 5

5

Give specific examples of successful 
recruitment strategies you are currently 
using or that you plan to use to recruit 
participants.  How did you determine these 
strategies?

1 3 4 4.5 5

6

Explain the retention strategies specific to 
your identified population. How did you 
determine these strategies?  Include your 
current and/or previous participant retention 
rates if available.

1 3 4 4.5 5

7

Describe community as well as family 
and/or youth involvement in the project’s 
planning, implementation, and/or 
continuous improvement.

2 5 7.5 9 10

8
How do you ensure participants are 
successful after completing your program? 1 3 4 4.5 5

9

Describe your training plan for staff and 
how you ensure staff implement the 
program to fidelity or adhere to program 
standards.

1 3 4 4.5 5

10

Describe your staff capacity to implement 
the TGYS evaluation with program 
participants. Be sure to identify who on your 
staff will be implementing the evaluation.

1 3 4 4.5 5
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For existing programs:
• Describe the evaluation procedure or 
methods currently used for collecting output 
data (numbers of classes held, number of 
youth served, etc.) and outcome data 
(increased self-efficacy or resilience, 
decreased drop-out rate, etc.).
For new programs:
• Describe your planned evaluation 
procedure for collecting output and outcome 
data.

1 3 4 4.5 5

12
How is your program culturally relevant to 
the population you are serving? 2 5 7.5 9 10

13

Define how your agency strives for 
inclusivity both in programming and with 
staff, board, and volunteers.

2 5 7.5 9 10

14

How do your staff and volunteers (include 
percentage) reflect the children, youth, and 
families you serve?

2 5 7.5 9 10

SHARED GOALS

15-1
Shared Goal: Increase connections to 
caring adults. 2 5 7.5 9 10

15-2

Shared Goal :Increase connections to 
positive peer relationships, social networks, 
and social supports.

2 5 7.5 9 10

SDOP Goals

16-1 SDOP
Promote personal and social skill 
development. 2 5 7.5 9 10

CANP Goals

16-1 CANP
Increase identification of family needs and 
connections to appropriate services. 2 5 7.5 9 10

ATDOP Goals

16-1 ATODP
Promote healthy social emotional 
development. 2 5 7.5 9 10

YCVP Goals

16-1 YCVP
Promote Positive Youth Development 
(PYD). 2 5 7.5 9 10

Multi-Agency Supplemental Questions

17 Describe the history of your collaborative. 1 3 4 4.5 5

18
Describe the benefits and successes of 
your collaborative. 1 3 4 4.5 5

19

Explain barriers or challenges related to 
your collaborative and how you have or will 
address these barriers or challenges.

1 3 4 4.5 5

20

Describe how your collaborative 
communicates, including mechanisms and 
frequency, amongst the Partner Agencies.

1 3 4 4.5 5

21

Describe the strategic planning process for 
your collaborative and how decisions 
related to partner agencies and programs 
are made.

1 3 4 4.5 5

22
Explain the joint goals and outcomes of 
your collaborative. 1 3 4 4.5 5

23

Explain how your Lead Agency is 
supporting Partner Agencies in providing 
tools and resources to enhance 
programming for their identified populations, 
i.e., cultural differences, language barriers, 
etc.

2 5 7.5 9 10

24

Describe the process of evaluating your 
collaborative and provide results on the 
evaluation.

1 3 4 4.5 5

25

Explain how your Lead Agency will conduct 
program monitoring of Partner Agencies 
and coordinate evaluations to align with 
TGYS reporting requirements.

1 3 4 4.5 5



26

Explain how your Lead Agency will manage 
and coordinate TGYS fiscal procedures for 
the Partner Agencies.

1 3 4 4.5 5



TGYS SFY 24-26 RFA
Tier 2 Single Agency Rubric

KEY

Unacceptable Poor Satisfactory Good Excellent

• Response does not address the topic 
or there is no response.
• Response is confusing, excessive or 
unclear.
• Response does not address the 
criteria.
• Response does not illustrate skill, 
experience, knowledge, or ability.

• Response does not address of the topic 
completely.
• Response is usually confusing or 
unclear.
• Response does not address the criteria 
in a complete manner.
• Response illustrates very little skill, 
experience, knowledge, or ability, or some 
skill but not in all areas.

• Response addresses the topic 
completely and proposes a sound 
approach.
• Response is supported and 
convincing.
• Response addresses all criteria.
• Response illustrates skill, 
experience, knowledge, and 
ability.

• Response addresses the topic 
completely and proposes a sound 
and detailed approach.
• Response is usually articulate, 
clear, concise, well supported, 
and convincing.
• Response addresses all criteria 
in a complete manner.
• Response illustrates a high level 
of skill, experience, knowledge, 
and ability.

• Response addresses the topic 
completely and proposes a sound 
and detailed approach in a clearly 
advantageous way.
• Response is always articulate, 
clear, concise, well supported, 
and convincing.
• Response addresses all criteria 
in a complete manner in a clearly 
advantageous way.
• Response illustrates extensive 
skill, experience, knowledge, and 
ability.

Question 
Number Question Unacceptable - SCORE Poor - SCORE Satisfactory - SCORE Good - SCORE Excellent - SCORE

1

Explain your selection for primary outcome 
for this program. Be sure to address how 
this is included in your mission, vision, 
goals, and/or curriculum.

2 5 7.5 9 10

2

Describe the identified population served by 
this program and your agency's success 
with this population.

1 3 4 4.5 5

3

Using state/community level data, explain 
the need for your program and how your 
program prevents the primary prevention 
area for which you are applying for funding. 
Data older than 2015 will not be considered. 

1 3 4 4.5 5

4
Explain why the frequency, length, and 
duration for your program was chosen. 1 3 4 4.5 5

5

Give specific examples of successful 
recruitment strategies you are currently 
using or that you plan to use to recruit 
participants.  How did you determine these 
strategies?

1 3 4 4.5 5

6

Explain the retention strategies specific to 
your identified population. How did you 
determine these strategies?  Include your 
current and/or previous participant retention 
rates if available.

1 3 4 4.5 5

7

Describe community as well as family 
and/or youth involvement in the project’s 
planning, implementation, and/or 
continuous improvement.

2 5 7.5 9 10

8
How do you ensure participants are 
successful after completing your program? 1 3 4 4.5 5

9

Describe your training plan for staff and 
how you ensure staff implement the 
program to fidelity or adhere to program 
standards.

1 3 4 4.5 5

10

Describe your staff capacity to implement 
the TGYS evaluation with program 
participants. Be sure to identify who on your 
staff will be implementing the evaluation.

1 3 4 4.5 5



11

For existing programs:
• Describe the evaluation procedure or 
methods currently used for collecting output 
data (numbers of classes held, number of 
youth served, etc.) and outcome data 
(increased self-efficacy or resilience, 
decreased drop-out rate, etc.).
For new programs:
• Describe your planned evaluation 
procedure for collecting output and outcome 
data.

1 3 4 4.5 5

12
How is your program culturally relevant to 
the population you are serving? 2 5 7.5 9 10

13

Define how your agency strives for 
inclusivity both in programming and with 
staff, board, and volunteers.

2 5 7.5 9 10

14

How do your staff and volunteers (include 
percentage) reflect the children, youth, and 
families you serve?

2 5 7.5 9 10

SHARED GOALS

15-1
Shared Goal: Increase connections to 
caring adults. 2 5 7.5 9 10

15-2

Shared Goal :Increase connections to 
positive peer relationships, social networks, 
and social supports.

2 5 7.5 9 10

SDOP Goals

16-1 SDOP
Promote personal and social skill 
development. 2 5 7.5 9 10

CANP Goals

16-1 CANP
Increase identification of family needs and 
connections to appropriate services. 2 5 7.5 9 10

ATDOP Goals

16-1 ATODP
Promote healthy social emotional 
development. 2 5 7.5 9 10

YCVP Goals

16-1 YCVP
Promote Positive Youth Development 
(PYD). 2 5 7.5 9 10



TGYS SFY 24-26 RFA
Tier 3 Intermediary Agency Rubric

KEY

Unacceptable Poor Satisfactory Good Excellent

• Response does not address the topic 
or there is no response.
• Response is confusing, excessive or 
unclear.
• Response does not address the 
criteria.
• Response does not illustrate skill, 
experience, knowledge, or ability.

• Response does not address of the topic 
completely.
• Response is usually confusing or 
unclear.
• Response does not address the criteria 
in a complete manner.
• Response illustrates very little skill, 
experience, knowledge, or ability, or some 
skill but not in all areas.

• Response addresses the topic 
completely and proposes a sound 
approach.
• Response is supported and 
convincing.
• Response addresses all criteria.
• Response illustrates skill, 
experience, knowledge, and 
ability.

• Response addresses the topic 
completely and proposes a sound 
and detailed approach.
• Response is usually articulate, 
clear, concise, well supported, 
and convincing.
• Response addresses all criteria 
in a complete manner.
• Response illustrates a high level 
of skill, experience, knowledge, 
and ability.

• Response addresses the topic 
completely and proposes a sound 
and detailed approach in a clearly 
advantageous way.
• Response is always articulate, 
clear, concise, well supported, 
and convincing.
• Response addresses all criteria 
in a complete manner in a clearly 
advantageous way.
• Response illustrates extensive 
skill, experience, knowledge, and 
ability.

Question 
Number Question Unacceptable - SCORE Poor - SCORE Satisfactory - SCORE Good - SCORE Excellent - SCORE

1

Explain your selection for primary outcome 
for this program. Be sure to address how 
this is included in your mission, vision, 
goals, and/or curriculum.

2 5 7.5 9 10

2

Describe the identified population served by 
this program and your agency's success 
with this population.

1 3 4 4.5 5

3

Using state/community level data, explain 
the need for your program and how your 
program prevents the primary prevention 
area for which you are applying for funding. 
Data older than 2015 will not be considered. 

1 3 4 4.5 5

4
Explain why the frequency, length, and 
duration for your program was chosen. 1 3 4 4.5 5

5

Give specific examples of successful 
recruitment strategies you are currently 
using or that you plan to use to recruit 
participants.  How did you determine these 
strategies?

1 3 4 4.5 5

6

Explain the retention strategies specific to 
your identified population. How did you 
determine these strategies?  Include your 
current and/or previous participant retention 
rates if available.

1 3 4 4.5 5

7

Describe community as well as family 
and/or youth involvement in the project’s 
planning, implementation, and/or 
continuous improvement.

2 5 7.5 9 10

8
How do you ensure participants are 
successful after completing your program? 1 3 4 4.5 5

9

Describe your training plan for staff and 
how you ensure staff implement the 
program to fidelity or adhere to program 
standards.

1 3 4 4.5 5

10

For existing programs:
• Describe the evaluation procedure or 
methods currently used for collecting output 
data (numbers of classes held, number of 
youth served, etc.) and outcome data 
(increased self-efficacy or resilience, 
decreased drop-out rate, etc.).
For new programs:
• Describe your planned evaluation 
procedure for collecting output and outcome 
data.

1 2 4 4.5 5



11

Describe your staff capacity to implement 
the TGYS evaluation with program 
participants. Be sure to identify who on your 
staff will be implementing the evaluation.

1 3 4 4.5 5

12
How is your program culturally relevant to 
the population you are serving? 2 5 7.5 9 10

13

Define how your agency strives for 
inclusivity both in programming and with 
staff, board, and volunteers.

2 5 7.5 9 10

14

How do your staff and volunteers (include 
percentage) reflect the children, youth, and 
families you serve?

2 5 7.5 9 10

SHARED GOALS

15-1
Shared Goal: Increase connections to 
caring adults. 2 5 7.5 9 10

15-2

Shared Goal :Increase connections to 
positive peer relationships, social networks, 
and social supports.

2 5 7.5 9 10

SDOP Goals

16-1 SDOP
Promote personal and social skill 
development. 2 5 7.5 9 10

16-2 SDOP
Promote Positive Youth Development 
(PYD). 2 5 7.5 9 10

CANP Goals

16-1 CANP
Increase identification of family needs and 
connections to appropriate services. 2 5 7.5 9 10

16-2 CANP
Increase family and child social and 
emotional skills. 2 5 7.5 9 10

ATDOP Goals

16-1 ATODP
Promote healthy social emotional 
development. 2 5 7.5 9 10

16-2 ATDOP
Increase school engagement & academic 
performance. 2 5 7.5 9 10

YCVP Goals

16-1 YCVP
Promote Positive Youth Development 
(PYD). 2 5 7.5 9 10

16-2 YCVP
Promote family environments that support 
healthy social emotional development. 2 5 7.5 9 10

Intermediary-Agency Supplemental Questions

17

Describe a typical partner agency’s prior 
history of delivering related services and 
experience providing services for the 
identified population.

1 3 4 4.5 5

18
Describe the benefits and successes of 
your partnership. 1 3 4 4.5 5

19

Explain barriers or challenges your agency 
has experienced/anticipates experiencing 
by providing intermediary services.

1 3 4 4.5 5

20

Describe your agency’s capacity to provide 
the following services to your partner 
agencies:
Community planning and implementation 
Staff training on the program/strategy 
Technical assistance
Liaison to program developer/national office 
Evaluation coordination
Financial administration

3 7 10 13 15

21

Explain how your Lead Agency is 
supporting Partner Agencies in providing 
tools and resources to enhance 
programming for their identified populations, 
i.e., cultural differences, language barriers, 
etc.

2 5 7.5 9 10



22

Explain your agency’s program monitoring 
processes of partner agencies and how will 
they be coordinated with TGYS reporting 
requirements.

1 3 4 4.5 5

23
Explain your agency’s processes for 
distributing funds to partner agencies. 1 3 4 4.5 5



TGYS SFY 24-26 RFA
Tier 3 Multi Agency Rubric

KEY

Unacceptable Poor Satisfactory Good Excellent

• Response does not address the topic 
or there is no response.
• Response is confusing, excessive or 
unclear.
• Response does not address the 
criteria.
• Response does not illustrate skill, 
experience, knowledge, or ability.

• Response does not address of the topic 
completely.
• Response is usually confusing or 
unclear.
• Response does not address the criteria 
in a complete manner.
• Response illustrates very little skill, 
experience, knowledge, or ability, or some 
skill but not in all areas.

• Response addresses the topic 
completely and proposes a sound 
approach.
• Response is supported and 
convincing.
• Response addresses all criteria.
• Response illustrates skill, 
experience, knowledge, and 
ability.

• Response addresses the topic 
completely and proposes a sound 
and detailed approach.
• Response is usually articulate, 
clear, concise, well supported, 
and convincing.
• Response addresses all criteria 
in a complete manner.
• Response illustrates a high level 
of skill, experience, knowledge, 
and ability.

• Response addresses the topic 
completely and proposes a sound 
and detailed approach in a clearly 
advantageous way.
• Response is always articulate, 
clear, concise, well supported, 
and convincing.
• Response addresses all criteria 
in a complete manner in a clearly 
advantageous way.
• Response illustrates extensive 
skill, experience, knowledge, and 
ability.

Question 
Number Question Unacceptable - SCORE Poor - SCORE Satisfactory - SCORE Good - SCORE Excellent - SCORE

1

Explain your selection for primary outcome 
for this program. Be sure to address how 
this is included in your mission, vision, 
goals, and/or curriculum.

2 5 7.5 9 10

2

Describe the identified population served by 
this program and your agency's success 
with this population.

1 3 4 4.5 5

3

Using state/community level data, explain 
the need for your program and how your 
program prevents the primary prevention 
area for which you are applying for funding. 
Data older than 2015 will not be considered. 

1 3 4 4.5 5

4
Explain why the frequency, length, and 
duration for your program was chosen. 1 3 4 4.5 5

5

Give specific examples of successful 
recruitment strategies you are currently 
using or that you plan to use to recruit 
participants.  How did you determine these 
strategies?

1 3 4 4.5 5

6

Explain the retention strategies specific to 
your identified population. How did you 
determine these strategies?  Include your 
current and/or previous participant retention 
rates if available.

1 3 4 4.5 5

7

Describe community as well as family 
and/or youth involvement in the project’s 
planning, implementation, and/or 
continuous improvement.

2 5 7.5 9 10

8
How do you ensure participants are 
successful after completing your program? 1 3 4 4.5 5

9

Describe your training plan for staff and 
how you ensure staff implement the 
program to fidelity or adhere to program 
standards.

1 3 4 4.5 5

10

For existing programs:
• Describe the evaluation procedure or 
methods currently used for collecting output 
data (numbers of classes held, number of 
youth served, etc.) and outcome data 
(increased self-efficacy or resilience, 
decreased drop-out rate, etc.).
For new programs:
• Describe your planned evaluation 
procedure for collecting output and outcome 
data.

1 3 4 4.5 5



11

Describe your staff capacity to implement 
the TGYS evaluation with program 
participants. Be sure to identify who on your 
staff will be implementing the evaluation.

1 3 4 4.5 5

12
How is your program culturally relevant to 
the population you are serving? 2 5 7.5 9 10

13

Define how your agency strives for 
inclusivity both in programming and with 
staff, board, and volunteers.

2 5 7.5 9 10

14

How do your staff and volunteers (include 
percentage) reflect the children, youth, and 
families you serve?

2 5 7.5 9 10

SHARED GOALS

15-1
Shared Goal: Increase connections to 
caring adults. 2 5 7.5 9 10

15-2

Shared Goal :Increase connections to 
positive peer relationships, social networks, 
and social supports.

2 5 7.5 9 10

SDOP Goals

16-1 SDOP
Promote personal and social skill 
development. 2 5 7.5 9 10

16-2 SDOP
Promote Positive Youth Development 
(PYD). 2 5 7.5 9 10

CANP Goals

16-1 CANP
Increase identification of family needs and 
connections to appropriate services. 2 5 7.5 9 10

16-2 CANP
Increase family and child social and 
emotional skills. 2 5 7.5 9 10

ATDOP Goals

16-1 ATODP
Promote healthy social emotional 
development. 2 5 7.5 9 10

16-2 ATDOP
Increase school engagement & academic 
performance. 2 5 7.5 9 10

YCVP Goals

16-1 YCVP
Promote Positive Youth Development 
(PYD). 2 5 7.5 9 10

16-2 YCVP
Promote family environments that support 
healthy social emotional development. 2 5 7.5 9 10

Multi-Agency Supplemental Questions

17 Describe the history of your collaborative. 1 3 4 4.5 5

18
Describe the benefits and successes of 
your collaborative. 1 3 4 4.5 5

19

Explain barriers or challenges related to 
your collaborative and how you have or will 
address these barriers or challenges.

1 3 4 4.5 5

20

Describe how your collaborative 
communicates, including mechanisms and 
frequency, amongst the Partner Agencies.

1 3 4 4.5 5

21

Describe the strategic planning process for 
your collaborative and how decisions 
related to partner agencies and programs 
are made.

1 3 4 4.5 5

22
Explain the joint goals and outcomes of 
your collaborative. 1 3 4 4.5 5

23

Explain how your Lead Agency is 
supporting Partner Agencies in providing 
tools and resources to enhance 
programming for their identified populations, 
i.e., cultural differences, language barriers, 
etc.

2 5 7.5 9 10

24

Describe the process of evaluating your 
collaborative and provide results on the 
evaluation.

1 3 4 4.5 5



25

Explain how your Lead Agency will conduct 
program monitoring of Partner Agencies 
and coordinate evaluations to align with 
TGYS reporting requirements.

1 3 4 4.5 5

26

Explain how your Lead Agency will manage 
and coordinate TGYS fiscal procedures for 
the Partner Agencies.

1 3 4 4.5 5



TGYS SFY 24-26 RFA
Tier 3 Single Agency Rubric

KEY

Unacceptable Poor Satisfactory Good Excellent

• Response does not address the topic 
or there is no response.
• Response is confusing, excessive or 
unclear.
• Response does not address the 
criteria.
• Response does not illustrate skill, 
experience, knowledge, or ability.

• Response does not address of the topic 
completely.
• Response is usually confusing or 
unclear.
• Response does not address the criteria 
in a complete manner.
• Response illustrates very little skill, 
experience, knowledge, or ability, or some 
skill but not in all areas.

• Response addresses the topic 
completely and proposes a sound 
approach.
• Response is supported and 
convincing.
• Response addresses all criteria.
• Response illustrates skill, 
experience, knowledge, and 
ability.

• Response addresses the topic 
completely and proposes a sound 
and detailed approach.
• Response is usually articulate, 
clear, concise, well supported, 
and convincing.
• Response addresses all criteria 
in a complete manner.
• Response illustrates a high level 
of skill, experience, knowledge, 
and ability.

• Response addresses the topic 
completely and proposes a sound 
and detailed approach in a clearly 
advantageous way.
• Response is always articulate, 
clear, concise, well supported, 
and convincing.
• Response addresses all criteria 
in a complete manner in a clearly 
advantageous way.
• Response illustrates extensive 
skill, experience, knowledge, and 
ability.

Question 
Number Question Unacceptable - SCORE Poor - SCORE Satisfactory - SCORE Good - SCORE Excellent - SCORE

1

Explain your selection for primary outcome 
for this program. Be sure to address how 
this is included in your mission, vision, 
goals, and/or curriculum.

2 5 7.5 9 10

2

Describe the identified population served by 
this program and your agency's success 
with this population.

1 3 4 4.5 5

3

Using state/community level data, explain 
the need for your program and how your 
program prevents the primary prevention 
area for which you are applying for funding. 
Data older than 2015 will not be considered. 

1 3 4 4.5 5

4
Explain why the frequency, length, and 
duration for your program was chosen. 1 3 4 4.5 5

5

Give specific examples of successful 
recruitment strategies you are currently 
using or that you plan to use to recruit 
participants.  How did you determine these 
strategies?

1 3 4 4.5 5

6

Explain the retention strategies specific to 
your identified population. How did you 
determine these strategies?  Include your 
current and/or previous participant retention 
rates if available.

1 3 4 4.5 5

7

Describe community as well as family 
and/or youth involvement in the project’s 
planning, implementation, and/or 
continuous improvement.

2 5 7.5 9 10

8
How do you ensure participants are 
successful after completing your program? 1 3 4 4.5 5

9

Describe your training plan for staff and 
how you ensure staff implement the 
program to fidelity or adhere to program 
standards.

1 3 4 4.5 5

10

Describe your staff capacity to implement 
the TGYS evaluation with program 
participants. Be sure to identify who on your 
staff will be implementing the evaluation.

1 3 4 4.5 5



11

For existing programs:
• Describe the evaluation procedure or 
methods currently used for collecting output 
data (numbers of classes held, number of 
youth served, etc.) and outcome data 
(increased self-efficacy or resilience, 
decreased drop-out rate, etc.).
For new programs:
• Describe your planned evaluation 
procedure for collecting output and outcome 
data.

1 3 4 4.5 5

12
How is your program culturally relevant to 
the population you are serving? 2 5 7.5 9 10

13

Define how your agency strives for 
inclusivity both in programming and with 
staff, board, and volunteers.

2 5 7.5 9 10

14

How do your staff and volunteers (include 
percentage) reflect the children, youth, and 
families you serve?

2 5 7.5 9 10

SHARED GOALS

15-1
Shared Goal: Increase connections to 
caring adults. 2 5 7.5 9 10

15-2

Shared Goal :Increase connections to 
positive peer relationships, social networks, 
and social supports.

2 5 7.5 9 10

SDOP Goals

16-1 SDOP
Promote personal and social skill 
development. 2 5 7.5 9 10

16-2 SDOP
Promote Positive Youth Development 
(PYD). 2 5 7.5 9 10

CANP Goals

16-1 CANP
Increase identification of family needs and 
connections to appropriate services. 2 5 7.5 9 10

16-2 CANP
Increase family and child social and 
emotional skills. 2 5 7.5 9 10

ATDOP Goals

16-1 ATODP
Promote healthy social emotional 
development. 2 5 7.5 9 10

16-2 ATDOP
Increase school engagement & academic 
performance. 2 5 7.5 9 10

YCVP Goals

16-1 YCVP
Promote Positive Youth Development 
(PYD). 2 5 7.5 9 10

16-2 YCVP
Promote family environments that support 
healthy social emotional development. 2 5 7.5 9 10



TGYS SFY 24-26 RFA
Tier 4 Intermediary Agency Rubric

KEY

Unacceptable Poor Satisfactory Good Excellent

• Response does not address the topic 
or there is no response.
• Response is confusing, excessive or 
unclear.
• Response does not address the 
criteria.
• Response does not illustrate skill, 
experience, knowledge, or ability.

• Response does not address of the topic 
completely.
• Response is usually confusing or 
unclear.
• Response does not address the criteria 
in a complete manner.
• Response illustrates very little skill, 
experience, knowledge, or ability, or some 
skill but not in all areas.

• Response addresses the topic 
completely and proposes a sound 
approach.
• Response is supported and 
convincing.
• Response addresses all criteria.
• Response illustrates skill, 
experience, knowledge, and 
ability.

• Response addresses the topic 
completely and proposes a sound 
and detailed approach.
• Response is usually articulate, 
clear, concise, well supported, 
and convincing.
• Response addresses all criteria 
in a complete manner.
• Response illustrates a high level 
of skill, experience, knowledge, 
and ability.

• Response addresses the topic 
completely and proposes a sound 
and detailed approach in a clearly 
advantageous way.
• Response is always articulate, 
clear, concise, well supported, 
and convincing.
• Response addresses all criteria 
in a complete manner in a clearly 
advantageous way.
• Response illustrates extensive 
skill, experience, knowledge, and 
ability.

Question 
Number Question Unacceptable - SCORE Poor - SCORE Satisfactory - SCORE Good - SCORE Excellent - SCORE

1

Explain your selection for primary outcome 
for this program. Be sure to address how 
this is included in your mission, vision, 
goals, and/or curriculum.

2 5 7.5 9 10

2

Describe the identified population served by 
this program and your agency's success 
with this population.

1 3 4 4.5 5

3

Using state/community level data, explain 
the need for your program and how your 
program prevents the primary prevention 
area for which you are applying for funding. 
Data older than 2015 will not be considered. 

1 3 4 4.5 5

4
Explain why the frequency, length, and 
duration for your program was chosen. 1 3 4 4.5 5

5

Give specific examples of successful 
recruitment strategies you are currently 
using or that you plan to use to recruit 
participants.  How did you determine these 
strategies?

1 3 4 4.5 5

6

Explain the retention strategies specific to 
your identified population. How did you 
determine these strategies?  Include your 
current and/or previous participant retention 
rates if available.

1 3 4 4.5 5

7

Describe community as well as family 
and/or youth involvement in the project’s 
planning, implementation, and/or 
continuous improvement.

2 5 7.5 9 10

8
How do you ensure participants are 
successful after completing your program? 1 3 4 4.5 5

9

Describe your training plan for staff and 
how you ensure staff implement the 
program to fidelity or adhere to program 
standards.

1 3 4 4.5 5

10

Describe your staff capacity to implement 
the TGYS evaluation with program 
participants. Be sure to identify who on your 
staff will be implementing the evaluation.

1 3 4 4.5 5



11

For existing programs:
• Describe the evaluation procedure or 
methods currently used for collecting output 
data (numbers of classes held, number of 
youth served, etc.) and outcome data 
(increased self-efficacy or resilience, 
decreased drop-out rate, etc.).
For new programs:
• Describe your planned evaluation 
procedure for collecting output and outcome 
data.

1 3 4 4.5 5

12
How is your program culturally relevant to 
the population you are serving? 2 5 7.5 9 10

13

Define how your agency strives for 
inclusivity both in programming and with 
staff, board, and volunteers.

2 5 7.5 9 10

14

How do your staff and volunteers (include 
percentage) reflect the children, youth, and 
families you serve?

2 5 7.5 9 10

SHARED GOALS

15-1
Shared Goal: Increase connections to 
caring adults. 2 5 7.5 9 10

15-2

Shared Goal :Increase connections to 
positive peer relationships, social networks, 
and social supports.

2 5 7.5 9 10

15-3
Shared Goal: Increase exposure to positive 
activities, community, and environments. 2 5 7.5 9 10

SDOP Goals

16-1 SDOP
Promote personal and social skill 
development. 2 5 7.5 9 10

16-2 SDOP
Promote Positive Youth Development 
(PYD). 2 5 7.5 9 10

16-3 SDOP Improve academic performance. 2 5 7.5 9 10

CANP Goals

16-1 CANP
Increase identification of family needs and 
connections to appropriate services. 2 5 7.5 9 10

16-2 CANP
Increase family and child social and 
emotional skills. 2 5 7.5 9 10

16-3 CANP
Increase parent/caregiver & child/youth 
relationships. 2 5 7.5 9 10

ATDOP Goals

16-1 ATODP
Promote healthy social emotional 
development. 2 5 7.5 9 10

16-2 ATDOP
Increase school engagement & academic 
performance. 2 5 7.5 9 10

16-3 ATDOP
Increase harm avoidance associated with 
ATOD. 2 5 7.5 9 10

YCVP Goals

16-1 YCVP
Promote Positive Youth Development 
(PYD). 2 5 7.5 9 10

16-2 YCVP
Promote family environments that support 
healthy social emotional development. 2 5 7.5 9 10

16-3 YCVP Reduce youth exposure to violence. 2 5 7.5 9 10
Intermediary-Agency Supplemental Questions

17

Describe a typical partner agency’s prior 
history of delivering related services and 
experience providing services for the 
identified population.

1 3 4 4.5 5

18
Describe the benefits and successes of 
your partnership. 1 3 4 4.5 5

19

Explain barriers or challenges your agency 
has experienced/anticipates experiencing 
by providing intermediary services.

1 3 4 4.5 5



20

Describe your agency’s capacity to provide 
the following services to your partner 
agencies:
Community planning and implementation 
Staff training on the program/strategy 
Technical assistance
Liaison to program developer/national office 
Evaluation coordination
Financial administration

3 7 10 13 15

21

Explain how your Lead Agency is 
supporting Partner Agencies in providing 
tools and resources to enhance 
programming for their identified populations, 
i.e., cultural differences, language barriers, 
etc.

2 5 7.5 9 10

22

Explain your agency’s program monitoring 
processes of partner agencies and how will 
they be coordinated with TGYS reporting 
requirements.

1 3 4 4.5 5

23
Explain your agency’s processes for 
distributing funds to partner agencies. 1 3 4 4.5 5



TGYS SFY 24-26 RFA
Tier 4 Multi Agency Rubric

KEY

Unacceptable Poor Satisfactory Good Excellent

• Response does not address the topic 
or there is no response.
• Response is confusing, excessive or 
unclear.
• Response does not address the 
criteria.
• Response does not illustrate skill, 
experience, knowledge, or ability.

• Response does not address of the topic 
completely.
• Response is usually confusing or 
unclear.
• Response does not address the criteria 
in a complete manner.
• Response illustrates very little skill, 
experience, knowledge, or ability, or some 
skill but not in all areas.

• Response addresses the topic 
completely and proposes a sound 
approach.
• Response is supported and 
convincing.
• Response addresses all criteria.
• Response illustrates skill, 
experience, knowledge, and 
ability.

• Response addresses the topic 
completely and proposes a sound 
and detailed approach.
• Response is usually articulate, 
clear, concise, well supported, 
and convincing.
• Response addresses all criteria 
in a complete manner.
• Response illustrates a high level 
of skill, experience, knowledge, 
and ability.

• Response addresses the topic 
completely and proposes a sound 
and detailed approach in a clearly 
advantageous way.
• Response is always articulate, 
clear, concise, well supported, 
and convincing.
• Response addresses all criteria 
in a complete manner in a clearly 
advantageous way.
• Response illustrates extensive 
skill, experience, knowledge, and 
ability.

Question 
Number Question Unacceptable - SCORE Poor - SCORE Satisfactory - SCORE Good - SCORE Excellent - SCORE

1

Explain your selection for primary outcome 
for this program. Be sure to address how 
this is included in your mission, vision, 
goals, and/or curriculum.

2 5 7.5 9 10

2

Describe the identified population served by 
this program and your agency's success 
with this population.

1 3 4 4.5 5

3

Using state/community level data, explain 
the need for your program and how your 
program prevents the primary prevention 
area for which you are applying for funding. 
Data older than 2015 will not be considered. 

1 3 4 4.5 5

4
Explain why the frequency, length, and 
duration for your program was chosen. 1 3 4 4.5 5

5

Give specific examples of successful 
recruitment strategies you are currently 
using or that you plan to use to recruit 
participants.  How did you determine these 
strategies?

1 3 4 4.5 5

6

Explain the retention strategies specific to 
your identified population. How did you 
determine these strategies?  Include your 
current and/or previous participant retention 
rates if available.

1 3 4 4.5 5

7

Describe community as well as family 
and/or youth involvement in the project’s 
planning, implementation, and/or 
continuous improvement.

2 5 7.5 9 10

8
How do you ensure participants are 
successful after completing your program? 1 3 4 4.5 5

9

Describe your training plan for staff and 
how you ensure staff implement the 
program to fidelity or adhere to program 
standards.

1 3 4 4.5 5

10

Describe your staff capacity to implement 
the TGYS evaluation with program 
participants. Be sure to identify who on your 
staff will be implementing the evaluation.

1 3 4 4.5 5



11

For existing programs:
• Describe the evaluation procedure or 
methods currently used for collecting output 
data (numbers of classes held, number of 
youth served, etc.) and outcome data 
(increased self-efficacy or resilience, 
decreased drop-out rate, etc.).
For new programs:
• Describe your planned evaluation 
procedure for collecting output and outcome 
data.

1 3 4 4.5 5

12
How is your program culturally relevant to 
the population you are serving? 2 5 7.5 9 10

13

Define how your agency strives for 
inclusivity both in programming and with 
staff, board, and volunteers.

2 5 7.5 9 10

14

How do your staff and volunteers (include 
percentage) reflect the children, youth, and 
families you serve?

2 5 7.5 9 10

SHARED GOALS

15-1
Shared Goal: Increase connections to 
caring adults. 2 5 7.5 9 10

15-2

Shared Goal :Increase connections to 
positive peer relationships, social networks, 
and social supports.

2 5 7.5 9 10

15-3
Shared Goal: Increase exposure to positive 
activities, community, and environments. 2 5 7.5 9 10

SDOP Goals

16-1 SDOP
Promote personal and social skill 
development. 2 5 7.5 9 10

16-2 SDOP
Promote Positive Youth Development 
(PYD). 2 5 7.5 9 10

16-3 SDOP Improve academic performance. 2 5 7.5 9 10

CANP Goals

16-1 CANP
Increase identification of family needs and 
connections to appropriate services. 2 5 7.5 9 10

16-2 CANP
Increase family and child social and 
emotional skills. 2 5 7.5 9 10

16-3 CANP
Increase parent/caregiver & child/youth 
relationships. 2 5 7.5 9 10

ATDOP Goals

16-1 ATODP
Promote healthy social emotional 
development. 2 5 7.5 9 10

16-2 ATDOP
Increase school engagement & academic 
performance. 2 5 7.5 9 10

16-3 ATDOP
Increase harm avoidance associated with 
ATOD. 2 5 7.5 9 10

YCVP Goals

16-1 YCVP
Promote Positive Youth Development 
(PYD). 2 5 7.5 9 10

16-2 YCVP
Promote family environments that support 
healthy social emotional development. 2 5 7.5 9 10

16-3 YCVP Reduce youth exposure to violence. 2 5 7.5 9 10
Multi-Agency Supplemental Questions

17 Describe the history of your collaborative. 1 3 4 4.5 5

18
Describe the benefits and successes of 
your collaborative. 1 3 4 4.5 5

19

Explain barriers or challenges related to 
your collaborative and how you have or will 
address these barriers or challenges.

1 3 4 4.5 5

20

Describe how your collaborative 
communicates, including mechanisms and 
frequency, amongst the Partner Agencies.

1 3 4 4.5 5



21

Describe the strategic planning process for 
your collaborative and how decisions 
related to partner agencies and programs 
are made.

1 3 4 4.5 5

22
Explain the joint goals and outcomes of 
your collaborative. 1 3 4 4.5 5

23

Explain how your Lead Agency is 
supporting Partner Agencies in providing 
tools and resources to enhance 
programming for their identified populations, 
i.e., cultural differences, language barriers, 
etc.

2 5 7.5 9 10

24

Describe the process of evaluating your 
collaborative and provide results on the 
evaluation.

1 3 4 4.5 5

25

Explain how your Lead Agency will conduct 
program monitoring of Partner Agencies 
and coordinate evaluations to align with 
TGYS reporting requirements.

1 3 4 4.5 5

26

Explain how your Lead Agency will manage 
and coordinate TGYS fiscal procedures for 
the Partner Agencies.

1 3 4 4.5 5



Agency Name, Program Name, and Program Description1 Location2 Tier Award3 Funding Category4 Counties Served5

Ability Connection Colorado (www.abilityconnectioncolorado.org) RAMP Youth Resiliency Project - ACCO's RAMP Youth Resiliency 
Project provides trauma-informed care, community advocacy, and mentoring support to BIPOC youth, youth with disabilities, and 
other at-risk young people in the Denver area. Building on evidence-based models that focus on goal setting, education, mental 
health, and social support, the program works to ensure a successful transition from school through a stage of career exploration and 
jobs for youth between the ages of 13-24 in a peer, adult, and community-supported environment. Many activities are youth-initiated 
and -led, and include case management, study skills, employer engagement, meaningful work experience, adult mentoring, 
leadership development, career advising, financial literacy, and occupational training, certifications, and credentialing.

Denver, CO Tier 3 $190,700.00
Student Dropout 
Prevention

Adams, Arapahoe, Boulder, Denver, El 
Paso, Jefferson

Access AfterSchool (www.accessafterschool.org) Accelerate (XLR8) Rifle Expansion - XLR8 Rifle Expansion (XLR8) will provide 
afterschool enrichment and academic support for underserved students in three high-need elementary schools in Rifle. XLR8 builds off 
a successful model that Access offers in Glenwood Springs, with half the time devoted to enrichment courses (art, cooking, STEM, 
etc.) and half devoted to tailored academic support from qualified instructors in small group settings. XLR8 will provide safe 
afternoon supervision offering a much-needed service to local working families while also supporting social emotional enrichment, 
relationship building and academic engagement. XLR8 also builds off Access' existing middle school and summer programming, 
providing holistic, upstream prevention and long-range investment in the health and success of children in Rifle.

Carbondale, 
CO

Tier 3 $286,345.00
Alcohol, Tobacco & 
Other Drug 
Prevention

Garfield

Art from Ashes Inc. (www.artfromashes.org) Phoenix Rising Creative Empowerment Program - Phoenix Rising is an award-winning 
creative youth empowerment program that facilitates health and hope through expression, connection, and transformation. AfA's 
workshops provide marginalized youth the opportunity to move past their limitations to discover hope, humanity, and self-
determination through the power of creativity, language, and metaphor.

Denver, CO Tier 2 $49,000.00
Youth Crime & 
Violence Prevention

Adams, Arapahoe, Boulder, Broomfield, 
Denver, Douglas, Jefferson

Aspire 3D (https://aspire3d.org/) Strengthening Families Together - Strengthening Families Together is a two-generation model of 
place-based community care developed in partnership with caregivers and community partners with the goal of preventing child abuse 
and neglect among youth living in low-income housing. This innovative model activates the assets of neighbors, community spaces, 
and affordable housing to improve protective factors such as social connections for at-risk youth, parental resilience, and concrete 
supports for parents. It is enriched with on-site, individualized navigation services and programs provided by a highly skilled worker, 
ensuring that every child has the opportunity for a brighter future.

Loveland, 
CO

Tier 1 $25,000.00
Child Abuse & 
Neglect Prevention

Larimer

Aurora Community Connection (www.auroracc.org) Supporting School Success for Latino Immigrants - ACC's Supporting School 
Success for Latino Immigrants program engages children and teens in regular out-of-school learning opportunities related to literacy, 
school engagement, academic achievement and college and career preparedness, beginning in early elementary school and continuing 
through the end of high school. Elements of this program will be modeled after that of Adelante Hispanic Achievers to ensure 
particular relevance for Latino immigrant youth. By offering programming and support to children, youth and their parents across 
many years, ACC supports high school graduation, college enrollment and economic strength, towards the ultimate goal of preventing 
youth crime and violence.

Aurora, CO Tier 3 $211,867.00
Youth Crime & 
Violence Prevention

Adams, Arapahoe, Denver, Douglas

Boulder County Public Health (https://www.bouldercounty.org/) Boulder County Public Health GENESIS - The GENESIS Program at 
Boulder County Public Health (BCPH) is a comprehensive case management program for pregnant and parenting teens that aligns with 
the Strengthening Families framework. We promote child well-being and prevent the abuse and neglect of children through family-
focused and empathic support provided in the home. The program uses the evidence-based Healthy Families America model to 
promote healthy pregnancies, birth spacing, positive parenting practices, educational achievement and family self sufficiency. The 
program strongly values lived experience in its staff, recognizing that teens desire to work with adults who have walked in their shoes 
and understand what they are experiencing.

Boulder, CO Tier 3 $90,000.00 
Child Abuse & 
Neglect Prevention

Boulder, Weld

Boulder County Public Health (https://www.bouldercounty.org/) OASOS - OASOS (Open and Affirming, Sexual Orientation and 
gender identity Supports) is Boulder County Public Health's program for lesbian, gay, bisexual, transgender, queer, intersex, and 
asexual (LGBTQIA+) youth. OASOS is committed to collaborating with youth to prevent bullying, harassment, discrimination, and 
violence in order to build safer, healthier, more affirming schools and communities for our youth. OASOS works to co-develop an 
environment where LGBTQ+ youth can flourish and thrive by redistributing power through: community engagement, pro-social support 
groups, one on one resource navigation, school based programming, advocacy, training, health education and leadership 
development.

Boulder, CO Tier 3 $180,000.00
Youth Crime & 
Violence Prevention

Boulder, Broomfield, Weld

Tony Grampsas Youth Services
Funded Programs
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Boys & Girls Clubs in Colorado, Inc. (https://www.coloradoboysandgirlsclubs.org/) The Boys & Girls Club Experience -  Boys & Girls 
Clubs exist to engage and empower all young people, especially those who need us most, to reach their full potential as productive, 
caring, and responsible citizens. Boys & Girls Clubs in Colorado supports all Colorado Clubs serving youth ages 6 - 18 by providing 
funding to support year-round activities in Club core programs: Character & Leadership Development; Education & Career 
Development; Health & Life Skills; Cultural Arts; and Sports, Fitness, and Recreation. In Colorado, 17 Club organizations manage 58 
Club sites that serve young people and families from  under-resourced communities in urban, suburban, and rural areas across the 
state.

Denver, CO Tier 4 $800,000.00
Student Dropout 
Prevention

Adams, Alamosa, Arapahoe, Chaffee, 
Denver, El Paso, Fremont, Jefferson, La 
Plata, Lake, Larimer, Moffat, 
Montezuma, Montrose, Park, Pueblo, 
Routt, Saguache, Southern Ute, 
Summit, Weld

CASA of the Pikes Peak Region, Inc. (https://www.casappr.org/) Dependency and Neglect (D&N) -  The D&N program provides 
volunteer advocacy for child victims of abuse and neglect, many of whom have been removed from their homes for their protection. 
After completing 30 hours of training, volunteers (CASAs) in this program are appointed to the most severe cases of abuse and neglect 
in the region by the 4th Judicial District Court. CASAs work directly with the children and other professionals involved with the case 
to advocate for each child's best interest in court. The goal is to ensure that every child served is placed in a safe, permanent home 
where they can thrive.

Colorado 
Springs, CO

Tier 1 $25,000.00
Child Abuse & 
Neglect Prevention

El Paso, Teller

Child Advocates - Denver CASA (www.denvercasa.org) CASA Volunteer Program - Children and youth who have experienced abuse 
or neglect are among the most vulnerable populations in America. A child in foster care may have faced physical, psychological, or 
emotional trauma and years of uncertainty and changing placements. All that chaos has long-term effects. Young people who have 
spent time in foster care are more likely to face incarceration, homelessness and unemployment. They are less likely to graduate high 
school and more likely to be victimized again. This is where CASA comes in. A CASA (Court Appointed Special Advocate) is a trained 
community member who advocates for the child. They work directly with the professionals on the case to make sure that the best 
interests of the children and youth they serve are always front-and-center.

Denver, CO Tier 2 $71,472.00
Child Abuse & 
Neglect Prevention

Denver

Coalition For Families And Children dba Community Partnership Family Resource Center (cpteller.org) Parents as Teachers - 
Parents As Teachers (PAT) is a home-visitation program in which parents/caregivers of children prenatal to the start of kindergarten 
learn to be their child's first and most influential teacher by increasing their understanding of parenting, child development, and how 
to appropriately interact with their child. Additionally, PAT participants are connected to resources and services that enhance their 
family's wellbeing and ensure they have the supports needed to meet their goals and strengthen their family.

Woodland 
Park, CO

Tier 2 $100,000.00
Child Abuse & 
Neglect Prevention

Teller

Collaborative Healing Initiative in Communities dba CHIC (https://chicdenver.org/) SEC Enrichment -  CHIC's SEC Enrichment 
program facilitates social, emotional and cultural learning in elementary, middle, and high-schools, focused on creating sisterhood 
spaces where Black girls and young women of color are valued, taught to nurture their own mental and physical health, and exposed 
to new opportunities. CHIC provides direct instruction during the school day, after-school and summer. CHIC's SEC program integrates 
experiential healing activities facilitated by community partners, such as art, music, and yoga, which further develop students' social 
emotional skills, mental health, and positive connections. Students and families in CHIC's program have free access to licensed 
therapists, participate monthly 1:1 mentoring, family engagement, and access to supportive services.

Aurora, CO Tier 3 $250,000.00
Youth Crime & 
Violence Prevention

Arapahoe, Denver

Colorado State University (www.colostate.edu) Campus Connections - Within the context of a service-learning course at Colorado 
State University, Campus Connections is a trauma-informed, culturally relevant mentoring program for youth who have experienced 
adversity. Youth are paired in one-on-one mentoring relationships with undergraduate students, and these pairs are welcomed into an 
engaging and uniquely structured community of other mentoring pairs in which youth gain friendships, belonging, academic and 
wellbeing support, exposure to campus, and opportunities to engage in pro-social activities. Family therapists provide integrated 
therapy services for youth and families.

Fort Collins, 
CO

Tier 3 $148,766.00
Alcohol, Tobacco & 
Other Drug 
Prevention

Larimer

Colorado UpLift (https://coloradouplift.org/) After-School and Adventure Program -  The After-School and Adventure Program 
encompasses all of UpLift's out-of-school activities for middle and high school students who attend Aurora, Denver, and Westminster 
partner schools. The Program prevents socially and/or academically vulnerable students from dropping out of high school by 
establishing and maintaining continuity of support across the challenging middle-to-high-school transition. Through one-on-one and 
group sessions with caring adult mentors, as well as outdoor activities like snowboarding, rafting, backpacking, and camping with 
mentors and peers, the Program teaches underrepresented urban youth, many of whom are from lower-socioeconomic backgrounds, 
the character qualities and life skills needed for long-term success in high school, postsecondary settings, and beyond.

Denver, CO Tier 2 $100,000.00
Student Dropout 
Prevention

Adams, Arapahoe, Denver, Jefferson

Colorado Youth Congress (www.coyouthcongress.org) Violence Prevention through Identity and Relationship Development - The 
Colorado Youth Congress uses Positive Youth Development to develop the identity of young people and strengthen peer and peer-adult 
relationships in order to increase protective factors and reduce violence and crime. Denver, CO Tier 2 $95,000.00

Youth Crime & 
Violence Prevention

Adams, Alamosa, Arapahoe, Boulder, 
Broomfield, Denver, Douglas, Eagle, El 
Paso, Grand, Huerfano, Lake, Larimer, 
Montezuma, Montrose, Pueblo, 
Southern Ute, Weld

Cottonwood Institute (https://www.cottonwoodinstitute.org) Changemaker Program - The Changemaker Program is a year-long 
environmental education and community leadership program for CI's CAP alum students in high school. This program provides 14 
students and 3 paid student apprentices a chance to dig deeper into environmental topics and supports them to become leaders in 
their own communities.

Denver, CO Tier 2 $26,568.00
Youth Crime & 
Violence Prevention

Boulder
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Cottonwood Institute (https://www.cottonwoodinstitute.org) Community Adventure Program - CAP is a semester-long class public 
school students take during the school day for academic credit. Program activities include hiking, overnight camping, and hands-on 
learning about local environmental issues. The class culminates in a student-directed service-learning Action Project addressing an 
issue in their community.

Denver, CO Tier 2 $50,456.00
Alcohol, Tobacco & 
Other Drug 
Prevention

Arapahoe, Boulder, Denver

County of Weld dba Weld County Department of Human Services (www.weld.gov) Weld County Department of Human Services 
Wraparound Program (WCDHS Wraparound) - WCDHS Wraparound engages families who have a child or youth with mental/behavioral 
health needs who is involved with more than one "system". Wraparound develops a team of individuals who are committed to 
supporting the child/youth & their family. Facilitators lead the development of a family centered, strengths-based and culturally 
relevant individualized plan. Teams meet frequently to check-in and hold participants accountable for agreed upon action steps. 
Together the team monitors and updates the plan to ensure it addresses child/youth and family needs as well as any system 
requirements (including court orders). Facilitators ensure the child/youth and their family develop skills to advocate for themselves, 
navigate systems, plan for the future, and access relevant supports and services.

Greeley, CO Tier 3 $450,000.00
Child Abuse & 
Neglect Prevention

Weld

Court Appointed Special Advocates of Mesa County dba CASA of Mesa County (www.casamc.org) CASA of Mesa County Advocacy 
Program - CASA of Mesa County trains community volunteers to provide best-interest advocacy for child victims of abuse and neglect 
in Mesa County. This advocacy consists of gathering information about a child's physical and mental well-being, recommending needed 
services, and monitoring individual outcomes for each child. Our advocates are the one consistent person in the lives of the children 
they serve and provide each child with a voice in court and hope for a bright future.

Grand 
Junction, 
CO

Tier 1 $25,000.00
Child Abuse & 
Neglect Prevention

Mesa

Delta Montrose Youth Services, Inc. dba Partners of Delta, Montrose and Ouray (www.partners-west.org) Community-based 
Mentoring - Partners of Delta, Montrose and Ouray provides community-based one-to-one mentoring to at-risk youth ages 6 - 17. 
Mentoring partnerships and waiting youth are supported by professional case managers and provided monthly alternative activities, 
ongoing life skill trainings and opportunities for prevention education.

Montrose, 
CO

Tier 1 $25,000.00
Alcohol, Tobacco & 
Other Drug 
Prevention

Delta, Montrose, Ouray

Denver Children's Advocacy Center (DCAC) (www.denvercac.org) Denver Safe from the Start (DSFTS) - DSFTS is a community 
outreach and early intervention program to prevent child abuse and neglect. DCAC provides DSFTS in DPS preschools and elementary 
schools to teach healthy boundaries and safety to children ages three to eight at high risk of experiencing, or who have experienced, 
child abuse and neglect. DSFTS targets schools within a cluster of 22 high-need communities, providing prevention education and 
support to children, caregivers, and teachers. DCAC reaches children early, empowering them with age-appropriate language and self-
protective skills to prevent or heal from trauma and promote healthy development.

Denver, CO Tier 2 $94,509.00
Child Abuse & 
Neglect Prevention

Denver

Dolores County School District RE-2J dba Students Tackling Unhealthy Decisions (STUD) (www.dc2j.org) Peer-to-Peer Mentoring 
Program - The Peer-to-Peer Mentoring Program offers evidence based curriculum to elementary and middle school students on a bi-
weekly basis throughout the school year. STUD members (high school students) are engaged as partners to facilitate the mentoring 
program to their younger peers. The mentoring program is designed to help shape healthy choices and behaviors, and lower the rate 
of underage substance use among our youth.

Dove Creek, 
CO

Tier 1 $25,000.00
Alcohol, Tobacco & 
Other Drug 
Prevention

Dolores

elevateHER (www.elevateherco.org) empowerHER - elevateHER is a central Colorado based non-profit that fosters self-worth and 
grit in young women through mentoring, outdoor adventure, and holistic wellness programs. We engage with girls entering middle 
school through their graduation from high school and provide programs that promote healthy lifestyle habits, as well as practical life-
management skills and positive character development all while fostering respect and accountability to our public lands and 
environment. Our programs connect young women with a larger community of women and empowers them to become confident 
explorers who are engaged in their careers and assets to their communities.

Nathrop, CO Tier 1 $25,000.00
Alcohol, Tobacco & 
Other Drug 
Prevention

Chaffee, Fremont, Lake, Park, Saguache

Elevating Connections Inc dba Camp To Belong Colorado (www.elevatingconnections.org) Sibling Connections -  Elevating 
Connections provides opportunities for siblings separated through foster care to spend meaningful, quality time together through 
Sibling Connecting Events and summer camp. Elevating Connections provides family weekends and quarterly care provider support 
groups to provide resources and support for families to ensure the sibling group maintains their relationship beyond foster care.

Greenwood 
Village, CO

Tier 2 $67,126.00
Child Abuse & 
Neglect Prevention

Adams, Alamosa, Arapahoe, Boulder, 
Broomfield, Denver, Douglas, El Paso, 
Elbert, Jefferson, Larimer, Mesa, 
Montrose, Pueblo, Summit, Weld

Florence Crittenton Services (www.flocritco.org) Student and Family Support Program - The Student and Family Support Program 
(SFSP) is a team of highly qualified support staff who provide culturally responsive, asset-based social-emotional education and 
support to teen moms. All SFSP activities are designed to help teen moms recognize strengths and build skills in three key areas: 
Positive Relationships, Emotional Intelligence, and Resource Navigation to impact Health and Wellness, Education and Employability, 
Parenting and Child Development, and Economic Assets and Social Capital. Teen mothers advance through stages of growth in which 
they find stability, engage with positive role models, develop social networks, and prepare for post-secondary life. In 2023, we are 
launching a mobile app for students that promotes connections with staff and allows for resource navigation.

Denver, CO Tier 1 $25,000.00
Student Dropout 
Prevention

Adams, Arapahoe, Denver, Douglas, 
Jefferson

Foster Alumni Mentors (www.fosteralumnimentors.org) Child Abuse & Neglect Prevention Through Services for Foster Alumni - 
Foster Alumni Mentors works with foster teens (16-17 year olds) and those who have aged outof the foster care system (18+ years), 
ensuring they have opportunity similar to other youngadults for a stable and contented life. Through positive emotional support from 
peers andother caring adults, augmented by resources and training, FAM is a core player in local effortsto serve these previously 
silent and forgotten youth. Tony Grampsas funds will support effortsto provide this population and their children with resources and 
supports to maximizeresiliency to prevent child neglect and abuse.

Grand 
Junction, 
CO

Tier 2 $42,258.00
Child Abuse & 
Neglect Prevention

Mesa
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Foster Source (FosterSource.org) Empower the Family - Empower the Family is a family-strengthening, wrap-around service 
program for foster and kinship families throughout Colorado. Families have access to trauma-informed parenting education, relief 
services (hard goods, referrals and critical needs support), therapeutic services, budgeting help, social support, as well as the 
potential for individualized family advocacy. Founded, directed and led by a former foster parent and a kinship caregiver, this 
program challenges the status quo of child welfare support services by focusing on the caregivers as vital components in a child's 
healing.

Westminster
, CO

Tier 3 $263,583.00
Child Abuse & 
Neglect Prevention

Statewide

Four Corners Rainbow Youth Center dba Rainbow Youth Center (RYC) (www.rainbowyouthcenter.org) Rainbow Youth Center - 
Rainbow Youth Center (RYC) empowers LGBT+ youth to rise above discrimination, oppression, and rejection. RYC builds upon youth's 
strengths to allow them to be strong, resilient human beings. RYC collaborates with the youth and their families to develop the skills 
needed to navigate the elevated risks they face while recognizing their agency and embracing joy.

Durango, CO Tier 3 $253,082.00
Alcohol, Tobacco & 
Other Drug 
Prevention

Archuleta, Dolores, La Plata, 
Montezuma, Montrose, Ouray, San Juan, 
San Miguel

Full Circle of Lake County, Inc (https://www.fullcircleleadville.org) Family Resource Center - Full Circle of Lake County's Family 
Resource Center (FRC) bolsters protective factors at the family/relationship level in Lake County, CO. The FRC provides client service 
to community members at 3 levels- resource connection, resource support, & family goal planning- while also providing educational 
programs, specialized services, & information dissemination in each of 3 focus areas: basic needs support, family support, and 
immigrant support. The FRC delivers Active Parenting, Active Parenting of Teens, & Growing Great Kids Next Generation for 
Preschoolers evidence-based curricula.

Leadville, 
CO

Tier 3 $148,500.00
Child Abuse & 
Neglect Prevention

Lake

Full Circle of Lake County, Inc (https://www.fullcircleleadville.org) Mentoring Program - Full Circle of Lake County's Mentoring 
Program matches local, referred youth, particularly those in 4th-6th grade, with a volunteer positive adult mentor in order to bolster 
protective factors for youth and reduce or prevent high-risk behaviors including youth violence. Match pairs meet approximately 4-6 
hours per month in their first 2 years, building a trusted relationship and participating in fun, prosocial activities together. Full 
Circle's Mentor Coordinator provides: monthly match pair group activities; mentor recruitment, vetting, training, and ongoing support; 
and regular communication with participating youth, their families, and mentors to ensure program quality and to provide any needed 
support.

Leadville, 
CO

Tier 3 $108,000.00
Youth Crime & 
Violence Prevention

Lake

Girls on the Run of the Rockies (www.girlsontherunrockies.org) Girls on the Run of the Rockies - GOTR is a physical activity-based 
positive youth development after-school program for youth who identify as female or nonbinary ages 8-13 that uses an evidence-based 
curriculum and the power of physical activity to support physical, emotional, social, and academic development of girls during a 
critical developmental period, to teach skills to prevent at-risk behaviors, and to emphasize the potential of every girl.

Greenwood 
Village, CO

Tier 1 $25,000.00
Student Dropout 
Prevention

Adams, Arapahoe, Boulder, Denver, 
Douglas, El Paso, Jefferson, Larimer, 
Morgan, Pueblo, Rio Grande, Teller, 
Weld

Groundwork Denver (www.groundworkcolorado.org) Green Team Youth Employment Program - The Green Team Youth 
Employment Program provides paid job training and leadership opportunities for youth (ages 14-18) and young adults (ages 19-24) to 
work on neighborhood improvement projects in their own communities. Participants work 20-30 hours per week during the summer 
and 10 hours per week during the school year to address healthy food access, natural resource management, water stewardship, 
outdoor recreation, environmental and health education, and civic engagement. In addition to providing job training to help youth 
develop a strong work ethic, GWD uses restorative justice and PYD practices to support youth's emotional and mental wellness, teach 
them hard and soft skills vital to healthy development, and identify and support them in growing their strengths.

Denver, CO Tier 2 $100,000.00
Youth Crime & 
Violence Prevention

Adams, Arapahoe, Denver

Gunnison Hinsdale Youth Services dba Gunnison Valley Mentors (www.gunnisonmentors.com) Gunnison Valley Mentors - Gunnison 
Valley Mentors is a nonprofit youth mentoring organization serving Gunnison and Hinsdale Counties. Like many rural communities, 
Gunnison County experiences high rates of substance use among youth and adults that lead to lack of school-engagement, 
polysubstance use, high suicide rates, social isolation and other mental health concerns. GVM works with Gunnison County JS in a 
comprehensive prevention framework to enhance and expand existing universal prevention education in the schools for youth, 
universal parent education, 1:2:1 mentoring for referred youth (indicated / selective), and to amplify Restorative Practices in schools.

Gunnison, 
CO

Tier 3 $95,751.00
Alcohol, Tobacco & 
Other Drug 
Prevention

Gunnison, Hinsdale

I Have A Dream Foundation - Colorado (www.cihadf.org) Colorado "I Have A Dream" Foundation - Colorado "I Have A Dream" 
Foundation is a long-term partner to youth, traveling side-by-side with the same group of youth and families as they navigate 
education and life, offering academic, social, and mental health support as they learn, grow, and achieve their dreams. We are 
uniquely positioned to deliver results because of the long-lasting, deep relationships we build with families starting in elementary 
school and continuing through college and into a career. Our youth graduate high school with knowledge, skills and behaviors that 
make them more prepared to enter college and the workforce. We dare our youth to dream big dreams, as we work to bring about 
meaningful change in our community.

Denver, CO Tier 1 $25,000.00
Student Dropout 
Prevention

Denver

Jacob Family Services, Inc. dba The Jacob Center (www.jacobcenter.org) Community Coaching Program - The Community 
Coaching Program (CCP) is a mentoring program that aims to provide short-term, goal-focused support services to youth who are at-
risk of out-of-home care due to abuse and/or neglect. The CCP teaches body and mind regulation skills, independent living skills, self-
sufficiency, mastery, and relatedness to youth and families. Using trauma-focused and Trust Based Relational Intervention® (TBRI®) 
informed services, staff members meet weekly in the community or the home of at-risk youth and create individual resiliency plans. 
Coaches also can act as community resource navigators to help steer families in the direction of community resources and trainings 
(including internal TBRI® caregiver series classes) to help promote lasting and healthy family relationships.

Fort Collins, 
CO

Tier 1 $25,000.00
Child Abuse & 
Neglect Prevention

Larimer, Mesa, Weld
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Karis, Inc. (www.thehousegj.org) Street Outreach Program - The Street Outreach Program (SOP) employs Street Outreach Workers 
(SOW) and a Street Outreach Case Manager (SO CM) that reach out to homeless, unaccompanied youth ages 13-24 in Mesa County and 
links them to interventions that reduce youth crime and violence. SOP staff deliver services on the street, in coffee shops, at fast 
food restaurants and at the SOP drop-in center. Staff assist youth in accessing services to increase protective factors, such as finding 
employment, enrolling in school, building positive connections with caring adults and peers, improving mental and physical health, 
and finding housing so that youth can leave the streets.

Grand 
Junction, 
CO

Tier 3 $204,805.00
Youth Crime & 
Violence Prevention

Mesa

Karis, Inc. (www.thehousegj.org) The House - The House is an emergency shelter for homeless youth in Mesa County that provides 
research-based services and interventions that help reduce youth crime and violence. Specifically, the House provides intensive case 
management, peer activity groups, innovative mental health services, family reunification services, and educational and housing 
supports. These services are designed to help youth reach HOME: Housing that is safe and stable, Ongoing positive relationships, 
Meaning through education and employment, and Emotional, physical, and psychological well-being.

Grand 
Junction, 
CO

Tier 3 $167,418.00
Youth Crime & 
Violence Prevention

Mesa

Lake County Government dba Get Outdoors Leadville! (https://www.getoutdoorsleadville.org/) Pathways -  GOL!'s Pathways 
program fosters youth development and leadership amidst the backdrop of Lake County's outdoor landscape. Through Positive Youth 
Development practices and mentored summer employment, our participants develop relationships with trusted adults, build positive 
peer connections, and gain skills that prepare them for future academic and employment opportunities.

Leadville, 
CO

Tier 2 $99,982.00
Student Dropout 
Prevention

Lake

Maria Droste Services of Colorado dba Maria Droste Counseling Center (www.mariadroste.org) Children First - MDCC's Children 
First program provides school-based counseling services to hundreds of at-risk children and youth in the Denver area so they can 
develop new skills, improve peer relationships, focus on academics, and succeed in school.

Denver, CO Tier 2 $98,800.00
Student Dropout 
Prevention

Adams, Arapahoe,Baca, Denver, 
Jefferson

Medicine Horse Program (https://www.medicinehorse.org/) Medicine Horse Youth Program - Medicine Horse uses Equine Assisted 
Learning to incorporate experiential activities with horses into a guided framework facilitated by a licensed practitioner. Participants 
in our program benefit from elevated self-esteem, self-efficacy, self-awareness, and improved communication resulting in increased 
overall well-being.

Longmont, 
CO

Tier 1 $25,000.00
Alcohol, Tobacco & 
Other Drug 
Prevention

Adams, Boulder, Broomfield, Weld

Morgan County Family Center, Inc (https://morganfamilycenter.org/) Parents As Teachers - Parents as Teachers (PAT) is an 
evidence-based program designed to teach parents the importance of their role as their child's first teacher. Services offered are 
home visits to families; health, hearing, vision, and developmental screenings of children; group meetings providing families a link to 
community resources and social connections. Results, proven and profound, include a narrowed achievement gap in school, improved 
parenting skills and ultimately, the prevention of Child Abuse and Neglect.

Fort Morgan, 
CO

Tier 3 $118,000.00
Child Abuse & 
Neglect Prevention

Morgan

New Legacy Charter High School (www.newlegacycharter.org) Parenting Education Program (PEP) - NLCS is a school designed 
primarily to serve teen parents and their children and includes a high school and a free, onsite Early Learning Center (ELC) for the 
children of parenting students. NLCS' Parenting Education Program (PEP) is an essential program, required of all pregnant and 
parenting students, that uses a research-informed curriculum to prevent child abuse and neglect among this vulnerable population. 
PEP includes a required Parenting Lab (which allows parents to spend time in their child's classroom in the onsite ELC and put into 
practice what they have learned in class) as well as an optional pathway to take more in-depth classes and earn a Child Development 
Associate certification (which allows students to work in early childhood upon graduation).

Aurora, CO Tier 3 $82,611.00
Child Abuse & 
Neglect Prevention

Adams, Arapahoe, Denver, Jefferson

New Legacy Charter High School (www.newlegacycharter.org) Real-World learning (RWL) - NLCS, a school designed primarily for 
teen parents & their children, includes a Real-World Learning (RWL) program serving low-income students who may otherwise need to 
drop out of school to support their families. RWL offers hands-on learning that grows students' professional networks & earning 
potential while allowing them to stay in school. Programming falls along 3 tracks: Level 1: RWL classes, career exploration, and 
student exhibitions (100% of NLCS students participate in Level 1) ; Level 2: shadow days, informational interviews, career fairs, 
interest-based projects (80% of students participate in Level 2) ; Level 3: jobs for which students can earn school credit, paid or 
unpaid internships, college classes, certifications (60% of students participate in Level 3)

Aurora, CO Tier 3 $80,894.00
Student Dropout 
Prevention

Adams, Arapahoe, Denver

Office of the 22nd Judicial District Attorney's (http://montezumacounty.org/web/services/district-attorney/) Community Based 
Restorative Justice Program - The program works to incorporate restorative justice practices into work with youth on diversion. 
Restorative justice components are built into work with both at risk youth, families, victims and the community. RJ is included in case 
planning and restorative circles involving youth, their families and their victims.

Cortez, CO Tier 1 $25,000.00
Youth Crime & 
Violence Prevention

Dolores, Montezuma

One Colorado Education Fund (www.one-colorado.org) Youth & Community Engagement - Through its Youth & Community 
Engagement program, One Colorado Education Fund supports youth connections to caring adults, fosters positive peer relationships, 
creates safe spaces, and promotes youth leaders. OCEF accomplishes this by supporting 373 Gender and Sexuality Alliances (GSAs) 
throughout Colorado, hosting two GSA summits to convene youth and adults to instill leadership skills and promote youth voices, 
engaging the GSA Leadership Council who leads One Colorado Education Fund's youth agenda, engaging parents to support LGBTQ 
youth, and convening the Colorado Queer Youth Network (CQYN), a co-learning and action network that engages youth and adult 
partners to co-create solutions to youth-identified community issues.

Denver, CO Tier 3 $213,582.00
Youth Crime & 
Violence Prevention

Statewide

Onward! A Legacy Foundation dba School Community Youth Collaborative (www.scyclistens.org) Mancos-Botvin Life Skills - 
SCYC's Botvin Life Skills program works with middle school youth in Mancos Schools in order to decrease substance use, violence and 
bullying. The life skills teachings support youth in developing social, emotional learning to support them throughout their life, 
allowing them to be more connected to their peers, trusted adults and community.

Cortez, CO Tier 2 $33,838.00
Youth Crime & 
Violence Prevention

Montezuma
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Ouray County Schools Community Resource Consortium dba Voyager Youth Program (www.voyageryouth.org) After School 
Program - Voyager's After School Program offers a safe place for all children ages 3 to 12 to go after school where they read, get 
homework help, eat, participate in outdoor and creative play, and develop connections with peers, community, and nature. Through 
a Positive Youth Development lens, we create an environment in which youth thrive and staff and parents collaborate in developing 
resilient youth.

Ridgway, CO Tier 2 $65,105.00
Youth Crime & 
Violence Prevention

Ouray

Parent Possible (www.parentpossible.org) Home Instruction for Parents of Preschool Youngsters (HIPPY) - Home Instruction for 
Parents of Preschool Youngsters (HIPPY) is an evidence-based parent involvement, school readiness program that helps parents play 
an active role in preparing their young children for success in school and beyond. HIPPY is a peer-delivered model with trained home 
visitors providing weekly home visits, working one-on-one with parents of preschool aged children (ages 2-5). In addition to weekly 
home visits, the program provides monthly group meetings to increase social connections and support in times of need.

Denver, CO Tier 4 $192,470.00
Child Abuse & 
Neglect Prevention

Adams, Alamosa, Arapahoe, Conejos, 
Costilla, Denver, Jefferson, Rio Grande, 
Saguache, Weld

Parent Possible (www.parentpossible.org) Parents as Teachers - Parents as Teachers (PAT)  is an evidence-based parent education 
and support program designed to empower parents as their child's first teacher. PAT works with families from pregnancy through 
kindergarten and builds strong communities, thriving families, and children who are healthy, safe, and ready to learn. PAT provides 
parents with personal visits, group meetings, a resource network, and hearing, vision, and developmental screening for children. 
These activities increase parent knowledge of early childhood development, improve parenting practices, provide early detection of 
developmental delays and health issues, prevent child abuse and neglect, and increase children's school readiness and success in life.

Denver, CO Tier 4 $565,982.00
Child Abuse & 
Neglect Prevention

Adams, Alamosa, Arapahoe, Bent, 
Boulder, Conejos, Costilla, Crowley, 
Delta, Denver, El Paso, Jefferson, La 
Plata, Larimer, Las Animas, Mesa, 
Montrose, Otero, Ouray, Routt, 
Saguache, San Miguel, Weld

Right On Mobile Education (https://rightonmobileeducation.org/) ROME YDOP - ROME YDOP provides educational and mentoring 
services to prevent youth from dropping out and help them acquire life skills. We aim to help youth succeed in academic and day-to-
day experiences.

Denver, CO Tier 1 $25,000.00
Student Dropout 
Prevention

Adams

Roshni (Roshniislight.org) New American Stories - There is tremendous power in storytelling. It heals, uplifts, and inspires. By giving 
ownership we instill confidence among participants and provide continued motivation to see the project from start to finish and an 
incredible sense of accomplishment at the final presentation. The New American Stories is a process-based Arts program intended to 
provide a creative outlet to about 150 youths. About 6-8 groups of 8-12 youth will participate in Performing Art activities like role-
playing, storytelling, illustration, etc that are intended to provide the right stimulus and setting for an understanding of self and one's 
place in a group, increase connection with peers and promote positive mental and physical health and over-all well being.

Aurora, CO Tier 2 $95,000.00
Youth Crime & 
Violence Prevention

Adams, Arapahoe, Denver

San Miguel Mentoring Program dba One to One Mentoring (onetoonetelluride.org) Community Mentoring Program (CMP) - SMMP 
operates the Community Mentoring Program for children and youth ages 5-18 in San Miguel County and the West End of Montrose 
County. The program is rooted in established mentoring practices, as defined by Elements of Effective Practices for Mentoring, and 
encompasses recruitment, screening, training, matching, initiating, monitoring, support, and closure. Screened volunteer adults are 
matched by shared experiences, personality and similar interests with a child/youth, who was referred by families, schools and 
agencies to focus on a range of needs. Matches spend time weekly exploring activities based on the interests and desires of the 
child/youth.

Telluride, 
CO

Tier 2 $63,974.00
Alcohol, Tobacco & 
Other Drug 
Prevention

Alamosa, Dolores, Montrose, San Miguel

San Miguel Resource Center (www.smrcco.org) Youth Violence Prevention Program - San Miguel Resource Center's Youth Violence 
Prevention Program uses a Positive Youth Development approach to teach social-emotional skills to students in grades KG-12 in the 
Telluride, Norwood and West End school districts of San Miguel and West Montrose counties. Programming focuses on building 
resiliency and healthy life skills through lessons, workshops and clubs centered on topics such as healthy communication, conflict 
resolution, healthy relationships, emotion management, safety, consent, inclusion and tolerance.

Telluride, 
CO

Tier 2 $97,250.00
Youth Crime & 
Violence Prevention

Montrose, San Miguel

Shiloh Home, Inc dba Shiloh House, Inc (www.shilohhouse.org) Parents As Teachers - Shiloh's Parents As Teachers program is an 
evidenced-based, two-generation approach. Trained parent educators partner with families to improve parenting practices, increase 
knowledge of early childhood development, and support family well-being. Through home visits and ongoing assessment, parent 
educators are able to provide early detection of developmental delays and health issues, help in the prevention of child abuse and 
neglect, and increase school readiness and success. Visits occur during a child's earliest years in life, from prenatal through 
kindergarten.

Littleton, 
CO

Tier 2 $55,000.00
Child Abuse & 
Neglect Prevention

Adams, Arapahoe, Denver, Douglas, 
Jefferson

Sims Fayola Foundation (www.sffoundation.org) Empowered Ambition Youth Development Program for Young Men -  EAYD is a 
social-emotional skill, character, and mental/behavioral wellness development curriculum for young men and boys of color ages 9 - 
18. EAYD engages the young men in the development of these skills with a focus on deep and reflective discussions, movement-based 
learning, and principles grounded in cultural tenets. EAYD uses an instructional framework grounded in the best practices of 
mentoring young men and boys of color, cultural tenets, CASEL's five SEL tenets, and Afrocentric pedagogical practices.

Denver, CO Tier 3 $253,922.00
Alcohol, Tobacco & 
Other Drug 
Prevention

Adams, Arapahoe, Denver

SOS Outreach (www.sosoutreach.org) SOS Outreach Multi-Year Enhanced Youth Mentoring - SOS Outreach uses snow sports to 
engage youth in a mentor-driven, experientially-based prevention program using an evidence-based progressive curriculum designed 
to enhance a sense of belonging and positive relationships, enhance self-regulation through SEL skills, and develop strong character 
by applying core values through community service. The PYD-aligned program goals combat issues that research shows are related to 
dropping out of school and other negative life outcomes.

Edwards, CO Tier 3 $162,525.00
Student Dropout 
Prevention

Adams, Denver, Eagle, La Plata, Lake, 
Moffat, Routt, Summit
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Southern Colorado Community Action Agency (www.sococaa.org) Project Venture - We use an evidence-based curriculum designed 
through consultation with elders and developed by the National Indian Youth Leadership Project. There are 6 guiding principles to the 
program: Culture and Tradition, Strengths-based approach, Experiential education, Engagement with nature, Service Ethic, and 
Connection-building. Project Venture has an emphasis on social and emotional competencies to cultivate a healthy sense of 
stewardship for the outdoors, and enhance cultural knowledge and ultimately reduce substance use, suicide, crime and violence in 
youth. This program provides youth with a culturally-based opportunity to experience a wide variety of outdoor recreation adventures 
and leisure-time activities which are out of their daily norm and ability to access.

Ignacio, CO Tier 2 $100,000.00
Alcohol, Tobacco & 
Other Drug 
Prevention

Southern Ute

Spring Institute for Intercultural Learn (springinstitute.org) Home Instruction Program for Preschool Youngsters (HIPPY) - Spring 
Institute will offer an evidence-based home visiting program, Home Instruction Program for Preschool Youngsters (HIPPY), for 
refugees and immigrant families with children ages 2-5 living in Denver and Aurora. The program will serve families living in at-risk 
communities and provide parent education, provide interactive parent and child activities, and offer job opportunities for parents to 
serve as home visitors. The program will reach families otherwise not served through preschool or early childhood education and 
provide home visitors that reflect the ethnicity and language spoken in the home.

Denver, CO Tier 3 $56,654.00
Child Abuse & 
Neglect Prevention

Adams, Arapahoe, Denver

Sun Valley Youth Center dba SVYC (www.sunvalleyyouthcenter.org) Community-Wide Trust Based Relational Intervention 
Training - Trust Based Relational Intervention (TBRI) is an attachment-based, trauma-informed intervention that meets the complex 
needs of vulnerable children and youth. SVYC staff have been trained extensively in TBRI, and will share this training with parents, 
teachers and other service providers. These efforts will increase positive youth development and will build social cohesion, both of 
which have been statistically proven to reduce youth crime.

Denver, CO Tier 2 $73,633.00
Youth Crime & 
Violence Prevention

Denver

TEENS, Inc. (www.teensinc.org) Chinook West - TEENS, Inc.'s Chinook West High School is a fully accredited, Boulder Valley School 
District contract high school that serves up to 30 at-risk youth in the rural Nederland/Peak to Peak Region who have been 
unsuccessful in the traditional school setting. It is the only alternative high school in the region for teens that have dropped out of 
traditional school or are at risk of dropping out. Students leave prepared to make responsible choices about emotional and personal 
well-being and have the life and academic skills to accomplish their goals.

Nederland, 
CO

Tier 3 $194,379.00
Alcohol, Tobacco & 
Other Drug 
Prevention

Boulder, Gilpin, Jefferson

TEENS, Inc. (www.teensinc.org) Out of School Time - TEENS, Inc.'s Out-of-School-Time program uses job training, recreation and 
leadership training to engage teens in constructive activities focused on skill building, resiliency, and developing positive youth-adult 
relationships, which together support healthy decision-making and academic persistence. Leadership and recreation includes outdoor 
multi-day leadership retreats, Youth Advisory Board to the Nederland Town Board, rock-climbing sessions, and a weekday drop-in 
center for teens. Youth are employed as Peer Supervisors year-round at the drop-in center where they plan and oversee daily 
activities while developing life-effectiveness and career readiness skills. Each year, OST serves more than 300 young people ages 11-
21.

Nederland, 
CO

Tier 3 $137,256.00
Student Dropout 
Prevention

Boulder, Gilpin

TEENS, Inc. (www.teensinc.org) Summer Youth Employment -  TEENS, Inc.'s Summer Youth Employment programs provide access to 
training and a wage to help teens build life-effectiveness and career readiness skills, increase resiliency, and develop positive youth-
adult relationships, which together support healthy decision-making and academic persistence. TEENS, Inc. Youth Corps and Team 
Works are summer-only positions where youth work outdoors to complete conservation oriented projects. Each year, Summer Youth 
Employment programs serve nearly 100 young people ages 11-24.

Nederland, 
CO

Tier 3 $113,697.00
Student Dropout 
Prevention

Adams, Arapahoe, Boulder, Clear Creek, 
Denver, Gilpin, Jefferson, Park

The Conflict Center (https://conflictcenter.org/) Rethinking Conflict - Rethinking Conflict classes provide youth with practical skills 
that build their capacity to understand and manage emotions and navigate conflict in a healthy manner. These skills increase youths' 
abilities to communicate more effectively, make healthy decisions and prevent violence and other problem behaviors. The curriculum 
is specifically designed to reduce problem behaviors and the likelihood that youth will have contact with juvenile and criminal justice 
systems. Classes serve court-ordered, school-referred and voluntary youth on-site at TCC's building and off-site at school-based 
locations. Parents/guardians are typically involved in half of the on-site sessions.

Denver, CO Tier 2 $42,595.00
Youth Crime & 
Violence Prevention

Adams, Arapahoe, Denver, Jefferson

The Greeley Dream Team, Inc (www.thegreeleydreamteam.org) The Greeley Dream Team K8 Program - GDT empowers a diverse 
student population to succeed in school, graduate from high school, and enroll in post-secondary education. GDT offers a long-term 
support continuum that begins in 6th grade, continues through 12th grade, and extends 2 years into their post-secondary 
pursuits?combining individualized and group-based advising services that leverage students' unique strengths and keep them on a path 
toward academic success. This grant will build on GDT's existing K8 Program by adding 2 new K8 schools (Madison & Tointon) as well 
as 2 new FTE Advisors, expanding GDT's capacity and ability to provide students increased connections to caring adults and access to 
positive peer relationships by nearly 23%.

Greeley, CO Tier 3 $241,582.00
Alcohol, Tobacco & 
Other Drug 
Prevention

Weld

The Kempe Foundation (http://kempe.org) Fostering Healthy Futures - Fostering Healthy Futures (FHF) is an evidence-based, 
positive youth development program for preteens and teens who are in foster care or at risk of out-of-home care due to abuse and/or 
neglect. Fostering Adolescent Skills through Mentoring (FASM) is an evidence-based curriculum for mentoring agencies serving youth 
at risk for violence and delinquency. All FHF programs use a combination of individual mentoring and skills training to promote 
healthy development, strong interpersonal connections, and multiple competencies in young people, thereby reducing risk factors for 
adverse outcomes, including substance use, violence, and delinquency.

Aurora, CO Tier 4 $420,890.00
Youth Crime & 
Violence Prevention

Adams, Arapahoe, Boulder, Denver, El 
Paso, La Plata, Mesa, Pitkin, Pueblo
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The YESS Institute (www.yessinstitute.org) High School Engagement Program - YESS' High School Engagement Program delivers 
dropout prevention programming to ensure students stay in school and graduate. We partner with two high schools in DPS and one in 
WPS to build inclusive learning communities and support underestimated students with SEL, mental health, and behavioral support 
tools to achieve inclusive and equitable academic and social growth. This daily, for-credit elective follows our SEL curriculum and 
uses a cross-age peer mentoring model that pairs students with similar "cultural-zipcodes": shared cultural and social experiences that 
have shaped their personal beliefs. YESS mentors and mentees work together throughout the year to develop social-emotional, 
academic, and leadership skills that reconnect disengaged students to a positive school culture.

Denver, CO Tier 3 $146,338.00
Student Dropout 
Prevention

Adams, Denver

The YESS Institute (www.yessinstitute.org) Middle School Engagement Program - YESS' Middle School Engagement Program delivers 
dropout prevention programming to ensure students stay in school and graduate. We partner with four Westminster Public Schools 
(WPS) middle schools to build inclusive learning communities and support underestimated students with SEL, mental health, and 
behavioral support tools to achieve equitable and inclusive academic and social growth. This daily, for-credit class follows our SEL 
curriculum and uses a cross-age peer mentoring model that pairs students with similar "cultural-zipcodes": shared social and cultural 
experiences that shape their personal beliefs. YESS mentors and mentees work together throughout the year to develop social-
emotional, leadership, and academic skills that reconnect disengaged students to a positive school culture.

Denver, CO Tier 3 $195,117.00
Student Dropout 
Prevention

Adams

Tigray Ethiopian Community Association dba Tigray Community Colorado (https://tigraycommunitycenter.org) Youth Mental 
Health - The Tigray Community Center provides proactively addresses the substantial increase in depression, suicide and drug misuse 
among Tigrayans youth in the Denver metro area by providing our Tigrayan Youth Mental Health Program. The Tigray Community 
Center provides a culturally relevant, affirming, healing space where Tigrayan youth can express their griefs and find comfort. The 
Tigrayan Youth Mental Health Program provides one-on-one therapy, group youth therapy, and family therapy for Tigrayan youth to 1) 
understand and work through their emotions and trauma, 2) build strong relationships with themselves, their families and their 
community, and 3) gain healthy coping mechanisms and resources.

Denver, CO Tier 1 $25,000.00
Alcohol, Tobacco & 
Other Drug 
Prevention

Arapahoe, Denver

True North Youth Program (www.truenorthyouthprogram.org) True North Youth Program - True North Youth Program provides 
five, year-round programs for teens in San Miguel and west Montrose Counties: (i) Community Service Learning, (ii) Positive Youth 
Development through Outdoor Recreation, (iii) Rising Stars Summer Bridge Program, (iv) Academic Tutoring and Support, and (v) 
Workforce Readiness and College Access including Scholarship Awards. All of True North's programs, activities and services are free of 
charge. MISSION: True North inspires individual determination and teaches self-advocacy by providing year round positive youth 
development programs for teens in our rural San Miguel region who have limited access to resources, opportunities, and support. 
VISION: With the support of adult Navigators, we envision that every teen participant in True North Youth

Telluride, 
CO

Tier 2 $75,000.00
Student Dropout 
Prevention

Montrose, San Miguel

Turning Point of the City (turningpointcity.com) Turning Point of the City - TPC's mission is to successfully continue to develop a 
connected approach to re-integrating Colorado youth who have interacted with the justice system back into positive school and social 
communities to prevent recidivism, ensuring that youth are successful after interactions with the youth justice system into healthy 
school and community settings committed to restorative practices.

Littleton, 
CO

Tier 1 $25,000.00
Youth Crime & 
Violence Prevention

Arapahoe, Denver

University of Colorado Denver (https://coloradosph.cuanschutz.edu/about-us/mission-vision) Youth Engaged Strategies to Change 
Adolescent Norms (YES-CAN!) Program - YES-CAN! (Youth Engaged Strategies to Change Adolescent Norms) is a school-based program 
designed to reduce youth nicotine vaping. A local teacher leads high school (HS) students in learning about the health risks of vaping, 
story development, video production, and presentation skills. HS students develop narrative videos that convey vaping prevention 
messages intended to: a) promote refusal skills, stress management and positive coping, b) change social norms related to vaping, and 
c) prevent vaping initiation and promote cessation. They deliver their videos to middle school students in classroom sessions that 
include prevention-related discussions and activities. YES-CAN! will be implemented in up to three Aurora Public School (APS) District 
high schools and middle schools.

Aurora, CO Tier 1 $25,000.00
Alcohol, Tobacco & 
Other Drug 
Prevention

Arapahoe

Valley Settlement (www.valleysettlement.org) El Busesito - El Busesito Preschool provides preschool education to 96 children each 
year. Mobile buses that have been retrofitted as preschool classrooms travel to under-resourced neighborhoods to deliver free, 
bilingual, culturally-responsive preschool education to families who would otherwise not have access to early education. The goals of 
the program are to advance children's school readiness and facilitate their cognitive, social-emotional, and language development, 
while at the same time increasing parents' sense of confidence in their parenting and engagement in their child's education and 
community.

Glenwood 
Springs, CO

Tier 3 $191,626.00
Student Dropout 
Prevention

Eagle, Garfield

Valley Settlement (www.valleysettlement.org) Learning with Love - Learning with Love/Aprendiendo con Amor (LWL) is Valley 
Settlement's education and coaching program for parents/caregivers (parents) and their children ages zero to three. The primary 
goals of the program are to ensure children's physical, cognitive, linguistic, and social-emotional needs are met; help parents become 
better advocates for themselves and their children; and increase parenting self-confidence and sense of belonging. LWL uses a unique 
model of group classes and in-home coaching using techniques based on the Parents as Teachers curriculum.

Glenwood 
Springs, CO

Tier 3 $254,437.00
Child Abuse & 
Neglect Prevention

Eagle, Garfield, Pitkin

VORP of Denver  (www.ccfcdenver.org) Youth Leadership and Healing Institute - The Youth Leadership and Healing Institute 
provides culturally rooted, healing informed leadership and rites of passage programs for BBIPOC youth who have been 
disproportionately impacted by various forms of violence. These programs are intended to support youth in healing from trauma, 
create strong relationships with family, peers, and schools, and support future decision making so youth can reach their full potential 
and not engage in violence and crime.

Denver, CO Tier 3 $445,815.00
Youth Crime & 
Violence Prevention

Adams, Arapahoe, Denver, Jefferson
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Women's Wilderness Institute (https://womenswilderness.org/) Girls Lead for Life -  GLFL is a free after-school program for girls and 
non-binary people from underserved backgrounds that uses climbing to support leadership and social-emotional development. Girls 
participate in weekly sessions at an indoor rock climbing gym, and each session includes activities specifically designed to support 
these goals. The program layers after-school climbing sessions with a curriculum focused on identifying and managing emotions, 
communication skills, healthy coping mechanisms, self-expression and self-acceptance, and building positive peer and adult 
relationships.

Boulder, CO Tier 2 $52,185.00
Alcohol, Tobacco & 
Other Drug 
Prevention

Adams, Arapahoe, Denver, Douglas

Women's Wilderness Institute (https://womenswilderness.org/) Outdoor Girl Immigrant Refugee Leadership Series - Serving 
individuals from over 15 different countries, OG is an after school program that leverages the power of connection to the outdoors 
and physical activity to support the mental health, social connectivity, and life skills development of adolescent girls who identify as 
immigrants, refugees, and asylees. The program layers weekly life skills sessions with outdoor recreation experiences (nature 
immersion, hiking, indoor and outdoor rock climbing) for girls and occasionally their caregivers/parents. Sessions are led by a 
combination of certified female outdoor guides, community leaders, and local youth mentors who hold similar identities as the girls.

Boulder, CO Tier 2 $45,675.00
Alcohol, Tobacco & 
Other Drug 
Prevention

Adams, Arapahoe, Denver, Douglas

Young Men's Christian Association of Boulder Valley dba YMCA of Northern Colorado (www.ymcanoco.org) Longmont YMCA Teen 
Programs - The Longmont Y offers teen programs five days a week to support at-risk teens in the Longmont Community where few 
resources exist during out-of-school time for this age group. The Longmont YMCA provides a number of teen programs which are open 
to teens 5 days a week to support at-risk teens in the Longmont Community where few resources are available for teens during out of 
school hours. We feel this population can benefit most from the opportunities provided as activities offer positive and safe outlets for 
teens. Activities include afterschool sports, Teen Night Out events, volunteer opportunities, school days off support and job training 
programs. Our goal is to provide engaging opportunities to help teen succeed and thrive.

Lafayette, 
CO

Tier 1 $25,000.00
Youth Crime & 
Violence Prevention

Boulder, Weld

Youth on Record (www.youthonrecord.org) Young Creative Ecosystem - The Young Creatives Ecosystem (YCE) consists of YOR's five 
out-of-school programs that strengthen young minds and resiliency through art. YOR is taking a wholistic approach to building, 
managing and growing this ecosystem to ensure programs are youth-led and designed and centered in community care and positive 
youth development. The YCE concept is rooted in collaborative youth voice, with the goal to develop best practices designed by and 
for young people that support young artists in sharing their stories.

Denver, CO Tier 2 $70,000.00
Youth Crime & 
Violence Prevention

Adams, Arapahoe, Denver

$10,206,020.00

1. Program Descriptions were written and provided by grantees at the time of Request for Application submission.
2. Location of lead office but may have more offices across the state. 
3. Award is based on TGYS Board decisions.
4. Funding category was selected by grantee at the time of Request for Application submission. 
5. Counties projected to be served by program. 
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All American Families dba FAMILIES PLUS (www.familiesplus.net) Families Plus - Colorado cares about all children! Families Plus 

offers a proven high-impact program for children in the most challenging circumstances, wrapping them in mentoring relationships, 

leadership opportunities, generous community support for their families, and continuous long-term inputs that will reduce substance 

abuse risk factors and enhancing protective factors, reduce violence, prevent child abuse, and keep youth in school. Families Plus 

parents, staff, and mentors dedicate to work together with participating youth to prevent substance use.

Delta, CO Tier 2 $61,870.00
Marijuana & ATOD 

Prevention
Delta

Art from Ashes Inc (www.artfromashes.org) Phoenix Rising Creative Empowerment Program - Phoenix Rising is an award-winning 

creative youth empowerment program that facilitates health and hope through expression, connection and transformation. AfA's 

workshops provide struggling youth the ability to move past their limitations and discover hope, humanity, and self-determination 

through the power of creativity.

Denver, CO Tier 2 $40,000.00
Marijuana & ATOD 

Prevention

Adams, Arapahoe, Bouler, Broomfield, 

Denver, Jefferson,

Asian Pacific Development Center (www.apdc.org) Leaders Among Leaders - The Leaders Among Leaders (LAL) program equips 

immigrant, refugee and at-risk youth with the skills needed to better advocate for themselves and their communities where they have 

been marginalized because of race, ethnicity, economic background, and/or refugee/immigration status. Youth learn various prevention 

and intervention skills to succeed academically, socially and emotionally. LAL is an incentivized program that helps students gain new 

skills to successfully navigate the challenges faced in school, and it keeps the target population on a path toward success. These 

students are at high risk of dropping out of school, joining a gang and being victims of violence.

Aurora, CO Tier 3 $138,716.00
Youth Crime & 

Violence Prevention
Adams, Arapahoe

Aspire 3D (http://www.aspire3d.org) Kids Club - The Aspire 3D Kids Club is a holistic program developed in partnership with caregivers 

and community partners with the goal of preventing child abuse and neglect among youth living in low-income housing. This innovative 

model activates the assets of neighbors, community spaces, and affordable housing to improve protective factors such as education and 

social connections for at-risk youth. Kids Club is enriched with on-site, individualized navigation services provided by a highly skilled 

social worker, ensuring that every child has the opportunity for a brighter future.

Loveland, 

CO
Tier 1 $25,000.00

Child Abuse & 

Neglect Prevention
Larimer

Aurora Community Connection (www.auroracommunityconnection.com) Early Childhood Education & Support - Through the use of 

the Parents as Teachers (PAT) home visitation program and Latino Family Literacy Project's culturally-responsive coursework, this 

program will equip Latino immigrant families with the knowledge and skills necessary to be their children?s first teachers, toward the 

goal of preventing child abuse and neglect, while also supporting future school engagement and success.
Aurora, CO Tier 3 $189,253.62

Child Abuse & 

Neglect Prevention
Adams, Arapahoe

Aurora Community Connection (www.auroracommunityconnection.com) Supporting School Success for Latino Immigrants - ACC's 

Supporting School Success for Latino Immigrants program engages children and teens in regular out-of-school learning opportunities 

related to literacy, school engagement, academic achievement and college and career preparedness, beginning in early elementary 

school and continuing through the end of high school. Elements of this program will be modeled after that of Adelante Hispanic 

Achievers to ensure particular relevance for Latino immigrant youth. By offering programming and support to children, youth and their 

parents across many years, ACC supports high school graduation, college enrollment and economic strength, towards the ultimate goal 

of preventing youth crime and violence.

Aurora, CO Tier 3 $192,869.00
Youth Crime & 

Violence Prevention
Adams, Arapahoe

Tony Grampsas Youth Services

Funded Programs

SFY21-23 Grant Cycle

SFY23 Grantees
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Big Brothers Big Sisters of Colorado Inc (http://biglittlecolorado.org) Big Brothers Big Sisters of Colorado Community Based 

Mentoring Program - The Big Brothers Big Sisters of Colorado Community Based Mentoring Program provides one-to-one mentoring for 

youth facing adversity in metro Denver and Colorado Springs. Youth benefit from strong and enduring mentoring relationships with adult 

volunteer mentors; these relationships impact youth in three primary areas: social-emotional competence, educational success, and 

avoidance of risky and/or delinquent behavior.

Englewood, 

CO
Tier 3 $500,000.00 

Youth Crime & 

Violence Prevention

Adams, Arapahoe, Boulder, Broomfield, 

Chaffee, Denver, Douglas, El Paso, 

Jefferson, Larimer, Park, Pueblo

Blue Bench, The (www.thebluebench.org) Uniting in Action: Creating a Culture to Prevent Sexual Violence (Uniting in Act - The 

Blue Bench empowers high school-aged youth to change social norms contributing to sexual violence in their communities. Through 

participation in an eight-module/multi-session curriculum, Uniting in Action, participants gain an understanding of the dynamics of 

sexual violence; increase recognition of sexually violent attitudes and behaviors; build empathy for survivors; and are equipped with 

knowledge and skills to safely intervene before, during, or after sexual violence occurs. Youth increase confidence, motivation, and 

ability to create a culture in which sexually violent behaviors are prevented, where perpetrators of sexual violence are identified, and 

where survivors feel safe to seek support and resources.

Denver, CO Tier 3 $106,957.00
Youth Crime & 

Violence Prevention

Adams, Arapahoe, Denver, Douglas, 

Jefferson

Boulder County Public Health (https://www.bouldercounty.org/) OASOS- OASOS (Open and Affirming, Sexual Orientation and gender 

identity Supports) is Boulder County Public Health's program for lesbian, gay, bisexual, transgender, queer, intersex, and asexual 

(LGBTQIA+) youth. OASOS is committed to preventing bullying, harassment, discrimination, and violence in order to build safer, 

healthier, more affirming schools and communities for our youth. By providing pro-social support groups, one-on-one resource 

navigation, school-based programming, advocacy, training, health education, leadership development, and other youth-driven 

activities, OASOS works to create an environment where LGBTQIA+ youth can flourish and thrive.

Boulder, CO Tier 3 $150,000.00
Youth Crime & 

Violence Prevention
Boulder, Weld

Boulder Preparatory High School (www.boulderprep.org) Boulder Prep Dropout Prevention Program - Boulder Prep High School 

serves as a comprehensive dropout prevention program based on Positive Youth Development (PYD) principles and best practices 

outlined by the Colorado Department of Education (CDE) in their Dropout Prevention Framework (DPF). The key components of our 

program are: using an early warning system, offering enhanced counseling, enhancing the school climate, engaging the community, 

family involvement, credit recovery, and drug prevention/intervention. The expected outcomes are improved attendance and academic 

performance and reduced drug use and delinquency which will lead to our larger goal of cutting our dropout rate and raising our 

graduation rate.

Boulder, CO Tier 2 $99,696.00
High School Dropout 

Prevention

Adams, Boulder, Broomfield, Denver, 

Weld

Boys & Girls Clubs of Metro Denver dba Boys & Girls Clubs in Colorado (www.coloradoboysandgirlsclubs.org) BGC Club Experience - 

Boys & Girls Clubs exist to engage and empower all young people, especially those who need us most, to reach their full potential as 

productive, caring, and responsible citizens. Boys & Girls Clubs in Colorado supports all Colorado Clubs serving youth ages 6 - 18 by 

providing funding to support year-round activities in the Club core programs: Character & Leadership Development; Education & Career 

Development; Health & Life Skills; Cultural Arts; and Sports, Fitness, Recreation. The 51 Club sites supported by TGYS's generous grant 

serve young people and families from under-resourced communities in urban, suburban, and rural areas across the state.

Denver, CO Tier 4 $1,000,000.00
High School Dropout 

Prevention

Adams, Alamosa, Arapahoe, Chaffee, 

Conejos, Costilla, Delta, Denver, El 

Paso, Fremont, Jefferson, La Plata, 

Larimer, Moffat, Montrose, Park, Pueblo, 

Rio Grande, Routt, Saguache, San Juan, 

Southern Ute, Weld
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CASA of Adams & Broomfield Counties (https://casa17th.org/) CASA Volunteer Program- CASA of Adams & Broomfield Counties serves 

abused and neglected youth, providing Court Appointed Special Advocate volunteers to provide a voice for them during their open court 

case. CASA volunteers advocate for youth victims to ensure that they are safe and do not experience further abuse or neglect, that 

their educational needs are being met so they can progress academically, that they receive needed physical and mental health care, 

and that they make life-long connections and develop life skills that will help them successfully integrate into the community when they 

emancipate from the system.

Westminster

, CO
Tier 2 $39,828.00

Child Abuse & 

Neglect Prevention
Adams, Broomfield

Catholic Charities, Diocese of Pueblo Inc. (http://pueblocharities.org) It's All About Being a Teen - It's All About Being a Teen 

(IAABAT) is a 99-lesson, competency-based curriculum that empowers professionals with the tools to help teens sort out and master the 

complexities and challenges of adolescence. Designed by the evidence-based Nurturing Parenting Program® (NP), It's All About Being a 

Teen is a dynamic, interactive curriculum that increases positive youth self-worth, personal empowerment, self-discipline, empathy, 

healthy attachments, and resilient-protective behaviors.

Pueblo, CO Tier 3 $123,405.00
Youth Crime & 

Violence Prevention
Pueblo

Catholic Charities, Diocese of Pueblo Inc. (http://pueblocharities.org) Parents and Adolescents - Parents and Adolescents (P&A), 

designed by the evidence-based Nurturing Parenting Programs®, repairs abusive parent-teen relationships. Parents and their teens 

attend separate groups, concurrently, and then join as one group for 90 minutes. Parents and teens role-play, discuss, draw, learn how 

to live with each other, learn how to play together, to communicate respectively, and to be a positive, nurturing family.
Pueblo, CO Tier 3 $127,365.00

Child Abuse & 

Neglect Prevention
Pueblo

Center for Restorative Programs (www.restorativeprograms.org) Restorative Practices - Youth Diversion - Restorative Practices - 

Youth Diversion offers youth aged 9-18 an opportunity to participate in a restorative justice based dialogue process. This allows youth 

who have made a poor decision the opportunity to identify harms and impacts of their behavior, have input into how they would like to 

best ?fix? the impacts/harms, and complete repair of harm as much as is possible. This Diversion program will work with justice system 

partners to intervene as early as possible when behaviors occur, and will include referrals from School Resource Officers, other law 

enforcement, Municipal Courts, District Attorney, and the courts.

Alamosa, CO Tier 2 $99,177.00
Youth Crime & 

Violence Prevention

Alamosa, Conejos, Costilla, Rio Grande, 

Saguache

Cheyenne County Public Health (https://www.co.cheyenne.co.us/countydepartments/publichealth.htm) Sources of Strength- 

Sources of Strength, a program listed on the National Registry of Evidence-Based Programs and Practices, is an intervention that has 

demonstrated effectiveness in the prevention of mental health and substance use disorders, including suicide. Sources of Strength builds 

connectedness between trusted adults and peer leaders to increase supportive relationships, community engagement, and help-seeking 

behaviors amongst middle and high school aged youth.

Cheyenne 

Wells, CO
Tier 2 $42,152.00

Marijuana & ATOD 

Prevention
Cheyenne

City of Commerce City (https://www.c3gov.com/) Commerce City Youth Services- Commerce City Recreation and Police work 

together to provide a series of activities and classes to community youth ages 9-18, connecting young people with caring adults and 

activities. Career camps, drop-in activities, recreation classes and a life-skills series provide opportunities for youth to meet positive 

peers and get involved in out-of-school activities. Classes and activities are provided year-round throughout the city for youth to have 

continuous access to opportunities near their homes.

Commerce 

City, CO
Tier 2 $79,738.97

Youth Crime & 

Violence Prevention
Adams, Arapahoe, Denver
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Colorado Boys Ranch Foundation dba CBR YouthConnect (http://www.cbryouthconnect.org) Connections Build Resilience- Home 

Based - The CBR-HB program is designed to provide strength-based, trauma-informed interventions/support to safely preserve families 

when children are at imminent risk of OOH placement, support reintegration following OOH placement, support kinship and foster care 

placements, and promote permanency. CBR-HB strengthens families, monitors safety, and addresses causes of family disruption. The 

program improves family protective factors, prevents children/youth from being removed from their homes, reduces length of 

separation and OOH placement, and facilitates family reunification following placement. CBR-HB Clinicians offer structure, support, 

supervision, and evidenced-based interventions within the home, at school and in the community for youth and family issues.

Lakewood, 

CO
Tier 1 $25,000.00

Child Abuse & 

Neglect Prevention

Adams, Arapahoe, Baca, Bent, Boulder, 

Broomfield, Crowley, Denver, Douglas, 

El Paso, Jefferson, Kiowa, Morgan, 

Otero, Prowers, Pueblo, Saguache, Weld

Colorado Springs Teen Court dba Teen Court (http://www.springsteencourt.org) Restorative Justice Sentencing Program - Teen 

Court's Restorative Justice Sentencing Program strives to end the cycle of self-destructive behavior of first-time, young adult offenders 

and teach them responsibility, self-control, and self-respect all using the power of positive peer influence and adult mentors. The 

traditional justice system emphasizes punishment over rehabilitation, which tends to reinforce teenagers low self-esteem and sense of 

alienation and increase the risk for continued criminal behavior. Alternatively, Restorative Justice focuses on the rehabilitation of 

offenders through reconciliation with victims and the community

Colorado 

Springs, CO
Tier 2 $76,602.00

Youth Crime & 

Violence Prevention

Adams, Douglas, El Paso, Fremont, 

Pueblo

Colorado State University (www.colostate.edu) Excelling At Great Leadership Everyday (EAGLE) program - The Excelling At Great 

Leadership Everyday (EAGLE) program, led by CSU Gilpin County Extension, provides after-school, full Friday, and summer 

extracurricular activities for youth in the small mountain community of Gilpin County. Staff work in partnership with young people to 

increase leadership opportunities, provide skills development, and foster connections with peers and natural adult mentors to promote 

well-being and reduce substance use.

Fort Collins, 

CO
Tier 3 $113,786.00

Marijuana & ATOD 

Prevention
Gilpin

Colorado State University (www.colostate.edu) Campus Connections-CSU - Within the context of a service-learning course at 

Colorado State University, Campus Connections is a powerful therapeutic mentoring program for youth, ages 10-18, who have 

experienced adversity. To support their resilience and life success, youth are paired in one-on-one mentoring relationships with 

undergraduate students, and these pairs are welcomed into an engaging and uniquely structured community of other mentoring pairs in 

which youth gain friendships and belonging, and receive academic support, exposure to a college campus, dinner, and opportunities to 

engage in pro-social activities. Family therapists oversee this community and provide integrated therapy services for youth and their 

families.

Fort Collins, 

CO
Tier 3 $139,844.00

Marijuana & ATOD 

Prevention
Larimer

Colorado UpLift (http://www.coloradouplift.org) After School and Adventure Program - The After School and Adventure Programs 

provide our signature out of school activities and traditionally, have targeted high school youth. Our request to TGYS is to expand 

services to middle school students who are particularly at risk during the fragile school transition from eighth to ninth grade. The idea is 

that physical activities and experiential learning leverage the developmental stages of early teens so they matriculate to our in-school 

programs where they receive academic and social support and are more likely to graduate high school.

Denver, CO Tier 2 $76,433.00
High School Dropout 

Prevention
Arapahoe, Denver
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Concrete Couch (http://www.concretecouch.org) Credit Recovery Program for Students at Risk of Dropout - Concrete Couch offers 

a job-training and mentorship program for disadvantaged teens at risk of dropping out of high school. This program engages students 

with hands-on skills and collaborative projects to earn school credit towards their degree. Students also gain self-esteem, math and 

verbal skills, connection to a mentoring adult teacher, and real-world working experience.

Colorado 

Springs, CO
Tier 1 $25,000.00

High School Dropout 

Prevention
El Paso

Court Appointed Special Advocates, Inc dba CASA of Larimer County (http://www.casaLarimer.com) Family Connections - The 

Family Connections program focuses on strengthening families who have experienced trauma or child abuse & neglect through the 

implementation of evidence-based parenting classes by our case management team.  Harmony House provides a safe and home-like 

setting for supervised visitation for children and their non-custodial family members as well as a safe place for conflict-free exchanges 

for parents with shared custody.

Fort Collins, 

CO
Tier 2 $41,500.00

Child Abuse & 

Neglect Prevention
Larimer

Court Appointed Special Advocates, Inc dba CASA of Larimer County (http://www.casaLarimer.com) Court Appointed Special 

Advocates - CLC trains community volunteers to be consistent role models and advocates for youth who have experienced abused or 

neglected and whose families have an open Dependency & Neglect case in the court. As the voice in court for the child, these 

volunteers are Court Appointed Special Advocates (CASA) who advocate for the medical, educational and emotional needs for a child or 

sibling set throughout the length of their case.

Fort Collins, 

CO
Tier 2 $39,009.00

Child Abuse & 

Neglect Prevention
Larimer

Court Appointed Special Advocates of Mesa County dba CASA Of Mesa County (http://casamc.org) CASA of Mesa County - CASA of 

Mesa County trains community volunteers to provide best-interest advocacy for child victims of abuse and neglect in Mesa County. This 

advocacy consists of gathering information about a child's physical and mental well-being, recommending needed services, and 

monitoring individual outcomes for each child. Our advocates are the one consistent person in the lives of the children they serve and 

provide each child with a voice in court and hope for a bright future.

Grand 

Junction, CO
Tier 1 $25,000.00

Child Abuse & 

Neglect Prevention
Mesa

Crossroads Safehouse, Inc. (http://www.crossroadssafehouse.org) Youth Services Time to Talk - The youth program encompasses 

services to help children and teens to increase self-esteem, develop and practice coping and communication skills, and learn 

alternatives to aggressive behaviors. A larger piece of Crossroads? outreach programming provided to youth is our teen dating violence 

prevention program, titled Time to Talk, which gives teenagers the tools and information required to identify warning signs of an 

abusive relationship, what to expect from a healthy relationship, the cycle of abuse, and how to help someone in an abusive 

relationship. Time to Talk is provided at the four major high schools in Fort Collins: Fort Collins High School, Fossil Ridge High School, 

Rocky Mountain High School, and Poudre High School.

Fort Collins, 

CO
Tier 1 $20,095.00

Youth Crime & 

Violence Prevention
Larimer, Weld

Denver Health & Hospital Authority (http://www.denverhealth.org) Denver Health's Early Childhood Mental Health Consultation 

Program - Denver Health's Early Childhood Mental Health Consultation program provides evidence and trauma informed consultation to 

Denver Great Kids Head Start's program staff, families, and children. Our consultation model promotes the mental health & 

social/emotional development of young children by providing child & family-focused consultation, classroom-focused consultation and 

program-focused consultation to Head Start children, families and program staff.

Denver, CO Tier 2 $99,888.00
Child Abuse & 

Neglect Prevention
Denver
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Denver Kids, Inc. (http://denverkidsinc.org) High School Educational Counseling and Future Options Program (HSEC) - The Denver 

Kids High School Educational Counseling and Future Options Program is a one-to-one relationship-based, long-term preventive approach 

dedicated to increasing academic achievement, building character, and supporting the positive development of the whole child. 

Through academic and social/emotional intervention strategies, Denver Kids is working with Denver Public Schools' students and families 

to create paths that lead to high school graduation, post-secondary education and self-sufficient adulthood.

Denver, CO Tier 3 $378,935.00
High School Dropout 

Prevention
Denver

Denver Youth Program dba Metro Denver Partners (www.metrodenverpartners.org) GRASP - GRASP (Gang Rescue and Support 

Project) is a peer-run intervention program that works with youth who are at-risk of gang involvement or are presently active in gangs, 

helps families of gang victims, and serves as a youth advocate. GRASP works because it is primarily run by ex-gang members who broke 

free of the gang lifestyle and changed their lives. The staff understands how difficult it is to make this transition and the challenges 

facing youth who do it. Established in 1991 after a tragic drive-by shooting death of a teen, GRASP has evolved into a highly respected 

and successful program.

Denver, CO Tier 2 $100,000.00
Youth Crime & 

Violence Prevention
Adams, Arapahoe, Denver, Jefferson

Dolores County School District RE-2J (https://www.dc2j.org/) Peer-to-Peer Mentoring Program - The Peer-to-Peer Mentoring Program 

offers evidence based curriculum to elementary and middle school students on a bi-weekly basis throughout the school year. STUD 

members (high school students) are engaged as partners to facilitate the mentoring program to their younger peers. The mentoring 

program is designed to help shape healthy choices and behaviors, and lower the rate of underage substance use among our youth.

Dove Creek, 

CO
Tier 1 $24,640.00

Marijuana & ATOD 

Prevention
Dolores

Eagle River Youth Coalition, Inc. dba Mountain Youth (http://www.mountainyouth.org) In-School Prevention Education Program - 

The In-School Prevention Education Program offered by Mountain Youth and Red Ribbon Project teaches youth positive life skills, coping 

mechanisms, healthy decision-making, and healthy emotional regulation. The multi-session program is offered during the school-day, 

reaching entire grade levels at partnering schools with universal curriculum, and providing secondary curricula for referred youth (and 

when appropriate parents) to address and prevent high risk behaviors.

Edwards, CO Tier 2 $100,000.00
Marijuana & ATOD 

Prevention
Eagle

Easter Seals Colorado (www.eastersealscolorado.org) Discovery Club - Discovery Club (DC) is a Saturday recreational and respite care 

program for families with children with disabilities, and their siblings. The program also provides service learning training for nursing 

and physical therapy students. DC served 954 individuals at 4 locations in 2019 Easterseals Colorado (ESC) is requesting funds to support 

DC sites in Aurora and Northglenn. Easterseals Colorado (ESC) is requesting funds to support DC sites in Aurora and Northglenn.

Lakewood, 

CO
Tier 2 $26,660.00

Child Abuse & 

Neglect Prevention

Adams, Arapahoe, Boulder, Broomfield, 

Denver, Douglas, El Paso, Jefferson, 

Larimer, Pueblo,Weld

elevateHER (http://www.elevateherco.org) empowerHER: Building Leadership and Life Skills in Rural Colorado - elevateHER fosters 

self-worth and grit in young women through mentoring, outdoor adventure, and life-skills programs. We engage girls in 6-12th grades to 

learn technical recreation skills and healthy lifestyle habits, as well as practical life-management skills and positive character 

development leading to healthy, thriving, and resilient young women. *Due to late funding and the COVID-19 pandemic, elevateHER will 

be serving less girls during the FY2020/2021.

Buena Vista, 

CO
Tier 1 $25,000.00

Marijuana & ATOD 

Prevention
Chaffee, Lake
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Environmental Learning for Kids (http://www.elkkids.org) ELK Youth Naturally - ELK Youth Naturally (ELKYN) provides 

comprehensive, long-term programming for disadvantaged youth to experience a safe educational and outdoor recreational 

environment. In this program self-esteem, life skills and graduation rates are increased and truancy, school drop-outs and risky 

behaviors are decreased. ELKYN's four-part Education Model creates a pipeline that serves as the basis for developing the confidence 

and self-esteem necessary for young people to succeed in all aspects of life. ELKYN begins with ELK's signature science and outdoor 

curriculum during after-school programs, followed by recruitment into our year-round programs designed to encourage family-wide 

involvement.

Denver, CO Tier 2 $75,000.00
Youth Crime & 

Violence Prevention
Adams, Arapahoe, Denver

Florence Crittenton Services of Colorado (www.flocritco.org) Early Childhood Education Center- Florence Crittenton Services' Early 

Childhood Education (ECE) Center serves up to 100 children of teen mothers at a time. It provides children with nutritious, family-style 

meals cooked in our scratch kitchen, three age-appropriate playgrounds, and daily early literacy activities built into the curriculum, 

based on Teaching Strategies' Creative Curriculum®. FCS ECE teachers receive regular training on trauma-responsive care based on the 

Conscious Discipline® social-emotional learning and classroom management system. The Center has a robust family engagement 

program that includes parent-teacher conferences and family activities in which teen parents and other family members join the 

children in classroom activities and celebrations.

Denver, CO Tier 3 $42,380.00
Child Abuse & 

Neglect Prevention
Adams, Arapahoe, Denver, Jefferson

Four Corners Child Advocacy Center (http://nestcac.org) Problematic Sexual Behavior Intervention - PSB-CBT has been found to 

have long-term positive results for children with PSBs. With appropriate intervention, supervision and treatment, most children and 

youth with PSBs can: Live safely with other children; Be treated on an outpatient basis while living at home or in the community, and; 

Attend school and participate in school activities without jeopardizing the safety of other children. Further, recidivism decrease to 

about 2% when effective treatment is provided.

Cortez, CO Tier 1 $24,733.00
Child Abuse & 

Neglect Prevention
Montezuma

Four Corners Rainbow Youth Center (http://www.rainbowyouthcenter.org/) Rainbow Youth Rising - Rainbow Youth Rising empowers 

LGBTQIA+ youth to rise above discrimination, oppression, and rejection. RYR builds youth up to be strong, resilient human beings with 

the skills needed to navigate the elevated risks they face while recognizing the agency and strengths they already have. Durango, CO Tier 2 $59,013.00
Marijuana & ATOD 

Prevention
La Plata, Ouray

Full Circle of Lake County, Inc. (www.fullcircleleadville.org) Social Emotional Learning Out of School Time Program (SEL-OOST) - 

Full Circle of Lake County's SEL-OOST program will partner with youth to incorporate 5 core social emotional learning (SEL) 

competencies (self awareness, self management, social awareness, relationship skills, and responsible decision-making) into our year-

round out-of-school-time program planning, implementation, and evaluation. The program will offer SEL curriculum for grades K-12, 

offer prosocial activities rooted in SEL for youth in 6-12th grade, complete community service projects, and build youth-led peer 

education campaigns in the community to educate and advocate for both individual and community-wide change.

Leadville, 

CO
Tier 3 $149,906.00

Marijuana & ATOD 

Prevention
Lake

Full Circle of Lake County, Inc. (www.fullcircleleadville.org) Mentoring Program - The Mentoring Program at Full Circle aims to 

bolster protective factors in youth while reducing or preventing high-risk behaviors including violence and substance abuse. In 

partnership with the Lake County School District, the Mentoring Program allows youth to develop social-emotional skills and build 

connections to positive adults and to the community throughout-of-school time activities (both prosocial and curriculum-based), 

community service projects, and the intentional matching of youth to a screened and trained mentor.

Leadville, 

CO
Tier 3 $99,906.00

Marijuana & ATOD 

Prevention
Lake
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Griffith Centers for Children/CHINS UP (http://www.griffithcenters.org) A.S.K. Truancy Program - The Griffith Centers for Children 

counseling truancy prevention program called "ASK" Advocate Success for kids, is a comprehensive counseling program for truant 

students. This counseling model will include the following areas: consultation with teachers, meet with staff and parents to enhance 

effectiveness in helping students, providing in-home therapy, mentoring, community service and psycho-education. The truancy 

prevention counselor will guide students to develop career/vocational plans, set academic goals, counsel individuals and their parents 

to address challenges such as academic failure, attendance, behavior problems, peer problems and family issues.

Northglenn, 

CO
Tier 1 $24,965.50

High School Dropout 

Prevention
Adams

Groundwork Denver, Inc (www.groundworkcolorado.org) Green Team Youth Employment Program - The Green Team Program 

provides paid job training and leadership opportunities for youth to work on neighborhood improvement projects in their own 

communities. Youth (ages 14-18) and young adults (ages 19-24) are employed as youth employees or youth leaders and work 20-30 hours 

per week during the summer and 10 hours per week during the school year to address healthy food access, natural resource 

management, water stewardship, outdoor recreation, environmental and health education, and civic engagement. Program activities 

include job training and skills-building to help youth employees develop a strong work ethic, work experiences, and career aspirations.

Denver, CO Tier 2 $95,262.00
Youth Crime & 

Violence Prevention
Adams, Denver, Jefferson

HadaNou Collective dba Colorado Youth Congress (http://coyouthcongress.org) Statewide relationship building - The Colorado Youth 

Congress relationship building program brings together 50-75 high school youth from across the state four times per year in person 

(contigent on COVID-19 restrictions) and fifteen times digitally in order to advance personal development and community building. The 

goal of this program is to build strong social capital, which has been proven to be a large protective factor and positive contributor to 

developing thriving people and communities.

Lakewood, 

CO
Tier 1 $25,000.00

Youth Crime & 

Violence Prevention

Adams, Arapahoe, Baca, Broomfield, 

Chaffee, Denver, Douglas, El Paso, 

Gilpin, Grand, Jefferson, Lake, Larimer, 

Pueblo, Rio Grande, Saguache, Summit

Heart & Hand Center (www.heartandhandcenter.org) Holistic Out-of-School Time Programming for Elementary and Middle School 

Student - To support the needs of its community, H&H will provide 175 elementary and middle school students with consistent, 

compassionate support utilizing a whole-child model. The model empowers youth to build trusting relationships with adults and provides 

vital support to their families to assist with basic needs and help navigate through crisis situations. H&H's OST programming prevents 

youth crime and violence by providing youth a safe place after school and during summer, helping youth to be healthy and well, 

facilitating connections between youth and trusted adults, improving academic performance including test scores, supporting youth and 

their families, and fostering youth self-esteem.

Denver, CO Tier 3 $100,000.00
Youth Crime & 

Violence Prevention
Denver

Heart & Hand Center (www.heartandhandcenter.org) College & Career Support for Low-Income High School Students in Northeast 

Denver - H&H's College & Career program ensures every H&H participant has the resources and supports they need to achieve post-

secondary success throughout and after high school. Participants are eligible from 8th grade through two years post-high school 

graduation and are primarily high school students who have participated in H&H programming since elementary school. This enables the 

organization to provide consistent, compassionate support to the same students, day after day, year after year. H&H prevents low-

income youth from dropping out of high school by supporting the individual academic, social-emotional, and future-planning needs of 

participants, empowering them to achieve post-secondary success and beyond.

Denver, CO Tier 3 $50,000.00
High School Dropout 

Prevention
Denver
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Inside Out Youth Services (https://www.insideoutys.org) Life Skills - LGBTQ+ young people (ages 19-24) are at higher risk for 

substance and tobacco use than their heterosexual and cis-gender (non-transgender) peers. Life Skills helps these young people build 

emotional resilience, peer connections, and relationships with trusted adults so they are empowered to make healthy decisions, resist 

substances, and transition into adulthood successfully.

Colorado 

Springs, CO
Tier 2 $43,716.00

Marijuana & ATOD 

Prevention
El Paso

Inside Out Youth Services (https://www.insideoutys.org) Smart Hearts - Safe Dates Program for LGBTQ+ Youth in Colorado Springs - 

Reducing dating violence and teaching LGBTQ+ youth healthy relationship skills is an important strategy to boost overall health 

outcomes. Smart Hearts is an LGBTQ+ inclusive program that utilizes Safe Dates curriculum to teach LGBTQ+ youth the difference 

between healthy, unhealthy, and abusive relationships. This program empowers LGBTQ+ youth to make healthier choices about their 

relationships and provides them with the tools to teach their peers how to identify dating violence and get help.

Colorado 

Springs, CO
Tier 2 $53,333.00

Youth Crime & 

Violence Prevention
El Paso

Karis, Inc. dba The House (http://thehousegj.org) Street Outreach Program - The Street Outreach Program (SOP) reaches out to 

homeless, unaccompanied youth ages 21-24 who are couch-surfing or living on the street in Mesa County and links them interventions 

that reduce youth crime and violence. SOP staff deliver services on the street, in coffee houses, at fast food restaurants and at Karis? 

centrally located drop-in center where youth can meet with a staff member, take a shower, enjoy a meal, and receive assistance with 

employment and education.

Grand 

Junction, CO
Tier 3 $190,678.00

Youth Crime & 

Violence Prevention
Mesa

Karis, Inc. dba The House (http://thehousegj.org) The House - The House, an emergency shelter for homeless youth, provides 

interventions for 3-6 weeks at The House and another year after exit that reduce crime and violence. Specifically, the House provides 

supportive services including intensive case management, peer activity groups, innovative mental health services, family reunification 

services, and educational and housing supports that help youth develop protective factors including connection to caring adults, good 

peer relationships, and protection from harm and fear. House youth experience increased resilience and social connectedness, improved 

mental health, and decreased substance use one year after exit. NOTE that no TGYS funding pays for housing.

Grand 

Junction, CO
Tier 3 $141,957.00

Youth Crime & 

Violence Prevention
Mesa

Kempe Foundation, The dba The Kempe Foundation for the Prevention and Treatment of Child Abuse and Neglect 

(http://kempe.org) Fostering Healthy Futures - The Fostering Healthy Futures (FHF) program is an evidence-based, positive youth 

development program for preteens and teens who are in foster care or at risk of out-of-home care due to abuse and/or neglect. The 

program uses a combination of individual mentoring and skills training to promote healthy development, strong interpersonal 

connections, and multiple competencies in young people with exceptional promise, thereby reducing risk factors for adverse outcomes, 

including substance use, violence and delinquency.

Aurora, CO Tier 3 $196,594.00
Youth Crime & 

Violence Prevention
Adams, Arapahoe, Douglas, Jefferson
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Lake County Government, Lake County Public Health Agency dba Get Outdoors Leadville! (http://www.GetOutdoorsLeadville.org) 

Rockies Rock Summer Adventures: Youth Leaders SYEP - GOL!'s Rockies Rock Youth Leaders program engages local teens (15-19 year 

olds) in paid leadership positions integrated into a nature-based summer daycamp for 1st-6th graders. Youth Leaders are supported as 

assistant leaders-in-training under the guidance of professional educators and outdoor program leaders. Youth Leaders develop skills for 

career readiness, recreation and educational leadership, mentoring to younger youth; increase personal accountability, prosocial 

behaviors, healthy decision making; and enhance problem-solving and contribute to positive group dynamics. Youth Leaders develop 

greater self-confidence, strengthen peer and community connections, and build strong trusted adult relationships, all in a positive youth 

development (PYD) environment.

Leadville, 

CO
Tier 2 $69,428.00

Youth Crime & 

Violence Prevention
Lake

Las Animas-Huerfano Counties District Health Department (http://www.la-h-health.org/) LifeSkills Training - LifeSkills Training is a 

classroom-based program provided to students in elementary, middle and high school. The goal of the program is to decrease substance 

use by teaching students personal self-management skills, social skills, and drug use resistance skills. Trinidad, CO Tier 2 $99,007.00
Marijuana & ATOD 

Prevention
Las Animas

Lutheran Social Services of Colorado dba Lutheran Family Services Rocky Mountain (http://www.lfsrm.org) Refugee Youth 

Empowerment Program- The Refugee Youth Empowerment Program supports vulnerable youth who have come to the US from 

unimaginable experiences and situations, experiencing trauma and psychosocial impacts. To prevent substance abuse and other risky 

behaviors, LFSRM will connect youth to caring adults through a high quality program that teaches social and emotional learning 

strategies, uses a positive youth development approach and intensive wrap-around service to help them thrive.

Lakewood, 

CO
Tier 3 $239,506.00

Marijuana & ATOD 

Prevention
Adams, Arapahoe, El Paso, Weld

Morgan County Family Center, Inc. (http://morganfamilycenter.org) Parents as Teachers - The PAT program provides support to 

families from pregnancy through Kindergarten. Services offered by the trained PAT educators are intended to increase parent 

knowledge of early childhood development and help parents detect developmental delays, prevent child abuse and neglect, and 

increase school readiness and success. Family supports include monthly or biweekly home visits; customized educational activities and 

child development learning opportunities; health, hearing, vision, and developmental screenings of children; monthly group connection 

meetings providing families an important link to community resources and social networks.

Fort Morgan, 

CO
Tier 2 $78,720.00

Child Abuse & 

Neglect Prevention
Morgan

Mount St. Vincent Home, Inc. dba Mount Saint Vincent (http://msvhome.org) Mount Saint Vincent Child Trauma Training Academy - 

Mount Saint Vincent will expand its Child Trauma Training Academy by providing training to families with children or youth who have 

been involved in the child welfare system in some way (including families referred for in-home treatment or have a child exiting 

residential treatment). This trauma-informed program will ensure parents and families have the training, resources, and tools to better 

understand and respond to the effects of childhood trauma, ultimately resulting in stronger families in Colorado. During the three-year 

grant period, MSV will train 370 parents in Adams, Denver, El Paso, and Pueblo counties.

Denver, CO Tier 3 $151,624.00
Child Abuse & 

Neglect Prevention
Adams, Denver, El Paso, Pueblo
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New Legacy Charter High School (https://www.newlegacycharter.org/) Parenting Education Program (PEP)- New Legacy Charter 

School (NLCS) is an accredited school designed for teen parents and their children, including a high school and an onsite Early Learning 

Center (ELC) for the children of parenting students. NLCS’ Parenting Education Program (PEP) is an essential program that educates 

teen parents on child development and positive parenting strategies using a research-informed curriculum. The class includes a 

Parenting Lab that allows parents to spend time in their child’s classroom in the onsite ELC and put into practice what they have 

learned in class.

Aurora, CO Tier 2 $67,866.68
Child Abuse & 

Neglect Prevention
Adams, Arapahoe, Denver

Office of the District Attorney 22nd Judicial District (http://montezumacounty.org/web/services/district-attorney/) Community 

Based Restorative Justice Program - Community Based Restorative Justice Services for at-risk and criminally involved youth in 

Montezuma and Dolores Counties.
Cortez, CO Tier 1 $25,000.00

Youth Crime & 

Violence Prevention
Dolores, Montezuma

Onward! A Legacy Foundation dba School Community Youth Collaborative (www.scyclistens.org) Botvin Life Skills Training - Botvin 

LifeSkills Training (LST) is one of 3 programs selected by Blueprints for Healthy Youth Development as a Model Plus Program. LST is an 

evidence based substance abuse and violence prevention program that teaches personal self-management skills, general social skills, 

and drug resistance skills to middle school youth.

Cortez, CO Tier 2 $28,314.00
Youth Crime & 

Violence Prevention
Montezuma

Ouray County Schools Community Resource Consortium (http://voyageryouthprogram.org) After School Enrichment Program (ASP) - 

Voyager After School Enrichment Program offers a safe place for all children ages 5 to 12 to go after school where they eat, get 

homework help, and develop connections with peers, community, and nature. Through a Positive Youth Development lens, we create an 

environment in which youth thrive and teachers and parents collaborate in developing resilient youth.
Ridgway, CO Tier 1 $25,000.00

Youth Crime & 

Violence Prevention
Montezuma, Montrose & Ouray

Parent Possible (www.parentpossible.org) Parents as Teachers - Parents as Teachers (PAT) is an evidence-based parent education and 

support program designed to empower parents as their child's first teacher. PAT provides parents with personal visits, group meetings, a 

resource network, and hearing, vision and developmental screening for children all of which increase parent knowledge of early 

childhood development, improve parenting practices, provide early detection of developmental delays and health issues, prevent child 

abuse and neglect, and increase children's school readiness.

Denver, CO Tier 4 $575,879.00
Child Abuse & 

Neglect Prevention

Adams, Alamosa, Arapahoe, Boulder, 

Clear Creek, Costilla, Delta, Denver, El 

Paso, Fremont, Jefferson, La Plata, 

Larimer, Montrose, Otero, Ouray, Park, 

Rio Grande, Saguache, San Miguel, 

Summit, Weld

Parent Possible (www.parentpossible.org) Home Instruction for Parents of Preschool Youngsters (HIPPY) - Home Instruction for 

Parents of Preschool Youngsters (HIPPY) is an evidence-based parent involvement, school readiness program that helps parents prepare 

their young children for success in school and beyond. HIPPY is a peer-delivered model with trained home visitors providing weekly 

home visits, working one-on-one with parents of preschool aged children (ages 2-5). In addition to weekly home visits, the program 

provides monthly group meetings to increase social connections and support in times of need.

Denver, CO Tier 4 $256,306.00
Child Abuse & 

Neglect Prevention

Adams, Alamosa, Arapahoe, Conjeos, 

Costilla, Denver, El Paso, Jefferson, Rio 

Grande

Partners in Routt County (https://partnersrouttcounty.org/) Northwest Colorado Youth Action Councils - In rural Northwest 

Colorado, Youth Action Councils play a powerful role in offering youth an avenue to act as leaders and implement solutions to substance 

misuse problems. Through knowledge sharing and skill building activities, students are able to take action to influence social norms and 

policies at the community level, delay their own initiation in alcohol, tobacco, marijuana and other drug use, increase perceived risk of 

harm of substance use and decrease substance use at the community level. Activities focus on implementing policy change and other 

environmental strategies in the community.

Steamboat 

Springs, CO
Tier 1 $23,583.00

Marijuana & ATOD 

Prevention
Grand, Moffat, Routt
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Playworks Education Energized (http://playworks.org) Playworks TeamUp Program - The Playworks TeamUp Program partners a 

Playworks Site Coordinator with four elementary schools or a Program Specialist with two elementary schools to model safe and healthy 

play while training an on-site recess team. Through the program, bullying is decreased, physical activity is increased, and students learn 

critical social-emotional skills.

Denver, CO Tier 3 $50,000.00
Youth Crime & 

Violence Prevention
Arapahoe, Denver, Douglas

Playworks Education Energized (http://playworks.org) Playworks Coach Program - In the Playworks Coach program, a full-time Coach 

at least 8 low-income elementary school uses play to decrease bullying, increase physical activity, and teach critical social/emotional 

skills. Through play, Playworks is transforming school climate and culture.
Denver, CO Tier 3 $228,464.00

Youth Crime & 

Violence Prevention
Adams, Arapahoe, Denver

Reaching HOPE (http://www.ReachingHOPE.org) HOPE for the Family: Therapy after Trauma - HOPE for the Family: Therapy after 

Trauma provides family mental health services to heal trauma, strengthen healthy family relationships and break cycles of abuse to 

protect children for generations to come. Victims and their entire support system receive individual and family therapy from a team of 

psychologists working to resolve trauma, increase family connectedness, and build resiliency.

Commerce 

City, CO
Tier 2 $91,000.00

Child Abuse & 

Neglect Prevention

Adams, Broomfield, Denver, Jefferson, 

Weld

Riverside Educational Center (www.rec4kids.com) REC @ GJHS and REC at CHS - REC is an after-school high school program providing 

academic support, enrichment, community engagement, service learning, and skill building both on- and off-site. Our goal, through the 

academic, social, and emotional support programming is to keep kids engaged in academics and personal growth, supported at their 

school, and successfully graduate from high school with a post-secondary plan.

Grand 

Junction, CO
Tier 3 $221,335.00

High School Dropout 

Prevention
Mesa

Safehouse Progressive Alliance for Nonviolence, Inc. (https://www.safehousealliance.org) Peers Building Justice Program - The 

Peers Building Justice (PBJ) Program is a collaborative youth leadership development and violence prevention project by Safehouse 

Progressive Alliance for Nonviolence and Moving to End Sexual Assault in Boulder County. Three components comprise the PBJ Program: 

1) youth leadership and activism as Youth Organizers; 2) evidence-based violence prevention curriculum delivered in classroom settings 

or remotely via online learning by PBJ staff; and 3) youth-driven Participatory Action Research initiatives and awareness campaigns to 

educate youth, parents and the community about teen dating violence.

Boulder, CO Tier 3 $136,950.00
Youth Crime & 

Violence Prevention
Boulder, Broomfield

San Miguel Resource Center (www.smrcco.org) Youth Violence Prevention Program - The San Miguel Resource Center's Prevention 

Education Program is focused on reducing youth crime and violence in the rural San Miguel and West End of Montrose Counties. Our 

educators provide an evidence-based curriculum that focuses on building resiliency and healthy life skills. Our curriculum is presented 

depending on each of our eight schools' unique needs, whether that be a 2-week long workshop series, lunch group workshops, or 

consistent monthly in-class lessons.

Telluride, 

CO
Tier 2 $53,763.00

Youth Crime & 

Violence Prevention
Montrose, Ouray, San Miguel

Savio House (http://www.saviohouse.org) Multisystemic Therapy Expansion - Savio will expand to include two additional 

Multisystemic Therapy teams to serve youth and families in Central Colorado. MST is an evidence-based intervention that empowers 

youth (aged 12- 17) and their families to eliminate unwanted behaviors and function positively. Denver, CO Tier 3 $316,616.00
Youth Crime & 

Violence Prevention

Chaffee, Custer, El Paso, Fremont, Lake, 

Pueblo, Saguache
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Seeking Common Ground, Inc. dba Building Bridges (http://www.buildingbridgesshift.org) Transform Youth Development Program - 

Through its Transform youth development program, Building Bridges (BB) joins with young people who have diverse lived experiences to 

engage meaningful cross-cultural conversations and activate youth-led social change. BB's model builds on a variety of frameworks, 

including social-emotional learning (SEL), positive youth development (PYD), and anti-oppression to support participants' overall well-

being and increase their resilience. Through a year-long program, participants engage in dialogue, workshops, and community change 

projects that develop their leadership, relationship-building, and nonviolent conflict transformation skills. This model has demonstrated 

impact across exactly those divides fracturing the country, including race, ethnicity, class, and gender identity.

Denver, CO Tier 2 $90,000.00
Youth Crime & 

Violence Prevention

Adams, Boulder, Denver, Douglas, 

Jefferson

Shiloh Home Inc. dba Shiloh House (https://shilohhouse.org) Parents As Teachers - Shiloh's Parents As Teachers program is a two-

generation approach. Trained parent educators partner with families to improve parenting practices, increase knowledge of early 

childhood development, and support family well-being. Through home visits and ongoing assessment, parent educators are able to 

provide early detection of developmental delays and health issues, help in the prevention of child abuse and neglect, and increase 

children's school readiness and success. Serving a five-county area, trained professionals make regular personal home visits during a 

child's earliest years in life, from prenatal through kindergarten.

Littleton, 

CO
Tier 2 $50,000.00

Child Abuse & 

Neglect Prevention

Adams, Arapahoe, Denver, Douglas, 

Jefferson

Shiloh Home Inc. dba Shiloh House (https://shilohhouse.org) Shiloh House Problematic Sexual Conduct Program - Shiloh House 

provides home- and community-based services for youth ages 7–18, and their families, who are struggling with a wide variety of 

problematic sexual conduct (PSC), both from a prevention angle (preventing youth exhibiting behaviors from committing a crime) and a 

reduced-recidivism angle (preventing youth who have committed a crime from re-offending). Services include outpatient clinician-led 

individual, family and group therapy sessions, and in-home coaching services that provide support, psychoeducation and/or acute 

intervention. All services target the primary risk factors to mitigate additional behavior and are in full alignment with Colorado Sex 

Offender Management Board (SOMB) Standards. 

Littleton, 

CO
Tier 2 $40,000.00

Child Abuse & 

Neglect Prevention

Adams, Arapahoe, Denver, Douglas, 

Jefferson, Weld

Soccer Without Borders (http://www.soccerwithoutborders.org) SWB Greeley & Aurora - SWB Greeley& Aurora provides 

programming that integrates soccer, education and community to help newcomer refugee and immigrant youth develop the skills they 

need to be successful. Our during and after-school programming takes a positive youth development approach, creating a safe and 

supportive space that helps youth make positive choices and work towards their goals.

Aurora, CO Tier 3 $151,599.00
High School Dropout 

Prevention
Adams, Arapahoe, Denver, Weld

Soccer Without Borders (http://www.soccerwithoutborders.org) SWB Summer Bridge - SWB Summer Bridge provides comprehensive 

summer programming to reduce summer learning loss among elementary and middle grade refugee and immigrant youth, integrating 

English language development with engaging enrichment programming. In addition to providing summer learning opportunities for 

students in K-8, SWB Summer Bridge engages high school refugee and immigrant youth as camp counselors, providing leadership and 

employment development for youth who serve as role models and change agents within their community. Our summer programming 

takes a positive youth development approach, creating a safe and supportive space that helps youth make positive choices and work 

towards their goals.

Aurora, CO Tier 3 $59,039.00
High School Dropout 

Prevention
Adams, Arapahoe, Denver, Weld
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Somali American Community Center of Colorado (SACCC) (https://www.somaliamerican.org/#!/) Youth Outreach and Prevention 

Program- For over 20 years, the award-winning Somali Community Center of Colorado has provided education, outreach and support to 

youth at the greatest risk for gang involvement, drug and alcohol addiction and school truancy. Denver, CO Tier 2 $52,000.00
Youth Crime & 

Violence Prevention
Adams, Arapahoe, Denver

Southern Colorado Community Action Agency, Inc. (http://www.sococaa.org) Project Venture - PV is an outdoor, adventure-based 

experiential learning program designed to promote the positive and holistic growth of Ignacio middle school youth. The program 

strengthens the community of relationships among youth peers, families and the natural world.
Ignacio, CO Tier 2 $35,452.46

Youth Crime & 

Violence Prevention
Southern Ute

Southern Colorado Community Action Agency, Inc. (http://www.sococaa.org) Check and Connect - Check and Connect (C&C) is an 

evidence-based, dropout prevention program that utilizes personalized interventions for disengaged, marginalized youth that addresses 

issues of attendance, behavior, content mastery, life skills, and positive youth development. C&C strengthens relationships between 

students, mentors, families and caring adults in school and out of school.
Ignacio, CO Tier 2 $59,802.00

High School Dropout 

Prevention
Southern Ute

Southern Colorado Family Center (http://southerncoloradofamilycenter.com) Southern Colorado Family Center - Targets at risk 

youth and family involvement through providing youth oriented activities to a severely under-served population. Implementation of the 

proposed efforts for this grant would enable SCFC to further focus services on identified at risk populations. Trinidad, CO Tier 1 $22,998.00
Youth Crime & 

Violence Prevention
Las Animas

Southern Ute Indian Tribe (https://www.southernute-nsn.gov) Defending Childhood, Promoting Resiliency_Strengthening SUIT 

Children and Families - The Strengthening Southern Ute Children and Families program is focused on an evidence based therapeutic 

art, education programs, and Neuro-sequential Model of Therapeutics for children ages 0-8 years of age. The educational and 

therapeutic art programs empower youth through art and dance, increasing their resiliency and decreasing the effects of social 

problems. NMT is a neurobiological approach to treatment to support healthy development for children. Participating in these programs 

affirms identity and builds community for Southern Ute children.

Ignacio, CO Tier 2 $47,573.00
Child Abuse & 

Neglect Prevention
Southern Ute

Southern Ute Indian Tribe (https://www.southernute-nsn.gov) Defending Childhood, Promoting Resiliency_ Positive Youth 

Development for Southern Ute Adolescents - The Positive Youth Development program for the Southern Ute Indian Tribe is focused on 

an evidence based approach of Family Group Decision Making (FGDM) for youth ages 9-18. FGDM involves family team meetings and 

team decision making that engages parents and youth in the intervention plan for services targeted at reducing the use of marijuana, 

alcohol, tobacco, and other drugs.

Ignacio, CO Tier 2 $46,999.00
Marijuana & ATOD 

Prevention
Southern Ute

Spring Institute for Intercultural Learning (http://springinstitute.org) HIPPY Home Visiting - Spring Institute will offer an evidence-

based home visiting program, Home Instruction Program for Preschool Youngsters (HIPPY), for refugees and immigrant families with 

children ages 2-5 living in Denver and Aurora. The program will serve families living in at-risk communities and provide parent 

education, provide interactive parent and child activities, and offer job opportunities for parents to serve as home visitors. The 

program will reach families otherwise not served and provide home visitors that reflect the ethnicity and language spoken in the home.

Denver, CO Tier 1 $24,379.00
Child Abuse & 

Neglect Prevention
Arapahoe, Denver
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Teaching Peace dba Longmont Community Justice Partnership (http://lcjp.org) Restorative Justice for Youth Charged with 

Possession or Consumption of Marijuan - Longmont Community Justice Partnership will provide restorative justice to 30 additional 

youth each year who are charged with possession and or consumption of marijuana (MIP). 90% of the youth will complete their contract; 

93% of the youth will not re-offend.

Longmont, 

CO
Tier 1 $25,000.00

Youth Crime & 

Violence Prevention
Boulder

TEENS, Inc (www.teensinc.org) Out of School Time: Building Resiliency through Outdoor Pursuits and Employment - TEENS, Inc.'s 

Out-of-School-Time (OST) program uses youth employment, recreation and outdoor leadership to engage teens in constructive activities 

with the goal of reducing youth crime, violence and substance use during after-school and summer hours when they are at high risk of 

these behaviors. Outdoor leadership and recreation include rock-climbing camps, leadership retreats to build resilience, and a weekday 

drop-in center for teens. TEENS, Inc. employs nearly 100 teens through Teen Youth Corps, to work on community projects; TeamWorks, 

through which Denver and rural youth work on outdoor conservation projects; and peer supervisors, who work at the drop-in center.

Nederland, 

CO
Tier 3 $156,719.00

Youth Crime & 

Violence Prevention

Adams, Boulder, Denver, Gilpin, 

Jefferson, 

TEENS, Inc (www.teensinc.org) Social Emotional Learning for Children, Youth and Families - The TEENS Inc. (TI) SEL program aims to 

prevent youth crime and violence by (1) teaching children and youth (preschool through elementary school) healthy social-emotional 

development skills and positive strategies for resolving conflict and (2) providing parenting education classes. At the preschool and 

elementary level, TI uses a CASEL-endorsed SEL curriculum and a Restorative Practices model; and for parents, classes to increase 

parental resilience. The program serves rural youth and children who live in the Nederland/Peak to Peak region where youth are at high 

risk of crime, violence and engaging in alcohol, tobacco and drug use.

Nederland, 

CO
Tier 3 $86,857.00

Youth Crime & 

Violence Prevention
Boulder, Gilpin, Jefferson

TEENS, Inc (www.teensinc.org) Chinook West High School - TEENS, Inc.'s Chinook West High School is a fully accredited, Boulder 

Valley School District contract high school that serves up to 30 at-risk youth in the rural Nederland/Peak to Peak Region who have been 

unsuccessful in the traditional school setting. It is the only alternative high school in the region for teens that have dropped out of 

traditional school or are at risk of dropping out. Students leave prepared to make responsible choices about emotional and personal well-

being and have the life and academic skills to accomplish their goals.

Nederland, 

CO
Tier 3 $145,053.00

High School Dropout 

Prevention
Boulder, Gilpin, Jefferson

Trinidad Community Foundation/ SOCO Clubhouse (http://www.trinidadcommunityfoundation.org) Skateland Clubhouse - Skateland 

Clubhouse is an after school program and skate rink focused on providing a safe place for the youth in Las Animas County. Our 

programming provides social-emotional learning, leadership opportunities, and tutoring for youth in the community. Skateland 

Clubhouse provides no-cost programming for the young people of Las Animas County to ensure that everyone has an equal opportunity 

for growth and safety.

Trinidad, CO Tier 1 $25,000.00
Marijuana & ATOD 

Prevention
Las Animas

University of Colorado Denver (http://www.ucdenver.edu/research/OGC/Pages/default.aspx) END Violence: Fostering Youth 

Leadership - The END Violence Fostering Youth Leadership Program of the Center on Domestic Violence places young people at the 

center of work to end youth crime related to relationship and sexual violence. Students self select to participate in a school-based club 

where they engage in train the trainer education on power-based violence, effective solutions and develop and implement an action 

plan for addressing and preventing violence in their school and communities. Awareness is increased for students in all partner schools.

Aurora, CO Tier 3 $102,000.00
Youth Crime & 

Violence Prevention
Denver
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University of Denver (https://www.du.edu/) Your Family, Your Neighbor- Your Family, Your Neighborhood (YFYN) is an innovative, 

multidisciplinary, evidence-based dual generation intervention designed to address academic success, and improve the health and well-

being of families living in subsidized housing communities. YFYN provides a twelve-session, practice-based curriculum delivered to both 

parents and their children on site at their housing community. The curriculum focuses on developing the bond between children and 

their parents, developing parents? attachment to schools, improving academic outcomes for children, developing cohesive relationships 

in the community, and promoting the health and well-being of family members.

Denver, CO Tier 3 $91,693.00
Youth Crime & 

Violence Prevention
Denver

Valley Settlement (http://www.valleysettlement.org) El Busesito Preschool - El Busesito Preschool is a free, bilingual preschool 

program that serves 64 children each year. Four mobile preschool classrooms (the busesitos) drive to 12 under-served neighborhoods and 

deliver culturally-responsive preschool to families who would otherwise lack access.

Carbondale, 

CO
Tier 3 $150,000.00

High School Dropout 

Prevention
Eagle, Garfield

Victims Offender Reconciliation Program of Denver, Inc (VORP) dba Colorado Circles for Change (www.ccfcdenver.org) Youth 

Leadership Institute - Youth Leadership Institute (YLI) is an umbrella of 3 curriculum that include Joven Noble and Xinachtli Rites of 

Passage program from the National Compadres Network, and Hueliti advanced leadership program for girls that centers the intersects of 

identity for teen girls that aim to support youth by developing positive characteristics using cultural identity as a strength. The goals of 

YLI are to create the next generation of empowered leaders, to prevent the criminalization of youth, to eliminate youth violence so 

they can thrive and live healthy, vibrant lives.

Denver, CO Tier 3 $141,305.00
Youth Crime & 

Violence Prevention
Adams, Arapahoe, Denver, Jefferson

Victims Offender Reconciliation Program of Denver, Inc (VORP) dba Colorado Circles for Change (www.ccfcdenver.org) Restorative 

Justice - RESTORE - The RESTORE program provides restorative justice to youth referred by Denver District and Municipal juvenile 

court. The two-month program engages youth and their families/caretakers in a strengths-based process of repairing the harm that led 

to a court summons. The program connects youth, families/caretakers and community together to provide an alternative to punitive 

consequences so youth can get their tickets expunged and avoid further involvement in the criminal justice system.

Denver, CO Tier 3 $82,531.00
Youth Crime & 

Violence Prevention
Adams, Arapahoe, Denver, Jefferson

Year One Inc. dba Mile High Youth Corps (http://www.milehighyouthcorps.org) Mile High Youth Corps - Conservation Programs - 

MHYC-Conservation programs combine comprehensive job skills training and education to 150 youth, ages 17-24 from across MHYC's 22-

county service area. During their 10 weeks to 10 month term of service, youth receive on-the-job training with soft skills development 

and individualized case management support to empower them toward their futures. They work on crews with nine diverse peers on 

projects related to land conservation, or energy and water conservation. At the end of their term, youth are transformed with an 

increased support and professional network, clarity of self and future direction, as well as an increase in confidence, skills and 

perspectives.

Denver, CO Tier 2 $64,025.00
Youth Crime & 

Violence Prevention

Adams, Arapahoe, Boulder, Broomfield, 

Denver, Douglas, El Paso, Fremont, 

Jefferson, Larimer, Montrose, Otero, 

Pueblo
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Year One Inc. dba Mile High Youth Corps (http://www.milehighyouthcorps.org) Mile High Youth Corps - YouthBuild - Serving 100% 

opportunity youth and based on the 41-year national model, MHYC-YB addresses the rising poverty levels, high school dropout rates and 

chronic unemployment that disproportionately impact youth from inner-city neighborhoods. Each year, YouthBuild offers 32 youth, ages 

17-24, the opportunity to receive hands-on career-readiness training in construction or healthcare, earn industry-recognized 

certifications and a High School Equivalency diploma, while getting paid a bi-weekly living stipend. YouthBuild integrates technical 

training, soft skills development and wraparound support to address systemic and personal barriers that prepare youth to achieve 

economic mobility, stability, and success after completing their term of service.

Denver, CO Tier 2 $35,975.00
Youth Crime & 

Violence Prevention
Adams, Arapahoe, Denver, Jefferson

YESS Institute, The (www.yessinstitute.org) Middle School Engagement Program - YESS Institute's High School Engagement Program 

delivers dropout intervention programming to ensure struggling students stay in school and graduate. We partner with North, 

Westminster, and Adams City high schools in building safe and inclusive learning communities. This daily, for-credit class follows the 

YESS social-emotional learning curriculum and uses a cross-age peer mentoring model that pairs students with similar "cultural-zip-

codes": shared social and cultural experiences that have shaped their personal beliefs. YESS mentors and mentees work together 

throughout the school year to develop social-emotional, leadership, and academic skills that reconnect disengaged mentees to a 

positive school culture.

Denver, CO Tier 3 $120,000.00
High School Dropout 

Prevention
Adams

YESS Institute, The (www.yessinstitute.org) High School Engagement Program - YESS Institute's High School Engagement Program 

delivers dropout intervention programming to ensure struggling students stay in school and graduate. We partner with North, 

Westminster, and Adams City high schools in building safe and inclusive learning communities. This daily, for-credit class follows the 

YESS social-emotional learning curriculum and uses a cross-age peer mentoring model that pairs students with similar "cultural-zip-

codes": shared social and cultural experiences that have shaped their personal beliefs. YESS mentors and mentees work together 

throughout the school year to develop social-emotional, leadership, and academic skills that reconnect disengaged mentees to a 

positive school culture.

Denver, CO Tier 3 $120,000.00
High School Dropout 

Prevention
Adams, Denver

Youth on Record (https://www.youthonrecord.org/) Open Lab and YOR Block Party - YOR's longest running out-of-school-time 

program, Open Lab is YOR?s drop-in center program, designed to support students as they work on projects, learn new skills and receive 

mentoring support from professional musicians at YOR. Students can sign-up for time in the recording studio, where they have the 

opportunity to have their music recorded, mixed and mastered by YOR's professional audio engineers. As the culminating event for Open 

Lab, student performers spend the school year preparing for either performance or management roles during the Block Party. Further, 

the YOR Block Party is the only youth-planned, managed and organized music festival in Denver.

Denver, CO Tier 2 $30,000.00
Marijuana & ATOD 

Prevention
Adams, Denver, Jefferson

Youth on Record (https://www.youthonrecord.org/) In-School Academic Success Programming - YOR offers for-credit academic 

achievement and high school dropout prevention programming in DPS and APS high schools that uses music and social justice as its 

primary lenses for learning. In addition to intensive in-classroom exposure to the use of music and media to solve personal, 

interpersonal and social problems, programs include 2-4 field trips each year to the YOR Youth Media Studio, where students have the 

opportunity to learn how to use industry-standard recording, mixing and mastering equipment to produce music. YOR employs and 

trains professional musicians, spoken word poets and artists to teach the classes.

Denver, CO Tier 2 $50,000.00
High School Dropout 

Prevention
Adams, Denver
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$10,570,224.23

1. Program Descriptions were written and provided by grantees at the time of Request for Application submission.

2. Location of lead office but may have more offices across the state. 

3. Award is based on TGYS Board decisions.

4. Funding category was selected by grantee at the time of Request for Application submission. 

5. Counties projected to be served by program. 
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All American Families dba FAMILIES PLUS (www.familiesplus.net) Families Plus - Colorado cares about all children! Families Plus 

offers a proven high-impact program for children in the most challenging circumstances, wrapping them in mentoring relationships, 

leadership opportunities, generous community support for their families, and continuous long-term inputs that will reduce substance 

abuse risk factors and enhancing protective factors, reduce violence, prevent child abuse, and keep youth in school. Families Plus 

parents, staff, and mentors dedicate to work together with participating youth to prevent substance use.

Delta, CO Tier 2 $55,684.00
Marijuana & ATOD 

Prevention
Delta

Art from Ashes Inc (www.artfromashes.org) Phoenix Rising Creative Empowerment Program - Phoenix Rising is an award-winning 

creative youth empowerment program that facilitates health and hope through expression, connection and transformation. AfA's 

workshops provide struggling youth the ability to move past their limitations and discover hope, humanity, and self-determination 

through the power of creativity.

Denver, CO Tier 2 $36,000.00
Marijuana & ATOD 

Prevention

Adams, Arapahoe, Bouler, Broomfield, 

Denver, Jefferson,

Asian Pacific Development Center (www.apdc.org) Leaders Among Leaders - The Leaders Among Leaders (LAL) program equips 

immigrant, refugee and at-risk youth with the skills needed to better advocate for themselves and their communities where they have 

been marginalized because of race, ethnicity, economic background, and/or refugee/immigration status. Youth learn various prevention 

and intervention skills to succeed academically, socially and emotionally. LAL is an incentivized program that helps students gain new 

skills to successfully navigate the challenges faced in school, and it keeps the target population on a path toward success. These 

students are at high risk of dropping out of school, joining a gang and being victims of violence.

Aurora, CO Tier 3 $124,844.00
Youth Crime & 

Violence Prevention
Adams, Arapahoe

Aspire 3D (http://www.aspire3d.org) Kids Club - The Aspire 3D Kids Club is a holistic program developed in partnership with caregivers 

and community partners with the goal of preventing child abuse and neglect among youth living in low-income housing. This innovative 

model activates the assets of neighbors, community spaces, and affordable housing to improve protective factors such as education and 

social connections for at-risk youth. Kids Club is enriched with on-site, individualized navigation services provided by a highly skilled 

social worker, ensuring that every child has the opportunity for a brighter future.

Loveland, 

CO
Tier 1 $25,000.00

Child Abuse & 

Neglect Prevention
Larimer

Aurora Community Connection (www.auroracommunityconnection.com) Early Childhood Education & Support - Through the use of 

the Parents as Teachers (PAT) home visitation program and Latino Family Literacy Project's culturally-responsive coursework, this 

program will equip Latino immigrant families with the knowledge and skills necessary to be their children?s first teachers, toward the 

goal of preventing child abuse and neglect, while also supporting future school engagement and success.
Aurora, CO Tier 3 $170,328.00

Child Abuse & 

Neglect Prevention
Adams, Arapahoe

Aurora Community Connection (www.auroracommunityconnection.com) Supporting School Success for Latino Immigrants - ACC's 

Supporting School Success for Latino Immigrants program engages children and teens in regular out-of-school learning opportunities 

related to literacy, school engagement, academic achievement and college and career preparedness, beginning in early elementary 

school and continuing through the end of high school. Elements of this program will be modeled after that of Adelante Hispanic 

Achievers to ensure particular relevance for Latino immigrant youth. By offering programming and support to children, youth and their 

parents across many years, ACC supports high school graduation, college enrollment and economic strength, towards the ultimate goal 

of preventing youth crime and violence.

Aurora, CO Tier 3 $173,582.00
Youth Crime & 

Violence Prevention
Adams, Arapahoe
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Funded Programs

SFY21-23 Grant Cycle

SFY22 Grantees

 07-23-20 SFY 21-23 TGYS Grantee Program Descriptions 1



Agency Name, Program Name, and Program Description
1

Location
2 Tier Award

3
Funding Category

4
Counties Served

5

Tony Grampsas Youth Services

Funded Programs

SFY21-23 Grant Cycle

SFY22 Grantees

Big Brothers Big Sisters of Colorado Inc (http://biglittlecolorado.org) Big Brothers Big Sisters of Colorado Community Based 

Mentoring Program - The Big Brothers Big Sisters of Colorado Community Based Mentoring Program provides one-to-one mentoring for 

youth facing adversity in metro Denver and Colorado Springs. Youth benefit from strong and enduring mentoring relationships with adult 

volunteer mentors; these relationships impact youth in three primary areas: social-emotional competence, educational success, and 

avoidance of risky and/or delinquent behavior.

Englewood, 

CO
Tier 3 $450,000.00 

Youth Crime & 

Violence Prevention

Adams, Arapahoe, Boulder, Broomfield, 

Chaffee, Denver, Douglas, El Paso, 

Jefferson, Larimer, Park, Pueblo

Blue Bench, The (www.thebluebench.org) Uniting in Action: Creating a Culture to Prevent Sexual Violence (Uniting in Act - The 

Blue Bench empowers high school-aged youth to change social norms contributing to sexual violence in their communities. Through 

participation in an eight-module/multi-session curriculum, Uniting in Action, participants gain an understanding of the dynamics of 

sexual violence; increase recognition of sexually violent attitudes and behaviors; build empathy for survivors; and are equipped with 

knowledge and skills to safely intervene before, during, or after sexual violence occurs. Youth increase confidence, motivation, and 

ability to create a culture in which sexually violent behaviors are prevented, where perpetrators of sexual violence are identified, and 

where survivors feel safe to seek support and resources.

Denver, CO Tier 3 $96,261.00
Youth Crime & 

Violence Prevention

Adams, Arapahoe, Denver, Douglas, 

Jefferson

Boulder County Public Health (https://www.bouldercounty.org/) OASOS- OASOS (Open and Affirming, Sexual Orientation and gender 

identity Supports) is Boulder County Public Health's program for lesbian, gay, bisexual, transgender, queer, intersex, and asexual 

(LGBTQIA+) youth. OASOS is committed to preventing bullying, harassment, discrimination, and violence in order to build safer, 

healthier, more affirming schools and communities for our youth. By providing pro-social support groups, one-on-one resource 

navigation, school-based programming, advocacy, training, health education, leadership development, and other youth-driven 

activities, OASOS works to create an environment where LGBTQIA+ youth can flourish and thrive.

Boulder, CO Tier 3 $135,000.00
Youth Crime & 

Violence Prevention

Boulder Preparatory High School (www.boulderprep.org) Boulder Prep Dropout Prevention Program - Boulder Prep High School 

serves as a comprehensive dropout prevention program based on Positive Youth Development (PYD) principles and best practices 

outlined by the Colorado Department of Education (CDE) in their Dropout Prevention Framework (DPF). The key components of our 

program are: using an early warning system, offering enhanced counseling, enhancing the school climate, engaging the community, 

family involvement, credit recovery, and drug prevention/intervention. The expected outcomes are improved attendance and academic 

performance and reduced drug use and delinquency which will lead to our larger goal of cutting our dropout rate and raising our 

graduation rate.

Boulder, CO Tier 2 $89,727.00
High School Dropout 

Prevention

Adams, Boulder, Broomfield, Denver, 

Weld

Boys & Girls Clubs of Metro Denver dba Boys & Girls Clubs in Colorado (www.coloradoboysandgirlsclubs.org) BGC Club Experience - 

Boys & Girls Clubs exist to engage and empower all young people, especially those who need us most, to reach their full potential as 

productive, caring, and responsible citizens. Boys & Girls Clubs in Colorado supports all Colorado Clubs serving youth ages 6 - 18 by 

providing funding to support year-round activities in the Club core programs: Character & Leadership Development; Education & Career 

Development; Health & Life Skills; Cultural Arts; and Sports, Fitness, Recreation. The 51 Club sites supported by TGYS's generous grant 

serve young people and families from under-resourced communities in urban, suburban, and rural areas across the state.

Denver, CO Tier 4 $900,000.00
High School Dropout 

Prevention

Adams, Alamosa, Arapahoe, Chaffee, 

Conejos, Costilla, Delta, Denver, El 

Paso, Fremont, Jefferson, La Plata, 

Larimer, Moffat, Montrose, Park, Pueblo, 

Rio Grande, Routt, Saguache, San Juan, 

Southern Ute, Weld
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Catholic Charities, Diocese of Pueblo Inc. (http://pueblocharities.org) It's All About Being a Teen - It's All About Being a Teen 

(IAABAT) is a 99-lesson, competency-based curriculum that empowers professionals with the tools to help teens sort out and master the 

complexities and challenges of adolescence. Designed by the evidence-based Nurturing Parenting Program® (NP), It's All About Being a 

Teen is a dynamic, interactive curriculum that increases positive youth self-worth, personal empowerment, self-discipline, empathy, 

healthy attachments, and resilient-protective behaviors.

Pueblo, CO Tier 3 $111,064.00
Youth Crime & 

Violence Prevention
Pueblo

Catholic Charities, Diocese of Pueblo Inc. (http://pueblocharities.org) Parents and Adolescents - Parents and Adolescents (P&A), 

designed by the evidence-based Nurturing Parenting Programs®, repairs abusive parent-teen relationships. Parents and their teens 

attend separate groups, concurrently, and then join as one group for 90 minutes. Parents and teens role-play, discuss, draw, learn how 

to live with each other, learn how to play together, to communicate respectively, and to be a positive, nurturing family.
Pueblo, CO Tier 3 $114,628.00

Child Abuse & 

Neglect Prevention
Pueblo

Center for Restorative Programs (www.restorativeprograms.org) Restorative Practices - Youth Diversion - Restorative Practices - 

Youth Diversion offers youth aged 9-18 an opportunity to participate in a restorative justice based dialogue process. This allows youth 

who have made a poor decision the opportunity to identify harms and impacts of their behavior, have input into how they would like to 

best ?fix? the impacts/harms, and complete repair of harm as much as is possible. This Diversion program will work with justice system 

partners to intervene as early as possible when behaviors occur, and will include referrals from School Resource Officers, other law 

enforcement, Municipal Courts, District Attorney, and the courts.

Alamosa, CO Tier 2 $89,259.00
Youth Crime & 

Violence Prevention

Alamosa, Conejos, Costilla, Rio Grande, 

Saguache

Colorado Boys Ranch Foundation dba CBR YouthConnect (http://www.cbryouthconnect.org) Connections Build Resilience- Home 

Based - The CBR-HB program is designed to provide strength-based, trauma-informed interventions/support to safely preserve families 

when children are at imminent risk of OOH placement, support reintegration following OOH placement, support kinship and foster care 

placements, and promote permanency. CBR-HB strengthens families, monitors safety, and addresses causes of family disruption. The 

program improves family protective factors, prevents children/youth from being removed from their homes, reduces length of 

separation and OOH placement, and facilitates family reunification following placement. CBR-HB Clinicians offer structure, support, 

supervision, and evidenced-based interventions within the home, at school and in the community for youth and family issues.

Lakewood, 

CO
Tier 1 $25,000.00

Child Abuse & 

Neglect Prevention

Adams, Arapahoe, Baca, Bent, Boulder, 

Broomfield, Crowley, Denver, Douglas, 

El Paso, Jefferson, Kiowa, Morgan, 

Otero, Prowers, Pueblo, Saguache, Weld

Colorado Springs Teen Court dba Teen Court (http://www.springsteencourt.org) Restorative Justice Sentencing Program - Teen 

Court's Restorative Justice Sentencing Program strives to end the cycle of self-destructive behavior of first-time, young adult offenders 

and teach them responsibility, self-control, and self-respect all using the power of positive peer influence and adult mentors. The 

traditional justice system emphasizes punishment over rehabilitation, which tends to reinforce teenagers low self-esteem and sense of 

alienation and increase the risk for continued criminal behavior. Alternatively, Restorative Justice focuses on the rehabilitation of 

offenders through reconciliation with victims and the community

Colorado 

Springs, CO
Tier 2 $68,942.00

Youth Crime & 

Violence Prevention

Adams, Douglas, El Paso, Fremont, 

Pueblo

Colorado State University (www.colostate.edu) Excelling At Great Leadership Everyday (EAGLE) program - The Excelling At Great 

Leadership Everyday (EAGLE) program, led by CSU Gilpin County Extension, provides after-school, full Friday, and summer 

extracurricular activities for youth in the small mountain community of Gilpin County. Staff work in partnership with young people to 

increase leadership opportunities, provide skills development, and foster connections with peers and natural adult mentors to promote 

well-being and reduce substance use.

Fort Collins, 

CO
Tier 3 $102,407.00

Marijuana & ATOD 

Prevention
Gilpin
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Colorado State University (www.colostate.edu) Campus Connections-CSU - Within the context of a service-learning course at 

Colorado State University, Campus Connections is a powerful therapeutic mentoring program for youth, ages 10-18, who have 

experienced adversity. To support their resilience and life success, youth are paired in one-on-one mentoring relationships with 

undergraduate students, and these pairs are welcomed into an engaging and uniquely structured community of other mentoring pairs in 

which youth gain friendships and belonging, and receive academic support, exposure to a college campus, dinner, and opportunities to 

engage in pro-social activities. Family therapists oversee this community and provide integrated therapy services for youth and their 

families.

Fort Collins, 

CO
Tier 3 $125,859.00

Marijuana & ATOD 

Prevention
Larimer

Colorado UpLift (http://www.coloradouplift.org) After School and Adventure Program - The After School and Adventure Programs 

provide our signature out of school activities and traditionally, have targeted high school youth. Our request to TGYS is to expand 

services to middle school students who are particularly at risk during the fragile school transition from eighth to ninth grade. The idea is 

that physical activities and experiential learning leverage the developmental stages of early teens so they matriculate to our in-school 

programs where they receive academic and social support and are more likely to graduate high school.

Denver, CO Tier 2 $68,789.00
High School Dropout 

Prevention
Arapahoe, Denver

Colorado Youth Congress (http://coyouthcongress.org) Statewide relationship building - The Colorado Youth Congress relationship 

building program brings together 50-75 high school youth from across the state three times per year in person (contingent on COVID-19 

restrictions) and five times digitally in order to advance personal development and community building. The goal of this program is to 

build strong social capital, which has been proven to be a large protective factor and positive contributor to developing thriving people 

and communities.

Lakewood, 

CO
Tier 1 $25,000.00

Youth Crime & 

Violence Prevention

Adams, Arapahoe, Baca, Broomfield, 

Chaffee, Denver, Douglas, El Paso, 

Gilpin, Grand, Jefferson, Lake, Larimer, 

Pueblo, Rio Grande, Saguache, Summit

Concrete Couch (http://www.concretecouch.org) Credit Recovery Program for Students at Risk of Dropout - Concrete Couch offers 

a job-training and mentorship program for disadvantaged teens at risk of dropping out of high school. This program engages students 

with hands-on skills and collaborative projects to earn school credit towards their degree. Students also gain self-esteem, math and 

verbal skills, connection to a mentoring adult teacher, and real-world working experience.

Colorado 

Springs, CO
Tier 1 $25,000.00

High School Dropout 

Prevention
El Paso

Court Appointed Special Advocates, Inc dba CASA of Larimer County (http://www.casaLarimer.com) Harmony House - The Harmony 

House program focuses on strengthening families who have experienced trauma or child abuse & neglect through the implementation of 

evidence-based parenting classes by our case management team. Harmony House provides a safe and home-like setting for supervised 

visitation for children and their non-custodial family members as well as a safe place for conflict-free exchanges for parents with shared 

custody.

Fort Collins, 

CO
Tier 2 $37,350.00

Child Abuse & 

Neglect Prevention
Larimer

Court Appointed Special Advocates, Inc dba CASA of Larimer County (http://www.casaLarimer.com) Court Appointed Special 

Advocates - CLC trains community volunteers to be consistent role models and advocates for youth who have experienced abused or 

neglected and whose families have an open Dependency & Neglect case in the court. As the voice in court for the child, these 

volunteers are Court Appointed Special Advocates (CASA) who advocate for the medical, educational and emotional needs for a child or 

sibling set throughout the length of their case.

Fort Collins, 

CO
Tier 2 $35,108.00

Child Abuse & 

Neglect Prevention
Larimer
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Court Appointed Special Advocates of Mesa County dba CASA Of Mesa County (http://casamc.org) CASA of Mesa County - CASA of 

Mesa County trains community volunteers to provide best-interest advocacy for child victims of abuse and neglect in Mesa County. This 

advocacy consists of gathering information about a child's physical and mental well-being, recommending needed services, and 

monitoring individual outcomes for each child. Our advocates are the one consistent person in the lives of the children they serve and 

provide each child with a voice in court and hope for a bright future.

Grand 

Junction, CO
Tier 1 $25,000.00

Child Abuse & 

Neglect Prevention
Mesa

Crossroads Safehouse, Inc. (http://www.crossroadssafehouse.org) Youth Services Time to Talk - The youth program encompasses 

services to help children and teens to increase self-esteem, develop and practice coping and communication skills, and learn 

alternatives to aggressive behaviors. A larger piece of Crossroads? outreach programming provided to youth is our teen dating violence 

prevention program, titled Time to Talk, which gives teenagers the tools and information required to identify warning signs of an 

abusive relationship, what to expect from a healthy relationship, the cycle of abuse, and how to help someone in an abusive 

relationship. Time to Talk is provided at the four major high schools in Fort Collins: Fort Collins High School, Fossil Ridge High School, 

Rocky Mountain High School, and Poudre High School.

Fort Collins, 

CO
Tier 1 $20,095.00

Youth Crime & 

Violence Prevention
Larimer, Weld

Denver Health & Hospital Authority (http://www.denverhealth.org) Denver Health's Early Childhood Mental Health Consultation 

Program - Denver Health's Early Childhood Mental Health Consultation program provides evidence and trauma informed consultation to 

Denver Great Kids Head Start's program staff, families, and children. Our consultation model promotes the mental health & 

social/emotional development of young children by providing child & family-focused consultation, classroom-focused consultation and 

program-focused consultation to Head Start children, families and program staff.

Denver, CO Tier 2 $89,899.00
Child Abuse & 

Neglect Prevention
Denver

Denver Kids, Inc. (http://denverkidsinc.org) High School Educational Counseling and Future Options Program (HSEC) - The Denver 

Kids High School Educational Counseling and Future Options Program is a one-to-one relationship-based, long-term preventive approach 

dedicated to increasing academic achievement, building character, and supporting the positive development of the whole child. 

Through academic and social/emotional intervention strategies, Denver Kids is working with Denver Public Schools' students and families 

to create paths that lead to high school graduation, post-secondary education and self-sufficient adulthood.

Denver, CO Tier 3 $341,041.00
High School Dropout 

Prevention
Denver

Denver Youth Program dba Metro Denver Partners (www.metrodenverpartners.org) GRASP - GRASP (Gang Rescue and Support 

Project) is a peer-run intervention program that works with youth who are at-risk of gang involvement or are presently active in gangs, 

helps families of gang victims, and serves as a youth advocate. GRASP works because it is primarily run by ex-gang members who broke 

free of the gang lifestyle and changed their lives. The staff understands how difficult it is to make this transition and the challenges 

facing youth who do it. Established in 1991 after a tragic drive-by shooting death of a teen, GRASP has evolved into a highly respected 

and successful program.

Denver, CO Tier 2 $90,000.00
Youth Crime & 

Violence Prevention
Adams, Arapahoe, Denver, Jefferson

Dolores County School District RE-2J (https://www.dc2j.org/) Peer-to-Peer Mentoring Program - The Peer-to-Peer Mentoring Program 

offers evidence based curriculum to elementary and middle school students on a bi-weekly basis throughout the school year. STUD 

members (high school students) are engaged as partners to facilitate the mentoring program to their younger peers. The mentoring 

program is designed to help shape healthy choices and behaviors, and lower the rate of underage substance use among our youth.

Dove Creek, 

CO
Tier 1 $24,640.00

Marijuana & ATOD 

Prevention
Dolores
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Eagle River Youth Coalition, Inc. dba Mountain Youth (http://www.mountainyouth.org) In-School Prevention Education Program - 

The In-School Prevention Education Program offered by Mountain Youth and Red Ribbon Project teaches youth positive life skills, coping 

mechanisms, healthy decision-making, and healthy emotional regulation. The multi-session program is offered during the school-day, 

reaching entire grade levels at partnering schools with universal curriculum, and providing secondary curricula for referred youth (and 

when appropriate parents) to address and prevent high risk behaviors.

Edwards, CO Tier 2 $90,000.00
Marijuana & ATOD 

Prevention
Eagle

Easter Seals Colorado (www.eastersealscolorado.org) Discovery Club - Discovery Club (DC) is a Saturday recreational and respite care 

program for families with children with disabilities, and their siblings. The program also provides service learning training for nursing 

and physical therapy students. DC served 954 individuals at 4 locations in 2019 Easterseals Colorado (ESC) is requesting funds to support 

DC sites in Aurora and Northglenn. Easterseals Colorado (ESC) is requesting funds to support DC sites in Aurora and Northglenn.

Lakewood, 

CO
Tier 2 $23,994.00

Child Abuse & 

Neglect Prevention

Adams, Arapahoe, Boulder, Broomfield, 

Denver, Douglas, El Paso, Jefferson, 

Larimer, Pueblo,Weld

elevateHER (http://www.elevateherco.org) empowerHER: Building Leadership and Life Skills in Rural Colorado - elevateHER fosters 

self-worth and grit in young women through mentoring, outdoor adventure, and life-skills programs. We engage girls in 6-12th grades to 

learn technical recreation skills and healthy lifestyle habits, as well as practical life-management skills and positive character 

development leading to healthy, thriving, and resilient young women. *Due to late funding and the COVID-19 pandemic, elevateHER will 

be serving less girls during the FY2020/2021.

Buena Vista, 

CO
Tier 1 $25,000.00

Marijuana & ATOD 

Prevention
Chaffee, Lake

Environmental Learning for Kids (http://www.elkkids.org) ELK Youth Naturally - ELK Youth Naturally (ELKYN) provides 

comprehensive, long-term programming for disadvantaged youth to experience a safe educational and outdoor recreational 

environment. In this program self-esteem, life skills and graduation rates are increased and truancy, school drop-outs and risky 

behaviors are decreased. ELKYN's four-part Education Model creates a pipeline that serves as the basis for developing the confidence 

and self-esteem necessary for young people to succeed in all aspects of life. ELKYN begins with ELK's signature science and outdoor 

curriculum during after-school programs, followed by recruitment into our year-round programs designed to encourage family-wide 

involvement.

Denver, CO Tier 2 $67,500.00
Youth Crime & 

Violence Prevention
Adams, Arapahoe, Denver

Florence Crittenton Services of Colorado (www.flocritco.org) Early Childhood Education Center- Florence Crittenton Services' Early 

Childhood Education (ECE) Center serves up to 100 children of teen mothers at a time. It provides children with nutritious, family-style 

meals cooked in our scratch kitchen, three age-appropriate playgrounds, and daily early literacy activities built into the curriculum, 

based on Teaching Strategies' Creative Curriculum®. FCS ECE teachers receive regular training on trauma-responsive care based on the 

Conscious Discipline® social-emotional learning and classroom management system. The Center has a robust family engagement 

program that includes parent-teacher conferences and family activities in which teen parents and other family members join the 

children in classroom activities and celebrations.

Denver, CO Tier 3 $38,142.00
Child Abuse & 

Neglect Prevention

Four Corners Child Advocacy Center (http://nestcac.org) Problematic Sexual Behavior Intervention - PSB-CBT has been found to 

have long-term positive results for children with PSBs. With appropriate intervention, supervision and treatment, most children and 

youth with PSBs can: Live safely with other children; Be treated on an outpatient basis while living at home or in the community, and; 

Attend school and participate in school activities without jeopardizing the safety of other children. Further, recidivism decrease to 

about 2% when effective treatment is provided.

Cortez, CO Tier 1 $24,733.00
Child Abuse & 

Neglect Prevention
Montezuma
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Four Corners Rainbow Youth Center (http://www.rainbowyouthcenter.org/) Rainbow Youth Rising - Rainbow Youth Rising empowers 

LGBTQIA+ youth to rise above discrimination, oppression, and rejection. RYR builds youth up to be strong, resilient human beings with 

the skills needed to navigate the elevated risks they face while recognizing the agency and strengths they already have. Durango, CO Tier 2 $53,112.00
Marijuana & ATOD 

Prevention
La Plata, Ouray

Full Circle of Lake County, Inc. (www.fullcircleleadville.org) Social Emotional Learning Out of School Time Program (SEL-OOST) - 

Full Circle of Lake County's SEL-OOST program will partner with youth to incorporate 5 core social emotional learning (SEL) 

competencies (self awareness, self management, social awareness, relationship skills, and responsible decision-making) into our year-

round out-of-school-time program planning, implementation, and evaluation. The program will offer SEL curriculum for grades K-12, 

offer prosocial activities rooted in SEL for youth in 6-12th grade, complete community service projects, and build youth-led peer 

education campaigns in the community to educate and advocate for both individual and community-wide change.

Leadville, 

CO
Tier 3 $134,916.00

Marijuana & ATOD 

Prevention
Lake

Full Circle of Lake County, Inc. (www.fullcircleleadville.org) Mentoring Program - The Mentoring Program at Full Circle aims to 

bolster protective factors in youth while reducing or preventing high-risk behaviors including violence and substance abuse. In 

partnership with the Lake County School District, the Mentoring Program allows youth to develop social-emotional skills and build 

connections to positive adults and to the community throughout-of-school time activities (both prosocial and curriculum-based), 

community service projects, and the intentional matching of youth to a screened and trained mentor.

Leadville, 

CO
Tier 3 $89,916.00

Marijuana & ATOD 

Prevention
Lake

Grand Futures Prevention Coalition (http://grandfutures.org) Northwest Colorado Youth Action Councils - In rural Northwest 

Colorado, Youth Action Councils play a powerful role in offering youth an avenue to act as leaders and implement solutions to substance 

misuse problems. Through knowledge sharing and skill building activities, students are able to take action to influence social norms and 

policies at the community level, delay their own initiation in alcohol, tobacco, marijuana and other drug use, increase perceived risk of 

harm of substance use and decrease substance use at the community level. Activities focus on implementing policy change and other 

environmental strategies in the community.

Steamboat 

Springs, CO
Tier 1 $23,583.00

Marijuana & ATOD 

Prevention
Grand, Moffat, Routt

Griffith Centers for Children/CHINS UP (http://www.griffithcenters.org) A.S.K. Truancy Program - The Griffith Centers for Children 

counseling truancy prevention program called "ASK" Advocate Success for kids, is a comprehensive counseling program for truant 

students. This counseling model will include the following areas: consultation with teachers, meet with staff and parents to enhance 

effectiveness in helping students, providing in-home therapy, mentoring, community service and psycho-education. The truancy 

prevention counselor will guide students to develop career/vocational plans, set academic goals, counsel individuals and their parents 

to address challenges such as academic failure, attendance, behavior problems, peer problems and family issues.

Northglenn, 

CO
Tier 1 $24,966.00

High School Dropout 

Prevention
Adams
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Groundwork Denver, Inc (www.groundworkcolorado.org) Green Team Youth Employment Program - The Green Team Program 

provides paid job training and leadership opportunities for youth to work on neighborhood improvement projects in their own 

communities. Youth (ages 14-18) and young adults (ages 19-24) are employed as youth employees or youth leaders and work 20-30 hours 

per week during the summer and 10 hours per week during the school year to address healthy food access, natural resource 

management, water stewardship, outdoor recreation, environmental and health education, and civic engagement. Program activities 

include job training and skills-building to help youth employees develop a strong work ethic, work experiences, and career aspirations.

Denver, CO Tier 2 $85,736.00
Youth Crime & 

Violence Prevention
Adams, Denver, Jefferson

Heart & Hand Center (www.heartandhandcenter.org) Holistic Out-of-School Time Programming for Elementary and Middle School 

Student - To support the needs of its community, H&H will provide 175 elementary and middle school students with consistent, 

compassionate support utilizing a whole-child model. The model empowers youth to build trusting relationships with adults and provides 

vital support to their families to assist with basic needs and help navigate through crisis situations. H&H's OST programming prevents 

youth crime and violence by providing youth a safe place after school and during summer, helping youth to be healthy and well, 

facilitating connections between youth and trusted adults, improving academic performance including test scores, supporting youth and 

their families, and fostering youth self-esteem.

Denver, CO Tier 3 $90,000.00
Youth Crime & 

Violence Prevention
Denver

Heart & Hand Center (www.heartandhandcenter.org) College & Career Support for Low-Income High School Students in Northeast 

Denver - H&H's College & Career program ensures every H&H participant has the resources and supports they need to achieve post-

secondary success throughout and after high school. Participants are eligible from 8th grade through two years post-high school 

graduation and are primarily high school students who have participated in H&H programming since elementary school. This enables the 

organization to provide consistent, compassionate support to the same students, day after day, year after year. H&H prevents low-

income youth from dropping out of high school by supporting the individual academic, social-emotional, and future-planning needs of 

participants, empowering them to achieve post-secondary success and beyond.

Denver, CO Tier 3 $45,000.00
High School Dropout 

Prevention
Denver

Inside Out Youth Services (https://www.insideoutys.org) Life Skills - LGBTQ+ young people (ages 19-24) are at higher risk for 

substance and tobacco use than their heterosexual and cis-gender (non-transgender) peers. Life Skills helps these young people build 

emotional resilience, peer connections, and relationships with trusted adults so they are empowered to make healthy decisions, resist 

substances, and transition into adulthood successfully.

Colorado 

Springs, CO
Tier 2 $39,345.00

Marijuana & ATOD 

Prevention
El Paso

Inside Out Youth Services (https://www.insideoutys.org) Smart Hearts - Safe Dates Program for LGBTQ+ Youth in Colorado Springs - 

Reducing dating violence and teaching LGBTQ+ youth healthy relationship skills is an important strategy to boost overall health 

outcomes. Smart Hearts is an LGBTQ+ inclusive program that utilizes Safe Dates curriculum to teach LGBTQ+ youth the difference 

between healthy, unhealthy, and abusive relationships. This program empowers LGBTQ+ youth to make healthier choices about their 

relationships and provides them with the tools to teach their peers how to identify dating violence and get help.

Colorado 

Springs, CO
Tier 2 $47,999.00

Youth Crime & 

Violence Prevention
El Paso
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Karis, Inc. dba The House (http://thehousegj.org) Street Outreach Program - The Street Outreach Program (SOP) reaches out to 

homeless, unaccompanied youth ages 21-24 who are couch-surfing or living on the street in Mesa County and links them interventions 

that reduce youth crime and violence. SOP staff deliver services on the street, in coffee houses, at fast food restaurants and at Karis? 

centrally located drop-in center where youth can meet with a staff member, take a shower, enjoy a meal, and receive assistance with 

employment and education.

Grand 

Junction, CO
Tier 3 $171,610.00

Youth Crime & 

Violence Prevention
Mesa

Karis, Inc. dba The House (http://thehousegj.org) The House - The House, an emergency shelter for homeless youth, provides 

interventions for 3-6 weeks at The House and another year after exit that reduce crime and violence. Specifically, the House provides 

supportive services including intensive case management, peer activity groups, innovative mental health services, family reunification 

services, and educational and housing supports that help youth develop protective factors including connection to caring adults, good 

peer relationships, and protection from harm and fear. House youth experience increased resilience and social connectedness, improved 

mental health, and decreased substance use one year after exit. NOTE that no TGYS funding pays for housing.

Grand 

Junction, CO
Tier 3 $127,761.00

Youth Crime & 

Violence Prevention
Mesa

Kempe Foundation, The dba The Kempe Foundation for the Prevention and Treatment of Child Abuse and Neglect 

(http://kempe.org) Fostering Healthy Futures - The Fostering Healthy Futures (FHF) program is an evidence-based, positive youth 

development program for preteens and teens who are in foster care or at risk of out-of-home care due to abuse and/or neglect. The 

program uses a combination of individual mentoring and skills training to promote healthy development, strong interpersonal 

connections, and multiple competencies in young people with exceptional promise, thereby reducing risk factors for adverse outcomes, 

including substance use, violence and delinquency.

Aurora, CO Tier 3 $176,935.00
Youth Crime & 

Violence Prevention
Adams, Arapahoe, Douglas, Jefferson

Lake County Government, Lake County Public Health Agency dba Get Outdoors Leadville! (http://www.GetOutdoorsLeadville.org) 

Rockies Rock Summer Adventures: Youth Leaders SYEP - GOL!'s Rockies Rock Youth Leaders program engages local teens (15-19 year 

olds) in paid leadership positions integrated into a nature-based summer daycamp for 1st-6th graders. Youth Leaders are supported as 

assistant leaders-in-training under the guidance of professional educators and outdoor program leaders. Youth Leaders develop skills for 

career readiness, recreation and educational leadership, mentoring to younger youth; increase personal accountability, prosocial 

behaviors, healthy decision making; and enhance problem-solving and contribute to positive group dynamics. Youth Leaders develop 

greater self-confidence, strengthen peer and community connections, and build strong trusted adult relationships, all in a positive youth 

development (PYD) environment.

Leadville, 

CO
Tier 2 $62,485.00

Youth Crime & 

Violence Prevention
Lake

Las Animas-Huerfano Counties District Health Department (http://www.la-h-health.org/) LifeSkills Training - LifeSkills Training is a 

classroom-based program provided to students in elementary, middle and high school. The goal of the program is to decrease substance 

use by teaching students personal self-management skills, social skills, and drug use resistance skills.
Trinidad, CO Tier 2 $89,106.00

Marijuana & ATOD 

Prevention
Las Animas

Lutheran Social Services of Colorado dba Lutheran Family Services Rocky Mountain (http://www.lfsrm.org) Refugee Youth 

Empowerment Program- The Refugee Youth Empowerment Program supports vulnerable youth who have come to the US from 

unimaginable experiences and situations, experiencing trauma and psychosocial impacts. To prevent substance abuse and other risky 

behaviors, LFSRM will connect youth to caring adults through a high quality program that teaches social and emotional learning 

strategies, uses a positive youth development approach and intensive wrap-around service to help them thrive.

Lakewood, 

CO
Tier 3 $215,555.00

Marijuana & ATOD 

Prevention
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Morgan County Family Center, Inc. (http://morganfamilycenter.org) Parents as Teachers - The PAT program provides support to 

families from pregnancy through Kindergarten. Services offered by the trained PAT educators are intended to increase parent 

knowledge of early childhood development and help parents detect developmental delays, prevent child abuse and neglect, and 

increase school readiness and success. Family supports include monthly or biweekly home visits; customized educational activities and 

child development learning opportunities; health, hearing, vision, and developmental screenings of children; monthly group connection 

meetings providing families an important link to community resources and social networks.

Fort Morgan, 

CO
Tier 2 $70,848.00

Child Abuse & 

Neglect Prevention
Morgan

Mount St. Vincent Home, Inc. dba Mount Saint Vincent (http://msvhome.org) Mount Saint Vincent Child Trauma Training Academy - 

Mount Saint Vincent will expand its Child Trauma Training Academy by providing training to families with children or youth who have 

been involved in the child welfare system in some way (including families referred for in-home treatment or have a child exiting 

residential treatment). This trauma-informed program will ensure parents and families have the training, resources, and tools to better 

understand and respond to the effects of childhood trauma, ultimately resulting in stronger families in Colorado. During the three-year 

grant period, MSV will train 370 parents in Adams, Denver, El Paso, and Pueblo counties.

Denver, CO Tier 3 $136,462.00
Child Abuse & 

Neglect Prevention
Adams, Denver, El Paso, Pueblo

Office of the District Attorney 22nd Judicial District (http://montezumacounty.org/web/services/district-attorney/) Community 

Based Restorative Justice Program - Community Based Restorative Justice Services for at-risk and criminally involved youth in 

Montezuma and Dolores Counties.
Cortez, CO Tier 1 $25,000.00

Youth Crime & 

Violence Prevention
Dolores, Montezuma

Onward! A Legacy Foundation dba School Community Youth Collaborative (www.scyclistens.org) Botvin Life Skills Training - Botvin 

LifeSkills Training (LST) is one of 3 programs selected by Blueprints for Healthy Youth Development as a Model Plus Program. LST is an 

evidence based substance abuse and violence prevention program that teaches personal self-management skills, general social skills, 

and drug resistance skills to middle school youth.

Cortez, CO Tier 2 $25,482.00
Youth Crime & 

Violence Prevention
Montezuma

Ouray County Schools Community Resource Consortium (http://voyageryouthprogram.org) After School Enrichment Program (ASP) - 

Voyager After School Enrichment Program offers a safe place for all children ages 5 to 12 to go after school where they eat, get 

homework help, and develop connections with peers, community, and nature. Through a Positive Youth Development lens, we create an 

environment in which youth thrive and teachers and parents collaborate in developing resilient youth.
Ridgway, CO Tier 1 $25,000.00

Youth Crime & 

Violence Prevention
Montezuma, Montrose & Ouray

Parent Possible (www.parentpossible.org) Parents as Teachers - Parents as Teachers (PAT) is an evidence-based parent education and 

support program designed to empower parents as their child's first teacher. PAT provides parents with personal visits, group meetings, a 

resource network, and hearing, vision and developmental screening for children all of which increase parent knowledge of early 

childhood development, improve parenting practices, provide early detection of developmental delays and health issues, prevent child 

abuse and neglect, and increase children's school readiness.

Denver, CO Tier 4 $518,291.00
Child Abuse & 

Neglect Prevention

Adams, Alamosa, Arapahoe, Boulder, 

Clear Creek, Costilla, Delta, Denver, El 

Paso, Fremont, Jefferson, La Plata, 

Larimer, Montrose, Otero, Ouray, Park, 

Rio Grande, Saguache, San Miguel, 

Summit, Weld
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Parent Possible (www.parentpossible.org) Home Instruction for Parents of Preschool Youngsters (HIPPY) - Home Instruction for 

Parents of Preschool Youngsters (HIPPY) is an evidence-based parent involvement, school readiness program that helps parents prepare 

their young children for success in school and beyond. HIPPY is a peer-delivered model with trained home visitors providing weekly 

home visits, working one-on-one with parents of preschool aged children (ages 2-5). In addition to weekly home visits, the program 

provides monthly group meetings to increase social connections and support in times of need.

Denver, CO Tier 4 $230,676.00
Child Abuse & 

Neglect Prevention

Adams, Alamosa, Arapahoe, Conjeos, 

Costilla, Denver, El Paso, Jefferson, Rio 

Grande

Playworks Education Energized (http://playworks.org) Playworks TeamUp Program - The Playworks TeamUp Program partners a 

Playworks Site Coordinator with four elementary schools or a Program Specialist with two elementary schools to model safe and healthy 

play while training an on-site recess team. Through the program, bullying is decreased, physical activity is increased, and students learn 

critical social-emotional skills.

Denver, CO Tier 3 $45,000.00
Youth Crime & 

Violence Prevention
Arapahoe, Denver, Douglas

Playworks Education Energized (http://playworks.org) Playworks Coach Program - In the Playworks Coach program, a full-time Coach 

at least 8 low-income elementary school uses play to decrease bullying, increase physical activity, and teach critical social/emotional 

skills. Through play, Playworks is transforming school climate and culture.
Denver, CO Tier 3 $205,618.00

Youth Crime & 

Violence Prevention
Adams, Arapahoe, Denver

Reaching HOPE (http://www.ReachingHOPE.org) HOPE for the Family: Therapy after Trauma - HOPE for the Family: Therapy after 

Trauma provides family mental health services to heal trauma, strengthen healthy family relationships and break cycles of abuse to 

protect children for generations to come. Victims and their entire support system receive individual and family therapy from a team of 

psychologists working to resolve trauma, increase family connectedness, and build resiliency.

Commerce 

City, CO
Tier 2 $81,900.00

Child Abuse & 

Neglect Prevention

Adams, Broomfield, Denver, Jefferson, 

Weld

Riverside Educational Center (www.rec4kids.com) REC @ GJHS and REC at CHS - REC is an after-school high school program providing 

academic support, enrichment, community engagement, service learning, and skill building both on- and off-site. Our goal, through the 

academic, social, and emotional support programming is to keep kids engaged in academics and personal growth, supported at their 

school, and successfully graduate from high school with a post-secondary plan.

Grand 

Junction, CO
Tier 3 $199,202.00

High School Dropout 

Prevention
Mesa

Safehouse Progressive Alliance for Nonviolence, Inc. (https://www.safehousealliance.org) Peers Building Justice Program - The 

Peers Building Justice (PBJ) Program is a collaborative youth leadership development and violence prevention project by Safehouse 

Progressive Alliance for Nonviolence and Moving to End Sexual Assault in Boulder County. Three components comprise the PBJ Program: 

1) youth leadership and activism as Youth Organizers; 2) evidence-based violence prevention curriculum delivered in classroom settings 

or remotely via online learning by PBJ staff; and 3) youth-driven Participatory Action Research initiatives and awareness campaigns to 

educate youth, parents and the community about teen dating violence.

Boulder, CO Tier 3 $123,255.00
Youth Crime & 

Violence Prevention
Boulder, Broomfield

San Miguel Resource Center (www.smrcco.org) Youth Violence Prevention Program - The San Miguel Resource Center's Prevention 

Education Program is focused on reducing youth crime and violence in the rural San Miguel and West End of Montrose Counties. Our 

educators provide an evidence-based curriculum that focuses on building resiliency and healthy life skills. Our curriculum is presented 

depending on each of our eight schools' unique needs, whether that be a 2-week long workshop series, lunch group workshops, or 

consistent monthly in-class lessons.

Telluride, 

CO
Tier 2 $48,387.00

Youth Crime & 

Violence Prevention
Montrose, Ouray, San Miguel
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Savio House (http://www.saviohouse.org) Multisystemic Therapy Expansion - Savio will expand to include two additional 

Multisystemic Therapy teams to serve youth and families in Central Colorado. MST is an evidence-based intervention that empowers 

youth (aged 12- 17) and their families to eliminate unwanted behaviors and function positively.
Denver, CO Tier 3 $284,954.00

Youth Crime & 

Violence Prevention

Chaffee, Custer, El Paso, Fremont, Lake, 

Pueblo, Saguache

Seeking Common Ground, Inc. dba Building Bridges (http://www.buildingbridgesshift.org) Transform Youth Development Program - 

Through its Transform youth development program, Building Bridges (BB) joins with young people who have diverse lived experiences to 

engage meaningful cross-cultural conversations and activate youth-led social change. BB's model builds on a variety of frameworks, 

including social-emotional learning (SEL), positive youth development (PYD), and anti-oppression to support participants' overall well-

being and increase their resilience. Through a year-long program, participants engage in dialogue, workshops, and community change 

projects that develop their leadership, relationship-building, and nonviolent conflict transformation skills. This model has demonstrated 

impact across exactly those divides fracturing the country, including race, ethnicity, class, and gender identity.

Denver, CO Tier 2 $81,000.00
Youth Crime & 

Violence Prevention

Adams, Boulder, Denver, Douglas, 

Jefferson

Shiloh Home Inc. dba Shiloh House (https://shilohhouse.org) Parents As Teachers - Shiloh's Parents As Teachers program is a two-

generation approach. Trained parent educators partner with families to improve parenting practices, increase knowledge of early 

childhood development, and support family well-being. Through home visits and ongoing assessment, parent educators are able to 

provide early detection of developmental delays and health issues, help in the prevention of child abuse and neglect, and increase 

children's school readiness and success. Serving a five-county area, trained professionals make regular personal home visits during a 

child's earliest years in life, from prenatal through kindergarten.

Littleton, 

CO
Tier 2 $45,000.00

Child Abuse & 

Neglect Prevention

Adams, Arapahoe, Denver, Douglas, 

Jefferson

Soccer Without Borders (http://www.soccerwithoutborders.org) SWB Greeley & Aurora - SWB Greeley& Aurora provides 

programming that integrates soccer, education and community to help newcomer refugee and immigrant youth develop the skills they 

need to be successful. Our during and after-school programming takes a positive youth development approach, creating a safe and 

supportive space that helps youth make positive choices and work towards their goals.

Aurora, CO Tier 3 $136,439.00
High School Dropout 

Prevention
Adams, Arapahoe, Denver, Weld

Soccer Without Borders (http://www.soccerwithoutborders.org) SWB Summer Bridge - SWB Summer Bridge provides comprehensive 

summer programming to reduce summer learning loss among elementary and middle grade refugee and immigrant youth, integrating 

English language development with engaging enrichment programming. In addition to providing summer learning opportunities for 

students in K-8, SWB Summer Bridge engages high school refugee and immigrant youth as camp counselors, providing leadership and 

employment development for youth who serve as role models and change agents within their community. Our summer programming 

takes a positive youth development approach, creating a safe and supportive space that helps youth make positive choices and work 

towards their goals.

Aurora, CO Tier 3 $53,135.00
High School Dropout 

Prevention
Adams, Arapahoe, Denver, Weld

Southern Colorado Community Action Agency, Inc. (http://www.sococaa.org) Project Venture - PV is an outdoor, adventure-based 

experiential learning program designed to promote the positive and holistic growth of Ignacio middle school youth. The program 

strengthens the community of relationships among youth peers, families and the natural world.
Ignacio, CO Tier 2 $31,907.00

Youth Crime & 

Violence Prevention
Southern Ute

Southern Colorado Community Action Agency, Inc. (http://www.sococaa.org) Check and Connect - Check and Connect (C&C) is an 

evidence-based, dropout prevention program that utilizes personalized interventions for disengaged, marginalized youth that addresses 

issues of attendance, behavior, content mastery, life skills, and positive youth development. C&C strengthens relationships between 

students, mentors, families and caring adults in school and out of school.
Ignacio, CO Tier 2 $53,822.00

High School Dropout 

Prevention
Southern Ute
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Southern Colorado Family Center (http://southerncoloradofamilycenter.com) Southern Colorado Family Center - Targets at risk 

youth and family involvement through providing youth oriented activities to a severely under-served population. Implementation of the 

proposed efforts for this grant would enable SCFC to further focus services on identified at risk populations. Trinidad, CO Tier 1 $22,998.00
Youth Crime & 

Violence Prevention
Las Animas

Southern Ute Indian Tribe (https://www.southernute-nsn.gov) Defending Childhood, Promoting Resiliency_Strengthening SUIT 

Children and Families - The Strengthening Southern Ute Children and Families program is focused on an evidence based therapeutic 

art, education programs, and Neuro-sequential Model of Therapeutics for children ages 0-8 years of age. The educational and 

therapeutic art programs empower youth through art and dance, increasing their resiliency and decreasing the effects of social 

problems. NMT is a neurobiological approach to treatment to support healthy development for children. Participating in these programs 

affirms identity and builds community for Southern Ute children.

Ignacio, CO Tier 2 $42,816.00
Child Abuse & 

Neglect Prevention
Southern Ute

Southern Ute Indian Tribe (https://www.southernute-nsn.gov) Defending Childhood, Promoting Resiliency_ Positive Youth 

Development for Southern Ute Adolescents - The Positive Youth Development program for the Southern Ute Indian Tribe is focused on 

an evidence based approach of Family Group Decision Making (FGDM) for youth ages 9-18. FGDM involves family team meetings and 

team decision making that engages parents and youth in the intervention plan for services targeted at reducing the use of marijuana, 

alcohol, tobacco, and other drugs.

Ignacio, CO Tier 2 $42,299.00
Marijuana & ATOD 

Prevention
Southern Ute

Spring Institute for Intercultural Learning (http://springinstitute.org) HIPPY Home Visiting - Spring Institute will offer an evidence-

based home visiting program, Home Instruction Program for Preschool Youngsters (HIPPY), for refugees and immigrant families with 

children ages 2-5 living in Denver and Aurora. The program will serve families living in at-risk communities and provide parent 

education, provide interactive parent and child activities, and offer job opportunities for parents to serve as home visitors. The 

program will reach families otherwise not served and provide home visitors that reflect the ethnicity and language spoken in the home.

Denver, CO Tier 1 $24,379.00
Child Abuse & 

Neglect Prevention
Arapahoe, Denver

Teaching Peace dba Longmont Community Justice Partnership (http://lcjp.org) Restorative Justice for Youth Charged with 

Possession or Consumption of Marijuan - Longmont Community Justice Partnership will provide restorative justice to 30 additional 

youth each year who are charged with possession and or consumption of marijuana (MIP). 90% of the youth will complete their contract; 

93% of the youth will not re-offend.

Longmont, 

CO
Tier 1 $25,000.00

Youth Crime & 

Violence Prevention
Boulder

TEENS, Inc (www.teensinc.org) Out of School Time: Building Resiliency through Outdoor Pursuits and Employment - TEENS, Inc.'s 

Out-of-School-Time (OST) program uses youth employment, recreation and outdoor leadership to engage teens in constructive activities 

with the goal of reducing youth crime, violence and substance use during after-school and summer hours when they are at high risk of 

these behaviors. Outdoor leadership and recreation include rock-climbing camps, leadership retreats to build resilience, and a weekday 

drop-in center for teens. TEENS, Inc. employs nearly 100 teens through Teen Youth Corps, to work on community projects; TeamWorks, 

through which Denver and rural youth work on outdoor conservation projects; and peer supervisors, who work at the drop-in center.

Nederland, 

CO
Tier 3 $141,047.00

Youth Crime & 

Violence Prevention

Adams, Boulder, Denver, Gilpin, 

Jefferson, 
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TEENS, Inc (www.teensinc.org) Social Emotional Learning for Children, Youth and Families - The TEENS Inc. (TI) SEL program aims to 

prevent youth crime and violence by (1) teaching children and youth (preschool through elementary school) healthy social-emotional 

development skills and positive strategies for resolving conflict and (2) providing parenting education classes. At the preschool and 

elementary level, TI uses a CASEL-endorsed SEL curriculum and a Restorative Practices model; and for parents, classes to increase 

parental resilience. The program serves rural youth and children who live in the Nederland/Peak to Peak region where youth are at high 

risk of crime, violence and engaging in alcohol, tobacco and drug use.

Nederland, 

CO
Tier 3 $86,857.00

Youth Crime & 

Violence Prevention
Boulder, Gilpin, Jefferson

TEENS, Inc (www.teensinc.org) Chinook West High School - TEENS, Inc.'s Chinook West High School is a fully accredited, Boulder 

Valley School District contract high school that serves up to 30 at-risk youth in the rural Nederland/Peak to Peak Region who have been 

unsuccessful in the traditional school setting. It is the only alternative high school in the region for teens that have dropped out of 

traditional school or are at risk of dropping out. Students leave prepared to make responsible choices about emotional and personal well-

being and have the life and academic skills to accomplish their goals.

Nederland, 

CO
Tier 3 $121,863.00

High School Dropout 

Prevention
Boulder, Gilpin, Jefferson

Trinidad Community Foundation/ SOCO Clubhouse (http://www.trinidadcommunityfoundation.org) Skateland Clubhouse - Skateland 

Clubhouse is an after school program and skate rink focused on providing a safe place for the youth in Las Animas County. Our 

programming provides social-emotional learning, leadership opportunities, and tutoring for youth in the community. Skateland 

Clubhouse provides no-cost programming for the young people of Las Animas County to ensure that everyone has an equal opportunity 

for growth and safety.

Trinidad, CO Tier 1 $25,000.00
Marijuana & ATOD 

Prevention
Las Animas

University of Colorado Denver (http://www.ucdenver.edu/research/OGC/Pages/default.aspx) END Violence: Fostering Youth 

Leadership - The END Violence Fostering Youth Leadership Program of the Center on Domestic Violence places young people at the 

center of work to end youth crime related to relationship and sexual violence. Students self select to participate in a school-based club 

where they engage in train the trainer education on power-based violence, effective solutions and develop and implement an action 

plan for addressing and preventing violence in their school and communities. Awareness is increased for students in all partner schools.

Aurora, CO Tier 3 $91,800.00
Youth Crime & 

Violence Prevention
Denver

University of Denver (https://www.du.edu/) Your Family, Your Neighbor- Your Family, Your Neighborhood (YFYN) is an innovative, 

multidisciplinary, evidence-based dual generation intervention designed to address academic success, and improve the health and well-

being of families living in subsidized housing communities. YFYN provides a twelve-session, practice-based curriculum delivered to both 

parents and their children on site at their housing community. The curriculum focuses on developing the bond between children and 

their parents, developing parents? attachment to schools, improving academic outcomes for children, developing cohesive relationships 

in the community, and promoting the health and well-being of family members.

Denver, CO Tier 3 $82,524.00
Youth Crime & 

Violence Prevention

Valley Settlement (http://www.valleysettlement.org) El Busesito Preschool - El Busesito Preschool is a free, bilingual preschool 

program that serves 64 children each year. Four mobile preschool classrooms (the busesitos) drive to 12 under-served neighborhoods and 

deliver culturally-responsive preschool to families who would otherwise lack access.

Carbondale, 

CO
Tier 3 $135,000.00

High School Dropout 

Prevention
Eagle, Garfield
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Victims Offender Reconciliation Program of Denver, Inc (VORP) dba Colorado Circles for Change (www.ccfcdenver.org) Youth 

Leadership Institute - Youth Leadership Institute (YLI) is an umbrella of 3 curriculum that include Joven Noble and Xinachtli Rites of 

Passage program from the National Compadres Network, and Hueliti advanced leadership program for girls that centers the intersects of 

identity for teen girls that aim to support youth by developing positive characteristics using cultural identity as a strength. The goals of 

YLI are to create the next generation of empowered leaders, to prevent the criminalization of youth, to eliminate youth violence so 

they can thrive and live healthy, vibrant lives.

Denver, CO Tier 3 $127,174.00
Youth Crime & 

Violence Prevention
Adams, Arapahoe, Denver, Jefferson

Victims Offender Reconciliation Program of Denver, Inc (VORP) dba Colorado Circles for Change (www.ccfcdenver.org) Restorative 

Justice - RESTORE - The RESTORE program provides restorative justice to youth referred by Denver District and Municipal juvenile 

court. The two-month program engages youth and their families/caretakers in a strengths-based process of repairing the harm that led 

to a court summons. The program connects youth, families/caretakers and community together to provide an alternative to punitive 

consequences so youth can get their tickets expunged and avoid further involvement in the criminal justice system.

Denver, CO Tier 3 $74,278.00
Youth Crime & 

Violence Prevention
Adams, Arapahoe, Denver, Jefferson

Year One Inc. dba Mile High Youth Corps (http://www.milehighyouthcorps.org) Mile High Youth Corps - Conservation Programs - 

MHYC-Conservation programs combine comprehensive job skills training and education to 150 youth, ages 17-24 from across MHYC's 22-

county service area. During their 10 weeks to 10 month term of service, youth receive on-the-job training with soft skills development 

and individualized case management support to empower them toward their futures. They work on crews with nine diverse peers on 

projects related to land conservation, or energy and water conservation. At the end of their term, youth are transformed with an 

increased support and professional network, clarity of self and future direction, as well as an increase in confidence, skills and 

perspectives.

Denver, CO Tier 2 $57,623.00
Youth Crime & 

Violence Prevention

Adams, Arapahoe, Boulder, Broomfield, 

Denver, Douglas, El Paso, Fremont, 

Jefferson, Larimer, Montrose, Otero, 

Pueblo

Year One Inc. dba Mile High Youth Corps (http://www.milehighyouthcorps.org) Mile High Youth Corps - YouthBuild - Serving 100% 

opportunity youth and based on the 41-year national model, MHYC-YB addresses the rising poverty levels, high school dropout rates and 

chronic unemployment that disproportionately impact youth from inner-city neighborhoods. Each year, YouthBuild offers 32 youth, ages 

17-24, the opportunity to receive hands-on career-readiness training in construction or healthcare, earn industry-recognized 

certifications and a High School Equivalency diploma, while getting paid a bi-weekly living stipend. YouthBuild integrates technical 

training, soft skills development and wraparound support to address systemic and personal barriers that prepare youth to achieve 

economic mobility, stability, and success after completing their term of service.

Denver, CO Tier 2 $32,378.00
Youth Crime & 

Violence Prevention
Adams, Arapahoe, Denver, Jefferson

YESS Institute, The (www.yessinstitute.org) Middle School Engagement Program - YESS Institute's High School Engagement Program 

delivers dropout intervention programming to ensure struggling students stay in school and graduate. We partner with North, 

Westminster, and Adams City high schools in building safe and inclusive learning communities. This daily, for-credit class follows the 

YESS social-emotional learning curriculum and uses a cross-age peer mentoring model that pairs students with similar "cultural-zip-

codes": shared social and cultural experiences that have shaped their personal beliefs. YESS mentors and mentees work together 

throughout the school year to develop social-emotional, leadership, and academic skills that reconnect disengaged mentees to a 

positive school culture.

Denver, CO Tier 3 $108,000.00
High School Dropout 

Prevention
Adams

 07-23-20 SFY 21-23 TGYS Grantee Program Descriptions 15



Agency Name, Program Name, and Program Description
1

Location
2 Tier Award

3
Funding Category

4
Counties Served

5

Tony Grampsas Youth Services

Funded Programs

SFY21-23 Grant Cycle

SFY22 Grantees

YESS Institute, The (www.yessinstitute.org) High School Engagement Program - YESS Institute's High School Engagement Program 

delivers dropout intervention programming to ensure struggling students stay in school and graduate. We partner with North, 

Westminster, and Adams City high schools in building safe and inclusive learning communities. This daily, for-credit class follows the 

YESS social-emotional learning curriculum and uses a cross-age peer mentoring model that pairs students with similar "cultural-zip-

codes": shared social and cultural experiences that have shaped their personal beliefs. YESS mentors and mentees work together 

throughout the school year to develop social-emotional, leadership, and academic skills that reconnect disengaged mentees to a 

positive school culture.

Denver, CO Tier 3 $108,000.00
High School Dropout 

Prevention
Adams, Denver

Youth on Record (https://www.youthonrecord.org/) Open Lab and YOR Block Party - YOR's longest running out-of-school-time 

program, Open Lab is YOR?s drop-in center program, designed to support students as they work on projects, learn new skills and receive 

mentoring support from professional musicians at YOR. Students can sign-up for time in the recording studio, where they have the 

opportunity to have their music recorded, mixed and mastered by YOR's professional audio engineers. As the culminating event for Open 

Lab, student performers spend the school year preparing for either performance or management roles during the Block Party. Further, 

the YOR Block Party is the only youth-planned, managed and organized music festival in Denver.

Denver, CO Tier 2 $27,000.00
Marijuana & ATOD 

Prevention
Adams, Denver, Jefferson

Youth on Record (https://www.youthonrecord.org/) In-School Academic Success Programming - YOR offers for-credit academic 

achievement and high school dropout prevention programming in DPS and APS high schools that uses music and social justice as its 

primary lenses for learning. In addition to intensive in-classroom exposure to the use of music and media to solve personal, 

interpersonal and social problems, programs include 2-4 field trips each year to the YOR Youth Media Studio, where students have the 

opportunity to learn how to use industry-standard recording, mixing and mastering equipment to produce music. YOR employs and 

trains professional musicians, spoken word poets and artists to teach the classes.

Denver, CO Tier 2 $45,000.00
High School Dropout 

Prevention
Adams, Denver

$9,265,315.00

1. Program Descriptions were written and provided by grantees at the time of Request for Application submission.

2. Location of lead office but may have more offices across the state. 

3. Award is based on TGYS Board decisions.

4. Funding category was selected by grantee at the time of Request for Application submission. 

5. Counties projected to be served by program. 
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All American Families dba FAMILIES PLUS (www.familiesplus.net) Families Plus - Colorado cares about all children! Families Plus 
offers a proven high-impact program for children in the most challenging circumstances, wrapping them in mentoring relationships, 
leadership opportunities, generous community support for their families, and continuous long-term inputs that will reduce substance 
abuse risk factors and enhancing protective factors, reduce violence, prevent child abuse, and keep youth in school. Families Plus 
parents, staff, and mentors dedicate to work together with participating youth to prevent substance use.

Delta, CO $55,684.00
Marijuana & ATOD 
Prevention

Delta

Art from Ashes Inc (www.artfromashes.org) Phoenix Rising Creative Empowerment Program - Phoenix Rising is an award-winning 
creative youth empowerment program that facilitates health and hope through expression, connection and transformation. AfA's 
workshops provide struggling youth the ability to move past their limitations and discover hope, humanity, and self-determination 
through the power of creativity.

Denver, CO $36,000.00
Marijuana & ATOD 
Prevention

Adams, Arapahoe, Bouler, Broomfield, 
Denver, Jefferson,

Asian Pacific Development Center (www.apdc.org) Leaders Among Leaders - The Leaders Among Leaders (LAL) program equips 
immigrant, refugee and at-risk youth with the skills needed to better advocate for themselves and their communities where they have 
been marginalized because of race, ethnicity, economic background, and/or refugee/immigration status. Youth learn various 
prevention and intervention skills to succeed academically, socially and emotionally. LAL is an incentivized program that helps students 
gain new skills to successfully navigate the challenges faced in school, and it keeps the target population on a path toward success. 
These students are at high risk of dropping out of school, joining a gang and being victims of violence.

Aurora, CO $124,844.00
Youth Crime & 
Violence Prevention

Adams, Arapahoe

Aspire 3D (http://www.aspire3d.org) Kids Club - The Aspire 3D Kids Club is a holistic program developed in partnership with caregivers 
and community partners with the goal of preventing child abuse and neglect among youth living in low-income housing. This innovative 
model activates the assets of neighbors, community spaces, and affordable housing to improve protective factors such as education and 
social connections for at-risk youth. Kids Club is enriched with on-site, individualized navigation services provided by a highly skilled 
social worker, ensuring that every child has the opportunity for a brighter future.

Loveland, 
CO

$25,000.00
Child Abuse & 
Neglect Prevention

Larimer

Aurora Community Connection (www.auroracommunityconnection.com) Early Childhood Education & Support - Through the use of 
the Parents as Teachers (PAT) home visitation program and Latino Family Literacy Project's culturally-responsive coursework, this 
program will equip Latino immigrant families with the knowledge and skills necessary to be their children?s first teachers, toward the 
goal of preventing child abuse and neglect, while also supporting future school engagement and success.

Aurora, CO $170,328.00
Child Abuse & 
Neglect Prevention

Adams, Arapahoe

Aurora Community Connection (www.auroracommunityconnection.com) Supporting School Success for Latino Immigrants - ACC's 
Supporting School Success for Latino Immigrants program engages children and teens in regular out-of-school learning opportunities 
related to literacy, school engagement, academic achievement and college and career preparedness, beginning in early elementary 
school and continuing through the end of high school. Elements of this program will be modeled after that of Adelante Hispanic 
Achievers to ensure particular relevance for Latino immigrant youth. By offering programming and support to children, youth and their 
parents across many years, ACC supports high school graduation, college enrollment and economic strength, towards the ultimate goal 
of preventing youth crime and violence.

Aurora, CO $173,582.00
Youth Crime & 
Violence Prevention

Adams, Arapahoe

Big Brothers Big Sisters of Colorado Inc (http://biglittlecolorado.org) Big Brothers Big Sisters of Colorado Community Based 
Mentoring Program - The Big Brothers Big Sisters of Colorado Community Based Mentoring Program provides one-to-one mentoring for 
youth facing adversity in metro Denver and Colorado Springs. Youth benefit from strong and enduring mentoring relationships with adult 
volunteer mentors; these relationships impact youth in three primary areas: social-emotional competence, educational success, and 
avoidance of risky and/or delinquent behavior.

Englewood, 
CO

$450,000.00 
Youth Crime & 
Violence Prevention

Adams, Arapahoe, Boulder, Broomfield, 
Chaffee, Denver, Douglas, El Paso, 
Jefferson, Larimer, Park, Pueblo

Tony Grampsas Youth Services
Funded Programs

SFY21-23 Grant Cycle
SFY21 Grantees
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Blue Bench, The (www.thebluebench.org) Uniting in Action: Creating a Culture to Prevent Sexual Violence (Uniting in Act - The 
Blue Bench empowers high school-aged youth to change social norms contributing to sexual violence in their communities. 
Through participation in an eight-module/multi-session curriculum, Uniting in Action, participants gain an understanding of the 
dynamics of sexual violence; increase recognition of sexually violent attitudes and behaviors; build empathy for survivors; and are 
equipped with knowledge and skills to safely intervene before, during, or after sexual violence occurs. Youth increase confidence, 
motivation, and ability to create a culture in which sexually violent behaviors are prevented, where perpetrators of sexual 
violence are identified, and where survivors feel safe to seek support and resources.

Denver, CO $96,261.00
Youth Crime & 
Violence Prevention

Adams, Arapahoe, Denver, Douglas, 
Jefferson

Boulder Preparatory High School (www.boulderprep.org) Boulder Prep Dropout Prevention Program - Boulder Prep High School 
serves as a comprehensive dropout prevention program based on Positive Youth Development (PYD) principles and best practices 
outlined by the Colorado Department of Education (CDE) in their Dropout Prevention Framework (DPF). The key components of our 
program are: using an early warning system, offering enhanced counseling, enhancing the school climate, engaging the community, 
family involvement, credit recovery, and drug prevention/intervention. The expected outcomes are improved attendance and academic 
performance and reduced drug use and delinquency which will lead to our larger goal of cutting our dropout rate and raising our 
graduation rate.

Boulder, CO $89,727.00
High School Dropout 
Prevention

Adams, Boulder, Broomfield, Denver, 
Weld

Boys & Girls Clubs of Metro Denver dba Boys & Girls Clubs in Colorado (www.coloradoboysandgirlsclubs.org) BGC Club Experience - 
Boys & Girls Clubs exist to engage and empower all young people, especially those who need us most, to reach their full potential as 
productive, caring, and responsible citizens. Boys & Girls Clubs in Colorado supports all Colorado Clubs serving youth ages 6 - 18 by 
providing funding to support year-round activities in the Club core programs: Character & Leadership Development; Education & Career 
Development; Health & Life Skills; Cultural Arts; and Sports, Fitness, Recreation. The 51 Club sites supported by TGYS's generous grant 
serve young people and families from under-resourced communities in urban, suburban, and rural areas across the state.

Denver, CO $900,000.00
High School Dropout 
Prevention

Adams, Alamosa, Arapahoe, Chaffee, 
Conejos, Costilla, Delta, Denver, El 
Paso, Fremont, Jefferson, La Plata, 
Larimer, Moffat, Montrose, Park, Pueblo, 
Rio Grande, Routt, Saguache, San Juan, 
Southern Ute, Weld

Catholic Charities, Diocese of Pueblo Inc. (http://pueblocharities.org) It's All About Being a Teen - It's All About Being a Teen 
(IAABAT) is a 99-lesson, competency-based curriculum that empowers professionals with the tools to help teens sort out and master the 
complexities and challenges of adolescence. Designed by the evidence-based Nurturing Parenting Program® (NP), It's All About Being a 
Teen is a dynamic, interactive curriculum that increases positive youth self-worth, personal empowerment, self-discipline, empathy, 
healthy attachments, and resilient-protective behaviors.

Pueblo, CO $111,064.00
Youth Crime & 
Violence Prevention

Pueblo

Catholic Charities, Diocese of Pueblo Inc. (http://pueblocharities.org) Parents and Adolescents - Parents and Adolescents (P&A), 
designed by the evidence-based Nurturing Parenting Programs®, repairs abusive parent-teen relationships. Parents and their teens 
attend separate groups, concurrently, and then join as one group for 90 minutes. Parents and teens role-play, discuss, draw, learn how 
to live with each other, learn how to play together, to communicate respectively, and to be a positive, nurturing family.

Pueblo, CO $114,628.00
Child Abuse & 
Neglect Prevention

Pueblo
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Center for Restorative Programs (www.restorativeprograms.org) Restorative Practices - Youth Diversion - Restorative Practices - 
Youth Diversion offers youth aged 9-18 an opportunity to participate in a restorative justice based dialogue process. This allows youth 
who have made a poor decision the opportunity to identify harms and impacts of their behavior, have input into how they would like to 
best ?fix? the impacts/harms, and complete repair of harm as much as is possible. This Diversion program will work with justice system 
partners to intervene as early as possible when behaviors occur, and will include referrals from School Resource Officers, other law 
enforcement, Municipal Courts, District Attorney, and the courts.

Alamosa, CO $89,259.00
Youth Crime & 
Violence Prevention

Alamosa, Conejos, Costilla, Rio Grande, 
Saguache

Colorado Boys Ranch Foundation dba CBR YouthConnect (http://www.cbryouthconnect.org) Connections Build Resilience- Home 
Based - The CBR-HB program is designed to provide strength-based, trauma-informed interventions/support to safely preserve families 
when children are at imminent risk of OOH placement, support reintegration following OOH placement, support kinship and foster care 
placements, and promote permanency. CBR-HB strengthens families, monitors safety, and addresses causes of family disruption. The 
program improves family protective factors, prevents children/youth from being removed from their homes, reduces length of 
separation and OOH placement, and facilitates family reunification following placement. CBR-HB Clinicians offer structure, support, 
supervision, and evidenced-based interventions within the home, at school and in the community for youth and family issues.

Lakewood, 
CO

$25,000.00
Child Abuse & 
Neglect Prevention

Adams, Arapahoe, Baca, Bent, Boulder, 
Broomfield, Crowley, Denver, Douglas, 
El Paso, Jefferson, Kiowa, Morgan, 
Otero, Prowers, Pueblo, Saguache, Weld

Colorado Springs Teen Court dba Teen Court (http://www.springsteencourt.org) Restorative Justice Sentencing Program - Teen 
Court's Restorative Justice Sentencing Program strives to end the cycle of self-destructive behavior of first-time, young adult offenders 
and teach them responsibility, self-control, and self-respect all using the power of positive peer influence and adult mentors. The 
traditional justice system emphasizes punishment over rehabilitation, which tends to reinforce teenagers low self-esteem and sense of 
alienation and increase the risk for continued criminal behavior. Alternatively, Restorative Justice focuses on the rehabilitation of 
offenders through reconciliation with victims and the community

Colorado 
Springs, CO

$68,942.00
Youth Crime & 
Violence Prevention

Adams, Douglas, El Paso, Fremont, 
Pueblo

Colorado State University (www.colostate.edu) Excelling At Great Leadership Everyday (EAGLE) program - The Excelling At Great 
Leadership Everyday (EAGLE) program, led by CSU Gilpin County Extension, provides after-school, full Friday, and summer 
extracurricular activities for youth in the small mountain community of Gilpin County. Staff work in partnership with young people to 
increase leadership opportunities, provide skills development, and foster connections with peers and natural adult mentors to promote 
well-being and reduce substance use.

Fort Collins, 
CO

$102,407.00
Marijuana & ATOD 
Prevention

Gilpin

Colorado State University (www.colostate.edu) Campus Connections-CSU - Within the context of a service-learning course at 
Colorado State University, Campus Connections is a powerful therapeutic mentoring program for youth, ages 10-18, who have 
experienced adversity. To support their resilience and life success, youth are paired in one-on-one mentoring relationships with 
undergraduate students, and these pairs are welcomed into an engaging and uniquely structured community of other mentoring pairs in 
which youth gain friendships and belonging, and receive academic support, exposure to a college campus, dinner, and opportunities to 
engage in pro-social activities. Family therapists oversee this community and provide integrated therapy services for youth and their 
families.

Fort Collins, 
CO

$125,859.00
Marijuana & ATOD 
Prevention

Larimer

 07‐23‐20 SFY 21‐23 TGYS Grantee Program Descriptions 3



Agency Name, Program Name, and Program Description1 Location2 Award3 Funding Category4 Counties Served5

Tony Grampsas Youth Services
Funded Programs

SFY21-23 Grant Cycle
SFY21 Grantees

Colorado UpLift (http://www.coloradouplift.org) After School and Adventure Program - The After School and Adventure Programs 
provide our signature out of school activities and traditionally, have targeted high school youth. Our request to TGYS is to expand 
services to middle school students who are particularly at risk during the fragile school transition from eighth to ninth grade. The idea is 
that physical activities and experiential learning leverage the developmental stages of early teens so they matriculate to our in-school 
programs where they receive academic and social support and are more likely to graduate high school.

Denver, CO $68,789.00
High School Dropout 
Prevention

Arapahoe, Denver

Colorado Youth Congress (http://coyouthcongress.org) Statewide relationship building - The Colorado Youth Congress relationship 
building program brings together 50-75 high school youth from across the state three times per year in person (contingent on COVID-19 
restrictions) and five times digitally in order to advance personal development and community building. The goal of this program is to 
build strong social capital, which has been proven to be a large protective factor and positive contributor to developing thriving people 
and communities.

Lakewood, 
CO

$25,000.00
Youth Crime & 
Violence Prevention

Adams, Arapahoe, Baca, Broomfield, 
Chaffee, Denver, Douglas, El Paso, 
Gilpin, Grand, Jefferson, Lake, Larimer, 
Pueblo, Rio Grande, Saguache, Summit

Concrete Couch (http://www.concretecouch.org) Credit Recovery Program for Students at Risk of Dropout - Concrete Couch offers 
a job-training and mentorship program for disadvantaged teens at risk of dropping out of high school. This program engages students 
with hands-on skills and collaborative projects to earn school credit towards their degree. Students also gain self-esteem, math and 
verbal skills, connection to a mentoring adult teacher, and real-world working experience.

Colorado 
Springs, CO

$25,000.00
High School Dropout 
Prevention

El Paso

Court Appointed Special Advocates, Inc dba CASA of Larimer County (http://www.casaLarimer.com) Harmony House - The Harmony 
House program focuses on strengthening families who have experienced trauma or child abuse & neglect through the implementation of 
evidence-based parenting classes by our case management team. Harmony House provides a safe and home-like setting for supervised 
visitation for children and their non-custodial family members as well as a safe place for conflict-free exchanges for parents with shared 
custody.

Fort Collins, 
CO

$37,350.00
Child Abuse & 
Neglect Prevention

Larimer

Court Appointed Special Advocates, Inc dba CASA of Larimer County (http://www.casaLarimer.com) Court Appointed Special 
Advocates - CLC trains community volunteers to be consistent role models and advocates for youth who have experienced abused or 
neglected and whose families have an open Dependency & Neglect case in the court. As the voice in court for the child, these 
volunteers are Court Appointed Special Advocates (CASA) who advocate for the medical, educational and emotional needs for a child or 
sibling set throughout the length of their case.

Fort Collins, 
CO

$35,108.00
Child Abuse & 
Neglect Prevention

Larimer

Court Appointed Special Advocates of Mesa County dba CASA Of Mesa County (http://casamc.org) CASA of Mesa County - CASA of 
Mesa County trains community volunteers to provide best-interest advocacy for child victims of abuse and neglect in Mesa County. This 
advocacy consists of gathering information about a child's physical and mental well-being, recommending needed services, and 
monitoring individual outcomes for each child. Our advocates are the one consistent person in the lives of the children they serve and 
provide each child with a voice in court and hope for a bright future.

Grand 
Junction, CO

$25,000.00
Child Abuse & 
Neglect Prevention

Mesa

Crossroads Safehouse, Inc. (http://www.crossroadssafehouse.org) Youth Services Time to Talk - The youth program encompasses 
services to help children and teens to increase self-esteem, develop and practice coping and communication skills, and learn 
alternatives to aggressive behaviors. A larger piece of Crossroads? outreach programming provided to youth is our teen dating violence 
prevention program, titled Time to Talk, which gives teenagers the tools and information required to identify warning signs of an 
abusive relationship, what to expect from a healthy relationship, the cycle of abuse, and how to help someone in an abusive 
relationship. Time to Talk is provided at the four major high schools in Fort Collins: Fort Collins High School, Fossil Ridge High School, 
Rocky Mountain High School, and Poudre High School.

Fort Collins, 
CO

$20,095.00
Youth Crime & 
Violence Prevention

Larimer, Weld
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Denver Health & Hospital Authority (http://www.denverhealth.org) Denver Health's Early Childhood Mental Health Consultation 
Program - Denver Health's Early Childhood Mental Health Consultation program provides evidence and trauma informed consultation to 
Denver Great Kids Head Start's program staff, families, and children. Our consultation model promotes the mental health & 
social/emotional development of young children by providing child & family-focused consultation, classroom-focused consultation and 
program-focused consultation to Head Start children, families and program staff.

Denver, CO $89,899.00
Child Abuse & 
Neglect Prevention

Denver

Denver Kids, Inc. (http://denverkidsinc.org) High School Educational Counseling and Future Options Program (HSEC) - The Denver 
Kids High School Educational Counseling and Future Options Program is a one-to-one relationship-based, long-term preventive approach 
dedicated to increasing academic achievement, building character, and supporting the positive development of the whole child. 
Through academic and social/emotional intervention strategies, Denver Kids is working with Denver Public Schools' students and 
families to create paths that lead to high school graduation, post-secondary education and self-sufficient adulthood.

Denver, CO $341,041.00
High School Dropout 
Prevention

Denver

Denver Youth Program dba Metro Denver Partners (www.metrodenverpartners.org) GRASP - GRASP (Gang Rescue and Support 
Project) is a peer-run intervention program that works with youth who are at-risk of gang involvement or are presently active in gangs, 
helps families of gang victims, and serves as a youth advocate. GRASP works because it is primarily run by ex-gang members who broke 
free of the gang lifestyle and changed their lives. The staff understands how difficult it is to make this transition and the challenges 
facing youth who do it. Established in 1991 after a tragic drive-by shooting death of a teen, GRASP has evolved into a highly respected 
and successful program.

Denver, CO $90,000.00
Youth Crime & 
Violence Prevention

Adams, Arapahoe, Denver, Jefferson

Dolores County School District RE-2J (https://www.dc2j.org/) Peer-to-Peer Mentoring Program - The Peer-to-Peer Mentoring 
Program offers evidence based curriculum to elementary and middle school students on a bi-weekly basis throughout the school year. 
STUD members (high school students) are engaged as partners to facilitate the mentoring program to their younger peers. The 
mentoring program is designed to help shape healthy choices and behaviors, and lower the rate of underage substance use among our 
youth.

Dove Creek, 
CO

$24,640.00
Marijuana & ATOD 
Prevention

Dolores

Eagle River Youth Coalition, Inc. dba Mountain Youth (http://www.mountainyouth.org) In-School Prevention Education Program - 
The In-School Prevention Education Program offered by Mountain Youth and Red Ribbon Project teaches youth positive life skills, coping 
mechanisms, healthy decision-making, and healthy emotional regulation. The multi-session program is offered during the school-day, 
reaching entire grade levels at partnering schools with universal curriculum, and providing secondary curricula for referred youth (and 
when appropriate parents) to address and prevent high risk behaviors.

Edwards, CO $90,000.00
Marijuana & ATOD 
Prevention

Eagle

Easter Seals Colorado (www.eastersealscolorado.org) Discovery Club - Discovery Club (DC) is a Saturday recreational and respite care 
program for families with children with disabilities, and their siblings. The program also provides service learning training for nursing 
and physical therapy students. DC served 954 individuals at 4 locations in 2019 Easterseals Colorado (ESC) is requesting funds to support 
DC sites in Aurora and Northglenn. Easterseals Colorado (ESC) is requesting funds to support DC sites in Aurora and Northglenn.

Lakewood, 
CO

$23,994.00
Child Abuse & 
Neglect Prevention

Adams, Arapahoe, Boulder, Broomfield, 
Denver, Douglas, El Paso, Jefferson, 
Larimer, Pueblo,Weld

elevateHER (http://www.elevateherco.org) empowerHER: Building Leadership and Life Skills in Rural Colorado - elevateHER fosters 
self-worth and grit in young women through mentoring, outdoor adventure, and life-skills programs. We engage girls in 6-12th grades to 
learn technical recreation skills and healthy lifestyle habits, as well as practical life-management skills and positive character 
development leading to healthy, thriving, and resilient young women. *Due to late funding and the COVID-19 pandemic, elevateHER will 
be serving less girls during the FY2020/2021.

Buena Vista, 
CO

$25,000.00
Marijuana & ATOD 
Prevention

Chaffee, Lake
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Environmental Learning for Kids (http://www.elkkids.org) ELK Youth Naturally - ELK Youth Naturally (ELKYN) provides 
comprehensive, long-term programming for disadvantaged youth to experience a safe educational and outdoor recreational 
environment. In this program self-esteem, life skills and graduation rates are increased and truancy, school drop-outs and risky 
behaviors are decreased. ELKYN's four-part Education Model creates a pipeline that serves as the basis for developing the confidence 
and self-esteem necessary for young people to succeed in all aspects of life. ELKYN begins with ELK's signature science and outdoor 
curriculum during after-school programs, followed by recruitment into our year-round programs designed to encourage family-wide 
involvement.

Denver, CO $67,500.00
Youth Crime & 
Violence Prevention

Adams, Arapahoe, Denver

Four Corners Child Advocacy Center (http://nestcac.org) Problematic Sexual Behavior Intervention - PSB-CBT has been found to 
have long-term positive results for children with PSBs. With appropriate intervention, supervision and treatment, most children and 
youth with PSBs can: Live safely with other children; Be treated on an outpatient basis while living at home or in the community, and; 
Attend school and participate in school activities without jeopardizing the safety of other children. Further, recidivism decrease to 
about 2% when effective treatment is provided.

Cortez, CO $24,733.00
Child Abuse & 
Neglect Prevention

Montezuma

Four Corners Rainbow Youth Center (http://www.rainbowyouthcenter.org/) Rainbow Youth Rising - Rainbow Youth Rising empowers 
LGBTQIA+ youth to rise above discrimination, oppression, and rejection. RYR builds youth up to be strong, resilient human beings with 
the skills needed to navigate the elevated risks they face while recognizing the agency and strengths they already have.

Durango, CO $53,112.00
Marijuana & ATOD 
Prevention

La Plata, Ouray

Full Circle of Lake County, Inc. (www.fullcircleleadville.org) Social Emotional Learning Out of School Time Program (SEL-OOST) - 
Full Circle of Lake County's SEL-OOST program will partner with youth to incorporate 5 core social emotional learning (SEL) 
competencies (self awareness, self management, social awareness, relationship skills, and responsible decision-making) into our year-
round out-of-school-time program planning, implementation, and evaluation. The program will offer SEL curriculum for grades K-12, 
offer prosocial activities rooted in SEL for youth in 6-12th grade, complete community service projects, and build youth-led peer 
education campaigns in the community to educate and advocate for both individual and community-wide change.

Leadville, 
CO

$134,916.00
Marijuana & ATOD 
Prevention

Lake

Full Circle of Lake County, Inc. (www.fullcircleleadville.org) Mentoring Program - The Mentoring Program at Full Circle aims to 
bolster protective factors in youth while reducing or preventing high-risk behaviors including violence and substance abuse. In 
partnership with the Lake County School District, the Mentoring Program allows youth to develop social-emotional skills and build 
connections to positive adults and to the community throughout-of-school time activities (both prosocial and curriculum-based), 
community service projects, and the intentional matching of youth to a screened and trained mentor.

Leadville, 
CO

$89,916.00
Marijuana & ATOD 
Prevention

Lake

Grand Futures Prevention Coalition (http://grandfutures.org) Northwest Colorado Youth Action Councils - In rural Northwest 
Colorado, Youth Action Councils play a powerful role in offering youth an avenue to act as leaders and implement solutions to substance 
misuse problems. Through knowledge sharing and skill building activities, students are able to take action to influence social norms and 
policies at the community level, delay their own initiation in alcohol, tobacco, marijuana and other drug use, increase perceived risk of 
harm of substance use and decrease substance use at the community level. Activities focus on implementing policy change and other 
environmental strategies in the community.

Steamboat 
Springs, CO

$23,583.00
Marijuana & ATOD 
Prevention

Grand, Moffat, Routt
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Griffith Centers for Children/CHINS UP (http://www.griffithcenters.org) A.S.K. Truancy Program - The Griffith Centers for Children 
counseling truancy prevention program called "ASK" Advocate Success for kids, is a comprehensive counseling program for truant 
students. This counseling model will include the following areas: consultation with teachers, meet with staff and parents to enhance 
effectiveness in helping students, providing in-home therapy, mentoring, community service and psycho-education. The truancy 
prevention counselor will guide students to develop career/vocational plans, set academic goals, counsel individuals and their parents 
to address challenges such as academic failure, attendance, behavior problems, peer problems and family issues.

Northglenn, 
CO

$24,966.00
High School Dropout 
Prevention

Adams

Groundwork Denver, Inc (www.groundworkcolorado.org) Green Team Youth Employment Program - The Green Team Program 
provides paid job training and leadership opportunities for youth to work on neighborhood improvement projects in their own 
communities. Youth (ages 14-18) and young adults (ages 19-24) are employed as youth employees or youth leaders and work 20-30 hours 
per week during the summer and 10 hours per week during the school year to address healthy food access, natural resource 
management, water stewardship, outdoor recreation, environmental and health education, and civic engagement. Program activities 
include job training and skills-building to help youth employees develop a strong work ethic, work experiences, and career aspirations.

Denver, CO $85,736.00
Youth Crime & 
Violence Prevention

Adams, Denver, Jefferson

Heart & Hand Center (www.heartandhandcenter.org) Holistic Out-of-School Time Programming for Elementary and Middle School 
Student - To support the needs of its community, H&H will provide 175 elementary and middle school students with consistent, 
compassionate support utilizing a whole-child model. The model empowers youth to build trusting relationships with adults and 
provides vital support to their families to assist with basic needs and help navigate through crisis situations. H&H's OST programming 
prevents youth crime and violence by providing youth a safe place after school and during summer, helping youth to be healthy and 
well, facilitating connections between youth and trusted adults, improving academic performance including test scores, supporting 
youth and their families, and fostering youth self-esteem.

Denver, CO $90,000.00
Youth Crime & 
Violence Prevention

Denver

Heart & Hand Center (www.heartandhandcenter.org) College & Career Support for Low-Income High School Students in Northeast 
Denver - H&H's College & Career program ensures every H&H participant has the resources and supports they need to achieve post-
secondary success throughout and after high school. Participants are eligible from 8th grade through two years post-high school 
graduation and are primarily high school students who have participated in H&H programming since elementary school. This enables the 
organization to provide consistent, compassionate support to the same students, day after day, year after year. H&H prevents low-
income youth from dropping out of high school by supporting the individual academic, social-emotional, and future-planning needs of 
participants, empowering them to achieve post-secondary success and beyond.

Denver, CO $45,000.00
High School Dropout 
Prevention

Denver

Inside Out Youth Services (https://www.insideoutys.org) Life Skills - LGBTQ+ young people (ages 19-24) are at higher risk for 
substance and tobacco use than their heterosexual and cis-gender (non-transgender) peers. Life Skills helps these young people build 
emotional resilience, peer connections, and relationships with trusted adults so they are empowered to make healthy decisions, resist 
substances, and transition into adulthood successfully.

Colorado 
Springs, CO

$39,345.00
Marijuana & ATOD 
Prevention

El Paso

Inside Out Youth Services (https://www.insideoutys.org) Smart Hearts - Safe Dates Program for LGBTQ+ Youth in Colorado Springs - 
Reducing dating violence and teaching LGBTQ+ youth healthy relationship skills is an important strategy to boost overall health 
outcomes. Smart Hearts is an LGBTQ+ inclusive program that utilizes Safe Dates curriculum to teach LGBTQ+ youth the difference 
between healthy, unhealthy, and abusive relationships. This program empowers LGBTQ+ youth to make healthier choices about their 
relationships and provides them with the tools to teach their peers how to identify dating violence and get help.

Colorado 
Springs, CO

$47,999.00
Youth Crime & 
Violence Prevention

El Paso
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Karis, Inc. dba The House (http://thehousegj.org) Street Outreach Program - The Street Outreach Program (SOP) reaches out to 
homeless, unaccompanied youth ages 21-24 who are couch-surfing or living on the street in Mesa County and links them interventions 
that reduce youth crime and violence. SOP staff deliver services on the street, in coffee houses, at fast food restaurants and at Karis? 
centrally located drop-in center where youth can meet with a staff member, take a shower, enjoy a meal, and receive assistance with 
employment and education.

Grand 
Junction, CO

$171,610.00
Youth Crime & 
Violence Prevention

Mesa

Karis, Inc. dba The House (http://thehousegj.org) The House - The House, an emergency shelter for homeless youth, provides 
interventions for 3-6 weeks at The House and another year after exit that reduce crime and violence. Specifically, the House provides 
supportive services including intensive case management, peer activity groups, innovative mental health services, family reunification 
services, and educational and housing supports that help youth develop protective factors including connection to caring adults, good 
peer relationships, and protection from harm and fear. House youth experience increased resilience and social connectedness, 
improved mental health, and decreased substance use one year after exit. NOTE that no TGYS funding pays for housing.

Grand 
Junction, CO

$127,761.00
Youth Crime & 
Violence Prevention

Mesa

Kempe Foundation, The dba The Kempe Foundation for the Prevention and Treatment of Child Abuse and Neglect (http://kempe.org) 
Fostering Healthy Futures - The Fostering Healthy Futures (FHF) program is an evidence-based, positive youth development program for 
preteens and teens who are in foster care or at risk of out-of-home care due to abuse and/or neglect. The program uses a combination 
of individual mentoring and skills training to promote healthy development, strong interpersonal connections, and multiple 
competencies in young people with exceptional promise, thereby reducing risk factors for adverse outcomes, including substance use, 
violence and delinquency.

Aurora, CO $176,935.00
Youth Crime & 
Violence Prevention

Adams, Arapahoe, Douglas, Jefferson

Lake County Government, Lake County Public Health Agency dba Get Outdoors Leadville! (http://www.GetOutdoorsLeadville.org) 
Rockies Rock Summer Adventures: Youth Leaders SYEP - GOL!'s Rockies Rock Youth Leaders program engages local teens (15-19 year 
olds) in paid leadership positions integrated into a nature-based summer daycamp for 1st-6th graders. Youth Leaders are supported as 
assistant leaders-in-training under the guidance of professional educators and outdoor program leaders. Youth Leaders develop skills for 
career readiness, recreation and educational leadership, mentoring to younger youth; increase personal accountability, prosocial 
behaviors, healthy decision making; and enhance problem-solving and contribute to positive group dynamics. Youth Leaders develop 
greater self-confidence, strengthen peer and community connections, and build strong trusted adult relationships, all in a positive 
youth development (PYD) environment.

Leadville, 
CO

$62,485.00
Youth Crime & 
Violence Prevention

Lake

Las Animas-Huerfano Counties District Health Department (http://www.la-h-health.org/) LifeSkills Training - LifeSkills Training is a 
classroom-based program provided to students in elementary, middle and high school. The goal of the program is to decrease substance 
use by teaching students personal self-management skills, social skills, and drug use resistance skills.

Trinidad, CO $89,106.00
Marijuana & ATOD 
Prevention

Las Animas

Morgan County Family Center, Inc. (http://morganfamilycenter.org) Parents as Teachers - The PAT program provides support to 
families from pregnancy through Kindergarten. Services offered by the trained PAT educators are intended to increase parent 
knowledge of early childhood development and help parents detect developmental delays, prevent child abuse and neglect, and 
increase school readiness and success. Family supports include monthly or biweekly home visits; customized educational activities and 
child development learning opportunities; health, hearing, vision, and developmental screenings of children; monthly group connection 
meetings providing families an important link to community resources and social networks.

Fort Morgan, 
CO

$70,848.00
Child Abuse & 
Neglect Prevention

Morgan
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Mount St. Vincent Home, Inc. dba Mount Saint Vincent (http://msvhome.org) Mount Saint Vincent Child Trauma Training Academy - 
Mount Saint Vincent will expand its Child Trauma Training Academy by providing training to families with children or youth who have 
been involved in the child welfare system in some way (including families referred for in-home treatment or have a child exiting 
residential treatment). This trauma-informed program will ensure parents and families have the training, resources, and tools to better 
understand and respond to the effects of childhood trauma, ultimately resulting in stronger families in Colorado. During the three-year 
grant period, MSV will train 370 parents in Adams, Denver, El Paso, and Pueblo counties.

Denver, CO $136,462.00
Child Abuse & 
Neglect Prevention

Adams, Denver, El Paso, Pueblo

Office of the District Attorney 22nd Judicial District (http://montezumacounty.org/web/services/district-attorney/) Community 
Based Restorative Justice Program - Community Based Restorative Justice Services for at-risk and criminally involved youth in 
Montezuma and Dolores Counties.

Cortez, CO $25,000.00
Youth Crime & 
Violence Prevention

Dolores, Montezuma

Onward! A Legacy Foundation dba School Community Youth Collaborative (www.scyclistens.org) Botvin Life Skills Training - Botvin 
LifeSkills Training (LST) is one of 3 programs selected by Blueprints for Healthy Youth Development as a Model Plus Program. LST is an 
evidence based substance abuse and violence prevention program that teaches personal self-management skills, general social skills, 
and drug resistance skills to middle school youth.

Cortez, CO $25,482.00
Youth Crime & 
Violence Prevention

Montezuma

Ouray County Schools Community Resource Consortium (http://voyageryouthprogram.org) After School Enrichment Program (ASP) -
Voyager After School Enrichment Program offers a safe place for all children ages 5 to 12 to go after school where they eat, get 
homework help, and develop connections with peers, community, and nature. Through a Positive Youth Development lens, we create an 
environment in which youth thrive and teachers and parents collaborate in developing resilient youth.

Ridgway, CO $25,000.00
Youth Crime & 
Violence Prevention

Montezuma, Montrose & Ouray

Parent Possible (www.parentpossible.org) Parents as Teachers - Parents as Teachers (PAT) is an evidence-based parent education and 
support program designed to empower parents as their child's first teacher. PAT provides parents with personal visits, group meetings, a 
resource network, and hearing, vision and developmental screening for children all of which increase parent knowledge of early 
childhood development, improve parenting practices, provide early detection of developmental delays and health issues, prevent child 
abuse and neglect, and increase children's school readiness.

Denver, CO $518,291.00
Child Abuse & 
Neglect Prevention

Adams, Alamosa, Arapahoe, Boulder, 
Clear Creek, Costilla, Delta, Denver, El 
Paso, Fremont, Jefferson, La Plata, 
Larimer, Montrose, Otero, Ouray, Park, 
Rio Grande, Saguache, San Miguel, 
Summit, Weld

Parent Possible (www.parentpossible.org) Home Instruction for Parents of Preschool Youngsters (HIPPY) - Home Instruction for 
Parents of Preschool Youngsters (HIPPY) is an evidence-based parent involvement, school readiness program that helps parents prepare 
their young children for success in school and beyond. HIPPY is a peer-delivered model with trained home visitors providing weekly 
home visits, working one-on-one with parents of preschool aged children (ages 2-5). In addition to weekly home visits, the program 
provides monthly group meetings to increase social connections and support in times of need.

Denver, CO $230,676.00
Child Abuse & 
Neglect Prevention

Adams, Alamosa, Arapahoe, Conjeos, 
Costilla, Denver, El Paso, Jefferson, Rio 
Grande

Playworks Education Energized (http://playworks.org) Playworks TeamUp Program - The Playworks TeamUp Program partners a 
Playworks Site Coordinator with four elementary schools or a Program Specialist with two elementary schools to model safe and healthy 
play while training an on-site recess team. Through the program, bullying is decreased, physical activity is increased, and students learn 
critical social-emotional skills.

Denver, CO $45,000.00
Youth Crime & 
Violence Prevention

Arapahoe, Denver, Douglas

Playworks Education Energized (http://playworks.org) Playworks Coach Program - In the Playworks Coach program, a full-time Coach 
at least 8 low-income elementary school uses play to decrease bullying, increase physical activity, and teach critical social/emotional 
skills. Through play, Playworks is transforming school climate and culture.

Denver, CO $205,618.00
Youth Crime & 
Violence Prevention

Adams, Arapahoe, Denver
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Reaching HOPE (http://www.ReachingHOPE.org) HOPE for the Family: Therapy after Trauma - HOPE for the Family: Therapy after 
Trauma provides family mental health services to heal trauma, strengthen healthy family relationships and break cycles of abuse to 
protect children for generations to come. Victims and their entire support system receive individual and family therapy from a team of 
psychologists working to resolve trauma, increase family connectedness, and build resiliency.

Commerce 
City, CO

$81,900.00
Child Abuse & 
Neglect Prevention

Adams, Broomfield, Denver, Jefferson, 
Weld

Riverside Educational Center (www.rec4kids.com) REC @ GJHS and REC at CHS - REC is an after-school high school program providing 
academic support, enrichment, community engagement, service learning, and skill building both on- and off-site. Our goal, through the 
academic, social, and emotional support programming is to keep kids engaged in academics and personal growth, supported at their 
school, and successfully graduate from high school with a post-secondary plan.

Grand 
Junction, CO

$199,202.00
High School Dropout 
Prevention

Mesa

Safehouse Progressive Alliance for Nonviolence, Inc. (https://www.safehousealliance.org) Peers Building Justice Program - The 
Peers Building Justice (PBJ) Program is a collaborative youth leadership development and violence prevention project by Safehouse 
Progressive Alliance for Nonviolence and Moving to End Sexual Assault in Boulder County. Three components comprise the PBJ Program: 
1) youth leadership and activism as Youth Organizers; 2) evidence-based violence prevention curriculum delivered in classroom settings 
or remotely via online learning by PBJ staff; and 3) youth-driven Participatory Action Research initiatives and awareness campaigns to 
educate youth, parents and the community about teen dating violence.

Boulder, CO $123,255.00
Youth Crime & 
Violence Prevention

Boulder, Broomfield

San Miguel Resource Center (www.smrcco.org) Youth Violence Prevention Program - The San Miguel Resource Center's Prevention 
Education Program is focused on reducing youth crime and violence in the rural San Miguel and West End of Montrose Counties. Our 
educators provide an evidence-based curriculum that focuses on building resiliency and healthy life skills. Our curriculum is presented 
depending on each of our eight schools' unique needs, whether that be a 2-week long workshop series, lunch group workshops, or 
consistent monthly in-class lessons.

Telluride, 
CO

$48,387.00
Youth Crime & 
Violence Prevention

Montrose, Ouray, San Miguel

Savio House (http://www.saviohouse.org) Multisystemic Therapy Expansion - Savio will expand to include two additional 
Multisystemic Therapy teams to serve youth and families in Central Colorado. MST is an evidence-based intervention that empowers 
youth (aged 12- 17) and their families to eliminate unwanted behaviors and function positively.

Denver, CO $284,954.00
Youth Crime & 
Violence Prevention

Chaffee, Custer, El Paso, Fremont, Lake, 
Pueblo, Saguache

Seeking Common Ground, Inc. dba Building Bridges (http://www.buildingbridgesshift.org) Transform Youth Development Program - 
Through its Transform youth development program, Building Bridges (BB) joins with young people who have diverse lived experiences to 
engage meaningful cross-cultural conversations and activate youth-led social change. BB's model builds on a variety of frameworks, 
including social-emotional learning (SEL), positive youth development (PYD), and anti-oppression to support participants' overall well-
being and increase their resilience. Through a year-long program, participants engage in dialogue, workshops, and community change 
projects that develop their leadership, relationship-building, and nonviolent conflict transformation skills. This model has demonstrated 
impact across exactly those divides fracturing the country, including race, ethnicity, class, and gender identity.

Denver, CO $81,000.00
Youth Crime & 
Violence Prevention

Adams, Boulder, Denver, Douglas, 
Jefferson

Shiloh Home Inc. dba Shiloh House (https://shilohhouse.org) Parents As Teachers - Shiloh's Parents As Teachers program is a two-
generation approach. Trained parent educators partner with families to improve parenting practices, increase knowledge of early 
childhood development, and support family well-being. Through home visits and ongoing assessment, parent educators are able to 
provide early detection of developmental delays and health issues, help in the prevention of child abuse and neglect, and increase 
children's school readiness and success. Serving a five-county area, trained professionals make regular personal home visits during a 
child's earliest years in life, from prenatal through kindergarten.

Littleton, CO $45,000.00
Child Abuse & 
Neglect Prevention

Adams, Arapahoe, Denver, Douglas, 
Jefferson

 07‐23‐20 SFY 21‐23 TGYS Grantee Program Descriptions 10



Agency Name, Program Name, and Program Description1 Location2 Award3 Funding Category4 Counties Served5

Tony Grampsas Youth Services
Funded Programs

SFY21-23 Grant Cycle
SFY21 Grantees

Soccer Without Borders (http://www.soccerwithoutborders.org) SWB Summer Bridge - SWB Summer Bridge provides comprehensive 
summer programming to reduce summer learning loss among elementary and middle grade refugee and immigrant youth, integrating 
English language development with engaging enrichment programming. In addition to providing summer learning opportunities for 
students in K-8, SWB Summer Bridge engages high school refugee and immigrant youth as camp counselors, providing leadership and 
employment development for youth who serve as role models and change agents within their community. Our summer programming 
takes a positive youth development approach, creating a safe and supportive space that helps youth make positive choices and work 
towards their goals.

Aurora, CO $53,135.00
High School Dropout 
Prevention

Adams, Arapahoe, Denver, Weld

Southern Colorado Community Action Agency, Inc. (http://www.sococaa.org) Project Venture - PV is an outdoor, adventure-based 
experiential learning program designed to promote the positive and holistic growth of Ignacio middle school youth. The program 
strengthens the community of relationships among youth peers, families and the natural world.

Ignacio, CO $31,907.00
Youth Crime & 
Violence Prevention

Southern Ute

Southern Colorado Community Action Agency, Inc. (http://www.sococaa.org) Check and Connect - Check and Connect (C&C) is an 
evidence-based, dropout prevention program that utilizes personalized interventions for disengaged, marginalized youth that addresses 
issues of attendance, behavior, content mastery, life skills, and positive youth development. C&C strengthens relationships between 
students, mentors, families and caring adults in school and out of school.

Ignacio, CO $53,822.00
High School Dropout 
Prevention

Southern Ute

Southern Colorado Family Center (http://southerncoloradofamilycenter.com) Southern Colorado Family Center - Targets at risk 
youth and family involvement through providing youth oriented activities to a severely under-served population. Implementation of the 
proposed efforts for this grant would enable SCFC to further focus services on identified at risk populations.

Trinidad, CO $22,998.00
Youth Crime & 
Violence Prevention

Las Animas

Southern Ute Indian Tribe (https://www.southernute-nsn.gov) Defending Childhood, Promoting Resiliency_Strengthening SUIT 
Children and Families - The Strengthening Southern Ute Children and Families program is focused on an evidence based therapeutic 
art, education programs, and Neuro-sequential Model of Therapeutics for children ages 0-8 years of age. The educational and 
therapeutic art programs empower youth through art and dance, increasing their resiliency and decreasing the effects of social 
problems. NMT is a neurobiological approach to treatment to support healthy development for children. Participating in these programs 
affirms identity and builds community for Southern Ute children.

Ignacio, CO $42,816.00
Child Abuse & 
Neglect Prevention

Southern Ute

Southern Ute Indian Tribe (https://www.southernute-nsn.gov) Defending Childhood, Promoting Resiliency_ Positive Youth 
Development for Southern Ute Adolescents - The Positive Youth Development program for the Southern Ute Indian Tribe is focused on 
an evidence based approach of Family Group Decision Making (FGDM) for youth ages 9-18. FGDM involves family team meetings and 
team decision making that engages parents and youth in the intervention plan for services targeted at reducing the use of marijuana, 
alcohol, tobacco, and other drugs.

Ignacio, CO $42,299.00
Marijuana & ATOD 
Prevention

Southern Ute

Spring Institute for Intercultural Learning (http://springinstitute.org) HIPPY Home Visiting - Spring Institute will offer an evidence-
based home visiting program, Home Instruction Program for Preschool Youngsters (HIPPY), for refugees and immigrant families with 
children ages 2-5 living in Denver and Aurora. The program will serve families living in at-risk communities and provide parent 
education, provide interactive parent and child activities, and offer job opportunities for parents to serve as home visitors. The 
program will reach families otherwise not served and provide home visitors that reflect the ethnicity and language spoken in the home.

Denver, CO $24,379.00
Child Abuse & 
Neglect Prevention

Arapahoe, Denver
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Teaching Peace dba Longmont Community Justice Partnership (http://lcjp.org) Restorative Justice for Youth Charged with 
Possession or Consumption of Marijuan - Longmont Community Justice Partnership will provide restorative justice to 30 additional 
youth each year who are charged with possession and or consumption of marijuana (MIP). 90% of the youth will complete their contract; 
93% of the youth will not re-offend.

Longmont, 
CO

$25,000.00
Youth Crime & 
Violence Prevention

Boulder

TEENS, Inc (www.teensinc.org) Out of School Time: Building Resiliency through Outdoor Pursuits and Employment - TEENS, Inc.'s 
Out-of-School-Time (OST) program uses youth employment, recreation and outdoor leadership to engage teens in constructive activities 
with the goal of reducing youth crime, violence and substance use during after-school and summer hours when they are at high risk of 
these behaviors. Outdoor leadership and recreation include rock-climbing camps, leadership retreats to build resilience, and a weekday 
drop-in center for teens. TEENS, Inc. employs nearly 100 teens through Teen Youth Corps, to work on community projects; TeamWorks, 
through which Denver and rural youth work on outdoor conservation projects; and peer supervisors, who work at the drop-in center.

Nederland, 
CO

$141,047.00
Youth Crime & 
Violence Prevention

Adams, Boulder, Denver, Gilpin, 
Jefferson, 

TEENS, Inc (www.teensinc.org) Social Emotional Learning for Children, Youth and Families - The TEENS Inc. (TI) SEL program aims to 
prevent youth crime and violence by (1) teaching children and youth (preschool through elementary school) healthy social-emotional 
development skills and positive strategies for resolving conflict and (2) providing parenting education classes. At the preschool and 
elementary level, TI uses a CASEL-endorsed SEL curriculum and a Restorative Practices model; and for parents, classes to increase 
parental resilience. The program serves rural youth and children who live in the Nederland/Peak to Peak region where youth are at high 
risk of crime, violence and engaging in alcohol, tobacco and drug use.

Nederland, 
CO

$86,857.00
Youth Crime & 
Violence Prevention

Boulder, Gilpin, Jefferson

TEENS, Inc (www.teensinc.org) Chinook West High School - TEENS, Inc.'s Chinook West High School is a fully accredited, Boulder 
Valley School District contract high school that serves up to 30 at-risk youth in the rural Nederland/Peak to Peak Region who have been 
unsuccessful in the traditional school setting. It is the only alternative high school in the region for teens that have dropped out of 
traditional school or are at risk of dropping out. Students leave prepared to make responsible choices about emotional and personal 
well-being and have the life and academic skills to accomplish their goals.

Nederland, 
CO

$121,863.00
High School Dropout 
Prevention

Boulder, Gilpin, Jefferson

Trinidad Community Foundation (http://www.trinidadcommunityfoundation.org) Skateland Clubhouse - Skateland Clubhouse is an 
after school program and skate rink focused on providing a safe place for the youth in Las Animas County. Our programming provides 
social-emotional learning, leadership opportunities, and tutoring for youth in the community. Skateland Clubhouse provides no-cost 
programming for the young people of Las Animas County to ensure that everyone has an equal opportunity for growth and safety.

Trinidad, CO $25,000.00
Marijuana & ATOD 
Prevention

Las Animas

University of Colorado Denver (http://www.ucdenver.edu/research/OGC/Pages/default.aspx) END Violence: Fostering Youth 
Leadership - The END Violence Fostering Youth Leadership Program of the Center on Domestic Violence places young people at the 
center of work to end youth crime related to relationship and sexual violence. Students self select to participate in a school-based club 
where they engage in train the trainer education on power-based violence, effective solutions and develop and implement an action 
plan for addressing and preventing violence in their school and communities. Awareness is increased for students in all partner schools.

Aurora, CO $91,800.00
Youth Crime & 
Violence Prevention

Denver

Valley Settlement (http://www.valleysettlement.org) El Busesito Preschool - El Busesito Preschool is a free, bilingual preschool 
program that serves 64 children each year. Four mobile preschool classrooms (the busesitos) drive to 12 under-served neighborhoods 
and deliver culturally-responsive preschool to families who would otherwise lack access.

Carbondale, 
CO

$135,000.00
High School Dropout 
Prevention

Eagle, Garfield
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Victims Offender Reconciliation Program of Denver, Inc (VORP) dba Colorado Circles for Change (www.ccfcdenver.org) Youth 
Leadership Institute - Youth Leadership Institute (YLI) is an umbrella of 3 curriculum that include Joven Noble and Xinachtli Rites of 
Passage program from the National Compadres Network, and Hueliti advanced leadership program for girls that centers the intersects of 
identity for teen girls that aim to support youth by developing positive characteristics using cultural identity as a strength. The goals of 
YLI are to create the next generation of empowered leaders, to prevent the criminalization of youth, to eliminate youth violence so 
they can thrive and live healthy, vibrant lives.

Denver, CO $127,174.00
Youth Crime & 
Violence Prevention

Adams, Arapahoe, Denver, Jefferson

Victims Offender Reconciliation Program of Denver, Inc (VORP) dba Colorado Circles for Change (www.ccfcdenver.org) Restorative 
Justice - RESTORE - The RESTORE program provides restorative justice to youth referred by Denver District and Municipal juvenile 
court. The two-month program engages youth and their families/caretakers in a strengths-based process of repairing the harm that led 
to a court summons. The program connects youth, families/caretakers and community together to provide an alternative to punitive 
consequences so youth can get their tickets expunged and avoid further involvement in the criminal justice system.

Denver, CO $74,278.00
Youth Crime & 
Violence Prevention

Adams, Arapahoe, Denver, Jefferson

Year One Inc. dba Mile High Youth Corps (http://www.milehighyouthcorps.org) Mile High Youth Corps - Conservation Programs - 
MHYC-Conservation programs combine comprehensive job skills training and education to 150 youth, ages 17-24 from across MHYC's 22-
county service area. During their 10 weeks to 10 month term of service, youth receive on-the-job training with soft skills development 
and individualized case management support to empower them toward their futures. They work on crews with nine diverse peers on 
projects related to land conservation, or energy and water conservation. At the end of their term, youth are transformed with an 
increased support and professional network, clarity of self and future direction, as well as an increase in confidence, skills and 
perspectives.

Denver, CO $57,623.00
Youth Crime & 
Violence Prevention

Adams, Arapahoe, Boulder, Broomfield, 
Denver, Douglas, El Paso, Fremont, 
Jefferson, Larimer, Montrose, Otero, 
Pueblo

Year One Inc. dba Mile High Youth Corps (http://www.milehighyouthcorps.org) Mile High Youth Corps - YouthBuild - Serving 100% 
opportunity youth and based on the 41-year national model, MHYC-YB addresses the rising poverty levels, high school dropout rates and 
chronic unemployment that disproportionately impact youth from inner-city neighborhoods. Each year, YouthBuild offers 32 youth, ages 
17-24, the opportunity to receive hands-on career-readiness training in construction or healthcare, earn industry-recognized 
certifications and a High School Equivalency diploma, while getting paid a bi-weekly living stipend. YouthBuild integrates technical 
training, soft skills development and wraparound support to address systemic and personal barriers that prepare youth to achieve 
economic mobility, stability, and success after completing their term of service.

Denver, CO $32,378.00
Youth Crime & 
Violence Prevention

Adams, Arapahoe, Denver, Jefferson

YESS Institute, The (www.yessinstitute.org) Middle School Engagement Program - YESS Institute's High School Engagement Program 
delivers dropout intervention programming to ensure struggling students stay in school and graduate. We partner with North, 
Westminster, and Adams City high schools in building safe and inclusive learning communities. This daily, for-credit class follows the 
YESS social-emotional learning curriculum and uses a cross-age peer mentoring model that pairs students with similar "cultural-zip-
codes": shared social and cultural experiences that have shaped their personal beliefs. YESS mentors and mentees work together 
throughout the school year to develop social-emotional, leadership, and academic skills that reconnect disengaged mentees to a 
positive school culture.

Denver, CO $108,000.00
High School Dropout 
Prevention

Adams
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YESS Institute, The (www.yessinstitute.org) High School Engagement Program - YESS Institute's High School Engagement Program 
delivers dropout intervention programming to ensure struggling students stay in school and graduate. We partner with North, 
Westminster, and Adams City high schools in building safe and inclusive learning communities. This daily, for-credit class follows the 
YESS social-emotional learning curriculum and uses a cross-age peer mentoring model that pairs students with similar "cultural-zip-
codes": shared social and cultural experiences that have shaped their personal beliefs. YESS mentors and mentees work together 
throughout the school year to develop social-emotional, leadership, and academic skills that reconnect disengaged mentees to a 
positive school culture.

Denver, CO $108,000.00
High School Dropout 
Prevention

Adams, Denver

Youth on Record (https://www.youthonrecord.org/) Open Lab and YOR Block Party - YOR's longest running out-of-school-time 
program, Open Lab is YOR?s drop-in center program, designed to support students as they work on projects, learn new skills and receive 
mentoring support from professional musicians at YOR. Students can sign-up for time in the recording studio, where they have the 
opportunity to have their music recorded, mixed and mastered by YOR's professional audio engineers. As the culminating event for Open 
Lab, student performers spend the school year preparing for either performance or management roles during the Block Party. Further, 
the YOR Block Party is the only youth-planned, managed and organized music festival in Denver.

Denver, CO $27,000.00
Marijuana & ATOD 
Prevention

Adams, Denver, Jefferson

Youth on Record (https://www.youthonrecord.org/) In-School Academic Success Programming - YOR offers for-credit academic 
achievement and high school dropout prevention programming in DPS and APS high schools that uses music and social justice as its 
primary lenses for learning. In addition to intensive in-classroom exposure to the use of music and media to solve personal, 
interpersonal and social problems, programs include 2-4 field trips each year to the YOR Youth Media Studio, where students have the 
opportunity to learn how to use industry-standard recording, mixing and mastering equipment to produce music. YOR employs and 
trains professional musicians, spoken word poets and artists to teach the classes.

Denver, CO $45,000.00
High School Dropout 
Prevention

Adams, Denver

$8,657,655.00

1. Program Descriptions were written and provided by grantees at the time of Request for Application submission.
2. Location of lead office but may have more offices across the state. 
3. Award is based on TGYS Board decisions.
4. Funding category was selected by grantee at the time of Request for Application submission. 
5. Counties projected to be served by program. 
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Introduction 

This Prevention Services Clearinghouse Handbook of Standards and Procedures 
provides a detailed description of the standards used to identify and review programs 
and services for the Prevention Services Clearinghouse and the procedures followed 
by the Prevention Services Clearinghouse staff. 

Purpose of the Title IV-E Prevention Services Clearinghouse 

The Title IV-E Prevention Services Clearinghouse (hereafter referred to as the 
Prevention Services Clearinghouse) was established by the Administration for Children 
and Families (ACF) within the U.S. Department of Health and Human Services (HHS) to 
systematically review research on programs and services intended to provide enhanced 
support to children and families and prevent foster care placements. The Prevention 
Services Clearinghouse, developed in accordance with the Family First Prevention 
Services Act (FFPSA) of 2018, as codified in Title IV-E of the Social Security Act, rates 
programs and services as promising, supported, and well-supported practices. These 
practices include mental health prevention and treatment services, substance abuse 
prevention and treatment services and in-home parent skill-based programs, as well as 
kinship navigator programs. 

The Prevention Services Clearinghouse was developed to be an objective, rigorous, 
and transparent source of information on evidence-based programs and services that 
may be eligible for funding under Title IV-E of the Social Security Act as amended by 
the FFPSA. The Prevention Services Clearinghouse uses a systematic review process 
implemented by trained reviewers using consistent, transparent standards and 
procedures (see Exhibit 1).  

On June 22, 2018, HHS published a Federal Register Notice (FRN; 83 FR 29122) 
requesting public comment on initial criteria and potential programs and services to be 
considered for systematic review. Commenters included state and local administrators, 
program and service developers, foundations, non-profit organizations, tribes, 
researchers and evaluators, and other stakeholders. The Prevention Services 
Clearinghouse systematic review process was informed by public comments submitted 
in response to HHS’ FRN and the review processes developed and used by other 
prominent evidence clearinghouses, including the Institute of Education Sciences’ What 
Works Clearinghouse (WWC), the Administration for Children and Families’ Home 
Visiting Evidence of Effectiveness review (HomVEE), and the California Evidence-
based Clearinghouse for Child Welfare (CEBC). 

On November 30, 2018, the Children’s Bureau (CB) released the Program Instruction 
ACYF-CB-PI-18-09, ACYF-CB-PI-18-10, and ACYF-CB-18-11. This program issuance 
provided instructions on the requirements state title IV-E agencies must meet when 
electing the title IV-E prevention program. Attachment C of the Program Instruction 

https://www.federalregister.gov/documents/2018/06/22/2018-13420/decisions-related-to-the-development-of-a-clearinghouse-of-evidence-based-practices-in-accordance
https://www.acf.hhs.gov/cb/resource/pi1809
https://www.acf.hhs.gov/cb/resource/pi1810
https://www.acf.hhs.gov/cb/resource/pi1811
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included revised initial criteria for selecting, reviewing, and rating programs and 
services, as well as the first list of programs and services selected for review by the 
Prevention Services Clearinghouse. 

The Prevention Services Clearinghouse systematic review process, described in detail 
in the chapters that follow and shown in Exhibit 1, includes the following steps: 

1. Identify programs and services for review. Candidate programs and services 
relevant to the mission of the Prevention Services Clearinghouse are identified 
using an inclusive process that invites recommendations from stakeholders, 
including states, to ensure broad coverage across program or service areas 
(Chapter 1). 

2. Select and prioritize programs and services for review. Candidate programs and 
services are evaluated against the program or service eligibility criteria and 
prioritized for review (Chapter 2). 

3. Literature search. Prevention Services Clearinghouse staff conduct 
comprehensive literature searches to locate available and relevant research on 
the prioritized programs and services (Chapter 3). 

4. Study eligibility screening and prioritization. Studies identified in the literature 
searches are screened against the study eligibility criteria. Studies determined to 
be eligible for review are considered against prioritization criteria to determine the 
order and depth of their review (Chapter 4). 

5. Evidence review.  All eligible studies are reviewed by trained reviewers using the 
Prevention Services Clearinghouse design and execution standards. Study 
authors may be queried to request information deemed necessary to assign a 
rating. One of three ratings is assigned to prioritized studies: high, moderate, or 
low support of causal evidence (Chapter 5). 

6. Program and service ratings. Studies that are rated as high or moderate support 
of causal evidence are considered in assigning each program or service one of 
four ratings: well-supported, supported, promising, or does not currently 
meet criteria (Chapter 6). These ratings also take into consideration any 
evidence of risk of harm.  

The ratings for all programs and services reviewed for the Prevention Services 
Clearinghouse, along with other details about the programs and services and about the 
studies providing evidence, are posted on the Prevention Services Clearinghouse 
website. 

Operational procedures for reviewing programs and services in the Prevention Services 
Clearinghouse are included in Chapter 7. This includes procedures for re-review of 
programs and services due to missing information, errors in the original review, 
emergence of substantial new evidence, or requests by state and local administrators, 
program and service developers, tribes, researchers and evaluators, and other 
stakeholders (Section 7.4).  



Introduction  

 Handbook of Standards and Procedures 1.0  ▌pg. vi 
 

Exhibit 1. The Prevention Services Clearinghouse Review Process 
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1. Identify Programs and Services for Review

Identification of first programs and services for review. The first programs and services 
selected for systematic review met at least two of the following conditions: (1) 
recommendation from State or local government administrators in response to the 
Federal Register Notice 83 FR 29122 (2018 FRN); (2) rated by the California Evidence-
Based Clearinghouse; (3) evaluated by Title IV-E Child Welfare Waiver Demonstrations; 
(4) recipient of a Family Connection Discretionary Grant; and/or (5) recommendation
solicited from federal staff in the Administration for Children and Families, Health
Resources and Services Administration, the National Institutes of Health, the Centers
for Disease Control and Prevention, the Office of the Assistant Secretary for Planning
and Evaluation, and the Substance Abuse and Mental Health Services Administration.

Identifying additional programs and services for review. Programs and services for 
potential review will be identified from: 

• Recommendations received in response to the 2018 FRN (including those received
from state or local government administrators and tribes), federal partners, and other
key stakeholders; and

• A public call for program and service recommendations. At least annually, the
Prevention Services Clearinghouse will issue a public call for programs and services
and send it to relevant listservs for dissemination. Submissions to the call will be
added to the Prevention Services Clearinghouse database of recommended
programs and services. The Prevention Services Clearinghouse will retain all
submissions that are eligible for review. The public, including state or local
government administrators and tribes, will have the opportunity to submit program or
service recommendations for potential review through electronic submission or mail
directly to the Prevention Services Clearinghouse. Submissions may also include
publicly available literature submitted by stakeholders in support of recommended
programs and services.

In addition, the Prevention Services Clearinghouse may use an environmental scan or 
an inventory of the literature or both to identify programs or services. 

Particular consideration will be given to programs and services recommended by State 
or local government administrators and tribes; rated by other clearinghouses (such as 
CEBC or HomVEE); recommended by federal partners; and/or evaluated as part of any 
grants supported by the Children’s Bureau (such as the Title IV-E Child Welfare 
Demonstrations or Regional Partnership Grants).
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2. Select and Prioritize Programs and Services 

2.1 Program or Service Eligibility Criteria 

This section describes the criteria for determining whether programs and services under 
consideration are eligible for inclusion in the Prevention Services Clearinghouse.  

2.1.1 Program or Service Areas 

Title IV-E of the Social Security Act describes four program or service areas—mental 
health prevention and treatment programs or services, substance abuse prevention and 
treatment programs or services, in-home parent skill-based programs or services, and 
kinship navigator programs. Programs and services may be eligible for Prevention 
Services Clearinghouse review in more than one of these program or service areas. 

Mental Health Prevention and Treatment Programs and Services 

Eligible mental health programs and services include those that aim to reduce or 
eliminate behavioral and emotional disorders or risk for such disorders. Included 
programs and services may target any mental health issue. It is not required that 
participants in the program or service have a Diagnostic and Statistical Manual (DSM) 
or International Statistical Classification of Diseases (ICD) diagnosis. Eligible programs 
and services can be delivered to children and youth, adults, or families; can employ any 
therapeutic modality, including individual, family, or group; and, may have any 
therapeutic orientation, such as cognitive, cognitive-behavioral, psychodynamic, 
structural, narrative, etc. Programs and services that rely on psychotropic medications 
or screening procedures without a counseling or behavioral therapeutic component are 
not eligible (e.g., a treatment that uses methylphenidate or lisdexamfetamine for 
treatment of Attention Deficit Hyperactivity Disorder without an accompanying 
therapeutic element).  

Substance Abuse Prevention and Treatment Programs and Services  

Eligible substance abuse prevention and treatment programs and services include 
those that have an explicit focus on the prevention, reduction, treatment, remediation, 
and/or elimination of substance use, misuse, or exposure in general. Included programs 
and services can target any specific type of substance, multiple substances, or aim to 
address substance use or misuse in general. Programs and services targeting use or 
misuse of alcohol, marijuana, illicit drugs, or misuse of prescription or over-the-counter 
drugs are eligible. Eligible programs and services can be delivered to children and 
youth, adults, or families. Programs and services aimed solely at reducing, treating, or 
remediating tobacco use (including smoking, chewing tobacco, and vaping) among 
adults are not eligible. Eligible programs and services can employ any therapeutic 
modality, including individual, family, or group and may have any therapeutic 
orientation, such as cognitive, cognitive-behavioral, psychodynamic, structural, 
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narrative, etc. Programs and services may include use of pharmacological treatment 
approaches. Not eligible are programs and services that are directed only at collateral 
persons or caregivers, or systems interventions that would not generally be recognized 
as client-oriented substance use treatment. Additionally, programs and services that are 
pre-clinical programs (e.g., screening or brief programs aimed solely at getting people 
into treatment) and that do not themselves involve prevention or treatment are not 
eligible. However, brief programs that do involve prevention or treatment (i.e., make 
some attempt to address substance use) are eligible. Programs and services that solely 
rely on pharmacological interventions without a therapeutic component are not eligible 
(e.g., a treatment that uses methadone for the treatment of opioid addiction without an 
accompanying therapeutic element).  

Exhibit 2.1 provides some examples of eligible and ineligible programs and services in 
this area. 

Exhibit 2.1. Examples of Substance Abuse Prevention and Treatment Programs 
and Services 

Eligible Examples Not Eligible Examples 
A program that is delivered in a group setting for 
adolescents who were identified as having either 
marijuana use or prescription pill misuse within 
the prior 30 days.  

A program that does not work directly with the 
youth but intervenes with the adults in the 
youth’s life to ensure that there is adequate 
supervision and monitoring to limit access to 
substances and substance using peers.  

A program treating mothers who are misusing 
opioids using a combination of methadone, 
cognitive behavioral therapy, and peer support. 

A standalone screening program that uses social 
norming to attempt to motivate people to seek 
treatment. 

A brief, 30 minute motivational intervention that 
is delivered in emergency rooms after a patient 
is seen for a drug overdose. 

A program that uses the medication 
acamprosate to reduce withdrawal symptoms for 
adults with alcohol use disorder without an 
accompanying therapeutic component. 

 

In-Home Parent Skill-Based Programs and Services 

Eligible parent skill-based programs and services include those that are psychological, 
educational, or behavioral interventions or treatments, broadly defined, that involve 
direct intervention with a parent or caregiver. Direct intervention contact means that 
intervention services are provided directly to the parent(s) or caregiver(s); children may 
be present or involved, but are not required to be present for a program to be eligible. 
Contact may be face-to-face, over the telephone or video, or online. Programs may be 
explicitly delivered as in-home interventions or can be interventions for which delivery 
in-home is a possible or recommended method to administer the intervention. This may 
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include residential facilities, shelters, or prisons if that is where the parent(s) or 
caregiver(s) resides.  

Exhibit 2.2 provides some examples of eligible and ineligible programs and services in 
this area. 

Exhibit 2.2. Examples of In-Home Parent Skill-Based Programs and Services 
Eligible Examples Not Eligible Examples 

A program that is delivered in the family home in 
individual sessions for 12 weeks. Both the parent 
and the child attend and the parent is coached to 
use different skills with the child during the session. 

An aggression reduction training for parents 
of adolescents that is delivered in small 
groups for 10 weeks and in-home delivery is 
not possible.*  

An on-line parenting program that helps parents set 
goals and match their parenting goals with 
evidence-based parenting strategies. 

A public service campaign that focuses on 
positive parenting practices is delivered in a 
community using television and radio spots, 
public posters and billboards, and direct 
mailings. 

*This example could be considered within the mental health program or service area.  

Kinship Navigator Programs 

Eligible kinship navigator programs and 
services include those focused on assisting 
kinship caregivers in learning about, finding, 
and using programs and services to meet 
the needs of the children and youth they are 
raising and their own needs, and that 
promote effective partnerships among public 
and private agencies to ensure kinship 
caregiver families are served. Support 
services may include any combination of 
financial supports, training or education, 
support groups, referrals to other social, 
behavioral, or health services, and 
assistance with navigating government and 
other types of assistance, financial or 
otherwise.  

Kinship caregivers may be a grandparent or 
other relative as well as tribal kin, extended 
family and friends or other “fictive kin” who 
are caring for children. Kinship care 
relationships may be formal or informal.  

Adaptations to Programs or Services 
Many manualized programs have formal adaptations 
available (i.e., alternative manualized versions of the 
original program designed to address particular issues 
or populations). When programs and services that are 
identified for inclusion in the Prevention Services 
Clearinghouse have multiple available formal 
adaptations or multiple treatment manuals, each is 
reviewed as a separate program or service.  

Programs or services that go by different names in 
different local implementations but that clearly use the 
same manual are considered to be the same program 
for purposes of review. Minor modifications to programs 
or services that are not considered formal adaptations 
are addressed in Section 4.1.6 below.  

In order to maximize the number of different programs 
reviewed by the Prevention Services Clearinghouse, 
the Prevention Services Clearinghouse may select one 
program adaptation for review when multiple formal 
adaptations are available. In most cases, the 
Prevention Services Clearinghouse will select the 
standard, original, or most comprehensive or complete 
version of a program or service; however, it may also 
consider other adaptations.  
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Programs that involve helping members of the general public access services, 
irrespective of whether they are caregivers or not, are not eligible. 

2.1.2 Book/Manual/Writings Available 

To be eligible for the Prevention Services Clearinghouse, programs and services in any 
of the four program or service areas must be clearly defined and replicable. To meet 
this criterion, programs and services must have available written protocols, manuals, or 
other documentation that describes how to implement or administer the practice. 
Protocols, manuals, or other documentation must be available to the public to 
download, request, or purchase. Programs and services that require training, 
certification, or other prerequisites to access manuals or other documentation would 
meet this criterion.   

2.2 Program or Service Prioritization Criteria  

For each program or service considered for inclusion in the Prevention Services 
Clearinghouse, reviewers record whether the program or service explicitly aims to 
impact each of the target outcomes; whether it is currently in active use; and whether 
there are implementation and fidelity supports available in addition to a manual or 
protocol. Reviewers make these determinations by reviewing available documentation 
and websites, though they may also consult research studies or program developers to 
gather additional information. The Prevention Services Clearinghouse also prioritizes 
programs and services in a way that ensures representation of programs and services 
across the four program or service areas: mental health prevention and treatment 
programs and services, substance abuse prevention and treatment programs and 
services, and in-home parent skill-based programs and services, as well as kinship 
navigator programs.  

2.2.1 Target Outcome Domains 

Programs and services in the areas of mental health, substance abuse, and in-home 
parent skills must target outcomes in the domains of (a) Child Safety, (b) Child 
Permanency, (c), Child Well-Being, and/or (d) Adult Well-Being.  

Programs and services in the area of kinship navigator must target outcomes in the 
domains of (a) Child Safety, (b) Child Permanency, (c) Child Well-Being, (d) Adult Well-
Being, (e) Access to Services, (f) Referral to Services, and/or (g) Satisfaction with 
Programs and Services. Operational definitions for the eligible target outcomes are 
provided in Section 4.1.5. 

2.2.2 In Use/Active  

The Prevention Services Clearinghouse prioritizes programs or services that are in 
active use. This means that they must be currently available or delivered with a book, 
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manual, or other documentation available in English. Programs and services that are no 
longer actively used, are defunct or discontinued, or are otherwise not currently 
practiced or delivered would not meet this criterion. 

2.2.3 Existence of Implementation and Fidelity Supports 

The Prevention Services Clearinghouse prioritizes programs and services for which 
there are implementation supports, implementation manuals or frameworks, fidelity 
checklists or other fidelity-monitoring tools, videos, training programs, coaching 
programs, or any similar resources available for potential program adopters. To meet 
this criterion, there must be affirmative, documented evidence that such supports are 
available to the public in English, either at no cost or for purchase. 
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3. Literature Search 

For each program or service identified and prioritized for inclusion, Prevention Services 
Clearinghouse staff conducts a comprehensive and systematic search for potentially 
eligible studies of that program or service. All search results are carefully documented in 
databases to ensure transparency. Duplicate citations are removed before screening 
them for eligibility. 

Other Clearinghouses. The search begins by identifying citations from other evidence 
clearinghouses or repositories. A number of evidence clearinghouses overlap in content 
with the Prevention Services Clearinghouse (see Exhibit 3.1). Identifying studies that 
these other clearinghouses have reviewed is an efficient way of locating studies that 
may meet Prevention Services Clearinghouse eligibility criteria. 

Exhibit 3.1. Clearinghouses Used to Identify Relevant Research 
Clearinghouse* Website 
Blueprints for Healthy Youth Development (Blueprints) www.blueprintsprograms.org  
California Evidence-Based Clearinghouse for Child Welfare 
(CEBC) 

www.cebc4cw.org  

Home Visiting Evidence of Effectiveness Review (HomVEE) https://homvee.acf.hhs.gov 
Child Trends What Works https://www.childtrends.org/what-works 
CrimeSolutions www.crimesolutions.gov  
Teen Pregnancy Prevention (TPP) Evidence Review tppevidencereview.aspe.hhs.gov  
Washington State Institute for Public Policy (WSIPP) http://www.wsipp.wa.gov  
The Campbell Collaboration https://campbellcollaboration.org/ 
The Cochrane Collaboration https://www.cochrane.org/ 
*Note: Additional clearinghouses may be used, depending on the program or service selected. 
 
Bibliographic Databases. To ensure that searches are comprehensive, Prevention 
Services Clearinghouse staff also conduct searches of electronic bibliographic 
databases to identify additional potentially eligible studies not included on other 
clearinghouse sites. Trained staff use keywords to execute the searches. Content 
experts review these search terms for completeness, identify common synonyms, and 
suggest additional keywords. The following databases are included in all searches, with 
additional databases added as content experts recommend. 

  

https://www.blueprintsprograms.org/
http://www.cebc4cw.org/
https://homvee.acf.hhs.gov/
https://www.childtrends.org/what-works
https://www.crimesolutions.gov/
https://tppevidencereview.aspe.hhs.gov/
http://www.wsipp.wa.gov/
https://campbellcollaboration.org/
https://www.cochrane.org/
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Exhibit 3.2 Bibliographic Databases Used to Identify Relevant Research 
Database* Website 

Applied Social Sciences Index and 
Abstracts (ASSIA) 

https://www.proquest.com/products-services/ASSIA-
Applied-Social-Sciences-Index-and-Abstracts.html 

Cumulative Index to Nursing and Allied 
Health Literature (CINAHL) 

https://health.ebsco.com/products/the-cinahl-database 

Education Resources Information Center 
(ERIC) 

https://eric.ed.gov/ 

MEDLINE Complete (PubMed) https://www.ncbi.nlm.nih.gov/pubmed/ 
National Criminal Justice Reference Service 
(NCJRS) 

https://www.ncjrs.gov/ 

PsycINFO https://www.apa.org/pubs/databases/psycinfo 
Social Sciences Citation Index (SSCI) http://mjl.clarivate.com/cgi-bin/jrnlst/jloptions.cgi?PC=SS 
*Note: Additional databases may be used, depending on the program or service selected. 

 

Grey Literature Scans. Finally, Prevention Services Clearinghouse staff scan the 
websites of federal, state, foundation, and private agencies who sponsor or conduct 
relevant research in order to identify any additional potentially eligible studies that may 
not be indexed in the standard electronic databases.

  

https://www.proquest.com/products-services/ASSIA-Applied-Social-Sciences-Index-and-Abstracts.html
https://www.proquest.com/products-services/ASSIA-Applied-Social-Sciences-Index-and-Abstracts.html
https://health.ebsco.com/products/the-cinahl-database
https://eric.ed.gov/
https://www.ncbi.nlm.nih.gov/pubmed/
https://www.ncjrs.gov/
https://www.apa.org/pubs/databases/psycinfo
http://mjl.clarivate.com/cgi-bin/jrnlst/jloptions.cgi?PC=SS
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4. Study Eligibility Screening and Prioritization 

4.1 Study Eligibility Criteria 

The Prevention Services Clearinghouse defines a “study”1 as one research investigation 
of a defined subject sample, and the interventions, measures, and statistical analyses 
applied to that sample. To be eligible for review for the Prevention Services 
Clearinghouse, studies must meet all of the eligibility criteria described below. 

4.1.1 Date of Publication 

Studies must be published or prepared in or after 1990. For studies whose results are 
reported in multiple documents, the earliest available document must be published or 
prepared in or after 1990. 

4.1.2 Source of Publication 

Studies must be publicly available and published in peer-reviewed journals or in reports 
prepared or commissioned by federal, state, or local government agencies or 
departments, research institutes, research firms, foundations or other funding entities, 
or other similar organizations. Dissertations, theses, and conference papers are not 
eligible. 

4.1.3 Language of Publication 

Studies must be available in English. 

4.1.4 Study Design 

Studies must use a randomized or quasi-experimental group design2 with at least one 
intervention condition and at least one comparison condition. Intervention and 
                                                      
1  Sometimes study results are reported in more than one document, or a single document reports results from 

multiple studies. Using the Institute of Education Sciences What Works Clearinghouse (WWC) v4.0 convention, 
two or more impact estimates will be considered as coming from a single study when they share at least three of 
the following four characteristics: 
• The particular sample used to estimate the impact is the same or has a large degree of overlap. 
• The process used to assign sample members to intervention and control conditions is the same.   
• The data collection and analysis procedures are the same (or nearly the same). 
• The research team is the same or has a high degree of overlap. 

For additional details and examples see Appendix D: Examples of Study Definition of What Works Clearinghouse 
Procedures Handbook Version 4.0. 

2  Although regression discontinuity designs are group designs, the Prevention Services Clearinghouse plans to 
apply separate eligibility and review criteria for study designs in which groups are constructed based on a cutoff 
score. The Prevention Services Clearinghouse may also apply separate standards for single case design 
studies. These may be forthcoming in future versions of the Handbook. 
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comparison conditions may be formed through either randomized or non-randomized 
procedures and the unit of assignment to conditions may be either individuals or groups 
of individuals (e.g., families, providers, centers). Eligible intervention and comparison 
conditions are defined as follows:  

• Intervention Condition. The intervention group(s) must receive a program or 
service that is essentially the same for all of the participants in the group (i.e., there 
may be variation across individuals in what they receive but distinctly different 
interventions should not be applied to different subsamples that are aggregated into 
a single study sample).  

− In a study with multiple intervention groups, reviewers determine the eligibility of 
each intervention based on the Program or Service Eligibility Criteria (Section 
2.1). If all intervention groups are eligible, they can be reviewed and compared to 
the same comparison group. 

• Comparison Condition. Comparison groups must be “no or minimal intervention” or 
“treatment as usual” groups. Minimal intervention group members may receive 
handouts, referrals to available services, or similar nominal interventions. “Treatment 
as usual” group members may receive services, but those services must be clearly 
described as the usual or typical services available for that population in the study. 
Studies that compare one intervention to a second intervention are not eligible for 
review, even if the second intervention is not eligible under the Program or Service 
Eligibility Criteria (Section 2.1).  

− In studies with multiple comparison groups, reviewers select one comparison 
instead of comparing the same intervention group to multiple comparison groups. 
Selection of comparison group is based on the group that receives the least 
intensive services in order to maximize the treatment contrast.  

4.1.5 Target Outcomes 

Studies must measure and report program or service impacts on at least one eligible 
target outcome. Eligible target outcomes differ by program or service area and are 
defined as follows: 

Eligible Outcomes for Mental Health, Substance Abuse Prevention and Treatment, and 
In-Home Parent Skill-Based Programs and Services 

• Child Safety. Child safety refers to a current condition within a home or family and 
considers whether or not there is an immediate threat of danger to a child. A threat 
of danger refers to a specific family situation that is out of control, imminent, and 
likely to have severe physical, psychological, and/or developmental effects on a 
child. Eligible indicators of child safety for the Prevention Services Clearinghouse 
pertain to both child maltreatment and risk of maltreatment and include: 
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− Evidence of substantiated or unsubstantiated child maltreatment from 
administrative records. 

− Injuries or ingestions taken from medical records of encounters with health care 
providers. 

− Measures that assess neglectful, psychologically aggressive, or abusive 
parenting behavior.  

• Child Permanency. Child permanency refers to the permanency and stability of a 
child’s living situation (in-home or in foster care) and includes the continuity and 
preservation of family relationships and connections. Eligible indicators of child 
permanency for the Prevention Services Clearinghouse include: 

− Length of placements, placement disruptions, stability or permanency of 
placements, reunification, and use of kinship care.  

− Eligible sources of this information may be reports from child welfare, juvenile 
justice, or similar administrative databases, including Child and Family Services 
Reviews. Studies may also obtain placement information from therapist, provider, 
or parent/caregiver reports. 

• Child Well-being. Child well-being is a multi-faceted construct that broadly refers to 
the skills and capacities that enable young people to understand and navigate their 
world in healthy, positive ways.3 It is an umbrella term that includes child and youth 
development in behavioral, social, emotional, physical, and cognitive domains. The 
Prevention Services Clearinghouse reviews the following domains of child well-
being, the specific nature of which may vary with age:  

− Behavioral and Emotional Functioning. Characteristics and behaviors relating to 
the ability to realize one’s potential, cope with daily activities, and work and play 
productively and fruitfully. Both strengths-based and deficit-based indicators are 
eligible. Examples include measures of externalizing behaviors (e.g., aggressive 
behavior, disruptiveness, impulsive behavior), internalizing behaviors (e.g., 
depression, anxiety, mood or thought problems), mental/behavioral health 
diagnoses, positive behavior, resilience, self-regulation or self-control, and 
emotional adjustment.  

− Social Functioning. Skills and capabilities relating to the ability to develop, 
maintain, and manage interpersonal relationships (e.g., social skills, 
assertiveness, cooperation, empathy, social adjustment, peer relations, 

                                                      
3  ACF Information Memo on Child Well-Being (2012; https://www.acf.hhs.gov/sites/default/files/cb/im1204.pdf) 

https://www.acf.hhs.gov/sites/default/files/cb/im1204.pdf
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rebelliousness, defiance, and other similar characteristics related to interpersonal 
interactions and relationships). 

− Cognitive Functions and Abilities. Abilities related to reasoning, knowledge, 
problem-solving, mental processing, executive functioning, and the like. Eligible 
measures include intelligence tests, developmental assessments, measures of 
visual or spatial processing, and other indicators of cognitive functions and 
abilities. 

− Educational Achievement and Attainment. Educational achievement refers to the 
extent to which students master academic content. Eligible measures include 
composite or subject-specific (e.g., reading, mathematics) standardized 
achievement test scores or overall grade point averages. Educational attainment 
refers to student progress through school or the completion of a degree, 
certificate, or program. Eligible measures of attainment include grade promotion, 
high school graduation or dropout rates, certificate or degree completion rates, 
and other indicators for educational attainment. 

− Physical Development and Health. Characteristics related to the healthy 
functioning of the body may include indicators of physical health (e.g., Body 
Mass Index), physical capabilities (e.g., motor skills), normative indicators of 
healthy development (e.g., height), and any other measure relating to healthy (or 
unhealthy) physical development. 

− Substance Use or Misuse. Measures of substance use or misuse may involve 
any substances and may be self- or other-reported, clinical tests such as 
urinalysis, or any other measure that provides an assessment of the participants’ 
substance use behavior. Measures must describe actual use or misuse, such as 
frequency or quantity of use, type of use, use/no use, time since last use, etc. 
Substance use diagnoses (e.g., from a clinical interview or DSM criteria) are 
considered eligible outcomes in this domain. Measures that do not directly index 
substance use or misuse (e.g., drug-related criminal or delinquency activity such 
as selling drugs, drug knowledge, behavioral intentions to use or not, etc.) are 
not eligible in this domain, but may meet the requirements for other outcome 
domains. 

− Delinquent Behavior. Delinquent behavior refers to behavior chargeable under 
applicable laws, whether or not apprehension occurs or charges are brought. 
Chargeable offenses also include “status” offenses (e.g., runaway, truancy, 
curfew violations). 

• Adult Well-being. Adult well-being refers to the specific skills and capabilities adults 
need to navigate their world in healthy, positive ways and provide for themselves 
and their children’s needs. Well-being is an umbrella term that includes outcomes in 
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a range of individual and interpersonal domains. The Prevention Services 
Clearinghouse reviews the following domains of adult well-being: 

− Parenting Practices. Parenting practices include a range of practices and 
behaviors focused on developing strong, functional relations between parents or 
caregivers and children and the parents or caregivers’ abilities to successfully 
manage child socialization and support child development, health, and well-being 
in an effective and constructive manner. Measures may include items about 
basic elements of caregiving, such as feeding and physical care; communication 
and listening; nurturing, loving, or supportive behavior; rules and consequences; 
setting boundaries; warmth; scaffolding children’s behavior to develop self-
discipline; parent-child relationships, and the like. Measures may index either 
positive parenting practices or negative parenting practices. 

− Parent/Caregiver Mental or Emotional Health. Mental or emotional health refers 
to a parent’s/caregiver’s ability to cope with daily activities, realize his or her 
potential, and interact productively in the world. Both strengths-based and deficit-
based indicators are eligible. Examples include measures of externalizing 
behaviors (e.g., aggressive behavior), internalizing behaviors (e.g., depression, 
anxiety, mood or thought problems), mental/behavioral health diagnoses, 
parent/caregiver stress, relationship stress, positive behavior, resilience, and 
emotional adjustment. 

− Parent/Caregiver Substance Use or Misuse. Measures of substance use or 
misuse may involve any substances and may be self- or other-reported, clinical 
tests such as urinalysis, or any other measure that provides an assessment of 
the participants’ substance use or misuse. Measures must describe actual use or 
misuse, such as frequency or quantity of use, type of use or misuse, use/no use, 
time since last use, etc. Substance use diagnoses (e.g., from a clinical interview 
or DSM criteria) are considered eligible in this domain. Measures that do not 
directly index substance use or misuse (e.g., drug-related criminal or delinquency 
activity such as selling drugs, drug knowledge, behavioral intentions, etc.) are not 
eligible in this domain, but may meet the requirements for other outcome 
domains. 

− Parent/Caregiver Criminal Behavior. Criminal behavior refers to behavior 
chargeable under applicable laws, whether or not apprehension occurs or 
charges are brought. 

− Family Functioning. Family functioning refers to the capacity or lack of capacity of 
a family to meet the needs of its members and includes physical care and 
maintenance of family members; socialization and education of children; and, 
economic and financial support of the family.  
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− Physical Health. Refers to the physical health of parents or caregivers and can 
include a variety of indicators including blood pressure; weight, obesity, or body 
mass index (BMI); chronic conditions such as asthma or diabetes; and, healthy 
lifestyle behaviors such as diet and exercise. 

− Economic and Housing Stability. Economic and housing stability includes 
indicators of financial or economic stability (e.g., level of income, 
employment/unemployment, financial assistance) and/or housing stability (e.g., 
number of moves, quality of housing, homelessness). 

Eligible Outcomes for Kinship Navigator Programs 

• Child Safety (defined as above). 

• Child Permanency (defined as above). 

• Child Well-Being (defined as above). 

• Adult Well-Being (defined as above). 

• Access to Services. Access to services refers to a parent, caregiver, or family’s 
knowledge of and ability to access, or utilization of services to support the family’s 
financial, legal, social, educational, and/or health needs such as medical care, 
financial assistance, and social services. Parent/caregiver self-reports, informed 
collateral reports (e.g., from therapists or case managers), or administrative records 
are eligible indicators for Prevention Services Clearinghouse reviews. 

• Referral to Services. Referral to services may include referrals to any needed 
financial, legal, social, educational, or health services. Measures may be obtained 
from parent/caregiver self-reports, therapist or provider reports or records, or 
administrative records. Examples include the presence or absence of referrals or 
counts/frequencies of referrals. 

• Satisfaction with Programs and Services. Satisfaction with programs and 
services refers to parent or caregiver satisfaction with the programs and services to 
which they are referred or which they receive as part of a kinship navigator program. 

4.1.6 Program Adaptations  

When multiple formal versions of a program or service are available, the Prevention 
Services Clearinghouse selects just one version for review at a time and reviews eligible 
studies only of the version selected. Only studies of the version selected will be eligible 
for review for that program or service. Other versions may be eligible for review as 
separate programs or services. Multiple formal versions may be reviewed for the 
Prevention Services Clearinghouse in the same round of review or in later rounds of 
review.  
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To be eligible for review, studies of a program or service must all represent similar 
implementations of the program under review; that is, programs or services may not be 
substantially modified or adapted from the manual or version of the program or service 
selected for review. Adaptations or modifications to processes, such as accelerating 
program delivery (e.g., from two times/week to three times/week) over a shorter period, 
are acceptable. But, adaptations or modifications to content (such as adding a new 
component to an established program or service) or modality (such as changing from in-
person to online) are not considered the same for purposes of Prevention Services 
Clearinghouse reviews (though such programs or services may be eligible themselves 
for review as separate programs). Reviewers document all adaptations that are reported 
in studies when screening them for eligibility. Senior content experts on the Prevention 
Services Clearinghouse staff will be consulted to develop a final decision on whether a 
particular adaptation is acceptable or not. Exhibit 4.1 provides examples of eligible 
adaptations as well as adaptations that are considered a different program or service for 
purposes of review. 

Exhibit 4.1. Examples of Program and Service Adaptations within a Study for the 
Purpose of Study Review 

Eligible Adaptations 
Adaptations that Result in Different Program 

or Service 
• Modestly changing session frequency or 

duration 
• Delivering the intervention in the home 

compared to office-based delivery 
• Making small changes to increase the cultural 

relevancy of the intervention (e.g., changing 
examples to match the cultural background of 
subjects; providing the intervention in a 
different language) without changing program 
components 

• Delivering the program by slightly different 
types of professionals than described in the 
manual or original research on the program or 
service (e.g., using social workers instead of 
counselors to deliver the program) 

• Changing from individual to group therapy 
• Adding any new modules or session 

content 
• Subtracting any modules or session content 

that was part of the original intervention 
• Radically changing content for different 

cultural groups, such as to reflect particular 
issues experienced by those groups 

• Delivery of the program by substantially 
different providers than described in the 
manual (e.g., using para-professionals 
instead of nurses to deliver the program) 
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4.2 Study Review Prioritization Criteria  

The Prevention Services Clearinghouse will review all eligible studies.  

• If a program or service has less than 15 eligible studies, all studies are reviewed 
using the design and execution standards described in Chapter 5 and assessed for 
risk of harm, as described in Section 6.2.   

• If a program or service has more than 15 eligible studies, all eligible studies will be 
assessed for risk of harm. Study review prioritization criteria (see below) will be used 
to determine the order of eligible studies reviewed using the design and execution 
standards. Once ordered, the first 15 eligible studies will be reviewed using the 
design and execution standards. If, after review of 15 eligible studies, a program or 
service has not achieved a rating of well-supported, additional studies will continue 
to be reviewed in order until the program or service has achieved a rating of well-
supported or all eligible studies have been reviewed.  

Study review prioritization criteria. As noted above, for programs and services with 
more than 15 eligible studies, a point system will be used to determine the order of 
studies reviewed. When a study is determined to be eligible for review using the above-
described criteria, reviewers assign points to studies as follows: 

• Design. 3 points for randomized controlled trials (RCTs), 2 points for quasi-
experimental designs (QEDs). 

• Sample Size. 1 point for a total sample size of 250 or more participants. 

• Duration of Sustained Effects Examined. 2 points for sustained effects of 12 
months or more; 1 point for sustained effects between 6 and 12 months. 

• Number of Different Outcome Domains Examined. 1 point for each different 
outcome domain examined in the study (maximum of 3 points for Child Safety, Child 
Permanency, Child Well-Being, or Adult Well-Being). 

• Pre-Registered Study Designs. 3 points for studies that were pre-registered in a 
trial registry, such as clinicaltrials.gov, or that have published study protocols. 

Points are totaled for each study (maximum of 12 points). Studies are then sorted by the 
summed point total and reviewed in that order.
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5. Evidence Review Using the Design and Execution Standards 

This chapter describes the design and execution standards that are applied to all 
studies that receive a full review for the Prevention Services Clearinghouse. The 
chapter depicts the review process as a sequence of steps to arrive at a design and 
execution rating, as depicted in two flow charts, one for RCTs and one for QEDs. 
Definitions of terms are provided in boxes in this chapter as well as in the Glossary in 
the back of this Handbook. 

5.1 Prevention Services Clearinghouse Ratings are Applied to Contrasts 

Prevention Services Clearinghouse ratings are applied to contrasts. A contrast is 
defined as a comparison of a treated condition to a counterfactual condition on a 
specific outcome. For example, a study with one intervention group and one comparison 
group that reports findings on one outcome has a single contrast. A study with one 
intervention group and one comparison group that reports findings on two outcomes 
would have two contrasts, one for each of the comparisons between the intervention 
and comparison group on the two outcomes. Contrasts will be reviewed from 
randomized controlled trial or quasi-experimental designs.  

Most studies report results on more than one outcome and some studies have more 
than two conditions (e.g., more than one treated condition and/or more than one 
comparison condition).4 When studies report results on more than one outcome or 
compare two or more different intervention groups to a comparison group, the study is 
reporting results for multiple contrasts. Prevention Services Clearinghouse ratings can 
differ across the contrasts reported in a study; that is, a single study may have multiple 
design and execution ratings corresponding to each of its reported contrasts.  

The design and execution ratings from multiple contrasts and (if available) multiple 
studies are used to determine the program or service rating. Program or service ratings 
are described in Chapter 6. The current chapter is focused on the procedures for rating 
a contrast against the design and execution standards.  

5.2 Design and Execution Rating Categories 

For each contrast in an eligible study, Prevention Services Clearinghouse reviewers 
determine a separate design and execution rating. This assessment results in any of the 
following ratings, shown in order from strongest to weakest evidence: 

                                                      
4  Prevention Services Clearinghouse ratings are applied to benchmark full-sample analyses, not full-sample 

sensitivity analyses or subgroup analyses. Future versions of the Handbook may allow for subgroup results to 
receive design and execution ratings. 
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• Meets Prevention Services Clearinghouse Standards for High Support of Causal 
Evidence 

• Meets Prevention Services Clearinghouse Standards for Moderate Support of 
Causal Evidence 

• Meets Prevention Services Clearinghouse Standards for Low Support of Causal 
Evidence 

Because the level of evidence can differ among multiple contrasts reported in a study, 
Prevention Services Clearinghouse reviewers apply design and execution ratings to 
each contrast separately. Thus, a single study that reports multiple contrasts might be 
assigned multiple different design and execution ratings. For example, a quasi-
experimental design study may report impact estimates for two outcome measures, one 
of which has a pre-test version of the outcome that satisfies requirements for baseline 
equivalence, the other of which does not satisfy baseline equivalence requirements. 
The first contrast may receive a moderate rating while the second would receive a low 
rating. 

Exhibit 5.1 presents a summary of the designs that are eligible to receive high and 
moderate ratings. Details regarding how these ratings are derived are provided in the 
sections that follow. 

Exhibit 5.1. Summary of Designs Eligible to Meet Design and Execution 
Standards 
Meets Prevention Services Clearinghouse Standards for 

High Support of Causal Evidence 
Meets Prevention Services Clearinghouse Standards for 

Moderate Support of Causal Evidence 
Randomized studies that meet: 
• Standards for integrity of random assignment 

(Section 5.4) 
• Standards for low risk of joiner bias (Section 

5.5) 
• Attrition standards (Section 5.6) 
• Baseline equivalence standards for 

randomized studies (Sections 5.7 and 5.8) 
• Statistical model standards (Section 5.9.1) 
• All measurement standards (Section 5.9.2)  
• All design confound standards (Section 5.9.3)  
• Missing data standards (Section 5.9.4) 

Randomized studies that fail standards for 
integrity of random assignment (Section 5.4) or 
attrition (Section 5.6) and quasi-experimental 
studies that meet:  
• Baseline equivalence standards (Sections 5.7 

and 5.8) 
• Statistical model standards (Section 5.9.1) 
• All measurement standards (Section 5.9.2) 
• All design confound standards (Section 5.9.3)  
• Missing data standards (Section 5.9.4)  

Meets Prevention Services Clearinghouse Standards for Low Support of Causal Evidence 
Contrasts that are reviewed and fail to meet high or moderate standards 
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The Review Process Differs for RCTs versus QEDs 

When Prevention Services Clearinghouse reviewers rate the evidence produced from a 
study contrast, they begin by making a determination about whether random 
assignment was used to create the contrast. Once that determination is made, they 
follow the sequence of steps in the flow charts depicted in Exhibit 5.2 for RCTs and 
Exhibit 5.5 for QEDs. The various decisions and standards that apply are described in 
the accompanying text.  

5.3 Method of Assignment 

The first step in the review process involves 
determining whether a contrast was created using 
a randomized controlled trial (RCT) design or a 
quasi-experimental design (QED). To be reviewed 
as a randomized controlled trial, the unit of 
assignment may be either individuals or groups of 
individuals (i.e., clusters), but the individuals or 
clusters must be assigned using a random process 
and each individual or cluster must have a nonzero 
probability of being assigned to either condition. 
The probability of assignment to conditions can differ across individuals or clusters (e.g., 
it is acceptable for a study to assign 60% of the participants to an intervention group 
and 40% of the participants to a comparison group).  

Randomized Controlled Trial (RCT): A 
study in which units are assigned to 
intervention and control conditions via a 
random process (e.g., a lottery). 

Quasi-experimental Design (QED): A study 
in which units are assigned to intervention 
and control conditions via a non-random 
process. 

• If assignment to conditions is based on a random process, reviewers first assess the 
integrity of the randomization and attrition (see Sections 5.4 through 5.6).  

• If a contrast does not use random assignment, reviewers follow the steps for QEDs 
that begin with an assessment of baseline equivalence (see Section 5.7).  

5.4 Integrity of Random Assignment 

For RCTs, reviewers evaluate the integrity of the random assignment process. The 
integrity of random assignment is evaluated for both individual and cluster assignment 
RCTs. Contrasts in which the initial random assignment to intervention or comparison 
conditions was subsequently compromised fail the criterion for integrity of random 
assignment. These contrasts may be reviewed by the Prevention Services 
Clearinghouse as quasi-experimental designs. The following examples illustrate ways in 
which random assignment can be compromised. 

5.4.1 Examples of Compromised Random Assignment of Individuals 

Example 1: In a study where initial assignment to intervention and comparison groups 
was made by a random process, the researcher identifies individuals who were 
randomly assigned to the intervention group, but who refused to participate in the 
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intervention. The researcher either reclassifies those individuals as belonging to the 
comparison group or drops those individuals from the analysis sample. In this example, 
the randomization has been undermined and the study would not be classified as a 
study using random assignment of individuals. 

Exhibit 5.2. Ratings Flowchart for Contrasts from Randomized Controlled Trials 

 

Example 2: In a multi-site study, individuals are randomly assigned to intervention and 
comparison groups within 20 sites. One of the sites would not allow randomization, so 
assignment to intervention and comparison groups was done by a method other than 
randomization. Data from all 20 sites are included in the analysis. The site with the non-
random assignment has undermined the random assignment for the whole study, and 
the multi-site study would not be classified as a study using random assignment of 
individuals. 

Example 3: In a study where initial assignment to intervention and comparison groups 
was made by a random process, the service provider is concerned because many of the 
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individuals who were assigned to the intervention group are refusing treatment. To fill 
the empty treatment slots, the service provider identifies additional individuals who meet 
the study eligibility criteria and assigns them to the intervention group to ensure a full 
sample of participants. The analysis includes individuals originally assigned to the 
intervention group via randomization and the additional intervention members added 
later. In this example, the randomization has been undermined and the study would not 
be classified as a study using random assignment of individuals. 

Example 4: In a study where initial assignment to intervention and comparison groups 
was made by a random process, the service provider is concerned because many of the 
individuals who were assigned to the intervention group are refusing treatment. To fill 
the empty treatment slots, the service provider recruits some of the comparison group 
members to participate in treatment. In the analysis, the researcher includes those 
treated comparison group members as belonging to the intervention group. In this 
example, the randomization has been undermined and the study would not be classified 
as a study using random assignment of individuals. 

5.4.2 Examples of Changes to Random Assignment That Are Acceptable 

Example 5: In a study where the initial assignment to intervention and comparison 
groups was made by a random process, the service provider is concerned because 
many of the individuals who were assigned to the intervention group are refusing 
treatment. To fill the empty treatment slots, the service provider recruits some 
individuals who were not assigned to either the intervention or comparison group in the 
original randomization to fill the empty slots. In the analysis, the researcher maintains 
the original treatment assignments, and excludes the subsequently recruited individuals 
from the impact analyses. In this example, the randomization has not been undermined 
and the study would be classified as a study using random assignment of individuals.  

Example 6: Randomization to intervention and comparison groups was conducted 
within blocks or pairs but all intervention group members or all comparison group 
members of the pair or block have attrited (no outcome data are available for those 
members). The integrity of the randomization is not compromised if the entire pair or 
block is omitted from the impact analysis. For example, groups of three similar clinics 
were put into randomization blocks; within each block, two clinics were randomized to 
the intervention condition and one to the comparison condition. During the study, a clinic 
closes in one of the blocks, and no outcome data were able to be collected from that 
clinic. The researcher dropped all three members of the block from the analysis. In this 
example, randomization has not been compromised. 

5.5 Additional Standards for Cluster Randomized Studies 

If a contrast was created by randomly assigning clusters to conditions and the 
randomization has not been compromised, reviewers then evaluate the potential for risk 
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of bias from individuals joining the sample after the randomization occurred. Only 
cluster randomizations are evaluated for joiner bias. 

A contrast is created by random assignment of clusters if groups of individuals (e.g., 
entire communities, clinics, families) are randomly assigned to intervention and control 
conditions, and all individuals that belong to a cluster are assigned to the intervention 
status of that cluster.  

Cluster randomized contrasts may be subject to risk of bias if individuals can join 
clusters after the point when they could have known the intervention assignment status 
of the cluster. The risk exists if individuals can be placed into clusters after the point 
when the person making the placement knows the intervention assignment status of the 
clusters.  

In such cases, individuals with different characteristics or motivations may be more 
likely to self-select or be assigned to one condition. When individuals can self-select into 
or are placed into clusters after the clusters’ intervention status is known, any observed 
difference between the outcomes of intervention and comparison group members could 
be due not only to the intervention’s impact on individuals’ outcomes in the cluster, but 
also to the intervention’s impact on the composition of the clusters (i.e., the 
intervention’s impact on who joined or was placed into the clusters).  

The Prevention Services Clearinghouse design and execution rating standards are 
focused on assessing the impacts of interventions on the outcomes of individuals. 
Therefore, if the observed impact of the intervention could be partially due to changes in 
the composition of clusters (for example, if individuals who are prone to more favorable 
outcomes are more likely to join or be placed in intervention clusters), then the impact 
on the composition of the clusters has biased the desired estimate of the intervention’s 
impact on individuals’ outcomes.  

A cluster randomized contrast has a low risk of joiner bias in two scenarios. The first is if 
all individuals in a cluster joined or were placed in the cluster prior to the point when 
they could have plausibly known the intervention assignment status of the cluster. The 
second is if individuals are placed into clusters before the point when the person making 
the placement knows the intervention assignment status of clusters.  

A cluster randomized contrast could also have low risk of joiner bias if it is very unlikely 
that knowledge of the intervention status would have influenced the decision to join the 
cluster. This holds whether individuals could join clusters soon after randomization 
(early joiners), or even long after randomization (late joiners).  

Some contrasts may be created by randomly assigning families to conditions and then 
evaluating program impacts on multiple parents/caregivers and/or multiple children 
within those families. The Prevention Services Clearinghouse considers contrasts 
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created this way to be cluster RCTs. Generally, reviewers assume that cluster RCTs in 
which families are assigned to conditions have low risk of joiner bias. That is, 
parents/caregivers and/or children who join families during a study are not considered to 
bias the impact estimates.  

Contrasts created by randomly assigning clusters other than families (e.g., clinics, 
communities) are assumed to have low risk of joiner bias only if they have no joiners 
(i.e., all individuals were cluster members before knowledge of the intervention 
assignment status of the clusters). The exceptions to the “only if they have no joiners” 
requirement may include situations where the availability of the intervention isn’t 
publicized or isn’t noticeable to likely participants or where transfer from one provider to 
another is not common or allowed. 

The Prevention Services Clearinghouse assumes that there is high risk of joiner bias 
whenever individuals are placed into clusters after the person making the placement 
knows the intervention assignment status of clusters. For example, if mental health 
clinics in a network are randomly assigned to intervention and comparison conditions, 
and the network administrator places families in clinics after knowing which clinics are in 
the intervention condition, then the Prevention Services Clearinghouse assumes that 
there is high risk of joiner bias.  

• If reviewers determine that there are no individuals in the sample who joined clusters 
after assignment or there is low risk for joiner bias, they then assess attrition (see 
Section 5.6).  

• If reviewers determine that there is high risk of joiner bias due to individuals joining 
clusters after assignment, attrition is not assessed and they move directly to 
examining baseline equivalence (see Section 5.7). 

5.6 Attrition Standards 

In RCTs, individuals or clusters that leave the study sample can reduce the credibility of 
the evidence. When the characteristics of the individuals or clusters who leave are 
related to the outcomes, this can result in groups that are systematically different from 
each other and bias the estimate of the impact of an intervention. Therefore, if a 
contrast is constructed using individual random assignment or is determined to be 
cluster randomized with no joiners or low risk of joiner bias, reviewers evaluate attrition.  

Because both overall attrition from a sample and differential attrition from intervention 
and comparison conditions can compromise the integrity of randomization, reviewers 
evaluate both overall and differential attrition. Attrition is evaluated differently for 
individual and cluster randomized studies, as described in the subsections below.  
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The Prevention Services Clearinghouse bases its standards for attrition on those 
developed by the What Works Clearinghouse (WWC)5, which applies “optimistic” 
boundaries for attrition for use with studies where it is less likely that attrition is related 
to the outcomes, and “cautious” boundaries for use with studies where there is reason 
to believe that attrition may be more strongly related to the outcomes. The WWC’s 
attrition model is based on assumptions about potential bias as a function of overall and 
differential attrition. The Prevention Services Clearinghouse uses the cautious boundary 
for all studies. This reflects the presumption that attrition in studies with the high risk 
populations of interest to the Prevention Services Clearinghouse may be linked with the 
outcomes targeted in Clearinghouse reviews. For example, if families at greater risk of 
entry into the child welfare system are more likely to drop out of a study, this can bias 
the results; this bias can be even more problematic if there is differential dropout 
between intervention and comparison groups. Exhibit 5.3 illustrates the combinations of 
overall and differential attrition that result in tolerable and unacceptable bias using the 
cautious boundary. Exhibit 5.4 shows the numeric values for the Prevention Services 
Clearinghouse attrition boundaries.  

Exhibit 5.3. Potential Bias Associated with Overall and Differential Attrition 

 
                                                      
5  The selection of the cautious boundary is consistent with other clearinghouses that focus on similar populations 

(e.g., Home Visiting Evidence of Effectiveness; Strengthening Families; Employment Strategies) See 
https://ies.ed.gov/ncee/wwc/Docs/ReferenceResources/wwc_attrition_v2.1.pdf and 
https://ies.ed.gov/ncee/wwc/Docs/ReferenceResources/wwc_attrition_v3.0.pdf for additional information about 
the derivation of the attrition boundaries. 

https://ies.ed.gov/ncee/wwc/Docs/ReferenceResources/wwc_attrition_v2.1.pdf
https://ies.ed.gov/ncee/wwc/Docs/ReferenceResources/wwc_attrition_v3.0.pdf
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Exhibit 5.4. Prevention Services Clearinghouse Attrition Boundaries 
Overall 
Attrition 

Differential 
Attrition 

 Overall 
Attrition 

Differential 
Attrition 

 Overall 
Attrition 

Differential 
Attrition 

0 5.7  20 5.4  40 2.6 
1 5.8  21 5.3  41 2.5 
2 5.9  22 5.2  42 2.3 
3 5.9  23 5.1  43 2.1 
4 6.0  24 4.9  44 2.0 
5 6.1  25 4.8  45 1.8 
6 6.2  26 4.7  46 1.6 
7 6.3  27 4.5  47 1.5 
8 6.3  28 4.4  48 1.3 
9 6.3  29 4.3  49 1.2 
10 6.3  30 4.1  50 1.0 
11 6.2  31 4.0  51 0.9 
12 6.2  32 3.8  52 0.7 
13 6.1  33 3.6  53 0.6 
14 6.0  34 3.5  54 0.4 
15 5.9  35 3.3  55 0.3 
16 5.9  36 3.2  56 0.2 
17 5.8  37 3.1  57 0.0 
18 5.7  38 2.9    
19 5.5  39 2.8    

Source: What Works Clearinghouse (n.d.)  
Note: Overall attrition rates are given as percentages. Differential attrition rates are given as percentage points. 

 

5.6.1 Attrition in Studies with Random Assignment of Individuals 

In contrasts with individual random assignment, overall attrition is defined as the 
number of individuals without post-test outcome data as a percentage of the total 
number of members in the sample at the time that they learned the condition to which 
they were randomly assigned, specifically: 

 

  

Differential attrition is defined as the absolute value of the percentage point difference 
between the attrition rates for the intervention group and the comparison group, 
specifically: 
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The timing of randomization is central to the calculation of attrition for the Prevention 
Services Clearinghouse. For the purposes of defining the sample for the attrition 
calculation, randomization of individuals to conditions is considered to have occurred 
once individuals learn their assignment condition. This moment is defined as the earliest 
point in time at which any of the following occur: 

• Individuals are explicitly informed about the condition to which they were assigned, 
or 

• Individuals begin to experience the condition to which they were assigned, or 

• Individuals could have plausibly deduced or have been affected by assignment to 
their condition, or 

• Individuals have not yet experienced any of the conditions above, but their 
counterparts6 have experienced it. 

When eligibility and consent (if needed) is determined prior to the point in time when 
individuals learn their assignment condition, the Prevention Services Clearinghouse 
defines attrition of an individual as an individual who learned their assignment condition, 
but for whom an outcome measurement was not obtained. In this scenario, ineligible 
and unconsented individuals are not counted in the attrition calculation. This definition 
reflects an understanding that if an individual did not know, or could not have plausibly 
known their intervention status before withdrawing from a study, then the intervention 
assignment could not have affected a decision to participate in the study or not. If 
consent is obtained after the point that individuals know their assignment condition, and 
no outcome measures are obtained on unconsented individuals, then the unconsented 
individuals are counted as attrition. 

Occasionally, studies apply exclusionary conditions after the point when individuals 
learn their assignment condition. For the Prevention Services Clearinghouse, if the 
study used the same exclusionary conditions in both the intervention and the 
comparison groups, then eligibility criteria can be applied after that time point and 
ineligible individuals can be excluded from the attrition calculations and from the 
analysis. 

Example 1: A mental health prevention program is targeted to children at risk for 
behavior problems. A researcher receives nominations from parents and teachers for 
100 children, who are then randomly assigned to conditions. All children in both 
conditions are then given a diagnostic screening. Those scoring above a criterion on the 
screener are defined as ineligible and are excluded from the study sample. Because the 
                                                      
6  If there is randomization to conditions within strata or blocks, “counterparts” would include the other individuals in 

the same stratum or block. 
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same exclusion was applied in exactly the same way in both conditions, the excluded 
children do not need to be counted for the purpose of the attrition calculation. 

Example 2: In the same study as in Example 1, a therapist in the intervention condition 
recognizes that one of her participants does not meet the diagnostic criteria. On her 
recommendation, the child transfers out of the program. For the purposes of the attrition 
calculation, this child must be included in the sample and cannot be classified as 
ineligible, because no similar screen was applied in the comparison group and a similar 
child who had been randomized to the comparison group would not have been identified 
and removed. If the researchers continue to identify the child as belonging to the 
intervention group for the purposes of their impact analysis, and they obtain an outcome 
measurement for the child, no attrition has occurred. If no outcome measurement is 
obtained on this child, then attrition has occurred.  

Example 3: For a clinic-based study, researchers create a randomized ordering of 
intervention and comparison assignments and save the list to a secure website. When 
individual “A” walks into a clinic, an employee of the clinic does an eligibility screen. 
Individual “A” is determined to be eligible, and the clinic employee successfully recruits 
the individual to participate in the study. Individual “A” is then asked to complete a 
baseline survey, which she does. The clinic employee then goes to the secure website 
and finds the next unused randomization status record and finds that the assignment is 
to the intervention group. The employee tells the participant her randomization status, at 
which point she learns that she was randomized to receive services. Although she 
refuses services, an outcome measure is obtained for her, and the researcher maintains 
her assignment status as “intervention group” in the analysis and uses her outcome 
measure in the analysis. (In this example, the researcher utilizes an intent-to-treat 
analysis because individuals are analyzed as members of the condition to which they 
were originally assigned). Individual “A” has not attrited from the study.  

Example 4: In the same study as Example 3, individual “B” walks into the clinic and is 
determined to be eligible, and the clinic employee successfully recruits the individual to 
participate in the study. Individual “B” is then asked to complete a baseline survey, but 
does not complete it and says she wants to withdraw from the study. Individual “B” has 
not attrited from the study because neither she nor the clinic employee knew her 
randomization status at the time of her withdrawal.  

Example 5: In the same study as Examples 3 and 4, individual “C” is determined to be 
eligible, and the clinic employee successfully recruits the individual to participate in the 
study. Individual “C” completes her baseline survey and learns her assignment 
condition. No outcome measurement is obtained for individual “C.” Individual “C” has 
attrited from the study.  
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5.6.2 Attrition in Studies with Random Assignment of Clusters 

In contrasts with randomization of clusters, if the contrasts exhibit low risk of joiner bias 
or no individuals join the sample, reviewers assess overall and differential attrition at 
both the cluster and individual levels. In cluster randomized contrasts, individual-level 
attrition is calculated only in non-attrited clusters. An attrited cluster is one in which no 
outcome measures were obtained for any members of the cluster. For cluster studies, 
individual-level overall and differential attrition are calculated as: 

 

 

• For cluster randomized contrasts that are deemed to have high risk of joiner bias, 
attrition is not relevant to the review and the contrasts are required to demonstrate 
baseline equivalence (see Section 5.7). 

• For each contrast in a study for which attrition must be assessed, reviewers 
determine both overall and differential attrition at the individual level and, if 
applicable, at the cluster level. If attrition is determined to be below the boundaries 
shown in Exhibit 5.3, the contrast is said to have low attrition. If attrition is above the 
boundary, the contrast is said to have high attrition. Baseline equivalence is 
evaluated for both low and high attrition RCTs, as well as for all QEDs, using the 
standards described next (see Section 5.7). 

5.7 Baseline Equivalence Standards 

All contrasts from studies that receive full reviews by the Prevention Services 
Clearinghouse are assessed for baseline equivalence. In some cases, when estimating 
impacts, contrasts must control for the variables that are out of balance at baseline (see 
Section 5.7.3). Although the baseline equivalence assessment is applied to all 
contrasts, the assessment can affect the ratings for those created from RCTs and QEDs 
differently. The ratings flowchart for RCTs shown in Exhibit 5.2 illustrates how the 
baseline equivalence standard is applied to RCTs. The ratings flowchart for QEDs 
shown in Exhibit 5.5 illustrates how the baseline equivalence standard is applied to 
QEDs. 

The Prevention Services Clearinghouse thresholds for baseline equivalence are based 
on those used by the WWC. Specifically, baseline equivalence is assessed by 
examining baseline differences expressed in effect size (ES) units. Baseline effect sizes 
less than 0.05 are considered equivalent and no further covariate adjustments are 
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required.7 Baseline effect sizes between 0.05 and 0.25 indicate that statistical 
adjustments in the impact models may be required (see Section 5.8); these baseline 
effect sizes are said to be in the adjustment range. Baseline effect sizes greater than 
0.25 are addressed differently for low attrition RCTs versus all other designs. When 
statistical adjustments are required, the Prevention Services Clearinghouse standards 
for acceptable adjustment models described in Section 5.8 below are applied.  

An exact match between the analytic sample size used to assess baseline equivalence 
and the analytic sample size used to estimate an impact is preferred for demonstrating 
baseline equivalence. Whenever there is less than an exact match in sample size 
between the analytic sample used to assess baseline equivalence and the sample used 
to estimate an impact, the Prevention Services Clearinghouse applies the WWC v4.0 
standards for estimating the largest baseline difference (see Section 5.9.4). If the 
largest baseline difference is less than 0.25 standard deviation units, the contrast can 
receive a moderate rating.  

Exhibit 5.5. Ratings Flowchart for Quasi-experimental Design Studies  

 

                                                      
7  Where possible, reviewers record impact estimates with covariate-adjusted estimates or perform difference-in-

difference adjustments regardless of whether they are required by baseline equivalence standards. When the 
baseline effect size is deemed equivalent, reviewers may use unadjusted impact estimates if adjusted estimates 
are not available. 
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5.7.1 Conducting the Baseline Equivalence Assessment 

When assessing baseline equivalence, reviewers first determine whether there is a 
direct pre-test on the outcome variable. In general terms, a pre-test is a pre-intervention 
measure of the outcome. More specifically, a measure satisfies requirements for being 
a pre-test if it uses the same or nearly the same measurement instrument as is used for 
the outcome (i.e., is a direct pre-test), and is measured before the beginning of the 
intervention, or within a short period after the beginning of the intervention in which little 
or no effect of the intervention on the pre-test would expected. If there is a direct pre-
test available, then that is the variable on which baseline equivalence must be 
demonstrated. 

For some outcomes, a direct pre-test either is impossible (e.g., if the outcome is 
mortality), or not feasible (e.g., an executive function outcome for 3-year-olds may not 
be feasible to administer as a pre-test with younger children). In such cases, reviewers 
have two options for conducting the baseline equivalence assessment. These options 
are only permitted for contrasts for which it was impossible or infeasible to collect direct 
pre-test measures on the outcomes.  

1. Pre-test alternative. A pre-test alternative is defined as a measure in the same or 
similar domain as the outcome. These are generally correlated with the outcome, 
and/or may be common precursors to the outcome. When multiple acceptable pre-
test alternatives are available, reviewers select the variable that is most conceptually 
related to the outcome prior to computing the baseline effect size. The selection of 
the most appropriate pre-test alternative is documented in the review and confirmed 
with Prevention Services Clearinghouse leadership. 

2. Race/ethnicity and socioeconomic status (SES). If a suitable pre-test alternative 
is not available, baseline equivalence must be established on both race/ethnicity and 
SES. 

a. Race/ethnicity. For baseline equivalence on race/ethnicity, reviewers may use 
the race/ethnicity of either the parents or children in the study. When 
race/ethnicity is available for both parents and children, reviewers select the 
race/ethnicity of the individuals who are the primary target of the intervention. In 
some studies, the race/ethnicity groupings commonly used in the U.S. may not 
apply (e.g., studies conducted outside the U.S.). In such cases, reviewers 
perform the baseline equivalence assessment on variables that are appropriate 
to the particular cultural or national context in the study. 

b. Socioeconomic Status (SES). For baseline equivalence on SES, the 
Prevention Services Clearinghouse prefers income, earnings, federal poverty 
level in the U.S., or national poverty level in international contexts. If a preferred 
measure of SES is not available, the Prevention Services Clearinghouse accepts 
measures of means-tested public assistance (such as AFDC/TANF or food 
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stamps/SNAP receipt), maternal education, employment of a member of the 
household, child or family Free and Reduced Price Meal Program status, or other 
similar measures.  

In addition, reviewers examine balance on race/ethnicity, SES, and child age, when 
available, for all contrasts, even those with available pretests or pretest alternatives. If 
any such characteristics exhibit large imbalances between intervention and comparison 
groups, Prevention Services Clearinghouse leadership may determine that baseline 
equivalence is not established. Evidence of large differences (ES > 0.25) in 
demographic or socioeconomic characteristics can be evidence that the individuals in 
the intervention and comparison conditions were drawn from very different settings and 
are not sufficiently comparable for the review. Such cases may be considered to have 
substantially different characteristics confounds (see Section 5.9.3).  

Reviewers examine the following demographic characteristics, when available: 

• Socioeconomic status. Socioeconomic status may be measured with any of the 
following: income, earnings, federal (or national) poverty levels, means-tested public 
assistance (such as AFDC/TANF or food stamps/SNAP receipt), maternal 
education, employment of a member of the household and child, or family Free and 
Reduced Price Meal Program status.  

• Race/ethnicity. Reviewers may assess child or parent/caregiver race/ethnicity, 
depending on what data are available in a study. 

• Age. For studies of programs for children and youth, reviewers will assess baseline 
equivalence on child/youth age. 

5.7.2 Other Baseline Equivalence Requirements 

Variables that exhibit no variability in a study sample cannot be used to establish 
baseline equivalence. For example, if a study sample consists entirely of youth with a 
previous arrest, a binary indicator of that variable cannot be used to establish baseline 
equivalence because there is no variability on that variable. 

5.7.3 How the Baseline Equivalence Assessment Affects Evidence Ratings 
Randomized Studies with Low Attrition 

For RCTs with low attrition, reviewers examine baseline equivalence on direct pre-tests, 
or pre-test alternatives or race/ethnicity and SES. If the baseline effect sizes are <0.05 
standard deviation units, the contrast can receive a high rating. If the baseline effect 
sizes are > 0.05 standard deviation units, the contrast can receive a high rating only if 
the baseline variables are controlled in the impact analyses (see Section 5.8). If 
baseline effect sizes cannot be computed, but impact analyses clearly include the 
baseline variables that are required, the contrast can receive a high rating. If the 
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baseline effect sizes are >.05 or appropriate baseline variables are not available and 
statistical controls are not used, the contrast can receive a moderate rating, provided 
other design and execution standards are met.  

Randomized Studies with High Attrition and Quasi-Experimental Design Studies 

For RCTs with high attrition and for all QEDs, reviewers examine baseline equivalence 
on direct pre-tests, or pre-test alternatives or race/ethnicity and SES. If the baseline 
effect sizes are <0.05 standard deviation units, the contrast can receive a moderate 
rating. If the baseline effect sizes are between 0.05 and 0.25 standard deviation units, 
the contrast can receive a moderate rating only if the baseline variables are controlled in 
the impact analyses (see Section 5.8). If statistical controls are not used, the contrast 
receives a low rating. If direct pre-tests are not possible or feasible and no pre-test 
alternatives or race/ethnicity and SES are available, baseline equivalence is not 
established for the outcome and that contrast receives a low rating. 

5.8 Acceptable Methods for Controlling for Pre-tests  

When the baseline equivalence assessment determines that an impact model must 
control for a baseline variable in order to meet evidence standards, any of the following 
approaches for statistical control are acceptable: 

• Regression models with the baseline variables as covariates. This includes all 
commonly understood forms of regression including ordinary least squares, multi-
level or generalized linear models, logistic regression, probit, and analysis of 
covariance. 

• Gain score models where the dependent variable in the regression is a difference 
score equal to the outcome minus the pre-test.  

• Repeated measures analysis of variance models. 

• Difference-in-difference models (these must use pre-tests, not other baseline 
variables). 

• Models with fixed effects for individuals (these must use pre-tests, not other baseline 
variables). 

5.9 Other Design and Execution Requirements 

All RCTs and QEDs that meet the requirements described above for attrition and 
baseline equivalence, and use acceptable methods for pre-test controls that are 
appropriate for the respective design and circumstances must also meet additional 
requirements to receive a rating of high or moderate. These requirements address 
issues related to the statistical models used to estimate program impacts, features of 
the measures and measurement procedures used in the studies, confounding factors, 
and missing data. 
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5.9.1 Statistical Model Standards 

The Prevention Services Clearinghouse design and execution ratings apply standards 
for the statistical models that are used to estimate impacts. The statistical model 
standards include the following: 

• When there is unequal allocation to intervention and comparison conditions within 
randomization blocks the impact model must account for the unequal allocation 
using any of the three approaches listed below. If impact models do not 
appropriately account for the unequal allocation, reviewers follow the steps for quasi-
experimental designs. 

− Use dummy variables in the impact model to represent the randomization blocks 

− Reweight the observations such that weighted data have equal allocations to 
intervention and control within each randomization block 

− Conduct separated impact analyses within each block and average the impacts 
across the blocks. 

• Impact models cannot include endogenous measures as covariates. If the impact 
model for a contrast includes endogenous covariates and alternate model 
specifications (without such covariates) or unadjusted means and standard 
deviations on the outcome variable are not available, the contrast receives a low 
rating. 

− An endogenous covariate is one that is measured or obtained after baseline and 
that could have been influenced by the intervention. Inclusion of endogenous 
covariates results in biased impact estimates. 

• The Prevention Services Clearinghouse may, in some cases, determine that a 
statistical model is invalid for estimating program impacts such as when data are 
highly skewed or if there are obvious collinearities that make estimates of program 
impacts suspect or uninterpretable. 

Measures Assumed to be Reliable 

• Administrative records obtained from 
schools, child welfare or other social 
service agencies, hospitals or clinics. 

• Demographic characteristics, such as 
age, race/ethnicity, education level, 
SES, employment status, etc. 

• Medical or physical tests, such as 
urinalysis, blood pressure, etc. 

 

 

 

 

 

 

 

5.9.2 Measurement Standards 

Prevention Services Clearinghouse 
standards for outcomes, pre-tests, and pre-
test alternatives apply to all eligible 
outcomes and are aligned with those in use 
by the WWC. Specifically, there are three 
outcome standards: face validity, 
reliability, and consistency of 
measurement between intervention and 
comparison groups. 
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Face Validity 

To satisfy the criterion for face validity, there must be a sufficient description of the 
outcome, pre-test, or pre-test alternative measure for the reviewer to determine that the 
measure is clearly defined, has a direct interpretation, and measures the construct it 
was designed to measure.  

Reliability 

Reliability standards apply to all outcome measures and any measure that is used to 
assess baseline equivalence. They are not applied to other measures that may be used 
in impact analyses as control covariates. To satisfy the reliability standards, the 
outcome or pre-test measure either must be a measure which is assumed to be reliable 
(see the box on the right) or must meet one or more of the following standards for 
reliability:  

• Internal consistency (such as Cronbach’s alpha) of 0.50 or higher.  

• Test-retest reliability of 0.40 or higher. 

• Inter-rater reliability (percentage agreement, correlation, or kappa) of 0.50 or higher.8  

When required, reliability statistics on the sample of participants in the study under 
review are preferred, but statistics from test manuals or studies of the psychometric 
properties of the measures are permitted. 

Consistency of Measurement between Intervention and Comparison Groups 

The Prevention Services Clearinghouse standard for consistency of measurement 
requires that: 

• Measures are constructed the same way for both intervention and comparison 
groups. 

• The data collectors and data collection modes for data collected from intervention 
and comparison groups either are the same or are different in ways that would not 
be expected to have an effect on the measures. 

• The time between pre-test (baseline) and post-test (outcome) does not 
systematically differ between intervention and comparison groups. 

Prevention Services Clearinghouse reviewers assume that measures are collected 
consistently unless there is evidence to the contrary. 

Example 1: In a study of a teen pregnancy prevention program, intervention group 
participants are asked about sexual behavior outcomes in a face-to-face interview with 

                                                      
8  These thresholds align with the WWC v4.0 Standards. 
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a case worker. Comparison group participants are asked in an online survey. In this 
example, the study would fail to meet Prevention Services Clearinghouse standards for 
consistency of measurement. 

Example 2: In a mental health program, an anxiety assessment is distributed to youth 
by an interventionist and collected from the interventionists after the allotted time 
expires. In the comparison condition, community center staff distribute and collect the 
assessment using the same procedures. In both conditions, the same anxiety 
assessment is used and the test forms are sent to the researcher, who scores the 
results. Although different types of staff distributed and collected the assessment, this 
would not be expected to affect the test results. In this example, the outcome would not 
fail to meet Prevention Services Clearinghouse standards for consistency of 
measurement. 

• outcome measures must meet all of the measurement standards for a contrast to 
receive a moderate or high rating. 

• pre-tests or pre-test alternatives that do not meet the measurement standards 
cannot be used to establish baseline equivalence. 

5.9.3 Design Confound Standards 

The strength of causal inferences can be affected by the presence of confounding 
factors. A confounding factor is present if there is any factor, other than the intervention, 
that is both plausibly related to the outcome measures and also completely or largely 
aligned with either the intervention group or the comparison group. In such cases, the 
confounding factor may have a separate effect on the outcome that cannot be 
eliminated by the study design or isolated from the treatment effect. In such cases, it is 
impossible to separate how much of the observed effect was related to the intervention 
and how much to the confounding factor. Thus, the contrast cannot meet evidence 
standards and will receive a low rating. In QEDs, confounding is almost always a 
potential issue because study participants are not randomly assigned to intervention 
and comparison groups and some unobserved factors may be contributing to the 
outcome. Statistical controls cannot save contrasts from the effect of a confound if one 
is present. 

The Prevention Services Clearinghouse defines two types of confounds: the 
substantially different characteristics confound, and the n=1 person-provider or 
administrative unit confound. 

Substantially Different Characteristics Confound 

Even when intervention and comparison groups are shown to meet standards for 
equivalence at baseline, or when baseline differences between intervention and 
comparison groups are adjusted for in analytic models, the effect of an intervention on 
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outcomes can be sometimes be confounded with a characteristic of the treated or 
comparison units, or with a characteristic of the service providers, especially if that 
characteristic differs systematically between intervention and comparison groups. The 
characteristic that differs between the two groups may be related to the expected 
amount of change between pre-test and post-test measurements, thus confounding the 
intervention effect. 

Prevention Services Clearinghouse defines a “substantially different characteristics 
confound” to be present if a characteristic of one condition, or a characteristic of the 
service provider for one condition, is systematically different from that of the other 
condition. For example, a substantially different characteristics confound may exist if 
there are large demographic differences between the groups, even if the groups are 
equivalent on the pre-test. In the case of a systematic difference between a service 
provider characteristic, the characteristic is not a confound if the characteristic is defined 
to be a component or requirement of the intervention. 

One standard that is applied in Prevention Services Clearinghouse reviews is “refusal of 
offer of treatment.” When the intervention group comprises individuals or units that were 
offered and accepted treatment and most or all of the comparison group9 comprises 
individuals or units that were known to have been offered and refused treatment, 
Prevention Services Clearinghouse defines the design to have a substantially different 
characteristics confound. The Prevention Services Clearinghouse assumes that refusal 
or willingness to participate in treatment is likely to be related to motivation or need for 
services, which are likely to be related to outcomes.  

Many QED studies will have intervention groups that consist entirely of individuals or 
units that accepted the offer of treatment. In these circumstances, the strongest designs 
would limit the comparison group members to those that would have been likely to 
accept the treatment if offered. The Prevention Services Clearinghouse, however, does 
not currently differentiate evidence ratings for studies that do and do not limit the 
comparison group in this manner. Some comparison groups will include individuals for 
whom it is unknown whether they would have participated in treatment had it been 
offered. The Prevention Services Clearinghouse does not consider this scenario to have 
a substantially different characteristics confound.  

Example 1: A mental health intervention is targeted to families at risk of entry into the 
child welfare system, and is offered to families who have had at least one 
unsubstantiated claim of abuse or neglect in the past year. The comparison group 
consists of at risk families who have been nominated by school social workers in the 

                                                      
9  This is operationally defined as at least 75 percent of the comparison group. 
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same community but who have not had any claims of abuse or neglect. A substantially 
different characteristics confound is present because families in the intervention group 
have a characteristic that is substantially different from the comparison group that is 
plausibly related to outcomes.  

n=1 Person-Provider Confound or Administrative Unit Confound 

When all individuals in the intervention group or all individuals in the comparison group 
receive intervention or comparison services from a single provider (e.g., a single 
therapist or a single doctor) the treatment effect is confounded with the skills of the 
provider. For example, when intervention services are provided by a single therapist 
and the pre-post gains of her patients on a mental health assessment are compared 
with the gains of patients of another therapist, it is impossible to disentangle the effect of 
the intervention from the skills of the therapists. The Prevention Services Clearinghouse 
calls this type of confound an n=1 person provider confound because only one 
individual person is providing services, and it is impossible to disentangle the provider 
effects from the treatment effect. 

Similar to the n=1 person-provider confound, when all individuals in the intervention 
group or all individuals in the comparison group receive intervention or comparison 
services in a single administrative unit (e.g., clinic, community, hospital) the treatment 
effect may be confounded with the capacity of that administrative unit to produce better 
outcomes. The Prevention Services Clearinghouse calls this type of confound an n=1 
administrative unit provider confound.  

5.9.4 Missing Data Standards  

The Prevention Services Clearinghouse uses the WWC v4.0 standards for missing data 
with the exception that that the standards are applied only to post-tests on eligible 
outcome measures, pre-tests, and pre-test alternatives. For other model covariates, any 
method that is used to address missing data is acceptable. 

If a contrast has missing data on post-tests, pre-tests, or pre-test alternatives, reviewers 
first assess whether the approach to addressing missing data is one of the acceptable 
approaches described below.  

• If a contrast has missing data and does not use one of the acceptable approaches 
listed below, it receives a rating of low.  

• If a contrast has missing data and an acceptable method for addressing the missing 
data is used, reviewers then proceed based on whether the contrast was created via 
randomization or not. 
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The following approaches are acceptable for addressing missing data: 

• Complete Case Analysis: Also known as listwise deletion. Refers to the exclusion 
of observations with missing data from the analysis. For RCTs, cases excluded due 
to missing data are counted as attrition. For QEDs, if baseline equivalence is 
established on the exact analytic sample as the impact analyses, there are no 
further missing data requirements. If the sample for baseline equivalence is not 
identical to the sample used in the impact analyses, additional requirements to 
assess potential bias due to missing data apply, as described below. 

• Regression Imputation. Regression-based single or multiple imputation conducted 
separately for intervention or comparison groups (or that includes an indicator 
variable for intervention status) in which all covariates in the imputation are included 
in the impact models and that includes the outcome in the imputation. 

• Maximum Likelihood: Model parameters are estimated using an iterative routine. 
Standard statistical packages must be used.  

• Non-Response Weights: Weighting based on estimated probabilities of having 
missing outcome data. Acceptable only for missing post-tests and if the weights are 
estimated separately for intervention and comparison groups or if an indicator for 
intervention group status is included. 

• Constant Replacement: Replacing missing values with a constant value and 
including an indicator variable in impact estimation models to identify the missing 
cases. Acceptable only for RCTs with missing pre-tests and pre-test alternatives. 

Procedures for Low Attrition RCTs with Missing Data 

If a contrast was created from randomization of individuals or clusters, reviewers assess 
attrition; imputed outcomes are counted as attrition. That is, reviewers count cases with 
missing outcomes as if they had attrited.  

If attrition is low, the contrast can receive an evidence rating of high, provided that all 
other design and execution standards are met, and an acceptable method of addressing 
missing data is used. When attrition is low and an acceptable method of addressing 
missing data is used, impact estimates from models with imputed missing data are 
acceptable for computing effect sizes and statistical significance. 

Procedures for High Attrition RCTs and Quasi-Experiments with Missing Data 

If a contrast from a RCT exhibits high attrition (with any imputed cases counted as 
attrition) or was not created by randomization (i.e., is a QED), reviewers must assess 
whether the contrast limits the potential bias that may result from using imputed 
outcome data. If no outcome data are imputed, potential bias from imputed outcome 
data is not present.  
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If outcome data are imputed, reviewers calculate an estimate of the potential bias from 
using imputed outcome data and assess whether that estimate is less than 0.05 
standard deviation units of the outcome measure. To estimate the potential bias, 
reviewers use a pattern-mixture modelling approach, as outlined in Andridge and Little 
(2011; see also the What Works Clearinghouse Standards, v4.0) and operationalized in 
a spreadsheet-based tool (Price, 2018).  

• If the potential bias is greater than the 0.05 threshold, the contrast receives a low 
rating.  

• If the potential bias is less than the 0.05 standard deviation unit criterion and the 
contrast is a high attrition RCT that analyzes the full randomized sample using 
imputed data, then the contrast can receive a moderate evidence rating, provided 
other design and execution standards are met and an acceptable method of 
addressing missing data is used.  

• If the potential bias is less than the 0.05 standard deviation threshold but the full 
randomized sample is not used or the contrast is a QED and no pre-test or pre-test 
alternatives are imputed, reviewers evaluate baseline equivalence for the analytic 
sample and proceed as usual for contrasts required to establish baseline 
equivalence.  

If pre-test or pre-test alternative data are imputed or the full analytic sample is not 
available for baseline equivalence, additional computations to determine the largest 
baseline difference are applied (Andridge & Little, 2011; What Works Clearinghouse 
Standards, v4.0). These computations are operationalized in a spreadsheet tool (Price, 
2018).  

• If the contrast fails to satisfy the largest baseline difference criterion, it receives a low 
rating.  

• If criterion contrast satisfies the largest baseline difference criterion, it may receive 
an evidence rating of moderate, provided the other design and execution standards 
are met and an acceptable method of addressing missing data is used.  

5.10 Procedures for Recording, Correcting, and Summarizing Impact Estimates 

All contrasts in a study are rated against the design and execution standards regardless 
of the magnitude or statistical significance of the impact estimate. For any contrast that 
receives a high or moderate design and execution rating, reviewers record or compute 
an effect size in the form of Hedges’ g, its sampling variance (or standard error), and 
statistical significance, correcting as necessary for clustering. If data are not available 
for such computations, reviewers may send queries to authors requesting such 
information, in accordance with the author query policies described in Section 7.3.2. If 
requested data are not obtained in response to author queries, reviewers complete the 
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review with the information available. The Prevention Services Clearinghouse must be 
able to determine if impact estimates are statistically significant for them to be used to 
inform program ratings.   

In addition, the Prevention Services Clearinghouse applies the following procedures to 
all effect size computations: 

• Because errors and omissions in reporting p-values and statistical significance are 
common, the Prevention Services Clearinghouse computes the statistical 
significance for all contrasts, and does not rely on reporting by study authors (Bakker 
& Wicherts, 2011; Krawczyk, 2015).  

• Only aggregate findings are recorded and rated under this Version 1.0 of the 
Prevention Services Clearinghouse. Future versions of the Handbook may address 
subgroup findings. 

• Impact estimates that are favorable (statistically significant and in the desired 
direction), unfavorable (statistically significant and not in the desired direction), or 
sustained favorable (statistically significant and in the desired direction at least 6 or 
12 months beyond the end of treatment, see Section 6.2.3) are used to determine 
program or service ratings, but all impacts from all contrasts rated as high or 
moderate are recorded. 

5.10.1 Procedures for Computing Effect Sizes 

The Prevention Services Clearinghouse uses the standardized mean difference effect 
size metric for outcomes measured on a continuous scale (e.g., group differences in 
average scores on an assessment of mental health). All effect sizes are recorded or 
computed such that larger effect sizes represent positive outcomes for the intervention 
condition. The basic formulation of the standardized mean difference effect size (d) is 

 

  

where the numerator is the difference in group means for the intervention and 
comparison groups, and the denominator is the pooled standard deviation of the 
intervention and comparison groups. All standardized mean difference effect sizes are 
adjusted with the small-sample correction factor to provide unbiased estimates of the 
effect size (Hedges, 1981). This small-sample corrected effect size (Hedges’ g) can be 
represented as: 
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and the sampling variance of the effect size is represented as 

 
where N is the total sample size for the intervention and comparison groups, g is the 
effect size, nG1 is the sample size for the intervention group, and nG2 is the sample 
size for the comparison group.  

For binary outcomes, the Prevention Services Clearinghouse computes effect sizes as 
odds ratios and then converts them to standardized mean difference effect sizes using 
the Cox transformation as described in Sánchez-Meca, Marín-Martínez, and Chacón-
Moscoso (2003).  

Standard formulae for computing effect sizes from common statistical tests are 
employed, as necessary (Lipsey & Wilson, 2001). 

5.10.2 Adjusting for Pre-Tests 

Reviewers use statistics that are adjusted for pre-tests and other covariates to compute 
effect sizes whenever possible. In cases where statistical adjustments are not required 
(i.e., low attrition RCTs or studies with baseline effect sizes <0.05) and study authors 
report only unadjusted pre-test and post-test findings, reviewers compute the effect size 
of the difference between the intervention and comparison groups at baseline and 
subtract that value from the post-test effect size. 

5.10.3 Procedures for Correcting for Mismatched Analysis 

In the event that studies reviewed by the Prevention Services Clearinghouse report 
findings for clustered data that have not been appropriately corrected for clustering, 
reviewers apply a clustering correction to the findings. The Prevention Services 
Clearinghouse applies this correction to findings from mismatched analyses; that is, 
analysis for which the unit of assignment and unit of analysis are mismatched and not 
appropriately analyzed using, for example, multi-level models. The intraclass 
correlations required for this adjustment is taken from the studies under review when 
possible. When intraclass correlations are not available, a default value of .10 is used, 
consistent with the conventions used by the What Works Clearinghouse for non-
academic measures. 

5.10.4 Reporting and Characterizing the Effect Sizes on the Prevention Services 
Clearinghouse Website 

The individual findings from each contrast with a high or moderate rating are reported 
on the Prevention Services Clearinghouse website. These findings include the effect 
size, its statistical significance, and a translation of the effect size into percentile units 
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called the implied percentile effect. In addition, meta-analysis is used to summarize the 
findings for each outcome domain. The Prevention Services Clearinghouse uses a fixed 
effect weighted meta-analysis model using inverse-variance weights (Hedges & Vevea, 
1998) to estimate the average effect size for each domain.  

Prevention Services Clearinghouse reviewers also convert each effect size into 
percentile units for reporting on the Prevention Services Clearinghouse website to 
provide a user-friendly alternative to the effect sizes. This implied percentile effect is the 
average intervention group percentile rank for the outcome minus the comparison group 
average percentile, which is 50. For example, an implied percentile effect of 4 means 
that the program or service increased the intervention group performance by 4 
percentile points over the comparison group.
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6. Program or Service Ratings 

This chapter describes the process of translating design and execution ratings from one 
or more studies of a program or service into ratings for that program or service. As 
described at the beginning of Chapter 5, Prevention Services Clearinghouse reviewers 
rate study contrasts, rather than entire studies. To determine program and service 
ratings, the Prevention Services Clearinghouse combines design and execution ratings 
from multiple contrasts and (if available) contrasts from multiple studies. To determine 
the rating for a program or service, all contrasts for each eligible program or service that 
meet moderate or high evidence standards are examined. 

6.1 Four Ratings  

Using the qualifying contrasts, reviewers assign one of four ratings to each program or 
service to characterize the extent of evidence for a particular program or service: 

• Well-supported. A program or service is rated as a well-supported practice if it has at 
least two contrasts with non-overlapping samples in studies carried out in usual care 
or practice settings (see Section 6.2.2) that achieve a rating of moderate or high on 
design and execution and demonstrate favorable effects in a target outcome 
domain. At least one of the contrasts must demonstrate a sustained favorable effect 
of at least 12 months beyond the end of treatment (see Section 6.2.3) on at least 
one target outcome. 

• Supported. A program or service is rated as a supported practice if it has at least 
one contrast in a study carried out in a usual care or practice setting that achieves a 
rating of moderate or high on design and execution and demonstrates a sustained 
favorable effect of at least 6 months beyond the end of treatment on at least one 
target outcome. 

• Promising. A program or service is designated as a promising practice if it has at 
least one contrast in a study that achieves a rating of moderate or high on study 
design and execution and demonstrates a favorable effect on a target outcome. 

• Does not currently meet criteria. A program or service that has been reviewed and 
does not achieve a rating of well-supported, supported, or promising is deemed 
‘does not currently meet criteria.’ This includes (a) programs and services for which 
all eligible contrasts with moderate or high design and execution ratings have no 
statistically significant favorable effects and (b) programs and services that do not 
have any eligible contrasts with moderate or high design and execution ratings. 
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6.2 Contributing Factors in the Ratings 

6.2.1 Risk of Harm 

A program or service cannot be not rated as well-supported, supported, or promising if 
there is an empirical basis, as evidenced by the presence of an unfavorable effect(s) on 
target or non-target outcomes that suggest that the overall weight of evidence does not 
support the benefits of the program or service. To be considered, unfavorable effects 
must be reflected in contrasts that receive a moderate or high rating according to the 
design and execution standards. To determine whether there is risk of harm, all 
statistically significant unfavorable impacts on any outcome (whether an eligible target 
outcome or not) from any studies with contrasts receiving high or moderate evidence 
ratings are identified. If there is sufficient evidence of risk of harm based on statistically 
significant unfavorable findings, the program may be deemed ‘does not currently meet 
criteria’ by the Prevention Services Clearinghouse. Additionally, programs or services 
may not be designated as well-supported, supported, or promising if case data suggests 
a risk of harm that was probably caused by the treatment and was severe or frequent. 

6.2.2 Usual Care or Practice Settings 

To receive a rating of supported or well-supported, the favorable evidence for a program 
or service must have been obtained from research conducted in a usual care or practice 
setting. A usual care or practice setting is defined as an existing service agency or 
provider that delivers mental health services, substance use prevention or treatment 
services, in-home parent skill-based programs, and/or kinship navigator programs as 
part of its typical operations.  

A usual care setting may use routine personnel who already work for the agency or it 
may employ outside staff (e.g., researchers, graduate students) if the services 
themselves are those that would typically be delivered by agency personnel in the 
absence of a research study. Ad hoc clinics set up expressly for the purposes of 
research do not constitute usual care or practice settings, even if staffed by personnel 
who might typically work in a usual care setting. 

6.2.3 Beyond the End of Treatment 

To receive a rating of supported or well-supported, programs and services must have 
sustained favorable effects beyond the end of treatment. The end of treatment is 
defined as the stated end of treatment by the study or program documentation. If a clear 
end of treatment is not defined, if treatment extends indefinitely or varies across 
participants, or if services are staggered, the Prevention Services Clearinghouse selects 
a time point that corresponds to when the majority of a clearly defined set of services 
were stated to have been delivered. If that information is not available, but studies 
provide information about the average or range of service delivery, reviewers will use 
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the longest program duration (or estimate it from the data provided) as the end of 
treatment and determine the length of follow-up from that point. 

If a study gives the time between pre-test and post-test, but not the time between the 
end of treatment and measurement of the post-test, reviewers subtract the stated 
intended duration of treatment from the pre/post interval to estimate the number of 
months beyond the end of treatment that measurement occurred.
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7. Procedures for Reviewing Programs and Services for the Title 
IV-E Prevention Services Clearinghouse 

This chapter summarizes some of the operational procedures the Prevention Services 
Clearinghouse uses to identify, screen, review, and rate programs and services.  

7.1 Prevention Services Clearinghouse Team 

The Prevention Services Clearinghouse team includes federal staff, contractors, 
subcontractors, and consultants, as well as stakeholders and experts who are brought 
in to advise on various aspects of the clearinghouse operations. All individuals who 
work on the Prevention Services Clearinghouse are expected to adhere to conflict of 
interest policies and sign conflict of interest declarations prior to doing any work.  

7.2 Procedures for Identifying Eligible Studies of Selected Programs and 
Services from Search Results 

For each program or service identified and prioritized for review by the Prevention 
Services Clearinghouse, staff conduct a comprehensive and systematic search for 
potentially eligible studies of that program or service as well as considering publicly 
available literature submitted by stakeholders in support of recommended programs and 
services. 

7.2.1 Title and Abstract Screening  

Once a search is conducted, the titles and abstracts from the citations identified are 
queued for relevance screening. Two trained screeners independently screen all titles 
and abstracts. Title and abstract decisions are binary (keep or drop) and documents are 
marked as relevant if reviewers are able to answer Yes or Not Sure to both of the 
following questions: 

1. Does the title or abstract describe an evaluation of the program or service under 
review?  

2. Does the study appear to use an experimental or quasi-experimental design? 

Senior clearinghouse staff and content experts are on hand for questions throughout the 
screening process. 

Citations which both reviewers agree are irrelevant are documented and dropped from 
further consideration. All other citations are assigned for retrieval and slated for full-text 
screening using the full study eligibility criteria described above. 
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7.2.2 Procedures for Full-text Eligibility Screening 

Full-text copies of all citations that are not excluded during the title and abstract 
screening or that are identified from evidence clearinghouses or other sources are 
retrieved by Prevention Services Clearinghouse staff. Documents are combined, as 
necessary, into sets of documents that describe the same study; eligibility screening is 
performed on each study.10  

Full-text eligibility screening then proceeds as follows:  

• Each study is assigned for eligibility screening to a trained eligibility screener. That 
screener uses the full Study Eligibility Criteria described in Section 4.1 to determine 
whether the study is eligible for review. 

• If there are more than 15 eligible studies, the screener assigns prioritization points 
as described in Section 4.2 to each eligible study. All eligible studies are reviewed 
for risk of harm as described in Section 6.2.1. Unfavorable contrasts in all eligible 
studies will be reviewed according to the design and execution standards described 
in Chapter 5. 

• Studies prioritized for review are assigned to a trained reviewer. The reviewer’s first 
task is to re-confirm the study’s eligibility against the Study Eligibility Criteria. This 
ensures double-screening, but provides some efficiency in the process.  

• If a study is determined by the initial eligibility screener to be ineligible for review, it is 
assigned to a second screener for confirmation.  

− If the two screeners agree on the disposition and the reason for the decision, the 
study is dropped from further consideration for the review (but retained in a 
database with documentation of the reason the study is ineligible).  

− Any disagreements on overall disposition or the reason for the ineligibility are 
resolved through consensus and in consultation with senior clearinghouse staff. 

Content experts and senior clearinghouse staff are available for questions. For 
example, screeners may have questions about whether a particular measure used in a 
study represents an eligible target outcome or whether the program described in a study 
is an eligible adaptation of the program or is an adaptation that must be treated as a 
separate program. Senior clearinghouse staff may answer methodological questions, 
such as whether the study design meets the eligibility requirements. 

                                                      
10  The Prevention Services Clearinghouse defines a study as one research investigation of a defined subject 

sample, and the interventions, measures, and statistical analyses applied to that sample. It is common for 
researchers to publish more than one article or manuscript that describes the same study. The Prevention 
Services Clearinghouse reviews the full set of documents available for each study. 
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7.3 Procedures for Reviewing Eligible Studies against the Standards  

7.3.1 Review and Reconciliation Process 

Once a study is deemed eligible, all of its documents are entered into the Prevention 
Services Clearinghouse Review Database and the study is assigned by the review 
manager to a trained reviewer.  

• The reviewer uses the study design and execution standards described in 
Chapter 5 to assign the study one of three ratings: Meets Standards for High, 
Moderate, or Low Support of Causal Evidence. The review is completed in the 
database. 

The review and reconciliation process differs for studies that receive a low causal 
evidence rating versus those that receive a moderate or high causal evidence rating.  

• If the first reviewer assigns a low causal evidence rating, the review manager 
assigns the study to a senior reviewer (called a reconciler) for evaluation.  

− If the reconciler confirms the rating, he or she finalizes the review, consulting with 
the reviewer as necessary.  

− If the reconciler disagrees with the rating, the study is assigned to a second 
reviewer for evaluation.  

 Once the second review is complete, the reconciler then examines 
both reviews and finalizes the review, consulting with the two 
reviewers as necessary.  

• If the first reviewer assigns the study a causal evidence rating of high or moderate 
with the information provided in the study documents, the review manager assigns 
the study to a second reviewer for evaluation. 

− Once the second review is complete, the study is assigned to a reconciler who 
examines both reviews and finalizes the review, consulting with the two 
reviewers as necessary. 

• If the first reviewer needs additional information to determine the rating for a study, 
he or she drafts an Author Query requesting the needed information and submits it 
to a reconciler for review. The Author Query is then sent to the author.  

− If the author does not respond, the first reviewer completes the review with the 
available information, following the procedures for reconciliation and/or second 
review commensurate with the rating of the study. 

− If the author does respond, the first reviewer completes the review with the 
additional information and follows the procedures for reconciliation and/or second 
review commensurate with the rating of the study. 
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Content experts and senior clearinghouse staff are on hand to answer questions and 
help interpret complicated cases. 

7.3.2 Author Query Policies and Procedures 

It is the policy of the Prevention Services Clearinghouse to query study authors for 
information deemed necessary to assign a rating of high, moderate, or low. Author 
queries may request information about sample sizes, baseline statistics, group 
formation (e.g., whether randomization was used), and characteristics of the outcome 
measures required to determine whether outcome requirements are met, and may ask 
clarifying questions about analytic models (e.g., whether covariates are included in the 
impact models). Author queries may also request descriptive statistics (e.g., means and 
standard deviations) needed to compute effect sizes and statistical significance of 
impacts, as this information may be needed to assign program or service ratings.  

7.4 Procedures for Re-review of Programs and Studies 

7.4.1 Procedures for Re-review of Programs and Services 

Programs and services reviewed for the Prevention Services Clearinghouse may be 
considered for re-review due to missing information or errors in the original review, or 
due to the emergence of substantial new evidence that has the potential to change 
program or service ratings. Prevention Services Clearinghouse staff keep track of the 
dates that programs and services are reviewed and periodically assess the extent of 
new evidence available. Periodically, content experts may be consulted to determine if 
new research is available and if the available research has the potential to change the 
rating of the program or service. Stakeholders may request a re-review of the program 
or service rating based on the mis-application or criteria, missing information, or other 
errors. 

7.4.2 Procedures for Re-review of Studies 

Individual studies reviewed for the Prevention Services Clearinghouse may also be 
considered for re-review due to missing information or errors in the original review. If 
errors or missing information are identified, the Prevention Services Clearinghouse 
follows standard procedures for re-review. This includes assigning different, blinded 
reviewers to conduct any re-reviews. If the re-review determines the original review to 
be in error, the error is corrected on the website. All correspondence regarding re-
reviews is logged and maintained by Prevention Services Clearinghouse staff.
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Glossary 

Exhibit 8. Definitions 
Term Definition 
Randomized Controlled Trial 
(RCT) 

A study in which units are assigned to intervention and control conditions 
via a random process (e.g., a lottery). 

Quasi-Experimental Design 
(QED) 

A study in which units are assigned to intervention and control conditions 
via a non-random process. 

Study 

One research investigation of a defined subject sample, and the 
interventions, measures, and statistical analyses applied to that sample. 
Sometimes study results are reported in more than one document, or a 
single document reports results from separate studies. 

Contrast 
A comparison of a treated condition to a counterfactual untreated condition 
on an outcome. All Prevention Services Clearinghouse design and 
execution ratings are applied to contrasts. 

Intervention group 

The set of units that were assigned randomly or non-randomly to an offer of 
the intervention condition. Intervention group members may or may not 
have received treatment, but they were given access to the intervention 
condition. 

Control group 
Control group refers to the set of units that were randomly assigned to be 
embargoed from the offer of the intervention condition; this term is used 
only in the context of RCTs. 

Comparison group 
The broader term comparison group refers to the set of units assigned 
randomly or non-randomly to the comparison condition; this term may be 
used in the context of RCTs or QEDs. 

Joiner bias 

If a cluster randomized study permits individuals to join clusters after 
randomization, the estimate of the effect of the intervention on individual 
outcomes may be biased if individuals who join the intervention clusters are 
systematically different from those who join the comparison clusters. 

Attrition 

This term is used only in the context of RCTs. Attrition refers to the absence 
of an outcome measurement for a unit that was randomly assigned to an 
intervention or control condition. A sample member has attrited from the 
sample if there is no outcome measurement for that sample member. 

Outcome 
An outcome is the measurement of an eligible target outcome as described 
in the Study Eligibility Criteria. Outcomes can be measured at pre-test, post-
test, or over longer follow-up periods. 

Post-test 

A post-test is measured at the end of a follow-up period, sometime after 
units have been exposed to or offered the intervention or comparison 
conditions. It is a measure on which the impact of the intervention is 
estimated. 
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Term Definition 

Pre-test 

A pre-test is a baseline measure of the outcome variable. Pre-tests, like 
other baseline measures, are measured before, or just after assignment to 
intervention and comparison conditions. If they are measured after 
assignment to conditions, they should be measured before effects of the 
intervention or comparison conditions would be expected to influence their 
value. 

Other baseline measures 

Other baseline measures are measured at baseline, and may be used as 
covariates in impact models, but they are not the specific measures on 
which baseline equivalence must be demonstrated in order to satisfy 
evidence standards. Other baseline measures are measured before, or just 
after assignment to intervention and comparison conditions. If they are 
measured after assignment to conditions, they must be measured before 
effects of the intervention or control conditions would be expected to 
influence their value, or be time-invariant measures (e.g., gender). 

Effect size 

An effect size is a standardized, quantitative index representing the 
magnitude and direction of an empirical relationship. In this context, the 
effect size is a value that reflects the magnitude of the treatment effect. It 
may also be employed in Prevention Services Clearinghouse reviews to 
index the differences between intervention and comparison groups at 
baseline. The standardized mean difference effect size is used for 
Prevention Services Clearinghouse reviews, in the form of Hedges’ g.  

Intent-to-treat analysis (ITT) 

An intent-to-treat or ITT analysis is one in which study authors analyze the 
participants in a randomized study based on their original assignment to 
conditions, regardless of whether they received the intervention or switched 
conditions. 
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Executive Summary  
Tony Grampsas Youth Services (TGYS) is a state-administered statutory grant program within the 
Colorado Department of Human Services (CDHS) that funds local prevention, intervention, and 
education programs for children, youth, and their families in Colorado. The portfolio of grantees for 
State Fiscal Year (SFY) 2022-2023 included 98 programs from 77 grantee organizations across Colorado 
with the goal of preventing youth crime and violence, youth marijuana use, high school dropout, and 
child abuse and neglect.  

Butler Institute for Families at the University of Denver Graduate School of Social Work (Butler) 
conducted an evaluation across the TGYS portfolio of programs to assess program implementation and 
child/youth outcomes as a result of TGYS programming during SFY 2022-2023 (July 1, 2021-June 30, 
2023).  

The evaluation consisted of two components:  

1. An implementation-capacity survey administered to direct-service staff and administrators from 
programs in the TGYS portfolio that measured: 
 
• Recruitment and Selection of Staff 
• Training 
• Supervision and Coaching 
• Performance Assessment 
• Decision-Supportive Data System 
• Inclusive Practice 

 

• Facilitative Administration 
• Systems Intervention 
• Leadership 
• Intent to Stay 
• Integration of PYD Principles 

 

2. A child/youth outcome survey administered to youth ages 11 through 25 and the 
parents/guardians of children ages 10 and younger that measured: 
  
• Program Involvement 
• Protective Factors 
• Positive Youth Development 
• School Engagement 

 

• Substance Use  
• Perception of Substance Use Risk 
• Safety and Stability 
• Violence Prevention  

Seven hundred and eighty-six staff, volunteers, and administrators took the implementation-capacity 
survey, and 4,924 youth or parents/guardians of children took the outcome survey.  
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Implementation-Capacity 
 

• Overall, program implementation-capacity scores were high across the TGYS portfolio for all 
implementation drivers suggesting strong implementation best practices.  

• The lowest implementation-capacity scores were related to training, supervision and coaching, 
and performance assessment. 

• Eighty-seven percent of program administrators intend or hope to stay in their jobs for the next 
two years, while 71% of practitioners intend to stay. The primary reasons for leaving were plans 
to make a career change and low pay. Respondents reported the primary reason they stay in 
their jobs is to help children and families.  

Child/Youth Outcomes 
 

• Across the TGYS portfolio, youth and parent/guardian respondents reported a statistically 
significant improvement in all six child/youth outcomes (protective factors, positive youth 
development, school engagement, perception of substance abuse risk, safety and stability, and 
violence prevention) with generally small to moderate effects.  

• Within the substance use area, 23% of respondents on average indicated having engaged in 
substance use. There was a statistically significant decrease in youth reported use of cigarettes, 
other tobacco, alcohol, and cannabis after participation in TGYS programs. 
 
 

Youth Change 

 
 

 

 

 



 

7 

 
Tony Grampsas Youth Services Program | Annual Report 

 

Parent reported Change 

 

Conclusion 
 
Findings from this State Fiscal Year’s (SFY 2022-2023) evaluation of TGYS grantees continues to provide 
evidence for strong program implementation and program impact on child and youth outcomes. This 
year’s findings are the same as previous annual evaluation results for SFY 2021-2022 and SFY 2020-2021, 
demonstrating a consistent trend across each year of the TGYS 2020-2023 funding cycle.  
 

2020-2021 2021-2022 2022-2023 

 
 Outcome surveys for 3,960 

children, and implementation-
capacity surveys for 791 staff 
and volunteers  
 

 Overall, implementation 
capacity scores were high 
across the TGYS portfolio.  
 

 Youth and parent/guardian 
respondents reported a 
statistically significant 
improvement in all six 
measured child/youth 
outcomes. 

 
 Statistically significant 

decrease in substance use after 
programming. 

 
 Outcome surveys for 4,610 

children, and implementation-
capacity surveys for 749 staff 
and volunteers  

 
 Overall, implementation-

capacity scores were high 
across the TGYS portfolio.  
 

 Youth and parent/guardian 
respondents reported a 
statistically significant 
improvement in all six 
measured child/youth 
outcomes. 

 
 Statistically significant 

decrease in substance use 
after programming. 

 
 Outcome surveys for 4,924 

children, and implementation-
capacity surveys for 786 staff 
and volunteers  
 

 Overall, implementation-
capacity scores were high 
across the TGYS portfolio.  
 

 Youth and parent/guardian 
respondents reported a 
statistically significant 
improvement in all six 
measured child/youth 
outcomes.  

 
 Statistically significant 

decrease in substance use 
after programming. 
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Introduction 
Colorado’s Tony Grampsas Youth Services (TGYS) program is a state-administered statutory grant 
program that funds local prevention, intervention, and education programs for children, youth, and 
their families. Specific outcome categories include: 

● Child abuse and neglect prevention 

● Marijuana and alcohol, tobacco, and other drugs (ATOD) prevention 

● High school dropout prevention 

● Youth crime and violence prevention 

TGYS contracted with the Butler Institute for Families at the University of Denver Graduate School of 
Social Work (Butler) for the SFY 2022–2023 grant year to conduct an evaluation across TGYS’s distinct 
and varied outcome categories and grantees. The evaluation collected and analyzed data from grantees 
with differing levels of evaluation and staffing capacity. The TGYS evaluation had the following key goals:  

● Assess the extent to which grantees use implementation science best practices to ensure strong 
program implementation. 

● Assess child/youth outcomes after participation in programming. 

● Conduct data analysis and reporting to facilitate an understanding of relative outcomes across 
TGYS grantees. 

● Provide program-specific data reporting to encourage grantees’ understanding and use of data. 
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Methods 
Butler’s TGYS evaluation focused on two areas:  

1. An implementation evaluation that looked at the extent to which TGYS programs effectively 
implemented funded programs 

2. An outcome evaluation that focused on collecting, analyzing, and reporting child/youth 
outcomes across TGYS programs 

This evaluation looked at TGYS-funded programming from July 1, 2022, to June 30, 2023, and focused on 
participant-level outcomes and program implementation drivers and competencies. 

Table 1 provides a summary of the questions, methods, and the samples used in the evaluation.  

Table 1. Summary of Evaluation Questions, Methodologies, and Samples  

Evaluation Question Methodology Sample 

1. To what extent are grantees 
effectively implementing funded 
programs? 

Implementation-capacity 
survey design 

 

Service delivery and 
administrative staff from each 
TGYS program 

2. To what extent does child/youth 
well-being improve as a result of 
TGYS programming? 

Retrospective impact 
survey design 

 

Children/youth receiving 
services from TGYS programs or 
their parents/guardians 
(depending on child’s age) 

3. What recommendations do 
findings from Question 1 and 
Question 2 suggest for TGYS 
program structure and 
administration? 

Data review Results from Question 1 and 
Question 2 
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Data Collection 

Implementation-Capacity Survey 

To assess the extent to which TGYS grantees effectively implemented funded programs, Butler adapted 
a program implementation survey tool1 to collect data from each program’s staff and administrators on 
key program implementation drivers and related factors that impact program implementation fidelity 
(Bertram et al., 2015). In addition to items assessing key implementation drivers, the survey also 
included questions related to each respondent’s intent to continue working with the program. These 
questions were included to help programs understand facilitators of and barriers to staff retention that 
may help them recruit staff and minimize turnover. For this year (SFY 22-23) Butler added questions to 
the implementation- capacity survey about staff’s perception of how their organization integrates 
Positive Youth Development (PYD) principles into their operations. Evaluators developed the PYD items 
using the PYD Tool Box (Colorado Department of Public Health and Environment, 2020). Butler also 
added a scale focused on inclusive practices to better understand how programs work with all members 
of their community. 

Table 2 identifies and defines the constructs the implementation-capacity survey measured and 
provides a sample survey item related to each construct.  

Table 2. Implementation-Capacity Survey Constructs 

Survey Constructs Construct Description Sample Item 

Recruitment and 
Selection of Staff 

Activities related to recruiting, 
interviewing, and hiring 
practitioners and staff within the 
organization 

My job description provides clear and 
accurate expectations for my 
position. 

Training Activities related to providing 
specialized information, 
instruction, or skill development in 
an organized way to practitioners 
and other key staff in an 
organization 

I was trained prior to beginning to 
deliver this program. 

Supervision and 
Coaching 

Supervision and coaching that may 
include personal observation, 
instruction, feedback, emotional 
supports, some form of training on 
the job, or debriefing sessions 

My supervisor/coach models best 
practices. 

 
1 Adapted from Fixsen, D., Panzano, P., Naoom, S., & Blasé, K. (2008). Measures of implementation components of the National 
Implementation Research Network Frameworks. National Implementation Research Network. Original survey adaptation 
created under the Mile High United Way Social Innovation Fund Early Literacy Initiative (2012–2017).  
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Survey Constructs Construct Description Sample Item 

Performance 
Assessment 

The nature and content of 
performance assessments relative 
to practitioners’ use of the program 
in the organization 

I receive regular performance 
assessments. 

Decision-Supportive 
Data System 

How organizations assess 
performance of various units and of 
the overall organization itself to 
inform decision-making 

My organization has a data-collection 
and reporting system in place. 

Facilitative 
Administration 

Any changes that may have 
occurred in the organization 
related to the implementation of 
the program 

My organization solicits feedback 
from youth to improve program 
implementation. 

Systems Intervention Any changes in the external system 
policies, management, or operating 
structures or methods in response 
to experiences gained with the 
operations of a program 

My organization has established 
relationships with policymakers and 
decision-makers. 

Leadership The nature of leadership within the 
organization 

Leaders within the organization are 
good at communicating reasons for 
program changes. 

Intent to Stay Respondent desire and intention to 
continue working with the program 
and identification of reasons for 
staying or leaving 

Do you intend to or hope to stay in 
your job/role for at least the next two 
years? 

Inclusive Practice The approach that the organization 
takes to implement policies and 
procedures that promote diversity, 
equity, and inclusion (DEI) 

At our organization/program we have 
policies that promote a range of 
inclusive service models.  
 

Integration of PYD 
Principles 

Respondents' perception of how 
well the organization is integrating 
principles of positive youth 
development into their practice 

This organization acknowledges and 
considers the caring adults in the 
lives of the young people it serves. 
Caring adults are included in 
programming when appropriate, and 
with permission, from the young 
people. 

 

In February 2023, the Butler evaluation team asked each TGYS grantee’s designated evaluation contact 
to provide an email list of all program administrative staff and direct-service staff (paid staff and 
volunteers). Butler used Qualtrics™, a secure electronic survey platform, to administer the 
implementation-capacity survey. The evaluation team sent an email invitation to each identified 
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respondent beginning March 1, 2023, and sent regular reminders via email until early April to those who 
had not yet taken the survey. 

Child/Youth Outcomes Survey 

To assess the child/youth outcomes across TGYS programs, Butler developed the TGYS outcomes 
measurement survey based on: 

1. A review of data collected from a data-
capacity survey2 administered to all TGYS 
grantees in February 2018 

2. A literature search for measures, scales, and 
items representing constructs of interest 

Constructs of interest represent outcomes TGYS 
grantees targeted and include child abuse and 
neglect prevention, safety and stability, positive 
youth development, school engagement, violence 
prevention, and substance abuse prevention among 
youth.3 The evaluation team selected or adapted 
survey items to assess these constructs from the 
external resources in Figure 1. The majority of TGYS survey items were taken or adapted from six 
existing valid and reliable measures identified in the literature (see Figure 1). 

Figure 1. Outcome Survey Development 

 

 
2 Results of the data-capacity survey can be found in the TGYS Data Capacity Brief. 
3 Outcome survey constructs are distinct and are not the same as the TGYS outcome categories. 

 

KEY TERMS 

Validity broadly refers to the ability of 
a measure to assess what it is 
intended to assess.  

Reliability broadly refers to the ability 
of a measure to consistently assess 
what it is intended to assess.  
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Table 3 describes the constructs measured on the outcome survey and contains a sample survey item 
related to each construct. 

Table 3. Outcome Survey Constructs and Sample Items 

Survey 
Constructs 

Construct Description Sample Item 

Demographics Gender, age, race/ethnicity, home 
language 

What language do you speak most at 
home? 

Program 
Involvement 

Length of time in program; participation 
frequency 

Since you started this program, about 
how often have you taken part in 
available activities? 

Protective 
Factors 

Conditions or attributes in individuals, 
families, or communities that help 
people deal with stressful events 

I have others who will listen when I 
need to talk about my problems. 

Positive Youth 
Development 

Youth perception of self-efficacy and 
attitudes toward their feelings and 
beliefs 

I can speak up for myself. 

School 
Engagement 

Youth attitudes, experience, and 
participation in school 

I care about doing well in school. 

Substance Use  Drug use (administered to youth ages 
11 to young adult only – typically 25 
years old) 

Have you ever smoked part or all of a 
cigarette? 

Perception of 
Substance Use 
Risk 

Attitudes regarding the risk of 
substance use (administered to youth 
ages 11 to young adult only – typically 
25 years old) 

How much do you think people risk 
harming themselves when they smoke 
one or more packs of cigarettes per 
day? 

Safety and 
Stability 

Feelings of security and safety in their 
home and at school 

I have at least one adult I can depend 
on. 

Violence 
Prevention 

Response to anger, bullying, conflict 
avoidance/de-escalation 

I pushed, shoved, slapped, or kicked 
other students. 

Survey Versions 

Butler created three versions of the outcome survey and assigned a version to programs based on their 
outcome category and risk factors the program identified they addressed when they applied for TGYS 
funding. During evaluation technical assistance (TA) check-in calls at the beginning of the grant cycle, 
evaluators worked with grantees to confirm the best survey to use for their program. In cases where the 
grantee served youth under 11 years of age, parents/guardians or program staff may complete a 
parent/guardian version of the survey on the child’s behalf. 
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● Survey 1 – Survey constructs included demographics, program involvement, protective factors, 
positive youth development, school engagement, substance use, and perception of substance 
use risk.  

● Survey 2 – Survey included all Survey 1 constructs plus safety and stability constructs.  

● Survey 3 – Survey included all Survey 1 constructs plus the violence prevention construct. 

Retrospective Surveys 

TGYS’s outcome survey is retrospective. Retrospective surveys require survey respondents to complete 
a pre-/post-survey at one time point, asking them how they would respond to a question now as well as 
at some point in the past (e.g., prior to participating in the program).  

The use of a retrospective survey for TGYS data collection was important from a practical standpoint. 
Grantees’ capacity to track and match pre-/post-data varies broadly across the TGYS portfolio. The 
retrospective design eliminates the extra burden of programs having to collect data from youth or their 
family twice during program administration and removes the need to match surveys across pre/post-
time points. Based on grantee feedback from Butler’s initial data-capacity survey in 2018, eliminating 
the need for pre-/post-data collections and matching surveys across time was an important design 
consideration for this evaluation. 

Multiple Data-Collection Options 

The Butler evaluation team provided grantees with two data-collection options to accommodate 
individual program preference and capacity: online or paper survey administration. Online surveys were 
available through Qualtrics™, a secure electronic survey platform that participants can access via 
computer or mobile device. Paper surveys, formatted for data scanning into Remark Office OMR™ 
software, were available in PDF format for grantees to print, administer to youth or parents, and return 
to Butler via mail. In some cases, grantees chose to integrate the survey into their own data-collection 
systems. Grantees who chose to do so submitted exports of their data to Butler electronically.  

Outcome Survey Cleaning 

The Butler team cleaned and merged all valid data to create two final data sets. One data set contained 
data from surveys youth completed; the second contained surveys parents/guardians or program staff 
completed on behalf of children aged 10 and under. The Butler team scanned and cleaned paper surveys 
using Remark Office OMRTM and exported them to Statistical Package for the Social Sciences (SPSS)® 
files. After the evaluation team merged the data, there were 4,924 surveys (3,791 surveys in the youth 
file and 1,133 surveys in the parent file). 
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Data Analysis 
Evaluators analyzed quantitative survey data using SPSS. 
Descriptive statistics are reported as frequencies 
(percentages) and averages or mean scores (M), and 
standard deviations (SD). Strategies for comparing groups 
or analyzing change included independent and paired 
samples t-tests, McNemar’s tests,4 and Analysis of 
Variance (ANOVA).5 Evaluators tested statistical 
significance at p < .05 unless there were multiple tests, 
which decreased the ability to identify whether findings 
were accurate and required a correction6 to lower the 
threshold at which tests were determined to be 
statistically significant. Evaluators also calculated effect 
sizes to examine the magnitude of statistically significant 
findings for programs.  

Findings 
Evaluators analyzed data by calculating mean scores and frequencies of the survey responses. 
Additionally, evaluators conducted statistical analyses to determine changes in key areas as rated by 
participants before and after program participation and differences between groups. Due to large 
sample sizes, these findings should be interpreted with caution, since large sample sizes often reveal 
statistically significant results for even small differences. These results provide a picture of progress and 
trends for SFY 2022-2023. 

Respondent Characteristics 

Children/Youth 

A total of 98 programs across the TGYS portfolio submitted outcome surveys for 4,924 children and 
youth in SFY 2022-2023. Outcome data presented in this report are based on data from those surveys. 
Figure 2 shows the percentage of children/youth surveyed in each of the four TGYS outcome categories. 

 

 

 

 
4 McNemar’s test is used to compare data that are dichotomized (yes/no) and related (before/after). 
5 A detailed description of ANOVA methods is in Appendix A. 
6 Bonferroni correction was used to control for multiple comparisons, which can result in the identification of an incorrect 
statistically significant finding. This is sometimes referred to as a false-positive. 

 

KEY TERMS 

Standard Deviations: An indicator 
of the extent to which scores 
spread out from the mean; low 
standard deviations indicate that 
scores cluster near the mean, while 
high standard deviations indicate a 
greater range of responses. 

Statistical Significance: The 
observed differences were not likely 
due to chance. 
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Figure 2. Percentage of Children/Youth Surveyed in Each TGYS Outcome Category 

 
 

  

Most children and youth in the sample were between 11 and 17 years old (71%), 22% were less than 
one year old through 10 years old, and 7% were 19 years old or older. TGYS grantees served children, 
youth, and their families throughout Colorado and across rural and urban settings.  

The gender identities of children/youth in the sample were even between female (48%) and male (49%). 
A smaller group identified as nonbinary/third gender (3%) or preferred to self-describe (2%). TGYS 
programs serve a diverse population of children/youth, but a majority are either White or Caucasian 
(43%) or are of Hispanic, Latinx, or Spanish origin (43%), with Black or African American children/youth 
representing the next largest racial/ethnic group (12%; see Figure 3). 

Child Abuse & 
Neglect Prevention

23%

High School 
Dropout 

Prevention
33%

Marijuana & ATOD 
Prevention

11%

Youth Crime & 
Violence 

Prevention
33%
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Figure 3. Distribution of Youth Served by Race and Ethnicity*

 

 

*Participants may select all that apply. Sum is greater than 100%. 

In addition to collecting age, race, and ethnicity information, outcome surveys also asked the primary 
language children/youth spoke. Children/youth’s primary language was most commonly English (71%), 
followed by Spanish (22%), a language other than English and Spanish (5%), or more than one primary 
language (1%).  

Providers 

Seven hundred eighty-six staff and volunteers from 88 programs participated in the implementation-
capacity survey. Staff primarily identified as female (74%), followed by male (20%). A smaller group of 
staff identified as gender nonbinary (3%) or other (1%). TGYS grantee program staff represent various 
races and ethnicities, but most staff were White (63%), followed by Latinx (27%; see Figure 4). 
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Asian
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Figure 4. Distribution of TGYS Grantee Staff by Race and Ethnicity* 

 
*Participants may select all that apply. Sum is greater than 100%. 

Child/Youth and Provider Comparison 

Evaluators examined whether TGYS child/youth demographics mirror those of TGYS providers. The 
proportion of children/youth who identified as female was 48% (see Figure 5). At 74%, TGYS providers 
had a larger proportion of staff who identified as female than the child/youth population. The 
proportion of child/youth who identified as male compared to providers who identified as male was 
49% to 20%. 
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Figure 5. Comparison of Child/Youth Served and Providers by Gender  

 
The proportion of Hispanic/Latinx children/youth was 43% (see Figure 6). TGYS providers are composed 

of a smaller proportion of Hispanic/Latinx staff at 27% than the child/youth population. Conversely, the 

proportion of White children/youth compared to providers who serve them was 43% to 63%.  

Figure 6. Comparison of Children/Youth Served and Providers by Hispanic/Latinx or White 

Race/Ethnicity* 

 
*Participants may select all that apply. Additional demographic data for providers is shown in Figure 4, and youth demographic 

data is shown in Figure 3. 
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Implementation 
 

• To what extent are grantees effectively implementing funded programs? 

Implementation Capacity 

In March 2023, 786 TGYS grantee program staff and 
volunteers completed the implementation-capacity survey.7 
The survey asked program staff and administrators to rate 
their program on key program implementation drivers and 
related factors that impact program implementation 
fidelity. Results showed most survey respondents were 
direct-service staff (63%) compared to administrative staff 
(37%). Most direct-service staff had worked in their 
programs between one and five years (44%), while most 
administrative staff had worked in their programs five years 
or more (43%; see Figure 7). Most respondents indicated 
they were employed full time (see Figure 8). 

Figure 7. Respondents’ Length of Time Employed in Their 

Organization 

  
 

 

 
7 For more information on the implementation-capacity survey, please see Table 2 in the data-collection section of this report. 

15%

42% 43%

37%

44%

19%

<1 year 1-5 years >5 years

Administrative Staff Direct Service Staff

 

KEY TERMS 

Competency Drivers: The 
activities an organization puts 
in place to support the people 
delivering the program. 

Organizational Drivers: The 
administrative and structural 
processes an organization uses 
to facilitate effective program 

delivery. 
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Figure 8. Respondents’ Part-Time/Full-Time Status 

 
Across all competency and organizational drivers, including diversity, equity, and inclusion (DEI), for all 
respondents, the average score was 5.13 (see Figure 9). Mean scores were all above 4 on a 6-point scale, 
where 1= strongly disagree, 2=disagree, 3=slightly disagree, 4=slightly agree, 5=agree, 6=strongly agree. 

Direct-service and administrative staff reported moderately high competency-driver scores with a mean 
score of 5.02. Direct-service and administrative staff’s performance assessment scores fell below 5.0, 
while only direct service staff’s training and supervision and coaching average scores were below 5.0.  

Direct-service and administrative staff’s scores related to organizational drivers were also high, with a 
mean of 5.22. For this analysis, the leadership construct is included in the organizational drivers. 

Figure 9. Implementation Scale Scores by Job Type8,9 

 

* DEI = Diversity, equity, and inclusion 

 
8 Figure 9 shows scale scores by job type, where 1= strongly disagree, 2=disagree, 3=slightly disagree, 4=slightly agree, 5=agree, 
6=strongly agree. 
9 Note, only program administrators were asked questions regarding facilitative administration and systems intervention. 
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Butler’s evaluation team used independent samples t-tests to determine if there was any difference in 
how direct-service staff and administrative staff rated each driver. Evaluators found statistically 
significant differences (p <.05) between direct-service staff and administrative staff for all constructs, 
with administrative staff rating the drivers higher than direct-service staff. 

Intent to Stay 

In addition to the implementation drivers, the implementation-capacity survey also asked respondents 
about their intent to stay in their jobs and to rank their reasons to both stay and leave. Results showed 
that 87% of administrators intend or hope to stay in their jobs for the next two years, while 71% of 
practitioners say the same thing. The three primary reasons all respondents (practitioners and 
administrators) gave for leaving their organizations were plans to make a career change, low pay, and 
plans to move away from the area where they work (see Figure 10). Overall, respondents also reported 
the primary reason they stay in their jobs is to help children and families (see Figure 11).  

 

 

  

44%

41%
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38%

56%
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Low pay
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Figure 10. Respondent’s Reasons to Leave  Figure 11. Respondents’ Reasons to Stay  
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Integration of Positive Youth Development Principles 

The evaluators developed the PYD scale based on the PYD Tool Box to assess the level at which 
programs implemented five guiding principles of PYD: collaborative, inclusive, strengths-based, 
sustainable, and youth as partners. Each of these principles include implementation indicators, which 
serve as the question items. Staff rated each item on a 3-point implementation scale, also adapted from 
the PYD Tool Box, where 1=Planting (low/no implementation), 2=Growing (medium level of 
implementation), or 3=Blossoming (high/advanced level of implementation).  

Across all PYD principles, the average score was 2.44 (see Figure 12). Mean scores were all above 2 on a 
3-point scale, with scores ranging from 1.00 to 3.00.  

Figure 12. Integration of PYD Principles by Job Type 

 

Butler’s evaluation team used independent samples t-tests to determine if there was any difference in 
how direct-service staff and administrative staff rated each PYD principle. There were statistically 
significant differences between direct-service staff and administrative staff ratings of collaborative and 
inclusive indicators (p <.05), with administrative staff rating the principles higher than direct-service 
staff. 
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Outcomes 
 

• To what extent does child/youth well-being improve as a result of TGYS programming? 

TGYS’s ultimate purpose is to provide funding for prevention, intervention, and education programs for 
children, youth, and their families to prevent school dropout, youth crime and violence, youth marijuana 
and ATOD use, and child abuse and neglect. The Butler evaluation team measured the impact of TGYS 
grantees’ programming through the evaluation of several outcomes. The information provided in Table 
4 briefly describes each outcome measure and the number of programs that completed each measure 
as part of their participation in the evaluation. Most programs measured protective factors, positive 
youth development, school engagement, and substance use, and perception of substance use risk, while 
a smaller portion also measured violence prevention and safety and stability based on their 
programming type.  

Table 4. Outcome Measures, Descriptions, and Number of Programs 

Outcome Measures Description Programs 
Measured (n) 

Protective Factors Conditions or attributes in individuals, families, or 
communities that help people deal with stressful 
events (7-point scale) 

95 

Positive Youth 
Development 

Youth’s reflections on their own self-efficacy and 
attitudes toward their feelings and beliefs (7-point 
scale) 

84 

School Engagement Youth attitudes, experience, and participation in school 
(7-point scale) 

84 

Substance Use and 
Perception of 
Substance Use Risk 

Drug use and attitudes (administered to youth ages 11 
to young adult only; 5-point scale) 

81 

Safety and Stability Feelings of security and safety in their home and at 
school (7-point scale) 

32 

Violence Prevention Response to anger, bullying, conflict avoidance/de-
escalation (7-point scale) 

53 
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Youth (age 11 and older) 

To understand changes in youth attitudes and 
behaviors, we compared the means of each 
outcome measure before and after 
programming for all youth surveyed (n = 
3,791).10 While scale means can be compared 
by reviewing the mean change, it is also 
important to know whether the changes in 
mean scores before and after programming 
were statistically significant. Statistically 
significant changes in youths’ attitudes and 
behaviors before and after programming would 
suggest that programming has a meaningful effect on participant outcomes rather than the changes 
merely occurring by chance. To understand whether TGYS programming changes outcomes, evaluators 
conducted paired samples t-tests, which compare scores before and after to understand the impact of 
an intervention or, in this case, programming. Statistical significance was tested at p < .01. Overall, there 
was a statistically significant improvement in youths’ means across all areas. However, these findings 
should be interpreted with caution, since large sample sizes often reveal statistically significant results 
for even the smallest difference. Therefore, it is important to examine the size, or magnitude, of the 
change as well. To determine the strength of the change for each outcome measure, the evaluation 
team also calculated effect sizes. The meaning of effect size varies by context, but the standard 
interpretation offered by Cohen (1977) is: 0.8 = large, 0.5 = moderate, and 0.2 = small. The larger the 
effect size, the more programming impacted the outcome. 

Table 5 presents the effect size and the statistical significance of observed changes for each outcome 
measure. Effect sizes on TGYS outcome measures ranged from .03 to .39. Protective factors, positive 
youth development, and violence prevention had the largest effect sizes, while all other outcomes 
measures had smaller effect sizes. 

 

 

 

 

 

 

 
10 Detailed item-level descriptives for each scale are in Appendix B. 

 

KEY TERMS 

Effect Size: An indicator of the magnitude 
of the observed change. Used to describe 
the size of a change in addition to 
statistically significant difference. 

0.2 = Small | 0.5 = Moderate | 0.8 = Large 



 

26 

 
Tony Grampsas Youth Services Program | Annual Report 

Table 5. Data on Paired Samples t-Test Results 

Outcomes n of 
Pairs** 

Mean  
Before 

Mean  
After 

Effect  
Size 

Protective Factors* 3,054 4.73 5.02 .39 

Positive Youth Development* 3,256 5.19 5.50 .31 

School Engagement* 3,038 5.27 5.48 .26 

Perception of Substance use Risk* 1,958 2.80 2.92 .19 

Safety and Stability* 843 5.66 5.69 .03 

Violence Prevention* 2,023 2.85 2.64 .33 

*Statistically significant, p <.001. 
**Paired samples may be smaller than overall sample due to the requirement that each respondent have a complete pair of data on each 
outcome. 
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Substance Use  

In addition to collecting data on substance use and attitudes, evaluators also assessed youth use of illicit 
substances in the 30 days before programming began and in the 30 days before the time of survey. 
Thirty percent of youth indicated they used illicit substances 30 days prior to beginning participation in 
TGYS programming. Of those who reported use before and/or after programming (n=900), there was a 
statistically significant decrease11 in their reported substance use at the end of the program, except for 
heroin, cocaine, and methamphetamine. Figure 13 demonstrates the change in the percentage of youth 
who used illicit substances before and after programming.  

Figure 13. Change in Percentage of Youth Who Self-Reported Illicit Substance Use 

 

 

Children (age 10 and under)/Parent Report 

To understand whether programming affected changes on parent’s perceptions of the programming’s 
impact on their children, evaluators again conducted paired samples t-tests, which compare means 
before and after to understand programming’s impact on parent’s ratings of the outcome measures. 
Results from the t-tests showed statistically significant changes from before and after programming on 
all outcome measures. Evaluators also examined effect sizes. Table 6 contains the effect size and the 
statistical significance of observed changes in means for each outcome measure parents rated. Effect 
sizes ranged from medium (.47) to large (.85).  

 

 
11 McNemar's test determined there was a statistically significant difference in the proportions before and after 
programming, p <.05. 
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Table 6 Data on Paired Samples t-Test Results  

Outcomes n of 
Pairs** 

Mean  
Before 

Mean 
After 

Effect  
Size 

Protective Factors* 929 5.22 5.75 .85 

Positive Youth Development* 378 5.11 5.61 .63 

School Engagement* 379 5.34 5.64 .48 

Safety and Stability* 543 6.13 6.57 .47 

Violence Prevention* 309 2.65 2.35 .51 

*Statistically significant, p <.001. 
**Paired samples may be smaller than overall sample due to the requirement that each respondent have a complete pair of data on each 
outcome. 
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Limitations 
This evaluation has the following limitations that should be considered when interpreting results: 

Level of evaluation: The current evaluation is designed to collect common data about child/youth 
outcomes across a large portfolio of grantees with a wide variety of programming strategies and 
objectives. The survey items for the study are not targeted to specific programming nuances and may 
not measure unique outcomes for any particular program. Likewise, in some cases the tools may 
measure outcomes that particular programs may not have programming to address. However, the 
surveys should assess overall outcomes TGYS expects its funded programs to address, and readers 
should assess results with this context in mind. 

Retrospective surveys: While retrospective surveys have many benefits that have been explained in this 
report, they also have limitations. For programs that run for a longer period (e.g., the whole school 
year), respondents may have issues recalling their specific experiences before they participated in 
programming. Participants may also respond with recall bias because of taking the survey after 
programming (Talari & Goyal, 2020). Respondents may also rate post-programming questions higher 
due to social desirability. The Butler evaluation team believes these limitations are outweighed by the 
benefits of reducing survey burden on respondents and programs and by eliminating the need to match 
individuals’ pre-/post-surveys over time. 

Response bias: Response bias refers to the tendency of survey participants to answer questions 
untruthfully, usually to portray themselves in a more socially desirable way. For youth, this can show up 
particularly in questions that ask about behaviors they may know adults do not want them to engage in, 
like substance use. This is a limitation in any youth survey. The Butler evaluation team tried to manage 
this limitation with carefully worded survey questions from valid and reliable survey instruments. 
Evaluators also encouraged programs to administer surveys in a way that would give youth as much 
privacy as possible when answering questions. However, evaluators recognize there are limitations to 
our control of this and identify it here for that reason.  
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Recommendations 
• What recommendations do the findings from this report suggest for TGYS program structure and 

administration? 

The SFY 2022–2023 TGYS evaluation had two key components:  

1. An assessment of program implementation, as reported by program staff, volunteers, and 
administrators 

2. An evaluation of child/youth outcomes relative to six areas of desired change 

Results indicated that reports of strong program implementation practices are high, with opportunities 
for additional support for coaching and supervision and performance assessment. Findings also indicate 
that, overall, youth and parent reports for youth showed statistically significant improvements in all 
outcomes of interest. Within the substance use area, youth reported statistically significant decreases in 
use for all substances except heroin, cocaine, and methamphetamine after program participation. 

Implementation Recommendations 

Program Staffing 

Analysis of program staff and child/youth demographics revealed a disparity in gender and racial/ethnic 
alignment between staff and children/youth. Research indicates that child/youth engagement in 
programming and resulting outcomes improve when children/youth can form meaningful relationships 
with staff who reflect their own lived experiences (Grossman & Bulle, 2006). TGYS may consider 
providing training, technical assistance, or other resources to programs on how to recruit and retain 
diverse staff who reflect their program population.  

Competency Drivers 

Overall implementation-capacity scores were high across the TGYS portfolio; the lowest scores were 
related to training, supervision and coaching, and performance assessment. To help programs continue 
to enhance their organizational capacity, TGYS might want to offer technical assistance or funding for 
additional coaching for programs that need support in these areas. In addition, TGYS may want to 
consider creating opportunities for grantee mentoring or sharing processes and protocols across 
grantees, allowing programs to share their strategies and approaches with those that have less 
established processes. 

Outcome Recommendations 

Strengthening Program Effects 

Results showed that across the TGYS portfolio, youth and parent respondents reported a statistically 
significant improvement in all measured outcomes (protective factors, positive youth development, 
school engagement, safety and stability, perception of substance use risk, and violence prevention). 
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Results indicated that the strength of these changes across all outcomes was small to moderate for 
youth. These findings suggest that TGYS programming is having a positive effect on outcomes of interest 
the evaluation measured, and there may be an opportunity to strengthen those effects. Stronger 
program effects come from interventions that are:  

● Well defined 

● Consistently implemented 

● Aligned with the goals or outcomes of interest 

● Of sufficient dosage and duration to have a strong impact  

 
To strengthen effect sizes, TGYS should continue efforts to fund programs that meet these criteria and 
to support those that need additional assistance defining and refining their programming with these 
criteria in mind.  
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Appendix A: ANOVA Methods 
To assess differences between groups on identified outcomes, evaluators conducted multiple analyses 

using repeated measures analysis of variance (ANOVA). Evaluators performed initial descriptive analysis 

to identify outliers for each analysis. If cases were identified, evaluators excluded them from the sample 

when scores were greater than two standard deviations from the treatment-level means. Following the 

removal of outliers, evaluators then assessed the normality of program scores for each level of the 

independent variable to determine normality. Evaluators also assessed the assumption of homogeneity 

of variance using Levene’s statistic, and, if it was statistically significant, Welch’s F test was used to 

compare means and followed up with post-hoc testing robust to violations of the assumption of 

homogeneity of variance. When group sample sizes were approximately equal, evaluators considered 

the sample data robust to violations of homogeneity of variance and analysis proceeded. They also 

examined sphericity using Mauchley’s test when violated further analyses did not proceed. Due to the 

nature of the multiple comparisons on the dependent variable required for the analysis, evaluators used 

Bonferroni correction to control for multiple comparisons. Bonferroni correction for multiple 

comparisons using ANOVA was p=.008.
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Appendix B: Item Level Frequencies and Descriptives 
Youth Outcome Survey Frequencies 
For each question, please select 
the option that describes how 
often the following statements 
are true for you or your family 
BEFORE THE PROGRAM and 
NOW.  

   SD  Mean  Never  Very 
Rarely  Rarely  About Half 

the Time  Frequently  Very 
Frequently  Always  

Protective Factors (frequency 
scale)           Percent %  
In my family, we talk about 
problems.  

Before  1.76  4.23  8.5  9.4  16.2  21.9  18.5  11.9  13.7  
Now  1.72  4.51  6.5 7.3  11.7  20.7  22.0  16.5  15.4  

When we argue, my family listens 
to "both sides of the story.".  

Before  1.79  4.38  8.1  9.1  14.3  21.6  18.5  12.1  16.5  
Now  1.71  4.65  6.8 6.0  11.1  21.0  22.6  15.6  16.9  

In my family, we take time to listen 
to each other.  

Before  1.73  4.64 5.9  7.9 11.2  21.6  19.9  14.3  19.1  
Now  1.66  4.89  5.0  6.1  8.7  18.5  22.7  18.5  20.5  

My family pulls together when 
things are stressful.  

Before  1.71  4.79  5.9 6.1  9.6  18.8  23.0  16.3  20.4  
Now  1.63  5.02  4.7  5.5  7.3  16.5  23.8  20.9  21.9  

My family is able to solve our 
problems.  

Before  1.65  5.03  4.5  4.8  7.4  19.3  21.8  17.9  24.3  
Now  1.55  5.23  3.6 4.0  4.9  16.2  24.0  22.3  25.0  

                      
For each question, please select 
the option that describes how 
much you agree or disagree with 
the statement BEFORE THE 
PROGRAM and NOW.  

   SD  Mean  Strongly 
Disagree  

Mostly 
Disagree  

Slightly 
Disagree  Neutral  Slightly 

Agree  Mostly Agree  Strongly 
Agree  

Protective Factors (agreement 
scale)            Percent %  
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I have others who will listen when I 
need to talk about my problems.  Before  1.75  5.02  4.9 6.0  7.8  18.3  14.6  22.9  25.6  

Now  1.64  5.42  4.2  3.5  4.3  14.0  13.7  27.8  32.5  
When I am lonely, there are several 
people I can talk to.  

Before  1.83  4.88  6.0  8.2  7.9  17.6  14.6  20.7  25.1  
Now  1.70  5.32  4.8  4.3  5.3  13.4  15.4  25.4  31.4  

If there is a crisis, I have others I can 
talk to.  

Before  1.74  5.10  4.7  5.4  7.2  17.3  15.2 22.4  27.7  
Now  1.60  5.50  3.9  2.9  4.3  12.9  13.9  27.8  34.2  

If I needed help with school, I 
wouldn't know where to go for 
help.  

Before  1.97  3.45  22.3  17.3  11.9  18.8  10.4  9.0  10.3  
Now  2.05  3.29  27.7  17.9  10.2  15.6  8.9  9.3  10.3 

                      
For each question, please select 
the option that describes how 
much you agree or disagree with 
the statement BEFORE THE 
PROGRAM and NOW.  

   

SD  Mean  Strongly 
Disagree  

Mostly 
Disagree  

Slightly 
Disagree  Neutral  Slightly 

Agree  Mostly Agree  Strongly 
Agree  

Positive Youth Development 
(agreement scale)  

   
         

 Percent %  
I feel good about my future.  Before  1.68  5.20 4.1 4.0  7.2  17.8  14.3  23.8  28.8  

Now  1.55  5.58  3.4  2.5  3.8  12.8  13.5  28.7  35.4  
I finish the things I start.  Before  1.60  4.98  3.5  4.9  8.7  20.0  18.8  24.4  19.9  

Now  1.48  5.33  2.5  3.2  5.4  15.4  18.8  30.8  24.0  
I stand up for what I believe in.  Before  1.49  5.45  2.3  2.4  4.9  15.9  17.3  26.3  30.9  

Now  1.45  5.70  2.5  2.0  3.2  11.3  14.5  28.8  37.8  
I take responsibility for what I do.  Before  1.45  5.45  2.2  2.5  4.5  14.6  18.5  30.0  27.6  

Now  1.37  5.72  2.0  1.8  2.7  10.5  15.0  33.2  34.7  
 I can speak up for myself.  Before  1.65  5.32  3.8  4.1  5.6  14.7  17.1  23.3  31.4  

Now  1.54  5.64  3.3  2.8  3.5  10.3  13.9  29.5  36.7  
I control my anger when I have a 
disagreement with a friend.  

Before  1.70  5.12  4.8  4.4  7.7  16.9  15.0  25.1  26.0  
Now  1.56  5.48  3.6  2.9  4.6  14.0  13.9  29.3  31.7  
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I respect other points of view.  Before  1.41  5.58  1.7  2.0  4.3  14.5  15.0  30.9  31.6  
Now  1.38  5.76  2.0  1.6  3.0  11.0  12.7  32.7  37.1  

I express my feelings in healthy 
ways.  

Before  1.71  4.90  5.6  5.2  8.1  19.9  16.6  24.3  20.2  
Now  1.60  5.22 3.6  3.9  6.2  16.6  16.2  28.8  24.7  

I am comfortable sharing my 
thoughts and feelings with my 
guardian/parent.  

Before  1.95  4.75  9.6  7.4  8.0  17.5  13.6  18.7  25.3  

Now  1.89  5.01  8.1  5.7  6.4  14.9  14.2  22.3  28.3  
    

                  

For the question below, please 
select the option that best 
describes YOUR feelings or 
experiences BEFORE THE 
PROGRAM and NOW.  

   

SD  Mean  Strongly 
Disagree  

Mostly 
Disagree  

Slightly 
Disagree  Neutral  Slightly 

Agree  Mostly Agree  Strongly 
Agree  

School Engagement (agreement 
scale)  

         Percent %  
I care about doing well in school.  Before  1.62  5.62  3.3  2.9  4.2  14.1  10.9  22.4  42.2  

Now  1.46  5.96  2.9  1.6  2.6  8.9  8.3  25.0  50.8  
                      

For the question below, please 
select the option that best 
describes YOUR feelings or 
experiences BEFORE THE 
PROGRAM and NOW.     

SD  Mean  Mostly A's  Mostly B's  Mostly C's  Mostly D's  Mostly F's      

School Engagement (multiple 
choice)           Percent %      
In general, my grades are…  Before   1.14 2.15  35.0  33.0  18.9  7.8  5.3      

Now  1.00  1.94  38.9  37.7  16.1  4.4  3.0      
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For the question below, please 
select the option that best 
describes YOUR feelings or 
experiences BEFORE THE 
PROGRAM and NOW.     

SD  Mean  Never  Very 
Rarely  Rarely  About Half 

the Time  Frequently  Very 
Frequently  Always  

School Engagement (frequency 
scale)           Percent %  
In general, I go to school…  Before  1.36  6.08  2.5  1.2  1.6  6.1  11.6  22.0  55.0  

Now  1.33  6.18  3.3  0.7  0.7  3.9  9.5  24.9  57.1  
I get in trouble at school…  Before  1.56  2.49  32.8  27.8  18.0  9.5  5.0  4.0  2.9  

Now  1.47  2.30  37.0  28.9  17.7  7.3  4.0  2.6  2.6  

  

Think back over your entire lifetime and try to remember whether 
you have EVER used any of the following substances. If you have 
used any of them, what was your age the FIRST TIME you used the 
substance?  

SD  Mean  Never 
Used  

10 or 
Younger  11  12  13  14  15  16  17 or 

Older  

Substance Use and Attitudes (age scale)        Percent %  
HAVE YOU EVER SMOKED PART OR ALL OF A CIGARAETTE?  1.86  0.64  86.2  2.0  1.5  1.5  1.6  1.8  1.2  0.9  3.2  
HAVE YOU EVER USED ANY OTHER TOBACCO PRODUCT?  2.01  0.79  83.5  1.5  1.5  2.0  2.6  2.4  2.0  1.2  3.3  
HAVE YOU EVER HAD A DRINK OF AN ALCOHOLIC BEVERAGE? (Do not 
include any time when you only had a sip or two from a drink.)  2.44  1.30  71.2  5.5  2.3  2.6  4.2  3.1  3.2  2.7  5.3  

HAVE YOU EVER USED MARIJUANA OR HASHISH?  2.35  1.08  79.4  1.4  1.3  1.7  3.1  3.4  2.3  2.3  5.0  
HAVE YOU EVER USED METHAMPHETAMINE?  0.85  0.12  97.2  0.5  0.3  0.2  0.4  0.4  0.3  0.1  0.7  
HAVE YOU EVER USED COCAINE?  1.07  0.19  95.9  0.4  0.4  0.5  0.5  0.6  0.3  0.4  1.0  
HAVE YOU EVER USED HEROIN?  0.77  0.10  97.7  0.3  0.4  0.2  0.3  0.3  0.2  0.2  0.5  
HAVE YOU EVER USED HALLUCINOGENS, like LSD, ecstasy, PCP, or 
peyote?  1.64  0.42  92.8  0.5  0.4  0.3  0.7  0.8  0.9  0.7  2.9  

HAVE YOU EVER USED INHALANTS OR SNIFFED SUBSTANCES?  1.03  0.19  95.1  1.3  0.4  0.6  0.6  0.4  0.6  0.3  0.7  
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HAVE YOU EVER USED PRESCRIPTION DRUGS WITHOUT A DOCTOR'S 
ORDERS?  1.31  0.29  93.7  0.9  0.7  0.4  0.8  0.7  0.8  0.6  1.3  

  

Think about your use of substances before you first 
started participating in this program and now. 
Please select the option that best reflects your use 
of each substance 30 days before starting this 
program AND within the last 30 days.     

SD  Mean  Never  1-5 Times  6-19 
Times  

20-23 
Times  

40 Times 
or More  

Substance Use and Attitudes (frequency scale)           Percent %  
How many times did you smoke part or all of a 
cigarette?  

Before  0.62  0.15  92.1  4.5  1.1  0.7  1.7  
Now  0.57  0.12  94.0  3.0 1.0  0.5  1.4  

How many times did you use other tobacco products?  Before  0.79  0.23  89.6  4.5  1.8  1.3  2.8  
Now  0.74  0.19  91.5  3.6  1.2  1.0  2.6  

How many times did you drink one or more drinks of an 
alcoholic beverage?  

Before  0.77  0.31  80.6  11.8  4.3  1.5  1.7  
Now  0.70  0.24  85.1  9.2  3.2  1.1  1.5  

How many times did you use marijuana or hashish?  Before  0.91  0.32  85.7  5.8  2.9  2.0  3.7  
Now  0.81  0.25  88.4  5.3  1.6  1.9  2.8  

How many times did you use methamphetamine?  Before  0.41  0.05  97.6  0.8  0.6  0.3  0.8  
Now  0.41  0.05  98.1  0.3  0.5  0.3  0.8  

How many times did you use crack of crack cocaine?  Before  0.46  0.07  96.9  1.0  0.7  0.4  0.9  
Now  0.41  0.05  98.0 0.4  0.6  0.2  0.8  

How many times did you use heroin?  Before  0.41  0.05  97.8  0.6  0.6  0.3  0.8  
Now  0.38  0.04  98.3  0.4  0.2  0.3  0.7  

How many times did you use hallucinogens?  Before  0.48  0.09  94.6  3.1  1.0  0.5  0.8  
Now  0.40  0.06  96.7  1.7  0.7  0.3  0.6  

How many times did you use inhalants?  Before  0.44  0.07  96.5  1.6  0.8  0.4  0.8  
Now  0.39  0.05  97.7  1.0  0.4  0.3  0.7  
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How many times did you use prescription drugs without 
a prescription?  Before  0.46  0.08  95.1  2.5  1.2  0.4  0.7  

Now  0.42  0.06  96.8  1.7  0.5  0.2  0.8  

  

For each question, please select the option that 
shows HOW MUCH you think people RISK 
HARMING themselves physically or in other ways 
when they do the following things BEOFRE THE 
PROGRAM and NOW.  

   

SD  Mean  No Risk  Slight Risk  Moderate 
Risk  Great Risk  

Don't 
Know or 

Can't Say  

Substance Use and Attitudes (risk scale)           Percent %  
When they smoke one or more packs of CIGARETTES per 
day?  

Before  1.40  2.32  20.5  6.9  11.7 41.4  19.6  
Now  1.38  2.41  19.1  5.6  10.4  44.6  20.3  

When they smoke MARIJUANA once or twice a week?  Before  1.43  1.87  25.2  17.8  17.2  23.9  15.9  
Now  1.41  1.96  22.7  17.0  17.2  27.1  16.1  

When they use COCAINE once or twice a week?  Before  1.37  2.27  22.7  3.3  10.8  50.5  12.7  
Now  1.33  2.35  21.2  2.2  9.0  55.6  12.1  

When they use METHAMPHETAMINE once or twice a 
week?  

Before  1.38  2.34  22.3  2.6  8.1  52.2  14.8  
Now  1.34  2.40  21.0  1.7  6.7  56.5  14.1  

When they have five or more drinks of an ALCOHOLIC 
BEVERAGE once or twice a week?  Before  1.36  2.04  20.6  14.0  20.5  29.6  15.3  

Now  1.34  2.15  18.7  11.8  21.3  32.2  16.1  

  

For each question, please select 
the option that best describes 
how much you agree or disagree 
with the statement BEFORE THE 
PROGRAM and NOW.  

   

SD  Mean  Strongly 
Disagree  

Mostly 
Disagree  

Slightly 
Disagree  Neutral  Slightly 

Agree  
Mostly 
Agree  

Strongly 
Agree  

Safety and Stability (agreement 
scale)           Percent %  
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I have at least one adult I can depend 
on.  

Before  1.65  5.75  4.1  2.9  2.4  12.7  9.6  18.9  49.5  
Now  1.62  5.85  4.8  2.2  1.2  10.2  9.2  21.4  51.1  

I have a place to go when I feel 
unsafe.  

Before  1.73  5.59  4.8  2.9  4.9  13.2  9.3  19.7  45.4  
Now  1.68  5.70  5.2  2.1  2.9  12.1  8.8  21.9  46.9  

I feel safe and secure at home.  Before  1.56  5.92  3.3  1.8  3.1  10.9  6.9  19.6  54.5  
Now  1.61  5.91  4.7  1.4  2.3  9.8  6.1  22.2  53.5  

I feel safe at school.  Before  1.70  5.31  5.1  2.6  5.1  18.2  13.7  21.9  33.4  
Now  1.76  5.26  5.7  3.9  5.1  17.0  12.9  22.3  33.1  

                      
For the question below, please 
select the option that best 
describes how much you agree or 
disagree with the 
statement BEFORE THE 
PROGRAM and NOW.  

   

SD  Mean  Strongly 
Disagree  

Mostly 
Disagree  

Slightly 
Disagree  Neutral  Slightly 

Agree  
Mostly 
Agree  

Strongly 
Agree  

Violence Prevention (agreement 
scale)  

         Percent %  
I know what a healthy relationship 
looks like.  

Before  1.76  5.33  5.2  3.7  4.2  14.4  15.5  26.3  30.9  
Now  1.59  5.78  4.9  2.0  2.1  7.9  10.1  29.7  43.3  

                                
For each question, please select 
the option that best 
describes YOUR feelings or 
experiences BEFORE THE 
PROGRAM and NOW.  

   

SD Mean  Never  Very 
Rarely  Rarely  

About 
Half the 

Time  
Frequently  Very 

Frequently  Always  

Violence Prevention (frequency 
scale)  

         Percent %  
I get angry…  Before  1.55  3.89  6.0  11.9  24.6  23.7  17.8  9.1  6.8  

Now  1.58  3.58  9.1 17.1  25.3  22.3  13.5  6.8  5.9  
Before  1.50  2.08  52.1  18.8  13.7  6.4  4.0  2.8  2.2  
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I pushed, shoved, slapped, or kicked 
other students…  Now  1.38  1.87  59.3 17.5  12.1  4.4  2.6  2.0  2.0  
I teased other students…  Before  1.48  2.14  47.8  21.2  14.9  7.2  4.4  2.5  2.0  

Now  1.34  1.92  55.4  19.1  14.1  5.5  2.8  1.4  1.8  
I threatened to hit or hurt another 
student…  

Before  1.34  1.75  65.9  14.6  8.8  4.2  2.9  1.9  1.6  
Now  1.24  1.61  71.5  12.7  7.8  3.5  1.6  1.0  1.9  

I protected someone from a bully…  Before  2.03  3.63  21.1  13.3  15.8  15.8  12.7  7.5  13.8  
Now  2.06  3.78  20.7  11.1  14.1  16.2  13.6  9.3  15.0  

 

Parent Outcome Survey Frequencies 
 
 
Please select the response that 
describes how often the following 
statements are true for your family.     

SD  Mean  Never  Very Rarely  Rarely  
About 

Half the 
Time  

Frequently  Very 
Frequently  Always  

Protective Factors (frequency scale)           Percent %  
In my family, we talk about problems.  Before  1.49  5.06  1.7 4.9  8.9  15.2  28.8  20.3  20.2  

Now  1.17  5.82  0.7  0.8  2.3  7.4  25.3  27.7  35.8  
When we argue, my family listens to 
"both sides of the story."  Before  1.51  4.98  2.7 5.0  7.5  17.9  27.1  21.9  17.8  

Now  1.23  5.80  1.1  1.7  1.7  7.4  22.8 30.8  34.6  
In my family, we take time to listen to 
each other.  

Before  1.45  5.25  1.6  4.0  5.5  15.6  25.7  24.2  23.3  
Now  1.09  5.99  0.4  0.9  1.2  6.2  19.5  31.6  40.2  

My family pulls together when things 
are stressful.  

Before  1.45  5.42  1.8  3.6  4.4  12.5  24.4  24.9  28.4  
Now  1.14  6.04  1.0  0.8  1.1  5.7  17.3  29.3  44.8  

Before the program - My family is able 
to solve our problems.  Before  1.43  5.31  2.5  2.9  4.3  14.3  25.9  27.3  22.7  
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Now  1.17  5.93  1.2  0.6  1.5  6.8  19.0  31.8  39.2  
                      

Please select the response that best 
describes how much you agree or 
disagree with the statement.  

   SD  Mean  Strongly 
Disagree  

Mostly 
Disagree  

Slightly 
Disagree  Neutral  Slightly 

Agree  Mostly Agree  Strongly 
Agree  

Protective Factors (agreement scale)           Percent %  
I have others who will listen when I 
need to talk about my problems.  Before  1.50  5.32  2.6  3.8  3.7  17.7  17.6  30.4  24.3  

Now  1.21  6.09  1.3  1.0  0.9  8.3  9.0  31.1 48.3  
When I am lonely, there are several 
people I can talk to.  

Before  1.56  5.31  4.1  2.7 5.1  14.6  17.7  31.0  24.8  
Now  1.25  6.02  1.3 1.2  1.8  8.0  10.9  30.9  45.8  

I would have no idea where to turn if 
my family needed food or housing.  Before  1.93  3.59  21.0  14.3  10.3  20.2  13.2  14.7  6.3  

Now  2.28  3.38  32.7  16.0  7.1  11.3  6.6  10.0  16.3  
I wouldn't know where to go for help if I 
had trouble making ends meet.  Before  1.91  3.64  19.7  15.2  8.7  21.4  14.5  13.5  7.0  

Now  2.26  3.43  30.7  16.8  7.2  11.3  6.8  11.9  15.3  
If there is a crisis, I have others I can talk 
to.  

Before  1.51  5.40  2.6  3.3  4.3  15.4  17.3  29.4  27.7  
Now  1.35  6.04  2.0  1.8  1.5  7.4  9.3  27.6  50.3  

If I needed help finding a job, I wouldn't 
know where to go for help.  Before  1.97  3.69  20.6  14.7  6.8  22.5  11.2  16.4  7.7  

Now  2.28  3.56  28.4  17.1  6.2  12.1  6.8  12.7 16.8  
There are many times when I don't 
know what to do as a parent.  

Before  1.79  3.86  12.4  17.0  9.3  21.3  20.9  12.0  7.2  
Now  2.10  3.57  20.4  23.0  9.4  11.4  10.8  11.7  13.2  

I know how to help my child learn.  Before  1.52  5.14  2.9  4.7  5.7  16.1  21.5  30.5  18.6  
Now  1.26  6.08  1.6  1.7  1.4  5.4  9.4  32.2 48.3  

My child misbehaves just to upset me.  Before  1.87  2.95  33.1  18.1  9.2  16.4  10.6  8.2  4.4  
Now  2.00  2.72  41.3  19.5  7.6  11.6  5.9  5.5  8.7  
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Please select the response that 
describes how often the following 
statements are true for your family.     

SD  Mean  Never  Very Rarely  Rarely  
About 

Half the 
Time  

Frequently  Very 
Frequently  Always  

Protective Factors (frequency scale)           Percent %  
I praise my child when he/she behaves 
well.  

Before  1.44  5.53  2.5  2.2  4.8  9.0  23.4  27.7  30.4  
Now  1.05  6.22  0.8 0.6  0.9  3.1  13.5  29.3  51.7  

When I discipline my child, I lose 
control.  

Before  1.58  2.48  35.8  24.5  16.8  9.6  6.7  4.6  1.9 
Now  1.71  2.25  43.6 29.8  11.8  3.6  1.5  2.7  6.9  

I am happy being with my child.  Before  1.02  6.32  0.3  0.5  0.8  5.4  11.3 21.3  60.4  
Now  0.81  6.59  0.3  0.4  0.2  2.1  5.1  18.6  73.2  

My child and I are very close to each 
other.  

Before  1.14  6.20  0.4  0.9  2.3  5.5  12.3  22.4  56.2  
Now  0.86  6.55  0.3  0.3  0.3  3.5  5.3  18.8  71.5  

I am able to soothe my child when 
he/she is upset.  

Before  1.29  5.69  1.1  1.6  3.0 10.9  20.8  29.9  32.8  
Now  0.98  6.24  0.3  0.6  0.5  4.8  10.7  32.4  50.7  

I spend time with my child doing what 
he/she likes to do.  Before  1.26  5.63  0.6  1.4  4.3  10.9  22.9  30.2  29.6  

Now  1.01  6.17  0.4  0.3  1.2  4.9  13.4  32.4  47.3  
                      

Please select the response that best 
describes how much you agree or 
disagree with the statement.  

   SD  Mean  Strongly 
Disagree  

Mostly 
Disagree  

Slightly 
Disagree  Neutral  Slightly 

Agree  Mostly Agree  Strongly 
Agree  

Positive Youth Development 
(agreement scale)           Percent %  
My child feels good about his/her 
future.  

Before  1.51  5.35  1.4  3.6  5.6  20.8  13.8  25.8  29.0  
Now  1.28  5.83  1.0  1.0  2.8  13.3  11.0  33.0  38.0  

My child finishes the tasks he/she 
starts.  

Before  1.61  4.84  2.2  7.2  12.8  18.1  17.8  25.1  16.9 
Now  1.41  5.36  1.0  4.1  5.4  14.6  19.7  32.2  23.0  

My child stands up for what he/she 
believes in.  

Before  1.32  5.57  1.2  1.5  2.7  16.9  18.1  29.8  29.8  
Now  1.21  5.90  1.3  0.9  1.0  10.1  15.9  31.9  39.0  
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My child takes responsibility for what 
he/she does.  

Before  1.59  4.93  2.9  5.6  11.7  15.5  21.1  25.5  17.7  
Now  1.43  5.44  2.0  3.3  4.6  11.7  20.1  33.2  25.1  

My child speaks up for him/herself.  Before  1.56  5.20  2.9  4.4  6.5  15.7 20.1  27.1  23.2  
Now  1.26  5.77  1.8  0.8  2.3  9.1  19.2  33.6 33.3  

My child controls his/her anger when 
she has a disagreement with a friend.  

Before  1.60  4.73  3.6  6.3  11.4  23.2  17.2  24.0  14.3  
Now  1.42  5.26  1.5  3.0  7.4  16.5  17.8  34.3 19.5  

My child respects other people's point 
of view, even if he/she disagrees.  

Before  1.60  4.99  1.9  6.9  7.7  20.6  17.5  26.8  18.7  
Now  1.37  5.40  1.0  3.0 5.3  14.9  20.0  32.4  23.3  

My child expresses feelings in healthy 
ways.  

Before  1.64  4.94  2.4  7.0  11.7  17.5  15.3  26.5  19.7  
Now  1.42  5.48  1.3  3.0  6.6  11.6  17.0  33.4  27.1  

My child is comfortable sharing his/her 
thoughts and feelings with me.  

Before  1.66  5.35  3.7  4.6  5.4  14.2  14.7  25.4  32.0  
Now  1.40  5.79  2.1  2.1  2.8  9.3  14.7  28.9  40.2  

                      
Select the response that best 
describes YOUR feelings or 
experience.  

   SD  Mean  Strongly 
Disagree  

Mostly 
Disagree  

Slightly 
Disagree  Neutral  Slightly 

Agree  Mostly Agree  Strongly 
Agree  

School Engagement (agreement scale)           Percent %  
My child cares about doing well in 
school.  

Before  1.59  5.50  2.7  4.1 4.8  12.6  16.4  22.9  36.9  
Now  1.36  5.95  2.0  1.5  2.3  7.8  12.3  27.2  46.9  

  

Select the response that best describes YOUR feelings or 
experience.     SD  Mean  Mostly 

A's  
Mostly 

B's  
Mostly 

C's  
Mostly 

D's  
Mostly 

F's  
School Engagement (multiple choice)           Percent %  
In general, my child's grades are…  Before  1.07  2.04  39.2  31.2  19.1  7.5  3.1  

Now  0.97  1.86  42.8  36.7  14.9  2.4  3.2  
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Please select the response that describes 
how often the following statements are 
true for your family.     

SD  Mean  Never  Very 
Rarely  Rarely  

About 
Half the 

Time  
Frequently  Very 

Frequently  Always  

School Engagement (frequency scale)              Percent %  
In general, my child goes to school…  Before  1.26  6.19  1.5  1.5  1.7  5.8  8.3 23.3  58.0  

Now  1.00  6.48  0.8  0.8  0.8  2.6  5.7  20.8  68.5  
In general, my child gets in trouble at school…  Before  1.44  2.45  30.0  32.2  17.1  9.3  6.3  4.3  0.8  

Now  1.26  2.13  36.9  35.1  16.4  5.1  3.1  2.6  0.8  

  

Please select the response that best 
describes how much you agree or 
disagree with the statement.  

   SD  Mean  Strongly 
Disagree  

Mostly 
Disagree  

Slightly 
Disagree  Neutral  Slightly 

Agree  
Mostly 
Agree  

Strongly 
Agree  

Safety and Stability (agreement scale)           Percent %  
My child has at least one adult he/she can 
depend on.  

Before  1.32  6.18  2.0 0.9  1.6  6.9  9.7  18.4  60.5  
Now  0.86  6.70  0.9  0.5  0.2  1.4  3.2 10.1  83.6  

My child feels safe and secure at home.  Before  1.19  6.42  1.4  1.7 0.6 3.8  5.4  15.9  71.1  
Now  0.70  6.80  0.7 0.0  0.0 1.5  1.5  8.3  88.1  
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Please select the response that best 
describes how much you agree or 
disagree with the statement.     

SD  Mean  Strongly 
Disagree  Mostly Disagree  Slightly 

Disagree  Neutral  Slightly 
Agree  

Mostly 
Agree  

Strongly 
Agree  

Violence Prevention (agreement 
scale)           Percent %  
My child knows what a healthy 
relationship looks like.  

Before  1.51  5.55  2.3  4.3  2.0  14.5  13.5  30.7  32.7  
Now  1.11  6.04  0.3  1.4  0.7 9.1  10.1  36.5  41.9  

  
  
  
  

Please select the 
response that best 
describes how 
much you agree or 
disagree with the 
statement.  

   SD  Mean  Strongly 
Disagree  

Mostly 
Disagree  

Slightly 
Disagree  Neutral  Slightly 

Agree  
Mostly 
Agree  

Strongly 
Agree  

Safety and Stability 
(agreement scale)   

     
Percent 

%  
 

    

My child feels safe at 
child care/school.  

Before  1.43  5.72  1.7  0.6  1.7  22.7  9.7  19.6  44.0  
Now  1.38  6.13  1.9  0.4 0.4  17.5  3.6  12.4  63.9  
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Select the response that best 
describes YOUR feelings or 
experience.     

SD  Mean  Never  Very 
Rarely  Rarely  About Half 

the Time  Frequently  Very 
Frequently  Always  

Violence Prevention (frequency 
scale)              Percent %  
My child has gotten angry…  Before  1.42  3.70  5.0  14.2  30.5  21.9  14.8  11.5 2.1  

Now  1.27  3.11  7.7  26.7  30.7  23.3  6.4  4.0  1.2  
My child has pushed, shoved, slapped,      Before  1.31  1.88  57.5  17.5  15.4 3.3  3.0  2.4  0.9  

Now  1.13  1.67  62.7  20.1  11.1  2.5  1.9 0.9 0.9  
My child has teased other students…  Before  1.40  2.02  50.2  24.3  12.6  5.7  3.0  2.4  1.8  

Now  1.11  1.72  58.0  24.5  11.0  3.7  0.6  1.2  0.9  
My child has threatened to hit or hurt 
other students…  

Before  1.29  1.71  67.1  14.2  9.2  4.3  2.2  1.5  1.5  
Now  1.02  1.50  71.2  18.3  5.6  2.5  0.3  1.5  0.6  

My child has protected someone from 
a bully…  

Before  1.96  3.99  16.5  8.3  16.5  15.6  18.3  11.3  13.5  
Now  2.00  4.22  15.2  8.1  13.7  12.4  20.8  13.0  16.8  

 

 

 

 

 



Waitlist Snapshot 

The waitlist changes every day. This document is intended to provide a picture of what the waitlist may look 
like on any given day. It is a snapshot of the waitlist on December 9, 2023. On that date, 408 individuals were 
waiting. Each is represented by a row on the table below, in descending order of days waited. Waits outside 
of Consent Decree timelines are highlighted in gray. A summary follows the table.

Tier Service County Days 
2 Restoration Denver 418 

2 Restoration Larimer 373 

1 Restoration Arapahoe 353 

2 Restoration Douglas 318 

1 Restoration Pueblo 309 

2 Restoration El Paso 309 

2 Restoration Larimer 303 

2 Restoration Pueblo 295 

2 Restoration Denver 295 

2 Restoration Denver 284 

2 Restoration El Paso 282 

2 Restoration El Paso 278 

1 Restoration Denver 275 

2 Restoration El Paso 263 

2 Restoration Denver 262 

2 Restoration Boulder 260 

2 Restoration Boulder 250 

2 Restoration Larimer 250 

2 Restoration El Paso 247 

2 Restoration Denver 239 

2 Restoration Arapahoe 236 

1 Restoration El Paso 236 

2 Restoration Mesa 235 

2 Restoration El Paso 234 

2 Restoration Weld 233 

2 Restoration Denver 232 

1 Restoration Boulder 229 

2 Restoration Denver 226 

2 Restoration Arapahoe 226 

2 Restoration Jefferson 222 

2 Restoration Larimer 220 

2 Restoration Douglas 220 

2 Restoration Denver 219 

2 Restoration El Paso 215 

2 Restoration Jefferson 214 

2 Restoration El Paso 213 

2 Restoration Denver 213 

2 Restoration Pueblo 213 

Tier Service County Days 

2 Restoration El Paso 211 

2 Restoration Denver 208 

2 Restoration El Paso 208 

2 Restoration El Paso 207 

2 Restoration Adams 207 

2 Restoration Douglas 207 

2 Restoration El Paso 206 

2 Restoration Denver 205 

2 Restoration Other 202 

2 Restoration Jefferson 201 

2 Restoration Arapahoe 199 

2 Restoration Arapahoe 199 

2 Restoration Denver 197 

2 Restoration Other 197 

2 Restoration El Paso 192 

2 Restoration Denver 191 

2 Restoration El Paso 186 

2 Restoration El Paso 185 

2 Restoration Denver 180 

2 Restoration Arapahoe 180 

2 Restoration Larimer 177 

2 Restoration Denver 176 

2 Restoration Jefferson 171 

2 Restoration Larimer 170 

2 Restoration Larimer 170 

2 Restoration Denver 169 

2 Restoration El Paso 165 

2 Restoration Adams 165 

1 Restoration Arapahoe 165 

2 Restoration Denver 164 

2 Restoration Denver 163 

2 Restoration Arapahoe 162 

2 Restoration El Paso 157 

2 Restoration El Paso 155 

2 Restoration Boulder 152 

2 Restoration El Paso 152 

1 Restoration El Paso 152 

2 Restoration Pueblo 151 

Tier Service County Days 

2 Restoration Arapahoe 151 

1 Restoration Jefferson 150 

2 Restoration Jefferson 149 

1 Restoration Jefferson 149 

2 Restoration Boulder 149 

2 Restoration El Paso 149 

2 Restoration El Paso 149 

2 Restoration Arapahoe 149 

2 Restoration Denver 148 

2 Restoration Other 147 

2 Restoration Adams 145 

1 Restoration Jefferson 143 

2 Restoration Jefferson 143 

2 Restoration Arapahoe 142 

2 Restoration El Paso 142 

2 Restoration Jefferson 142 

2 Restoration Arapahoe 142 

2 Restoration Adams 142 

2 Restoration El Paso 141 

2 Restoration Arapahoe 141 

2 Restoration Arapahoe 141 

1 Restoration Boulder 141 

2 Restoration Jefferson 138 

2 Restoration El Paso 138 

2 Restoration Pueblo 137 

2 Restoration Denver 137 

2 Restoration Denver 136 

2 Restoration Boulder 135 

2 Restoration Larimer 135 

2 Restoration Denver 134 

2 Restoration Douglas 134 

2 Restoration Denver 134 

2 Restoration Denver 131 

2 Restoration Adams 131 

2 Restoration Jefferson 129 

2 Restoration El Paso 128 

2 Restoration Denver 127 

2 Restoration Denver 127 



Tier Service County Days 

2 Restoration Other 127 

2 Restoration Denver 124 

2 Restoration Denver 122 

2 Restoration Arapahoe 122 

1 Restoration El Paso 122 

2 Restoration Arapahoe 121 

2 Restoration Arapahoe 121 

2 Restoration Denver 120 

2 Restoration Weld 117 

2 Restoration Arapahoe 116 

2 Restoration Jefferson 116 

2 Restoration Adams 115 

2 Restoration Pueblo 115 

2 Restoration Denver 115 

2 Restoration El Paso 115 

1 Restoration Adams 114 

2 Restoration Larimer 114 

2 Restoration Denver 114 

2 Restoration Boulder 110 

2 Restoration Larimer 110 

1 Restoration Adams 110 

2 Restoration Denver 110 

2 Restoration Other 109 

2 Restoration Arapahoe 108 

2 Restoration Boulder 108 

2 Restoration Pueblo 108 

2 Restoration Boulder 108 

2 Restoration Boulder 108 

2 Restoration Adams 108 

2 Restoration Other 107 

2 Restoration Adams 107 

2 Restoration Boulder 106 

2 Restoration Arapahoe 106 

2 Restoration Arapahoe 106 

2 Restoration Mesa 106 

1 Restoration Arapahoe 106 

2 Restoration Denver 106 

2 Restoration Denver 106 

2 Restoration Arapahoe 103 

2 Restoration Arapahoe 102 

2 Restoration Other 102 

1 Restoration Jefferson 102 

2 Restoration Weld 101 

2 Restoration Weld 100 

Tier Service County Days 

1 Restoration Arapahoe 100 

2 Restoration El Paso 100 

2 Restoration El Paso 100 

2 Restoration Jefferson 100 

1 Restoration El Paso 99 

2 Restoration Weld 99 

2 Restoration Arapahoe 99 

2 Restoration Arapahoe 95 

2 Restoration Denver 95 

2 Restoration Denver 94 

2 Restoration Denver 94 

2 Restoration El Paso 94 

2 Restoration Weld 94 

2 Restoration Pueblo 94 

2 Restoration El Paso 94 

2 Restoration Jefferson 93 

2 Restoration Other 93 

2 Restoration Arapahoe 93 

2 Restoration Boulder 92 

2 Restoration Mesa 92 

2 Restoration Mesa 92 

2 Restoration Denver 92 

2 Restoration Denver 92 

2 Restoration Denver 92 

2 Restoration Arapahoe 90 

2 Restoration Arapahoe 88 

1 Restoration Denver 87 

2 Restoration Larimer 86 

2 Restoration Jefferson 85 

2 Restoration Mesa 85 

2 Restoration Adams 81 

2 Restoration Boulder 81 

1 Restoration Other 81 

2 Restoration Arapahoe 81 

2 Restoration Denver 80 

2 Restoration Weld 80 

2 Restoration Denver 79 

2 Restoration Denver 79 

2 Restoration Adams 79 

2 Restoration Denver 78 

2 Restoration Arapahoe 78 

2 Restoration Denver 78 

2 Restoration Arapahoe 78 

2 Restoration Denver 78 

Tier Service County Days 

2 Restoration Denver 75 

2 Restoration Other 75 

2 Restoration El Paso 75 

2 Restoration Larimer 75 

2 Restoration Pueblo 74 

2 Restoration Jefferson 74 

2 Restoration Weld 73 

2 Restoration Other 73 

2 Restoration Adams 73 

2 Restoration El Paso 72 

1 Restoration El Paso 72 

2 Restoration Weld 71 

2 Restoration Douglas 67 

2 Restoration El Paso 67 

1 Restoration Arapahoe 66 

2 Restoration Denver 66 

2 Restoration Other 66 

2 Restoration Adams 66 

2 Restoration El Paso 65 

2 Restoration Pueblo 65 

2 Restoration El Paso 65 

2 Restoration El Paso 65 

2 Restoration Arapahoe 65 

1 Restoration El Paso 65 

2 Restoration El Paso 65 

2 Restoration El Paso 64 

2 Restoration Arapahoe 64 

2 Restoration Arapahoe 64 

2 Restoration Jefferson 64 

2 Restoration Arapahoe 61 

2 Restoration Weld 61 

2 Restoration Other 60 

2 Restoration Denver 60 

2 Restoration El Paso 59 

2 Restoration Jefferson 59 

2 Restoration Denver 59 

2 Restoration Pueblo 58 

2 Restoration Adams 58 

2 Restoration Arapahoe 58 

2 Restoration Larimer 58 

2 Restoration Arapahoe 58 

2 Restoration Adams 58 

2 Restoration Arapahoe 58 

2 Restoration Boulder 57 



Tier Service County Days 

2 Restoration Arapahoe 57 

2 Restoration Boulder 54 

2 Restoration Adams 54 

2 Restoration Other 53 

2 Restoration Arapahoe 53 

2 Restoration El Paso 53 

2 Restoration Mesa 52 

2 Restoration Denver 52 

2 Restoration Denver 52 

1 Restoration Denver 52 

2 Restoration Denver 51 

2 Restoration Mesa 50 

2 Restoration Denver 50 

2 Restoration El Paso 50 

2 Restoration Denver 50 

2 Restoration Arapahoe 47 

1 Restoration Other 47 

2 Restoration Jefferson 46 

2 Restoration Weld 46 

2 Restoration Boulder 45 

2 Restoration Other 45 

1 Restoration Boulder 45 

2 Restoration Larimer 44 

2 Restoration Other 44 

2 Restoration El Paso 44 

2 Restoration Boulder 44 

2 Restoration Adams 44 

2 Restoration Adams 44 

2 Restoration Jefferson 44 

2 Restoration Jefferson 44 

2 Restoration El Paso 44 

2 Restoration Arapahoe 43 

2 Restoration Denver 43 

2 Restoration Arapahoe 43 

2 Restoration Arapahoe 43 

2 Restoration Arapahoe 40 

2 Restoration Adams 40 

1 Restoration Other 40 

2 Restoration Other 40 

2 Restoration Pueblo 40 

2 Restoration Denver 39 

2 Restoration Arapahoe 39 

2 Restoration Weld 39 

2 Restoration El Paso 38 

Tier Service County Days 

2 Restoration Denver 38 

2 Restoration Denver 38 

2 Restoration El Paso 38 

2 Restoration Denver 37 

2 Restoration Denver 37 

2 Restoration Adams 37 

2 Restoration Adams 37 

1 Restoration Adams 36 

2 Restoration Adams 36 

1 Restoration El Paso 36 

2 Restoration Adams 36 

2 Restoration Denver 33 

2 Restoration Weld 33 

2 Restoration Pueblo 33 

  Evaluation Denver 33 

1 Restoration Pueblo 33 

1 Restoration Boulder 33 

2 Restoration Arapahoe 33 

2 Restoration Adams 33 

2 Restoration El Paso 33 

2 Restoration Denver 33 

2 Restoration El Paso 32 

2 Restoration Denver 32 

2 Restoration Adams 32 

2 Restoration Denver 32 

2 Restoration Arapahoe 31 

2 Restoration Other 31 

2 Restoration Other 30 

2 Restoration Larimer 30 

1 Restoration Other 30 

2 Restoration Arapahoe 30 

2 Restoration Denver 30 

2 Restoration Jefferson 30 

2 Restoration Pueblo 26 

2 Restoration Boulder 26 

2 Restoration Douglas 26 

2 Restoration El Paso 26 

2 Restoration El Paso 25 

2 Restoration El Paso 25 

2 Restoration El Paso 25 

1 Restoration Denver 24 

1 Restoration Adams 24 

2 Restoration Denver 24 

2 Restoration El Paso 24 

Tier Service County Days 

2 Restoration Denver 24 

2 Restoration Denver 23 

2 Restoration El Paso 22 

2 Restoration Denver 22 

2 Restoration El Paso 22 

1 Restoration Mesa 22 

2 Restoration Denver 22 

1 Restoration Other 22 

2 Restoration Other 22 

2 Restoration Jefferson 22 

2 Restoration Arapahoe 22 

2 Restoration Denver 22 

2 Restoration Denver 22 

2 Restoration Denver 22 

1 Restoration Arapahoe 19 

2 Restoration Douglas 19 

2 Restoration Jefferson 18 

2 Restoration Jefferson 18 

2 Restoration Weld 18 

2 Restoration Arapahoe 18 

2 Restoration Denver 12 

2 Restoration Boulder 12 

1 Restoration Arapahoe 12 

2 Restoration Other 12 

2 Restoration Pueblo 12 

2 Restoration Other 11 

2 Restoration Douglas 11 

2 Restoration Boulder 11 

2 Restoration Douglas 11 

2 Restoration Arapahoe 11 

2 Restoration Denver 11 

  Evaluation Denver 11 

2 Restoration Mesa 11 

2 Restoration Denver 11 

2 Restoration Denver 11 

2 Restoration Other 10 

1 Restoration Boulder 10 

2 Restoration Mesa 10 

2 Restoration Denver 10 

2 Restoration El Paso 10 

2 Restoration Denver 10 

2 Restoration Other 10 

2 Restoration Mesa 10 

2 Restoration Other 10 



Tier Service County Days 

2 Restoration Other 9 

1 Restoration Larimer 9 

2 Restoration Larimer 9 

2 Restoration Denver 8 

2 Restoration Boulder 8 

2 Restoration Denver 8 

2 Restoration El Paso 8 

1 Restoration Adams 8 

2 Restoration Denver 5 

2 Restoration Denver 5 

Tier Service County Days 

2 Restoration El Paso 5 

2 Restoration Denver 5 

2 Restoration Denver 5 

2 Restoration Douglas 4 

2 Restoration Arapahoe 4 

2 Restoration Douglas 4 

1 Restoration Pueblo 4 

1 Restoration Pueblo 4 

2 Restoration El Paso 3 

2 Restoration Jefferson 3 

Tier Service County Days 

2 Restoration Denver 3 

2 Restoration Mesa 3 

2 Restoration Denver 2 

2 Restoration Denver 2 

2 Restoration Denver 2 

2 Restoration Denver 2 

1 Restoration Larimer 2 

2 Restoration Denver 2 

2 Restoration Arapahoe 1 

2 Restoration Denver 1 

Summary of waitlist on December 9, 2023 

 
Individuals waiting: 408 
Waiting for restoration treatment: 406 
Waiting for evaluation: 2 
Tier 1: 44 
Tier 2: 362 
Within consent decree timeframes: 76 
Outside consent decree timeframes: 332 
Average number of days waiting: 93 
Median number of days waiting: 75 
Longest wait: 418 
Waiting more than 300 days: 7 
 

By County: 
 

Denver 99 Larimer 18 
El Paso 65 Pueblo 18 
Arapahoe 59 Weld 14 
Adams 29 Mesa 12 
Jefferson 28 Douglas 11 
Boulder 25 Other 30 
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Chapter 1: General Statutory Authority and Definitions

1.1 Authority and Applicability

A. The statutory authority for the promulgation of these regulations is set forth in Sections
27-50-106, C.R.S., 27-50-107 (3), C.R.S., 27-50-301(5), C.R.S., 27-50-502, C.R.S., 27-65-118,
C.R.S. and 27-65-128, C.R.S. This regulation is intended to be consistent with the requirements
of the State Administrative Procedures Act (the “APA”), Section 24-4-101 through -109, C.R.S. 

B. Chapters 1-10 of these rules may be applicable to holders of the following license types or
designation following approval of an application for a Behavioral Health Entity license or renewal
of a designation:

1. Behavioral Health Entity license by the Colorado Department of Public Health and Environment; 

2. Approval or designation by the Office of Behavioral Health, as it existed before the effective date
of Section 27-60-203(5), C.R.S., or the BHA pursuant to Article 50 of Title 27, C.R.S. or
Article 65 and 66 of Title 27 C.R.S.

C. On an annual basis, the BHA will review the effectiveness of these rules and produce a written
report of the results of this review to the State Board of Human Services. This review will include
engagement with stakeholders and may include, but is not limited to, analysis of grievance data
and trends in enforcement actions taken by the BHA. The BHA will provide this report annually to
State Board of Human Services (SBHS) by September 1 starting September 1, 2024. The BHA
will present information in the report to SBHS at the board's next session following submission of
the written report unless the board and the BHA agree that presentation of the report occur at a
different session of the board. If it is determined based on this review that changes to these rules
are advised, the BHA shall propose these changes to the State Board of Human Services for
promulgation in accordance with Section 26-1-107, C.R.S.

1.2 General Definitions

“27-65 Designated Facility” means an agency that has applied for and been approved by the Behavioral
Health Administration (BHA) under these rules to provide mental health services governed by Article 65 of
Title 27, C.R.S.

“42 C.F.R. Part 2” means the federal regulations issued by the United States Secretary of Health and
Human Services found at 42 C.F.R. Part 2 (Jan. 2023), which are hereby incorporated by reference. No
later editions or amendments are incorporated. These regulations are available at no cost from the U.S.
Department of Health & Human Services, Substance Abuse & Mental Health Services Administration,
Office of Communications, 5600 Fishers Lane, Rockville, MD 20857 or at
https://www.ecfr.gov/current/Title-42. These regulations are also available for public inspection and
copying at the Behavioral Health Administration, 710 S. Ash Street, Unit C140, Denver, CO 80246, during
regular business hours.

“42 C.F.R. Part 441” means the federal regulations issued by the United States Secretary of Health and
Human Services found at 42 C.F.R. Part 441.151 (Feb.2023), which are hereby incorporated by
reference. No later editions or amendments are incorporated. These regulations are available at no cost
from the U.S. Department of Health & Human Services, Substance Abuse & Mental Health Services
Administration, Office of Communications, 5600 Fishers Lane, Rockville, MD20857 or at
https://www.ecfr.gov/current/Title-42. These regulations are also available for public inspection and
copying at the Behavioral Health Administration, 710 S. Ash Street, Unit C140, Denver, CO 80246, during
regular business hours.
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“72-hour Emergency Rule” means the regulation issued by the Drug Enforcement Administration (DEA)
found at 21 C.F.R. § 1306.07 (Apr.2022), which is hereby incorporated by reference. No later editions or
amendments are incorporated. This regulation is available at no cost from the DEA at 8701 Morrissette
Drive Springfield, VA 22152 or at https://www.ecfr.gov/current/Title-21. This regulation is also available for
public inspection and copying at the Behavioral Health Administration (BHA), 710 S. Ash Street, Unit
C140, Denver, CO 80246, during regular business hours.  

“988” means the National Suicide Prevention Lifeline (The Lifeline).

“Activities of Daily Living (ADLs)” means activities that are oriented toward taking care of one’s own body,
such as bathing, showering, bowel and bladder management, dressing, eating, feeding, functional
mobility, personal device care, personal hygiene and grooming, sexual activity, sleep, rest, and toilet
hygiene.

“Acute Treatment Unit” (ATU) means an agency or a distinct part of an agency, with an endorsement as
outlined in Chapter 6 for short-term psychiatric care, which may include treatment for substance use
disorders, that provides a twenty-four-hour, therapeutically planned and professionally staffed
environment for individuals who do not require inpatient hospitalization but need more intense and
individualized services than are available on an outpatient basis, such as crisis management and
stabilization services. 

“ADDS” means the “Alcohol and Drug Driving Safety” program, established under Section 42-4-1301.3,
C.R.S., the Judicial Department administers an alcohol and drug driving safety program in each judicial
district that provides pre-sentence and post-sentence alcohol and drug evaluations on individuals
convicted of DUI, DUI per se, or DWAI.

“Administration” means (a) assisting a person in the ingestion, application, inhalation, or, using universal
precautions, rectal or vaginal insertion of medication, including prescription drugs, (b) doing so in
accordance with the legibly written or printed directions of the attending physician or other authorized
practitioner or as written on the prescription label and (c) making a written record thereof with regard to
each medication administered, including the time and the amount taken, but “administration” does not
include judgment, evaluation, or assessments. Nor does it include the injection of medication, the
monitoring of medication, or the self-administration of medication, including prescription drugs and
including the self-injection of medication by a person.

“Admission” means that point in an individual’s relationship with an organized treatment service when the
intake process has been completed and the individual is eligible to receive the services.   

“Admission Summary” means a brief review of assessments and other relevant intake data, including
screenings, which summarizes an individual’s current status and provides a basis for individualized
service planning. 

“Adverse Childhood Experiences (ACES)” means traumatic events that occur before the age of eighteen
(18) years old. Aces can include but are not limited to:

A. Abuse, which can be emotional, verbal, physical or sexual;

B. Neglect, either physical or emotional;

C. Witnessing or experiencing domestic violence;

D. Substance misuse by a member of the household; 

E. Divorce or separation of parents and/or caregivers or parental abandonment;

https://www.ecfr.gov/CURRENT/TITLE-42
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F. Mental illness of a member of the household;

G. Loss of a member of the household; 

H. Attempted, or death by, suicide of a member of the household; and,

I. Incarceration of a member of the household.

“Affidavit of Enrollment” means the document approved by the Department of Revenue, Division of Motor
Vehicles pursuant to Section 42-2-132(2)(II)(c), C.R.S. indicating proof of an individual’s current
enrollment in a Level II Alcohol and Drug Education and Treatment program.

“Agency” means a behavioral health provider licensed, designated, or approved by the BHA.

“Aggrieved” means having suffered actual loss or injury or being exposed to potential loss or injury to
legitimate interests as defined in Section 24-4-102(3.5), C.R.S.

“Alcohol and Drug Evaluation Specialists” or “ADES,” means persons within the Judicial Department,
qualified to conduct pre- and post-sentence evaluations on, and provide supervision for, individuals
convicted of DUI/DWAI.

“Americans with Disabilities Act”, or “ADA,” means the Federal Americans with Disabilities Act of 1990,
pub. L. No. 101-336 (1990), codified at 42 U.S.C. § 12101 et seq. (Jan 2017).

“ASAM Criteria” means the publication from the American Society of Addiction Medicine by Mee-lee, D.,
Shulman, G.D., Fishman, M.J., Gastfriend, D.R., Miller, M.M., eds Titled the ASAM Criteria: Treatment
Criteria for Addictive, Substance-related, and Co-occurring Conditions, 3rd ed. Carson City, NV: The
Change Companies®; 2013, which is hereby incorporated by reference. No later editions or amendments
are incorporated. The ASAM Criteria is available for a reasonable charge at www.asam.org. It is also
available for public inspection at the Behavioral Health Administration, 710 S. Ash Street, Unit C140,
Denver, CO 80246, during regular business hours.

“Assent” means to agree or approve of something (such as an idea or suggestion) especially after
thoughtful consideration.

“Assessment” means a formal and continuous process of collecting and evaluating information about an
individual for service planning, treatment, and referral. Assessments establish justification for services. 

“Auxiliary Aids or Services” means an aid or service that is used to provide information to an individual
with a cognitive, developmental, intellectual, neurological, or physical disability, and is available in a
format or manner that allows the individual to better understand the information.

“Behavioral Health” has the same meaning as provided in Section 27-50-101(1), C.R.S. 

“Behavioral Health Administration” or “BHA” has the same meaning as provided in 27-50-101(2), C.R.S. 

“Behavioral Health Administration DUI/DWAI legal supplement”, or “legal supplement,” means the
document available to BHEs providing DUI/DWAI programming, incorporating information about recent
legal updates to legislation impacting DUI/DWAI-involved individuals (2023 version), which is incorporated
by reference. No later editions or amendments are incorporated. The legal supplement is available for
inspection on the BHA website at https://bha.Colorado.gov/behavioral-health/DUI-services and at the
Behavioral Health Administration headquarters, 710 South Ash Street, Unit C140, Denver, CO 80246,
during regular business hours.

https://bha.colorado.gov/behavioral-health/DUI-services
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"Behavioral Health Crisis” means a significant disruption in a person’s mental or emotional stability or
functioning resulting in an urgent need for immediate assessment and treatment to prevent a serious
deterioration in the person’s mental or physical health.  

"Behavioral Health Disorder" has the same meaning as provided in Section 27-50-101(3), C.R.S. 

"Behavioral Health Entity" has the same meaning as provided in Section 27-50-101(4), C.R.S. 

“Behavioral Health Provider” has the same meaning as provided in Section 27-50-101(6), C.R.S. 

"Behavioral Health Safety Net Provider" has the same meaning as provided in Section 27-50-101(7),
C.R.S. 

“Best Practices” are professional procedures, interventions, techniques, and treatment approaches that
have some quantitative data showing positive treatment outcomes over a period of time but may not have
enough research or replication to be considered an evidence-based approach.

“Breath or Blood Testing” has the same meaning as provided in Section 42-4-1301.1(2)(a)(I), C.R.S. 

“Brief Therapeutic Interventions” means interactions that are intended to induce a change in a behavioral
health-related behavior(s).

“Care Coordination” means services that support individuals and families and initiate care and navigating
crisis supports, mental health and substance use disorder assistance, and services that address the
social determinants of health, and preventive care services. 

“Certificate of Compliance” means an official document issued by the Department of Public Safety,
Division of Fire Prevention and Control for a building or structure as evidence that materials and products
meet specified codes and standards, that work has been performed in compliance with approved
construction documents, and that the provisions of applicable fire and life safety codes and standards
continue to be appropriately maintained. 

“Chemical Restraint” has the same meaning as provided in 26-20-102(2), C.R.S.  

“Child/Children” means a person under eighteen (18) years of age. 

“Clearance Practice” means the process of identifying specific health needs and conditions that may
require specialty management in a higher level of care, such as a crisis stabilization unit or an inpatient
psychiatric hospital. Accepting agencies may have varying requirements prior to accepting a referral.

“Clinically Managed” means services that are directed by clinical personnel, which may include but are
not required to be, medical personnel. These services involve on-site behavioral health support to
address problems related to emotional, behavioral, or cognitive concerns, readiness to change, relapse,
or recovery environment. 

“Clinically Monitored” means that behavioral health services are accessed in the community, and not
provided directly on-site by the agency. The agency is responsible for monitoring of the individual’s
engagement in services and coordinating care, as needed.  

“Colorado Crisis Services” means the statewide behavioral health crisis response system offering
individuals mental health, substance use, or emotional crisis help, information and referrals.

“Commissioner” has the same meaning as provided in Section 27-50-101(9), C.R.S. 

“Community-Based” has the same meaning as provided in Section 27-50-101(10), C.R.S. 
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“Community-Based Respite Care Services” means services of a temporary or short-term nature provided
to an individual to temporarily relieve the family or other home providers from the care and maintenance
of such individual. 

“Comorbid” means the simultaneous presence of two or more diseases or medical conditions in an
individual.

“Competent to Proceed” has the same meaning as provided in Section 16-8.5-101(5), C.R.S.

“Comprehensive Community Behavioral Health Provider” has the same meaning as provided in Section
27-50-101(11), C.R.S. 

“Continuum of Care” or "Behavioral Health Continuum of Care'' is a model of care that guides and tracks
patient outcomes through a comprehensive array of health services that include strategies for prevention,
early intervention, treatment, and recovery from mental health problems and disorders with the goal of
supporting the individual’s ability to live productively in the community. 

“Controlled Substance” has the same meaning as provided in Section 18-18-102(5), C.R.S.

“Co-occurring” disorders may include any combination of two or more substance use disorders and
mental disorders identified in the Diagnostic and Statistical Manual of Mental Disorders, Fifth Edition
(DSM-5-TR).

“Crisis Assessment” means a standardized assessment form created by the Behavioral Health
Administration, available on the BHA website.     

“Crisis Stabilization Services” means services provided in a crisis stabilization unit (CSU). 

“Crisis Stabilization Unit” (CSU) means an agency, endorsed for behavioral health crisis and emergency
services per Chapter 6 and that provides short-term, bed-based crisis stabilization services in a
twenty-four-hour environment for individuals who cannot be served in a less restrictive environment.     

“Critical Incident” means a significant event or condition, which may be of public concern, which
jeopardizes the health, safety, and/or welfare of personnel and/or individuals.

“Culturally and Linguistically Appropriate Services (CLAS)” means services that are respectful of and
responsive to individual cultural health beliefs, practices, preferred languages, health literacy levels and
communication needs.

"Danger to the Person’s Self or Others" means: 

A. A person poses a substantial risk of physical harm to the person’s self as manifested by evidence
of recent threats of or attempts at suicide or serious bodily harm to the person’s self; or

B. A person poses a substantial risk of physical harm to another person or persons, as manifested
by evidence of recent homicidal or other violent behavior by the person in question, or by
evidence that others are placed in reasonable fear of violent behavior and serious physical harm
to them, as evidenced by a recent overt act, attempt, or threat to do serious physical harm by the
person in question. 

“Deficiency” means a failure to fully comply with any statutory and/or regulatory requirements applicable
to an agency. 

“Designated Representative” means a designated representative of an individual or service provider who
is a person so authorized in writing or by court order to act on behalf of the individual or service provider.
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In the case of a deceased individual, the personal representative, as defined at Section 15-10-201(39),
C.R.S., or, if none has been appointed, heirs shall be deemed to be designated representatives of the
individual. 

“Diagnostic and Statistical Manual of Mental Disorders, Fifth Edition, Text Revision,” or “DSM-5-TR,” is
published by the American Psychiatric Association (2022), which is hereby incorporated by reference. No
later editions or amendments are incorporated. A copy may be purchased directly from the American
Psychiatric Association at https://www.psychiatry.org and/or inspected at the American Psychiatric
Association, 1000 Wilson boulevard, Arlington, VA 22209-3901. A copy may also be inspected at the
Behavioral Health Administration, 710 S. Ash Street, Unit C140, Denver, CO 80246, during regular
business hours.

“Disaster” means the occurrence or imminent threat of widespread or severe damage, injury, or loss of life
or property resulting from any natural cause or cause of human origin, including but not limited to fire,
flood, earthquake, wind, storm, wave action, hazardous substance incident, oil spill or other water
contamination requiring emergency action to avert danger or damage, volcanic activity, epidemic, air
pollution, blight, drought, infestation, explosion, civil disturbance, hostile military or paramilitary action, or
a condition of riot, insurrection, or invasion existing in the state or in any county, city, town, or district in
the state as defined in Section 24-33.5-703(3), C.R.S.

“Discharge” means the termination of treatment obligations and/or services between an individual and the
agency. For agencies that provide concurrent behavioral health services to an individual, “discharge” is
specific to the discontinued treatment obligation or service and does not impact or apply to an individual’s
concurrent, active behavioral health service(s).  

“Dispense” means to interpret, evaluate, and implement a prescription drug order or chart order, including
the preparation of a drug for an individual in a suitable container appropriately labeled for subsequent
administration or use by an individual. 

“Dispute” means a verbal or written expression of dissatisfaction to a BHE about the care or services
received or not received by an individual, that cannot be resolved to the satisfaction of the person
expressing the dispute at the time of submission to BHE personnel. Disputes may be submitted by the
individual or a personal representative on behalf of the individual.

“Divert Status” means the period of time in which an agency is unable to accommodate new admissions
for timely services. This status may be necessary for reasons including but not limited to, the maximum
number of individuals the agency is able to serve is exhausted, unexpected personnel concerns, and
safety or environmental concerns. 

“DUI/DWAI” for purposes of this Chapter 10, includes the following impaired offenses: 

A. “driving under the influence” as defined in Section 42-4-1301(1)(f), C.R.S.; 

B. “driving while ability impaired” as defined in Section 42-4-1301(1)(g), C.R.S.; 

C. “DUI per se” as defined in Section 42-4-1301(2)(a), C.R.S.; 

D. Operating an aircraft under the influence as defined in Section 41-2-102, C.R.S.; 

E. Operating a vessel while under the influence as defined in Section 33-13-108.1, C.R.S.; and 

F. Underage Drinking and Driving (UDD) as defined in Sections 42-1-102(109.7) C.R.S. and
42-4-1301, C.R.S. 
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1. For the purpose of this section, UDD applies to individuals that are under twenty-one (21) years
of age.

2. Agencies providing UDD services to individuals under eighteen (18) years of age shall comply
with Chapter 8 of these rules.

“DUI/DWAI Reporting System” or “DRS” is the official document generated from data entered by
endorsed DUI/DWAI programs into the Treatment Management System (TMS). This document reflects at
minimum an individual’s education and treatment enrollment, attendance, compliance, and discharge
status. 

“Early Intervention Services” means:

A. Services provided to an individual who is at risk of developing a mental health, substance use, or
co-occurring disorder which may include screening, brief intervention, referral(s) to treatment
(SBIRT), and/or education-only services;

B. Services provided to an individual who is currently diagnosed with a mental health, substance
use, or co-occurring disorder and is undergoing screening, brief intervention, referral(s) to
treatment (SBIRT), and/or education-only services.  

“Egress Alert Device” means a device that is affixed to a structure or worn by an individual that triggers a
visual or auditory alarm when an individual leaves the building or grounds. An egress alert device is
considered restrictive when the device is used to prevent the elopement of an individual. 

“Emergency” means an unexpected event that places life or property in danger and requires an
immediate response through the use of state and community resources and procedures per Section
24-33.5-703(3.5), C.R.S.

“Emergency Services” means the public organizations that respond to emergencies when they occur. This
includes, but is not limited to, police, ambulance, and firefighting services. It may also include emergency
behavioral health services accessed during times of crisis, such as Colorado Crisis Services. 

“Endorsement” means approval for an agency approved, licensed, or designated by the BHA to provide a
specific service.

“Essential Behavioral Health Safety Net Provider” has the same meaning as defined in Section
27-50-101(13), C.R.S.

“Evidence-Based” means practices, principles, and programming that uses interventions, techniques, and
treatment methods that have been tested using scientific methodology and proven to be effective in
improving outcomes for a specific population.

“External Services” means personal services and protective oversight services provided to an individual
by family members, or health care professionals who are not personnel of the agency. External service
providers include, but are not limited to, home health providers, hospice, private pay caregivers, friends,
and family members.

“Facility,” as used in the definition of BHE set forth above in part 1.2 of these rules, means a Behavioral
Health Entity licensed by the Department of Public Health and Environment; a public or private ”treatment
facility” required to meet the approval standards established under Section 27-81-106, C.R.S.; an entity
providing emergency or crisis behavioral health services; an entity providing behavioral health residential
services; or an entity providing withdrawal management services. 
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"Family Member" means a spouse, partner in a civil union, as defined in Section 14-15-103 (5), C.R.S.,
parent, adult child, or adult sibling of a person with a mental health disorder. 

“Federally Qualified Health Center” has the same meaning as defined in the federal “Social Security Act”,
42 U.S.C. Sec. 1395x(aa)(4)(2022).

“Fentanyl Education” means the fentanyl education program developed by the BHA pursuant to Section
27-80-1287, C.R.S. This program is accessible publicly and will be required for those individuals that
have a court order to complete the program as a condition of probation or parole.

“Follow-Up Services” means services that may include interactions after the initial early intervention
session and are intended to reassess an individual’s behavioral health status and progress, promote, or
sustain reduction in symptomology and risk factors for a behavioral health disorder, as defined by the
DSM-5-TR, and assess an individual’s need for additional referral(s) to services.

“Full Time Equivalent” (FTE) means the scheduled working hours for personnel divided by the number of
hours in a full-time workweek for the entity. For example, if the entity considers forty hours to be a full-time
workweek, then personnel working twenty hours per week would have an FTE of 0.5.

“Gender Identity” means a person’s innate sense of the person’s own gender, which may or may not
correspond with the person’s sex assigned at birth. Gender identity does not include sexual orientation or
gender non-conforming expressions.

“Good Standing” means that a license, certification, registration, or enrollment has not been revoked or
suspended and against which there are no outstanding disciplinary or adverse actions.

“Governing Body” means the board of trustees, directors, or other governing body in whom the ultimate
authority and responsibility for the conduct of the agency is vested.

“Grievance” means an expression of dissatisfaction made to the BHA about the care or services received
or not received by an individual, that could not be resolved to the satisfaction of the person expressing the
grievance at the time of submission to BHE personnel. Grievances may be submitted by an individual or
entity, including but not limited to, recipients of service, family members of recipients of service,
authorized representatives of recipients of service, licensed facilities, state departments and members of
the general public. 

“Harm Reduction” means an approach that emphasizes engaging directly with individuals whose actions
or behaviors place them at risk for a variety of adverse mental health, substance use disorder or physical
health outcomes. Harm reduction is a set of practical strategies and ideas aimed at reducing potential
negative consequences associated with a variety of actions or behaviors. These strategies and
approaches may include but are not limited to safer drug use, overdose prevention, safer sex, medication
adherence, managed drug use, abstinence, and addressing environmental conditions along with the
actions or behaviors themselves.

“Health-Related Social Needs (HRSN)” means an individual’s unmet, adverse social conditions (e.g.,
housing instability, homelessness, nutrition insecurity) that contribute to poor health and are a result of
underlying social determinants of health.

“HIPAA” means the Health Insurance Portability and Accountability Act of 1996, Pub. L. No. 104-191, 110
Stat. 1936 (1996), codified at 42 U.S.C. § 300gg (2012) and 29 U.S.C. § 1181 et seq. (2012) and 42
U.S.C. § 1320d et seq. (2012) and the federal regulations issued by the U.S. Department of Health &
Human Services found at 45 C.F.R. part 160 (2017); 45 C.F.R. part 162 (2017); and, 45 C.F.R. part 164
(2017), which are hereby incorporated by reference. No later editions or amendments are incorporated.
These regulations are available at no cost from the U.S. Department of Health & Human Services, Office
of Civil Rights, 200 Independence Avenue, SW, Room 509f, HHH building, Washington, D.C. 20201 or at
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https://www.ecfr.gov/. These regulations are also available for public inspection and copying at the
Behavioral Health Administration, 710 S. Ash Street, Unit C140, Denver, CO 80246 during regular
business hours. 

"Hospitalization" means twenty-four (24) hour out-of-home placement for treatment in a facility for a
person with a mental health disorder.

“Incompetent to Proceed” has the same meaning as defined in Section 16-8.5-101(12), C.R.S. for adults
and in Section 19-2.5-102(25), C.R.S. for youth.

“Individual” means a person seeking or receiving behavioral health services and includes a respondent,
as defined by Section 27-65-102(29), C.R.S.

“Informed Consent” means an informed assent that is freely given. It is always preceded by the following: 

A. An explanation of the nature and purpose of the recommended treatment or procedure in
layman's terms and in a form of communication understood by the individual or the individual’s
designated representative; 

B. An explanation of the risks and benefits of a treatment or procedure, the probability of success,
mortality risks, and serious side effects; 

C. An explanation of the alternatives with the risks and benefits of these alternatives;

D. An explanation of the risks and benefits if no treatment is pursued; 

E. An explanation of the recuperative period which includes a discussion of anticipated problems;
and 

F. An explanation that the individual, or the individual’s designated representative, is free to
withdraw consent and to discontinue participation in the treatment regimen at any time. 

“Initial License” means the licensing of a facility or provider organization by the BHA that is not currently
licensed by the BHA, as well as a licensure change from one type to another. 

“Inpatient” refers to inpatient hospitalization as well as twenty-four (24) hour residential levels of care.

“In-Person” means services provided in the same physical location as the individual and agency
personnel. This may include on-scene crisis responses.

“Inspection” means a process of review to ensure licensed, approved, or designated entities are operating
in substantial conformity with applicable licensing, approval, and/or designation rules. 

“Integrated Care Model” means the systematic coordination of mental health, substance use, and primary
care services.

“Intensive Case Management” means community-based services provided to individuals with serious
behavioral health disorders who are at risk of needing a more intensive 24-hour placement and is
designed to provide extra support for living in the community. These services include assessment, care
plan development, multi-system referrals, assistance with wraparound and supportive living services,
monitoring and follow-up. 

“Intensive Outpatient Program” or “IOP” means a service provided for individuals that require a more
structured outpatient treatment experience than can be received in standard outpatient services. 
Program may be treatment for mental health, substance-related, and co-occurring disorders.
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“Interlock Enhancement Counseling”, or “IEC,” means the evidence-based intervention curriculum which
combines cognitive behavioral treatment with motivational interviewing/motivational enhancement as a
treatment intervention. IEC was developed by Timken, Nandi, and Marques, for DUI/DWAI individuals
who have alcohol ignition interlock devices installed in their vehicles (July 2012), which is incorporated by
reference. No later editions or amendments are incorporated. This curriculum is available to providers of
DUI/DWAI services at no cost through the BHA. A copy of the curriculum is available for inspection at the
Behavioral Health Administration headquarters, 710 S. Ash Street, Unit C140, Denver, CO 80246, during
regular business hours. 

“Legal Guardian” is an individual appointed by the court, or by will, to make decisions concerning an
incapacitated individual's or minor's care, health, and welfare. 

“Legal Representative” means one of the following acting within the scope of their authority:

A.  The guardian of the individual, as defined in Section 15-14-102, C.R.S., where proof is offered
that such guardian has been duly appointed by a court of law, acting within the scope of such
guardianship;

B. An individual named as the agent in a power of attorney (POA), as defined in Section
15-14-500.5, C.R.S., that authorizes the individual to act on the individual's behalf, as
enumerated in the POA;

C. An individual selected as a proxy decision-maker pursuant to Section 15-18.5-101 through -105,
C.R.S., to make medical treatment decisions. For the purposes of these rules, the proxy
decision-maker serves as the individual's legal representative for the purposes of medical
treatment decisions only; or

D. A conservator, where proof is offered that such conservator has been duly appointed by a court of
law, acting within the scope of such conservatorship.

“Lethal Means Restriction” means an approach to suicide prevention that reduces access to a fatal
method of suicide (e.g., firearms, medications, sharps), thus preventing or reducing the lethality of an
attempt. 

“Letter of Intent” means the notification provided to the BHA related to an application for an initial BHE
license or safety net approval. 

“Level I and Level II Alcohol and Drug Education or Treatment” means a BHA endorsed ADDS education
or treatment program as defined in Section 42-4-1301.3(3)(c)(IV) C.R.S.

“Level II Four Plus”, also referred to as “Track F” treatment, is an ADDS program, intended for an
individual who has four (4) or more alcohol and/or drug impaired driving offenses, as noted in Section
42-4-1301.3(3)(c)(IV), C.R.S. This includes vehicular homicide and vehicular assault where alcohol or
other drugs were involved. Only programs endorsed to provide Level II Four Plus treatment may accept
referrals for this level of service. 

“Level II Four Plus: competencies and phases” means the BHA-approved document available to Level II
Four Plus programs, providing additional guidance regarding competency and phase completion. It is
available on the BHA website.  

“Level 3-Withdrawal Management” or “Level 3-WM” means the on-site service offered twenty-four (24)
hours per day to individuals who are intoxicated and actively withdrawing from the use of one (1) or more
substances. It includes both Level 3.2-WM and Level 3.7-WM, as defined in part 1.2 of these rules.
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“Living Space Assignment” means the assigned bathroom and sleeping quarters of individuals served by
the agency. 

“Managed Care Entity” has the same meaning as provided in Section 25.5-5-403(4), C.R.S. 

“Medically Managed” means services that are directly provided and/or managed by licensed medical
personnel.

“Mechanical Restraint” means a physical device used to involuntarily restrict the movement of an
individual or the movement or normal function of a portion of an individual’s body. 

“Medically Monitored” means services that are provided by an interdisciplinary team of personnel
including nurses, behavioral health professionals, other health care professionals and technical
personnel, under the direction of a licensed physician. Medical monitoring is provided through a mix of
direct individual contact, review of records, team meetings, twenty-four (24) hour coverage by a physician,
and quality assurance programs. 

“Medication/Psychiatric - Only Services” means services dedicated solely to the management of
medications prescribed to an individual for the management of mental health, substance use, and/or
co-occurring behavioral health disorders.  

“Medication-Assisted Treatment,” or “MAT” services, means the use of medications, in combination with
or without counseling and behavioral therapies, to provide a whole-person approach to the treatment of
substance use disorders. Medications used in MAT are approved by the United States Food and Drug
administration (FDA) and MAT programs are clinically driven and tailored to meet each individual’s needs.
MAT services may include Medications for Opioid Use Disorder (MOUD) services for the specialized
treatment of Opioid Use Disorder (OUD). 

“Medication Diversion” means the transfer of any controlled substance from a licit to an illicit channel of
distribution or use. 

“Medication Formulary” means the Required Formulary Psychotropic Medications: 2018, which is
available at no cost from the Colorado Department of Human Services at
https://bha.colorado.gov/behavioral-health/medication-consistency. The medication formulary is a list of
minimum medications, established pursuant to Section 27-70-103, C.R.S., that may be used by service
providers to increase the likelihood that a broad spectrum of effective medications are available to
individuals to treat behavioral health disorders, regardless of the setting or service provider. The
medication formulary may not contain a complete list of medications, and providers may prescribe and/or
carry any additional medications they deem necessary.

“Member” means a person or entity with an ownership interest in the limited liability company.

"Mental Health Disorder" has the same meaning as provided in Section 27-50-101(15), C.R.S. 

“Mental Health Transitional Living Home” means a community-based residential agency providing
residential support to individuals who require ongoing support with daily living due to their behavioral
health diagnosis but whose needs do not rise to the level of hospitalization. There are two levels of mental
health transition living homes:

A. “Level One Mental Health Transitional Living Homes” provide clinically monitored services as
defined in part 1.2 of these rules. 

B. “Level Two Mental Health Transitional Living Homes” provide clinically managed services as
defined in part 1.2 of these rules. 
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“Mental Status Examination '' means a structured assessment of the individual’s behavioral and cognitive
functioning. The specific cognitive functions of alertness, language, memory, constructional ability, and
abstract reasoning are the most clinically relevant. The mental status examination can include but is not
limited to: 

A. The individual’s appearance and general behavior; 

B. Level of consciousness and attentiveness; 

C. Motor and speech activity; 

D. Mood and affect;

E. Thought and perception;

F. Attitude and insight; and 

G. Higher cognitive abilities. 

“Milieu” means the shared living space of the agency and includes the living space assignments for
individuals served.

“Minor in Possession” (MIP) is an offense committed by an individuals aged twenty-one (21) and younger
for possession or consumption of ethyl alcohol or possession of two ounces or less or consumption of
marijuana or possession of marijuana paraphernalia. MIP may result in fines, court-ordered public
service, a substance use disorder assessment, and/or substance abuse education program per Section
18-13-122, C.R.S.

“Monitoring” means the observation, review, and documentation of results when tracking an individual’s
progress over a period of time related to an event. This may include, but is not limited to, monitoring of
medication compliance and administration, and monitoring of vital signs while actively withdrawing from
substances.    

“Motivational Enhancement” means the counseling approach to initiate behavior change by helping an
individual resolve ambivalence about engaging in treatment services and reducing engagement in harmful
behavior and activities. This approach employs strategies to evoke rapid and internally motivated change
in the individual rather than guiding the individual stepwise through the recovery process.

“Multidisciplinary Team” or “MDT” means a group of personnel, acting within their professional role(s) and
respective scope(s) of practice, who are members of different professions, working together to provide
services to individuals.

“Natural Supports” means the relationships that occur in everyday life. Natural supports typically involve
family members, friends, co-workers, neighbors, and acquaintances and are self-defined by the individual
in crisis.     

“No Refusal Requirements” means the requirements found in 27-50-301(4), C.R.S. that establish the
conditions under which a behavioral health safety net provider cannot refuse to treat an individual.

“On-Site” means at the location that is licensed, designated, or approved by the BHA for the provision of
behavioral health services.

“Opioid Antagonist” has the same meaning provided in Section 17-1-113.4(4)(b), C.R.S.
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“Outreach, Education, and Engagement Services” means services by an agency that have identified
priority target populations and service needs in the area the agency serves that require higher levels of
active engagement by the agency to produce positive behavioral health outcomes. 

“Outpatient Competency Restoration” means a community-based program that allows adults and
juveniles in the criminal justice or juvenile justice system, who are found incompetent to proceed by the
court, to receive psychoeducation services, case management, and referrals to community-based
services and supports throughout all of Colorado with the goal of restoring competency.

“Outpatient Treatment” means behavioral health services provided to an individual in accordance with
their service plan on a regular basis in a non-overnight setting, which may include, but not be limited to,
individual, group, or family counseling, peer support professional services, case management, or
medication management. 

“OWNPATH” is an online directory operated by the Colorado Behavioral Health Administration that allows
individuals to find behavioral health providers licensed, designated, or approved by the BHA in order to
access specific services or resources that best meet the individual’s behavioral health needs.

“Paired Mobile Response” means a mobile crisis response in which two personnel respond, one person
on scene and the other person on scene or via telehealth. Both members of the paired response should
be crisis professionals.

“Partial Hospitalization Program” or “PHP” means a service provided for individuals that require regularly
scheduled monitoring or management while providing clinical structure in an outpatient setting to treat
mental health, substance use, or co-occurring needs in addition to providing direct access to medical,
psychiatric, and laboratory services.

“Pass” means written permission by an agency for an individual to leave campus grounds. 

“Peer Respite Home” means an agency staffed by peer support professionals that provides temporary
accommodations to prevent behavioral health-related hospitalizations.

“Peer Support” means recovery-oriented services provided by peer support professionals that promote
self-management of psychiatric symptoms, relapse prevention, treatment choices, mutual support,
enrichment, and rights protection. Peer support also provides social supports and a lifeline for individuals
who have difficulties developing and maintaining relationships. 

“Persistent Drunk Driver”, or “PDD,” has the same meaning as provided in Section 42-1-102(68.5)(a),
C.R.S.

“Personal Services” means those services that an agency and its personnel provide for each individual
including, but not limited to:

A. An environment that is sanitary and safe from physical harm;

B. Individualized social supervision;

C. Assistance with transportation; and

D. Assistance with activities of daily living.

“Person-Centered Care” means individuals participate in the development of treatment goals and services
provided to the greatest extent possible. Person-centered service planning is strength-based and focuses
on individual capacities, preferences, and goals. Individuals are core participants in the development of
the plans and goals of treatment.
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“Pharmacotherapy” means the treatment by an authorized practitioner of an individual’s behavioral health
condition(s) through medicinal use of pharmaceutical products.

“Physical Management” means the physical action of placing one’s hands on an individual to gain
physical control to protect the individual or others from physical harm after all attempts to verbally direct or
de-escalate the individual have failed. Any attempts at physical management of a child is considered
restraint.

“Physical Restraint” means the use of bodily, physical force to involuntarily limit a person's freedom of
movement, except that “physical restraint” does not include the holding of a child or youth by one adult for
the purpose of calming or comforting the child.

“Plan of Action” is a description of how an agency plans to bring into compliance any standards identified
as out of compliance within a specified time period. 

“Postpartum” means the period of time following the end of a pregnancy or birth of a child up to one year. 

“Primary Complaint” or “Presenting Problem” means the reason, concern, or motivation which prompts an
individual to seek services or that which the individual’s referral source identifies as the issue which
requires intervention, usually in the individual’s own words. 

“Priority Populations” has the same meaning as provided in Section 27-50-101(17), C.R.S. 

“Protective Oversight” means guidance of an individual as required by the needs of the individual or legal
representative or as reasonably requested by the individual including the following:

A. Being aware of an individual’s general whereabouts, although the individual may travel
independently in the facility; and

B. Monitoring the activities of the individual on the premises to ensure the individual’s health, safety,
and well-being, including monitoring the individual’s needs and ensuring that they receive the
services and care necessary to protect health, safety, and well-being.

“Prosocial” means relating to or denoting behavior which is positive (e.g., friendly, expresses empathy to
or about others, and respects rules as well as the boundaries of others), helpful, and intended to promote
social acceptance and friendship which is positive, helpful, and intended to promote social acceptance
and friendship.

“Protective Factor” means the characteristics associated with a lower likelihood of negative outcomes or
that reduce a risk factor’s impact. Protective factors are seen as positive countering events. Protective
factors may include factors such as positive self-image, self-control, or social competence.

“Provider Organization,” as used in the definition of BHE set forth above, means a corporation,
partnership, limited liability company, business trust, association, or organized group of persons, which is
in the business of behavioral health care delivery or management and that (a) includes ten (10) or more
full time equivalent (FTE) fully licensed or certified professionals providing diagnostic, therapeutic, or
psychological services for behavioral health conditions under the providers’ Professional Practice Act.

“Psychiatric Advance Directive (PAD)” means a written instruction, created pursuant to Section
15-18.7-202, C.R.S. concerning behavioral health treatment, medication, and alternative treatment
decisions, preferences, and history to be made on behalf of the adult who provided the instruction. 

“Psychotherapy” or “psychotherapy services” has the same meaning as defined in Section
12-245-202(14), C.R.S.
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“Readiness to Change” means an individual’s emotional and cognitive awareness of and interest in the
need to change, coupled with a commitment to change. 

“Real-Time” documentation means that the personnel providing a monitoring activity enters the result in
the individual’s record at the time of the monitoring activity, allowing necessary information to transition
seamlessly between shift change. If this process involves delayed entry of results into an electronic health
record or other tracking system, the documentation reflecting real-time communication must be included
in the individual’s record. 

“Recovery” means a process of change through which individuals improve their health and wellness and
ability to live a self-directed life and strive to reach their full potential.

“Recovery Support Services Organization” (RSSO) has the same meaning as in 27-60-108(2)(c).

“Residential Child Care Facility (RCCF)” has the same meaning as described in Section 26-6-903(29),
C.R.S. 

“Residential Services” means the on-site service for individuals whose mental health and/or substance
use issues and symptoms are severe enough to require a twenty-four (24)-hour per day structured
program and oversight, but that do not require hospitalization. It includes mental health transitional living
homes, but does not include residential child care facilities. 

“Restraint” has the same meaning as described in Section 26-20-102(6), C.R.S. 

“Risk Factors” mean the characteristics at the biological, psychological, family, community, or cultural level
that precede and are associated with a higher likelihood of negative outcomes. Risk factors on an
individual level may include an individual’s genetic predisposition to addiction or exposure to alcohol or
other potentially harmful substance(s) prenatally.

“Risk, Need, Responsivity,” or “RNR,” means the model of evaluating how to best engage an individual
involved in the criminal justice system. It incorporates the following principles:

A. Criminogenic risk: the likelihood that an individual will engage in future illegal behavior in the form
of a new crime or failure to comply with conditions of probation or parole. 

B. Criminogenic need: dynamic risk factors that increase an individual’s likelihood to engage in
future illegal behavior in the form of a new crime or failure to comply with conditions of probation
or parole. This includes, but is not limited to, factors such as lack of employment or livable wages,
or the presence of a substance use disorder. These factors are malleable and responsive to
intervention.

C. Responsivity: maximizing the potential success of treatment intervention by tailoring the
intervention to the learning style, secondary needs, motivation, and strengths of the individual. 

“SAMHSA” means the Substance Abuse and Mental Health Services Administration overseen by the
United States Department of Health and Human Services. 

“Screening” means a brief process used to identify current behavioral health or health needs and is
typically documented through the use of a standardized instrument. Screening is used to determine the
need for further assessment, referral, or immediate intervention services.

“Seclusion” has the same meaning as described in Section 26-20-102(7), C.R.S.

“Self-Administration” means the ability of a person to take medication independently without assistance by
administration from another person.
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“Sequential Intercept Model (SIM)” means the model of how individuals with behavioral health disorders
come into contact with and move through the criminal justice system.

“Service Plan” means a written description of the services to be provided by the agency to meet an
individual's treatment needs. 

“Session” means a face-to-face, telehealth, or audio-only interaction of the individual and personnel.
Session may include but is not limited to individual therapy, group therapy, medication-assisted treatment
education and/or monitoring, family therapy, peer professional services, educational/occupational groups,
recreational therapy, intake, discharge, service planning, and other therapies.

“Social Determinants of Health” refers to the conditions in which individuals are born, grow, live, work and
age. They include factors such as socioeconomic status, education, neighborhood and physical
environment, employment, and social support networks, as well as access to health care. 

“Stock Medication” means medication that is not labeled for, or intended for, use by a specific individual
when it leaves the pharmacy but is intended to be stored and ultimately administered by a licensed health
care professional in accordance with applicable laws and regulations.

“Sub-Endorsement” means a secondary endorsement for a specific type of service within the broader
category of an endorsement.

"Substance Use Disorder" has the same meaning as provided in Section 27-50-101(20), C.R.S. 

“Supervising Entity” means the official employed by probation, parole, or other representative of the
criminal justice system who is responsible for oversight and supervision of the individual. Other
representatives may include, but are not limited to, direct employees or contractors of the Department of
Corrections, the Division of Criminal Justice, The Judicial Department, or the Department of Human
Services. The supervising entity is often responsible for referring individuals into specific education and/or
treatment services and reporting compliance with terms of supervision to the courts.

“Supervision” for the purposes of Chapter 6 only means weekly clinical guidance from a licensee.     

“Telehealth” means delivery of services through telecommunications systems that are compliant with all
federal and state protections of individual privacy, to facilitate individual assessment, diagnosis,
consultation, treatment, and/or service planning/case management when the individual and the person
providing services are not in the same physical location. Telecommunications systems used to provide
telehealth include information, electronic, and communication technologies. Telehealth may include
audio-only methods in accordance with state and federal regulation unless noted otherwise.

“Tiered Inspection” means an on-site re-licensure survey that has a reduced scope and reviews fewer
items for compliance with applicable state regulations than a full re-licensure survey. 

“Transfer” means being able to move from one body position to another. This includes, but is not limited
to, moving from a bed to a chair or standing up from a chair to grasp adaptive equipment.

“Trauma-Informed” means an approach to care that realizes the widespread impact of trauma,
understands potential paths for recovery, recognizes the signs and symptoms of trauma in individuals,
families, personnel, and others involved in the system, and responds by fully integrating knowledge about
trauma into policies, procedures, and practices, seeking to actively resist re-traumatization. The six key
principles of a trauma-informed approach include: 

A. Safety, trustworthiness and transparency; 

B. Peer support, collaboration and mutuality; 
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C. Empowerment, voice and choice;

D. Cultural issues;

E. Historical issues; and 

F. Gender issues. 

“Treatment Management System,” or “TMS” means the database utilized by endorsed DUI/DWAI
programs to electronically track and report an individual’s enrollment and status in required DUI/DWAI
services through the completion of the “DUI/DWAI reporting system,” or “DRS” record. 

“Treatment Type” means the focus of behavioral health services that the agency provides. It may include
services focused on mental health disorders, substance use disorders, or both, also referred to as
“co-occurring” disorders.

“Triage” means a dynamic process of evaluating and prioritizing urgent needs and intervention options
based on the nature and severity of the individuals’ presenting situation. 

“Two (2) Generational Approach'' means focusing on both children and parents’ and/or legal guardians
needs at the same time. This approach focuses on breaking down barriers by strengthening education,
economic supports, social capital and health and well-being. The core principles of the Two Generational
Approach are: 

A. Measure and account for outcomes for both children and their parents and/or legal guardians;

B. Engage and listen to the voices of families;

C. Foster innovation and evidence together;

D. Align and link systems and funding streams; and

E. Ensure equity.

“Underinsured” means an individual’s insurance plan does not cover the cost of necessary care, either
medical or behavioral, leaving the individual with out-of-pocket costs they are unable to pay.

“Understanding the ADDS Evaluation Training” means the mutually developed, webinar-based training
offered by the BHA and State Court Administrator’s Office.

“Undue Hardship” means a situation where compliance with a rule creates a substantial, unnecessary
burden on the applicant or agency’s business operation or the families or community it serves, and which
reasonable means cannot remedy. An undue hardship does not include the normal cost of operating the
business.

"Walk-In Crisis Services" means immediate and confidential, in-person crisis support, information, and
referrals to any individual in need including to anyone experiencing a self-defined crisis.

“Warm Handoff” means an approach to care transitions in which a behavioral health care provider uses
face-to-face or telehealth contact to directly link individuals being treated to other providers or services.

“Warm Line/Support Line” means a telephonic service where individuals can “opt in” from the statewide
crisis line to receive individualized screening and resources by peer support professionals.
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“Whole Person Health” means physical, mental, and social wellness which is achieved through integrated
care and adequately addressing social determinants of health.

“Withdrawal Management” or “WM” means the services required to assist an individual experiencing
withdrawal from the use of one (1) or more substances, as identified by the individual’s acute intoxication
and/or withdrawal potential, also known as the dimension 1 rating, from the ASAM Criteria. Withdrawal
management is divided into the following levels: 

A. “Level 1-WM” means ambulatory withdrawal management without extended on-site monitoring
services. This is an outpatient service that involves medically supervised evaluation, withdrawal
management, and referral services that are delivered on a regular schedule. 

B. “Level 2-WM'' means ambulatory withdrawal management with extended on-site monitoring. This
is an outpatient service that involves regularly scheduled sessions of physician approved
monitoring of withdrawal management protocols. 

C. “Level 3.2-WM” means clinically managed residential withdrawal management. This is an
organized service delivered in a setting that provides twenty-four (24) hour supervision,
observation, and support to individuals who are intoxicated and/or experiencing withdrawal. This
service is characterized by its emphasis on peer and social support rather than medical and/or
nursing care. 

D. “Level 3.7-WM” means medically monitored inpatient withdrawal management. This is an
organized service delivered by medical and nursing professionals, which provides for twenty-four
(24) hour evaluation and withdrawal management in a permanent facility with inpatient beds.
Services are delivered under a defined set of physician-approved policies and
physician-monitored procedures or clinical protocols.   

“Women’s and Maternal Behavioral Health Treatment” means creating an environment and service
continuum that reflects an understanding of and is grounded in the unique biological, developmental,
historical, relational, economic and social experiences that shape women's lives, and thus responds
through factors which include, but are not limited to, site selection; personnel selection and training;
program development; content; and wrap-around supports that address gender-specific issues in the
course of prevention, intervention, treatment and recovery services. This was previously known as
gender-responsive treatment.

“Youth” means an individual who is under twenty-one (21) years of age.

1.3 Personnel Definitions

“Administrator” means a person implementing policies and procedures on an agency-wide, endorsement,
service, or physical location-specific basis, who is responsible for the day-to-day operation of such
endorsement, service, or location. 

“Advanced Practice Registered Nurse” or “APRN” has the same meaning as provided in Section
12-255-104, C.R.S. 

“Approved Restoration Provider” means a comprehensive community behavioral health provider who
appears on the approved provider list as passing all contract application requirements with the outpatient
competency restoration services program department within the Office of Civil and Forensic Mental
Health (OCFMH).

“Authorized Practitioner” means the person (a) authorized by law to prescribe treatment, medication, or
medical devices, (b) who holds a current unrestricted license to practice, and (c) is acting within the scope
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of such authority. This includes persons registered with the Drug Enforcement Administration (DEA) to
prescribe controlled substances. This includes, but is not limited to: 

A. A physician, psychiatrist, medical doctor, or doctor of osteopathy licensed pursuant to Article 240
of Title 12, C.R.S.,

B. A physician assistant licensed pursuant to part 113 of Article 240 of Title 12, C.R.S., and

C. An advanced practice registered nurse (APRN), licensed pursuant to part 255 of Title 12, C.R.S. 

“Candidate” means a person receiving clinical supervision, acting within their scope of practice, and
seeking licensure through DORA. It includes the following:

A. Psychologist candidates, pursuant to Section 12-245-3, C.R.S.;  

B. Clinical social work candidates, pursuant to Section 12-245-4, C.R.S.; 

C. Marriage and family therapist candidates, pursuant to Section 12-245-5, C.R.S.; 

D. Licensed professional counselor candidates, pursuant to Section 12-245-6, C.R.S.; and 

E. Licensed addiction counselor candidates, pursuant to Section 12-245-8, C.R.S.   

“Certified Addiction Specialist” or “CAS,” means a person who possesses a valid, unsuspended, and
unrevoked addiction counseling certificate issued by DORA, authorizing them to practice addiction
counseling commensurate with their certification level and scope of practice, per Section 12-245-8, C.R.S.

“Certified Addiction Technician” or “CAT” means a person who possesses a valid, unsuspended, and
unrevoked addiction counseling certificate issued by DORA, authorizing them to practice addiction
counseling commensurate with their certification level and scope of practice, per Section 12-245-8,
C.R.S. 

“Clinical Director” means a person responsible for overseeing individual treatment services, including, but
not limited to ensuring appropriate training and supervision for clinical personnel. 

“Clinical Supervision” means the following:

A. Supervision that is received to meet the standard qualifications for clinical supervision as defined
by a professional practice board and standards in the Colorado Mental Health Practice Act,
pursuant to Article 245 of Title 12, C.R.S. the delivery, frequency, and specific requirements may
vary depending upon the credential and the respective skills of the two (2) professionals involved,
and the population and/or the specific individual being served. 

B. Supervision provided to personnel who are not seeking or not eligible for professional licensure
but are otherwise qualified to provide services to individuals based on education, training, or other
credentials implies that the supervisor accepts oversight and responsibility for the services
provided by this personnel. The supervisor must follow standards in the Colorado Mental Health
Practice Act, pursuant to Article 245 of Title 12, C.R.S. The nature of the supervisory relationship
depends on the respective skills of the two professionals involved, the individual population
and/or the specific individual being served. It is usually ongoing, required, and hierarchical in
nature.

"Counselor-In-Training" means a person currently in the process of obtaining a professional credential
pursuant to Article 245 of Title 12, C.R.S. "Counselor-In-Training" does not include candidates as defined
in this part 1.3. 
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“Colorado Department of Regulatory Agencies,” or “DORA” means the division of professions and
occupations within this state department as created in Section 24-1-122, C.R.S. 

“Crisis Professional” means any person who is receiving or has received crisis professional curriculum
training approved by the BHA specific to crisis assessment, management, de-escalation, safety planning
and all relevant laws and provisions such that training is complete, and the person can lead a crisis
response.  

“Group Living Worker” means a person without a behavioral health credential or license that is adequately
trained and supervised to recognize and respond to behavioral health concerns. This person may assist
in twenty-four (24) hour management and oversight of the milieu and, in certain facilities, may also serve
a correctional or supervision-focused role. This does not include peer support professionals.

“Intern'' means personnel completing a clinical degree program of study performing duties under the
direct clinical supervision of degree-corresponding licensed personnel. 

“Licensed Addiction Counselor” or “LAC” means a person who possesses a valid, unsuspended, and
unrevoked addiction counseling license issued by DORA, authorizing them to practice addiction
counseling commensurate with their licensure level and scope of practice, per Section 12-245-801
through -806, C.R.S.     

“Licensed Social Worker” means a person who: 

A. Is a licensed social worker or licensed clinical social worker; and

B. Possesses a valid, unsuspended, and unrevoked license issued pursuant to Section 12-245-404,
C.R.S.

“Licensed Professional Counselor” or “LPC” means a person who is a professional counselor licensed
pursuant to Section 12-245-601 through -607, C.R.S.

“Licensee” means a psychologist, social worker, clinical social worker, marriage and family therapist,
licensed professional counselor, or addiction counselor licensed as defined in 12-245-202(8), C.R.S.

“Manager” means a person involved in and/or responsible for decisions made on behalf of an agency
regarding clinical and/or operational policies, procedures, and actions for a physical location,
endorsement, service type, and/or the agency. This may include administrators or clinical directors,
depending on the structure and operation of the agency. An agency may have a single manager, or
multiple managers, as appropriate for the combination of endorsements, services, and locations included
in the agency license.

“Marriage and Family Therapist” or “LMFT” means a person who possesses a valid, unsuspended, and
unrevoked license as a marriage and family therapist pursuant to Section 12-245-504, C.R.S.

“Nurse” means a person who holds a current unrestricted license to practice pursuant to 12-255-110,
C.R.S., and is acting within the scope of such authority. 

“Peer Support Professional” means the following persons who meet the qualifications as described in
Section 27-60-108(3)(a)(III), C.R.S.:

A. A peer support specialist;

B. A recovery coach;

C. A peer and family recovery support specialist;
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D. A peer mentor; 

E. A family advocate; or

F. A family systems navigator.

“Personnel” means persons employed by and/or providing services under the direction of an agency,
including, but not limited to managers, administrators, clinical directors, employees, contractors, students,
interns, volunteers, or treatment-involved mentors.  

"Professional Person" has the same meaning as described in Section 27-65-102(27), C.R.S.

“Psychologist” means a person who possesses a valid, unsuspended, and unrevoked license as a
psychologist licensed pursuant to Section 12-245-304, C.R.S. 

“Qualified Medication Administration Person” or “QMAP” means a person who passed a competency
evaluation administered by the Department of Public Health and Environment before July 1, 2017, or
passed a competency evaluation administered by an approved training entity on or after July 1, 2017, and
whose name appears on the Department of Public Health and Environment’s list of persons who have
passed the requisite competency evaluation.

“Qualified Practitioner” means a physician or other person licensed, registered, or otherwise permitted to
distribute, dispense, or to administer a controlled substance in the course of professional practice.

Chapter 2: General Behavioral Health Entity Licensing Standards

2.1 Authority and Applicability 

A. Chapter 2 establishes the conditions that an agency must meet in order to be licensed as a
Behavioral Health Entity (BHE), and the minimum standards for the operation of a BHE. The
statutory authority for the promulgation of these regulations is set forth in Sections
27-50-107(3)(b), C.R.S. and 27-50-502(1), C.R.S.

B. As of January 1, 2024, it is unlawful for any person, partnership, association, or corporation, not
already possessing a valid license to operate a BHE or substance use disorder facility, to conduct
or maintain a BHE, without having obtained a license from the Behavioral Health Administration
(BHA) per Section 27-50-501, C.R.S.

C. Pursuant to Section 27-50-502(1)(g), C.R.S., these rules shall include a timeline for compliance
with BHE standards that exceed the standards under which a BHE was previously licensed or
approved. BHEs shall be subject to the following rule compliance timeline:

1. Upon these rules going into effect, the BHA shall take immediate action on rule violations that
impact the health, safety, and welfare of individuals receiving services provided by a
BHE.

2. All BHEs, licensed by the BHA, shall be in full compliance of these rules, and any rules that apply
to any endorsements an entity has elected to obtain, by July 1, 2024.

2.2 License Requirement

A. Any entity seeking initial licensure as a BHE shall apply for a license from the (BHA) if the entity
would previously have been licensed or subject to any of the following: 

1. BHE licensure by the Colorado Department of Public Health and Environment; 
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2. Approval or designation by the Office of Behavioral Health, as it existed before the effective date
of this part, or the BHA pursuant to Article 50 of Title 27, C.R.S. or Article 66 of Title 27
C.R.S.; or 

3. Approval by the Office of Behavioral Health, as it existed before the effective date of this part, or
the BHA pursuant to Section 27-81-106, C.R.S. as an approved treatment program for
substance use disorders. This includes agencies that:

a. Are required by statute to be licensed by the BHA;

b. Receive public funds to provide substance use disorder treatment or substance use disorder
education;

c. Provide such treatment to individual populations whose referral sources require them to be
treated in agencies licensed by the BHA; or

d. Are acquiring existing agencies or sites licensed by the BHA. 

B. Entities previously licensed as described in part 2.2.A of this Chapter shall seek an initial BHE
license at least sixty (60) calendar days prior to the expiration of their existing license. 

C. Any entity that meets the definition of a BHE, as defined in these rules, shall be licensed pursuant
to this Chapter 2.

D. Hospitals are exempt from BHE licensure as they do not meet the definition of providing
community-based services. 

2.3 General Licensing Requirements

A. The BHE shall ensure compliance with the following: 

1. The BHE may only provide services for which it holds an endorsement as part of its license.

2. If a BHE has not provided behavioral health services specific to its endorsement for one (1) year,
the BHA will review the endorsement and may remove the endorsement from the BHE’s
license.  

3. The following endorsements are considered outpatient service endorsements:

a. Behavioral Health Outpatient services as described in Chapter 4 of these rules;

b. Behavioral Health High-Intensity Outpatient services as described in Chapter 4 of these rules;

c. Walk-In Crisis services as described in Chapter 6 of these rules;

d. Mobile Crisis services as described in Chapter 6 of these rules;

e. Ambulatory Withdrawal Management without Extended On-Site Monitoring (Level 1-WM) as
described in Chapter 4 of these rules; and 

f. Ambulatory Withdrawal Management with Extended On-Site Monitoring (Level 2-WM) as
described in Chapter 4 of these rules. 

4. The following endorsements are considered residential/overnight endorsements:

https://docs.google.com/document/d/1qYY8EGIuNILEiV04oMd_YZypldAlyYQVhoLTioUOE4M/edit#heading=h.612da928o12v
https://docs.google.com/document/d/1qYY8EGIuNILEiV04oMd_YZypldAlyYQVhoLTioUOE4M/edit#heading=h.7cev2qwbfn1e
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a. Residential services as described in Chapter 5 of these rules; 

b. Crisis Stabilization Unit services as described in Chapter 6 of these rules; 

c. Acute Treatment Unit services as described in Chapter 6 of these rules;

d. Residential Respite services as described in Chapter 6 of these rules;

e. Clinically Managed Residential Withdrawal Management (Level 3.2-WM) as described in Chapter
5 of these rules; and

f. Medically Monitored Inpatient Withdrawal Management (Level 3.7-WM) as described in Chapter 5
of these rules.

5. The BHE shall ensure all of its operations, locations, and services, including contracted services
or personnel, comply with laws, regulations, and standards as applicable and required by
Chapter 2 of these rules, in addition to Chapters specific to any endorsements held by
the BHE.

6. The BHE shall meet the requirements in Chapter 2 of these rules, regardless of endorsements
included as part of its BHE license.

7. The BHE shall meet endorsement-specific requirements, as applicable to the endorsements
included as part of the BHE’s license.

8. The BHE shall have at least one endorsement and shall provide at least one type of service for
each endorsement held. Endorsement standards are detailed in Chapters 3 through 10 of
these rules. 

B. A BHE may only provide services for which it holds an endorsement, and at locations authorized
by its license. 

C. A BHE will be issued a single entity-wide license which identifies all physical locations included in
the license and endorsements for services the BHE is licensed to provide by location. The BHE
shall display the license, or a copy thereof, in a manner readily visible to individuals at each
physical location included in the license. 

D. Each physical location of the BHE must meet the standards adopted by the director of the
Division of Fire Prevention and Control (DFPC), as applicable to the services provided in that
location. 

E. BHEs are prohibited from engaging in the following actions: 

1. Making a false statement of material fact about individuals served by the BHE, its personnel,
capacity, or other operational components verbally to a BHA representative or agent or in
any public document or in relation to a matter under investigation by the BHA or another
governmental entity; 

2. Preventing, interfering with, or attempting to impede in any way the work of a representative or
agent of the BHA in investigating or enforcing the applicable statutes or regulations; 

3. Falsely advertising or in any way misrepresenting the BHE’s ability to provide services for the
individuals served based on its license type or status; 

https://docs.google.com/document/d/1qYY8EGIuNILEiV04oMd_YZypldAlyYQVhoLTioUOE4M/edit#heading=h.rayc8u5btht2
https://docs.google.com/document/d/1qYY8EGIuNILEiV04oMd_YZypldAlyYQVhoLTioUOE4M/edit#heading=h.cqikaaxb5wxw
https://docs.google.com/document/d/1qYY8EGIuNILEiV04oMd_YZypldAlyYQVhoLTioUOE4M/edit#heading=h.e0dqsntns31p
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4. Failing to provide reports and documents required by regulation or statute in a timely and
complete fashion;

5. Failing to comply with or complete a plan of action in the time or manner specified;

6. Falsifying records or documents; 

7. Knowingly using or disseminating misleading, deceptive, or false information; 

8. Accepting commissions, rebates, or other forms of remuneration for referrals or other treatment
decisions; or

9. Exercising undue influence or coercion over an individual to obtain certain decisions or actions or
for financial or personal gain. A relationship other than a professional relationship,
including but not limited to a relationship of a sexual nature, between an owner, director,
manager, administrator, or other personnel and an individual, shall be considered
exercise of undue influence or coercion. 

2.4 Governance

A. The BHE shall have a governing body consisting of members who singularly or collectively have
professional or lived experience sufficient to oversee the types of endorsements, services, and
number of physical locations included in the BHE’s license. 

B. The governing body shall meet at regularly stated intervals at least four (4) times per calendar
year and maintain records of the meetings. 

C. The governing body shall be responsible for high-level strategy, oversight, and accountability. If
the BHE has a board of directors as its governing body, the board of directors may delegate
operations and management responsibilities to an executive hired by the board who shall at the
executive’s discretion delegate specific operations and management responsibilities including
those in this part 2.4.C to an executive leadership team. These responsibilities include:

1. Ensuring the planning and organization of day-to-day operations.

2. Defining, in writing, the scope of services provided by the BHE, including services provided
through arrangements with, or referrals to, other health care service providers. 

3. Ensuring the provision of facilities, personnel, and services in compliance with applicable
endorsement-specific standards found in Chapters 3 through 10 of these rules.

4. Establishing organizational structures that clearly delineate personnel positions, lines of authority,
and supervision. 

5. Ensuring all services and locations operate in compliance with applicable federal, state, and local
laws and regulations, including but not limited to the rehabilitation act of 1973, 29 U.S.C.
§ 794, and the Americans with Disabilities Act, 42 U.S.C. § 12101, et seq. 

6. Ensuring professionally ethical conduct on the part of all personnel providing services, whether
paid, contracted, or volunteer, and ensuring a system is in place to implement corrective
measures when needed and monitor such system.

7. Developing and implementing a quality management program in compliance with the
requirements of part 2.17 of this Chapter, taking into account each endorsement's
services and any significant differences in individual populations served. 
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8. Ensuring emergency preparedness for the BHE, in accordance with part 2.4.F of this Chapter. 

9. Establishing and maintaining a system of financial management and accountability for the BHE.

10. Developing, implementing, and reviewing policies at a minimum once every three years or as
needed in accordance with part 2.4.D of this Chapter. 

11. Maintaining relationships and agreements with treatment facilities, organizations, and services to
provide individual transfers, referrals, and transitions of care. 

12. Ensuring all marketing, advertising, or promotional information published or otherwise distributed
by the BHE is accurate, including, the services the BHE provides. 

13. Considering and documenting the use of individual input in decision-making processes in
accordance with part 2.4.D.3.i of this Chapter.

D. The governing body or executive leadership team if so, delegated as described in part 2.4.C shall
be responsible for ensuring the development and implementation of these policies and
procedures and must review any changes to policies and procedures for the BHE. The governing
body or executive leadership must ensure compliance with the policy requirements in this subpart
and as found elsewhere in this Chapter. Every three (3) years, the governing body or executive
leadership shall review all policies and procedures.

1. The BHE must have policies regarding administrative and/or clinical oversight of the BHE’s
endorsements, services, and/or physical locations that meet oversight requirements.
Requirements included in part 2.5.A of this Chapter, and shall include, but not be limited
to: 

a. Oversight positions within the BHE, such as an administrator or clinical director, and whether
each position is for the endorsement, specific services, specific locations, or a
combination thereof. 

b. The authority and responsibilities for each oversight position.

c. The model or framework for clinical supervision. Such model or framework may differ by
endorsement, service, or setting.

d. The procedure for accessing oversight personnel or their delegate when the oversight personnel
are not on-site, including, but not limited to, methods of contact, on-call or other
procedures, and required response times. 

2. At a minimum, the BHE shall have policies and procedures that address the following items: 

a. Critical incident and occurrence reporting in accordance with part 2.16 of this Chapter.

b. Individual rights in accordance with part 2.7 of this Chapter. 

c. Individual grievances, including dispute resolution procedures, in accordance with part 2.8 of this
Chapter.

d. Infection prevention and control in accordance with part 2.4.E of this Chapter. 

e. Personnel, including a code of ethics for all personnel. This also includes those policies and
procedures required by part 2.5 of this Chapter, and as required by the
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endorsements of the BHE license. This code of ethics must be made available to
individuals upon request.

f. As applicable, screening, admission, assessment/discharge, service plan, and care policies as
required by parts 2.10, 2.12, and 2.13 of this Chapter.

g. As applicable, medication administration in accordance with part 2.15 of this Chapter. 

h. Defining and preventing conflicts of interest and dual relationships, and where such conflicts
exist, developing and implementing controls to minimize such conflict and ensure
decisions are made for the best interest of the individual. 

i. The use of individual input and feedback in governing body decisions, including, but not limited
to: 

(1) The formal or informal processes, appropriate for the individuals served and the size and
complexity of services offered, to be used for collection of individual input
and feedback.

(2) How the governing body will document individual input and how that feedback has been
considered. 

j. Individual records, including but not limited to confidentiality, access, and disposal/destruction of
records as required by part 2.11 of this Chapter. 

k. Building safety and security 

(1) Such policies may be for the agency, an endorsement, or physical location. 

(2) Policies must address the needs of the individual population being served and/or the services
being provided. 

(3) policies may include, but are not limited to, electronic surveillance, delayed egress, and/or locked
settings as appropriate. 

E. The BHE shall have infection prevention and control policies and procedures that reflect the
scope and complexity of the services provided across the BHE, including but not limited to: 

1. Maintenance of a sanitary environment. 

2. Mitigation of risks associated with infections and the prevention of the spread of communicable
disease, including, but not limited to, hand hygiene, bloodborne and airborne pathogens,
and respiratory hygiene and cough etiquette for individuals and BHE personnel. 

3. Coordination with other federal, state, and local agencies, including but not limited to a process
for when and how to seek assistance from a medical professional and/or the local health
department. 

4. For BHEs that administer medications or injections on-site, as well as all agencies providing
overnight or residential services, a requirement that at least one person trained in
infection control be employed by or regularly available to the BHE. 

F. The BHE shall be responsible for emergency preparedness policies and procedures, including
the following: 
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1. Completing a risk assessment of potential hazards and preparedness measures to address
natural and human-caused crises including, but not limited to, fire, gas leaks/explosions,
power outages, tornados, flooding, threatened or actual acts of violence, and bioterror,
pandemic, or disease outbreak events. The governing body shall review such risk
assessments annually and whenever BHE operations are modified through the addition
or discontinuation of a physical location, service, or endorsement. 

2. Developing and implementing a written emergency management plan addressing the hazards
identified in part 2.4.F.1, above, and meeting, at a minimum, the following requirements: 

a. The plan must differentiate between endorsements, physical locations, and individual populations
served and meet the requirements applicable to any endorsements held by the
BHE.

b. The plan must be updated based on changes in the risk assessment conducted in accordance
with part 2.4.F.1 of these rules, above. 

c. The plan must address interruptions in the normal supply of essentials, including, but not limited
to water, food, pharmaceuticals, and personal protective equipment (PPE), if
these are regularly provided or used by BHE personnel or individuals. 

d. The plan must ensure continuation of necessary care to all individuals immediately following any
emergency.

e. The plan must address the protection and transfer of individual information, as needed.

f. The plan must address the methods and frequency of holding routine drills to ensure BHE
personnel’s familiarity with emergency procedures, in compliance with
requirements established by the Department of Public Safety, Division of Fire
Prevention and Control in 8 CCR 1507-31 (December 15, 2021), which is hereby
incorporated by reference. No later editions or amendments are incorporated.
These regulations are available at no cost at
https://www.coloradosos.gov/CCR/DisplayRule.do?action=ruleinfo&ruleId=3177&
deptID=17&agencyID=43&deptName=Department%20of%20Public%20Safety&a
gencyName=Division%20of%20Fire%20Prevention%20and%20Control&seriesN
um=8%20CCR%20150. These regulations are also available for public
inspection and copying at the BHA, 710 S. Ash Street, Unit C140, Denver, CO
80246, during regular business hours. 

3. If the BHE has an automated external defibrillator (AED), personnel must be trained in its use,
and it must be maintained in accordance with the manufacturer’s specifications.

2.5 Personnel and Contracted Services

A. The BHE shall ensure administrative and/or clinical oversight of endorsement(s), service(s), and
physical location(s), in accordance with policies and procedures adopted by the governing body
under part 2.4.D of these rules, including, as required by those policies:

1. An administrator responsible for implementing endorsement and service policies and procedures
adopted by the governing body, as well as the day-to-day operation of the endorsement,
services, or location, including, but not limited to: 

a. Management of business and financial operations. 

https://www.coloradosos.gov/CCR/DisplayRule.do?action=ruleinfo&ruleId=3177&deptID=17&agencyID=43&deptName=Department%20of%20Public%20Safety&agencyName=Division%20of%20Fire%20Prevention%20and%20Control&seriesNum=8%20CCR%20150
https://www.coloradosos.gov/CCR/DisplayRule.do?action=ruleinfo&ruleId=3177&deptID=17&agencyID=43&deptName=Department%20of%20Public%20Safety&agencyName=Division%20of%20Fire%20Prevention%20and%20Control&seriesNum=8%20CCR%20150
https://www.coloradosos.gov/CCR/DisplayRule.do?action=ruleinfo&ruleId=3177&deptID=17&agencyID=43&deptName=Department%20of%20Public%20Safety&agencyName=Division%20of%20Fire%20Prevention%20and%20Control&seriesNum=8%20CCR%20150
https://www.coloradosos.gov/CCR/DisplayRule.do?action=ruleinfo&ruleId=3177&deptID=17&agencyID=43&deptName=Department%20of%20Public%20Safety&agencyName=Division%20of%20Fire%20Prevention%20and%20Control&seriesNum=8%20CCR%20150
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b. Ensuring standards in part 2 of this Chapter are met in the endorsement, services, and location,
including, but not limited to the standards in part 2.15 of these rules, medication
administration. 

c. Ensuring buildings are properly maintained and building safety/security needs are met.

d. Implementing infection control and emergency preparedness policies and procedures, in
accordance with governing body policies. 

e. Establishing and maintaining relationships with agencies, services, and behavioral health
resources within the community. 

f. Identifying personnel to whom administrator responsibilities are delegated during periods when
the administrator is neither on-site nor available through interactive means within
thirty (30) minutes. 

g. A BHE may have a single administrator, or multiple administrators for the combination of
endorsements, services, and locations included in the BHE license. 

2. For BHEs providing clinical services, a clinical director, responsible for the overall clinical services
provided to individuals, including, but not limited to: 

a. Ensuring training and continuing education for all BHE personnel, relevant to the services
provided by the personnel. 

b. Ensuring supervision and clinical oversight of BHE personnel in accordance with part 2.5.1 of
these rules.

c. Including a method to provide clinical supervision and oversight during periods when the clinical
director is unable to fulfill their duties within thirty (30) minutes. 

d. Ensuring services provided are appropriate as indicated in screenings and assessments. 

3. A BHE may have a single clinical director, or multiple clinical directors, as appropriate for the
combination of endorsements, services, and locations included in the BHE license. 

4. The minimum qualifications for the administrator and clinical director are set by the BHE’s policies
and procedures. 

5. An administrator or clinical director may be specific to a physical location or may be shared
among locations, as appropriate for the services, size, and geographic dispersion of the
services. 

6. A single person may serve as both the administrator and the clinical director, if that person meets
qualifications for both, and it is consistent with policies adopted by the governing body. 

B. The BHE shall maintain a sufficient number of qualified personnel for each endorsement and at
each physical location to provide the endorsed services, meet the clinical needs of the
individuals, and comply with state and federal requirements. The BHE shall ensure personnel are
only assigned duties they are competent to perform adequately and safely. 

C. All personnel assigned to direct individual care must be qualified through either professional
credentials, education, training, and/or experience in the principles, policies, procedures, and
appropriate techniques for providing individual services. 
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1. Personnel providing individual services must be legally authorized to provide the service in
accordance with applicable federal, state, and local laws. 

2. Licensed, certified, and/or registered personnel must have an active license, certification, or
registration in the state of Colorado and may only provide services within their scope of
practice. 

3. The BHE shall verify the license, certification, or registration, and check for any disciplinary action
against personnel providing individual services, through the Colorado department of
regulatory agencies or other state or federal agency not more than thirty (30) days before
official hire date prior to hire.

4. The BHE shall create policies and procedures regarding supervision of all personnel pursuant to
part 2.5.1 of this Chapter. 

D. The BHE shall obtain, prior to hire or contract of new personnel or acceptance of persons for
volunteer service if that volunteer service involves unsupervised direct contact with individuals
receiving services, a name-based criminal history record check for each prospective personnel or
volunteer. 

1. If the prospective personnel has lived in Colorado for more than three (3) years at the time of
application, the BHE shall obtain a name-based criminal history report conducted by the
Colorado Bureau of Investigation (CBI). 

2. If the prospective personnel has lived in Colorado for three (3) years or less at the time of
application, the BHE shall obtain a name-based criminal history report for each state in
which the prospective personnel has lived during the past three (3) years, conducted by
the respective states’ bureaus of investigation or equivalent state-level law enforcement
agency, or a national criminal history report conducted by the federal bureau of
investigation.

3. The BHE shall bear the cost of obtaining such information. 

4. If a BHE contracts with a staffing agency for the provision of services, it shall require that the
staffing agency meet the requirements of this part 2.5.D. 

5. When determining whether a prospective personnel is eligible for hire or contract, if the criminal
history record check reveals the person has a conviction or plea of guilty, active deferred
judgment, or nolo contendere, the BHE shall follow its policy developed in accordance
with part 2.5.E.3.a of this Chapter. 

E. The BHE shall have written personnel policies developed in accordance with part 2.5.C of this
Chapter, including, but not limited to: 

1. Line of authority/management hierarchy of personnel. 

2. Job descriptions/responsibilities. 

3. Written criteria and procedures for evaluating which convictions or complaints make prospective
personnel unacceptable for hire, or for existing personnel unacceptable for retention,
including: 

a. Factors to be considered when determining whether prospective personnel are eligible for hire
when their criminal history record check reveals a conviction or plea of guilty,
active deferred judgment, or nolo contendere, including, but not limited to: 
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(1) The nature and seriousness of the offense; 

(2) The nature of the position and how the offense relates to or may impact the duties of the
position. Experience in the criminal justice system is not necessarily a
disqualifier and, in certain circumstances, a BHE may determine that
some lived experiences would benefit a particular position;

(3) The length of time since the conviction or plea; 

(4) Whether such conviction is isolated or part of a pattern; and

(5) Whether there are mitigating or aggravating circumstances involved. 

4. Conditions of employment, including but not limited to: 

a. That personnel refrain from sexual or romantic relationships between supervisors and
supervisees and sexual or romantic relationships with individuals served. 

5. Position qualifications and required credentials. 

6. Orientation, training, and continuing education requirements, for the populations served and
services provided.

7. Routine monitoring of personnel credentials and disciplinary actions. 

8. Requirements for self-reporting of new or current investigations, criminal charges, indictments, or
convictions that may affect the personnel’s ability to carry out their duties or functions of
the job. 

9. Policies requiring all personnel to be free of communicable disease that can be readily
transmitted in the BHE. 

a. All personnel that have direct contact with individuals must be required to have a tuberculin skin
test prior to direct contact with individuals. In the event of a positive reaction to
the skin test, evidence of a chest x-ray and other appropriate follow-up may be
required in accordance with community standards of practice.

F. The BHE shall ensure that all personnel have access to and know about the BHE’s policies,
procedures, and state and federal laws and regulations relevant to their respective duties. 

G. The BHE must maintain records on all personnel, including, but not limited to: 

1. Date of hire; 

2. Job description; 

3. Results of criminal history record checks;

4. Documentation of professional credentials, education, and training; 

5. Documentation of any disciplinary action taken against the person by a credentialing body; 

6. Documentation of orientation and training; 
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7. Evidence of review of the BHE’s policies, procedures, and state and federal laws and regulations
relevant to their respective duties; and 

8. Documentation of tuberculosis testing and results, for personnel who have direct contact with
individuals. 

H. The BHE must ensure that all personnel complete an initial orientation on basic infection
prevention and control, safety, and emergency preparedness procedures. 

I. The BHE must ensure that all personnel receive the following training prior to working
independently with individuals, and on a periodic basis consistent with policies developed in
accordance with part 2.5.E of this Chapter, above

1. Training specific to the particular needs of the populations served, including the provision of
person-centered, trauma-informed, harm reduction-focused, physically and
programmatically accessible, and culturally and linguistically responsive services; 

2. Infection control; 

3. Emergency preparedness, including de-escalation of potentially dangerous situations, including
but not limited to threats of violence, acts of violence, and abuse/mistreatment of an
individual; 

4. Critical incident reporting; 

5. Suicide prevention; 

6. Individual rights of the population served; 

7. Confidentiality, including individual privacy and records privacy and security; 

8. BHE policies and procedures; 

9. Mandatory reporting requirements for suspected abuse or neglect in accordance with part
2.8.A.9.a of this Chapter; and

10. Understanding of basic pharmacology and medications that are relevant to the treatment type
and population served by the agency, including but not limited to medication-assisted
treatment (MAT) services and medications for opioid use disorders (MOUD). 

a. This training requirement may not be used as reason to hold unqualified personnel out as experts
in pharmacology. BHEs must not encourage personnel to hold themselves out as
able to make recommendations that are outside of their scope of practice to
individuals receiving services. Rather, this training requirement is meant to
ensure that personnel receive a base knowledge for the behavioral health
community they service and allow for meaningful, timely, and supportive
recovery-focused interactions with individuals receiving services.

2.5.1 Clinical Supervision

A. The BHE must ensure that all personnel providing behavioral health services, with the exception
of peer support professionals, receive clinical supervision, as defined in part 1.3 of these rules.  

B. The BHE will develop policies and procedures for supervision that address the following:
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1. Supervisee’s mandatory disclosure statement that clearly states they are under supervision and
by whom;

2. Requirements for regular evaluation of the supervisee’s progress with a rubric that is tied to the
responsibilities assigned;

3. Documentation and frequency of supervisor reviews and feedback provided;

4. Maximum number of supervisees a supervisor oversees; and

5. How supervision/consultation is covered by personnel with comparable credentials when the
usual supervisor is not available.

C. Clinical supervisors must at minimum:

1. Meet the standard qualifications for clinical supervision as defined by the supervisor’s
professional practice board. 

2. Deliver clinical supervision within the supervisor’s professional practice license and ethical
standards for:

a. Those that are licensed or seeking professional licensure; or

b. When supervising personnel that are not seeking or not eligible for professional licensure, such
as group living workers, the supervisor must follow standards in the Colorado
Mental Health Practice Act, as defined in Article 245 of Title 12, C.R.S.

3. Dedicate time between the supervisor and supervisee to instruct, model, and encourage
self-reflection regarding acquisition of clinical and administrative skills by the
supervisees. Clinical supervisor will determine skills through observation, evaluation,
feedback, and mutual problem-solving.

4. Address ethics and ethical dilemmas as aligned with the appropriate professional practice board.

5. Provide professional direction based on experience, expertise, and/or for ethical or safety
concerns.  

6. Ensure that safety and crisis management plans are followed and that clinical supervisors are
available to personnel for assistance in crisis situations and processing of the crisis event
afterwards.

7. Document the date, duration, and the content of supervision session for their supervisee(s),
which may include a professional development plan. All documents pertaining to clinical
supervision must be provided to the supervisee and the BHA upon request.

D. Personnel-specific clinical supervision requirements

1. Licensees will be provided with clinical supervision and/or consultation at minimum upon request
by the licensee or during times of individual emergency.

2. Candidates will be provided with clinical supervision at a rate that will meet their licensing
requirements for the license they are pursuing or at a minimum of one (1) hour every two
weeks, whichever provides a higher level of clinical supervision.
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3. All clinical documentation completed by a counselor-in-training and/or intern still in pursuit of their
clinical degree must be reviewed and co-signed by a clinical supervisor able to supervise
pursuant to their scope of practice.

4. Personnel not seeking or not eligible for licensure, but that are providing clinical services, will be
provided clinical supervision at a frequency that ensures treatment to individuals is
appropriate, safe, and in line with assessment treatment needs and the individual’s
treatment goals.

2.6 General Building and Fire Safety Provisions

A. Each BHE shall be in compliance with all applicable local zoning, housing, fire, and sanitary
codes and ordinances of the city, city and county, or county where it is situated. 

B. All physical locations of a BHE must be constructed in conformity with the standards adopted by
the director of the DFPC at the Colorado Department of Public Safety, as applicable. 

C. A BHE that is subject to fire prevention and life safety code requirements, may not provide
services in areas subject to plan review, except as approved by DFPC. 

D. The BHE shall provide an interior environment that is clean and sanitary, maintained and in good
repair, and free of hazards to health and safety. 

E. The BHE shall ensure the prominent posting of evacuation routes and exits in each physical
location.

F. The BHE shall prominently post the hours of operation at the entrance of each physical location,
and on the BHE’s website.  

2.7 Individual Rights

A. The BHE shall develop and implement a policy regarding individual rights. The policy must
ensure that each individual or, when applicable, the individual’s designated representative, has
the right to: 

1. Participate in all decisions involving the individual’s care or treatment. 

2. Be informed about whether the BHE is participating in teaching programs, and to provide
informed consent prior to being included in any clinical trials relating to the individual’s
care. 

3. Refuse any drug, test, procedure, service, or treatment and to be informed of risks and benefits of
this action. 

4. Receive care and treatment, in compliance with state statute, that is free from discrimination on
the basis of physical or mental disability, race, ethnicity, socio-economic status, religion,
gender expression, gender identity, sex, sexuality, culture, and/or languages spoken; and
that recognizes an individual's dignity, cultural values and religious beliefs; as well as
provides for personal privacy to the extent possible during the course of treatment. 

5. Be informed of, at a minimum, the first names and credentials of the personnel that are providing
services to the individual. Full names and qualifications of the service providers must be
provided upon request to the individual or the individual’s designated representative or
when required by the department of regulatory agencies. 
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6. Receive, upon request:

a. Prior to initiation of non-emergent care or treatment, the estimated average charge to the
individual. This information must be presented to the individual in a manner that
is consistent with all state and federal laws and regulations. 

b. The BHE’s general billing procedures. 

c. An itemized bill that identifies treatment and services by date. The itemized bill must enable
individuals or their legal representatives to validate the charges for items and
services provided and must include contact information, including a telephone
number, for billing inquiries. The itemized bill must be made available either
within ten (10) business days of the request, thirty (30) days after discharge, or
thirty (30) days after the service is rendered – whichever is later. 

7. Give informed consent for all treatment and services. The personnel must obtain informed
consent for treatment they provide to the individual. Informed consent includes:

a. A written agreement executed between the BHE and the individual or the individual’s legal
representative at the time of admission. The parties may amend the agreement if
there is written consent of both parties. No agreement will be construed to relieve
the BHE of any requirement or obligation imposed by law or regulation. 

b. Individual consents must include consent to treatment. If the individual is refusing treatment or an
aspect of treatment, the BHE must have the individual sign a form to confirm their
refusal.

c. If the governor or local government declares an emergency or disaster, a BHE may obtain
documented oral agreements or consents in place of written agreements or
consents. Documented oral agreements and consents may only be used as
necessary because of circumstances related to the emergency or disaster. The
BHE shall send a hard copy or electronic copy of the documented agreement or
consent to the individual within two (2) business days of the oral agreement or
consent. 

8. Register disputes with the BHE and grievances with the BHA and to be informed of the
procedures for registering complaints and grievances including contact information. 

9. Be free of abuse and neglect. 

a. The BHE must develop and implement policies and procedures that prevent, detect, investigate,
and respond to incidents of abuse or neglect. This includes suspected physical,
sexual, or psychological abuse; exploitation and/or caretaker neglect; as well as
child abuse, neglect and/or child safety issues, which must include definitions of
abuse and neglect under the Colorado Children’s Code (Section 19-1-103,
C.R.S.), and that are consistent with the reporting of child abuse allowed under
federal law. Policies and procedures must also be consistent with definitions and
mandated reporting requirements for mistreatment, abuse, neglect, and
exploitation of at-risk adults under the Colorado Human Services and Criminal
Codes (Sections 26-3.1-101, 26-3.1-102, 18-6.5-108, C.R.S.).

(1) Prevention includes, but is not limited to, adequate staffing to meet the needs of the individuals,
screening personnel for records of abuse and neglect, and protecting
individuals from abuse during investigation of allegations. 
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(2) Detection includes, but is not limited to, establishing a reporting system and training personnel
regarding identifying, reporting, and intervening in incidences of abuse
and neglect. 

b. The BHE shall investigate all allegations of abuse or neglect against BHE personnel, or made
against an individual, when the allegation occurs during service provision or on
BHE premises. The BHE shall implement corrective actions in accordance with
such investigations. 

10. Be free from the improper application of restraints or seclusion. Restraints or seclusion may only
be used in a manner consistent with part 2.14 of this Chapter. 

11. Expect that the BHE in which the individual is admitted can meet the identified and reasonably
anticipated care, treatment, and service needs of the individual. 

12. Receive care from the BHE in accordance with the individual’s needs. 

13. Have the confidentiality of their individual records maintained. 

a. A BHE must comply with all applicable state and federal laws and regulations for release of
information including but not limited to 42 C.F.R. Part 2, Section 27-65-123,
C.R.S. and HIPAA. 

b. When obtaining informed consent or an authorization for release of information, the signed
release must state, at a minimum: 

(1) Persons who may receive the information in the records; 

(2) The purpose for obtaining this information; 

(3) The information to be released; 

(4) That the release may be revoked by the individual, or legal representative at any time; and

(5) That the release of information is only valid for a time period specified but such time cannot
exceed two (2) years from the date of signature. 

14. Receive care in a safe setting. 

15. Be notified if referrals to other providers are to entities in which the BHE has a direct or indirect
financial benefit, including a benefit that has financial value, but is not a direct monetary
payment. 

16. Formulate medical and psychiatric advance directives and have the BHE comply with such
directives, as applicable, and in compliance with applicable state statute. 

a. When the BHE is aware that an individual has developed advance directives, the BHE shall make
good faith efforts to obtain the directives and the directives must become part of
the individual’s record. 

b. The BHE shall disclose the policy regarding individual rights to the individual or the individual’s
designated representative prior to treatment or upon admission, where possible.
For any services requiring multiple individual encounters, disclosure provided at
the beginning of such care or treatment course must meet the intent of the
regulations.
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2.8 Dispute and Grievance Resolution

A. Each BHE shall post a clear and unambiguous notice of dispute and grievance procedures in
each physical location in an area that is open to the public and on the BHE’s website. The notice
must also be provided in writing and/or electronically upon admission to services. 

1. The BHE shall establish a uniform procedure for prompt management of disputes brought by
individuals accessing, receiving, or being evaluated for services and their family
members. The BHE shall develop policies and procedures for handling disputes.

2. The BHE shall provide a fair dispute resolution process that allows options for submitting both
verbal and/or written disputes. The process must provide the individual with a response
no later than thirty (30) business days from submission of the dispute. If the dispute is
received verbally, the representative shall create a written documentation of the dispute. 

B. As part of the BHE’s resolution process, the BHE must inform persons who have submitted a
dispute verbally or in writing that they may also submit a grievance to the BHA. The BHE must
provide information about how to submit a grievance to the BHA.

1. The BHE shall designate a representative, who must be available to assist individuals in resolving
disputes. 

2. The BHE shall educate individuals and their representatives about the mechanisms in place for
filing disputes. This education must include an explanation of the individual's rights; the
dispute process and procedures; and the name, contact information, and responsibilities
of the designated representative within the BHE. Appropriate contacts for external appeal
must also be provided, which may include, but are not limited to, the following: the
Colorado Department of Regulatory Agencies; the Colorado Department of Public Health
and Environment; the Colorado Department of Health care policy and financing; or the
governor’s designated protection and advocacy system for individuals with mental illness.
Documentation in the records must include the dated signature of the individual receiving
the information. 

3. The BHE must post a notice of rights, dispute procedure, and the designated representative’s
name, office location, responsibilities, and telephone number in prominent locations
where persons access, receive or are evaluated for services. The notice shall be
translated into languages commonly used by the populations in the service area.

4. The BHE must maintain a record of submitted disputes, separate from the individual records that
include the date, the type of dispute, and the outcome of investigation. These dispute
records must be provided annually to the BHA.

5. Upon request, the BHE must provide an individual and any interested person with contact
information for registering complaints with any other state departments. 

2.9 Individual Services

A. The BHE must ensure individuals are provided services in the least restrictive setting that meets
the individual's needs. 

B. The BHE may use telehealth methods for the provision of services under these regulations
except for services that specifically require in-person contact. If a service is allowable via
telehealth according to state and federal regulations, appropriate methods will be noted within the
applicable endorsement Chapter. If an individual prefers to receive services in-person and the
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BHE does not offer the appropriate service in-person, the BHE shall refer the individual to another
entity that offers the service in-person. 

1. If the BHE uses telehealth methods, it must develop and implement policies and procedures
regarding telehealth services, including:

a. Collection of required signatures;

b. Training for personnel specific to the modality or manner for determining competence with the
modality;

c. Procedure for personnel response if an individual experiences an emergency while receiving
services via telehealth, including collection of information about the individual’s
remote location for each session; 

d. Confidentiality protocols designed to protect the individual’s privacy in accordance with state and
federal law; and

e. Specification as to whether policies apply to the BHE as a whole, a physical location, or a specific
endorsement, as appropriate.

2. Services provided via telehealth methods must be documented in the individual’s record,
consistent with documentation requirements for in-person services. 

3. Services may be provided through synchronous audio-visual methods but must not include
text-only methods such as text message or email. Some services may be provided
through audio-only methods according to state and federal regulations. If audio-only
methods are used, the following must be noted in the individual record:

a. The reason that audio-visual methods were not utilized.

b. The clinical determination of appropriateness for service delivery method.

C. If the BHE uses public community settings for the provision of services, it shall develop and
implement policies and procedures regarding the delivery of such services, including:

1. Collection of required signatures when necessary; 

2. Selection and utilization of public spaces that are safe and accessible to the individuals being
served;

3. Procedures for how the BHE will ensure individual privacy and confidentiality in the public setting
according to state and federal regulations;

4. Procedure for personnel response if an individual experiences an emergency while receiving
services in the public setting;  

5. Procedure to promote and monitor personnel safety while providing services in this setting; and 

6. Such policies may apply to the BHE as a whole, a physical location, or a specific endorsement,
as applicable.

D. The BHE shall develop and implement policies and procedures regarding behavioral health
emergency services and methods for addressing individuals or individuals with unexpected high
acuity and/or urgent behavioral health needs. Such policies and procedures may apply to the
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BHE as a whole, a specific endorsement, or a physical location, as appropriate, and must include,
but not be limited to:

1. The behavioral health emergency services provided by the BHE, if any, and the hours during
which such behavioral health emergency services are available.

2. How the BHE ensures access to behavioral health emergency services when not provided
directly by the BHE, including, but not limited to:

a. Criteria used in determining when behavioral health emergency services are needed; 

b. Internal protocols for personnel and supervisors in response to behavioral health emergency;

c. Protocols for facilitating transfers to other agencies; and 

d. Methods of providing information to individuals to ensure understanding of how to access
behavioral health emergency services. 

3. The methods for identifying and responding to and/or mitigating sudden or unpredictable
high-acuity or increased needs in existing individuals within twenty-four (24) hours of
notification of increased need

E. The BHE must develop and implement policies and procedures regarding access to emergency
medical services. Such policies and procedures may be for the BHE as a whole, a specific
endorsement, or a physical location, as appropriate, and must include, but are not limited to: 

1. The medical emergency services provided by the BHE, if any, and the hours during which such
medical emergency services are available. 

2. How the BHE ensures access to medical emergency services when not provided directly by the
BHE, including, but not limited to: 

a. Criteria used in determining when medical emergency services are needed; 

b. Internal protocols for personnel in response to a medical emergency; and

c. Protocols for facilitating transfers of individuals to emergency medical providers or facilities.

3. Methods of providing information to individuals to ensure the individual’s understanding of how to
access medical emergency services. 

F. The BHE shall inform individuals how to access medical and behavioral health crisis or
emergency services twenty-four (24) hours per day, seven (7) days per week.

G. The BHE shall provide care coordination to individuals consistent with the following requirements:

1. Care coordination must be carried out in keeping with the individual's needs for care and, to the
extent possible, in accordance with the individual's expressed preferences. Care
coordination may involve the individual's family, parent, legal guardian, caregiver, and
other supports identified by the individual. 

2. Care coordination services may include the following, as appropriate for the needs of the
individual:
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a. Screenings to identify the individual’s priorities, goals, strengths, and the barriers faced, including
those related to health-related social needs. 

b. Supporting the individual in accessing care and services within the health care and social service
systems and equipping the individual with information to navigate and manage
their care. 

(1) This shall include providing accessible and culturally and linguistically meaningful resources and
information, including resource directories such as OWNPATH.

c. Conducting application assistance, referrals, and warm hand-offs to access appropriate
resources and care.

3. Information sharing

a. The BHE shall prioritize information sharing with other providers delivering services to the
individual for the purpose of care coordination.

b. Information sharing must occur as clinically indicated, and as approved by the individual,
throughout an individual’s episode of care.

c. Information sharing must include obtaining or demonstrated efforts to obtain records from
previous or existing behavioral health, physical health, and other social needs
service providers, during the assessment period, and on an ongoing basis. 

d. The BHE shall ensure individuals’ preferences for shared information are adequately documented
in individual records, consistent with the principles of person and family-centered
care. 

e. The BHE shall obtain authorization for release of information from individuals or their legal
representative for all care coordination relationships. If the BHE is unable, after
reasonable attempts, to obtain authorization for any care coordination activity as
required by this Chapter, the attempts must be documented in the individual’s
record and revisited periodically, such as during transitions of care or when the
individual receives a new diagnoses or has a change in condition.

(1) Information sharing that is permissible under HIPAA without authorization from the individual or
legal representative is not subject to this requirement.

f. The BHE must maintain the necessary documentation to satisfy the requirements of all applicable
federal and state privacy laws, including individual privacy requirements specific
to the care of children.

g. A referral must include, in accordance with individual consent and as clinically necessary and
applicable, information regarding:

(1) Health status;

(2) Active diagnoses;

(3) Known allergies;

(4) Test results;

(5) Lab results;
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(6) Medications list;

(7) Treatment course, time and detail of modalities used, and response to treatment or other
recovery supports (status of changes);

(8) Existing scheduled appointments to include physical health, behavioral health and other recovery
and supportive services that may be part of the care plan;

(9) Recent history or risks for urgent/acute care (e.g., recent emergency department visit,
hospitalization, etc.); and

(10) Reasonable accommodations.

h. All information sharing must occur in compliance with applicable federal and state laws, including
but not limited to HIPAA and 42 C.F.R. Part 2. 

H. Medication consistency 

1. The BHE shall ensure all clinical staff are aware of and have access to the medication formulary.

2. The BHE shall ensure personnel have access to the medications on the medication formulary
when prescribing medications to treat behavioral health disorders for an individual who is
or was involved with the criminal or juvenile justice system.

2.10 Admission and Discharge Criteria

A. For applicable services, the BHE shall develop and implement admission and discharge policies.
Such policies may be for the BHE as a whole, a particular endorsement, and/or a specific
physical location, as appropriate, and must include, at a minimum: 

1. Criteria to ensure the BHE, endorsement, and/or location only treats individuals for whom it can
provide immediate assessment and treatment based on the individual’s needs. 

2. Admission criteria to ensure treatment in the least restrictive setting based on the individual’s
level of care needs. The following must not be the sole reason for treatment ineligibility: 

a. Relapse; 

b. Leaving previous treatment against advice or lack of engagement in previous treatment;

c. Pregnancy; 

d. Drug use; 

e. Involuntary commitment; 

f. Current utilization of any medication-assisted treatment (MAT) or interest in beginning MAT
services; 

g. Previous or pending disputes, grievances, or appeals; or

h. Place of residence. 

3. Procedures for transferring an individual from a level of care to a different level of care within the
BHE. 
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4. Procedures for referring an individual to other service providers when the individual cannot be
admitted to the BHE. 

5. Criteria and procedures for an individual's discharge from treatment, including, but not limited to: 

a. When an individual is being transferred from the BHE to another provider. 

b. Timely discharge of an individual receiving voluntary services upon the individual’s request, once
appropriate screening and assessment is complete.

c. Discharge and transfer procedures for an individual receiving services on an involuntary basis, if
applicable. 

d. Subparts 2.10.A.5.a, 2.10.A.5.b and 2.10.A.5.c of this Chapter must comply with the following
requirements: 

(1) At the time of discharge, the BHE must, unless the individual refuses, provide support to facilitate
a smooth transition to alternate services to address any existing service
needs.

(2) If an individual declines support in connecting with additional services at the time of discharge,
the reason given by the individual shall be documented within the record.

(3) When the individual agrees to BHE support in transitioning providers, the BHE must obtain a
release of information to communicate with and share records with the
new provider. The BHE shall ensure that the discharge summary meets
the requirements set forth in part 2.10.A.6 of this Chapter and is provided
to the receiving provider no later than fifteen (15) days from the date of
discharge. The BHE shall make every effort to complete and send the
discharge summary prior to the individual’s initial appointment with the
receiving provider. 

(4) When the BHE facilitates the transition of care to a new behavioral health provider or alternative
resource at the time of discharge, the BHE shall inform the individual of
the date, time, and location of the scheduled visit and/or any other
information necessary to access the service or resource to which the
individual is referred. The BHE shall consider barriers to care for the
individual and support the individual in connecting with necessary
resources to promote access to care. If this cannot be completed, the
BHE shall document the reason within the record as well as any attempts
made.

e. Information and documentation to be provided to the individual upon discharge, unless clinically
contraindicated, including, but not limited to: 

(1) Medication information, including medication name, dosage, instructions for follow-up, and
whether the individual was provided with medication upon discharge. 

(a) The BHE may provide individuals with unused, prescribed medications as part of the discharge
process, unless it has been determined that doing so would pose
a risk to the health and safety of the individual.

(2) Detailed information on transitioning care to other providers, including referral information, when
providing referrals. 
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(3) Documentation that the discharge is being made against the advice of the provider, as
applicable. 

(4) Documentation required when the above information in this subpart 2.10.A.5.e is not provided to
the individual at discharge. 

(5) Written notification of discharge with reason for discharge.

(6) Written notification of BHE and BHA dispute resolution and grievance procedures.

6. Requirements for a discharge summary to facilitate continuity of individual care, including, but not
limited to: 

a. The timeframe for discharge summary completion, which may not be more than fifteen (15)
calendar days after discharge. 

b. Information to be included in the discharge summary to inform future providers of treatment
history, including, but not limited to: 

(1) Demographic information, including, but not limited to, name, date of birth, gender identity,
emergency contact information, insurance information, preferred
language, and any cultural factors to consider in treatment;

(2) A brief summary of the episode of care, including, but not limited to, the presenting issue,
services received, diagnosis assigned or modified, and any outstanding
needs identified;

(3) Information on the individual’s status within the judicial system, including any type of behavioral
health certification or hold;

(4) A summary of medications prescribed during treatment, including the individual's responses to
medications; 

(5) Medications recommended and prescribed at discharge; and 

(6) Documentation of referrals and recommendations for follow-up care.

c. This discharge information may be in narrative or abbreviated format and must be written in a
manner that can be readily understood by a receiving provider to allow for prompt
resumption of services. 

2.11 Individual Records

A. A confidential individual record must be maintained for each individual receiving services from the
BHE. This record must not contain protected health information pertaining to other individuals
receiving services.

B. Each individual record must include at a minimum: 

1. Demographic and medical information, including, but not limited to, individual name, address,
telephone number, emergency contact information, physician or health provider
information, and current diagnosis;

2. Screenings, assessments and reassessments, service plans, documentation of informed consent
including consent to treatment, releases of information, physician or practitioner orders,
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documentation of services, treatment progress notes and medication, admission
summary, discharge summary, and any endorsement or service-specific requirements, as
set by this Chapter; 

3. Medical and psychiatric advance directives when such directives are furnished by the individual; 

4. The individual’s medication administration record; 

5. The out-of-state offender questionnaire, if providing substance use disorder (SUD) services;

6. Personal belonging inventories;

7. Court documents, when such documents are relevant to the individual’s treatment;

8. Records of required communication with referral sources such as court, probation, child welfare,
and parole; and

9. Drug and alcohol testing and monitoring results.

C. Individual records must be available to an individual or their designated representative through
the BHE or their designated representative at reasonable times and upon reasonable notice in
accordance with all applicable state and federal laws, including but not limited to HIPAA and 42
C.F.R. Part 2.

1. If the service provider is deceased or unavailable, the current custodian of the record shall
designate a substitute service provider for purposes of compliance with these
regulations. 

D. A statement of the BHE’s procedures for obtaining records, and the right to appeal grievances
regarding access to records to the BHA must be posted in conspicuous public places on the
premises and made available to each individual upon admission to the BHE. 

E. An individual, whether currently receiving services or discharged from a BHE, may inspect, or
obtain a copy of their own record. The BHE must act on the request to review the individual’s
record within a reasonable time, which must not exceed thirty (30) days except when an
extension is allowable in accordance with 45 C.F.R. 164.524(b)(2). 

F. BHEs must not charge the individual or designated representative for inspection of the individual
record. 

G. Records must be kept in accordance with all applicable state and federal laws and regulations. 

H. Access to medical records contained within the individual’s records must be accessed in a
manner that is consistent with all applicable state and federal laws, including but not limited to the
Health Insurance Portability and Accountability Act of 1996 (HIPAA). 

I. If there are changes/corrections, deletions, or other modifications to any portion of an individual
record, the person who is making the changes must note in the record the date, time, nature,
reason, correction, deletion, or other modification, and their name, to the change, correction,
deletion, or other modification.

J. Records must be retained as follows:

1. Adult outpatient endorsements as defined in 2.3.A.3 of this Chapter must be retained for seven
(7) years from the date of discharge from the BHE. 
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a. Records for individuals who are less than eighteen (18) years old when admitted to the BHE must
be retained until the individual is twenty-five (25) years old. 

2. Adult residential/overnight endorsements as defined in part 2.3.A.4 of this Chapter must be
retained for ten (10) years from the date of discharge from the BHE. 

a. Records for individuals who are less than eighteen (18) years old when admitted to the BHE must
be retained until the individual is twenty-eight (28) years old.

3. The confidentiality of the individual record, including all medical, behavioral health, psychological,
and demographic information must be protected in accordance with all applicable federal
and state laws and regulations, including during record use, storage, transportation,
transmission, and disposal.  

4. When a BHE closes a physical location and/or discontinues any endorsement, it must maintain
records of individuals served in accordance with the requirements of this part 2.11.J. 

5. A BHE that ceases operation must comply with the provisions of part 2.24 of this Chapter
regarding individual records.

K. Effect of this part 2.11 on similar rights of an individual

1. Nothing in this part 2.11 may be construed to limit the right of an individual or the individual’s
designated representative to inspect individual records, including the individual’s medical
or psychological data pursuant to Section 27-65-123, C.R.S.

2. Nothing in this part 2.11 may be construed to require a person responsible for the diagnosis or
treatment of a child for substance use disorder or use of drugs, pursuant to Sections
25-4-409 and 13-22-102, C.R.S. to release records of such diagnosis or treatment to a
parent, guardian, or person other than the minor or their designated representative. 

3. Nothing in this part 2.11 may be construed to waive the responsibility of a custodian of medical
records in the BHE to maintain confidentiality of those records in its possession. 

4. Nothing in this part 2.11 may limit the right of an individual, the individual’s personal
representative, or a person who requests the medical records upon submission of a
federal law compliant authorization, a valid subpoena, or a court order to inspect the
individual’s records.

2.12 Screening, Initial Assessment, and Comprehensive Assessment

2.12.1 Screening 

A. Personnel meeting qualifications under part 2.5.C of this Chapter shall complete a screening and
triage process to determine urgency of the individual’s needs, including the need for emergency
or urgent medical or psychiatric services, and whether the BHE can provide the appropriate care
in light of the individual’s needs. 

B. Screening tools/approaches must be culturally and linguistically appropriate and trauma-informed
and should accommodate an individual's disability/disabilities (hearing disability, cognitive
limitations, visual impairment, etc.) As required. 

C. Screenings must collect at least the following information from an individual seeking services: 

1. Identifying information; 
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2. Primary complaint/reason for seeking services; 

3. Current behavioral health symptoms, including severity, duration, mental status, and changes or
impairments in functioning due to symptoms;

4. Medical concerns/chronic health issues, including pregnancy and postpartum status; and

5. Evaluation of imminent risk, including:

a. Suicide risk; 

b. Danger to self or others; 

c. Urgent or critical medical conditions, including withdrawal or overdose risk; or

d. Other immediate risks, including threats from another person.

(1) If, at any point in the course of treatment, a screening of imminent risk is completed to assess the
need for a mental health hold (M1 hold), all personnel conducting the
screening shall use the BHA designated M1 screening form
notwithstanding any 27-65 designation.

6. Preliminary determination of level of care needed.

D. Screenings that identify an imminent risk must be reviewed by a licensee, licensed addiction
counselor (LAC), a certified addiction specialist (CAS), or a licensure candidate performing within
the scope of their practice.

E. Screenings should be conducted in-person unless contraindicated. If contraindicated, screenings
may be conducted via audio-visual or audio only telehealth. Clinical rationale must be
documented in the case of a telehealth screening. 

F. To avoid redundant screening, supporting documentation that a screening tool was administered
within the past six (6) months may be incorporated into an individual’s record in place of similar
screening requirements, with the exception of screenings for imminent risk as described in part
2.12.1.C.5 of this Chapter. Screenings for imminent risk as described in 2.12.1.C.5 of this Chapter
must be completed any time an individual is screened for treatment by a BHE notwithstanding
any other recent screenings.

G. Any BHE providing substance use disorder (SUD) services for any level of care shall:

1. Screen and register adults with out-of-state offenses in accordance with Section 17-27.1-101,
C.R.S. 

a. This does not apply to crisis services found in Chapter 6 of these rules or withdrawal
management services found in Chapters 4 and 5 of these rules.

2.12.2 Initial Assessment

A. An initial assessment must be completed and signed and/or approved by a licensee, licensed
addiction counselor (LAC), a certified addiction specialist (CAS), or a licensure candidate
performing within the scope of their practice. BHEs must meet timeline requirements set forth in
applicable endorsement Chapters. See endorsement Chapters 4 through 10 of these rules for
additional initial assessment requirements.
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B. The initial assessment, including information gathered as part of the preliminary screening and
risk assessment, includes, at a minimum: 

1. Provisional diagnoses; 

2. The source of referral; 

3. The reason for seeking care, as stated by the individual or other referral source(s); 

4. Identification of the individual’s immediate clinical care needs related to the diagnosis for mental
and substance use disorders;

5. A list of current prescriptions and prescribing physicians, over-the-counter medications, and any
other substances the individual may be taking, including doses and frequency;

6. An assessment of whether the individual is a risk to self or to others, including suicide risk
factors; 

7. An assessment of whether the individual has other concerns for their safety; 

8. Assessment of need for medical care (with referral and follow-up as required); 

9. A determination of whether the individual presently is or ever has been a member of the U.S.
Armed Services; 

10. Current health care providers; and

11. Screening all individuals for current pregnancy status and desire to become pregnant within the
next year. If not pregnant or desirous of pregnancy in the next twelve (12) months,
individuals must be asked if they want access to contraceptive/family planning care, and
the individual must be appropriately referred.

a. Individuals shall be screened and appropriately referred, for past and present risk factors
associated with behavioral health disorders and that are associated with: 

(1) Pregnancy complications, including risks to the health of the pregnant individual and fetus; 

(2) Acquiring and transmitting Human Immunodeficiency Virus/Acquired Immune Deficiency
Syndrome (HIV/AIDS), Tuberculosis (TB), Hepatitis A, B, or C, and other
infectious diseases; and,

(3) If clinically indicated by the presence of continuing risk factors, screening must be conducted at a
minimum on a quarterly basis. 

C. As needed, releases of information must be obtained.   

2.12.3 Comprehensive Assessment

A. The BHE must complete a comprehensive best practices assessment that focuses on
person-centered care, which is signed and/or approved by a licensee, licensed addiction
counselor (LAC), a certified addiction specialist (CAS), or a licensure candidate performing within
the scope of their practice. BHEs must meet timeline requirements set forth in applicable
endorsement Chapters. See endorsement Chapters 4 through 10 of these rules for additional
requirements.
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B. Information gathered as part of screening and/or the initial assessment may be incorporated into
the comprehensive assessment.

C. For BHEs that have or are seeking a SUD sub-endorsement for any level of care, assessments
must:

1. Use the ASAM Criteria as a guide for assessing and placing individuals in the appropriate level of
care;

2. Document information gathered on the six (6) dimensions outlined in the ASAM Criteria for
assessments; and

3. Utilize the decisional flow process as outlined in the ASAM Criteria to determine and document
the assessed level of care.

D. The BHE must conduct assessments throughout the course of treatment, review previous
assessments and update those assessments whenever there is a change in the person's level of
care or functioning. The assessments must occur, at minimum, every six (6) months, unless
otherwise indicated in an endorsement Chapter.

E. All methods and procedures used to assess and evaluate an individual must be developmentally
and age appropriate, culturally and linguistically appropriate and trauma informed. All methods
and procedures used to assess and evaluate an individual must be able to be provided in the
preferred language and/or communication method of frequently encountered Limited English
Proficiency (LEP) groups of the BHE.  

F. The assessment must be documented in the individual’s record and, at minimum, include the
following information, if available and applicable: 

1. Identification and demographic data;

2. Primary complaint/reason for seeking services, including onset of symptoms and severity of
symptoms; 

3. Mental health history, including but not limited to:

a. Suicidal risk and ideation, and

b. Homicidal ideation.

4. Substance use and substance use withdrawal history; 

5. Physical and dental health status, including but not limited to human immunodeficiency
virus/acquired immune deficiency syndrome (HIV/AIDS), tuberculosis (TB), hepatitis A, B,
or C, and other infectious diseases status and risk evaluation;

6. A diagnosis with sufficient supporting criteria, as well as any subsequent changes in diagnosis;

7. A mental status examination(s) for individuals who receive a diagnosis. When completing a
mental status exam, personnel must consider other diagnoses or disabilities that may
impact motor and speech activity;

8. History of involuntary treatment;

9. Advance directives, including medical and psychiatric;
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10. Capacity for self-sufficiency and daily functioning;

11. Cultural factors that may impact treatment, including age, ethnicity, linguistic/communication
needs, gender, gender identity, sexual orientation, relational roles, spiritual beliefs,
socio-economic status, personal values, level of acculturation and/or assimilation, and
coping skills;

12. Education, vocational training, and military service;

13. Family and/or social relationships;

14. Trauma and trauma history; 

15. Physical and/or sexual abuse or perpetration and current risk;

16. Legal issues that may impact behavioral health outcomes;

17. Issues specific to older adults such as hearing loss, vision loss, strength; mobility and other aging
issues;

18. Issues specific to children such as growth and development, daily activities, legal guardians and
need for family involvement and engagement in the child's treatment;

19. Strengths, abilities, skills, and interests; and

20. Barriers to treatment. 

G. Assessments must apprise individuals, as applicable, of risk factors associated with acquiring and
transmitting HIV/AIDS, Tuberculosis (TB), Hepatitis A, B, or C, and other infectious diseases.
Appropriate testing and pre and post-test counseling must be offered on-site or through referral.

H. Additional assessment requirements may be required for specific endorsements. See
endorsement Chapters 4 through 10 of these rules for additional requirements.

2.13 Service Planning

2.13.1 Service plan

A. If providing clinical services, the BHE shall ensure the development and review of a written
service plan for each individual as follows: 

1. The service plan must be developed as soon as practicable after admission, but no later than the
timeframes identified in the endorsement-specific Chapters of these rules (i.e., Chapters
4 through 10). 

2. The service plan must be reviewed and revised in writing when there is a change in the
individual’s level of functioning or service needs, and no later than applicable
endorsement-specific timeframes. Such revision must include documentation of progress
made in relation to planned treatment outcomes, changes in treatment focus, and length
of stay adjustments, as applicable. 

3. The service plan must: 

a. Meet the developmental and cultural needs of the individual. 
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b. Specify goals based on the initial and/or comprehensive assessment in a manner understandable
to the individual.

c. Identify the type, frequency, and duration of services. 

d. Be individually directed, including the individual’s strengths and identities.

e. Include involvement of other identified family and/or supportive individuals, when appropriate.

4. The service plan may include tasks or activities to be performed by the individual, such as an
individual doing their own laundry or preparing their own meals/snacks, only when such
tasks are therapeutic. Tasks must not be included in the service plan solely for the
convenience of the BHE. 

5. The service plan must be signed by all parties involved in the development of the plan, including
the individual, or the individual’s parent or legal guardian in cases where the individual is
a child, or the individual has a court-appointed legal guardian and has not consented to
services without the involvement of the legal guardian. Signatures must include at least
one of the following: a licensee, licensed addiction counselor (LAC), a certified addiction
specialist (CAS), or a licensure candidate performing within the scope of their practice. 

a. A copy of the service plan must be offered to the individual, or to the individual’s parent or legal
guardian, as appropriate. 

b. The BHE must include documentation in the individual record in cases where the plan is not
signed by the individual or the individual's parent or legal guardian if involved in
the development of the plan, and in cases where offering the service plan to a
parent or legal guardian is contraindicated. 

2.13.2 Treatment Progress Documentation Requirements 

A. The individual record must include progress notes, documenting a chronological record of
treatment, date and type of service, session activity, and progress toward individual-specific
treatment goals.

B. The minimum frequency of progress note completion may vary by endorsement. See specific
endorsement requirements in Chapters 4 through 10 of these rules for details.

C. Progress notes must include any noted change in physical, behavioral, cognitive, and functional
condition and action taken by personnel to address the individual’s changing needs.

D. Progress notes must be signed and dated or electronically approved by personnel, practicing
within the scope of their practice, at the time they are written, with at least first initial, last name,
and degree and/or professional credentials.

E. Verbal orders must be recorded at the time they are given and authenticated as soon as practical.

2.14 Protection of Individuals from Involuntary Restraint or Seclusion

2.14.1 General Provisions

A. The following rules covering seclusion, restraint, and physical management apply to all agencies
that use seclusion, restraint, and/or physical management. If a BHE has decided to use
seclusion, restraint, and/or physical management, the BHE shall use seclusion, restraint, and/or
physical management only in accordance with the rules in this part 2.14.
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B. These rules do not supersede any requirements under Sections 26-20-101 through -111, C.R.S.

C. If any provision of this part 2.14 conflicts with any provision concerning the use of seclusion,
restraint, and/or physical management on an individual with an intellectual or developmental
disability as stated in Article 10.5 of Title 27, C.R.S., Article 10 of Title 25.5, C.R.S. or any rule
adopted pursuant to those Articles, the provisions of those Articles or rules prevail.

D. Individuals being detained under Sections 27-65-106 through -110, C.R.S., may be secluded or
restrained involuntarily under the conditions in this part; otherwise, there must be a signed
informed consent for such an intervention as subject to part 2.11 of this Chapter.

E. A BHE may only use seclusion, restraint, and/or physical management: 

1. In cases of emergency, as defined at Section 26-20-102(3), C.R.S., to be a serious, probable,
imminent threat of bodily harm to self or others where there is the present ability to affect
such bodily harm; and

2. After the failure of less restrictive alternatives, including but not limited to after all attempts to
verbally direct or de-escalate the individual have failed; or

3. After a determination that such alternatives would be inappropriate or ineffective under the
circumstances. 

F. A BHE that uses seclusion, restraint, and/or physical management pursuant to the provisions of
part 2.14.1.E, may only use such seclusion, restraint, and/or physical management: 

1. For the purpose of preventing the continuation or renewal of an emergency; 

2. For the period of time necessary to accomplish its purpose; and 

3. In the case of physical restraint, with no more force than is necessary to limit the individual’s
freedom of movement. 

G. Seclusion, restraint, and/or physical management must never be used: 

1. As a punishment or disciplinary sanction; 

2. As a means of coercion;

3. As part of an involuntary service plan or behavior modification plan;

4. For convenience;

5. For the purpose of retaliation; or

6. For the purpose of protection, unless: 

a. The restraint or seclusion is ordered by a court; or 

b. In an emergency, as provided for in this part 2.14.1.F.1 above.

H. Physical management for individuals under the age of eighteen (18) must always be considered
as restraint and follow the restraint order rules pursuant to part 2.14.13 of this Chapter.

2.14.2 Policies and Procedures Regarding Seclusion, Restraint, and Physical Management
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A. The BHE shall have and shall implement written policies and procedures that describe the
situations in which the use of seclusion, restraint, and/or physical management are considered
appropriate and the personnel who can order their use. The policies and procedures must include
the requirements in this part 2.14 and Section 26-20-101 through -111, C.R.S. these policies and
procedures must also include:

1. For a BHE that does not authorize the use of seclusion, restraint, and/or physical management of
any type, a policy statement noting the prohibition against the use of seclusion, restraint,
and/or physical management and the procedures that personnel will utilize in lieu of
seclusion, restraint, and/or physical management. 

2. For a BHE that utilizes seclusion, restraint, and/or physical management, a policy statement
regarding the review process for the use of seclusion, restraint, and/or physical
management. The review process must include a provision for terminating the seclusion,
restraint, and/or physical management episode when the reviewer does not concur with
the order for continuation. 

a. If the reviewer is not an authorized practitioner, then the order must be discontinued by an
authorized practitioner. 

3. Personnel shall ensure that no individual endures harm or harassment when secluded and/or
restrained.

4. A policy statement that a BHE shall ensure that the care and treatment are skillfully and
humanely administered with full respect for the individual’s dignity, pursuant to Section
27-65-101(1)(a), C.R.S.

5. Protocols for when the use of restraint, seclusion, and/or physical management is appropriate,
which include restrictions on the use of these techniques. A BHE may impose more, but
not fewer, restrictions on the use of these techniques than is required by this Chapter.     

6. Details on the type of physical management interventions that personnel are approved to use.  

7. Details on how seclusion, restraint, and/or physical management will be altered to include any
necessary accommodations the individual may need, including but not limited to
changing emergency interventions to not restrain hands and ability to communicate for
those individuals that speak sign language.    

8. If a BHE does not have a 27-65 designation with the BHA and is using seclusion and/or restraint
interventions, that BHE’s policies and procedures must include details on transferring an
individual to a 27-65 designated facility if after one (1) hour of seclusion and/or restraint
interventions have been used and the individual is assessed as continued risk, meeting
criteria for an emergency hold under 27-65-106, C.R.S., and needing further
intervention(s).    

2.14.3 Personnel Training

A. The BHE shall ensure that all personnel involved in utilizing seclusion, restraint, and/or physical
management are trained in the use of seclusion, restraint, and/or physical management as
described in this part 2.14.

B. The BHE shall ensure that personnel are trained to explain, where possible, the use of seclusion,
restraint, and/or physical management to the individual who is to be secluded, restrained, or
physically managed and to the individual’s designated representative, if appropriate.
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C. Training must be standardized and evaluated every three (3) years to ensure incorporation of
evidence-based best practices for seclusion, restraint, and/or physical management.

D. Training must be provided to personnel within the first month of their orientation period and
annually thereafter unless training is needed sooner.

E. Personnel shall obtain certification in cardiopulmonary resuscitation (CPR), including periodic
recertification as needed to maintain certification. 

F. Training must include at minimum, but is not limited to:

1. The safe use of seclusion, restraint, and/or physical management including content related to the
risks of positional asphyxia, aspiration, traumatization, and recognize and respond to
signs of physical distress of an individual who is secluded, restrained, and/or physically
managed;

2. Address concepts related to prevention and non-physical interventions such as de-escalation and
mediation;

3. Educate personnel of how their culture, language, biases, values, and perceptions influence their
response and escalation of person involved; and

4. Understanding and recognizing underlying behavioral health and physical health conditions,
medications, and their potential effects as well as how age, developmental level, cultural
background, language, history of physical or sexual abuse, and prior experience with
seclusion, restraint, and/or physical management will influence an individual’s responses
to seclusion, restraint, and physical management.

G. Personnel must demonstrate knowledge and application of seclusion, restraint, and physical
management training on an annual basis when working with persons over the age of twenty-one
(21), and on a semi-annual basis when working with youth twenty (20) years old and younger.

2.14.4 Standards of Care Upon Admission

A. At admission, the BHE shall inform both the individual and the individual’s legal representative, as
applicable, of the BHE’s policy regarding the use of seclusion, restraint, and physical
management during an emergency behavioral health episode for individuals in a treatment
program. This must, as is reasonable under the circumstances, be communicated in a language
and modality accessible to the individual.

B. Upon an individual’s admission, personnel shall collaborate with the individual and the individual’s
legal representative, when applicable, to formulate strategies that may minimize the potential for
a behavioral health emergency event that requires interventions of seclusion, restraint, and/or
physical management.

C. A BHE electing to utilize seclusion, restraint, and/or physical management shall assess each
individual upon admission regarding:

1. Assault and trauma history; 

2. Seclusion, restraint, and/or physical management history;

3. Individual’s risk factors for a behavioral emergency, and individually identified strategies to avoid
seclusion, restraint, and/or physical management; and
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4. The BHE shall ascertain any applicable behavioral health advance directives.

2.14.5 Use of Physical Management 

A. Physical management for individuals under the age of eighteen (18) must always be considered
as restraint and follow the restraint order rules pursuant to this part 2.14.13.

B. Physical management shall only be used on an emergency basis for a maximum of one (1)
minute, when the situation places the individual or others at imminent risk of serious physical
harm after all attempts to verbally direct or de-escalate the person have failed. 

1. If physical management is used for longer than one (1) minute, the intervention is restraint,
pursuant to Section 26-20-102(6), C.R.S., and personnel must follow the restraint order
rules pursuant to part 2.14.7 of this Chapter.

C. To ensure the safety of each individual and personnel, each BHE shall designate emergency
physical management techniques to be utilized during emergency situations. 

D. The term “physical management” does not include briefly holding an individual in order to comfort
them.

E. The physical management continuum may include:

1. Utilizing transitional measures; 

2. Placing one’s hands on an individual to physically guide and/or physically control the individual;

3. Use of an approved restraint method specified in the BHE’s policies and procedures to maintain
safety of the individual; 

4. Placing an individual into an approved prolonged restraint method specified in the BHE’s policies
and procedures; 

5. Physical management may be used to move or escort an individual into seclusion. 

a. Seclusion, in itself, is not a form of physical management.

F. Physical management must be documented in the clinical record to include the following: 

1. Documentation of the behavioral necessity for physical management and any de-escalation
techniques attempted prior to utilizing physical management.

2. Documentation of the approved physical management method utilized.

2.14.6 Use of Seclusion

A. If an order for seclusion is verbal, the verbal order must be received by a registered nurse or
other trained licensed personnel, such as a licensed practical nurse, while the emergency safety
intervention is being initiated by personnel or immediately after the emergency safety situation
begins. 

1. The physician or other authorized practitioner permitted to order seclusion must verify the verbal
order in a signed written form in the individual’s record. Signatures must be entered into
the record no more than twenty-four (24) hours after the event.
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2. The physician or other authorized practitioner to order seclusion must be available to personnel
for consultation, at least by telephone, throughout the period of the emergency safety
intervention. 

B. Within one (1) hour of the initiation of the original order of seclusion an authorized practitioner,
such as a registered nurse or physician assistant, trained in the use of emergency safety
interventions and permitted to assess the physical and psychological well-being of the individual,
shall conduct a face-to-face assessment of the physical and psychological well-being of the
individual including but not limited to:

1. The individual’s physical and psychological status;

2. The individual’s behavior;

3. The appropriateness of the intervention measures; and

4. Any complications resulting from the intervention.

C. When the one (1) hour assessment described in this part 2.14.6.B is conducted by a registered
nurse or a physician assistant, that personnel must consult with the attending physician when the
assessment is completed.

D. Results of the one (1) hour assessment must determine if continued emergency interventions
need to be re-ordered by the authorized practitioner.  

1. Assessment results and continuation order, if applicable, must be contained in the clinical record.

E. Seclusion occurs any time an individual is placed alone in a room and not allowed to leave.

F. Seclusion must be used only when other less restrictive methods have failed. 

1. Documentation of less restrictive methods and the outcome must be contained in the clinical
record. 

G. Seclusion must not be used for punishment, for the convenience of personnel, or as a substitute
for a program of care and treatment. 

H. Seclusion rooms must be lighted, clean, safe, and have a window for personnel to observe. 

I. Seclusion rooms must be a minimum of 100 square feet.

J. Relief periods from seclusion must be offered for reasonable access to toilet facilities.

2.14.7 Use of Restraint

A. If an order for restraint is verbal, the verbal order must be received by a registered nurse or other
trained licensed personnel, such as a licensed practical nurse, while the emergency safety
intervention is being initiated by personnel or immediately after the emergency safety situation
begins. 

1. The physician or other authorized practitioner permitted to order restraint must verify the verbal
order in a signed written form in the individual’s record. Signatures must be entered into
the record no more than twenty-four (24) hours after the event.
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2. The physician or other authorized practitioner to order restraint must be available to personnel for
consultation throughout the period of the emergency safety intervention. 

B. An individual in physical restraint must be released from such restraint within fifteen (15) minutes
after the initiation of physical restraint, except when precluded for safety reasons pursuant to part
2.14.1 of this section.

C. Within one (1) hour of the initiation of the original order for the emergency safety intervention, an
authorized practitioner, such as a registered nurse or physician assistant, trained in the use of
emergency safety interventions and permitted to assess the physical and psychological
well-being of the individual, shall conduct a face-to-face assessment of the physical and
psychological well-being of the individual including but not limited to:

1. The individual’s physical and psychological status;

2. The individual’s behavior;

3. The appropriateness of the intervention measures; and

4. Any complications resulting from the intervention.

D. When the one (1) hour assessment described in this part 2.14.7.C is conducted by a registered
nurse or a physician assistant, that personnel must consult with the attending physician when the
assessment is completed.

E. Results of the one (1) hour assessment must determine if continued emergency interventions
need to be reordered by the authorized practitioner.  

1. Assessment results and continuation order, if applicable, must be contained in the clinical record.

F. The decision to restrain must be based on a current clinical assessment and may also be based
on other reliable information including information that was used to support the decision to take
the individual into custody for treatment and evaluation. The fact that an individual is being
evaluated or treated under Sections 27-65-106 through 27-65-111 [effective July 1, 2024], C.R.S.,
must not be the sole justification for the use of restraint.

G. Restraint includes chemical restraint, mechanical restraint, and physical restraint.

H. Mechanical restraints may be used only for the purpose of preventing such bodily movement that
is likely to result in imminent injury to self or others. Mechanical restraint must not be used solely
to prevent unauthorized departure.

I. Restraint of an individual by a chemical spray is not permissible. 

J. The type of restraint must be appropriate to the type of behavior to be controlled, the physical
condition of the individual, the age of the individual and the type of effect restraint may have upon
the individual. 

K. Restraint must be applied only if alternative interventions have failed. Justification for immediate
use of restraint without first attempting alternative interventions must be documented in the
clinical record; however, alternative techniques are not required if the alternatives would be
ineffective or unsafe when the individual’s behavior could cause harm to self or others. 

L. The term “restraint” as used in this section, does not include restraints used while the BHE is
engaged in transporting an individual from one location to another location when it is within the



Ado
pt

ed
 11

/3
/2

02
3

scope of that BHE's powers and authority to conduct such transportation pursuant to Section
26-20-101 through -111, C.R.S. 

M. No physical or mechanical restraint of an individual may place excess pressure on the chest or
back of that individual, cover the individual’s face, or inhibit or impede the individual’s ability to
breathe.

2.14.8 Chemical Restraint

A. If an order for chemical restraint is verbal, the verbal order must be received by a registered
nurse or other trained licensed personnel, such as a licensed practical nurse, while the
emergency safety intervention is being initiated by personnel or immediately after the emergency
safety situation begins.

1. The physician or other authorized practitioner permitted to order chemical restraint must verify the
verbal order in a signed written form in the individual’s record. Signatures must be
entered into the record no more than twenty-four (24) hours after the event.

2. The physician or other authorized practitioner to order chemical restraint must be available to
personnel for consultation, throughout the period of the emergency safety intervention.

B. An order for a chemical restraint, along with the reasons for its issuance, must be recorded in
writing at the time of its issuance; 

C. An order for a chemical restraint must be signed at the time of its issuance by such authorized
practitioner, who is present at the time of the emergency;

D. An order for a chemical restraint, if authorized by telephone, must be transcribed, and signed at
the time of its issuance by personnel with the authority to accept telephone medication orders
who is present at the time of the emergency.

E. Personnel trained in the administration of medication shall make notations in the record of the
individual as to the effect of the chemical restraint and the individual’s response to the chemical
restraint. 

2.14.9 Explanation to Individual in Seclusion/Restraint

A. In any situation in which seclusion/restraint is utilized, information must be given to the
secluded/restrained individual, and the individual’s legal representative when applicable, as soon
as possible after they have been secluded or restrained. The individual must be given a clear
explanation of:

1. The reasons for use of such intervention; 

2. The observation procedure, the desired effect; and

3. The circumstances under which the procedure will be terminated. 

B. That the explanation has been given to the individual and the individual’s legal representative,
when applicable, must be documented in the clinical record. 

C. As soon as possible, upon termination of seclusion and/or restraint, personnel shall debrief with
the individual and assess for any traumatic stress that may have been triggered as a result of
seclusion/restraint.
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2.14.10 Observation & Care of Individuals in Seclusion and/or Restraint

A. An individual who is in seclusion/restraint must be observed in-person by trained BHE personnel
at no more than ten (10) feet physical distance from the individual. 

1. Such observation, along with the behavior of the individual, must be documented every fifteen
(15) minutes.

B. Unless contraindicated by the individual's condition, such observation must include consistent
efforts to interact personally with the individual throughout the episode.

C. Ongoing provisions must be made for nursing care, hygiene, diet, and motion of any restrained
limbs throughout the episode. 

D. BHE personnel must maintain a continuous line-of sight throughout the episode with the
individual held in mechanical restraints.

E. For individuals held in mechanical restraints, BHE personnel must observe the individual at least
every fifteen (15) minutes to ensure that:

1. The individual is properly positioned;

2. The individual’s blood circulation is not restricted; 

3. The individual’s airway is not obstructed; and 

4. The individual’s other physical needs are met, pursuant to this part 2.14.10.

F. For individuals held in mechanical restraints, the BHE shall offer relief periods of at least ten (10)
minutes as often as every two (2) hours, so long as relief from the mechanical restraint is
determined by personnel to be safe pursuant to part 2.14.1 of this section.

G. Personnel must document relief periods both offered and granted. 

H. The individual must have access to food at least every four (4) hours.

I. The individual must have access to fluids and toileting upon request or during offered relief
periods but must at minimum be offered every two (2) hours. 

1. During such relief periods, personnel shall ensure proper positioning of the individual and provide
movement of limbs, as necessary. 

J. Personnel must provide assistance for use of necessary toileting methods. 

1. Appropriate toileting does not include the use of adult diapers if not typically used by the
individual when not restrained or secluded.

2. If the individual typically uses adult diapers, they are to be changed immediately if soiled. 

K. Personnel shall maintain the individual’s dignity and safety during relief periods. 

L. Cameras and other electronic monitoring devices must not replace face-to-face observations.
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M. To the extent that the duties specified in Section 26-20-101 through -111, C.R.S. are more
protective of individual rights or are in conflict with the provisions in this part 2.14, the provisions
of Section 26-20-101 through -111, C.R.S. shall apply.

2.14.11 Continued Use of Seclusion and/or Restraint

A. Personnel must document efforts to assure that the use of seclusion/restraint is as brief as
possible.

B. The original order of seclusion/restraint of an individual must not exceed one (1) hour without an
order for continued seclusion/restraint from an authorized practitioner. A verbal order, including
telephone or other electronic orders, may be used if followed by a written order from the
authorized practitioner.

C. Seclusion/restraint must not be ordered on an “as needed” basis.

D. A new written order is required every four (4) hours and shall include a documented examination
by an authorized practitioner.

E. Continued seclusion/restraint in excess of twenty-four (24) hours shall require an administrative
review. 

1. The administrative reviewer shall be a different authorized practitioner with the authority and
knowledge necessary to review clinical information and reach a determination that the
extension of a seclusion and/or restraint episode beyond twenty- four (24) hours is
clinically necessary.

2. If the administrative reviewer does not concur with the order for continuation of
seclusion/restraint, the order shall be discontinued and the authorized practitioner in
charge of treatment shall be notified of such discontinuation.

F. An administrative review must be initiated at the conclusion of each twenty-four (24) hour period
of continuous use of seclusion/restraint.

2.14.12 Documentation Requirements

A. Each BHE must ensure that an appropriate notation of the use of seclusion, restraint and/or
physical management is documented in the record of the individual who was secluded,
restrained, and/or physically managed and must be completed before the end of the shift of the
personnel involved in the seclusion, restraint and/or physical management episode(s). Each BHE
shall document the following in the individual’s record: 

1. Specifics of the episode including identified triggers, precipitating events, the individual's specific
behavior(s) and the nature of the danger; 

2. Type of restraint, if utilized; 

3. Specific date and times of initiation and discontinuation of seclusion, restraint and/or physical
management and total length of time individual is secluded, restrained, and/or physically
managed;

4. A description of specific non-physical and least restrictive interventions that were attempted prior
and the individual’s response; 
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5. Identification of personnel involved in the initiation and application of the seclusion, restraint
and/or physical management;

6. Notification to an authorized practitioner within one (1) hour of the seclusion/restraint
intervention; 

7. Care provided while individual was secluded, restrained, and/or physically managed, including: 

a. Observations conducted; 

b. Assessments of position, respiration, circulation, and range of motion;

c. Documentation of ongoing 15-minute observation and care checks, as subject to applicable rules,
along with relief periods both offered and granted for food, fluid, and/or toileting;

d. Interventions provided to promote comfort and safety as well as expedite release;

e. The individual’s response to these interventions; and

f. The effect of the restraint or seclusion on the individual;

8. Documentation that the individual, and the individual’s legal representative if applicable, was
given a clear explanation of the reasons for use of such intervention, the observation
procedure, the desired effect, and the circumstances under which the intervention will be
terminated including criteria for release and individual understanding of that criteria; and,

9. Documentation that personnel debriefed the incident with the individual and assessed for trauma,
processed the traumatic event, and identified triggers. 

B. Any administrative reviewer shall document the clinical justification for the continued use of
seclusion/restraint in the individual's chart. The justification must include:

1. Documentation that the authorized practitioner ordering the continuous use of seclusion/restraint
in excess of four (4) hours has conducted a face-to-face evaluation of the individual
within the previous four (4) hours; 

2. Documentation of the ongoing behaviors or findings that warrant the continued use of
seclusion/restraint and other assessment information as appropriate;

3. Documentation of a plan for ongoing efforts to actively address the behaviors that resulted in the
use of seclusion/restraint;

4. A determination of the clinical appropriateness of the continuation of seclusion/restraint; and

5. A summary of the information considered by the reviewer and the result of the administrative
review with the date, time and signature of the individual completing the review. 

C. Information regarding use of seclusion/restraint must be readily accessible to authorized
individuals for review. The BHE shall have the ability to gather data as follows: 

1. Each seclusion/restraint episode including date and time the episode started and ended, specific
to each individual over the period of one complete calendar year from January 1 through
December 31. 

2.14.13 Additional Procedures and Requirements for Seclusion/Restraint of a Youth 
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A. Procedures for youth must include the following in addition to the requirements found in part 2.14
of this Chapter, unless otherwise required in this part 2.14.13.  

B. This part 2.14.13 does not apply to adult individuals over the age of 21. 

C. An emergency safety intervention must be performed in a manner that is safe, proportionate, and
appropriate to the severity of the behavior, and the youth’s chronological and developmental age;
size; gender; physical, medical, and psychiatric condition; and personal history (including any
history of physical or sexual abuse).

1. Physical management is always considered restraint for an individual under age eighteen (18)
and must follow the restraint order rules pursuant to this part 2.14 of this Chapter.

D. Orders for seclusion/restraint must be by an authorized practitioner in the BHE to order
seclusion/restraint and trained in the use of emergency safety interventions. Federal regulations
at 42 C.F.R. Part 441, specifically 441.151 require that inpatient psychiatric services for
individuals under age twenty-one (21) be provided under the direction of a physician.

1. If the individual’s treatment team assigned physician is available, only they can order
seclusion/restraint. If they are not available, then another team physician may make the
order.

E. A physician or other authorized practitioner must order the least restrictive emergency safety
intervention that is most likely to be effective in resolving the emergency safety situation based on
consultation with personnel.

F. If the order for seclusion/restraint is verbal, the order must be received by a registered nurse or
other trained licensed personnel, such as a licensed practical nurse, while the emergency safety
intervention is being initiated by personnel or immediately after the emergency safety situation
begins. 

1. The physician or other authorized practitioner permitted to order restraint or seclusion must verify
the verbal order in a signed written form in the minor’s record. Signatures must be
entered into the record no more than twenty-four (24) hours after the event.

2. The physician or other authorized practitioner to order restraint or seclusion must be available to
personnel for consultation, at least by telephone, throughout the period of the emergency
safety intervention.

G. Each order for seclusion/restraint must be limited to no longer than the duration of the emergency
safety situation.

H. Under no circumstances may the total order time exceed: 

1. Four (4) hours for persons ages eighteen (18) to twenty-one (21); 

2. Two (2) hours for persons ages nine (9) to seventeen (17); or 

3. One (1) hour for persons under the age of nine (9).

I. Within one (1) hour of the initiation of the order of the emergency safety intervention, a physician,
or other authorized practitioner trained in the use of emergency safety interventions and permitted
to assess the physical and psychological well-being of the youth, must conduct a face - to - face
assessment of the physical and psychological well-being of the individual including but not limited
to:
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1. The youth’s physical and psychological status;

2. The youth’s behavior;

3. The appropriateness of the intervention measures; and

4. Any complications resulting from the intervention.

J. Results of the one (1) hour assessment must be documented in the individual’s record.

K. Notification of parent(s) and/or legal guardian(s), when applicable:  

1. The BHE must notify the parent(s) and/or legal guardian(s) of the individual who has been in
seclusion or restraint as soon as possible after the initiation of each emergency safety
intervention.

2. The BHE shall document in the individual’s record that the parent(s) or legal guardian(s) have
been notified of the emergency safety intervention, including date and time of the
notification and the name of personnel providing the notification.

2.15 Medication Administration     

A. The BHE shall ensure that medications are administered only by licensed or certified personnel
allowed to administer medications under their own scopes of practice, or unlicensed personnel
who are qualified medication administration persons (QMAPs) acting within their own scope of
practice. 

B. When using QMAPs to administer medication, the BHE shall ensure compliance with 6 CCR
1011-1, Chapter 24 (July 19, 2017), which is hereby incorporated by reference. No later editions
or amendments are incorporated. This Colorado Department of Public Health and Environment
rule is available at no cost at https://www.sos.state.co.us./CCR/welcome.do. Individuals may
inspect or obtain a copy of the rule at the BHA, 710 S. Ash Street, Unit C140, Denver, CO 80246,
during regular business hours. 

2.16 Critical Incident Reporting

A. A critical incident includes but is not limited to the following:

1. Breach of confidentiality: any unauthorized disclosure of protected health information as
described in HIPAA, 42 C.F.R. Part 2, and/or Section 27-65-101 through -131, C.R.S.

2. Death: including the death of an individual inside of or outside of the BHE’s physical location
while an individual is receiving services or where an individual has attempted to receive
services from the BHE within the past thirty (30) calendar days.

3. Elopement: absconding from a mental health hold, certification, emergency/involuntary
commitment, or a secure facility where an individual is being held as a result of a court
order. This includes any unauthorized absence of a child, when a child cannot be
accounted for or when there is reasonable suspicion to believe the child has absconded.

4. Any instance when an individual cannot be located following a search of the BHE, the BHE
grounds, and the area surrounding the BHE, and:

a. There are circumstances that place the individual’s health, safety, or welfare at risk; or
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b. The individual has been missing for eight (8) hours.

5. Medication diversion: any medication diversion as defined in part 1.2 of these rules if the diverted
drugs are injectable, the BHE shall also report the full name and date of birth of any
individual who diverted the injectable drugs, if known. 

6. Medication error: medication error that resulted or could have resulted in harm to the individual. 

7. Medical emergency: any suicide attempt/self-injury, other form of serious injury, health
emergency, overdose or serious illness which occurred on BHE premises or in the
presence of BHE personnel.

8. Any instance involving physical, sexual, or verbal abuse of an individual, as described in Sections
18-3-202, 18-3-203, 18-3-204, 18-3-206, 18-3-402, 18-3-404, 18-3-405, 18-3-405.3,
18-3-405.5, and 18-9-111 (exempting however, the phrase “intended to harass”), C.R.S.
by another individual, personnel, or a visitor to the BHE. 

9. Any instance that results in any of the following serious injuries to an individual:

a. Brain or spinal cord injuries;

b. Life-threatening complications of anesthesia or life-threatening transfusion errors or reactions; or,

c. Second- or third-degree burns involving twenty percent (20%) or more of the body surface area of
an adult or more than fifteen percent (15%) of the body surface area of a child.

10. Any instance involving caretaker neglect of an individual, as defined in 26-3.1-101(2.3), C.R.S. or
child abuse or neglect as defined in 19-1-103(1), C.R.S.

11. Any instance involving misappropriation of an individual’s property, meaning patterns of loss or
single incidences of deliberately misplacing, exploiting, or wrongfully using, either
temporarily or permanently, an individual’s belongings or money without the individual’s
consent.

12. Any occurrence involving the malfunction or intentional or accidental misuse of care equipment
that occurs during treatment or diagnosis of an individual and that significantly or
adversely affects or, if not averted, would have significantly adversely affected an
individual. 

B. Critical incidents must be reported to the BHA within one (1) business day after the incident.
Critical incidents must also be reported to the BHA within one (1) business day of when the BHE
determines that a reportable incident has occurred and the BHA requests such reporting.

C. The BHA may conduct scheduled or unscheduled site reviews for specific monitoring purposes
and investigation of critical incidents reports in accordance with: 

1. BHA policies and procedures, 

2. Regulations that protect the confidentiality and individual rights in accordance with Sections
27-65-101 through -131, C.R.S.; HIPAA; and 42 C.F.R. Part 2,

3. Controlled Substance Licensing; Section 27-81-113, C.R.S.; Section 27-80-212, C.R.S., and
Section 18-18-503, C.R.S. 
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D. The BHA shall have access to relevant documentation required to determine compliance with
these rules. 

E. The BHE must: 

1. Establish written policies and procedures for reporting and reviewing all critical incidents
occurring at the BHE; 

2. Submit critical incidents reports to the BHA using state prescribed forms that can be obtained
from the BHA’s website at https://bha.colorado.gov/for-providers. This is not in lieu of
other reporting mandated by state statute or federal guidelines; 

3. Make available a report with the investigation findings for review by the BHA, upon request; and, 

4. Maintain critical incidents reports for a minimum of three (3) years following the incident unless it
would violate any other federal or state law. 

F. Nothing in this part shall be construed to limit or modify any statutory or common law right,
privilege, confidentiality, or immunity.

2.17 Quality Management Program

A. Every BHE must have a quality management program (QMP) designed to improve individual
safety and well-being. The individual safety component of the program must implement
improvements in response to patterns and trends associated with service delivery errors and
potential for error. The individual well-being component of the QMP must implement
improvements that are not necessarily tied to errors or potential for error but instead to the
continuous quality improvement principle that opportunities always exist to enhance service
delivery. 

B. The BHE must implement the QMP in accordance with a quality management plan that is
reviewed and approved annually by the governing body. The plan must have the following
elements: 

1. Identification of quality management programs 

a. For the individual safety component of the QMP, the plan must identify: 

(1) The types of service delivery errors and potential for error that will be monitored, which must be
based, at minimum, on a review of negative individual outcomes that are
unanticipated, individual disputes, critical incidents, deficiencies cited by
regulatory agencies, occurrences and/or errors, and potential for errors
reported by personnel. 

(2) A process for personnel to report service delivery error and potential for error within a prescribed
period of time and a plan for how personnel will be trained regarding
such reporting. 

(3) The methods used to collect and analyze data to find patterns and trends. The plan must also
include how the governing body, if applicable, and the administrator will
be informed of such patterns and trends. 

(4) The method(s) used to select quality management projects. 

(5) The method(s) for selecting the service delivery practice(s) that will be reviewed. 
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2. Implementation of the individual well-being component  

a. The plan must include development of improvement strategies. This may include identifying the
personnel that will be involved in designing the intervention, opportunities for
individual input, and the administrative approvals needed to finalize the
intervention design. 

b. The plan must document each improvement strategy including: 

(1) A description of the intervention design. For individual safety improvements, this must include
how information about patterns and trends will be shared with personnel
and how the underlying systemic problem(s) that led to the pattern or
trend will be addressed. 

(2) How personnel will be allocated and/or trained to implement the strategy.

(3) How the strategy will be evaluated for effectiveness. 

(4) Timelines for implementation and evaluation of the strategy and how the BHE is tracking the
meeting of these milestones. 

C. The BHA may audit a BHE’s QMP to determine compliance with part 2.17 of this Chapter. 

1. If the BHA determines that an investigation of any incident or outcome is necessary, it may,
unless otherwise prohibited by law, investigate and review documents related to the
incident or outcome to determine actions taken by the BHE. 

2.18 Initial Application Procedure

A. Any person or business entity seeking a license to operate a BHE shall initially notify the BHA by
submitting a letter of intent. Upon receipt of a letter of intent, the BHA will open a license
application file. 

B. The applicant must provide the BHA with a complete application including all information and
attachments specified in the application form, which is available to access on the BHA’s website,
and any additional information requested by the BHA. The appropriate non-refundable fee(s) for
the license category requested must be submitted with the application. Applications must be
submitted at least ninety (90) calendar days before the anticipated start-up date. 

1. A license application may be considered abandoned if the applicant fails to complete the
application within twelve (12) months. The BHA may administratively close the
application process. 

2. After an administrative closure, the applicant may file a new license application along with the
corresponding initial license fee. 

C. With the submission of an application for a license to operate a BHE, or within ten (10) days after
a change in ownership or management of a BHE, each owner and manager shall submit a
complete set of the owner's and manager's fingerprints to the Colorado Bureau of Investigation
(CBI) for the purpose of conducting a fingerprint-based criminal history record check. The CBI
shall forward the fingerprints to the Federal Bureau of Investigation (FBI) for the purpose of
conducting fingerprint-based criminal history record checks. Each owner and each manager shall
pay the CBI the costs associated with the fingerprint-based criminal history record check. Upon
completion of the criminal history record check, the CBI shall forward the results to the BHA. The
BHA may acquire a name-based criminal history record check for an applicant who has twice
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submitted to a fingerprint-based criminal history record check and whose fingerprints are
unclassifiable.

D. Each applicant must provide the following information: 

1. The legal name of the applicant and all other names used by it to provide services. The BHE has
a continuing duty to submit notification to the BHA for all name changes at least thirty
(30) calendar days prior to the effective date of the change. 

a. Applicants for initial licensure must submit a distinctive license name that does not need to
include the services to be provided, but it may not mislead or confuse the public
regarding the license or type of services to be provided. 

b. Duplication of an existing name is prohibited except between agencies that are affiliated through
ownership or controlling interest. 

c. Each BHE shall be identified by this distinctive name on stationery, billing materials, and exterior
signage that clearly identifies the licensed entity. Exterior signage must conform
to the applicable local zoning requirements. 

d. If the BHE has a “doing business as” name, it must hold itself out to the public using such name,
as it appears on the license. 

2. Contact information for the BHE must include a mailing address, telephone number, and e-mail
addresses. If applicable, the BHE’s website and facsimile number must be provided.

3. The identity, address, and telephone number of all persons and business entities with a
controlling interest in the BHE, including but not limited to: 

a. A non-profit corporation shall list the governing body and officers. 

b. A for-profit corporation shall list the names of the officers and stockholders who directly or
indirectly own or control five percent or more of the shares of the corporation.

c. A sole proprietor shall include proof of lawful presence in the United States. 

d. A partnership shall list the names of all partners. 

e. The chief executive officer of the BHE. 

f. If the addresses and telephone numbers provided above are the same as the contact information
for the BHE itself, the BHE shall also provide an alternate address and telephone
number for at least one person for use in the event of an emergency or closure of
the BHE.  

4. Proof of professional liability insurance. BHEs must maintain such coverage for the duration of
the license term and must notify the BHA of any change in the amount, type, or provider
of professional liability insurance coverage during the license term. 

5. Articles of incorporation, Articles of organization, partnership agreement, or other organizing
documents required by the secretary of state to conduct business in Colorado; and
by-laws or equivalent documents that govern the rights, duties, and capital contributions
of the business entity. 
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6. The address(es) of the physical location(s) where services are delivered, as well as, if different,
where records are stored for BHA review. 

7. A map for each floor of the BHE’s buildings indicating room layout, services to be provided in
each of the rooms, the proposed physical extent of the license within each building, and
all occupancies contiguous to the BHE regardless if services are being delivered under
the terms of the license. 

a. If services are delivered in multiple buildings located on a campus, a street map of the campus
must be submitted that indicates which buildings and floors are occupied as part
of the license. 

b. Maps must be submitted to the BHA. 

8. A copy of any management agreement pertaining to operation of the entity that sets forth the
financial and administrative responsibilities of each party. 

9. If an applicant leases one or more building(s) to operate under the license, a copy of the lease or
leases must be filed with the license application and show clearly in its context which
party to the agreement is to be held responsible for the physical condition of the
property. 

10. A statement, on the applicant’s letterhead, if available, signed and dated, submitted with the
application stating whether any of the actions listed in this part 2.17.D.10.a.(2) of these
rules have occurred, regardless of whether the action has been stayed in a judicial
appeal or otherwise settled between the parties. The actions are to be reported if they
occurred within ten (10) years preceding the date of the application. For initial licensure,
the BHA may, based upon information received in the statement, request additional
information from the applicant beyond the ten-year time frame. 

a. For initial licensure of the BHE, whether one or more individuals or entities identified in the
response to part 2.18.D.3 of this Chapter has a controlling or ownership interest
in the BHE and has been the subject or party to any of the following: 

(1) A civil judgment or criminal conviction resulting from conduct or an offense in the operation,
management or ownership of a BHE or other entity related to
substandard care or health care fraud. A guilty verdict, a plea of guilty, or
a plea of nolo contendere (no contest) accepted by the court is
considered a conviction.

(2) A disciplinary action imposed upon the BHE by a governmental entity in another state that
registers or licenses agencies including but not limited to, a sanction,
probation, civil penalty, or a denial, suspension, revocation, or
modification of a license or registration. 

(3) Limitation, denial, revocation, or suspension by any federal, state, or local authorities of any
health care related license. 

(4) The refusal to grant or renew a license for operation of a BHE, or contract for participation or
certification for Medicaid, Medicare, or other public health or social
services payment program. 

b. For a change of ownership of a BHE, whether any of the new owners have been the subject of, or
a party to, one of more of the following events: 
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(1) A civil judgment or a criminal conviction in a case brought by the federal, state, or local authorities
that resulted from the operation, management, or ownership of a BHE or
other entity related to substandard care or health care fraud. 

(2) Limitation, denial, revocation, or suspension of a state license or federal certification by another
jurisdiction. 

11. Any statement regarding the information requested in 2.18.D.10 of this Chapter must include the
following, as applicable: 

a. If the event is an action by a governmental agency, as described in part 2.18.D.10.b: the name of
the agency, its jurisdiction, the case name, and the docket proceeding or case
number by which the event is designated, and a copy of the consent decree,
order, or decision. 

b. If the event is a felony conviction or misdemeanor involving moral turpitude: the court, its
jurisdiction, the case name, the case number, a description of the matter or a
copy of the indictment or charges, and any plea or verdict entered by the
court. For the purposes of this rule, “crimes of moral turpitude” include the
following felony, misdemeanors, or municipal offenses:

(1) Any of the offenses against the person set forth in Title 18, Article 3 of the Colorado Revised
Statutes. Examples of such offenses include, but are not limited to, any
assault, menacing, or unlawful sexual behavior;

(2) Any of the offenses against property set forth in Title 18, Article 4 of the Colorado Revised
Statutes. Examples of such offenses include, but are not limited to, any
arson, theft, trespass, or criminal mischief;

(3) Any of the offenses involving fraud set forth in Title 18, Article 5 of the Colorado Revised Statutes;

(4) Computer crime as set forth in Title 18, Article 5.5 of the Colorado Revised Statutes;

(5) Any of the offenses involving the family relations set forth in Title 18, Article 6, Part 4 (wrongs to
children), when committed intentionally and knowingly or recklessly; Part
6 (harboring a minor); or Part 8 (domestic violence), of the Colorado
Revised Statutes;

(6) Any of the offenses constituting wrongs to at-risk adults set forth in Title 18, Article 6.5 of the
Colorado Revised Statutes;

(7) Any of the offenses relating to morals set forth in Title 18, Article 7 of the Colorado Revised
Statutes. Examples of such offenses include, but are not limited to,
prostitution, indecent exposure, and criminal invasion of privacy;

(8) Any other offense in any jurisdiction whatsoever that is committed intentionally, knowingly, or
recklessly, and involves violence, coercion, threats, cruelty, fraud,
deception, or deprivation of legally recognized rights; and,

(9) Any conspiracy, solicitation, or criminal attempt to commit any of the above offenses, or
participation as an accessory to any of the above offenses.

c. If the event is a civil action or arbitration proceeding: the court or arbiter, the jurisdiction, the case
name, the case number, a description of the matter or a copy of the complaint,
and a copy of the verdict of the court or arbitration decision. 
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E. The BHA will not issue or renew a BHE license unless it has received a certificate of compliance
as defined in Chapter 1 of these rules for each physical location where services are provided

F. Each application must be signed under penalty of perjury by an authorized corporate officer,
general partner, member, or sole proprietor of the BHE as appropriate.

G. The BHA shall conduct a preliminary assessment of the application and notify the applicant of any
application defects.

 1. The applicant shall respond within fourteen (14) calendar days to written notice of any application
defect. 

H. License fees must be submitted to the BHA as specified below: 

1. An applicant for an initial license as a BHE shall submit the following nonrefundable fee(s) with
the application for licensure, as applicable: 

a. A base fee of $500, regardless of endorsements or physical locations included as part of the
application for initial licensure. The base fee includes one physical location in
which services are to be provided under an outpatient endorsement as defined in
part 2.3.A.3 of this Chapter.

b. A fee of $300 for each additional physical location in which services are to be provided under an
outpatient endorsement as defined in part 2.3.A.3 of this Chapter included as
part of the application for initial licensure, to be paid only by applicants that are
seeking licensure that includes endorsement for outpatient services.   

c. A fee of $600 for each physical location in which services are to be provided under a
residential/overnight endorsement as defined in part 2.3.A.4 of this Chapter, to be
paid only by applicants seeking such endorsement.

d. Endorsements for services not listed in parts 2.3.A.3 or 2.3.A.4 shall not require a fee. 

2.   A BHE may apply to add an endorsement to its license at any time with the submission of fees
outlined in part 2.20.H.1.b and part 2.20.H.1.c.

I. The duration of the initial license will be one (1) year from the date of issuance.

J. The BHA will provide written notice to the applicant within thirty (30) calendar days of receipt of a
complete application. 

K. The BHA will act on an application within thirty (30) calendar days of receipt of the completed
application.      

2.19 Provisional Licenses

A. Where an applicant for an initial license fails to fully conform to the applicable statutes and
regulations but the BHA determines the applicant is in substantial compliance with these rules
and regulations and is temporarily unable to conform to all the minimum standards, a provisional
license may be granted. No provisional license may be issued to an applicant if the operations
may adversely affect the health, safety, or welfare of individuals, personnel, or other persons. A
provisional license will only be issued upon payment of the non-refundable provisional license
fee.

1. A provisional license will be valid for ninety (90) days. 
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2. A second provisional license may be issued if the BHA determines that it is likely compliance can
be achieved by the date of expiration of the second provisional license. 

3. The second provisional license may be issued for the same duration as the first upon payment of
a second non-refundable provisional license fee. The BHA will not issue a third or
subsequent provisional license to the applicant.

4. During the term of the provisional license, the BHA shall conduct any review it deems necessary
to determine if the applicant meets the requirements for a regular license. 

5. If the BHA determines, prior to expiration of the provisional license, that the applicant is in
compliance with all applicable rules, it may issue a regular license upon payment of the
applicable initial license fee. The regular license will be valid for one (1) year from the
date of issuance of the regular license, unless otherwise acted upon pursuant to part 2.24
of this Chapter. 

2.20 License Renewal

A. A BHE seeking renewal must provide the BHA with a license application, signed under penalty of
perjury by an authorized corporate officer, general partner, member, or sole proprietor of the BHE
as appropriate, and the appropriate fee at least sixty (60) calendar days prior to the expiration of
the existing license. Renewal applications shall contain the information required in part 2.18.D of
this Chapter unless the information has been previously submitted and no changes have been
made to the information currently held by the BHA. 

B. Failure to submit a completed renewal application to the BHA thirty (30) calendar days prior to
expiration of the existing license will result in assessment of a late fee in an amount equal to the
renewal fee.

C. Failure of the BHE to accurately answer or report any of the information requested by the BHA
will be considered good cause to deny the license renewal application. 

D. The BHA shall conduct a preliminary assessment of the renewal application and notify the BHE of
any application defects.

1. The BHE shall respond within fourteen (14) calendar days to written notice of any application
defect. 

E. A BHE submitting a renewal application shall submit the following nonrefundable fees, as
applicable: 

1.   A base fee of $500, regardless of endorsements or physical locations included as part of the
application for licensure renewal. The base fee includes one physical location in which
services are to be provided under an outpatient endorsement as defined in part 2.3.A.3 of
this Chapter.

2. A fee of $300 for each additional physical location in which services are to be provided under an
outpatient endorsement as defined in part 2.3.A.3 of this Chapter included as part of the
application for licensure renewal, to be paid only by applicants that are seeking licensure
that includes endorsement for outpatient services.   

3. A fee of $600 for each physical location in which services are to be provided under a
residential/overnight endorsement as defined in part 2.3.A.4 of this Chapter, to be paid
only by applicants seeking such endorsement.
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4. Endorsements for services not listed in parts 2.3.A.3 or 2.3.A.4 shall not require a fee. 

F. The duration of the renewal license will be one (1) year from issuance.

2.21 Change of Ownership/Management

A. If a BHE undergoes a change in ownership without following the procedures outlined in this part
2.21, their existing license may be terminated. Termination of the license may not occur until after
a hearing and in compliance with the provisions and procedures specified in 24-4-101 through
-109, C.R.S.

B. When a BHE initiates a change of ownership, the BHE must submit notification to the BHA within
the specified time frame, and the prospective new BHE shall submit an application and
supporting documentation for change of ownership along with the requisite fees in part 2.21.G of
this Chapter within the same time frame. The time frame for submission of the notification and the
application and supporting documentation shall be at least thirty (30) calendar days before a
change of ownership involving any BHE.

C. The BHA will consider the following criteria in determining whether there is a change of ownership
of a BHE that requires a new license. The transfer of fifty percent (50%) of the ownership interest
referred to in this part 2.21 may occur during the course of one transaction or during a series of
transactions occurring over a five-year period.   

1. Sole proprietors: 

a. The transfer of at least fifty percent (50%) of the ownership interest in a BHE from a sole
proprietor to another individual, whether or not the transaction affects the Title to
real property, shall be considered a change of ownership. 

b. Change of ownership does not include forming a corporation from the sole proprietorship with the
proprietor as the sole shareholder or forming a limited liability company from sole
proprietorship with the proprietor as the sole member. 

2. Partnerships: 

a. Dissolution of the partnership and conversion into any other legal structure shall be considered a
change of ownership if the conversion also includes a transfer of at least fifty
percent (50%) of the ownership to one or more new owners. 

b. Change of ownership does not include dissolution of the partnership to form a corporation with
the same persons retaining ownership in the new corporation. 

3. Corporations:

a. Merger of two or more corporations resulting in the creation of a new corporate entity will be
considered a change of ownership if the consolidation includes a transfer of at
least fifty percent (50%) of the ownership to one or more new owners. 

b. Formation of a corporation from a partnership, a sole proprietorship, or a limited liability company
will be considered a change of ownership if the change includes a transfer of at
least fifty percent (50%) of the ownership to one or more new owners. 

c. The transfer, purchase, or sale of shares in the corporation such that at least fifty percent (50%)
of the ownership of the corporation is shifted to one or more new owners will be
considered a change of ownership. 
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4. Limited liability companies: 

a. The transfer of at least fifty percent (50%) of the ownership interest in the company will be
considered a change of ownership. 

b. The termination or dissolution of the company and the conversion thereof into any other entity will
be considered a change of ownership if the conversion also includes a transfer of
at least fifty percent (50%) of the ownership to one or more new owners. 

c. Change of ownership does not include transfers of ownership interest between existing members
if the transaction does not involve the acquisition of ownership interest by a new
member.   

5. Non-profits:

a. The transfer of at least fifty percent (50%) of the controlling interest in the nonprofit is considered
a change of ownership. 

6. Management contracts, leases, or other operational arrangements: 

a. If the BHE enters into a lease arrangement or management agreement whereby the owner
retains no authority or responsibility for the operation and management of the
BHE, the action will be considered a change of ownership that requires a new
license. 

7. Legal structures: 

a. The conversion of a BHE’s legal structure, or the legal structure of a business entity that has an
ownership interest in the BHE is a change of ownership if the conversion also
includes a transfer of at least fifty percent (50%) of the BHE’s ownership interest
to one or more new owners. 

D. Each BHE undergoing a change of ownership shall submit an application as prescribed in 2.18.B
through 2.18.F of this Chapter. 

E. The existing BHE is responsible for correcting all rule violations and deficiencies in any current
plan of action before the change of ownership becomes effective. In the event that such
corrective actions cannot be accomplished in the time frame specified, the prospective BHE shall
be responsible for all uncorrected rule violations and deficiencies including any current plan of
action submitted by the previous BHE unless the prospective BHE submits a revised plan of
action, approved by the BHA, before the change of ownership becomes effective. 

F. When the BHA issues a license to the new owner, the previous owner must return its license to
the BHA within five (5) calendar days of the new owner’s receipt of its license. 

G. For a change of ownership, a BHE must submit the following nonrefundable fee(s) with the
application for licensure, as applicable: 

1. A base fee of $500, regardless of endorsements or physical locations included as part of the
application for licensure. The base fee includes one physical location in which services
are to be provided under an outpatient endorsement as defined in part 2.3.A.3 of this
Chapter.

2. A fee of $300 for each additional physical location in which services are to be provided under an
outpatient endorsement as defined in part 2.3.A.3 of this Chapter included as part of the
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application for licensure, to be paid only by applicants that are seeking licensure that
includes endorsement for outpatient services.   

3. A fee of $600 for each physical location in which services are to be provided under a
residential/overnight endorsement as defined in part 2.3.A.4 of this Chapter, to be paid
only by applicants seeking such endorsement.

4. Endorsements for services not listed in parts 2.3.A.3 or 2.3.A.4 shall not require a fee. 

2.22 Rule Waivers

A. This part establishes procedures with respect to waiver of regulations relating to BHE
licensing.      

B. Any BHE or applicant that has applied for or been issued a license to operate a BHE has the right
to apply for a waiver of any rule or standard set forth in these rules which, in their opinion, poses
an undue hardship on the applicant, BHE, or community. 

C. Nothing contained in these provisions abrogates the BHE's obligation to meet minimum
requirements under local safety, fire, electrical, building, zoning, and similar codes. 

 D. Nothing herein authorizes a waiver of any statutory requirement under state or federal law, except
to the extent permitted therein. 

E. Upon application to the BHA, a waiver may be granted in accordance with this part 2.22. Absent
the existence of a current waiver issued pursuant to this part, BHEs are expected to comply at all
times with all applicable regulations except in instances where they are granted a provisional
license in accordance with part 2.19 of this Chapter. BHEs must comply with all regulations in this
part as well as all regulations in the endorsement parts of these rules (i.e., Chapters 3 through
10) that apply to a BHE unless and until a waiver is granted.

F. Waiver applications must be submitted to the BHA in writing.

1. The BHA will only consider one regulation per waiver.

2. The waiver application must provide the BHA information related to:

a. The regulation the BHE or applicant is requesting to waive;

b. The reason why the waiver is being requested;

c. A proposed alternate compliance plan;

d. Any other information relevant to the waiver request that would inform the BHA’s decision in either
granting or denying the waiver.

3. The waiver application must be signed by an authorized representative of the BHE or applicant,
who is the primary contact person and the person responsible for ensuring that accurate
and complete information is provided to the BHA. 

G. In making its determination, the BHA may consider any information it deems relevant, including
but not limited to: 
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1. Critical incident and complaint investigation reports, licensure or certification survey reports,
anticipated impact of the waiver on individual safety and quality of care if any, and
findings of these reports related to the BHE and/or the operator or owner thereof.      

2. When determining whether a waiver should be granted, the BHA shall prioritize consideration of
the impact of the waiver on the health, safety, and welfare of individuals over any alleged
undue hardship. 

H. The BHA shall act on a waiver application within ninety (90) calendar days of receipt of the
completed application. An application will not be deemed complete until the BHE has provided all
information and documentation requested by the BHA. 

I. The BHA may specify terms and conditions under which any waiver is granted, including which
terms and conditions must be met in order for the waiver to remain effective. The term for which
each waiver granted will remain effective must be specified at the time of issuance but may not
exceed the term of the current license. 

1. At any time, upon reasonable cause, the BHA may inspect a BHE with an active waiver to ensure
that the terms and conditions of the waiver are being observed, and/or that the continued
existence of the waiver is otherwise appropriate. 

2. Within thirty (30) calendar days of the termination, expiration, or revocation of a waiver, the BHE
shall submit to the BHA an attestation of compliance with the regulation to which the
waiver pertained. 

J. A waiver will automatically terminate upon a change of ownership of the BHE, as defined in part
2.21 of this Chapter. However, to prevent such automatic termination, the prospective new owner
may submit a waiver application to the BHA prior to the effective date of the change of ownership.
Provided the BHA receives the new application by this date, the waiver will be deemed to remain
effective until such time as the BHA acts on the application. 

1. Except as otherwise provided in this part 2.22, a waiver may not be granted for a term that
exceeds the current license term. 

2. If a BHE wishes to maintain a waiver beyond the stated term, it must submit a new waiver
application to the BHA not less than ninety (90) calendar days prior to the expiration of
the current term of the waiver or with a license renewal. 

K. Notwithstanding anything in this part 2.22 to the contrary, the BHA may revoke a waiver if it
determines that: 

1. The waiver's continuation jeopardizes the health, safety, or welfare of individuals served by the
BHE; 

2. The waiver application contained false or misleading information;

3. The terms and conditions of the waiver have not been complied with; 

4. The conditions under which a waiver was granted no longer exist or have changed materially; or, 

5. A change in a federal or state statute or regulation prohibits, or is inconsistent with, the
continuation of the waiver. 

L. Notice of the revocation of a waiver must be provided to the BHE in accordance with the
Colorado administrative procedures act, Section 24-4-101 through -109, C.R.S. 
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M. A BHE may appeal the decision of the BHA regarding a waiver application or revocation, as
provided in the Colorado administrative procedures act, Section 24-4-101 through -109, C.R.S. 

2.23 Continuing Obligations and BHA Oversight

A. Each BHE must have and maintain electronic business communication tools, including but not
limited to, internet access and a valid e-mail address. The BHE must use these tools to receive
and submit information.

B. The license is only valid while in the possession of the BHE to whom it is issued and may not be
subject to sale, assignment, or other transfer, voluntary or involuntary, nor is a license valid for
any premises other than those for which it was originally issued. 

C. The BHE must provide accurate and truthful information to the BHA during inspections,
investigations, and licensing activities. 

D. When a BHE is subject to inspection, certification, or review by other agencies, accrediting
organizations, or inspecting companies, the BHE shall provide and/or release to the BHA, upon
request, any correspondence, reports, or recommendations concerning the BHE that were
prepared by such organizations.

E. Each BHE must submit notification to the BHA of any change in the information required by part
2.18.D of this Chapter from what was contained in the last submitted license application.  

1. Changes to the operation of the BHE may not be implemented without prior approval from the
BHA. A BHE shall, at least thirty (30) calendar days in advance, submit notification to the
BHA regarding any of the following proposed changes. 

a. Change in license category or classification. 

b. Change in the scope of services, including the addition or removal of an endorsement, a service,
or a physical location. 

c. Change in legal name of the BHE and all other names used by it to provide services. 

F. The BHA and any duly authorized representatives thereof have the right to enter upon and into
the premises of any licensed BHE or applicant for a BHE license in order to determine the state of
compliance with the statutes and regulations and must initially identify themselves to the person
in charge of the BHE at the time. 

G. Licensure surveys and tiered inspections 

1. For each BHE that is eligible, the BHA will either extend the standard licensure survey cycle up to
three (3) years or utilize a tiered licensure inspection system. 

2. To be eligible, the BHE must meet all the following criteria: 

a. Licensed for at least three (3) years; 

b. No conditions imposed on the license within three (3) years prior to the date of the survey; 

c. No patterns of rule violations, which occurs when a BHE commits the same class of rule violation
three or more times in consecutive inspections, as documented in the inspection
and survey reports issued by the BHA within the three (3) years prior to the date
of the inspection; and, 
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d. No substantiated complaint resulting in the discovery of significant deficiencies that may
negatively affect the life, health, or safety of individuals served by the BHE within
the three (3) years prior to the date of the survey. 

3. The BHA may expand the scope of a tiered inspection to an extended or full survey if the BHA
finds rule violations during the tiered inspection process. 

H. The BHA may use the following measures to ensure a BHE’s full compliance with the applicable
statutory and regulatory criteria. 

1. The BHA may conduct an unscheduled or unannounced review of a current BHE based upon, but
not limited to, the following criteria: 

a. Routine compliance inspection; 

b. Reason exists to question the BHE’s continued fitness to conduct or maintain licensed
operations;

c. A complaint alleging non-compliance with license requirements; 

d. Discovery of previously undisclosed information regarding a BHE or any of its owners, officers,
managers, or other personnel if such information affects or has the potential to
affect the BHE’s provision of services; or 

e. The omission of relevant information from documents requested by the BHA or indication of false
information submitted to the BHA. 

2. Plan of action 

a. If after review or pursuant to a complaint, it is determined that a BHE is not in compliance with
these rules, the BHE shall be notified in writing, within thirty (30) business days of
the specific deficiency/deficiencies.

b. After any review, the BHA may request a plan of action from a BHE or require a BHE’s
compliance with a BHA directed plan of action.      

c. If the BHE does not agree with any or all the findings regarding non-compliance, the BHE has
fourteen (14) business days from the receipt of non-compliance notice to dispute
the findings by submitting evidence to the BHA.

d. The BHE shall receive a written response within thirty (30) business days of the review of
submitted evidence.

e. If the submitted information is sufficient, the BHE shall be determined in compliance with these
rules.

f. If the BHE continues to be found out of compliance with these rules, the BHE shall have thirty
(30) business days from the date of receipt of the review findings to submit a plan
of action. 

g. The plan of action must be in the format prescribed by the BHA and included, but not be limited
to, the following: 

(1) A description of how the BHE will correct each identified deficiency. 
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(a) If deficient practice was cited for specific personnel, the description shall include the measures
that will be put in place or systemic changes made to ensure that
the deficient practice will not reoccur for the affected
individuals(s) and/or other individuals having the potential to be
affected. 

(2) A description of how the BHE will monitor the corrective action to ensure each deficiency is
remedied and will not reoccur, and 

(3) A completion date that is no later than ninety (90) calendar days from the issuance of the
deficiency list, unless otherwise required or approved by the BHA. The
completion date is the date that the entity deems it can achieve
compliance. 

h. A completed plan of action must be: 

(1) Signed by the BHE’s director, administrator, or manager, and 

(2) Submitted to the BHA within thirty (30) calendar days after the date of the BHA’s written notice of
deficiencies. 

(a) If an extension of time is needed to complete the plan of action, the BHE shall request an
extension in writing from the BHA prior to the plan of action due
date. The BHA may grant an extension of time. 

i. The BHA has discretion to approve, impose, modify, or reject a plan of action. 

(1) If the plan of action is accepted, the BHA shall notify the BHE by issuing a written notice of
acceptance. 

(2) If the plan of action is unacceptable, the BHA shall notify the BHE in writing, and the BHE shall
re-submit the changes within the time frame prescribed by the BHA.  

(3) If the BHE fails to comply with the requirements or deadlines for submission of a plan or fails to
submit requested changes to the plan, the BHA may reject the plan of
action and impose disciplinary sanctions as set forth in part 2.24 of this
Chapter. 

(4) If the BHE fails to implement the actions agreed to by the action date in the approved plan of
action, the BHA may impose enforcement sanctions as set forth below. 

I. The BHE must provide, upon request, access to or copies of the following to the BHA for the
performance of its regulatory oversight responsibilities: 

1. Individual records. 

2. Reports and information including but not limited to, staffing reports, census data, statistical
information, and other records, as determined by the BHA.  

J. Oversight and enforcement activities may include review of endorsements and/or separate
physical locations as necessary for the BHA to ensure the health, safety, and welfare of
individuals. 

2.24 Enforcement and Adverse Actions
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2.24.1 License, Designation, or Endorsement Denials

A. The BHA may deny an application for an initial or renewal license, or an application for
endorsement(s) for reasons including but not limited to, the following: 

1. The BHE has not fully complied with all local, state, and federal laws and regulations applicable to
that license category, endorsement, or classification;

2. The application or accompanying documents contain a false statement of material fact; 

3. The BHE fails to respond to BHA requests for additional information in the time frame indicated in
the request; 

4. The BHE refuses any part of an inspection; 

5. The BHE fails to comply with or successfully complete an acceptable plan of action;

6. The results of the background check reveal a felony or misdemeanor conviction of a crime of
moral turpitude as described in part 2.18.D.11.b of this Chapter;

7. The BHE has failed to cooperate with the investigation of any local, state, or federal regulatory
body or law enforcement agency; or

8. The BHE is not in compliance with regulatory requirements or has a documented pattern of
non-compliance that has harmed or has the potential to harm the health or safety of the
individual(s) served. 

B. If the BHA denies an application for an initial or renewal license, it shall provide the BHE with a
written notice by mail to the applicant or licensee at the address shown on the application. The
notice must explain the basis for the denial and afford the BHE the opportunity to respond. 

C. Appeals of licensure denials must be conducted in accordance with the State Administrative
Procedure Act, Section 24-4-101 through -109, C.R.S. and 26-1-106, C.R.S.

2.24.2 Revocation or Suspension of a License, Designation, or Endorsement 

A. The BHA may limit, revoke, or suspend an existing license or endorsement if a BHE fails or
refuses to comply with the statutory and/or regulatory requirements applicable to its license and
endorsements associated with its license. The BHA may limit the overall BHE license, any
endorsements or physical locations, or any combination thereof for failure or refusal to comply. 
Failures to comply include, but are not limited to:

1. Making a false statement of material fact about individuals served by the BHE, its personnel,
capacity, or other operational components verbally or in any public document or in a
matter under investigation by the BHA or another governmental entity, 

2. Preventing, interfering with, or attempting to impede in any way the work of a representative or
agent of the BHA in investigating or enforcing the applicable statutes or regulations, 

3. Falsely advertising or in any way misrepresenting the BHE’s ability to provide services for the
individuals served based on its license type or status, 

4. Failing to provide reports and documents required by regulation or statute in a timely and
complete fashion, 
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5. Failing to comply with or complete a plan of action in the time or manner specified,

6. Falsifying records or documents,

7. Knowingly using or disseminating misleading, deceptive, or false information, 

8. Accepting commissions, rebates, or other forms of remuneration for referrals or other treatment
decisions, or

9. Exercising undue influence or coercion over an individual to obtain certain decisions or actions or
for financial or personal gain. A relationship other than a professional relationship,
including but not limited to a relationship of a sexual nature, between an owner, director,
manager, administrator, or other personnel and an individual. 

10. Noncompliance with the requirements of Sections 27-50-501 through 27-50-509, C.R.S. and any
applicable regulations promulgated pursuant to those statutes. 

B. The BHA may revoke or suspend an existing license if one or more individuals or entities
identified in the response to part 2.18.D.3 of this Chapter has a controlling or ownership interest
in the BHE and:

1. Has been the subject or party to any of the actions described in part 2.18.D.10.a: 

2. Has a felony or misdemeanor conviction of a crime of moral turpitude as described in part
2.18.D.11.b of this Chapter. 

C. Except in the case of a summary suspension in accordance with 24-4-104(4)(a), C.R.S.,
suspension or revocation must not occur until after a hearing and in compliance with the
provisions and procedures specified in Section 24-4-101 through Section -109, C.R.S. and
Section 27-50-505, C.R.S. 

2.24.3 Conditional Licenses

A. If a BHE is found to be out of compliance with applicable BHA, state, or federal law or regulations,
the BHA may impose conditions upon a license prior to issuing an initial or renewal license or
during an existing license term. If the BHA imposes conditions on a license, the BHE shall
immediately comply with all conditions until and unless said conditions are overturned or stayed
on appeal. 

1. Imposition of conditions on a license does not constitute a modification to the license if the BHE
agrees to the conditions. If an agreement is not reached, the BHE may appeal in
accordance with part 2.24.5 of this Chapter, Section 24-4-101 through -109, and Section
27-50-505, C.R.S.

B. If conditions are imposed at the same time as an initial or renewal license, the BHE shall pay the
applicable initial or renewal license fee plus the conditional fee equal to the amount of their initial
or renewal license fee.

C. If conditions are imposed during the license term, the BHE shall pay the conditional fee and the
conditions must run concurrently with the existing license term. 

D. If the conditions are renewed in whole or in part for the next license term, the BHE shall pay the
applicable renewal fee along with the conditional fee in effect at the time of renewal. 
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E. If the BHA imposes conditions of continuing duration that require only minimal administrative
oversight, it may waive the conditional fee after the BHE has complied with the conditions for a
full license term. 

F. If a BHE holds a conditional license, it shall post a clearly legible copy of the license conditions in
a conspicuous public place in the BHE. 

2.24.4 Intermediate Restrictions

A. The BHA may impose the following intermediate restrictions or conditions on a BHE in
accordance with Section 27-50-505 (3), C.R.S.: 

1. Retaining a consultant to address corrective measures including deficient practice resulting from
systemic failure; 

2. Monitoring by the BHA for a specific period; 

3. Providing additional training to employees, owners, or operators of the BHE; 

4. Complying with a directed written plan to correct the violation; or 

5. Paying a civil fine not to exceed two thousand dollars ($2,000) in a calendar year. The
assessment of these fines shall follow the procedures set forth in Section 26.5.-5-323,
C.R.S.

B. The BHE may appeal any intermediate restriction or condition to the BHA in accordance with the
Colorado Administrative Procedures Act Section 24-4-101 through -109, C.R.S. 

2.24.5 Right to Appeal

A. Any BHE adversely affected or aggrieved by the BHA’s decisions in regard to implementation of
these rules, has the right to appeal to the Colorado Department of Personnel and Administration,
Office of Administrative Courts, and may subsequently seek judicial review of the BHA’s action in
accordance with Section 24-4-101 through -109, C.R.S. 

B. The following actions may be submitted to an administrative law judge for an evidentiary hearing:
denial of a license, designation, or endorsement; denial of a renewal; provisional license;
conditional license; revocation; denial of a waiver; limitation of a license, denial of a modification;
and imposition of an intermediate restriction or condition. 

C. After written notification from the BHA of intended action, the BHE has twenty-one (21) calendar
days to submit a written appeal. The appeal must be received by the BHA within twenty-one (21)
days from the date the written notification of action letter was sent by the BHA. 

D. In all cases except waiver denials, the BHA will file a notice of charges with the office of
administrative courts to begin the administrative process. In waiver denials, if the applicant for the
waiver requests an appeal, the request for appeal must be forwarded to the office of
administrative courts. Once the appellant’s request is forwarded to the office of administrative
courts, the BHA may file a notice of charges.

E. Subsequent to an evidentiary hearing at the office of the administrative courts and the issuance of
a final agency decision, a party may seek to appeal the final agency decision through judicial
review in accordance with Section 24-4-106, C.R.S. 

2.25 BHE Closure
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A. Each license issued by the BHA will become invalid if the BHE fails to timely renew the license,
ceases operation, or there is final BHA action suspending or revoking the license. The license
must be returned to the BHA within ten (10) calendar days of the event that invalidated it. 

2.25.1 Emergency Closures 

A. In the event of an emergency affecting the physical space of the BHE that necessitates the
removal of individuals and personnel from the BHE, a BHE shall provide the BHA with verbal
notice of the event at the time of removal and a written report within fourteen (14) calendar days
after the removal explaining the emergent situation and the actions taken by the BHE to provide
services that meet the health and safety needs of the individuals. Based on the extenuating
circumstances, the BHA may approve the continuation of the license during the time period that it
takes to make the physical space appropriate for individuals and personnel to return. 

2.25.2 Permanent Closures 

A. Each BHE that surrenders its license shall accomplish the following with regard to any individual
records that the entity is legally obligated to maintain: 

1. Within ten (10) calendar days prior to closure, inform the BHA in writing of the specific plan for
storage and retrieval of individual records; 

2. Unless noted otherwise within an endorsement Chapter, within ten (10) calendar days of closure,
inform all individuals or designated representatives thereof, in writing, how and where to
obtain their individual records; and 

3. Provide secure storage for any remaining individual records. 

B. In the event of a BHE closure, the BHE shall be responsible for appropriate continuity of care for
each individual served by the BHE.

2.26 Residential and Overnight Standards

A. A BHE providing residential and/or overnight services as defined in part 2.3.A.4 of this Chapter
shall meet the standards in this part 2.26. 

B. Each physical location in which residential and/or overnight services are provided must meet the
following personnel requirements:

1. Each physical location must have appropriate oversight personnel, such as an administrator
and/or clinical director, or personnel delegated those same responsibilities, available
twenty-four (24) hours per day, seven (7) days per week. 

a. Oversight personnel when the administrator and/or clinical director are not physically on-site must
be in accordance with policies as required at part 2.2.4.A.6 of this Chapter. 

2. Each physical location must have at least one person trained in cardio-pulmonary resuscitation
(CPR) and first aid on-site and on-duty at all times when individuals are present. 

C. Personnel providing services under the residential/overnight endorsement shall be trained in the
following: 

1. The recognition and response to common side effects of medications used for behavioral health
disorders, and response to emergency drug reactions; 
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2. Behavior management and de-escalation techniques, including incidents involving harm to self or
others, and elopement; and,

3. Behavioral health and medical emergency response training, consistent with emergency services
policies required in parts 2.9.D and 2.9.E of this Chapter. 

4. Personnel preparing or serving food shall complete food safety training. At a minimum, this must
include that personnel overseeing dietary services shall have knowledge of foodborne
disease prevention, including, but not limited to, hygienic practices and food safety
techniques pertaining to preparation, food storage, and dishwashing.

D. The BHE shall have policies and procedures specific to the residential/overnight endorsement,
services, or physical location, as applicable, including, but not limited to: 

1. Policies and procedures to be followed in the event of serious illness, injury, or death of an
individual during their stay, including, but not limited to: 

a. Criteria for when an individual's injury or illness warrants medical treatment or an in-person
medical evaluation.

b. Requirements for notifying the individual’s emergency contact, including immediate notification in
the case of an emergency room visit or unscheduled hospitalization. 

c. Reporting procedures within the BHE.

2. BHEs that provide overnight/residential services shall maintain enough food and water on hand to
provide all individuals with three (3) nutritionally balanced meals for four (4) days. 

3. Written policies and procedures for the management of individuals’ personal funds and property,
including, but not limited to:

a. An inventory of all the individual’s personal belongings must be conducted upon admission, and
documented by at least two (2) individuals, one of which must be the individual
when the individual is capable and willing to document the inventory. Such
inventory must be maintained in the individual record. 

b. All inventoried property must be returned to the individual upon discharge, and such return must
be documented by at least two (2) individuals, one of which must be the
individual when the individual is capable and willing to document the inventory.
Such documentation must be included in the individual record. 

4. Infection control policies to address risks associated with housekeeping, dietary services, and
linen and laundry services, in addition to the requirements at part 2.4.E of this Chapter. 

a. Policies for linen and laundry services must include:  

(1) Procedures for preventing contamination between soiled linen and clean linen through either the
use of gloves or hand washing. 

(2) Procedures for soiled linen to be stored separately from clean linen, in separate enclosed areas. 

b. Dietary services must be provided using methods that conform to state or local food safety
standards, including, at a minimum: 



Ado
pt

ed
 11

/3
/2

02
3

(1) Food must be prepared, handled, and stored in a sanitary manner, so that it is free from spoilage
and/or contamination, and must be safe for human consumption. 

(2) Reusable equipment, dishes, cutlery, and other wares used for the preparation, serving, or
storage of food must be washed in a safe and sanitary manner, and, in
the case of dishwashing machines, in accordance with manufacturer’s
instructions.

5. The provision of linen and laundry services, including, but not limited to: 

a. Individuals must have access to laundry services for personal clothing, which may be provided
through the use of personal laundry facilities, a centralized laundry service, or
may be contracted for with an outside provider. 

b. A requirement to maintain a sufficient supply of clean linen, including sheets and towels. 

6. The provision of dietary services, including but not limited to: 

a. The BHE must ensure enough food and water on hand to provide all individuals with three (3)
nutritionally balanced meals for four (4) days. 

b. A BHE responsible for providing meals to individuals must: 

(1) Provide at least three meals daily, at regular times comparable to normal mealtimes in the
community, or in accordance with individual needs, preferences, and
plans of care. 

(a) Nourishing meal substitutes and between-meal snacks must be provided, in accordance with
plans of care, to individuals who want to eat at non-traditional
times or outside of scheduled meal service times.

(b) Meals must include a variety of foods, be nutritionally balanced, and sufficient in amount to satisfy
appetites of individuals. 

(c) Appealing substitutes of similar nutritive value must be available for individuals who choose not to
eat food that is initially served or who request an alternative
meal. 

(2) Offer drinks, including water and other liquids, to individuals with every meal and between meals
throughout the day.

(3) Ensure that individuals have independent access to water at all times.  

7. If the population served includes individuals assessed to be at risk of imminent harm to self or
others, the BHE shall require safety checks be conducted at least every fifteen (15)
minutes and at every shift change to identify and remedy hazards and shall maintain
documentation of such checks. 

8. The type of first aid equipment maintained by the BHE, including a requirement that such
equipment be maintained in a readily accessible location, at each physical location
providing services under the residential and/or overnight endorsement. First aid
equipment must include, but not be limited to, an automated external defibrillator (AED). 

a. First aid supplies and equipment must be kept unexpired and in a reliable condition.     
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9. Smoking policies applicable to individuals, including, but not limited to any prohibitions on
smoking, designated areas for smoking, and methods/substances allowed under any
smoking policy, such as tobacco, electronic cigarettes, vaporizers, etc. 

E. The BHE must ensure there is a minimum of one (1) full bathroom for every six (6) individuals,
including a toilet, sink, toilet paper dispenser, mirror, tub and/or shower, and towel rack.

F. Bathrooms must be equipped with soap dispensers, or the BHE shall have a procedure in place
that prevents individuals from sharing soap. 

G. The BHE shall ensure that individuals have access to basic hygiene supplies.

H. In addition to the requirements of part 2.4 of this Chapter, each BHE’s emergency policies must
address:

1. When to evacuate the premises, when to shelter in place, and the procedures for doing so;

2. A predetermined means of communicating with individuals, families, staff and other providers;

3. A plan that ensures the availability of, or access to, emergency power for essential functions and
all individual required medical devices or auxiliary aids or services;

4. Storage and preservation of medications; and

5. In the event relocation of individuals becomes necessary, written agreements with other health
facilities and/or community agencies.

I. The BHE shall have readily available a roster of current individuals, their room assignments and
emergency contact information, along with a facility diagram showing room locations.

J. Hot water must not measure more than 120 degrees Fahrenheit at taps which are accessible by
individuals.

K. A BHE serving both adults and children must ensure management of the living space
assignments includes physical barriers and personnel oversight of activities to ensure safety. This
management must include, but is not limited to:

1. Physical barriers, such as doors or walls; 

2. Personnel stations that separate living space assignments; 

3. Other practical arrangements that support the safe management of the individuals receiving
services.

2.27 Fentanyl and Other Opioid Use Disorder Education and Treatment

2.27.1 Statutory Authority and Applicability 

A. Authority to approve BHEs to provide treatment of substance use disorders, including fentanyl
and other opioid use disorders, is provided by Section 18-1.3-401 and 18-1.3-501, C.R.S. 

B. BHEs providing services for the treatment of substance use disorders including fentanyl and other
opioid use disorders must exist across all endorsed service types. For this reason, all BHEs shall
comply with this part 2.27. In addition to this part 2.27, BHEs shall comply with provisions of the
applicable endorsed services, as noted below: 



Ado
pt

ed
 11

/3
/2

02
3

1. BHEs providing outpatient and high-intensity outpatient services shall comply with parts 4.3, 4.6,
and/or 4.7 of these rules. 

2. BHEs providing residential services shall comply with parts 5.1 through 5.4 of these rules and the
applicable sub-endorsement(s) of residential services (parts 5.6, 5.8, 5.10, and 5.11 of
these rules).  

3. BHEs providing withdrawal management services shall comply with parts 4.5, 4.8, 5.1, 5.2, 5.3,
5.7, and 5.12 of these rules.

2.27.2 Placement in Services

A. Individuals receiving fentanyl and other opioid use disorder treatment must be assessed and
referred into education and/or treatment by a supervising entity as a condition of probation or
parole. The BHE is expected to evaluate whether the supervising entity’s recommendation
matches the individual’s assessed clinical need(s). The BHE is expected to address any
differences identified with the supervising entity directly and document results in the individual’s
record.

B. BHEs shall include a copy of the referral paperwork, demonstrating placement in the fentanyl or
other opioid-specific treatment services as required by the supervising entity, in the individual’s
record. 

C. If a BHE is unable to obtain a copy of the court order and/or written documentation of supervising
entity’s recommendation for education and/or treatment, there must be documentation of
attempt(s) to obtain the paperwork from the referral source.

D. Individuals receiving fentanyl and other opioid use disorder treatment are expected to complete
the required fentanyl education program as part of that process. The BHE must verify that the
individual completes this requirement when it is clinically appropriate for the individual, prior to
discharging from services. Documentation of this must be kept in the individual’s record.

2.27.3 Support Systems

A. The BHE shall be capable of delivering all necessary medication for opioid use disorder (MOUD)
services that are clinically indicated for the individual under applicable law. These services may
be provided through direct service provision or active collaboration with other agencies that are
able to provide MOUD services. 

B. Opioid antagonists

1. Opioid antagonists must:

a. Be discussed and provided upon individual request at the initial assessment.

b. Documentation shall be reflected in the individual record response from individual and if dosages
were provided for the individual to keep on their person.

2. BHEs shall:

a. Ensure that opioid antagonists are available on-site at all times, 

b. Ensure that opioid antagonists are made available to all individuals being served to keep on their
person. This may be achieved through providing access to the opioid antagonist
directly, or through coordination with another resource;
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c. Make reasonable documented attempts and to ensure that all individuals receiving treatment
know how to administer the opioid antagonist in case of emergency, and,

d. Promote or directly provide information to the individual’s referred support system to allow for the
administration of opioid antagonists.

2.27.4 Personnel Training and Competencies

A. All personnel interacting with individuals receiving fentanyl and other opioid-specific services shall
be trained in the following:  

1. Proper use of opioid antagonists, and

2. Recognition and response to signs and symptoms of drug overdose.

B. Additionally, all personnel providing treatment and peer support professionals interacting with
individuals receiving fentanyl and other opioid-specific services shall be trained and demonstrate
competency in the following topics: 

1. Substances of misuse and dependence including, but not
limited to alcohol, tobacco, and other drugs, and
polysubstance abuse; 

2. Pharmacology of the medications for opioid use disorder (MOUD), including but not limited to loss
of tolerance to opioids, dangerous drug or alcohol interactions with the MOUD, and
purpose of the medication’s use; 

3. Culturally and linguistically appropriate services, awareness, and responsiveness to current
misuse trends for opioid-involved individuals; and

4. Harm-reduction and trauma-informed practices in the treatment of opioid use disorder. 

2.27.5 Collaboration and Termination of Court-Ordered Services

A. With written permission from individuals who are required to attend services as a condition of
probation, agencies shall communicate regular updates to the referring supervising entity for the
portion of the treatment episode in which fentanyl and other opioid-specific services are
determined to be clinically necessary. This determination of clinical necessity must be made by: 

1. A licensee; 

2. A candidate; or

3. A certified addiction specialist (CAS).  

B. Individuals that no longer meet clinical necessity for fentanyl or other opioid-specific treatment as
a condition of probation, pursuant to Section 18-1.3-510(3)(a), C.R.S., but may benefit from
aftercare or continued services to address other relevant behavioral health needs may remain in
treatment. The BHE is not required to communicate further progress updates to the referring
supervising entity unless the individual requests and consents to this communication.       

Chapter 3: Behavioral Health Recovery Supports

3.1 Authority and Applicability 
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A. Chapter 3 establishes the standards that BHEs must follow when electing to provide mental
health and substance use recovery supports as part of a recovery supports endorsement. The
authority to promulgate these service-specific requirements that apply to BHEs electing to provide
this service comes from Sections 27-50-107(3) and 27-50-502(1), C.R.S.               

B. All agencies providing recovery support services rendered by peer support professionals shall
meet the standards in this Chapter. If the agency requires a BHE license, the agency must
comply with Chapter 2.

C. This Chapter does not apply to licensed recovery support services organizations. Regulations for
licensed recovery support services organizations are found in Section 21.600.

3.2 Service Provision

A. Recovery support services include a variety of recovery-focused services and supports for
individuals with a behavioral health disorder and/or who are in recovery from a behavioral health
disorder. These services are rendered by peer support professionals. These services must
include engaging individuals in peer-to-peer relationships that support healing, personal growth,
life skills development, self-care, and crisis strategy development to help achieve recovery,
wellness, and life goals. These services include: 

1. Peer support professional-run drop in centers; 

2. Recovery and wellness centers; 

3. Employment services; 

4. Prevention and early intervention activities; 

5. Peer support professional mentoring for children and youth; 

6. Warm lines, as defined in Chapter 1 of these rules; 

7. Advocacy services;

8. Recovery coaching;

9. Peer support professional-led support groups;

10. Navigating services (resources);  

11. Recovery planning services; and

12. Other activities supporting the recovery experience of an individual.

B. A peer support professional may provide services in a variety of settings, if permitted access, that
may include but are not limited to: 

1. Court-affiliated settings, such as the Department of Corrections, county jails, or community
correctional placements; 

2. Physical health settings, such as primary care physician offices; 

3. Emergency departments; 
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4. Audio-visual or audio-only telehealth; 

5. Agencies serving homeless communities; 

6. Peer respite homes; 

7. School-based health centers; 

8. Home and community-based settings, including salons and other gathering places; and

9. Brick and mortar recovery community organizations, including faith based organizations.

C. Agencies endorsed pursuant to this Chapter 3 must ensure peer support professionals are not
required to provide services that compromise the dynamic of a peer-to-peer relationship or that
are outside the scope of providing recovery-focused services. Activities that are outside of the
scope of a peer support professional include, but are not limited to: 

1. Performing clinical/diagnostic assessments, service planning, or treatment; and

2. Drug and/or alcohol testing, monitoring, and/or collection of toxicology samples.     

D. Agencies endorsed pursuant to this Chapter 3 must submit job descriptions of all peer support
professional positions in accordance with part 2.6.E of these rules.  

E. Peer support professionals must provide individuals with a written disclosure at the time of first
contact that includes 

1. Their full name; 

2. Their contact information; 

3. Their qualifications; 

4. Their role in work with the individual; 

5. Their supervisor's name; 

6. Their supervisor's contact information; and

7. The name of the agency that employs the peer support professional.

3.3 Personnel Qualifications and Training

A. Peer support professionals providing peer recovery support services must hold a professional
peer support certification credential or have successfully completed formal training that covers all
content areas outlined in “core competencies for peer workers in behavioral health services -
2018” (December 13, 2018), established by United States Department of Health and Human
Services, Substance Abuse and Mental Health Services Administration (SAMHSA), which is
incorporated herein by reference and does not include any later amendments or editions. These
standards are available at no cost at https://www.samhsa.gov/ and are also available for public
inspection and copying at the Behavioral Health Administration, 710 S. Ash Street, Unit C140,
Denver, CO 80246, during regular business hours. 

B. Training or proof of certification must be documented in personnel files.
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C. For peer support professionals with a certification credential, the certification credential must
include the following requirements:

1. At least sixty (60) hours of training, including training covering all content areas in “core
competencies for peer workers in behavioral health services – 2018” established by
United States Department of Health and Human Services, Substance Abuse and Mental
Health Services Administration (SAMHSA), incorporated by reference in subsection A,
above;

2. At least 200 hours of experience as a peer support professional; and 

3. Passing a certification exam.

D. Peer support professionals with a certification credential must be in good standing with their
certifying body, including compliance with the certifying body’s code of ethics.

3.4 Supervision 

A. Peer support professionals must be supervised on at least a monthly basis for at least an hour by
a licensee in good standing with their credentialing body and/or an experienced peer support
professional who meets the criteria set forth in section 3.3 of this Chapter. Supervisors shall
document supervision date, time, duration, and topics discussed. 

B. Supervisors of peer support professionals must demonstrate to the BHA that they have received
training in

1. The provision of peer support services;

2. The supervision of peer support professionals; and

3. The role of peer support professionals.

C. Supervision of a peer support professional may include co-reflective supervision strategies in
which supervisors and supervisees engage in a relationship of mutual learning. 

3.5 Documentation Requirements

A. Agencies endorsed to provide recovery supports must maintain records of the services provided
to individuals by peer support professionals. These records shall include at a minimum the date,
time, and duration of the service.

Chapter 4: Behavioral Health Outpatient and High Intensity Outpatient Services

4.1 Authority and Applicability

A. Chapter 4 establishes the standards for and applies to agencies electing to provide mental health
and substance use outpatient services and high-intensity outpatient services. The authority to
promulgate these service-specific requirements that apply to BHEs electing to provide this service
comes from Sections 27-50-502(1), 27-50-106, 27-50-301(5), and 27-50-107(3)(b), C.R.S.

B. These rules apply to and are established to create standards for agencies seeking
sub-endorsements to provide behavioral health outpatient services, which includes early
intervention, outpatient, intensive outpatient, partial hospitalization, and ambulatory withdrawal
management services. Agencies may also choose to provide optional sub-endorsements of
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minor in possession services, in conjunction with the correlated sub-endorsements in this
Chapter.

4.2 Early Intervention Services Standards

A. These rules are established to create standards for agencies seeking sub-endorsements to
provide early intervention, which includes ASAM Criteria Level 0.5 type services.

B. Agencies providing early intervention services must meet the standards in part 4.2 of these rules.

4.2.1 Service Delivery and Setting

A. Early intervention services are generally intended for individuals who are not appropriate for more
intensive levels of care, are sufficiently stabilized to complete early intervention services prior to
moving to a different level of care, are attending education-only services, or are being screened in
a stabilization setting and are provided referrals for appropriate level of care once stabilized.

B. Early intervention services are appropriate for individuals with mental health, substance use, and
co-occurring disorders that are of low severity, or are of moderate to high severity, as defined by
the DSM-5-TR, but have been stabilized and are awaiting entry into a higher level of care.

C. All services provided must be adapted to the individual’s developmental stage, physical, cultural,
and comprehensive needs.

D. Early intervention services may be delivered via telehealth in accordance with the standards set
in part 2.9 of these rules.

E. If early intervention services are related to court-ordered DUI/DWAI requirements, services must
comply with parts 10.1 through 10.9 of these rules, including telehealth provisions. 

F. Treatment groups must not exceed twelve (12) individuals receiving services.

4.2.2 Personnel

A. The agency must ensure early intervention services are provided by personnel meeting the
qualifications in parts 1.3 and 2.5 of these rules.

B. Agencies providing early intervention services must ensure treatment personnel have supervisor
consultation within twenty-four (24) hours via in-person or telephone to discuss, at minimum,
psychiatric or medical concerns of individuals receiving services as necessary.

1. Personnel must have supervisor consultation available within one (1) hour via in-person or by
telehealth to discuss, when warranted crisis and/or emergency situations.

4.2.3 Service Provisions

A. Duration of early intervention services may vary dependent upon individual needs.

B. Early intervention services must be provided in accordance with individual screening information
as defined in part 2.12.1 of these rules, or the court ordered education requirements for
education-only individuals.

1. Continued screening will be conducted when symptomology and risk factors for a diagnosis of
mental health, substance use, and/or co-occurring disorder(s), as defined by the



Ado
pt

ed
 11

/3
/2

02
3

DSM-5-TR, are identified by personnel. Referral(s) to match screened treatment needs
will be provided to the individual and documented pursuant to part 4.2.4 of these rules.

2. Referral(s) will be provided in collaboration with the individual.

C. Early intervention services may include brief therapeutic interventions of individual, group, or
family counseling, peer support services, medication/psychiatric-only services, follow-up services,
and/or regulated education groups mandated to the individual by a supervising entity.

1. An individual is classified as receiving medication/psychiatric - only services when the agency
provides a maximum of three (3) services, in addition to services related to medications,
within a six (6) month period of time.

4.2.4 Documentation and Timeliness

A. Early intervention agencies must complete appropriate screening in accordance with screening
guidelines in part 2.12.1 of these rules upon intake of individual into services. 

1. Other screening may be used in addition for program and/or individual specific needs.

B. Agencies must complete the screening requirements within two (2) calendar days.

C. Early intervention level services are exempt from assessment and service plan expectations of
parts 2.12.2, 2.12.3 and 2.13.1 of these rules, unless the individual attending services is moved to
a higher level of care within the same agency.

D. Progress notes must be completed for each early intervention session. Progress notes must be
completed to standards identified in part 2.13.2 of these rules, and at a minimum frequency of
one (1) note per session.

E. Referrals to other services must be documented in the individual’s file including:

1. Recommendations of care;

2. Reason for discharge;

3. Recommended programs for individual to enroll in; and

4. Follow-up plan including care coordination and documentation needs.

F. If providing medication/psychiatric-only services, a licensee shall complete and document in the
individual record at least annually:

1. Clinical rationale supporting a medication/psychiatric-only service status;

2. An updated assessment; and

3. An updated service plan.

4.3 Outpatient Services Standards

A. These rules are established to create standards for agencies seeking a sub-endorsement to
provide outpatient services, which includes ASAM Criteria Level 1.0 type services.
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B. All agencies providing behavioral health outpatient treatment services must meet the standards in
this part 4.3.  

4.3.1 Service delivery and setting

A. Outpatient services are generally intended for individuals who are assessed as not appropriate
for more intensive levels of care. Outpatient services may also be a step-down from a higher level
of care or offered when an individual is in early stages of change and declines participation in the
higher level of care indicated by the assessment.

B. Outpatient services are appropriate for individuals diagnosed with mental health,
substance-related, and co-occurring disorders if the mental health disorders are of moderate
severity, or are of high severity, as defined by the DSM-5-TR, but have been stabilized.

C. All services provided must be adapted to the individual’s developmental stage, physical, cultural,
and comprehensive needs. 

D. Outpatient services may be delivered via in-person, audio-visual telehealth, or audio-only
telehealth format in accordance with part 2.9 of these rules.  

E. Treatment groups must not exceed twelve (12) individuals receiving services.

4.3.2 Personnel  

A. Treatment personnel, for the purpose of outpatient services, unless otherwise noted, means the
following behavioral health professionals trained in mental health and/or substance use disorder
identification and treatment and acting within their scope of practice: 

1. Authorized practitioners; 

2. Licensees;

3. Certified addiction specialists (CAS); 

4. Candidates;

5. Certified addiction technicians (CAT); and

a. If utilizing certified addiction technicians (CAT), the agency must ensure that CATs do not
comprise more than twenty-five (25%) of the agency’s personnel. 

6. Counselors-in-training and/or interns.

a. If utilizing counselors-in-training and/or interns, the agency must ensure that all clinical
documentation is reviewed and co-signed by a clinical agency supervisor able to
supervise pursuant to their scope of practice. Counselor-in-training and/or intern
personnel must not comprise more than twenty-five percent (25%) of the
agency’s personnel.

B. Outpatient services may include recovery support services rendered by peer support
professionals in accordance with Chapter 3 of these rules.

C. Agencies providing outpatient services must ensure treatment personnel have supervisor
consultation available within twenty-four (24) hours via in-person or by telehealth to discuss,
when warranted, psychiatric or medical concerns of individuals receiving services.



Ado
pt

ed
 11

/3
/2

02
3

1. Personnel must have supervisor consultation available within one (1) hour via in-person or
telehealth to discuss, when warranted crisis and/or emergency situations.

4.3.3 Service Provisions

A. Outpatient services must be conducted in regularly scheduled sessions of no more than eight (8)
treatment contact hours per week for adults, and no more than five (5) treatment contact hours
per week for children.

1. Treatment contact hours does not include pro-social activities.

2. Treatment contact hours may include medication/psychiatric-only services pursuant to this part
4.3.3.

B. Outpatient treatment services must be provided in accordance with the individual’s service plan.

C. When referral(s) are needed to best meet the individual assessed needs, referral(s) must be
provided in collaboration with the individual and their choice(s) for referred services.

D. Medication/psychiatric-only services may be provided when:

1. An individual is classified as receiving medication/psychiatric - only services when the agency
provides a maximum of three (3) services, in addition to services related to medications,
within a six (6) month period of time.

4.3.4 Documentation and Timeliness

A. Outpatient service documentation must follow the provisions set forth in parts 2.10, 2.11, 2.12,
and 2.13 of these rules.

B. Upon intake into services, preliminary screening and risk assessment must be completed in
compliance with part 2.12.1 of these rules.

C. As soon as is practicable upon admission, but no later than ten (10) calendar days from the date
of preliminary screening and risk assessment, the agency must complete an initial assessment in
accordance with part 2.12.2 of these rules.

1. If the screening and risk assessment identifies an urgent clinical need, clinical services must be
provided, and the initial assessment must be completed within one (1) calendar day of
preliminary screening.

D. As soon as is practicable upon admission, but no later than sixty (60) calendar days from the first
date of services, the agency must complete a comprehensive assessment in accordance with
part 2.12.3 of these rules. Completion of the comprehensive assessment does not preclude the
initiation of services.

E. The individual service plan must be created, in accordance with part 2.13.1 of these rules, within
fourteen (14) calendar days after the initial assessment. The service plan must be updated to
reflect information from the comprehensive assessment. The agency must update the service
plan throughout the course of treatment, review previous goals, and update those goals
whenever there is a change in the individual's level of care or functioning, and must occur, at
minimum, every six (6) months.

F. Outpatient treatment services must be documented in the individual’s record in accordance with
part 2.13.2 of these rules, and at a minimum frequency of one (1) note per session. 
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G. If providing medication/psychiatric-only services, a licensee shall complete and document in the
individual record at least every six (6) months:

1. Clinical rationale supporting a medication/psychiatric-only service status;

2. An updated assessment; and

3. An updated service plan.

4.4 Minor in Possession (MIP): Education and Treatment Services Standards

4.4.1 MIP General Provisions 

A. Agencies providing Minor in Possession education and treatment must comply with this part 4.4.

B. If providing MIP treatment to individuals under eighteen (18) years of age, agencies must receive
the Children and Family endorsement and follow the standards of care in Chapter 8 of these
rules.

C. Agencies must not place an individual with a MIP citation in DUI/DWAI education or therapy
groups unless the youth also has a DUI/DWAI offense. 

D. All agency education and treatment personnel must have documented training, supervision and
experience in youth development and prevention, intervention, and treatment approaches. 

E. Individuals that are sixteen (16) years of age and under must be treated in separate groups than
those treating individuals seventeen (17) to twenty (20) years old. 

F. Agencies must conduct ongoing assessment of progress in education and/or treatment level of
care to determine if individuals are in the appropriate service level.

4.4.2 MIP: First Offense Education and Early Intervention 

A. MIP education is for individuals who have received their first MIP citation and must be conducted
in an outpatient setting and comply with early intervention procedures in part 4.2 of these rules. 

B. MIP education must be at least eight (8) hours, completed over no less than a two (2) day period
with no more than four (4) hours of education per day. 

C. Education topics must include: 

1. Current legal consequences for additional MIP citations; 

2. Resources or referrals for treatment level services, when indicated; 

3. Developmental impact of early onset substance use and subsequent impact on the developing
brain; 

4. Physiological effect of alcohol and other drug use; 

5. Refusal skills; and 

6. Avoidance of high-risk situations. 
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D. For children, agencies must include and document a minimum of two (2) hours of parental or
legal guardian involvement, unless contraindicated, and document the determination to not
include parental or guardian involvement and reasoning for this determination. 

4.4.3 MIP: Second and Subsequent Offense Outpatient Treatment 

A. In addition to the provisions outlined in this part 4.4.3, agencies providing MIP outpatient
treatment must also comply with part 4.3.

B. Second offense MIP therapy must be conducted in an outpatient setting, must be a minimum of
twelve (12) hours in duration over eight (8) weeks, and must not exceed ninety (90) minute
sessions, excluding breaks and administrative procedures. 

C. Agencies must complete an individualized service plan, with each individual in accordance with
parts 2.13.1 and 8.5 of these rules. 

D. For children, agencies must include and document a minimum of four (4) hours of parental or
legal guardian involvement, unless contraindicated, and document the determination to not
include parental or guardian involvement and reasoning for this determination. 

E. For third and subsequent minor in possession offenses, agencies shall conduct a comprehensive
assessment to determine substance use disorder treatment needs of the individual.

F. Third and subsequent MIP outpatient treatment must be conducted at a minimum of twenty (20)
hours of substance use disorder treatment over a minimum thirteen (13) week period, as
determined by the assessment. Groups must not exceed ninety (90) minutes in duration. 

G. Additional assessed service offerings and referral(s) must be offered to meet the needs of the
individual and family members, when determined by the assessment.

4.5 Level 1-Withdrawal Management (Level 1-WM): Ambulatory Withdrawal Management
Without Extended On-Site Monitoring Standards

A. This part 4.5 is established to create standards for agencies seeking a sub-endorsement to
provide outpatient Level 1-Withdrawal Management (Level 1-WM) services in accordance with
Chapter 6 of the ASAM Criteria.

B. Agencies providing Level 1-WM services must meet the standards in this part 4.5. Agencies
providing Level 1-WM services may:

1. Also engage in outpatient behavioral health treatment services by meeting the standards for the
outpatient sub-endorsement(s) selected by the agency, or

2. Provide only Level 1-WM services and coordinate with other providers for ongoing and concurrent
outpatient behavioral health treatment services.

4.5.1 Service delivery and setting

A. Level 1-WM is an outpatient withdrawal management service that complements individualized
behavioral health treatment services.

B. Individuals may participate in Level 1-WM for a period of time in which it is determined to be
medically appropriate. Admission to Level 1-WM services must not hinder the individual’s ability
to participate in concurrent behavioral health services. This includes the potential process of
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admitting to, and discharging from, such withdrawal management services one (1) or more times
by the individual.

C. Level 1-WM services are generally provided in a clinical or addiction-focused treatment office,
medical health care facility, or home health care-type agency.

D. Level 1-WM services offered by agencies that do not provide behavioral health services within
their agency structure must be affiliated with agencies or other behavioral health providers as
needed to ensure the treatment needs of all individuals served can be met. Documentation of this
affiliation must be presented to the BHA, upon request. Referral(s) will be provided in
collaboration with the individual and their choice(s) for referred services.

E. Support systems

1. Agencies must: 

a. Have the ability to obtain a comprehensive medical history and physical examination at the time
of admission to Level 1-WM services; 

b. Have twenty-four (24)-hour access to emergency medical consultation services, should services
become indicated;

c. Have the ability to provide or assist in accessing transportation services for individuals who lack
safe transportation; and

d. Have the ability to coordinate services with behavioral health personnel, within the agency or
through referral. 

F. Diagnostic criteria

1. Individuals participating in Level 1-WM services typically exhibit a mild to moderate withdrawal
severity rating on standardized withdrawal severity scales as well as mild/stable
psychiatric symptoms for emotional, behavioral, and cognitive conditions.

2. Individuals may also present with a higher withdrawal severity rating on standardized withdrawal
severity scales, with protective factors and other support system(s) in place to safely
participate in this level of outpatient care.

3. Due to the safety concerns inherent with withdrawal, the following may not be appropriate for
Level 1-WM services:

a. Individuals who are experiencing withdrawal from more than one class of substance.

b. Individuals with recent complicated withdrawal symptoms as identified by ASAM Criteria.

c. If the medical personnel determines that an individual meeting one or both of the above criteria
can be safely and effectively served in a Level 1-WM setting, the rationale and
plan for safe management and services must be documented in the individual’s
record.

G. Individuals may be more advanced in their readiness to change and need minimal assistance
with transportation and other engagement barriers.

H. Individuals may participate in Level 1-WM services without a formal substance use disorder
diagnosis if collateral information indicates a high probability of such diagnosis. The agency must
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ensure further evaluation of this probable diagnosis, either completed within the agency or
through referral to a behavioral health provider.

I. Agencies must: 

1. Provide safe management and documentation of signs and symptoms of intoxication and
withdrawal; and 

2. Ensure that discharge planning begins at the time of admission to Level 1-WM services, to allow
for necessary care coordination and transition into ongoing or concurrent treatment
services to occur successfully based on screening or assessment of needs.

4.5.2 Personnel

A. Level 1-WM services are primarily provided by medical professionals who are acting within the
scope of their practice and are trained in assessing and managing intoxication and states of
withdrawal. This may include, but is not limited to, authorized practitioners.

4.5.3 Service Provisions

A. Agencies must develop policies and procedures to address service delivery expectations. These
policies and procedures must address, but are not limited to the following: 

1. Consultation with specialized clinical and medical professionals for individualized Level 1-WM
care; 

2. Coordinating an individual’s transition into other levels of care, determined to be appropriate
through triage, screening, evaluation, and/or assessment processes completed during
their Level 1-WM services. This may include collaboration with emergency behavioral
health services, such as Colorado Crisis Services, as appropriate;  

3. Conducting or arranging for laboratory and/or toxicology tests to be completed;

4. Responding to individuals who are assessed as being a current threat to themselves or others,
including the appropriate use of law enforcement; 

5. Communication with intoxicated individuals leaving Level 1-WM services against personnel
recommendations, including the use of emergency commitments; and

6. Circumstances under which individuals may be discharged from Level 1-WM services, other than
completing withdrawal management or leaving against personnel recommendations.

B. Admission procedures for Level 1-WM services must include at a minimum: 

1. Collecting of information regarding the degree of alcohol and/or other drug intoxication as
evidenced by breathalyzer, urinalysis, self-report, observation or other evidence-based or
best practices; 

2. A pregnancy screening for pregnancy-capable individuals;

3. Taking of vital signs; and

4. Administration of a validated clinical withdrawal assessment tool.



Ado
pt

ed
 11

/3
/2

02
3

C. Therapies offered by the agency must include a range of treatment approaches and support
services based on the screening or assessment of the individual’s treatment needs. Treatment
services may include but are not limited to:

1. Screening; 

2. Assessment;

3. Group and individual counseling;

4. Motivational enhancement;

5. Family therapy;

6. Educational groups;

7. Occupational and recreational therapy;

8. Addiction pharmacology;

9. Mental health and physical health pharmacology, as needed;

10. Medication management;

11. Peer, social and recovery support;

12. Care coordination; and

13. Support for the development of life skills.

D. If the agency does not provide a treatment approach or support service necessary to meet the
individual’s treatment needs, the agency must ensure that care coordination occurs. 

E. Agencies must provide additional service planning for managing individuals with medical
conditions, suicidal ideation, pregnancy, psychiatric conditions, and other conditions which place
individuals at additional risk during withdrawal management. 

F. Agencies must provide assessments of individual readiness for treatment and services based on
the service plan and the assessments and interventions shall be documented in the individual’s
record.

G. Medication-assisted treatment (MAT) for withdrawal management

1. Agencies must continue individuals on their medication-assisted treatment regimen and will only
remove individuals from medications treating opioid use disorders at the individual’s
request or if it is deemed medically appropriate by an authorized practitioner. 

2. Agencies must inform individuals receiving services about access to medication-assisted
treatment. Upon the individual’s consent, the agency must provide medication-assisted
treatment directly. 

3. Agencies must obtain a controlled substance license pursuant to section 21.300 of 2 CCR 502-1
from the BHA if they plan to dispense, compound, or administer a controlled substance
from stock medication in order to treat a substance use disorder or to treat the withdrawal
symptoms of a substance use disorder.
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a. A controlled substance license is not required if the agency intends to provide
medication-assisted treatment (MAT) services through prescription writing only,
under an independent prescriber’s license.

4.5.4 Documentation and Timeliness

A. Upon admission to Level 1-WM services, the agency must complete the following requirements,
keeping documentation of timely completion in the individual’s record:

1. Conduct a physical examination of the individual. This may be conducted by an authorized
practitioner;

2. Conduct an addiction-focused history of the individual. This may be conducted by an authorized
practitioner; and

3. Utilize screening tools in the process of gathering sufficient biopsychosocial and ASAM
dimensional criteria as outlined in Chapter 6 of the ASAM Criteria, to inform an
individualized, withdrawal management-focused service plan.

B. Implementation of the service plan, including any amendments to the service plan and the
individual’s clinical response to the services provided, must be maintained in the individual’s
record during the time they remain engaged in Level 1-WM services. This may include withdrawal
rating scales or flow sheets that are used, as needed.

C. The service plan and progression tracking may be indicated in progress notes that align with the
existing medical model for documentation.

D. Individuals may engage in a pattern of admitting to, and discharging from, Level 1-WM services in
a repeated and fluid manner throughout a concurrent behavioral health episode of care.
Documentation specific to these engagement milestones for Level 1-WM services may be
reflected in the existing medical model documentation and does not require a formal discharge
summary as detailed in part 2.10.A.5 of these rules.

E. Considerations for discharge from Level 1-WM services include, but are not limited to:

1. Resolution of withdrawal symptoms;

2. Symptoms that have not improved or have intensified after engaging in Level 1-WM services and
the individual requires a higher service, such as Level 2-withdrawal management (Level
2-WM); or

3. The individual is unable to participate in Level 1-WM and may require a different support system
or delivery mechanism.

F. If a higher level of care is required, the Level 1-WM agency must initiate a referral to the
appropriate level of care.

4.6 Intensive Outpatient Program (IOP) Services Standards

A. These rules are established to create standards for agencies seeking a sub-endorsement to
provide intensive outpatient program (IOP) services, which includes ASAM Criteria Level 2.1 type
services.

B. Agencies providing intensive outpatient program services must meet the standards in this part
4.6.  
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4.6.1 Service Delivery and Setting

A. Individuals receiving this level of service meet diagnostic criteria of acute state moderate severity
mental illness, substance use, or co-occurring disorder criteria, as defined in the DSM-5-TR. 
Individuals may also meet high severity, as defined in the DSM-5-TR, but are stabilized and/or
receiving medication-assisted treatment, as defined in part 1.2 of these rules, or
pharmacotherapy, as defined in part 1.2 of these rules.

B. IOP services are intended for individuals who require a higher level of intervention than can be
provided in standard outpatient services. 

C. All services must be adapted to the individual’s developmental stage and physical and
comprehensive needs.

D. Services may be delivered via in-person, audio-visual telehealth, or audio-only telehealth format
in accordance with telehealth regulations found in part 2.9 of these rules.

E. Treatment groups must not exceed twelve (12) individuals receiving services.

F. IOP support systems

1. Agencies providing IOP services must have direct affiliation or close coordination through referral
to more and less intensive levels of care. Agencies must also have a documented
consultation and/or referral process through internal staff or other affiliation in place for
medical, psychiatric, and medication-assisted treatment needs.

a. Referral(s) will be provided in collaboration with the individual and their choice(s) for referred
services.

4.6.2 Personnel

A. Treatment personnel, for the purpose of this Chapter, unless otherwise noted, means the
following behavioral health professionals trained in mental health, substance use, and/or
co-occurring disorder identification and treatment and acting within their scope of practice: 

1. Authorized practitioners; 

2. Licensees; 

3. Certified addiction specialists (CAS);  

4. Candidates;

5. Certified addiction technicians (CAT);

a. If utilizing certified addiction technicians (CAT), the agency must ensure that CATs do not
comprise more than twenty-five (25%) of the agency’s personnel. 

6. Counselors-in-training and/or interns.

a. If utilizing counselors-in-training and/or interns, the agency must ensure that all clinical
documentation is reviewed and co-signed by a clinical agency supervisor able to
supervise pursuant to their scope of practice. Counselor-in-training and/or intern
personnel must not comprise more than twenty-five percent (25%) of the
agency’s personnel.
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B. Agencies providing IOP must ensure treatment personnel have supervisor consultation available
within eight (8) hours via in-person or by telehealth to discuss, when warranted, at minimum,
psychiatric or medical concerns of individuals receiving services.

C. Personnel must have supervisor consultation available within one (1) hour via in-person or
telehealth to discuss, when warranted crisis/emergency situations.

D. Services may include recovery support services rendered by peer support professionals in
accordance with Chapter 3 of these rules.

E. Agencies providing IOP services must provide training appropriate to the treatment-type focus
and best practice standards.

1. Training must include that treatment personnel understand the signs and symptoms of mental
health, substance use, and co-occurring disorders and the basics of
psychopharmacology.

4.6.3 Service Provisions

A. Services must be conducted in regularly scheduled sessions that follow a planned format of
treatment services of nine (9) to nineteen (19) contact hours per week for adults and six (6) to
nineteen (19) contact hours per week for children under the age of eighteen (18).

B. Services may include individual therapy, group therapy, medication-assisted treatment (MAT)
monitoring and/or education, psychiatric medication education and/or monitoring, family therapy,
peer professional services, educational/occupational groups, recreational therapy, and other
therapies as deemed appropriate by assessment of the individual receiving services.

4.6.4 Documentation and Timeliness

A. Agencies providing IOP services must document services pursuant to the standards set in parts
2.10, 2.11, 2.12, and 2.13 of these rules.

B. Upon initiation of services to an individual, preliminary screening and risk assessment must be
completed in compliance with part 2.12.1 of these rules.

C. As soon as is practicable upon admission, but no later than ten (10) calendar days from the date
of preliminary screening and risk assessment, the agency must complete an initial assessment in
accordance with part 2.12.2 of these rules.

1. If the screening and risk assessment identifies an urgent clinical need for treatment of the
individual, clinical services must be provided immediately, and the initial assessment
must be completed within one (1) calendar day of preliminary screening.

D. As soon as is practicable upon admission, but no later than sixty (60) calendar days from the first
date of services, the agency must complete a comprehensive assessment in accordance with
part 2.12.3 of these rules. The requirement that the comprehensive assessment be completed
within sixty (60) days does not preclude the initiation or completion of the comprehensive
assessment or the provision of treatment during the intervening sixty (60) day period.

E. Individual service plans must be created, in accordance with part 2.13.1 of these rules, within
fourteen (14) calendar days after initial assessment. The service plan must be updated to reflect
information from the completed comprehensive assessment. The agency must update the
service plan throughout the course of treatment, review previous goals, and update those goals
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whenever there is a change in the person's level of care or functioning, and must occur, at
minimum, every six (6) months.

F. IOP services must be documented in the individual’s record in accordance with part 2.11 and
2.13.2 of these rules and at a minimum frequency of one (1) progress note per session.

4.7 Partial Hospitalization Program (PHP) Services Standards  

A. These rules are established to create standards for agencies seeking a sub-endorsement to
provide partial hospitalization program (PHP) services, which includes ASAM Criteria Level 2.5
type services.

B. Agencies providing partial hospitalization program services must meet the standards in this part
4.7. 

4.7.1 Service Delivery and Setting

A. PHP services must generally be intended for individuals who require daily monitoring or
management to treat mental health, substance use, and co-occurring disorders, as defined by the
DSM-5-TR, that can be provided in a structured outpatient setting. Services include direct access
to medical, psychiatric, and laboratory services.

B. PHP service sites for children must include access to educational services and coordination with
a school system, as appropriate.

C. PHP services are appropriate for individuals with co-occurring mental health and substance use
disorders if the disorders are diagnosed as moderate severity or are of higher severity, as defined
by the DSM-5-TR, but have been stabilized.

D. All services provided must be adapted to individual’s developmental stage and physical and
comprehensive needs. 

E. Services may be delivered via in-person, audio-visual telehealth, or audio-only telehealth format
in accordance with telehealth regulations found in part 2.9 of these rules.

F. PHP agencies must meet the facility requirements set forth in part 2.6 of these rules or
requirements in accordance with facility mandates under other regulatory state and federal
entities for licensure in cases such as a medical facility, school, or other.

G. Treatment groups must not exceed twelve (12) individuals receiving services.

H. PHP support systems

1. Agencies providing PHP services must inform individuals receiving treatment how to access
emergency services by telephone twenty-four (24) hours per day, seven (7) days per
week when the program is not in session. At minimum, agencies must provide
emergency services information that includes contact information for services provided by
the behavioral health crisis response system created pursuant to Section 27-60-103,
C.R.S.

2. Agencies providing PHP services must have direct affiliation or close coordination through referral
to more and less intensive levels of care. Agencies providing PHP services must also
have a documented consultation and/or referral process through internal staff or other
affiliation for medical, psychiatric, and medication-assisted treatment needs.
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a. Referral(s) will be provided in collaboration with the individual and their choice(s) for referred
services.

4.7.2 Personnel

A. Treatment personnel, for the purpose of PHP services, unless otherwise noted, means the
following behavioral health professionals trained in mental health and/or substance use disorder
identification and treatment and acting within their scope of practice: 

1. Authorized practitioners;  

2. Licensees;

3. Certified addiction specialists (CAS);

4. Candidates;

5. Certified addiction technicians (CAT);

a. If utilizing certified addiction technicians (CAT), the agency must ensure that CATs do not
comprise more than twenty-five (25%) of the agency’s personnel. 

6. Counselors-in-training and/or interns.

a. If utilizing counselors-in-training and/or interns, the agency must ensure that all clinical
documentation is reviewed and co-signed by a clinical agency supervisor able to
supervise pursuant to their scope of practice. Counselor-in-training and/or intern
personnel must not comprise more than twenty-five percent (25%) of the
agency’s personnel.

B. Services may include recovery support services rendered by peer support professionals in
accordance with Chapter 3 of these rules.

C. Agencies providing PHP services must ensure treatment personnel have supervisor consultation
available within eight (8) hours via in-person or by telehealth and within two (2) calendar days
in-person or by telehealth, when warranted, at minimum, to discuss at minimum psychiatric or
medical concerns of individuals receiving services.

D. Personnel must have supervisor consultation available within one (1) hour via in-person or
telehealth to discuss, when warranted crisis and/or emergency situations.

E. In addition to trainings required as a BHE in part 2.5 of these rules, PHP endorsed agencies must
provide training appropriate to their treatment-type focus, as well as best practice standards.

1. Training for PHP endorsed agencies must include training that treatment personnel understand
the signs and symptoms of mental health, substance use, and co-occurring disorders and
the basics of psychopharmacology.

2. PHP endorsed agencies must ensure that all personnel providing medical services at the PHP
have completed and maintained any training required by the personnel’s applicable
government licensing entity in order to work within behavioral health focused services.

4.7.3 Service Provisions

A. Mental health - only service provisions
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1. Individuals for this level of treatment meet diagnosed acute state severe and persistent mental
illness criteria, as defined in the DSM-5-TR, and are not at current risk of harming
themselves or others.

2. Services must be provided at a minimum of twenty (20) or more hours a week including a
minimum of three (3) hours per day and a minimum of four (4) calendar days per week. 
Service frequency and intensity must be modified to meet assessment and service plan
objectives.

3. Services may include medical services, individual therapy, group therapy, medication
management, educational/occupational groups, peer professional services, recreational
therapy, and other therapies as deemed appropriate by assessment of the individual
receiving services. 

B. Substance use disorder and co-occurring service provisions (including ASAM Criteria Level 2.5)

1. Individuals for this level of treatment meet diagnostic criteria for a substance use related disorder
as defined in the DSM-5-TR and are at low risk of withdrawal or have minimal remaining
withdrawal symptoms. 

2. Services must be conducted with a minimum frequency of twenty (20) regularly scheduled
treatment contact hours per week.

3. Services may include medical services, individual therapy, group therapy, medication
management, medication-assisted treatment monitoring/education,
educational/occupational groups, recreational therapy, peer professional services, and
other therapies as deemed appropriate by assessment of individual receiving services.

4.7.4 Documentation and Timeliness

A. All PHP service documentation requirements must follow the requirements set forth in parts 2.10,
2.11, 2.12, and 2.13 of these rules.

B. Upon entrance into service, preliminary screening and risk assessment must be completed in
compliance with part 2.12.1 of these rules.

C. As soon as practicable upon admission, but no later than ten (10) calendar days from the date of
preliminary screening and risk assessment, the agency must complete an initial assessment in
accordance with part 2.12.2 of these rules

1. If the screening identifies an urgent need, clinical services are provided, and the initial
assessment must be completed within one (1) calendar day of preliminary screening.

D. As soon as practicable upon admission, but no later than sixty (60) calendar days from the first
date of services, the agency must complete a comprehensive assessment in accordance with
part 2.12.3 of these rules. The requirement that the comprehensive assessment be completed
within sixty (60) days does not preclude the initiation or completion of the comprehensive
assessment or the provision of treatment during the intervening sixty (60) day period.

E. The individual service plan must be created, in accordance with part 2.13.1 of these rules, within
fourteen (14) calendar days after initial assessment. The service plan must be updated to reflect
information from the completed comprehensive assessment. The agency must update the service
plan throughout the course of treatment, review previous goals and update those goals whenever
there is a change in the person's level of care or functioning, and must occur, at minimum, every
fourteen (14) calendar days.
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F. PHP services must be documented in the individual’s record in accordance with part 2.11 and
2.13.2 of these rules and at a minimum frequency of one (1) progress note per session and one
(1) progress note per week.

4.8 Level 2-Withdrawal Management (Level 2-WM): Ambulatory Withdrawal Management with
Extended On-Site Monitoring Services Standards

A. This part 4.8 is established to create standards for agencies seeking a sub-endorsement to
provide outpatient Level 2-Withdrawal Management (Level 2-WM) services in accordance with
Chapter 6 of the ASAM Criteria.

B. Agencies providing Level 2-WM services must meet the standards in this part 4.8. Agencies
providing Level 2-WM services may:

1. Also engage in outpatient behavioral health services by meeting the standards for the outpatient
sub-endorsement(s) selected by the agency; or

2. Provide only Level 2-WM services and coordinate with other providers for ongoing and concurrent
outpatient behavioral health treatment services.

4.8.1 Service Delivery and Setting

A. Level 2-WM is an outpatient withdrawal management service that complements individualized
behavioral health treatment services.

B. Individuals may participate in Level 2-WM for a period of time in which it is determined to be
medically appropriate. Admission to Level 2-WM services must not hinder the individual’s ability
to participate in concurrent behavioral health services. This includes the potential process of
admitting to, and discharging from, such withdrawal management services one (1) or more times
by the individual.

C. Level 2-WM services are generally provided in a day hospital-type setting, general health care
facility, or an agency providing substance use disorder or mental health treatment.

D. Level 2-WM services offered by agencies that do not provide behavioral health services within
their agency structure must be affiliated with BHEs or other necessary providers to ensure the
treatment needs of all individuals served can be met. Documentation of this affiliation must be
presented to the BHA, upon request. Referral(s) will be provided in collaboration with the
individual and their choice(s) for referred services.

E. Support systems 

1. Agencies must: 

a. Have the ability to obtain a comprehensive medical history and physical examination at the time
of admission to Level 2-WM services; 

b. Have twenty-four (24)-hour access to emergency medical consultation services, should
emergency services become indicated;

c. Have the ability to provide or assist in accessing transportation services for individuals who lack
safe transportation; and

d. Have the ability to coordinate services with behavioral health personnel, within the agency or
through referral. 
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F. Diagnostic criteria

1. Individuals participating in Level 2-WM services typically exhibit a moderate withdrawal severity
rating on standardized withdrawal severity scales as well as mild/stable psychiatric
symptoms for emotional, behavioral, and cognitive conditions.

2. Individuals may also present with a higher withdrawal severity rating on standardized withdrawal
severity scales or with higher psychiatric symptom requirements, with sufficient protective
factors and other support system(s) in place to safely participate in Level 2-WM services.

3. Due to the safety concerns inherent with withdrawal, individuals with complicated withdrawal
severity ratings may not be appropriate for Level 2-WM services.

a. If the medical personnel determines that an individual meeting the above criteria can be safely
and effectively served in a Level 2-WM setting, the rationale and plan for safe
management and services must be documented in the individual’s record.

4. Individuals may be more advanced in their readiness to change and may require assistance with
transportation or other engagement barriers.

5. Individuals may participate in Level 2-WM services without a formal substance use disorder
diagnosis if collateral information indicates a high probability of such diagnosis. The
agency must ensure further evaluation of this probable diagnosis, either completed within
the agency or through referral to a behavioral health provider.

G. Agencies must: 

1. Provide safe management and documentation of signs and symptoms of intoxication and
withdrawal; and 

2. Ensure that discharge planning begins at the time of admission to Level 2-WM services, to allow
for necessary care coordination and transition into ongoing or concurrent treatment
services to occur successfully based on screening or assessment of needs. 

4.8.2 Personnel

A. Level 2-WM services are primarily provided by medical professionals who are acting within the
scope of their practice and are trained in assessing and managing intoxication and states of
withdrawal. This may include, but is not limited to:

1. Authorized practitioners; and

2. Nurses.

B. Level 2-WM is an outpatient service that requires daily monitoring of withdrawal symptoms and
assessments of progress. This requires medical personnel to be readily accessible and able to
evaluate an individual’s needs and safe placement in Level 2-WM. 

4.8.3 Service Provisions

A. Agencies must develop policies and procedures to address service delivery expectations. These
policies and procedures must address, but are not limited to the following: 

1. Consultation with specialized clinical and medical professionals for individualized Level 2-WM
care; 
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2. Coordinating an individual’s transition into other Levels of care determined to be appropriate
through triage, screening, evaluation, and/or assessment processes completed during
their Level 2-WM services. This may include collaboration with emergency behavioral
health services, such as Colorado Crisis Services, as appropriate;  

3. Conducting or arranging for laboratory and/or toxicology tests to be completed;

4. Responding to individuals who are assessed as being a current threat to themselves or others,
including the appropriate use of law enforcement; 

5. Communication with intoxicated individuals leaving Level 2-WM services against personnel
recommendations, including the use of emergency commitments; and

6. Circumstances under which individuals may be discharged from Level 2-WM services, other than
completing withdrawal management or leaving against personnel recommendations.

B. Admission procedures for Level 2-WM services must include at a minimum: 

1. Collection of information regarding the degree of alcohol and/or other drug intoxication as
evidenced by breathalyzer, urinalysis, self-report, observation, or other evidence-based
or best practices; 

2. A pregnancy screening for pregnancy-capable individuals;

3. Taking of vital signs; and

4. Administration of a validated clinical withdrawal assessment tool.

C. Therapies offered by the agency must include a range of treatment approaches and support
services based on the screening or assessment of the individual’s treatment needs. Treatment
services may include but are not limited to:

1. Screening; 

2. Assessment;

3. Group and individual counseling;

4. Motivational enhancement;

5. Family therapy;

6. Educational groups;

7. Occupational and recreational therapy;

8. Addiction pharmacology;

9. Mental health and physical health pharmacology, as needed;

10. Medication management;

11. Peer, social and recovery support;

12. Care coordination; and
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13. Support for the development of life skills.

D. If the agency does not provide a treatment approach or support service necessary to meet the
individual’s treatment needs, the agency must ensure that care coordination occurs. 

E. Agencies must provide additional service planning for managing individuals with medical
conditions, suicidal ideation, pregnancy, psychiatric conditions, and other conditions which place
individuals at additional risk during withdrawal management. 

F. Agencies must provide assessments of individual readiness for treatment and services based on
the service plan and the assessments and interventions shall be documented in the individual’s
record.

G. Medication-assisted treatment (MAT) for withdrawal management

1. Agencies must continue individuals on their medication-assisted treatment regimen and will only
remove individuals from medications treating opioid use disorders at the individual’s
request or if it is deemed medically appropriate by an authorized practitioner. 

2. Agencies must inform individuals receiving services about access to medication-assisted
treatment. Upon the individual’s consent, the agency must provide medication-assisted
treatment directly. 

3. Agencies must obtain a controlled substance license pursuant to section 21.300 of 2 CCR 502-1
from the BHA if they plan to dispense, compound, or administer a controlled substance
from stock medication in order to treat a substance use disorder or to treat the withdrawal
symptoms of a substance use disorder.

a. A controlled substance license is not required if the agency intends to provide
medication-assisted treatment (MAT) services through prescription writing only,
under an independent prescriber’s license.

4.8.4 Documentation and Timeliness

A. Upon admission to Level 2-WM services, the agency must complete the following requirements,
keeping documentation of timely completion in the individual’s record:

1. Conduct a physical examination of the individual. This may be conducted by an authorized
practitioner;

2. Conduct an addiction-focused history of the individual. This may be conducted by an authorized
practitioner; and

3. Utilize screening tools in the process of gathering sufficient biopsychosocial and ASAM
dimensional criteria as outlined in Chapter 6 of the ASAM Criteria, to inform an
individualized, withdrawal management-focused service plan.

B. Implementation of the service plan, including any amendments to the service plan and the
individual’s clinical response to the services provided, must be maintained in the individual’s
record during the time they remain engaged in Level 2-WM services. This may include serial
medical assessments, withdrawal rating scales and/or flow sheets that are conducted, as needed.

C. The service plan and progression tracking may be indicated in progress notes that align with the
existing medical model for documentation.
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D. Individuals may engage in a pattern of admitting to, and discharging from, Level 2-WM services in
a repeated and fluid manner throughout a concurrent behavioral health episode of care.
Documentation specific to these engagement milestones for Level 2-WM services may be
reflected in the existing medical model documentation and does not require a formal discharge
summary as detailed in part 2.10.A.5 and 2.10.A.6 of these rules.

E. Considerations for discharge from Level 2-WM services include, but are not limited to:

1. Resolution or diminishing of withdrawal symptoms, that allow the individual to be safely served at
a lower service level, such as Level 1-WM;

2. Symptoms that have not improved or have intensified after engaging in Level 2-WM services and
the individual requires a higher service, such as Level 3-withdrawal management (Level
3-WM); or

3. The individual is unable to participate in Level 2-WM and may require a different support system
or delivery mechanism.

F. If a different level of care is required, the agency providing Level 2-WM services must initiate a
referral to the appropriate level of care.

Chapter 5: Behavioral Health Residential and Level 3-Withdrawal Management Services

5.1 Authority and Applicability 

A. Chapter 5 establishes the standards for agencies electing to provide behavioral health residential
and/or Level 3-Withdrawal Management (Level 3-WM) services. The authority to promulgate
these service-specific requirements that apply to BHEs electing to provide this service comes
from Sections 27-50-502(1), 27-50-106, 27-50-301(5), 27-71-105(1), and 27-50-107(3)(b),
C.R.S. 

B. These rules are established to create standards for agencies seeking an endorsement to provide
behavioral health residential and/or Level 3-WM. 

C. In addition to the overall endorsement associated with this Chapter 5, agencies must hold the
relevant sub-endorsement(s) to provide these services, as detailed below. The sub-endorsements
build in alignment with the natural progression of the continuum of care, with parts that
detail applicability standards as noted in parts 5.4 through 5.11 of this Chapter. 

D. Agencies must elect a treatment type sub-endorsement to provide services to individuals, which
may include mental health treatment services, substance use disorder treatment services, or
both. 

E. Agencies are not required to serve all treatment types within their selected sub-endorsement(s). If
the agency does not provide a service needed by an individual, the agency must ensure that care
coordination for the needed service occurs.

F. Agencies providing behavioral health residential services must meet the standards in:  

1. This part 5.1 through part 5.3 of this Chapter; and

2. The standards required for the sub-endorsement(s) of the agency that are set forth in these rules,
including treatment type(s) provided.

G. Agencies providing Level 3-WM services must meet the standards in: 
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1. This part 5.1 through part 5.2 of this Chapter; and

2. The standards required for the sub-endorsement(s) of Level 3-WM services provided by the
agency as set forth in part 5.6 and/or part 5.11 of this Chapter. 

H. The continuum of behavioral health residential and Level 3-WM services are set forth in the
following section of this Chapter: 

1. Clinically monitored services, part 5.4 of this Chapter, including:

a. Level one mental health transitional living homes: part 5.4 of this Chapter.

2. Clinically managed services, part 5.5 through part 5.9 of this Chapter, including: 

a. ASAM 3.1-type services: part 5.5 of this Chapter.

b. Level 3.2-WM services: part 5.6 of this Chapter.

c. ASAM Level 3.3 services: part 5.7 of this Chapter.

d. Level two mental health transitional living homes: part 5.8 of this Chapter.

e. ASAM 3.5-type services: part 5.9 of this Chapter.

3. Medically monitored services, part 5.10 through 5.11 of this Chapter, including: 

a. ASAM 3.7-type services, part 5.10 of this Chapter.

b. Level 3.7-WM services, part 5.11 of this Chapter.

I. If the agency provides services to both mental health and substance use disorder treatment
types, they must meet the standards of all relevant sub-endorsement(s) set forth in this Chapter
as noted above. 

5.2 Behavioral Health Residential and Level 3-Withdrawal Management (Level 3-WM) Services
Standards

A. This part 5.2 applies to all agencies providing behavioral health residential and/or Level
3-Withdrawal Management (Level 3-WM) services. 

5.2.1 Service Delivery and Setting

A. The agency must promote safety and avoid abuse, including psychological abuse, for all
individuals served by the agency. The agency must prioritize the living space assignment process
to ensure person-centered and trauma-informed services are received by the individual and
overall milieu. Factors to be considered in the determination of a safe living space assignment
may include, but are not limited to: 

1. Age (child, youth or adult); 

2. Gender identity; 

3. Cultural needs identified during the assessment process; 

4. The individual’s sex (male, female, intersex); 
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5. Individual’s ability to interact safely with others; and

6. The individual’s requests.

B. The agency must have physical barriers such as doors and walls, and personnel oversight of
activities to ensure safety for all personnel and individuals served. This management may also
include, but is not limited to:

1. Personnel oversight, such as workstations that separate living space assignments;   

2. Video or other monitored oversight that promptly notifies personnel of unexpected movement in
the milieu; and

3. Other practical arrangements that support the safe management of the individuals receiving
services.

5.2.2 Personnel

A. Agencies providing behavioral health residential and/or Level 3-WM services must have on-site
personnel twenty-four (24) hours per day, seven (7) days per week. 

1. This coverage may include a combination of personnel qualified to provide treatment to
individuals receiving services as well as personnel who are trained to provide milieu
management services.  

2. Personnel qualified to provide treatment may also provide milieu management, as noted below. 

3. On-site personnel must be sufficient to address the needs of the individuals served as well as the
safety of personnel providing oversight. See the relevant sub-endorsement(s) in this
Chapter for specific ratios of individuals served to personnel, if applicable. 

B. Minimum agency personnel ratios, percentages and requirements are specific to each physical
location where services are being provided. This includes on-call personnel that may assist the
site, as needed.

C. The qualifications and credentialing of personnel providing treatment must be reflective of the
population(s) receiving services and meet the minimum standards and ratios present in the
relevant sub-endorsement(s), as applicable.  

D. Treatment personnel

1. For agencies providing clinically managed or medically monitored residential and/or Level 3-WM
services, personnel qualified to provide treatment means the following behavioral health
professionals acting within their scope of practice and trained in mental health and/or
substance use disorder identification and treatment: 

a. Authorized practitioners;  

b. Licensees;  

c. Candidates;  

d. Counselors-in-training; and

e. Interns.
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2. Agencies providing residential substance use disorder, residential co-occurring, and/or Level
3-WM services may also utilize the following as treatment personnel, when applicable: 

a. Certified addiction specialists (CAS); and 

b. Certified addiction technicians (CAT).

E. Milieu management personnel

1. In addition to the treatment personnel noted in part 5.2.2.D of this Chapter, agencies providing
behavioral health residential and/or Level 3-WM services may utilize the following
personnel for milieu management: 

a. Peer support professionals, and

b. Group living workers. 

(1) If utilizing group living workers for milieu management, these personnel must:

(a) Be assigned duties and responsibilities that are within their training and scope of practice.
They must not perform tasks that are required to be performed
by treatment personnel as outlined in part 5.2.2.D; and

(b) Be assigned to the clinical director or a licensee for training and oversight of milieu management
services provided. 

(c) If correctional personnel, such as security or correctional officers, are utilized as group living
workers within an agency that provides services in a correctional
setting, they must be responsive and accountable to the clinical
director or other assigned clinical supervisor to ensure the
culture of the program is supported.

2. If utilizing peer support professionals for milieu management, the agency must follow standards
for recovery support services rendered by peer support professionals in accordance with
Chapter 3 of these rules. 

3. Agencies that have shifts without credentialed personnel on-site as a result of utilizing cats,
counselors-in-training, interns, peer support professionals and/or group living workers for
milieu management must ensure that consultation with a credentialed person is
immediately available. This consultation must be provided by the clinical director or a
licensee. 

a. Excluding clinically monitored services, this consultation must include an on-site response by the
credentialed personnel within thirty (30) minutes if needed.

5.2.3 Service Provisions 

A. Agencies providing behavioral health residential and/or Level 3-WM services must offer a range
of treatment approaches and support services to meet the individual’s treatment needs, as
determined by the screening and/or assessment process. Services offered may include, but are
not limited to:

1. Screening;  

2. Comprehensive assessment;
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3. Group and individual counseling;

4. Motivational enhancement;

5. Family therapy;

6. Educational groups;

7. Occupational and recreational therapy;

8. Behavioral health pharmacology;

9. Physical health pharmacology;

10. Medication management;

11. Peer, social and recovery support;

12. Care coordination; and

13. Support for the development of life skills.

B. If the agency does not provide a treatment approach or support service necessary to meet the
individual’s treatment needs, the agency must ensure that care coordination for the needed
service occurs. 

5.2.4 Documentation and Timeliness

A. See the behavioral health residential and/or Level 3-WM services sub-endorsement(s) as set
forth in this Chapter for relevant documentation and timeliness standards. 

5.3 Behavioral Health Residential Services 

A. This part 5.3 applies to all agencies providing behavioral health residential services. 

B. This part 5.3 does not apply to agencies providing only Level 3-WM services.

5.3.1 Service Delivery and Setting 

A. Agencies providing behavioral health residential services must ensure that they can sufficiently
provide for the behavioral health needs of all individuals served. These services may occur
through direct service provision by agency personnel or through the coordination of services with
other agencies endorsed to provide the services an individual requires. 

B. Agencies must prioritize the development of necessary living skills to support the individual’s
successful integration, or reintegration, into independent or other living situations within their
community. This may include services developed for participation by all individuals as well
as services tailored to an individual's assessed needs.

C. Services offered by the agency must be regularly scheduled and relevant to the treatment type
and population receiving services. 

D. Agencies providing behavioral health residential services must: 
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1. Have direct affiliation or close coordination through referral to more and less intensive levels of
behavioral health care;  

2. Have the ability to conduct or arrange for laboratory and/or toxicology tests to be completed; and

3. Develop and maintain house rules as noted in part 5.3.3.C of this Chapter.

5.3.2 Personnel 

A. All personnel must receive training and demonstrate competency in areas relevant to their
specific duties and responsibilities prior to working independently in the residential setting.
Training may be provided through formal instruction, self-study courses, or on-the-job training.
Personnel training must include, but is not limited to the following topics: 

1. House rules development, implementation, and updating; and

2. How to access and utilize an individual’s psychiatric advanced directive (PAD), when applicable.

a. If the individual does not have a PAD completed, personnel must offer to assist in PAD
completion if the individual is interested and it is clinically appropriate. 

5.3.3 General Provisions

A. Between 10 pm and 6 am, personnel must conduct, and document safety checks of all individuals
served. The intervals in which safety checks are completed must be sufficient to provide for the
health and safety of the individuals being served.

B. The agency must ensure that telephone services available on-site include videophones for
hearing or speech-impaired individuals served. 

C. House rules

1. The agency must establish written house rules and place them in a location where they are
always available to individuals and visitors.

2. The agency must develop policies and procedures regarding house rules which includes a list of
all possible actions which may be taken by the agency if any rule is knowingly violated by
an individual served, and how the agency will document violations and actions taken.

3. House rules must address, at a minimum, the following items:

a. Smoking and tobacco utilization, including the use of electronic cigarettes, vaporizers, and
chewing tobacco;

b. Cooking;

c. Visitors;

d. Telephone usage, including frequency and duration of calls;

e. Use of common areas and devices, such as television, radio, and computer;

f. Consumption of alcohol and marijuana; and

g. Pets.
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(1) Service animals, as determined by the Americans with Disabilities Act (ADA), are not classified as
pets. House rules must not limit an individual’s right to have a service
animal while served by the agency.  

4. House rules must not:

a. Take the place of, or conflict with, any requirements of these rules; or

b. Delay, discourage, or prevent an individual’s exercise of their rights.

5. The agency must revisit and update house rules at least annually and allow for collaboration and
feedback from individuals. 

D. Court ordered referrals for residential services may require a length of stay that is based on a
legal requirement and may not be clinically necessary for the duration of that period of time. The
agency is expected to evaluate if the supervising entity’s recommendation matches the
individual’s assessed clinical needs. The agency must address any differences identified with the
supervising entity directly and document the results in the individual’s record. 

E. See the behavioral health residential services sub-endorsement(s) as set forth in this Chapter for
relevant service provision standards.  

5.4 Level One Mental Health Transitional Living Home Services

A. This part 5.4 applies to agencies operating level one mental health transitional living homes. This
level of care is defined in Chapter 1 of these rules. 

5.4.1 Service Delivery and Setting

A. Level one mental health transitional living homes shall comply with the requirements of parts 5.1
through this part 5.4, unless otherwise noted.

5.4.2 Personnel

A. To determine level of oversight needed to ensure safety, the agency shall consider, at a minimum,
the following items:

1. The acuity and needs of the individuals, and

2. The services outlined in the service plan of an individual.

B. Personnel shall be sufficient in number to help individuals needing or potentially needing
assistance, and to account for the risk of accident, hazards, or other challenging events based on
the number of individuals in residence.

C. When determining personnel requirements, the agency must consider the needs of the
individuals receiving services. Oversight of individuals must include on-site and on-call availability
of personnel with appropriate training and expertise based on the needs of the individuals. 

D. Personnel must be assigned to complete tasks commensurate with their skills and training.
Personnel that are not licensed or credentialed shall not complete specialized screenings,
assessments, therapies, or techniques for which they are not qualified.

E. Only personnel with the appropriate training and expertise may train personnel on specialized
techniques beyond general personal care and assistance with activities of daily living as defined
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in these rules. This includes, but is not limited to, transfers requiring specialized equipment, and
assistance with therapeutic diets. Personnel must be evaluated for proficiency in demonstrating
the specialized technique before the delivery of a personal service requiring a specialized
technique.

1. Documentation regarding training and proficiency in specialized techniques must be included in
the personnel files.

F. A nurse who is employed or contracted by the agency may delegate to other personnel in
accordance with the Nurse and Nurse Aide Practice Act pursuant to Article 255 of Title 12,
C.R.S., if the nurse is the supervising nurse for the personnel.

G. The agency shall ensure that personnel comply with all agency policies and procedures and shall
not allow personnel to perform any functions which are outside of their job description, scope of
practice, or an individual's service plan.

H. Personnel providing non-medical transportation to individuals must meet the following
requirements: 

1. Must be eighteen (18) years of age or older to render services;

2. Has at least one year of driving experience; 

3. Possesses a valid driver’s license;

4. Has provided a copy of their current Colorado motor driving vehicle record, with up to the
previous seven years of driving history as applicable; and 

5. Has completed a Colorado or national-based criminal history record check.

I. Vehicles used during the provision of non-medical transportation must be safe and in good
working order. To ensure the safety and proper functioning of the vehicles, vehicles must pass a
vehicle safety inspection prior to it being used to render services. Inspection requirements must
be outlined in the agency’s policies and procedures, and records of such inspections must be
maintained by the agency.

J. The agency shall have policies and procedures for determining when personnel are not permitted
to provide non-medical transportation based on violations presented on the driver’s motor vehicle
record. 

K. An agency that uses a separate agency, organization, or personnel to provide services for the
mental health transitional living home or a specific individual shall have a written agreement that
sets forth the terms of the arrangement. The agreement must specify, at a minimum, the following
items:

1. The specific services to be provided;

2. The time frame for the provision of such services;

3. The contractor’s obligation to comply with all applicable agency policies and procedures,
including personnel qualifications;

4. How such services will be coordinated and overseen by the agency; and

5. The procedure for payment of services provided under the contract.



Ado
pt

ed
 11

/3
/2

02
3

L. If contract personnel and/or services are used, the agency shall ensure the contractor meets all
applicable requirements of these regulations.

M. Notwithstanding the above criteria, the agency shall retain responsibility to ensure the health,
safety and welfare of the individuals, and the provision of necessary services, including but not
limited to, the minimum necessary services set forth in part 5.5.1.B.

5.4.3 Service Provisions

A. The agency shall ensure the provision of accommodations, personnel, and services necessary for
the welfare and safety of individuals.

B. The agency shall make available, either directly or indirectly through contracted services, the
following services, sufficient to meet the needs of the individuals. These services must include but
are not limited to:

1. A physically safe and sanitary environment that includes, but is not limited to, measures to reduce
the risk of potential hazards in the physical environment and that accounts for the unique
characteristics of the resident population;

a. When a transitional living home utilizes a delayed egress door at an exit point, the exit door must
allow full egress in emergencies, and must only be used to assist personnel in
maintaining supervision and redirecting individuals back into the care setting. 

b. Egress alert devices must only be used to assist personnel in redirecting individuals back into the
mental health transitional living home when personnel are alerted to an
individual's departure, as opposed to restricting the free movement of
individuals. 

2. Room and board;

3. Personnel to assist with personal services; 

4. Assistance with medication;

5. Life skills training; 

a. The agency shall support individuals to maintain and develop skills for independent living through
regular, structured individual and group engagement opportunities.

b. Training opportunities must include therapeutic and habilitative activities to facilitate the
development of life skills and promote independent living and must support the
pursuit of individual’s interests and goals.

c. The agency shall document in the record the individual’s engagement and progress in life skills
training and other training opportunities.

d. If requested, the agency shall assist an individual with identifying and accessing outside services
and community events.

6. Intensive case management; 

a. As appropriate for the needs of the individual, the agency shall:
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(1) Convene the individual, their legal representative and/or the persons involved in the individual’s
treatment and care, including medical and behavioral health providers,
and persons identified by the individual, for the purpose of care planning
and coordination, in order to facilitate wellness, self-management, and
recovery of the whole person.

(2) Provide proactive and intentional outreach and engagement with the individual and their identified
support persons to build necessary trust and support.

(3) Assess for support needs, risk factors and health related social needs and support the individual
in accessing care, resources, and services to address health related
social needs including but not limited to:

(a) Food security

(b) Housing stability and security

(c) Personal safety 

(d) Access to health services including preventative health care

(e) Physical health concerns for which the individual is not receiving adequate treatment

(f) Ongoing behavioral health care needs

b. Intensive case management must involve discharge planning in accordance with the
requirements of part 2.10.A.6 of these rules. 

7. Non-medical transportation and access to the community

a. The agency shall provide for community access through non-medical transportation
services. This includes providing accessible transportation when an individual
requires adaptive supports.

C. Agencies will arrange for the individual to receive community-based behavioral health services. 

D. The agency shall assume responsibility for all services it provides, including those provided by
contract.

E. Services provided by or coordinated by the agency may be provided via telehealth at the
discretion of the administrator, to the extent that such services meet the needs of the individual,
fulfill the requirements set forth in this Chapter, and account for individuals’ preferences for
service delivery

F. Admission and discharge

1. The agency shall ensure, prior to admission and move-in, that an individual’s needs can be fully
met either directly or through coordination with additional providers. The agency's ability
to meet individual needs must be based upon a comprehensive pre-admission
assessment of an individual's physical, mental, and social needs, which must be
documented in, and become part of, the individual’s record. The pre-admission
assessment must also include all screening and initial assessment requirements set forth
in part 2.12 of these rules.

2. An agency shall not admit any individual who:
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a. Needs regular 24-hour medical or nursing care,

b. Has an acute physical illness which cannot be safely managed through medication or prescribed
therapy

3. The agency shall arrange for the transfer or transition of care for any individual who has an acute
physical illness which cannot be safely managed through medication or prescribed
therapy, or for an individual who develops a need for 24-hour medical or nursing care

4. Prior to discharging an individual because of increased care needs, which may include, but are
not limited to, changes in health status or where an individual becomes an imminent
danger to self or others, the agency shall make documented efforts to meet the
individual’s needs through other means. The documented efforts must include:

a. Taking all measures necessary to protect the individual and others, including following agency
policies and procedures for behavioral and physical health emergencies, as
required per parts 2.10.D and 2.10.E of these rules;

b. Reassessing the individual and revising their service plan to identify the individual's current needs
and what services the agency will provide or coordinate to meet those needs or
address newly assessed risks; and

c. Ensuring all personnel are aware of any revisions to the service plan and are properly trained to
provide supervision and support consistent with the service plan.

5. The agency shall coordinate a voluntary or involuntary discharge with the individual, the
individual's legal representative and/or the persons, including medical and behavioral
health providers, who will be responsible for services provided to the individual per the
discharge plan.

6. In the event an individual is transferred to another health care provider for additional care, the
agency shall arrange to evaluate the individual prior to readmission or shall discharge the
individual in accordance with the discharge procedures set forth in this Chapter.

7. When an individual is discharged, it is the responsibility of the agency to develop a discharge
plan, and provide care coordination to facilitate, to the extent possible, the individual's
transition to an appropriate level of care. Care coordination efforts must be documented
and maintained within the individual’s record.

G. Practitioner assessment

1. The agency shall have policies and procedures that are consistent with state and federal law for
promptly contacting the individual’s authorized practitioner for assessment when:

a. The individual experiences a significant change in their baseline status; 

b. The individual has known exposure to a communicable disease;  

c. The individual develops any condition which would have initially precluded admission to the
agency; 

d. The individual has any observed or reported unfavorable reactions to medications;

e. The individual is affected by a medication error; and/or
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f. The individual engages in a pattern of refusing medications or medical recommendations.

2. The agency shall ensure that any of the events in this part 5.4.3.G of this Chapter are
documented in the individual’s record. 

3. As applicable, the individual’s legal representative must be promptly notified any time assessment
is indicated per this part.

5.4.4 Documentation and Timeliness

A. Comprehensive individual assessment

1. Within ten (10) calendar days of admission, the agency shall complete a comprehensive
assessment that meets the requirements set forth in part 2.12 of these rules as well as
the requirements of this part 5.4.4.A. The assessment must reflect information requested
and received from the individual, the individual's representative if requested by the
individual, and an authorized practitioner. Information from the comprehensive
assessment must be used to establish an individualized service plan.

2. The comprehensive assessment must include all the following items:

a. Information from the comprehensive pre-admission assessment described in part 5.4.3.F.1;

b. Information regarding the individual's overall health and physical functioning ability, including
supports needed with activities of daily living;

c. Communication ability and any specific needs to facilitate effective communication;

d. Food and dining preferences, unique dietary needs, allergies, and restrictions;

e. Reactions to the environment and others, including changes that may occur at certain times or in
certain circumstances;

f. Routines and interests;

g. Safety awareness;

h. Types of physical, mental, and social support required; 

i. History of or potential risk of harm to self or others, including aggressive behaviors, and any
known approaches to prevent future occurrences including previously developed
safety plans.

3. The comprehensive assessment must be documented in writing and kept in the individual's health
information record.

4. The comprehensive assessment must be updated for each individual at least every six (6)
months and whenever the individual's condition changes from baseline status.

B. Individual service plan

1. An initial service plan, based upon information from the pre-admission assessment described in
part 5.4.3.G.1 of this Chapter, must be developed within twenty-four (24) hours of
admission and must address, at a minimum, an individual's daily support needs, including
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assistance with activities of daily living, medication management, behavioral and physical
health diagnoses, and support needs. 

2. Within fourteen (14) calendar days of completion of the comprehensive assessment, the agency
shall develop a comprehensive service plan. In addition to the requirements of part 2.13.1
of these rules, the service plan must:

a. Be developed with input from the individual and the individual's representative, if applicable;

b. Reflect the most current assessment information;

c. Promote individual choice, mobility, independence and safety;

d. Detail specific personal service needs and preferences along with the supports necessary to
meet those needs; personal service needs must consider:

(1) individual prioritized needs for life skills training, and

(2) medical and therapeutic care needs; 

e. Identify all external service providers along with care coordination arrangements;

f. Identify engagement opportunities that match the individual's personal choices and needs; and

g. Outline a plan for ensuring the individual’s behavioral health care needs are met, which may
include access to community-based services.

3. The agency shall be responsible for the coordination of individual care services with external
service providers identified in the individual service plan.

4. The agency shall be responsible for implementing recommendations made by the external
service providers identified in the individual service plan.

5. As applicable, the agency shall ensure that an individual receives nursing and therapeutic
supports prescribed by the individual’s authorized practitioner. 

6. Only personnel employed or contracted by the agency may provide or assist with nursing or
therapeutic services on behalf of the agency.

7. If the agency utilizes delayed egress or egress alert devices, it must be noted within the
individual’s service plan. 

8. The service plan must be updated for each individual at least every six (6) months and whenever
the individual's condition changes from baseline status.

C. Records

1. In addition to the requirements set forth in part 2.11 of these rules, individual records must
contain, but not be limited to, the following minimum items:

a. Current practitioner orders;

b. Individualized service plan;
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c. Daily progress notes, in accordance with part 2.13.2 of these rules, which must include
information on individual status, well-being, and engagement, as well as
documentation regarding any out of the ordinary event or issue that affects an
individual's physical, behavioral, cognitive and/or functional condition, along with
the action taken by personnel to address that individual's changing needs; and

d. Documentation of physical and mental health care services received including any on-going
services provided by external service providers.

5.5 Clinically Managed Residential Services, Including ASAM 3.1-Type Services

A. This part 5.5 applies to agencies providing ASAM 3.1-type clinically managed behavioral health
residential services. 

B. This part 5.5 does not apply to agencies providing only Level 3-WM services. 

C. This part 5.5 does not apply to recovery residences, as defined in BHA rule section 21.500 of 2
CCR 502-1.

5.5.1 Service Delivery and Setting

A. These services are intended for individuals who may benefit from twenty-four (24) hour structure
and supportive services to develop, practice, and integrate coping skills in preparation for
reintegration into their community of choice. Group homes, community corrections agencies, or
other supportive living environments that provide twenty-four (24) hour on-site personnel, a focus
on community re-integration, and treatment services on-site are examples of this level of care. 

B. Agencies must ensure individuals receiving services have at least one (1) of the following
concerns to address during their residential episode of care: 

1. A history of mental health, substance use, or co-occurring disorders; 

2. A lack of stable or supportive housing options; 

3. Unemployment or education concerns; and/or 

4. Social or psychological dysfunction that necessitates this twenty-four (24) hour structure. 

C. Agencies must provide services that include (1) motivational enhancement to increase the
individual’s level of readiness to change and (2) individual monitoring and support to facilitate the
discovery of the individual’s needs. Services must also prioritize continued engagement in
treatment services beyond the residential episode of care. 

D. The length of stay allows individuals to remain in residential services for a sufficient period of time
to familiarize themselves with and integrate the skills obtained into regular use.  

E. Support systems

1. Agencies must:

a. Ensure the availability of telehealth or on-site consultation with an authorized practitioner or nurse
twenty-four (24) hours per day, seven (7) days per week;

b. Ensure the availability of consultation with emergency services twenty-four (24) hours per day,
seven (7) days per week; and
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c. Have the capacity to arrange for medication-assisted treatment (MAT) and/or psychiatric
medications in a timely manner for individuals served. 

(1) This may include services provided through coordination and referral but must not exceed
twenty-four (24) hours from the time the need is identified to when
arrangements are made.

5.5.2 Personnel

A. Agencies must maintain an individual-to-personnel ratio not exceeding twenty to one (20:1) at all
times, per physical location. This includes nighttime and weekend hours. 

5.5.3 Service Provisions

A. Services must be regularly scheduled and include a minimum of five (5) hours of planned
treatment services per week for each individual in care. 

5.5.4 Documentation and Timeliness

A. Agencies must complete and document the following items in the individual’s record within
twenty-four (24) hours of admission:  

1. All required demographic, intake and consent paperwork, as specified in part 2.11 of these rules;  

2. Screenings, as required in part 2.12.1 of these rules; 

3. The initial assessment as required in part 2.12.2 of these rules; and 

4. The initial service plan, addressing immediate needs and other relevant concerns identified in the
initial assessment, as required in part 2.13.1 of these rules. 

B. Screenings and assessments conducted in accordance with this part 5.5.4.A must be used to
determine appropriateness for this level of care. 

C. As soon as possible, but no later than ten (10) calendar days after an individual’s admission, the
agency must complete and document the comprehensive assessment for the individual,
as required in part 2.12.3 of these rules. 

D. As soon as possible, but no later than three (3) calendar days after an individual’s comprehensive
assessment is completed, the agency must complete and document an individualized and
comprehensive service plan, informed by the comprehensive assessment, as required in part
2.13.1 of these rules.

E. If the individual’s comprehensive assessment indicates they may benefit from further evaluation,
medication, and/or specialty behavioral health care to address mental health, substance
use-specific, or co-occurring needs, the agency must ensure their individualized treatment needs
are addressed during the episode of care. The individual record must contain documentation
reflecting how these assessed needs were met. 

F. Service plan reviews and revisions must be completed and documented in the individual’s record
when there is a change in the individual’s level of functioning or service needs, but in no case
may service plan reviews and revisions occur later than: 

1. Monthly for the first six (6) months after admission, and
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2. At least quarterly for the remainder of time that the individual remains in residential services. 

G. Progress notes must be present in the individual’s record, in accordance with part 2.13.2 of these
rules and must be completed at least weekly for this level of care.

5.5.5 Treatment Type Standards for Residential Services, Including ASAM 3.1-Type Services

A. Agencies that provide mental health-only or co-occurring residential services must ensure that
individuals served meet at least one (1) of the following criteria: 

1. Are diagnosed with a serious mental illness (SMI) or comorbid diagnoses at a mild to moderate
level defined in the DSM-5-TR, or

2. Have sufficient collateral information present that indicates a high probability of a serious mental
illness or comorbid diagnoses at a mild to moderate level as defined in the DSM-5-TR. 

B. Agencies that provide co-occurring or substance use disorder-only residential services at an
ASAM 3.1-type must ensure the following personnel requirements are met: 

1. If utilizing certified addiction technicians (CAT), these personnel do not comprise more than
twenty-five percent (25%) of the agency’s total personnel, and 

2. If utilizing counselors-in-training and/or interns, these personnel do not comprise more than
twenty-five percent (25%) of the agency’s total personnel. 

5.6 Clinically Managed Residential Withdrawal Management (ASAM Level 3.2-WM) Services

A. This part 5.6 applies to agencies providing withdrawal management services at an ASAM 3.2-WM
level of care.

B. This part 5.6 does not apply to agencies providing behavioral health residential services only. 

5.6.1 Service Delivery and Setting

A. Level 3.2-WM services provide a twenty-four (24) hour setting in which individuals may withdraw
from substances while supervised by personnel, responsible for the implementation of medical
provider-approved protocols. 

B. Agencies must develop policies and procedures to address service delivery expectations. These
policies and procedures must address, but are not limited to the following: 

1. Consultation with specialized clinical and medical professionals for individualized withdrawal
management care; 

2. Coordinating an individual’s transition into other levels of care, determined to be appropriate
through triage, screening, evaluation, and/or assessment processes completed during
the course of Level 3.2-WM services. This may include collaboration with emergency
behavioral health services, such as Colorado Crisis Services, as appropriate;  

3. Conducting or arranging for laboratory and/or toxicology tests to be completed;

4. Responding to individuals who are assessed as being a current threat to themselves or others.
This must include appropriate use of law enforcement and monitoring any use of
individual restraint and/or seclusion in accordance with part 2.14 of these rules; 
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5. Communication with intoxicated individuals leaving treatment against personnel
recommendations, including the use of emergency commitments; and

6. Circumstances under which individuals must end Level 3.2-WM services, other than completing
services or leaving against personnel recommendations.

C. Support systems

1. Agencies must: 

a. Implement protocols that are developed and supported by a physician knowledgeable in addiction
medicine; 

b. Have protocols in place to address an individual’s evolving treatment and withdrawal needs,
including protocols for if the individual’s condition deteriorates and requires
medical or nursing care services;

c. Have protocols that clearly determine the nature of medical or nursing care required. These
protocols must include how to determine when nursing and/or physician care is
warranted, and/or when transfer to a medically monitored facility or acute care
hospital is necessary; 

d. Ensure that medical evaluation and consultation is available twenty-four (24) hours per/day; and

e. Ensure that medications that are self-administered, monitored, or dispensed at the agency are
supervised and documented in accordance with agency policy and procedures,
state, and federal law.

D. Diagnostic criteria

1. Individuals participating in Level 3.2-WM services are generally intoxicated, under the influence,
or in any stage of withdrawal from alcohol and/or other drugs.

2. In addition to the ASAM Criteria guidelines detailed in part 2.12.3.C of these rules, individuals
participating in Level 3.2-WM services must meet the diagnostic criteria for substance
withdrawal disorder, as indicated in the DSM-5-TR.  

3. Upon admission to Level 3.2-WM services, the agency must complete the following minimum
requirements: 

a. Collect information regarding the degree of alcohol and/or other drug intoxication as evidenced by
breathalyzer, urinalysis, self-report, observation or other evidence-based or best
practices; 

b. A pregnancy screening for pregnancy-capable individuals;

c. Taking of vital signs; and

d. Administration of a validated clinical withdrawal assessment tool.

E. The agency must conspicuously post procedures for responding to circumstances and events
that warrant entering a divert status. 

5.6.2 Personnel 
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A. Personnel must be trained in, and evaluated in knowledge of the following areas before providing
services independently, if within their scope of practice and job description:   

1. Withdrawal management process; 

2. Monitoring vital signs; 

3. Conducting assessment and triage, including identifying and properly responding to suicidal
ideation; 

4. Collecting urine and breath samples; and

5. Basic counseling and motivational interviewing skills.

B. Agencies providing Level 3.2-WM must ensure all personnel working with children under the age
of eighteen (18) are trained and knowledgeable in child development and engaging children in
states of intoxication and withdrawal management care.

C. Each work shift at an agency must have a minimum of two (2) personnel, whenever one (1) or
more individuals are present. At least one (1) of those persons must be treatment personnel as
listed in part 5.2.2.D of this Chapter.

D. The individual-to-personnel ratio must not exceed ten to one (10:1).

E. The agency personnel requirements below are specific to each physical location where Level
3.2-WM services are provided. This includes on-call personnel that may assist as needed.

1. At least fifty percent (50%) of the agency’s personnel providing Level 3.2-WM services must
consist of treatment personnel identified in part 5.2.2.D of this Chapter.

a. If utilizing counselors-in-training and/or interns, the agency must ensure that all clinical
documentation is reviewed and co-signed by a clinical agency supervisor able to
supervise pursuant to their scope of practice. Plans for addiction counselor
certification must be available for review. 

b. Full-time personnel must obtain at least an addiction technician certification within eighteen (18)
months of employment.

2. Uncertified personnel or personnel without a plan for addiction counselor certification must not
comprise more than fifty percent (50%) of an agency’s total personnel. This includes
group living workers that may be utilized for milieu management. 

F. The person overseeing day-to-day operations for agencies providing Level 3.2-WM services must
be one of the following: 

1. An authorized practitioner, 

2. A licensee; or

3. A certified addiction specialist (CAS).

5.6.3 Service Provisions

A. Agencies must: 
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1. Provide safe management and documentation of signs and symptoms of intoxication and
withdrawal; 

2. Ensure that transition planning begins at the time of admission to Level 3.2-WM services, to allow
for necessary care coordination and transition into ongoing or concurrent treatment
services to occur successfully;  

3. Provide additional service planning for managing individuals with medical conditions, suicidal
ideation, pregnancy, psychiatric conditions, and other conditions which place individuals
at additional risk during withdrawal management; and 

4. Provide assessments of individual readiness for treatment and services based on the service plan
and the assessments and interventions shall be documented in the individual’s record.

B. Medication-assisted treatment (MAT) for withdrawal management

1. Agencies must continue individuals on their medication-assisted treatment regimen and will only
remove individuals from medications treating opioid use disorders at the individual’s
request or if it is deemed medically appropriate by an authorized practitioner. 

2. Agencies must inform individuals receiving services about access to medication-assisted
treatment. Upon the individual’s consent, the agency must provide medication-assisted
treatment directly. 

3. Agencies must obtain a controlled substance license pursuant to section 21.300 of 2 CCR 502-1
from the BHA if they plan to dispense, compound, or administer a controlled substance
from stock medication in order to treat a substance use disorder or to treat the withdrawal
symptoms of a substance use disorder. 

a. A controlled substance license is not required if the agency intends to provide
medication-assisted treatment (MAT) services through prescription writing only,
under an independent prescriber’s license.

C. Discharge from Level 3.2-WM services

1. Agencies must ensure referral and care coordination for continued behavioral health treatment
that occurs at the time of discharge from Level 3.2-WM services. This may be made
available within the agency’s structure or through referral.

2. Agencies must provide discharge information as required in part 2.10.A.6 of these rules to the
individual and document that it was provided.  

3. Agencies must provide the following information to individuals at the time of discharge from Level
3.2-WM services:  

a. Effects of alcohol and other drugs; 

b. Risk factors associated with alcohol and other drug abuse for acquiring and transmitting
HIV/AIDS (Human Immunodeficiency Virus/Acquired Immune Deficiency
Syndrome), Tuberculosis (TB), and other infectious diseases, and for pregnancy; 

c. Availability of testing and pre/post-test counseling for HIV/AIDS, TB, Hepatitis C and other
infectious diseases, and pregnancy; and

d. Availability of harm-reduction and alcohol and other substance use disorder treatment resources.
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5.6.4 Documentation and Timeliness

A. The following must be addressed within three (3) hours of an individual’s arrival at the agency: 

1. Personnel must complete the screening and triage process as indicated in part 2.12.1 of these
rules to determine the urgency and appropriateness of care within the agency including
the need for emergency or urgent medical or psychiatric services;

2. In collaboration with the individual, personnel must develop withdrawal management-focused
initial service plan, tailored to the safe withdrawal of the individual from the substance(s)
of concern;

3. In addition to required intake documentation and consents as noted in part 2.11 of these rules,
the agency must inventory and secure the individual’s personal belongings. This must be
observed and confirmed through documentation by at least two (2) personnel; and

4. Personnel must monitor and document vitals in real-time.

B. As soon as clinically feasible, but no later than seventy-two (72) hours following admission of an
individual to Level 3.2-WM services, the agency must:  

1. Update or amend any intake paperwork or consents that the individual was not able to complete
or comprehend due to their state of intoxication upon admission; 

2.   Complete at least the initial assessment as indicated in part 2.12.2 of these rules, including
substance use disorder history and the degree to which the use of substances affects
personal and social functioning;

3.   Update the individual’s service plan to reflect ongoing treatment needs as identified through the
assessment; and

4.   Document referral and care coordination activities to support the individual’s transition into
beginning or resuming behavioral health treatment services. 

C. Observation and monitoring requirements

1. Agencies must conduct routine monitoring of physical and mental status of the individual
throughout their time in Level 3.2-WM services. This must include:

a. Vital signs taken and documented in real-time at the following minimum frequency: 

(1) Every two (2) hours until vitals remain at the individual’s baseline for at least four (4)
consecutive hours, 

(2) Then every eight (8) hours thereafter until discharge.

(a) Documentation per shift to include all individual monitoring activities.

5.7 Clinically Managed Residential Services, Including ASAM Level 3.3 Services

A. This part 5.7 applies to agencies providing behavioral health residential services at an ASAM 3.3
level of care.  

B. This part 5.7 does not apply to agencies providing Level 3-WM services only.
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C. This part 5.7 does not apply to services to children under the age of eighteen (18) seeking
residential services.

5.7.1 Service Delivery and Setting 

A. These services are intended for individuals who are unlikely to benefit from outpatient services or
other residential levels of care due to a temporary or permanent cognitive impairment resulting
from an addictive or co-occurring disorder. Therapeutic rehabilitation facilities or traumatic brain
injury programs are examples of this level of care.

B. Agencies shall confirm that individuals served have a history of substance use or co-occurring
disorders or difficulty with interpersonal relationships, coping skills, or comprehension that
necessitates this twenty-four (24) hour structured recovery environment, in combination with
high-intensity clinical services. 

C. If agency personnel determine that an individual served may benefit from deliberately repetitive
and/or concrete services, those services shall be delivered on a timeline appropriate to the
individual’s assessed cognitive needs. 

D. The agency must ensure that treatment is focused on preventing relapse, continued problems
and/or continued use, enhancing readiness to change, and promoting the eventual reintegration
of the individual into the community. 

E. Individuals with a temporary cognitive impairment may be transferred to another level of care
after the impairment has resolved. Individuals with chronic cognitive impairment may remain in
this level of care for a longer duration, if assessed as continuing to meet their individual needs. 

F. Support systems

1. Agencies must:

a. Ensure the availability of telehealth or on-site consultation with an authorized practitioner or nurse
twenty-four (24) hours per day, seven (7) days per week; 

b. Ensure the availability of consultation with emergency services twenty-four (24) hours per day,
seven (7) days per week; and

c. Have the capacity to arrange for medication-assisted treatment (MAT) and/or psychiatric
medications in a timely manner for individuals served. 

(1) This may include services provided through coordination and referral but must not exceed
twenty-four (24) hours from identifying the need to complete.

5.7.2 Personnel

A. If utilizing certified addiction technicians (CAT), these personnel must not comprise more than
twenty-five percent (25%) of the agency’s total personnel; and 

B. If utilizing counselors-in-training and/or interns, these personnel must not comprise more than
twenty-five percent (25%) of the agency’s total personnel. 

5.7.3 Service Provisions
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A. Services must be regularly scheduled services and include a minimum of nine (9) hours of
planned treatment services per week.

B. Services must be delivered in a manner that is matched to the individual’s functioning. These
services may be provided in a deliberately repetitive manner or with a timeline appropriate to
address the cognitive needs of individuals for whom this level of care is considered a medical
necessity.

5.7.4 Documentation 

A. Agencies must complete and document the following items in the individual’s record within
twenty-four (24) hours of admission:  

1. All required demographic, intake and consent paperwork, as specified in part 2.11 of these rules;  

2. Screenings, as required in part 2.12.1 of these rules; 

3. The initial assessment as required in part 2.12.2 of these rules; and 

4. The initial service plan, addressing immediate needs and other relevant concerns identified in the
initial assessment, as required in part 2.13.1 of these rules. 

B. As soon as possible, but no later than ten (10) calendar days after an individual’s admission, the
agency must complete and document the comprehensive assessment for the individual,
as required in part 2.12.3 of these rules. 

C. As soon as possible, but no later than three (3) calendar days after an individual’s comprehensive
assessment is completed, the agency must complete and document an individualized and
comprehensive service plan, informed by the comprehensive assessment, as required in part
2.13.1 of these rules.

D. If the individual’s comprehensive assessment indicates they may benefit from further evaluation,
medication, and/or specialty behavioral health care to address mental health, substance
use-specific, or co-occurring needs, the agency must ensure their individualized treatment needs
are addressed during the episode of care. The individual record must contain documentation
reflecting how these assessed needs were met. 

E. Service plan reviews and revisions must be completed and documented in the individual’s record
when there is a change in the individual’s level of functioning or service needs, but in no case
may service plan reviews and revisions occur later than: 

1. Monthly for the first six (6) months after admission, and

2. At least quarterly for the remainder of time that the individual remains in residential services. 

F. Progress notes must be present in the individual’s record, in accordance with part 2.13.2 of these
rules. Progress notes must be completed at least daily for this level of care.

5.8 Level Two Mental Health Transitional Living Home Services

A. Level two mental health transitional living homes shall comply with the rules in parts 5.1 through
5.4 of this Chapter. 

B. Level two mental health transitional living homes shall ensure that 600 minutes (ten hours) of
planned treatment services are provided to each individual on a weekly basis.
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C. Level two mental health transitional living homes must either:

1. Be designated pursuant to part 11.18 of these rules to provide care and treatment to individuals
on short-term and long-term certifications on an outpatient basis; or

2. Establish facility agreements with designated facilities in order to treat individuals on short-term or
long-term certifications on an outpatient basis.

5.9 Clinically Managed Residential Services, Including ASAM 3.5-Type Services 

A. This part 5.9 applies to agencies providing ASAM 3.5-type clinically managed behavioral health
residential services. 

B. This part 5.9 does not apply to agencies providing only Level 3-WM services.

5.9.1 Service Delivery and Setting 

A. These services are intended for individuals who have multifaceted treatment needs requiring a
twenty-four (24) hour treatment environment, and who are unable to be properly treated at a
lower level of residential care. A variable-length therapeutic community or residential treatment
center are examples of this level of care.

B. Agencies must confirm that any individuals served have multiple treatment considerations to be
addressed during the residential episode of care, which may include, but are not limited to the
following: 

1. A history of mental health, substance use or co-occurring disorders. 

2. Engagement in behaviors and/or thought processes that contribute to impaired social,
interpersonal, and/or vocational functioning, necessitating this highly structured
twenty-four (24) hour treatment environment.

C. Services provided by the agency must be directed toward developing and enhancing prosocial
behaviors, sustaining recovery, reducing relapse risk when applicable, and the promotion of
successful reintegration into the community. 

D. Support systems

1. Agencies providing this clinically managed residential service shall: 

a. Ensure the availability of telehealth or on-site consultation with an authorized practitioner
twenty-four (24) hours per day, seven (7) days per week; 

b. Ensure the availability of consultation with emergency services twenty-four (24) hours per day,
seven (7) days per week; and

c. Have the capacity to arrange for medication-assisted treatment (MAT) and/or psychiatric
medications in a timely manner that must not exceed twelve (12) hours to
complete. 

5.9.2 Personnel 

A. Agencies must: 
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1. Ensure that each work shift has a minimum of two (2) personnel on-site, whenever one (1) or
more individuals are present in the milieu; and

2. Maintain individual-to-personnel ratios not exceeding twenty to one (20:1) at all times, per
physical location, unless otherwise noted. This includes nighttime and weekend hours. 

5.9.3 Service Provisions

A. Services for individuals must be regularly scheduled and include a minimum of ten (10) hours of
planned treatment services per week.

5.9.4 Documentation and Timeliness

A. Agencies must complete and document the following items in the individual’s record within
twenty-four (24) hours of admission:  

1. All required demographic, intake and consent paperwork, as specified in part 2.11 of these rules;  

2. Screenings, as required in part 2.12.1 of these rules; 

3. The initial assessment as required in part 2.12.2 of these rules; and 

4. The initial service plan, addressing immediate needs and other relevant concerns identified in the
initial assessment, as required in part 2.13.1 of these rules. 

B. Screenings and assessments conducted in accordance with 5.9.4.A must be used to determine
appropriateness for this level of care.

C. As soon as possible, but no later than ten (10) calendar days after an individual’s admission, the
agency must complete and document the comprehensive assessment for the individual,
as required in part 2.12.3 of these rules. 

D. As soon as possible, but no later than three (3) calendar days after an individual’s comprehensive
assessment is completed, the agency must complete and document an individualized and
comprehensive service plan, informed by the comprehensive assessment, as required in part
2.13.1 of these rules.

E. If the individual’s comprehensive assessment indicates they may benefit from further evaluation,
medication, and/or specialty behavioral health care to address mental health, substance
use-specific, or co-occurring needs, the agency must ensure their individualized treatment needs
are addressed during the episode of care. The individual record must contain documentation
reflecting how these assessed needs were met. 

F. Service plan reviews and revisions must be completed and documented in the individual’s record
when there is a change in the individual’s level of functioning or service needs, but in no case
may service plan reviews and revisions occur later than: 

1. Monthly for the first six (6) months after admission, and

2. At least quarterly for the remainder of time that the individual remains in residential services. 

G. Progress notes must be present in the individual’s record, in accordance with part 2.13.2 of these
rules. The minimum frequency of progress note completion for this level of care may vary,
depending upon the individual’s time in the level of care and/or anticipated length of stay. 
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1. For the first thirty (30) days of the stay, daily progress notes are required.

2. After the first thirty (30) days where there is an anticipated length of stay of three (3) months or
less, providers shall continue required daily progress notes.

3. After the first thirty (30) days when there is an anticipated length of stay of more than three (3)
months, providers shall complete progress notes at a minimum of weekly. 

5.9.5 Treatment Type Standards for Clinically Managed Behavioral Health Residential Services
and ASAM 3.5-Type Services

A. Agencies that provide mental health-only or co-occurring residential services must confirm the
following: 

1. Individuals served meet at least one (1) of the following criteria: 

a. Are diagnosed with a serious mental illness (SMI) or comorbid diagnoses at a moderate level, per
the DSM-5-TR, or

b. Have sufficient collateral information to indicate there is a high probability that the individual has a
serious mental illness or comorbid diagnoses at a moderate level, as defined in
the DSM-5-TR. 

B. Agencies that provide co-occurring or substance use disorder-only residential services at an
ASAM 3.5-type must ensure the following: 

1. If utilizing certified addiction technicians (CAT), these personnel do not comprise more than
twenty-five percent (25%) of the agency’s total personnel, and 

2. If utilizing counselors-in-training and/or interns, these personnel do not comprise more than
twenty-five percent (25%) of the agency’s total personnel. 

5.10 Medically Monitored Residential Services, Including ASAM 3.7-Type Services

A. This part 5.10 applies to agencies providing ASAM 3.7-Type medically monitored behavioral
health residential services.

B. This part 5.10 does not apply to agencies providing only ASAM Level 3.7-WM services. 

5.10.1 Service Delivery and Setting

A. Medically monitored residential services are intended for individuals whose medical, emotional,
behavioral and/or cognitive problems are severe enough to require twenty-four (24) hour medical
monitoring, but do not require the full resources of an acute care general hospital or medically
managed inpatient treatment program. These services may be offered in free-standing buildings
providing residential services or incorporated into specialty units within general health care or
psychiatric hospitals.

B. Agencies must ensure that individuals receiving services receive multiple treatment
considerations including but not limited to: a history of mental health, substance use or
co-occurring disorders, along with medical, cognitive, or complicated withdrawal management
needs that require the structured regimen of twenty-four (24) hour evaluation, observation, and
medical monitoring in order to safely provide the necessary behavioral health services.
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C. Agencies must ensure treatment is designed for individuals who have functional limitations in the
areas of intoxication/withdrawal potential, biomedical conditions, and/or emotional, behavioral, or
cognitive conditions. This level of care focuses on the monitoring of the individual’s biomedical
needs to promote physical and psychiatric stabilization and allow for continued engagement in a
lower level of care once the individual is stabilized.

D. Support systems

1. Agencies must: 

a. Ensure the availability of telehealth or on-site consultation with an authorized practitioner or nurse
twenty-four (24) hours per day, seven (7) days per week; 

b. Ensure the availability of consultation with emergency services twenty-four (24) hours per day,
seven (7) days per week; 

c. Have the capacity to arrange for medication-assisted treatment (MAT) and/or psychiatric
medications in a timely manner for individuals served. This must not exceed eight
(8) hours from identifying the need to complete;

d. Ensure the availability of additional medical specialty consultation, psychological, laboratory and
toxicology services; and

(1) These services may be provided through consultation or referral; and 

e. Ensure that psychiatric services, if not provided, are available on-site through consultation or
referral within eight (8) hours by telehealth or twenty-four (24) hours in-person.

5.10.2 Personnel

A. Agencies must:

1. Ensure that each work shift has a minimum of two (2) personnel on-site whenever one (1) or
more individuals are present in the milieu; 

2. Maintain an individual-to-personnel ratio not exceeding twenty to one (20:1) at all times, per
physical location. This includes nighttime and weekend hours; 

3. Utilize an interdisciplinary team that includes physicians, nurses and mental health professionals
licensed or certified pursuant to Article 245 of Title 12, C.R.S. that provide twenty-four
(24) hour professionally directed evaluation, care and treatment services including
administration of prescribed medications, withdrawal management and integrated
treatment of co-occurring medical, emotional, behavioral or cognitive conditions; 

4. Be overseen by a physician licensed pursuant to Article 240 of Title 12, in order to assure the
quality of care; and

5. Have a nurse as defined in part 1.3 of these rules, responsible for monitoring the individual’s
progress and/or medication administration twenty-four (24) hours per day, seven (7) days
per week.

5.10.3 Service Provisions

A. Medically monitored residential services must be regularly scheduled and include a minimum of
twenty (20) hours of planned treatment services per week.
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B. At the time of admission to the agency, a registered nurse must conduct an alcohol or other
drug-focused assessment, if applicable.

C. As soon as clinically feasible, but no later than twenty-four (24) hours after admission to the
agency, an authorized practitioner must perform a physical examination of the individual.

1. Physical examinations performed by authorized practitioners must be completed as necessary for
the individual throughout the episode of care.

5.10.4 Documentation and Timeliness

A. Agencies must complete and document the following items in the individual’s record within
twenty-four (24) hours of admission:  

1. All required demographic, intake and consent paperwork, as specified in part 2.11 of these rules;  

2. Screenings, as required in part 2.12.1 of these rules; 

3. The initial assessment as required in part 2.12.2 of these rules; and 

4. The initial service plan, addressing immediate needs and other relevant concerns identified in the
initial assessment, as required in part 2.13.1 of these rules. 

B. Screenings and assessments conducted in accordance with 5.10.4.A of this Chapter must be
used to determine appropriateness for this level of care.

C. As soon as possible, but no later than ten (10) calendar days after an individual’s admission, the
agency must complete and document the comprehensive assessment for the individual,
as required in part 2.12.3 of these rules. 

D. As soon as possible, but no later than three (3) calendar days after an individual’s comprehensive
assessment is completed, the agency must complete and document an individualized and
comprehensive service plan, informed by the comprehensive assessment, as required in part
2.13.1 of these rules.

E. If the individual’s comprehensive assessment indicates they may benefit from further evaluation,
medication, and/or specialty behavioral health care to address mental health, substance
use-specific, or co-occurring needs, the agency must ensure their individualized treatment needs
are addressed during the episode of care. The individual record must contain documentation
reflecting how these assessed needs were met. 

F. Service plan reviews and revisions must be completed and documented in the individual’s record
when there is a change in the individual’s level of functioning or service needs, but in no case
may service plan reviews and revisions occur later than: 

1. Monthly for the first six (6) months after admission, and

2. At least quarterly for the remainder of time that the individual remains in residential services. 

G. Progress notes must be present in the individual’s record, in accordance with part 2.13.2 of these
rules. Progress notes must be completed at least daily for this level of care.

5.10.5 Treatment Type Standards for Medically Monitored Behavioral Health Residential Services
and ASAM 3.7-Type Services
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A. Agencies that provide mental health-only or co-occurring residential services must ensure the
following: 

1. Individuals served meet at least one (1) of the following criteria: 

a. Are diagnosed with a serious mental illness (SMI) or comorbid diagnoses at a severe level, as
defined in the DSM-5-TR;

b. Have sufficient collateral information that indicates a high probability that the individual has a
serious mental illness or comorbid diagnoses at a severe level, as defined in the
DSM-5-TR; or

c. Are diagnosed with a serious mental illness (SMI) or comorbid diagnoses at a mild to moderate
level, as defined in the DSM-5-TR, with additional biomedical needs that require
a higher level of medical oversight. 

B. Agencies that provide co-occurring or substance use disorder-only residential services at an
ASAM 3.7-type must ensure the following:

1. If utilizing certified addiction technicians (CAT), these personnel do not comprise more than
twenty-five percent (25%) of the agency’s total personnel, and 

2. If utilizing counselors-in-training and/or interns, these personnel do not comprise more than
twenty-five percent (25%) of the agency’s total personnel. 

5.11 Medically Monitored Inpatient Withdrawal Management (ASAM Level 3.7-WM) Services 

A. This part 5.11 applies to agencies providing withdrawal management services at an ASAM
3.7-WM level of care. 

B. This part 5.11 does not apply to agencies providing behavioral health residential services only.  

5.11.1 Service Delivery and Setting

A. Level 3.7-WM services are available for individuals who require the oversight of medical and
nursing professionals in order to complete a safe period of withdrawal. This level of care provides
a twenty-four (24)-hour service in which individuals have prompt access to medical evaluations as
needed, as well as an interdisciplinary team available to meet the individual’s needs. Services are
developed and delivered under the monitoring of a physician. This may be observed as a
freestanding withdrawal management center or as a step-down service from an acute care
hospital.

1. Services must be provided by licensed medical personnel qualified to supervise withdrawal from
alcohol and other drugs through the use of medication and/or medical procedures in
residential settings which possess a controlled substances license in compliance with
Part 2 of Article 80 of Title 27, C.R.S. 

B. Agencies must develop policies and procedures to address service delivery expectations. These
policies and procedures must address, but are not limited to the following: 

1. Consultation with specialized clinical and medical professionals for individualized withdrawal
management care; 

2. Coordinating an individual’s transition into other levels of care, determined to be appropriate
through triage, screening, evaluation, and/or assessment processes completed during
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the course of Level 3.7-WM services. This may include collaboration with emergency
behavioral health services, such as Colorado Crisis Services, as appropriate;  

3. Conducting or arranging for laboratory and/or toxicology tests to be completed;

4. Responding to individuals who are assessed as being a current threat to themselves or others.
This must include appropriate use of law enforcement and monitoring any use of
individual restraint and/or seclusion in accordance with part 2.14 of these rules; 

5. Communication with intoxicated individuals leaving treatment against personnel
recommendations, including the use of emergency commitments; and

6. Circumstances under which individuals must end Level 3.7-WM services, other than completing
services or leaving against personnel recommendations.

C. Support systems

1. Agencies must: 

a. Implement protocols that are developed and approved by a physician knowledgeable in addiction
medicine. 

b. Develop and implement specific admission protocol detail for which substances, including both
drugs and alcohol, medical withdrawal management services are provided. This
protocol must include processes for customary and atypical withdrawal
management from each drug delineated in the admission protocol, and must
include at minimum, the following elements:  

(1) Types of intoxication;

(2) Tolerance levels for the individual's drug of choice;

(3) Degrees of withdrawal;

(4) Possible withdrawal and/or intoxication complications;

(5) Other conditions affecting medical withdrawal management procedures;

(6) Types of medications used;

(7) Recommended dosage levels;

(8) Procedures to follow in the event of withdrawal management complications;

(9) Daily assessments including expected improvements as well as potential problems; and

(10) Expected duration of withdrawal management. 

c. Ensure that prompt medical evaluation and consultation is available twenty-four (24) hours/day. 

d. Ensure that hourly nurse monitoring of the individual’s progress is available, if medically
indicated. 
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e. Ensure that medications that are self-administered, monitored, or dispensed at the facility are
supervised and documented in accordance with agency policy and procedures,
state, and federal law.  

f. Ensure referral and care coordination for continued behavioral health treatment occurs. This may
be made available within the agency’s structure or through referral.

D. Diagnostic criteria

1. Individuals participating in Level 3.7-WM services are generally intoxicated, under the influence,
or in a severe stage of withdrawal from alcohol and/or other drugs. These individuals may
have comorbid medical issues that require additional medical oversight.

2. In addition to the ASAM Criteria guidelines detailed in part 2.12.3.C of these rules, individuals
receiving Level 3.7-WM services must meet the diagnostic criteria for substance
withdrawal disorder, as indicated in the DSM-5-TR.  

3. Upon admission to Level 3.7-WM services, the agency must complete the following minimum
requirements:

a. Collect information regarding the degree of alcohol and/or other drug intoxication as evidenced by
breathalyzer, urinalysis, self-report, observation or other evidence-based or best
practices; 

b. A pregnancy screening for pregnancy-capable individuals;

c. Taking of vital signs; and

d. Administration of a validated clinical withdrawal assessment tool.

E. The agency must conspicuously post procedures for responding to circumstances and events
that warrant entering a divert status.

5.11.2 Personnel

A. Personnel must be trained in, and evaluated in knowledge of the following areas before providing
services independently:   

1. Withdrawal management; 

2. Monitoring vital signs; 

3. Conducting assessment and triage, including identifying and properly responding to, suicidal
ideation; 

4. Collecting urine and breath samples; and

5. Basic counseling and motivational interviewing skills.

B. Agencies providing Level 3.7-WM must ensure all personnel working with children under the age
of eighteen (18) are trained and knowledgeable in child development and engaging children in
states of intoxication and withdrawal management care.

C. Each work shift must have a minimum of two (2) personnel, whenever one (1) or more individuals
are present.
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D. Treatment personnel as defined in part 5.3.2.D must be present at a rate that meets the needs of
the individuals receiving Level 3.7-WM services.

E. Agencies must employ, at minimum, the following personnel:

1. A medical director who is licensed as a physician or medical doctor pursuant to Article 240 of Title
12, C.R.S., 

2. A registered nurse or licensed practical nurse with at least one (1) year of withdrawal
management experience; and

3. Treatment personnel as defined in part 5.3.2.D of this Chapter.

F. Personnel oversight

1. The person overseeing day-to-day operations for an agency providing Level 3.7-WM services
must be the medical director.

2. The medical director’s responsibilities must include, at minimum:

a. Quarterly reviews and revisions of drug withdrawal management categories and protocols;

b. Reviews of individual withdrawal management plans;

c. Reviews of individual prescriptions;

d. Direct supervision of individual withdrawal management cases that deviate from standard
protocols and/or the individual experiences complications; 

e. Five (5) hours of monthly supervision of and consultation with personnel providing withdrawal
management services; 

f. Development and implementation of back-up systems for physician coverage when medical
director(s) are unavailable and/or for emergencies;

g. Review of critical incidents reported in accordance with part 2.16 of these rules; and

h. Review of admission, medical exclusion, and medical care policies at least annually. 

G. Agencies must ensure twenty-four (24) hour access to clinical personnel by telehealth and
accommodations for unscheduled visits in the event of crises or problem situations.

5.11.3 Service Provisions

A. Agencies must: 

1. Provide safe management and documentation of signs and symptoms of intoxication and
withdrawal; 

2. Ensure that transition planning begins at the time of admission to Level 3.7-WM services, to allow
for necessary care coordination and transition into ongoing or concurrent treatment
services to occur successfully;  
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3. Provide additional service planning for managing individuals with medical conditions, suicidal
ideation, pregnancy, psychiatric conditions, and other conditions which place individuals
at additional risk during withdrawal management; and 

4. Provide assessments of individual readiness for treatment and services based on the service plan
and the assessments and interventions shall be documented in the individual’s record.

B. Medication-assisted treatment (MAT) for withdrawal management

1. Agencies must continue individuals on their medication-assisted treatment regimen and will only
remove individuals from medications treating opioid use disorders at the individual’s
request or if it is deemed medically appropriate by an authorized practitioner. 

2. Agencies must inform individuals receiving services about access to medication-assisted
treatment. Upon the individual’s consent, the agency must provide medication-assisted
treatment directly. 

3. Agencies must obtain a controlled substance license pursuant to section 21.300 of 2 CCR 502-1
from the BHA if they plan to dispense, compound, or administer a controlled substance
from stock medication in order to treat a substance use disorder or to treat the withdrawal
symptoms of a substance use disorder. 

a. A controlled substance license is not required if the agency intends to provide
medication-assisted treatment (MAT) services through prescription writing only,
under an independent prescriber’s license.

C. Discharge from Level 3.7-WM services

1. Agencies must ensure referral and care coordination for continued behavioral health treatment
occurs at the time the individual is discharged from Level 3.7-WM services. This may be
made available within the agency’s structure or through referral.

2. Agencies must provide discharge information as required in part 2.11 of these rules to the
individual and document that it was provided.  

3. In addition to these requirements, agencies must provide the following information to individuals
at the time of discharge from Level 3.7-WM services:  

a. Effects of alcohol and other drugs; 

b. Risk factors associated with alcohol and other drug abuse for acquiring and transmitting
HIV/AIDS (Human Immunodeficiency Virus/Acquired Immune Deficiency
Syndrome), Tuberculosis (TB), and other infectious diseases, and for pregnancy; 

c. Availability of testing and pre/post-test counseling for HIV/AIDS, TB, Hepatitis C and other
infectious diseases, and pregnancy; and

d. Availability of harm-reduction and alcohol and other substance use disorder treatment resources.

D. Agencies must provide medical evaluations completed by authorized practitioners. The medical
evaluations must consist of, at minimum:

1. Medical histories including detailed chronologies of substance use disorders;

2. Identification of current physical addiction including drug types;



Ado
pt

ed
 11

/3
/2

02
3

3. Physical examinations to determine appropriateness for outpatient or inpatient medical
withdrawal management; and

4. Appropriate laboratory tests and other evaluations, as indicated.

E. Medication dispensation and administration procedures

1. Agencies using stock-controlled substances in order to treat a substance use disorder or to treat
the withdrawal symptoms of a substance use disorder are required to have a controlled
substance services license issued by the BHA and comply with the applicable portion(s)
of section 21.300 of 2 CCR 502-1 that deal with a controlled substance license.

2. Agencies may utilize buprenorphine for medications for opioid use disorder (MOUD) services
without requiring an opioid treatment program endorsement. If an agency intends to
utilize controlled substances other than/in addition to buprenorphine for MOUD services,
the agency must be endorsed as an opioid treatment program, verified through the Drug
Enforcement Administration (DEA), and coordinated with the SAMHSA.

3. Qualified practitioners may prescribe buprenorphine under their own Drug Enforcement
Administration (DEA) registration number for individuals admitted to this level of care for
withdrawal management or addiction treatment.

4. Agencies must develop and implement policies and procedures for dispensing medications per
standard withdrawal management protocols that are in accordance with applicable state
and federal statutes and for the following:

a. Individual prescriptions filled and dispensed by a registered pharmacist at a designated pharmacy
location;

b. Individual prescriptions from medical directors that are filled from stock quantities; and

c. Storage and accounting of all medications, including controlled substances.

5.11.4 Documentation and Timeliness 

A. The following must be addressed within three (3) hours of an individual’s arrival at the agency: 

1. Personnel must complete the screening and triage process as indicated in part 2.12.1 of these
rules to determine the urgency and appropriateness of care within the agency including
the need for emergency or urgent medical or psychiatric services;

2. In collaboration with the individual, personnel must develop a withdrawal management-focused
initial service plan, tailored to the safe withdrawal of the individual from the substance(s)
of concern;

3. In addition to required intake documentation and consents as noted in part 2.11 of these rules,
the agency must inventory and secure the individual’s personal belongings. This must be
observed and confirmed through documentation by at least two (2) personnel; and

4. Personnel must monitor and document vitals in real-time.

B. As soon as clinically feasible, but no later than seventy-two (72) hours following admission of an
individual into Level 3.7-WM services, the agency must:  
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1. Update or amend any intake paperwork or consents that the individual was not able to complete
or comprehend due to their state of intoxication upon admission; 

2. Complete at least the initial assessment as indicated in part 2.12.2 of these rules, including
substance use disorder history and the degree to which the use of substances affects
personal and social functioning; 

3. Update the individual’s service plan to reflect ongoing treatment needs as identified through the
assessment; and

4. Document referral and care coordination activities to support the individual’s transition into
beginning or resuming behavioral health treatment services. 

C. The individual record must contain informed consent to receive medical withdrawal management
services that includes at minimum:

1. Medications to be used; and

2. Need to consult with primary care physicians.

D. Observation and monitoring requirements

1. Agencies must conduct routine monitoring of physical and mental status of the individual
throughout their time in Level 3.7-WM services. This must include:

a. Vital signs taken and documented in real-time at the following minimum frequency: 

(1) Every two (2) hours until vitals remain at the individual’s baseline for at least four (4)
consecutive hours, 

(2) Then every eight (8) hours thereafter until discharge.

(a) Documentation per shift to include all individual monitoring activities.

2. If medical personnel determine that an individual requires vital signs to be monitored and
documented in real-time at a frequency that is less than the minimum requirement above,
the rationale and plan for this variance must be documented in the individual’s record.
Non-medical personnel must not make or document such a determination.

Chapter 6: Emergency and Crisis Behavioral Health Services 

6.1 Authority and Applicability

A. Chapter 6 establishes the standards for and is applicable to BHEs electing to provide behavioral
health crisis and emergency services. The authority to promulgate these service-specific
requirements that apply to BHEs electing to provide these services comes from Sections
27-50-502(1), 27-50-106, and 27-50-107(3)(b), C.R.S.

6.2 General Provisions

A. All agencies providing residential services to individuals shall comply with the residential and
overnight requirements set forth in part 2.26 of these rules.

B. Each component within the behavioral health crisis response system must provide services in a
trauma-informed, culturally responsive manner.
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C. Agencies must incorporate peer support professionals in accordance with Chapter 3 of these
rules into the services they provide, when clinically appropriate.          

6.3 Walk-In Crisis Services

6.3.1 Applicability

A. These rules set forth in this section 6.3 are established to create standards for and apply to
agencies with an endorsement to provide walk-in crisis services.

6.3.2 General Provisions

A. Each walk-in crisis agency must obtain a 27-65 designation and be in compliance with Section
27-60-104, C.R.S. 

B. All walk-in crisis agencies are required to obtain a Children and Families endorsement pursuant
to Chapter 8 of these rules. 

C. Walk-in crisis services must be accessible to all individuals throughout the state of Colorado
twenty-four (24) hours per day, seven (7) days per week, and 365 days per year. Every walk-in
crisis services agency must have the ability to provide information and referrals to anyone in
need, and crisis assessment when indicated, including, if appropriate, access and clinically
appropriate transportation to crisis stabilization in a crisis stabilization unit. Walk-in crisis service
agencies must collaborate with other agencies endorsed pursuant to this Chapter 6, and
community-based organizations. 

D. A walk-in crisis agency must have the capacity to: 

1. Screen and triage every individual who presents at the agency, with any presenting problem
including acute and chronic substance use and/or intellectual and developmental
disability;

2. Coordinate multiple simultaneous requests for services; 

3. Work closely with community partners, family members or caregivers; and

4. Work with local hospitals to develop accepted clearance practices to divert the individual in crisis
from emergency departments for purpose of verifying medical stability prior to residential
or inpatient admission.

E. Walk-in crisis agencies must employ an integrated care model based on evidence-based
practices that consider an individual's physical and emotional health. 

F. Walk-in crisis agencies shall manage and prevent elopement of individuals on an emergency
mental health hold using strategies in conformity with state and federal laws.

G. Walk-in crisis agencies must develop crisis safety plans in collaboration with the individual in
crisis and/or their family member(s) or other social supports. Safety plans should include
psychiatric advanced directives and referrals/warm hand offs to health and social services and
supports, as needed.

H. Follow-up services must be provided to every individual and must include:  

1. Follow-up to each individual and authorized caregiver and/or family member(s) by phone or
in-person, based on clinical need and individual preferences. The first follow-up must be
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within twenty-four (24) hours after services were provided. Follow-up attempts must be
documented in the individual’s record. Follow-up communications must be compliance
with state and federal data protection laws.

2. Follow-up communication may be conducted face-to-face, via telehealth, or via telephone only,
based on an individual’s clinical need and preferences.

6.3.3 Service Provisions

A. Walk-in crisis services must include screening as defined in part 2.12.1 of these rules, triage,
crisis assessment, and referrals to appropriate resources. Individuals in crisis must be screened
and triaged within fifteen (15) minutes of arrival.

1. Walk-in crisis agencies are exempt from assessment requirements in part 2.12.2 and 2.12.3 of
these rules. Walk-in crisis agencies shall complete a crisis assessment, in full, on a
BHA-created form that is available on the BHA’s website, if clinically indicated by the
initial screening in part 2.12.1 of these rules.

B. Prior to an individual leaving a walk-in crisis agency, screenings must be reviewed by a crisis
professional who is licensed or a candidate receiving supervision from a licensee.

1. Walk-in crisis agencies shall refer all individuals seeking crisis services to appropriate resources
based on the Level of care indicated by the screening or crisis assessment.  

C. Walk-in crisis services must include:

1. Brief intervention, stabilization and de-escalation intended to maintain stability in the community,
whenever possible to include such activities as:

a. On-site interventions, including solution-focused crisis counseling, for immediate de-escalation of
presenting behavioral health issues.

b. Coordination with other providers involved in the individual’s or individual’s family’s care.

c. Skill development, psychosocial education and initial identification of resources needed to
stabilize the presenting situation.

d. Crisis prevention strategies, including resources to cope with presenting emotional symptoms,
behaviors, and existing circumstances to avoid future crises.

e. Immediate coordination with other crisis providers when needed (e.g., crisis stabilization units and
respite, psychiatric emergency services).

f. Prioritization of remaining in the community, especially for children. Prioritize crisis response in
home and community-based settings, including schools, recreational centers,
homeless shelters, and other community centers for children.

g. Lethal means restriction.

h. Peer support to reduce stigma and build connection.

i. Identifying and engaging natural supports.

2. Substance use services:
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a. Walk-in crisis agencies shall provide harm reduction interventions, including the administration of
opioid receptor antagonists to reverse an overdose, if needed.

b. Evaluation of withdrawal management needs. Walk-in crisis agencies may offer withdrawal
management services if endorsed to provide such services. 

c. Evaluation of appropriateness for medication-assisted treatment (MAT) and referrals to providers
that can initiate treatment as indicated.

3. Physical health screen, if indicated, to inform crisis planning and/or as part of the clearance
practice.

a. Physical health screens may be provided by qualified walk-in crisis agency personnel or through
coordination or referral to a medical provider.

4. Referrals:

a. Walk-in crisis agency personnel are responsible for referrals and warm hand-offs to health and
social services and supports, including withdrawal management and
medication-assisted treatment, as needed. 

b. Walk-in crisis agency personnel must make documented efforts to schedule follow-up
appointments within seven (7) business days of referral. 

6.3.4 Personnel Requirements 

A. A walk-in crisis agency must be staffed twenty-four (24) hours per day, seven (7) days per week,
and 365 days per year. 

B. A walk-in crisis agency must include a number of trained professionals on their team which may
include licensees, psychiatrists and other authorized prescribers; peer support professionals;
case managers; nurses; and other trained crisis personnel. 

C. A walk-in crisis agency must employ sufficient personnel to ensure that the provision of services
meets the needs of individuals. At minimum, the agency must have two (2) personnel on-site at
all times. 

D. A walk-in crisis agency must always be staffed by crisis professional licensees or crisis
professionals receiving supervision from a licensee who can lead the crisis assessment and
intervention. 

E. A walk-in crisis services agency must have access to a licensee within fifteen (15) minutes via
telehealth if one is not available onsite.

F. Every agency endorsed to provide walk-in crisis services must employ or contract with a peer
support professional who may lead initial engagement and assist with follow-up services. Any
recovery support services rendered by peer support professionals shall be provided in
accordance with part 3.1 through 3.5 of these rules.

G. A walk-in crisis agency must include a personnel member trained in working with children,
families and their caregivers who experience crisis.  

H. A walk-in crisis agency must develop a training plan for personnel to ensure expertise in
addressing and responding to individuals with physical or intellectual/developmental disabilities
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(I/DD), traumatic brain injury, severe mental illness, serious emotional disturbance, substance use
disorders, co-occurring disorders, and other cognitive or neurodiverse needs who are in crisis.

I. A walk-in crisis agency may develop contractual relationships with local providers with expertise
in working with the populations referenced in part 6.3.4.H of this Chapter above. These providers
must be engaged during or immediately after initial face-to-face intervention as needed to support
individuals in crisis who do not already have an existing relationship with a provider. Telehealth
may be used to secure expertise for individuals served by the mobile crisis response team with a
physical or I/DD.

J. Providers seeking crisis professional status must complete training required by the BHA found on
the BHA website. Status will be tracked on a yearly basis by the BHA.      

6.4 Crisis Stabilization Units

6.4.1 Applicability

A. These rules set forth in this section 6.4 are established to create standards for and apply to
agencies with an endorsement to operate a crisis stabilization unit (CSU). 

6.4.2 Standards for crisis stabilization services 

A. Crisis stabilization services must meet the requirements of part 2.12 of these rules, including, but
not limited to requirements for screening, initial assessment, and comprehensive assessment,
with the following additions: 

1. Comprehensive assessments must be completed within twenty-four (24) hours of admission of an
individual;

2. Medical and medication treatment in accordance with parts 11.8 and 11.17.13 of these rules and
coordination with medical services;

3. Peer support, in accordance with Chapter 3 of these rules, when clinically appropriate; 

4. Discharge and service planning in accordance with part 2.10 and 2.13 of these rules;

5. Safety planning:

a. Safety planning is required, and safety plans must be developed in collaboration with the
individual and the individual’s family members and/or other social supports, if not
clinically contraindicated. 

b. Safety plans must include psychiatric advance directives.

6. Care coordination and referral services.

B. Crisis stabilization services must include, at a minimum: 

1. Medication management; and

2. Individual and/or group counseling.

C. The agency shall ensure individuals admitted for crisis stabilization services cannot be
appropriately treated in a less restrictive setting. 
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D. The individual must be assessed for continued appropriateness for treatment in the crisis setting
at least every three (3) days. 

1. When an individual’s assessment indicates the individual should be transferred to a different
setting but placement in that setting is delayed due to lack of availability, the agency shall
document that in the service plan, and continue reassessing the individual in accordance
with part 6.5.2.A above.

2. Assessments for continued stays in the crisis stabilization setting past seven (7) days must
include consideration regarding whether the individual would be more appropriately
served, and should be transferred to, a different level of care.  

6.4.3 Crisis Stabilization Unit Staffing Requirements 

A. In addition to the walk-in crisis service staffing requirements listed in part 6.3.4 of these rules,
crisis stabilization units must have: 

1. Access to an authorized practitioner upon admission; and 

2. At minimum, one (1) on-site personnel member qualified to administer medications. 

6.5 Mobile Crisis Services 

6.5.1 Applicability

A. The rules set forth in this section 6.5 are established to create standards for and apply to
agencies with an endorsement to provide mobile crisis services pursuant to Section 27-60-104,
C.R.S.

6.5.2 General Provisions

A. Mobile crisis service agencies are intended to provide a timely paired mobile response as
described in part 6.5.3.B to a behavioral health crisis in the community. Mobile crisis service
agencies must provide referrals and facilitate transitions to other crisis agencies, behavioral
health entities, and community-based services as clinically indicated. 

B. All agencies providing mobile crisis services or responding to crisis calls shall meet critical
incident reporting procedures in accordance with part 2.16 of these rules. 

6.5.3 Service Provisions

A. Mobile crisis service agencies must have the capacity to: 

1. Intervene where the crisis occurs;

2. Coordinate multiple simultaneous requests for services; 

3. Work closely with law enforcement, emergency medical services, crisis hotlines, schools, and
hospital emergency departments; and

4. Serve priority populations. 

B. An agency’s mobile crisis response teams must arrive at the community-based location where a
crisis occurs within two (2) hours of accepting a dispatch request for rural and frontier areas as
defined in Section 23-76.5-101(6), C.R.S. and within one (1) hour of accepting a dispatch request
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for urban areas, including dispatch from the statewide hotline/988 either face-to-face or using
telehealth operations.      

1. The mobile crisis service agency shall develop policies for dispatch criteria related to serving: 

a. Populations listed in part 6.5.4.E of this Chapter

b. Individuals of all ages

c. Individuals demonstrating aggressive behavior

d. Individuals who are uninsured or unable to pay for services

e. Individuals who may lack Colorado residency or legal immigration status 

2. If the statewide hotline/988 requests a mobile crisis response, a mobile crisis service agency shall
immediately accept the request which means to affirm the request from the hotline and
immediately dispatch the mobile crisis response team. Rejected requests are subject to
review from the BHA or their designee. 

C. Mobile crisis service agencies must operate twenty-four (24) hours per day, seven (7) days per
week, and 365 days per year in providing community-based crisis intervention, screening, crisis
assessment on a BHA created form that is available on the BHA’s website, and referrals to
appropriate resources. 

D. The mobile crisis service agency must complete screening requirements as defined in part 2.12.1
of these rules. In addition to these screening requirements, the mobile crisis service agency must
also attempt to collect the following information:

1. Strengths and resources of the individual experiencing the crisis, their family members, and other
social supports

2. Recent inpatient hospitalizations and/or any current relationship with a behavioral health provider

3. Medications prescribed, medications taken recently, current prescriber and information about the
individual’s ongoing medication regimen

E. The screening process referenced in this section’s subpart D above must also include a rapid
determination as to whether the crisis warrants medical or law enforcement response. 

F. The mobile crisis service agency must administer a crisis assessment, in full, on a BHA-created
crisis assessment form that is available on the BHA’s website if clinically indicated by the initial
screening in part 2.12.1 of these rules. 

G. Mobile crisis service agencies through mobile crisis response teams shall develop crisis safety
plans in collaboration with individuals in crisis and their authorized family members and/or other
social supports, unless clinically contraindicated. The safety plan shall be in writing and copies of
the plan must be offered to the individual, the individual’s caregiver when applicable, and to other
service providers or social supports when authorized by the individual.

1. Safety plans must include any psychiatric advance directives in effect.

2. Safety plans shall also include:

a. Short-term strategies for immediate stabilization
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b. Long-term strategies to support a return to the pre-crisis level of functioning

c. Referrals to services, supports, and resources identified by the mobile crisis team.     

H. Mobile crisis teams of a mobile crisis service agency must follow-up with an individual and
authorized caregiver and/or family member(s) by phone or in-person, based on clinical need and
individual preferences, within twenty-four (24) hours from when services are provided. Follow-up
attempts must be documented in the individual’s record.

I. Mobile crisis response teams of a mobile crisis service agency must provide brief intervention,
stabilization and de-escalation services intended to maintain stability in the community, whenever
possible. This may include but is not limited to: 

1. On-site interventions, including solution-focused crisis counseling, for immediate de-escalation of
presenting behavioral health issues.

2. Coordination with other providers involved in the individual’s or family’s care.

3. Skill development, psychosocial education and initial identification of resources needed to
stabilize the presenting situation.

4. Crisis prevention strategies and resources to cope with presenting emotional symptoms,
behaviors and existing circumstances and avoid future crises.

5. Immediate coordination with other crisis providers, including peer support professional services,
when needed. Other crisis providers may include walk-in centers, crisis stabilization units
and respite, psychiatric emergency services.

6. Prioritization of remaining in the community, especially for children and young people. Prioritize
crisis response in home and community-based settings, including schools, recreational
centers, homeless shelters, and other community centers for children.

7. Provide harm reduction interventions, including the administration of an opioid receptor
antagonist to reverse an overdose, when needed. 

8. Evaluation of appropriateness for medication-assisted treatment (MAT) and referrals to providers
that can initiate treatment as indicated. 

J. Mobile crisis response teams of a mobile crisis service agency must provide or coordinate
clinically appropriate and accessible transportation to an appropriate level of care as needed
following a response. An agency’s mobile crisis team may only provide transportation directly if
they are appropriately licensed by their county as a secure transportation provider. 

6.5.4 Personnel Requirements

A. All mobile crisis service agencies must include a mobile crisis response team. Every mobile crisis
response team must include a licensee or must have a licensee immediately available via
telehealth. Mobile crisis response teams may also include a number of trained professionals on
their teams including emergency medical technicians, community paramedics, peer support
professionals, mobile crisis case managers, nurses, and other trained crisis personnel. 

B. Every mobile crisis response team must include a crisis professional who can lead the crisis
assessment and intervention.  
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C. Every agency endorsed to provide mobile crisis services must employ or contract with a peer
support professional who can be included in the mobile crisis response team as appropriate and
available, and who may take the lead on initial engagement and assist with follow-up services.

1. A peer support professional must be available for follow-up services within one (1) business day
of the crisis response.

D. Every mobile crisis response team must include a personnel member with specific training and
expertise in serving children and their caregivers who experience crisis.  

E. Personnel on a mobile crisis response team must be trained in responding to individuals with
physical or intellectual/developmental disabilities (I/DD), traumatic brain injury, severe mental
illness, serious emotional disturbance, substance use disorders, co-occurring disorders, and
other cognitive or neurodiverse needs who are in crisis.

F. Mobile crisis service agencies may develop contractual relationships with local providers with
expertise working with the populations referenced in 6.4.4.H of this Chapter. These providers
must be engaged during or immediately after initial face-to-face intervention as needed to support
individuals in crisis who do not already have an existing relationship with a provider. Telehealth
may be used to secure expertise for individuals served by the mobile crisis response team with a
physical disability or I/DD.

G. Mobile crisis service agencies must develop a training plan to ensure expertise in addressing
specific population needs as described in part 6.3.4.H of this section. If not utilizing contractual
relationships to meet requirements in part 6.5.4.F of this section, the plan must address training
for serving populations described in that part. 

6.6 Respite Care Services

6.6.1 Applicability

A. These rules set forth in this section 6.6 are established to create standards for and apply to
agencies with an endorsement to provide residential or community-based respite care services.

6.6.2 General Provisions

A. Residential or community-based respite care services provide temporary or short-term care by a
licensee, candidate or other personnel based on the level of care being provided and is designed
for an individual that has experienced a self-defined crisis. Crisis respite is intended to be a
flexible intervention or set of services based on the presenting concerns of the individual in a
self-defined crisis and must have the capacity to: 

1. Provide supports necessary to alleviate the conditions leading to the initial crisis; and

2. Enhance an individuals’ sense of safety and agency in managing their crisis.

B. Residential or community-based respite care services include a range of short-term services
twenty-four (24) hours per day, seven (7) days per week, and 365 days per year. Respite care
services shall be flexible to ensure that the individual’s daily routine is maintained.

C. Length of stay determinations must be ongoing, transparent to the individual and family to the
extent allowable under state and federal privacy laws, and jointly determined by the individual,
family, respite provider, and treatment team. 
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D. In order to be eligible for residential or community-based respite services, an individual that has
experienced a behavioral health crisis must: 

1. Be referred by personnel within other agencies endorsed pursuant to this Chapter 6; 

2. Agree to residential or community-based respite services; 

3. Not meet emergency procedure criteria outlined in Section 27-65-106, C.R.S., Care and
Treatment for Persons with Mental Illness; 

4. Present a minimal risk of significant withdrawal complications; 

5. Cooperate with program guidelines; and 

6. Be able and willing to participate, with accommodations if needed, in forming a service plan. 

6.6.3 Service Provisions

A. Services must be intended to improve/maintain the condition and functional level of the individual
and prevent relapse or hospitalization while providing a safe environment to address precipitating
factors to the crisis. Services must include structure, support, and care coordination, and may
include but not be limited to the following:

1. Comprehensive assessment as described in part 2.12.3 of these rules;

2. Assistance with monitoring, completing, or prompting of activities of daily living (ADLs);

3. Assistance with medical and physical health needs, including medication administration and
monitoring;

4. Life skills and environmental maintenance;

5. Assistance/supervision needed by an individual to participate in social, recreational and
community activities;

6. Referral to and establishing a stronger connection to community resources;

7. Relationship building; 

8. Safety planning;

9. Stigma reduction; and

10. Monitoring of personal hygiene, nutritional support, safety, and environmental maintenance.

6.6.4 Personnel Requirements

A. Respite agency personnel shall be multidisciplinary, with the intention of subclinical stabilization,
responsive to the unique needs of the individual. Respite agency personnel shall include
expertise in meeting the need of children if the agency holds a Children and Families
endorsement, which includes but is not limited to:

1. Child and family peer support providers; psychiatrists, psychiatric nurse practitioners, or
physicians; and social workers, counselors, and crisis specialists; 
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2. Have personnel who can assess physical health needs and deliver care for most minor physical
health challenges;

3. Have an identified pathway to transfer the child to more medically staffed services, if needed; and

4. Ensure that personnel have child and family expertise and experience, training in
trauma-responsive care and cultural responsiveness.

B. Peer support professionals must be utilized in accordance with Chapter 3 of these rules if
providing residential or community-based respite services.

C. Every respite agency must include a licensee or must have a licensee immediately available via
telehealth.

6.6.5 Respite Care Settings

A. Respite care services may be provided in residential or community-based settings.

1. Residential respite care services must comply with residential and overnight requirements in
accordance with part 2.26 of these rules. 

2. Community-based respite care services may be provided in the individual's home or community
as a temporary relief from stressful situations or environments, or to provide additional
support in the individual’s home environment.     

6.7 Acute Treatment Services

6.7.1 Applicability

A. These rules set forth in this section 6.7 are established to create standards for and apply to
agencies with an endorsement to operate an acute treatment unit (ATU). 

6.7.2 Standards for Acute Treatment Services

A. Agencies providing acute treatment unit services must be designated pursuant to Chapter 11 of
these rules.

B. The agency shall ensure the admission/discharge criteria and service planning requirements in
part 2.10 and 2.13.1 of these rules, as well as assessment requirements in parts 2.12.2 and
2.12.3 of these rules are met with the following additions: 

1. The agency shall ensure individuals admitted for acute treatment services are age eighteen (18)
years or older, in need of psychiatric care, and cannot be appropriately treated in a less
restrictive setting. 

2. The individual shall be assessed for continued appropriateness for treatment in the acute
treatment services setting at least every three (3) days. Individual stays may be extended
when such extension is determined to be the most appropriate course of treatment based
on an updated individual assessment and service plan, as follows: 

a. When an individual’s assessment indicates the individual should be transferred to a different
setting but placement in that setting is delayed due to lack of availability, the
agency shall document that in the service plan, and continue to reassess the
individual in accordance with part 6.7.2.B.2.    
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b. Assessments for continued stays in the acute treatment services setting past ten (10) days shall
include consideration regarding whether the individual would be more
appropriately served, and should be transferred to, a different level of care. 

3. An individual may only be admitted into a locked setting if there is no less restrictive appropriate
alternative and admitting to a locked facility is in compliance with Chapter 11 of these
rules. 

4. An individual may be admitted into a 27-65 designated facility on a voluntary basis, as long as the
following requirements are met and the individual signs a form that documents the
following: 

a. The individual is aware the setting is locked. 

b. The individual has the ability to exit the setting with personnel assistance. 

5. An individual who is an imminent danger to self or others may only be admitted to acute treatment
services upon completion of the agency’s comprehensive assessment and determination
that the individual’s safety and the safety of others can be maintained. 

6. If an individual is admitted and personnel subsequently determine the individual’s behavior
cannot be safely and successfully treated in the acute treatment services location, the
agency shall make arrangements to transfer the individual to the nearest hospital or other
appropriate level of care for further assessment and evaluation. 

7. The agency shall have policies that identify when an individual requires a physical health
assessment by a qualified licensed practitioner, including, but not limited to: 

a. Within twenty-four (24) hours of admission; 

b. When there is a significant change in the individual’s condition; 

c. When the individual has evidence of a possible infection, such as swelling or open sores; 

d. When the individual experiences an injury or accident that might cause a change in condition;

e. When the individual has known exposure to a communicable disease; or 

f. When the individual develops any condition that would have initially precluded admission to the
acute treatment service setting. 

8. The agency shall ensure the individual’s service plan is created within twenty-four (24) hours after
admission. Such service plan shall include any special dietary instructions, physical or
cognitive limitations, and a description of the services which the agency will provide to
meet the needs identified in the individual’s assessment(s). 

a. The individual may request a modification of the services identified in the service plan at any
time. 

b. The service plan shall include goals of the acute treatment services stay and standards to be met
for discharge. 

C. The agency shall ensure acute treatment services meet personnel training requirements in
accordance with part 2.14.3 of these rules, with the following additions: 
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1. The agency’s administrator shall have training in assessment skills, nutrition, and identifying and
dealing with behavioral health crises and behavior management, and be responsible for
the overall direction and supervision of personnel;  

2. The agency’s clinical director shall have training in assessment and identifying and treating
individuals who display behaviors that are common to individuals with severe and
persistent mental health disorders; and 

3. The agency shall ensure the staffing level in each physical location providing acute treatment
services is adequate to provide services to meet the needs of the individuals at the
location, in accordance with the individuals’ service plans. 

D. The agency shall ensure compliance with parts 2.15 and part 11.17.15 of these rules, regarding
medication administration, storage, handling, and disposal.

E. The agency shall establish written house rules for the acute treatment services setting which do
not violate or contradict rules found in this Chapter 6, and which do not restrict an individual’s
rights. Such house rules shall be provided to the individual upon admission and be prominently
posted at the location services are provided. 

F. Alternate building standards. The following building standards shall apply only to the physical
locations in which acute treatment services are provided. 

1. The interior environment shall be clean and sanitary, free of hazards to health and safety,
including: 

a. Layout, finishes, and furnishings must minimize the opportunity for residents to injure themselves
or others. 

b. Interior areas, finishes, and furnishings must be maintained in good repair and promote sanitary
conditions. All spaces shall have adequate heat, lighting, and ventilation sufficient
for its intended use and individual needs. 

c. Windows that can be accessed by individuals must have security glazing or other appropriate
security features to reduce the possibility of injury or elopement. 

d. Items/substances that could be used for self-harm or harm to others, including, but not limited to,
sharp knives and cleaning solutions, must be appropriately labeled and stored in
a safe manner, inaccessible to individuals. 

e. The physical location shall be maintained free of infestations of insects and rodents and all
openings to the outside must be screened. 

f. An adequate supply of safe, potable water must be available. 

g. Hot water shall not be more than 120 degrees Fahrenheit at taps which are accessible by
individuals, and there must be a sufficient supply of hot water to meet the needs
during peak usage.  

G. The agency shall provide a clean, sanitary, and secure exterior environment for the year-round
use of individuals, free of hazards to health and safety. 

1. Exterior areas must be maintained to prevent hazardous slopes, holes, or other hazards, and
must be kept free of high weeds and grass, garbage, and/or rubbish. 
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2. Secure outdoor areas shall be fenced or enclosed to prevent elopement and protect the safety
and security of individuals. 

H. The agency shall ensure the following standards are met regarding the physical operation of the
acute treatment services location: 

1. The agency’s physical operation shall be in compliance with all applicable: 

a. Local zoning, housing, fire, and sanitary codes and ordinances of the city, city and county, or
county where the location is situated.

b. State and local plumbing laws and regulations, including that plumbing must be maintained in
good repair, free of the possibility of backflow and back siphonage through the
use of vacuum breakers and fixed air gaps, in accordance with state and local
codes.    

c. Sewage disposal requirements, including that sewage must be discharged into a public sewer
system or disposed of in a manner approved by the local health department, or
local laws if no local health department exists, and the Colorado water quality
control commission. 

2. The agency shall have common areas adequate to accommodate all individuals, including a
designated dining area capable of seating all individuals, and meeting the following
accessibility requirements: 

a. All common areas and dining areas must be accessible to individuals using an auxiliary aid
without requiring transfer from a wheelchair to walker or from a wheelchair to a
regular chair. 

b. Doors to individual accessible rooms shall be at least thirty-two (32) inches wide. 

c. A minimum of two entryways shall be provided for ingress and egress from the building by
individuals using a wheelchair. 

3. The following requirements must be met for bedrooms: 

a. No individual may be assigned to any room other than a regularly designated bedroom.
Temporary occupancy of a room not designated as a bedroom is permissible on
a limited basis when the use of the assigned bedroom is contraindicated due to
circumstances related to individual safety or emergent issues. Justification for
such placement, and the length of placement, shall be documented in the
individual record. 

b. No more than two (2) individuals shall reside in a bedroom. 

c. Each bedroom for individuals must have at least 100 square feet for a single individual, or 120
square feet for two residents. Bathroom areas and closets shall not be included
in the determination of square footage. 

d. Each individual shall have separate storage facilities adequate for personal Articles, such as a
closet or locker, available inside their bedroom. Shelves may be provided for
folded garments in lieu of hanging garments. 
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e. Each bedroom must include a comfortable, standard-sized bed with a clean mattress, mattress
protector, pillow, rollaway-type beds, cots, folding beds, or bunk beds are not
permitted. 

f. The bedroom shall have a safe and sanitary method to store the individual’s towel, such as a
breakaway towel rack. 

g. Extension cords and multiple-use electrical sockets shall be prohibited in individual bedrooms. 

h. The bedroom shall include a chair unless contraindicated, in which case alternate seating shall be
provided in close proximity to the bedroom. 

4. The following standards must be met for bathrooms: 

a. Each floor with bedrooms must have at least one bathroom which can be accessed without
entering a bedroom. 

b. The physical location of the agency’s operations must have at least one full bathroom accessible
to any individual using an auxiliary aid, including properly installed grab bars at
each tub and/or shower, and adjacent to each toilet.    

c. Bathtubs and shower floors must have non-skid surfaces. 

d. Toilet seats shall be constructed of non-absorbent materials and free of cracks. 

e. Individuals must have individualized personal care Articles and supplies, such as soap and
towels, and such Articles and supplies shall not be shared. 

f. Toilet paper must be available at all times in each bathroom. 

g. Liquid soap and paper towels must be available at all times in the common bathrooms. 

5. The following standards must be met for seclusion rooms: 

a. The seclusion room must be constructed to prevent an individual from hiding, escaping, being
injured, or dying by suicide, and must be free of all protrusions, sharp corners,
hardware, fixtures or other devices, and furnishings which may cause injury to
the individual. 

b. The seclusion room must maintain a temperature appropriate for the season. 

c. The seclusion room must be located in a manner affording direct observation of the individual by
personnel. 

d. The seclusion room must have a window that allows someone outside the room to see into all of
the corners of the room. All windows in the seclusion room must be constructed
to prevent breakage and otherwise prevent self-harm. 

e. Doors to the seclusion room shall be at least thirty-two (32) inches wide and must open outward. 

f. Light fixtures and other electrical outlets in the seclusion room must be limited to those required
and necessary, must be recessed, and must be constructed to prevent self-harm.
Such fixtures and outlets must be controlled by labeled on/off switches located
outside the seclusion room. 
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6. The agency shall meet the following requirements regarding linen and laundry: 

a. The agency may have laundry room(s) with residential-style washer(s) and dryer(s) in an area
with adequate square footage and ventilation for the number of washers and/or
dryers included in the space. 

b. The laundry room(s) must not be used for storage of soiled or clean linen. 

c. There must be a separate enclosed area for receiving and holding soiled linen until ready for
pickup or processing, in addition to a separate enclosed area for clean linen
storage. 

d. There must be hand-washing, or other appropriate hand-sanitizing, facilities in each area where
unbagged, soiled linen is handled.

Chapter 7: Emergency and Involuntary Substance Use Disorder Commitment Services 

7.1 Authority and Applicability

A. Chapter 7 establishes the standards for emergency and involuntary commitment of a person with
a substance use disorder. The authority to promulgate these rules necessary to carry out the
BHA’s programs for emergency and involuntary commitment of a person with a substance use
disorder comes from Section 27-50-107(3), C.R.S. and Section 27-50-502(1), C.R.S. authority for
BHA administration of these programs is found in Section 27-50-105(1)(pp), C.R.S. and Section
27-50-105(1)(qq), C.R.S.

B. These rules are established to create standards for agencies seeking an endorsement to provide
services to individuals on emergency substance use disorder commitments pursuant to Section
27-81-111, C.R.S. and Section 27-81-112, C.R.S.

C. All agencies providing services to individuals on emergency substance use disorder commitments
shall meet the standards in this Chapter 7. If the agency requires a BHE license, the agency shall
comply with Chapter 2 of these rules.  

7.2 Emergency Substance Use Disorder Commitment Services 

A. Emergency commitment policies and procedures, based on compliance with Section 27-81-111,
C.R.S., shall be developed and implemented by the licensed and appropriately endorsed agency
providing withdrawal management services pursuant to Chapter 4 (Outpatient and High Intensity
Outpatient Services) or Chapter 5 (Residential Services) of these rules. Such policies and
procedures shall require agency personnel to: 

1. Ascertain if grounds for commitment exist; 

2. Assure that individuals and their legal representatives receive copies of the application for
emergency commitment forms and are advised verbally and in writing of the right to
challenge commitment through the courts; and, 

3. Determine when grounds for emergency commitment no longer exist. 

B. The treatment agency administrator shall designate, in writing, qualified personnel who meet the
criteria established in part 5.6.2.F of these rules, to assume responsibility for accepting,
evaluating, informing, and providing treatment to individuals on an emergency commitment. 
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C. Applications for emergency commitments must be prepared on BHA designated forms available
on the BHA website. 

D. Daily evaluations shall be completed for the continuance of an emergency commitment. Daily
evaluations shall be documented in the individual record. 

E. If individuals on an emergency commitment require treatment in other licensed and appropriately
endorsed withdrawal management programs, transfers shall be managed by the programs that
initially authorized the commitments. 

F. When transferring individuals, withdrawal management programs shall use BHA designated
transfer forms available on the BHA website. Completed copies shall be given to: 

1. Individuals and/or their legal representatives; and, 

2. The withdrawal management programs to which individuals are being transferred. 

G. When a child is transferred and/or the child's emergency commitment has been discontinued,
parents or legal guardians who have given permission for treatment must receive copies of
transfer form and emergency commitment form. 

H. When it is determined that grounds for an emergency commitment no longer exist, the individual
must be transferred to voluntary status and the emergency commitment shall be discontinued and
documented. A copy of the emergency commitment form that specifies discontinuation of the
emergency commitment must be given to the individual and made part of the individual record as
described in part 2.11 of these rules.

I. Discharge summaries, as outlined in part 2.10.A.6 of these rules must be submitted to the BHA,
the referring source, and to the referral agency in accordance with state and federal
confidentiality laws and regulations. 

7.3 Involuntary Substance Use Disorder Commitment Services

A. These rules are established to create standards for agencies seeking an endorsement to provide
services for individuals on involuntary substance use disorder commitments pursuant to Section
27-81-112, C.R.S.

7.3.1 General Provisions

A. Involuntary commitment policies and procedures must be developed and implemented based on
and in compliance with Section 27-81-112, C.R.S.

B. The BHA may delegate physical custody of individuals involuntarily committed to an appropriate
approved treatment agency pursuant to Section 27-81-112(5), C.R.S. 

C. Passes may be issued to individuals on involuntary commitments in residential settings only if
they are directly related to treatment. Passes shall not be issued during the initial thirty (30) days
of treatment, except in emergencies, as defined in part 1.2 of these rules, and with BHA approval.

D. The following information shall be reported to the BHA using the process outlined on the BHA
website: 

1. Non-compliance with program requirements shall be reported within three (3) business days;

2. Non-compliance with court orders shall be reported within 24 hours; 
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3. Failure to appear for admission to treatment shall be reported within 24 hours; 

4. Leaving treatment in violation of court orders shall be reported within 24 hours; 

5. Failure to return from passes shall be reported within 24 hours; and,

6. Monthly treatment status reports shall be due by the 15th day of the month. 

E. Discharge summaries, as outlined in part 2.10.A.6 of these rules shall be submitted to the BHA,
the referring source, and to the referral agency in accordance with state and federal
confidentiality laws and regulations.

F. An agency may not grant an individual’s requests for early discharge and/or transfer to other
treatment programs without first obtaining BHA approval. 

7.3.2 Personnel Requirements 

A. Primary counselors for individuals on an involuntary commitment, means the following behavioral
health professionals trained in substance use disorder identification and treatment and acting
within their scope of practice:

1. Authorized practitioner;

2. Licensee;

3. Certified addiction specialist (CAS); or,

4. Candidate personnel.

B. All of the personnel noted in part 7.3.2.A above shall complete at least fourteen (14) hours of
training in interviewing techniques related to engaging individuals in treatment.

C. Copies of primary counselor credentials and other relevant documentation shall be maintained in
counselor personnel files as described in part 2.5.G of these rules.

Chapter 8: Services for Children and Families

8.1 Authority and Applicability 

A. Chapter 8 establishes standards for agencies seeking an endorsement to provide services for
children and families. Rules include requirements for individual assessment, treatment and
patient rights. The authority for these standards comes from Section 27-50-502(1)(a)(I), C.R.S.
authority to promulgate these rules establishing additional competencies related to serving priority
populations, including children, comes from Section 27-50-502(6) C.R.S., and for children
Sections 27-50-301(3)(c), C.R.S., 27-50-301(5), C.R.S., and 27-50-107(3), C.R.S. 

B. These rules are established to create standards for agencies seeking an endorsement to provide
psychotherapy services, as defined in part 1.2 of these rules, and services for children and
families. Services for children and families include Behavioral Health Early Intervention and
Outpatient Services as outlined in part 4.1 through 4.4.3 of these rules, Behavioral Health
High-Intensity Outpatient Services as outlined in part 4.6 through 4.7.4 of these rules, Behavioral
Health Residential Services as outlined in part 5.1 through 5.3.3 of these rules and part 5.5
through part 5.6 of these rules and part 5.9 through 5.9.5 of these rules and Emergency and
Crisis Behavioral Health Services as outlined in part 6.1 through 6.7.2 of these rules.
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C. All agencies providing psychotherapy services and children and family services must meet the
standards in this Chapter 8. If the agency requires a BHE license, the agency shall comply with
Chapter 2 of these rules.  

D. An agency with a Children and Families endorsement must also have at least one other
endorsement of these rules. 

8.2 Behavioral Health Services for Children 

8.2.1 Criminal History Record Check

A. In addition to criminal background checks required under part 2.6.D of these rules, agencies
must, prior to hiring or accepting new personnel, submit to the Federal Bureau of Investigation
(FBI) a complete set of fingerprints taken by a qualified law enforcement agency to obtain any
criminal record held by the FBI, for each prospective personnel. Payment of the fee for the
criminal record check is the responsibility of the agency. No direct contact with children may take
place until the background check is cleared by the FBI. 

8.3 Rights of Children 

A. Parents or legal guardians must be contacted without the child’s written or verbal consent, unless
notifying the parent or legal guardian would be inappropriate or detrimental to the minor’s care
and treatment, as authorized by Section 12-245-203.5(7), C.R.S., if: 

1. The child presents or communicates a danger to self or others, including a person who is
identifiable by the person’s association with a specific location or entity.

B. Section 27-65-104(1), C.R.S. allows children who are fifteen (15) years of age or older, with or
without the consent of a parent or legal guardian, to knowingly consent to mental health services,
which includes the provision of psychotropic medications.

8.3.1 Rights of Children Receiving Outpatient Services

A. Agencies must obtain parental or legal guardian consent for children under fifteen (15) years of
age, with the following exception:

1. Section 12-245-203.5(2), C.R.S., allows psychotherapy services, as defined in Section
12-245-202(14)(a), C.R.S., to be provided to a child who is twelve (12) years of age or
older, with or without the consent of the child’s parent or legal guardian, if the child is
knowingly and voluntarily seeking such services and the provision of psychotherapy
services is clinically indicated and necessary to the child’s well-being. The following
mental health professionals are the only professionals within an agency allowed to
provide outpatient psychotherapy services in an outpatient setting to a child who is twelve
(12) years of age or older, without the consent of the child’s parent or legal guardian: 

a. A professional person as defined in Section 27-65-102(27), C.R.S., which means a person
licensed to practice medicine in this state, a psychologist licensed to practice in
this state, or a person licensed and in good standing to practice medicine in
another state or a psychologist licensed to practice and in good standing in
another state who is providing medical or clinical services at a treatment facility in
this state that is operated by the Armed Forces of the United States, the United
States Public Health Service, or the United States Department of Veterans
Affairs; 
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b. A mental health professional licensed pursuant to Article 245, of Title 12, C.R.S., which in
accordance with Section 12-245-203.5, C.R.S., includes:

 (1) A licensed psychologist or a psychologist candidate pursuant to Section 12-245-301 through
-309, C.R.S.; 

(2) A licensed clinical social worker or a licensed social worker candidate pursuant to Section
12-245-401 through -410, C.R.S.; 

(3) A marriage and family therapist licensed or a licensed marriage and family therapist candidate
pursuant Section 12-245-501 through -506, C.R.S.; 

(4) A licensed professional counselor or a licensed professional counselor candidate pursuant to
Section 12-245-601 through -607, C.R.S.; and,

(5) A licensed addiction counselor or an addiction counselor candidate licensed pursuant to Section
12-245-801 through -806, C.R.S.

2. A child may not refuse psychotherapy services when a mental health professional and the child’s
parent or legal guardian agree psychotherapy services are in the best interest of the
child. 

3. If the child voluntarily seeks psychotherapy services on their own behalf pursuant to Section
12-245-203.5(2)(a), C.R.S.:

a. The mental health professional may notify the child’s parent or legal guardian of the
psychotherapy services given or needed, with the child’s consent, unless
notifying the parent or legal guardian would be inappropriate or detrimental to the
child’s care and treatment.

b. The mental health professional shall engage the child in a discussion about the importance of
involving and notifying the child’s parent or legal guardian and shall encourage
such notification to help support the child’s care and treatment; and,

c. Notwithstanding the provisions of Section 12-245-203.5(3)(a), C.R.S., a mental health
professional may notify the child’s parent or legal guardian of the psychotherapy
services given or needed, without the child’s consent, if, in the professional
opinion of the mental health professional, the child is unable to manage the
child’s care or treatment.

4. A mental health professional shall fully document in the child’s individual record, when the mental
health professional attempts to contact or notify the child’s parent or legal guardian and
whether the attempt was successful or unsuccessful, or the reason why, in the mental
health professional’s opinion, it would be inappropriate to contact or notify the child’s
parent or legal guardian. 

a. If the child seeks psychotherapy services on their own behalf pursuant to Section
12-245-203.5(2)(a), C.R.S., documentation must be included in the child’s
individual record, along with a written statement signed by the child, indicating
the child is voluntarily seeking psychotherapy services.

5. In addition to the individual rights specified in part 2.7 of these rules, children who meet the
requirements of part 8.3.1.A.1, without the consent of a parent or legal guardian, have the
right to: 
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a. Consent to release of information

8.3.2 Rights of Children in Hospitalization

A. In addition to the individual rights specified in part 2.7 of these rules, and notwithstanding any
other provision of law, a child who is fifteen (15) years of age or older, with or without the consent
of a parent or legal guardian, has the right to consent to receive behavioral health services to be
rendered by an agency, a professional person, or a mental health professional pursuant to
Section 27-65-104(1), C.R.S., in any practice setting;

1. Consent to voluntary hospitalization for mental health services; 

2. Object to hospitalization and to have that objection reviewed by the court under the provision of
Section 27-65-104(6), C.R.S.; and

3. Consent to release of information.

B. Children who are under the age of fifteen (15), have the right to object to hospitalization and to
have a guardian ad litem appointed pursuant to Section 27-65-104(6)(b),(c), C.R.S.

8.4 Screening and Assessment of Children  

A. Agencies shall follow screening as required in part 2.12.1 of these rules.

B. Agencies shall follow the requirements of part 2.12.2 and part 2.12.3 of these rules in addition to
the following: 

1. Comprehensive assessments must include an evaluation of the family's, or legal guardian’s social
determinants of health, as well as needs and strengths that may pertain to the child’s
treatment. If family or legal guardian basic needs are identified, including, but not limited
to, food, clothing, shelter and health, this must be addressed in the individualized and
family-oriented service plan and referral made to the identified services and supports, if
needed. Such comprehensive assessments will maintain the confidentiality of participants
records in accordance with applicable state and federal laws. 

2. The comprehensive assessment must explore how the identified family members, natural
supports or legal guardians will be involved in whole person and Two (2) -Generational
behavioral health services. In the event that any person’s involvement is contraindicated,
the clinical rationale must be documented. 

3. The comprehensive assessment must also include a trauma assessment specific to children,
which can include but is not limited to: an ACEs screen, or a pediatric ACEs screener.
This shall be completed with the child utilizing any standardized screening tool. 

a. Parent(s) or legal guardian(s) shall be included, unless involvement in the screen is
contraindicated, then the clinical rationale must be documented in the individual
record. If completing the aces screen, parent(s) and/or legal guardian(s) shall
complete this separately. 

b. For clarity and accuracy, a child under the age of twelve (12), must be given the option to answer
the questions verbally to the provider.

4. The comprehensive needs and strengths assessment must be incorporated into the service plan,
reassessment, and discharge plan, when or where appropriate, and assess and triage for
the needs of a child, who are at least seventeen (17) years of age who is expected to
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require behavioral health services and supports beyond the age of eighteen (18). This
may include, but is not limited to:

a. Housing and/or housing stability;

b. Insurance or lack of insurance;

c. Transportation;

d. Employment and/or education;

e. Social supports;

f. Medical/dental needs; and

g. Food security and/or insecurity

8.5 Service Planning for Children and Families

A. Agencies shall follow part 2.13 of these rules, service planning and reviews, in addition to the
following:

1. The service plan must be developed in collaboration with the child, and the child’s parent or legal
guardian and be signed by the child, if the child is over the age of twelve (12), and by the
parent or legal guardian. In the event that involvement of the parent or legal guardian is
contraindicated, the rationale shall be documented. 

a. In all instances where prescription psychiatric medications are to be ordered as a part of a mental
health treatment program, the following information shall be provided, in an
accessible manner, to the child and parent(s) or legal guardian(s). 

(1) The name(s) of the medication being prescribed.

(2) The usual uses of the medication(s).

(3) The reasons for ordering the medication(s) for the child.

(4) A description of the benefits expected.

(5) The common side effects and common discomforts, if any.

(6) The major risks, if any.

(7) The probable consequences of not taking the medication(s).

(8) Any significant harmful drug or alcohol interactions, or food interactions.

(9) Appropriate treatment alternatives, if any; and,

(10) That the child may withdraw agreement to take the medication at any time.

2. A copy of the service plan shall be provided, upon request, to the child, if they are over the age of
twelve (12), and parent or legal guardian. In the event that involvement of the parent or
legal guardian would be detrimental to the child’s health, safety, or welfare, the rationale
shall be documented. 
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3. The service plan shall be individualized and use a Two (2)- Generational approach to include
family driven goals and objectives that address the child and family services, supports,
needs and building on their strengths and natural supports as identified in the
assessment. 

4. Service plans must be implemented in partnership with children and families. Service plans must
support planning and transition to another services and/or setting.  

Chapter 9: Women’s and Maternal Behavioral Health Treatment

9.1 Authority and Applicability 

A. Chapter 9 establishes the standards for agencies electing to provide Women’s and Maternal
Behavioral Health Treatment. Authority to promulgate rules establishing requirements for
individual assessment, treatment, and patient rights, comes from Sections 27-50-107(3) and
27-50-502(1)(a)(b), C.R.S. authority to promulgate these rules establishing additional
competencies related to serving priority populations comes from Section 27-50-502(6), C.R.S.
additionally, the BHA has authority to administer the treatment program for high-risk pregnant
women created pursuant to Sections 27-80-112 and 27-80-113, C.R.S. authority for BHA
administration of this program is found in Section 27-50-105, C.R.S. authority to promulgate rules
required for the administration of this program comes from Section 27-50-107(3)(a), C.R.S.

B. All agencies providing Women’s and Maternal Behavioral Health Treatment services shall meet
the standards in this Chapter 9. If the agency requires a BHE license, the agency shall comply
with Chapter 2 of these rules.

C. An agency with a Women’s and Maternal Behavioral Health Treatment endorsement shall also
have at least one level of care endorsement to provide substance use disorder treatment
pursuant to Chapters 4 through 7 of these rules.

9.1.1 General Provisions 

A. Personnel shall have documented training, experience, and access to supervision in
women-specific issues and services. Training and experience may include topics such as:

1. Trauma-informed care; 

2. Trauma; 

3. Women’s and/or pregnancy-related health during the reproductive years; 

4. Infertility; 

5. Pregnancy loss; 

6. Infant loss; 

7. Perinatal mood and anxiety disorders; 

8. Stigma and substance use disorder among pregnant and parenting women/ individuals and
perinatal substance exposure; 

9. Body image/disordered eating; 

10. Relationship violence/ healthy relationships; 
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11. Dyadic attachment/parenting; 

12. American Society of Addiction Medicine (ASAM) Criteria for parents or prospective parents
receiving addiction treatment concurrently with their children; and,

13. Child welfare reporting requirements and alternatives. 

B. Treatment for behavioral health shall be provided to and/or coordinated with family members,
unless clinically contraindicated. Clinical contraindications to this provision and referrals for
dyadic and/or family treatment must be documented in the individual record.

C. Agencies shall make every attempt to offer any pregnant or postpartum women/individuals’
admission to treatment within forty-eight (48) hours and shall demonstrate compliance with part
9.1.5.D.

D. Agencies providing gender specific women’s and/or pregnancy-related behavioral health
treatment may include the following components:

1. Emotional and physical safety of individuals take precedence over all other considerations in the
delivery of services, as outlined within trauma-informed principles;

2. Services designed to increase women’s and/or pregnancy-related access to wraparound
services, and engagement and retention of individuals (such as peer services,
transportation, childcare);

3. Women-only therapeutic environments;

4. Women-specific service needs and topic areas;

5. Program services shall directly address trauma issues currently manifesting in the individual’s life,
either through direct service provision or by referral; and,

6. Multiple modalities that meet the specific needs of women (group and individual therapy, case
management and opportunities for women to be in treatment with their children where
possible).

E. Agency policy and procedures must include the criteria for interventions offered and expected
outcomes of services delivered.

9.1.2 Screening 

A. In addition to the part 2.12.1 of these rules, screening shall include all the following unless
clinically contraindicated:

1. Screening and documentation of individual’s need for prenatal/postpartum care (where
applicable), primary medical care and family planning services; and

2. Screening and documentation of child safety issues and/or referrals for children in the individual’s
home that need behavioral health and/or medical care utilizing an evidence-based
instrument or best practice approach.

9.1.3 Treatment 

A. Service plans shall be established in accordance with part 2.13 of these rules and shall address
each of the need areas identified in part 9.1.3.B and 9.1.3.C.
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B. When not clinically contraindicated the following topic areas shall be addressed in treatment or
through comprehensive care coordination as outlined in part 2.9.G and the following, when
applicable:

1. Reductions or elimination of substance use;

2. Individual safety; 

3. Child safety;

4. Trauma;

5. Parenting, including attachment and co-regulation;

6. Ways in which behavioral health impacts family and relationships across the lifespan;

7. Primary care, medical care, lactation, pelvic health, dental health, reproductive health, and family
planning care;

8. Mental health, including parental mental health conditions; and

9. Nutrition assessment in relation to pregnancy, lactation, early childhood, and behavioral health.

C. Any agency that qualifies to provide services pursuant to Sections 25.5-5-202(1)(r), 27-80-112,
C.R.S. and 27-80-113, C.R.S., in regard to the Treatment Program for High-Risk Pregnant
Women, shall make available, in addition to substance use and addiction counseling and
treatment: 

1. Needs assessment services;

2. Preventive services;

3. Rehabilitative services;

4. Care coordination;

5. Psychosocial counseling;

6. Intensive health education;

7. Home visits;

8. Transportation;

9. Development of provider training;

10. Child care;

11. Child care navigation; and,

12. Other necessary components of residential or outpatient treatment or care.

9.1.4 Services for Pregnant and Postpartum Women/Individuals
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A. Pregnant women/individuals shall be given priority admission and/or care coordination to
treatment for substance use disorders. 

1. Agencies cannot deny services to pregnant and postpartum women/individuals due to sobriety
status.

B. Agencies shall develop policies and procedures for service delivery to pregnant and postpartum
women/ individuals, which shall include circumstances under which pregnant and postpartum
women/individuals may be discharged from treatment.

1. Pregnant women/individuals may not be discharged from treatment solely for failure to maintain
abstinence from substance use.

2. Every effort shall be made to retain pregnant and postpartum women/individuals in treatment for
the duration of their pregnancies in order to maintain an optimal period of abstinence
from substance use.

C. Every attempt shall be made to admit pregnant women/individuals to treatment within forty-eight
(48) hours of first contact between the woman/individual and the admitting program.

D. If a pregnant woman/individual is not admitted to treatment within forty-eight (48) hours of first
contact, the reason shall be clearly documented in their individual record. If the individual is
working with a care coordinator through their managed care entity or managed service
organization, the care coordinator shall be informed. Interim services shall be provided consisting
of the following at minimum:

1. Referral for prenatal care;

2. Information on the effects of alcohol and drug use on the fetus and perinatal individual;

3. Daily phone contact with the individual for those seeking residential care; and,

4. Education regarding the transmission and prevention of communicable diseases such as Human
Immunodeficiency Virus/Acquired Immune Deficiency Syndrome (HIV/AIDS),
Tuberculosis (TB), and Hepatitis A, B, or C.

E. Pregnant and postpartum women/individuals shall be linked to prenatal and postpartum care
immediately and barriers to accessing prenatal and postpartum care including, but not limited to
transportation to care, must be addressed, and documented in their individual record.

F. If a pregnant or postpartum woman/individual declines prenatal or postpartum care, this shall be
documented in the individual record, and offers for care shall continue to be offered at a minimum
of one attempted contact monthly and documented. If no contact occurs within six (6) months, the
reason shall be documented, and the agency is no longer required to contact. 

1. This does not include individuals who have completed their treatment goals or disengaged from
treatment. 

Chapter 10: Services for Criminal Justice-Involved Individuals

10.1 Authority and Applicability

A. Chapter 10 establishes the standards for and applies to BHEs providing services to criminal
justice involved individuals, including specific criminal justice programs. The BHA has authority
for administration of DUI treatment programs pursuant to Article 2 of Title 42, C.R.S., and Alcohol
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and Drug Driving Safety Education or Treatment pursuant to Section 42-4-1301.3, C.R.S. and
Section 27-50-105(1)(vv)(ww), C.R.S. authority to promulgate rules required for the administration
of this program comes from Section 27-50-107(3)(a), C.R.S. authority to promulgate rules
establishing requirements for individual assessment and treatment comes from Section
27-50-502(1)(a)(I), C.R.S. 

B. Services for criminal justice-involved individuals must generally be intended for individuals who
are referred into education and/or treatment services as a result of, or in connection to,
involvement with the criminal justice system. This does not include juvenile justice system
services that are regulated by the responsible state agencies as indicated in Section 19-2.5-1401,
C.R.S.

C. Services for criminal justice-involved individuals must involve a continuum of education and/or
treatment options available to individuals as they proceed through the criminal justice system.
These services must be available across multiple settings, including community-based and
locked facility-based settings. Services offered must vary depending upon the needs of the
individual and the specific criminal justice program endorsement.

D. These rules are established to create standards for BHEs seeking endorsements to provide
education and/or treatment services, as defined in part 10.1.1 of this Chapter, for individuals
involved with the criminal justice system. This criminal justice endorsement and all corresponding
sub-endorsements may not be held alone, but in addition to appropriate corresponding
endorsement(s) and sub-endorsement(s) for the type of services being provided.

10.1.1 Definitions

“Contact Hours”, for the purposes of parts 10.5 through 10.9 of this Chapter means the time that an
individual participates in Level I Education, Level II Therapeutic Education, and/or Level II Treatment.

“Credit Hours”, for the purposes of parts 10.5 through 10.9 of this Chapter means the time that an
individual participates in non-DUI/DWAI specific education or treatment. These hours may be granted
towards education and/or treatment requirements for DUI/DWAI services within the parameters set forth
in this part 10.5.11.

“Education and/or Treatment” means the programs developed that are structured in such a manner to
provide a continuum of education and treatment for each individual as they proceed through the criminal
justice system and may include but shall not be limited to, attendance at self-help groups, group
counseling, individual counseling, outpatient treatment, inpatient treatment, day care, or treatment in a
therapeutic community. Education and treatment are to be accessible by all individuals involved in the
criminal justice system, pursuant to Section 16-11.5-102, C.R.S.

“Enhanced Outpatient Services,” or “EOP,” means services in which an individual receives an increased
number of therapeutic contacts and interactions with personnel, intended to expedite stabilization of
assessed behavioral health concerns. The goal is to stabilize the individual to allow for more effective
engagement in education and other treatment services.  

“Program(s)” for the purpose of this Chapter, means the systems of education and treatment services
addressing abuse of substances which can be utilized by individuals who are placed on probation,
incarcerated with the Department of Corrections, placed on parole, or placed in community corrections,
pursuant to Sections 16-11.5-102(1)(b), C.R.S. and 42-4-1301.3, C.R.S. 

“Telehealth,” in addition to the requirements of part 1.2 and 2.9 of these rules, telehealth services for the
purpose of this Chapter 10, does not include consistent and regular in-session use of audio-only
telehealth services. 
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10.1.2 Assessment and Placement in Services

A. Unless otherwise noted, BHEs endorsed to provide treatment programming to criminal
justice-involved individuals must receive placement recommendation(s) for each individual
served, completed by the referring supervising entity. The BHE is expected to evaluate if the
supervising entity’s recommendation matches the individual’s assessed clinical need(s). The BHE
is expected to address any differences identified with the supervising entity directly and document
results in the individual’s record. 

B. The type of placement recommendation(s) from the supervising entity will vary depending upon
the type of supervising entity and the individual’s type of offense leading to the treatment referral.
BHEs must include a copy of the referral paperwork, demonstrating treatment in accordance with
the placement initial assessment and treatment recommendation(s) from the supervising entity, in
the individual’s record. 

C. If a BHE is unable to obtain a copy of the placement recommendation(s) from the supervising
entity there must be documentation of attempt(s) to obtain the paperwork from the referral source,
if applicable. 

D. BHEs must assess for and prioritize the delivery of services that support the individual’s
placement in the community, including reintegration into the community if incarcerated. This must
include engagement of the individual’s identified support system throughout the episode of care,
as permitted by the individual.

10.1.3 Personnel Training

A. All BHE personnel providing education and/or treatment services to individuals involved in the
criminal justice system must: 

1. Be knowledgeable about the criminal justice system, including the sequential intercept model and
the processes and phases through which an individual moves in the criminal justice
system;

2. Be knowledgeable of the principles of risk, need, and responsivity; 

3. Be knowledgeable about the criminal justice system in the state of Colorado, including
competency restoration services, as explained in Chapter 12 of these rules, and
situations involving individuals determined to be not guilty by reason of insanity (NGRI);
and

4. Attend at least one (1) training during their active licensing or approval term unique to individuals
involved in the criminal justice system.

5. Personnel providing curriculum-driven education and/or treatment services, including but not
limited to DUI/DWAI programming, to individuals involved in the criminal justice system
must be trained in the curriculum and be qualified to provide such services, as indicated
in parts 10.4 through 10.9 of this Chapter.

B. The above training requirements may be satisfied by completing the BHA-developed criminal
justice services curriculum on the statewide Learning Management System (LMS), once
developed and available in the LMS. 

C. BHEs endorsed to provide programming to DUI/DWAI-involved individuals must maintain proof of
completion of the training in personnel files and provide verification to the BHA upon request.
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10.1.4 Documentation

A. In addition to documentation requirements applicable to the BHE’s license and selected
endorsement(s), individual records must include documentation of intentional collaboration and
communication with the supervising entity. Collaboration and communication efforts must include,
but are not limited to:

1. Ongoing communication and coordination of care with supervising entities;

2. Case consultation;

3. Development of referral processes; and 

4. Incorporation of issues related to criminal justice involvement into ongoing service planning
processes.

B. Identified RNR principles must be incorporated in the individual’s record and addressed in
treatment services, as appropriate. 

C. Documentation in the individual record must reflect and demonstrate personnel’s knowledge of
the criminal justice system including, for example, the proper use of criminal justice system
terminology. Documentation must also demonstrate an understanding of how involvement in the
criminal justice system relates to providing care for the individual.  

D. Documentation in the individual’s record must reflect how, the individual’s identified support
system is engaged throughout the episode of care.

1. If the individual does not permit support system involvement, it is clinically contraindicated, or the
individual is unable to identify a support system, the record must reflect efforts to help the
individual build a recovery-focused support system. This may include post-treatment
referral(s) and peer recovery support services, as applicable. 

E. Individual records must reflect efforts to deliver services necessary based on the individual’s
assessment and service planning process. This must involve documentation of care coordination
with other providers, resources, and support systems as necessary. 

F. Documentation in the individual’s record must reflect service delivery that is person-centered,
trauma-informed, harm reduction focused, physically and programmatically accessible, and
culturally and linguistically appropriate for all individuals served.

1. This may include connecting to referrals, and/or providing translation and/or interpreter services
for those individuals that need this service to receive treatment.

G. BHEs endorsed to provide programming to criminal justice-involved individuals must provide
individuals with a complete copy of the participant materials and workbook associated with the
curriculum being used, when applicable. 

1. BHEs must supply materials and workbooks associated with curriculum in ways that reasonably
accommodate the individual’s needs and facilitate access, utilization, and understanding
of the information.  

2. BHEs must supply youth with age-appropriate materials/workbooks. 

10.2 Enhanced Outpatient Services (EOP)
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10.2.1 Applicability

A. BHEs endorsed to provide an EOP level of programming to criminal justice-involved individuals
must meet all requirements set forth in part 4.3 of these rules in addition to parts 10.1 and 10.2 of
this Chapter. 

B. BHEs providing EOP level of services must be intended for individuals who are assessed as
needing increased services for immediate stabilization, but not appropriate for more intensive
levels of care. EOP services are often utilized by individuals who require stabilization prior to
engaging in required education or treatment services and a recommendation or referral may be
received for this level of care from a supervising entity. 

C. BHEs providing EOP level of services are appropriate for individuals with substance-related
disorders, mental health disorders, or co-occurring disorders if:

1. The behavioral health disorders are of moderate or high severity, as defined in the DSM-5-TR;

2. Require additional stabilization; and 

3. May be safely managed in this level of care.

D. BHEs providing EOP level of services must be endorsed by the BHA to provide this level of care.
If the BHE refers the individual to another provider to address stabilization needs that are
identified through the assessment and service planning process, the referring BHE must be
responsible for care coordination and communication of progress updates with the supervising
entity. 

10.2.2 EOP Service Provisions

A. BHEs providing EOP level of services must provide between three (3) and eight (8) treatment
contact hours per week for individuals. 

B. BHEs providing EOP level of services must be conducted over a minimum of two (2) calendar
days per week. 

C. BHEs providing EOP level of services must be provided by personnel as defined in part 4.3.2 of
these rules.

D. The treatment duration in EOP services must be determined by one (1) or more of the following
treatment personnel, acting within their scope of practice: 

1. Authorized practitioners; 

2. Licensees; 

3. Certified addiction specialists (CAS); and/or

4. Candidates. 

E. Determination of treatment duration must be based on the individual’s assessment, continued
screened/assessed needs while attending services, and documented progress towards treatment
goals.

1. When a supervising entity recommends a treatment duration or a specific number of hours in
EOP services that is not justified by the individual’s assessment, the BHE must address
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the discrepancy with the supervising entity, provide alternative service recommendations
to the supervising entity, and document the result of the collaboration in the individual’s
record.  

2. In the instance where this collaboration does not result in alignment with the assessed treatment
recommendations, the BHE must follow the supervising entity’s recommendation.     

F. Services attended while in EOP level of care must be variable and responsive to the individual’s
behavioral health needs as identified in the assessment and service plan, unless otherwise
decided per this part 10.2.2.D. 

1. EOP services attended must not include education related to the originating offense. 

10.3 Intensive Outpatient Services (IOP)

10.3.1 Applicability

A. BHEs endorsed to provide an IOP level of programming to criminal justice-involved individuals
(including ASAM Criteria Level 2.1) must meet all requirements set forth in part 4.6 of these rules
in addition to parts 10.1 and 10.3 of this Chapter. 

10.3.2 IOP Service Provisions

A. The treatment duration in IOP services must be determined by one (1) or more of the following
treatment personnel, acting within their scope of practice:

1. Authorized practitioners; 

2. Licensees; 

3. Certified addiction specialists (CAS); and/or

4. Candidates. 

B. Determination of treatment duration must be based on the individual’s assessment and
documented progress towards treatment goals.

1. When a supervising entity recommends a treatment duration or a specific number of hours in IOP
services that is not justified by the individual’s assessment the BHE must address the
discrepancy with the supervising entity, provide alternative service recommendations to
the supervising entity, and document the results of the collaboration in the individual’s
record.

2. In the instance where this collaboration does not result in alignment with the assessment
treatment recommendations, the BHE must follow the supervising entity’s
recommendation.

10.4 Criminal Justice Services Programs

10.4.1 Authority and Applicability

A. This part 10.4 details standards for and applies to BHEs with an endorsement to provide
substance use disorder education and treatment for individuals involved in the criminal justice
system programming, pursuant to Section 16-11.5-102, C.R.S., and



Ado
pt

ed
 11

/3
/2

02
3

B. Parts 10.5 through 10.9 of this Chapter detail standards for and apply to BHEs endorsement to
provide DUI/DWAI Level I and Level II education and treatment programming, pursuant to
Sections 42-4-1301.3(3)(c), C.R.S. and 27-81-106, C.R.S.

10.4.2 General Provisions

A. Individuals convicted of misdemeanor or felony offenses who are assessed as needing substance
use disorder treatment, as indicated in Section 16-11.5-102, C.R.S. and in accordance with
current standardized assessment and placement protocol of the referring supervising entity, must
receive court-ordered education, treatment, and care coordination services.

B. All BHEs admitting out of state offenders must identify and notify the interstate compact unit for
adult offender supervision pursuant to Section 17-27.1-101, C.R.S.

C. Services must be based on the results of current screening and assessments.

D. BHEs must render treatment to individuals involved in the criminal justice system according to the
placement recommendation(s) provided by the referring supervising entity.

E. Education, treatment and care coordination services, as indicated by assessment and included in
the service plan, must be provided for by the BHE or through referrals.

F. BHEs must have a written memorandum of understanding with community supports or other
agencies to provide agreed upon services, as well as any specific data and/or information needed
for individualized services. Agreements as to disclosure of information must be in compliance with
state and federal law.

G. Education and treatment must be a minimum of nine (9) months or as required by the referring
supervising entity.

1. The BHE is expected to address any discrepancies regarding court-ordered length of stay in
services with the supervising entity and document in the individual’s record. 

H. Frequency and intensity of education and treatment services must be based on assessments and
at minimum one (1), two (2) hour session per week.

I. The following content/topics must be presented during treatment:

1. Physiological and psychological effects of alcohol, controlled substances, and other drugs;

2. Signs and symptoms of substance use disorders;

3. Stress management and substance use disorders;

4. Anger management and substance use disorders;

5. Behavioral triggers leading to substance use disorders;

6. Drugs in the workplace; and

7. Legal issues and substance use disorders.

J. BHEs must implement treatment curricula that are written in manual format and are
evidence-based or best practices. These materials must be provided in the language and
modality of frequently encountered limited English proficiency groups.
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K. Education and treatment sessions must not include administrative procedures or breaks in
accounting for their duration.

L. BHE personnel working directly with individuals must have documented qualifications and training
in forensic populations and criminal justice systems.

M. Drug and alcohol toxicology collection must be observed by trained personnel when requested by
the referral source.

N. Records must contain monthly documentation of communication with the criminal justice referral
source describing progress toward specific treatment goals. BHEs must be responsible for
monitoring and reporting to referring courts or their representatives the individual's progress with
ancillary services.

O. BHEs must have written documentation in an individual's record that the individual has received
services to assist in continued community placement, or community reintegration, whichever is
applicable.

10.5 Driving Under the Influence/Driving While Ability Impaired (DUI/DWAI) Services  

10.5.1 Authority and Applicability

A. Authority to establish the endorsement of BHEs to provide DUI/DWAI Level I and Level II
Education and Treatment programming is provided by Sections 42-4-1301.3(3)(c), C.R.S. and
27-81-106, C.R.S. 

10.5.2 Levels of DUI/DWAI Program Endorsements

A. BHEs seeking an endorsement to provide DUI/DWAI education and/or treatment programming in
Colorado shall identify in their application the level of services they plan to provide. DUI/DWAI
education and treatment services include:

1. Level I Education, part 10.6 of this Chapter, and Level II Therapeutic Education, part 10.7 of this
Chapter; 

2. Level II Treatment (Tracks A - D), part 10.8 of this Chapter; or

3. Level II Treatment Track F (Level II Four (4) Plus), part 10.9 of this Chapter.

B. Locked correctional facilities may provide DUI/DWAI education services only.  

C. BHEs shall not provide DUI/DWAI education or treatment services they are not endorsed to
provide.

10.5.3 General DUI/DWAI Services Provisions

A. The following provisions are applicable to all levels of DUI/DWAI services:

1. BHEs must develop and implement policies and procedures related to the provision of DUI/DWAI
services. Personnel must have access to and be knowledgeable about the BHEs policies,
procedures, and state and federal laws and regulations relevant to their respective duties.

B. All BHEs must have: 

1. A formalized process for referring individuals to higher or lower levels of care;



Ado
pt

ed
 11

/3
/2

02
3

2. A process to ensure individual data is accurate and submitted within seven (7) calendar days of
service or change in status and entered into the Treatment Management System (TMS),
unless prohibited by state or federal law;

3. A process for how the BHE must determine a method of service delivery that best meets the
needs of the individual. This process must include but not be limited to:

a. A plan for regular review, evaluation, and modification of service delivery to continue meeting the
individual’s needs; and

b. A referral process to BHEs and/or other agencies that provide alternate methods of service
delivery, if not available through the current BHE.

4. A process addressing how concurrent treatment provider(s) may be utilized or engaged to ensure
coordination of individualized services is available to the individual. This must include a
plan for data and exchange of information related to the individualized services received; 

5. A process for how granting of DUI/DWAI services credit hours, as noted in this part 10.5.11, must
be achieved. This includes providing DUI/DWAI services credit for individuals assessed
as needing mental health services to address primary treatment concerns, and/or referral
into non-English-speaking treatment options; 

6. A process for how individuals will be monitored for drug and alcohol use while participating in
education and/or treatment services must occur. This process must include a plan for
responding and incorporation of monitoring results into the individual’s services. 

7. Groups for ADDS education and treatment services must be restricted to those arrested,
convicted of or receiving deferred prosecutions, pending prosecution, sentences, or
judgments for DUI/DWAI.

8. Individuals with DUI/DWAI must not be treated in offender-specific groups with individuals with
other offenses unless they need these groups as determined by the assessment and
supported by the service plan.

C. Prior to admission of an individual for DUI/DWAI services, the BHE must obtain a current ADDS
program screening and referral for placement. This screening and referral may be completed by a
supervising entity as a condition of probation, parole, or pretrial services. 

1. If a BHE is unable to obtain a copy of the ADDS or other court paperwork at the time the
individual is admitted, there must be documentation of attempt(s) to obtain the paperwork
from referral source, if applicable. 

2. If the court paperwork is unavailable, or the individual is pretrial, the BHE must conduct a
screening of the individual using an evidence-based or best practices screening process
and instrument, following track placement guidelines as indicated in the legal
supplement.

D. Prior to admission, BHEs must complete a screening for:

1. Congruence of level and track assignment with ADDS evaluation, if available. Any deviation or
discrepancy must be addressed with the referral source prior to engaging the individual in
DUI/DWAI services;  

2. The individual’s number of DUI/DWAI-related offenses. If the individual is pre-sentenced with
three or more prior convictions of DUI/DWAI-related offenses, or newly sentenced with
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four or more DUI/DWAI-related offenses, they must be immediately referred to a BHE
endorsed to provide Level II Four Plus programming, as defined in part 10.9 of this
Chapter, the referral source must be notified; 

3. Youth status for the individual and clinical appropriateness for placement in DUI/DWAI education
and/or treatment groups. If the youth is not clinically appropriate for placement in a
DUI/DWAI education or treatment group with adults, the BHE must develop an age and
developmentally appropriate intervention for the youth. If the BHE is unable to
accommodate the youth’s treatment needs, the BHE must refer the youth to another BHE
endorsed to provide DUI/DWAI programming and the referral source must be notified;
and

4. Ability to provide necessary services as identified through the screening or the individual’s court
order. If the BHE does not provide the necessary services, the BHE must:

a. Refer the individual back to an ADES with documentation of which service(s) will not be provided
within the BHE and identified referrals and suggestions for alternative services;
and

b. Be responsible for monitoring and reporting to referring courts or their representatives the
individual's progress with concurrent services.

E. BHEs must document collaboration with recent or concurrent treatment service providers in
accordance with all applicable federal and state confidentiality laws and regulations in the
individual’s record.

F. Level I Education, Level II Therapeutic Education, and Level II Treatment must not be combined,
nor must contact hours completed for one count as contact hours completed in another.

G. Individuals must not be reported as finishing Level I Education or Level II Therapeutic Education
until all required content/topics have been completed over the minimum required contact hours
and weeks.

H. BHEs must provide individuals with an orientation of the DUI/DWAI program requirements and
anticipated timelines for completion. Documentation of the orientation must be maintained in the
individual record.

10.5.4 DUI/DWAI Reporting and Data Requirements

A. BHEs providing Level I Education, Level II Therapeutic Education, and Level II Treatment must
submit information into the Treatment Management System (TMS), including but not limited to
DUI/DWAI reporting system (DRS) submissions.  

B. BHEs must maintain access to TMS by submitting approval form(s) annually. These form(s) are
available on the BHA’s website. 

C. Prior to releasing any treatment information, BHEs shall obtain releases of information in
accordance with all applicable federal and state confidentiality laws and regulations. 

1. Identifying information of the judicial district in which an individual committed a DUI/DWAI offense
shall not be put into TMS and/or the individual’s DRS record without a valid release of
information for the assigned judicial district. This includes pre-sentenced DUI/DWAI
individuals. 

D. DRS requirements
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1. At admission and throughout the duration of treatment:

a. A DRS record must be entered into TMS for all individuals enrolled in DUI/DWAI education and/or
treatment. 

b. The admission date for the DRS must be the date of enrollment with the BHE providing
DUI/DWAI programming. 

c. If the individual discharges from services and readmits, a new DRS with a current date of
admission must be input into TMS.  

(1) Information in the individual’s DRS record must be updated in TMS in a timely manner, not to
exceed more than seven (7) calendar days after a service is provided or
a change in status.  

E. Affidavit of enrollment requirements

1. BHEs must provide individuals assigned to a Level II Treatment Track, as defined in parts 10.8,
and 10.9 of this Chapter, Track with a Division of Motor Vehicles affidavit of enrollment
upon request, or by the next scheduled session. This form may be found on the BHA’s
website.

2. BHEs must provide proof of enrollment and status in Level II Education and Treatment, as
defined in parts 10.7 through 10.9 of this Chapter including discharge, to the Colorado
Department of Revenue, Division of Motor Vehicles via the Treatment Management
System (TMS), within seven (7) calendar days of the service, in accordance with state
and federal confidentiality laws, and Sections 42-2-132 and 42-2-114, C.R.S.

F. At discharge of treatment

1. BHEs must provide a copy of the discharge DRS, validated with signature of authorized
personnel, to individuals and referral sources upon discharge from education and/or
treatment.

2. An initial copy of the discharge DRS must be provided to individuals at no charge. 

3. The discharge DRS shall not be withheld from the individual for any reason including, but not
limited to, collection of outstanding balances. 

4. The discharge DRS must reflect all DUI/DWAI services the individual completed in a given
episode of care. This includes any non-DUI/DWAI specific services, or services provided
by non-DUI/DWAI endorsed programs, reviewed and granted towards DUI/DWAI credit
hours.

5. BHEs must obtain a copy of all validated discharge DRS records for individuals who have
completed any prior DUI/DWAI services for DUI/DWAI treatment requirement.

6. If the individual successfully completed DUI/DWAI education services while incarcerated for the
current offense, the community-based BHE endorsed to provide DUI/DWAI programming
shall not require the individual to repeat the completed education.

7. If the discharge DRS from a previous treatment episode is not available, the BHE must outreach
the BHA for a record search.

10.5.5 Training
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A. Personnel providing DUI/DWAI services must: 

1. Receive the “Understanding the ADDS Evaluation” training; and,

2. Be trained in or otherwise knowledgeable of, interlock enhancement counseling (IEC).

B. All personnel accessing the TMS must receive training by authorized BHA representatives.

C. BHEs must maintain proof of completion of training in personnel files and provide verification to
the BHA upon request.

10.5.6 Provision of DUI/DWAI Services

A. BHEs must use and adhere to a curriculum written in a manual form that is evidence-based or
best practices specific to DUI/DWAI, unless otherwise noted.

B. BHEs must assign individuals to a specific group or individual session, unless clinical reason is
documented for change in service delivery. 

C. Personnel conducting DUI/DWAI education and treatment must meet the minimum qualifications
as noted in the specific sub-endorsements for education and treatment in parts 10.6 through 10.9
of this Chapter. 

D. Hours of attendance must only be granted for education or treatment contacts and must not
include administrative procedures or breaks.

E. If telehealth services do not best meet the needs of the individual and the BHE endorsed to
provide DUI/DWAI programming cannot accommodate in-person services, the BHE must refer
the individual to a provider that can meet the individual’s needs. 

10.5.7 Testing and Monitoring 

A. BHEs must ensure that testing and/or monitoring of individuals served for alcohol and drug use
occurs during the course of services. This testing and monitoring may be completed on-site or
through a third-party testing entity.

1. If the BHE elects to collect toxicology samples on-site, the BHE must ensure that samples will be
safely collected, packaged, stored, and transferred to the lab for testing, as well as
address all points of this part 10.5.8.

2. Drug and alcohol toxicology collection that occurs on-site must be observed by trained personnel.

3. If testing is completed by a third-party testing entity, there must be documentation of the BHE’s
effort(s) to obtain test results.  

B. The testing and/or monitoring schedule and method of collection must be determined by the BHE
endorsed to provide DUI/DWAI programming or in collaboration with the supervising entity.

C. Method of testing and/or monitoring may include but is not limited to the following:

1. Urinalysis;

2. Breath analysis;

3. Continuous alcohol monitoring;
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4. Mobile/remote breath testing;

5. Direct and indirect biomarker testing; and

6. Drug and other testing as appropriate.

D. With appropriate written consent or assent, the BHE shall coordinate and share testing and/or
monitoring results with the supervising entity. 

10.5.8 Youth DUI/DWAI Education and Treatment

A. BHEs endorsed to provide DUI/DWAI education and treatment programming must have the ability
to provide youth DUI/DWAI education and treatment or assist in direct referral and care
coordination for the individual to another BHE that is endorsed to provide these DUI/DWAI
programs for youth.

B. BHEs providing DUI/DWAI services to youth under the age of eighteen (18) shall obtain a
Children and Families services endorsement in accordance with Chapter 8 of these rules.

C. BHEs must hold youth that receive a DUI/DWAI to the same requirements under ADDS education
and treatment services.

D. BHEs must use clinical judgment when determining age-appropriate placement of youth in a
DUI/DWAI group, including but not limited to:

1. Providing a separate group for youth, when possible; and

2. Providing individual sessions to meet the developmental needs of the youth if group placement is
not clinically indicated or available.

10.5.9 Content of Records for DUI/DWAI Services

A. Individual records must be maintained for all levels of DUI/DWAI education and treatment, and in
addition to the requirements set forth under part 2.11 of these rules, must contain at least the
following:

1. Court documents regarding classification, referral and placement;

2. Attendance, individualized progress notes, and course completion data;

3. Descriptions of content and topics covered during each session;

4. Relevant reports and records of communication with the supervising entity regarding participation
and termination of the episode of care; and

5. Copies of discharge DRS.

B. Additional content of record requirements must be noted within the specific DUI/DWAI
endorsements in parts 10.6 through 10.9 of this Chapter. 

10.5.10 DUI/DWAI Education and Treatment Credit for Specialized Services Attended

A. BHEs endorsed to provide DUI/DWAI programming must consider and be authorized to grant
Level I and Level II Education and Treatment credit for services an individual received at
non-DUI/DWAI or out-of-state treatment providers. Services considered may include
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DUI/DWAI-specific education and treatment, substance use disorder education and treatment,
mental health or co-occurring disorder services, or other clinically necessary services.  

B. The granting of credit hours must be based on the assessed clinical need for services that
support reduced engagement in impaired driving behaviors and activities. 

C. Credit toward Level I and Level II Education and Treatment requirements are allowed on an
hour-for-hour and week-for-week basis. No more than two (2) clinical contact hours per week
must be documented for credit. Extra credit hours must not be permitted for individual
counseling. 

D. If the DUI/DWAI services credit hours being considered occurred previously, the BHE must: 

1. Complete a new assessment;

2. If valid written consents or assents in place, obtain and review sufficient documentation of prior
education and/or treatment, which includes at a minimum:

a. Admission and discharge date;

b. Description of services completed;

c. Progress on goals;

d. Discharge status; and

e. Copy of discharge summary.

E. If the DUI/DWAI services credit hours being considered are concurrent, the BHE must: 

1. If valid written consents or assents in place, refer the individual to an additional treatment
provider, as indicated by the clinical assessment. 

2. Coordinate between the individual and the concurrent treatment provider. 

3. Document collaboration and care coordination in the individual’s record and service plan. 

F. Credit hours must be assigned only if progress in treatment can be demonstrated in the clinical
record review.

G. The granting of any education or treatment credit is subject to the following criteria:

1. Education or treatment must have occurred after the date of the last DUI/DWAI offense.

2. Any hours considered must have been completed in-person or through telehealth.

3. All levels of care are subject to the maximum of two (2) credit hours/week, including higher
intensity services such as EOP, IOP, partial hospitalization, and residential. 

4. Only partial track credit must be considered for treatment completed exclusively in a
non-community-based facility, such as while incarcerated.

H. DUI/DWAI services credit hours must not be granted if: 
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1. The hours were completed in a virtual class and/or webinar format and/or in-person or telehealth
support group setting that does not include active facilitation and engagement with one
(1) or more of the following treatment personnel, acting within their scope of practice for
the behavioral health service being considered for credit hours; 

a. Authorized practitioners; 

b. Licensees; 

c. Certified addiction specialists (CAS);  

d. Candidates; 

e. Certified addiction technicians (CAT); and

f. Counselors-in-training and/or interns.

2. The hours were completed prior to the last date of DUI/DWAI offense; 

3. The individual has a diagnosed substance use disorder and exhibits continued risky substance
use related to their DUI/DWAI offense. The determination of risky substance use may
include but is not limited to the following considerations: drug/alcohol
screening/monitoring, individual self-report, observation by the professional, or another
manner documented by the professional. 

4. The documented evidence of completed hours or services shows insufficient progress towards
goals. 

I. Documentation requirements

1. Documentation of rationale for granting or denying of credit hours must be included in the
individual’s record.

2. All supporting documentation used for consideration in granting or denying of education and
treatment credit must be maintained in the individual’s record.

3. The BHE endorsed to provide DUI/DWAI programming shall enter all hours of education or
treatment credit granted in the individual’s DRS. 

a. For DUI/DWAI services credit hours achieved prior to current episode of care where a DRS
record of that care is not provided, the BHE endorsed to provide DUI/DWAI
programming must enter hours in a separate DRS record using the actual
admission and discharge dates from the prior provider. 

J. If treatment credits are not granted pursuant to part 10.5.11.H of this section, the individual must
complete all the court mandated hours of treatment assigned by the referring supervising
entity.     

10.5.11 Ignition Interlock Enhancement Counseling (IEC)  

A. IEC must be made available to all individuals who currently or will have an ignition interlock
device installed in their vehicle during the episode of care.  

1. If the BHE endorsed to provide DUI/DWAI programming does not provide IEC services,
documentation of referral and collaboration with another BHE endorsed to provide
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DUI/DWAI programming that offers IEC services must be maintained in the individual’s
record.

B. BHEs must ask DUI/DWAI-involved individuals about their ignition interlock requirements upon
admission and thereafter as needed. 

1. Documentation of this inquiry must be maintained in the individual’s record.

C. BHEs must inform all individuals that participation in IEC is voluntary for DUI/DWAI-involved
individuals assigned to Level II Treatment Tracks B, C, or D, as defined in part 10.8 of this
Chapter.

1. Participation in IEC is mandatory for DUI/DWAI-involved individuals assigned to Level II Four Plus
who have an interlock device installed at any time while participating in Level II Four Plus
services and BHEs endorsed to provide Level II Four Plus programming must encourage
completion prior to the end of phase 3, as defined in part 10.9.4 of this Chapter.

D. IEC may be completed: 

1. In-person; or

2. Utilizing telehealth. 

E. IEC must be provided using a BHA-approved curriculum.

1. All BHE personnel providing IEC services must be trained in the curriculum.

F. Progress notes and service plans must reflect an individual’s participation in IEC, whether offered
by the BHE or through referral.

G. BHEs must enter ten (10) hours into the individual’s DRS towards Level II Treatment
requirements upon successful completion of all IEC requirements. 

1. If referred out for IEC services, DRS record entry is completed by the BHE endorsed to provide
DUI/DWAI programming that initiated the referral.  

2. BHEs may enroll individuals in IEC concurrent to Level II Therapeutic Education or Level II
Treatment.

10.6 Level I Education (which includes ASAM Level 0.5)

A. BHEs endorsed to provide Level I Education programming shall meet the requirements in parts
10.1 and 10.5, and 4.2 of these rules in addition to this part 10.6. 

B. Level I education may be completed:

1. In-person; or

2. Utilizing telehealth.

C. Level I Education may be provided by a certified addiction technician (CAT), certified addiction
specialist (CAS), licensee, or a candidate for a mental health professional license.    

D. BHEs endorsed to provide Level I Education programming must use and adhere to a curriculum
written in a manual form that is evidence-based or are best practices specific to DUI/DWAI.  
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1. Education about the interlock device and Colorado’s current interlock laws and requirements
must be a required topic in the legal session of Level I Education groups. 

E. Level I Education must be twelve (12) contact hours of instruction.

1. No more than four (4) contact hours must be conducted in one (1) calendar day.

2. Groups must not exceed twenty (20) individuals receiving services. 

3. Missed groups may be made up by attending another education session that covers the missed
content. 

F. There are no additional content of record or assessment requirements for this level of care.

10.7 Level II Therapeutic Education (which includes ASAM Level 0.5)

A. BHEs endorsed to provide Level II Therapeutic Education programming shall meet the
requirements in parts 10.1 and 10.5 and 4.2 of these rules in addition to this part 10.7. 

B. Level II Therapeutic Education may be completed:

1. In-person; or

2. Utilizing telehealth.

C. Level II Therapeutic Education must be provided by a certified addiction technician (CAT),
certified addiction specialist (CAS), licensee or a candidate for a mental health professional
license. 

1. If a counselor-in-training and/or intern is involved in the facilitation of Level II Therapeutic
Education, the group may be co-facilitated and documentation signed by a CAS or
mental health professional licensed pursuant to Article 245 of Title 12, C.R.S.

D. BHEs endorsed to provide Level II Therapeutic Education programming must use and adhere to
a curriculum written in a manual form that is evidence-based or best practices specific to
DUI/DWAI. 

1. Education about the interlock device and Colorado’s current interlock laws and requirements
must be a required topic in the legal session of Level II Therapeutic Education groups.

2. Missed content of the curriculum must be made up in compliance with the requirements of
curriculum authors.

E. Level II Therapeutic Education must consist of twenty-four (24) contact hours. 

1. No more than two (2) contact hours must be granted per week. 

2. Individuals must attend for a minimum of twelve (12) weeks for completion. 

3. Groups must not exceed twelve (12) individuals receiving services.

4. Must not be combined with Level II Treatment unless clinical rationale is documented. The
combined time in Level II Therapeutic Education and Level II Treatment must not be less
than the minimum number of weeks required for the assigned Level II Treatment Track.
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F. The BHE must provide the screening(s) required in part 2.12.1 of these rules to
DUI/DWAI-involved individuals assigned to education-only services upon admission. The BHE
must arrange for care coordination needs of the individual, if clinically indicated in the screening
results. 

G. BHEs endorsed to provide Level II Therapeutic Education and Treatment programming are
subject to the full requirements of Chapter 2 of these rules.

H. If the individual transitions between BHEs endorsed to provide DUI/DWAI programming during
the course of services, the discharging BHE must provide the individual with a discharge DRS
reflecting partial completion of treatment requirements and the supervising entity must be
notified. 

10.8 Level II DUI/DWAI Outpatient Treatment (which includes ASAM Level 1.0, Treatment Tracks
A through D)

A. BHEs endorsed to provide Level II Outpatient Treatment programming shall meet the
requirements in parts 10.1 and 10.5, and 4.3 of these rules in addition to this part 10.8. 

B. Treatment must be completed: 

1. In-person; or

2. Utilizing telehealth. 

C. Treatment may be provided by a CAS, licensee or a candidate for a mental health professional
license. 

1. If a CAT, counselor-in-training, and/or intern is involved in facilitation of treatment, the group must
be co-facilitated and documentation co-signed by a CAS or licensee pursuant to Article
245 of Title 12, C.R.S.

D. Treatment must consist of services that:  

1. Are evidence-based or best practice curriculum specific to DUI/DWAI; 

2. Are necessary behavioral health services, as determined by the individual’s assessment and
service plan; or

3. Are a combination of (1) and (2) noted above. 

E. The BHE endorsed to provide DUI/DWAI programming is responsible for recording clinical
contact hours in the TMS database.

1. A maximum of two (2) clinical contact hours of DUI/DWAI treatment credit may be granted per
week of participation. 

2. Services provided in any level of care may count towards the individual’s assigned track
requirement. 

3. Clinical contact hours or weekly requirements must only be assigned in the DRS if progress in
treatment can be demonstrated in a clinical record review.

4. Clinical contact hours attended must be conducted over the minimum number of weeks
associated with the treatment Track assigned.
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5. Make-up sessions for missed treatment sessions are not permitted.

F. If a Track has not been assigned by an ADES or the BHE is unable to obtain documentation of
Track placement, the BHE must assign a Track based on the BHA Track placement guidelines
located within the legal supplement. 

G. Track requirements

1. Track A individuals whose breath or blood alcohol content was below the statutorily defined PDD
level, did not refuse breath or blood testing and who have one (1) offense for DUI/DWAI.
Track A is a minimum forty-two (42) telehealth or in-person hours of group and/or
individual treatment conducted over twenty-one (21) or more weeks.

2. Track B individuals whose breath or blood alcohol content was at or above the statutorily defined
PDD level or refused breath or blood testing and who have one (1) offense for DUI/DWAI.
Track B is a minimum of fifty-two (52) telehealth or in-person hours of group and/or
individual treatment conducted over twenty-six (26) or more weeks.

3. Track C individuals whose breath or blood alcohol content was below the statutorily defined PDD
level, did not refuse breath or blood testing, and who have two (2) or more offenses for
DUI/DWAI. Track C is a minimum of sixty-eight (68) telehealth or in-person hours of
group and/or individual treatment conducted over thirty-four (34) or more weeks.

4. Track D individuals whose breath or blood alcohol content was at or above the statutorily defined
PDD level or refused breath or blood testing, and who have two (2) or more offenses for
DUI/DWAI. Track D is a minimum of eighty-six (86) telehealth or in-person hours of group
and/or individual treatment conducted over forty-three (43) or more weeks.

5. Track F; refer to this part 10.9, Level II Four Plus Treatment.

H. Level II treatment must be conducted only after Level II Therapeutic Education has been
completed unless there is documented assessment and clinical rationale to do otherwise.

I. The assessment must be updated at the onset of treatment, and as required in Chapter 2 of
these rules thereafter.

J. Using the initial service plan as a basis, a revised service plan and subsequent reviews must be
developed for individuals in treatment in accordance with part 2.13.1 of these rules. 

K. Treatment group sessions must not be less than two (2) hours of therapeutic contact, and the two
hours must not include administrative procedures and breaks.

L. Treatment groups must not exceed twelve (12) individuals receiving treatment.

M. Individual treatment sessions must not be less than one (1) hour of therapeutic contact, and
administrative procedures and breaks must not count towards the duration. 

N. Individuals are expected to attend group one (1) time per week. Clinical rationale for any changes
in frequency of group attendance (fewer or more) must be documented. At minimum, a BHE shall
require individuals to attend at least one (1) group or individual session per month.  

O. Credit toward clinical contact hours for treatment provided by an agency outside of a BHE
endorsed to provide DUI/DWAI programming may be granted in accordance with this part
10.5.11. 
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10.9 Level II Four Plus Treatment (Track F) 

10.9.1 General provisions

A. BHEs endorsed to provide Level II Four Plus services shall meet the requirements in part 4.3 of
these rules and parts 10.1, 10.5 of this Chapter, and this part 10.9. 

B. BHEs endorsed to provide DUI/DWAI Level II Four Plus programming shall: 

1. Have an active BHE license issued by the BHA, pursuant to Chapter 2 of these rules.

2. Have provided Level II DUI/DWAI treatment services for at least twelve (12) months.

C. BHEs endorsed to provide DUI/DWAI Level II Four Plus programming must:

1. Document active collaboration with referral sources and concurrent treatment entities to meet
individualized cross-system needs; and

2. Be able to provide or refer to clinically relevant in-person services.

10.9.2 Training

A. In addition to meeting training requirements in part 2.5 of these rules and this part 10.5.6, the
BHE endorsed to provide Level II Four Plus programming must ensure that personnel involved in
the provision of Level II Four Plus services attend no less than two (2) BHA-provided sessions
during their active approval or licensing term that address the provision of Level II Four Plus
services. 

B. BHEs must maintain documentation of all training sessions attended in personnel records and
provide verification to the BHA, upon request. 

10.9.3 Service Provisions

A. Level II Four Plus must be completed as in-person services.

1. Telehealth may only be utilized if clinically indicated for the individual, or if the individual is unable
to attend in-person. Documentation must be present in the individual record stating why
telehealth was utilized.

B. There must not be a designated “Level II Four Plus Treatment Group,” as all services must be
individualized and based on the individual’s assessment.

C. Length of stay in Level II Four Plus must be determined by competency and phase progression
with a minimum of one-hundred eighty (180) clinical contact hours received in no less than
eighteen (18) months.

1. The number of clinical contact hours attended will vary throughout an individual’s treatment
episode, depending upon the current phase and individual’s treatment needs and
progress.  

2. Contact hours must not include DUI/DWAI education unless clinically indicated for the individual.  

10.9.4 Level II Four Plus Competencies and Phases

A. Level II Four Plus must be structured and provided as follows:



Ado
pt

ed
 11

/3
/2

02
3

1. The individual must demonstrate proficiency in all of the competencies contained within each
phase prior to progressing into the next (higher) phase. 

2. The BHE endorsed to provide Level II Four Plus programming must document that each
individual was provided a copy of the phases and competencies as part of the orientation
phase of treatment. 

3. Individual progress towards Level II Four Plus completion must be a combination of treatment
and phase competency progress.

4. The BHE endorsed to provide Level II Four Plus programming must review each individual’s
phase and competency achievements at a minimum every sixty (60) days in collaboration
with available members of the individual’s multidisciplinary team.

a. For the purposes of Level II Four (4) Plus Treatment, multidisciplinary team means a team
consisting of at least the endorsed DUI/DWAI program and the supervising entity.
The MDT may include other professionals relevant to the individual’s assessed
treatment needs. Available members of the MDT must be consulted by the
agency in Level II Four Plus phase progression, service planning, changes in
levels of treatment, and discharge process.

B. All individuals in Level II Four Plus who have an interlock device installed in their vehicle must
complete IEC. 

1. The BHE endorsed to provide Level II Four Plus programming must make every effort to ensure
the individual completes IEC prior to the end of phase 3. 

10.9.5 Level II Four Plus Care Coordination

A. The BHE endorsed to provide Level II Four Plus programming must establish and regularly
maintain collaborative relationships with other agencies, treatment providers, referral sources, or
any other entities involved in the individual’s multidisciplinary team. 

B. BHEs endorsed to provide Level II Four Plus treatment must provide care coordination, where
applicable, to ensure individual service needs are addressed.

10.9.6 Level II Four Plus Assessments

A. All Level II Four Plus services must be driven by an evidence-based or best practices
assessment process and resulting individualized service plan. 

B. Level II Four Plus assessments must include incorporation of standardized screening tools
specifically designed to evaluate individuals in each of the following areas: 

1. Cognitive functioning; 

2. Traumatic brain injury; 

3. Adverse childhood experiences (ACEs);

4. Grief and loss; 

5. Co-occurring mental health issues; and

6. Polysubstance use concerns.
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C. Level II Four Plus assessment must inform the determination of what combination of services the
individual must complete that are non-DUI/DWAI Therapeutic Education and Treatment
strategies. These services include, but are not limited to:

1. Individual counseling;

2. Group therapy, unless clinically contraindicated;

3. Family/other supportive therapy, if applicable;

4. Medication-assisted treatment, if applicable;

5. Residential treatment, if applicable;

6. DUI/DWAI Level II Therapeutic Education or Level II Treatment, if applicable;

7. Other education or treatment as indicated by the initial and ongoing clinical assessment.

D. BHEs endorsed to provide Level II Four Plus programming must ensure that personnel
completing the assessment are properly credentialed and hold a valid certification to use the
specific assessment instrument. Certification must be attained from entities or professionals
authorized to provide such training regarding the instrument. 

E. Clinically indicated services may be offered within the BHE or via external referral.

1. If at any time during the treatment episode a need is identified that the BHE endorsed to provide
Level II Four Plus programming does not provide, the program must refer the individual to
an appropriately licensed and/or credentialed facility or professional.    

2. The BHE endorsed to provide Level II Four Plus programming must document evidence of
communication with the other agency regarding assessment results, service plans, the
individual’s participation, and progress.

10.9.7 Level II Four Plus Service Planning and Reviews

A. Level II Four Plus service planning and reviews must be administered in accordance with part
2.13.1 of these rules and this Chapter 10.

B. BHEs endorsed to provide Level II Four Plus Treatment must conduct service plan, phase, and
competency reviews at a minimum of every sixty (60) days. Reviews must be conducted in
collaboration with available members of the individual’s multidisciplinary team, in accordance with
state and federal confidentiality laws. 

C. All services determined to be necessary for the individual must be incorporated into the service
plan, whether offered by the BHE endorsed to provide Level II Four Plus programming or another
provider.

10.9.8 Level II Four Plus Discharge Planning and Process

A. Level II Four Plus discharge planning must be administered in accordance with part 2.10 of these
rules and must include a warm handoff when possible. A validated copy of the discharge DRS
must be provided to the individual and receiving BHE endorsed to provide Level II Four Plus
programming, when applicable, and as appropriate under state and federal confidentiality laws. 



Ado
pt

ed
 11

/3
/2

02
3

B. Consideration must be given to an individual’s needs for post-discharge clinical needs and peer
recovery support services.

Chapter 11: Designation of Facilities for the Care and Treatment of Persons with Mental Health
Disorders (Title 27, Article 65, C.R.S.)

11.1 Authority 

A. Chapter 11 establishes standards for and is applicable to facilities that are designated pursuant to
Article 65 of Title 27, C.R.S. the authority to promulgate these rules establishing minimum
standards for the Care and Treatment of Persons with Mental Health Disorders comes from
Sections 27-50-107(3) and 27-65-128, C.R.S. 

B. Facilities designated pursuant to this Chapter 11 shall be subject to the following rule compliance
timeline:

1. Upon these rules going into effect, the BHA shall take immediate action on rule violations that
impact the health, safety, and welfare of persons receiving services provided by a
designated facility.

2. All designated facilities shall be in full compliance of these rules by July 1, 2024.

C. On an annual basis, the BHA will review the effectiveness of these rules and produce a written
report of the results of this review to the state board of human services. This review will include
engagement with stakeholders and may include, but is not limited to, analysis of grievance data
and trends in enforcement actions taken by the BHA. The BHA will provide this report annually to
SBHS by September 1 starting September 1, 2024. The BHA will present information in the report
to SBHS at the board's next session following submission of the written report unless the board
and the BHA agree that presentation of the report occur at a different session of the board. If it is
determined based on this review that changes to these rules are advised, the BHA shall propose
these changes to the state board of human services for promulgation in accordance with Section
26-1-107, C.R.S.

11.2 Definitions

“Bedridden” means a form of immobility that can present as the inability to ambulate or move about
independently or with the assistance of an auxiliary aid, and also requires assistance in turning and
repositioning in bed. Such immobility may be due to medical orders or due to incapacitation.

“Behavioral Health Crisis Response Team”, as defined in Section 27-65-102(4), C.R.S., means a mobile
team that responds to people in the community who are in a behavioral health crisis and includes at least
one licensed or bachelor-degree-level behavioral health worker. A "Behavioral Health Crisis Response
Team" includes, but is not limited to, a co-responder model, mobile crisis response unit, or a community
response team. 

“Certified Peace Officer”, as defined in Section 27-65-102(6), C.R.S., means any certified peace officer as
described in Section 16-2.5-102, C.R.S. 

“Child”, for the purposes of this Chapter 11, means the same as “Minor”.

“Colorado Crisis Services” means the statewide behavioral health crisis response system offering
individuals mental health, substance use or emotional crisis help, information and referrals.

"Court-Ordered Evaluation" means an evaluation ordered by a court pursuant to Section 27-65-106,
C.R.S.
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“Discrimination” for the purposes of this Chapter 11, has the same meaning as 27-65-117, C.R.S.

"Emergency Medical Services Facility" means a general hospital with an emergency department or a
freestanding emergency department, as defined in Section 25-1.5-114(5), C.R.S.

“Emergency Medical Service Provider” means a person who holds a valid emergency medical service
provider certificate or license issued by the Health Department as provided in Article 3.5 of Title 25,
C.R.S.

“Emergency Medical Treatment and Labor Act (EMTALA)”, means the federal Emergency Medical
Treatment and Labor Act of 1986, found at 42 U.S.C. § 1395dd (2020).

“Facility” for the purposes of this Chapter 11 means: 

A. Pursuant to Section 27-65-102(15), C.R.S., a public hospital or a licensed private hospital,
Behavioral Health Entity, institution, or residential child care facility that provides treatment for
persons with mental health disorders.

B. Any facility, as defined in part 1.2 of these rules, or unit(s) designated by the BHA pursuant to
Title 27, Article 65, C.R.S. and this Chapter. 

“Facility Personnel” or “Community- Based Personnel” means: 

A. A professional person as defined in this Chapter; 

B. A registered professional nurse as defined in Section 12-255-104(11), C.R.S.; 

C. A licensed marriage and family therapist, as defined in Section 12-245-501(3), C.R.S., licensed
professional counselor, as defined in Section 12-245-601(2), C.R.S., or licensed addiction
counselor, as defined in Section 12-245-801(10), C.R.S.; or, 

D. A licensed clinical social worker licensed as defined in Section 12-245-401(7), C.R.S.

“Gravely Disabled” means a condition in which a person, as a result of a mental health disorder, is
incapable of making informed decisions about or providing for the person’s essential needs without
significant supervision and assistance from other people. As a result of being incapable of making these
informed decisions, a person who is gravely disabled is at risk of substantial bodily harm, dangerous
worsening of any concomitant serious physical illness, significant psychiatric deterioration, or
mismanagement of the person’s essential needs that could result in substantial bodily harm. A person of
any age may be “Gravely Disabled”, but the term does not include an person whose decision-making
capabilities are limited solely by the person’s developmental disability.

“Immediate Screening” means the determination of whether a person meets criteria for an emergency
mental health hold.

“Imminent Danger” means a situation in which a person’s risk status is believed to immediately indicate
actions that could lead to a person’s harm of self or others.

“Independent Professional Person” means a professional who evaluates a minor’s condition as an
independent decision-maker and whose recommendations are based on the standard of what is in the
best interest of the minor. The professional person may be associated with the admitting facility if the
professional person is free to independently evaluate the minor’s condition and need for treatment and
has the authority to refuse admission to any minor who does not satisfy the statutory standards specified
in Section 27-65-104(2), C.R.S.
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“Individual” for the purposes of this Chapter 11, has the same meaning as respondent as defined in
Section 27-65-102(29), C.R.S.

“Intervening Professional”, a person who is statutorily permitted to enact an emergency mental health
hold, means a person who is of the following: 

A. A professional person as defined in Section 27-65-102(27), C.R.S.; 

B. A physician assistant licensed pursuant to Section 12-240-113, C.R.S.; 

C. An advanced practice registered nurse, as defined in Section 12-255-104(1), C.R.S.;

D. A registered professional nurse, as defined in Section 12-255-104(11), C.R.S., who has specific
mental health training as identified by the BHA;

E. A clinical social worker licensed pursuant to Part 4 of Article 245 of Title 12, C.R.S.; 

F. A marriage and family therapist licensed pursuant to Part 5 of Article 245 of Title 12, C.R.S.;

G. A professional counselor licensed pursuant to Part 6 of Article 245 of Title 12, C.R.S.; 

H. An addiction counselor licensed pursuant to Part 8 of Article 245 of Title 12, C.R.S.

“Involuntary Medication” means psychiatric medication administered without a person's consent. 

“Involuntary Transportation Form” means the report and application allowing for immediate transport of a
person, in need of an immediate screening for treatment, to a clinically appropriate facility.

“Involuntary Transportation Hold” means the ability to transport a person in need of an immediate
screening to determine if the person meets criteria for seventy-two (72) hour treatment and evaluation.
The involuntary transportation hold does not extend or replace the timing or procedures related to a
seventy-two (72) hour treatment and evaluation hold or a person’s ability to voluntarily apply for mental
health services.

"Lay Person" means a person identified by another person who is detained on an involuntary emergency
mental health hold pursuant to Section 27-65-106, C.R.S., certified for short-term treatment pursuant to
Section 27-65-109, C.R.S., or certified for long-term care and treatment pursuant to Section 27-65-110,
C.R.S., who is authorized to participate in activities related to the person’s involuntary emergency mental
health hold, short-term treatment, or long-term treatment, including court appearances, discharge
planning, and grievances. The person may rescind the lay person’s authorization at any time.

"Mental Health Disorder" includes one or more substantial disorders of the cognitive, volitional, or
emotional processes that grossly impairs judgment or capacity to recognize reality or to control behavior.
An intellectual or developmental disability is insufficient to either justify or exclude a finding of a mental
health disorder pursuant to the provisions of Article 65 of Title 27, C.R.S.

"Minor", for this Chapter 11, means a person under eighteen (18) years of age; except that the term does
not include a person who is fifteen (15) years of age or older who is living separately and apart from the
person’s parent or legal guardian and is managing the person’s own financial affairs, regardless of the
person’s source of income, or who is married and living separately and apart from the person’s parent or
legal guardian. 

“Objects to Hospitalization” means that a minor, with the necessary assistance of hospital staff, has
written the minor’s objections to continued hospitalization and has been given an opportunity to affirm or
disaffirm such objections forty-eight (48) hours after the objections are first written.
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"Patient Representative" means a person designated by a mental health facility to process patient
complaints or grievances or to represent patients who are minors pursuant to Section 27-65-104(4),
C.R.S.

“Petitioner”, pursuant to Section 27-65-102(25), C.R.S., means any person who files any petition in any
proceeding in the interest of any person who allegedly has a mental health disorder or is allegedly gravely
disabled.

"Physician", for the purposes of this Chapter 11, means a person licensed to practice medicine in this
state pursuant to Article 240 of Title 12, C.R.S. 

“Placement Facility” means a public or private behavioral health provider that has a written agreement
with a designated facility to provide care and treatment to any individual undergoing mental health
evaluation or treatment by a designated facility. A placement facility may be but is not limited to, a general
hospital, nursing care facility, adult residential facility or licensed residential child care facility. 

"Professional Person" has the same meaning as described in Section 27-65-102(27), C.R.S.

“Protection and Advocacy for Individuals with Mental Illness Act (PAIMI Act)”, means the federal
Protection and Advocacy for Persons with Mental Illness Act of 1986, Pub. L. No. 99-319 (1986).

“Psychiatric Medication” is a medication being used to treat psychiatric illness for the individual including,
but not limited to, anti-psychotics, antidepressants, and other medications that may have other medical
uses but are accepted within the medical profession for psychiatric use as well. 

“Qualified Medication Administration Person” or “QMAP” means a person who passed a competency
evaluation administered by the Department of Public Health and Environment before July 1, 2017, or
passed a competency evaluation administered by an approved training entity on or after July 1, 2017, and
whose name appears on the Department of Public Health and Environment’s list of persons who have
passed the requisite competency evaluation.

“Residential Child Care Facility” has the same meaning as set forth in Section 26-6-903(29) C.R.S. a
residential child care facility may be eligible for designation by the commissioner pursuant to Article 65 of
Title 27, C.R.S.

“Respondent”, for the purposes of Chapter 11, has the same meaning as described in Section
27-65-102(29), C.R.S. 

"Secure Transportation Provider” means a provider licensed pursuant to Section 25-3.5-310, C.R.S. to
provide public or private secure transportation services.

“Secure Treatment Facility” for the purposes of these rules, means the state operated mental health
hospitals.  

“Subsequent Hold” means additional, up to 72-hour hold, when appropriate placement options could not
be found during the initial hold period and the person continues to meet criteria for an emergency mental
health hold. 

“Therapy or Treatments Using Special Procedures” for the purposes of this part 11.10, means a therapy
that requires informed consent specific to additional requirements of the treatment, including but not
limited to electroconvulsive therapy, feeding tubes for eating disorder treatment, and behavior
modifications using transcranial magnetic stimulation.  

“Transitional Measures” means physical guidance, prompting techniques of short duration, or an initial
temporary approved physical positioning of an individual at the onset or in response to a re-escalation
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during a physical management, for the purpose of quickly and effectively gaining physical control of that
individual in order to prevent harm to self or others.  

11.3 27-65 Designation Requirement

A. These rules are established to create standards for agencies seeking a 27-65 designation to
provide involuntary treatment services pursuant to Article 65 of Title 27, C.R.S.

B. All agencies providing involuntary treatment services pursuant to Article 65 of Title 27, C.R.S. 
shall meet the standards in this Chapter 11. If the facility requires a BHE license, the facility shall
also comply with Chapter 2 and the other Chapters specific to any endorsements held by the
facility. If the facility requires approval as a behavioral health safety net provider, the facility shall
also comply with Chapter 12. 

C. Any facility licensed by a state agency to include the Colorado Department of Public Health and
Environment or the division of child welfare within the Colorado Department of Human Services
providing involuntary mental health services whether inpatient or outpatient, shall seek a 27-65
designation.

D. In order to provide involuntary services described in this Chapter 11, a facility, other than an
emergency medical services facility, must receive a designation based on their compliance with
the service standards described in this Chapter. 

E. A designated facility must also comply with regulations specific to the involuntary services it
provides, which may include:

1. Involuntary short-term and long-term care and treatment designation (part 11.16 of this Chapter);
and/or,

2. Involuntary outpatient care and treatment (part 11.17 of this Chapter).

11.3.1 27-65 Designation General Standards

A. The 27-65 designated facility shall only provide services for which it holds/has a 27-65
designation, approval, and/or another BHA license.

B. Facility designation applies only to the physical location(s) listed on the 27-65 designation
certificate from the BHA and not to any other non-designated physical locations operated by the
facility. 

1. Psychiatric units within a medical hospital and units that are separate from a main building must
be designated separately for involuntary services. 

C. The 27-65 designated facility shall ensure all operations, locations, and services, including
contracted services or personnel, comply with laws, regulations, and standards as required by 2
CCR 502-1.  

D. Any 27-65 designated facility, must develop, implement, and every three (3) years review the
following policies and procedures, unless such a facility has an active BHE license or safety net
approval and has implemented policies and procedures listed below that address 27-65
designated services:

1. The governing body shall have policies and procedures regarding administrative and/or clinical
oversight of the 27-65 designated services and requirements.
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2. Personnel needed for services and ratios;

3. Training schedules and demonstration of training for personnel;

4. Emergency and crisis protocol;

5. Record protection, sharing, and retention protocol;

6. Disclosure of intervention, treatment, and/or medication;

7. Policies and procedures regarding the use/non-use of seclusion, restraint, and/or physical
management pursuant to part 11.9 of this Chapter;

8. Continuity and transfer of care upon admittance and discharge from the facility;

9. The change to voluntary status process for an individual at the facility;

10. Communication of rights of individuals;

11. Facility rules and how they are communicated to individuals receiving services, including
visitation expectations;

12. How the facility will manage and maintain the statutory rights individuals have to keep and use
their own clothes and possessions, including cell phones and money;

13. Critical incident reporting; and

14. Facility process for removal and reinstatement of individual rights.

E. Any additional details regarding applicable policies and procedures in this Chapter must be
followed in addition to those in this part.

11.3.2 Critical Incident Reporting

A. A critical incident includes but is not limited to the following:

1. Breach of confidentiality: any unauthorized disclosure of protected health information as
described in HIPAA, incorporated in part 1.2 of these rules; 42 C.F.R. Part 2, as
incorporated in part 1.2 of these rules; and/or Sections 27-65-101 through -131, C.R.S.

2. Death: including the death of an individual inside of or outside of the facility’s physical location
while an individual is receiving services or where an individual has attempted to receive
services from the facility within the past thirty (30) calendar days.

3. Elopement: absconding from a mental health hold, certification, emergency/involuntary
commitment, or a secure facility where an individual is being held as a result of a court
order. This includes any unauthorized absence of a minor, when a minor cannot be
accounted for or when there is reasonable suspicion to believe the minor has absconded.

4. Any instance in which an individual cannot be located following a search of the facility, the facility
grounds, and the area surrounding the facility, and:

a. There are circumstances that place the individual’s health, safety, or welfare at risk; or,

b. The individual has been missing for eight (8) hours.
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5. Medication diversion: any medication diversion as defined in part 1.2 of these rules. If the diverted
drugs are injectable, the facility shall also report the full name and date of birth of any
individual who diverted the injectable drugs, if known. 

6. Medication error: medication error that resulted or could have resulted in harm to the individual. 

7. Medical emergency: any suicide attempt/self-injury, other form of serious injury, health
emergency, overdose or serious illness of an individual which occurred on facility
premises or in the presence of facility personnel.

8. Any instance involving physical, sexual, or verbal abuse of an individual, as described in Sections
18-3-202, 18-3-203, 18-3-204, 18-3-206, 18-3-402, 18-3-404, or 18-3-405, 18-3-405.3,
18-3-405.5, and 18-9-111 (exempting, however, the phrase “intended to harass”), C.R.S.
by another individual, personnel, or a visitor to the facility. 

9. Any instance that results in any of the following serious injuries to an individual:

a. Brain or spinal cord injuries;

b. Life-threatening complications of anesthesia or life-threatening transfusion errors or reactions; or,

c. Second- or third-degree burns involving twenty percent (20%) of more of the body surface area of
an adult or more fifteen percent (15%) or more of the body surface area of a
minor.

10. Any instance involving caretaker neglect of an individual, as defined in Section 26-3.1-101(2.3),
C.R.S.

11. Any instance involving misappropriation of an individual’s property, meaning patterns of loss or
single incidences of deliberately misplacing, exploiting, or wrongfully using, either
temporarily or permanently, an individual’s belongings or money without the individual’s
consent.

12. Any occurrence involving the malfunction or intentional or accidental misuse of care equipment
that occurs during treatment or diagnosis of an individual and that significantly or
adversely affects or, if not averted, would have significantly adversely affected an
individual. 

B. Critical incidents must be reported to the BHA within one (1) business day after the incident.
Critical incidents must also be reported to the BHA within one (1) business day of when the
facility determines that a reportable incident has occurred and the BHA requests such reporting.
Critical incidents must be reported to the BHA within one (1) business day on a BHA-created form
posted on the BHA website.

C. The BHA may conduct scheduled or unscheduled site reviews for specific monitoring purposes
and investigation of critical incidents reports in accordance with: 

1. BHA policies and procedures, 

2. Regulations that protect the confidentiality and individual rights in accordance with Sections
27-65-101 through -131, C.R.S.; HIPAA, as incorporated by reference in part 1.2 of these
rules; and, 42 C.F.R. Part 2, as incorporated by reference in part 1.2 of these rules,

3. Controlled substance licensing, Section 27-81-113, C.R.S., Section 27-80-212, C.R.S., and
Section 18-18-503, C.R.S. 
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D. The BHA shall have access to relevant documentation required to determine compliance with
these rules. 

E. The facility must: 

1. Establish written policies and procedures for reporting and reviewing all critical incidents
occurring at the facility;  

2. Submit critical incidents reports to the BHA using state prescribed forms that can be obtained
from the BHA’s website. This is not in lieu of other reporting mandated by state statute or
federal guidelines; 

3. Make available a report with the investigation findings for review by the BHA, upon request; and, 

4. Maintain critical incidents reports for a minimum of three (3) years following the incident unless it
would violate any other federal or state law. 

F. Nothing in this part shall be construed to limit or modify any statutory or common law right,
privilege, confidentiality, or immunity.

11.4 27-65 Designation Approval Procedures 

11.4.1 Application Process

A. Entities applying for 27-65 designation shall submit an application to the BHA on a state approved
form, available on the BHA website. 

B. Facilities providing twenty-four (24) hour inpatient or acute crisis care, must apply for a separate
27-65 designation based on the unique physical address of each site. If two or more buildings or
units share a physical address, each building or unit must be designated separately for 27-65
services.

C. The BHA will provide written notice to the applicant within thirty (30) calendar days of receipt of a
complete application. 

D. The BHA will act on an application within ninety (90) calendar days of receipt of the completed
application. The applicant may be approved for 27-65 designation, granted provisional approval,
or the application may be denied. 

E. An applicant that is found to be in compliance with these rules shall be approved as a facility
designated to provide mental health services effective for up to a one (1) year period. 

F. A basis for denial of a 27-65 designation application includes a health care or residential child
care facility’s withdrawal, revocation, loss of its license to operate. 

G. If the application for 27-65 designation is denied, the reason(s) for denial listing deficiencies in the
application shall be provided in a certified letter to the address of the applicant as shown on the
application or as subsequently furnished in writing by the applicant. If an applicant disagrees with
the decision, the applicant, if within sixty (60) days of receiving notice of the decision, may
request a hearing to review the denial pursuant to Sections 24-4-105 and 24-4-106, C.R.S. (see
part 2.24.5 of these rules); or upon remedying the noted deficiencies, may re-apply for 27-65
designation in accordance with this part 11.4. 

11.4.2 Provisional 27-65 Designation 
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A. Provisional approval may be granted for a period not to exceed ninety (90) calendar days if, after
initial inspection and review of an application: 

1. The applicant is in substantial compliance with these rules and is temporarily unable to conform
to all the minimum standards required under these rules. No provisional 27-65
designation shall be issued to an applicant if the operation of the facility may adversely
affect individual health, safety, or welfare; 

2. Compliance will be achieved within the ninety (90) day duration of the provisional license; and 

3. The applicant has a reasonable plan or schedule in writing for achieving compliance and provides
a written copy of the plan to the BHA.

B. The applicant shall provide proof that attempts are being made to conform and comply with
applicable rules. 

C. A second provisional approval for a period not to exceed ninety (90) calendar days may be
granted under the same criteria if necessary to achieve compliance. 

D. If the applicant is not able to come into compliance within one hundred and eighty (180) calendar
days from the date of initial provisional license granted, the application may be denied with a right
to request a hearing as described in part 11.4.1.G of this rule.

11.4.3 27-65 Re-Designation 

A. A facility seeking 27-65 designation renewal shall provide the Department with a completed 27-65
designation application at least sixty (60) calendar days prior to the expiration of the existing
27-65 designation. 

B. 27-65 designation renewal applications received by the BHA after the current 27-65 designation
expiration date has passed shall be returned to the facility by certified first class mail and/or
through electronic means with written notification that the 27-65 designation is no longer in effect.
Applicants may reapply for an initial 27-65 designation in accordance with part 11.4.1 of these
rules. 

C. 27-65 designation renewal applications that are received by the BHA fewer than sixty (60)
calendar days prior to the expiration of their existing 27-65 designation is a basis from which the
BHA may deny the renewal application. If the BHA denies the renewal application for being
untimely, the BHA will provide the facility with notice of the decision by certified first class mail. If
the facility disagrees with the decision, it may request a hearing as described in part 11.4.1.G of
this rule. Alternatively, any facility that submits its renewal application fewer than sixty (60)
calendar days prior to the expiration of the current 27-65 designation and does not receive a new
27-65 designation prior to that date and/or notice that the BHA decided to deny the renewal
application may reapply for an initial 27-65 designation in accordance with part 11.4.1 of these
rules. 

D. Failure of a facility seeking renewal of a designation to accurately answer or report any
information requested by the BHA shall be considered good cause to deny the 27-65 designation
renewal application. 

E. Facilities designated to provide care and treatment to persons with mental health disorders
pursuant to Section 27-65-101 through -131, C.R.S., shall receive an annual review for
compliance. 
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F. Facilities shall be notified in writing of non-compliance areas and the need for a plan of action as
outlined in part 2.23.H.2 of these rules. A probationary 27-65 designation may be granted. 

G. A facility in compliance with applicable BHA rules and state and federal regulations shall be
granted 27-65 designation effective through the expiration date, for a period not to exceed one (1)
year. 

11.4.4 Conditional 27-65 Designation 

A. A conditional 27-65 designation may be granted to a facility out of compliance with applicable
BHA or state and federal regulations prior to issuance of a renewal designation or during a
current designation period. The facility will be notified in writing of non-compliance areas and the
need for a plan of action (see part 2.23.H.2 of these rules). 

B. A conditional 27-65 designation will replace the current 27-65 designation for a period not to
exceed ninety (90) calendar days. 

C. Administrative and treatment activities may be limited by a conditional 27-65 designation as set
forth in the conditional designation while the facility addresses corrective actions. 

D. A conditional 27-65 designation may be re-issued for an additional period not to exceed ninety
(90) calendar days if substantial progress continues to be made and it is likely that compliance
can be achieved by the date of expiration of the second conditional license. 

E. If the facility fails to comply with or complete a plan of action in the time or manner specified, or is
unwilling to consent to the conditional 27-65 designation, the modification to a conditional 27-65
designation shall be treated as a revocation of the 27-65 designation and the facility shall be
notified by certified mail of the deficiencies and reason for action, the BHA may then institute
proceedings to effect the revocation per Section 24-4-104(3), C.R.S. 

11.4.5 Change in Designation 

A. If a facility makes a change in its designation status or decides to drop its 27-65 designation, it
shall notify the BHA in writing no later than thirty (30) calendar days prior to the desired effective
date. The facility shall submit a written plan for the transfer of care for the persons with mental
health disorders if the facility will no longer treat those individuals. This plan shall be submitted no
later than ten (10) business days prior to the effective date.

11.4.6 Rule Waivers

A. Rule waivers may be applied for as described in part 2.22 of these rules. 

11.4.7 Enforcement and Adverse Actions

A. 27-65 designated facilities are subject to enforcement measures outlined in part 2.24 of these
rules and intermediate restrictions as outlined in part 2.24.4 of these rules. 

B. Appeals of adverse actions shall be conducted in accordance with the state administrative
procedure act, Section 24-4-101 through -109, C.R.S. 

11.5 Data Reporting Requirements for All 27-65 Designated Facilities [Effective July 1, 2024]

A. Each facility designated for 27-65 services by the BHA, pursuant to Article 65 of Title 27, C.R.S.,
shall file an annual report with the BHA. The report shall be submitted in the format and
timeframe required by the BHA. This data shall include individuals on emergency mental health
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holds and/or individuals on short-term or long-term certifications that are being treated in
placement facilities under the auspices of the 27-65 designated facility.

B. For each 27-65 designated facility, the annual report shall include:

1. Facility name; 

2. County, and address of the facility; and  

3. Type of facility as defined in Section 27-65-102(15), C.R.S.

C. The facility must maintain confidentiality over the data sets. The reports generated from these
data sets are also confidential; but the BHA may release aggregated information contained in the
reports so long as the total number of individuals in any aggregate data group (including county
or facility name) is greater than thirty (30). If the total number in such a data group is less than or
equal to thirty (30), the BHA may release this information by redacting such number.

11.5.1 Data Reporting General Standards

A. Facilities must submit their annual data report to the BHA by July 1 of each year for the most
recent, complete calendar year covering January 1 through December 31. The report must meet
the requirements in this part 11.5 of these rules.

B. The BHA will annually request from the Department of Public Health and Environment a list of
licensed facilities that may provide emergency services pursuant to Article 65 of Title 27, C.R.S.
the facility list shall include, but is not limited to: 

1. General hospitals; 

2. Hospital units; 

3. Psychiatric hospitals; and,

4. Community clinics. 

C. If a facility on the list provided by the Department of Public Health and Environment does not
report to the BHA, the BHA will contact the facility to confirm that the facility did not provide
involuntary care to a person pursuant to Title 27, Article 65, C.R.S. during the reporting cycle. 

1. If a facility is found to have provided involuntary care to a person pursuant to Title 27, Article 65,
C.R.S. and did not submit an annual report, an annual report will be requested. 

2. If a facility refuses to provide the statutorily required report, the BHA may submit a complaint to
the office of the ombudsman for behavioral health access to care. 

D. The facility must maintain confidentiality over the data sets. The reports generated from these
data sets are also confidential; but the BHA may release aggregated information contained in the
reports so long as the total number of persons in any aggregate data group (including county or
facility name) is greater than thirty (30). If the total number in such a data group is less than or
equal to thirty (30), the BHA may release this information by redacting such number.

E. The data report requirements, by service type, shall include the following types below in this part
11.5.

11.5.2 Seventy-Two (72) Hour Treatment and Evaluation (Emergency Mental Health Holds)
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A. The facility is required to maintain a data set sufficient to report the following disaggregated
numbers to the BHA annually by July 1, for the most recent, complete calendar year covering
January 1 through December 31 and shall include as permitted by HIPAA, as incorporated by
reference in part 1.2 of these rules; 42 C.F.R. Part 2, as incorporated by reference in part 1.2 of
these rules ; and Section 27-65-101 through-131, C.R.S.:

1. For each individual on an involuntary emergency mental health hold, the facility shall report the
individual’s: 

a. Client ID;

b. Date of birth;

c. Gender;

d. Race and ethnicity; and

e. County of residence. 

2. Who initiated the involuntary emergency mental health hold? (Each hold can only meet the
requirements of one category listed below):

a. Certified peace officer;

b. Court; or

c. Intervening professional. 

3. If applicable, what kind of intervening professional initiated the involuntary emergency mental
health hold?

a. Professional person;

b. Physician assistant;

c. Advanced practice registered nurse;

d. Registered professional nurse;

e. Licensed clinical social worker;

f. Licensed marriage and family therapist;

g. Professional counselor; or

h. Licensed addiction counselor.

4. The reason(s) for the involuntary emergency mental health hold (each hold can meet the
requirements of multiple categories listed below):

a. Danger to self;

b. Danger to others; or

c. Gravely disabled.
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5. Disposition of the involuntary emergency mental health hold (each hold can only meet the
requirements of one category listed below):

a. Released without need for further mental health services;

b. Referred for further mental health care and treatment on a voluntary basis;

c. Certified for short-term treatment pursuant to Section 27-65-109, C.R.S.; 

d. Transferred to another designated facility while still on the seventy-two (72) hour hold; or

e. Placed on a subsequent hold due to placement issues.

6. The length of time the individual had to wait for placement in a facility.

7. The challenges encountered while finding placement for the individual, which may include but is
not limited to:

a. Medical complications;

b. Historical aggression/combativeness;

c. Intellectual and developmental disorders;

d. Infectious disease;

e. No bed available; and/or

f. Other important barriers to placement. 

8. If applicable, the reason(s) for the subsequent involuntary emergency mental health hold, which
may include but is not limited to:

a. Medical complications;

b. Historical aggression/combativeness;

c. Intellectual and developmental disorders;

d. Infectious disease;

e. No bed available; and/or

f. Other circumstances that prompted subsequent involuntary emergency mental health hold.

9. The total number of involuntary transportation holds received by the facility, as well as total
numbers by outcome of the required screening, including at least:

a. Total number of involuntary transportation hold screenings resulting in the placement of an
involuntary emergency mental health hold; 

b. Total number of involuntary transportation hold screenings resulting in a referral for further mental
health care and treatment on a voluntary basis; and
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c. Total number of involuntary transportation hold screenings resulting in a release without need for
further mental health services. 

11.5.3 Short and Long-Term Certifications 

A. The facility is required to maintain a data set sufficient to report the following disaggregate
numbers to the BHA annually by July 1, for the most recent, complete calendar year covering
January 1 through December 31 and shall include as permitted by HIPAA, as incorporated by
reference in part 1.2 of these rules; 42 C.F.R. Part 2, as incorporated by reference in part 1.2 of
these rules; and Section 27-65-101 through-131, C.R.S.:

1. For each individual, who was on a certification, the facility shall report the individual’s:

a. Client ID;

b. Date of birth;

c. Gender;

d. Race and ethnicity; and

e. County of residence.

2. Type of certification (each certification can only meet the requirements of one category listed
below):

a. Short-term;

b. Extended short-term;

c. Long-term; or 

d. Extended long-term.

3. Status of certification:

a. Inpatient; or

b. Outpatient.

4. Who initiated the certification (each certification can only meet the requirements of one category
listed below):

a. Court order; or

b. Professional person.

5. Reason(s) for the certification (each certification can meet the requirements of multiple categories
listed below):

a. Danger to self;

b. Danger to others; or

c. Gravely disabled.
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6. Start date of certification.

7. End date of certification.

8. Start time of certification.

9. End time of certification.

10. The services that were provided during the certification.

11. Outcome of the certification (each certification can only meet the requirements of one category
listed below):

a. Certification extended;

b. Successfully discharged and referred for further mental health care and treatment on a voluntary
basis;

c. Voluntarily discharged;

d. Transferred for continued involuntary treatment;

e. Unable to locate individual for treatment;

f. Discontinued with treatment compliance concerns;

g. Unable to transfer to another facility;

h. Discontinued due to lack of payment to treatment providers; or

i. Other circumstances of the outcome of the certification.

12. Employment status:

a. Unemployed;

b. Employed (full time);

c. Employed (part time);

d. Student;

e. Military service; or

f. Disability.

13. Housing status:

a. Independent living;

b. Lives with parent/guardian/caregiver;

c. Unhoused;

d. Shelter;
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e. Temporary housing;

f. Halfway house;

g. Alternative care facility;

h. Nursing home; 

i. Group home; or

j. Residential child care facility.

11.5.4 Voluntary Individuals 

A. The facility is required to maintain a data set sufficient to report the following disaggregate
numbers to the BHA annually by July 1 for the most recent, complete calendar year covering
January 1 through December 31, a record of each individual who accessed mental health
treatment voluntarily pursuant to Section 27-65-103, C.R.S., each individual’s record and data
report shall include as permitted by HIPAA, as incorporated by reference in part 1.2 of these
rules; 42 C.F.R. Part 2, as incorporated by reference in part 1.2 of these rules; and Section
27-65-101 through-131, C.R.S.:

1. Client ID;

2. Date of birth;

3. Gender; 

4. Race and ethnicity; and

5. County of residence. 

11.5.5 Involuntary Medications

A. In addition to the reporting of involuntary medications pursuant to part 11.8.5, the facility is
required to maintain data sets sufficient to report the following disaggregate numbers to the
Department annually by July 1 for the most recent, complete calendar year covering January 1
through December 31, a record of each individual who was given involuntary psychiatric
medication pursuant to Section 27-65-106, C.R.S., each individual’s record and data report shall
include as permitted by HIPAA, as incorporated by reference in part 1.2 of these rules; 42 C.F.R.
Part 2, as incorporated by reference in part 1.2 of these rules; and Section 27-65-101
through-131, C.R.S.:

1. Client ID;

2. Date the procedure was initiated;

3. Date of birth;

4. Gender;

5. Race and ethnicity; 

6. Type of order:
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a. Emergency; or

b. Court-ordered.

7. Type of medication (specified use of involuntary medication):

a. Antipsychotics - typical;

b. Antipsychotics - atypical;

c. Antidepressants;

d. Mood stabilizers; or

e. Anxiolytics/hypnotics.

11.5.6 Involuntary Treatment

A. The facility is required to maintain data sets sufficient to report the following disaggregate
numbers to the Department annually by July 1 for the most recent, complete calendar year
covering January 1 through December 31, a record of each individual who underwent involuntary
treatments pursuant to Section 27-65-106, C.R.S., each individual’s record and data report shall
include as permitted by HIPAA, as incorporated by reference in part 1.2 of these rules; 42 C.F.R.
Part 2, as incorporated by reference in part 1.2 of these rules; and Section 27-65-101
through-131, C.R.S.:

1. Client ID;

2. Date of birth;

3. Gender;

4. Race and ethnicity; and

5. Type of treatment:

a. Seclusion;

b. Restraint; or 

c. Both seclusion and restraint.

6. Date, time, and length of seclusion and/or restraint episode per individual.

11.5.7 Electroconvulsive Therapy (ECT) Procedures 

A. The facility is required to maintain data sets sufficient to report the following disaggregate
numbers to the Department annually by July 1 for the most recent, complete calendar year
covering January 1 through December 31, a record of each individual who underwent
electroconvulsive therapy, each individual's record and data report shall include as permitted by
HIPAA, as incorporated by reference in part 1.2 of these rules; 42 C.F.R. Part 2, as incorporated
by reference in part 1.2 of these rules; and Section 27-65-101 through-131, C.R.S.:

1. Client ID;
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2. Date of birth;

3. Gender;

4. Race and ethnicity;

5. Date, time, and length of ECT; and

6. Status:

a. Voluntary ECT; or

b. Involuntary ECT.

11.5.8 Imposition of Legal Disability or Deprivation of a Right

A. The facility is required to maintain data sets sufficient to report the following disaggregate
numbers to the BHA annually by July 1 for the most recent, complete calendar year covering
January 1 through December 31, a record of each individual with an imposition of legal disability
or deprivation of a right during treatment pursuant to Section 27-65-127, C.R.S., each individual’s
record and data report shall include as permitted by HIPAA, as incorporated by reference in part
1.2 of these rules; 42 C.F.R. Part 2, as incorporated by reference in part 1.2 of these rules; and
Section 27-65-101 through-131, C.R.S.:

1. Client ID;

2. Date of birth;

3. Gender;

4. Race and ethnicity; and

5. Specific right deprived.

11.5.9 Data Requirements for Emergency Medical Services Facilities [Effective July 1, 2024]

A. The data reporting required in this section is subject to limitations set forth in HIPAA, as
incorporated by reference in part 1.2 of these rules; 42 C.F.R. Part 2, as incorporated by
reference in part 1.2 of these rules; and Section 27-65-101 through-131, C.R.S.

B. An emergency medical services facility, as defined in part 11.2 of these rules, providing care to an
individual pursuant to Article 65 of Title 27, C.R.S. is required to maintain a data set sufficient to
report the following disaggregate numbers to the BHA annually pursuant to Section 27-65-106(9),
C.R.S., in the format and timeframe required by the BHA as provided on the BHA website. 

C. For each facility, the annual report shall include:

1. The name, county, and address of each facility site where the service was provided. 

2. Gender;

3. Race and ethnicity;

4. County of residence;
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5. If the individual arrived at the facility through an emergency transportation hold;

6. A record of each individual who had an involuntary emergency mental health hold resolved (this
includes release without need for further mental health services, referral for voluntary
treatment, or transferred to from the facility) at the facility;

7. The outcome of each individual involuntary emergency mental health hold resolved at the facility
(each hold can only meet the requirements of one category listed below):

a. Released without the need for further mental health services;

b. Referred for voluntary treatment; or

c. Transferred to a 27-65 designated facility for continued involuntary services.

8. Who initiated the involuntary emergency mental health hold (each hold can only meet the
requirements of one category listed below):

a. Certified peace officer;

b. Court; or

c. Intervening professional.

9. The reason for the involuntary emergency mental health hold (each hold can meet requirements
of multiple categories below):

a. Dangerous to self;

b. Dangerous to others; or

c. Gravely disabled.

11.6 Personnel Requirements for 27-65 Designated Facilities

11.6.1 Safety

A. Any personnel who are physically or mentally unable to adequately and safely perform duties that
are essential functions may not be assigned duties as a direct care personnel or volunteer at a
27-65 designated facility. Facilities shall outline criteria in their policies and procedures for
determining whether a person is able to safely perform duties in its policies and procedures. 

B. The facility shall not employ or allow any personnel who are under the influence of a controlled
substance, as defined in Sections 18-18-203 through -207, C.R.S. or who are under the influence
of alcohol in the workplace. This does not apply to personnel using controlled substances under
the direction of a physician and in accordance with their health care provider’s instructions, as
long as it does not pose a safety risk to the person, other personnel, or individuals.

C. The facility shall employ sufficient personnel to ensure that the provision of services meets the
needs of individuals. The facility shall:

1. Ensure that each shift has a minimum of two (2) personnel, whenever one (1) or more individuals
are present in the milieu;
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2. Maintain individual-to-personnel ratios not exceeding a one to six (1:6) trained staff member(s) to
individual ratio at all times; and 

3. Inpatient staffing ratios do not apply to outpatient certification services.

D. If the facility is a hospital, the facility must comply with staffing requirements pursuant to Section
25-3-128, C.R.S. in lieu of compliance with part 11.6.1.C.

E. The facility shall ensure that, at minimum, one of the following qualified personnel is available to
administer medications at all times:

1. Licensed practical nurse, registered nurse, advanced practice registered nurse, physician,
physician’s assistant, pharmacist, or qualified medication administration person (QMAP).

11.6.2 Leadership Personnel Requirements and Responsibilities

A. Facility director

1. The facility director is responsible for the following: 

a. Overall direction and responsibility for the individuals, program, facility, and fiscal management; 

b. Overall direction and responsibility for supervision of personnel; 

c. The selection and training of a capable personnel member who can assume responsibility for
management of the facility in the director’s absence; and 

d. The establishment of relationships and maintaining contact with allied facilities, services, and
mental health resources within the community. 

2. Qualifications of a facility director: 

a. The facility director shall have, at minimum, received a bachelor’s degree from an accredited
college or university and have three (3) years of verified experience in the human
services field, one of which was in a supervisory or administrative position; or,

b. The facility director shall have, at minimum, received a master’s degree from an accredited
college or university and have two (2) years of verified experience in the human
services field, one of which was in a supervisory or administrative position. 

3. Assistant or acting facility director:

a. In each facility, there shall be a specifically designated personnel member capable of acting as a
substitute for the facility director during their absence. The duties and
responsibilities of the acting facility director shall be clearly defined within the
facility’s policies and procedures in order to avoid confusion and conflict among
other personnel and individuals. 

b. If the facility director is regularly absent from the facility for more than fifty percent (50%) of their
working hours, an assistant or acting director shall be appointed who meets the
qualifications outlined in part 11.6.2.A.2 of this section. 

B. Clinical director
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1. The clinical director is responsible for assuring that there is adequate training and supervision for
personnel, that multidisciplinary personnel members are practicing within their scope, and
that ethical standards are upheld. 

2. Qualifications of a clinical director:

a. The clinical director shall possess a master’s degree or doctoral degree in a mental health related
field or a bachelor’s degree in a mental health related field plus five (5) years of
related work experience. 

b. The clinical director shall possess a valid clinical license to practice medicine and/or behavioral
health services in the state of Colorado.

11.6.3 Personnel Training Requirements for 27-65 Designated Facilities

A. In addition to trainings identified in part 2.5.I of these rules, facilities designated for 27-65 services
under these rules shall develop policies and procedures for personnel training curriculum and
schedules in order to meet the following requirements. Facilities may choose to use an annual
certification of competency in lieu of training which shall be stored in the personnel file; the facility
shall develop appropriate policies, procedures and testing to assure and demonstrate personnel
competency. Training shall be conducted in a trauma-informed, culturally, and linguistically
competent manner. 

B. All personnel supervising or providing direct care and treatment for individuals with mental health
disorders shall receive annual training or annual facility certification of competency on the
provisions of these rules and the requirements of Section 27-65-101 through -131, C.R.S.

C. All personnel who order or administer involuntary medications (including prescribers, nursing
personnel, and QMAPs) shall receive annual training or annual facility certification of competency
on Chapter 11 of these rules and the legal rationale underlying involuntary medication of
individuals. 

D. All supervisory and direct care personnel shall receive annual training or annual facility
certification of competency in the recognition and response to common side effects of psychiatric
medications. These personnel shall be trained to respond to emergency drug reactions in
accordance with the facility's policies. 

E. All personnel who administer seclusion, restraint, and physical management techniques shall
receive training and/or certification at minimum pursuant to this part 11.9.3.

F. All program administrators and program supervisory personnel shall receive annual training or
annual facility certification of competency on alternative or representative medical decision
making, including, but not limited to advance directives, medical durable powers of attorney, and
proxy decision making, and guardianships.

G. Specific personnel of placement facilities, as determined by the 27-65 designated facility and its
policies and procedures, shall receive annual facility training or annual certification of competency
on the provisions of these rules and the requirements of Section 27-65-101 through-131, C.R.S.
the 27-65 designated facility is responsible for ensuring that this annual training occurs at
placement facilities and documenting all relevant placement facility training. 

11.7 Individual Records

11.7.1 General Procedures for Individual Records
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A. The professional person and/or the facility providing an evaluation, care, and/or treatment shall
keep records detailing all care and treatment received by the individual, and the records must be
made available, upon the individual’s written authorization, to the individual’s attorney or the
individuals personal physician in accordance with federal and state laws. The records are
permanent records and must be retained in accordance with Section 27-65-123(4), C.R.S.

B. Except as provided in this part 11.7.1.B, all information obtained and records prepared in the
course of providing any services to any individual pursuant to any provision of Article 65 of Title
27, C.R.S., are confidential and privileged matter. The information and records may be disclosed
only:

1. In communications between qualified professional personnel in the provision of services or
appropriate referrals;

2. When the individual designates other persons to whom information or records may be released;
but, if an individual is a ward or conservatee and the ward’s or conservatee’s guardian or
conservator designates, in writing, persons to whom records or information may be
disclosed, the designation is valid in lieu of the designation by the recipient; except that
nothing in this section compels a physician, psychologist, social worker, nurse, attorney,
or other professional personnel to reveal information that has been given to the
individual in confidence by members of an individual’s family or other informants;

3. To the extent necessary to make claims on behalf of a recipient of aid, insurance, or medical
assistance to which recipient may be entitled;

4. If the BHA has promulgated rules for the conduct of research, such rules must include, but are
not limited to, the requirement that all researchers must sign an oath of confidentiality. All
identifying information concerning individuals, including names, addresses, telephone
numbers, and social security numbers, must not be disclosed for research purposes;

5. To the courts, as necessary for the administration of Article 65 of Title 27, C.R.S.;

6. To persons authorized by an order of court after notice and opportunity for hearing to the
individual to whom the record or information pertains and the custodian of the record or
information pursuant to the Colorado rules of civil procedure;

7. To family members upon admission of an individual with a mental health disorder for inpatient or
residential care and treatment. The only information that may be released pursuant to this
part 11.7.1.B.7 is the location and fact of admission of the person with a mental health
disorder who is receiving care and treatment. The disclosure of location is governed by
HIPAA and 42 C.F.R. Part 2 and the procedures in Section 27-65-124, C.R.S. and is
subject to review pursuant to Section 27-65-124, C.R.S.; and/or,

8. To family members or a lay person actively participating in the care and treatment of a person
with a mental health disorder, regardless of the length of the participation. This
disclosure is governed by HIPAA, as incorporated by reference in part 1.2 of these rules;
and 42 C.F.R. Part 2, as incorporated by reference in part 1.2 of these rules; and the
procedures in Section 27-65-124 (2) and is subject to review pursuant to Section
27-65-124, C.R.S. The information released pursuant to this subpart is limited to one (1)
or more of the following:

a. The diagnosis;

b. The prognosis;
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c. The need for hospitalization and anticipated length of stay;

d. The discharge plan;

e. The medication administered and side effects of the medication; and

f. The short-term and long-term treatment goals.

9. In accordance with state and federal law, to the facility designated pursuant to the federal
“Protection and Advocacy for Mentally Ill Individuals Act”, 42 U.S.C. Sec. 10801 et seq.,
and as the governor's protection and advocacy system for Colorado.

C. Nothing in part 11.7.2 of these rules precludes the release of information to a parent or legal
guardian concerning the minor.

1. Nothing in Article 65 of Title 27, C.R.S., renders privileged or confidential any information, except
written medical records and information that is privileged pursuant to Section 13-90-107,
C.R.S., concerning observed behavior that constitutes a criminal offense committed upon
the premises of any facility providing services pursuant to Article 65 or any criminal
offense committed against any individual while performing or receiving services pursuant
to Article 65 of Title 27, C.R.S.

2. This section does not apply to physicians or psychologists eligible to testify concerning a criminal
defendant’s mental condition pursuant to Section 16-8-103.6, C.R.S.

D. All facilities shall maintain and retain permanent records, including all applications as required
pursuant to Section 27-65-106(3), C.R.S.

1. Outpatient or ambulatory care facilities shall retain all records for a minimum of seven (7) years
after discharge from the facility for individuals who were eighteen (18) years of age or
older when admitted to the facility, or until twenty-five (25) years of age for individuals
who were under eighteen (18) years of age when admitted to the facility.

2. Inpatient or hospital care facilities shall retain all records for a minimum of ten (10) years after
discharge from the facility for individuals who were eighteen (18) years of age or older
when admitted to the facility, or until twenty-eight (28) years of age for individuals who
were under eighteen (18) years of age when admitted to the facility.

3. Nothing in this section prohibits or limits the sharing of information by a state institution of higher
education police department to authorized university administrators pursuant to Section
23-5-141, C.R.S.

11.7.2 Request for Release of Information Procedures

A. This section provides for the release of information only and is not deemed to authorize the
release of the written medical record without authorization by the individual or as otherwise
provided by law.

1. When a family member requests the location and fact of admission of a person with a mental
health disorder pursuant to Section 27-65-123(1)(g), C.R.S., the treating professional
person or the professional person’s designee, who must be a professional person, shall
decide and document the rationale in the individual’s record to whether to release or
withhold such information. The location must be released if consistent with HIPAA, as
incorporated by reference in part 1.2 of these rules, and 42 C.F.R. Part 2, as incorporated
by reference in part 1.2 of these rules, unless the treating professional person or the
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professional person’s designee determines, after an interview with the individual, that
release of the information to a particular family member would not be in the best interests
of the individual. 

a. Any decision to withhold information requested pursuant to Section 27-65-123(1), C.R.S., is
subject to administrative review pursuant to this section upon request of a family
member or the individual.  

2. The treating facility shall make a record of the information given to a family member. 

3. For the purposes of request for release of information in this section, an adult person having a
similar relationship to an individual with a mental health disorder as a spouse, lay person,
parent, child, or sibling of an individual with a mental health disorder may also request the
location and fact of admission concerning an individual with a mental health disorder.

4. When a family member requests information concerning an individual with a mental health
disorder, the treatment professional person or the professional person’s designee, shall
determine whether the individual is capable of making a rational decision in weighing the
individual’s confidentiality interests and the care and treatment interests implicated by the
release of information. The treating professional person or the professional person’s
designee shall then determine whether the individual consents or objects to the release
of information.   

B. For purposes of this section, the treating professional person’s designee shall be a professional
person.

C. Information must be released or withheld in the following circumstances:

1. If the treating professional person or the professional person’s designee makes a finding that the
individual is capable of making a rational decision concerning the individual’s interests
and the individual consents to the release of information, the treating professional person
or the professional person’s designee shall order the release of the information unless
the professional person or the professional person’s designee determines that the
release would not be in the best interest of the individual with a mental health disorder.

2. If the treating professional person or the professional person’s designee makes a finding that the
individual with a mental health disorder is capable of making a rational decision
concerning the individual’s interests and the individual objects to the release of
information, the treating professional person or the professional person’s designee shall
not order the release of information.

3. If the treating professional person or the professional person’s designee makes a finding that the
individual with a mental health disorder is not capable of making a rational decision
concerning the individual’s interests, the treating professional person or the professional
person’s designee may order the release of the information if the professional person or
the professional person’s designee determines that the release would be in the best
interests of the individual.

4. Any determination of individual capacity:

a. Must be used only for the limited purpose of this section.

b. A decision by a treating professional person or the professional person’s designee concerning the
capability of an individual with a mental health disorder is subject to
administrative review upon the request of the individual.  
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c. A decision by a treating professional or the professional person’s designee to order the release or
withholding of information is subject to administrative review upon the request of
either a family member or the individual with a mental health disorder.

d. The director of the treating facility shall make a record of any information given to a family
member.

D. Procedures for administrative and judicial review of information release/withholding when
requested: 

1. When administrative review is requested, the director of the facility providing care and treatment
to an individual with a mental health disorder, shall cause an objective and impartial
review of the decision to withhold or release information.  

2. The director of the facility shall conduct the review if the director is a professional person. 

a. If the director is not available or if the director cannot provide an objective and impartial review,
the review must be conducted by a professional person designated by the facility
director.  

3. The review must include, but is not limited to, an interview with the individual with a mental health
disorder.  

4. The facility providing care and treatment shall document the review of the decision 

5. If an individual with a mental health disorder objects to the release or withholding of information,
the individual and the individual's attorney, if any, must be provided with information
concerning the procedures for administrative review of a decision to release or withhold
information. The individual must be informed of any information proposed to be withheld
or released, and to whom, and be given a reasonable opportunity to initiate the
administrative review process before information concerning the individual’s care and
treatment is released.

6. A family member whose request for information is denied must be provided with information
concerning the procedures for administrative review of a decision to release or withhold
information.

7. An individual with a mental health disorder may file a written request for review by a court, under
Section 27-65-124, C.R.S., of a decision made upon administrative review to release
information to a family member requested and proposed to be released. 

8. If judicial review is requested by the individual, under Section 27-65-124, C.R.S., the court shall
hear the matter within ten (10) days after the request, per Section 27-65-124, C.R.S., and
the court shall give notice to the individual with a mental health disorder and the
individual's attorney, the treating professional person, and the person who made the
decision upon administrative review of the time and place of the hearing. 

a. The hearing must be conducted in the same manner as other civil proceedings before the court
per Section 27-65-124, C.R.S.

9. Unless specifically stated in an order by the court, an individual does not forfeit any legal right or
suffer legal disability by reason of the provisions of Article 65 of Title 27, C.R.S.

10. In order to allow an individual with a mental health disorder an opportunity to seek judicial review,
the treating facility or the treating professional person or the professional person's
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designee shall not release information requested until five (5) days after the
determination upon administrative review of the director or the director's designee is
received by the individual.

11. Once judicial review is requested, the treating facility or the treating professional person or the
professional person's designee shall not release information except by court order. 

12. If the individual with a mental health disorder indicates an intention not to appeal a determination
upon administrative review that is adverse to the individual concerning the release of
information, the information may be released less than five (5) days after the
determination upon review is received by the individual.

11.7.3 Documentation in Individual Records

A. 27-65 designated involuntary emergency services facilities shall be exempt from completing a
comprehensive assessment as described in part 2.12.3 of these rules, an initial assessment as
described in part 2.12.2 of these rules and a service plan as described in part 2.13.1 of these
rules. 

B. Screening shall follow requirements as outlined in part 2.12.1 of these rules and must also
contain the following:

1. Substance use in the past 24 hours: 

a. What, how much, when;

2. Current medications; and

3. Psychiatric advance directives, psychiatric and/or medical assessment documentation.

C. Crisis assessments must be completed in full on a BHA-created form, available on the BHA
website, within 24 hours of admission when determining involuntary hold.

1. The elements from this form can be integrated into a facility’s electronic health record system. 

D. The BHA-created standardized evaluation form pursuant to 27-65-106(6)(b), C.R.S., available on
the BHA website must be documented in full in the individual record.

E. If the treating professional person at the designated facility pursues short-term or long-term
certification of an individual, all corresponding court documents must also be part of the individual
record. 

F. Safety planning documentation must contain the following:

1. Emergency services facilities will develop crisis safety plans with individuals who are detained or
assessed/evaluated and are not placed on emergency mental health holds prior to
discharge or transfer. 

2. Safety planning must be done in collaboration with the individual in crisis and their family
members and/or other social supports (if desired by the individual). 

G. Discharge instructions and care coordination instructions must contain the following in both the
individual’s clinical record and available as instructions for the individual: 
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1. A summary of why the individual was detained or evaluated for an emergency mental health
hold; 

2. Detailed information as to why the evaluating professional determined the individual no longer
meets the criteria for an emergency mental health hold pursuant to Section 27-65-106,
C.R.S. or certification pursuant to Section 27-65-109, C.R.S.;

3. Whether the individual may receive services on a voluntary basis pursuant to parts 11.14.2.I
through 11.14.2.l of these rules; 

4. If the individual’s medications were changed or the individual was newly prescribed medications
during the emergency mental health hold, a clinically appropriate supply of medications,
as determined by the judgment of a licensed health-care provider, for the individual until
the individual can access another provider or follow-up appointment. Facility must assist
in care coordination for the follow-up appointment, if needed; 

5. A safety plan for the individual and, if applicable, the individual’s lay person where indicated by
the individual’s mental health disorder or mental or emotional state;

6. Notification to the individual’s primary care provider, if applicable and/or known;

7. A referral to appropriate services, if such services exist in the community, if the individual is
discharged without food, housing, or economic security. Any referrals and linkages must
be documented in the individual’s record; 

8. The phone number to call or text the Colorado Crisis Services hotline and information on the
availability of peer support services;

9. Information on how to establish a psychiatric or medical advance directive if one is not presented;

10. Medications that were changed during the emergency mental health hold, including previously
prescribed upon admission, and which medications, if any, were changed or discontinued
at the time of discharge;

11. A list of any screening or diagnostic tests conducted during the emergency mental health hold, if
requested;

12. A summary of therapeutic treatments provided during the emergency mental health hold; if
requested;

13. Any laboratory work, including blood samples or imaging that was completed or attempted, if
requested;

14. The person’s vital signs upon discharge from the emergency mental health hold, if requested;

15. A copy of any psychiatric advance directive presented to the facility, if applicable; and

16. How to contact the discharging facility if needed.

H. The facility shall document in the individual's record whether the individual accepted the
discharge instructions.

I. The facility shall provide the discharge instructions to the individual's parent or legal guardian if
the individual is under eighteen (18) years of age, and to the individual's lay person, when
possible and if consistent with state and federal law.
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J. Upon discharge, the facility shall discuss with the individual, the individual's parent or legal
guardian, or the individual's lay person the statewide care coordination infrastructure established
in Section 27-60-204, C.R.S. to facilitate a follow-up appointment for the individual within seven
(7) calendar days after the discharge. Facilities shall comply with part 11.7.3.J of this Chapter,
when the statewide care coordination infrastructure created in Section 27-60-204, C.R.S. is fully
operational, as determined by the BHA. The BHA shall immediately notify facilities when the
statewide care coordination infrastructure is available to assist individuals with discharge.

K. The facility shall, at a minimum, attempt to follow-up with the individual, the individual's parent or
legal guardian, or the individual's lay person within forty-eight (48) hours after discharge.

L. The facility is encouraged to utilize peer support professionals, as defined in Section
27-60-108(2)(b), C.R.S., when performing follow-up care with individuals and in developing a
continuing care plan pursuant to this part 11.7.3.G.1 through 3. The facility may facilitate follow-up
care through contracts with community-based behavioral health providers or the Colorado
Behavioral Health Crisis Hotline. If the facility facilitates follow-up care through a third-party
contract, the facility shall obtain authorization from the individual to provide follow-up care, any
denial of authorization from the individual shall be documented in the individual record.

M. If the individual is enrolled in Medicaid, the facility is not required to meet the requirements of this
part 11.7.3.J through 11.7.3.M and instead, the facility shall notify the individual's relevant
Managed Care Entity, as defined in Section 25.5-5-403(4), C.R.S., of the individual's discharge
and need for ongoing follow-up care prior to the individual's discharge.

N. If the facility contracts with a Behavioral Health Entity and/or a safety net provider, as defined in
Section 27-50-101(7), C.R.S., to provide behavioral health services to an individual on or
following an emergency mental health hold, the facility shall work with the Behavioral Health
Entity and/or safety net provider in order to meet the requirements of this part 11.7.3.J through
11.7.3.M.

O. The facility shall encourage the individual to designate a family member, friend, or other persons
as a lay person to participate in the individual's discharge planning and shall notify the individual
that the individual is able to rescind the authorization of a lay person at any time. If the individual
designates a lay person and has provided necessary authorization, the facility shall attempt to
involve the lay person in the individual's discharge planning. The facility shall notify the lay person
that the individual is being discharged or transferred.

P. Involuntary emergency services facilities must ensure that an individual and authorized caregiver
and/or family member(s) receive follow-up by phone or telehealth within forty-eight (48) hours,
conducted by any member of the responding team or by an associated hospital follow-up
program. Purpose of the follow-up appointment shall be documented in the individual’s clinical
record.

11.8 Psychiatric Medications

11.8.1 Informed Consent

A. In all instances where prescription medications are to be ordered as a part of a mental health
treatment program, the following information in these part 11.8.1.A through 11.8.1.D shall be
provided, consistent with federal and state law, to the individual and legal guardian(s) and
communicated both written and verbally. For individuals, between the ages of fifteen (15) and
eighteen (18), the following information may be provided to the individuals’ parent(s) or legal
guardian(s). When an individual has designated another to act concerning medication issues
pursuant to a medical durable power of attorney, advanced directive, or proxy, the information
shall be provided to that person also. The facility shall have policies and procedures for
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documenting in the clinical record that the required information was given to the individual,
parent, or guardian and consent obtained before initial administration of medication(s).

1. The name(s) of the medication being prescribed; 

2. The usual uses of the medication(s); 

3. The reasons for ordering the medication(s) for this individual; 

4. A description of the benefits expected; 

5. The common side effects and common discomforts, if any; 

6. The major risks, if any;

7. The probable consequences of not taking the medication(s); 

8. Any significant harmful drug or alcohol interactions, or food interactions;

9. Appropriate treatment alternatives, if any;  

10. That the individual may withdraw agreement to take the medication at any time; and

11. Ensure that medication will not interfere or negatively interact with any of the individual’s other
prescribed medication(s).

B. If an individual has established an advance directive concerning psychiatric medication and the
advance directive is still in effect, the physician or advanced practice registered nurse shall follow
the directive unless contraindicated in a psychiatric emergency. The rationale for overriding an
advance directive shall be clearly documented in the individual’s clinical record.

C. The provider with prescriptive authority or their designee shall offer to answer inquiries regarding
the medication(s).

D. No individual shall be threatened with or subjected to adverse consequences by facility personnel
solely because of a failure to accept psychiatric medication voluntarily.

11.8.2 Prescribing, Handling, & Administration of Psychiatric Medication(s) 

A. All psychiatric medication(s) shall be administered on the written order of a professional person
authorized by statute to order such medications. Verbal medication orders may be given
according to facility policies.

B. The facility shall have written policies and procedures regarding part 11.8.1 of these rules for
informed consent, and the following:

1. Documentation of the administration of medication, medication variances/errors, and adverse
medication reactions related to medication administration;

2. Notification to a professional person authorized by statute to order such medications in case of
medication errors and/or medication reactions/events;

3. Discontinuance of medication; 

4. Disposal of medications; 
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5. Acceptance of verbal, fax, or electronically transmitted medication orders; and

6. Medication shortages and substitutions.

C. Facilities shall ensure all clinical staff are aware of and have access to the medication formulary.

D. Facilities shall ensure their providers have access to the medications on the medication formulary
when prescribing medications to treat behavioral health disorders.

E. Facilities shall note in the individual’s clinical record all prescription medications administered to
the individual by a facility including: 

1. The name and dosage of medication; 

2. The reason for ordering the medication; 

3. The time, date and dosage when medication(s) is administered;

4. The name and credentials of the person who administered the medication; 

5. The name of the prescribing physician or advanced practice registered nurse to order such
medication; and 

6. If the medication is administered as an emergency medication or a court-ordered medication.

11.8.3 Involuntary Psychiatric Medications

A. These rules for involuntary psychiatric medications do not apply to refusal of non-psychiatric
medications or medical emergencies. If an individual refuses medications intended to treat
general medical conditions and that refusal is likely to cause or precipitates a medical emergency,
those professionals who are authorized to order and administer medications may take action in
accordance with generally accepted medical practice in an emergency situation.

B. Psychiatric emergency conditions: individuals who are detained pursuant to Sections 27-65-106,
-107, -108 [effective July 1, 2024], -109, or -110, C.R.S., and refuse psychiatric medication may
be administered psychiatric medication(s) ordered up to twenty-four (24) hours without consent
under a psychiatric emergency condition. The least intrusive means should be used to address
the psychiatric emergency.

C. An emergency condition exists if:

1. The individual is determined to be in immediate and substantial danger of harming self or others,
as evidenced by symptoms which have in the past reliably predicted dangerousness in
that particular individual; or, 

2. By a recent overt act, including, but not limited to, a credible threat of bodily harm, an assault on
another person or self-destructive behavior that demonstrates an immediate and
substantial threat to self or others.  

D. A reasonable attempt to obtain voluntary acceptance of psychiatric medication shall be made
prior to the use of involuntary medication.

E. Continuation of a psychiatric emergency:



Ado
pt

ed
 11

/3
/2

02
3

1. If the psychiatric emergency has abated because of the effect of psychiatric medications and the
authorized practitioner is of the opinion that psychiatric medication is necessary to keep
the emergency in abeyance beyond seventy-two (72) hours, then within that seventy-two
(72) hours the following steps shall be taken:

a. The facility shall send a written request for a court hearing for an order to administer the
medication involuntarily; 

b. A documented concurring consultation with another authorized practitioner shall be obtained. The
consultation shall include an examination of the individual and a review of the
clinical record including an assessment as to whether the psychiatric emergency
condition continues to exist; and

c. If a concurring consultation is not obtained within seventy-two (72) hours, then emergency
psychiatric medication shall be discontinued until such concurring consultation is
obtained and documented, except in cases where life threatening consequences
could result from an abrupt medication discontinuation. Under these
circumstances, the individual shall be safely taken off the medication according to
standards of medical practice, with corresponding clinical documentation. 

2. In no case shall an individual receive emergency psychiatric medication(s) involuntarily for a
period exceeding ten (10) days without an order from a court of competent jurisdiction,
including continuation orders from the court. 

3. The individual shall be notified of the right to contact their attorney and/or the court of competent
jurisdiction at the time the written request for court-ordered medication is made. This
notification shall be documented in the clinical record. If an individual chooses to exercise
this right, the 27-65 designated facility shall aid the individual, if necessary, in
accomplishing the foregoing.

F. The specific facts outlining behaviors supporting the finding of the emergency condition shall be
detailed in the clinical record. Every twenty-four (24) hours thereafter until such time a final court
order is issued, the emergency is resolved, or the individual accepts psychiatric medications
voluntarily, the facility shall document the behaviors that substantiated the need to continue the
emergency medication, and the physician shall reorder the psychiatric medications. 

G. During the course of emergency medication administration, the individual shall be offered the
medication on a voluntary basis each time the medication is given. If the individual voluntarily
consents to take the medication(s), and the attending physician determines that the individual will
likely continue to accept the medication on a voluntary basis and no longer requires involuntary
medications, this shall be documented in the record and the involuntary medication procedures
shall be terminated.

H. If the individual again refuses to voluntarily accept medication(s) and their clinical condition
returns to an emergency situation, pursuant to part 11.8.3.C of these rules, the emergency
psychiatric medication procedures may be re-instituted. 

11.8.4 Non-Emergency Involuntary Medications (Court Ordered Medications)

A. In non-emergency situations in which an individual who is detained pursuant to Sections
27-65-106, -107, -108 [effective July 1, 2024], -109, -110, or -111 C.R.S., would benefit from the
administration of a psychiatric medication, but the individual does not consent, the facility shall
petition the court to obtain permission to administer such medication. The following conditions
must be documented in the petition:
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1. The individual is incompetent to effectively participate in the treatment decision;

2. Treatment by psychiatric medication is necessary to prevent a significant and likely long-term
deterioration in the individual's mental condition or to prevent the likelihood of the
individual causing serious harm to self or others; 

3. A less intrusive appropriate treatment alternative is not available; and 

4. The individual's need for treatment by psychiatric medication is sufficiently compelling to override
any bonafide and legitimate interest of the individual in refusing treatment.

B. The petition shall specify what class or name of psychiatric medication is being recommended as
potentially beneficial to the individual. 

C. No psychiatric medications shall be administered without the individual's consent until a court
order is received authorizing involuntary use, except under emergency conditions under part 11.8
of these rules.

11.8.5 Involuntary Medication Data Reporting

A. In addition to the involuntary medication data reporting requirements pursuant to 11.5.5, the
27-65 designated facility shall maintain a log of all cases where involuntary medications were
administered. 

B. The record must contain, at a minimum, the following:

1. Individual's name and identifying number; 

2. Specified use of involuntary medication; 

3. Physician or other professional authorized by law ordering involuntary medication; 

4. Date/time each involuntary medication was administered and reason for use of involuntary
medication; 

5. Date/time involuntary medication was discontinued; and 

6. Reason for discontinuation of involuntary medication(s).

C. If the facility uses a medication administration record or another mechanism which meets the
criteria listed in this part 11.8.5.B, can correlate this information as required in this part 11.8.5.D,
and places the information in the clinical record, that mechanism may be used in lieu of a
separate log.  

D. The facility shall have the ability to determine, at a minimum:

1. The aggregate number of individuals receiving emergency and involuntary psychiatric
medications during a specified period of time; and

2. The start and stop dates for each individual's involuntary medication treatment.

E. If the facility is licensed as a BHE, the facility must incorporate the use of this data into the quality
improvement program in accordance with part 2.17 of these rules.

11.9 Seclusion, Restraint, and Physical Management
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11.9.1 General Provisions

A. The following rules covering seclusion, restraint, and physical management apply to all facilities
that use seclusion, restraint, and/or physical management. If a facility has decided to use
seclusion, restraint, and/or physical management, the facility shall use seclusion, restraint, and/or
physical management only in accordance with the rules in this part 11.9.

B. These rules do not supersede any requirements under Section 26-20-101 through-111, C.R.S.

C. If any provision of this part 11.9 conflicts with any provision concerning the use of seclusion,
restraint, and/or physical management on an individual with an intellectual or developmental
disability as stated in Article 10.5 of Title 27, C.R.S., Article 10 of Title 25.5, C.R.S. or any rule
adopted pursuant to those Articles, the provisions of those Articles or rules prevail.

D. Individuals being detained under Sections 27-65-106 through -110, C.R.S., may be secluded or
restrained involuntarily under the conditions in this part; otherwise, there must be a signed
informed consent for such an intervention as subject to part 2.11 of this rule.

E. A facility may only use seclusion, restraint, and/or physical management: 

1. In cases of emergency, as defined at Section 26-20-102(3), C.R.S., to be a serious, probable,
imminent threat of bodily harm to self or others where there is the present ability to affect
such bodily harm; and,

2. After less restrictive alternatives, including but not limited to after all attempts to verbally direct or
de-escalate the individual have failed; or 

3. After a determination that such alternatives would be inappropriate or ineffective under the
circumstances. 

F. A facility that uses seclusion, restraint, and/or physical management pursuant to the provisions of
part 11.9.1.E of this section, may only use such seclusion, restraint, and/or physical
management: 

1. For the purpose of preventing the continuation or renewal of an emergency; 

2. For the period of time necessary to accomplish its purpose; and 

3. In the case of physical restraint, with no more force than is necessary to limit the individual's
freedom of movement. 

G. In addition to the circumstances described in this part 11.9.1.F, a facility that is designated by the
commissioner of the BHA in the State Department to provide treatment pursuant to Sections
27-65-106, 27-65-109, or 27-65-110, C.R.S., to an individual with a mental health disorder, as
defined in Section 27-65-102(22), C.R.S., may use seclusion to restrain an individual with a
mental health disorder when the seclusion is necessary to eliminate a continuous and serious
disruption of the treatment environment.  

H. Seclusion, restraint, and/or physical management must never be used: 

1. As a punishment or disciplinary sanction, 

2. As a means of coercion, 

3. As part of an involuntary service plan or behavior modification plan, 
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4. For convenience,

5. For the purpose of retaliation, or 

6. For the purpose of protection, unless: 

a. The restraint or seclusion is ordered by a court; or 

b. In an emergency, as provided for in this part 11.9.1.F.1 above.

I. Physical management for individuals under the age of eighteen (18) must always be considered
as restraint and follow the restraint order rules pursuant to part 11.9.13 of this Chapter.

11.9.2 Policies and Procedures Regarding Seclusion, Restraint, and Physical Management

A. Facilities shall have and shall implement written policies and procedures that describe the
situations in which the use of seclusion, restraint, and/or physical management are considered
appropriate in the facilities and personnel who can order their use. The policies and procedures
must include the requirements in this part 11.9 and Section 26-20-101 through -111, C.R.S. these
policies and procedures must also include:

1. For a facility that does not authorize the use of seclusion, restraint, and/or physical management
of any type, a policy statement noting the prohibition against the use of seclusion,
restraint, and/or physical management and the procedures that personnel will utilize in
lieu of seclusion, restraint, and/or physical management. 

2. For a facility that utilizes seclusion, restraint, and/or physical management, a policy statement
regarding the review process for the use of seclusion, restraint, and/or physical
management. The review process must include a provision for terminating the seclusion,
restraint, and/or physical management episode when the reviewer does not concur with
the order for continuation. 

a. If the reviewer is not an authorized practitioner, then the order must be discontinued by an
authorized practitioner. 

3. Personnel shall ensure that no individual endures harm or harassment when secluded and/or
restrained.

4. A policy statement that a facility shall ensure that the care and treatment are skillfully and
humanely administered with full respect for the individual’s dignity, pursuant to Section
27-65-101(1)(a), C.R.S.

5. Protocols for when the use of restraint, seclusion, and/or physical management is appropriate,
and the restrictions on the use of these techniques, the facility may impose more, but not
fewer, restrictions on the use of these techniques than is required by this Chapter.     

6. Details on the type of physical management interventions that personnel are approved to use.  

7. Details on how seclusion, restraint, and/or physical management will be altered to include any
necessary accommodations the individual may need, including but not limited to,
changing emergency interventions to not restrain hands and ability to communicate for
those individuals that speak sign language.    

11.9.3 Personnel Training
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A. The facility shall ensure that all personnel involved in utilizing seclusion, restraint, and/or physical
management are trained in the use of seclusion, restraint, and/or physical management as
described in this part 11.9.

B. The facility shall ensure that personnel are trained to explain, where possible, the use of
seclusion, restraint, and/or physical management to the individual who is to be secluded,
restrained, or physically managed and to the individual’s designated representative, if
appropriate.

C. Training must be standardized and evaluated every three (3) years to ensure incorporation of
evidence-based best practices for seclusion, restraint, and/or physical management.

D. Training must be provided to personnel within the first month of their orientation period and
annually thereafter unless training is needed sooner.

E. Personnel shall obtain certification in cardiopulmonary resuscitation (CPR), including periodic
recertification as needed to maintain certification. 

F. Training must include at minimum, but is not limited to:

1. The safe use of seclusion, restraint, and/or physical management including content related to the
risks of positional asphyxia, aspiration, traumatization, and recognize and respond to
signs of physical distress of an individual who is secluded, restrained, and/or physically
managed;

2. Address concepts related to prevention and non-physical interventions such as de-escalation and
mediation;

3. Educate personnel of how their culture, language, biases, values, and perceptions influence their
response and escalation of person involved; and

4. Understanding and recognizing underlying behavioral health and physical health conditions,
medications, and their potential effects as well as how age, developmental level, cultural
background, language, history of physical or sexual abuse, and prior experience with
seclusion, restraint, and/or physical management will influence an individual’s responses
to seclusion, restraint, and physical management.

G. Personnel must demonstrate knowledge and application of seclusion, restraint, and physical
management training on an annual basis when working with persons over the age of twenty-one
(21), and on a semi-annual basis when working with youth twenty (20) years old and younger.

11.9.4 Standards of Care Upon Admission

A. At admission, the facility shall inform both the individual and the individual’s legal representative,
as applicable, of the facility’s policy regarding the use of seclusion, restraint, and physical
management during an emergency behavioral health episode for individuals in a treatment
program. This must, as is reasonable under the circumstances, be communicated, if feasible, in a
language and modality accessible to the individual.

B. Upon an individual’s admission, personnel shall collaborate with the individual and the individual’s
legal representative, when applicable, to formulate strategies that may minimize the potential for
a behavioral health emergency event that requires interventions of seclusion, restraint, and/or
physical management.
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C. A facility electing to utilize seclusion, restraint, and/or physical management shall assess each
individual upon admission regarding:

1. Assault and trauma history; 

2. Seclusion, restraint, and/or physical management history;

3. Individual’s risk factors for a behavioral emergency, and individually identified strategies to avoid
seclusion, restraint, and/or physical management; and

4. The facility shall ascertain any applicable behavioral health advance directives.

11.9.5 Use of Physical Management

A. Physical management for individuals under the age of eighteen (18) must always be considered
as restraint and follow the restraint order rules pursuant to part 11.9.13 of this Chapter.

B. Physical management shall only be used on an emergency basis for a maximum of one (1)
minute, when the situation places the individual or others at imminent risk of serious physical
harm after all attempts to verbally direct or de-escalate the person have failed. 

1. If physical management is used for longer than one (1) minute, the intervention is restraint,
pursuant to Section 26-20-102(6), C.R.S., and personnel must follow the restraint order
rules pursuant to part 11.9.7 of this Chapter.

C. To ensure the safety of each individual and personnel, each facility shall designate emergency
physical management techniques to be utilized during emergency situations. 

D. The term “physical management” does not include briefly holding an individual in order to comfort
them.

E. The physical management continuum may include:

1. Utilizing transitional measures; 

2. Placing one’s hands on an individual to physically guide and/or physically control the individual;

3. Use of an approved restraint method specified in the facility’s policies and procedures to maintain
safety of the individual; 

4. Placing an individual into an approved prolonged restraint method specified in the facility’s
policies and procedures; or

5. Physical management may be used to move or escort an individual into seclusion. 

a. Seclusion, in itself, is not a form of physical management.

F. Physical management must be documented in the clinical record to include the following: 

1. Documentation of the behavioral necessity for physical management and any de-escalation
techniques attempted prior to utilizing physical management.

2. Documentation of the approved physical management method utilized.

11.9.6 Use of Seclusion
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A. If an order for seclusion is verbal, the verbal order must be received by a registered nurse or
other trained licensed personnel, such as a licensed practical nurse while the emergency safety
intervention is being initiated by personnel or immediately after the emergency safety situation
begins. 

1. The physician or other authorized practitioner permitted to order seclusion must verify the verbal
order in a signed written form in the individual’s record. Signatures must be entered into
the record no more than twenty-four (24) hours after the event.

2. The physician or other authorized practitioner to order seclusion must be available to personnel
for consultation, at least by telephone, throughout the period of the emergency safety
intervention. 

B. Within one (1) hour of the initiation of the original order of seclusion an authorized practitioner,
such as a registered nurse or physician assistant, trained in the use of emergency safety
interventions and permitted to assess the physical and psychological well-being of the individual,
shall conduct a face-to-face assessment of the physical and psychological well-being of the
individual including but not limited to:

1. The individual’s physical and psychological status;

2. The individual’s behavior;

3. The appropriateness of the intervention measures; and

4. Any complications resulting from the intervention.

C. When the one (1) hour assessment described in this part 11.9.6.B is conducted by a registered
nurse or a physician assistant, that personnel must consult with the attending physician when the
assessment is completed.

D. Results of the one (1) hour assessment must determine if continued emergency interventions
need to be re-ordered by the authorized practitioner.  

1. Assessment results and continuation order, if applicable, must be contained in the clinical record.

E. Seclusion occurs any time an individual is placed alone in a room and not allowed to leave.

F. Seclusion must be used only when other less restrictive methods have failed. 

1. Documentation of less restrictive methods and the outcome must be contained in the clinical
record. 

G. Seclusion must not be used for punishment, for the convenience of personnel, or as a substitute
for a program of care and treatment. 

H. Seclusion rooms must be lighted, clean, safe, and have a window for personnel to observe. 

I. Seclusion rooms must be a minimum of 100 square feet.

J. Relief periods from seclusion must be offered for reasonable access to toilet facilities.

11.9.7 Use of Restraint
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A. If an order for restraint is verbal, the verbal order must be received by a registered nurse or other
trained licensed personnel, such as a licensed practical nurse, while the emergency safety
intervention is being initiated by personnel or immediately after the emergency safety situation
begins. 

1. The physician or other authorized practitioner permitted to order restraint must verify the verbal
order in a signed written form in the individual’s record. Signatures must be entered into
the record no more than twenty-four (24) hours after the event.

2. The physician or other authorized practitioner to order restraint must be available to personnel for
consultation throughout the period of the emergency safety intervention. 

B. An individual in physical restraint must be released from such restraint within fifteen (15) minutes
after the initiation of physical restraint, except when precluded for safety reasons pursuant to part
11.9.1 of this section.

C. Within one (1) hour of the initiation of the original order for the emergency safety intervention, an
authorized practitioner, such as a registered nurse or physician assistant, trained in the use of
emergency safety interventions and permitted to assess the physical and psychological
well-being of the individual, shall conduct a face-to-face assessment of the physical and
psychological well-being of the individual including but not limited to:

1. The individual’s physical and psychological status;

2. The individual’s behavior;

3. The appropriateness of the intervention measures; and

4. Any complications resulting from the intervention.

D. When the one (1) hour assessment described in this part 11.9.7.C is conducted by a registered
nurse or a physician assistant, that personnel must consult with the attending physician when the
assessment is completed.

E. Results of the one (1) hour assessment must determine if continued emergency interventions
need to be reordered by the authorized practitioner.  

1. Assessment results and continuation order, if applicable, must be contained in the clinical record.

F. The decision to restrain must be based on a current clinical assessment and may also be based
on other reliable information including information that was used to support the decision to take
the individual into custody for treatment and evaluation. The fact that an individual is being
evaluated or treated under Sections 27-65-106 through 27-65-111 [effective July 1, 2024], C.R.S.,
must not be the sole justification for the use of restraint.

G. Restraint includes chemical restraint, mechanical restraint, and physical restraint.

H. Mechanical restraints may be used only for the purpose of preventing such bodily movement that
is likely to result in imminent injury to self or others. Mechanical restraint must not be used solely
to prevent unauthorized departure.

I. Restraint of an individual by a chemical spray is not permissible. 
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J. The type of restraint must be appropriate to the type of behavior to be controlled, the physical
condition of the individual, the age of the individual, and the type of effect restraint may have
upon the individual. 

K. Restraint must be applied only if alternative interventions have failed. Justification for immediate
use of restraint without first attempting alternative interventions must be documented in the
clinical record; however, alternative techniques are not required if the alternatives would be
ineffective or unsafe when the individual’s behavior could cause harm to self or others. 

L. The term “restraint” as used in this section, does not include restraints used while the facility is
engaged in transporting an individual from one facility location to another facility location when it
is within the scope of that facility’s powers and authority to conduct such transportation pursuant
to Section 26-20-101 through -111, C.R.S. 

M. No physical or mechanical restraint of an individual may place excess pressure on the chest or
back of that individual, cover the individual’s face, or inhibit or impede the individual’s ability to
breathe.

11.9.8 Chemical Restraint

A. If an order for chemical restraint is verbal, the verbal order must be received by a registered
nurse or other trained licensed personnel, such as a licensed practical nurse, while the
emergency safety intervention is being initiated by personnel or immediately after the emergency
safety situation begins. 

1. The physician or other authorized practitioner permitted to order chemical restraint must verify the
verbal order in a signed written form in the individual’s record. Signatures must be
entered into the record no more than twenty-four (24) hours after the event.

2. The physician or other authorized practitioner to order chemical restraint must be available to
personnel for consultation, throughout the period of the emergency safety intervention.

B. An order for a chemical restraint, along with the reasons for its issuance, must be recorded in
writing at the time of its issuance. 

C. An order for a chemical restraint must be signed at the time of its issuance by such authorized
practitioner, who is present at the time of the emergency.

D. An order for a chemical restraint, if authorized by telephone, must be transcribed and signed at
the time of its issuance by personnel with the authority to accept telephone medication orders
who is present at the time of the emergency. 

E. Personnel trained in the administration of medication shall make notations in the record of the
individual as to the effect of the chemical restraint and the individual’s response to the chemical
restraint. 

11.9.9 Explanation to Individual in Seclusion/Restraint

A. In any situation in which seclusion/restraint is utilized, information must be given to the
secluded/restrained individual, and the individual’s legal representative when applicable, as soon
as possible after they have been secluded or restrained. The individual must be given a clear
explanation of:

1. The reasons for use of such intervention; 
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2. The observation procedure, the desired effect; and 

3. The circumstances under which the procedure will be terminated. 

B. That the explanation has been given to the individual and the individual’s legal representative,
when applicable, must be documented in the clinical record. 

C. As soon as possible, upon termination of seclusion and/or restraint, personnel shall debrief with
the individual and assess for any traumatic stress that may have been triggered as a result of
seclusion/restraint.

11.9.10 Observation & Care of Individuals in Seclusion and/or Restraint

A. An individual who is in seclusion/restraint must be observed in-person by trained facility
personnel at no more than ten (10) feet physical distance from the individual. 

1. Such observation, along with the behavior of the individual, must be documented every fifteen
(15) minutes.

B. Unless contraindicated by the individual's condition, such observation must include consistent
efforts to interact personally with the individual throughout the episode.

C. Ongoing provisions must be made for nursing care, hygiene, diet, and motion of any restrained
limbs throughout the episode. 

D. Facility personnel must maintain a continuous line-of sight throughout the episode with the
individual held in mechanical restraints.

E. For individuals held in mechanical restraints, facility personnel must observe the individual at
least every fifteen (15) minutes to ensure that:

1. The individual is properly positioned;

2. The individual’s blood circulation is not restricted; 

3. The individual’s airway is not obstructed; and

4. The individual’s other physical needs are met, pursuant to this part 11.9.10.

F. For individuals held in mechanical restraints, the facility shall offer relief periods of at least ten
(10) minutes as often as every two (2) hours, so long as relief from the mechanical restraint is
determined by personnel to be safe pursuant to part 11.9.1 of this section.

G. Personnel must document relief periods both offered and granted. 

H. The individual must have access to food at least every four (4) hours.

I. The individual must have access to fluids and toileting upon request or during offered relief
periods but must at minimum be offered every two (2) hours. 

1. During such relief periods, personnel shall ensure proper positioning of the individual and provide
movement of limbs, as necessary. 

J. Personnel must provide assistance for use of necessary toileting methods. 
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1. Appropriate toileting does not include the use of adult diapers if not typically used by the
individual when not restrained or secluded. 

2. If the individual typically uses adult diapers they are to be changed immediately if soiled.

K. Personnel shall maintain the individual’s dignity and safety during relief periods. 

L. Cameras and other electronic monitoring devices must not replace face-to-face observations.

M. To the extent that the duties specified in Section 26-20-101 through -111, C.R.S. are more
protective of individual’s rights or are in conflict with the provisions in this part 11.9, the provisions
of Section 26-20-101 through -111, C.R.S. shall apply.

11.9.11 Continued Use of Seclusion and/or Restraint

A. Personnel must document efforts to assure that the use of seclusion/restraint are as brief as
possible.

B. The original order of seclusion/restraint of an individual must not exceed one (1) hour without an
order for continued seclusion/restraint from an authorized practitioner. A verbal order, including
telephone or other electronic orders, may be used if followed by a written order from the
authorized practitioner.

C. Seclusion/restraint must not be ordered on an “as needed” basis.

D. A new written order is required every four (4) hours and shall include a documented examination
by an authorized practitioner.

E. Continued seclusion/restraint in excess of twenty-four (24) hours shall require an administrative
review. 

1. The administrative reviewer shall be a different authorized practitioner with the authority and
knowledge necessary to review clinical information and reach a determination that the
extension of a seclusion and/or restraint episode beyond twenty- four (24) hours is
clinically necessary.

2. If the administrative reviewer does not concur with the order for continuation of
seclusion/restraint, the order must be discontinued and the authorized practitioner in
charge of treatment shall be notified of such discontinuation.

F. An administrative review must be initiated at the conclusion of each twenty-four (24) hour period
of continuous use of seclusion/restraint.

11.9.12 Documentation Requirements

A. Each facility must ensure that an appropriate notation of the use of seclusion, restraint and/or
physical management is documented in the record of the individual who was secluded,
restrained, and/or physically managed and must be completed before the end of the shift of the
personnel involved in the seclusion, restraint and/or physical management episode(s). Each
facility shall document the following in the individual’s record: 

1. Specifics of the episode including identified triggers, precipitating events, the individual's specific
behavior(s) and the nature of the danger; 

2. Type of restraint, if utilized; 
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3. Specific date and times of initiation and discontinuation of seclusion, restraint and/or physical
management and total length of time individual is secluded, restrained, and/or physically
managed;

4. A description of specific non-physical and least restrictive interventions that were attempted prior
and the individual’s response; 

5. Identification of personnel involved in the initiation and application of the seclusion, restraint
and/or physical management;

6. Notification to an authorized practitioner within one (1) hour of the seclusion/restraint
intervention; 

7. Care provided while the individual was secluded, restrained, and/or physically managed,
including: 

a. Observations conducted; 

b. Assessments of position, respiration, circulation, and range of motion;

c. Documentation of ongoing 15-minute observation and care checks, as subject to applicable rules,
along with relief periods both offered and granted for food, fluid, and/or toileting;

d. Interventions provided to promote comfort and safety as well as expedite release;

e. The individual’s response to these interventions; and

f. The effect of the restraint or seclusion on the individual;

8. Documentation that the individual, and the individual’s legal representative if applicable, was
given a clear explanation of the reasons for use of such intervention, the observation
procedure, the desired effect, and the circumstances under which the intervention will be
terminated including criteria for release and individual understanding of that criteria; and,

9. Documentation that personnel debriefed the incident with the individual and assessed for trauma,
processed the traumatic event, and identified triggers. 

B. Any administrative reviewer shall document the clinical justification for the continued use of
seclusion/restraint in the individual's chart. The justification must include:

1. Documentation that the authorized practitioner ordering the continuous use of seclusion/restraint
in excess of four (4) hours has conducted a face-to-face evaluation of the individual
within the previous four (4) hours; 

2. Documentation of the ongoing behaviors or findings that warrant the continued use of
seclusion/restraint and other assessment information as appropriate;

3. Documentation of a plan for ongoing efforts to actively address the behaviors that resulted in the
use of seclusion/restraint;

4. A determination of the clinical appropriateness of the continuation of seclusion/restraint; and 

5. A summary of the information considered by the reviewer and the result of the administrative
review with the date, time and signature of the person completing the review. 
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C. Information regarding use of seclusion/restraint must be readily accessible to authorized persons
for review. The facility shall have the ability to gather data as follows: 

1. Each seclusion/restraint episode including date and time the episode started and ended, specific
to each individual over the period of one complete calendar year from January 1 through
December 31. 

11.9.13 Additional Procedures and Requirements for Seclusion/Restraint of a Youth 

A. Procedures for youth must include the following in addition to the requirements found in this part
11.9, unless otherwise required in this part 11.9.13.  

B. This part 11.9.13 does not apply to adult individuals over the age of twenty-one (21). 

C. An emergency safety intervention must be performed in a manner that is safe, proportionate, and
appropriate to the severity of the behavior, and the youth’s chronological and developmental age;
size; gender; physical, medical, and psychiatric condition; and personal history (including any
history of physical or sexual abuse).

1. Physical management is always considered restraint for an individual under age eighteen (18)
and must follow the restraint order rules pursuant to this part 11.9 of this Chapter. 

D. Orders for seclusion/restraint must be by an authorized practitioner in the facility to order
seclusion/restraint and trained in the use of emergency safety interventions. Federal regulations
at 42 C.F.R. Part 441.151, the federal regulations issued by the United States Secretary of Health
and Human Services found at 42 C.F.R. Part 441.151 (Feb. 2023), which are hereby incorporated
by reference. No later editions or amendments are incorporated. These regulations are available
at no cost from the U.S. Department of Health and Human Services, Substance Abuse and
Mental Health Services Administration, Office of Communications, 5600 Fishers Lane, Rockville,
MD 20857 or at https://www.ecfr.gov/current/Title-42. These regulations are also available for
public inspection and copying at the Behavioral Health Administration, 710 S. Ash Street, Unit
C140, Denver, CO 80246, during regular business hours. This requires that inpatient psychiatric
services for individuals under age twenty-one (21) be provided under the direction of a physician.

1. If the individual’s treatment team assigned physician is available, only they can order
seclusion/restraint. If they are not available, then another team physician may make the
order.

E. A physician or other authorized practitioner must order the least restrictive emergency safety
intervention that is most likely to be effective in resolving the emergency safety situation based on
consultation with personnel.

F. If the order for seclusion/restraint is verbal, the order must be received by a registered nurse or
other trained licensed personnel, such as a licensed practical nurse, while the emergency safety
intervention is being initiated by personnel or immediately after the emergency safety situation
begins. 

1. The physician or other authorized practitioner permitted to order restraint or seclusion must verify
the verbal order in a signed written form in the youth’s record. Signatures must be
entered into the record no more than twenty-four (24) hours after the event.

2. The physician or other authorized practitioner to order restraint or seclusion must be available to
personnel for consultation, at least by telephone, throughout the period of the emergency
safety intervention.
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G. Each order for seclusion/restraint must be limited to no longer than the duration of the emergency
safety situation.

H. Under no circumstances may the total order time exceed: 

1. Four (4) hours for persons ages eighteen (18) to twenty-one (21); 

2. Two (2) hours for persons ages nine (9) to seventeen (17); or 

3. One (1) hour for persons under the age of nine (9).

I. Within one (1) hour of the initiation of the order of the emergency safety intervention a physician,
or other authorized practitioner trained in the use of emergency safety interventions and permitted
to assess the physical and psychological well-being of the youth, must conduct a face - to - face
assessment of the physical and psychological well-being of the individual including but not limited
to:

1. The youth’s physical and psychological status;

2. The youth’s behavior;

3. The appropriateness of the intervention measures; and

4. Any complications resulting from the intervention.

J. Results of the one (1) hour assessment must be documented in the individual’s record.

K. Notification of parent(s) and/or legal guardian(s), when applicable:

1. The facility must notify the parent(s) and/or legal guardian(s) of the individual who has been in
seclusion or restraint as soon as possible after the initiation of each emergency safety
intervention.

2. The facility shall document in the individual’s record that the parent(s) or legal guardian(s) have
been notified of the emergency safety intervention, including date and time of the
notification and the name of personnel providing the notification.

11.10 Therapy or Treatment Using Special Procedures

11.10.1 Informed Consent for Therapy/Treatment Using Special Procedures

A. Therapies using stimuli such as electroconvulsive therapy (ECT), use of feeding tubes for eating
disorder treatment, and transcranial magnetic stimulation (TMS), require special procedures for
consent and shall be governed by this part 11.10 of these rules. 

B. Prior to the administration of a therapy listed in part 11.10.1.A of these rules, written informed
consent shall be obtained and documented in the clinical record reflecting agreement by both the
individual being treated and their legal guardian, if one has been appointed or alternative decision
maker if one exists. If the individual’s undergoing treatment using special procedures is a minor,
the clinical record shall reflect informed consent by both the minor and their guardian(s).

C. In the case of electroconvulsive therapy (ECT), a consent form shall be used, and procedures set
forth in Sections 13-20-401 through 13-20-403, C.R.S. shall be followed. An informed consent for
ECT means:
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1. It is freely and knowingly given and expressed in writing.

2. The consent agreement entered into by the individual or other person(s) shall not include
exculpatory language through which the individual or other person(s) is made to waive, or
appear to waive, any of their legal rights, or to release the facility or any other party from
liability for negligence.

D. No one under the age of sixteen (16) shall undergo electroconvulsive treatment (ECT).

E. Electroconvulsive treatment (ECT) requires a concurring consultation by a licensed psychiatrist
prior to administration of the treatment. Such consultation shall be noted in the clinical record.  

F. The facility shall document that the following has been explained to the individual:

1. The reason for such treatment information; 

2. The nature of the procedures to be used in such treatment, including their probable frequency
and duration; 

3. The probable degree and duration of improvement or remission expected with or without such
treatment; 

4. The nature, degree, duration, and probability of the side effects and significant risks of such
treatment commonly known by the medical profession, the possible degree and duration
of memory loss, the possibility of permanent irrevocable memory loss, and the remote
possibility of death; 

5. The reasonable alternative treatments, if any, and why the professional person is recommending
the specific treatment; 

6. That the individual has the right to refuse or accept the proposed treatment and has the right to
revoke their consent for any reason at any time, either orally or in writing; 

7. That there is a difference of opinion within the medical profession on the use of some treatments; 

8. An offer to answer any inquiries concerning the recommended special procedures; and 

9. The number of treatments expected over a specified period of time to achieve maximum benefit.

G. Informed consent for the special procedure shall be renewed each time the maximum number of
treatments determined through clinical assessment have been completed or the specified amount
of time has expired. No informed consent for special procedures shall be valid for more than thirty
(30) days.

11.10.2 Involuntary Treatment Using Special Procedures

A. In the event the individual or the legal guardian refuses to or cannot consent, treatments
referenced in part 11.10.1.A of these rules using special procedures shall be administered only
under the following circumstances:

1. With a prior court order for the treatments using special procedure; or,

2. In an emergency in which the life of the individual is in immediate danger because of the
individual's condition. In an emergency situation in which the individual is unable to grant
informed consent and sufficient time does not exist to petition the court for an order prior
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to the administration of the specific therapy, the individual's physician, in consultation with
the director of the facility or their designee, may, after careful and informed deliberation
and under procedures adopted by the facility, order a special procedure without consent. 

B. Policies and procedures:

1. Each designated facility shall adopt written policies and procedures for administration of special
procedures in accordance with these rules and applicable statutes.

11.11 Continuity of Care & Transfer of Care

11.11.1 Continuity of Care

A. Each facility shall adopt and implement a written policy for continuity of care. The policy shall
include at a minimum the following: 

1. Access to all necessary care and services within the facility, and coordination with any other
current mental health care providers or other systems of care or support as appropriate; 

2. Coordination of care with the individual's previous mental health care providers or medical
providers as appropriate, including retrieval of psychiatric and medical records; 

3. Coordination of the individual's care with family members, guardians, and other interested parties
as appropriate and in a manner that reflects the individual's culture; and/or 

4. The facility shall facilitate access to proper medical care and shall be responsible for coordinating
mental health treatment with medical treatment provided to the individual. 

11.11.2 Transfer of Care: Non-Emergent

A. The individual shall only be transferred to another 27-65 designated or placement facility when
adequate arrangements for care by the receiving facility have been made and documented in the
clinical record. Transfer coordination shall include at least one discharge planning conference,
face-to-face or by telephone, with participants from both facilities and the individual and their
guardian, whenever possible.

B. At least twenty-four (24) hours advance notice of transfer shall be given to individuals under
certification, unless knowingly waived in writing by the individual and guardian, if applicable and
as appropriate, except in cases of a medical emergency. Notice of such transfer shall also be
provided to the court of competent jurisdiction and the individual's attorney.

C. The transferring facility shall ask the individual to indicate two (2) persons to whom notification of
transfer should be given and shall notify such persons within twenty-four (24) hours of notification
to the individual. Such notification shall be made by the transferring facility with the appropriate
written authorization. Actions taken under part 11.11 of these rules, shall be documented in the
clinical record.

11.12 Requirements for Placement Facilities

A. Facilities with a 27-65 designation may provide mental health services directly or through the use
of a placement facility contract. Whenever a placement facility is used there must be a written
agreement with the 27-65 designated facility. In either case, the 27-65 designated facility is
responsible for assuring an appropriate treatment setting for individuals and services provided in
accordance with these rules. Whenever a placement facility is used, the 27-65 designated facility
shall be responsible for the care provided by the placement facility as well as placement facility
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compliance with these rules. Policies and procedures must be in place outlining the 27-65
designated facility’s responsibilities and procedures for oversight of placement facilities as
outlined in this section.

B. Emergency departments are not eligible to be placement facilities. Only the following Colorado
licensed facilities are eligible to be placement facilities:

1. Nursing homes; 

2. Residential child care facilities providing mental health services;

3. Non-psychiatric hospitals providing inpatient medical services;

4. Alternative care facilities; and

5. Mental health transitional living homes.

C. All agreements between 27-65 designated facilities and placement facilities and all supplemental
agreements and amendments shall be submitted in writing to the BHA no later than ten (10)
business days after the effective date of the agreement or amendment.

D. Whenever a 27-65 designated facility uses a placement facility, the agreement shall include:

1. An annual training plan for placement facility personnel that provides at a minimum training
regarding mental health disorders, these rules, Article 65 of Title 27, C.R.S., and
appropriate, safe behavioral interventions. The implementation of the training plan shall
be monitored regularly by the 27-65 designated facility; 

2. A requirement that supervision of direct care personnel be provided by: professional persons
licensed in Colorado to practice medicine or licensed Colorado psychologists employed
by or under contract with the designated facility; designated professional persons
licensed in Colorado to practice medicine; or licensed Colorado psychologists employed
by the placement facility to be responsible for direct care supervision provided that the
placement facility and the designated facility are operated by the same corporate facility; 

3. A requirement that assures the necessary availability and supervision of placement facility
personnel in order to carry out the contract; and

4. A requirement that the placement facility adheres to these rules through the placement facility
agreement. 

E. Placement facility agreements shall be executed and signed at least every two years and
submitted to the BHA when the 27-65 designated facility submits its application for continued
designation. 

F. A placement facility can be used by a 27-65 designated facility, at its discretion under the
provisions of these regulations, in order to provide care to any individual undergoing mental
health evaluation or treatment. 27-65 designated facilities shall not place individuals in a
placement facility unless all of the applicable provisions of these rules are met and placement in
such facilities are appropriate to the clinical needs of each individual. When a placement facility is
required, the least restrictive facility possible and available must be used, consistent with the
clinical needs of the individual.

G. A placement facility shall not provide services beyond the scope of its license.
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11.13 Procedures for Involuntary Transportation Holds

A. This section 11.13 is meant to provide a summary of the obligations and standards set forth in
Section 27-65-101 through -131, C.R.S., with regard to involuntary transportation holds. This
section is only enforceable with regard to designated facilities. 

B. An individual may be placed on an involuntary transportation hold pursuant to Section 27-65-107,
C.R.S. if the certified peace officer or emergency medical services provider believes the individual
is experiencing a behavioral health crisis or is gravely disabled, and as a result, without
professional intervention, the individual may be a danger to self or others.

1. The certified peace officer or emergency medical services provider may then take the individual
into protective custody and transport the individual to an outpatient mental health facility,
or a facility designated by the commissioner or other clinically appropriate facility
designated by the commissioner.

2. If such a service is not available, the individual may be taken to an emergency medical services
facility.

C. The involuntary transportation form to be completed in full (on the BHA provided M 0.51 form
available on the BHA website) prior to transportation shall include:

1. The circumstances under which the individual’s condition was called to the certified peace
officer’s or emergency medical services (EMS) provider’s attention and further stating
sufficient facts obtained from personal observations or obtained from others whom the
certified peace officer or emergency medical services provider reasonably believes to be
reliable, to establish that the individual is experiencing a behavioral health crisis or is
gravely disabled and, as a result it is believed that without professional intervention the
individual may be a danger to the individual’s self or others; 

2. The name of the individual and date and time the individual was placed on the involuntary
transportation hold; 

3. The name of the facility to which the individual will be transported; and

4. The signature of the certified peace officer or EMS provider placing the involuntary transportation
hold.

D. A copy of the involuntary transportation form must be given to the individual who was placed on
the involuntary transportation hold. 

E. A copy of the involuntary transportation form must be given to the facility and made part of the
individual’s medical record.

F. An individual may not be placed on a transportation hold if an intervening professional or certified
peace officer has assessed the individual during the same emergency event and determined the
individual does not meet the criteria for an emergency mental health hold.

G. If a behavioral health crisis response team is known to be available in a timely manner, the
certified peace officer or emergency medical services provider shall access the behavioral health
crisis response team prior to transporting an individual involuntarily.  

H. Individuals may not be transported involuntarily for longer than six (6) hours.
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I. Once the individual is presented to an outpatient mental health facility or facility designated by the
commissioner, an intervening professional shall screen the individual immediately. If an
intervening professional is not immediately available, the individual must be screened within
immediately, but no more than eight (8) hours pursuant to Section 27-65-107(4)(a)(I), C.R.S.,
after the individual’s arrival at the facility to determine if the individual meets criteria for an
emergency mental health hold.  

J. Once the screening is completed and if the individual meets criteria, the intervening professional
shall first pursue voluntary treatment and evaluation. If the individual refuses or the intervening
professional has reasonable grounds to believe the individual will not remain voluntarily, the
intervening professional may place the individual under an emergency mental health hold
pursuant to Section 27-65-106, C.R.S.  

K. Whenever it appears to the court, by reason of a report by the treating professional person or the
BHA or any other report satisfactory to the court, that an individual detained for evaluation and
treatment or certified for short-term treatment should be transferred to another facility for
treatment and the safety of the individual or the public requires that the individual be transported
by a secure transportation provider or a law enforcement facility, the court may issue an order
directing the law enforcement facility where the individual resides or secure transportation
provider to deliver the individual to the designated facility.

L. A juvenile, as defined in Chapter one (1) of these rules, committed to the Department of Human
Services may be transferred temporarily to any state treatment facility for individuals with
behavioral or mental health disorders or intellectual and developmental disabilities for purposes of
diagnosis, evaluation, and emergency treatment; except that a juvenile may not be transferred to
a state treatment facility for individuals with mental health disorders until the juvenile has received
a mental health hospital placement prescreening resulting in a recommendation that the juvenile
be placed in a facility for evaluation pursuant to Section 27-65-106, C.R.S. 

11.13.1 Individual Rights for Involuntary Transportation

A. The following rights must be explained to the individual prior to transporting them involuntarily and
provided in written form:

1. To not be detained under an emergency transportation hold pursuant to this Section for longer
than fourteen (14) hours, to not be transported for longer than six (6) hours, and to
receive a screening within eight (8) hours after being presented to the receiving facility. 
Section 27-65-107(4)(a)(I), C.R.S., does not prohibit a facility from holding the individual
as authorized by state and federal law, including the federal “Emergency Medical
Treatment and Labor Act,” 42 U.S.C. Sec. 1395dd, or if the treating professional
determines that the individual's physical or mental health disorder impairs the individual’s
ability to make an informed decision to refuse care and the provider determines that
further care is indicated. 

2. To request a phone call to an interested party prior to being transported. If the certified peace
officer or EMS provider believes access to a phone poses a physical danger to the
individual or someone else, the receiving facility shall make the call on the individual’s
behalf immediately upon arrival at the receiving facility.

3. To wear the individual’s own clothes and keep and use personal possessions that the individual
had in the individual’s possession at the time of detainment. A facility may temporarily
restrict an individual’s access to personal clothing or personal possessions until a safety
assessment is completed. If the facility restricts an individual’s access to personal
clothing or personal possessions, the facility shall have a discussion with the individual
about why the individual’s personal clothing or personal possessions are being restricted.
A licensed medical professional or a licensed mental health professional shall conduct a
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safety assessment as soon as possible. The licensed professional shall document in the
individual’s medical record the specific reasons why it is not safe for the individual to
possess the individual’s personal clothing or personal possessions.

4. To keep and use the individual’s cell phone, unless access to the cell phone causes the individual
to destabilize or creates a danger to the individual’s self or others, as determined by a
provider, facility personnel, or security personnel involved in the individual’s care. 

5. To have appropriate access to adequate water and food and to have the individual’s nutritional
needs met in a manner that is consistent with recognized dietary practices.

6. To be treated fairly, with respect and recognition of the individual’s dignity and individuality. 

7. To file a grievance with the BHA, the Department of Public Health and Environment (CDPHE), or
the Office of the Ombudsman for Behavioral Health Access to Care established pursuant
to Section 27-80-303, C.R.S. 

B. An individual’s rights may only be denied if access to the item, program, or service causes the
individual to destabilize or creates a danger to the individual’s self or others, as determined by a
licensed mental health provider or professional person involved in the individual’s care or
transportation. Denial of any right must be entered into the individual’s treatment record or
BHA-approved form, available on the BHA website. Information pertaining to a denial of rights
contained in the individual’s treatment record must be made available, upon request, to the
individual, the individuals attorney, or the individual’s lay person. 

11.13.2 Individual Rights for Receiving Individuals on Involuntary Transportation Holds

A. An individual detained pursuant to this section at an outpatient mental health facility or facility
designated by the commissioner, must receive a copy of a form with the individual rights
described in this part 11.13.1 on it if they were not provided a copy of the rights prior to transport.

1. If an individual detained pursuant to this part 11.13 is transported to an emergency medical
services facility, the involuntary transportation hold expires upon the facility receiving the
person for screening by an intervening professional.  

B. The receiving emergency medical services facility must offer to make a phone call on the
individual’s behalf if the transporting EMS professional or certified peace officer determined that
access to a phone prior to transport could pose a physical danger to the individual’s self or
others. 

C. A facility may temporarily restrict an individual's access to personal clothing or personal
possessions until a safety assessment is completed. If the facility restricts an individual's access
to personal clothing or personal possessions, the facility shall have a discussion with the
individual about why the individual's personal clothing or personal possessions are being
restricted and document this in the clinical record.

D. The individual may keep and use their cell phone, unless access to the cell phone causes the
individual to destabilize or creates a danger to the individual's self or others, as determined by a
provider, facility personnel, or security personnel involved in the individual's care. If a cell phone is
restricted, the reason for this must be explained to the individual and documented in the clinical
record. 

1. An individual's rights may only be denied if access to the item, program, or service causes the
individual to destabilize or creates a danger to the individual's self or others, as
determined by a licensed provider involved in the individual's care or transportation.
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Denial of any right must be entered into the individual’s treatment record or
BHA-approved form, available on the BHA website. Information pertaining to a denial of
rights contained in the individual's treatment record must be made available, upon
request, to the individual, the individual's attorney, or the individual's lay person.  

a. If an individual speaks sign language and their rights to their cell phone has been denied, when
communicating outside the facility they must have access to communication
devices that provide written/video/closed caption.

2. Once the screening is completed and if the individual meets criteria, the intervening professional
shall first pursue voluntary treatment and evaluation. If the individual refuses or the
intervening professional has reasonable grounds to believe the individual will not remain
voluntarily, the intervening professional may place the individual under an emergency
mental health hold pursuant to Section 27-65-106, C.R.S.

E. If the individual is placed on an emergency mental health hold, they must be advised of and
provided with a copy of the associated individual rights as described in part 11.14.3 of this
Chapter.

11.14 Procedures for Emergency Mental Health Holds

11.14.1 General Procedures

A. This section 11.14 is meant to provide a summary of the obligations and standards set forth in
Section 27-65-101 through -131, C.R.S., with regard to emergency mental health holds. This
section is only enforceable with regard to designated facilities.  

B. An individual may be placed on an emergency mental health hold for seventy-two (72) hours
pursuant to Section 27-65-106, C.R.S., if the individual has a mental health disorder and, as a
result of the mental health disorder, is an imminent danger to the individual’s self or others or is
gravely disabled.

1. The certified peace officer may take the individual into protective custody and transport the
individual to a facility designated by the commissioner for an emergency mental health
hold. If such a facility is not available, the certified peace officer may transport the
individual to an emergency medical services facility. The certified peace officer may
request assistance from a behavioral health crisis response team for assistance in
de-escalating and preparing the individual for transportation, or an emergency medical
services provider in transporting the individual; or, 

2. When an intervening professional reasonably believes that an individual appears to have a
mental health disorder and, as a result of the mental health disorder, appears to be an
imminent danger to the individual's self or others or appears to be gravely disabled, the
intervening professional may cause the individual to be taken into protective custody and
transported to a facility designated by the commissioner for an emergency mental health
hold. If such a facility is not available, the certified peace officer may transport the
individual to an emergency medical services facility. The intervening professional may
request assistance from a certified peace officer, a secure transportation provider, or a
behavioral health crisis response team for assistance in detaining and transporting the
individual, or assistance from an emergency medical services provider in transporting the
individual.

C. The emergency mental health hold form, available on the BHA website, shall be completed by an
intervening professional or certified peace officer and include the following: 



Ado
pt

ed
 11

/3
/2

02
3

1. The circumstances under which the individual’s condition was brought to the attention of the
intervening professional or certified peace officer; 

2. A description of facts, either through direct observation by the intervening professional or peace
officer or obtained from others believed to be reliable, establishing that the individual has
a mental health disorder, and as a result of the mental health disorder, is an imminent
danger to self or others, is gravely disabled, or is in need of immediate evaluation for
treatment;

3. Date/time the individual was placed on the emergency mental health hold; and

4. Who brought the individual’s condition to the attention of the intervening professional or certified
peace officer. 

D. A copy of the emergency mental health hold form must be given to the individual who was placed
on the emergency mental health hold. 

E. A copy of the emergency mental health hold form must be given to the facility and made part of
the individual’s record.

F. Once the individual is receiving care and treatment in a designated involuntary short-term
treatment facility, the individual shall receive treatment and care for the duration of their
emergency mental health hold. 

G. The individual must be released before seventy-two hours have elapsed if, in the opinion of the
professional person overseeing treatment, the individual no longer requires evaluation and
treatment. 

H. At the expiration of the emergency mental health hold, the individual must be: 

1. Released;

2. Referred for further care and treatment on a voluntary basis; or

3. Certified for short-term treatment pursuant to Section 27-65-109, C.R.S. 

11.14.2 Court Orders for Screening & Evaluation

A. Pursuant to Section 27-65-106(1)(c), C.R.S., any individual may petition the court in the county in
which the individual resides or is physically present requesting an evaluation of the individual’s
condition and alleging that the individual appears to have a mental health disorder and, as a
result of the mental health disorder, appears to be a danger to the individual’s self or others or
appears to be gravely disabled.

B. A court may order that an individual be taken into custody and placed in a designated facility for
seventy-two (72) hour treatment and evaluation. 

C. Pursuant to Section 26-65-106(4)(a), C.R.S., the petition for a court-ordered evaluation must
contain the following: 

1. Name and address of the petitioner, and the petitioner’s interest in this case;

2. Name of the individual for whom evaluation is sought, and if known, the address, age, gender,
marital status, occupation, and any animals or dependent children in the individual’s care;
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3. Allegations of fact indicating the individual may have a mental health disorder and, as a result of
the mental health disorder, is a danger to self or others or is gravely disabled;

4. The name and address of every person responsible for the care, support, and maintenance of the
individual, if available; and

5. The name, address, and telephone number of the attorney, if any, who has most recently
represented the individual. If there is not attorney, there shall be a statement as to
whether, to the best knowledge of the petitioner, the individual meets criteria established
by the legal aid agency operating in the county or city and county for it to represent the
individual.

D. Upon receipt of a petition, the court shall identify a facility designated by the commissioner, an
intervening professional, or a certified peace officer to provide screening of the individual to
determine whether probable cause exists to believe the allegations. 

E. Following the screening, the facility, intervening professional, or certified peace officer designated
by the court shall file a report with the court and may initiate an emergency mental health hold at
the time of screening. The report must include a recommendation as to whether probable cause
exists to believe that the individual has a mental health disorder and is a danger to self or others
or is gravely disabled. The report must also specify whether the individual will voluntarily receive
evaluation or treatment.

F. A copy of the confidential screening report must be provided to the individual and the individual’s
attorney or personal representative. 

G. If the court determines that the individual has a mental health disorder and is a danger to self or
others or is gravely disabled, and efforts have failed to obtain cooperation from the individual to
receive treatment voluntarily, the court must issue an order for a certified peace officer or secure
transportation provider to take the individual into custody and transport the individual to a
designated facility for seventy-two (72) hour evaluation and treatment.

1. At the time the individual is taken into custody, a copy of the petition and the order for evaluation
must be given to the individual and promptly to the one lay person designated by the
individual and to the person in charge of the facility named in the order or the individual’s
lay person designee. If the individual refuses to accept a copy of the petition and the
order for evaluation, such refusal must be documented in the petition and the order for
evaluation. 

H. When an individual is transported to an emergency medical services facility or a facility
designated by the commissioner, the facility may detain the individual under an emergency
mental health hold for evaluation for a period not to exceed seventy-two (72) hours from the time
the emergency mental health hold was placed or ordered. Nothing in this section prohibits an
emergency medical services facility from involuntarily holding the individual in order to stabilize
the individual as required pursuant to the federal "Emergency Medical Treatment and Labor Act",
42 U.S.C. Sec. 1395dd, or if the treating professional determines that the individual's physical or
mental health disorder impairs the individual's ability to make an informed decision to refuse care
and the provider determines that further care is indicated.

1. If, in the opinion of the person in charge of the evaluation, the individual can be properly cared for
without being detained, the individual shall be provided services on a voluntary basis.

2. If the person in charge of the evaluation determines the individual should be released, the person
in charge of the evaluation may terminate the emergency mental health hold.
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I. Each individual detained for an emergency mental health hold pursuant to part 11.14 of this
Chapter, shall receive an evaluation as soon as possible after the individual is presented to the
facility and shall receive such treatment and care as the individual’s condition requires for the full
period that the individual is held. 

J. The evaluation may include an assessment to determine if the individual continues to meet the
criteria for an emergency mental health hold and requires further mental health care in a facility
designated by the commissioner. The evaluation must state whether the individual should be:

1. Released;

2. Referred for further care and treatment on a voluntary basis; or

3. Certified for short-term treatment pursuant to Section 27-65-109, C.R.S.

K. Each evaluation must be completed using a standardized form approved by the commissioner
available on the BHA website (the elements from this form can be integrated into a facility’s
electronic health record system) and may be completed by a professional person; a licensed
advanced practice registered nurse with training in psychiatric nursing; or a licensed physician
assistant, a licensed clinical social worker, a licensed professional counselor, or a licensed
marriage and family therapist who has two years of experience in behavioral health safety and
risk assessment working in a health-care setting.

1. If the professional person conducting the evaluation does not hold two (2) years’ experience, they
may conduct the evaluation and a professional person that holds the required experience
must review, provide clinical consultation as needed, and provide their signature to the
evaluation.

L. If the personnel conducting an evaluation pursuant to part 11.14 of this Chapter is not a
professional person and the evaluating personnel recommends the detained individual be
certified for short-term treatment pursuant to Section 27-65-109, C.R.S., the evaluating personnel
shall notify the facility of the recommendation. A certification may only be initiated by a
professional person.

M. If an individual is evaluated at an emergency medical services facility and the evaluating
professional determines that the individual continues to meet the criteria for an emergency mental
health hold pursuant to part 11.14 of this Chapter, the emergency medical services facility shall
immediately notify the BHA if the facility cannot locate appropriate placement. Once notified, the
BHA shall support the emergency medical services facility in locating an appropriate placement
option on an inpatient or outpatient basis, whichever is clinically appropriate.

N. If an appropriate placement option cannot be located pursuant to this part 11.14.2.N and the
individual continues to meet the criteria for an emergency mental health hold pursuant to part
11.14 of these rules and the individual has been medically stabilized, the emergency medical
services facility may place the individual under a subsequent emergency mental health hold. 

1. If the facility places the individual under a subsequent emergency mental health hold, the facility
shall immediately notify the BHA, the individual's lay person, and the court, and the court
shall immediately appoint an attorney to represent the individual. 

2. The facility may notify the court where the individual resides by mail. 

a. Once the court is notified, the emergency medical services facility is not required to take any
further action to provide the individual with an attorney unless specified in part
11.14.3 of this Chapter. 
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3. The emergency medical services facility shall notify the BHA after each emergency mental health
hold is placed. 

4. If the individual has been recently transferred from an emergency medical services facility to a
facility designated by the commissioner and the designated facility is able to demonstrate
that the facility is unable to complete the evaluation before the initial emergency mental
health hold is set to expire, the designated facility may place the individual under a
subsequent emergency mental health hold and shall immediately notify the BHA and lay
person.

O. The BHA shall maintain data on the characteristics of each individual placed on a subsequent
emergency mental health hold pursuant to this part 11.14.2. The BHA may contract with facilities
coordinating care or with providers serving within the safety net system developed pursuant to
Section 27-63-105, C.R.S., to meet the requirements of this part 11.14.

11.14.3 Individual Rights for Emergency Mental Health Holds

A. The following rights apply to anyone receiving evaluation, care, or treatment pursuant to Article
65 of Title 27, C.R.S. and must be explained to the individual and provided in written form: 

1. Nothing in Article 65 of Title 27, C.R.S., limits the right of any individual to make a voluntary
application at any time to any public or private facility or professional person for mental
health services, including but not limited to evaluation, care, and/or treatment, either by
direct application in-person or by referral from any other public or private facility or
professional person.

a. Subject to Section 15-14-316(4), C.R.S., a ward, as defined in Section 15-14-102(15), C.R.S.,
may be admitted to a hospital or institutional care and treatment for a mental
health disorder with the guardian’s consent for as long as the ward agrees to
such care and treatment. The guardian shall immediately notify in writing the
court, that appointed the guardian, of the admission.

b. Medical and legal status of all voluntary individuals receiving treatment for mental health
disorders in inpatient or custodial facilities must be reviewed at least once every
six (6) months.

c. Voluntary individuals are afforded all rights and privileges customarily granted by hospitals to
individuals they serve.

d. Any individual receiving an evaluation or treatment pursuant to Article 65 of Title 27, C.R.S., is
entitled to medical and psychiatric care and treatment, with regard to services
listed in Section 27-65-101, C.R.S., and services listed in rules authorized by
Section 27-66-102, C.R.S., suited to meet the individual’s specific needs,
delivered in such a way as to keep the individual in the least restrictive
environment, and delivered in such a way as to include the opportunity for
participation of family members in the individuals program of care and treatment
when appropriate.

2. To be told the reason for the individual’s detainment and the limitations of the individual’s
detainment, including a description of the individual’s right to refuse medication, unless
the individual requires emergency medications, and that the detainment does not mean
all treatment during detainment is mandatory; 

3. To request a change to voluntary status;
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4. To be treated fairly, with respect and recognition of the individual’s dignity and individuality, by all
employees of the facility with whom the individual comes in contact;

5. To not be discriminated against on the basis of age, race, ethnicity, religion, culture, spoken
language, physical or mental disability, socioeconomic status, sex, sexual orientation,
gender identity, or gender expression;

6. To retain and consult with an attorney at any time;

a. Except that, unless specified in this part 11.14.2.N of this Chapter, the facility is not required to
retain an attorney on behalf of the individual but must allow the individual to
contact an attorney;

7. To continue the practice of religion;

8. Within twenty-four (24) hours after the individual's request, to see and receive the services of a
patient representative who has no direct or indirect clinical, administrative, or financial
responsibility for the individual;

9. To have reasonable access to telephones or other communication devices and to make and to
receive calls or communications in private;

a. Facility personnel shall not open, delay, intercept, read, or censor mail or other communications
or use mail or other communications as a method to enforce compliance with
facility personnel;

10. To wear the individual’s own clothes, keep and use the individual’s own personal possessions
(including but not limited to personal medical devices and/or auxiliary aids), and keep and
be allowed to spend a reasonable sum of the individual’s own money.

a. A facility may temporarily restrict an individual’s access to personal clothing or personal
possessions, until a safety assessment is completed.

b. If the facility restricts an individual’s access to personal clothing or personal possessions, the
facility shall have a discussion with the individual about why the individual’s
personal clothing or personal possessions are being restricted.

c. A licensed medical professional or a licensed mental health professional shall conduct a safety
assessment as soon as possible. The licensed professional shall document in
the individual’s medical record the specific reasons why it is not safe for the
individual to possess the individual’s personal clothing or personal possessions.

d. The facility shall periodically conduct additional safety assessments to determine whether the
individual may possess the individual's personal clothing or personal
possessions, with the goal of restoring the individual’s rights established pursuant
to this section.

11. To have the individual's information and records disclosed to family members and a lay person
pursuant to Section 27-65-123, C.R.S.;

12. To have the individual's treatment records remain confidential, except as required by law; 

13. To not be fingerprinted, unless required by law; 
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14. To have appropriate access to adequate water, hygiene products, and food and to have the
individual's nutritional needs met in a manner that is consistent with recognized dietary
practices;  

15. To have appropriate access to non-psychiatric medications necessary to maintain an individual's
health, including but not limited to pain medications that may be controlled substances,
as ordered and/or overseen by a physician or other authorized medical practitioner of
record;

16. To keep and use the individual's cell phone, unless access to the cell phone causes the individual
to destabilize or creates a danger to the individual's self or others, as determined by a
provider, facility personnel member, or security personnel involved in the individual’s care;

17. To not be photographed, except upon admission for identification and administrative purposes.
Any photographs must be confidential and must not be released by the facility except
pursuant to a court order. Nonmedical photographs must not be taken or used without
appropriate consent or authorization;

18. To have personal privacy to the extent possible during the course of treatment;

19. To have frequent and convenient opportunities to meet with visitors in accordance with the
facility’s current visitor guidelines. Each individual may see the individual’s attorney,
clergyperson, or physician at any time;

20. An individual’s rights may only be denied if the item, program, or service causes the individual to
destabilize or creates a danger to the individual’s self or others, as determined by a
licensed provider involved in the individual’s care. Denial of any right must in all cases be
entered into the individual’s treatment record. Information pertaining to a denial of rights
contained in the individual’s treatment record must be made available, upon request, to
the individual, or the individual’s attorney; and,

21. Any person receiving evaluation, care, or treatment pursuant to Article 65 of Title 27, C.R.S., must
be given the opportunity to exercise the persons right to register and to vote in primary
and general elections.  

a. The facility or facility providing evaluation, care, or treatment shall assist the individual, upon the
individual’s request, to obtain voter registration forms and mail ballots and to
comply with any other prerequisite for voting.

11.14.4 Additional Considerations

A. The facility shall develop written policies that include the procedures for managing individual
funds or property that include at minimum: 

1. A written inventory of all personal belongings shall be conducted upon admission. This inventory
shall be signed and reviewed by facility personnel and the individual and shall be
maintained in the individual’s clinical record. 

2. A process for storing all inventoried items in a secure location during the individual’s stay in the
facility. 

3. A process for returning all inventoried property to the individual upon discharge or sending the
property with the individual if they are transferred to another facility for care and
treatment. The individual and facility personnel shall sign the inventory form indicating
that all items were returned or that all items were present in the bag for transport. 
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B. For the purpose of Article 65 of Title 27, C.R.S., the treatment by prayer in the practice of religion
of any church that teaches reliance on spiritual means alone for healing is considered a form of
treatment.

C. Any individual receiving an evaluation or treatment pursuant to Article 65 of Title 27, C.R.S., may
petition the court pursuant to Section 13-45-102, C.R.S., for release to a less restrictive setting
within or without a treating facility or release from a treating facility when adequate medical and
psychiatric care and treatment are not administered;

1. If at any time during an emergency mental health hold of an individual who is confined
involuntarily the facility personnel requests the individual to sign in voluntarily and the
individual elects to do so, the following advisement shall be given orally and in writing and
an appropriate notation shall be made in the individual’s medical record by the
professional person or the professional person’s designee (this does not apply to an
individual on an emergency mental health hold in an emergency medical services
facility):

“NOTICE

The decision to sign in voluntarily should be made by you alone and should be free from
any force or pressure implied or otherwise. If you do not feel that you are able to make a
truly voluntary decision, you may continue to be held at the hospital involuntarily. As an
involuntary individual, you will have the right to protest your confinement and request a
hearing before a judge.”

11.14.5 Individual Rights for Receiving Individuals on Emergency Mental Health Holds

A. Each person receiving evaluation, care, or treatment pursuant to any provision of Article 65 of
Title 27, C.R.S., has the individual rights specified in part 11.14.3 of this Chapter and shall be
provided with a written copy and advised of such rights by the facility.

B. A facility may temporarily restrict an individual's access to personal clothing or personal
possessions until a safety assessment is completed. If the facility restricts an individual's access
to personal clothing or personal possessions, the facility shall have a discussion with the
individual about why the individual's personal clothing or personal possessions are being
restricted and document this in the chart.

C. The individual may keep and use their cell phone, unless access to the cell phone causes the
individual to destabilize or creates a danger to the individual's self or others, as determined by a
provider, facility personnel member, or security personnel involved in the individual's care. If a cell
phone is restricted, the reason for this must be explained to the individual and documented in the
chart. 

D. An individual's rights may only be denied if access to the item, program, or service causes the
individual to destabilize or creates a danger to the individual's self or others, as determined by a
licensed provider involved in the individual's care or transportation. Denial of any right must be
entered into the individual's treatment record or BHA-approved form available on the BHA
website. Information pertaining to a denial of rights contained in the individual's treatment record
must be made available, upon request, to the individual, the individual's attorney, or the
individual's lay person.   

1. Once the screening is completed and if the individual continues to meet criteria for an emergency
mental health hold, the intervening professional shall first pursue voluntary treatment and
evaluation. If the individual refuses or the intervening professional has reasonable
grounds to believe the individual will not remain voluntarily, the intervening professional
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may keep the individual under an emergency mental health hold pursuant to Section
27-65-106, C.R.S.

11.14.6 Procedures for Subsequent Emergency Mental Health Holds

A. If the facility places the individual under a subsequent emergency mental health hold, the facility
shall immediately notify the BHA, the individual's lay person, and the court, and the court shall
immediately appoint an attorney to represent the individual. The facility may notify the court
where the individual resides by mail. 

11.14.7 Procedures for Individuals Who Meet Criteria for an Emergency Mental Health Hold but
Require Inpatient Medical Treatment Prior to Placement

A. If an individual meets criteria for an emergency mental health hold but requires medical treatment
prior to being placed psychiatrically, they may receive treatment on a medical unit of the same
hospital under the following conditions: 

1. Unless the medical unit is designated for 27-65 services by the BHA, the hospital must follow the
hospital’s policies and procedures for ensuring individual safety while receiving medical
services.

2. Reasonable efforts shall be made to ensure ligature risk is minimized in the individual’s room on
the medical unit; these efforts shall be documented in the individual’s clinical record.

11.15 Additional Procedures for Minors

A. This section 11.15 is meant to provide a summary of the obligations and standards set forth in
Section 27-65-101 through -131, C.R.S., with regard to minors. This section is only enforceable
with regard to designated facilities. 

11.15.1 Consent and Rights of a Minor

A. Notwithstanding any other provision of law, a minor who is fifteen (15) years of age or older,
whether with or without the consent of a parent or legal guardian, may consent to receive mental
health services to be rendered by a facility, a professional person, or mental health professional
licensed pursuant to Parts 3, 4, 5, 6, or 8 of Article 245 of Title 12, C.R.S., in any practice setting.

1. Such consent is not subject to disaffirmance because of age.

2. The professional person or licensed mental health professional rendering mental health services
to a minor may, with or without the consent of the minor, advise the minor’s parent or
legal guardian of the services given or needed.

B. Any individual receiving evaluation or treatment pursuant to any of the provisions of Article 65 of
Title 27, C.R.S., is entitled to a written copy of all the corresponding designated service
individual’s rights enumerated and a minor child shall receive written notice of the minor’s rights
as provided. The list of rights must be prominently posted in all evaluation and treatment
facilities. Minor’s rights include:

1. To refuse to sign the admission consent form; and,

2. To revoke consent of treatment at a later date;

a. If minor’s consent is revoked after admission, a review of the minor’s need for hospitalization
must be initiated immediately
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3. Nothing in part 11.15 of these rules limits a minor’s right to seek release from the facility pursuant
to any other provision of law.

4. Services shall be suited to meet the individual’s needs, delivered in such a way as to keep the
individual in the least restrictive environment, and delivered in such a way as to include
the opportunity for participation of family members in the individual’s program of care and
treatment, when appropriate.

11.15.2 Hospitalization Treatment Procedures for Minors

A. The following treatment procedures apply to any minor receiving evaluation, care, or treatment
pursuant to Article 65 of Title 27, C.R.S. and must be explained to the individual and provided in
written form:

1. A minor who is fifteen (15) years of age or older or a minor’s parent or legal guardian, on the
minor’s behalf, may make a voluntary application for hospitalization.

2. An application for hospitalization on behalf of a minor who is under fifteen (15) years of age and
who is a ward of the Department must not be made unless a guardian ad litem has been
appointed for the minor or a petition for the same has been filed with the court by the
facility having custody of the minor; except that such an application for hospitalization
may be made under emergency circumstances requiring immediate hospitalization, in
which case the facility shall file:

a. A petition for appointment of a guardian ad litem within seventy-two (72) hours after application
for admission is made, 

b. And the court shall immediately appoint a guardian ad litem.

c. Procedures for hospitalization of a minor may proceed pursuant to this section once a petition for
appointment of a guardian ad litem has been filed, if necessary.

3. Whenever an application for hospitalization is made, an independent professional person shall
interview the minor and conduct a careful investigation into the minor’s background, using
all available sources, including, but not limited to, the minor’s parents or legal guardian,
the minor’s school, and any other social service facilities.  

4. Prior to admitting a minor for hospitalization, the independent professional person shall make the
following findings:

a. That the minor has a mental health disorder and is in need of hospitalization;

b. That a less restrictive treatment alternative is inappropriate or unavailable; and,

c. That hospitalization is likely to be beneficial, improve condition and/or prevent further regression.

5. An interview and investigation by an independent professional person is not required for a minor
who is fifteen (15) years of age or older and who, upon the recommendation of the
minor’s treatment professional person, seeks voluntary hospitalization with the consent of
the minor’s parent or legal guardian.

6. A need for voluntary continued hospitalization must be formally reviewed every two (2) months
and must fulfill the requirements of Section 19-1-115(8), C.R.S., when the minor is fifteen
(15) years of age or older and consenting to hospitalization.
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a. Review must be conducted by an independent professional person who is not a member of the
minor’s treatment team; or if the minor, minor’s physician, and the minor’s parent
or legal guardian do not object to the need for continued hospitalization, the
review required may be conducted internally by hospital personnel.

b. The independent professional person shall determine whether the minor continues to meet the
criteria specified in part 11.15.2.A.1 through part 11.15.2.A.4 of this Chapter and
whether continued hospitalization is appropriate and shall, at a minimum,
conduct an investigation pursuant to this part 11.15.2.A.1 through part
11.15.2.A.4 of these rules.

c. Ten (10) days prior to the review, the patient representative at the mental health facility shall notify
the minor of the date of the review and shall assist the minor in articulating to the
independent professional person the minor’s wishes concerning continued
hospitalization. 

7. Every six (6) months the review required pursuant to part 11.15.2.A.6 of this Chapter of this
section shall be conducted by an independent professional person who is not a member
of the minor’s treating team and who has not previously reviewed the minor pursuant to
part 11.15.2.A.6 of this Chapter.

11.15.3 Objection to Hospitalization Process for Minors

A. When a minor does not consent to or objects to continued hospitalization, the need for such
continued hospitalization must, within ten (10) days, be reviewed pursuant to part 11.15.2.A.6 of
this Chapter by an independent professional person who is not a member of the minor’s
treatment team and who has not previously reviewed the minor pursuant to part 11.15.3.A of this
Chapter.

1. The minor shall be informed of the results of the review within three (3) days after the review’s
completion.

a. If the conclusion reached by the professional person is that the minor no longer meets the
standards for hospitalization specified in part 11.15.2.A.1 through part
11.15.2.A.4 of this Chapter, the minor shall be discharged with clinically indicated
discharge planning and notice to parent, guardian, or caregiver, as appropriate. 

B. If twenty-four (24) hours after being informed of the results of the review specified in part
11.15.3.A of this Chapter, a minor continues to affirm the objection to hospitalization, the facility
director or the director’s duly appointed representative shall advise the minor that the minor has
the right to retain and consult with an attorney at any time and that the director or the director’s
duly appointed representative shall file, within three (3) days after the request of the minor, a
statement requesting an attorney for the minor or, if the minor is under fifteen (15) years of age, a
guardian ad litem. The minor, the minor’s attorney (if any) and the minor’s parent, legal guardian,
or guardian ad litem (if any) shall be given written notice that a hearing upon the recommendation
for continued hospitalization may be had before the court or a jury upon written request directed
to the court pursuant to part 11.15.3.D of this Chapter.

C. Whenever the statement requesting an attorney is filed with the court, the court shall ascertain
whether the minor has retained an attorney, and, if the minor has not, the court shall, within three
(3) days, appoint an attorney to represent the minor, or if the minor is under fifteen (15) years of
age, a guardian ad litem. Upon receipt of a petition filed by the guardian ad litem, the court shall
appoint an attorney to represent the minor under fifteen years of age.
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D. The minor or the minor’s attorney or guardian ad litem may, at any time after the minor has
continued to affirm the minor’s objection to hospitalization pursuant to part 11.15.3.B of this
Chapter, file a written request that the recommendation for continued hospitalization be reviewed
by the court or that the treatment be on an outpatient basis. If review is requested, the court shall
hear the matter within ten (10) days after the request, and the court shall give notice of the time
and place of the hearing to the minor; the minor’s attorney (if any), the minor’s parents or legal
guardian; the minor’s guardian ad litem (if any), the independent professional person, and the
minor's treatment team. The hearing must be held in accordance with Section 27-65-113, C.R.S.;
except that the court or jury shall determine that the minor is in need of care and treatment if the
court or jury makes the following findings:

1. That the minor has a mental health disorder and is in need of hospitalization;

2. That a less restrictive treatment alternative is inappropriate or unavailable; and,

3. That hospitalization is likely to be beneficial.

E. At the conclusion of the hearing, the court may enter an order confirming the recommendation for
continued hospitalization, discharge the minor, or enter any other appropriate order.

F. A minor may not again object to hospitalization pursuant to this part 11.15.3 until ninety (90) days
after conclusion of proceedings.

G. In addition to the rights specified in Section 27-65-119, C.R.S. for individuals receiving evaluation,
care, or treatment, a written notice specifying the rights of minor children under this section must
be given to each minor upon admission to hospitalization.

H. A minor who no longer meets the standards for hospitalization specified in this part 11.15 must be
discharged.

11.16 Involuntary Short-Term and Long-Term Care and Treatment Designation (Inpatient
Services) 

11.16.1 Applicability 

A. The involuntary short-term and long-term care and treatment designation allows facilities to
provide care and treatment to individuals on involuntary mental health holds, short-term
certifications, and long-term certifications on an inpatient basis. 

B. Facilities designated for involuntary short-term and long-term services must be in compliance with
the following rules: 

1. Parts 2.7 through 2.13 and parts 2.23 through 2.25 of these rules with the following exception:

a. Part 2.7.A.3 of these rules

2. Parts 11.1 through 11.15 and 11.16 of this Chapter.

C. Facilities that may become designated to provide involuntary short-term and long-term care and
treatment include acute treatment units (ATU). Crisis stabilization units (CSU), residential child
care facilities, and hospitals. ATUs must become designated to meet the requirements of their
service endorsement. 
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D. This section 11.16 is meant, in part, to provide a summary of the obligations and standards set
forth in Section 27-65-101 through -131, C.R.S., with regard to involuntary short-term care and
treatment. This section is only enforceable with regard to designated facilities. 

11.16.2 Procedures for Emergency Mental Health Holds

A. With every emergency mental health hold and petition to court for involuntary treatment resulting
in a change of legal status, the facility shall advise an individual of their rights set forth in part
11.16.5 of this Chapter, and there shall be evidence of such advisement in the individual’s clinical
record.

B. Procedures for emergency mental health holds may be found in part 11.14 of this Chapter.

11.16.3 Procedures for Short-Term Certifications on an Inpatient Basis

A. An individual may be certified for not more than three (3) months for short-term treatment under
the following conditions: 

1. The professional personnel of the facility detaining the individual on an emergency mental health
hold has evaluated the individual and has found that the individual has a mental health
disorder and, as a result of the mental health disorder, is a danger to the individual’s self
or others or is gravely disabled;

2. The individual has been advised of the availability of, but has not accepted, voluntary treatment;
but, if reasonable grounds exist to believe that the individual will not remain in a voluntary
treatment program, the individual’s acceptance of voluntary treatment does not preclude
certification; 

3. The facility or community provider that will provide short-term treatment has been designated by
the commissioner to provide such treatment; and,

4. The individual, the individual’s legal guardian, and the individual’s lay person, if applicable, have
been advised of the individual’s right to an attorney and right to contest the certification
for short-term treatment. [effective July 1, 2024]

B. The facility is responsible for ensuring the individual receive all court paperwork (or ensuring the
attorney has provided it).

C. The facility or court shall ask the individual to designate a lay person whom the individual wishes
to be informed regarding certification. If the individual is incapable of making such a designation
at the time the certification is delivered, the individual must be asked to designate a lay person as
soon as the individual is capable.  

D. In addition to the certification, the individual must be given a written notice that a hearing upon the
individual’s certification for short-term treatment may be had before the court or a jury upon
written request directed to the court pursuant to Section 27-65-109(6), C.R.S.

E. The notice of certification must be signed by a professional person who participated in the
evaluation. The notice of certification must:

1. State facts sufficient to establish reasonable grounds to believe that the individual has a mental
health disorder and, as a result of the mental health disorder, is a danger to the
individual’s self or others or is gravely disabled;
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2. Be filed with the court within forty-eight (48) hours, excluding Saturdays, Sundays, and court
holidays, after the date of the certification;

3. Be filed with the court in the county in which the individual resided or was physically present
immediately prior to being taken into custody;

4. Provide recommendations if the certification should take place on an inpatient or outpatient basis
[effective July 1, 2024]; and

5. Within twenty-four (24) hours after the date of certification, copies of the certification must be
personally delivered from the evaluating facility to the individual, the BHA, and a copy
must be kept by the evaluating facility as part of the individual’s record, if applicable.

F. Upon certification of the individual, the facility designated for short-term treatment has custody of
the individual.

G. The individual or the individual’s attorney may at any time file a written request that the
certification for short-term treatment or the treatment be reviewed by the court or that the
treatment be on an outpatient basis.

1. If the individual requests the review, the court shall hear the matter within ten (10) days after the
request, and the court shall give notice to the individual and the individual’s attorney and
the certifying and treating professional person of the time and place of the hearing.

2. The hearing must be held in accordance with Section 27-65-113, C.R.S.

3. At the conclusion of the hearing, the court may enter or confirm the certification for short-term
treatment, discharge the individual, or enter any other appropriate order.

a. Upon the release of any individual in accordance with Section 27-65-112, C.R.S., the facility shall
notify the clerk of the court within five (5) days after the release.

4. If the professional person in charge of the evaluation and treatment believes that a period longer
than three (3) months is necessary to treat the individual, the professional person shall
file with the court an extended certification at least thirty (30) days prior to the expiration
date of the original certification.  

5. An extended certification for treatment must not be for a period of more than three (3) months.  

6. The individual is entitled to a hearing on the extended certification under the same conditions as
an original certification. The attorney initially representing the individual shall continue to
represent the individual unless the court appoints another attorney. 

H. An individual certified for short-term treatment may be discharged upon the signature of the
treating medical professional and the medical director of the facility.

I. A facility or program shall make the individual’s discharge instructions available to the individual,
the individual's attorney, and the individual’s legal guardian, if applicable, within seven (7) days
after discharge, if requested. 

1. A facility or program that is transferring an individual to a different treatment facility or to an
outpatient provider shall provide all treatment records to the facility or provider accepting
the individual at least twenty-four (24) hours prior to the transfer. 

11.16.4 Procedures for Long-Term Certifications on an Inpatient Basis
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A. The facility is responsible for ensuring the individual receives all court paperwork (or ensuring the
attorney has provided it).

B. Whenever an individual has received an extended certification for treatment pursuant to Section
27-65-109(10), C.R.S., the professional person in charge of the certification for short-term
treatment or the BHA may file a petition with the court at least thirty (30) days prior to the
expiration date of the extended certification for long-term care and treatment of the individual
under the following conditions: 

1. The professional personnel of the facility or facility providing short-term treatment has analyzed
the individual’s condition and has found that the individual has a mental health disorder
and, as a result of the mental health disorder, is a danger to the individual’s self or others
or is gravely disabled; 

2. The individual has been advised of the availability of, but has not accepted, voluntary treatment;
but, if reasonable grounds exist to believe that the individual will not remain in a voluntary
treatment program, the individual’s acceptance of voluntary treatment does not preclude
an order pursuant to this section; and

3. The facility that will provide long-term care and treatment has been designated by the
commissioner to provide the care and treatment. 

C. Every petition for long-term care and treatment must include a request for a hearing before the
court filed thirty (30) calendar days prior to the expiration of six (6) months after the date of
original certification and provide a recommendation as to whether the certification for long-term
care and treatment should take place on an inpatient or outpatient basis. 

1. A copy of the petition must be delivered personally to the individual for whom long-term care and
treatment is sought and electronically delivered to the individual’s attorney of record
simultaneously with the filing.

D. Within ten (10) days after receipt of the petition, the individual or the individual’s attorney may
request a hearing before the court or a jury trial by filing a written request with the court.  

E. The court or jury shall determine whether the conditions of this part 11.16.4, are met and whether
the individual has a mental health disorder and, as a result of the mental health disorder, is a
danger to the individual’s self or others or is gravely disabled. 

F. The court shall issue an order of long-term care and treatment for a term not to exceed six (6)
months, discharge the individual for whom long-term care and treatment was sought, or enter any
other appropriate order.

G. An order for long-term care and treatment must grant physical custody of the individual to the
BHA for placement with a facility or facility designated by the commissioner to provide long-term
care and treatment. The BHA may delegate the physical custody of the individual to a facility
designated by the commissioner and the requirement for the provision of services and care
coordination.  

H. When a petition contains a request that a specific legal disability be imposed or that a specific
legal right be deprived, the court may order the disability imposed or the right deprived if the court
or a jury has determined that the individual has a mental health disorder or is gravely disabled
and that, as a result, the individual is unable to competently exercise the specific legal right or
perform the function for which the disability is sought to be imposed.



Ado
pt

ed
 11

/3
/2

02
3

1. Any interested person may ask leave of the court to intervene as a co petitioner for the purpose of
seeking the imposition of a legal disability or the deprivation of a legal right. 

I. An original order of long-term care and treatment or any extension of such order expires on the
date specified, unless further extended as provided in this part 11.16.4. 

J. If an extension is being sought, the professional person in charge of the evaluation and treatment
shall certify to the court at least thirty (30) days prior to the expiration date of the order in force
that an extension of the order is necessary for the care and treatment of the individual subject to
the order in force, and a copy of the certification must be simultaneously delivered to the
individual and electronically delivered to the individual’s attorney of record. 

1. At least twenty (20) days before the expiration of the order, the court shall give written notice to
the individual and the individual’s attorney of record that a hearing upon the extension
may be had before the court or a jury upon written request to the court within ten (10)
days after receipt of the notice. 

2. If a hearing is not requested by the individual within such time, the court may proceed ex parte. 

3. If a hearing is timely requested, the hearing must be held before the expiration date of the order
in force.

4. If the court or jury finds that the conditions of this part 11.16 continue to be met and that the
individual has a mental health disorder and, as a result of the mental health disorder, is a
danger to others or to the individual’s self or is gravely disabled, the court shall issue an
extension of the order. 

5. Any extension must not exceed six (6) months, but there may be as many extensions as the court
orders pursuant to this section. 

K. An individual certified for long-term care and treatment may be discharged from the facility upon
the signature of the treating professional person and medical director of the facility, and the facility
shall notify the BHA prior to the individual’s discharge.

1. The facility shall make the individual’s discharge instructions available to the individual, the
individual’s attorney, the individual’s lay person, and the individual’s legal guardian, if
applicable, within one (1) week after discharge, if requested. 

L. A facility that is transferring an individual to a different facility or to an outpatient program shall
provide all treatment records to the facility or provider accepting the individual at least twenty-four
(24) hours prior to the transfer. 

11.16.5 Individual Rights for Short-Term and Long-Term Care Treatment

A. The facility shall furnish all persons receiving evaluation, care, or treatment under any provisions
of Article 65 of Title 27, C.R.S., with a written copy of the rights listed under part 11.14.3 of this
Chapter (translated into a language or modality accessible that the individual understands if
feasible) upon admission. If the individual is not able to read the rights, the individual shall be
read the rights in a language that the individual understands, if feasible, or provided access to a
modality to assist in understanding. Minors must receive a separate written notice of individual
rights as outlined in Section 27-65-104, C.R.S. 

B. The facility shall post the following list of rights (in the predominant languages of the community in
which it operates and explained, if feasible, in a language or modality accessible to the individual)
in prominent places frequented by individuals and their families receiving services and the facility



Ado
pt

ed
 11

/3
/2

02
3

shall assist the individual in exercising the below rights, in addition to the rights found in part
11.14.3 of this Chapter:

1. To meet with or call a personal clinician, spiritual advisor, counselor, crisis hotline, family member,
workplace, childcare provider, or school at all reasonable times;

2. To receive and send sealed correspondence, as well as to be given the assistance of facility
personnel if the individual is unable to write, prepare, or mail correspondence. Facility
personnel shall not open, delay, intercept, read, or censor mail or other communications
or use mail or other communications as a method to enforce compliance with facility
personnel;

a. To have access to letter-writing materials, including postage, and to have personnel members of
the facility assist the individual if the individual is unable to write, prepare, and
mail correspondence;

3. To have the individual’s behavioral health orders for scope of treatment or psychiatric advance
directive reviewed and considered by the court as the preferred treatment option for
involuntary administration of medications unless, by clear and convincing evidence, the
individual’s directive does not qualify as effective participation in behavioral health
decision making;

4. To have frequent and convenient opportunities to meet with visitors and to see the individual’s
attorney, clergyperson, or physician at any time;

a. The facility may not deny visits by the individual’s attorney, religious representative or physician at
any reasonable time. 

b. The facility will provide privacy to maintain confidentiality of communication between an individual
and spouse or significant other, family member(s), personnel, attorney, physician,
certified public accountant and religious representative, except that if disclosure
is required by law, then such privacy may be terminated;

5. To have personal privacy to the extent possible during the course of treatment; and,

6. To have access to a representative within the facility who provides assistance to file a grievance.

7. An individual may be photographed upon admission for identification and the administrative
purposes of the facility. The photographs are confidential and must not be released by
the facility except pursuant to court order.  

a. Nonmedical photographs shall not be taken or used without appropriate consent or
authorization.  

C. Facilities providing care and treatment to minors shall post the minor’s rights information of
section 11.15.1, in addition to the following list of rights (in languages and modality appropriate for
understanding) in prominent places frequented by individuals and their families receiving
services. 

11.16.6 Individual Rights Restrictions for Short-Term and Long-Term Care Treatment

A. As set forth in Section 27-65-119, C.R.S., an individual’s statutory rights, and rights listed in parts
11.14.3 and 11.16.5 of this Chapter, may be limited or denied if access to the right would
endanger the safety of the individual or another person in close proximity and may only be denied
by a person involved in the individual’s care. 
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1. A person involved in the individual’s care means a person that is either providing care directly to
the individual or directing the care of the individual.”

B. Any individual whose rights are denied or violated pursuant to this section has the right to file a
complaint against the facility with the BHA and the Department of Public Health and Environment.

C. Except as otherwise provided in part 11.16.6.A of this Chapter, each denial of an individual’s right
shall be made on a case-by-case basis and the reason for denying the right shall be documented
in the individual record and shall be made available, upon request, to the individual, the
individual’s legal guardian, or the individual’s attorney. 

D. Except as otherwise provided in part 11.16.6.A of this Chapter, restrictions on rights in parts
11.14.3.A.9, 11.14.3.A.10, 11.14.3.A.15, 11.14.3.A.17, and 11.14.3.A.19 and part 11.16.5.B.1 of
this Chapter, shall be evaluated for therapeutic necessity on an ongoing basis and the rationale
for continuing the restriction shall be documented at least every seven (7) calendar days.

E. A facility shall not intentionally retaliate or discriminate against a person or employee for
contacting or providing information to any official or to an employee or any state protection and
advocacy facility, or for initiating, participating in, or testifying in a grievance procedure or in an
action for any remedy authorized pursuant to this this section.  

1. Under Section 27-65-119(6), C.R.S., any facility that violates this commits an unclassified
misdemeanor and shall be fined not more than one thousand dollars.

11.16.7 Individual Rights Restrictions in Secure Treatment Facilities

A. A facility, through a professional person treating individuals in a secure treatment setting may limit
or deny rights listed in this Chapter for good cause based upon the safety and security needs of
the personnel and other individuals in the facility. Safety and security policies applicable to the
unit shall be incorporated into the individual’s service plan. The following procedures shall be
adhered to: 

1. The BHA shall approve of safety and security policies for each facility unit that places any limit on
the rights set forth in part 11.16 of this Chapter, as well as the policy and criteria for
placement of an individual committed under Article 65 of Title 27, C.R.S., in secure
treatment facilities. 

2. The safety and security policies for each facility unit shall be posted in the unit. The secure facility
personnel shall provide a copy of the unit policy upon an individual’s request. 

3. Any good cause restriction of rights based upon the safety and security policy of the facility unit
shall be noted in the individual’s record. The order for restriction shall be signed by the
professional person providing care and treatment and shall be reviewed at least every
thirty (30) days. 

4. No safety or security policy may limit an individual’s ability to send or receive sealed
correspondence. However, to prevent the introduction of contraband into the secure
treatment facility, the policy may require that the individual open the correspondence in
the presence of unit personnel. 

5. No safety or security policy may limit an individual’s right to see their attorney, clergy, or physician
at reasonable times. However, the safety and security policy may provide that advance
notice be given to the secure treatment facility for such visits so that the secure facility
can adequately personnel for the private visit and take any measures necessary to
ensure the safety of the visit.
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6. For the purposes of this rule, placement of individuals in secure treatment facilities on units that
are locked at night:

a. Individuals transferred to a secure treatment facility from the Department of Corrections, who are
serving sentences in the Department of Corrections, may be placed on units in
which the bedroom doors are locked during sleeping hours. 

b. Individuals who are newly admitted to a secure treatment facility may be placed on units in which
the bedroom doors are locked during sleeping hours, for a time period not to
exceed sixty (60) calendar days. After sixty (60) calendar days, these individuals
will not be placed on a unit with locked doors during sleeping hours unless an
individualized assessment is made, and the treatment team determines that the
individual is imminently dangerous to self or to others; this must be documented
in the individual’s record.

c. Sleeping hours shall begin no earlier than 9:00 p.m., end no later than 8:00 a.m., and shall not
exceed 8-1/2 hours.

d. Individuals shall be provided an effective means of calling for assistance when in a locked room
during sleeping hours. The secure treatment facility shall provide personnel to
promptly assist an individual with their individual needs including, but not limited
to, personnel assigned to a day hall where personnel will be able to hear and
respond to individuals who knock on their room doors. An intercom call system
may also be used. Personnel shall monitor each individual’s well-being through
visual observation checks every fifteen (15) minutes.

e. As set forth in Section 27-65-127, C.R.S., an individual's rights may be limited or denied under
court order by an imposition of legal disability or deprivation of a right. 

f. Information pertaining to the denial of any right shall be made available, upon request, to the
individual or their attorney.

11.16.8 Admissions Requirements & Disclosures 

A. The facility shall develop written admission criteria based on the facility’s ability to meet the
individual’s needs. Admission criteria shall be based upon a comprehensive assessment of the
individual’s mental health, physical health, substance use, and capacity for self- care. The
assessment shall determine the level of intervention and supervision required, including
medication management, behavioral health services and stabilization prior to return to the
community. 

B. Acute treatment units shall not admit individuals with a mental health disorder into a locked
setting unless there is no less restrictive alternative and unless they are otherwise in compliance
with the requirements of Article 65 of Title 27, Colorado Revised Statutes. 

C. Individuals may be admitted to a locked setting as a voluntary or involuntary individual. If
voluntary, the individual shall sign a form that documents the following information:

1. The individual is aware that the facility is locked.

2. The individual may exit the facility with personnel assistance and/or permission.

3. The individual may leave the facility at any point in time, unless they present as a danger to self
or others, or is gravely disabled as defined in Section 27-65-102(17), C.R.S. 
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4. An individual who is imminently suicidal or homicidal shall only be admitted to the locked facility,
upon completion of the facility’s assessment and the facility’s determination that the
individual’s safety and the safety of others can be maintained by the facility. If an
individual is admitted and facility personnel determine that their behavior cannot be safely
and successfully treated at the ATU, then personnel shall make arrangements to transfer
the individual to the nearest hospital for further assessment and disposition.

D. A facility shall not admit or keep any individual who meets the following exclusion criteria:

1. Is consistently incontinent unless the individual or personnel is capable of preventing such
incontinence from becoming a health hazard. 

2. Is under the age of eighteen (18) unless the facility has a separate locked unit dedicated to
minors. 

3. Is bedridden with limited potential for improvement. 

4. Has a communicable disease or infection that is:

a. Reportable under the Department of Public Health and Environment's regulations (6 CCR 1009-1
(6/14/2023) and 6 CCR 1009-2 (05/15/2023)) which are hereby incorporated by
reference. No later editions or amendments are incorporated. The rules are
available at no cost from the Colorado Secretary of State at
https://www.sos.state.co.us. Individuals may inspect a copy at the Behavioral
Health Administration, 710 S. Ash Street, Unit C140, Denver, CO 80246, during
regular business hours); and 

b. Potentially transmittable in a facility unless the individual is receiving medical or drug treatment
for the condition and the admission is approved by a physician.

5. Has acute withdrawal symptoms, is at risk of withdrawal symptoms, or is incapacitated due to a
substance use disorder and facility does not have appropriate capacity/endorsements to
address issues of withdrawal.

E. The facility shall maintain a current list of individuals and their assigned room.

11.16.9 Required Disclosures to Individuals Upon Admission

A. There shall be written evidence of consent to treat, and the following upon admission to the
individual or individual’s legal representative, as appropriate. Acknowledgements shall specify the
understanding between the parties regarding, at a minimum:

1. Charges; 

2. Services included in the rates and charges; 

3. Types of services provided by the facility, those services which are not provided, and those which
the facility will assist the individual in obtaining;

4. Transportation services;

5. Therapeutic diets; 

6. A physically safe and sanitary environment; 
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7. Personal services; 

8. Protective oversight; 

9. Presence and purpose of any video monitoring;

10. Social and recreational activities;  

11. A provision that the facility must give individuals thirty (30) calendar days’ notice of closure;

12. Management of personal funds and property; 

13. Facility rules, established pursuant to part 11.16.11 of this Chapter; 

14. Staffing levels based on individual needs; and

15. Types of daily activities, including examples of such activities that will be provided.

11.16.10 Environment and Safety

A. All individuals being treated under these regulations shall receive such treatment in a clean and
safe environment with opportunities for privacy.

B. A facility shall only place an individual in a bedroom with video monitoring due to good cause and
safety or security reasons which must be noted in the individual record. Individuals shall be
notified in writing when placed in bedrooms with video monitoring capabilities. 

C. Each facility shall maintain reasonable security capabilities to guard against the risk of
unauthorized departures. The least restrictive method to prevent an unauthorized departure shall
be used.

D. An unlocked facility may place an individual in seclusion to prevent an unauthorized departure
when such departure carries an imminent risk of danger for the individual or for others. Under
those circumstances, the seclusion procedures in part 11.9 of these rules shall be followed.

11.16.11 Facility rules

A. The facility shall establish written policies, which shall list all possible actions that may be taken
by the facility if any policy is knowingly violated by an individual. Facility policies may not violate
or contravene any rule herein, or in any way discourage or hinder an individual’s rights.

B. The facility shall prominently post its policies in writing, which shall be available at all times to
individuals. Such policies shall address at least the following: 

1. Smoking; 

2. Cooking; 

3. Visitors; 

4. Telephone usage including frequency and duration of calls; 

5. Use of common areas, including the use of television, radio; 

6. Consumption of alcohol and/or illicit drugs; 
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7. Dress; and

8. Pets, which shall not be allowed in the facility; however, in no event shall such rules prohibit
service or guide animals. 

11.16.12 Employment of Individuals Receiving Services in 27-65 Designated Facilities

A. All labor, employment or jobs involving facility operation and maintenance which are of an
economic benefit to the facility, shall be treated as work and shall be compensated according to
applicable minimum wage or prevailing wage rates.

B. Maintaining a minimum standard of cleanliness and personal hygiene and personal
housekeeping, such as making one's bed or cleaning one's area, shall not be treated as work and
shall not be compensated. 

C. Individuals shall not be forced in any way to perform work.

D. Privileges or release from a designated facility shall not be conditioned upon the performance of
work.

E. Vocational programs and training programs must comply with all applicable federal and state
laws.

F. Vocational programs are not subject to the provisions in part 11.16.12.A of this section unless the
program is of economic benefit to the facility.

G. All work assignments, together with a specific consent form, and the hourly compensation
received, shall be noted in the individual’s record. 

11.16.13 Medical/Dental Care

A. The facility shall ensure the availability of emergency medical and dental care to meet the
individual needs of each individual. The obligation to ensure the availability of emergency medical
services shall not be construed as the obligation to pay for such services; however, the facility
shall secure these services regardless of source of payment. The facility shall have and adhere to
a written plan for providing emergency medical and dental care to include at least:

1. A qualified licensed independent practitioner responsible for the completion of physical
examinations within twenty-four (24) hours of admission. Subsequent physical
examinations shall be completed at least annually, and as frequently as needed. This
information shall be included in the clinical record. 

a. If the individual refuses to complete a physical examination, documentation must be held in the
clinical record of facility efforts.

2. The availability of a qualified licensed independent practitioner or emergency medical facility on a
twenty-four (24) hour, seven (7) days a week basis. 

3. Emergency medical or dental treatment, when indicated, shall be accessed immediately upon
determination that an emergency exists. 

4. Whenever indicated, an individual shall be referred to an appropriate specialist for either further
assessment or treatment. The facility shall be responsible for securing an appropriate
assessment to determine the need for further specialty consultation. This information
shall be contained in the clinical record. 
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B. Each designated facility must maintain a facility placement agreement with one or more medical
hospitals pursuant to part 11.12 of this Chapter.

C. If an individual on an emergency mental health hold or certification requires inpatient medical
care at a hospital, the designated facility shall be responsible for the care and treatment provided
by the medical hospital per part 11.12 of this Chapter. 

D. The designated facility shall communicate with the hospital upon the individual being admitted to
the medical unit regarding the individual’s psychiatric treatment needs, safety considerations, and
managing ligature risk while the individual is hospitalized medically consistent with state and
federal law.

11.16.14 Physical Health Assessment Policy

A. The facility shall develop policies and procedures that identify when a physical health assessment
by a qualified licensed independent practitioner will be required, including the following indicators:

1. Within twenty-four (24) hours of admission; 

2. A significant change in the individual’s condition; 

3. Evidence of possible infection (open sores, etc.); 

4. Injury or accident sustained by the individual that might cause a change in the individual’s
condition; 

5. Known exposure of the individual to a communicable disease; or 

6. Development of any condition that would have initially precluded admission to the facility. 

11.16.15 Medication Storage, Disposition, and Disposal

A. All personal medication must be surrendered to the facility to be logged in and stored by the
facility. Individuals are not allowed to self-administer medication in the facility.

B. Personal medication shall be returned to the individual or individual’s legal representative, upon
discharge or death, except that return of medication to the individual may be withheld if specified
in the individual’s service if a physician or other authorized medical practitioner has determined
that the individual lacks the decisional capacity to possess or administer such medication safely.

C. Medications shall be labeled with the individual’s full name, pursuant to Article 280 of Title 12,
C.R.S.

D. Any medication container that has a detached, excessively soiled, or damaged label shall be
returned to the issuing pharmacy for re-labeling or disposed of appropriately.

E. All medication shall be stored in a manner that ensures the safety of all individuals.

F. Medication shall be stored in a central location, including refrigerators, and shall be kept under
lock and shall be stored in separate or compartmentalized packages, containers, or shelves for
each individual in order to prevent intermingling of medication.

G. Individuals shall not have access to medication that is kept in a central location.
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H. Medications that require refrigeration shall be stored separately in locked containers in the
refrigerator. If medication is stored in a refrigerator dedicated to that purpose, and the refrigerator
is in a locked room, then the medications do not need to be stored in locked containers. 

I. Prescription and over the counter medication shall not be kept in stock or bulk quantities unless
such medication is administered by a licensed medical practitioner.

J. Medication disposal procedures include: 

1. The return of medication shall be documented by the facility.

2. Medication that has a specific expiration date shall not be administered after that date and shall
be disposed of appropriately.

11.16.16 Medication Administration

A. The facility must ensure that medications are administered only by licensed or certified personnel
allowed to administer medications under their own scopes of practice, or an unlicensed personnel
who are qualified medication administration persons (QMAPs) acting within their own scope of
practice.

B. When using QMAPs to administer medication, the facility shall ensure compliance with 6 CCR
1011-1 Chapter 24 (July 19, 2017), which is hereby incorporated by reference. No later editions
or amendments are incorporated. The rule is available at no cost from the Colorado Secretary of
State at https://www.sos.state.co.us. Individuals may inspect a copy at the Behavioral Health
Administration, 710 S. Ash Street, Unit C140, Denver, CO 80246, during regular business hours. 

C. Facilities shall follow psychiatric medication standards as outlined in part 11.8.2 of this Chapter
and the following:

1. Only a licensed nurse may accept telephone orders for medication from a physician or other
authorized practitioner. All telephone orders shall be evidenced by a written and signed
order and documented in the individual’s record and the facility’s medication
administration record. 

2. These rules apply to medications and treatment which do not conflict with state law and
regulations pertaining to acute treatment units and which are within the scope of services
provided by the facility, as outlined in the individual agreement or the facility rules. 

3. The facility shall be responsible for complying with professional person or advanced practice
registered nurse orders associated with the administration of medication or treatment.
The facility shall implement a system that obtains clarification from the physician, as
necessary and documents that the physician: 

a. Has been asked whether refusal of the medication or treatment should result in physician
notification. 

b. Has been notified, where such notification is appropriate.

c. Has provided documentation of such notification shall be made in the individual’s clinical record. 

d. Coordinates with external providers or accepts responsibility to perform the care using facility
personnel. 

e. Trains personnel regarding the parameters of the ordered care as appropriate.

https://www.sos.state.co.us
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f. Documents the delivery of the care, including refusal by the individual, of the medication or
treatment.

11.16.17 Administration of Oxygen

A. Individuals may administer oxygen, if the individual is able to manage the administration themself
and personnel shall assist with the administration as needed for safety, when prescribed by a
physician and if the facility follows appropriate safety requirements regarding oxygen herein.

B. Oxygen tanks shall be secured upright at all times to prevent falling over and secured in a
manner to prevent tanks from being dropped or from striking violently against each other. 

C. Tank valves shall be closed except when in use.

D. Transferring oxygen from one container to another shall be conducted in a well-ventilated room
with the door shut. Transfer shall be conducted by trained personnel or by the individual for whom
the oxygen is being transferred, if the individual is capable of performing this task safely. When
the transfer is being conducted, no person, except for a person conducting such transfer, shall be
present in the room. 

E. Tanks and other oxygen containers shall not be exposed to electrical sparks, cigarettes, or open
flames. 

F. Tanks shall not be placed against electrical panels or live electrical cords where the cylinder can
become part of an electric circuit. 

G. Tanks shall not be rolled on their side or dragged.

H. Smoking shall be prohibited in rooms where oxygen is used or stored. Rooms in which oxygen is
used shall be posted with a conspicuous “no smoking” sign. 

I. Tanks shall not be stored near radiators or other heat sources. If stored outdoors, tanks shall be
protected from weather extremes and damp ground to prevent corrosion.

11.16.18 Serious Illness, Serious Injury, or Death

A. Facility policy shall describe the procedures to be followed by the facility in the event of serious
illness, serious injury, or death of individuals receiving services, including incident reporting
requirements. 

B. The policy shall include a requirement that the facility notify an emergency contact, if one has
been provided, when the individual’s injury or illness warrants medical treatment or face-to-face
medical evaluation. In the case of an emergency room visit or unscheduled hospitalization, a
facility must notify an emergency contact immediately.

11.16.19 Service Provisions for Short-Term and Long-Term Care Treatment

A. Facilities providing short-term and long-term care treatment shall have detailed policies and
procedures specific to therapeutic programming provided to individuals while in the facility’s care.

B. Programming shall be trauma-informed, person-centered, and appropriate for the individual’s
diagnosis.

C. Programming shall be documented in the individual’s treatment plan.
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D. Programming shall be facilitated by appropriate personnel for the type of therapeutic treatment
provided.

E. Programming can include the following, but is not limited to:

1. Intensive case management;

2. Assertive community treatment;

3. Peer recovery support services;

4. Individual therapy;

5. Group therapy;

6. Therapeutic activities;

7. Educational and vocational training or activities;

8. Housing and transportation assistance; and/or

9. Transitional assistance.

11.16.20 Content of Records 

A. Records shall be kept in conformity with part 2.11 of these rules, applicable federal and state
laws, and the following:

1. Demographic and medical information;

2. A cover sheet to contain the following information; 

a. Individual’s full name, including maiden name if applicable;

b. Individual’s sex, date of birth, gender identity, marital status and social security number, where
needed for Medicaid or employment purposes; 

c. Individual’s current address of residence; 

d. Date of admission; 

e. Name, address and telephone number of relatives or legal representative(s), or other person(s) to
be notified in an emergency; 

f. Name, address and telephone number of individual’s primary physician, and case manager if
applicable, and an indication of religious preference, if any, for use in
emergency; 

g. Individual’s diagnoses, at the time of admission; 

h. Current record of the individual’s allergies;

3. Medication administration record; and

4. Physician’s orders. 
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B. Initial and comprehensive assessments shall comply with the requirements of parts 2.12.2 and
2.12.3 of these rules and must be completed within twenty-four (24) hours of admission.

C. Service plans shall comply with the requirements of part 2.13.1 of these rules, and the following: 

1. The service plan shall contain specific criteria required for discharge from treatment or to
progress to less restrictive treatment alternatives. 

2. If an individual is discharged during an emergency mental health hold without certification by the
facility, and a service plan has not been completed, then pertinent information shall be
included in the discharge summary. 

3. A physician or other legal prescriber shall be responsible for the component of the plan requiring
medication management services. 

4. For individuals certified to short-term or long-term treatment, the service plan shall be reviewed,
and revised, if necessary, at least monthly by the personnel responsible for the plan, the
treating professional person, any additional personnel involved in care as the facility
determines is necessary for the review, the individual, and the legal guardian. This review
shall be documented in the record and include progress toward meeting the criteria for
termination of treatment and the need for continued involuntary treatment if the individual
is certified. If the monthly review is delayed, the reason for such delay shall be noted in
the record and the review shall be completed as promptly as possible. 

D. Treatment progress notes shall include the following:

1. Documentation of all treatment procedures including, but not limited to: brief physical restraint,
seclusion, mechanical restraint, medications voluntary and involuntary, and other
therapies or interventions.  

2. Information regarding the serious injury of or by the individual and the circumstances and
outcome. 

3. Documentation of all transfers, whether permanent or temporary, and reasons for transfer. 

4. Legal status and all legal documents related to treatment under Section 27-65-101 through -131,
C.R.S. 

5. Consultations and/or case reviews.

6. Pertinent information from outside facilities or persons or from the individual.

7. Correspondence to and from relevant facilities and persons.  

8. Consent forms as appropriate for alternative treatments or voluntary treatment. 

9. Use or non-use of psychiatric and medical advance directives.

E. Discharge information provided to the individual shall include the requirements of part 2.10.A.6.
Of these rules, and the following: 

1. Specific recommendations regarding prevention of re-hospitalization based on the individual’s
unique challenges and needs.
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F. Discharge summaries shall comply with the requirements of part 2.10.A.6 of these rules, this part
11.16.20, and the following: 

1. Documentation that notice of discharge was provided to the individual or individual’s legal
representatives as follows: 

a. At least twenty-four (24) hours in advance of discharge or transfer, in accordance with the rules
governing the care and treatment of persons with a mental health disorder in
parts 11.14 and 11.16 of this Chapter. 

b. In cases of a medical or psychiatric emergency, the emergency contact shall be notified as soon
as possible. 

2. Documentation of discharge coordination with the individual, and, with permission, the individual’s
family, legal representative, or appropriate facility.

3. For transfers between facilities, documentation of appropriate clinical information and
coordination of services between the two facilities, including mode of transportation. 

4. Information if the discharge is being made against the advice of the treating professional person.

11.16.21 Management of Personal Funds and Personal Property

A. The facility shall comply with part 2.26.D.3 of these rules related to management of personal
funds and personal property.

11.16.22 Transportation of Individuals

A. Whenever transportation of an individual is required, the treating personnel of the facility shall
assess the individual for danger to self or others and potential for escape. Whenever clinically
and safely appropriate, the individual may be transported by other means such as ambulance,
care van, private vehicle, and restraints shall not be used, unless consistent with state and
federal law, authorized as necessary, and ordered by the treating professional person. If the
treating personnel assesses the individual as dangerous to self or others or as an escape risk,
the personnel may request transportation by a secure transportation provider or the local sheriff's
department.

11.16.23 Secure Transportation Providers

A. Facilities may utilize a secure transportation provider.

B. “Class A” secure transportation services are licensed pursuant to CDPHE regulations to use
physical restraint during secure transport based on associated regulations.

C. “Class B” secure transportation services are not licensed pursuant to CDPHE regulations to use
physical restraint during secure transport.

D. For individuals receiving involuntary care in a 27-65 designated facility, when transportation to a
medical appointment outside of the 27-65 designated facility is required, a personnel from the
27-65 designated facility who is trained in facility transportation policies and procedures shall
accompany and remain with the individual for the duration of the appointment at the outside
facility. The individual may be left in an emergency medical services facility’s care without a
designated facility personnel only if the individual is in a secure area (such as a psychiatric
emergency department) and/or if there is trained security personnel present with the individual at
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all times; these provisions for safety/security must be noted in the designated facility’s individual
chart.

11.16.24 Secure Transport Requests

A. Any requests for transportation from the sheriff's department shall be filed with the court of
appropriate jurisdiction and shall include:

1. Statements from the treating Colorado licensed physician or psychologist supporting the need for
transportation by the sheriff's department;

2. Recommendations concerning the use of mechanical restraints and the impact that handcuffs or
shackles would have on the individual; 

3. Recommendations for soft restraints, not handcuffs or shackles, if the findings of the assessment
support the use of mechanical restraint; 

4. Recommendations concerning the placement and management of the individual during the time
they will be absent from the 27-65 designated facility due to court hearings; 

5. Recommendations of considerations for management of the individual based on the individual's
age, physical abilities, culture, medical and psychiatric status and/or stability. 

B. Notice of the request for transportation by the sheriff's department shall be given to the individual
and their attorney at least twenty-four (24) hours prior to the time it is filed with the court. This
notice shall not be required during the time an emergency mental health hold is in effect or in an
emergency situation with an individual under certification or when the individual signs a waiver
which has been clearly explained.

C. Requesting transportation by the sheriff's department does not require a finding of danger to self
or others or an escape risk if the sheriff's department is willing to transport the individual without
the use of mechanical restraints. 

11.16.25 Termination of Certification for Short-Term and Long-Term Treatment

A. Prior to July 1, 2024, an original or extended certification for short-term treatment issues pursuant
to Section 27-65-109, C.R.S., or an order or extension for certification for long-term care and
treatment pursuant to Section 27-65-110, C.R.S., terminates as soon as the professional person
in charge of treatment of the individual determines the individual has received sufficient benefit
from the treatment for the individual to end involuntary treatment. Beginning July 1, 2024, an
original or extended certification for short-term treatment issues pursuant to Section 27-65-109,
C.R.S., or an order or extension for certification for long-term care and treatment pursuant to
Section 27-65-110, C.R.S., terminates as soon as the professional person in charge of treatment
of the individual and the BHA determine the individual has received sufficient benefit from the
treatment for the individual to end involuntary treatment.

B. Whenever a certification or extended certification is terminated, the professional person in charge
of providing treatment shall notify the court in writing within five (5) days after the termination.

C. Before termination, an individual who leaves a facility may be returned to the facility by order of
the court without a hearing or by the superintendent or director of the facility without a court order.

D. After termination, an individual may be returned to the facility only in accordance with Article 65 of
Title 27, C.R.S.  
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E. Facilities designated for involuntary care and treatment of individuals are required to notify the
BHA whenever an individual certification is terminated. 27-65 designated facilities must submit
required documentation directly to the BHA using the prescribed BHA method available on BHA’s
website.

11.17 Involuntary Outpatient Care & Treatment Designation

11.17.1 Applicability 

A. The involuntary outpatient care and treatment designation allows facilities to provide care and
treatment to individuals on short-term and long-term certifications on an outpatient basis.

B. Facilities designated for involuntary outpatient care and treatment must be in compliance with the
following rules: 

1. Parts 2.7 through 2.13 and parts 2.23 through 2.25 of these rules with the following exception

a. Part 2.7.A.3 of these rules

2. Parts 11.1 through 11.15 and 11.17 of this Chapter.

C. This section 11.17 is meant, in part, to provide a summary of the obligations and standards set
forth in Section 27-65-101 through -131, C.R.S., with regard to involuntary outpatient care and
treatment. This section is only enforceable with regard to designated facilities. 

11.17.2 Procedures for Certification to Outpatient Treatment

A. An individual who has been treated as an inpatient under a short-term or long-term certification
for mental health treatment at a designated facility may be treated on an outpatient basis if the
following conditions are met:

1. A professional person who has evaluated the individual and who is on the personnel of the
inpatient designated facility determines that while the individual continues to meet the
requirements for certification, professional judgment is that with appropriate treatment
modalities in place the individual is unlikely to act dangerously in the community.

2. Certification on an outpatient basis is the appropriate disposition suited to the individual's needs.

3. The designated facility that will hold the certification on an outpatient basis has documentation of
the results of a physical examination within the last year, or documented attempts to
obtain information. 

B. In addition to the requirements in Chapter 4 of these rules, the outpatient treatment provider shall
develop a service plan for the individual receiving treatment on an outpatient basis with the goal
of the individual finding and sustaining recovery. The service plan must include measures to keep
the individual or others safe, as informed by the individual's need for certification. The service
plan may include, but is not limited to: 

1. Intensive case management; 

2. Assertive community treatment; 

3. Peer recovery support services; 

4. Individual or group therapy; 
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5. Day or partial-day programming activities;

6. Intensive outpatient programs; 

7. Educational and vocational training or activities; and

8. Housing and transportation assistance. 

C. The individual, the individual's legal guardian, the individual’s patient representative or the
individual's lay person, or any party at any court hearing may contest an individual's treatment
regimen, including court-ordered medications, at any court hearing related to the individual's
certification for treatment.

D. Primary oversight of outpatient certifications at designated facilities must be provided by a
professional person. The professional person assigned to the individual’s case must also be
available for clinical supervision and/or consultation to personnel providing clinical services to the
individual at the designated facility in which the individual is receiving outpatient certification
treatment. 

E. Primary clinical services at the designated facility, including but not limited to individual therapy,
must be provided by a licensee receiving clinical supervision and/or consultation from the
assigned professional person.

11.17.3 Enforcement of Outpatient Certification [Effective July 1, 2024]

A. The facility responsible for providing services to an individual on a certification on an outpatient
basis shall proactively reach out to the individual to engage the individual in treatment on a
weekly basis and including visits to the individual’s known places or residence. Documentation of
all visits and attempts must be included in the clinical record. 

B. If the individual refuses treatment or court-ordered medication and is decompensating
psychiatrically, the court may order a certified peace officer or secure transportation provider to
transport the individual to an appropriate, least restrictive designated facility in collaboration with
the BHA and the provider holding the certification. 

1. The individual does not need to be imminently dangerous to the individual's self or others for the
facility to request, and the court to order, transportation to a facility for the individual to
receive treatment and court-ordered medications. 

C. The facility responsible for providing services to an individual on a certification on an outpatient
basis shall provide the court information on the facility's proactive outreach to the individual and
the professional person's and psychiatric advanced practice registered nurse's basis for medical
opinion.

D. If an individual is placed in a more restrictive setting, the individual has the right to judicial review
within ten (10) days after filing a written request. 

E. In addition to any other limitation on liability, an agency or facility providing care to an individual
placed on short-term or long-term certification on an outpatient basis is only liable for harm
subsequently caused by or to an individual who: 

1. Has been terminated from certification despite meeting statutory criteria for certification pursuant
to Sections 27-65-109 or 27-65-110, C.R.S.; and,
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2. Provided services to the individual not within the scope of the individual's professional license or
was reckless or grossly negligent in providing services. 

3. A provider is not liable if an individual's certification is terminated, despite meeting criteria for
certification, if the provider is unable to locate the individual despite proactive and
reasonable outreach. 

F. An individual certified for short-term treatment on an outpatient basis may be discharged upon the
signature of the approved professional person overseeing the individual's treatment, and the
professional person shall notify the BHA prior to the discharge.

G. A facility or program shall make the individual’s discharge instructions available to the individual,
the individual's attorney, and the individual’s legal guardian, if applicable, within seven (7) days
after discharge, if requested. 

1. A facility or program that is transferring an individual to a different treatment facility or to an
outpatient provider shall provide all treatment records to the facility or provider accepting
the individual at least twenty-four (24) hours prior to the transfer.  

H. The individual, their legal guardian, the patient representative or lay person, or any party may
object to the individual’s treatment, including court-ordered medications, at any court hearing
related to the individual’s certification to treatment.

11.17.4 Individual Rights for Involuntary Outpatient Treatment [Effective July 1, 2024]

A. The facility shall provide all individuals receiving evaluation, care, or treatment on a certified
outpatient basis, with a written copy of the rights listed under part 11.14.3 of this Chapter, in
addition to this part 11.17.4.B (translated into a language that the individual understands if
feasible) upon admission and upon each renewal of certification. If the individual is not able to
read the rights, the individual shall be read the rights in a language that they understand.

B. The facility shall post the following list of rights (in languages predominantly used by the
population of individuals served), in addition to those enumerated in part 11.14.3 of this Chapter
in prominent places frequented by individuals and their families receiving services: 

1. To request a change to voluntary status. A change to voluntary status may be denied by the
supervising professional person or an advanced practice registered nurse with training in
psychiatric nursing responsible for the individual’s treatment if the professional person or
advanced practice registered nurse with training in psychiatric nursing determines
reasonable grounds exist to believe that the individual will not remain in a voluntary
treatment program; 

a. If a discrepancy exists for the determination of voluntary status between the professional person
and the advanced practice nurse with training in psychiatric nursing, the
determination for the individual to change to voluntary status must defer to the
assessment from the professional person.

2. To be treated fairly, with respect and recognition of the individual's dignity and individuality, by all
employees of the treatment facility with whom the individual comes in contact; 

3. To appropriate treatment, which must be administered skillfully, safely, and humanely. An
individual shall receive treatment suited to the individual's needs that must be determined
in collaboration with the individual; 
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4. To not be discriminated against on the basis of age, race, ethnicity, religion, culture, spoken
language, physical or mental disability, socioeconomic status, sex, sexual orientation,
gender identity, or gender expression; 

5. To retain and consult with an attorney at any time; 

6. Within forty-eight (48) hours after the individual's request, to see and receive the services of a
patient representative, including a peer specialist; 

7. To have the individual's behavioral health orders for scope of treatment or psychiatric advance
directive reviewed and considered by the court as the preferred treatment option for
involuntary administration of medications unless, by clear and convincing evidence, the
individual's directive does not qualify as effective participation in behavioral health
decision-making; 

8. To have the individual's information and records disclosed to adult family members and a lay
person pursuant to Section 27-65-123, C.R.S.; 

9. To have access to a representative within the facility who provides assistance to file a grievance;
and

10. To have the right to file a motion with the court at any time to contest the certification. 

c. As set forth in Section 27-65-127, C.R.S., an individual's rights, as set forth in Section 27-65-101
through -131, C.R.S. and this Chapter, may be limited or denied under court order by an
imposition of legal disability or deprivation of a right. 

d. Information pertaining to the denial of any right shall be made available, upon request, to the
individual or their attorney.

11.17.5 Service Planning [Effective July 1, 2024]

A. Service plans shall comply with the requirements of part 2.13.1 of this Chapter, and the following: 

1. The service plan shall contain specific criteria required for discharge from treatment or to
progress to less restrictive treatment alternatives;

2. A physician or other legal prescriber shall be responsible for the component of the plan requiring
medication management services; and,

3. For individuals certified to short-term or long-term treatment, the service plan shall be reviewed,
and revised, if necessary, at least monthly by the personnel responsible for the plan, the
treating professional person, the individual and the legal guardian. This review shall be
documented in the record and include progress toward meeting the criteria for
termination of treatment and the need for continued involuntary treatment if the individual
is certified. If the monthly review is delayed, the reason for such delay shall be noted in
the record and the review shall be completed as promptly as possible. 

4. The service plan may include, but is not limited to:

a. Intensive case management services;

b. Assertive community treatment;

c. Peer recovery services;
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d. Individual and/or group therapy;

e. Day or partial-day programming activities;

f. Intensive outpatient programs;

g. Educational and/or vocational training and activities; or

h. Housing and transportation assistance

Chapter 12: Behavioral Health Safety Net Provider Approval 

12.1 Authority and Applicability

A. Chapter 12 establishes standards for behavioral health safety net providers, including
comprehensive community behavioral health providers and essential behavioral health safety net
providers, and the behavioral health safety net approval process. The statutory authority to
promulgate these rules is set forth in Sections 27-50-107(3)(c), 27-50-301(5), 27-50-304(7), and
27-50-502(1) through (5), C.R.S. Chapter 12 additionally establishes standards for additional
competencies related to serving priority populations where behavioral health safety net providers
may be eligible for enhanced rates. The statutory authority to promulgate these rules is set forth
in Section 27-50-502(6), C.R.S.

B. To be eligible for enhanced service delivery payments set forth in Section 27-50-502(2),(3),
C.R.S., a behavioral health safety net provider must be approved by the BHA. This approval does
not guarantee enhanced service delivery payments.

C. Approved behavioral health safety net providers shall be subject to the following rule compliance
timeline:

1. Upon these rules going into effect, the BHA shall take immediate action pursuant to Section
27-50-505, C.R.S. on rule violations that impact the health, safety, and welfare of
individuals receiving services provided by an approved safety net provider.

2. All approved safety net providers shall be in full compliance of these rules by July 1, 2024.

D. Provider participation in the behavioral health safety net system is voluntary. The rules in this
Chapter must be followed, as applicable, by all entities and persons that are seeking to be or are
approved behavioral health safety net providers to be eligible for public funding as part of the
state of Colorado’s Behavioral Health Safety Net System created pursuant to Section 27-50-301
through -304, C.R.S.

12.2 Approval

A. Approval by the BHA as a behavioral health safety net provider shall be predicated upon the
following: 

1. Evidence of current licensure in good standing by the BHA, Department of Public Health and
Environment, Department of Regulatory Agencies, and/or other state agency where
applicable, unless otherwise exempt from licensing by state or federal rule or statute. 

a. Behavioral health providers, including but not limited to federally qualified health centers, that are
exempt from licensure but require federal recognition shall provide
documentation to demonstrate current recognition. 
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2. Compliance with the requirements of this Chapter 12.

a. Part 12.4 of this Chapter shall apply only to essential behavioral health safety net providers. 

b. Part 12.5 of this Chapter shall apply only to comprehensive community behavioral health
providers.

12.3 Safety Net Standards

12.3.1 General Requirements

A. The behavioral health safety net provider shall ensure all operations, locations, and services,
including contracted services and/or personnel, comply with applicable federal and state laws,
regulations, and standards. 

B. The behavioral health safety net provider shall provide services in conformity with
endorsement-specific requirements as found in Chapters 3 through 10 of these rules, for all
services delivered by the provider as part of the behavioral health safety net provider’s approval.
This must include:

1. Appropriate personnel, including but not limited to authorized practitioners, licensees, peer
support professionals, and others, with qualifications, responsibilities and experience that
correspond to the size and capacity of the provider.

C. When determining personnel needs, the behavioral health safety net provider must consider how
they will comply with the no refusal requirements set forth in part 12.4.3.D for essential behavioral
health safety net providers and part 12.5.3.D. For comprehensive community behavioral health
providers.

D. The behavioral health safety net provider shall provide services in alignment with the following
competencies of the behavioral health safety net system: 

1. Proactively engaging priority populations, with adequate care coordination throughout the care
continuum;

2. Incorporating and demonstrating trauma-informed care practices throughout the care experience;

3. Promoting person-centered care and cultural and linguistic competence;

4. Utilizing evidence-based and evidence-informed programming to promote quality services; and

5. Demonstrating competency in de-escalation techniques.

12.3.2 Policies and Procedures

A. The behavioral health safety net provider’s policies and procedures must demonstrate how the
agency will provide care in alignment with the required competencies of behavioral health safety
net providers set forth in part 12.3.1 of this Chapter.

B. The behavioral health safety net provider shall have written policies and procedures that address:

1. The rights of individuals seeking or receiving care

a. The policy must ensure that each individual or, when applicable, the individual’s designated
representative, has the right to: 
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(1) Participate in all decisions involving the individual’s care or treatment; 

(2) Be informed about whether the agency is participating in teaching programs, and to provide
informed consent prior to being included in any clinical trials relating to
the individual’s care; 

(3) Refuse any drug, test, procedure, service or treatment and to be informed of risks and benefits of
this action; 

(4) Receive care and treatment, in compliance with state statute, that is free from discrimination on
the basis of physical or mental disability, race, ethnicity, socio-economic
status, religion, gender expression, gender identity, sexuality, culture,
and/or languages spoken; recognizes an individual's dignity, cultural
values and religious beliefs; as well as provides for personal privacy to
the extent possible during the course of treatment; 

(5) Be informed of, at a minimum, the first names and credentials of the personnel that are providing
services to the individual. Full names and qualifications of the service
providers must be provided upon request to the individual or the
individual’s designated representative or when required by DORA; 

(6) Give informed consent for all treatment and services. Personnel must obtain informed consent for
treatment they provide to the individual; 

(7) Register grievances with the agency and the BHA and be informed of the procedures for
registering these grievances including contact information; 

(8) Be free of abuse and neglect; 

(9) Be free from the improper application of restraints or seclusion;

(10) Expect that the agency in which the individual is admitted can meet the identified and reasonably
anticipated care, treatment, and service needs of the individual; 

(11) Receive care from the agency in accordance with the individual’s needs; 

(12) Have the confidentiality of their individual records maintained as required by applicable federal
and state law; 

(13) Receive care in a safe setting; 

(14) Be notified if referrals to other providers are to entities in which the agency has a direct or indirect
financial benefit, including a benefit that has financial value, but is not a
direct monetary payment; 

(15) Formulate medical and psychiatric advance directives and have the agency comply with such
directives in compliance with applicable state statute. 

2. When admitting, discharging, triaging, and denying services to individuals:

a. Essential behavioral health safety net providers must ensure their policies and procedures align
with the requirements of parts 12.4.2 and 12.4.3 of this Chapter 

b. Comprehensive community behavioral health providers must ensure their policies and
procedures align with the requirements of parts 12.5.2 and 12.5.3 of this Chapter 
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3. How an agency will respond in a crisis to promote the safety of individuals, personnel and
community members, including when an individual demonstrates physical aggression or
agitation.

4. How telehealth services are deployed, how individual preference for in-person services are
addressed, and when based on diagnosis or other need, telehealth services are not
appropriate.

5 Safety of personnel and individuals when delivering services in-home and in-community.

6. Personnel training requirements, which must include training in:

a. De-escalation techniques; 

b. Culturally and linguistically appropriate service delivery in accordance with the requirements of
part 12.3.4 of this Chapter;

c. Trauma-informed care practices and service delivery.

7. Personnel background checks 

a. The agency must obtain, prior to hire or contract of new personnel, unless the personnel is a
volunteer whose service does not involve unsupervised direct contact with
individuals receiving services, a name-based criminal history record check for
each prospective personnel or volunteer. 

(1) If the prospective personnel has lived in Colorado for more than three (3) years at the time of
application, the agency shall obtain a name-based criminal history report
conducted by the Colorado Bureau of Investigation (CBI). 

(2) If the prospective personnel has lived in Colorado for three (3) years or less at the time of
application, the agency shall obtain a name-based criminal history report
for each state in which the prospective personnel has lived during the
past three (3) years, conducted by the respective states’ bureaus of
investigation or equivalent state-level law enforcement agency, or a
national criminal history report conducted by the federal bureau of
investigation.

b. The agency shall bear the cost of obtaining a name-based criminal history record check for each
prospective personnel. 

c. If an agency contracts with a staffing agency for the provision of services, it shall require that the
staffing agency meet the requirements of this part 12.3.2.B.7. 

d. When determining whether a prospective personnel is eligible for hire if the criminal history record
check reveals the person has a conviction or plea of guilty, active deferred
judgment, or nolo contendere, the agency shall have a policy that includes:

(1) Written criteria and procedures for evaluating which convictions or complaints make prospective
personnel unacceptable for hire, or for existing personnel, unacceptable
for retention, including: 

(a) Factors to be considered when determining whether a prospective personnel is eligible for hire or
contract when their name-based criminal history record check
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reveals a conviction or plea of guilty, active deferred judgment, or
nolo contendere, including, but not limited to:

1. The nature and seriousness of the offense; 

2. The nature of the position and how the offense relates to or may impact the duties of the
position; experience in the criminal justice system is not
necessarily a disqualifier and, in certain circumstances,
an agency may determine that some lived experiences
would benefit a particular position; 

3. The length of time since the conviction or plea; 

4. Whether such conviction is isolated or part of a pattern; and, 

5. Whether there are mitigating or aggravating circumstances involved. 

8. Clinical supervision

a. The agency must ensure that all personnel providing behavioral health services, with the
exception of peer support professionals, receive clinical supervision, as defined
in this part 12.3.2.B.8.

b. The agency will develop policies and procedures for supervision that address the following:

(1) Supervisee’s mandatory disclosure statement that clearly states they are under supervision and
by whom;

(2) Requirements for regular evaluation of the supervisee’s progress with a rubric that is tied to the
responsibilities assigned;

(3) Documentation and frequency of supervisor reviews and feedback provided;

(4) Maximum number of supervisees a supervisor oversees; and

(5) How supervision/consultation is covered by personnel with comparable credentials when the
usual supervisor is not available.

c. Clinical supervisors must at minimum:

(1) Meet the standard qualifications for clinical supervision as defined by their professional practice
board. 

(2) Deliver clinical supervision within the supervisor’s professional practice license and ethical
standards for:

(a) Those that are licensed or seeking professional licensure; or

(b) When supervising personnel that are not seeking or not eligible for professional licensure, such
as group living workers, the supervisor must follow standards in
the Colorado Mental Health Practice Act, as defined in Article
245 of Title 12, C.R.S.

(3) Dedicate time between the supervisor and supervisee to instruct, model, and encourage
self-reflection by the personnel receiving supervision regarding
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acquisition of clinical and administrative skills. Clinical supervisor will
determine skills through observation, evaluation, feedback, and mutual
problem-solving.

(4) Address ethics and ethical dilemmas as aligned with the appropriate professional practice board.

(5) Provide professional direction based on experience, expertise, and/or for ethical or safety
concerns.

(6) Ensure that safety and crisis management plans are followed and that clinical supervisors are
available to personnel for assistance in crisis situations and processing
of the crisis event afterwards.

(7) Document date, duration, and the content of supervision session for their supervisee(s), which
may include a professional development plan. All documents pertaining
to clinical supervision must be provided to the supervisee and the BHA
upon request.

d. Personnel-specific clinical supervision requirements

(1) Licensees will be provided with clinical supervision and/or consultation at minimum upon request
of licensee or at times of individual emergency.

(2) Candidates will be provided with clinical supervision at a rate that will meet their licensing
requirements for the license they are pursuing or at a minimum of one (1)
hour every two (2) weeks, whichever provides a higher level of clinical
supervision.

(3) All clinical documentation completed by a counselor-in-training and/or intern still in pursuit of their
clinical degree must be reviewed and co-signed by a clinical supervisor
able to supervise pursuant to their scope of practice.

(4) Personnel not seeking or not eligible for licensure, but that are providing clinical services, will be
provided clinical supervision at a frequency that ensures treatment to
individuals is appropriate, safe, and in line with assessment treatment
needs and the individual’s treatment goals.

9. Critical incident reporting

a. A critical incident includes but is not limited to the following:

(1) Breach of confidentiality: any unauthorized disclosure of protected health information as
described in HIPAA, as incorporated by reference in part 1.2 of these
rules; 42 C.F.R. Part 2, as incorporated by reference in part 1.2 of these
rules, and/or Section 27-65-101 through -131, C.R.S.

(2) Death: including the death of an individual inside of or outside of the agency’s physical location
while an individual is receiving services or where an individual has
attempted to receive services from the agency within the past thirty (30)
calendar days.

(3) Elopement: absconding from a mental health hold, certification, emergency/involuntary
commitment, or a secure facility where an individual is being held as a
result of a court order. This includes any unauthorized absence of a child,
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when a child cannot be accounted for or when there is reasonable
suspicion to believe the child has absconded.

(4) Any instance when an individual cannot be located following a search of the agency, the agency
grounds, and the area surrounding the agency, and:

(a) There are circumstances that place the individual’s health, safety, or welfare at risk; or

(b) The individual has been missing for eight (8) hours.

(5) Medication diversion: any medication diversion as defined in part 1.2 of these rules. If the diverted
drugs are injectable, the agency shall also report the full name and date
of birth of any individual who diverted the injectable drugs, if known. 

(6) Medication error: medication error that resulted or could have resulted in harm to the individual. 

(7) Medical emergency: any suicide attempt/self-injury, other form of serious injury, health
emergency, overdose, or serious illness which occurred on agency
premises or in the presence of agency personnel.

(8) Any instance involving physical, sexual, or verbal abuse of an individual, as described in Sections
18-3-202, 18-3-203, 18-3-204, 18-3-206, 18-3-402, 18-3-404, 18-3-405,
18-3-405.3, 18-3-405.5, and 18-9-111 (exempting, however, the phrase
“intended to harass”), C.R.S. by another individual, personnel, or a visitor
to the agency. 

(9) Any instance that results in any of the following serious injuries to an individual:

(a) Brain or spinal cord injuries;

(b) Life-threatening complications of anesthesia or life-threatening transfusion errors or reactions; or,

(c) Second- or third-degree burns involving twenty (20%) percent of more of the body surface area of
an adult or more fifteen (15%) percent or more of the body
surface area of a child.

(10) Any instance involving caretaker neglect of an individual, as defined in Section 26-3.1-101(2.3),
C.R.S.

(11) Any instance involving misappropriation of an individual’s property, meaning patterns of loss or
single incidences of deliberately misplacing, exploiting, or wrongfully
using, either temporarily or permanently, an individual’s belongings or
money without the individual’s consent.

(12) Any occurrence involving the malfunction or intentional or accidental misuse of care equipment
that occurs during treatment or diagnosis of an individual and that
significantly or adversely affects or, if not averted, would have
significantly adversely affected an individual. 

b. Critical incidents must be reported to the BHA within one (1) business day after the incident.
Critical incidents must also be reported to the BHA within one (1) business day of
when the agency determines that a reportable incident has occurred and the
BHA requests such reporting. 
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c. The BHA may conduct scheduled or unscheduled site reviews for specific monitoring purposes
and investigation of critical incidents reports in accordance with: 

(1) BHA policies and procedures, 

(2) Regulations that protect the confidentiality and individual rights in accordance with Section
27-65-101 through -131, C.R.S.; HIPAA; as incorporated by reference in
part 1.2 of these rules; and, 42 C.F.R. Part 2, as incorporated by
reference in part 1.2 of these rules,

(3) Controlled substance licensing; Section 27-81-113; Section 27-80-212, C.R.S., and Section
18-18-503, C.R.S. 

d. The BHA shall have access to relevant documentation required to determine compliance with
these rules. 

e. The agency must: 

(1) Establish written policies and procedures for reporting and reviewing all critical incidents
occurring at the agency; 

(2) Submit critical incident reports to the BHA using state prescribed forms available on the BHA
website. This is not in lieu of other reporting mandated by state statute or
federal guidelines; 

(3) Make available a report with the investigation findings for review by the BHA, upon request; and, 

(4) Maintain critical incident reports for a minimum of three (3) years following the incident. 

f. Nothing in this part shall be construed to limit or modify any statutory or common law right,
privilege, confidentiality, or immunity.

12.3.3 Care Coordination

A. Behavioral health safety net providers shall work with the individual to identify the individual’s
service and support needs and preferences and shall carry out care coordination as defined in
part 1.1 of these rules to facilitate access to those services and supports.  

B. Care coordination must, to the extent possible, be carried out in accordance with the individual's
expressed preferences and with involvement of the individual's family, parent, legal
representative, advocate, caregiver, and other supports identified by the individual. 

C. Care coordination activities may include, as appropriate for the needs and preferences of the
individual:

1. Development of person and family-centered service plans that:

a. Promote integrated whole person care across the spectrum of health services.

b. Address each individual’s priorities, goals, and the barriers they face.  

c. Address access to acute and chronic physical and behavioral health care, peer support networks,
social services including income supports, health insurance, housing, educational
systems, and employment opportunities as necessary to facilitate wellness and
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recovery of the whole person in alignment with an individual’s assessed needs
and expressed goals.

2. Facilitating access to needed resources and services to carry out the service plan. This may
include, but is not limited to:

a. Conducting application assistance, referrals, and warm hand-offs to access resources and care;

b. Providing accessible, culturally and linguistically appropriate resources and information, including
access to resource directories such as OWNPATH;

c. Coordinating with partners to provide specialized services, risk stratification, discharge planning,
transition planning, prior authorization, insurance appeal, and medication
reconciliation;

d. Identifying the information, social service, and health care systems that an individual will need to
access in order to navigate systems, manage their care, and achieve whole
person health;

e Equipping the individual with information through means that are accessible and appropriate for
the individual based on their needs and preferences and as required by federal
and state statute;

f. Collaborating with other systems and entities providing care coordination services to the
individual;

(1) If care coordination activities necessary to meet the individual’s needs and fulfill the service plan
are being carried out by an alternate entity, the behavioral health safety
net provider shall document the responsibilities of each entity within the
record and update the record in response to changes in the individual's
needs and/or preferences, and the alternate entity’s involvement.  

g. Providing outreach, planning, problem-solving, advocacy, education, and self-management
support;

3. Deliberate and coordinated planning to prevent disengagement from services, identifying and
mitigating risks for individuals, including identifying and implementing prevention
strategies to proactively mitigate risk, and connecting individuals to supports to promote
ongoing maintenance and prevention.

a. Risks may include, but are not limited to, risk of grave disability, risk of danger to self or others,
risk of institutionalization, risk of incarceration, risk of overdose, risk of housing
and income instability including loss of benefits, and risk for out of home
placement for a youth. 

b. Risk assessment must involve the individual and their service providers, be done on an ongoing
basis, and be addressed within the service plan. 

c. When a risk for disengagement is identified, the service plan must address prevention of and
response to an individual disengaging from services including missing
appointments. 

4. Monitoring an individual’s progress, engagement, and satisfaction with treatment and recovery in
alignment with outcomes identified by the individual.
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12.3.4 Culturally and Linguistically Appropriate Services

A. To ensure the provision of culturally and linguistically appropriate services, the behavioral health
safety net provider shall: 

1. Ensure all methods and procedures used to assess and evaluate an individual are able to be
provided in the preferred language and/or communication method of frequently
encountered limited English proficiency (LEP) groups. 

2. Develop and maintain general knowledge about the racial, ethnic, and cultural groups in the
service area, including each group's diverse cultural health beliefs and practices,
preferred languages, health literacy, and other needs in order to inform the provision of
culturally and linguistically appropriate services and improve access and quality of
services for these groups.

3. Collect and maintain updated information to help understand the composition of the communities
in the service area, including the primary spoken languages in order to inform the
provision of culturally and linguistically appropriate services and improve access for these
communities.

4. Be able to provide oral and written notice to individuals with limited English proficiency in the
preferred language and/or communication method of frequently encountered limited
English proficiency (LEP) groups of the agency to inform them of their right to receive
language assistance services and how to do so. Language assistance services must be
free of charge to the individual, be accurate and timely, and protect the privacy and
independence of the individual receiving services.

5. Provide documents or messages vital to an individual’s ability to access services (for example,
registration forms, sliding scale fee discount schedule, after-hours coverage, signage) in
languages common in the community served, taking account of literacy and
developmental levels and the need for alternative formats. Such materials shall be
provided at intake. 

6. Provide interpretation and translation services in a manner that meets the needs of the individual.

a. In order to ensure complete, accurate, impartial, and confidential communication, family, friends,
or other individuals shall not be required, suggested, or used as interpreters. An
individual shall not be required to provide their own interpreter. Behavioral health
safety net providers shall not rely on an adult accompanying an individual with
limited English proficiency (LEP) to interpret or choose to facilitate
communication except:

(1) In an emergency involving an imminent threat to the safety or welfare of an individual or the
public, where there is no qualified interpreter for the individual with
limited English proficiency immediately available. 

(2) Where the individual with limited English proficiency specifically requests that the accompanying
adult interpret or facilitate communication, the accompanying adult
agrees to provide such assistance, and reliance on that adult for such
assistance is appropriate under the circumstances.  

(a) Personnel should suggest that a trained interpreter be present in these instances to ensure
accurate interpretation and should document the offer and
declination in the individual’s record. 
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(3) Minor children must not be used as interpreters, nor be allowed to interpret for their parents when
the minor is the individual receiving services, unless there is an
emergency involving an imminent threat to the safety or welfare of an
individual or the public when no other interpreter is available.

b. To the extent interpreters are used, and an interpreter is not provided by the individual, the
interpreters must be trained to function in a medical and/or behavioral health
setting, adhere to accepted interpreter ethics principles, including individual
confidentiality and be able to interpret effectively, accurately, and impartially.  

7. Provide auxiliary aids and services needed for effective communication, that are Americans with
Disabilities Act (ADA) compliant and responsive to the needs of individuals with
disabilities (e.g., sign language interpreters, videophones).  

8. Implement strategies to recruit, support, and promote personnel that is representative of the
demographic characteristics, including primary spoken languages of the communities in
the agency’s service area.

9. Behavioral health safety net providers are responsible for training personnel on interpretation and
translation services available to facilitate services. This includes training personnel on the
procedures to access and use such services.

12.4 Essential Behavioral Health Safety Net Providers

12.4.1 Requirements

A. Essential behavioral health safety net providers shall provide at least one of the following
services. 

1. Emergency and/or crisis behavioral health services;

2. Behavioral health outpatient services;

3. Behavioral health high-intensity outpatient services;

4. Behavioral health residential services;

5. Withdrawal management services;

6. Behavioral health inpatient services;

7. Integrated care services; 

8. Hospital alternatives; and/or

9. Additional services that the BHA determines are necessary in a region or throughout the state.

B. For services which a BHA endorsement exists in Chapters 3 through 10 of these rules, services
shall be provided in conformity with the rules of the endorsement.

C. When providing services to children and families, essential behavioral health safety net providers
shall provide services to children and families in conformity with the standards set forth in Chapter
8 of these rules.
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D. The essential behavioral health safety net provider shall provide clinical services during times that
ensure accessibility and meet the needs of the individual population to be served, including
evening and/or weekend hours. 

1. These extended hours may include services provided via telehealth, if appropriate.

E. Essential behavioral health safety net providers offering outpatient behavioral health services
must have in-person service offerings in addition to any telehealth services the agency may elect
to provide. 

12.4.2 Priority Populations

A. Essential behavioral health safety net providers must serve all priority populations as defined in
Section 27-50-101(17), C.R.S., unless:

1. The agency’s approval limits the agency’s scope and responsibility to a specific subset of priority
population(s); and

2. The provisions in the agency’s contract with the BHA or its designee limit the agency’s scope and
responsibility to a specific subset of priority populations.

B. When an essential behavioral health safety net provider is approved to serve a subset of priority
populations, the agency shall ensure that corresponding admission and exclusion criteria are: 

1. Outlined in the agency’s policy developed pursuant to part 12.3.2.B.2 of this Chapter;

2. Approved by the BHA or its designee; 

3. Publicly available on the provider's website; and

4. Applied uniformly.

C. The essential behavioral health safety net provider shall have personnel with scope of practice
and training to meet the needs of priority populations within the scope of the services and priority
populations that the essential behavioral health safety net provider is approved to provide. 

12.4.3 Screening, Triage, and Care Coordination in Alignment with No Refusal Requirements 

A. When an individual attempts to initiate treatment with an essential behavioral health safety net
provider, the essential behavioral health safety net provider shall complete an initial screening
and triage process to identify the needs of the individual, and to determine the urgency and
appropriateness of care with the essential behavioral health safety net provider.

B. Screenings must collect at least the following information from an individual seeking services: 

1. Identifying information; 

2. Primary complaint/reason for seeking services; 

3. Current behavioral health symptoms, including severity, duration, mental status, and changes or
impairments in functioning due to symptoms;

4. Medical concerns/chronic health issues, including pregnancy and postpartum status; and,

5. Evaluation of imminent risk, including:
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a. Suicide risk; 

b. Danger to self or others; 

c. Urgent or critical medical conditions, including withdrawal or overdose risk; or 

d. Other immediate risks, including threats from another person.

6. Preliminary determination of level of care needed;

7. Health-related social needs and associated risk factors related to social determinants of health,
including but not limited to:

a. Food security;

b. Housing stability and security;

c. Personal safety; 

d. Access to health services including preventative health care;

e. Physical health concerns for which the individual is not receiving adequate treatment.

8. Whether an individual is part of an identified priority population and which one. 

C. The essential behavioral health safety net provider shall use these standard criteria for
determining whether an agency’s clinical scope of practice or treatment capacity are appropriate
to meet the needs of the individual, or if the agency will instead provide care coordination to
support the individual in accessing alternate services. These criteria are:

1. The individual’s presenting problem or behavioral health diagnosis is outside the scope of
practice of the agency and its personnel, including the age range with which the agency
works, or the modalities and interventions in which personnel are trained in.

2. The agency is approved pursuant to part 12.4.2 of this Chapter to serve a subset of priority
populations, and the individual does not fall within the priority population(s).

3. The individual presents with the need for a level of care the agency does not provide.

4. The agency cannot provide services within an appropriate time frame per the individual’s needs
and the agency’s capacity.

D. In accordance with Section 27-50-301(4), C.R.S., unless it is determined, pursuant to the criteria
in part 12.4.3.c of this Chapter, that an individual’s needs fall outside the scope and capacity of
the essential behavioral health safety net provider, the essential behavioral health safety net
provider shall not refuse to treat an individual based on the individual's:

1. Insurance coverage, lack of insurance coverage, or ability to pay;

2. Clinical acuity level related to the individual's behavioral health condition or conditions, including
whether the individual has been certified for short-term treatment or long-term care and
treatment pursuant to Article 65 of Title 27, C.R.S.;

3. Readiness to transition out of the Colorado Mental Health Hospital at Pueblo, the Colorado
Mental Health Hospital at Fort Logan, or any other mental health institute or licensed
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facility providing inpatient psychiatric services or acute care hospital providing
stabilization because the individual no longer requires inpatient care and treatment;

4. Involvement in the criminal or juvenile justice system;

5. Current involvement in the child welfare system;

6. Co-occurring mental health and substance use disorders, physical disability, or intellectual or
developmental disability, irrespective of primary diagnosis, co-occurring conditions, or if
an individual requires assistance with activities of daily living or instrumental activities of
daily living, as defined in Section 12-270-104(6), C.R.S.;

a. Essential behavioral health safety net providers shall not deny services to individuals who exhibit
inappropriate sexual behaviors.

7. Displays of aggressive behavior, or history of aggressive behavior, as a symptom of a diagnosed
mental health disorder or substance use disorder;

8. Clinical presentation or behavioral presentation in any previous interaction with a provider;

9. Place of residence; or

10. Disability, age, race, creed, color, sex, sexual orientation, gender identity, gender expression,
marital status, national origin, ancestry, or tribal affiliation. 

E. If the individual’s needs exceed the treatment capacity or clinical scope of practice needed to
serve the individual, the essential behavioral health safety net provider shall provide a warm
handoff to a provider or entity able to provide care for the individual that is within its scope of
service, which may include the BHA or its designee.

1. Essential behavioral health safety net providers must also provide warm handoffs for individuals
who have health-related social needs that require alternative services outside the scope
of the behavioral health safety net system, such as services for housing, food insecurity,
and transportation. The essential behavioral health safety net provider shall connect the
individual to appropriate resources to initiate those services.

2. When referring an individual to an alternative provider, entity, or service, geographic location and
the individual’s ability to access the service location shall be considered.

F. The essential behavioral health safety net provider shall track the following information for all
priority population individuals who were referred to alternative services pursuant to this part. This
information must be maintained in a single report that must be made available upon request by
the BHA or its designee. This report shall include:

1. Individual demographics, including to which priority population the individual belongs;

2. Standardized descriptions of the needs of the individual that could not be met and require the
individual to be referred to another provider;

3. The outcome and timeliness of the referral, i.e., the date of the referral and response from the
receiving agency; and 

4. Whether the individual was discharged from a higher level of care to a lower level of care and, if
so, what level of care the referring provider was seeking to discharge the individual from.
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G. These processes must apply at the time of initial screening, and any time reassessment indicates
the individual’s needs have changed and fall outside of the scope of the agency. 

1. When an essential behavioral health safety net provider initiates a transition in care for an
individual or family under the care of the agency, whether the transition is to an alternate
agency or an alternate level of care within the agency, the essential behavioral health
safety net provider must notify the individual or family via a live conversation and then
ensure that appropriate steps are taken to transition the individual or family. 

2. Requirements to not refuse care based on these criteria apply to essential behavioral health
safety net providers as a whole. Refusal does not include transferring an individual to an
alternative level of care within an essential behavioral health safety net provider or
identifying new personnel to support the individual. 

12.4.4 Governance

A. Overall responsibility for the administration of an essential behavioral health safety net provider
shall be vested in a director who is a physician or a member of one of the licensed mental health
professions unless the essential behavioral health safety net provider is only providing recovery
support services. If the director is not a licensed physician or licensed mental health professional,
the essential behavioral health safety net provider shall employ or contract with at least one (1)
authorized practitioner or licensee to advise the director on clinical decisions.

B. Each essential behavioral health safety net provider from which services may be purchased shall:

1. Be under the control and direction of a county or local board of health, a board of directors or
board of trustees of a corporation, a for-profit or not-for-profit organization, a regional
mental health board, tribal organization, or a political subdivision of the state;

2. Enter into a contract developed pursuant to Section 27-50-203, C.R.S. and accept publicly funded
individuals.

12.5 Comprehensive Community Behavioral Health Providers

12.5.1 Requirements

A. Comprehensive community behavioral health providers shall, either directly or through formal
agreement with behavioral health providers in the community or region, ensure the provision of all
of the following services: 

1. Emergency and Crisis Behavioral Health Services in conformity with Chapter 6 of these rules;

2. Mental Health and Substance Use Outpatient Services in conformity with Chapter 4 of these
rules;

3. Behavioral Health High-Intensity Outpatient Services in conformity with Chapter 4 of these rules;

4. Care Management pursuant to part 12.5.7 of this Chapter;

5. Outreach, Education, and Engagement Services pursuant to part 12.5.8 of this Chapter;

6. Mental Health and Substance Use Recovery Supports in conformity with Chapter 3 of these rules;

7. Outpatient Competency Restoration pursuant to part 12.5.9 of this Chapter.
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8. Screening, assessment, and diagnosis, including risk assessment, crisis planning, and monitoring
to key health indicators, in accordance with endorsement specific requirements and part
12.5.3 of this Chapter. 

B. When providing these services directly, the comprehensive community behavioral health provider
shall provide the services in conformity with endorsement specific requirements for the services,
found in Chapters 3 through 10 of these rules. 

C. When providing these services through formal agreement with another agency, the
comprehensive provider shall ensure that the agency providing the services holds the appropriate
license(s) and accompanying endorsements in good standing for those services, unless the
agency is otherwise exempt from licensure requirements.

D. Comprehensive community behavioral health providers shall provide services to children and
families in conformity with the requirements of Chapter eight (8) of these rules. 

E. In addition to the requirements set forth in the endorsement Chapters three (3) through ten (10),
comprehensive community behavioral health providers shall comply with the following
requirements:

1. Outpatient requirements

a. The comprehensive community behavioral health provider’s requirement to provide outpatient
services does not include the requirement to provide minor in possession (MIP)
services.

b. The comprehensive community behavioral health provider shall provide outpatient clinical
services during times that ensure accessibility and meet the needs of the
individual population to be served, including evening and/or weekend hours. 

c. As necessary and appropriate for the needs of individuals, comprehensive community behavioral
health providers shall provide services in the home and community and shall
utilize telehealth methods to deliver care.

d. If an individual presents with an emergency or crisis need, appropriate action is taken
immediately, and subsequent outpatient follow-up is promptly coordinated and
delivered.

e. If an individual currently receiving services from a comprehensive community behavioral health
provider presents with an urgent need, clinical services, including medication
management, are provided within one (1) business day of the time the request is
made. 

f. Comprehensive community behavioral health providers must be designated to provide services to
individuals on involuntary outpatient certifications pursuant to part 11.18 of these
rules.

2. Crisis/emergency

a. The comprehensive community behavioral health provider shall provide crisis management
services that are available and accessible 24-hours a day. These services may
include:

(1) Walk-in crisis services;
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(2) Crisis stabilization units;

(3) Acute treatment units;

(4) Mobile crisis services;

12.5.2 Priority Populations 

A. The comprehensive community behavioral health provider shall: 

1. Serve all priority populations; and

2. Have personnel with appropriate training and scope of practice to serve all priority populations.

12.5.3 Screening, Triage, and Care Coordination in Alignment with No Refusal Requirements 

A. When an individual attempts to initiate treatment with a comprehensive community behavioral
health provider, the comprehensive community behavioral health provider shall complete an initial
screening and triage process to determine urgency and appropriateness of care with the
comprehensive community behavioral health provider and the service needs of the individual. 

B. Screenings must collect at least the following information from an individual seeking services: 

1. Identifying information; 

2. Primary complaint/reason for seeking services; 

3. Current behavioral health symptoms, including severity, duration, mental status, and changes or
impairments in functioning due to symptoms;

4. Medical concerns/chronic health issues, including pregnancy and postpartum status; and,

5. Evaluation of imminent risk, including:

a. Suicide risk; 

b. Danger to self or others; 

c. Urgent or critical medical conditions, including withdrawal or overdose risk; or 

d. Other immediate risks, including threats from another person.

6. Health-related social needs and risk factors related to social determinants of health, including but
not limited to:

a. Food security;

b. Housing stability and security;

c. Personal safety; 

d. Access to health services including preventative health care; or

e. Physical health concerns for which the individual is not receiving adequate treatment.
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C. The comprehensive community behavioral health provider shall use these standard criteria for
determining whether a comprehensive community behavioral health provider clinical scope of
practice or treatment capacity are appropriate to meet the needs of the individual, or if the
comprehensive community behavioral health provider will instead provide care coordination to
support the individual in accessing alternate services in the following circumstances: 

1. The individual presents with the need for a level of care the comprehensive community behavioral
health provider does not provide.

2. The comprehensive community behavioral health provider cannot provide services within an
appropriate time frame per the individual’s needs and the agency’s capacity. 

D. In accordance with Section 27-50-301(4), C.R.S., unless it is determined, pursuant to the criteria
in part 12.5.3.C of this Chapter, that an individual’s needs fall outside the scope and capacity of
the comprehensive community behavioral health provider, the comprehensive community
behavioral health provider shall not refuse to treat an individual based on the individual's:

1. Insurance coverage, lack of insurance coverage, or ability to pay;

2. Clinical acuity level related to the individual's behavioral health condition or conditions, including
whether the individual has been certified for short-term treatment or long-term care and
treatment pursuant to Article 65 of Title 27, C.R.S.;

3. Readiness to transition out of the Colorado Mental Health Hospital at Pueblo, the Colorado
Mental Health Hospital at Fort Logan, or any other mental health institute or licensed
facility providing inpatient psychiatric services or acute care hospital providing
stabilization because the individual no longer requires inpatient care and treatment;

4. Involvement in the criminal or juvenile justice system;

5. Current involvement in the child welfare system;

6. Co-occurring mental health and substance use disorders, physical disability, or intellectual or
developmental disability, irrespective of primary diagnosis, co-occurring conditions, or if
an individual requires assistance with activities of daily living or instrumental activities of
daily living, as defined in Section 12-270-104(6), C.R.S.;

a. Comprehensive community behavioral health providers shall not deny services to individuals who
exhibit inappropriate sexual behaviors.

7. Displays of aggressive behavior, or history of aggressive behavior, as a symptom of a diagnosed
mental health disorder or substance use disorder;

8. Clinical presentation or behavioral presentation in any previous interaction with a provider;

9. Place of residence; or

10. Disability, age, race, creed, color, sex, sexual orientation, gender identity, gender expression,
marital status, national origin, ancestry, or tribal affiliation. 

E. If the individual's needs exceed the treatment capacity or clinical scope of practice of a
comprehensive community behavioral health provider, based on the standard criteria in part
12.5.3.c of this Chapter, the comprehensive community behavioral health provider must ensure
that the individual has access to interim behavioral health services until the individual is
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connected to the most appropriate agency for ongoing care. This may include use of providers
within the network of the BHA or its designee, or the regional managed care entity.

F. The comprehensive community behavioral health provider shall obtain approval from the BHA or
its designee under which the agency is operating, or the regional managed care entity for
Medicaid individuals, prior to referring a priority population individual to alternative behavioral
health treatment services.

1. Only an individual assessed to be experiencing a behavioral health crisis may be referred to
external emergency or crisis services without prior approval from the BHA or its
designee.

a. If an individual is referred to an external provider for crisis or emergency behavioral health
services, the agency shall work with the receiving provider to coordinate
follow-up care for the individual upon discharge.

G. If a referral of a priority population individual is approved by the BHA or its designee, the
comprehensive behavioral health provider must provide a warm hand off by assisting the client in
identifying a new provider, which may involve using the state’s care coordination and navigation
infrastructure.

H. For individuals who have health-related social needs that require alternative services outside the
scope of the safety net system, such as services for housing, food insecurity, and transportation,
the comprehensive community behavioral health provider will connect the individual to
appropriate resources to initiate those services. Approval by the BHA or its designee is not
required in this instance.

I. The comprehensive community behavioral health provider shall track the following information for
all priority population individuals who were referred to external behavioral health services
pursuant to this part 12.5.3 of this Chapter. This information must be maintained in a single report
that must be made available upon request by the BHA or it’s designee. This report shall include:

1. Individual demographics, including to which priority population the individual belongs;

2. Standardized descriptions of the needs of the individual that could not be met and require the
individual to be referred to another provider;

3. The outcome and timeliness of referral, i.e., the date of the referral and response from the
receiving agency; and

4. Whether the individual was discharged from a higher level of care to a lower level of care and, if
so, what level of care the referring provider was seeking to discharge the individual from.

J. These processes must apply at the time of initial screening, and any time reassessment indicates
the individual’s needs have changed and fall outside of the scope of the agency. 

1. When an agency initiates a transition in care for an individual or family under the care of the
agency, whether the transition is to an alternate agency or an alternate level of care
within the agency, the agency must notify the individual or family face to face, on a
telephone call, or two-way video conference and then ensure that appropriate steps are
taken to transition the individual or family. 

2. Requirements to not refuse care based on these criteria apply to the comprehensive community
behavioral health provider as a whole. Refusal does not include transferring an individual
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to an alternative level of care within the comprehensive community behavioral health
provider or assigning new personnel to support the individual. 

12.5.4 Equity Plan

A. Comprehensive community behavioral health providers shall establish an equity plan as part of
their quality management program.

B. Equity plans must be designed to improve treatment access and/or outcomes for one (1) or more
priority populations through an evidenced-based approach.

C. Comprehensive community behavioral health providers shall implement strategies from the equity
plan to decrease the disparities in access and outcomes for priority populations.

D. Development, implementation, and evaluation of the equity plan must include the collection
and/or analysis of available data related to populations and areas served by the agency to
evaluate equitable outcomes for priority populations. Goals and outcome measures should be
identified in conjunction with individuals, families, and advocates who represent the identified
priority populations. These outcome measures may include but are not limited to: 

1. Individual or family-reported measures such as satisfaction, achievement of goals, ability to
thrive, or quality of life;

2. System-reported outcomes such as access and engagement in care, preventable hospitalizations
and/or hospital readmission, rate of follow-up with individuals and families, level of
individual or family engagement, number of substantiated complaints or appeals, and
timeliness of transitions to appropriate levels of care;

3. Utilization measures such as number of individuals or families served, characteristics of
individuals who do not engage in services, number of screenings completed, or number
of referrals provided.

12.5.5 Governance 

A. Each comprehensive community behavioral health provider shall:

1. Be under the control and direction of a county or local board of health, a board of directors or
board of trustees of a corporation, a for-profit or not-for-profit organization, a regional
mental health board, tribal organization, or a political subdivision of the state; and

2. Enter into a contract developed pursuant to Section 27-50-203, C.R.S. and accept publicly funded
individuals.

B. Treatment programs of the comprehensive community behavioral health provider must be vested
in a director who is a physician or a member of one of the licensed mental health professions.
The director is not required to provide oversight or direction for recovery services. If the director is
not an authorized practitioner or licensee, the agency shall contract with at least one (1)
authorized practitioner or licensee to advise the director on clinical decisions.

C. The governing board of the comprehensive community behavioral health provider must either:

1. Be composed of at least 51% voting members that have lived experience with accessing services
for mental health and/or substance use disorders, which may include parents of children
with mental health and/or substance use disorders who have supported their children in
accessing services for mental health and/or substance use disorders; or
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2. Include at least two (2) voting members that have lived experience with accessing services for
mental health and/or substance use disorders, which may include parents of children with
mental health and/or substance use disorders who have supported their children in
accessing services for mental health and/or substance use disorders.

a. In addition, the governing body shall demonstrate how it collects, considers, and implements
input and feedback from individuals and families currently receiving services in
governing body decisions. 

12.5.6 Fee Schedule for Services Provided

A. The comprehensive community behavioral health provider shall waive charges or charge for
services on a sliding scale based on income and require that the agency not restrict access or
services because of an individual's financial limitations. 

B. The comprehensive community behavioral health provider must ensure no individuals are denied
behavioral health care services, including but not limited to crisis management services, because
of an individual’s inability to pay for such service. 

1. Any fees or payments required by the comprehensive community behavioral health providers for
such services must be reduced or waived to enable the comprehensive community
behavioral health providers if necessary to fulfill this requirement.

C. The comprehensive community behavioral health provider shall have a published sliding fee
discount schedule(s) that includes all services the comprehensive community behavioral health
provider proposes to offer pursuant to these criteria. Such fee schedule must be included on the
comprehensive community behavioral health provider’s website, posted in the comprehensive
community behavioral health provider’s waiting room, and readily accessible to individuals and
families. The sliding fee discount schedule must be communicated in languages/formats and/or
communication methods of frequently encountered limited English proficiency (LEP) groups of the
comprehensive community behavioral health provider.

D. The fee schedules, to the extent relevant, conform to federal and state statutory or administrative
requirements that may be applicable to existing agencies; absent applicable state or federal
requirements, the schedule is based on locally prevailing rates or charges and includes
reasonable costs of operation.

E. The comprehensive community behavioral health provider has written policies and procedures
describing eligibility for and implementation of the sliding fee discount schedule. Those policies
are applied equally to all individuals seeking services.

12.5.7 Care Management

A. In addition to the requirements of part 12.3.3, comprehensive community behavioral health
providers shall be equipped to provide outreach-focused high intensity supports to individuals
who may have complex needs, be involved in multiple systems, and/or require additional support
to achieve whole person health.

B. Care management may include, as necessary to address the assessed needs of an individual,
and in alignment with the expressed preferences of the individual:

1. Convening persons involved in the individual’s services, including health care and
community-based service providers, family members and other persons identified by the
individual, to work collaboratively with the individual for the purpose of service planning
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and coordination, in order to facilitate wellness, self-management, and recovery of the
whole person.

a. This must occur when the individual is assessed to be at rising risk of adverse outcomes, or when
the individual experiences a significant change in status, which may include a
behavioral health crisis, change in health or housing status, etc. 

b. This may include team meetings or other structured discussions.

2. Facilitating access to necessary services and supports identified within the individual’s service
plan created pursuant to part 12.3.3 of this Chapter through supports including but not
limited to: 

a. Application assistance; 

b. Community-based outreach to the individual; 

c. Self-management support including educating the individual about their behavioral health
conditions and daily living skills including but not limited to medication use,
personal hygiene, transportation use, shopping, and budgeting;

d. Accompanying the individual within the community or other setting to access services which the
individual may not be able to access independently. 

3. Supporting an individual to develop psychiatric advance directives, with the support of appropriate
medical and behavioral health professionals, so the individual's preferences for
behavioral health treatment and recovery supports are known in the event of a behavioral
health crisis.

4. Providing support and outreach during care transitions.

a. The agency shall have policies and procedures in place supporting discharge planning and
transitions between levels of care, including individuals who have presented to or
have been treated at an emergency department (ED) or hospital for behavioral
health needs. 

b. The comprehensive community behavioral health provider shall be proactive in identifying
impending care transitions and shall implement these procedures any time that
the comprehensive community behavioral health provider is made aware that a
care transition is occurring.

c. Policies and procedures must address how the comprehensive community behavioral health
provider will provide services to individuals and families to support successful
care transitions, ensure continuity of services, and minimize the time between
discharge and follow-up. These services may include: 

(1) Peer support;

(2) Medication management including completing medication reconciliation and educating
individuals, families or persons the individual identifies as their caretaker,
about changes to the individual’s medications or service plan;

(3) Individual education to support self-management, including education regarding warning signs for
increasing support needs; and
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(4) Outreach to promote engagement in follow-up care.

d. Whenever possible, the comprehensive community behavioral health provider shall work with the
discharging facility ahead of discharge to facilitate a seamless transition, in
accordance with care coordination requirements in 12.3.3 in this Chapter.

e. The comprehensive community behavioral health provider shall make and document reasonable
attempts to contact individuals who are discharged from a facility within 24 hours
of discharge. This may include community-based outreach as applicable to the
needs of the individual.

f. Policies and procedures must address transfer of medical records for services received as
permitted by HIPAA, as incorporated by reference in part 1.2 of these rules; 42
C.F.R. Part 2, as incorporated by reference in part 1.2 of these rules; and Section
27-65-101 through -131, C.R.S.

C. Documentation

1. Care management provided to an individual pursuant to this part 12.5.7 must be documented in
the individual’s record. 

2. The service plan must identify person-centered goals related to mitigating risks and managing
assessed needs. The service plan must identify relevant outcome measures and
timeframes for assessing progress towards goals. 

a. The comprehensive community behavioral health provider must document goal progress within
the individual’s record.  

D. Personnel and training

1. Comprehensive community behavioral health providers shall have written policies and
procedures outlining the initial and ongoing training for personnel delivering the services
outlined in this part 12.5.7. 

a. Training must include training specific to the particular needs of the populations served by the
personnel, including the provision of person-centered, trauma-informed, harm
reduction-focused, physically and programmatically accessible, and culturally
and linguistically appropriate services.

b. The training requirements of personnel may vary based on the populations served by that
personnel. 

c. The written policies and procedures must identify the frequency of ongoing training.

2. Comprehensive community behavioral health providers shall clearly document trainings in the
personnel file and ensure that personnel provide services only to populations for which
they are properly trained.

3. Personnel providing care coordination must have clearly defined scopes of work that do not
exceed their level of training and scope of practice.

12.5.8 Outreach, Education, and Engagement Services

A. General service provisions 
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1. Comprehensive community behavioral health providers must complete an assessment of the
community behavioral health treatment needs of the population they serve.      

2. If the agency is completing, or has completed, a community behavioral health assessment for
another government entity or project, or through a third-party, those assessments may be
used for the purpose of this part 12.5.8.A.1.     

3. Assessments of community behavioral health treatment needs of applicable service and
populations in need by the BHA or a designee of the BHA may be used for the purpose of
this part 12.5.8.A.1.

a. If using previously completed assessment(s) for the purpose of this part 12.5.8.A.1, community
behavioral health needs assessment must not be older than three (3) years.     

B. The community behavioral health treatment needs assessment must include, but is not limited to,
the following:

1. Feedback from community stakeholders that address social determinants of health;

2. Define the community the agency serves by gathering information including, but not limited to,
demographics of the community, data on access to care, client grievances and
complaints, social determinants of health, and priority population data; and

3. Assess unmet needs in behavioral health treatment levels of care in the community.

C. Comprehensive community behavioral health providers must re-assess at least once every three
(3) years to adapt to the changing needs of the community they serve.

D. Comprehensive community behavioral health providers must develop a strategic plan to provide
outreach, education, and engagement services. The strategic plan shall include the following:

1. Identified priority population(s) and/or treatment needs, 

2. Plans for outreach, education, and engagement services in the community to meet the priority
population demographic. Plans must include: 

a. How outreach, education, and engagement services will support efforts toward screening, early
intervention, and treatment. 

b. Off-site events and intentional engagement with priority populations, that may involve but is not
limited to:

(1) Broad community involvement;

(2) Community partners that address social determinants of health in serving priority populations in
assessed area;

(3) Local law enforcement; 

(4) Local public health departments; and.

(5) Cultural centers/organizations.

c. How planned outreach, education, and engagement services can improve behavioral health
outcomes.
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d. How data will be gathered and analyzed to measure outreach, education, and engagement
service outcomes as permitted by HIPAA, as incorporated by reference in part
1.2 of these rules; 42 C.F.R. Part 2, as incorporated by reference in part 1.2 of
these rules; and Section 27-65-101 through -131, C.R.S.

E. Comprehensive community behavioral health providers must engage in outreach, education, and
engagement services according to the strategic plan developed pursuant to part 12.5.8.D of this
section.  

F. Comprehensive community behavioral health providers must gather, analyze, and interpret data
received from efforts to measure outreach, education, and engagement service efforts into an
outcome report as permitted by HIPAA, 42 C.F.R. Part 2; and Section 27-65-101, et. Seq.

G. At the time of license renewal, or at any other additional time requested by the BHA,
comprehensive community behavioral health providers must submit the outcomes report and an
updated strategic plan for the following licensure year including a summary of outreach,
education, and engagement efforts of the previous year and developed goals created from those
efforts.

12.5.9 Outpatient Competency Restoration Services 

A. Application process

1. Comprehensive community behavioral health providers must complete the application process
with outpatient competency restoration services program within the Office of Civil and
Forensic Mental Health (OCFMH) and appear on the OCFMH approved outpatient
competency restoration list prior to BHA approval.

B. Qualification and training

1. Comprehensive community behavioral health providers must ensure that all personnel providing
restoration services meet all qualifications as an approved provider of outpatient
competency restoration services within OCFMH.

2. Comprehensive community behavioral health providers must meet all training requirements set
forth in any contracts between them and OCFMH to provide outpatient competency
restoration services and must ensure all personnel providing restoration services attend
any additional trainings as required by OCFMH, via contract, and the BHA.

C. Standards for conducting services

1. Comprehensive community behavioral health providers must provide competency restoration
services in an outpatient setting to adult and juvenile individuals that are involved with the
criminal justice system and deemed by the court to be incompetent to proceed.   

2. An agency must provide care coordination and collaborate with community and state partners
when referrals are needed to assist in removing barriers to successful restoration to
competency.

3. An agency must provide written notice within a minimum of thirty (30) calendar days in advance
to individuals, OCFMH, and the BHA of intention to no longer provide outpatient
competency restoration services. Responsibility for continuity of care must remain with
the agency currently serving the individual until the transfer is complete. 
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4. If an agency provider is removed from the approved provider list held by the outpatient
competency restoration services program within OCFMH, the BHA may take action to
suspend and/or revoke the safety net approval pursuant to part 12.7 of this Chapter.

12.6 Procedures for Approval and BHA Oversight

12.6.1 Initial Approval 

A. Applicants seeking approval as a behavioral health safety net provider will be approved in
accordance with the requirements set forth in this section. 

B. The applicant shall initially notify the BHA of their intent to seek approval by submitting a letter of
intent. The letter of intent must indicate the provider’s intent to seek approval as an essential
behavioral health safety net provider and/or comprehensive community behavioral health provider
as well as the services the provider intends to provide. 

C. The applicant shall provide the BHA with a complete application including all information and
attachments specified in the application form available to access on the BHA’s website and any
additional information requested by the BHA. 

1. An application may be considered abandoned if the applicant fails to complete the application
within twelve (12) months and fails to respond to the BHA. The BHA may administratively
close the application process. 

2. After an administrative closure, the applicant may file a new application. 

D. With the submission of an application for approval as a behavioral health safety net provider, or
within ten (10) days after a change in ownership or management of a behavioral health safety net
provider, each owner and manager shall submit a complete set of the owner's and manager's
fingerprints to the Colorado Bureau of Investigation (CBI) for the purpose of conducting a
fingerprint-based criminal history record check. The CBI shall forward the fingerprints to the
Federal Bureau of Investigation (FBI) for the purpose of conducting fingerprint-based criminal
history record checks. Each owner and each manager shall pay the CBI the costs associated with
the fingerprint-based criminal history record check. Upon completion of the criminal history record
check, the CBI shall forward the results to the BHA. The BHA may acquire a name-based criminal
history record check for an applicant who has twice submitted to a fingerprint-based criminal
history record check and whose fingerprints are unclassifiable.

1. An entity that holds a current license to operate from the BHA or CDPHE, and/or is currently
recognized as a federally qualified health center are exempt from this requirement.

E. The applicant shall provide the following information: 

1. Evidence of current licensure in good standing by the Department of Public Health and
Environment, Department of Regulatory Agencies, Department of Human Services, or
other state agency where applicable, unless otherwise exempt from licensing per
applicable state or federal rule or statute. 

a. For applicants, including but not limited to federally qualified health centers, that are exempt from
licensure but require federal recognition, the applicant shall provide
documentation to demonstrate current recognition. 

b. Applicants with an existing license from the BHA shall indicate their licensure status within the
application. Evidence of licensure by the BHA does not need to be provided by
the applicant for approval.
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2. The legal name of the applicant and all other names used by it to provide services. The applicant
has a continuing duty to submit notification to the BHA for all name changes at least thirty
(30) calendar days prior to the effective date of the change. 

3. Contact information for the applicant must include a mailing address, telephone number, and
e-mail address. If applicable, the applicant’s website and facsimile number are to be
provided. 

4. The identity, address, and telephone number of all persons and business entities with a
controlling interest in the applicant, including but not limited to: 

a. A non-profit corporation shall list the governing body and officers. 

b. A for-profit corporation shall list the names of the officers and stockholders who directly or
indirectly own or control five (5) percent or more of the shares of the corporation.

c. A sole proprietor shall include proof of lawful presence in the United States.

d. A partnership shall list the names of all partners. 

e. The chief executive officer of the facility or agency. 

f. If the addresses and telephone numbers provided above are the same as the contact information
for the applicant itself, the applicant shall also provide an alternate address and
telephone number for at least one individual for use in the event of an emergency
or closure.  

5. Proof of professional liability insurance. Behavioral health safety net providers must maintain
such coverage for the duration of the approval term and must notify the BHA of any
change in the amount, type, or provider of professional liability insurance coverage during
the license term. 

6. Articles of incorporation, Articles of organization, partnership agreement, or other organizing
documents required by the secretary of state to conduct business in Colorado; and
by-laws or equivalent documents that govern the rights, duties, and capital contributions
of the business entity. 

7. The address(es) of the physical location where services are delivered, as well as, if different,
where records are stored for BHA review. 

8. A copy of any management agreement pertaining to operation of the entity that sets forth the
financial and administrative responsibilities of each party. 

9. If an applicant leases one (1) or more building(s) to operate under the approval, a copy of the
lease or leases must be filed with the license application and show clearly in its context
which party to the agreement is to be held responsible for the physical condition of the
property. 

10. A statement, on the applicant’s letterhead, if available, signed and dated, submitted with the
application stating whether any of the actions listed in this part 12.6.1.E.10 of these rules
have occurred, regardless of whether the action has been stayed in a judicial appeal or
otherwise settled between the parties. The actions are to be reported if they occurred
within ten (10) years preceding the date of the application for initial approval. The BHA
may, based upon information received in the statement, request additional information
from the applicant beyond the ten-year (10) time frame. 



Ado
pt

ed
 11

/3
/2

02
3

a. For initial approval as a behavioral health safety net provider, whether one (1) or more individuals
or entities identified in the response to part 12.6.1.E.4 has a controlling or
ownership interest in the business entity and has been the subject or party to any
of the following: 

(1) A civil judgment or criminal conviction resulting from conduct or an offense in the operation,
management, or ownership of an agency or other entity related to
substandard care or health care fraud. A guilty verdict, a plea of guilty, or
a plea of nolo contendere (no contest) accepted by the court is
considered a conviction.

(2) A disciplinary action imposed by a governmental entity in another state that registers or licenses
agencies including but not limited to: a sanction, probation, civil penalty,
or a denial, suspension, revocation, or modification of a license or
registration. 

(3) Limitation, denial, revocation, or suspension by any federal, state, or local authorities of any
health care related license. 

(4) The refusal to grant or renew a license for operation of an agency, or contract for participation or
certification for Medicaid, Medicare, or other public health or social
services payment program. 

b. For a change of ownership of an agency, whether any of the new owners have been the subject
of, or a party to, one (1) of more of the following events: 

(1) A civil judgment or a criminal conviction in a case brought by the federal, state, or local authorities
that resulted from the operation, management, or ownership of an
agency or other entity related to substandard care or health care fraud. 

(2) Limitation, denial, revocation, or suspension of a state license or federal certification by another
jurisdiction. 

11. Any statement regarding the information requested in part 12.6.1.E.10 of this Chapter must
include the following, as applicable: 

a. If the event is an action by a governmental agency, as described in part 12.6.1.E.10.b: the name
of the agency, its jurisdiction, the case name, and the docket proceeding or case
number by which the event is designated, and a copy of the consent decree,
order, or decision. 

b. If the event is a felony conviction or misdemeanor involving moral turpitude: the court, its
jurisdiction, the case name, the case number, a description of the matter or a
copy of the indictment or charges, and any plea or verdict entered by the
court. For the purposes of this rule, “crimes of moral turpitude” include the
following felony, misdemeanor, or municipal offenses or equivalent out-of-state or
federal offenses:

(1) Any of the offenses against the person set forth in Article 3 of Title 18 of the Colorado Revised
Statutes. Examples of such offenses include, but are not limited to, any
assault, menacing, or unlawful sexual behavior;

(2) Any of the offenses against property set forth in Article 4 of Title 18 of the Colorado Revised
Statutes. Examples of such offenses include, but are not limited to, any
arson, theft, trespass, or criminal mischief;
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(3) Any of the offenses involving fraud set forth in Article 5 of Title 18 of the Colorado Revised
Statutes;

(4) Computer crime as set forth in Article 5.5 of Title 18 of the Colorado Revised Statutes;

(5) Any of the offenses involving the family relations set forth in Article 6, Part 4 (wrongs to children),
when committed intentionally and knowingly or recklessly; Part 6
(harboring a minor); or Part 8 (domestic violence) of Title 18 of the
Colorado Revised Statutes;

(6) Any of the offenses constituting wrongs to at-risk adults set forth in, Article 6.5 of Title 18 of the
Colorado Revised Statutes;

(7) Any of the offenses relating to morals set forth in Article 7 of Title 18 of the Colorado Revised
Statutes. Examples of such offenses include, but are not limited to,
prostitution, indecent exposure, and criminal invasion of privacy;

(8) Any other offense in any jurisdiction whatsoever that is committed intentionally, knowingly, or
recklessly, and involves violence, coercion, threats, cruelty, fraud,
deception, or deprivation of legally recognized rights; and,

(9) Any conspiracy, solicitation, or criminal attempt to commit any of the above offenses, or
participation as an accessory to any of the above offenses.

c. If the event is a civil action or arbitration proceeding: the court or arbiter, the jurisdiction, the case
name, the case number, a description of the matter or a copy of the complaint,
and a copy of the verdict of the court or arbitration decision. 

F. The BHA will not issue or renew an approval unless it has received a certificate of compliance for
each physical location where services are provided.

G. Each application must be signed under penalty of perjury by an authorized corporate officer,
general partner, or sole proprietor of the agency as appropriate.

H. The BHA shall conduct a preliminary assessment of the application and notify the applicant of any
application defects.

1. The applicant shall respond within fourteen (14) calendar days to written notice of any application
defect.

I. The BHA will provide written notice to the applicant within thirty (30) calendar days of receipt of a
complete application. 

J. The BHA will act on an application within ninety (90) calendar days of receipt of the completed
application. 

K. The duration of the initial approval will be two (2) years from the date of issuance. 

1. The BHA may conduct annual inspections during the two (2) year approval duration, in addition to
any other inspections indicated in section 12.6.6.G.

12.6.2 Provisional Approval

A. Where an applicant for an initial approval fails to fully conform to the applicable statutes and
regulations but the BHA determines the applicant is in substantial compliance with these rules



Ado
pt

ed
 11

/3
/2

02
3

and regulations and is temporarily unable to conform to all the minimum standards, a provisional
approval may be granted. No provisional approval may be issued to an applicant if the operations
may adversely affect individual health, safety, or welfare. 

1. A provisional approval will be valid for ninety (90) days. 

2. A second provisional approval, for another ninety (90) days, may be issued if the BHA determines
that it is likely that compliance can be achieved by the date of expiration of the second
provisional approval. 

3. The second provisional approval may be issued for the same duration as the first. The BHA may
not issue a third or subsequent provisional approval to the entity.

4. During the term of the provisional approval, the BHA shall conduct any review it deems necessary
to determine if the agency meets the requirements for a regular approval. 

5. If the BHA determines, prior to expiration of the provisional approval, that the agency is in
compliance with all applicable rules, it may issue a regular approval. The regular approval
will be valid for one (1) year from the date of issuance of the regular approval, unless
otherwise acted upon pursuant to part 12.7 of this Chapter. 

12.6.3 Renewal of Approval

A. An agency seeking renewal must provide the BHA with a renewal application, signed under
penalty of perjury by an authorized corporate officer, general partner, or sole proprietor of the
agency as appropriate at least sixty (60) calendar days prior to the expiration of the existing
approval. Renewal applications shall contain the information required in part 12.6.1.E of this
Chapter unless the information has been previously submitted and no changes have been made
to the information currently held by the BHA. 

B. Failure of the agency to accurately answer or report any of the information requested by the BHA
will be considered good cause to deny the renewal application. 

C. The BHA shall conduct a preliminary assessment of the renewal application and notify the agency
of any application defects.

1. The agency shall respond within fourteen (14) calendar days to written notice of any application
defect. 

D. The duration of the renewal approval will be two (2) years from the date of issuance. 

1. The BHA may conduct annual inspections during the two (2) year approval duration, in addition to
any other inspections indicated in section 12.6.6.G.

12.6.4 Change of Ownership/Management

A. If an agency undergoes a change in ownership without following the procedures outlined in this
part 12.6.4, their existing approval will be terminated. Termination of the approval may not occur
until after a hearing and in compliance with the provisions and procedures specified in Section
24-4-101 through -109, C.R.S.

B. When an agency initiates a change of ownership, the agency must submit notification to inform
the BHA of the change. 
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C. Each agency undergoing a change of ownership shall submit an application, as prescribed in part
12.6.1 of this Chapter at least thirty (30) calendar days before a change of ownership.      

1. The application must include supporting documentation for change of ownership. 

D. The BHA will consider the following criteria in determining whether there is a change of ownership
of an agency that requires a new approval. The transfer of fifty percent (50%) of the ownership
interest referred to in this part 12.6.4.D may occur during the course of one (1) transaction or
during a series of transactions occurring over a five (5) year period.   

1. Sole proprietors: 

a. The transfer of at least fifty percent (50%) of the ownership interest in an agency from a sole
proprietor to another individual, whether or not the transaction affects the Title to
real property, shall be considered a change of ownership. 

b. Change of ownership does not include forming a corporation from the sole proprietorship with the
proprietor as the sole shareholder or forming a limited liability company from sole
proprietorship. 

2. Partnerships: 

a. Dissolution of the partnership and conversion into any other legal structure shall be considered a
change of ownership if the conversion also includes a transfer of at least fifty
percent (50%) of the ownership to one (1) or more new owners. 

b. Change of ownership does not include dissolution of the partnership to form a corporation with
the same persons retaining ownership in the new corporation. 

3. Corporations:

a. Merger of two (2) or more corporations resulting in the creation of a new corporate entity will be
considered a change of ownership if the consolidation includes a transfer of at
least fifty percent (50%) of the ownership to one or more new owners. 

b. Formation of a corporation from a partnership, a sole proprietorship, or a limited liability company
will be considered a change of ownership if the change includes a transfer of at
least fifty percent (50%) of the ownership to one (1) or more new owners. 

c. The transfer, purchase, or sale of shares in the corporation such that at least fifty percent (50%)
of the ownership of the corporation is shifted to one (1) or more new owners will
be considered a change of ownership. 

4. Limited liability companies: 

a. The transfer of at least fifty percent (50%) of the ownership interest in the company will be
considered a change of ownership. 

b. The termination or dissolution of the company and the conversion thereof into any other entity will
be considered a change of ownership if the conversion also includes a transfer of
at least fifty percent (50%) of the ownership to one (1) or more new owners. 

c. Change of ownership does not include transfers of ownership interest between existing members
if the transaction does not involve the acquisition of ownership interest by a new
member. For the purposes of this part.   
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5. Non-profits:

a. The transfer of at least fifty percent (50%) of the controlling interest in the nonprofit is considered
a change of ownership. 

6. Management contracts, leases, or other operational arrangements: 

a. If the agency enters into a lease arrangement or management agreement whereby the owner
retains no authority or responsibility for the operation and management of the
agency, the action will be considered a change of ownership that requires a new
approval. 

7. Legal structures: 

a. The conversion of an agency’s legal structure, or the legal structure of a business entity that has
an ownership interest in the agency is a change of ownership if the conversion
also includes a transfer of at least fifty percent (50%) of the agency’s ownership
interest to one (1) or more new owners. 

E. The existing agency is responsible for correcting all rule violations and deficiencies in any current
plan of action before the change of ownership becomes effective. In the event that such
corrective actions cannot be accomplished in the time frame specified, the prospective agency
shall be responsible for all uncorrected rule violations and deficiencies including any current plan
of action submitted by the previous agency unless the prospective agency submits a revised plan
of action, approved by the BHA, before the change of ownership becomes effective. 

F. When the BHA issues an approval to the new owner, the previous owner must return its approval
to the BHA within five (5) calendar days of the new owner’s receipt of its approval. 

12.6.5 Rule Waivers 

A. Any agency or applicant that has applied for or been approved as a behavioral health safety net
provider has the right to apply for a waiver of any rule or standard set forth in these rules which, in
their opinion, poses an undue hardship on the applicant, agency, or community. 

B. Nothing contained in these provisions abrogates the agency’s obligation to meet minimum
requirements under local safety, fire, electrical, building, zoning, and similar codes. 

C. Nothing herein authorizes a waiver of any statutory requirement under state or federal law, except
to the extent permitted therein. 

D. Upon application to the BHA, a waiver may be granted in accordance with this part 12.6.5. Absent
the existence of a current waiver issued pursuant to this part, behavioral health safety net
providers are expected to comply at all times with all applicable regulations except in instances
where they are granted a provisional approval in accordance with part 12.6.2 of this Chapter. 

E. Waiver applications must be submitted to the BHA in writing.

1. The BHA will only consider one (1) regulation per waiver application. 

2. The waiver application must provide the BHA information related to:

a. The regulation the agency or applicant is requesting to waive;

b. The reason why the waiver is being requested;
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c. A proposed alternate compliance plan;

d. Any other information relevant to the waiver request that would inform the BHA’s decision in either
granting or denying the waiver.

3. The waiver application must be signed by an authorized representative of the agency or
applicant, who is the primary contact person and the person responsible for ensuring that
accurate and complete information is provided to the BHA. 

F. In making its determination, the BHA may consider any information it deems relevant, including
but not limited to: 

1. Critical incident and complaint investigation reports, licensure or certification survey reports,
anticipated impact of the waiver on individual safety and quality of care if any, and
findings of these reports related to the agency and/or the operator or owner thereof.

2. When determining whether a waiver should be granted, the BHA shall prioritize the impact of the
waiver on the health, safety, and welfare of individuals over any alleged undue hardship. 

G. The BHA shall act on a waiver application within ninety (90) calendar days of receipt of the
completed application. An application will not be deemed complete until the applicant has
provided all information and documentation requested by the BHA. 

H. The BHA may specify terms and conditions under which any waiver is granted, including which
terms and conditions must be met in order for the waiver to remain effective. The term for which
each waiver granted will remain effective must be specified at the time of issuance but may not
exceed the term of the current approval. 

1. At any time, upon reasonable cause, the BHA may inspect an agency with an active waiver to
ensure that the terms and conditions of the waiver are being observed, and/or that the
continued existence of the waiver is otherwise appropriate. 

2. Within thirty (30) calendar days of the termination, expiration, or revocation of a waiver, the
agency shall submit to the BHA an attestation of compliance with the regulation to which
the waiver pertained. 

I. The BHA will institute termination of a waiver upon a change of ownership of the agency, as
defined in part 12.7.4. However, to prevent such termination, the prospective new owner may
submit a waiver application to the BHA prior to the effective date of the change of ownership.
Provided the BHA receives the new application by prior to the effective date of the change of
ownership, the waiver will be deemed to remain effective until such time as the BHA acts on the
application. Termination of the waiver may not occur until after a hearing and in compliance with
the provisions and procedures specified in Section 24-4-101 through -109, C.R.S.

1. Except as otherwise provided in this part 12.6.5, a waiver may not be granted for a term that
exceeds the current approval term. 

2. If an agency wishes to maintain a waiver beyond the stated term, it must submit a new waiver
application to the BHA not less than ninety (90) calendar days prior to the expiration of
the current term of the waiver or with an approval renewal. 

J. Notwithstanding anything in this part 12.6.5 to the contrary, the BHA may revoke a waiver if it
determines that: 
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1. The waiver's continuation jeopardizes the health, safety, or welfare of individuals served by the
agency; 

2. The waiver application contained false or misleading information;

3. The terms and conditions of the waiver have not been complied with; 

4. The conditions under which a waiver was granted no longer exist or have changed materially; or, 

5. A change in a federal or state statute or regulation prohibits, or is inconsistent with, the
continuation of the waiver. 

K. Notice of the revocation of a waiver must be provided to the agency in accordance with the
Colorado Administrative Procedures Act and will not be effective until after a hearing in
compliance with the provisions and procedures specified in Section 24-4-101 through -109,
C.R.S. 

12.6.6 Continuing Obligations and BHA Oversight

A. Each agency must have and maintain electronic business communication tools, including but not
limited to, internet access and a valid e-mail address. The agency must use these tools to receive
and submit information.

B. The approval is only valid while in the possession of the agency to whom it is issued and may not
be subject to sale, assignment, or other transfer, voluntary or involuntary.

C. The agency must provide accurate and truthful information to the BHA during inspections,
investigations, applications, and oversight activities. 

D. When an agency is subject to inspection, certification, or review by other agencies, accrediting
organizations, or inspecting companies, the agency shall provide and/or release to the BHA, upon
request, any correspondence, reports, or recommendations concerning the agency that were
prepared by such organizations.

E. Each agency must submit notification to the BHA regarding any change in the information
required by part 12.6.1.E of this Chapter from what was contained in the last submitted approval
application.  

1. Changes to the operation of the agency may not be implemented without prior approval from the
BHA. An agency shall, at least thirty (30) calendar days in advance, submit notification to
the BHA regarding any of the following proposed changes. 

a. Change in license category or classification. 

b. Change in the scope of services, including the addition or removal of an endorsement, a service,
or a physical location. 

c. Change in legal name of the agency and all other names used by it to provide services. 

F. The BHA and any duly authorized representatives thereof have the right to enter upon and into
the premises of any approved agency or applicant for an agency approval in order to determine
the state of compliance with the statutes and regulations and must initially identify themselves to
the person in charge of the agency at the time. 
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G. The BHA may use the following measures to ensure an agency’s full compliance with the
applicable statutory and regulatory criteria. 

1. The BHA may conduct an unscheduled or unannounced review of a current agency based upon,
but not limited to, the following criteria: 

a. Routine compliance inspection, 

b. Reason exists to question the agency’s continued fitness to conduct or maintain operations in
accordance with the approval requirements, 

c. A complaint alleging non-compliance with approval requirements, 

d. Discovery of previously undisclosed information regarding an agency or any of its owners,
officers, managers, or other employees if such information affects or has the
potential to affect the agency’s provision of services, or 

e. The omission of relevant information from documents requested by the BHA or indication of false
information submitted to the BHA. 

2. Plan of action 

a. If after review or pursuant to a complaint, it is determined that an agency is not in compliance with
these rules, the agency shall be notified in writing, within thirty (30) business
days of the specific deficiency/deficiencies.

b. After any review, the BHA may request a plan of action from an agency or require an agency’s
compliance with a BHA directed plan of action.      

c. If the agency does not agree with any or all of the findings regarding non-compliance, the agency
has ten (10) business days from the receipt of non-compliance notice to dispute
the findings by submitting evidence to the BHA.

d. The agency shall receive a written response within thirty (30) business days of the review of
submitted evidence.

e. If the submitted information is sufficient, the agency shall be determined in compliance with these
rules.

f. If the agency continues to be found out of compliance with these rules, the agency shall have
thirty (30) business days from the date of receipt of the review findings to submit
a plan of action.

g. The plan of action must be in the format prescribed by the BHA and included, but not be limited
to, the following: 

(1) A description of how the agency will correct each identified deficiency. 

(a) If deficient practice was cited for specific personnel, the description shall include the measures
that will be put in place or systemic changes made to ensure that
the deficient practice will not reoccur for the affected individuals
and/or other individuals having the potential to be affected. 

(2) A description of how the agency will monitor the corrective action to ensure each deficiency is
remedied and will not reoccur, and 
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(3) A completion date that is no later than ninety (90) calendar days from the issuance of the
deficiency list, unless otherwise required or approved by the BHA. The
completion date is the date that the entity deems it can achieve
compliance. 

h. A completed plan of action must be: 

(1) Signed by the agency’s director, administrator, or manager, and 

(2) Submitted to the BHA within thirty (30) calendar days after the date of the BHA’s written notice of
deficiencies. 

(a) If an extension of time is needed to complete the plan of action, the agency shall request an
extension in writing from the BHA prior to the plan of action due
date. The BHA may grant an extension of time. 

i. The BHA has discretion to approve, impose, modify, or reject a plan of action. 

(1) If the plan of action is accepted, the BHA shall notify the agency by issuing a written notice of
acceptance, served either in-person or by first-class mail. 

(2) If the plan of action is unacceptable, the BHA shall notify the agency in writing, and the agency
shall re-submit the changes within the time frame prescribed by the BHA
in the notice.  

(3) If the agency fails to comply with the requirements or deadlines for submission of a plan or fails to
submit requested changes to the plan, the BHA may reject the plan of
action and impose disciplinary sanctions as set forth in part 12.7 of this
Chapter. 

(4) If the agency fails to implement the actions agreed to by the action date in the approved plan of
action, the BHA may impose enforcement sanctions as set forth below in
part 12.7. 

H. The agency must provide, upon request, access to or copies of the following to the BHA for the
performance of its regulatory oversight responsibilities: 

1. Individual records. 

2. Reports and information including but not limited to, staffing reports, census data, statistical
information, and other records, as determined by the BHA.  

I. Oversight and enforcement activities may include review of endorsements and/or separate
physical locations as necessary for the BHA to ensure the health, safety, and welfare of
individuals. 

12.7 Enforcement and Adverse Actions

12.7.1 Denial

A. The BHA may deny an agency’s approval as a behavioral health safety net provider for reasons
including but not limited to, the following: 

1. The agency has not fully complied with all local, state, and federal laws and regulations
applicable to the approval; 



Ado
pt

ed
 11

/3
/2

02
3

2. The application or its accompanying documents contain a false statement of material fact; 

3. The agency fails to respond to BHA requests for additional information in the time frame indicated
in the request; 

4. The agency refuses any part of an inspection; 

5. The agency fails to comply with federal financial participation requirements; 

6. The agency fails to comply with state and federal data and financial reporting requirements; 

7. The agency has failed to cooperate with the investigation of any local, state, or federal regulatory
body or law enforcement agency; or

8. The agency is not in compliance with regulatory requirements or has a documented pattern of
non-compliance that has harmed or has the potential to harm the health or safety of the
individual(s) served. 

B. If the BHA denies an application for approval, it shall provide the agency with a written notice,
served either in-person or by first-class mail, explaining the basis for the denial and affording the
agency the opportunity to respond and request a hearing. 

C. Appeals of denials must be conducted in accordance with the State Administrative Procedure Act,
Section 24-4-101 through -109, C.R.S. 

12.7.2 Revocation of Approval

A. The BHA may revoke an existing approval if an agency fails or refuses to comply with the
statutory and/or regulatory requirements applicable to its approval. Failures to comply include:

1. Making a false statement of material fact about individuals served by the agency, its personnel,
capacity, or other operational components verbally or in any public document, or in a
matter under investigation by the BHA or another governmental entity, 

2. Preventing, interfering with, or attempting to impede in any way the work of a representative or
agent of the BHA in investigating or enforcing the applicable statutes or regulations, 

3. Falsely advertising or in any way misrepresenting the agency’s ability to provide services for the
individuals served based on its license type or status, 

4. Failing to provide reports and documents required by regulation or statute in a timely and
complete fashion, 

5. Failing to comply with or complete a plan of action in the time or manner specified,

6. Falsifying records or documents,

7. Knowingly using or disseminating misleading, deceptive, or false information, 

8. Accepting commissions, rebates, or other forms of remuneration for referrals or other treatment
decisions, or

9. Exercising undue influence or coercion over an individual to obtain certain decisions or actions or
for financial or personal gain. A relationship other than a professional relationship,
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including but not limited to a relationship of a sexual nature, between an owner, director,
manager, administrator, or other personnel and an individual. 

B. Revocation must not occur until after a hearing and in compliance with the provisions and
procedures specified in Article 4 of Title 24 and in Section 27-50-505, C.R.S. 

12.7.3 Intermediate Restrictions

A. The BHA may impose the following intermediate restrictions or conditions on an agency that has
sought enhanced service payments in accordance with Section 27-50-505(3), C.R.S.: 

1. Retaining a consultant to address corrective measures including deficient practice resulting from
systemic failure; 

2. Monitoring by the BHA for a specific period; 

3. Providing additional training to personnel, owners, or operators of the agency; 

4. Complying with a directed written plan to correct the violation; or 

5. Paying a civil fine not to exceed two thousand dollars ($2,000) in a calendar year. 

B. The agency may appeal any intermediate restriction or condition to the BHA in accordance with
the Colorado Administrative Procedures Act Section 24-4-101, et seq., C.R.S.

12.7.4 Right to Appeal

A. Any agency adversely affected or aggrieved by these rules or by the BHA’s decisions in regard to
implementation of these rules, has the right to appeal to the Colorado Department of Personnel
and Administration, Office of Administrative Courts, and may subsequently seek judicial review of
the BHA’s action in accordance with Section 24-4-101 through -109, C.R.S. 

B. The following actions may be submitted to an administrative law judge for an evidentiary hearing:
denial or revocation of an approval. 

C. After written notification from the BHA of intended action, the agency has twenty-one (21)
calendar days to submit a written appeal. The appeal must be received by the BHA within
twenty-one (21) days from the date the written notification of action letter was sent by the BHA. 

D. In all cases except waiver denials, the BHA will file a notice of charges with the Office of
Administrative Courts to begin the administrative process. In waiver denials, if the applicant for
the waiver requests an appeal, the request for appeal must be forwarded to the Office of
Administrative Courts. Once the appellant’s request is forwarded to the office of administrative
courts, the BHA may file a notice of charges.

E. Subsequent to an evidentiary hearing at the Office of the Administrative Courts and the issuance
of a final agency decision, a party may seek to appeal the final agency decision through judicial
review in accordance with Section 24-4-106, C.R.S.  

The following sections 21.000 through 21.290.58 and sections 21.400 through 21.400.6 of these rules are
applicable to agencies approved or designated by the BHA prior to January 1, 2024, pursuant to Section
27-81-106, C.R.S.; Sections 27-50-101 through 27-50-903; Sections 27-65-101 through 27-65-131; or
Sections 27-66-101 through 27-66-110, C.R.S. until such time that such agencies’ approval or designation
expires and/or is up for renewal. Upon renewal, Chapters 1 - 11 above shall apply.



Current BHA Child, Youth, and Family Program Descriptions for JBC

Ascent Colorado is a holistic, community-based program that implements the Coordinated Speciality
Care model for First Episode Psychosis (FEP) to provide treatment and support to youth and young
adults 15-29 years of age who have experienced an onset of psychotic spectrum illness within the
last 24 months. The program offers up to three years of full wraparound services (Community
Outreach and Education, Individual Therapy, Family Education and Support, Care Management,
Specialized Education and Employment Services, Nursing/Wellness Support, Psychiatry, and Peer
Support) to guide clients and their families toward stability and independence. Ascent is funded by a
10% set aside for FEP required by the Substance Abuse and Mental Health Services Administration
(SAMHSA) Mental Health Block Grant.

Behavioral Health (BH) and Substance Use Disorder (SUD) Services for Children, Youth, and
Families (funded by SB 19-137) provide BH and SUD care navigation, treatment, and recovery
services for children, youth, and their families to help them access and utilize the most effective
supports and services available, to improve the emotional and behavioral outcomes for these
children and youth, to enhance their functional outcomes, and to reduce the risk of more serious
behavioral health problems, school expulsions, out-of-home placements, higher levels of care, and
juvenile justice system involvement.

Child First (funded by the High Risk Families Cash Fund and the SAMHSA Substance Use
Prevention, Treatment, and Recovery Services Block Grant) is an evidence based, home-visiting
model, including parent-child psychotherapy and case management, for high-risk families with early
childhood and family treatment needs. Program goals include connecting families to needed
community-based services to decrease stress and building strong, loving, caregiver-child
relationships that protect and heal the brain from trauma and stress. Child First helps families, and
the providers who support them, build strong, nurturing relationships that heal and protect young
children from the devastating impact of trauma and chronic stress.

Child, Youth, and Family Workforce Grants (funded by SB 19-137) provide funding to increase
access to and availability of promising and best practices for workforce development that are
federally reimbursable.

The Children, Youth, and Family Services Grant Program (funded by HB 22-1281) provides
expanded behavioral health care services to children, youth, and families based on identified local
needs to address acute, complex, or severe behavioral health problems. Program goals include
establishing and operating CYF-oriented care access points in each behavioral health administrative
services region that are physically connected to behavioral health treatment facilities or family
resource centers, establishing navigation and coordination services, expanding evidence-based or
evidence-informed behavioral health treatment (including substance use disorder treatment,



intensive outpatient services such high fidelity wraparound, and caregiver interventions), and
supporting capital expenditures for the treatment services.

The Children and Youth Mental Health Treatment Act (CYMHTA) (C.R.S 27-67-101, et. seq.)
allows families to access mental health treatment services for their child or youth. CYMHTA is an
alternative to child welfare involvement when a dependency and neglect action is not warranted.
CYMHTA funding can be available when there is no other appropriate funding source for
treatment, such as private insurance or Medicaid.

The Children and Youth Residential Mental Health and Substance Use Treatment Program (funded
by HB 22-1283) provides youth residential substance use treatment beds, including ASAM 3.5 and
3.7 Withdrawal Management, to expand access to evidence-based treatment to youth and to ensure
that both mental health and substance use treatment services are available for children, youth and
their families.

COACT Colorado is a System of Care (SOC)/High Fidelity Wraparound (HFW) program (funded
by the SAMHSA Children’s Mental Health Initiative grant) that provides an individualized approach
to helping children and youth with serious emotional disturbances, complex needs, and at risk of out
of home placement. HFW is an evidence-based care coordination model in which multiple systems
come together with a child/youth and their family to create an individualized plan to address the
family’s needs. Service providers, natural supports and the youth and family work together to help
achieve the family vision. Children with Medicaid, uninsured, and under-insured children may be
served.

Crisis Resolution Teams (CRT) (funded by SB 19-137 and HB 22-1283), as part of Colorado Crisis
Services (CCS), provide intensive, in-home, community-based services with a multidisciplinary team
with the program goal of avoiding referrals to higher levels of care. CRT supports families with
youth and young adults who are experiencing behavioral health challenges and would benefit from
intensive, short-term (4-6 weeks), in-home services and linkage to ongoing supports. CRT aims to
avoid hospital admission whenever possible by wrapping services around the family in an effective
manner.

The Division of Youth Services (DYS) SUD program (through an Interagency Agreement between
BHA and DYS) (C.R.S. 18-13-122) provides relapse prevention services and connection to recovery
support services upon discharge to youth with SUD. These services occur throughout the
continuum, including community based/outpatient treatment, acute care/residential, or
recovery/relapse.

Family First Prevention Services Act (FFPSA) (per Federal 2018 Public Law 115-123) provides
independent assessments to assess behavioral health needs and to prevent out-of-home placements
and keep children/youth in family-like placement settings whenever possible. FFPSA created a new



level of residential care called Qualified Residential Treatment Providers (QRTPs) that provides
short-term behavioral health treatment. QRTPs can only have 16 or fewer beds, are required to be
nationally accredited and state-licensed, have a state-approved trauma-informed care plan, have
access to nursing and clinical services 24/7, provide targeted family engagement, and provide 6
months of follow-up care post discharge. Medicaid allows the state to receive federal (Title IV-E)
reimbursement for a youth's stay in QRTP.

The High Risk Families Cash Fund (HRFCF) (funded by HB 19-1193 and SB 21-137) provides
funding for SUD services and family centered treatment for high-risk parents, including pregnant
and parenting people with SUD and high-risk children and youth with behavioral health needs.

I Matter (currently funded by SB 23-214; C.R.S. 27-60-109) provides rapid access for up to six
virtual or in-person mental health sessions in English or Spanish for Colorado youth regardless of
payor source. The program also provides care coordination/navigation and connections with other
resources as needed.

Improve Perinatal Access, Coordination, and Treatment (IMPACT-BH) (funded by the SAMHSA
Mental Health Block Grant and the Substance Use Prevention, Treatment, and Recovery Services
Block Grant) provides pregnant and postpartum cross-systems interventions with continuity of care,
including universal behavioral health and social needs screening in the healthcare delivery system,
inpatient access to and coordination of Medications for Opioid Use Disorder (MOUD) services, and
community-based perinatal navigation and increased access to behavioral health and social needs
related resources. IMPACT-BH brings together hospitals, primary healthcare services, and
community-based organizations as active collaborators and partners in providing wrap-around
support and care navigation to pregnant and postpartum people and their families.

Integrated Care for Women and Babies (ICWB) (funded by SB 19-228 and SB 21-137) integrates
SUD treatment and Obstetric (OB) care. The program is substance agnostic and allows for
participants throughout the perinatal stage up to one year postpartum. It provides peer services,
medication for opiate use disorder/ medication-assisted treatment, and contingency management.

Project AWARE is a joint program of the Colorado Department of Education and BHA (through
an Interagency Agreement) with funding from SAMHSA. The program goals are to build
infrastructure and expand the capacity of state and district partners around mental health.
Colorado’s Project AWARE works to build a comprehensive, coordinated, and integrated school
behavioral health services system that supports every student in Colorado in reaching their fullest
potential in school and life.

School Based Mental Health Services (SBMHS) (funded by State General Fund) utilize mental health
first aid Colorado instructors, school-based clinicians, and the continuum of providers to assist
educators and school personnel with needed support as they transition to new learning modalities



and ways to stay connected to peers and students who have challenges with social isolation and new
family dynamics as a result of loss of work or changes in educational settings. The program targets
school-aged children and youth and provides school districts and individual schools with education,
referrals, consultations, planning, information, and other needed mental health services.

Special Connections (C.R.S. 27-80-114) provides residential SUD treatment for pregnant and
parenting women and their babies who are Medicaid eligible in order to improve maternal and child
health outcomes. The offerings of each location are unique, but all include group and individual
counseling utilizing evidence-based and informed modalities, health education, and parenting
support. The program goals include improving maternal/child health outcomes through
gender-specific treatment of substance use and co-occurring disorders during pregnancy and early
parenthood.

Tough as a Mother (TaaM) (funded by the SAMHSA Substance Use Prevention, Treatment, and
Recovery Services Block Grant) is a public awareness campaign focused on decreasing stigma
around maternal SUD through storytelling and community education, while connecting pregnant
and parenting mothers to treatment and recovery supports in their communities. Program goals are
to decrease stigma around maternal SUD, increase provider comfort and confidence in working with
parents impacted by SUD, and to connect pregnant and parenting moms to treatment and recovery
supports.

Trauma Informed Care (TIC) is an approach to behavioral health that ensures that services and
supports include a comprehensive understanding of how past or present trauma issues may impact a
person and their needs. TIC is not a specific program but an approach that is emphasized within
many child, youth, and family programs, including ASCENT, Child First, COACT, CYMHTA,
FFPSA, and other mental health and substance use treatment programs.

19Y (C.R.S. 27-80-103) provides preventative and early intervention SUD treatment services for
youth and their families and includes Motivational Enhancement Therapy and Cognitive Behavioral
Therapy.
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