
 
14-Dec-2016 1 Health Care Policy and Financing-hearing 

DEPARTMENT OF HEALTH CARE POLICY AND FINANCING 
FY 2017-18 JOINT BUDGET COMMITTEE HEARING AGENDA 

 
 Wednesday, December 14, 2016 
 1:30pm – 5:00pm 
 

1:30-1:45 Commission on Family Medicine 
 

1:45-2:00 INTRODUCTIONS AND OPENING COMMENTS  
 

2:00-2:30 PLANNING FOR POTENTIAL CHANGES TO FEDERAL POLICY 
 
1 Describe the Department’s planning efforts for potential changes in federal policy regarding the 

Medicaid and Children’s Basic Health Plan (CHP+) programs as a result of the new federal 
administration. 
 

2 How quickly might federal policy changes be implemented and require a response from 
Colorado?  
 

3 Please respond specifically to the following scenarios: 
 
a. How would a federal repeal of the Affordable Care Act affect Colorado? How should 

Colorado respond to such a scenario? Would Colorado need to pass legislation to reduce 
eligibility in this scenario? 

 
b. If federal Medicaid funding were block granted, providing states with flexibility to design 

their own programs, but federal funding for Colorado was reduced by 20 percent, how 
should Colorado respond to such a scenario? 

 
4 The Department’s forecast assumes that the Children’s Basic Health Plan (CHP+) will receive 

an 88 percent federal match through state fiscal year 2017-18, but federal budget authority for 
the program expires September 2017. What are the Department’s contingency recommendations 
in the event federal funding is not extended, or extended at a significantly lower match rate? Do 
state statutes need to be amended to allow for these contingencies? 
 

5 [Sen. Lambert] What elements of the Department’s FY 2017-18 budget request are driven by the 
need to comply with a federal regulation? Should the General Assembly hold off on funding 
these elements of the request, since federal policies may change under the new administration? 
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2:30-3:00 ACCOUNTABLE CARE COLLABORATIVE (ACC) AND RELATED PAYMENT 
   REFORMS IN R6 DELIVERY SYSTEM AND PAYMENT REFORMS 

 
6 Why is Larimer County being included in Region 1 with all the Western slope counties for 

purposes of the ACC? How will this affect the financing for behavioral health services and the 
financial viability of behavioral health service providers? 
 

7 What public feedback has the Department received on Phase II of the ACC? What proposed 
changes that have emerged through the feedback process have and have not been 
accommodated and why? 

 
8 Are the objectives of Phase II of the ACC measurable and how is the Department going to 

assess the efficacy of the program? 
 

9 Phase II of the ACC puts significant emphasis on the integration of behavioral health. Why isn’t 
there a similar emphasis on the integration of long-term services and supports? Is the 
Department missing an opportunity to increase cost avoidance by not focusing more on long-
term services and supports? 

 
10 What is the experience of other states with programs similar to the Accountable Care 

Collaborative? Provide some background and history on where the concepts that inform the 
ACC and the changes proposed in Phase II originated. 

 
11 Would federal block grant funding of Medicaid and a loosening of federal regulations change 

any of the Department’s thinking on the design of Phase II of the Accountable Care 
Collaborative? 

 
12 Describe the governance structure for the various payment reforms proposed in R6 Delivery 

system and payment reforms. Who will decide the performance criteria and how much to award 
based on performance? How often will the performance criteria and payments be amended, and 
what will be the process for approving amendments? How will the Department handle 
complaints about the appropriateness of the performance criteria, or accuracy of the 
performance measurements? 

 
13 What is the Department doing to involve the committees of reference in the design of Phase II 

of the ACC and of the payment reforms proposed in R6 Delivery system and payment reforms? Why 
are these initiatives not specifically referenced in statute, and should they be in statute? 

 
14 Why is mandatory enrollment in the ACC beneficial? Who will be affected by mandatory 

enrollment? Will people who object to having their care managed by the ACC be able to opt 
out? 

 
15 Compare the health characteristics and access to coordinated care of people currently enrolled in 

the ACC with those who will be affected by mandatory enrollment. With many of the clients 
affected by mandatory enrollment already receiving some help with coordinating their care 
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through sources such as a nursing home or Medicare Advantage Plan, why does the Department 
assume that people added to the ACC through mandatory enrollment will experience a similar 
rate of cost avoidance as the current ACC population? 

 
16 The Department’s estimate of costs avoided by implementing Phase II of the ACC assumes that 

by FY 2018-19 a full 75 percent of clients with a serious and persistent mental illness (SPMI) or 
substance abuse disorder (SUD) will receive care in a setting that integrates physical and 
behavioral health. Describe the current level of integration between physical and behavioral 
health and discuss whether the level of practice transformation necessary to achieve this 
assumption is realistic by FY 2018-19. 

 
17 In Phase II of the ACC, if a Regional Accountable Entity (RAE) does not do something they are 

contracted to do, what is the recourse? For example, what happens if a RAE does not provide 
for clients to access mental health services? 

 
18 How will Phase II of the ACC address access to behavioral health services for people dually 

diagnosed, for example with an intellectual and developmental disability and a behavioral health 
issue? Specifically, how will the language on page 23 (3.3.13.2.1) of the RFP be applied when 
there is trouble identifying a payment source for inpatient admissions? 

 
19 How will Phase II of the ACC address access to care and care coordination for people involved 

in the criminal justice system? What performance payments, if any, will be focused on services 
for this population? 

 
20 How did the Department arrive at the proposed per member per month rate for Phase II of the 

ACC?  
 

21 What happens if a large, for-profit provider (e.g. United, Molina, Centene) wins the bid to be the 
RAE for multiple regions, or for the entire state, and expects each region to stand on its own 
and contribute to their bottom line? 

 
3:00-3:15 BREAK 
 
3:15-3:30 HEPATITIS C AND POTENTIAL REPAYMENT OF CHIPRA BONUS PAYMENTS 

 
22 Please coordinate with the Attorney General’s Office and provide an update on the status of the 

Hepatitis C law suit and the Department’s protest of the federal audit finding that Colorado 
collected too much through CHIPRA bonus payments. If necessary, the JBC will enter an executive 
session for this update. 

 
23 Why did the Department decide to change the prior authorization review criteria for Hepatitis C 

treatment? Why was the General Assembly not consulted, given the magnitude of the dollar 
impact? How does the change meet the JBC’s supplemental criteria?  
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24 How does Colorado’s Medicaid coverage of Hepatitis C compare to coverage provided by the 
Colorado Department of Corrections? 

 
25 How does Colorado’s Medicaid coverage of Hepatitis C compare to other state Medicaid 

programs and to private insurance? Are there consistent policies within the state and across the 
country regarding Hepatitis C treatment? 

 
26 What are the key drugs involved in the treatment of Hepatitis C? Do any of them have generic 

alternatives? For those currently without generic alternatives, when will generics be available? Is 
it possible to purchase the drugs for less cost through foreign markets? 

 
27 How did the Department arrive at the estimate that it would cost another $550.6 million total 

funds, including $131.4 million General Fund, after drug rebates to serve all Medicaid clients 
with Hepatitis C? Is there corroborating evidence from other sources to support this estimate? 

 
3:30-4:00 HOSPITAL PAYMENTS AND PRIVATE INSURANCE COSTS 
 
28 How many other states use provider fees similar to Colorado’s Hospital Provider Fee? Compare 

the magnitude of provider fees in other states with Colorado’s Hospital Provider Fee. Is 
Colorado’s reliance on the Hospital Provider Fee excessive compared to other states? 
 

29 Please estimate the impact of the Governor’s proposed $195.0 million restriction on Hospital 
Provider Fee revenues by hospital. If necessary, use the FY 2016-17 distribution formula to 
estimate the fiscal impact and provide a new estimate when the FY 2017-18 distribution formula 
is available. What was the impact of the FY 2016-17 restriction on Hospital Provider Fee 
revenues by hospital? 

 
30 What communication has the Department had with hospitals regarding the proposed restriction? 

Please summarize the feedback the Department has received from hospitals about how this will 
affect their operations. 

 
31 What effect will the proposed restriction have on cost shifting to private insurance? What was 

the effect of the FY 2016-17 restriction on cost shifting? 
 

32 The Department’s 2016 annual report on the Hospital Provider Fee indicated an overall 
payment to cost ratio for hospitals of 1.07 for CY 2014. Can the Department provide an update 
of this ratio for CY 2015 in advance of the 2017 annual report in order to inform the hearing 
discussion? Can the Department estimate the ratio by hospital? Is the payment to cost ratio 
lower for rural hospitals? 
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33 What is the Department doing to address the shifting of hospital costs from Medicaid to other 
insurers, including efforts to improve performance and contain costs? Will there be performance 
payments for hospitals, through the ACC or otherwise? 

 
34 What does the Department believe should be done to address the high cost of insurance on the 

western slope and other rural parts of the state? 
 

35 Is the Department seeing disparities in cost and utilization within the Medicaid program similar 
to the disparities observed in private insurance between the western slope and other rural areas 
versus the rest of the state? 

 
4:00-4:15 FORECAST TRENDS 

 
36 Please describe major changes in Medicaid eligibility criteria in the last ten years and provide a 

timeline for when the changes were implemented. 
 

37 How have the major changes in Medicaid eligibility criteria affected expenditures? Is the S.B. 13-
200 expansion in conjunction with the Affordable Care Act (ACA) a major driver of recent 
increases in General Fund expenditures? Who would lose coverage if the ACA expansion were 
rolled back? 

 
38 If somebody seeking health insurance through the exchange is determined eligible for Medicaid, 

can they purchase insurance through the exchange? Would they qualify for a tax credit? 
 

39 What are the Department’s expectations for employment in Colorado and how are those 
expectations influencing the Medicaid enrollment forecast? 

 
40 What services does Colorado Medicaid cover in excess of federal minimum standards? 

 
41 Within the services covered by Colorado Medicaid, what is the potential for reducing 

expenditures by imposing limits on utilization or on specific treatments when less costly 
alternatives are available? 

a. What sorts of utilization and treatment limits does the Department already impose? 
b. How can Colorado Medicaid members find about their coverage limits? 
c. Describe the procedures used by the Department to develop the limits. 

 
42 What is the Department’s projection of the percentage of the Medicaid population composed of 

people with disabilities and people who are elderly (JBC members have heard conflicting reports 
of 10 percent and 12 percent)? What portion of expenditures is driven by people with disabilities 
and people who are elderly? 
 

43 Please provide a chart showing comprehensive Medicaid per capita expenditures by population 
over time. The JBC staff briefing included a chart on page 8 showing per capita expenditures for 
people with disabilities, people who are elderly, adults, children, and the overall Medicaid 
population. However, because this chart was limited to expenditures from the Medical Services 
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Premiums line item, it did not include expenditures from some other significant sections of the 
budget, such as services for people with intellectual and developmental disabilities and 
behavioral health. JBC members would like a variation of the chart that includes all Medicaid 
services. 

 
44 Compare per capita expenditures for Medicaid and the Children’s Basic Health Plan (CHP+). 

Which program is more cost effective, and why? How much do the premium and copay 
requirements defray the cost of CHP+ compared to Medicaid? 

 
4:15-4:30 PROVIDER RATES 

 
45 Many of the Medicaid rates analyzed by the Department in response to S.B. 15-228 are 

significantly below the benchmark. Why isn’t the Department proposing rate adjustments to 
address the low level of funding? 

 
46 In particular, why are Medicaid rates for non-emergent medical transportation and emergency 

medical transportation so low compared to the benchmarks? What are the ramifications for local 
government costs to backfill insufficient Medicaid funding? How will the sufficiency of rates for 
non-emergent medical transportation be affected by increases in the minimum wage required by 
Amendment 70? 

 
47 Is the broker model for non-emergent medical transportation reliable and effective? 

a. What steps has the Department taken to investigate complaints about unreliable service 
and resolve the issues? 

b. Does the Department feel that the vendor is responsive to complaints? 
c. Does the Department have the necessary authority to hold the vendor accountable? 
d. What performance criteria are built into the vendor contract, and are there financial 

incentives tied to performance? 
e. Would there be benefits to local governments opting out of the broker model and 

working directly with transportation providers? 
 

48 Please provide an update on the status of provider rate increases approved by the General 
Assembly in prior years. Are there any provider rate increases still pending approval from 
Centers for Medicare and Medicaid Services? 

 
49 Should personal care and homemaker rates be increased due to increases in the minimum wage 

required by Amendment 70? 
 
50 Please provide some background for why the Department is limiting coverage of physical and 

occupational therapy to 12 hours per year. Does the limit apply to all Medicaid populations and 
circumstances, or are there exceptions for people enrolled in a waiver or for “medical necessity”? 
What is the logic behind limiting coverage of physical and occupational therapy? 

 
51 Are payment policies for the Program for All-inclusive Care for the Elderly (PACE) creating a 

disincentive for people to use home health services? 
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4:30-4:45 PROGRAM FOR ALL-INCLUSIVE CARE FOR THE ELDERLY (PACE) 

 
52 What is driving the growth in PACE utilization? Is it a result of new facilities in Montrose, 

Colorado Springs, and Boulder? 
 

53 How does the PACE program fit in with the Accountable Care Collaborative? 
 

54 Is the PACE program cost effective? What is the Department doing to improve the 
performance of the PACE program? 

 
55 Please provide an update on the implementation status of S.B. 16-199, including the 

development of an actuarially sound upper payment limit methodology. 
 

4:45-5:00 MISCELLANEOUS OTHER ISSUES 
 
56 What caused the delay in implementation of the new Medicaid Management Information System 

(MMIS)? What are the major cost drivers behind R8 MMIS Operations? How has the Department 
coordinated with Governor’s Office of Information Technology (OIT) to design the project and 
minimize delays and cost overruns? 
 

57 Why did the Department change the name of Colorado’s Medicaid program to Health First 
Colorado? How much did it cost and where did the Department get the money? Who made the 
decision and why was the General Assembly not consulted? 

 
58 Is equitable disbursement of funds and subsequent delivery of services to all residents part of the 

Department’s mission? If so, how is the Department ensuring the equitable and fair 
disbursement of public funds to all residents of the state? 

 
ADDENDUM: OTHER QUESTIONS FOR WHICH SOLELY WRITTEN RESPONSES ARE REQUESTED  
 
1 Provide a list of any legislation that the Department has:  (a) not implemented, or (b) partially 

implemented.  Explain why the Department has not implemented or has only partially 
implemented the legislation on this list. Please explain any problems the Department is having 
implementing any legislation and any suggestions you have to modify legislation.  
 

2 If the Department receives federal funds of any type, please respond to the following: 
a. Please provide a detailed description of any federal sanctions or potential sanctions for state 

activities of which the Department is already aware.  In addition, please provide a detailed 
description of any sanctions that MAY be issued against the Department by the federal 
government during FFY 2016-17. 

b. Are expecting any changes in federal funding with the passage of the FFY 2016-17 federal 
budget?  If yes, in which programs, and what is the match requirement for each of the 
programs?   
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3 Does the Department have any HIGH PRIORITY OUTSTANDING recommendations as 
identified in the "Annual Report of Audit Recommendations Not Fully Implemented" that was 
published by the State Auditor's Office and dated June 30, 2016 (link below)? What is the 
department doing to resolve the HIGH PRIORITY OUTSTANDING recommendations? 
 
http://leg.colorado.gov/sites/default/files/documents/audits/1667s_annual_report_-
_status_of_outstanding_recommendations_1.pdf 
 

4 Is the department spending money on public awareness campaigns?  What are these campaigns, 
what is the goal of the messaging, what is the cost of the campaign? Please distinguish between 
paid media and earned media. Do you have any indications or metrics regarding effectiveness? 
How is the department working with other state or federal departments to coordinate the 
campaigns? 
 

5 Based on the Department’s most recent available record, what is the FTE vacancy and turnover 
rate by department and by division? To what does the Department attribute this 
turnover/vacancy?  
 

6 For FY 2015-16, do any line items in your Department have reversions?  If so, which line items, 
which programs within each line item, and for what amounts (by fund source)?  What are the 
reasons for each reversion?  Do you anticipate any reversions in FY 2016-17?  If yes, in which 
programs and line items do you anticipate these reversions occurring?  How much and in which 
fund sources do you anticipate the reversion being? 
 

7 [Background Information: For FY 2017-18, the Department of Law has submitted a request to 
change the calculation of legal services appropriations as well as the monthly billing system for 
legal services provided to state agencies. Specifically, the proposal would: 1) calculate the number 
of budgeted legal services hours for each agency as the average of actual usage in the prior three 
years; 2) include a two-year average of “additional litigation costs” such as court reporting, travel 
for depositions, expert witness costs, etc., in the appropriation for legal services (these costs are 
not currently included in the appropriation and are often absorbed from other personal services 
and operating expenses line items); and 3) convert from monthly billing based on the actual 
hours of service provided to monthly billing based on twelve equal installments to fully spend 
each client agency’s appropriation.]  
 
Please discuss your agency’s position on the Department of Law’s proposed changes to the legal 
services system, including the potential impacts of the changes on your agency budget. That is, 
does your department support the proposed changes? How would you expect the changes to 
positively or negatively impact your department? Please explain. 
 

8 What is the expected impact of Amendment 70 (minimum wage increase) on Department 
programs? Please address impacts related to state personnel, contracts, and providers of services.  
 

9 Please provide an update on the Department’s status, concerns, and plans of action for 
increasing levels of cybersecurity, including existing programs and resources. How does the 
Department work with the Cybersecurity Center in the Office of Information Technology? 

http://leg.colorado.gov/sites/default/files/documents/audits/1667s_annual_report_-_status_of_outstanding_recommendations_1.pdf
http://leg.colorado.gov/sites/default/files/documents/audits/1667s_annual_report_-_status_of_outstanding_recommendations_1.pdf
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10 Is the SMART Act an effective performance management and improvement tool for your 

Department? What other tools are you using? Do your performance tools inform your budget 
requests? If so, in what way?  
 

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

12 What has the department done to decrease red tape and make the department more 
navigable/easy to access?  
 

13 What is the number one customer service complaint the department receives? What is the 
department doing to address it?  
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Colorado Commission on Family Medicine 

Training Family Physicians for the State’s Health Care Needs 
 
Presenters: 

• Suzanne Bragg-Gamble, Congressional District 7 Representative, COFM Board 
• Janell Wozniak, M.D., Director, Fort Collins Family Medicine Residency, CAFMR Chair 
• Kim Marvel, Ph.D., Executive Director, COFM/CAFMR 

 
The Commission on Family Medicine supports the training of family physicians in Colorado. 
 
Colorado has a shortage of primary care physicians (PCPs), especially in rural areas. 

• The Colorado Health Institute identified wide regional variation in the primary care workforce, 
requiring an additional 258 PCPs in nine regions of the state; 34 of 64 counties are short PCPs. 

• The Graham Center reported Colorado needs 444 additional PCPs to maintain current rates of 
utilization. 

 
The General Assembly has committed funds to increase the training of family physicians.  Beginning in 
2013, additional state funds have enabled the residency programs to expand the number of family physicians 
being trained and to place them in areas of highest need: rural and underserved communities. 
 
State funds are matched by federal Medicaid dollars, effectively doubling the state investment. 
 
In the 2016-17 fiscal year, state funding for training family physicians in Colorado (allocated to the 
Commission on Family Medicine) is divided into three areas: 
 
Base Funding: ($1,180,914) 

• These funds are distributed directly from HCPF to the nine family medicine residency programs.  
• The funds are used for training expenses, especially to advance team-based care and care 

coordination within the Patient-Centered Medical Home model. 
• The family medicine residencies depend on state funding, in combination with patient care revenue 

and federal Medicare GME funds, to pay the expenses of training family physicians. 
 
Rural Training Programs: ($1,509,473) 

• Rural training programs have been established in Alamosa, Fort Morgan, and Sterling. 
• The Alamosa and Sterling programs started training residents July, 2016; the Fort Morgan program 

will begin training residents July, 2017. 
• These programs will graduate six family physicians each year (two per program), graduates of rural 

programs are much more likely to practice in rural areas. 
• These programs are dependent on state funding. 
• Rural training programs are long-term investments that require sustained funding. 
• A rural “pipeline” is used by recruiting medical students with rural backgrounds and those 

participating in the rural tracks of the University of Colorado and Rocky Vista University. 
 

Adding training positions in existing family medicine residency programs: ($1,366,323) 
• Using state funds, five family medicine residency programs each added one more training position. 
• The five additional trainees started July 2016.  
• Trainees in these new positions commit to practice in rural/undeserved locations in the state for three 

years following graduation. 
• In return, the graduates will receive a loan repayment award. 
• In June 2016, graduates who received the loan repayment awards are providing care for underserved 

patients at Clinica Family Health Clinics in Layfette and Westminster and Sunrise Clinic in Evans. 
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*State funds ($4,056,710) are matched by federal Medicaid funds ($4,088,478) 
 
Results of recent increases in state funding for training family physicians: 

• This year, the total number of family physicians in residency training increased from 204 to 213. 
• By 2019, the number of family physicians graduating each year will increase from 68 to 79. 
• The additional graduates will help ease the shortage of primary care physicians in rural and 

underserved areas of the state because the added graduates have loan repayment commitments or are 
training in rural communities. 

 
Importance of sustained funding to build the primary care physician workforce: 

• Recent funding increases to expand residency training are long-term investments that require 
sustained funding. 

• Base funding: The base funding has enabled the nine residency programs to produce 68 highly 
qualified family physicians capable of team-based, integrated, coordinated care for patients and 
families.  Over the past 5 years: 

o 62% of graduating residents stayed in the state. 
o 43% of graduates that stayed in Colorado practice in rural or underserved communities. 

• Rural training programs (will add 6 more graduates per year): The timeline to develop rural training 
programs is 3-4 years; ongoing funds are necessary to maintain the programs. 

o Development: To find appropriate rural communities; become accredited; recruit students. 
o Maintenance: State funds combined with patient care revenue allow programs to continue. 

• Additional positions (will add 5 more graduates per year): Funding is required for a minimum of 
three years to complete at least one cycle of trainees to the point of graduation. 

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

 Academic Year  Number in training Graduates per year 
2015-2016:   204   68 
2016-2017:   213   68 
2017-2018:   224   68 
2018-2019:   235   77 
2019-2020:   237   79 
 

• Ongoing funding will be required to maintain the increased numbers of graduates after 2020; 
eliminating the current state funding will return productivity to 2015-2016 levels. 

Rural 
Training 

Programs 
37% 

Base 
Funding 

29% 

Additional 
Training 
Positions 

34% 

2016-2017 COFM Funding* 
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DEPARTMENT OF HEALTH CARE POLICY AND FINANCING 

FY 2017-18 JOINT BUDGET COMMITTEE HEARING AGENDA 

Wednesday, December 14, 2016 

1:30 p.m. – 5:00 p.m. 

1:30-1:45 Commission on Family Medicine 

1:45-2:00 Introductions and Opening Remarks 

HCPF Presenters: 

Susan Birch, Executive Director 

Tom Massey, Deputy Executive Director 

Gretchen Hammer, Medicaid Director 

Dr. Judy Zerzan, Chief Medical Officer 

John Bartholomew, Chief Financial Officer 

Chris Underwood, Health Information Office Director 

Josh Block, Budget Director 

2:00-2:30 Planning for Potential Changes to Federal Policy 

1. Describe the Department’s planning efforts for potential changes in federal policy regarding

the Medicaid and Children’s Basic Health Plan (CHP+) programs as a result of the new federal

administration.

RESPONSE 

As the Joint Budget Committee has acknowledged, there is a great deal of uncertainty about potential 

changes in federal policy regarding Medicaid and the Children’s Health Insurance Program (known as  

Child Health Plan Plus in Colorado).    The Department is following developments at the federal level 

closely but the size and scope of potential changes to Medicaid are too unclear at this point to allow 

detailed planning on all of the possible scenarios.   

While there is not consensus at the federal level about how to move forward with repeal and/or replacement 

of the Affordable Care Act, the Department has begun thinking through the potential opportunities and 

challenges that could accompany different proposals.   

The Department is closely tracking information on changes to the foundational structure of the Medicaid 

program such as eligibility criteria and federal financing, including the proposals to create block grants or 

per capita financing mechanisms.  The Department is also tracking information on potential changes to other 

provisions that have changed benefits within the Medicaid program, allowed for innovation and changed 

administrative procedures. 
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Many of the proposals for changes to Medicaid include changes of federal rules and requirements with the 

goal of allowing states more flexibility in program design.  As more details about proposals become available, 

the Department will use established processes, hearings, and meetings to communicate with all stakeholders 

and is committed to engaging in dialogue with both the Joint Budget Committee and our committees of 

reference.          

 

2. How quickly might federal policy changes be implemented and require a response from 

Colorado?  

 

RESPONSE 

The timing of changes on the federal level is one of the biggest unknowns. Legislation to repeal the 

Affordable Care Act could happen quickly but include a lengthy phase out. House Speaker Ryan’s proposal 

“A Better Way” which was released in June 2016, would change Medicaid financing to a block grant or per 

capita cap structure beginning in 2019.  Changes to some parts of the Affordable Care Act could be passed 

by both chambers of Congress using a budget reconciliation process and that process could begin shortly 

after the president-elect is inaugurated.  However, repeal of the parts of Affordable Care Act that cannot be 

done through reconciliation would require the regular federal legislative process and would take longer to 

negotiate and pass.   

The timelines for implementing federal policy changes, including statutory and regulatory changes, vary 

wildly.  If federal legislation is passed, the Centers for Medicare and Medicaid Services (CMS) would be 

required to initiate federal rulemaking. The federal Administrative Procedure Act (APA) governs the process 

by which federal agencies develop and issue regulations. It includes requirements for publishing notices of 

proposed and final rulemaking in the Federal Register, and provides opportunities for the public to comment 

on notices of proposed rulemaking.1  

The formal rulemaking process requires a notice of proposed rulemaking; a public comment period (generally 

60 days, but often much longer depending on the scope and complexity of the proposed rule); a post-comment 

period where the agency conducts a comment analysis and decides whether to issue a new or modified 

proposal; and the published final rule. Final federal rules are generally effective no less than 30 days after 

publication in the Federal Register. Effective dates are often delayed 60-180 days and sometimes much 

longer, depending on scope, complexity, and public input. 

Once new federal laws and regulations were in place, the General Assembly may have to consider legislation 

to align with federal requirements.  The timeline for this would require alignment with the calendar of the 

General Assembly. 

The state process for implementing federal and state policy change is dictated by regulation for the 

submission, discussion and approval of State Plan Amendments (SPAs) and waiver amendments. This 

process is lengthy and must be followed exactly. The formal process requires approval for submission by the 

                                                 
1 5 U.S.C. § 551(a). 
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Medicaid Director, Tribal consultation, public notice, CMS review, a 90-day approval clock and 

opportunities for CMS to request additional information from the Department which stops the 90-day 

approval clock. More detailed information about these requirements are included in Appendix A.  

 

3. Please respond specifically to the following scenarios: 

a. How would a federal repeal of the Affordable Care Act affect Colorado? How should 

Colorado respond to such a scenario? Would Colorado need to pass legislation to reduce 

eligibility in this scenario? 

RESPONSE 

Federal Repeal of the Affordable Care Act 

A federal repeal of the Affordable Care Act (ACA) would affect Colorado in a number of ways. However, 

prior attempts by Congress to repeal the ACA did not repeal every provision, and there is significant 

uncertainty about what provisions may remain in place, if any.  Therefore, the Department cannot fully 

determine how a federal repeal of the ACA would affect Colorado.  In all cases, there are operational and 

policy considerations regarding the federal statutory framework, program eligibility, benefits and financing. 

Below are some of the major provisions affecting Medicaid and the Children’s Health Insurance Plan (CHIP) 

that would impact Colorado if the ACA were repealed. 

Children’s Coverage 

Children’s eligibility under Medicaid was increased to a uniform percentage of the federal poverty level 

under the ACA and children that moved from the Children’s Health Insurance Plan (CHIP)2 to Medicaid as 

a result of this change received the higher CHIP federal matching percentage (FMAP).  The continued 

financing and authorization of CHIP is also included in the ACA.  A complete repeal of the ACA could 

eliminate federal financing for Colorado’s CHIP program entirely; if so, 137,135 children and pregnant 

women would lose coverage in FY 2017-18.   

Adult Medicaid Coverage Expansion and Federal Matching Percentage 

Changes to the ACA’s coverage expansion provisions could remove the new eligibility pathway created for 

adults and Colorado’s former foster care youth up to the age of 26 and/or change the federal financial 

participation for services for these individuals.  A complete repeal of the ACA would require Colorado to 

either find an alternative funding source for an estimated 446,962 adults, or eliminate coverage for these 

individuals entirely, in FY 2017-18.   

Changes to Home and Community-based Services (HCBS) 

The ACA authorizes the Community First Choice Option for Medicaid programs. Colorado is actively 

engaged with stakeholders on a path forward with Community First Choice; a complete repeal of the ACA 

could stop work on this item entirely.   

                                                 
2 Referred to as the Child Health Plan Plus, or CHP+, in Colorado. 
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Medicaid and Medicare Intersections 

The ACA created the Medicare-Medicaid Coordination Office (MMCO), in order to bring together Medicare 

and Medicaid to more effectively integrate benefits, and improve the coordination between the Federal 

Government and states to enhance access to quality services for individuals who are enrolled in both 

programs.  This federal administrative structure and associated demonstrations have created opportunities for 

more partnership in managing the care of individuals covered by both Medicare and Medicaid.  In addition, 

states continue to manage the growth in premiums and cost sharing for some Medicare enrollees.  A complete 

repeal of the ACA would eliminate the MMCO, which would make it harder to integrate Medicare and 

Medicaid services, and reduce the pace at which care delivery and payment reforms can be implemented. 

Modified Adjusted Gross Income (MAGI) Eligibility Standard 

The ACA established new rules for determining income-based eligibility. A complete repeal of the ACA 

would return Medicaid programs to more complex eligibility processing rules, necessitating significant 

changes to the state eligibility system, training to county and other eligibility workers, and other 

administrative changes and costs.   

Preventive Services 

The ACA incorporated preventive services into the Medicaid benefit providing states with additional 

flexibility in their benefit design around preventive services. The ACA also established a 1 percentage point 

increase in the federal medical assistance percentage for the cost of certain preventive services.  A complete 

repeal of the ACA would eliminate this federal funding, and reduce coverage requirements for a large number 

of preventive services, such as genetic testing for breast cancer.   

Innovation 

Many provisions in the ACA support delivery system and payment reform innovation including the State 

Innovation Model, waivers and new authorities for services especially focused on behavioral health and 

substance use disorder. A complete repeal of the ACA could eliminate this authority and remove federal 

support for delivery system and payment reform innovation. 

Prescription Drug Rebates 

The ACA required pharmaceutical manufacturers to provide rebates for drugs dispensed to Medicaid 

beneficiaries receiving care from a managed care organization (MCO). A complete repeal of the ACA could 

increase the total cost paid by Medicaid programs for prescription drugs.   

Hospital Financing 

The ACA contained provisions to reduce Disproportionate Share Hospital (DSH) payments due to increased 

coverage by individuals.  Since the ACA, five laws have amended the DSH reductions. Under current law, 

the Medicaid DSH reductions are to be in effect for federal fiscal years 2018 through 2025.  Given the 

subsequent action by Congress, it is unclear how an ACA repeal would affect DSH funding. 

Program Integrity Provisions 

States have made changes in their program integrity approaches, processes and systems to comply with 

requirements under the ACA.  A complete repeal of the ACA could eliminate program integrity provisions 
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such as the Medicaid Quality Measurement Program, which may reduce the federal government’s ability to 

help reduce fraud, waste, and abuse, ultimately leading to increased costs. 

How should Colorado respond to such a scenario?  

Any suggested response to ACA repeal is completely dependent on the details of a repeal bill and would be 

speculative. The Department would work closely with the General Assembly and engage in extensive 

dialogue with legislators and stakeholders. 

Would Colorado need to pass legislation to reduce eligibility in this scenario? 

Colorado’s eligibility for Medicaid is dictated by various sections of state statute. As details of potential 

federal reforms emerge the Department would work closely with the General Assembly on any necessary 

statute changes. 

b. If federal Medicaid funding were block granted, providing states with flexibility to 

design their own programs, but federal funding for Colorado was reduced by 20 percent, 

how should Colorado respond to such a scenario? 

RESPONSE 

The Department cannot provide a specific recommendation as to how the Colorado Medical Assistance Act 

should change under a block grant proposal, as any recommendation necessarily depends on the terms and 

conditions of the block grant. It is not clear that a block grant would provide additional flexibility for the 

state.  Block grants establish a base year financing amount for each state and then a fixed rate of growth for 

federal spending.  Congress could impose different types of restrictions; for example, the federal government 

could set a limit on how much to pay states per enrollee, or how much total federal funding can be spent 

without regard to how it is spent. Without knowing how a base year or per enrollee amount would be 

established, what the rate of growth would be, what changes to eligibility would be required, and what, if 

any, payments would be excluded from the calculation of the federal allotment, it is not possible to provide 

a detailed analysis of the impact.   

For reference, a 20 percent reduction in federal funding for Medicaid in FY 2017-18 would be a loss of 

approximately $1.1 billion, or 11.9 percent of the Department’s total appropriation. To understand the scale 

of a reduction of this magnitude, the Department spends approximately $1.1 billion on each of the following 

combinations of services and eligibility categories: 

 The entire Behavioral Services program and all Home and Community Based Services waiver 

services for people with intellectual and developmental disabilities; 

 All Medicaid eligible children; 

 All Medicaid eligible parents and caretakers, and all pregnant adults; 

 All Home and Community Based Services for people without intellectual and developmental 

disabilities and the Program of All-Inclusive Care for the Elderly; 

 The entire dental, laboratory, durable medical equipment, and prescription drug benefits.   



14-Dec-2016  6 HCPF – EDO Hearing 

Realistically, a 20 percent reduction in federal funding could only be achieved with a combination of 

substantial cuts to eligibility, benefits and provider payments.  The Department would work closely with the 

General Assembly and engage in extensive dialogue with legislators and stakeholders around how to make 

those reductions.   

4. The Department’s forecast assumes that the Children’s Basic Health Plan (CHP+) will receive 

an 88 percent federal match through state fiscal year 2017-18, but federal budget authority for 

the program expires September 2017. What are the Department’s contingency 

recommendations in the event federal funding is not extended, or extended at a significantly 

lower match rate? Do state statutes need to be amended to allow for these contingencies? 

 

RESPONSE 

Due to the uncertainty of whether Congress will extend federal financing for the Children’s Health Insurance 

Program (CHIP) beyond September 30, 2017, the Department has been evaluating how potential changes 

would impact the children and pregnant women currently covered and financed by the Children’s Health 

Insurance Program. The Department has researched policy issues and coverage options, held stakeholder 

meetings to discuss policy goals and coverage options and to gather feedback, and examined the fiscal 

implications of different scenarios.  

The Department estimates that federal CHIP (Title XXI) funding will cover an estimated 137,135 low-income 

children and pregnant women in FY 2017-18. The following chart shows the distinct populations that are 

financed by federal CHIP funding, the caseload estimate, the authorizing statute, the state funding source and 

the federal match rate. 

Medicaid and CHP+ Populations Funded with Title XXI Federal Funding 

Population FY 2017-18 

Caseload 

Estimate 

Authorizing Statute State 

Funding 

Source 

FMAP 

Rate 

Medicaid SB 11-008 

Eligible Children 

Ages 6-18, 100%-

133% FPL1 

71,890 25.5-5-101 (1), C.R.S.  

(m) Children under the age of nineteen who meet the eligibility 

criteria pursuant to section 1902 (a) (10) (A) of the federal “Social 

Security Act.” 

General 

Fund 

88% 

Medicaid SB 11-250 

Eligible Pregnant 

Adults, 133%-185% 

FPL 

1,988 25.5-5-201 (1), C.R.S. 

(m.5) Pregnant women, whose family income does not exceed one 

hundred eighty-five percent of the federal poverty line, adjusted 

for family size. 

General 

Fund 

88% 

CHP+ Children, 0%-

205% FPL 

41,826 25.5-8-103 (4), C.R.S. 

(a)(I) A person who is less than nineteen years of age, whose 

family income does not exceed two hundred fifty percent of the 

federal poverty line, adjusted for family size. 

CHP+ 

Trust 

Fund 

88% 

CHP+ Prenatal, 0%-

205% FPL 

260 25.5-8-103 (4), C.R.S. 

(b)(I) A pregnant woman whose family income does not exceed 

CHP+ 

Trust 

Fund 

88% 
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Medicaid and CHP+ Populations Funded with Title XXI Federal Funding 

Population FY 2017-18 

Caseload 

Estimate 

Authorizing Statute State 

Funding 

Source 

FMAP 

Rate 

two hundred fifty percent of the federal poverty line, adjusted for 

family size, and who is not eligible for Medicaid. 

CHP+ Children, 

206%-250% FPL 

20,596 25.5-8-103 (4), C.R.S. 

(a)(I) A person who is less than nineteen years of age, whose 

family income does not exceed two hundred fifty percent of the 

federal poverty line, adjusted for family size. 

(a)(II) Notwithstanding the provisions of subparagraph (I) of this 

paragraph (a), if the moneys in the hospital provider fee cash fund 

established pursuant to section 25.5-4-402.3 (4), together with the 

corresponding federal matching funds, are insufficient to fully 

fund all of the purposes described in section 25.5-4-402.3 (4) (b), 

after receiving recommendations from the hospital provider fee 

oversight and advisory board established pursuant to section 25.5-

4-402.3 (6), for persons less than nineteen years of age, the state 

board may by rule adopted pursuant to the provisions of section 

25.5-4-402.3 (5) (b) (III) reduce the percentage of the federal 

poverty line to below two hundred fifty percent, but the percentage 

shall not be reduced to below two hundred five percent. 

Hospital 

Provider 

Fee 

88% 

CHP+ Prenatal, 

206%-250% FPL 

575 25.5-8-103 (4), C.R.S. 

(b)(I) A pregnant woman whose family income does not exceed 

two hundred fifty percent of the federal poverty line, adjusted for 

family size, and who is not eligible for Medicaid. 

(b)(II) Notwithstanding the provisions of subparagraph (I) of this 

paragraph (b), if the moneys in the hospital provider fee cash fund 

established pursuant to section 25.5-4-402.3 (4), together with the 

corresponding federal matching funds, are insufficient to fully 

fund all of the purposes described in section 25.5-4-402.3 (4) (b), 

after receiving recommendations from the hospital provider fee 

oversight and advisory board established pursuant to section 25.5-

4-402.3 (6), for pregnant women, the state board by rule adopted 

pursuant to the provisions of section 25.5-4-402.3 (5) (b) (III) may 

reduce the percentage of the federal poverty line to below two 

hundred fifty percent, but the percentage shall not be reduced to 

below two hundred five percent. 

Hospital 

Provider 

Fee 

88% 

1 The CHP+ Trust Fund may be used for the state share for this population per 25.5-8-105 (8) C.R.S. 

 

Given the high federal financial investment through the CHIP program, an elimination of federal funding or 

a change to a lower match rate would have significant implications for each population.  Congress may not 

make decisions regarding CHIP funding until after the 2017 Colorado legislative session.  Contingency 

legislation may be needed in the 2017 legislative session to ensure Colorado is able to act to maintain 

coverage for populations currently financed by CHIP until the General Assembly is able to reconvene for the 

2018 legislative session, at which time the General Assembly would be able to change statute to align with 

the policy goals of the state and any federal financing changes. The Department looks forward to working 
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with members of the Joint Budget Committee to develop the contingency concepts and corresponding 

legislation during this session.   

5. What elements of the Department’s FY 2017-18 budget request are driven by the need to 

comply with a federal regulation? Should the General Assembly hold off on funding these 

elements of the request, since federal policies may change under the new administration? 

 

RESPONSE 

The Department has identified the following elements of the November 1, 2016 request that are driven by a 

need to come into compliance with a federal regulation.  The Department does not believe that the General 

Assembly should hold off on funding any of these requests without further action from the federal 

government to change regulations.  Until that time, the Department must continue to come into compliance 

with the regulations or risk disallowance of federal funding. 

In addition, the Department’s requests do not touch on items that are specific to the Affordable Care Act.  If 

federal law changes, the Department would provide, if necessary, revisions and additional information on an 

as-needed basis at that time. 

Co-pay 5 percent of Income 

The Department has been out of compliance with 42 CFR § 447.56, which states that co-pays cannot exceed 

5 percent of a Medicaid member’s income. The new Medicaid Management Information System (MMIS), 

which will be implemented March 1, 2017, must demonstrate compliance with this rule; the current MMIS 

is unable to take the 5 percent cap into consideration, causing some members to pay over the cap. The new 

system will prevent members from paying co-pays that exceed 5 percent of their household income, and as a 

result, the Department will need to reimburse providers for the full cost of the service without subtracting a 

co-pay for these members. The impact to the increased expenditure on services is reflected in R-1 “Medical 

Services Premiums,” and the administrative impact of notifying members when they have reached the limit 

is requested in R-8 “Medicaid Management Information System.” 

 

Home Health Final Rule (Location Expansion) 

As part of 42 CFR § 440 “Face-to-Face Requirements for Home Health Services; Policy Changes and 

Clarifications Related to Home Health,” CMS specified that states may not restrict beneficiaries from 

receiving home health services in any setting in which normal life activities take place. The Department 

included an adjustment in R-1, “Medical Services Premiums” to account for an increase in utilization due to 

members desiring to receive additional home health services in the community. The Department must 

demonstrate compliance with this rule by July 1, 2017. 

 

Managed Care Regulations 

The Department anticipates a drop of approximately 4 percent in behavioral health capitation rates from FY 

2016-17 to FY 2017-18 due to new federal managed care regulations. In FY 2017-18, federal regulations 

require the Department to set an actuarially certified rate point, rather than negotiating a rate within the 

actuarially certified rate range. The Department expects this point to be lower than the FY 2016-17 rate by 

approximately 4 percent, since the FY 2016-17 rate is near the top of the rate range. Therefore, the 
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Department expects another reduction in the behavioral health capitation rate in FY 2017-18, and the effects 

of that reduction are accounted for in R-6, “Delivery System and Payment Reform.” 

 

 

Medicaid Management Information System 

The Department is requesting funding to complete the reprocurement and implementation of the new MMIS 

in R-8, “Medicaid Management Information System.” The new MMIS is a standard upgrade to an aging 

system and is required to process fiscal agent services as stated in Section 1903(r) of the Social Security Act.  

 

Performance Improvement Plans 

In R-13 “Quality of Care and Performance Improvement Projects,” the Department’s request includes 

funding for performance improvement plans (PIPs) that are required under federal regulation at 42 CFR § 

438.330(a)(2), which states that “CMS may specify performance measures and PIPs which must be included 

in standard measures identified and PIPs required by the state” and 42 CFR § 438.330(d) which adds that the 

state must require managed care organizations to conduct performance improvement projects, including any 

performance improvement projects required by CMS that focus on both clinical and nonclinical areas.   

 

Medicare Modernization Act State Contribution Payment 

The R-4 “Medicare Modernization Act State Contribution Payment” request addresses the state’s payment 

of its portion of the Medicare Part D prescription-drug benefit. This payment is required by the Medicaid 

Modernization Act of 2003, with the Medicare Part D prescription drug benefit state contribution beginning 

in 2006. 

   

Asset Verification Program 

The R-7 “Oversight of State Resources” requests funding for the Federal Supplemental Appropriations Act 

which modifies section 1940 of the Social Security Act and requires every state to create a Medicaid Asset 

Verification Program (AVP) that automatically and electronically verifies the liquid assets of applicants who 

have disabilities, are aged, or blind for Medicaid.  

 

Indian Health Services Coordination 

The R-7 “Oversight of State Resources” requests funding to take advantage of federal guidance on claiming 

for medical services provided to American Indian and Alaska Natives outside of an Indian Health Facility. 

In a letter dated February 26, 2016, CMS issued guidance to state Medicaid agencies clarifying that American 

Indian/Alaska native Medicaid members’ claims could receive 100 percent federal funding if those services 

were coordinated through IHS, even if the services were not provided at an IHS facility. 

 

Long-Term Care Utilization Management 

The R-9 “Long-Term Care Utilization Management” requests funding to move a number of activities to a 

Quality Improvement Organization in order to receive enhanced federal funding. Because LTC UM activities 

are not currently being performed through an external Quality Improvement Organization contract, the 

Department is not able to secure an enhanced 75 percent federal financial participation (FFP) rate for 

administrative costs as allowed by 42 CFR § 433.15.  

   



14-Dec-2016  10 HCPF – EDO Hearing 

Additionally, a number of initiatives within this request would allow the Department to better be in 

compliance with federal requirements within the Home and Community Based Services waivers or other 

federal regulations. These initiatives include: 

 Critical Incident Reporting and Monitoring - As defined in CMS’ Home and Community Based 

Services waiver technical guide (Appendix G), an effective incident management system entails 

oversight to make sure that applicable policies and procedures are followed for reporting critical 

incidents or events and that necessary follow-up is conducted on a timely basis. 

 Over Cost Containment Reviews - The Medicaid section 1915(c) waiver authority allows states 

to use a range of cost-containment strategies to meet federal cost neutrality requirements. The 

federal cost neutrality requirement is that average annual per participant waiver plus state plan 

expenditure not exceed average per participant spending if services were provided in an 

institutional setting under the state plan absent the waiver. 

 Post Eligibility Treatment of Income/Incurred Medical Expenses Reviews - 42 CFR § 435.725 

allows incurred medical expenses (IME) not paid by a third party to be deducted from an 

individual’s income. In order to monitor Incurred Medical Expenses, all expenses in excess of 

$400 per calendar year must be prior authorized by the Department or its designee. 

 Post Payment Review - The Department is required to conduct post payment reviews to provide 

CMS with required assurances regarding financial accountability and programmatic oversight for 

HCBS waiver programs through 42 CFR § 456.23. 

 Quality Improvement Strategy - The Department received written instructions from CMS on June 

27, 2016 that a plan of correction will be put into place for the Developmental Disabilities Waiver 

(HCBS-DD) and the Supported Living Services (HCBS-SLS) waivers due to deficiencies in its 

Quality Improvement Strategy (QIS) remediation efforts. According to 42 CFR § 441.302 the QIS 

process requires the Department to research the reasons for variations in utilization of services, 

such as if a member’s condition improves and the Single Entry Point is not notified until the 

member’s next annual Continued Stay Review so no PAR adjustments are made. Staff are 

required to do a review in order to make adjustments for underutilization to ensure CMS 

compliance. 

 Case Management Agency Operational Audits - Pursuant to section 42 CFR § 431.60, the 

Department is federally required to conduct on-site audits of all case management agencies on a 

rotating four-year cycle to ensure they meet all operational requirements. 

 

2:30-3:00 Accountable Care Collaborative  and Related Payment 

  Reforms in R6 Delivery System and Payment Reforms 

 

 

6. Why is Larimer County being included in Region 1 with all the Western Slope counties for 

purposes of the Accountable Care Collaborative? How will this affect the financing for 

behavioral health services and the financial viability of behavioral health service providers? 

 

RESPONSE 

https://www.medicaid.gov/medicaid-chip-program-information/by-topics/waivers/downloads/technical-guidance.pdf
https://www.medicaid.gov/medicaid-chip-program-information/by-topics/waivers/downloads/technical-guidance.pdf
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Larimer County has been part of Region 1 since the Accountable Care Collaborative originated in 2011. In 

order to continue promoting and supporting local and regional solutions to the delivery of health care services 

for Medicaid members in the next iteration of the Accountable Care Collaborative, the Department decided 

to retain the current seven region structure of the Accountable Care Collaborative instead of moving to the 

larger five region structure of the current Behavioral Health Organizations. There were only two counties 

from the Behavioral Health Organization regional map that did not align with the Accountable Care 

Collaborative map: Larimer County and Elbert County. 

To guide the Department’s decision about the appropriate regional assignment of Larimer County and Elbert 

County for the next phase of the Accountable Care Collaborative, the Department held four stakeholder 

meetings in Fort Collins, Greeley, Kiowa, and Loveland during July 2015. The conversations regarding the 

placement of Larimer County did not reveal any significant factors for or against changing the regional 

assignment of Larimer County. 

In addition, the Department reviewed claims data to understand utilization and referral patterns in Larimer to 

help make the final decision. The findings were: 

 Utilization and referral patterns indicated that the majority of services are provided within Region 1. 

 Population growth predictions support expansion toward the western part of the county, supporting 

continued participation in Region 1. 

Based on infrastructure established in Larimer County, assessment of the criteria established by the 

Accountable Care Collaborative Program Improvement Advisory Committee (see below), utilization 

patterns, and feedback regarding concerns about disrupting established provider and care coordination 

relationships, the Department decided to keep Larimer County within Region 1. 

Financing of Behavioral Health 

While the decision to retain Larimer County in Region 1 does move some of the behavioral health capitation 

payment from one regional contractor to another, this should not negatively impact the viability of behavioral 

health providers in the region. Behavioral health providers will be paid for the delivery of services covered 

under the Capitated Behavioral Health Benefit through arrangements with the Regional Accountable Entity 

as currently occurs today with the Behavioral Health Organizations. Capitation rates will continue to be set 

in a manner that reflects the costs incurred by behavioral health providers, specifically community mental 

health centers, as is required in state statute.  Capitation rates are required, both under federal regulations and 

state statute, to be sufficient to support access to all services covered under the capitation payment.   

The Regional Accountable Entity in Region 2 will have lower member enrollment than the current Behavioral 

Health Organization serving the region; however, the member enrollment will be greater than historical levels 

prior to Medicaid expansion and will be larger than many other Medicaid managed care plans in Colorado.  

As part of the Accountable Care Collaborative draft request for proposals, the Department has already issued 

draft rates for the region that have been certified by an actuary.  These points indicate that the changing of 

regional composition will allow for financially viable managed care entities. 
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Accountable Care Collaborative Program Improvement Advisory Committee Criteria for Regional 

Map 

The Department brought the conversation regarding the regional maps for the next iteration of the 

Accountable Care Collaborative to the Program Improvement Advisory Committee beginning in January 

2015. Program Improvement Advisory Committee members were asked to rank in order of priority a list of 

11 factors. The list of factors in order from highest priority to lowest priority is below. 

1. Alignment with existing member utilization / care patterns 

2. Alignment with referral patterns among providers 

3. Current Regional Care Collaborative Organization  regions 

4. Current Behavioral Health Organization (BHO) regions 

5. Consideration of Community Mental Health Center (CMHC) catchment areas 

6. Consideration of Federally-Qualified Health Center (FQHC) locations 

7. Consideration of other existing community resources 

8. Alignment with local public health agencies 

9. Alignment with Insurance Geographical Rating Areas 

10. Consideration of Community Centered Boards (CCB) catchment areas 

11. Consideration of Single Entry Point (SEP) catchment areas 

In addition, the Provider and Community Issues Subcommittee (a subcommittee of the Program Improvement 

Advisory Committee) developed a list of map revision principles to guide the Department’s decision. The 

principles were that any maps should: 

 Be patient centric. 

 Strive for administrative simplification and increased efficiencies for the Department and Primary 

Care Medical Providers. 

 Be data driven/rely on predictive modeling. 

 Enhance behavioral health integration and move towards aligning Regional Care Collaborative 

Organizations and Behavioral Health Organizations. 

 Preserve the investment the State of Colorado has made in creating care coordination relationships, 

local capacity, and infrastructure. 

 Strive to leverage other systems of care. 

 Be supported by a robust cost/benefit analysis of the changes being made. 

 

7. What public feedback has the Department received on Phase II of the Accountable Care 

Collaborative? What proposed changes that have emerged through the feedback process have 

and have not been accommodated and why? 

 

RESPONSE 

The Department released the draft request for proposals for the Accountable Care Collaborative Phase II on 

November 4, 2016. The content of the request for proposals was driven by an extensive stakeholder process 
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that began in spring 2014. The process to design the next phase of the Accountable Care Collaborative has 

involved more than 60 stakeholder meetings, a strategic vision process in all of the regions, a request for 

information, the release of a concept paper, and regular policy discussions with the Accountable Care 

Collaborative Program Improvement Advisory Committee and its subcommittees. 

Since the release of the draft request for proposals (RFP), the Department has completed 15 of 19 scheduled 

stakeholder meetings across the state to solicit comments on the RFP. The Department is requesting that all 

stakeholders provide their comments by January 13, 2017, using an online form. The Department is in the 

middle of the public comment period and will not make any final policy decisions on changes to the RFP 

until all of the stakeholder meetings are completed and the public comment period has concluded. 

Submitted comments will be posted on the Department’s website. 

 

8. Are the objectives of Phase II of the Accountable Care Collaborative measurable and how is 

the Department going to assess the efficacy of the program? 

 

RESPONSE 

The objectives for the next phase of the Accountable Care Collaborative are the programmatic goals that 

describe the key changes to the health care delivery system that will occur during the contract period. While 

the objectives are measurable to an extent, not all of them can be measured using quantitative data. As with 

the first phase of the Accountable Care Collaborative, the efficacy of the program in Phase II will be measured 

utilizing multiple strategies. 

Pay for Performance 

The Department will monitor and report measures on which the Regional Accountable Entities will be able 

to earn performance payments for both capitated and non-capitated portions of the program. Examples of 

these measures include: total cost of care, well visits for all populations and ages, and readmission to a 

hospital within 7, 30, and 90 days of a hospitalization for a behavioral health condition. 

 

Public Reporting 

The Department will monitor and publically post the Regional Accountable Entity’s performance on key 

health and cost measures in three categories: 

 

 Clinical measures, such as the national Healthcare Effectiveness Data and Information Set (HEDIS) 

measures, the Centers for Medicare and Medicaid Services Core Measure Set, and measures used in 

other state and federal initiatives, such as the State Innovation Model and Comprehensive Primary 

Care program. 

 Public health measures, such as low birth weight, that are broader in focus in which the Regional 

Accountable Entities play a critical but not determinative role in effecting change. 

 Member experience measures, such as the national Consumer Assessment of Healthcare Providers 

and Systems, the National Core Indicators developed by developmental disabilities agencies, and the 

Office of Behavioral Health’s ECHO Survey for Behavioral Health. 
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Contractor Deliverables 

One of the Department’s primary tools for measuring progress in the program is through contract deliverables 

that capture information on member engagement, member grievances, provider support and payment, 

population health management, and other aspects of the contractor’s activities.  

 

Program Improvement Advisory Committee 

To capture the member, provider, and community experience of the Accountable Care Collaborative, the 

Department has established a multidisciplinary advisory committee. This committee provides valuable 

insight into how the program is actually being implemented and helps guide the work of the Department and 

the Regional Accountable Entities. 

 

External Quality Review 

The Department will conduct an external independent site review at least one time annually for each of the 

Regional Accountable Entities to monitor contracted activities. The site review results in a formal report and 

may include a corrective action plan, as necessary. 

 

Legislative Request for Information Report 

The Department provides a report to the Joint Budget Committee on an annual basis describing how many 

Medicaid members are enrolled in the program, the current administrative fees and costs for the program, 

and performance results with an emphasis on the fiscal impact. 

 

All of these approaches help the Department assess the efficacy of the program. In addition, these approaches 

help the Department identify local innovations that can be implemented more broadly through the 

Accountable Care Collaborative, systems-level obstacles and barriers that the Department may need to 

address through other policies, and aspects of the program that need to be corrected as they are not achieving 

the intended goals or have created unintended consequences for providers and/or members.  

In addition to the Department methods to measure the efficacy of the program, the Accountable Care 

Collaborative has been the subject of an external evaluation funded by two local foundations.  This evaluation 

has been conducted by the researchers at the Colorado School of Public Health and the TriWest Group.  They 

have included quantitative analysis of data, and provider and member interviews.  Findings from these 

evaluations have been critical to understanding the performance of the program.  

 

9. Phase II of the Accountable Care Collaborative puts significant emphasis on the integration of 

behavioral health. Why isn’t there a similar emphasis on the integration of long-term services 

and supports? Is the Department missing an opportunity to increase cost avoidance by not 

focusing more on long-term services and supports? 

RESPONSE 
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Individuals receiving long-term services and supports are currently part of the Accountable Care 

Collaborative and will continue to be part of the program in the future. The Regional Accountable Entities 

will be accountable for coordinating State Plan services and behavioral health services for individuals 

receiving long-term services supports. In addition, the Regional Accountable Entities will be responsible for 

complementing the activities of individuals’ existing long-term services and supports case managers and 

providers to ensure a comprehensive approach to care. In fact, the federal authority the Department is 

pursuing to implement the Accountable Care Collaborative specifically references “coordination with long-

term services and supports systems/providers.” 

The future vision of the Accountable Care Collaborative includes greater integration of long-term services 

and supports. The Department is currently pursuing significant transformation to long-term services and 

supports that have implications for accessing, coordinating and delivering services, such as implementing the 

federal requirements for conflict-free case management as described in a plan provided to the General 

Assembly earlier this year.  Due to this transformational work, the Department wants to have time to plan 

and implement these system enhancements in a way that leads to greater alignment or merging of the 

Accountable Care Collaborative and long-term services and supports systems. The Department is consciously 

staging and structuring changes to the delivery system to avoid major disruptions that could be harmful for 

members or providers.  

In the meantime, the Office of Community Living and Accountable Care Collaborative staff are working 

together and identifying opportunities where the Accountable Care Collaborative may be able to play a role 

in the long-term services and supports system redesign. This process resulted in two components being 

included in the Accountable Care Collaborative draft request for proposal: Pre-Admission Screening and 

Resident Review (PASRR) and the brokering of case management as a means of complying with the new 

federal conflict-free case management regulations. 

The Department is currently achieving cost-savings for individuals receiving long-term services and supports 

and expects these savings to continue and most likely increase during the next phase of the Accountable Care 

Collaborative. Extensive analysis by the Department and the Department’s actuaries has shown that, even 

with an enhanced per-member per-month payment, there are significant savings from enrolling Medicare-

Medicaid Program members into the Accountable Care Collaborative through the Accountable Care 

Collaborative: Medicare-Medicaid Program.  Specifically, the care coordination in the Accountable Care 

Collaborative is expected to delay the time in which Medicare-Medicaid Program members  are in need of 

nursing facility level of care, thereby reducing the Department’s long-term services and supports costs.  These 

savings are built into the Department’s November budget request for Medical Services Premiums (R-1).  A 

recent evaluation of the Accountable Care Collaborative by the University of Colorado School of Medicine 

released October 31, 2016 found evidence that the Accountable Care Collaborative saved approximately 

$120 per-member per-month for Medicare-Medicaid enrollees. While additional cost savings are highly 

likely through the integration of long-term services and supports with the Accountable Care Collaborative, 

the Department feels that the risks to the health and well-being of individuals receiving long-term services 

and supports is too great at this time to pursue more significant integration. 



14-Dec-2016  16 HCPF – EDO Hearing 

 

10. What is the experience of other states with programs similar to the Accountable Care 

Collaborative? Provide some background and history on where the concepts that inform the 

Accountable Care Collaborative and the changes proposed in Phase II originated. 

 

RESPONSE 

Currently, nine states have implemented Medicaid Accountable Care Organization (ACO) programs: 

Colorado, Illinois, Maine, New Jersey, New York, Oregon, Rhode Island, Utah, and Vermont.  To share 

experiences and lessons learned with these other states, Colorado participated in the Center for Health Care 

Strategies Medicaid ACO Learning Collaborative. This opportunity provided Colorado with insights and 

lessons learned from other states concerning different ACO model designs.  

In addition to the Medicaid ACO Learning Collaborative, Colorado has participated in many of these 

conversations with other states, including the National Academy for State Health Policy discussions on 

payment reform, integrated care, and health homes, as well as the National Governor’s Association Policy 

Academy for High Need, High Cost Medicaid enrollees. 

The building blocks of the Colorado Medicaid Accountable Care Collaborative (ACC) were laid nearly two 

decades ago in 1997 when the General Assembly passed a statute allowing primary care case management.   

The SB 06-208 Blue Ribbon Commission on Health Care Reform laid out policy recommendations to control 

costs and increase health care coverage.  Finally, in 2007, the General Assembly passed legislation that 

created primary care medical homes for children and paid for them differently. All these pieces led to the 

proposal for a medical home model for all Medicaid members that was named the Accountable Care 

Collaborative. In 2009, the Joint Budget Committee approved that proposal and members were enrolled 

starting in 2011.   

Colorado’s Accountable Care Collaborative was created to improve health outcomes while also controlling 

costs. The program is built on the principle of a patient-centered medical home, administered by regional 

care coordinating entities and driven by data informed decision making. 

Colorado’s current regional structure is unique in that it is utilizes a variety of local and community-based 

organizations that are paid a per-member per-month payment. This is different than other ACO models, for 

example, Oregon’s Coordinated Care Organizations are payer-led and operate within a fixed global budget, 

while Maine, Vermont, New Jersey, Illinois and Iowa have provider-led ACO entities.  

While ACO models vary by state, one common goal is to connect Medicaid members to a medical home, 

promoting direct relationships between patient and providers to help improve coordination of care and reduce 

duplicative services. More than three quarters of Colorado’s Accountable Care Collaborative members are 

now connected to a medical home.   

In order to achieve the goals of better care, better health and lower costs, ACOs need responsibility for both 

physical and behavioral health. Studies show many individuals with behavioral health conditions are treated 

in a medical setting rather than in a behavioral health setting. Untreated behavioral health conditions are 
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associated with significantly increased health care costs, especially for those with chronic conditions.   States, 

including Colorado, recognize the need to provide whole-person care, and are moving to integrate their 

behavioral and physical health systems to accomplish this.  

Many of the concepts for the second phase of the Accountable Care Collaborative evolved from the 

experience of the first phase of the Accountable Care Collaborative and are designed to enhance and 

strengthen the medical home model, provide for and support greater integration of behavioral and physical 

health care, and enhance the focus and support for the medical neighborhood and broader community.  The 

process to design the next phase of the Accountable Care Collaborative has involved more than 60 

stakeholder meetings, a strategic vision process in all of the regions, a request for information, the release of 

a concept paper, and regular policy discussions with the Accountable Care Collaborative Program 

Improvement Advisory Committee and its subcommittees. 

 

11. Would federal block grant funding of Medicaid and a loosening of federal regulations change 

any of the Department’s thinking on the design of Phase II of the Accountable Care 

Collaborative? 

RESPONSE 

No, the Accountable Care Collaborative is the most effective way to improve health and reduce health care 

spending growth. In the event that federal funding and regulations are changed, the delivery system and 

payment reform initiatives proposed in the next phase of the Accountable Care Collaborative become even 

more urgent. The Department’s proposals for integration of care and payment reform are critical components 

of improving the health status of many Medicaid members. Without meaningful progress towards care 

integration and payment reform, it is much more likely that any federal fund reductions or limitations will 

require rate reductions or benefit restrictions.   

 

12. Describe the governance structure for the various payment reforms proposed in R6 Delivery 

System and Payment Reforms. Who will decide the performance criteria and how much to award 

based on performance? How often will the performance criteria and payments be amended, 

and what will be the process for approving amendments? How will the Department handle 

complaints about the appropriateness of the performance criteria, or accuracy of the 

performance measurements? 

 

RESPONSE 

In the Department’s November 1, 2016 Budget Request R-6, Delivery System and Payment Reforms, the 

Department is proposing payment reforms that will tie payment to increased value for quality primary and 

behavioral health care.  The Department will make the final decision on the performance criteria and amount 

to award based on performance to ensure the approach is directly aligned with federal and state laws and 

regulations. In making these decisions, the Department will work closely with members, providers and 

vendors to guarantee an informed approach that drives efficiency, quality and value for services delivered. 

The Department has engaged with partners for years in both formal and informal settings.  Formal groups 
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include the Accountable Care Collaborative Program Improvement Advisory Committee (PIAC); the 

Behavioral Health Quality Improvement Committee (BQuIC); and the Medical Quality Improvement 

Committee (MQuIC).  These committee meetings are open to the public and are instrumental in program 

design.  

The PIAC has provided guidance and recommendations to the Department on many program and policy 

decisions related to operating the ACC, including payment reform initiatives.  The PIAC has provided input 

on the proposed Primary Care Alternative Payment Methodology and the Enhanced Primary Care Medical 

Provider program (a current incentive program). The latter was developed in close consultation with the 

PIAC, and the Department is incorporating performance criteria from it into the proposed Alternative 

Payment Methodology. 

The BQuIC and MQuIC are standing forums through which stakeholders engage with the Department on 

program and performance activities. The Department has used these committees to discuss quality 

improvement and performance measurement criteria, auditing guidelines, new managed care regulations, 

health outcome surveys, and performance improvement projects.   

To determine performance criteria, payments and evaluation as it pertains to primary care reforms in R-6, the 

Department has formed workgroups consisting primarily of primary care providers and staff to 

collaboratively develop practice criteria, qualification assessment, program measurement, payment, and 

member attribution.  These workgroups will also help ensure the framework developed aligns with existing 

measurement efforts including Medicare’s Comprehensive Primary Care Plus initiative, the State Innovation 

Model grant and the Medicare Access and CHIP Reauthorization Act of 2015, to the extent possible.  This is 

to reduce the burden to providers of operating within multiple payment frameworks. 

A parallel process of stakeholder engagement exists for behavioral health reforms.  The Department has 

partnered with the behavioral health community and other state agencies to develop a state-wide quality 

strategy that will improve access and quality consistent with national standards recognized in the Certified 

Community Behavioral Health Center Demonstration.   

The Department is committed to working collaboratively with established committees as well as with 

workgroup members to monitor and evaluate performance criteria, payments and the approach to ensure 

operational success. As part of this collaborative process, the Department will assess whether amendments 

to performance criteria and payments are needed and will work with the committees and workgroups to 

develop the initial criteria and payments. When issues and challenges are identified and complaints are 

reported, the Department will work with vendors and also within the established committee and workgroup 

structures to develop a solution and assess whether amendments and changes are needed, and if those changes 

align with national guidelines.  

 

13. What is the Department doing to involve the committees of reference in the design of Phase II 

of the Accountable Care Collaborative and of the payment reforms proposed in R6 Delivery 

System and Payment Reforms? Why are these initiatives not specifically referenced in statute, 

and should they be in statute? 
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RESPONSE 

The Department has worked to engage members of the committees of reference on Phase II of the 

Accountable Care Collaborative (ACC) in four ways:  

1. 2016 Summer and Fall Legislator Outreach Meetings 

Early this summer the Department’s Legislative Liaison reached out to each member of the 

Department’s committees of reference and other legislators interested in the Accountable Care 

Collaborative to schedule one-on-one meetings with the Medicaid Director to discuss Phase II. While 

not all legislators responded, the Department’s Medicaid Director and Legislative Liaison met with 

10 legislators to discuss Phase II. Once the 2017 committee assignments were finalized on December 

7, 2016, the Department’s Legislative Liaison reached out to each new member of the committees to 

schedule meetings with the Medicaid Director on Phase II of the Accountable Care Collaborative.  

   

2. Presentations to Committees of Reference  

The Department presented on Phase II of the Accountable Care Collaborative at last year’s SMART 

Act Presentation before the committees of reference. The Department has included an update on the 

ACC’s cost containment and health outcome results in every SMART Act Presentation since 2012.   

 

3. Creation of Quarterly HCPF Update and Legislative Resource Center 

In an effort to improve communications to the General Assembly, the Department created a quarterly 

electronic newsletter for interested legislators that launched in August, and developed a Legislative 

Resource Center on the Department’s website with links to reports, fact sheets, and important updates. 

The Department included updates on Phase II in the August and November newsletters.    

 

4. Invitations to Accountable Care Collaborative Phase II Draft Request For Proposals Statewide 

Tour  

The Department invited legislators to 16 meetings across the state and three webinars where 

Department staff presented on the draft request for proposal of Phase II of the Accountable Care 

Collaborative. The Department announced the statewide tour to legislators in the November 

newsletter and followed up with some legislators by email. The Department’s website has a recording 

of one of the webinars.    

The foundation for the Accountable Care Collaborative currently exists in state statute. There is both broad 

authority for a statewide managed care system established in 25.5-1-205, 25.5-5-401.5, 25.5-5-402, 25.5-5-

407, C.R.S., and in specific legislation like HB 12-1281 that directs the Department to innovate around 

payment to reduce costs and improve member health.  The Department believes there is significant benefit 

to the current statutory flexibility, and that rigidly defined delivery system structures and payment 

methodologies in statute limit our ability to make to make continuous improvement in response to outcome 

metrics and provider and stakeholder concerns. 

The Department needs the ability to nimbly adapt these initiatives in response to provider feedback and the 

changing federal landscape.  For example, the design of the alternative payment methodology (APM) for 

https://www.colorado.gov/hcpf/legislator-resource-center
https://www.colorado.gov/hcpf/legislator-resource-center
https://www.colorado.gov/pacific/hcpf/accphase2


14-Dec-2016  20 HCPF – EDO Hearing 

primary care requires intensive collaboration with clinicians.  The design and implementation of the APM 

requires the ability to make changes suggested by providers as needed.  Design of the APM must stay in sync 

with federal and other multi-payer initiatives or we risk creating administrative burdens for providers and 

lose opportunities to maximize payment for them.   

The primary care, FQHC, and behavioral health payment reforms were first made public in the Governor’s 

budget presented on November 1, 2016. The Department will be presenting its budget requests and legislative 

agenda to members of the committees of reference for further discussion.  

 

14. Why is mandatory enrollment in the Accountable Care Collaborative beneficial? Who will be 

affected by mandatory enrollment? Will people who object to having their care managed by the 

Accountable Care Collaborative be able to opt out? 

 

RESPONSE 

Mandatory enrollment is not new to Colorado Medicaid.  Currently, all full-benefit Medicaid individuals are 

mandatorily enrolled into the Behavioral Health program.  Under Phase II of the Accountable Care 

Collaborative, one entity will be responsible for the administration of both physical health and behavioral 

health services.  As a result, the Department intends to seek authority to enroll all full-benefit Medicaid 

eligible individuals into the program directly upon Medicaid eligibility determination. 

The benefits of mandatory enrollment can be seen from both an administrative and member care perspective.  

From the member perspective, mandatory enrollment will simplify the onboarding process and allow 

members to benefit from the specialized features of the program immediately upon enrollment.  Members 

will be directly enrolled into the program and assigned to both a Regional Accountable Entity and a medical 

home provider.   The Regional Accountable Entity and the medical home provider will be able to reach out 

to members and more quickly establish a relationship.  The ability to have immediate interaction will be 

particularly beneficial to those who are new to Medicaid, who often need support understanding available 

Medicaid services and how to access services. Mandatory enrollment will also support those with immediate 

needs such as those who are pregnant, those who are transitioning out of institutions such as prisons or jails 

and those who have indicated on the health survey conducted during the enrollment process that they have 

an unmet health care need.  In these instances, proactive support in obtaining medical and behavioral care 

can improve outcomes and member experience.  From an administrative perspective, mandatory enrollment 

makes financial and administrative supports available to providers earlier in the enrollment process and 

minimizes program silos and inefficiencies which often result from the administration of multiple competing 

programs.    

As stated earlier, all full-benefit Medicaid individuals will be affected by mandatory enrollment.  Individuals 

will not have the ability to opt out of the program, but individuals do have choice of medical home and 

behavioral health providers within the program.  The mandatory enrollment policy has been vetted with 

stakeholders.  Stakeholders agreed that this enrollment strategy would allow for better coordination of care 

and innovations in service delivery and member engagement.   
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15. Compare the health characteristics and access to coordinated care of people currently enrolled 

in the Accountable Care Collaborative with those who will be affected by mandatory 

enrollment. With many of the clients affected by mandatory enrollment already receiving some 

help with coordinating their care through sources such as a nursing home or Medicare 

Advantage Plan, why does the Department assume that people added to the Accountable Care 

Collaborative through mandatory enrollment will experience a similar rate of cost avoidance 

as the current Accountable Care Collaborative population? 

 

RESPONSE 

The Department’s current policy is to passively enroll most full-benefit Medicaid members into the 

Accountable Care Collaborative. While there are certain populations that the Department does not actively 

enroll, such as individuals residing in a nursing facility or those in Medicare Advantage Plans, no full-benefit 

Medicaid populations are prohibited from being in the program.  As a result, the Accountable Care 

Collaborative has experience with all full-benefit Medicaid members, including individuals residing in 

nursing facilities and those in Medicare Advantage Plans.  The Department has seen financial and health 

benefits for all of those members and has built its cost avoidance figure based on this experience.   

While nursing facilities provide comprehensive care for their residents, there are a number of opportunities 

where the Accountable Care Collaborative can partner with them to provide additional supports. For example, 

many residents have complex medical needs that result in frequent utilization of the emergency department. 

The Regional Accountable Entity will be able to leverage providers in the medical neighborhood and 

resources in the community to support nursing facilities with expanding access to services and to implement 

emergency room diversion programs.  

Individuals enrolled in Medicare Advantage Plans receive care coordination for the primary health services 

paid for by Medicare. This does not include coordination for the array of important benefits provided through 

Medicaid that are not available through Medicare, such as non-emergency medical transportation, behavioral 

health waiver services, and home and community based waiver services. Medicare Advantage Plans cannot 

manage the delivery of Medicaid benefits, nor are they incentivized to do so. By coordinating Medicaid 

benefits for individuals in Medicare Advantage Plans, the Accountable Care Collaborative can play an 

important role in improving individuals’ health, enabling individuals to reside in the community, delaying or 

avoiding placement in a nursing facility, and reducing overall costs.  

 

16. The Department’s estimate of costs avoided by implementing Phase II of the Accountable Care 

Collaborative assumes that by FY 2018-19 a full 75 percent of members with a serious and 

persistent mental illness (SPMI) or substance use disorder (SUD) will receive care in a setting 

that integrates physical and behavioral health. Describe the current level of integration between 

physical and behavioral health and discuss whether the level of practice transformation 

necessary to achieve this assumption is realistic by FY 2018-19. 

 

RESPONSE 
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The Department supports the provision of care delivered in integrated care settings through both the 

community behavioral health system and the Accountable Care Collaborative (ACC).  There are currently 

some 200 locations where Colorado Medicaid’s community behavioral health system is providing integrated 

primary and behavioral health care services.  In addition, there are many primary care medical providers 

(PCMPs) that have employed behavioral health practitioners or have established relationships with 

behavioral health providers to support integrated care. This year, as part of an Accountable Care 

Collaborative pay-for-performance initiative, 168 practices indicated they provide on-site access to 

behavioral health practitioners.   

In order to increase access to integrated care, several delivery system and payment changes are being 

proposed for Accountable Care Collaborative Phase II.  The first is joining physical health and behavioral 

health benefit administration under one accountable entity. Second is expanding access to low acuity 

behavioral health services by allowing primary care practices to provide and receive reimbursement for 

providing some behavioral health services.  The Department anticipates more Medicaid members will receive 

care in an integrated setting as a result of these changes.   

Increasing access to integrated care through the Accountable Care Collaborative Phase II is closely aligned 

with the goals of the State Innovation Model (SIM). SIM’s goal is to improve the health of Coloradans by 

providing access to integrated physical and behavioral health care services in coordinated systems, with 

value-based payment structures, for 80 percent of Coloradans by 2019.  Over the next several years, SIM will 

provide financial and technical support in the form of toolkits, learning collaborative support and 

dissemination of best practices, to 450 practices.  The Department is providing enhanced payment to 

Accountable Care Collaborative PCMPs participating in SIM.  

Because of the statewide focus on physical and behavioral health integration and the provision of financial 

and technical support from the SIM, Behavioral Health Organizations (BHOs) and the Accountable Care 

Collaborative, the Department believes the assumption of savings in R-6 are a conservative estimate. There 

is a strong body of evidence on the benefits and cost savings related to the provision of integrated care. The 

challenge the Department faced in projecting estimated savings on a population basis was that the cost 

savings literature varied significantly. As the strongest and most consistent research available was based on 

interventions for individuals with serious and persistent mental illness or substance use disorder, the 

Department chose to utilize conservative estimates of these projected savings as a proxy for savings for the 

entire Medicaid population. This seemed the most prudent and defensible approach based on the available 

literature. The Department expects that the cost savings will occur more broadly than just for individuals with 

serious and persistent mental illness. 

Through the implementation of the Accountable Care Collaborative, the Department will continually assess 

and monitor how integration is affecting costs on a broader population level. This will be done through 

reporting on multiple measures, including total cost of care and the percentage of members who access 

behavioral health services through primary care or through the Capitated Behavioral Health Benefit. 
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17. In Phase II of the Accountable Care Collaborative, if a Regional Accountable Entity  does not 

do something they are contracted to do, what is the recourse? For example, what happens if a 

Regional Accountable Entity does not provide for members to access mental health services? 

 

RESPONSE 

The Department's contracts with vendors consist of both a scope of work and standard terms and conditions.  

The scope of work is specific to each contract and for the Regional Accountable Entities will align with the 

activities outlined in the Accountable Care Collaborative Request for Proposals.  The contract terms and 

conditions identify state and federal requirements for all vendors including enforcement mechanisms to 

ensure compliance.  Enforcement mechanisms within the terms and conditions allow for progression of 

enforcement, from corrective action up to and including termination of a contract. 

The Department employs contract managers who are responsible for monitoring the performance of 

contractors. For Accountable Care Collaborative Phase II, as with current contracts, the contract managers 

will be responsible for activities such as monitoring access standards, tracking practice transformation 

activities, reviewing member materials, and reviewing and approving (or not approving) submitted 

deliverables.  Contract managers also meet regularly with their contractors, attend audit reviews, and travel 

to the region to visit contracted providers and other community partners.  For non-compliance, contract 

managers work with the vendor to develop a solution. If the solution is not satisfactory to the Department or 

there is continued non-compliance, the Department will develop a formal corrective action plan and, when 

necessary, use the progressive enforcement levers articulated in the base contract.   

The current request for proposals has an entire section – Section 5.15 as drafted – that addresses compliance 

with program rules, contract requirements, and state and federal regulations. 

Specific to the example in the question, Section 5.7 of the draft request for proposals has network and access 

standards for all providers, including behavioral health providers.  The RAE will be required to comply with 

time and distance standards articulated in Section 5.7.4.9 and with timeliness standards in 5.7.4.13.5.  

Subsequent sections require actions such as the use of out-of-network providers and financial incentives to 

ensure network access.  Finally, the RAEs will be required to develop a Network Adequacy Plan and provide 

quarterly network adequacy reports to the Department.   

In the event the Department identifies access issues, Department staff will follow the compliance monitoring 

procedures articulated above and ensure the contractor pursues use of out-of-network providers and financial 

incentives as required.  
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18. How will Phase II of the Accountable Care Collaborative address access to behavioral health 

services for people dually diagnosed, for example with an intellectual and developmental 

disability and a behavioral health issue? Specifically, how will the language on page 23 

(3.3.13.2.1) of the request for proposals be applied when there is trouble identifying a payment 

source for inpatient admissions? 

 

RESPONSE 

Behavioral Health Services for People Dually Diagnosed 

Under the capitated behavioral health benefit in Phase II, the Regional Accountable Entity will be responsible 

for ensuring access to care for all individuals in need of medically necessary contractually covered mental 

health and substance use disorder services, including individuals with intellectual and developmental 

disabilities. That said, the capitated behavioral health benefit does not include behavioral services covered in 

1915(c) waivers or outside the scope of contractually obligated services for individuals with intellectual and 

developmental disabilities.  

The Department is aware of the challenges individuals with intellectual and developmental disabilities 

currently face in accessing appropriate mental health and substance use disorder services, as well as the 

complexities of providing the most appropriate care to these individuals. Addressing the current gaps in 

services for individuals with intellectual and developmental disabilities requires complex system changes as 

the problem is multi-faceted and includes: fragmentation of accountability and service delivery programs; 

limited workforce with appropriate skills to serve these individuals; and limits on services available through 

the 1915(c) waivers. The Department is currently implementing recommendations from the Regional Center 

Task Force to identify potential solutions for improving services for individuals with intellectual and 

developmental disabilities.  

In addition, the Department is conducting a cross-system crisis response pilot program, authorized through 

HB 15-1368, to better understand the gaps in service between individuals’ long-term services and supports 

and behavioral and mental health care. Learnings from the pilot will inform efforts to better integrate 

behavioral and mental health support through both the Accountable Care Collaborative and the long-term 

services and supports system. The Department has contracted with an actuarial firm to explore financial 

models for executing next steps identified by HB 15-1368 and discussed by the Regional Center Task Force. 

While these activities are being implemented and the Department and its stakeholders identify the key lessons 

learned, the Accountable Care Collaborative will increase coordination with long-term services and support 

case management agencies and providers to meet individuals’ needs and develop innovative solutions. There 

are local innovations already occurring in pockets throughout the state. The Accountable Care Collaborative 

is designed so that the Regional Accountable Entities have more flexibility to support local initiatives 

designed to improve individuals’ health and experience of care. As more is learned from local and state 

innovations, the Department will work to incorporate changes into the Accountable Care Collaborative and 

long-term services and support system. 
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Inpatient Admissions 

As the majority of behavioral services are covered through a capitated benefit, the Department must provide 

clear guidance regarding the criteria for when services are to be paid through the capitation or fee for service. 

The managed care entity needs guidelines regarding what they are at risk for managing and what falls outside 

of their financial responsibility. For a behavioral health benefit, the presence of a covered diagnosis is a 

common factor for determining if a service should be reimbursed through the capitation.   

Because of the high cost of inpatient hospitalizations and the risk posed to the managed care organizations, 

the Department has retained the requirement that the Regional Accountable Entity is “financially responsible 

for the hospital stay when the member’s primary diagnosis is a covered psychiatric diagnosis.” If the 

member’s primary diagnosis is something other than a covered psychiatric diagnosis, the Regional 

Accountable Entity is not financially responsible for the inpatient services. The Department understands this 

does not fully address the concerns of individuals with intellectual and developmental disabilities. It would 

require changes in spending authority to change the parameters of the current Capitated Behavioral Health 

Benefit and other programs in order to more fully cover inpatient psychiatric services and address other gaps 

in the delivery of behavioral health services for individuals with intellectual and developmental disabilities.  

 

19. How will Phase II of the Accountable Care Collaborative address access to care and care 

coordination for people involved in the criminal justice system? What performance payments, 

if any, will be focused on services for this population? 

 

RESPONSE 

One of the primary policy changes being implemented in Accountable Care Collaborative Phase II is 

mandatory enrollment.  As described in the response to question 14, this approach means that members will 

be enrolled immediately into the Accountable Care Collaborative.  From the member perspective, including 

those who are involved in the criminal justice system, mandatory enrollment will simplify the onboarding 

process and allow members to benefit from the specialized features of the program immediately upon 

enrollment.  Members will be directly enrolled into the program and assigned to both a Regional Accountable 

Entity and a medical home provider.   The Regional Accountable Entity and the medical home provider will 

be able to reach out to members and more quickly establish a relationship. Mandatory enrollment will support 

those with immediate needs such as those who are transitioning out of prisons or jails.  In these instances, 

proactive support in obtaining medical and behavioral health care can improve outcomes and member 

experience.   

There are other components of Accountable Care Collaborative Phase II that will support people involved in 

the criminal justice system.  For example, the draft request for proposals has requirements that the Regional 

Accountable Entity develop a population health management strategy.  This strategy will include a 

stratification methodology; description of interventions; assessment of whether the intervention is an 

evidence-based practice or a promising local initiative; description of who will deliver the intervention; and 

potential outcomes. One required intervention is care coordination; there is a specific requirement at Section 

5.9.3.10 of the draft request for proposals that requires care coordination be provided to members who are 

transitioning out of the criminal justice system.  For these members, the Regional Accountable Entity will be 
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required to designate a staff person to serve as a single point of contact with the different systems and settings; 

provide specific guidance to care coordinators working with this population that will smooth communications 

and ensure coordinated services; and participate in inter-agency workgroups to develop systemic approaches 

to improving services and coordination.   

The Accountable Care Collaborative Phase II also has a stronger focus on the health neighborhood and 

community.  Through these requirements the Regional Accountable Entities will be responsible for 

establishing relationships with economic, social, educational, justice, recreational and other relevant 

organizations to promote the health of local communities and populations. These activities will ensure more 

comprehensive support to those who are involved with the criminal justice system.  

The Department has developed a pay-for-performance program that is designed to drive delivery system 

reforms at a broad level.  Many of these measures, while not specific to the population involved with the 

criminal justice system, monitor health issues associated with the successful transition to the community, 

such as emergency department visits for ambulatory sensitive conditions; wellness visits; behavioral health 

engagement; dental visits; and health neighborhoods.  In addition, each Regional Accountable Entity will be 

required to choose an additional measure from a Department list to address a target population. Some 

Regional Accountable Entities may select a performance measure for this population and the Department 

may utilize the flexible funding pool to focus contractor attention on this population, if determined a 

Department priority.  

The Regional Accountable Entities will also have additional flexibility to increase focus on this population 

through their contracts with network providers and the payment methodology they adopt with their providers.  

For example, the Regional Accountable Entity can develop and implement an incentive program with a 

provider who delivers care to a high number of individuals involved with the criminal justice system to drive 

performance in ways that would improve individuals’ outcomes. 

There is no additional payment for this population; the per-member per-month is paid for all members.  

Currently, the Regional Care Collaborative Organizations which receive the same payment for all members, 

have identified this population as a priority and are working closely with the Behavioral Health Organizations 

(BHOs), the Department of Corrections, and the county jails.  This suggests to the Department that the 

Regional Accountable Entities will seek to build off this work and will prioritize the population regardless 

of additional payment.  

 

20. How did the Department arrive at the proposed per-member per-month rate for Phase II of the 

Accountable Care Collaborative? 

 

RESPONSE 

The administrative per-member per-month (PMPM) rate for the Accountable Care Collaborative Phase II 

reflects a $1.00 increase over the current program PMPM.  The current administrative PMPM to the Regional 

Care Collaborative Organizations was established by comparing non-capitated payments for Department 

programs that were in existence at the start of or just prior to the Accountable Care Collaborative and then 
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adjusting the payment to reflect the Accountable Care Collaborative’ s unique administrative and service 

responsibilities. The Department then validated the payment by comparing it against payments made by other 

states for similar programs. The current Regional Care Collaborative Organizations use this funding to meet 

all required operations of the program and for other regional strategies such as: 

 Supporting primary care providers to deliver enhanced care coordination for members. 

 Advancing practice transformation. 

 Collaborating with community providers and first responders. 

 Incentivizing network performance. 

 Outreaching members by placing a care coordinator in a homeless shelter or hospital. 

 Other specialized approaches designed to meet the unique needs of the region.  

 

The $1.00 increase acknowledges expanded responsibilities above and beyond the current contracts; the 

Regional Accountable Entity will have greater administrative responsibilities to support primary care, 

integrated care, population health management, and interventions that address social determinants of health. 

 

21. What happens if a large, for-profit provider (e.g. United, Molina, Centene) wins the bid to be 

the Regional Accountable Entity for multiple regions, or for the entire state, and expects each 

region to stand on its own and contribute to their bottom line? 

 

RESPONSE 

In the event that a large, for-profit vendor wins the bid to be a Regional Accountable Entity (RAE) for 

multiple regions, the Department will have individual contracts for each region awarded, for a total of seven 

distinct contracts. Rates for each contract must be actuarially certified and the Medical Loss Ratio (MLR) 

requirement will apply for each contract. New requirements regarding financial reporting will also be applied 

individually to each region/contract.   

 

3:00-3:15 Break 

 

3:15-3:30 Hepatitis C and Potential Repayment of CHIPRA Bonus Payments 

 

22. Please coordinate with the Attorney General’s Office and provide an update on the status of the 

Hepatitis C lawsuit and the Department’s protest of the federal audit finding that Colorado 

collected too much through CHIPRA bonus payments. If necessary, the JBC will enter an 

executive session for this update. 

 

RESPONSE   

Cunningham v. Birch, U.S. District Court for District of Colorado (Hepatitis C lawsuit)  
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A motion to dismiss for lack of jurisdiction was filed on November 10, 2016. The motion argues that the 

Plaintiff lacks standing to bring this case. The Plaintiff filed a motion for class certification on October 31, 

2016, which we oppose. The Magistrate Judge has scheduled oral arguments on the motion to dismiss for 

December 22, 2016, and oral arguments on the motion for class certification for December 29, 2016.  

 

HCPF v. CMS, Departmental Appeals Board (CHIPRA) 

In a letter dated September 28, 2016, CMS issued a “management decision” and adopted the Office of the 

Inspector General’s (OIG) findings, but the letter did not appear to be a final decision, nor did it include 

appeal rights. Out of an abundance of caution, an appeal was filed with the Departmental Appeals Board 

(DAB) on October 27, 2016. The DAB issued an Order requiring CMS to file a response by December 9, 

2016 stating its position on whether or not this matter is properly before the DAB. CMS indicated that it will 

file a response stating that it agrees there was no final decision, but that it intends to issue a final appealable 

decision in the near future. To our knowledge, CMS has not sent out final decisions upholding the OIG audit 

findings on this issue in any other state.     

 

23. Why did the Department decide to change the prior authorization review criteria for Hepatitis 

C treatment? Why was the General Assembly not consulted, given the magnitude of the dollar 

impact? How does the change meet the JBC’s supplemental criteria?  

RESPONSE 

Pursuant to federal law (42 U.S.C. 1396r-8) and state rule (10 CCR 2505-10 8.800.16 and 8.800.17), the 

Department reviews every drug class on the Preferred Drug List (PDL), including Hepatitis C drugs, 

annually.  Part of this process involves determining if the prior authorization criteria should be changed and 

in the case of the Hepatitis C drugs, the criteria has changed every year including this year.  The Department 

followed its established process for determining changes to prior authorization criteria when it made changes 

to hepatitis C treatment criteria. Contrary to the statement made during the Joint Budget Committee’s 

Briefing, however, the potential of a lawsuit played no role in the decision.    

The PDL was created by Executive Order in 2007 and has been operational since 2008.  The Department has 

followed the same process since 2008 when making clinically based policy decisions for its pharmacy 

program and those clinical decisions regularly have positive and negative budgetary impacts.  Since 2008, 

the Department has consistently reflected these changes in the budget.  The Department follows the Executive 

Order and its rules for the Preferred Drug List as it makes these clinically based policy decisions.   

 

24. How does Colorado’s Medicaid coverage of Hepatitis C compare to coverage provided by the 

Colorado Department of Corrections? 

RESPONSE 
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The Colorado Department of Corrections (DOC) uses similar strategies to Colorado Medicaid to determine 

drug coverage policies. A pharmacy and therapeutics (P&T) committee reviews the medications to determine 

how they compare to each other and which should be placed on their formulary. 

 

25. How does Colorado’s Medicaid coverage of Hepatitis C compare to other state Medicaid 

programs and to private insurance? Are there consistent policies within the state and across the 

country regarding Hepatitis C treatment? 

RESPONSE 

While Medicaid programs and commercial insurance plans use similar strategies to make coverage decisions, 

there are not consistent policies between Medicaid programs or between commercial insurance programs for 

these drugs or any other drugs.   While all state Medicaid programs and commercial insurance plans must 

comply with the federal and state laws that are applicable to them, there is flexibility in determining drug 

coverage policies.  Medicaid plans and commercial insurance plans independently create their coverage 

criteria.    

Colorado’s Medicaid coverage of Hepatitis C drugs is on par with other Medicaid programs.  It is difficult to 

compare coverage between Medicaid programs and commercial insurance plans due to the differences in the 

financial impact on beneficiaries.  Coverage in a Medicaid program means that the beneficiary pays a small 

co-payment and the rest of the cost is covered by the Medicaid plan.  Commercial insurance plans are 

structured differently in that they typically have multiple tiers of coverage where plan beneficiaries pay 

increasingly larger co-payments depending on which tier applies.  The Hepatitis C drugs tend to be in the 

tiers where the beneficiaries pay a large co-payment.   

 

26. What are the key drugs involved in the treatment of Hepatitis C? Do any of them have generic 

alternatives? For those currently without generic alternatives, when will generics be available? 

Is it possible to purchase the drugs for less cost through foreign markets? 

RESPONSE 

Key Drugs and Generic Alternatives 

The key drugs involved in the treatment of hepatitis C are listed below. There are no generic alternatives 

available in the US currently. Generic availability dates are difficult to predict; however, patent and 

exclusivity information from the FDA website is provided for each drug below:   

 VIEKIRA PAK (ombitasvir/paritaprevir/ritonavir/dasabuvir) 

 19 patents, patent expirations 6/26/2016 – 9/4/2032 

 Exclusivity expiration 4/22/2019 

VIEKIRA XR (ombitasvir/paritaprevir/ritonavir/dasabuvir)  
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 18 patents, patent expirations 7/19/2019 - 9/4/2032 

 Exclusivity expiration 9/19/2019 

EPCLUSA (sofosbuvir/velpatasvir)  

 12 patents, patent expirations 3/21/2028 

 Exclusivity expiration 6/28/2021 

TECHNIVIE (ombitasvir/paritaprevir/ritonavir)  

 19 patents, patent expirations 6/26/2016 – 4/13/2032 

 Exclusivity expiration 7/24/2018 

DAKLINZA (daclatasvir)  

 5 patents, patent expirations 8/8/2027 – 6/13/2031 

 Exclusivity expiration 2/5/2019 

HARVONI (sofosbuvir/ledipasvir)  

 14 patents, patent expirations 3/21/2028 – 12/11/2030 

 Exclusivity expiration 11/12/2018 

OLYSIO (simeprevir)  

 7 patents, patent expirations 5/19/2025 – 9/5/2029 

 6 exclusivity codes, exclusivity expirations 11/5/2017 – 5/20/2019 

SOVALDI (sofosbuvir) 

 8 patents, patent expirations 3/21/2028 - 12/11/2030 

 Exclusivity expiration 12/6/2018 

ZEPATIER (elbasvir/grazoprevir) 

 2 patents, patent expirations 7/24/2029 – 5/4/2031 

 Exclusivity expiration 1/28/2021 

Purchase of Drugs Through Foreign Markets 

Colorado Medicaid does not purchase drugs; rather Medicaid reimburses pharmacies for drugs that they 

purchase and dispense.  Generally, there are restrictions on United States wholesalers and pharmacies 

purchasing, distributing and dispensing drugs from foreign countries.   If the Department is made aware of 

an exception for Hepatitis C drugs, it can review any implications this might have on its reimbursement rates 

for these medications.   
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27. How did the Department arrive at the estimate that it would cost another $550.6 million total 

funds, including $131.4 million General Fund, after drug rebates to serve all Medicaid clients 

with Hepatitis C? Is there corroborating evidence from other sources to support this estimate? 

 

RESPONSE 

The tables below show the Department’s calculations of the estimated costs to treat all current members 

diagnosed with hepatitis C (Table 1), a subset of members who would meet the revised criteria and seek 

treatment (Table 2), and the incremental difference (Table 3).  The incremental difference is the additional 

cost of treating all remaining members diagnosed with hepatitis C and is estimated to cost $550.6 million 

total funds, including $131.4 million General Fund.   

The Department’s estimates are based on an estimated treatment cost for members by fibrosis score.  This is 

calculated using wholesale acquisition costs for the drugs used to treat hepatitis C, weighted by population 

distributions of genotype and fibrosis score.  The Department used the Ipsos Therapy Monitor Study3 for 

January through March 2016 to estimate the distribution of members by fibrosis score and information from 

the study “Distribution of Hepatitis C Virus Genotypes in a Diverse US Integrated Health Care Population”4 

to estimate the distribution of members by genotype.  The Department compared the resulting average 

treatment cost to actual treatment costs for Colorado Medicaid members who have previously received 

treatment to ensure reasonability.  The Department’s total estimated cost is similar in magnitude to state costs 

reported by Washington State for treating Medicaid members for hepatitis C.5 

Table 1: Estimated Cost to Increase Medicaid Coverage of Hepatitis C to All Members Diagnosed with Hepatitis C 

Row Item FY 2016-17 FY 2017-18 Source/Description 

A 

Current Members 

with Hepatitis C 

Diagnosis 

                           14,451                             14,451  

Number of currently eligible Medicaid 

members with at least one hepatitis C 

diagnosis code in the last seven years  

B 

Estimated 

Average 

Treatment Cost 

$87,380.84 $87,380.84 
Based on assumed treatment cost for 

members by fibrosis score 

C 
Total Estimated 

Treatment Costs 
$1,262,740,529 $1,262,740,529 Row A * Row B 

          

D 
Average Rebate 

Percentage 
49.00% 49.00% 

Percentage of actual rebates for all drugs 

received in FY 2015-16 

E 

Implementation 

Timeline 

Adjustment 

70.83% 100.00% 

Assumed implementation date of October 1, 

2016 with 0.5 months of cash flow shifted 

into following year 

F 

Total Estimated 

Treatment Costs 

Adjusted for 

$456,140,924 $643,963,657 Row C * (1 - Row D) * Row E 

                                                 
3 The Ipsos Therapy Monitor Study is a standardized chart audit that records how physicians are managing their patients who have 

chronic hepatitis C. 
4 http://www.ncbi.nlm.nih.gov/pubmed/22997077 
5 http://www.king5.com/news/investigations/side-effects/washington-health-care-authority-spends-over-1-billion-on-

drugs/352019500 

http://www.ncbi.nlm.nih.gov/pubmed/22997077
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Rebate and 

Implementation 

          

G General Fund $108,889,163 $153,725,877 Row F - Row I - Row H 

H Cash Funds $9,452,959 $13,345,354 
Calculated based on cash fund source by 

eligibility group 

I Federal Funds $337,798,802 $476,892,426 
Calculated based on FMAP by eligibility 

group 

     

Table 2: Estimated Cost to Increase Medicaid Coverage of Hepatitis C to Members Diagnosed with Fibrosis Score of 

F2 or Higher, Adjusted for Member Utilization 

Row Item FY 2016-17 FY 2017-18 Source/Description 

A 

Current Members 

with Hepatitis C 

Diagnosis 

                           14,451                             14,451  

Number of currently eligible Medicaid 

members with at least one hepatitis C 

diagnosis code in the last seven years  

B 

Estimated 

Percentage of 

Members with 

Fibrosis Score of 

F2 or Higher 

70.20% 70.20% 
Assumed based on national metrics of 

hepatitis C population breakdown 

C 

Estimated 

Percentage of 

Members Seeking 

Treatment Each 

Year 

20.00% 20.00% 
Based on experience of other state Medicaid 

agencies after opening PAR criteria 

D 

Estimated 

Number of 

Members with 

Fibrosis Score of 

F2 or Higher 

Seeking 

Treatment Each 

Year 

                             2,029                               2,029  Row A * Row B * Row C 

E 

Estimated 

Average 

Treatment Cost 

$90,188.47 $90,188.47 
Based on assumed treatment cost for 

members by fibrosis score 

F 
Total Estimated 

Treatment Costs 
$182,992,402 $182,992,402 Row D * Row E 

          

G 
Average Rebate 

Percentage 
49.00% 49.00% 

Percentage of actual rebates for all drugs 

received in FY 2015-16 

H 

Implementation 

Timeline 

Adjustment 

70.83% 100.00% 

Assumed implementation date of October 1, 

2016 with 0.5 months of cash flow shifted 

into following year 

I 

Total Estimated 

Treatment Costs 

Adjusted for 

Rebate and 

Implementation 

$66,102,514 $93,321,196 Row F * (1 - Row G) * Row H 

          

J General Fund $15,779,877 $22,277,472 Row I - Row L - Row K 

K Cash Funds $1,369,893 $1,933,967 
Calculated based on cash fund source by 

eligibility group 

L Federal Funds $48,952,744 $69,109,757 
Calculated based on FMAP by eligibility 

group 
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Table 3: Incremental Difference for Treating the Remaining Diagnosed Members by Fund Source 

Row Item FY 2016-17 FY 2017-18 Source/Description 

A Total Funds $390,038,410 $550,642,461 Table 1, Row F - Table 2, Row I 

B General Fund $93,109,286 $131,448,405 Table 1, Row G - Table 2, Row J 

C Cash Funds $8,083,066 $11,411,387 Table 1, Row H - Table 2, Row K 

D Federal Funds $288,846,058 $407,782,669 Table 1, Row I - Table 2, Row L 

 

3:30-4:00 Hospital Payments and Private Insurance Costs 

 

28. How many other states use provider fees similar to Colorado’s Hospital Provider Fee? Compare 

the magnitude of provider fees in other states with Colorado’s Hospital Provider Fee. Is 

Colorado’s reliance on the Hospital Provider Fee excessive compared to other states? 

 

RESPONSE 

Colorado’s use of the hospital provider fee is consistent with other states.  Most states utilize hospital provider 

fees to support their Medicaid programs, several other states use provider fees to expand Medicaid coverage, 

and Colorado’s hospital provider fee rate is below the federal limit and below the rate of many other states. 

According to the October 2015 Kaiser Family Foundation report, Medicaid Reforms to Expand Coverage, 

Control Costs and Improve Care: Results from a 50-State Medicaid Budget Survey for State Fiscal Years 

2015 and 2016, thirty-nine states and the District of Columbia have a hospital provider fee in place to support 

their Medicaid programs.  The report noted that in addition to Colorado, six other states will use provider 

fees to fund all or part of the non-federal share of the Affordable Care Act Medicaid expansion in calendar 

year 2017: Arizona, California, Indiana, Kentucky, Nevada, and Ohio. 

According to the Government Accountability Office’s (GAO) Medicaid Financing: Questionnaire Data on 

States’ Methods for Financing Medicaid Payments from 2008 through 2012 (GAO-15-227SP, March 2015), 

in addition to Colorado, eight other states used provider fees to expand benefits or services in their Medicaid 

programs prior to the Affordable Care Act Medicaid expansion:  Arkansas, Georgia, Iowa, New York, 

Oklahoma, Oregon, Pennsylvania, and Wisconsin. 

Colorado’s hospital provider fee in FY 2016-17 is below 5 percent of hospital net patient revenues.  The 

federal limit on provider fees is 6 percent of net patient revenues.  The October 2015 Kaiser Family 

Foundation report indicated that 24 states had at least one provider fee over 5.5 percent of net patient 

revenues. 
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29. Please estimate the impact of the Governor’s proposed $195.0 million restriction on Hospital 

Provider Fee revenues by hospital. If necessary, use the FY 2016-17 distribution formula to 

estimate the fiscal impact and provide a new estimate when the FY 2017-18 distribution formula 

is available. What was the impact of the FY 2016-17 restriction on Hospital Provider Fee 

revenues by hospital? 

 

RESPONSE 

The Department is in the process of calculating hospital provider fees and resulting supplemental payments 

that will reflect the Governor’s proposed $195 million hospital provider fee revenue reduction for the FY 

2017-18 budget.  The $195 million reduction in hospital provider fee revenue is expected to reduce net 

reimbursement to all Colorado hospitals by about $195 million in federal matching funds.  Distribution of 

net reimbursement amongst hospitals depends on changes in utilization patterns of Medicaid and uninsured 

patients for each hospital relative to all other hospitals; therefore, the Department cannot accurately estimate 

the FY 2017-18 impact by hospital using the FY 2016-17 distribution formula.   

With the proposed revenue restriction, hospital fees would increase $13.1 million from $656.3 million in FY 

2016-17 to $669.4 million in FY 2017-18, and supplemental hospital payments would decrease from $976.2 

million in FY 2016-17 to $851.7 million in FY 2017-18. 

The distribution of provider fees and payments by hospital in FY 2016-17 is attached in Appendix B. Without 

the restriction in FY 2016-17, fees would have been $73.2 million or 11 percent higher and payments would 

have been $146.3 million or 15 percent higher than reflected.  However, the provider fees and payments are 

developed each year to the actual appropriation, and the Department cannot state that the Hospital Provider 

Fee Oversight and Advisory Board would have recommended that the fees and payments be distributed in 

the exact same proportions if there had been a different appropriation level in FY 2016-17. 

 

30. What communication has the Department had with hospitals regarding the proposed 

restriction? Please summarize the feedback the Department has received from hospitals about 

how this will affect their operations. 

 

RESPONSE 

The Department communicates regularly with hospitals through standing meetings with the Colorado 

Hospital Association (CHA) as well as directly with individual hospitals through e-newsletters, stakeholder 

meetings, phone calls, and emails.  CHA has expressed concern about the impact of the proposed $195 

million provider fee revenue reduction on reimbursement for hospitals in the state overall.  The impact of the 

proposed reduction on individual hospitals is not known at this time, and the Department has not heard from 

individual hospitals about the potential effect on their operations. 

With the guidance of the Hospital Provider Fee Oversight and Advisory Board, the Department calculates 

fees and resulting payments to increase the number of hospitals benefitting from the provider fee and in 

accordance with federal requirements and the available appropriation.  As the budget process continues, the 
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Department will continue to seek feedback from hospitals and CHA as fees and resulting payments are 

finalized with the Oversight and Advisory Board. 

 

31. What effect will the proposed restriction have on cost shifting to private insurance? What was 

the effect of the FY 2016-17 restriction on cost shifting? 

 

RESPONSE 

Information about hospitals’ cost of care and payments received is known about a year after the time period 

in questions when hospitals’ Medicare cost reports and other data are available.  Therefore, the Department 

does not know what the effect of the proposed hospital provider fee revenue restriction will be on the payment 

to cost ratios for FY 2017-18 and does not know the effect in the current FY 2016-17.   

In CY 2015, on average, hospitals were paid $1,243 per patient above their costs.  Total payments exceeded 

costs by 8 percent.  If the decrease in Medicaid payments was entirely absorbed by an increase in private 

insurance payments, then the payment less cost per patient for private insurance would have increased $624, 

and the payment to cost ratio for private insurance would have increased 58 percent to 62 percent.  

Alternatively, the entire proposed restriction could be absorbed by a reduction in the overall margin to a 

payment less cost per patient of $1,010 and a payment to cost ratio of 7 percent. 

Payment Less Cost per Patient by Payer Group 

Payer Group CY 2015 Actuals 

Estimate if Hospitals 

Fully Cost Shifted to 

Private Insurance 

Estimate if Hospitals 

Fully Absorbed the 

HPF Reduction 

Medicare ($4,648) ($4,648) ($4,648) 

Medicaid ($3,252) ($4,189) ($4,189) 

Insurance $8,699  $9,323  $8,699  

CO Indigent Care 

Program (CICP)/Self 

Pay/ Other 

$1,286  $1,286  $1,286  

Overall $1,243  $1,243  $1,010  

 

Payment to Cost Ratio by Payer Group 

Payer Group CY 2015 Actuals 

Estimate if Hospitals 

Fully Cost Shifted to 

Private Insurance 

Estimate if Hospitals 

Fully Absorbed the 

HPF Reduction 

Medicare 0.72 0.72 0.72 

Medicaid 0.75 0.67 0.67 

Insurance 1.58 1.62 1.58 

CICP/Self Pay/ Other 1.11 1.11 1.11 

Overall 1.08 1.08 1.07 
The Payment to Cost ratio can be interpreted as a percentage.  For example, the overall payment to cost ratio of 1.08 in CY 

2015 means that payments exceeded costs by 8 percent.   
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Moreover, hospitals’ bad debt and charity care decreased substantially following the expansion of Medicaid 

in 2014.  Total bad debt and charity care decreased dramatically from 2013 to 2014, the year when health 

coverage expansions under the hospital provider fee and Affordable Care Act were fully implemented, and 

continuing through 2015.  As shown below, total bad debt and charity care are more than $1.5 billion lower 

in 2015 compared to 2013, which is a reduction of 59 percent. 

 Bad Debt Charity Care Total 

CY 2009 $843,859,090 $1,450,212,300 $2,294,071,390 

CY 2010 $776,483,052 $1,468,955,274 $2,245,438,326 

CY 2011 $682,111,289 $1,655,798,414 $2,337,909,703 

CY 2012 $743,972,504 $1,678,545,772 $2,422,518,276 

CY 2013 $951,605,019 $1,657,809,286 $2,609,414,305 

CY 2014 $570,925,681 $679,903,960 $1,250,829,641 

CY 2015 $591,859,069 $482,607,359 $1,074,466,428 

 

32. The Department’s 2016 annual report on the Hospital Provider Fee indicated an overall 

payment to cost ratio for hospitals of 1.07 for CY 2014. Can the Department provide an update 

of this ratio for CY 2015 in advance of the 2017 annual report in order to inform the hearing 

discussion? Can the Department estimate the ratio by hospital? Is the payment to cost ratio 

lower for rural hospitals? 

 

RESPONSE 

The payment to cost ratio by payer table as expected to be published in the January 2017 Hospital Provider 

Fee Annual Report is below.  This information provides estimates of the difference of cost of care provided 

and payments received by hospitals by payer group in aggregate.  The primary source of the data is the 

Colorado Hospital Association’s (CHA) DATABANK.  As the information includes proprietary data, the 

data is provided in aggregate only and the Department does not know the payment to cost ratio for individual 

hospitals, or if the ratio is lower for rural hospitals.   

The Department is working with CHA to understand what additional data is already publicly available and 

other data that could be provided to obtain a fuller picture of hospital compensation across all payers. 

Payment to Cost Ratio by Payer Group 

 CY 2009 CY 2010 CY 2011 CY 2012 CY 2013 CY 2014 CY 2015 

Medicare 0.78 0.76 0.77 0.74 0.66 0.71 0.72 

Medicaid 0.54 0.74 0.76 0.79 0.80 0.72 0.75 

Insurance 1.55 1.49 1.54 1.54 1.52 1.59 1.58 

CICP/Self Pay/Other 0.52 0.72 0.65 0.67 0.84 0.93 1.11 

Overall 1.05 1.06 1.07 1.07 1.05 1.07 1.08 
Definitions: 

CICP:  Colorado Indigent Care Program 
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33. What is the Department doing to address the shifting of hospital costs from Medicaid to other 

insurers, including efforts to improve performance and contain costs? Will there be 

performance payments for hospitals, through the Accountable Care Collaborative or 

otherwise? 

RESPONSE 

The hospital provider fee has reduced the under-compensation to hospitals in the Medicaid program and has, 

along with the expansion of Medicaid eligibility, sharply decreased hospitals’ bad debt and charity care as 

shown in response to question 26.  The Department is engaging with the Colorado Hospital Association and 

the Division of Insurance to better evaluate and understand cost shifting, which is outlined in the response to 

question 29. 

The Department transitioned to an Enhanced Ambulatory Patient Grouper on October 31, 2016 for payment 

of hospital outpatient services. Under the new methodology, hospitals have a greater incentive to provide 

efficient care as there is greater financial accountability. Further, this methodology requires hospitals to 

address incomplete coding issues in order to be paid correctly and this additional information can be used to 

better manage the outpatient benefit and ensure cost-effective, clinically appropriate services are being 

rendered. 

Regarding performance payments, the hospital provider fee program currently includes quality incentive 

payments that are paid out each year.  In federal fiscal year 2015-16 incentive payments totaled $84.7 million 

and were paid on measures related to emergency department utilization, deliveries, hospital readmissions, 

and patient safety, among other areas. 

The Department is also working with hospitals and the Colorado Hospital Association to develop 

methodologies to further tie hospital provider fee-funded supplemental payments to improvements in care 

coordination and transition management, integration of physical and behavioral health, and population health 

and chronic condition management in line with the Department’s goals in the Accountable Care Collaborative 

Phase II. 

Colorado’s Accountable Care Collaborative is built on the principle of a patient-centered medical home, 

administered by Regional Care Collaborative Organizations and driven by data informed decision making.  

Many of the performance metrics of the Accountable Care Collaborative include measures of services 

delivered at hospitals which has led to collaboration among primary care providers, the Regional Care 

Collaborative Organizations and hospitals. However, there are no current nor planned direct performance 

payments to hospitals through the Accountable Care Collaborative. 

 

34. What does the Department believe should be done to address the high cost of insurance on the 

Western Slope and other rural parts of the state? 
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RESPONSE 

Coordination between public and private payers of health care is vital to advance delivery system 

transformation, improve population health for all Coloradans, and address cost variations across the state.  

To achieve this, the Governor’s office has added liaison responsibilities to the Office of State Planning and 

Budgeting (OSPB) between the Division of Insurance (DOI) and the Department of Health Care Policy and 

Financing (HCPF). 

The DOI single geographic rating area study identified significant variation in costs and utilization between 

DOI rating regions. Comparison of this data to Medicaid in response to question 30 shows similar cost 

variations but not utilization differences. This warrants further investigation because one would expect to see 

similar utilization differences in the lower income Medicaid population.  

Additional analysis is needed to understand why there is significant private insurance cost variation between 

the DOI rating regions and what the drivers are by provider type, demographic groups, including analysis at 

the level of specific providers and population outliers. Results may identify regional population health 

disparities and opportunities for policy solutions to increase efficiency standards for health care providers. 

This information could also be compared to Medicaid data to determine if variations between payers and 

regions exist.  

Preliminary analysis of Medicaid providers that are reimbursed with cost-based rates identified significant 

overhead cost variation by region. Additional analysis is needed to verify the accuracy of the analysis, better 

understand the cause of the variation, and determine what a reasonable overhead level would be.  

Because hospital expenditures are a large percentage of total health care costs, a better understanding of the 

variation of hospital costs is warranted. While there is public information on hospitals’ costs, additional 

information is needed to increase transparency on hospitals’ operating margins. For example, Arizona 

hospitals are statutorily required to provide information on the profitability and uncompensated care in a 

public report6. 

Lastly, if cost variations across the DOI regions are driven by a lack of competition within certain provider 

types, then policy solutions are needed to increase competition.  

 

35. Is the Department seeing disparities in cost and utilization within the Medicaid program similar 

to the disparities observed in private insurance between the Western Slope and other rural 

areas versus the rest of the state? 

RESPONSE 

                                                 
6 https://www.azahcccs.gov/shared/Downloads/Reporting/ReportOnUncompensatedHospitalCostsAndProfitability.pdf   
 

https://www.azahcccs.gov/shared/Downloads/Reporting/ReportOnUncompensatedHospitalCostsAndProfitability.pdf
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Yes, the Department is seeing disparities in cost and utilization within the Medicaid program by region.  In 

particular, similar to the Department of Insurance (DOI) single geographic study, Medicaid outpatient cost 

per service is higher in the Western Region, while the Eastern Region is slightly lower compared to the rest 

of the state.  Therefore, Medicaid cost differences are similar to those observed in private insurance. 

However, Medicaid utilization patterns differ greatly from private insurance utilization patterns.  Medicaid 

utilization per 1,000 members is the lowest in the state in the Western Region while the Eastern Region has 

the highest utilization per 1,000 members compared to the rest of the state. This is in contrast to the DOI 

study which found the Western Region to have the highest utilization per 1,000 members in the state. 

According to the DOI study, the Western and Eastern Regions utilization per 1,000 members are almost twice 

the state average. 

Variation in Medicaid outpatient hospital reimbursements are driven by hospitals’ cost-to-charge ratios or 

the amount outpatient hospitals bill per service rendered.7 The Western Region has some of the highest cost-

to-charge ratios relative to the rest of the state. The Eastern Region has slightly lower cost-to-charge ratios 

than the Western Region. Cost-to-charge ratios in the Western Region are higher than the rest of the state. 

Service-wise, outpatient surgery and advanced imaging are driving a majority of the variation in costs across 

the state, specifically in the Western Region.   

                                                 
7 Historically, the Department has paid outpatient hospital claims as a set percentage of the actual cost of providing the service.  

Since the actual cost is not known for several years after services are provided, the Department makes interim payments based on 

the amount that the hospital charges the Department for the service multiplied by the ratio of the amount a hospital charges the 

Department to the actual cost of the service, known as the “cost-to-charge ratio.”  The cost-to-charge ratio is determined based on 

prior year information from each hospital comparing how the submitted charges compared to actual costs. 
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4:00-4:15 Forecast Trends 

 

36. Please describe major changes in Medicaid eligibility criteria in the last ten years and provide 

a timeline for when the changes were implemented. 

 

RESPONSE 

The following table provides the major eligibility criteria changes in Medicaid and Children’s Health Plan 

Plus over the last ten years and the timeline for when the changes were implemented.  The Department has 

implemented other minor eligibility changes over this time; more detail on these can be provided upon 

request. 

Legislative Authority 
Funding 

Source 

Major Eligibility Changes Implementation 

Date 

HB 05-1262 Tobacco Tax 

Implementation 

Tobacco 

Tax, 

General 

Fund8 

Medical Assistance Program (Medicaid) 

Added an eligibility group up to 60% FPL for a 

parent of a child who is eligible for the Medical 

Assistance Program or Children's Basic Health 

Plan 

July 2006 

Funded medical assistance to legal immigrants July 2006 

Removed asset test for children and families 

under the Medical Assistance Program 

July 2006 

Children's Basic Health Plan (Child Health Plan Plus) 

Increased eligibility from 185% FPL to 200% 

FPL for children and pregnant women in the 

Children's Basic Health Plan 

 

July 2006 

 

Legislative Authority 
Funding 

Source 

Major Eligibility Changes Implementation 

Date 

HB 09-1293 Health Care 

Affordability Act of 2009 

Hospital 

Provider 

Fee 

Medical Assistance Program (Medicaid) 

Increased eligibility level to 100% FPL for 

parents of children who are eligible for medical 

assistance program or Children's Basic Health 

Plan 

 

May 2010 

Provided eligibility up to 100% FPL for a 

childless adult or adults without a dependent 

child in the home under the state's medical 

assistance program 
- Implementation occurred up to 10% FPL with 

an enrollment cap  

 

April 2012 

                                                 
8 Beginning in FY 2011-12, tobacco tax revenues allocated to the Health Care Expansion Fund became insufficient to cover the 

full cost of the program.  The General Assembly chose to use General Fund to pay for the balance of the cost. 
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Legislative Authority 
Funding 

Source 

Major Eligibility Changes Implementation 

Date 

Provided a buy-in program for working adults 

with disabilities with income up to 450% FPL 

under the state medical assistance program 

March 2012 

Provided a buy-in program for children with 

disabilities with family income up to 450% FPL 

under the state medical assistance program 

 

July 2012 

Provided continuous eligibility for twelve 

months for children enrolled in the state medical 

assistance program 

March 2014 

Children's Basic Health Plan/Children's Health Plan Plus 

Increase the eligibility level to 250% for 

children and pregnant women under the 

Children's Basic Health Plan 

May 2010 

 

Legislative Authority 
Funding 

Source 

Major Eligibility Changes Implementation 

Date 

SB 13-200 Expand Medicaid 

Eligibility 

Hospital 

Provider 

Fee 

Medical Assistance Program (Medicaid) 

Increased eligibility level from 61% to 133% 

FPL for parents and caretaker relatives of 

children who are eligible for medical assistance 

October 2013 

Increased eligibility level from 101% to 133% 

FPL for a childless adult or an adult without 

dependent children in the home under the state 

medical assistance program 

October 2013 

 

37. How have the major changes in Medicaid eligibility criteria affected expenditures? Is the S.B. 

13-200 expansion in conjunction with the Affordable Care Act (ACA) a major driver of recent 

increases in General Fund expenditures? Who would lose coverage if the ACA expansion were 

rolled back? 

RESPONSE 

The three major changes in Medicaid eligibility were made as a result of HB 05-1262 Tobacco Tax 

Implementation, HB 09-1293 Health Care Affordability Act of 2009, and SB 13-200 Expanding Medicaid 

Eligibility.  Details of these eligibility changes are outlined in the Department’s response to Question 31. 

HB 05-1262 Tobacco Tax Implementation  

The expansion groups authorized by HB 05-1262 were funded by the Health Care Expansion Fund, which 

consisted of tobacco tax revenue collected in the Tobacco Tax Cash Fund.  This fund became insolvent in 

FY 2011-12 and no longer covers the full costs of the programs.  The remaining balance in the Health Care 

Expansion Fund is appropriated to the Department to offset the General Fund costs of these programs.  The 

Department estimates it will receive $68.3 million from the Health Care Expansion Fund in FY 2017-18.   
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HB 09-1293 Health Care Affordability Act of 2009, SB 13-200 Expand Medicaid Eligibility, and the 

Affordable Care Act (ACA) 

Overall, the more recent expansion groups authorized by HB 09-1293 and SB 13-200 have no effect on the 

General Fund, as these populations are primarily funded by the Hospital Provider Fee Cash Fund.9  Please 

refer to Table 1.1 and 1.2 which summarizes estimates of FY 2017-18 expenditures of the more recent 

expansion groups by fund type. 

The only population that is funded by the General Fund is the former foster care youth from ages 18-26. The 

Department is required to cover this group as a result of the Affordable Care Act (ACA) which mandates 

coverage for youth who were both enrolled in Medicaid and in foster care under the responsibility of the state 

upon attaining the age 18. Coverage must be provided until they reach the age of 26.  

The second manner in which the ACA may have driven General Fund increases is through the ‘welcome-

mat’ caseload (also known as ‘eligible but not enrolled’). Prior to the insurance mandate imposed by the 

ACA, many children, pregnant women, and families qualified for Medicaid but never applied or did not know 

they were eligible for the program.  Because of the insurance mandate and implementation of Connect for 

Health Colorado, many of these eligible but not enrolled individuals signed up for coverage and were enrolled 

into Medicaid.  Because these individuals qualified for coverage prior to the ACA, it is unlikely that they 

would lose coverage if the ACA was repealed.  The Department cannot identify which members were eligible 

for Medicaid prior to their enrollment and as such, cannot precisely identify the increase in General Fund due 

to this effect.    

In its December 2015 Joint Budget Committee Hearing, the Department estimated that the welcome-mat 

effect increased expenditure by $78.6 million total funds in FY 2015-16.10  Because of the data limitations, 

the Department has not estimated the impact for the welcome-mat effect for FY 2016-17 or FY 2017-18.   

Impact of ACA Repeal 

It is uncertain at this time who would lose coverage if the ACA was repealed, because state statute would 

still authorize coverage of the affected populations.  The state would need to make decisions on whether to 

continue coverage for these groups and/or make corresponding statutory changes.   

Table 2 outlines the Department’s FY 2017-18 estimates of populations that would be covered as a result of 

HB 09-1293, SB 13-200 and ACA expansion.  These populations would be at risk to lose coverage if the 

ACA was repealed due to reductions in federal funding, limits in the amount of hospital provider fee available 

to cover expansion populations, and the need to obtain federal authority to continue coverage.  The 

                                                 
9 There is one exception to the Hospital Provider Fee Cash Fund as the state share of the expansion populations authorized by HB 

09-1293 and SB 13-200.  The buy-in program for working adults and children with disabilities is funded first by the Medicaid 

Buy-In Fund which is comprised of premiums paid by members of the buy-in program; the remainder of the state share is then 

made up of funds from the Hospital Provider Fee. 
10 See the Department’s response to question 39 from the 2015 Joint Budget Committee hearing, and tables 2.2 and 3.2 on pages 

74 and 76 of the Department’s responses for the for further detail. 

https://www.colorado.gov/pacific/sites/default/files/HCPF%20Main%20Briefing%20Responses%20to%20the%20JBC%2012.16

.15.pdf 

https://www.colorado.gov/pacific/sites/default/files/HCPF%20Main%20Briefing%20Responses%20to%20the%20JBC%2012.16.15.pdf
https://www.colorado.gov/pacific/sites/default/files/HCPF%20Main%20Briefing%20Responses%20to%20the%20JBC%2012.16.15.pdf
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Department would need to assess whether it could cover the number of individuals based on the available 

hospital provider fee and federal match rate.  This may include implementing a waitlist. 

In addition, the ACA contained provisions that extended the CHIP program through September 2019, and 

increased the federal medical assistance percentage to 88 percent (from 65 percent).  It is unclear how a repeal 

of the ACA would affect these sections of statute.   

Table 1.1: FY 2017-18 Estimated Expenditures of Expansion Populations by Fund Source 

HB 09-1293 

  Total Funds General Fund Cash Funds(1) Federal Funds 

MAGI Adults 0-100% FPL $85,871,363 - $4,985,520 $80,885,843 

Parents/Caretakers 69-100% FPL $101,243,048 - $5,568,368 $95,674,680 

Medicaid Buy-in for People with 

Disabilities $57,175,820 - $28,587,910 $28,587,910 

Continuous Eligibility $61,973,125 - $30,986,563 $30,986,562 

Total Medicaid $306,263,356 - $70,128,361 $236,134,995 

CHP+ Children 206-250% FPL $48,985,580 - $5,878,270 $43,107,310 

CHP+ Pregnant Women 206-250% 

FPL $7,313,175 - $877,581 $6,435,594 

Total CHP+ $56,298,755 - $6,755,851 $49,542,904 

Total HB 09-1293 $362,562,111 - $76,884,212 $285,677,899 

 

Table 1.2: FY 2017-18 Estimated Expenditures of Expansion Populations by Fund Source 

SB 13-200 & ACA Expansion 

  Total Funds General Fund Cash Funds(1) Federal Funds 

MAGI Adults 0-100% FPL $1,486,350,759 - $86,294,552 $1,400,056,207 

MAGI Adults 101-133% FPL $175,855,629 - $10,209,826 $165,645,803 

Parents/Caretakers 101-133% FPL $203,289,256 - $11,180,909 $192,108,347 

Foster Care Ages 21-26 $10,180,563 $5,090,281 - $5,090,282 

Total SB 13-200 & ACA $1,875,676,207 $5,090,281 $107,685,287 $1,762,900,639 

Footnotes: 
(1) These populations are funded by the Hospital Provider Fee Cash Fund.  One caveat is the working adults and children with 

disabilities buy-in program; the state share of this population is first funded by the Medicaid Buy-In Fund, then the Hospital 

Provider Fee Cash Fund. 
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Table 2: FY 2017-18 Estimated Expansion Caseload 

  HB 09-1293 SB 13-200 ACA Expansion Total 

MAGI Adults 0-100% FPL(1) 

                  

19,250  333,199                                            -    

                

352,449  

MAGI Adults 101-133% FPL                           -    

                  

39,422                            -    

                  

39,422  

Parents/Caretakers 69-100% FPL 

                  

36,178                            -                              -    

                  

36,178  

Parents/Caretakers 101-133% FPL                           -    

                  

72,643                            -    

                  

72,643  

Medicaid Buy-in for People with Disabilities  

                    

6,901                            -                              -    

                    

6,901  

Foster Care Ages 21-26                           -                              -    

                    

1,698  

                    

1,698  

Continuous Eligibility 

                  

39,706                           -                              -    

                  

39,706  

Total Medicaid               102,035                445,264                     1,698                548,997  

CHP+ Children 206-250% FPL              20,596                            -                              -    

                  

20,596  

CHP+ Pregnant Women 206-250% FPL 

                       

575                            -                              -    

                       

575  

Total CHP+                  21,171                            -                              -                     21,171  

Grand Total               123,206                445,264                     1,698                570,168  

Footnotes: 
(1) Although eligibility to MAGI Adults 0-100% FPL was authorized by HB 09-1293, there were various enrollment caps on 

the population up until September 2013 because of insufficient funding from the Hospital Provider Fee Cash Fund.  The state 

was not able to fully fund MAGI Adults 0-100% FPL until it received an expansion FMAP for newly eligible populations. 

 

38. If somebody seeking health insurance through the exchange is determined eligible for Medicaid, 

can they purchase insurance through the exchange? Would they qualify for a tax credit? 

 

RESPONSE 

Yes, if someone seeking health insurance through the exchange is determined to be Medicaid eligible, they 

have the option to purchase private health insurance, known as a Qualified Health Plan (QHP), through the 

exchange at the full price set by the insurance plan.  

No, a person who qualifies for Medicaid would not qualify for a tax credit to purchase that private health 

insurance or any cost-sharing reductions because they are eligible for Medicaid, pursuant to federal 

regulations 26 CFR §§ 1.36B-2(a)(2) and (c) and 45 CFR §§ 155.305(f) and (g).  

 

39. What are the Department’s expectations for employment in Colorado and how are those 

expectations influencing the Medicaid enrollment forecast? 

 

RESPONSE 
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The Department accesses monthly data of actual unemployment rates in Colorado from the Bureau of Labor 

Statistics. According to this data, unemployment rates peaked at 8.9 percent in September and October of 

2010 and have been overall falling since that time, to a level of 3.3 percent in May 2016. The Department 

anticipates that it will stay below 4 percent through 2018. Unemployment rates are used in statistical models 

to inform the caseload forecasts of multiple eligibility categories, such as Parents and Caretaker Relatives. 

The Department does not anticipate that Medicaid caseload will decline within its current forecast period 

(through FY 2018-19).  A 2015 publication by the Colorado Center on Law & Policy11 (CCLP) titled “State 

of Working Colorado 2015-16” concluded in part that “[the] jobs that have returned during the recovery have 

been mostly low-wage jobs” and that “32 percent of all jobless workers were facing long-term 

unemployment—still significantly above the 2007 rate of 13 percent.”   In addition, CCLP found that in 2014, 

the median hourly wage in Colorado was still below the 2007 median wage, and that “…46 percent of 

Coloradans in poverty are living in deep poverty—that is, living on an income that is half of the poverty line. 

In 2014, that meant $5,835 per year for an individual and $9,895 for a family of three. And the number of 

people living in deep poverty increased by nearly 27,200 between 2007 and 2014.”  Taken together, it appears 

unlikely that the current economic recovery will induce a meaningful reduction in Medicaid caseload in the 

near future.    

The Department does not, however, anticipate further large increases in Medicaid caseload.  Historically, 

Medicaid enrollment and spending have been driven largely by economic conditions as well as state and 

federal policy decisions.  According to the Kaiser Family Foundation Report on Medicaid Enrollment and 

Spending, "In recent years, the slow economic recovery and the 2014 implementation of the ACA have been 

the primary drivers of enrollment and total Medicaid spending growth. State implementation of the ACA 

Medicaid coverage expansions was the major driver of total Medicaid spending and enrollment growth in 

FY 2014 and FY [2015]. As ACA related enrollment tapers, states experienced slower enrollment and total 

spending growth in FY 2016 and these trends are expected to continue in FY 2017…. Looking ahead, the 

trajectory of the economy nationally and in individual states as well as the outcome of federal and state 

elections will have implications for Medicaid enrollment and spending and influence the way in which the 

ACA and Medicaid expansion are addressed across the country."12  Historically, Colorado’s Medicaid growth 

has remained strong for up to two years after the prior recession ended.    

Since FY 2013-14, the implementation of the Affordable Care Act (ACA) has been the primary driver of 

changes in Medicaid enrollment and spending growth.  In FY 2017-18 and FY 2018-19, enrollment and 

spending growth are expected to continue to increase but at a decreasing rate as Medicaid expansion reaches 

a steady state and as Colorado's personal per capita income continues to grow at a faster rate than national 

averages.  The assumptions of a slowing growth rate in Medicaid caseload is reflected in the Department's 

FY 2017-18 budget request.  See the table below for historical and forecasted caseload growth percentages.  

 

                                                 
11 http://cclponline.org/wp-content/uploads/2015/11/SOWC_2015_FULL_FINAL.pdf 
12 http://kff.org/report-section/medicaid-enrollment-spending-growth-fy-2016-2017-issue-brief-8931/ 

http://cclponline.org/wp-content/uploads/2015/11/SOWC_2015_FULL_FINAL.pdf
http://kff.org/report-section/medicaid-enrollment-spending-growth-fy-2016-2017-issue-brief-8931/
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Table 1: Colorado Medicaid Caseload 

Fiscal Year Caseload 

Percent 

Change from 

Prior Year 

FY 2009-10 Actuals 498,797 14.19% 

FY 2010-11 Actuals 560,759 12.42% 

FY 2011-12 Actuals 619,963 10.56% 

FY 2012-13 Actuals 682,994 10.17% 

FY 2013-14 Actuals 860,957 26.06% 

FY 2014-15 Actuals 1,161,206 34.87% 

FY 2015-16 Actuals 1,296,986 11.69% 

FY 2016-17 Projection 1,414,916 9.09% 

FY 2017-18 Projection 1,484,636 4.93% 

FY 2018-19 Projection 1,530,832 3.11% 

 

40. What services does Colorado Medicaid cover in excess of federal minimum standards? 

 

RESPONSE 

Section 25.5-5-202, C.R.S. lists services for which federal financial participation is available and which 

Colorado has selected to provide as optional services under the medical assistance program.  These services 

include:   

 prescribed drugs 

 clinic services 

 home and community based services 

 optometrist services  

 the program of all-inclusive care for the elderly 

(PACE) 

 eyeglasses when necessary after surgery 

 prosthetic devices  

 rehabilitation services as appropriate to 

community mental health centers 

 intermediate care facilities for individuals with 

intellectual disabilities 

 inpatient psychiatric services for persons under 

21 years of age 

 inpatient psychiatric services for persons over the 

age of 65 

 case management 

 therapies under home health services, including 

speech and audiology, physical, and occupational 

 for any pregnant woman who is enrolled or 

eligible for services pursuant to section 25.5-5-

101(1)(c), C.R.S., alcohol and drug and addiction 

counseling and treatment, including outpatient 

and residential care but not including room and 

board while receiving residential care 

  outpatient substance abuse treatment 

  cervical cancer immunization for all females 

under 20 years of age 

 screening, brief intervention, and referral to 

treatment for individuals at risk of substance 

abuse, including referral to the appropriate level 

of intervention and treatment 

 counseling by primary care providers and other 

specialty providers caring for persons with 

serious, chronic, or terminal illness relating to 

medical orders for scope of treatment, which 

counseling may be reimbursed  

 dental services for adults 
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 services of a licensed psychologist 

 hospice care 

 

 private duty nursing 

 podiatry services 

 

41. Within the services covered by Colorado Medicaid, what is the potential for reducing 

expenditures by imposing limits on utilization or on specific treatments when less costly 

alternatives are available?  

a. What sorts of utilization and treatment limits does the Department already impose?  

b. How can Colorado Medicaid members find about their coverage limits?  

c. Describe the procedures used by the Department to develop the limits. 

RESPONSE 

Benefit limits are a mechanism that has the potential for reducing expenditures and ensuring benefit 

utilization is limited to medically necessary and cost-effective care.  

a. Utilization limits imposed by the Department are subject to the federal requirements set forth at 

42 CFR § 440.230. The Department must cover services in sufficient amount, duration, and scope 

to reasonably achieve their purpose, and may not impose limits that arbitrarily deny or reduce the 

amount, duration, or scope of a required service to an otherwise eligible beneficiary solely because 

of the diagnosis, type of illness, or condition. However, the Department may impose limits on a 

service if the limits are based on criteria like medical necessity or utilization control procedures, 

such as prior authorization requests (PARs). In addition, the General Assembly can and have also 

imposed utilization and treatment limits in state statute.  

 

The Department does limit its coverage to only those items or services that meet the medical 

necessity criteria in rule at 10 CCR 2505-10 8.076.1.8.  Included in the rule criteria is the 

requirement that, for an item or service to be medically necessary, it may not be more costly than 

other equally effective treatment options. 

 

The Department uses prior authorization of specific benefits as a method to control utilization and 

ensure access to medically necessary, cost-effective care. A third-party vendor reviews prior 

authorization requests (PARs) against service-specific nationally-recognized medical necessity 

criteria, the Department’s medical necessity rule at 10 CCR 2505-10 8.076.1.8, and Department 

benefit rules and policies, including benefit limits.  Items and services are approved when they 

meet the above criteria.  Another method to enforce benefit limits is in the Medicaid Management 

Information System (MMIS), the Department’s provider billing system, that caps or denies 

payment.  These limits are published for providers, making them aware of the item or service 

limits allowed.   

 

b. The Department offers multiple ways for members to find out about their benefits.  Handbooks 

are sent to new members upon enrollment. The Department website and Customer Contact Center 

offer additional detailed coverage information. The Behavioral Health Organizations, Regional 

http://www.ecfr.gov/cgi-bin/retrieveECFR?gp=&SID=2996dbab583cf517eac3f09d08c29319&mc=true&n=pt42.4.440&r=PART&ty=HTML#sp42.4.440.b
http://www.sos.state.co.us/CCR/GenerateRulePdf.do?ruleVersionId=6849&fileName=10%20CCR%202505-10%208.000
http://www.sos.state.co.us/CCR/GenerateRulePdf.do?ruleVersionId=6849&fileName=10%20CCR%202505-10%208.000


14-Dec-2016  50 HCPF – EDO Hearing 

Care Collaborative Organizations, Family Health Coordinators, providers and many other 

community partners offer in-person assistance on benefits and coverage. Coverage criteria, 

limitations, and restrictions for many benefits are detailed in the Department’s administrative 

rules. 

 

c. Generally the Department relies upon published evidence and standards of medical practice, 

nationally recognized medical necessity criteria, legislative mandates, court rulings, Medical 

Director decisions, and stakeholder feedback to determine benefit coverage.  The Medical 

Services Board as defined in section 25.5-1-303(3)(c), C.R.S. has the power and duty to establish 

the type of benefits that a recipient of services may obtain if eligibility requirements are met, 

subject to authorization, requirements and availability of such benefits. 

 

In addition, the Department addresses the need for ongoing review of existing benefit coverage 

policies, and the development of new coverage policies, through the Department's formal, public 

policy-development process, known as the Benefits Collaborative Process (BCP). Stakeholders 

are engaged throughout the process and encouraged to share specific experiences with, and submit 

data and research to the Department for policy consideration.  As part of the process, the 

Department produces documents that fully explain how and why feedback was or was not 

incorporated into the draft policy. The BCP produces documented coverage policies that define 

the appropriate amount, duration, and scope of services provided to members.  Policy is informed 

by Department research into: published evidence-based reports and journal articles specific to the 

service or services in question; the amount, duration, and scope of services covered by Medicaid 

in other states and by other Colorado health insurance providers; internal client utilization and 

health data; and external data, research, and information provided to the Department by 

stakeholders throughout the process.  The amount, duration, and scope of covered services, 

developed through the BCP, are the basis of the benefit coverage criteria in the proposed rules 

and rule amendments put before the Medical Services Board for adoption.  Stakeholders have 

additional opportunities to comment prior to the incorporation of the final policy into 

administrative rules. 

 

42. What is the Department’s projection of the percentage of the Medicaid population composed of 

people with disabilities and people who are elderly (JBC members have heard conflicting 

reports of 10 percent and 12 percent)? What portion of expenditures is driven by people with 

disabilities and people who are elderly? 

 

RESPONSE 

There are two sources of variation contributing to the conflicting reports on whether 10 percent or 12 percent 

of the Medicaid population is composed of people with disabilities and older adults. First, the 10 percent 

figure was based on FY 2015-16 caseload actuals, while the 12 percent presented by JBC staff in the 

Department’s briefing on December 5, 2016 was based on the Department’s FY 2016-17 caseload estimates. 
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The second source of variation is attributable to the way the Department and JBC staff grouped the 

populations into broader categories for graphical presentation. They are identical, except that the Department 

included an “Other” category which encompassed both non-citizens emergency services and partial dual 

eligible members. The briefing document placed these two populations into “Adults” and “Elderly” 

respectively.  

Partial dual eligible members consist of Medicare beneficiaries who are only eligible to have some of their 

Medicare premiums, coinsurance, and/or deductibles paid for by Medicaid. Depending on perspective, these 

individuals can be included with older adults and individuals with disabilities because of their Medicare 

eligibility and demographic characteristics, or separated into a different category due to not being eligible for 

the full range of Medicaid benefits and services. 

The below tables show Older Adults and Individuals with Disabilities percent of Medicaid population and 

expenditure, with the partial dual eligible population broken out separately and included. The expenditure 

percentages in Table 37.1 may differ from that presented in the briefing, as the information from the briefing 

was specific to Medical Services Premiums (physical health); table 2 represents total cost of care across all 

Medicaid programs (including, for example, behavioral health and services for people with intellectual and 

developmental disabilities).  

Table 1: Population Percentages 

  

Older Adults and 

Individuals with 

Disabilities 

Partial Dual 

Eligibles 
Combined 

FY 2015-16 9.87% 2.51% 12.38% 

FY 2016-17 9.14% 2.54% 11.68% 

FY 2017-18 8.97% 2.70% 11.67% 

    

Table 2: Expenditure Percentages 

  

Older Adults and 

Individuals with 

Disabilities 

Partial Dual 

Eligibles 
Combined 

FY 2015-16 41.67% 0.90% 42.57% 

FY 2016-17 43.07% 1.07% 44.14% 

FY 2017-18 43.47% 1.15% 44.62% 
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43. Please provide a chart showing comprehensive Medicaid per capita expenditures by population 

over time. The JBC staff briefing included a chart on page 8 showing per capita expenditures 

for people with disabilities, people who are elderly, adults, children, and the overall Medicaid 

population. However, because this chart was limited to expenditures from the Medical Services 

Premiums line item, it did not include expenditures from some other significant sections of the 

budget, such as services for people with intellectual and developmental disabilities and 

behavioral health. JBC members would like a variation of the chart that includes all Medicaid 

services. 

 

RESPONSE 

The chart below shows historical and projected per capita Medicaid expenditure for different population 

groups for all Medicaid services13, including waiver services for people with intellectual and developmental 

disabilities and behavioral health.  The Elderly population group includes partial dual eligibles similar to 

the chart presented in the JBC staff briefing and as described in Question 37. 

 

 

 

                                                 
13 As reported in Exhibit Q of the Department’s November R-1 request for Medical Services Premiums 
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44. Compare per capita expenditures for Medicaid and the Children’s Basic Health Plan (CHP+). 

Which program is more cost effective, and why? How much do the premium and co-pay 

requirements defray the cost of CHP+ compared to Medicaid? 

 

RESPONSE 

The per capita expenditure for all children on Medicaid was $2,065.94 in FY 2015-16, compared to $2,257.78 

for all children on the Children’s Basic Health Plan (also known as the Children’s Health Plan Plus or CHP+) 

for the same period.  The per capita expenditure for all pregnant women on Medicaid was $11,039.01 in FY 

2015-16, compared to $12,790.87 for all pregnant women on CHP+ for the same time period.  The CHP+ 

costs are offset slightly by annual CHP+ enrollment fees for members above 156 percent of the federal 

poverty line (FPL), which is $25 for one child and $35 for more than one child enrolled in a family.  The 

Department collected $1,123,169 in enrollment fees in FY 2015-16, which was less than one percent of total 

expenditure. The CHP+ program also charges co-pays for certain services, which range from $1 for 

prescriptions to $50 for an inpatient hospital stay.  Actual collected FY 2015-16 co-pay amounts for CHP+ 

are not available at this time, but historically the Department has experienced a 1 percent-2 percent 

adjustment to base expenditure to account for projected co-pays received.  Federal statute prohibits the 

Department from using cost-sharing measures such as co-pays and premiums for children and pregnant adults 

in Medicaid.14 

The per capita costs for the two programs are different because they use different delivery and payment 

systems.  The costs for the majority of Medicaid members are paid on a fee-for-service basis and are 

coordinated through the Department’s Accountable Care Collaborative.  In contrast, CHP+ children are 

enrolled in managed care plans that receive actuarially-sound, monthly capitation payments for each member 

to cover the costs of providing services to that member.  CHP+ pregnant women are paid a medical advance 

on expected costs through a capitation payment, but the Department reconciles those payments to cost at the 

end of the fiscal year. Due to the differences in the delivery systems, comparing the per capita costs between 

the programs is not directly equivalent as managed care plans have administrative costs not incurred in a fee-

for-service system. 

According to Healthcare Effectiveness Data and Information Set (HEDIS)15 measures for Medicaid and 

CHP+ from 2015, both programs are comparable across several measures on access to care and health 

outcomes, with CHP+ slightly outperforming Medicaid.  The Department notes, however, that these results 

are likely impacted by the difference in the income levels covered by the two programs.  Children in CHP+ 

come from families with higher income levels on average, which impacts their overall health and ability to 

access services.16  Please see Table 1: HEDIS 2015 Measure Comparison Between Medicaid and CHP+ 

                                                 
14 42 C.F.R §§ 1396o (b)(3)(A) (i-ii), (b)(3)(B) (i-iii) 
15 The Healthcare Effectiveness Data and Information Set (HEDIS) is a tool used by more than 90 percent of America's health 

plans to measure performance on important dimensions of care and service. Altogether, HEDIS consists of 81 measures across 5 

domains of care. Because so many plans collect HEDIS data, and because the measures are so specifically defined, HEDIS makes 

it possible to compare the performance of health plans on an "apples-to-apples" basis.  http://www.ncqa.org/hedis-quality-

measurement.  
16 Studies show that Americans at all income levels are less healthy than those with incomes higher than their own.  For example, 

see Braveman, Paula A., Catherine Cubbin, Susan Egerter, David R. Williams, and Elsie Pamuk. 2010. “Socioeconomic Disparities 

http://www.ncqa.org/hedis-quality-measurement
http://www.ncqa.org/hedis-quality-measurement
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below for examples of comparable measures in primary care, as well as the charts for a comparison of three 

measures over time.   

The Department continues to monitor health outcomes and access to care in both programs.  The Department 

submits a report to the legislature each year per section 25.5-1-113.5, C.R.S. on health care access and the 

quality of care for children on Medicaid and CHP+. In addition to the HEDIS measurements the Department 

conducts, regulation also requires that fee-for-service Medicaid continually monitor for access to care issues. 

The Department synthesizes health quality survey data from many sources with administrative claims data 

to monitor how benefits are being used, and if any region of the state is displaying access issues. Upon 

identification of an access issue the Department takes step to fully analyze and remediate.    

Table 1: HEDIS 2015 Measure Comparison Between Medicaid and CHP+ 

Measure Medicaid CHP+ 

Percentage of Children Accessing Primary Care     

Ages 12 to 24 Months 92.91% 93.22% 

Ages 25 Months to 6 Years 79.34% 80.57% 

Ages 7 to 11 Years 83.78% 89.64% 

Ages 12 to 19 Years 83.69% 90.09% 

Percentage of Children with Immunization 53.35% 59.89% 

 

4:15-4:30 Provider Rates 

 

45. Many of the Medicaid rates analyzed by the Department in response to S.B. 15-228 are 

significantly below the benchmark. Why isn’t the Department proposing rate adjustments to 

address the low level of funding? 

 

RESPONSE 

The purpose of the rate review process established by Senate Bill 15-228 is to: conduct analyses and conclude 

for services under review whether payments are sufficient to allow for provider retention and member access 

and whether they reflect appropriate reimbursement of high-value services; present the findings in a report 

published the first of every May; develop strategies for responding to the analysis results; and provide 

recommendations on all rates reviewed in a report to the JBC published the first of every November.  

As part of this analysis, rates paid are compared with available benchmarks. As outlined in the 2016 Medicaid 

Provider Rate Review Analysis Report (2016 Analysis Report), six benchmarks were created for the six 

categories of service under review, which included:  

 Laboratory and Pathology: 87.96 percent of the benchmark (compared to Medicare and other state 

Medicaid rates). 

                                                 

in Health in the United States: What the Patterns Tell Us.” American Journal of Public Health 100 (S1): S186–S196. 

http://www.ncbi.nlm.nih.gov/pmc/articles/PMC2837459/. 

https://www.colorado.gov/pacific/sites/default/files/2016%20Medicaid%20Provider%20Rate%20Review%20Analysis%20Report.pdf
https://www.colorado.gov/pacific/sites/default/files/2016%20Medicaid%20Provider%20Rate%20Review%20Analysis%20Report.pdf
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 Private Duty Nursing: 111.77 percent-144.69 percent of the benchmark (compared to other state 

Medicaid rates). 

 Home Health: 72.49 percent-197.11 percent of the benchmark (compared to other state Medicaid 

rates).  

 Physician Administered Drugs: 100.7 percent of the benchmark (compared to Medicare and other 

state Medicaid rates). 

 Non-emergent Medical Transportation: 28.19 percent of the benchmark (compared to other state 

Medicaid rates). 

 Emergency Medical Transportation: 30.74 percent of the benchmark (compared to Medicare and 

other state Medicaid rates). 

Results of the 2016 Analysis Report indicated that FY 2014-15 Colorado Medicaid payments for four of the 

six services examined were at least 70 percent above the benchmark, while three of the six were above 100 

percent of the benchmark. Non-emergent medical transportation (NEMT) and emergency medical 

transportation (EMT) services were the exceptions, with payments at 28.19 percent and 30.74 percent of their 

benchmarks, respectively.  

In the 2016 Medicaid Provider Rate Review Recommendation Report, submitted to the JBC on November 

1, 2016, the Department draws a distinction between those rates it does not recommend changing and rates 

that it does not currently recommend changing.  In the case of NEMT and EMT services, for example, the 

Department does not currently recommend adjusting rates because further research is needed in order to 

suggest appropriate changes. This belief was shared by the Medicaid Provider Rate Review Advisory 

Committee (MPRRAC), which did not recommend a specific rate increase but, rather, that the Department 

conduct further research.  The Department committed to conducting the additional research and revisiting its 

recommendation in 2017. 

For NEMT services, the Department was unable to draw reliable conclusions on the sufficiency of NEMT 

rates to allow for provider retention and member access. To address this, the Department plans to:  

 Continue to research how to reduce fragmentation in the administration of NEMT services. 

 Look into claims adjudication information. 

 Study the strengths of, and any concerns with, the new nine-county state broker shared-risk contract. 

 Evaluate claims data that will be available after migrating to a new Medicaid Management 

Information System, which should be more robust than existing claims data (e.g., there will be greater 

differentiation between NEMT and EMT claims).  

For EMT services, the Department concluded that EMT service payments were sufficient to allow for 

provider retention and member access because EMT service providers cannot refuse services to members. 

Despite access sufficiency, the Department concluded EMT rates may not reflect appropriate reimbursement 

of high-value services. To address this, the Department plans to:  

 Consult with surrounding state Medicaid agencies to gather information on their EMT service rates 

and evaluate those rates for comparability. 

https://www.colorado.gov/pacific/sites/default/files/2016%20Medicaid%20Provider%20Rate%20Review%20Analysis%20Report.pdf
https://www.colorado.gov/pacific/sites/default/files/2016%20Medicaid%20Provider%20Rate%20Review%20Recommendation%20Report.pdf
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 Reach out to our federal and state partners to understand supplemental funding sources for EMT 

services. 

 Calculate the potential budget impact of opening, and reimbursing for, paramedic intercept codes.  

 Examine if changes to, and clarification of, NEMT service policies lessen potentially avoidable 

utilization of EMT services. 

 Gather more information from EMT service providers on the rate components that they feel are 

inadequate. 

 Forecast the complete budgetary impact of rate increases to existing EMT services, including 

researching the direct and indirect impacts a rate change may have on the utilization of other 

services.  

The Department is committed to continued research and evaluation of the services reviewed during year one 

of the rate review process. This includes understanding the impact of the 0.5 percent across-the-board rate 

increase and 9.93 percent targeted rate increase applied to certain NEMT and EMT service codes in July 1, 

2015 (which post-dates the data upon which the above analysis was based). 

 

46. In particular, why are Medicaid rates for non-emergent medical transportation and emergency 

medical transportation so low compared to the benchmarks? What are the ramifications for 

local government costs to backfill insufficient Medicaid funding? How will the sufficiency of 

rates for non-emergent medical transportation be affected by increases in the minimum wage 

required by Amendment 70? 

 

RESPONSE 

The purpose of the rate review process established by Senate Bill 15-228 is to: conduct analyses and conclude 

for services under review whether payments are sufficient to allow for provider retention and member access 

and whether they reflect appropriate reimbursement of high-value services; present the findings in a report 

published the first of every May; develop strategies for responding to the analysis results; and provide 

recommendations on all rates reviewed in a report to the JBC published the first of every November.   

As part of this analysis, rates paid are compared with available benchmarks. This year, the Department was 

able to establish transportation benchmarks for some, but not all, transportation codes. Colorado Medicaid 

transportation services were compared to their Medicare equivalents, such as ambulance services, where 

possible. Overall, this process was successfully applied to 59.1 percent of the data. Additionally, the 

Department researched and provided supplemental rates to derive suitable comparisons of those services not 

covered by Medicare. Information was drawn from Alabama, Alaska, Arkansas, California, Connecticut, 

Montana, Nebraska, New Mexico, North Dakota and Wisconsin. Codes that were matched using this 

methodology accounted for another 26.7 percent of the data. A full explanation of how benchmarks were 

derived can be found on pages 77-80 of the Rate Review Analysis Report submitted to the JBC on May 2, 

2016. 

Although the Department was not able to identify benchmarks for all transportation codes, comparison 

indicated, in FY 2014-15, Colorado paid an estimated 69 percent less for emergency medical transportation 

https://www.colorado.gov/pacific/sites/default/files/2016%20Medicaid%20Provider%20Rate%20Review%20Analysis%20Report.pdf
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(EMT) and non-emergent medical transportation (NEMT) combined than the combination of Medicare and 

other states cited. Given that the results of the analysis for this service type showed a significant difference 

between Colorado’s estimated expenditures and the aggregated estimates for Medicare and the other states, 

the primary drivers of this difference were identified. Three procedure codes accounted for $63.46 million of 

the $74.1 million estimated impact total fund disparity: 

 A0425 (ground mileage, per statute mile) has a July 1, 2015 Colorado Medicaid rate of $1.81. 

o The average Medicare rate is more than four times higher at $7.31 per mile. 

 In Colorado, A0427 (ambulance service advanced life support emergency transport level 1) is paid at 

$148.71 

o The average Medicare rate is $434.95. 

 T2003 (nonemergency transportation; encounter/trip) has a July 1, 2015 Colorado Medicaid rate of 

$1.86. 

o Only one rate from Nebraska Medicaid was available for comparison at $12.80. 

 

The Department, in collaboration with the Medicaid Provider Rate Review Advisory Committee, identified 

recommendations to better evaluate and understand EMT and NEMT services, as outlined in the 2016 

Medicaid Provider Rate Review Recommendation Report, submitted to the JBC on November 1, 2016. The 

Department is committed to continued research and evaluation of NEMT and EMT services. This includes 

understanding the impact of the 0.5 percent across-the-board rate increase and 9.93 percent targeted rate 

increase applied to certain NEMT and EMT service codes in July 1, 2015 (which post-dates the data-pull 

upon which the above analysis was based).  

Ascertaining the ramifications for local government costs to backfill insufficient funding for non-emergency 

and emergency medical transportation is difficult at the state level because each city, municipality and county 

is different. Actions taken by local governments to subsidize payments do not appear in Department data.  

As the Department continues research on NEMT and EMT rates, the Department will engage with 

contractors, and provider and industry groups to further analyze and understand the impact of Amendment 

70 on this Medicaid service.   

 

47. Is the broker model for non-emergent medical transportation reliable and effective? 

 

RESPONSE 

Yes, the Department believes the broker model for non-emergent medical transportation (NEMT) is reliable 

and effective.  The Department administers Colorado’s NEMT program using three structures:  

1) A State managed Broker Contract operated by Veyo (formerly known as Total Transit) that serves the 

following counties: Adams, Arapahoe, Boulder, Broomfield, Denver, Douglas, Jefferson, Larimer and Weld. 

2) Three multi-county collaboratives that involve a total of 19 counties. Each of the collaboratives have 

partnered with a non-county department of human services agency (e.g., a Regional Council of Government 

or a community-based agency) to act as their “regional” transportation broker. 

https://www.colorado.gov/pacific/sites/default/files/2016%20Medicaid%20Provider%20Rate%20Review%20Recommendation%20Report.pdf
https://www.colorado.gov/pacific/sites/default/files/2016%20Medicaid%20Provider%20Rate%20Review%20Recommendation%20Report.pdf
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3) A county-administrated system where all other counties operate NEMT locally using a number of different 

approaches and processes through the County Departments of Human Services. 

As outlined in the 2015 Legislative Request for Information #5, the Department researched data and 

conducted a survey in September 2015 of the Veyo and three multi-county collaboratives’ brokerages and 

reported that: 

 The present state supervised/county administered system for the non-Veyo broker counties 

contributes to: 

o Lack of adequate resources at the county level to effectively implement or oversee the 

program. 

o Inconsistency of services. 

o County boundary issues. 

o Lack of resource sharing. 

 

 When comparing the multi-county collaborative NEMT projects with the single or dual county 

NEMT services, it appears that most of the single county systems do not maximize resources that are 

available regionally and they also do not address cross-county jurisdictional issues.    

 

 Data systems reporting and analysis are also inconsistent.  The current Medicaid claims system do 

not include coding options that are relevant to measuring NEMT performance and costs.  Counties 

make individual, inconsistent choices in coding their activities and staff workloads make it difficult 

to keep up with reporting requirements. 

 

a) What steps has the Department taken to investigate complaints about unreliable service and 

resolve the issues? 

RESPONSE 

Veyo is contractually required to provide the Department with monthly complaint and service level reports 

which the Department regularly reviews, and discusses any concerns with Veyo.  Between August 2015 and 

August 2016, there were 259 complaints submitted on a volume of 494,418 trips that were provided over that 

same period.  During the first six months there was an average of 34 complaints per month, which dropped 

significantly to just under eight per month since February 2016.  Additionally, Veyo exceeded their contact 

center performance standards by having a live customer service representative answer member calls within 

45 seconds 76.4 percent of the time during the same period from August 2015 through August 2016.  

Complaints received by the Department are sent to Veyo to track and investigate, and Department staff 

follows up as necessary. 

Veyo oversees NEMT providers in the Veyo service area.  The Department’s contract manager works with 

Veyo’s Transportation Network Manager to address NEMT provider service issues and issue corrective 

action. 
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b) Does the Department feel that the vendor is responsive to complaints? 

RESPONSE 

Yes, the Department believes Veyo is responsive to complaints.  Veyo has a designated Complaint Manager 

who investigates complaints which could include reviewing recordings of conversations between their 

customer service agents and the member or medical provider, contacting the member or their medical 

provider, reviewing Global Positioning System (GPS) data, and in many cases, reviewing vehicle camera 

recordings.  The Department has the ability and does in fact randomly monitor calls that are made to the 

Veyo customer service line. 

c) Does the Department have the necessary authority to hold the vendor accountable? 

RESPONSE 

Yes, the Department believes that it has the necessary authority and contractual requirements to hold the 

vendor accountable.  The Department also reviews the contractual requirements every year and amends the 

contract when necessary to address the evolving needs and direction of the NEMT program. 

In contrast, for the county-administered and multi-county collaborative NEMT programs, there are no state 

NEMT performance targets or indicators because each county is responsible for its own program.  The 

Department provides online venues for performance guidance to the counties and transportation providers. 

d) What performance criteria are built into the vendor contract, and are there financial 

incentives tied to performance? 

RESPONSE 

There is an entire section dedicated to performance criteria built into the vendor contract.  Those criteria are 

broken into four sections:  

1) Trip Performance, which includes specific criteria on trips for dialysis treatment 

2) Contact Center Performance, which includes specific criteria on complaint reporting and resolution 

3) Member Satisfaction 

4) Transportation Provider Audit 

There are three categories for financial incentives tied to performance:  

1) Public Transportation 

2) Transportation Provider Audits 

3) Member Satisfaction Survey 
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e) Would there be benefits to local governments opting out of the broker model and working 

directly with transportation providers? 

RESPONSE 

As mentioned earlier, the Department contracts with Veyo to serve the nine Front Range counties. To date, 

the Department has not received a request from any of those counties to opt out of the broker model and 

work directly with providers.  As outlined in the 2015 Legislative Request for Information #5, under 

Considerations and Recommendations, the Department is focusing on strategies for improving NEMT 

services, which included shifting the program to a regional structure at the service delivery level.  This 

could include a model that incorporates the three multi-county collaboratives which currently serve total of 

19 counties in addition to the counties Veyo serves.  

 

48. Please provide an update on the status of provider rate increases approved by the General 

Assembly in prior years. Are there any provider rate increases still pending approval from 

Centers for Medicare and Medicaid Services? 

 

RESPONSE 

All of the across-the-board and targeted provider rate increases enacted by the General Assembly in FY 2014-

15 have been approved by the Centers for Medicare & Medicaid Services (CMS) and implemented by the 

Department.  

All of the across-the-board provider rate increases and all but two of the targeted provider rate increases 

enacted by the General Assembly in FY 2015-16 have been approved by CMS and implemented by the 

Department. The targeted provider rate increases for Homemaker services in the Home and Community 

Based Services- Supported Living Services (HCBS-SLS) and Children's Extensive Supports (HCBS-CES) 

waivers are pending approval by CMS.   

The FY 2016-17 General Assembly provider rate decrease for primary care office visits and vaccine 

administration rates (i.e., the expiration of the 1202 bump) is still pending approval by CMS. Due to new 

federal requirements, the Department was required to submit an access to care impact analysis to CMS 

alongside its proposed State Plan Amendment.  The rates for the impacted codes were changed in the 

Medicaid Management Information System as of July 1, 2016 to ensure that providers would not be required 

to return funds to the state after approval of the decrease. 

 

49. Should personal care and homemaker rates be increased due to increases in the minimum wage 

required by Amendment 70? 

 

RESPONSE 

No, not at this time.  It appears from advertisements for hiring personal care and homemaker staff that it is 

already common for providers to offer starting salaries higher than the minimum wage that is slated to be 

effective January 1, 2017. Furthermore, although the effective date of the new minimum wage is days away, 
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the Department is not aware of any personal care or homemaker provider that has terminated Medicaid 

program participation due to the passage of Amendment 70.  However, there are some services and staff that 

provide personal care and attendant services or work in agencies and facilities that will be impacted by the 

wage increase. The Department will engage with contractors, provider and industry groups to further analyze 

and understand the impact of Amendment 70 on members and providers. Further, the Department will 

continue to work with the Medicaid Provider Rate Review Advisory Committee, established by SB 15-228, 

to identify specific providers that may be affected as the minimum wage continues to rise in the future. Any 

changes that the Department identifies that require additional funding will follow the standard budgeting 

process.  

 

50. Please provide some background for why the Department is limiting coverage of physical and 

occupational therapy to 12 hours per year. Does the limit apply to all Medicaid populations and 

circumstances, or are there exceptions for people enrolled in a waiver or for “medical 

necessity”? What is the logic behind limiting coverage of physical and occupational therapy? 

 

RESPONSE 

Physical and occupational therapies (PT/OT) are available to adults in the variety of health care settings with 

the following limits:  

 

Setting Type Benefit Limit 

Outpatient Rehabilitative 48 units per 12-month period 

Habilitative  

(Expansion Adults only) 

48 units per 12-month period 

Inpatient Hospital No distinction No Limit 

Home Health Acute recovery period 60 days per episode, No Limit 

Nursing Facility No distinction No Limit 

 

 

The 48-unit limit, or 12 hours per 12 months was approved by the General Assembly in 2011 as part of a 

budget reduction package. The Colorado Medicaid State Plan filed with CMS limits adults (including those 

on waivers, and/or also covered by Medicare) to 48 units of outpatient rehabilitative PT/OT per 12-month 

period, with no exception for additional units. 

 In FY 2015-16, over 90 percent of adults who accessed the outpatient rehabilitative PT/OT benefit used 

fewer than 48 units. Of the 10 percent that exceeded 48 units, the majority of those used fewer than 60 units. 

The Affordable Care Act requires all adults who qualify for Medicaid under the adult Affordable Care Act 

expansion to have outpatient habilitative PT/OT covered in addition to their Rehabilitative benefit.  
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Adult Eligibility 

Group 

Outpatient 

Rehabilitative 

PT/OT Benefit Limit 

Outpatient 

Habilitative  

PT/OT Benefit Limit 

Total 

Non-Expansion 48 units per 12 

months 

Not covered 48 units per 12 

months 

Expansion 48 units per 12 

months 

48 units per 12 

months 

96 units per 12 

months 

 

The Department would require additional spending authority and approval from CMS to increase the 48-unit 

limit, or to cover habilitative PT/OT for adults on Non-Expansion Medicaid.  

The Early and Periodic Screening, Diagnostic and Treatment (EPSDT) benefit provides comprehensive and 

preventive health care services for children and youth ages 20 and under.  Outpatient and home health PT/OT 

services are available to children when medically necessary.  

 

51. Are payment policies for the Program for All-inclusive Care for the Elderly (PACE) creating a 

disincentive for people to use home health services? 

 

RESPONSE 

No, the Department believes that the PACE program payment policies create incentives for utilization of 

skilled home health specifically and home care in general. The PACE program includes home care services 

as a component of the program to ensure members can remain in the community rather than in the more 

expensive institutional setting. PACE organizations are financially responsible for all medical expenditures 

incurred by members and consequently have a strong financial incentive to support members in the 

community with home care. However, it should be noted that PACE, on average, is costlier to the budget 

than the traditional long-term services and supports delivery model.  

 

4:30-4:45 Program for All-Inclusive Care for The Elderly (PACE) 

 

52.  What is driving the growth in PACE utilization? Is it a result of new facilities in Montrose, 

Colorado Springs, and Boulder? 

RESPONSE 

The growth in PACE utilization is a combination of a growing aging and older adult population, new 

facilities, increased programmatic awareness, and current facility capacity. The Department understands from 

approved facilities that there is existing capacity  the facilities continue to focus on filling. The Department 

projects growth from new or recently opened facilities will account for approximately 200 additional 

individuals (or 6 percent of total Medicaid PACE enrollees) in FY 2017-18.  Growth in enrollment from 
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existing facilities is also high; between FY 2014-15 and FY 2015-16, there was an increase of 147 PACE 

enrollees, and that trend is expected to continue through the forecast period. 

 

53.  How does the PACE program fit in with the Accountable Care Collaborative? 

RESPONSE 

Both the Accountable Care Collaborative Phase II and PACE programs are considered to be managed care 

programs providing comprehensive physical health and behavioral health services.  Federal authority does 

not allow the Department to pay for services in two comprehensive programs simultaneously; therefore, 

individuals enrolled in the PACE program are excluded from participation in the Accountable Care 

Collaborative Phase II.  The Regional Accountable Organizations selected to administer the Accountable 

Care Collaborative however, would be expected to ensure seamless and coordinated transitions of care for 

any members transitioning between the two programs.   

 

54. Is the PACE program cost effective? What is the Department doing to improve the performance 

of the PACE program? 

Data on the cost effectiveness of PACE under Colorado’s specific reimbursement policy is not available. 

While it is a challenging question to answer if and how much PACE can impact the cost trajectory of a 

member, the Department, in partnership with the PACE organizations, is actively working to answer this 

question.  

Measuring whether PACE is cost effective requires evaluating the benefits for members relative to the cost 

of the program. There is limited literature evaluating the PACE program. The Department has reviewed the 

few national studies that indicate PACE improves care quality and access to services, with strong evidence 

in a decrease of inpatient hospitalization. In January 2014, the federal Department of Health and Human 

Services commissioned a study17 that showed PACE had no significant effect on Medicare costs, but is 

associated with higher Medicaid costs. However, the Department is aware of another study conducted by 

Duke University showing savings to both Medicare and Medicaid.  Even though these studies indicate cost 

efficiencies in some cases, the results may not apply to the Colorado program as reimbursement policies vary 

from state to state; Colorado specific analysis will be needed to evaluate the cost effectiveness of the program. 

SB 16-199 mandates that the Department utilize a specific methodology for setting one component of the 

PACE rates, the Upper Payment Limit.  The methodology is not used by any other state in the country and 

was not vetted by the Department for appropriateness in rate setting for the Colorado PACE program prior 

to codification, so the results are not predictable at this point; however, academic research suggests that this 

type of modeling can be utilized to understand the cost effectiveness of PACE for an enrolled population at 

a point in time.  Of note, it cannot be used longitudinally such that the Department could evaluate the cost 

effectiveness of the program over the lifetime of a member's enrollment.  A request for proposals to engage 

qualified actuaries in application of the model is expected to be released this month or early next month.  The 

                                                 
17 https://www.mathematica-mpr.com/our-publications-and-findings/publications/evaluating-pace-a-review-of-the-literature 

https://www.mathematica-mpr.com/our-publications-and-findings/publications/evaluating-pace-a-review-of-the-literature
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Department will share the results of the modeling once they are available, likely in the first half of FY 2017-

18 given the sophistication of the modeling.   

To improve the performance of the PACE program, the Department included FY 2016-17 contract 

requirements to report data on services provided to members.  Failure to provide the information is penalized 

with a 5 percent rate reduction.  This type of data is critical for ensuring enrollees' needs are met and is an 

important step in monitoring program performance. 

Additionally, the Department will be working with PACE organizations in FY 2016-17 to establish quality 

benchmarks that will be incorporated into contracts for FY 2017-18.  This is similar to the value proposition 

introduced into other provider payments as described in the FY 2017-18 R-6. 

 

55. Please provide an update on the implementation status of S.B. 16-199, including the 

development of an actuarially sound upper payment limit methodology. 

 

RESPONSE 

A request for proposals to procure a qualified actuary for application of the Grade of Membership (GoM) 

methodology required by SB 16-199 is expected to be released later this month or early next month.  Based 

on conversations with researchers at Duke University, approximately 8 months’ worth of data analysis by a 

qualified actuary is needed to develop the GoM methodology in Colorado.  While there is no timeline 

established in statute, the Department anticipates finalization of the methodology in the first half of FY 2017-

18.  The Department will continue to use the existing actuarially sound upper payment limit methodology 

until that time. 

 

4:45-5:00 Miscellaneous Other Issues 

 

56. What caused the delay in implementation of the new Medicaid Management Information 

System (MMIS)? What are the major cost drivers behind R8 MMIS Operations? How has the 

Department coordinated with Governor’s Office of Information Technology (OIT) to design 

the project and minimize delays and cost overruns? 

 

RESPONSE 

There are three contractors implementing the Department’s Colorado Medicaid Management Innovation and 

Transformation (COMMIT) project, which includes the new Medicaid Management Information System 

(MMIS).  The new MMIS is referred to as the “Colorado interChange.”  These are service contracts to provide 

the Department with claims processing, Fiscal Agent services, analytical services, and operations related to 

the Accountable Care Collaborative.  The contractors perform under a service contract, that includes a variety 

of information technologies and software that the contractors provide to support those services.  The primary 

contractors are Hewlett Packard Enterprises (HPE), Magellan, and Truven Health Analytics. 
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In October, the Department announced its decision to postpone the Go Live date of the Colorado interChange 

and the new Pharmacy Benefits Management System (PBMS).  The new Go Live date is March 1, 2017.  At 

that time, the Department estimated that over 8,000 providers and billing agents had not yet completed the 

provider revalidation and enrollment process in the Colorado interChange.  The Department’s priority is that 

there is no negative impact to providers or members with the implementation of the new MMIS and new 

PBMS.  If providers are not revalidated and enrolled in the Colorado interChange they will not have the 

ability to submit claims or receive payments.  Approximately 2,500 providers per month complete the 

revalidation and enrollment process; therefore, a four-month postponement allows the Department to devote 

more time to work with the Department’s providers to ensure they are revalidated and enrolled.  In addition, 

this will allow providers and partners more time to receive additional training and prepare for associated 

changes in their business processes.  Further, the Department will conduct additional systems testing during 

this time and make modifications to claims and payments processing that would have occurred after the initial 

Go Live date.  The Department began the stakeholder engagement process for the new revalidation and 

enrollment process in September 2014 and the necessary rule was adopted by the Medical Services Board in 

May 2015.  At that time, the Department began communicating the revalidation requirements and deadlines 

to Colorado’s Medicaid and Child Health Plan Plus (CHP+) providers.  Outreach and support efforts are still 

ongoing and are expected to continue into March 2017.  Initial communication methods consisted primarily 

of written articles, mailings, presentations given in-person and online, and information posted to the 

Department’s website.  Support for revalidation was initially available in the form of online content, email 

support, and webinar-based technical assistance.  

Over the past seven months, communication methods have evolved to include targeted email campaigns, fax 

broadcasts, and phone campaigns.  In March 2016, the Centers for Medicare and Medicaid Services (CMS) 

agreed to provide the Department with additional funding for a revalidation-specific call center, which was 

opened in May 2016.  The Provider Revalidation and Enrollment Help Center was hosted at Xerox State 

Healthcare until the end of October 2016, when HPE assumed operations. In addition, HPE’s provider 

revalidation project manager oversees two field representatives who can assist providers with the process.  

Further, Magellan opened their call center in November and agents are making phone calls to active providers 

who have not started the revalidation process.  Agents will connect providers with resource materials to start 

the application and send supplemental information about the process.   

Between May 2015 and December 2016, the Department’s communication and support strategy has included 

more than: 

 114 written articles 

 46 presentations and meetings 

 46,000 letters mailed 

 132 webinars 

 116,790 targeted emails sent (not including the responses made for 13,500 support emails) 

 30,714 support calls answered 

 13,046 outreach calls made 

 12 web pages created 
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 24,275 faxes sent  

While the major elements of COMMIT have a new Go Live date, there are other parts of COMMIT that have 

already launched which include: 

 Online provider enrollment tool  

 HPE Provider Revalidation and Enrollment Help Center  

 Drug Rebate processing has been transferred to Magellan  

 Preferred Drug List operations has been transitioned to Magellan 

 Legacy Xerox reporting has been transitioned to Truven Health Analytics 

To help protect the Department’s data within the contractor’s information technology, the Governor’s Office 

of Information Technology (OIT) has been involved in the project from the initial contracting through the 

implementation.  Information Technology Security personnel from OIT were involved in writing the 

cybersecurity requirements for the contracts, and the state’s standard cybersecurity requirements are included 

in the contracts.  In addition, the Department and the MMIS contractors work with OIT to ensure successful 

interfacing with necessary systems maintained by OIT.  Further, the Department coordinates with OIT on the 

implementation through various means, including: 

 OIT attends weekly status meetings between the Department and the COMMIT contractors and has 

regular recurring meetings with the OIT Liaison to discuss project status and issue resolution. 

 The Department attends the monthly OIT Executive Governance Committee (EGC) to align with the 

OIT project gating process and provide project updates to OIT. 

 The Department’s COMMIT implementation project manager works directly with its assigned OIT 

IT Liaison and OIT IT Portfolio Manager to provide COMMIT documentation to ensure that security 

and architecture reviews are completed and approved in accordance with OIT policies. 

 The Department and OIT conduct bi-weekly Technical Advisor Committee meetings to provide status 

updates and information about ongoing projects including the COMMIT project. 

 The Department and OIT are aligned with process management utilizing the OIT Project 

Methodology to track and monitor sub-projects related to the COMMIT project. 

 The Department utilizes the OIT project methodology when decommissioning the old MMIS state 

connections and to support and stabilize Department legacy systems. 

 The Department and OIT conduct recurring system interfaces and connections to the State network 

as part of the OIT Gating Security and Architecture review process. 

There were no major cost overruns related to the COMMIT project or the Go Live postponement to 

March 1, 2017.  The Department requested a reduction of $32,549 General Fund in FY 2016-17, a reduction 

of $566,430 General Fund in FY 2017-18 and a reduction of $1,641,310 General Fund in FY 2018-19.  The 

increase in federal funds for the FY 2017-18 request are primarily for a true-up in funding for the operating 

and maintenance costs as the new MMIS system enters the operational phase, and maximizing use of federal 

funds for design, development and implementation (DDI) costs.   
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Of the $18,546,779 total funds ($1,915,014 state funds and $16,631,765 federal funds) requested in the 

MMIS Reprocurement Contracts line for FY 2017-18, $3,211,754 ($1,520,828 state funds, $1,690,926 

federal funds) is a transfer of funding from FY 2016-17 appropriations resulting from the impact of the Go 

Live postponement.  The remaining $15,335,025 requested ($394,186 state funds and $14,940,839 federal 

funds) is primarily comprised of federal funds.  This request seeks to maximize use of 90 percent federal 

matching funds for DDI costs while this enhanced match is still available for projects that were not anticipated 

during the reprocurement of the new system and due to changes in federal policy that impact the system 

design.  No further funding is needed for MMIS Reprocurement Contracts line after FY 2017-18. 

Of the $5,501,405 total funds requested for the MMIS Maintenance and Projects line item, $3,981,968 is for 

statewide data analytics, automated prior authorizations, electronic surveillance utilization review, and 

nursing facility prior authorization review.  These costs have been funded through non-MMIS line items, but 

the activities will now be operationalized within the new MMIS.  Of the $3.9 million, $3,000,000 was reduced 

from the Medical Services Premiums line through the FY 2016-17 R-1 request and $981,968 is included as 

a reduction from other lines in this request.   

 

57. Why did the Department change the name of Colorado’s Medicaid program to Health First 

Colorado? How much did it cost and where did the Department get the money? Who made the 

decision and why was the General Assembly not consulted? 

 

RESPONSE 

There were two primary reasons for renaming Colorado’s Medicaid program to Health First Colorado:  

 Reduce confusion between Medicare and Medicaid, and 

 Reduce stigma Medicaid members frequently face. 

Medicaid and Medicare sound similar and consumers often confuse the two programs. The two programs are 

very different and renaming the Medicaid program is one way to reduce confusion. Stigma around the 

Medicaid program can be a barrier to care for many of our members. Members described stigmatizing 

experiences in regard to insurance status and stereotypes around poverty in the health care system:  

 “The kind of insurance you have identifies you as what kind of group you fall in. Having Medicaid 

puts me in the broke, poor class – the class that is welfare class.”  

 “Medicaid patients feel that they're treated differently, like they're not treated as well as someone 

who would have private insurance.”   

Health First Colorado is a positive name that resonates with our members and the new name and logo create 

a look and feel that is similar to commercial health plans. Twenty-one other states have also renamed their 

Medicaid programs with a more ‘consumer friendly’ name. 

The Department has been implementing a number of system changes for several years aimed at improving 

the member experience.  The Medicaid rename is one of the most visible indicators of how Colorado is 

modernizing the program.  
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The renaming project was almost entirely funded by grants from the Colorado Health Foundation and Caring 

for Colorado Foundation. All paid media and research to develop and test the new name was grant funded. 

The Department received an $89,522 grant in 2013 from the Colorado Health Foundation that funded the 

development of the new name and logo, including focus group testing and graphic design of the logo. In 

2016, the Department received additional grants from the Colorado Health Foundation and Caring for 

Colorado Foundation of more than $432,000 to support the public launch, including an advertising campaign 

and a contracted project manager to oversee outreach and training for Department staff, stakeholders, 

providers, and other external partners.    

Use of state funds has been minimal. In FY 2014-15, the Department used $25,000 total funds from its 

existing Personal Services budget to pay for a part-time, temporary staff position to plan the Health First 

Colorado name launch and apply for grants to support this project. The Department also spent $12,867 to 

make programming changes in the Colorado Benefits Management System (CBMS). The funds were used 

to change references from Medicaid to Health First Colorado in member communications, including 

correspondence, identification cards, PEAK and the PEAKHealth mobile app. To minimize state 

expenditures, the Department scheduled the rename changes as part of regular CBMS system maintenance. 

As a result, these changes comprised only four percent of the total work needed in that build.   

Similar to the renaming of the Child Basic Health Plan to Child Health Plan Plus (CHP+) during the Owens’ 

administration, the new name is only consumer facing (not in statute). The Health First Colorado name is 

being used in public and member-facing communications, but will not be changed in statute. The name 

change does not require changes in statute. 

Since 2013, the renaming project has been discussed with a handful of legislators. The Department’s 

Legislative Liaison had informal conversations over the past year with members of our committees of 

reference, while others were invited to participate in a survey of Colorado thought leaders during the research 

and development of the new name.  The final decision on the new name and logo was made by Department 

leadership. 

Given that the rename is primarily a grant funded and member facing change, the Department’s outreach 

focus has primarily been with members, member advocates, and the counties who interact with our members 

on a daily basis. 

 

58. Is equitable disbursement of funds and subsequent delivery of services to all residents part of 

the Department’s mission? If so, how is the Department ensuring the equitable and fair 

disbursement of public funds to all residents of the state? 

RESPONSE 

No, the Department’s mission is to improve health care access and outcomes for the people we serve while 

demonstrating sound stewardship of financial resources.  More detailed information about the Department’s 

Mission, Vision, Goals and Strategic Policies Initiatives is available in the Department’s Performance Plan. 

https://www.colorado.gov/pacific/hcpf/performance-plan
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Statewide, nearly one in four Coloradans qualify for programs including Medicaid and the Child Health Plan 

Plus.  The Department can only provide coverage for Coloradans who meet eligibility criteria set forth in 

federal and state statute. The Department must follow federal rules and regulations to qualify for federal 

matching funds.  For example, section 1902(a)(1) of the Social Security Act requires that a State Plan be in 

effect throughout the entire state, and federal regulations at 42 CFR § 431.50(b) require that “the plan will 

be in operation statewide… under equitable standards for assistance and administration that are mandatory 

throughout the State.”  Further, section 1902(a)(10)(B) of the Social Security Act requires “…that the medical 

assistance made available to any individual… shall not be less in amount, duration, or scope than the medical 

assistance made available to any other such individual…”  Subsequent provisions of the Social Security Act 

and federal regulations describe further methods to ensure comparability of services and freedom of choice 

of providers. The Colorado Access Monitoring Review Plan completed in compliance with the Assuring 

Access to Medicaid Services regulation evaluates access to services in all regions of the State. Through 

compliance with these statutes and regulations, the Department is able to ensure the equitable and fair 

disbursement of public funds.  

 
ADDENDUM: OTHER QUESTIONS FOR WHICH SOLELY WRITTEN RESPONSES ARE REQUSTED 

1. Provide a list of any legislation that the Department has: (a) not implemented, or (b) partially 

implemented. Explain why the Department has not implemented or has only partially 

implemented the legislation on this list. Please explain any problems the Department is having 

implementing any legislation and any suggestions you have to modify legislation.  

 

RESPONSE 

Please see Appendix C.  

 

2. If the Department receives federal funds of any type, please respond to the following: 

a. Please provide a detailed description of any federal sanctions or potential sanctions for 

state activities of which the Department is already aware.  In addition, please provide a 

detailed description of any sanctions that MAY be issued against the Department by 

the federal government during FFY 2016-17.  

RESPONSE 

When discussing Medicaid, the term “sanction” is understood to mean a penalty for an activity that falls 

outside of the activities allowed by the Social Security Act (SSA). The federal Centers for Medicare and 

Medicaid Services (CMS) has the power to reduce the state’s Federal Financial Participation or to fine the 

state as a sanction for these violations. CMS has not penalized or sanctioned the Department in its operation 

of the Medicaid program in at least the past 10 years. 

Federal disallowances can be issued by CMS when they determine that a claim or a portion of a claim is not 

allowable under the SSA or a program violates CMS rules or regulations.  In these situations, the Department 

may be required to pay back the federal share of the claim(s). The federal disallowances the Department 
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typically encounters are due to disagreements over the administration of various activities. The Department 

actively challenges and engages with CMS regarding any disallowances by appealing disallowances to the 

Health and Human Services Departmental Appeals Board (DAB). However, it is unusual for the DAB to rule 

against CMS’ disallowances, even when CMS applies current guidance retroactively or disallows funding 

for legitimate services provided to eligible members.  

The Department has fully exhausted all appeals and is currently repaying the following disallowance: 

 $7.6 million (covering claims from April 2010 to December 2012) related to claims in the “Adult 

Prenatal Coverage in Children’s Health Plan Plus (CHP+) and Premium Assistance Pilot Program” 

demonstration waiver. This is a technical finding following a review of the Department’s waiver 

authority, which allowed CMS to recover funds from the Department for services improperly rendered 

by providers to CHP+ eligible members. The Department notified the Joint Budget Committee of this in 

its February 15, 2015 budget submission and then requested and received funding for this disallowance 

as part of its November 2, 2015 Budget Request R-3, “CHP+”. These funds are repaid on a quarterly 

basis are scheduled to continue through September 30, 2017. 

CMS has formally issued one disallowance to the Department; the Department is actively appealing the 

decision: 

 $594,918 (covering costs from FY 2008-09) on a technical finding related to the random moment 

sampling methodology and reconciliation of the Public School Health Services Program related to 

payments for services properly rendered by school districts to Medicaid eligible children. The 

Department has requested a reconsideration of the disallowance with the Secretary of the U.S. 

Department of Health and Human Services and will appeal to the Departmental Appeals Board if the 

request for reconsideration is denied.  This disallowance has been further narrated in the Department’s 

FY 2017-18 November 1 Budget Request R-1, “Medical Services Premiums” in the background 

narrative section on Page R-1.4. 

The following is a list of potential disallowances that have been brought to the Department’s attention but 

have not advanced into the formal disallowance process. The items described below are either active 

deferrals, where CMS has asked the Department for more information about recently reported expenditures, 

or the result of audit findings which the Department strongly disagrees with CMS’ findings and is in active 

discussions and negotiations with CMS: 

 Costs related to the “Medicaid Adults without Dependent Children” demonstration waiver, which 

was used to prepare counties to process member applications prior to the waiver effective date so 

that member eligibility could begin on the effective date. CMS may declare that proper planning 

and preparing with the Department’s county partners for a waiver implementation are not allowable 

costs. 

 Payments for Medicare Part B deductibles and coinsurance. This is a technical finding following a 

review of the Department’s State Plan. The Department finds no justification to refund any amount 

related to this finding. The Department has been consistent in both the interpretation and the intent 

of the “lower of” pricing rule, applying the same pricing logic to all Medicare crossover claims. The 

findings are based on a minor technical variation in routine claims processing, contradict the policy 
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guidance provided by CMS and general State Plan guidelines, and are based on a hypothetical re-

pricing exercise.  

 External Quality Review Organization (EQRO) contractual activities. CMS asserts that the costs 

were not properly detailed in the Department’s Cost Allocation Plan (CAP) and that some of the 

activities performed by the vendor did not qualify for enhanced federal financial participation. The 

Department requested funding in January 2016 as part of the S-12, BA-12, “External Quality 

Review FFP Adjustment” to address this issue in FY 2015-16 and future fiscal years to account for 

the new guidance regarding a more narrow interpretation of EQRO requirements but did not request 

funding for past years in anticipation of appealing CMS determinations on past expenses. The 

Department believes that the expenses were properly detailed in the Department’s CAP and that the 

activities were within the guidance provided on allowable EQRO activities. 

 Claims related to Affordable Care Act (ACA) VIII Group populations (commonly referred to as the 

expansion populations). CMS asserts that members were incorrectly placed into this group which 

caused their services to incorrectly be paid using 100 percent federal funds. The Department 

contends that these reviews by CMS are de facto Medicaid Eligibility Quality Control (MEQC) 

pilot project reviews of Medicaid eligibility to identify erroneous payments, which are defined as 

payments for ineligible persons.  Due to changes in the way that states make eligibility 

determinations under the ACA, CMS directed states to implement new eligibility review pilots for 

fiscal years 2014–2017 in place of MEQC reviews.  To facilitate improvements in states’ eligibility 

determinations under ACA, CMS has suspended recoveries—including payment reductions and 

disallowances—for errors identified through the MEQC pilot programs.  Beginning in 2013, the 

Department began modifying the Colorado Benefits Management System (CBMS) to make the 

required ACA eligibility determinations, including the use of MAGI methodologies for income 

determinations and household composition.  Since then, it has been a process of continually 

adjusting CBMS as we learn more about how the system makes these new eligibility determinations 

in conjunction with (or not) preexisting methodologies. This is exactly what CMS sought to address 

by implementing the policy of the MEQC pilots—to give states the opportunity to come into 

compliance with ACA by overhauling their eligibility systems without the threat of recovery for 

erroneous payments made during this trial-and-error process.  As such, CMS should apply the 

MEQC pilot recovery policy here and exempt the Department from disallowances.  In addition, the 

Department has already implemented changes to CBMS to address errors identified by CMS as the 

Department identified the issues prior to the CMS review.  The Department is working with the 

Office of the Attorney General to prevent CMS from recovering any money based on these 

eligibility reviews.  The Department has further narrated these CMS eligibility reviews in the 

Department’s FY 2017-18 November 1 Budget Request R-1, “Medical Services Premiums” in the 

background narrative section on Page R-1.5. 

 Performance bonus payments made under the Children’s Health Insurance Program Reauthorization 

Act (CHIPRA). CMS asserts that the Department overstated its FYs 2010 through 2013 enrollment 

in its bonus requests to CMS by including individuals who did not qualify. CMS made similar 

findings in audits of other states, including Washington, New Mexico, Alabama, Wisconsin, and 

North Carolina. The Department strongly disagreed with the audit findings. The Department 

maintains that all bonus payments received were fully allowable and that CMS’ methodology and 

rationale for excluding blind and disabled children from the bonus payment program was contrary 

to the express language of the federal statute. The Department has further narrated the CHIPRA 
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Audit in the Department’s FY 2017-18 November 1 Budget Request R-1, “Medical Services 

Premiums” in the background narrative section on Page R-1.4 

 Finally, the Department expects that CMS will issue a disallowance for the period of November 

2014 to November 2015, related to the Pueblo Regional Center, based on their on-site report 

findings of non-compliance with Home and Community Based Waiver assurances. However, a 

formal disallowance has not yet been issued, nor a specific dollar amount identified. CMS has noted 

that this period of disallowance may be expanded to include periods after November 2015 and that 

it would include all federal financial participation paid to the Pueblo Regional Center during that 

period. 

b. Are expecting any changes in federal funding with the passage of the FFY 2016-17 

federal budget?  If yes, in which programs, and what is the match requirement for each 

of the programs?   

  

RESPONSE 

No, the Department does not expect any changes in federal funding that are connected to the federal fiscal 

year 2016-17 federal budget. 

 

3. Does the Department have any high priority outstanding recommendations as identified in the 

“Annual Report of Audit Recommendations Not Fully Implemented" that was published by the 

State Auditor's Office and dated June 30, 2016 (link below)? What is the Department doing to 

resolve the high priority outstanding recommendations? 

 

RESPONSE 

The Department has eight recommendations that are considered “high priority” in this year’s Annual 

Outstanding Prior Year Audit Recommendations Report.  The implementation status and corrective action 

plans for the high priority recommendations are outlined in the attached Appendix D. 

The Department is delaying full implementation of five of the eight recommendations until the new Medicaid 

Management Information System (MMIS) is in place. The implementation of the new MMIS has been 

postponed until March 2017. The Department is making the best use of available resources to implement 

long-term solutions rather than costly short-term fixes that must be re-built in the new MMIS. 

Two recommendations - Federal Grant Programs Personnel Costs 2015-33 and Federal Funding 

Accountability and Transparency Act’s (FFATA) 2015-36 - involve accounting reporting and will be 

implemented December 2017. 

One recommendation - Health and Safety Certification 2015-34b -  regards health and safety surveys and 

will be implemented in February 2017. 
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4. Is the Department spending money on public awareness campaigns?  What are these 

campaigns, what is the goal of the messaging, what is the cost of the campaign? Please 

distinguish between paid media and earned media. Do you have any indications or metrics 

regarding effectiveness? How is the Department working with other state or federal 

departments to coordinate the campaigns?  
 

RESPONSE 

 

The Department is not currently running any public awareness campaigns.  The Department does not engage 

in paid advertising unless it receives a specific appropriation, or private or federal grant funding to support 

such an effort. An example was the Medicaid rename project (Health First Colorado) this past summer. The 

campaign’s goal was to generate public awareness that the Colorado Medicaid program name was changing 

to Health First Colorado. The Department received grants totaling $432,020, including $407,020 from the 

Colorado Health Foundation and $25,000 from the Caring for Colorado Foundation to support the public 

rename launch, including an advertising campaign that generated more than 70 million impressions through 

paid advertising (online, bus and transit, radio and Pandora ads). The grant also paid for a contracted project 

manager to oversee outreach and training for Department staff, stakeholders, providers, and other external 

partners. The public awareness campaign was supplemented through the Department’s earned media 

outreach along with existing, targeted communications channels to members, stakeholders and providers.  

The Colorado Health Foundation grant included an evaluation component for the campaign in the form of a 

public survey assessing the awareness and perception of the new name. The online survey, conducted in 

September 2016, asked 300 individuals who met target household income for Health First Colorado 

eligibility, if they were aware of the new name and their perceptions about the name and program. Twenty-

three percent of survey respondents were aware that Health First Colorado was the new name for Colorado 

Medicaid. About 58 percent of respondents felt the new name was a positive change. 

Throughout the campaign and today, the Department has partnered with its sister agencies to promote and 

support the rename project. The Department provided messaging and direct links for other state agencies and 

community partners to include in their publications, presentations and talking points.  

 

5. Based on the Department’s most recent available record, what is the FTE vacancy and turnover 

rate by office and by division? To what does the Department attribute this turnover/vacancy?  

 

RESPONSE 

Below is the FTE vacancy rate by office.  The Department tracks vacancies by office, and not by division, 

therefore information for FTE vacancy by division is not available. 

Vacancy Rate by Office for FY 2015-16 
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Office 
Number of 

Vacancies 

Total 

Positions18 

Vacancy 

Rate19 

Member and Clinical Care 5 41 12.20% 

Community Living 16 73 21.92% 

Executive Director 0 14 0.00% 

Finance 27 135 20.00% 

Health Information 25 133 18.80% 

Health Programs 17 71 23.94% 

Policy, Communications, and Administration 28 128 21.88% 

Total 118 595 19.83% 

 

 
 

Please refer to the Department of Personnel and Administration response on behalf of the Executive Branch 

to the Joint Budget Committee regarding the FTE turnover rate. 

The Department conducts internal exit surveys from which information regarding turnover and vacancies is 

obtained.  Based on these surveys, the most frequently cited reasons for leaving employment are: 1) to pursue 

a promotional opportunity 2) personal reasons, such as a spouse relocation, educational pursuits, or a grant 

position ending, and 3) dissatisfaction with a supervisor.  In an effort to retain employees, the Department 

has developed and implemented a number of training and professional development opportunities, is in the 

process of creating clearer paths for career advancement, and is developing a robust supervisor training and 

coaching program.   

 

6. For FY 2015-16, do any line items in your Department have reversions?  If so, which line items, 

which programs within each line item, and for what amounts (by fund source)?  What are the 

reasons for each reversion?  Do you anticipate any reversions in FY 2016-17?  If yes, in which 

programs and line items do you anticipate these reversions occurring?  How much and in which 

fund sources do you anticipate the reversion being? 

 

RESPONSE 

The Department has prepared a chart (Appendix E) detailing each reversion reported by the Department. The 

chart is based on the information contained in the Schedule 3, which was provided to the General Assembly 

as part of the Governor’s November 1, 2016 budget request. 

                                                 
18 Total positions include all Department positions, except temporary staff positions. 
19 The vacancy rate is calculated by number of vacancies divided by total employees. 
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7.  [Background Information: For FY 2017-18, the Department of Law has submitted a request 

to change the calculation of legal services appropriations as well as the monthly billing system 

for legal services provided to state agencies. Specifically, the proposal would: 1) calculate the 

number of budgeted legal services hours for each agency as the average of actual usage in the 

prior three years; 2) include a two-year average of “additional litigation costs” such as court 

reporting, travel for depositions, expert witness costs, etc., in the appropriation for legal services 

(these costs are not currently included in the appropriation and are often absorbed from other 

personal services and operating expenses line items); and 3) convert from monthly billing based 

on the actual hours of service provided to monthly billing based on twelve equal installments to 

fully spend each client agency’s appropriation.]   

  

Please discuss your agency’s position on the Department of Law’s proposed changes to the legal 

services system, including the potential impacts of the changes on your agency budget. That is, 

does your department support the proposed changes? How would you expect the changes to 

positively or negatively impact your department? Please explain. 

 

RESPONSE 

The Department is neutral on the Department of Law’s budget request.  The challenges that the current billing 

arrangement imposes on the Department of Law are clear, and the Department supports efforts by its sister 

agency to improve planning and budget efforts. However, it is not obvious how the proposed change provides 

any direct benefit to our Department, and the Department is further concerned about the loss of flexibility 

provided by section 24-75-112(1)(i), C.R.S., which allows for “…up to ten percent of the amount 

appropriated for legal services may instead be expended for operating expenses, contractual services, and 

tuition for employee training.”  It is not known how state agencies would be able to use this flexibility under 

the Department of Law’s proposal, and the Department is hesitant to acquiesce to any change that 

administratively limits our statutorily-permitted flexibility. 

The Department anticipates that this question, along with the questions raised by other agencies, will be 

addressed by the Joint Budget Committee during the Figure Setting process, and as a result, does not object 

to the Department of Law’s budget request.  If the Department of Law provides appropriate customer service 

during the transition process, the Department believes that the proposal will ultimately be successful.   

 

8. What is the expected impact of Amendment 70 (minimum wage increase) on Department 

programs? Please address impacts related to state personnel, contracts, and providers of 

services.  

 

RESPONSE   

State Personnel:  Because of the nature of its positions, the Department does not typically pay personnel at 

or near the minimum wage.  Therefore, the Department does not anticipate any impacts related to its 

personnel in the near future.  
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Contracts and Providers:  Information from the Colorado Department of Labor and Employment indicates 

that in the first quarter of 2016, the average weekly wage for workers in the health care and social assistance 

sector was $908; assuming a 40 hour work week; the hourly wage for workers in the health care and social 

assistance sector was $22.70, which is well above the current and future minimum wage for Colorado.  The 

services provided in this sector are delivered by trained professionals, many that require advanced degrees 

or training.  However, there are some services and staff that provide personal care and attendant services or 

work in agencies and facilities that will be impacted by the wage increase.  The Department will engage with 

contractors, provider and industry groups to further analyze and understand the impact of Amendment 70 on 

members and providers.  Further, the Department will continue to work with the Medicaid Provider Rate 

Review Advisory Committee, established by SB 15-228, to identify specific providers that may be affected 

as the minimum wage continues to rise in the future.   

Program Caseload:  The Department does not anticipate any effects to its caseloads as a result of 

Amendment 70.  The academic literature on the relationship between minimum wage and public assistance 

caseloads do not show any clear causal relationship.  For example, an increase in the minimum wage may 

decrease public assistance caseload because of increased income; however, this may be offset by employers 

offering fewer hours to employees because of the increased cost of labor.  Existing literature does not offer 

any conclusions that are widely agreed upon.  The Department will continue to evaluate the effects of 

Amendment 70 as part of its semi-annual budget forecasts, and will use the regular budget process to account 

for any increase or decrease as a result of the amendment.   

 

9. Please provide an update on the Department’s status, concerns, and plans of action for 

increasing levels of cybersecurity, including existing programs and resources. How does the 

Department work with the Cybersecurity Center in the Office of Information Technology? 

 

RESPONSE 

The Office of Information Security, within OIT, provides security governance, security architecture, risk 

management, compliance assessment support, and security operations functions for the Department of Health 

Care Policy and Financing.  The Office of Information Security has input into the five-year plans for the 

Department, and has worked to prioritize projects benefiting the Department, such as:  the Enterprise Firewall 

Refresh project, new quarterly security awareness training, and an enterprise security log collection and 

correlation engine. 

Additionally, the Office of Information Security, within OIT, produces a quarterly risk report card, in which 

they measure risk for the Department, and have specific goals set, for reducing risk. 

 

10. Is the SMART Act an effective performance management and improvement tool for your 

Department? What other tools are you using? Do your performance tools inform your budget 

requests? If so, in what way? 

 

RESPONSE 
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The SMART Act contributes to effective performance management by formalizing the strategic management 

process and reinforcing the importance of measuring performance among staff. The strategic framework 

(below) helps teams stay focused on goals and initiatives. The strategic management process also facilitates 

collaboration among managers and staff who work together to establish measures, set goals, and report on 

progress. 

 

While the measures in the Department Performance Plan are useful for long-term (year-to-year) evaluations 

of performance, those in specific vendor contracts and/or data from clinical sources serve a more actionable 

purpose for decision making by managers on a monthly or quarterly basis. In many cases, vendors exceeding 

performance benchmarks receive incentive payments for providing enhanced value through services.  

In addition, the Department prioritizes budget requests that align with and support the Department’s strategic 

policy initiatives. When budget ideas come in, budget staff work with managers and policy experts to flesh 

out details of each request, and determine how it specifically ties to the Department Performance Plan (DPP). 

The Department’s executive team then uses the DPP to rank and prioritize which ideas move forward.  

11. Please identify how many rules you have promulgated in the past two years. With respect 

to these rules, have you done any cost-benefit analysis pursuant to Section 24-4-103 (2.5), 

C.R.S., regulatory analysis pursuant to Section 24-4-103 (4.5), C.R.S., or any other similar 

analysis? Have you conducted a cost-benefit analysis of the Department’s rules as a whole? 

If so, please provide an overview of each analysis. 
 

RESPONSE 
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From October 2014 to October 2016, the Department promulgated 86 rules. The Department does cost-

benefit and regulatory analyses for each proposed rule prior to its introduction to the Medical Services Board 

(MSB). The analyses are included in the OP form/rule-making document packet that accompanies each rule 

proposed by the Department. The cost-benefit analysis includes the following components: 

 Description of persons who’ll bear costs of the proposed rule and persons who’ll benefit from the 

proposed rule; 

 Discussion of the probable costs, to the Department or any other agency, of implementation and 

enforcement, and any anticipated effect on state revenue; 

 Comparison of the probable costs/benefits of the proposed rule to the probable costs/benefits of 

inaction; and 

 Determination of whether there are less costly or less intrusive methods for achieving the purpose of 

the proposed rule. 

The OP form/rule-making document packet is made available to the public when the public notice of 

proposed rule-making is published; and it is also included in the public record after the rule has been adopted 

by the MSB.  

With respect to these rules, no person requested a separate cost-benefit analysis for any of the rules. Section 

24-4-103 (2.5), C.R.S., states that anyone may request a cost-benefit analysis within five days of the 

publication of notice of proposed rulemaking in the Colorado Register. The Department performed a 

regulatory analysis of all 86 rules pursuant to Section 24-4-103 (4.5), C.R.S. The regulatory analysis 

performed on each rule is compliant with statute and is available to the public for review five days prior to 

the rule-making hearing on the Department’s public website. The Department has not conducted a cost-

benefit analysis of the rules as a whole. 

Each year the Department is required to submit a Regulatory Report to the General Assembly and the 

Secretary of State. This report documents all rules promulgated by the Department and can be located on the 

Department’s website here.20  

 

12. What has the Department done to decrease red tape and make the Department more 

navigable/easy to access?  

 

RESPONSE 

The Department has undertaken a number of projects to eliminate waste within the organization’s business 

processes. Process waste contributes to red tape and creates barriers for customers trying to access services. 

Examples of process improvement projects completed and underway include: 

 Streamlining the member appeals process 

 Reducing time to hire 

 Streamlining the Medical Services Board rule making process 

 Aligning provider qualifications for Division of Intellectual and Developmental Disabilities waivers, 

and restructuring the path providers take to be credentialed to see waiver patients 

                                                 
20 www.colorado.gov/pacific/hcpf/legislator-resource-center. 

https://www.colorado.gov/pacific/sites/default/files/HCPF%202017%20Regulatory%20Agenda%20and%202016%20Regulatory%20Agenda%20Report.pdf
http://www.colorado.gov/pacific/hcpf/legislator-resource-center
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 Supporting the Member Contact Center to respond more efficiently to member calls, questions, and 

complaints 

 Process mapping and creating standardized work for the majority of our Long Term Services and 

Support processes 

 Establishing guidelines to standardize the process that the 64 counties take to resolve member 

eligibility disputes 

 Creating a more complete, robust provider directory system that is easy for members to navigate and 

find a provider 

 Mapping the touchpoints the Department has with its members and continuously making 

improvements   

 The prior authorization request (PAR) portal was updated to reduce technical errors, allow providers 

to track their requests, respond to clinical review questions, and request a clinical reconsideration 

online.   

 Improved provider education on new benefits or changes to existing benefits, including the 

availability of online Provider Guides and webinars throughout the year, timely changes to provider 

billing manuals and Provider Bulletins, and increased transparency and provider communication on 

how to request items or services for their members. 

 Established a Person and Family Centered Advisory Committee to assist the Department in 

redesigning member-facing materials for ease of understanding  

 Modernized our web presence, by simplifying existing member-facing online tools, including 

Department & Health First Colorado websites, and creating new online tools, such as the PEAK 

Mobile Health App and the electronic Member Handbook 

These improvements allow providers to enroll more quickly, increase member access to services, and provide 

more efficient and effective business processes across the Department. 

 

13. What is the number one customer service complaint the Department receives? What is the 

Department doing to address it?  

 

The largest driver of calls to the Department’s Member Contact Center are questions about eligibility or 

application status.  Since many of these issues need to be resolved by County Department of Human Services 

offices, the calls drive volume and wait times for both the Department and our county partners.    To address 

the issue, the Department has worked with our county partners and made key investments in self-service, 

modern call center technology, improvements in the Department’s call handling processes and a county grant 

program to improve overall customer service. 

Self-service technology was introduced with the launch of the PEAKHealth mobile app which offers 

members an easy way to find out their eligibility status. When a member logs into PEAKHealth, their mobile 

member card shows “active” or “inactive” for each member of their household.   

The Department’s modernized call center technology enables the Department to extend its IVR and CRM to 

local county partners. This allows members to reach their local county office via the Department’s customer 
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service number.  Currently members whose eligibility sites are participating include: the Denver Health 

Medical Assistance Site, and Arapahoe, Delta, Archuleta, Ouray, and San Miguel counties.   

The center has trained agents to make small changes in CBMS to relieve local county offices of some of the 

call volume.  Call center agents can make common case changes such as adding a baby, reporting a 

pregnancy, updating a mailing address and correcting the spelling of a name or social security number.   

Finally, the county grant program offers one-time infrastructure and business process improvement grants to 

County Departments of Human Services.  Many of the grants are focused on improving the eligibility process 

with the ultimate goal of creating a better customer experience and minimizing the need for members  to 

contact their county office.  
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APPENDIX A: Approval Timeline Rules and Regulations 

State Plan Amendments (SPAs) 

Department Internal Clearance 

 For significant program changes, it can take up to six months to draft a State Plan Amendment 

(SPA) and clear it internally. This includes the time required to resolve any budget and policy 

concerns with the SPA. In addition, the drafting process oftentimes involves numerous 

informal communications with the Centers for Medicare and Medicaid Services (CMS) 

concerning the content of the SPA. If CMS voices initial concerns with the SPA, the drafting 

process can take longer than it would otherwise. Amendments with less significant changes, 

such as rate increases and technical changes, can be drafted and cleared much more quickly – 

most are cleared within one to two weeks.  

 Prior to submission to the CMS, SPAs and formal Request for Additional Information (RAI) 

responses must be approved by the Medicaid Director. 42 CFR §430.12(b). 

 

Tribal Consultation   

 Must be issued at least 30 days prior to submission to CMS.  §1902(a)(73) Social Security 

Act; Colorado state plan amendment CO 11-001. 

 

Public Notice 

 Public notice must be provided for the SPA. 42 CFR §447.205(a). 

o Notice must be published before the proposed effective date. 42 CFR §447.205(d)(1). 

o Publication of this notice must appear as a public announcement in the Colorado 

Register or in the newspaper of widest circulation for each city with a population of 

50,000 or more. 42 CFR §447.205(d)(2). 

 The Colorado Register is published on the 10th and 25th of each month.  

 Filing deadlines for publication are the 15th and last day of each month. 

Because it must be submitted to the Secretary of State’s office at least 10 days 

prior to the desired publication date (e.g., to be published on the 25th, the draft 

public notice must be submitted by no later than the 15th of the same month), 

the public notice usually must be filed in the month prior to the effective date 

of the amendment. 

 

CMS Review 

 Upon submission, CMS regional staff review the SPA, discuss issues with Department, and 

consult with CMS central office staff. 42 CFR §430.14. 

 

90-day Approval Clock   

 CMS has 90 days from the date of SPA submission to formally notify the Department either 

that the SPA is disapproved or that additional information is needed in order to make a final 

determination. If neither of these actions is taken within 90 days, the SPA will be considered 

approved. 42 CFR §430.16(a)(1). 
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Request for Additional Information (RAI) 

 If CMS has questions or concerns with the submitted SPA, CMS staff will either notify the 

Department informally or issue a formal RAI.  

o Informal RAI – This generally takes the form of emails and phone calls between CMS 

regional staff and Department staff. An informal RAI does not stop the 90-day clock. 

o Formal RAI – This is issued in a formal letter typically addressed to the Medicaid 

Director, setting forth the questions or concerns CMS has with the submitted SPA. A 

formal RAI stops the 90-day clock, which then restarts upon CMS receipt of the 

Department’s formal response. 42 CFR §430.16(a)(2). 

 

Department Rules 

Department Internal Clearance  

 The Department must draft and compile a packet of information for the proposed rule.  This 

contains the proposed rule or amendment language, regulatory analysis, fiscal impact analysis, 

executive director memo, and summary of stakeholder engagement.  On average, it takes two 

to six months to draft the components and clear them internally. Upon completion of internal 

clearance, the proposed rule packet is submitted to the Department’s Medical Services Board 

(MSB) Coordinator.  

 

Rule-Making Process 

 A non-emergency rule can be effective no sooner than 3½ months after the date that the 

proposed rule or rule amendment has been submitted to the Department’s MSB Coordinator. 

The rule-making process includes the following requirements: 

o Public notice must be published in the Colorado Register. C.R.S. §24-4-103(3)(a); 

C.R.S. §24-4-103(11)(a). 

o A public rule review meeting must be held three weeks prior to MSB first reading as 

an additional opportunity for stakeholder input and questions. 

o The Attorney General’s (AG’s) office must provide an initial review prior to MSB first 

reading. The AG’s office returns reviewed copy with comments to Department within 

2 weeks of initial receipt. The AG’s office completes a final review of the rule 

following its adoption by the MSB. C.R.S. §24-4-103(8)(b). 

o Readings at two MSB meetings. MSB meetings occur on the second Friday of every 

month. C.R.S. §25.5-1-303(4); C.R.S. §25.5-1-302; and Medical Services Board By-

Laws. 

 If proposed rule/amendment is approved by the MSB, the earliest possible 

effective date is the last day of the month following the month of the MSB vote. 

 

Home and Community Based Services Waiver Amendments 

Department Internal Clearance 

 Depending on the complexity and scope of proposed waiver changes, the time to draft and 

clear an amendment application can range from four weeks to a number of months. On 

average, the Department estimates two to four months to draft a waiver amendment, engage 

stakeholders, incorporate all policy revisions, revise waiver utilization and expenditure 

estimates, and clear the application internally.  
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 Prior to submission to CMS, amendments and formal RAI responses must be submitted to the 

Medicaid Director or designee for review and signature. 42 CFR §430.25(e). 

 

Tribal Consultation   

 Must be issued at least 60 days prior to submission to CMS and must provide Tribal 

Governments at least 30 days to respond.  §1902(a)(73) Social Security Act; Colorado state 

plan amendment CO 11-001; State Medicaid Director Letter #01-024. 

 

Public Input 

 Waiver amendments must include a public input process. 42 CFR §441.304(f). 

o Public input process must include at least two statements of public notice and input 

procedures, with one in a non-electronic and one in a web-based format, and include 

electronic and non-electronic methods of comment.  The Department must share the 

entirety of the waiver and provide paper copies upon request. 

o Public notice and comment period must be at least 30 days in length and be completed 

at least 30 days prior to implementation of proposed change or submission to CMS, 

whichever comes first. 

o Public input process must be sufficient in light of the scope of the changes proposed 

and ensure meaningful opportunities for input for individuals served or eligible to be 

served, as determined by CMS. 

 Public notice must be provided for requests for significant changes to the rate methodology, 

as determined by CMS. 42 CFR §447.205(a). 

o Notice must be published before the proposed effective date of the change to rate 

methodology. 42 CFR §447.205(d)(1). 

o Publication of this notice must appear as a public announcement in the Colorado 

Register or in the newspaper of widest circulation for each city with a population of 

50,000 or more. 42 CFR §447.205(d)(2).   

o CMS has stated that significant changes to the rate methodology must follow the 

public input requirements as described in 42 CFR §441.304(f) as well, which includes 

publishing two forms of notice, one in a non-electronic and one in a web-based format. 

CMS reviews each wavier action independently to determine if the input process was 

sufficient to reach the individuals receiving or eligible to receive services, and the 

allowable format can vary depending on the type of action. In general, the Colorado 

Register is not considered sufficient non-electronic notice for a substantive waiver 

action. Letter from CMS regarding the Department’s public notice plan, dated July 

31, 2015. 

 

CMS Review 

 Upon submission, CMS regional staff review waiver amendment, discuss issues with 

Department, and consult with CMS central office staff. 42 CFR §430.25(f)(2). 
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90-day Approval Clock   

 CMS has 90 days from date of submission to formally notify the Department either that the 

amendment is disapproved or that additional information is needed in order to make a final 

determination. If neither of these actions is taken within 90 days, the amendment will be 

considered approved. 42 CFR §430.25(f)(3). 

 

Request for Additional Information (RAI) 

 If CMS has questions or concerns with the submitted amendment, CMS staff will either notify 

the Department informally or issue a formal RAI.  

o Informal RAI – This generally takes the form of emails and phone calls between CMS 

regional staff and Department staff. An informal RAI does not stop the 90-day clock. 

o Formal RAI – This is issued in a formal letter typically addressed to the Medicaid 

Director, setting forth the questions or concerns CMS has with the submitted 

amendment. The original 90-day clock does not stop upon receipt of a formal RAI. 

However, a new 90-day clock begins when CMS receives the Department’s response. 

42 CFR §430.25(f)(3). 

 

Limitations on Retroactive Waiver Amendment Effective Dates 

 Requests for waiver amendments may be made retroactive to the date on or after the first day 

of the current waiver year, unless the request includes substantive changes, as determined by 

CMS. 42 CFR §441.304(d). 

 Requests for waiver amendments that include substantive changes may only take effect on or 

after the date when the amendment is approved by CMS. 42 CFR §441.304(d)(2). 

o Substantive changes include, but are not limited to, revisions to services available 

under the waiver including elimination or reduction of services, or reduction in the 

scope, amount, and duration of any service, a change in the qualifications of service 

providers, changes in rate methodology, or a constriction in the eligible population. 42 

CFR §441.304(d)(1). 
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APPENDIX B: HOSPITAL PROVIDER FEE TABLES 

Table 1: SFY 2016-17 Hospital Provider Fees & Payments by Hospital 

Hospital 
Hospital 

County 

Critical 

Access 

Hospital 

Rural 

Hospital 

SFY 16-17 

Provider Fee 

Percent 

of 
Provider 

Fees 

SFY 16-17 

Supplemental 

Payment 

Percent of 
Supplemental 

Payments 

University of Colorado 

Hospital Adams    
 $   43,479,971  6.7%  $    54,514,840  5.6% 

HealthOne North Suburban 

Medical Center Adams    
 $   13,066,464  2.0%  $      9,984,569  1.0% 

HealthOne Spalding 

Rehabilitation Hospital Adams    
 $                 -    0.0%  $         117,610  0.0% 

Haven Behavioral Health 

at North Denver Adams    
 $                 -    0.0%  $                   -    0.0% 

Vibra Long Term Acute 

Care Hospital Adams    
 $                 -    0.0%  $           61,024  0.0% 

Platte Valley Medical 

Center Adams    
 $     4,457,519  0.7%  $      5,425,033  0.6% 

Children's Hospital 

Colorado Adams    
 $   20,696,807  3.2%  $    42,200,291  4.3% 

Kindred Hospital Aurora Adams      $                 -    0.0%  $           28,014  0.0% 

San Luis Valley Regional 

Medical Center Alamosa   
 $     2,678,874  0.4%  $      9,730,324  1.0% 

Centura Health - Littleton 

Adventist Hospital Arapahoe    
 $   14,693,906  2.2%  $    21,396,098  2.2% 

HealthOne Medical Center 

of Aurora Arapahoe    
 $   37,738,748  5.8%  $    10,313,777  1.1% 

HealthOne Swedish 

Medical Center Arapahoe    
 $   35,372,489  5.4%  $    49,769,445  5.1% 

Craig Hospital Arapahoe      $                 -    0.0%  $         391,664  0.0% 

HealthSouth Rehabilitation 

Hospital - Littleton Arapahoe    
 $                 -    0.0%  $         172,221  0.0% 

Pagosa Mountain Hospital Archuleta    $        352,666  0.1%  $      1,384,866  0.1% 

Southeast Colorado 

Hospital Baca  
 $        166,870  0.0%  $      1,103,157  0.1% 

Boulder Community 

Hospital Boulder    
 $   16,744,052  2.6%  $    15,685,089  1.6% 

Centennial Peaks Hospital Boulder      $                 -    0.0%  $                   -    0.0% 

Centura Health - Avista 

Adventist Hospital Boulder    
 $     6,075,775  0.9%  $    13,314,886  1.4% 

Good Samaritan Medical 

Center Boulder    
 $   11,559,186  1.8%  $      6,648,170  0.7% 

Longmont United Hospital Boulder      $   10,972,462  1.7%  $    16,697,925  1.7% 

Heart of the Rockies 

Regional Medical Center Chaffee  
 $     1,109,183  0.2%  $      3,474,915  0.4% 

Keefe Memorial Hospital Cheyenne      $          64,225  0.0%  $         633,981  0.1% 

Conejos County Hospital Conejos    $        150,329  0.0%  $      1,834,412  0.2% 

Delta County Memorial 

Hospital Delta   
 $     2,766,240  0.4%  $      4,177,932  0.4% 

Colorado Mental Health 

Institute-Ft Logan Denver    
 $                 -    0.0%  $                   -    0.0% 

Denver Health Medical 

Center Denver    
 $   21,879,223  3.3%  $    98,039,464  10.0% 
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Centura Health - Porter 

Adventist Hospital Denver    
 $   18,097,226  2.8%  $      6,488,633  0.7% 

Colorado Acute Long 

Term Hospital Denver    
 $                 -    0.0%  $            (9,987) 0.0% 

HealthOne Presbyterian/St. 

Luke's Medical Center Denver    
 $   24,852,397  3.8%  $    50,856,775  5.2% 

HealthOne Rose Medical 

Center Denver    
 $   19,578,945  3.0%  $    28,053,456  2.9% 

Eating Recovery Center Denver      $                 -    0.0%  $                   -    0.0% 

Saint Joseph Hospital Denver      $   23,160,583  3.5%  $    53,288,920  5.5% 

Kindred Hospital Denver      $                 -    0.0%  $           17,809  0.0% 

National Jewish Health Denver      $     1,863,286  0.3%  $      6,326,312  0.6% 

Select Specialty Hospital - 

Denver Denver    
 $                 -    0.0%  $         121,954  0.0% 

Centura Health - Parker 

Adventist Hospital Douglas    
 $   10,955,877  1.7%  $      3,347,143  0.3% 

Castle Rock Adventist Douglas      $     4,710,168  0.7%  $      6,249,172  0.6% 

HealthOne Sky Ridge 

Medical Center Douglas    
 $   17,126,118  2.6%  $      2,995,334  0.3% 

Highlands Behavioral 

Health System Douglas    
 $                 -    0.0%  $                   -    0.0% 

Vail Valley Medical Center Eagle     $     2,827,322  0.4%  $      6,152,708  0.6% 

Memorial Hospital El Paso      $   32,005,846  4.9%  $    63,449,295  6.5% 

Cedar Springs Behavior 

Health System El Paso    
 $                 -    0.0%  $                   -    0.0% 

Centura Health - Penrose -

St. Francis Health Services El Paso    
 $   30,647,794  4.7%  $    36,421,884  3.7% 

Peak View Behavioral 

Health El Paso    
 $                 -    0.0%  $                   -    0.0% 

Select Long Term Care 

Hospital El Paso    
 $                 -    0.0%  $             3,346  0.0% 

HealthSouth Rehabilitation 

Hospital El Paso    
 $                 -    0.0%  $         237,077  0.0% 

Centura Health - St. 

Thomas More Hospital Fremont   
 $        850,259  0.1%  $      9,472,240  1.0% 

Valley View Hospital Garfield     $     4,415,681  0.7%  $    15,951,841  1.6% 

Grand River Medical 

Center Garfield  
 $        823,257  0.1%  $      4,150,023  0.4% 

Kremmling Memorial 

Hospital Grand  
 $        303,547  0.0%  $      1,752,166  0.2% 

Gunnison Valley Hospital Gunnison    $        644,575  0.1%  $      2,073,875  0.2% 

Spanish Peaks Regional 

Health Center Huerfano  
 $        275,260  0.0%  $      1,370,294  0.1% 

Centura Health - Saint 

Anthony Central Hospital Jefferson    
 $   20,762,689  3.2%  $    14,830,020  1.5% 

Centura Health - Saint 

Anthony North Hospital Jefferson    
 $     9,974,039  1.5%  $    10,537,870  1.1% 

Lutheran Medical Center Jefferson      $   26,912,428  4.1%  $    10,826,328  1.1% 

SCL Health Community 

Hospital - Westminster Jefferson    
 $        385,614  0.1%  $                   -    0.0% 

Centura Health - Ortho 

Colorado Jefferson    
 $        902,324  0.1%  $                   -    0.0% 

Weisbrod Memorial 

County Hospital Kiowa  
 $          29,176  0.0%  $      1,143,418  0.1% 

Kit Carson County 

Memorial Hospital Kit Carson  
 $        280,393  0.0%  $      1,615,707  0.2% 
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Animas Surgical Hospital La Plata     $        568,558  0.1%  $      1,458,820  0.1% 

Mercy Medical Center La Plata     $     5,966,206  0.9%  $    11,423,733  1.2% 

St. Vincent General 

Hospital District Lake  
 $        153,843  0.0%  $      1,115,578  0.1% 

Poudre Valley Hospital Larimer      $   21,691,953  3.3%  $    27,358,799  2.8% 

Banner Fort Collins Larimer      $     2,186,480  0.3%  $      5,959,860  0.6% 

McKee Medical Center Larimer      $     5,956,697  0.9%  $    14,213,280  1.5% 

Medical Center of the 

Rockies Larimer    
 $   14,745,202  2.3%  $    20,535,346  2.1% 

Northern Colorado Long 

Term Acute Care Hospital Larimer    
 $                 -    0.0%  $                774  0.0% 

Estes Park Medical Center Larimer     $        645,517  0.1%  $      1,350,885  0.1% 

Mount San Rafael Hospital Las Animas    $        752,215  0.1%  $      2,666,572  0.3% 

Lincoln Community 

Hospital and Nursing 

Home Lincoln  

 $        165,748  0.0%  $         660,318  0.1% 

Sterling Regional 

MedCenter Logan   
 $     1,185,145  0.2%  $      4,423,091  0.5% 

Community Hospital Mesa      $     2,995,308  0.5%  $      2,974,598  0.3% 

St. Mary's Hospital and 

Medical Center Mesa    
 $   21,221,639  3.2%  $    27,429,066  2.8% 

West slope Mental Health 

Stabilization Center Mesa    
 $                 -    0.0%  $                   -    0.0% 

Family Health West 

Hospital Mesa   
 $        518,609  0.1%  $      1,911,610  0.2% 

The Memorial Hospital Moffat    $        618,549  0.1%  $      3,872,923  0.4% 

Southwest Memorial 

Hospital Montezuma  
 $     1,109,628  0.2%  $      6,494,623  0.7% 

Montrose Memorial 

Hospital Montrose    
 $     4,378,570  0.7%  $      6,598,113  0.7% 

Colorado Plains Medical 

Center Morgan   
 $     3,183,128  0.5%  $      6,583,001  0.7% 

East Morgan County 

Hospital Morgan  
 $        451,469  0.1%  $      2,334,994  0.2% 

Arkansas Valley Regional 

Medical Center Otero   
 $     1,955,999  0.3%  $      5,192,442  0.5% 

Haxtun Hospital Phillips    $          67,590  0.0%  $         803,498  0.1% 

Melissa Memorial Hospital  Phillips    $        165,110  0.0%  $         776,043  0.1% 

Aspen Valley Hospital Pitkin    $        924,419  0.1%  $      3,038,427  0.3% 

Prowers Medical Center Prowers    $        553,529  0.1%  $      4,221,979  0.4% 

Colorado Mental Health 

Institute-Pueblo Pueblo    
 $                 -    0.0%  $                   -    0.0% 

Centura Health - St. Mary-

Corwin Medical Center Pueblo    
 $   11,401,394  1.7%  $    20,999,278  2.2% 

Haven Behavioral Senior 

Care at St. Mary-Corwin Pueblo    
 $                 -    0.0%  $                   -    0.0% 

Parkview Medical Center Pueblo      $   31,147,281  4.8%  $    47,516,193  4.9% 

Pioneers Hospital Rio Blanco    $        142,007  0.0%  $         378,201  0.0% 

Rangely District Hospital Rio Blanco    $          77,737  0.0%  $         949,203  0.1% 

Rio Grande Hospital Rio Grande    $        298,073  0.0%  $      1,425,372  0.1% 

Yampa Valley Medical 

Center Routt   
 $     1,843,574  0.3%  $      6,802,498  0.7% 

Sedgwick County 

Memorial Hospital Sedgwick  
 $        140,106  0.0%  $         706,606  0.1% 
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Centura Health - Saint 

Anthony Summit Hospital Summit   
 $     1,539,995  0.2%  $      4,003,174  0.4% 

Pikes Peak Regional 

Hospital Teller   
 $        520,114  0.1%  $      1,800,246  0.2% 

North Colorado Medical 

Center Weld    
 $   17,422,240  2.7%  $    19,490,822  2.0% 

Northern Colorado 

Rehabilitation Hospital Weld    
 $                 -    0.0%  $           82,206  0.0% 

Wray Community District 

Hospital Yuma  
 $        227,701  0.0%  $      1,922,096  0.2% 

Yuma District Hospital Yuma    $        369,557  0.1%  $      1,869,419  0.2% 

Grand Total 29 41  $ 653,700,683  100%  $  976,167,007  100% 

 

Table 2: SFY 2016-17 Hospital Provider Fees & Payments to Rural Hospitals 

Hospital Type 
SFY 16-17 

Provider Fee 

Percent of 

Provider Fees 

SFY 16-17 

Supplemental 

Payment 

Percent of Supplemental 

Payments 

Rural Hospital  $      45,096,427  6.9%  $    147,542,829  15.1% 

Non Rural Hospitals  $    608,604,256  93.1%  $    828,624,178  84.9% 

Total  $    653,700,683  100%  $    976,167,007  100% 
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APPENDIX C: LEGISLATION NOT FULLY IMPLEMENTED 2008-2016 

 

Total HCPF Related Bills 2008-2016: 202 

Not Fully Implemented 2008-2016: 11 

 

The Department has records of the status of implementation for legislation dating back to 2008. Over the last 

eight years, the Department has successfully implemented over 170 bills. Since Medicaid is governed as a 

partnership between the states and the federal government, any new Medicaid programs or changes to the 

current program that require federal funding must be approved by the Centers for Medicare and Medicaid 

Services (CMS). Several bills passed during this period were contingent upon federal approval which was 

denied. Without federal financial participation, the Department was unable to implement these bills.  

Many of the bills also require system changes to the Department’s claims system, the Medicaid Management 

Information System (MMIS). Built in the 1970s, any changes to the system required manual workarounds 

and prioritization since the system cannot handle multiple changes at once. While the Department often made 

note of the system change timeline in its fiscal note response to Legislative Council, the feasibility of 

implementing a system change was not always aligned with the implementation date of the bill. In 2013, the 

Joint Budget Committee approved funding to rebuild the MMIS system that would allow for faster 

modifications as programs are created and changed. Some of the bills have not been implemented because of 

the restrictions on the current MMIS system. Once operational in 2017, the new MMIS will allow for all of 

those affected bills to be implemented.  

Legislation Legislation Summary Barriers to Implementation FTE 

HB 16-1321 

Medicaid Buy-In 

for Persons 

Eligible for Certain 

Medicaid Waivers 

(Young/Merrifield) 

This bill requires the Department 

to seek federal approval to 

implement a Medicaid Buy-in 

Program for adults who are 

eligible to receive Home and 

Community Based Services 

through the Supported Living 

Services (HCBS-SLS) waiver, 

Persons with Brain Injury 

(HCBS-BI) waiver and the 

Spinal Cord Injury (HCBS-SCI) 

waiver. 

The Department has completed public 

noticing for the HCBS-BI and HCBS-SCI 

waivers on November 11, 2016 is on track 

to have these two waiver amendments 

submitted to CMS by January 1, 2017. The 

Department cannot submit the necessary 

waiver amendment for the HCBS-SLS 

waiver until a previously submitted waiver 

amendment authorized by legislative 

action is approved by the Centers for 

Medicare and Medicaid Services (CMS). 

The Department anticipates it will submit 

the necessary HCBS-SLS waiver 

amendment by April 1, 2017. 

0 

HB 15-1186 

Services for 

Children with 

Autism 

(Young/Steadman) 

 

This bill expands eligibility for 

the Autism Waiver Program by 

increasing the age limit from 6 

years of age to 8 years of age. If 

a child enrolls prior to his or her 

eighth birthday, he or she is 

eligible to receive services for a 

total of three full years. The bill 

The Department cannot implement this bill 

as written because it was contingent on 

approval from the federal Centers 

Medicare and Medicaid Services (CMS). 

CMS denied the waiver amendment on 

September 14, 2015. The Department sent 

communication to parents and a broad 

scope of stakeholders. The 

0.8 

(Temp) 
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removes the existing per child 

spending cap of $25,000 per year 

and instead directs the Medical 

Services Board to set the per 

child spending cap each year 

based on available 

appropriations. The bill 

eliminates the program waiting 

list.  

communications informed parents and 

stakeholders how to access the services 

available in the Children w/ Autism 

Waiver through the Early Periodic 

Screening, Diagnostic, and Treatment 

Waiver (EPSDT). 

HB 15-1318 

Consolidate 

Intellectual and 

Dev. Disability 

Waivers 

(Young/Grantham) 

 

This bill requires HCPF to 

consolidate the two Medicaid 

HCBS waiver programs for 

adults with intellectual and 

developmental disabilities.  

 

The Department continues to evaluate and 

plan for the implementation of the Waiver 

Redesign Workgroup’s recommendations. 

Analyses of the fiscal, programmatic and 

operational impacts of a redesigned waiver 

are also in progress. On August 1, 2016, 

the Department distributed an invitation for 

any interested stakeholders to join its 

Waiver Implementation Council. Members 

were selected to ensure a diverse group of 

perspectives, including individuals who 

receive services, family members, 

professional advocates, and representatives 

from provider agencies and the 

Community Centered Boards. Draft service 

and coverage standards are also in 

development; these standards are 

developed in collaboration with the 

Council and other stakeholders and will 

define the waiver service specifications, 

provider qualifications, and conditions of 

coverage. The Department’s target date for 

waiver submission to CMS remains July 1, 

2017 with an anticipated effective date of 

July 1, 2018. 

3 

SB 10-061  

Medicaid Hospice 

Room and Board 

Charges  

(Tochtrop, 

Williams/Soper, 

Riesberg)  

Nursing facilities are to be paid 

directly for inpatient services 

provided to a Medicaid recipient 

who elects to receive hospice 

care; reimburse inpatient hospice 

facilities for room and board. 

 

The Department cannot implement this bill 

as written because it is contingent upon 

federal financial participation. In order for 

the state to receive federal financial 

participation, hospice providers must bill 

for all services and ‘pass-through’ the 

room-and-board payment to the nursing 

facility. CMS has indicated to the 

Department that there is no mechanism 

through State Plan or waiver to reimburse 

class I nursing facilities directly for room-

and-board, or to pay a provider licensed as 

a hospice as if they were a licensed class I 

0 
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nursing facility. Although licensed 

inpatient hospice facilities are a hospice 

provider type recognized by the Colorado 

Department of Public Health and 

Environment for the provision of 

residential and inpatient hospice care, they 

must be licensed as a class I nursing 

facility to be reimbursed by the state for 

room-and-board with federal financial 

participation. 

SB 10-117  

Over-the-Counter 

Medications 

(Foster/Primavera) 

This bill adds over-the-counter 

medications identified through 

the drug utilization review 

process to services provided 

under Medicaid when the 

medications are prescribed by a 

licensed practitioner or a 

qualified licensed pharmacist 

In order to implement the bill, system 

changes are needed in the Pharmacy 

Benefit Management System (PBMS) 

which will be completed in 2017. The 

Department did not anticipate the amount 

of hours it would require to make the 

necessary system changes in 2010. The 

Department was also restricted by the 

current system that would require 

pharmacists to enroll individually as 

providers.  Given the extra burden of 

enrolling twice, the Department assumed 

low participation among pharmacists and 

decided to wait until the PBMS was 

reprocured to eliminate these barriers to 

participation. 

0 

HB 09-1103  

Presumptive 

Eligibility Long-

Term Care 

(Riesberg/Newell)  

Persons in need of long-term care 

who declare all of the 

information necessary to 

determine eligibility under the 

Medicaid program shall be 

presumptively eligible for 

benefits.  

The bill authorized the Department to seek 

federal approval to allow people who are in 

need of long-term care to be presumptively 

eligible for Medicaid. The bill directed the 

Department to seek federal approval from 

CMS, which was denied. Without federal 

approval, the Department was not able to 

implement the legislation.  

0 

HB 08-1072  

Medicaid Buy-In 

for Persons with 

Disabilities 

(Soper/Williams) 

 

 

 

 

 

 

 

 

This bill establishes a Medicaid 

Buy-in Program for people with 

disabilities who earn too much to 

qualify for Medicaid and for 

those whose medical condition 

improves while participating in 

the program. 

The Medicaid Buy-in Program for people 

with disabilities has been implemented. 

The Department has not implemented a 

buy-in for the “medically improved” 

group. The goal of the buy-in for the 

medically improved was to allow members 

with improved but preexisting conditions 

to access health care. Under federal rule, 

the earliest any of these potential members 

could have been covered was March 2013. 

With SB 13-200 and SB 11-200 these 

members will either qualify for Medicaid 

as part of the expansion population or be 

2 
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 able to seek subsidies on private health 

insurance through Connect for Health 

regardless of a preexisting condition.  

SB 08-003  

Medicaid Family 

Planning 

(Boyd/Riesberg) 

This bill provides flexibility in 

the income eligibility level for 

the Family Planning Pilot 

Program. Currently, the income 

eligibility level is set in statute at 

150 percent of the federal 

poverty level (FPL), but this bill 

allows the level to be established 

in the federal waiver sought for 

the program.  

 

The Department worked extensively with 

CMS and stakeholders to submit a waiver 

in order to implement the program. In 

December 2011, the Department withdrew 

its application for a waiver after learning 

that it would cost over $800,000 to make 

system changes to the MMIS and the 

earliest the changes could take effect 

would be January 1, 2014 due to national 

code freezes. As of January 1, 2014 this 

population would be covered under the 

expansion or could access subsidized 

private insurance through Connect for 

Health Colorado.  

0 

SB 08-006 

Suspend Medicaid 

for Confined 

Persons  

(Boyd/Solano) 

Confined persons will continue 

to be eligible for Medicaid 

benefits, if Medicaid benefits 

were being received immediately 

prior to designation as a confined 

person, provided availability of 

Federal funds 

 

CMS requires that members who become 

incarcerated have their eligibility re-

determined. Once incarcerated, the 

member would become a household of one 

- making them ineligible for Medicaid as 

Medicaid did not traditionally cover single 

adults. Prior to January 1, 2014, there was 

a cap on the amount of members covered 

under the AwDC program at 10,000 

members. Until the recent Adults without 

Dependent Children (AwDC) expansion, 

created by HB 09-1293, there was no 

category for single adults. The Department 

could implement this legislation now that 

childless adults can qualify for Medicaid 

under the Medicaid expansion. However, 

the Department cannot fully implement 

this bill due to the high cost to implement 

in CBMS and the current MMIS. The 

Department plans to implement the 

functionality to suspend eligibility for an 

incarcerated individual in the new MMIS, 

which is scheduled for implementation in 

March 2017. In September 2016, a CBMS 

project was implemented which enables 

incarcerated individuals to remain eligible 

for Medicaid. With the implementation of 

0 
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the new MMIS, incarcerated individuals 

will be placed in a limited benefits plan 

that will only pay for services that are 

incurred while in-patient at a hospital for a 

stay of 24 hours or more. When the inmate 

is released, they will be placed back into a 

full Medicaid benefits plan as long as they 

remain eligible for a category of Medicaid. 

The Department relies on the correctional 

facilities to communicate the incarceration 

date and release date to an authorized 

eligibility technician who can update the 

proper eligibility status in CBMS. 

SB 08-214 

Local Government 

Medicaid Provider 

Fees 

(Shaffer/Frangas) 

This bill made changes to 

legislation enacted in 2006 via 

SB 06-145, which authorized 

local governments to implement 

a provider fee on hospital and 

home health care agencies to 

draw federal matching funds to 

increase reimbursement for 

services provided to Medicaid 

members.  

As noted in both bills, imposition and 

collection of a provider fee by a local 

government is prohibited without federal 

approval of a Medicaid State Plan 

Amendment (SPA) authorizing federal 

financial participation.  The Department 

filed two SPAs with the federal Centers for 

Medicare and Medicaid Services (CMS) in 

2006 and worked with CMS for more than 

two years for approval.  Ultimately, CMS 

denied the Department’s SPAs, concluding 

that the Department’s reimbursement 

methodology did not meet the 

requirements of federal regulations [42 

CFR §433.68 (f)] addressing hold harmless 

arrangements. 

0 

HB 05-1243  

Consumer 

Directed Care 

Under Medicaid* 

This bill extends the option of 

receiving Home and Community 

Based Services (HCBS) through 

the Consumer Directed Attendant 

Support Services (CDASS) 

delivery model to all Medicaid 

recipients who are enrolled in an 

HCBS waiver for which the 

Department of Health Care 

Policy and Financing has federal 

waiver authority. The bill 

specifies that an eligible person 

shall not be required to disenroll 

from the person's current HCBS 

waiver in order to receive 

services through the consumer-

directed care service model. 

Consumer Directed Attendant Support 

Services (CDASS) is available in the 

following Home and Community Based 

Services (HCBS) waivers: Elderly Blind 

and Disabled (EBD), Community Mental 

Health Services (CMHS), Brain Injury (BI) 

and Spinal Cord Injury (SCI). The 

Department is presently seeking federal 

approval to expand CDASS into the 

Supported Living Services (SLS) waiver. 

The structure of CDASS allows members 

to direct their own personal care, 

homemaker, and health maintenance 

activities. There are four waivers that do 

not offer these distinct services: Children 

with Autism, Children with Life Limiting 

Illness, Persons with Developmental 

Disabilities, and Children’s Residential 

0.5 
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Habilitation Program. There is additional 

work that must happen prior to expanding 

CDASS, as it is currently structured, into 

waivers where these services are not in the 

federally approved waivers. The legislation 

authorized the Department to seek federal 

approval to expand Consumer Directed 

Attendant Support Services (CDASS) to all 

the HCBS waivers but the fiscal note 

assumed significant savings in order to 

expand. While a valuable and important 

delivery model, research and data show 

that members in CDASS do not produce 

net savings. The Department is requesting 

funding (R-7) in the FY 2017-18 budget to 

evaluate the cost effectiveness of the 

CDASS program. If approved, the 

Department could more accurately 

estimate the costs and savings of fully 

implementing this bill.  

 

*While the Department does not have record of the implementation status of bills prior to 2008, HB 05-1243 

was included because the Department is aware that this bill was not fully implemented and would have been 

included on this list if the Department had a comprehensive record of legislative implementation. 
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APPENDIX D: AUDIT RECOMMENDATIONS NOT FULLY IMPLEMENTED 

 

Rec 

No. 
Classification Audit Recommendation 

Department’s 

Implementation Status 

Update 

Implement

ation Date 

2015-

41/ 

2014-

39/ 

2013-

34/ 

2012-

36/ 

2011-

26 

Material Weakness The Department of Health 

Care Policy and Financing 

should improve its controls 

over eligibility of Medicaid 

providers to ensure that it 

complies with federal 

regulations. In addition, it 

should develop, implement, 

and document a process for 

removing providers from 

the Medicaid Management 

Information System 

providers who are no 

longer in compliance with 

provider eligibility 

requirements. 

The Department performs a 

monthly check of the List of 

Excluded Individuals and 

Entities (LEIE), System for 

Award Management (SAM), 

databases and four other lists 

provided by the federal 

government (MED - 

Medicare Exclusion 

Database, MFT - Medicaid 

Final Terminations, and MIG 

-Medicare Inspector General, 

Medicaid and CHIP State 

Information Sharing System) 

to ensure that enrolled 

providers have not been 

added to the exclusion 

data.  The LEIE and SAM 

databases will be an 

automated process after the 

new Medicaid Management 

Information System (MMIS) 

goes live.  The new MMIS is 

referred to as the “Colorado 

interChange.” 

 

Providers that do not 

revalidate in the Colorado 

interChange will not be able 

to access the system to 

submit and receive payment 

for claims after go live. 

Providers are required to 

revalidate/enroll and 

Deferred to 

March 

2017 
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Rec 

No. 
Classification Audit Recommendation 

Department’s 

Implementation Status 

Update 

Implement

ation Date 

complete the screening 

requirements in the new 

system. Provider enrollment 

screening results that lead to 

a determination by the fiscal 

agent that enrollment will be 

denied, results in the 

issuance of a denial of 

enrollment adverse action 

letter by the fiscal agent to 

the provider. 

 

2015-

33/ 

2014-

34/ 

2013-

27 

Significant 

Deficiency 

The Department of Health 

Care Policy and Financing 

(Department) should 

develop and implement 

procedures to ensure that 

personnel costs charged to 

federal grant programs are 

supported with the 

federally required 

certifications. 

The Controller Division had 

drafted a Personnel Time 

Reporting and Periodic Time 

Certification procedure to 

ensure that personnel costs 

are charged to federal grant 

programs in compliance with 

federal cost regulations 

issued by the Office of 

Management and Budget 

(OMB). However, these 

procedures were based on 

the requirements from OMB 

Circular A-87.  Under the 

new Uniform Guidance, 

some of the requirements 

around time tracking and 

certifications changed as 

they related to compensation. 

For this reason, the 

Controller Division will 

update the current 

procedures to comply with 

the new Uniform Guidance 

and will ensure these 

procedures are addressed 

Deferred to 

December 

2017  
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Rec 

No. 
Classification Audit Recommendation 

Department’s 

Implementation Status 

Update 

Implement

ation Date 

with the implementation of 

KRONOS which is currently 

expected to occur April 

2017.  This recommendation 

has been deferred until 

December 2017.  

 

2015-

34b 

Significant 

Deficiency 

The Department of Health 

Care Policy and Financing 

(Department) should 

continue to work with the 

Department of Public 

Health and Environment 

(DPHE) to improve internal 

controls over the 

monitoring of health and 

safety certifications by: 

Formalizing the process of 

following up with DPHE 

on survey completion 

deficiencies, once 

identified 

The Department will 

formalize a process on 

survey completion 

deficiencies once 

identified.  The Department 

will collaborate with 

Department of Public Health 

& Environment (DPHE) and 

come to a mutually agreed 

upon process that is 

consistent with the State 

Operations Manual Chapters 

7 and 8. 

February 

2017 

2015-

34c 

Significant 

Deficiency 

The Department of Health 

Care Policy and Financing 

(Department) should 

continue to work with the 

Department of Public 

Health and Environment 

(DPHE) to improve internal 

controls over the 

monitoring of health and 

safety certifications by: 

 

c. Modifying the Medicaid 

Management Information 

System (MMIS)to automate 

the process for denying 

claims for facilities without 

current certifications in 

place for participation in 

the Medicaid program. 

The Department does have a 

manual process that ensures 

that the certification 

information from 

Department of Public Health 

& Environment (DPHE) is 

reviewed in order to 

disenroll providers that lose 

certification. However, the 

Department will improve its 

controls by automating the 

data exchange process. This 

will reduce the probability of 

human error and would 

improve the timeliness of the 

disenrollment process for 

those providers losing 

certification. This 

improvement is part of the 

Department’s new Medicaid 

July 2017 
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Rec 

No. 
Classification Audit Recommendation 

Department’s 

Implementation Status 

Update 

Implement

ation Date 

Management Information 

System (MMIS). 

2015-

35/ 

2014-

36 

Significant 

Deficiency 

The Department of Health 

Care Policy and Financing 

(Department) should 

improve controls over the 

processing of medical 

claims for the Medicaid 

program by programming 

the new Medicaid 

Management 

Information System to 

automatically deny 

Medicaid payments to 

providers for claims 

delayed by third-party 

insurers and submitted 

beyond 365 days from the 

date of service. 

The Department has issued a 

Provider Bulletin and 

conducted training to 

providers informing them 

that claims delayed by third 

party insurers should not be 

submitted 365 days beyond 

the date of services. 

 

The new Medicaid 

Management Information 

System (MMIS) is being 

designed to automatically 

deny third party claims that 

are submitted after 365 days. 

The Department’s claims 

processing system is 

scheduled to go live in 

March 2017. 

 

Deferred to 

March 

2017  

2015-

36/ 

2014-

33/ 

2013-

23 

Significant 

Deficiency 

The Department of Health 

Care Policy and Financing 

(Department) should 

comply with the Federal 

Funding Accountability and 

Transparency Act’s 

(FFATA) reporting 

requirements for the 

Medicaid and Children’s 

Basic Health Plan 

programs. 

Partially Implemented. The 

FFATA Fact Sheet was one 

piece of the overall solution 

to implement this prior year 

audit 

recommendation.  Since our 

contract managers are the 

closest to the contracts they 

manage, the Department is 

defining a process that will 

Deferred to 

December 

2017 
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Rec 

No. 
Classification Audit Recommendation 

Department’s 

Implementation Status 

Update 

Implement

ation Date 

address uniform guidance 

requirements, internal 

controls, and FFATA.  As 

previously noted, a work 

group was created that 

includes Accounting, 

Budget, and Procurement 

staff plus several high-

performing contract 

managers.  The goal is to 

have the work group produce 

a process for 

review.   Therefore we have 

assigned a new December 

2017 implementation date. 

2015-

40b 

Significant 

Deficiency 

The Department should 

improve its controls over 

eligibility determination of 

Medicaid providers to 

ensure that it complies with 

federal requirements. 

Specifically, it should: 

b) Start screening agents 

and managing employees 

of providers on enrollment 

to confirm their identity 

and to ensure that they are 

not excluded from 

participating in the 

Medicaid program. 

Full compliance will be 

achieved with the 

implementation of the new 

Medicaid Management 

Information System (MMIS) 

in March 2017. The new 

MMIS is referred to as the 

“Colorado interChange.” 

 Provider revalidation began 

September 15, 2015 and 

providers revalidating in the 

Colorado interChange are 

being screened according to 

the Affordable Care Act 

Provider Screening 

Rules.  Owners with 5 

percent or greater control 

interest, managing 

employees, agents and 

individual providers are 

electronically vetted via 

LexisNexis against the List 

Deferred to  

March 

2017  
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Rec 

No. 
Classification Audit Recommendation 

Department’s 

Implementation Status 

Update 

Implement

ation Date 

of Excluded Individuals and 

Entities (LEIE), System for 

Award Management (SAM), 

and Department of 

Regulatory Agencies’ 

databases for 

enrollment.  National Plan 

and Provider Enumeration 

System (NPPES) and 

Provider Enrollment and 

Ownership System (PECOS) 

are manually verified when 

applicable.  Adverse 

screening results are 

followed up on and 

termination may occur if 

necessary. Social Security 

Administration (SSA) Death 

Master file verification will 

begin after implementation 

of the new MMIS and will 

be included in the monthly 

database check.  At that 

time, the Department will 

rerun the entire provider file 

monthly.  The information 

that would run against the 

SSA Death Master will be 

the individual providers as 

well as any individual names 

listed in the disclosures. On 

January 11, 2016 CMS 

provided sub regulatory 

guidance that extended the 

completion of provider 

revalidation from March 24, 

2016 to September 25, 

2016.   
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Rec 

No. 
Classification Audit Recommendation 

Department’s 

Implementation Status 

Update 

Implement

ation Date 

 

2015-

40c 

Significant 

Deficiency 

The Department of Health 

Care Policy and Financing 

(Department) should 

improve its controls over 

eligibility determination of 

Medicaid providers to 

ensure that it complies with 

federal requirements. 

Specifically, it should 

 

c. Perform monthly 

matches with federal 

databases to determine if 

existing providers’ owners, 

agents, or managing 

employees have been 

excluded from participating 

in the program since the 

last verification. 

For the providers in the 

current Medicaid 

Management Information 

System, the Program 

Integrity Section performs 

the monthly check of the List 

of Excluded Individuals and 

Entities (LEIE) and System 

for Award Management 

(SAM) databases and four 

other lists provided by the 

federal government (MED - 

Medicare Exclusion 

Database, MFT - Medicaid 

Final Terminations, MIG -

Medicare Inspector General, 

Medicaid and CHIP State 

Information Sharing System 

(MCSIS) to ensure that 

enrolled providers have not 

been added to the exclusion 

data.  The LEIE and SAM 

databases will be an 

automated process of the 

new Medicaid Management 

Information System (MMIS) 

in March 2017. 

Deferred to  

March 

2017 
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APPENDIX E: REVERSIONS BY LINE ITEM FUNDING SOURCE 

Appendix E- Reversions by Line Item and Funding Source 

Appropriation 

Total 

Funds 

General 

Fund Cash Funds 

Reappropriated 

Funds 

Federal 

Funds Reversion Information 

(1) Executive Director's Office; 

(A) General Administration, 

Personal Services 

$1,317,595  $0  $11,345  $927,374  $378,877  

The reversion of cash funds is due to the Service 

Fee Fund and Breast and Cervical Cancer 

Prevention and Treatment Fund (BCCP) program 

funds not being fully spent. The primary driver of 

the reversion in reappropriated funds is that State-

Wide Indirect Cost Allocation Plan (SWICAP) was 

not fully earned and Personal Services was paid out 

of the Colorado Benefits Management System 

(CBMS) appropriation.   The Department is also 

receiving a lower Federal enhanced match of 75% 

versus 90% in many of the Advanced Planning 

Documents (APD).  

(1) Executive Director's Office; 

(A) General Administration, 

Operating Expenses 

$197,748  $52,816  $75,542  $10,449  $58,941  

The General Fund and federal funds reversions 

reported on the schedule 3 were an error caused by 

a delay in issuance of a rollforward, which 

happened in a later accounting period than the rest 

of the department's rollforwards. The actual amount 

of reverted General Fund and federal funds was $0. 

(1) Executive Director's Office; 

(A) General Administration, Legal 

Services 

$435,718  $0  $217,812  $0  $217,907  

The reversion is due to legal expenses falling short 

of the appropriated amount.  With the current 

pending legal case with the American Civil 

Liberties Union (ACLU), the Department 

anticipates spending the entire appropriation in FY 

2016-17. 

(1) Executive Director's Office; 

(A) General Administration, 

Administrative Law Judge 

Services 

$0  $1  $0  $0  ($1) 
The reversion is a result of minor rounding errors 

but nets out to zero. 

(1) Executive Director's Office; 

(A) General Administration, 

Leased Space 

$355,534  $32,637  $145,129  $0  $177,767  

The reversion is due to leased space operating 

expenses, which are variable expenses that change 

on a month to month basis. 

(1) Executive Director's Office; 

(A) General Administration, 

Capitol Complex Leased Space 

$0  $1  $0  $0  ($1) 
The reversion is a result of minor rounding errors 

but nets out to zero. 
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(1) Executive Director's Office; 

(A) General Administration, 

Scholarships for Research Using 

the All-Payer Claims Database 

$24,950  $24,950  $0  $0  $0  

The Department received 5 additional scholarship 

requests for FY 2015-16 which could have used the 

remaining funds, but those scholarship request were 

either withdrawn, denied, canceled or delayed.  

(1) Executive Director's Office; 

(A) General Administration, 

General Professional Services and 

Special Projects 

$1,273,181  $115,469  $732,534  $0  $425,178  

The   reversion is tied to multiple causes. Funding 

tied to Children with Autism program was not spent 

because program staff were unclear if the study 

should be completed after CMS denied the 

expansion of the services for this population. 

Hospital Provider Fee Analytics had a remaining 

balance of 53% due to a large contract falling 

through.  Due to multiple year grants in the Nursing 

Home Innovation Grant (Cash Fund), amount gets 

spread and paid out over mulitple years. A payable 

was not set up for approximately $100k for Nursing 

Home Innovation Grant (Cash Fund) for services 

provided in FY 2015-16, therefore these costs were 

paid out of FY 2016-17 funding  Within multiple 

projects, contractor hours fell short of estimated 

need. 

(1) Executive Director's Office; 

(B) Transfers to Other 

Departments, Transfer to 

Department of Public Health and 

Environment for Facility Survey 

and Certification 

$280,575  $280,575  $0  $0  ($0) 

The reversion is due to a decrease in direct billing 

of Medicaid eligible expenses from the Department 

of Public Health and Environment 

(1) Executive Director's Office; 

(B) Transfers to Other 

Departments, Transfer from 

Department of Human Services 

for Nurse Home Visitor Program 

$1,513,170  $0  $0  $1,052,300  $460,870  

Most services paid from this line are on hold due to 

information received from OIG. The Department 

expects that new rules from the Medical Services 

Board in FY 2016-17 will allow the Department to 

continue normal expenditures in this line.  

(1) Executive Director's Office; 

(B) Transfers to Other 

Departments, Transfer to 

Department of Public Health and 

Environment for Prenatal 

Statistical Information 

$0  $1  $0  $0  ($1) 
The reversion is a result of minor rounding errors 

but nets out to zero. 

(1) Executive Director's Office; 

(B) Transfers to Other 

Departments, Transfers to the 

Department of Regulatory 

Agencies for Reviews 

$4,965  $2,482  $0  $0  $2,482  

The reversion is due to a decrease in direct billing 

of Medicaid eligible expenses from the Department 

Regulatory Agencies 
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(1) Executive Director's Office; 

(B) Transfers to Other 

Departments, Transfer to 

Department of Education for 

Public School Health Services 

Administration 

$6,490  $0  $0  $6,490  $0  

The reversion is due to a decrease in direct billing 

of Medicaid eligible expenses from the Department 

of Education 

(1) Executive Director's Office; 

(B) Transfers to Other 

Departments, Transfer to 

Department of Local Affairs for 

Home Modifications Benefit 

Administration and Housing 

Assistance Payments 

$0  ($1) $0  $0  $1  
The reversion is a result of minor rounding errors 

but nets out to zero. 

(1) Executive Director's Office; 

(C) Information Technology 

Contracts and Projects, Medicaid 

Management Information System 

Maintenance and Projects 

$0  ($1) $0  $0  $0  

This reversion is less than $1 and is the result of 

minor rounding errors. All unspent funds in this 

appropriation were rolled forward per Section 25.5-

4-211, C.R.S.  

(1) Executive Director's Office; 

(C) Information Technology 

Contracts and Projects, Fraud 

Detection Software Contract 

$85,857  $0  $0  $0  $85,857  

This reversion occurred due to the fraud softward 

contract being awarded to bidder that was lower 

than anticipated.  

(1) Executive Director's Office; 

(C) Information Technology 

Contracts and Projects, Health 

Information Exchange 

Maintenance and Projects 

($1) ($1) $0  $0  ($1) 

This reversion is less than $1 and is the result of 

minor rounding errors. All unspent funds in this 

appropriation were rolled forward per the 

supplemental bill. 

(1) Executive Director's Office; 

(C) Information Technology 

Contracts and Projects, CBMS 

Operating and Contract Expenses 

$76,300  ($0) $1,491  $9,096  $65,713  

The reversion is due to the random moment 

sampling calculator used for CBMS expenses 

requires a General Fund component and does not 

allow for reappropriated or cash fund only 

expenses. 

(1) Executive Director's Office; 

(D) Eligibility Determinations and 

Client Services, Centralized 

Eligibility Vendor Contract 

Project 

$2,858,596  $0  $647,818  $0  $2,210,778  

The reversion is due to the lower contract amount in 

FY 2015-16 due to transition to new centralized 

eligibility vendor. The Department has increased 

the contract amount in FY 2016-17 for the vendor 

due to increased call and application volume. 

(1) Executive Director's Office; 

(D) Eligibility Determinations and 

Client Services, Medical 

Identification Cards 

$96,200  $29,307  $14,478  $9  $52,405  

The reversion for Medical ID card is due to 

expenses falling short of the Department's original 

projections. 
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(1) Executive Director's Office; 

(D) Eligibility Determinations and 

Client Services, Contracts for 

Special Eligibility Determinations 

$3,306,957  $65,203  $1,579,708  $0  $1,662,046  

The majority of the cash fund and federal fund 

reversions are attributed to disability determination 

services and hospital outstationing grant programs 

not meeting the maximum allowable amount for 

their contract. The General Fund reversion is the 

PASRR expenditures totaling 85% of their 

committed funds. 

(1) Executive Director's Office; 

(D) Eligibility Determinations and 

Client Services, County 

Administration 

$8,498,880  $0  $5,859,623  $0  $2,639,257  

The local (cash) funds were fully expended by the 

counties; however are not channeled through the 

CORE, and so this shows as an underexpenditure. 

The reversion of federal funds is due to lower 

enhanced match activities based on actual reported 

county activities.  

(1) Executive Director's Office; 

(D) Eligibility Determinations and 

Client Services, Hospital Provider 

Fee County Administration 

$1,263,429  $0  $0  $0  $1,263,429  

The reversion of federal funds is due to lower 

enhanced match activities based on actual reported 

county activities.  

(1) Executive Director's Office; 

(D) Eligibility Determinations and 

Client Services, Medical 

Assistance Sites 

$742,270  $0  $178,653  $0  $563,617  

The reversion were due to a delay in execution of 

the medical assistance sites contracts until 

December 2015 due to working with CMS on 

submitting the cost allocation methodology for 

payment. 

(1) Executive Director's Office; 

(D) Eligibility Determinations and 

Client Services, Administrative 

Case Management 

$170,445  $85,223  $0  $0  $85,223  

The costs for this line item are driven by random 

moment time study statistics, and therefore, 

fluctuate depending on county staff reporting of the 

amount of time they are spending on specified 

activities.  

(1) Executive Director's Office; 

(D) Eligibility Determinations and 

Client Services, Customer 

Outreach 

$521,127  $328,679  $1  $0  $192,447  

The Enrollment Broker contract encumbered these 

funds but the vendor did not need meet all 

performance metrics in order to be paid the entire 

contract amount. 

(1) Executive Director's Office; 

(E) Utilization and Quality Review 

Contracts, Professional Services 

Contracts 

$2,258,167  $475,966  $118,350  $0  $1,663,851  

The majority of the general fund reversion is 

attributed to the Utilization Management contract 

which underspent its encumbrance due to the 

infrequently attained 'upper tier' level of service, as 

well as a reduced number of discretionary ad hoc 

projects. Additionally, the federal funds 

appropriation figures is overstated due to the 

Department's decision to conservatively adjust the 

External Quality Review's FMAP to 50% from 75% 

until final guidance and approval from CMS. 
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(1) Executive Director's Office; (F) 

Provider Audits and Services, 

Professional Audit Contracts 

$358,760  $77,040  $120,527  $0  $161,193  

There were two primary factor contributing to this 

revision, The Department missed booking a payable 

for the last payment of the Nursing Facility Audit 

contract, which will be paid out of the current year's 

budget. In addition, two contracts, the Single Entry 

Point Audit and Disproportionate Share Hospital 

audits, were reprocured resulting in one time cost 

savings during the contract transition. 

(1) Executive Director's Office; 

(G) Recoveries and Recoupment 

Contract Costs, Estate Recovery 

$26,817  $0  $13,409  $0  $13,409  

The contractor for estate recoveries is paid on a 

contingency fee basis, based on the amount of estate 

recoveries actually made in the fiscal year. In FY 

2015-16, the total amount recovered in estate 

recoveries resulted in a contingency fee paid to the 

contractor that was slightly lower than the 

appropriation for the fiscal year. 

(1) Executive Director's Office; 

(H) State of Health, Pain 

Management Capacity Program 

$13,936  $3,180  $0  $0  $10,756  

In order to implement this program, the Department 

set up a subscription-based Project ECHO program 

in which primary care physicians could access 

specialists in pain management for further 

education and advice on the issue. The subscription 

payment methodology, in combination with the 

number of participating primary care physicians, 

resulted in expenditure slightly less than the 

appropriation. 

(1) Executive Director's Office; (I) 

Indirect Cost Recoveries, Indirect 

Cost Assessment 

$68,331  $0  $0  $4,720  $63,611  

The reversion is due to the State Controller’s Office 

setting indirect cost amount lower then their 

original estimate for the Department. 

(2) Medical Services Premiums; 

Medical Services Premiums 
$38,135,523  $48,641  ($3,625,531) ($68,674) $41,781,087  

The federal fund reversion is primarily due to over 

forecasting Acute Care expenditure for expansion 

adults. The General Fund reversion is primarily due 

to over forecasting caseload for General Funded 

populations. 

(3) Behavioral Health Community 

Programs; Behavioral Health 

Capitation Payments 

$6,558,688  $2,404,318  $377,194  $0  $3,777,176  

The reversion is primarily due to caseload being 

lower than the forecast as well as receiving more 

recoveries than expected. 

(3) Behavioral Health Community 

Programs; Behavioral Health Fee-

for-Service Payments 

$354,745  ($251,317) $45,304  $0  $560,758  

The reversion is the result of lower utilization 

across all services in the behavioral health fee-for-

service program. 
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(4) Office of Community Living; 

(A) Division of Intellectual and 

Developmental Disabilities; (1) 

Administrative Costs, Personal 

Services 

$231,808  $0  $112,362  $52,891  $66,555  

There were multiple vacancies throughout the fiscal 

year and the appropriation was underspent.  Current 

projections for FY 2016-17 show that the current 

appropriation will be spent in its entirety.  The fill 

rate for the Office of Community Living has 

dramatically increased and is currently at 

approximately 90% filled with three positions being 

actively recruited. 

(4) Office of Community Living; 

(A) Division of Intellectual and 

Developmental Disabilities; (1) 

Administrative Costs, Operating 

Expenses 

$2,569,366  $0  $562,454  $765,045  $1,241,867  

These funds were for specific legislative projects 

and the General Fund rollforward request is pending 

approval from the State Controller. The Department 

indeeds to address tghe reverted reappropriated 

funds from the cross-system behavioral health fund 

through the budget process. 

(4) Office of Community Living; 

(A) Division of Intellectual and 

Developmental Disabilities; (1) 

Administrative Costs, Community 

and Contract Management 

System 

$76,048  $58,646  $0  $0  $17,402  

An OIT contractor working on DDDWeb needs was 

contracted only for part of the year.  Additionally, 

approximately $21,000 of contractor funding was 

paid in FY 2016-17 because a payable was not 

properly set up to pay for contractor services 

provided in FY 2015-16.   

(4) Office of Community Living; 

(A) Division of Intellectual and 

Developmental Disabilities; (1) 

Administrative Costs, Support 

Level Administration 

$6,856  $3,428  $0  $0  $3,428  

The reversion is due to the contract with American 

Association for Intellectual and Developmental 

Disabilities (AAIDD) for trainings and online tools 

in support of Supports Intensity Scale SIS 

interviews for individuals with intellectual and 

developmental disabilities. Expenditure on this 

contract is expected to show slight variations year 

over year based on the demand for SIS interviews 

and training needs of interviewers, which can vary 

based on interviewer turnover. These variations 

account for the under-expenditure in this line 

compared to expectations.  
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(4) Office of Community Living; 

(A) Division of Intellectual and 

Developmental Disabilities; (2) 

Program Costs, Adult 

Comprehensive Services 

$38,374,629  $0  $31,281,638  $0  $7,092,991  

Expenditures traditionally vary due to natural 

variations in caseload and cost-per client. However, 

there are several other key points to note regarding 

the reversion in this line. The cash funds shown 

here were requested as "Client Cash Sources", are 

not channeled through the CORE, and are 

informational only. The federal funds reversion in 

this line can be attributed to forecasting error and  

variation in caseload and service utilization per-

client. The source of forecasting error has been 

identified, and reversions of this magnitude are not 

anticipated in the future. Lastly, note that General 

Fund reversions are moved into the Intellectual and 

Developmental Disabilities Services cash fund per 

25.5-10-207 C.R.S and do not show up on the 

schedule 3. 

(4) Office of Community Living; 

(A) Division of Intellectual and 

Developmental Disabilities; (2) 

Program Costs, Adult Supported 

Living Services 

$851,428  $0  $0  $0  $851,428  

The reversion in this line was a result of lower than 

expected caseload and lower than expected 

utilization per-client for services. Note that General 

Fund reversions are moved into the Intellectual and 

Developmental Disabilities Services cash fund per 

25.5-10-207 C.R.S and do not show up on the 

schedule 3. 

(4) Office of Community Living; 

(A) Division of Intellectual and 

Developmental Disabilities; (2) 

Program Costs, Children's 

Extensive Support Services 

$747,013  $0  $0  $0  $747,013  

The reversion is due to lower than expected 

caseload. Note that General Fund reversions are 

moved into the Intellectual and Developmental 

Disabilities Services cash fund per 25.5-10-207 

C.R.S and do not show up on the schedule 3. 

(4) Office of Community Living; 

(A) Division of Intellectual and 

Developmental Disabilities; (2) 

Program Costs, Case Management 

$994,212  $72  $0  $0  $994,140  

The reversion is due to lower than expected 

caseload. The difference between the Federal Funds 

and General Fund reversion is due to higher than 

expected expenditure in state-only programs. 

(4) Office of Community Living; 

(A) Division of Intellectual and 

Developmental Disabilities; (2) 

Program Costs, Preventive Dental 

Hygiene 

$3,678  $0  $3,678  $0  $0  

The cash funds shown here were requested as 

"Client Cash Sources", are not channeled through 

the CORE, and are informational only. 

(4) Office of Community Living; 

(A) Division of Intellectual and 

Developmental Disabilities; (2) 

Program Costs, Eligibility 

Determination and Waitlist 

Management 

$155,946  $151,925  $0  $0  $4,021  

The reversion is due to under expenditure in special 

purpose funding, which is held to assist Community 

Centered boards who need additional support to 

enroll individuals into services when faced with 

unexpected circumstances. 
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(5) Indigent Care Program; Safety 

Net Provider Payments 
$1,170,229  $0  $644,261  $0  $525,968  

The final approved Hospital Provider Fee 

distribution model was less then the appropriation. 

(5) Indigent Care Program; 

Children's Basic Health Plan 

Administration 

$3,262,210  $0  $2,132,709  $0  $1,129,502  

The Department’s eligibility & enrollment vendor 

changed and the new contract was less costly than 

the previous vendor which resulted in $800k of 

reversion.  The vendor for healthy communities 

contract did not all hit their requirements and were 

not fully paid resulting in a $200k  reversion.  The 

remaining reversions were primarily due to unused 

ad hoc spending in the quality review contract. 

(5) Indigent Care Program; 

Children's Basic Health Plan 

Medical and Dental Costs 

$5,553,723  $0  ($653,384) $0  $6,207,107  

The reversion is due to caseload being lower than 

our prior forecast, partially offset by an increase in 

the weighted rate for the full fiscal year. 

(6) Other Medical Services; Old 

Age Pension State Medical 

Program 

$9,379,959  $24,941  $9,355,018  $0  $0  

The reverted funding shown in this appropriation on 

the Schedule 3 was actually transferred as 

reappropriated funds and used to offset General 

Fund expenses in the Medical Services Premiums 

Line. The transaction is shown in Medical Services 

Premiums and not in this appropriation. 

(6) Other Medical Services; 

Medicare Modernization Act of 

2003 State Contribution Payment 

($140,718) ($154,208) $0  $0  $13,490  

The reversion in federal funds is due to the on-

going rollforward of (I) noted federal funds in past 

long bills by the Office of State Controller. 

(6) Other Medical Services; Public 

School Health Services Contract 

Administration 

$1,568,377  $0  $0  $1,568,377  $0  
The reversion is due to administrative expenses 

falling short of appropriation. 

(6) Other Medical Services; Public 

School Health Services 
$2,364,397  $0  $1,160,949  $0  $1,203,448  

The reversion is due to SHS program provider 

claims falling short of projections, the spending 

authority for this line is adjusted on a yearly basis. 

(6) Other Medical Services; 

Screening, Brief Intervention, and 

Referral to Treatment Training 

Grant Program 

$365,900  $365,900  $0  $0  $0  

The reversion is due to the short timeframe under 

which a contractor had to be procured and the 

program implemented. Work under the grant did 

not begin until March 2016 and funds expired on 

June 30, 2016. 

(7) Department of Human 

Services Medicaid-Funded 

Programs; (A) Executive 

Director's Office - Medicaid 

Funding 

$236,088  $452  $0  $0  $235,635  

The reversion is due to a decrease in direct billing 

of Medicaid eligible expenses from the Department 

of Human Services. 
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(7) Department of Human 

Services Medicaid-Funded 

Programs; (B) Office of 

Information Technology Services - 

Medicaid Funding-Colorado 

Benefits Management System 

$20,001  $0  $171  $2,228  $17,602  

 The reversion is due to the random moment 

sampling calculator used for CBMS expenses 

requires a General Fund component and does not 

allow for reappropriated or cash fund only 

expenses. 

(7) Department of Human 

Services Medicaid-Funded 

Programs; (B) Office of 

Information Technology Services - 

Medicaid Funding 

$3,886  $0  $0  $0  $3,886  

The reversion is due to a decrease in direct billing 

of Medicaid eligible expenses from the Department 

of Human Services. 

(7) Department of Human 

Services Medicaid-Funded 

Programs; (C) Office of 

Operations - Medicaid Funding 

$713,843  $328,238  $0  $0  $385,605  

The reversion is due to a decrease in direct billing 

of Medicaid eligible expenses from the Department 

of Human Services. 

(7) Department of Human 

Services Medicaid-Funded 

Programs; (D) Division of Child 

Welfare - Medicaid Funding, 

Child Welfare Services 

$9,278  $9,278  $0  $0  $0  

The reversion is due to a decrease in claim-based 

billing of Medicaid eligible expenses from the 

Department of Human Services. 

(7) Department of Human 

Services Medicaid-Funded 

Programs; (E) Office of Early 

Childhood - Medicaid Funding, 

Division of Community and 

Family Support, Early 

Intervention Services 

$2,310,994  $1,138,515  $0  $0  $1,172,479  

The reversion is due to a decrease in claim-based 

billing of Medicaid eligible expenses from the 

Department of Human Services. 

(7) Department of Human 

Services Medicaid-Funded 

Programs; (F) Office of Self 

Sufficiency - Medicaid Funding, 

Systematic Alien Verification for 

Eligibility 

$12,122  $0  $0  $0  $12,122  

The reversion is due to a decrease in direct billing 

of Medicaid eligible expenses from the Department 

of Human Services. 

(7) Department of Human 

Services Medicaid-Funded 

Programs; (G) Behavioral Health 

Services - Medicaid Funding, 

Community Behavioral Health 

Administration 

$85,840  $42,921  $0  $0  $42,919  

The reversion is due to a decrease in direct billing 

of Medicaid eligible expenses from the Department 

of Human Services. 

(7) Department of Human 

Services Medicaid-Funded 

Programs; (G) Behavioral Health 

Services - Medicaid Funding, 

Mental Health Treatment Services 

for Youth (H.B. 99-1116) 

$115,491  $56,828  $0  $0  $58,663  

The reversion is due to a decrease in claim-based 

billing of Medicaid eligible expenses from the 

Department of Human Services. 
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(7) Department of Human 

Services Medicaid-Funded 

Programs; (G) Behavioral Health 

Services - Medicaid Funding, High 

Risk Pregnant Women Program 

$864,533  $425,562  $0  $0  $438,971  

The reversion is due to a decrease in claim-based 

billing of Medicaid eligible expenses from the 

Department of Human Services. 

(7) Department of Human 

Services Medicaid-Funded 

Programs; (G) Behavioral Health 

Services - Medicaid Funding, 

Mental Health Institutes 

$734,813  $644,406  $0  $0  $90,407  

The reversion is due to a decrease in claim-based 

billing of Medicaid eligible expenses from the 

Department of Human Services. 

(7) Department of Human 

Services Medicaid-Funded 

Programs; (H) Services for People 

with Disabilities - Medicaid 

Funding, Regional Centers 

$16,646,262  $8,364,008  $0  $0  $8,282,254  

The reversion was due to delayed payment in June 

2016 that was paid in FY 2016-17  and to a higher 

than normal volume of staff vacancies at Regional 

Centers. 

(7) Department of Human 

Services Medicaid-Funded 

Programs; (H) Services for People 

with Disabilities - Medicaid 

Funding, Depreciation and 

Annual Adjustments 

$52  $52  $0  $0  $0  

The reversion is due to a technical error. By 

rounding the federal match rate to four digits 

(50.79% vs 50.7925%) the department drew down 

federal dollars and to avoid overspending federal 

dollars, underspent General Fund dollars. 

(7) Department of Human 

Services Medicaid-Funded 

Programs; (J) Division of Youth 

Corrections - Medicaid Funding 

$12,161  $3,865  $0  $0  $8,296  

The reversion is due a decrease in claim-based 

billing of Medicaid eligible expenses from the 

Department of Human Services. 
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Our Mission

Improving health care access and 

outcomes for the people we serve 

while demonstrating sound 

stewardship of financial resources
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Who We Serve
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Federal Poverty Levels 

by Family Size

Family of 1 Family of 4

133% $15,654 $32,252

260% 

(CHP+)

NA $60,625

*Some earning more may still qualify.

75% of Medicaid adults work



Our Members
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FY15-16 Data

FF

GF/FF

GF/FF

GF/FF

GF/FF

GF/FF



Medicaid’s Funding Sources
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FY15-16 Data



Who Gets Payments for Services
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FY15-16 data 6



Improving Health & Well-being
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Dental Visits



Planning for Potential Changes 

to Federal Policy

Questions 1-5

8



ACA Expansion: Individuals 

Receiving Critical Services & Care

20,559 

mammograms 
performed

12,423 

cancer treated

6,038

seizures treated

103,734 

behavioral health 
management 

medications received

30,218 

diabetes treated

134,217 

dental services 
received
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Data from MMIS October 30, 2015-September 30, 2016.



Accountable Care Collaborative 

– Delivery System and Payment 

Reforms

Questions 6-21
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Accountable Care Collaborative: 

Independent Evaluation Results

11

Findings from independent evaluations by the Colorado School of Public Health and TriWest.

Cost Savings
Maintaining 

Quality

Providers View 
Program Positively 

and Support its 
Direction

Members View 
Program Positively



Accountable Care Collaborative 

Phase II Key Concepts

To improve 

health and 

life outcomes 

for Members

To use state 

resources 

wisely

• Single regional administrative entity for physical 

health care and behavioral health services

• Strengthen coordination of services by advancing 

health neighborhood 

• Population health management approach

• Payment for integrated care and value

• Greater accountability and transparency 
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Hepatitis C & CHIPRA Bonus

Questions 22-27
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Hospital Payments & Private 

Insurance Costs

Questions 28-35
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Who Gets Payments for Services

15
FY15-16 data
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What's happening in Colorado's 

market?

Payment to Cost Ratio
Payer Type 2009 2015

Overall 1.05 1.08

Medicare 0.78 0.72

Medicaid 0.54 0.75

Insurance 1.55 1.58

CICP/Self Pay/ Other 0.52 1.11

CICP is the Colorado Indigent Care Program

Data is from the Colorado Hospital Association
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Payment to Cost Ratio by Payer Group

Payer Group
CY 2015 

Actuals

Scenario 1: Estimate if 

Hospitals Fully Cost 

Shifted to Private 

Insurance

Scenario 2: Estimate if 

Hospitals Fully Absorbed 

the HPF Limit

Medicare 0.72 0.72 0.72

Medicaid 0.75 0.67 0.67

Insurance 1.58 1.62 1.58

CICP/Self Pay/ Other 1.11 1.11 1.11

Overall 1.08 1.08 1.07
The Payment to Cost ratio can be interpreted as a percentage.  For example, the overall payment to cost ratio of 1.08 in CY 

2015 means that payments exceeded costs by 8%.
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CICP is the Colorado Indigent Care Program

Impact of $195 million hospital 

provider fee limit



Forecast Trends

Questions 36-44
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Medicaid Caseload & 

Colorado Population Growth
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Provider Rates

Questions 45-51
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Medicaid Rate Review Process 

(SB 15-228)

More than 
16,000 codes 

reviewed 
every 5 years

24-person 
advisory 

committee

2 reports 
produced 
annually

Legislative 
Decision 
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5 year cycle starts again.



Program of All-Inclusive Care 

for the Elderly (PACE) 

Questions 52-55
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Miscellaneous

Questions 56-58
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Thank You
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Susan E. Birch, MBA, RN, BSN

Executive Director

Colorado Department of Health Care Policy & Financing


