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DEPARTMENT OF HUMAN SERVICES
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FY 2016-17 JOINT BUDGET COMMITTEE HEARING AGENDA

Wednesday, December 16, 2015
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QUESTIONS FOR THE DEPARTMENT OF HUMAN SERVICES (DHS)

9:00-9:10 INTRODUCTIONS AND OPENING COMMENTS

Presenters:
Reggie Bicha, Executive Director, CDHS
Gretchen Hammer, Medicaid Director, HCPF

9:10-9:30 COURT-ORDERED COMPETENCY EVALUATIONS AND SERVICES

1. Provide an update on the Department's progress in implementing the changes for which
the Department requested $2.7 million General Fund in September 2015 (and for which
the Department is requesting $4.1 million for FY 2016-17 through R3).

The Emergency Supplemental funding request approved in September 2015 included funding
for 3.1 FTE to address the increase in court-ordered evaluations, funds for an additional Jail-
Based Restoration and Competency program, and 1.4 FTE in FY 2015-16.

To date, the Department has implemented the following changes:

Hired a part-time psychologist and made job offers for two full-time psychologists that are
expected to begin employment by January 1, 2016 (2.4 FTE).

The Department has made an offer to a psychologist (1.0 FTE) for the Jail-Based
Competency Evaluation and Restoration program and expects to have the position filled
by January 1, 2016.

The Department has scheduled interviews for the administrative support positions (1.4
FTE) for both Court Services and Jail-Based programs and expects to make offers by
December 18, 2015.

The Department published the Request for Proposal (RFP) for the Jail-Based Competency
Evaluation and Restoration and Competency program on October 2, 2015. The RFP
closed on November 2, 2015, and the winning bidder was notified on November 19,
2015. The Department is currently in final contract negotiations with the vendor, with the
expectation the contract will be finalized by January 1, 2016.

These requests were part of an array of initiatives that the Department has undertaken to
improve the timeliness of competency assessments. The Department has instituted a
screening process for patients upon admission to determine whether they may be
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competent. If the screening process reveals that the patient may be competent, the
competency evaluation is scheduled immediately to reduce the length of time that the
defendant remains in the Mental Health Institutes. The Department also reviews the orders
for inpatient competency to ascertain whether the evaluation could instead be conducted as an
outpatient, in-jail evaluation. In instances in which it is determined that the evaluation can be
conducted in the jail of origin, a letter is sent to the court requesting that the order be changed
to an outpatient evaluation.

The Department has also worked with its contractor for jail-based competency restoration
services to amend its contract to permit the program to accept for admission defendants for
whom an outpatient in-jail competency evaluation has been ordered and has expanded the
pool of available forensic evaluators to include independent contractors. The Department has
also entered into contracts with locum tenens agencies to address professional staffing
vacancies at both mental health institutes.

2. Describe the next steps for improving the efficiency and effectiveness of the system.
Specifically:
a. What statutory change(s) does DHS recommend to allow the DHS mental health
institutes (rather than the courts) to determine the most suitable location for each
competency evaluation?

As a point of clarification, the Department is not requesting a change in statute to allow DHS
to determine the most suitable location for a competency evaluation. Rather, the Department
would support a change in statute that would require the courts to consider additional specific
factors before ordering an inpatient forensic evaluation, such as whether the defendant meets
criteria for certification under C.R.S. 27-65, requiring that a person is both mentally ill and
either a danger to himself/herself or others or gravely disabled. The reason the Department
feels this is appropriate is because inpatient psychiatric hospitalization is a massive
curtailment of liberty and should require a more in-depth analysis as to whether
hospitalization is warranted than just the single question of a person’s competency to
proceed. Additionally, use of an inpatient psychiatric hospital bed by a defendant who may
not require that level of placement limits the state’s ability to meet the needs of other persons
who meet certification criteria or are otherwise in need of an inpatient psychiatric bed.

b. What steps can DHS take to address rural judges' concerns about DHS" inability to
consistently complete outpatient evaluations (i.e., those that occur in jails and
community settings) on a timely basis?

The Department has continued to complete all outpatient in-jail competency evaluations in a
timely manner. The population of defendants for whom an outpatient community-based
competency evaluation is ordered are waiting longer than defendants referred for outpatient
in-jail or inpatient evaluations, though there is not a disparity between urban, rural and
frontier regions of the state. The hiring of additional court evaluators that was approved in the
Department’s emergency supplemental request will enable the Department to better meet this
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demand. The Department is deploying Colorado Mental Health Institute at Pueblo (CMHIP)-
resident evaluators to conduct other outpatient forensic evaluations across the state, including
in rural and frontier counties. The “hold and wait” evaluation is a Department-conceived
process that is particularly useful to provide timely competency evaluations in rural and
frontier regions. A hold and wait evaluation happens when an in-custody evaluation of a pre-
trial detainee is conducted in another facility, after transport by the sheriff of the commitment
county to the alternative facility. For example, a sheriff in a county in which there are no
evaluation services may transport the pre-trial detainee to the nearest county where these
services are available, wait for the evaluator to complete the interview and examination, and
return the inmate to the jail in the county of commission.

c. How does DHS respond to the Judicial Department’s assertion that a defendant is
more likely to be found competent at the Colorado Mental Health Institute at Pueblo
(CMHIP) compared to a jail setting as a result of better care and medication
compliance?

The Judicial Department’s assertion implies that there is a causal relationship between the rate
of competency findings and a defendant’s access to psychiatric care. The Department
conducted a cursory analysis comparing the rate of competency opinions for inpatient versus
outpatient evaluations and has found that a greater proportion of defendants who receive an
inpatient evaluation are opined competent. An evaluator’s opinion that a defendant is
competent to stand trial is dependent on a multitude of factors other than just access to care,
including those referred to in the Judicial Department’s December 2, 2015 testimony before
the Joint Budget Committee, such as psychometric assessment for malingering and extensive
observation of the defendant by trained clinical staff. The degree to which any factors may
affect the determination of competency varies from case to case.

When an individual is detained in jail, the jail is responsible for ensuring access to appropriate
medical and behavioral health services, including medications. To the extent that a person’s
competency is dependent on a defendant’s access to appropriate care, jails should ensure that
they are allocating appropriate resources to meet the needs of this population. While this is
beyond the Department’s responsibility or authority to dictate, the Department welcomes the
opportunity to meet with relevant stakeholders to explore options that would enhance the
delivery of behavioral health services to individuals detained in jails.

d. What steps can DHS take to increase the Judicial Department's confidence in the
accuracy and reliability of competency evaluations that are not performed at
CMHIP?

The Department has not received a complaint from the Judicial Department about the
accuracy and reliability of competency evaluations that are not performed at CMHIP.
Occasionally, CMHIP receives complaints about a specific case opinion or an evaluator
employed to conduct evaluations and, in those instances, the Department addresses the stated
concern promptly. The Department has quality assurance training, mentoring and other
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support mechanisms in place to ensure the accuracy and reliability of all forensic
evaluations. If the Judicial Department has concerns about specific reports or evaluators, the
Department welcomes any such information so that it can further improve the quality and
consistency of reports that it provides to the courts.

e. What steps can DHS take to improve services for defendants when they return to the
community in order to reduce the number who continue to cycle through the
criminal justice system due to low level *"nuisance™ charges and who require multiple
competency evaluations?

The Department develops discharge plans in conjunction with Community Mental Health
Centers and Behavioral Health Organizations for patients, including defendants, discharged
from the Mental Health Institutes to ensure that patients receive adequate behavioral health
services post-discharge. The Department also funds Jail-Based Behavioral Health Services in
69 percent of county jails through the Sheriffs’ Departments. Funding for this program comes
from the Correctional Treatment Board, in addition to marijuana tax revenue. Contract
language requires the Sheriffs’ Departments to contract with community-based providers.
Continuity of care upon release is one of the key performance measures in these contracts.
While these services are not directly targeted to people needing competency evaluations, they
are not excluded from participation in these services.

The Department is also exploring strategies to expand the use of co-responder models that
place behavioral health professionals in law enforcement agencies and jail diversion programs
to provide behavioral health services as an alternative to jail.

3. [Background Information: Under current law, following the preparation of an inpatient
competency evaluation, CMHIP is required to "present to the court an accounting of the
cost, evidenced by a statement thereof based upon the established per diem rate of the
place of confinement.> The CMHIP currently charges the court $36/day for any
inpatient juvenile or adult mental health evaluations (including those unrelated to
competency). This rate dates back to at least the mid-1970s. This rate covers only 5.3
percent of the FY 2015-16 inpatient daily rate at CMHIP for Forensic Psychiatry of $676
per day.]

a. Please discuss the Department's administration of this statutory provision, provide
the basis for charging the courts only $36/day, and explain why the rate has not been
adjusted over time.

Following the completion of a competency exam, the Department submits an invoice to the
Judicial Department, which includes the number of days the patient was at the Mental Health
Institutes, multiplied by (billed at) the $36 per diem rate. Also included with the statement is a
copy of the court order. It is unclear how the $36 per day rate was originally established, but

! Section 16-8.5-115, C.R.S.
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through research, it was discovered this rate has been in place for several decades. The rate
had not been reviewed or questioned until recently, as a result of the Department’s discussions
related to the increased volume in court-ordered evaluations. The Department is actively
exploring a policy change to bill the Judicial Department for the actual per diem rate in the
next fiscal year.

b. If the General Assembly intends that the Department charge the courts a daily rate
equivalent to the actual inpatient daily rate at CMHIP for forensic psychiatry, what
action would be required (i.e., is a statutory change needed)?

Based on the Department’s interpretation of existing statute, no modifications of statute are
necessary for the Department to charge the courts a daily rate equivalent to the actual inpatient
daily rate at CMHIP for forensic psychiatry. The statutory provision for reimbursement to the
Department for inpatient competency evaluations is governed by 16-8.5-115 C.R.S. (2015)
which states,

Upon the termination of the period of observation of a defendant committed under section 16-
8.5-105, the authorities shall present to the court an accounting of the cost, evidenced by a
statement thereof based upon the established per diem rate of the place of confinement. If
approved by the court, the account shall be paid by the state pursuant to section 13-3-104,
C.RS.

13-3-104 C.R.S (2015) in its entirety states,

(1) The state of Colorado shall provide funds by annual appropriation for the operations,
salaries, and other expenses of all courts of record within the state, except for county
courts in the city and county of Denver and municipal courts.

(2) When a board of county commissioners determines that any furniture or equipment
transferred to the judicial department as of January 1, 1970, has historic value, it shall
remain in the county courthouse and revert to the county when no longer used by the
judicial department.

c. Would the Department support such a change in the daily rate charged to the courts
(accompanied by appropriation changes to shift existing General Fund
appropriations from CMHIP to the courts and an equivalent increase in
reappropriated funds for CMHIP to receive and spend a greater amount from the
courts)?

The vast majority of states do not grant judges absolute discretion to determine the location at
which a competency evaluation may occur. The Department is receptive to exploring a variety
of funding models to meet the Judicial Department’s need while also maintaining consistent
hospital operations, including the suggested re-appropriation. Shifting all funds to Judicial for
inpatient competency evaluations could have unintended adverse consequences on CMHIP’s
ability to operate.
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Specifically, the Department is concerned by the additional risk caused by moving General
Fund from CMHIP to Judicial and then increasing the re-appropriated funding for CMHIP. If
the number of competency evaluations ordered by the courts deviates from the original
projections, or if a court refuses to pay, the Department may be put in a position of having a
funding shortfall.

The Department recommends working with the Judicial Department and General Assembly to
fully analyze options and implications.

d. If statutory changes are made so that the Judicial Department no longer has the
discretion to determine the location for a competency evaluation, does it make sense
for CMHIP to continue charging the Judicial Department for such competency
evaluations (i.e., should this existing statutory provision that requires CMHIP to bill
the courts for the cost of housing defendants for the purpose of conducting an
inpatient competency evaluation be repealed, and the corresponding General Fund
appropriations be shifted to CMHIP with an equal reduction in CMHIP cash funds
spending authority)?

The Department believes that Judicial should retain its discretion to order an inpatient forensic
evaluation. As such, CMHIP should continue charging Judicial for delivered inpatient
competency evaluation services, when ordered.

4. Please provide the following information concerning the backlog of individuals for
whom the court has ordered either an inpatient or outpatient competency evaluation,
including:

a. The number of individuals/cases currently waiting for either an inpatient or
outpatient evaluation;

b. How long these individuals have been waiting to date;

c. Where these individuals are located while waiting for an evaluation; and

d. How long those individuals who are incarcerated are anticipated to wait until the
evaluation takes place.

e. How the current wait times compare to the various time frames required in the
Department’s Settlement Agreement with the Center for Legal Advocacy.

These data are a matter of on-going litigation. At the advice of the Deputy Attorney General,
the Department cannot disclose this information at this time. Once this legal matter is
resolved, the Department can share all requested information.

5. Please describe whether and how the length of time that an individual waits prior to
being evaluated for competency affects the likelihood of that individual being found
incompetent.
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The Department has not assessed whether a correlation exists between the length of
incarceration and rates of incompetency to stand trial. The Department has no reason to
believe that the length of time an individual waits for a competency evaluation directly affects
the outcome of the evaluation. The Department suspects that the adequacy of behavioral
health services provided to the defendant and the milieu in which a defendant is housed plays
a significant role and varies substantially from jail-to-jail across the State.

6. Has the Office of the State Auditor conducted a performance audit concerning the
Department’s implementation of H.B. 08-1392 or its role in complying with court orders
concerning competency evaluations or restoration services?

No, the Department has not been audited by the Office of the State Auditor, concerning the
Department’s implementation of H.B. 08-1392.

7. Please indicate whether the Department segregates forensic and civil patients at the
mental health institutes, and describe what factors are considered when determining
how to allocate patients among treatment units.

No, the Department does not segregate forensic and civil patients at the mental health
institutes. Rather, placement of the patient on a particular unit is determined by considering
the patient’s current clinical needs, reason for admission, as well as other factors and housing
the patient on the most appropriate unit based on those factors. Other factors include, but are
not limited to: age, gender, risk of injury to self or others, risk of escape, risk of fire-setting,
risk of sexual aggression and risk of victimization by others. Patients who require treatment in
a maximum security setting are housed within the Hawkins Building within CMHIP.

8. Provide data concerning the types of patients served at each mental health institute and
the associated sources of revenues available to cover institute expenditures (i.e., the
number of patients who are Medicaid-eligible, the number who are Medicaid-eligible
but fall under the federal institutions for mental disease or "IMD" exclusion, the
number of patients who are Medicare-eligible, etc.).

The Mental Health Institutes are able to bill all available revenue sources, with the exception
of Medicaid when restricted by the IMD exclusion. The Centers for Medicare and Medicaid
Services (CMS) Institutions for Mental Diseases (IMD) exclusion prohibits the use of federal
Medicaid financing for care provided to most patients in mental health residential treatment
facilities larger than 16 beds. The exclusion applies to all Medicaid beneficiaries between the
ages of 21 and 64.

Of the patients between the ages of 21 and 64 who were in the hospital during the month of
November 2015, the Department identified that 299 CMHIP patients could be Medicaid
eligible and 78 patients at the Colorado Mental Health Institute at Fort Logan (CMHIFL)
could be Medicaid eligible, but are currently excluded under the IMD exclusion.
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The November 2015 data identifies the Mental Health Institutes was able to bill the following
revenue sources:

Number of Patients Billed by Revenue Source
Mental Health Institutes
Month of November, 2015

Revenue Source # of Patients Billed*
Pueblo | Fort Logan

Medicaid/Behavioral Health Organizations 42 4

Medicare (Part A, B, D) 297 63

Patient out-of-pocket 60 38

Private Insurance 13 0

Judicial Department (court orders) 23 0
Department of Education (adolescent) 19 0

*Duplicated count, as patients may have multiple revenue sources that can be billed by the
Mental Health Institutes

9:30-9:50 QUESTIONS RELATED TO OTHER FY 2016-17 BUDGET PRIORITIES

Marijuana Tax Cash Fund (MTCF) Support for Substance Use-related Services

9. Would the programs proposed through these three requests (R11, R12, and R13) serve
clients with substance use issues related to alcohol and drugs other than marijuana? If
so, is this an appropriate use of marijuana tax revenues?

Yes, these requests will target needed services for people with substance use disorders of all
types. The Department believes this is an appropriate use of these funds, due to the prevalence
of polysubstance abuse, often involving marijuana.

10. Please describe the Department's plans for issuing requests for proposals for these
initiatives, identifying where such services will be located, selecting vendors, and issuing
contracts. Are these services likely to be implemented in within the proposed time
frames?
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The Department intends to issue a statewide RFP for all of the MTCF decision item programs.
In the RFP, consideration will be given to several factors including:  WICHE
recommendations for state-wide treatment needs, demonstrated need, coverage of rural and
frontier areas of the state, impact to special populations, and limited resources in the
geographic area. The Department expects these services to be delivered within the proposed
time frames of the decision items.

11. Are the programs proposed through R12 (Sober living homes) and R13 (Individual
placement and support) evidence-based?

R-12 Sober Living Homes - The proposed sober living homes program is a new program for
the Department. However, some recovery homes and sober living homes are already
functioning in Colorado. The sober living homes program, though not deemed formal
evidence based practice, does have research that points to demonstrated efficacy. The
National Institute on Alcohol Abuse and Alcoholism (NIAAA) sponsored a two-year
longitudinal study conducted by DePaul University of 150 individuals post-treatment. One-
half were selected to live in an Oxford House and one-half returned to their normal living
situations. The results of the study, Communal Housing Settings Enhance Substance Abuse
Recovery, were published in the October 2006 Journal of Public Health (Vol. 96, pp 1727-
1729):

e At the end of the 2-year study, the relapse rate for those living in Oxford sober living
homes was much lower than for those returning to other living situations (31.3% vs
64.8%).

e The study also found that those in the Oxford sober living homes had significantly higher
monthly income ($989.40 vs. $440.00), and significantly lower incarceration rates (3% vs
9%).

After treatment for substance use disorders (e.g., hospital-based programs or therapeutic
communities), many clients return to former high-risk environments. For both men and
women, returning to these settings without a supportive abstinence network increases the
chance of relapse and recidivism.

Given that the program is not evidence-based, but has early initiative positive research, the
Department is open to evaluation on the effectiveness of the program once implemented in
Colorado.

R-13 Supported Employment for People with Severe SUD - The Individual Placement and
Support (IPS) program is not a new program for the Department; however the Department
proposes to expand its implementation to a new population and set of provider organizations.
The IPS program is recognized as an evidence-based program for populations with severe
mental health needs based upon the following research: Bond, Gary; Drake, Robert; Becker,
Deborah (2008). "An Update on Randomized Controlled Trials of Evidence-Based Supported
Employment”. Psychiatric Rehabilitation Journal 31 (4): 280-290.
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doi:10.2975/31.4.2008.280.290. PMID 18407876. It is not, however, evidence-based for
individuals with substance abuse issues. Given this, the Department is open to an evaluation
of the efficacy of the program in Colorado.

Colorado is pleased to be partnering with Dartmouth College through a grant with Johnson
and Johnson to be part of their multi-state, multi-agency learning collaborative, which offers
any of the providers access to free training and technical assistance. Currently, ten of the
seventeen Community Mental Health Centers have implemented the IPS model of supported
employment funded with grants administered by the Department. The current request would
allow the Department to implement this program within specialty substance use disorder
providers with individuals who have co-occurring substance use and mental health disorders.

Is there data to support the efficacy of the existing programs that provide treatment or
prevention services to pregnant women or adolescents? If not, is there an opportunity to
redirect some existing funding to more effective programs?

Information regarding the efficacy of treatment programs for pregnant women is based upon
data from the current Special Connections program, which serves pregnant women struggling
with addiction. In FY 2015-16, 176 women were discharged from the program. Of those,
108 (61%) completed treatment with high to moderate achievement of their treatment goals
which compares favorably with national data.

Could the Office of Behavioral Health develop codes or rates that would allow some of
the moneys appropriated from the MTCF to be used to pay for wrap-around services
such as:

Transportation;

Methadone delivery to pregnant women;

Room and board;

Doula services;

Job skills training;

Interpretation services; or

Expand coverage to include women who are not pregnant but have an infant child
(under 12 months)?

@rooo0o

Yes, the Department could develop codes or rates or a cost reimbursement model to allow
MTCF moneys to be used to pay for wrap-around services for individuals when other funding
sources are not available; however, existing MTCF for pregnant women and adolescents are
currently limited to treatment services. Spending authority would need to be established,
which may require a change in statute.

How did the Department determine the current rates that are paid from the MTCF?
Are these rates below Medicaid rates? If so, why?
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The Department used Medicaid fee-for-services rates and Managed Service Organization
contracted rates with county to establish the FY 2015-16 MTCF contractual rates. These rates
exceed Medicaid rates.

15. With respect to outpatient treatment for adolescents, is the Department aware of the
ENCOMPASS model? Should it be included on the approved list of treatment models
for adolescents with co-occurring psychiatric and substance use disorders?

Yes, the Department is aware of the ENCOMPASS model and supports its inclusion on the
approved list of treatment models for adolescents. The model, developed by Dr. Paula Riggs,
uses Cognitive Behavioral Therapy (an evidence-based practice) and has been implemented in
a number of Colorado schools. The Department has provided schools with funds to purchase
the curriculum. ENCOMPASS is an integrated, evidence-based treatment model for
adolescents and young adults (ages 13-21) with co-occurring mental health and substance use
disorders. Evidence of the effectiveness of the ENCOMPASS integrated treatment
intervention is based on the results of three controlled clinical trials conducted at the
University of Colorado which were led by Dr. Paula Riggs. Taken together, results of these
studies showed superior psychiatric and substance treatment outcomes with 16 weeks of
integrated treatment (individual cognitive behavioral therapy and medication) than have been
reported for separate or sequential mental health and substance treatment approaches.

16. [Background Information: The Department currently receives $5,128,522 transferred
from the Judicial Department, including $1,550,000 that originates from the MTCF, for
the provision of jail-based behavioral health services (JBBS) for inmates with substance
use disorders. The Department contracts with county sheriffs’ departments to
administer these funds, and the county sheriffs contract with local behavioral health
service providers. During a recent tour of Boulder County Jail's JBBS program,
members of the Colorado Commission on Criminal and Juvenile Justice learned that
due to some type of procurement delay, the Jail had not received JBBS payments from
the Department for the first quarter of FY 2015-16.] Please verify whether there was a
gap in payments to any county sheriff's departments for JBBS programs for FY 2015-
16. Further, please describe the Department's annual process of contracting with county
sheriffs’ departments for JBBS programs. Does the Department issue a request for
proposals every year? If so, why?

No new procurement was conducted for FY 2015-16 contract period. All contracts were
renewed effective July 1, 2015. For JBBS, the Department utilizes the governmental entity
exemption rule for procurement and conducts a request for applications process every five
years.

Boulder County Sherriff’s Office did not submit any invoices for the FY 15-16 contract
period until mid-September 2015. The Department processed the invoices upon receipt and
the contractor received funds within 10 business days.
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(R14) Behavioral Health Crisis Services Staffing

17. Please provide an overview of the Department's implementation of the statewide
behavioral health crisis system, including any associated rules. Explain why the
Department is requesting funding to add three employees to oversee the crisis system
contracts.

Crisis response services began its second year of statewide operations on December 1, 2015.
There are 11 walk-in crisis service locations and most of these locations have Crisis
Stabilization Units on site. All regions are providing mobile crisis assessment services and
respite services for citizens throughout the lifespan. The statewide hotline has seen consistent
growth since its implementation in December, 2014. The hotline continues to work in close
collaboration with all service providers to ensure responsiveness and quality care

In the first year of the crisis system, the hotline answered 107, 217 calls (August 1, 2014 -
November 30, 2015). There were 20,155 visits to the crisis stabilization units and walk-in
services providers, 11,272 visits by mobile crisis to individuals in need, and 705 stays in
respite services.

The original bill for the Statewide Behavioral Health Crisis Response System (S.B. 13-266)
appropriated 1.0 FTE for the management of this important program. The program scale,
complexity of the client mix, geography, quality assurance activities, fiscal data and oversight,
contract monitoring, and program evaluation have taxed the Department’s ability to fully
monitor contracts, provide technical assistance and offer data-related support to contractors.

The Department recommends a solution of creating a contract monitoring team that is
composed of 1.0 Health Professional 1V for Quality Assurance and Monitoring, 1.0 General
Professional 111 for fiscal monitoring and oversight, and 1.0 General Professional 1V for data
integrity and evaluation/reporting services. The additional 3.0 FTE will ensure that crisis
programs are appropriately managed through quality assurance and consistent fiscal and
contract oversight of General Fund dollars. These FTE will also improve timely and effective
program delivery of needed crisis services through training and further technical
assistance. The Department will utilize the contract monitoring team to improve program
quality through contract performance monitoring, accountability through regular site visits,
and responsiveness by following-up on stakeholder complaints and initiating corrective action
plans with contractors when performance is not in compliance.

The Department is actively working with stakeholders to establish the framework for the
Crisis System rules or policy. Once this process is complete, the Department will draft the
rules or policy and request additional stakeholder feedback and input. This feedback and input
will be solicited by email as well as face to face in multiple forum type settings.

18. Please identify the amounts that were reverted from appropriations for behavioral
health crisis system services in FY 2014-15, by region, and explain the reasons for such
reversions.
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FY 2014-15 CDHS - Behavioral Health Crisis Service System Appropriation and Reversion Detail

CONTRACT | AMOUNT | FY 2014-15

VENDOR NAME APPROPRIATION | AMOUNT PAID Reversion
805 - Walk-in Stabilization, Mobile,
Residential, and Respite Crisis
Services $ 22,568,741
Southern Colorado Crisis
Connection. - SCCC (Southeast
Region) 3,889,640 1,584,778 | $ 2,304,862
Community Crisis Connection -
CCC (Metro Denver Region) 8,509,960 8,509,960 | $
Northeast Behavioral (Northeast
Region) 4,403,656 4,403,656 | $
West Slope Casa (West Slope
Region) 4,403,656 3918556 | $ 485,100
UNALLOCATED $ 1,361,829
Total $ 22,568,741 | $21,206,912 | $18,416,950 [ $ 4,151,791
806 - Telephone Hotline $ 2,355,865 | $ 2,298,405 [ $ 2,166,648 | $ 189,217
807 - Marketing $ 615,000 [ $ 600,000 | $ 600,000 | $ 15000

Southern Colorado Crisis Connection (Southeast Region) - $2,304,862 reversion: The
reversion from Southern Colorado Crisis Connection is due to the contractor experiencing a
slower-than-anticipated first year start-up and hiring of personnel. The rural and frontier
portions of the state report great difficulty recruiting and retaining qualified staff.
Additionally, the Medicaid and other third party reimbursement cost offsets prevented the full
expenditure of the contracted dollar amount. These cost offsets were higher than anticipated
by Southern Colorado Crisis Connection. For FY 2015-16, Southern Colorado Crisis
Connection is projected to expend the full amount of the contract.

West Slope Casa (West Slope Region) - $485,100 reversion: The reversion from West Slope
Casa is due to the contractor experiencing a slower-than-anticipated first year start-up and
hiring of personnel. Additionally, the Medicaid and other third party reimbursement cost
offsets prevented the full expenditure of the contracted dollar amount. These cost offsets were
higher than anticipated by West Slope Casa. For FY 2015-16, West Slope Casa is projected to
expend the full amount of the contract.

Unallocated - $1,361,829 reversion: In FY 2014-15, the contract bids of $21,206,912 came in
lower than the RFP maximum dollar ceiling of $22,018,284 by $811,372. The Department
honored the original contractor bids of $21,206,912. Additionally, in FY 2014-15, a
community provider rate increase of 2.5% was approved resulting in an increase of $550,457
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to the Crisis Response System line item. The FY 2014-15 community provider rate increase
was approved after the Department had settled the bids from the original RFP for crisis
services and the increase was not added to the FY 2014-15 contracts. As a result of the two
FY 2014-15 actions, the contracts awarded below the RFP amount and the increase in the
community provider rate approval after the contracts had been settled, $1,361,829 was
unobligated in FY 2014-15.

Telephone Hotline - $189,217 reversion: The reversion from the telephone hotline is due to
the contractor’s slower than anticipated first year start-up and hiring of
personnel. Additionally, with the establishment and transition of the Department into CORE,
and the contractor establishing their own accounting processes, there were accounting
discrepancies that inadvertently left unspent funds for reversion. For FY 2015-16, the
contractor is projected to expend the full amount of the contract.

Marketing - $15,000 reversion: Since this was not a provider of services, the Department did
not increase the marketing contract to reflect the FY 2014-15 legislative COLA increase.

(R19) Community Provider Rate Adjustment
19. How will the proposed 1.0 percent provider rate reduction affect behavioral health
services?

With the exception of the indigent line item it is anticipated that contractors will need to
reduce costs associated with OBH contractual revenue by 1%. The Department has not yet
received specific feedback from the CMHCs, MSOs, and other contractors however, the
Department anticipates that this decrease in revenue will have a negative impact on the
capacity to serve clients, maintain competitive salaries, and maintain current staffing levels.

The Mental Health Institutes are continuously challenged to recruit, hire and retain a skilled
medical work force, and are in competition to recruit and retain medical staff against other
medical hospitals, other state agencies, and the federal government (i.e., Department of
Veterans Affairs, Fort Carson Army Base). The Mental Health Institutes (MHI) is in contract
with the University of Colorado-Denver through an inter-agency agreement for medical
physicians, psychiatrists, nurse practitioners and physician assistants. If the MHIs decrease
pay to the medical providers, there is a very high risk of losing staff to other employers and
thus compromising the MHI’s ability to provide quality care.

20. This request would reduce funding for substance use treatment and prevention by
$170,369. Why is the Office of Behavioral Health proposing to reduce the amount of
federal Substance Abuse Prevention and Treatment (SAPT) Block Grant funding
available for these services in FY 2016-17 by an additional $700,000?

The Department intends a total shift of $1,734,000 in federal SAPT Block from substance use
treatment services to recovery support and prevention and early intervention services. The
table below represents the projected amounts that are planned to shift. The Department is
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responding to changes in guidance within the Substance Abuse Prevention and Treatment
Block Grant and the Mental Health Block Grant for FY 2016-17. The federal guidance
specifically requires that States align purchasing with current trends including changes
associated with the implementation of the Affordable Care Act and emerging evidence-based
practices.

Projected FY 2016-17 Substance Abuse Prevention and Treatment Block Grant Changes
Treatment REEOYER Zr:?jvlggtrilon
Long Bill Budget group/Line Item Total Seriss Support Intervent%on
Services Services
8(C) Substance Use Treatment and Prevention
(1) Treatment Services
Treatment and Detoxification ($867,000)  ($1,734,000) $867,000 $0
(2) Prevention and Intervention
Prevention Contracts $867,000 $0 $0 $867,000
Total $0 ($1,734,000)  $867,000 $867,000

As a result of Colorado’s expansion of Medicaid as well as with the transfer of the Medicaid
substance use treatment benefit to the Behavioral Health Organizations, the demand for
substance use treatment services for indigent individuals who are not covered by Medicaid is
expected to continue to decline. As a result of these trends, the Colorado Behavioral Health
Planning and Advisory Council (CBHPAC), charged with advising the Department on the
Federal Block Grant, has recommended the transfer of funds from treatment to recovery
support services. Based on the recommendations of CBHPAC, the Department proposed a
shift of 10% of treatment funds to prevention and a shift of another 10% to recovery support
services. In response to concerns raised by the Managed Service Organizations, the
Department agreed to take an incremental approach to the transfer of Federal Block Grant
funds from treatment. Therefore, the Department intends to shift of up to $867,000 (5%) from
treatment to prevention and early intervention and up to $867,000 (5%) from treatment to
recovery support services in FY 2016 - 17. Existing providers will have the opportunity to
deliver a significant proportion of these services through additional contracts.

9:50-10:00 OTHER

21. What changes, if any, does the Department anticipate for community mental health
center contracts for FY 2016-17?

The Department intends to continue to use the feedback offered in the September 21, 2015
letter from the Joint Budget Committee in contracting with the Community Mental Health
Centers during FY 2016-17. The Department anticipates that the proportion of indigent clients
served under Medicaid will continue to increase. The Department will continue to monitor
shifts in insurance enrollment and eligibility and negotiate with the Community Mental Health
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Centers to provide services that are not covered or not fully covered by Medicaid. The
Department expects that this will result in the following shifts in contracting:

1. Continued reductions in contracted number of indigent individuals with high problem
severity using the case rate negotiated in FY 2015-16.

2. Continued expansion of the number of individuals with low problem severity using the
case rate negotiated in FY 2015-16.

3. Continued work with Community Mental Health Centers to identify and support services
that are not currently covered or not fully covered by Medicaid such as Hospital
Alternatives, Psychiatric Medications, Assertive Community Treatment and Mental
Health Services for Juvenile and Adult Offenders.

22. Is the Gambling Addiction Program under resourced? What is an appropriate level of
annual funding to achieve the goals of this program?

The Department does not currently have evidence that the Gambling Addiction Programs is
under resourced. Consistent with recommendation #5 from the Office of the State Auditor’s
August 2015 audit of the Department’s Gambling Addiction Program, the Department agrees
to pursue an analysis to determine the supply and demand for these services, and the best
practices by which to provide them. Without additional data, the Department does not yet
know the appropriate level of funding for this program; however, the Department expects that
an assessment of the demand for gambling services and the need for additional public
outreach and education will inform the Department regarding the appropriate funding levels.

23. [Background Information: On January 16, 2014, the federal Centers for Medicare and
Medicaid Services (CMS) issued final rules that implemented section 1915 (i) concerning
State Plan home and community based services. The rule maximizes opportunities for
people to have access to the benefits of community living and to ensure that Medicaid
funding and policy support needed strategies for states in their efforts to meet their
obligations under the ADA and the Supreme Court decision in Olmstead v. L.C., 527
U.S. 581 (1999).] Does the "*final rule' apply to the mental health institutes or private
psychiatric hospitals? If so, what is the likely impact?

No, the State Hospitals or Private Psychiatric Hospital would not meet the CMS definition of
home and community-based settings, and would still be considered under the Medicaid
Institutions for Mental Diseases (IMD).

24. What tools or resources should the Joint Budget Committee use when evaluating budget
requests from various state agencies concerning the provision of behavioral health
services? Specifically:

a. Is there a matrix or tool that would provide benchmarks that indicate the types of
academic credentials or professional experience an individual should have in order to
provide mental health treatment in certain circumstances, settings, or to certain
types of individuals (e.g., individuals with developmental disabilities; individuals
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with co-occurring mental health and substance use disorder issues; individuals
involved in the criminal justice system; youth vs. adults; etc.)?

Yes, all professions and their scopes of practice are distinctly defined in C.R.S. Title 12
Article 43 and are regulated by the Department of Regulatory Agencies. The Department of
Regulatory Agencies provides definitions, credentials and the scope of practice for various
behavioral health professions. However, the Department of Regulatory Agencies does not
define limitations on a provider’s ability to work with specific populations such as individuals
with co-occurring mental health and substance use disorders, and youth or individuals
involved with the criminal justice system. These limitations are driven by the extent to which
the service falls under the scope of work of a particular profession and the knowledge and
experience of the provider. The safeguard to do no harm is dictated by the Department of
Regulatory Agencies and each profession's governing body.

b. Are there standardized tools that agencies should be using when screening for or
assessing an individual's mental health?

Yes, standardized tools are available for agencies to use. Though, no one standardized tool is
considered acceptable for all populations. Screening and assessment tools should be selected
with consideration for the population served and the setting where the tool will be
administered.

The Department does not require the use of specific standardized tools when screening for or
assessing an individual’s mental health. The Substance Abuse and Mental Health Services
Administration (SAMHSA) webpage is quite comprehensive and easy to navigate when
looking for screening tools._http://www.integration.samhsa.gov/clinical-practice/screening-
tools

Additionally, the American Psychological Association offers suggestions for mental health
assessment instruments at the following website.
http://www.apa.org/pi/about/publications/caregivers/practice-settings/assessment/tools/
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Colorado Department of Human Services

FY 2016-17 Budget Requests

¢ Court Ordered Evaluations and Jail-based Bed Space: $4.1 million
and 7.5 FTE

e |ntensive Residential Treatment: S4.7 million and 0.9 FTE

e Sober Living Facilities: $300,000

e Supportive Employment for Substance Use Clients : $500,000
e Behavioral Health Crisis Services Staffing: 2.7 FTE

e Institute Suicide Mitigation, Phase II: $1.8 million

Office of
Behavioral Health

Other ltems eCommunity Provider Rate Adjustment: Reduction of $7.9 million
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Colorado Crisis Services

e Services from August 1,
2014 through
November 30, 2015
— 107,217 calls
— 11,272 visits by Mobile

Crisis Units
— 20,155 visits to Crisis
Stabilization locations
— 705 Respite stays %
[:ﬂlﬂRM]ﬂ 1-844-493-TALK (8255)
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DEPARTMENT OF HEALTH CARE POLICY AND FINANCING
(Medicaid Behavioral Health Community Programs)

FY 2016-17 JOINT BUDGET COMMITTEE HEARING AGENDA

Wednesday, December 16, 2015
9:00 am —12:00 pm

QUESTIONS FOR BOTH THE DEPARTMENT OF HUMAN SERVICES (DHS) AND
THE DEPARTMENT OF HEALTH CARE POLICY AND FINANCING (HCPF)

Presenters:
Reggie Bicha, Executive Director, CDHS
Gretchen Hammer, Medicaid Director, HCPF

10:00-10:20 WICHE STUDY

25. Discuss the findings of the WICHE study and the Department’s plans to address the
study recommendations, including the following specific recommendations that affect
both DHS and HCPF:

a. Move the responsibility and authority for all behavioral health funding, planning,
programs, and regulations into a single department.

RESPONSE

In response to the implementation of the Affordable Care Act and Medicaid expansion, along
with the growing emphasis on integration of behavioral and physical health care, it is timely to
consider how the State might best align policy and funding across the health care system. Before a
move of state offices is undertaken, the Departments support a thoughtful, strategic analysis, with
input from a broad array of stakeholders and subject matter experts to ensure the most effective
and efficient structure to support the behavioral health system in the state.

b. Explore the development of a common management information system for
behavioral health data, or the modification of each agency system to share physical
and behavioral health data using industry standard health information exchange
standards.

CDHS and HCPF are working closely with several agencies to align both data standards and

system interfaces. First, both departments are members on several committees that are looking at
the best practices around data sharing and alignment. Two prominent examples of the
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departments' participation are: the State Innovation Model (SIM), Health Information Technology
(HIT) workgroup that recently mapped out a three-year data exchange and performance
measurement strategy and the Colorado Regional Health Information Organization (CORHIO),
Behavioral Health Information Exchange work group that has been instrumental in establishing
pilots for behavioral health providers to share information with physical health entities such as
hospitals and emergency rooms. Second, the CDHS and HCPF are developing shared
performance measures to enable behavioral health providers to measure success through defined
methodologies agreed upon by both agencies. These shared measures are a key tactic in
developing common data definitions that can more easily be shared and conform to standards.
Finally, CDHS has recently implemented changes to its primary data collections systems to better
align with national data standards and meaningful use requirements.

CDHS and HCPF have recently started defining business requirements and getting cost estimates
to modify the new Medicaid Management Information System (MMIS) to process indigent, non-
Medicaid behavioral health claims. This project would exchange behavioral health claim
information using the latest industry standards.

CDHS also currently exchanges important public safety “Driving under the Influence” data with
the Department of Revenue, Division of Motor Vehicles and State Judicial following National
Information Exchange Model standards.

c. Determine how behavioral health crisis system services for Medicaid clients will be
billed and reimbursed.

Behavioral health crisis response system providers report billable services to Medicaid for
Medicaid-eligible clients. These Medicaid billable services are reported to the Department as an
offset to the total monthly cost to provide contracted crisis services. The Department reimburses
all behavioral health crisis service costs that are not covered by Medicaid and other payer sources.

d. Implement suspension, rather than termination, of Medicaid benefits for
institutionalized individuals.

To be eligible to receive Medical Assistance, an eligible person cannot be a patient in an
institution for tuberculosis or mental disease, unless the person is under 21 years of age or has
attained 65 years of age and is eligible for the Medical Assistance Program and is receiving active
treatment as an inpatient in a psychiatric facility eligible for Medical Assistance reimbursement.
The federal statute that excludes individuals who are patients in an Institute for Mental Disease
(IMD) is at 1905(a) of the Social Security Act and is in federal regulation at 42 CFR 8 435.10009.
Federal Financial participation (FFP) is not available for these individuals.

HCPF continues to work on a “suspend” function for Medicaid eligibility while incarcerated or
for clients who are institutionalized. The CBMS change is costly and creates more manual work
for an eligibility technician to suspend and unsuspend a Medicaid eligibility span. The
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Department is looking to create some functionality for technicians using PeakPro to enroll
individuals into an ‘Eligible, but no Benefits’ plan in our new MMIS (referred to as the Colorado
interChange) which is scheduled for implementation for November 2016. Currently the
Department has the Department of Corrections using PeakPro to enroll individuals into Medicaid
upon release. This same functionality could be utilized by workers at the institutes to expedite
Medicaid enrollment, if the institutes have personnel who could devote time to process Medicaid
eligibility for a client.

26. Please clarify the role of behavioral health organizations (BHOs) related to the provision
of inpatient psychiatric care. Which types of Medicaid-eligible clients and which types of
diagnoses are excluded from BHO contracts, and what entity (if any) is responsible for
providing inpatient psychiatric care to these clients or under such circumstances?

RESPONSE

Most full-benefit Medicaid clients are enrolled in the Community Behavioral Health Services
Program and may access inpatient psychiatric services through their Behavioral Health
Organization (BHO) if they have a covered mental health diagnosis and inpatient treatment is
determined to be medically necessary.!

The BHO contract specifically excludes several eligibility categories that are not full-benefit
Medicaid such as Qualified Medicare Beneficiary only; qualified Disabled and Working
Individuals and Special Low-Income Medicare Beneficiaries. Individuals in these eligibility
categories have Medicare and would access inpatient psychiatric care through the Medicare
system.

Medicaid pays for inpatient psychiatric services on a fee-for-service basis in the following cases:

¢ Individuals without a covered diagnosis under the age of 21 or over the age of 64; and

¢ Individuals without a covered diagnosis between the ages of 20 and 65, if they have
received their care from a hospital that does not meet the requirement for being an
Institute for Mental Disease as defined by the federal Centers for Medicare and
Medicaid Services (CMS)

Medicaid does not cover inpatient psychiatric care for individuals with a primary substance use
disorder diagnosis, except for children and youth under the age of 21, as required under federal
Early and Periodic Screening, Diagnosis and Treatment (EPSDT).

The Mental Health Institutes accept patients regardless of available benefits. However, due to the
Institutions for Mental Diseases (IMD) exclusion, which prohibits Medicaid from making

! See http://tinyurl.com/j3lata9 for the full list of covered diagnoses.
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payments to IMDs, for services rendered to Medicaid beneficiaries aged 21 to under age 65, the
Institutes cannot bill for services provided to this population. The Medicaid IMD exclusion
prohibits the use of federal Medicaid financing for care provided to most patients in mental health
residential treatment facilities larger than 16 beds.

In addition to the eligibility categories mentioned above, individuals in the following
programs/placements are also excluded from the BHO contract and may access services in the
following manner:

e Clients enrolled in the Program of All-Inclusive Care for the Elderly (PACE); the
PACE program is responsible for paying for inpatient psychiatric care for these clients.

e Clients residing in the State Regional Centers for people with Intellectual and
Developmental Disabilities (IDD) for more than 90 days; fee-for-service Medicaid is
responsible for paying for inpatient psychiatric care for these clients.

e Children or youth in the custody of the Colorado Department of Human Services -
Division of Child Welfare or Division of Youth Corrections who are placed by those
agencies in a Psychiatric Residential Treatment Facility (PRTF); fee-for-service
Medicaid is responsible for paying for inpatient psychiatric care for these clients.

e Clients under the age of 21 and over the age of 64 who receive inpatient treatment at
the Colorado Mental Health Institute at Pueblo or the Colorado Mental Health Institute
at Fort Logan; who are:

o Found by a criminal court to be Not Guilty by Reason of Insanity (NGRI);

o Found by a criminal court to be Incompetent to Proceed (ITP); or

o Ordered by a criminal court to a State Institute for Mental Disease (IMD)
for evaluation (for example, competency to proceed, sanity, conditional
release revocation, and pre-sentencing).

The Department of Human Services is responsible for the cost of forensic placements in the
institutes.

27. Please describe the process for determining how many and which individuals will be
admitted to a civil bed at each of the mental health institutes. Are these decisions made
by mental health institute staff? What are the respective roles of behavioral health
organizations, community mental health centers, county departments of social services,
and the Division of Youth Corrections in making these decisions?

RESPONSE

The admission of individuals to a civil bed at the Institutes is occurring principally at the
Colorado Mental Health Institute at Fort Logan (CMHIFL), with the Colorado Mental Health
Institute at Pueblo (CMHIP) focusing chiefly on forensic admissions in response to pending legal
action. The Admissions Department at Fort Logan prioritizes civil admissions based on the acuity
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of the clients’ clinical presentations and the safety of the setting in which those clients currently
reside. Admission information is provided by the referring agencies (e.g. community mental
health centers, and the Division for Youth Corrections) and admissions decisions are made by the
Institutes in consideration of the information provided and internal operational factors. A
sampling of these operational factors include gender of bed availability, staffing availability for
high intensity patients requiring 1:1 staffing, overall acuity of the unit/milieu, and ensuring the
availability of reserve beds for deaf clients, as the state’s designated facility for deaf clients in
need of inpatient mental health treatment. Forensic admissions to CMHIP are controlled by court
order and fall into the categories of Competency, Sanity, Incompetent to Proceed and Not Guilty
by reason of Insanity and represent the vast majority of admissions. CMHIP does admit
individuals to civil beds based on bed availability. The Behavioral Health Organizations, the
community mental health centers, county departments of social services, and the Division of
Youth Corrections are referring agencies that do not have any formal decision making authority
for Institute admissions.

28. Discuss the availability of inpatient psychiatric care for individuals requiring medical or
other specialized care. Is there a wait list for these types of patients? Are private
hospitals legally allowed to discharge such patients without finding another appropriate
facility?

RESPONSE

The departments are unaware of any wait list for placement in a facility that accepts individuals
requiring medical or other specialized care. The Mental Health Institutes are limited in the ability
to provide inpatient care to patients requiring medical or other specialized care.

As part of the FY 2009-10 budget balancing measures, the Department of Human Services
(CDHS) submitted a funding reduction to close the 20-bed General Hospital at the Colorado
Mental Health Institute at Pueblo (CMHIP). The General Hospital performed a service outside of
the mission of CMHIP in that it provided acute medical care, rather than adhering to CMHIP’s
core mission as a psychiatric hospital. The Mental Health Institutes are still required to provide
for the medical care needs of its patients and does so through the use of local acute care hospitals.

Patients who are highly medically acute, and/or require other specialized medical care require
additional staff care, as well as require additional financial resources for the medical costs. The
Mental Health Institutes are restricted from billing Medicaid due to the Medicaid Institutions for
Mental Diseases (IMD) exclusion. The IMD exclusion prohibits the use of federal Medicaid
financing for care provided to most patients in mental health residential treatment facilities larger
than 16 beds. The exclusion applies to all Medicaid beneficiaries under age 65 who are patients in
an IMD, except for payments for inpatient psychiatric services provided to beneficiaries under age
21. High cost medical patients typically result in the need for CDHS to submit a funding request
for additional General Funds. In FY 2013-14, CDHS submitted a supplemental request for
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additional on-going General Fund in the amount of $1,329,390 to provide outside medical care
for patients at the Mental Health Institutes. The Mental Health Institutes are funded in FY 2015-
16 in the amount of $3,589,425 at CMHIP and $1,269,465 at CMHIFL to provide outside medical
care to patients.

Under 2 CCR 502-1 Volume 21; 21.190.6 DISCHARGE PLANNING AND SUMMARIES, all
Office of Behavioral Health designated facilities must have a discharge plan that is concise,
complete and comprehensive in order to facilitate a transition to the next level of appropriate care.
The discharge summary must explain in detail the rationale and specifics of the discharge plan.
The departments are not familiar with the laws surrounding private hospital discharges.

29. Workforce shortages:
a. Please discuss the adequacy of the behavioral health workforce in Colorado. Are
there shortages of certain types of professionals or in certain regions?

RESPONSE

The Department of Human Services is aware capacity issues exist and some behavioral health
care disciplines are in short supply based on information from providers and other stakeholders.
This includes, but is not limited to, psychiatrists, child psychiatrists, nurse practitioners and other
disciplines licensed to dispense psychiatric medications, psychologists, and other
psychotherapists, especially those trained to treat children.

There are shortages of specific disciplines within varying regions of the state. While the
Department does not currently have a systematic analysis of these shortages per capita, it is
aware, for example, that there is no psychiatrist available to provide publicly funded treatment for
the southeastern region of the state, and that there is a shortage of properly trained and licensed
psychotherapists in the Park and Teller county areas of the state.

b. What role can telemedicine play in addressing shortages of certain types of
behavioral health professionals?

Telemedicine, or telehealth, is used extensively in the State of Colorado. The Department would
support expansion of these services. When provided within appropriate quality, compliance
parameters, and environment telehealth can be a valuable and effective treatment tool, especially
in areas that suffer a significant shortage of qualified and credentialed behavioral health care
providers. Telemedicine eases the strain on the delivery of behavioral health services in
underserved areas especially in situations such as involuntary mental health civil commitments.
Currently a significant barrier for many psychiatric hospitals is discharging consumers who
require an outpatient mental health involuntary -certification especially in rural areas.
Telemedicine would improve access to outpatient services for this population and somewhat
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improve the psychiatric bed shortage Colorado is experiencing. With a statewide shortage of child
psychiatrists, Colorado faces challenges treating this vulnerable population. Primary care
providers — more often than mental health practitioners — are the first to see children or
adolescents for behavioral health issues.

The Department of Health Care Policy and Financing (HCPF) is also looking at how to expand
the role of telemedicine in addressing behavioral health needs in the Medicaid Program. In
March 2015 HCPF implemented the Chronic Pain Disease Management Program (Program) to
improve the health of clients with chronic conditions and address rising rates of prescription
abuse in Colorado. The Program uses interactive video to connect primary care providers to a
team of specialist with expertise in a variety of pain management disciplines.  Additionally,
Behavioral Health Organizations (BHOs) are supporting the use of the Colorado Psychiatric
Access and Consultation for Kids (C-PACK) program. It is an innovative program utilizing the
expertise of child psychiatrist as consultants to assist primary care physicians in addressing many
of the behavioral health challenges their patients and families.

30. [Rep. Young] How would HCPF's proposal to shift from a capitated to a fee-for-service
payment for behavioral health care (ACC 2.0) affect the State’s ability to implement the
WICHE study recommendations?

RESPONSE

HCPF’s proposal to shift from a capitated payment system to a value based payment model built
on fee-for-service architecture would facilitate the implementation of many of the
recommendations in the WICHE study.

Below are some specific WICHE study recommendations that would be supported by the change
in payment model.

e Improvement in penetration rates. Many clients and other stakeholders have cited the
current capitated model as a barrier to accessing services. By removing the capitation and
promoting the delivery of behavioral health services in primary care settings, HCPF would
be able to increase client access to a broader range of behavioral services in a variety of
practice settings. This is expected to improve client experience and significantly increase
the number of Medicaid clients who receive behavioral health services.

e Develop service delivery systems for individuals with significant co-occurring needs.
Having separate administrative and payment models for behavioral health and physical
health services has hindered the ability of clients with co-occurring needs to receive
necessary services. Aligning payment methodologies and administration is expected to
eliminate the obstacles, enable clients to receive the care they need, and improve client
experience.
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e Reimbursement for crisis services. The current capitation model was cited as an issue for
reimbursing crisis services and one solution presented was to allow providers to submit
fee-for-service claims for crisis services.

e Develop a common management information system. By paying directly for services,
HCPF would have a greater insight into the services clients are receiving. This increased
access to data would facilitate the combining of information with DHS and other state
agencies, and enable the implementation of more robust value-based payment methods.

e Support whole-health integration. The primary purpose for implementing alternative
payment models for behavioral health services is to eliminate the current barriers to
delivering integrated physical health and behavioral health services. More clients would
be able to receive whole-person services in the location of their choice.

e Increase services for justice-involved individuals. As part of ACC Phase IlI, HCPF is
committed to exploring options to improve the coordination and delivery of services for
individuals involved in the criminal justice system, particularly those individuals being
released from prison. Alternative payment models would enable HCPF to more effectively
target services for this population, monitor outcomes, and adjust payments based on
regular evaluations to ensure HCPF is effectively supporting clients in achieving health
and wellness goals.

10:20-10:30 METHADONE TREATMENT AND BEHAVIORAL HEALTH PHARMACEUTICALS

31. HCPF reported that Methadone treatment and detoxification represented 50 percent of
substance use disorder-related services provided through behavioral health
organizations in FY 2014-15. Please describe how Methadone treatment is provided in
Colorado. Specifically:

a. What are the roles of DHS and HCPF in funding and overseeing Methadone
treatment?

RESPONSE

The Department of Human Services (CDHS) credentials all methadone treatment providers in the
state and is responsible for monitoring these providers to ensure they are compliant with state and
federal regulations; CDHS also funds methadone treatment for qualifying individuals who are not
eligible for Medicaid through the federal Substance Abuse Prevention and Treatment Block
Grant, which is administered through a contract with the Managed Service Organizations.

In 2014 the Department of Health Care Policy and Financing (HCPF) added treatment for
substance use disorders (SUD), including methadone treatment, to the services covered under the
behavioral health organization (BHO) contracts.

The BHOs pay for medically necessary methadone treatment services rendered to their members
by a network provider.
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The fee-for-service Medicaid program pays for medically necessary methadone treatment services
for clients not enrolled with a BHO, when the services are rendered by a provider enrolled in the
Medicaid program.

With the expansion of the Medicaid SUD benefit, funds administered by DHS are used to provide
services for those indigent clients who are not on Medicaid and do not have another source of
funding to pay for methadone.

b. Do the services provided through each department differ?

The service standards for methadone treatment for CDHS and HCPF are the same; Medicaid and
the BHOs only contract with methadone treatment providers who are certified and perform
services under the regulation of CDHS.

32. It appears that various state agencies have different policies and practices for providing
behavioral health-related drugs to clients (e.g., the Department of Corrections’
institutions, HCPF's behavioral health organizations, DHS"' Division of Child Welfare,
DHS' Division of Youth Corrections, DHS' Mental Health Institutes, and the
Department of Local Affairs' Fort Lyon Supportive Housing Program). This appears to
cause problems as individuals transition from one setting to another. Is it possible to
establish a statewide policy related to these drugs to provide more continuity and better
health outcomes?

RESPONSE

The departments recognize this issue and believes it is important to have consistency between
programs. As the table below shows, the members involved with many of the entities mentioned
in the question are under Medicaid coverage and receive the consistent coverage with other
Medicaid clients. Where they are not Medicaid clients, the Departments are working on solutions
for consistent coverage.

The two departments (CDHS and HCPF) and other agencies are working on projects to promote
consistent use of medications. For example, the Psychotropic Medication Steering Committee is
a statewide effort involving several agencies and other stakeholders that creates psychotropic
medication guidelines for children and adolescents in the child welfare system. The guidelines
are designed to provide consistent use of these medications across the state. Although it was
targeted to this population, the goal was for these guidelines to be used more broadly as well.

Agency/Organization Status Notes
Working with The Departments have been engaged in a multi-agency
Department of other agenciesto  Medication Consistency Workgroup, through which the
Corrections establish a Department of Corrections and other correctional institutions
consistent are working to establish a consistent formulary between those

16-Dec-2015 9 HCPF-BHS-hearing



HCPF's Behavioral
Health Organizations

DHS' Division of Child
Welfare

formulary

Covered under
Medicaid benefits

Covered under
Medicaid benefits

institutions, Medicaid, the mental health institutes, and the
Veterans Administration. Additionally, the Department and
other work group members are working to enhance
information sharing and to develop a purchasing pool to assist
correctional entities in purchasing medications in a cost-
effective manner.

BHOs do not pay for medications; all medications are billed
by pharmacies through the fee-for-service Medicaid program

Children in the child welfare program are covered under
Medicaid and receive the same benefits as other Medicaid

recipients
Working with
DHS' Division of Youth gg?;t:ﬁff r;mes 0 Also a part of the Medication Consistency Workgroup (see
Corrections consistent above)
formulary

Covered with

General Fund Patients receive behavioral health medications based on a

DHS' Mental Health and, .When clinical determination by the patient’s prescriber, in
. applicable, . . .

Institutes - collaboration with the patient. There are no formulary

Medicaid, o - .

. . restrictions for behavioral health medications.
Medicare or third
party payers.
Behavioral health drugs are not provided by Fort Lyon;

Department of Local If Eligible, instead participants who need behavioral health services are

Affairs’ Fort Lyon
Supportive Housing
Program

Covered Under
Medicaid benefits

sent to local facilities in the area; behavioral health services
for Medicaid clients who reside at Fort Lyon are covered by
Medicaid

With all of these efforts, it is important to remember that there can be impediments to establishing
consistent medication coverage. Various agencies are subject to differing rules regarding
medication purchasing and drug reimbursement. In addition, Medicaid does not purchase
medications; rather Medicaid pays claims for the medications, which are purchased by the
providers. Agencies such as the Department of Corrections purchase the medications to dispense
to inmates under their custody and care. These differences become important as agencies are each
working toward providing quality health care in a cost-effective manner. One agency may
receive better prices on a particular medication than another agency and so providing the same
medications with the same medication coverage rules ultimately may be more expensive to the
state. For example, the rules regarding the federal rebates afforded to Medicaid are specific to
Medicaid. Thus, the rebates only apply to medications reimbursed by Medicaid. In addition,
Medicaid must cover all medications that are rebatable under the federal CMS program whereas
other agencies are not restricted in such a way and can make other coverage determinations on
rebatable medications. Thus what is most cost-effective medication coverage policy may vary
among agencies. Despite these difficulties, the departments remain committed to finding ways to
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provide quality care that includes the recognition of the need for continuity between programs.

10:30-10:45 BREAK

QUESTIONS FOR THE DEPARTMENT OF HEALTH CARE POLICY AND
EINANCING

10:45-10:55 INTRODUCTIONS AND OPENING COMMENTS

Presenters:
Gretchen Hammer, Medicaid Director, Health Programs Office Director
Laurel Karabatsos, Deputy Health Programs Office Director

10:55-11:50 INTEGRATED CARE AND ACCOUNTABLE CARE COLLABORATIVE (ACC) PHASE 11

ACC?20

33. Please discuss the Department’s plans for ""ACC 2.0". Please highlight the benefits and
drawbacks of the two existing payment methods (i.e., fee-for-service versus capitation).
In addition, please provide information indicating how the proposed regional
accountable entity regions would compare to existing regions for behavioral health
organizations (BHOs) and regional collaborative care organizations (RCCOs).

RESPONSE

The goal of Phase Il of the ACC is to optimize health for those served by Medicaid through
accountability for value and client experience at every level of the health system and at every life
stage. In order to achieve this goal, the ACC Phase Il is based on three key principles:

e Person- and family-centeredness
e QOutcomes-focused and value-based
e Accountability at every level

ACC Phase Il will focus on integrating and aligning efforts and systems. That means integration
within the health care system, integration between medical and non-medical programs, and
alignment between efforts to achieve that integration. A primary means to achieve this integration
is that HCPF will combine administrative organizations for physical and behavioral health to form
new Regional Accountable Entities (RAES). The RAEs will be responsible for the health and cost
outcomes for clients in their region, as well as:
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e Overseeing behavioral and physical health regional networks,

e Onboarding and activating clients,

e Developing and supporting Health Teams (clients and the providers who provide the
majority of their well and sick care)

e Making value-based payments to Health Teams, and

e Convening Health Neighborhoods (the broader health system).

Payment Methods

Currently, the Department pays for most Medicaid enrollees under two primary systems - the
Community Behavioral Health Services Program and the Accountable Care Collaborative. Both
have fee-for-service underpinnings. In the Community Behavioral Health Services Program, the
state sets a capitated rate that is predominantly based on utilization. The Community Mental
Health Centers then receive a sub-capitation from the BHOs that is a percentage of that rate. The
majority of payment for the Behavioral Health System is primarily driven by utilization similar to
fee-for-service. The ACC program is a managed fee-for-service system where all clinical services
are paid fee-for-service but the Regional Care Collaborative Organizations (RCCOs) and the
Primary Care Medical Providers (PCMPs) receive an additional per member per month payments
to support coordination of services and incentive payments that are tied to quality metrics.

All payment methodologies have their strengths and weaknesses; therefore, the choice of payment
must be aligned with the specific goals a system is trying to achieve. Comprehensive capitated
payments are most effective at reducing the number of unnecessary episodes of care for a
particular condition or group of people. The current Community Behavioral Health System has
been effective at helping individuals with serious and persistent mental illness manage their
conditions utilizing community-based services and thereby reducing hospital admissions. This
approach was most effective when the Medicaid population was significantly smaller and a
greater percentage of Medicaid clients required intensive behavioral health services. Under the
current Medicaid program where most of the 1.2 million Medicaid clients do not have serious and
persistent mental illness or a covered behavioral health diagnosis, but may have other behavioral
health needs, this payment approach has lesser value.

Simple fee-for-service payments can be effective at addressing the underuse of high-value
services such as preventative and early intervention services, supporting episodes of care where
the total cost of services needed is low and there is little opportunity for savings, and paying for
conditions that are rare or difficult to diagnose and are therefore difficult to plan for in capitated
or other payment models. However, simple fee-for-service payments reward volume, focus on
short-term gain rather than long-term value, and do not control for poor quality of services.

Having two different payment methodologies and different administrative agencies has created
barriers to integration and the delivery of whole person care. The current program structures have
created challenges between physical health and behavioral health, particularly when it comes to
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deciding which system is responsible for paying for services for individuals with physical and
behavioral health needs. This has sometimes resulted in individuals with co-occurring complex
health needs not getting appropriate care or having to wait to get medically necessary services.
Furthermore, continuing two payment systems continues the misperception that behavioral health
needs are distinct from physical health needs.

In order to best support the integration of services, the Department is working with stakeholders
to evaluate different alternative payment methodologies across the Medicaid service array.
Alternative payment methodologies are neither fee-for-service nor fully capitated payments, but
lie between the two options with greater proportions of payments tied to quality and value.
Specifically, the Department is working with CBHC and other stakeholders to explore a cost-
based reimbursement model for Community Mental Health Centers (CMHCs), similar to what
Federally Qualified Health Centers (FQHCs) use today. This model would allow the same
flexibility it has offered FQHCs in terms of ensuring compensation for innovation, integration,
maintaining critical system capacity, and offering cost effective services.

In Phase Il of the ACC program, the state will move toward value based payment strategies aimed
at ensuring clients get the right care in the right setting and directly incenting providers. For the
Regional Accountable Entities, the state will implement a number of quality based payments on
top of the fee-for-service system including paying for improved performance on key performance
metrics related to utilization and health outcomes; sharing in the savings generated by the
program; and creating an incentive pool to reward improvement in areas where opportunity exists,
such as follow-up care within 30 days of discharge from the hospital or quality measures for the
State Innovation Model (SIM). For hospitals, the state agency will explore changes in rates to
better align payments with value and will explore options for a Delivery System Reform Incentive
Program, a federal waiver program that allows the Department to create hospital incentive
payments tied to achieving improved health outcomes in local communities.? For specialists and
fee-for-service primary care, HCPF will explore implementing a multiplier for some services that
takes into account client socioeconomic status and provider performance so that base fee-for-
service rates reflect value. For Federally Qualified Health Centers and Community Mental Health
Centers, the Department will explore a payment methodology that incorporates quality into the
payment.

By paying directly for services delivered, using this multi-pronged alternative payment
methodology, the state will achieve the following:

e Greater flexibility to drive payment models that will change the fabric of the delivery
system.

e Removal of the covered diagnosis model under the BHO capitation will present options
for providing a continuum of lower acuity behavioral health interventions.

2 Upper payment limit financing is the mechanism by which the Department maximizes reimbursements to hospitals
pursuant to section 25.5-4-402.3, C.R.S.
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e Cost efficiencies by leveraging the state’s newly acquired, state of the art claims
system rather than paying seven vendors for building or maintaining a claims payment
system. By directly paying for clinical services, the state will have more information
about services rendered.

e Will reduce administrative burden for providers providing both behavioral and
physical health services; providers will not have to submit different claims/encounters to
two different processing systems.

This model is one step in an iterative process to bring Colorado closer to a value-based payment
model.

ACC Phase Il Regions

In Phase Il of the ACC there will be a single regional map for both physical and behavioral health
service administration. Regional Care Collaborative Organization (RCCO) and Behavioral
Health Organization (BHO) regions are being aligned to support combining the administrative
functions within a single Regional Accountable Entity.

The map for ACC Phase Il will largely align with the current seven regions of the RCCOs.
Stakeholder feedback was that the seven regions more accurately capture the cultural and
geographic differences in the state. In addition, smaller regions will allow contractors to better
understand and address local needs, capitalize on local strengths, and tailor interventions
accordingly.

The major change from the BHO map is that the one BHO region currently covering the western
and southern counties will be divided into two regions. In addition, the Department conducted
stakeholder meetings to determine the best regional assignments for Larimer and Elbert counties
which do not align with the current seven regions in the RCCO map. Larimer County will remain
with Region 1. Elbert County will be a part of Region 3. The regional map was informed by
current and projected utilization analysis, stakeholder input, and guiding principles developed by
the ACC Advisory Committee.

Maps are included below for reference:
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ACC Phase I: Current RCCO Map

Colorado’s Accountable Care Collaborative
Regional Care Collaborative Organization Map

Region 1 [__] Rocky Mountain Health Plans Region 5 [l Colorado Access

Region 2 [_] Colorado Access Region 6 [[] Colorado Community Health Alliance
Region 3 [_] Colorado Access Region 7 [[_] Community Care of Central Colorado

Region 4 [_] Integrated Community Health Partners

ACC Phase II: Regional Accountable Entity Map

Region1 [ Region 5 [N

Region2 [] Region 6 [0
Region3 [] Region7 []
Region4 [
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34. Please describe HCPF's long-term vision for the Medicaid program. What will "ACC
3.0" look like? Will it include services currently provided through managed service
organizations?

RESPONSE

The vision of the Department of Health Care Policy and Financing is that the Coloradans we
serve have integrated health care and enjoy physical, mental and social well-being. The
Accountable Care Collaborative is fundamental to achieving this vision. Since its inception the
program has been flexible and regional in its design allowing the program to adapt to the needs of
clients, providers and local communities. It has also been a testing ground for new ideas for care
delivery and payment.

The contracts for the Regional Accountable Entities currently proposed in the ACC Phase Il
concept paper will be a minimum of five year contracts from July 1, 2017 — June 30, 2022. As
with the current Accountable Care Collaborative and our contracts with Behavioral Health
Organizations (BHOs) and Regional Care Coordination Organizations (RCCOs), there will be
opportunities to continue innovation in care delivery and payment through program maturation
and contract modifications.
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Department staff recently met with leadership of the managed services organizations to explore
how services currently provided through the managed services organizations can be incorporated
into Accountable Care Collaborative. Currently, some services provided by the managed services
organizations are included in the BHO scope of services and some are paid through State Plan
benefits. The proposed payment methods in phase 11 of the Accountable Care Collaborative will
bring some alignment to the payment for services currently provided through managed services
organizations.  Additionally, Department staff are exploring options with the Centers for
Medicare and Medicaid services about how other services currently provided by the managed
services organizations, but are not covered by Medicaid, may be included in the Accountable Care
Collaborative.

35. In addition, please address the following questions and concerns raised by behavioral
health providers:

a. In the 1990s, after careful study by stakeholders and the Executive Branch, it was
declared by the General Assembly that capitated managed care was a preferred
payment mechanism by which to contain costs and deliver locally responsive
services. Given this history, how does HCPF justify reverting the capitated mental
health program to a fee-for-service model?

RESPONSE

Medicaid in 2015 is not the same as Medicaid in the 1990s. In the mid-1990s, Medicaid had fewer
than 200,000 enrollees and eligibility was available only to certain populations such as pregnant
women and those with disabilities. The managed care structure was developed to support a
dramatically different population than the approximately 1.26 million Medicaid enrollees served
today. Now that Medicaid covers over 20 percent of the state’s population and is nearly 50
percent adults, the Department needs to explore different models of paying for services that meet
the needs of the entire Medicaid population while preserving the quality and diversity of services
currently available for the population with higher acuity behavioral health diagnoses.

The current Community Behavioral Health Services Program that is predicated on a list of
covered diagnosis does not support the broad spectrum of behavioral services essential for
bending the long-term trajectory of health care costs in Colorado. In response to feedback from
multiple stakeholder groups, the Department has proposed moving away from the covered
diagnosis model in order to expand behavioral services for prevention, early intervention, and
integrated primary care and behavioral health models. The current Community Behavioral Health
Services Program requires that a person have a behavioral health diagnosis that is covered by the
program to receive a medically necessary covered service. In order to move away from the
covered diagnosis payment model and align payments to support integrated care, the Department
is working with stakeholders to explore a cost-based reimbursement model for Community
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Mental Health Centers (CMHCs), similar to what Federally Qualified Health Centers (FQHCs)
use today. This model would retain some of the flexibility of the current capitated system by
ensuring compensation for innovation, integration, maintaining critical system capacity, and
offering cost-effective services.

It is important to note that the alternative payment methodology the Department is currently
exploring in partnership with, and at the request of, the Colorado Behavioral Health Council is not
a traditional fee-for-service model. The proposed alternative payment methodology would fully
compensate Community Mental Health Centers (CMHCs) for costs associated with service
provision (including “(B)(3)” and alternative services), innovation, integration, and maintaining
capacity necessary for emergency response in a way that fee-for-service cannot. While there is a
volume-based component to this model that is similar to fee-for-service, this is also true under
capitation as capitation rates are built on volume assumptions informed by prior year utilization.
The Department recognizes these concerns and agrees that the APM is insufficient as a standalone
payment mechanism. The Department intends to coordinate funding streams and payment
mechanisms to support the work of Community Mental Health Centers and the program.

Providing integrated behavioral health services within the physical health system is expected to
increase the opportunity for early assessment and intervention and decrease the need for more
costly services (both physical health and behavioral health services) in the future. At this time, the
Department recognizes that there are areas where investing more in behavioral health could result
in decreases in physical health expenditures. There are behavioral health interventions that have
been proven effective in assisting clients in the behavior change necessary to prevent or manage
physical health conditions, for example, smoking cessation, weight management services and co-
occurring depression.

b. If the research shows, and decades of experience in Colorado and around the country
prove, that integrated care requires a different funding model than fee-for-service,
why is the State moving in this direction?

The Department proposes moving to an alternative payment model, not fee-for-service. There is
broad consensus among our stakeholder community, including behavioral health providers, that
the current carve-out for behavioral health is a barrier to true integration. Using an alternative
payment model will ensure that the Department is able to build on the progress that has been
made in our physical and behavioral health delivery systems.

c. Colorado moved away from fee-for-service for behavioral health 20 years ago to
move more people out of hospitals and support them in their own communities. How
can HCPF guarantee that the full spectrum of critical community-based services will
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not be eliminated under this new model? How can HCPF ensure that a managed fee-
for-service model will realize similar cost-containment as the mental health managed
care program has demonstrated?

Keeping the full spectrum of critical community-based services is not optional; they must be
preserved. The Department will not be successful in managing costs and achieving health
outcomes without these services. The Department has begun conversations with CMS on the
authority options for providing these services under a different payment structure and has been
working with its BHO partners to ensure the model preserves the services afforded under the
current behavioral health capitation.

Providing a capitation payment to administrative entities is only one of many ways to contain
costs. In a non-capitated system, costs can be controlled through:
e Supporting prevention and health management for clients
e Setting service limits or prior authorization criteria;
e Building payment structures that hold providers accountable for total cost (i.e. shared
savings);
e Establishing rate models that promote efficient and high value expenditures (i.e. regular
outpatient check-ups); and
e Instituting contract requirements that set clear enforceable standards.

The Department will facilitate a robust stakeholder process to determine the right incentives
across the continuum of care to ensure that the program contains costs.

d. Is there a different approach that can be considered that won’t dismantle the
foundation for comprehensive, integrated community-based care for the sake of
aligning behavioral health with a fee-for-service model (e.g., Can we accelerate
payment reform for the rest of healthcare?)?

The Department proposes moving to an alternative payment model, not fee-for-service and would
not pursue an approach that undermines the value that has been created under the current model.
As stated above, there is broad consensus that the current behavioral health carve-out is a barrier
to health care integration and better outcomes for clients. The Department is committed to
pursuing opportunities that improve on the current system and will continue to do so as this is the
Department’s statutorily-defined mission.

e. Is there a risk of shifting funding away from behavioral health to cover primary
health care costs?

No. The Department anticipates an increase in behavioral health spending as access to

preventative care is increased and existing services are preserved for higher acuity populations.
The Department is committed to short term budget neutrality and long-term savings in the overall

16-Dec-2015 19 HCPF-BHS-hearing



Medicaid budget, but fully anticipates an increase in some types of behavioral health services; for
example, therapy and counseling. Despite increases in behavioral health utilization, budget
neutrality is expected due to savings on physical health services as is indicated in the body of
evidence on physical and behavioral health integration.3 456 7

f. Will the State lose the flexibility provided by the existing federal waiver to use
Medicaid funds to pay for inpatient psychiatric services (despite the federal
institutions for mental disease (IMD) exclusion)?

The Department will seek federal authority to continue to pay for inpatient psychiatric services in
Institutes for Mental Disease. The Department understands that this is a vital component to the
program and is a requisite component in delivering the continuum of behavioral health care.

g. Will the State lose the flexibility that has allowed behavioral health organizations
and community mental health centers to financially support local integrated care
initiatives?

The Department plans to increase the flexibility to provide these services by moving towards an
alternative payment model that builds in community mental health centers’ cost into their
payment and also ties payments to quality. However, even the current capitation model requires
billable codes in order to develop rates for the BHOs.

h. Is it premature to implement a new funding and service delivery model in FY 2017-
18 without the full benefit of data and information gathered through: H.B. 12-1281
payment reform pilot program (RMHP Prime); four-year SIM grant initiatives; and
recently ""turned on"" Medicaid billing codes related to integrated care?

The Department is ready to implement reforms and improvements to the current system because
of its extensive stakeholder efforts and because the ACC Program is designed to be iterative and
continually evolving.

3 State Strategies for Integrating Physical and Behavioral Health Services in a Changing Medicaid Environment.
2014. Deborah Bachrach, Stephanie Anthony, and Andrew Detty. The Commonwealth Fund.

4 Integrating Physical and Behavioral Health Care: Promising Medicaid Models. 2014. Mike Nardone, Sherry
Snyder, and Julia Paradise. Kaiser Family Foundation. http://kff.org/report-section/integrating-physical-and-
behavioral-health-care-promising-medicaid-models-issue-brief/

5 Integrating Primary Care into Behavioral Health Settings: What Works for Individuals with Serious Mental Iliness.
2014. Martha Gerrity, MD, MPH, PhD. Milbank Memorial Fund. http://www.integration.samhsa.gov/integrated-
care-models/Integrating-Primary-Care-Report.pdf

® The Business Case for Bidirectional Integrated Care. 2010. Barbara J. Mauer and Dale Jarvis. MCPP Healthcare
Consulting. http://www.cbhc.org/wp-content/uploads/2015/11/CiMH-Business-Case-for-Integration-6-30-2010-
Final.pdf

7 CBHC Position on Healthcare Reform and Integration. 2010. Colorado Behavioral Healthcare Council.
http://www.cbhc.org/news/wp-content/uploads/2010/05/cbhc-position-on-healthcare-reform-final.pdf
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The Department has been engaging with stakeholders on the design of ACC Phase Il since April
2014. The Department has conducted over 40 stakeholder meetings related to the new system and
has conducted an extensive Request for Information (RFI) process which brought in over 120
formal responses and nearly 4,000 pages of written suggestions and analysis from the behavioral
and physical health providers, advocates, counties, clients, and others. These meetings, materials,
and suggestions have helped the Department to understand the current landscape, as well as to
develop a proposal that addresses many of the shortcomings of the current systems. As noted in
question 31, the Department fully anticipates that continued and continuous evolution of the
program will be necessary to keep pace with the rapidly expanding knowledge and readiness of
the health care delivery system in Colorado. The Department will continue to incorporate lessons
learned from both ACC: RMHP Prime and SIM. The Department seeks to create a program that
is flexible and iterative so that it can evolve and adapt over time to changes in the system.

36. The legislation that established a statewide prepaid mental health managed care
program (S.B. 95-078) acknowledged the unique and historical role the community
mental health centers have assumed in meeting the mental health needs of communities
throughout the state (e.g., providing mental health services following a natural disaster).
How would ACC 2.0 impact the business model of community mental health centers and
their ability to meet the needs of their communities?

RESPONSE

The payment model for Community Mental Health Centers (CMHCSs) under ACC 2.0 will enable
them to meet a broader range of needs of Medicaid clients in their communities by reimbursing
for a more comprehensive array of services. Under the current Community Behavioral Health
Services Program, CMHCs are limited primarily to providing Medicaid services to clients who
have a covered diagnosis and receive a medically necessary covered service. By removing the
covered diagnosis requirement and expanding the types of services provided, CMHCs will be able
to collect reimbursement for providing appropriate behavioral health services to any Medicaid
client, regardless of their behavioral health diagnosis. CMHCs have an established expertise in
treating individuals with severe mental illness and the payment model will certify mental health
centers meet minimum standards for access and quality and allow centers to receive additional
payments for meeting key performance indicators intended to ensure a robust continuum of
behavioral health services for individuals in a catchment area, while also allowing flexibility for
expanding their existing services. This payment model also allows the CMHCs to be reimbursed
for services they have indicated are not currently compensated by Medicaid since they are not
submitted on an encounter and built into annual rates. Additionally, the Department has the
opportunity to establish an alternative payment model that incorporates costs required to meet the
mental health needs of Medicaid clients in a community following a crisis or natural disaster.
That being said, the Department only has the legal authority to reimburse for services rendered to
Medicaid enrollees. Services such as responding to mental health needs following a natural
disaster are reimbursable by the Department so long as they are rendered for the benefit of
Medicaid enrollees.
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37. Please describe how the key principle of "person- and family-centeredness' relates to
the proposed mandatory enrollment of Medicaid clients into the Accountable Care
Collaborative.

RESPONSE

Mandatory enrollment into the ACC Phase Il will support person- and family-centered care by
automatically connecting new clients with a Primary Care Medical Provider (PCMP) and a
regional entity that can support clients with accessing needed services. Clients will continue to
have the same benefits and be able to choose any PCMP participating in the ACC. Mandatory
enrollment is currently used for the BHOs, and HCPF has received broad stakeholder support for
the inclusion of mandatory enroliment in ACC Phase II.

38. HCPF recently ""turned on" many Medicaid billing codes related to integrated care. Are
providers required to use these codes in FY 2015-16 even though they are not being
reimbursed for such services? If not, does HCPF expect to gather meaningful data to
inform a decision about whether to begin reimbursing providers for such services?

RESPONSE

The Department has not turned on any new billing codes in the MMIS related to integrated care.
However, the Department did incorporate new integrated care billing codes in the BHO service
code manual to allow the BHOs to track the provision of integrated care services. The BHOs are
not currently required to use these codes, but they may voluntarily do so in order to provide the
Department with more information on the provision of integrated care. This information may help
the Department make decisions about ways to more effectively reimburse for integrated care
services in the future. While the Department is not specifically paying for these codes, all BHOs
receive payment for administrative costs as part of the capitation rate; the rate development
specifically incorporates compensation for integrated care activities.

H.B. 12-1281 Payment Reform Pilot

39. Please summarize the lessons learned from the H.B. 12-1281 payment reform pilot.
RESPONSE

ACC: Rocky Mountain Health Plans Prime (ACC: RMHP Prime) is the payment reform pilot the
Department has implemented under H.B. 12-1281. Program enrollment began in September 2014
using a phased approach. Because the program has only been fully operational for one year, there
are only preliminary findings and lessons learned. Early program experience indicates that the
potential for success with different program and payment models is dependent upon existing
infrastructure and community and regional strengths and limitations.
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In addition, the Department has learned that providers are interested in engaging clients in new
ways and in tailoring interventions and practice processes to meet clients where they are. This
was demonstrated through the greater than expected uptake of the Patient Activation Measure
(PAM) within the program. The PAM is a practice tool used to assess a patient’s level of
engagement in their health care. The results of the PAM are then used by providers to match
interventions and health care strategies to clients based on their level of health knowledge and
readiness to change. During the first year, RMHP was able to implement the measure in twice as
many practice sites as expected. The Department believes this is an encouraging sign.

The Department has also learned that value based payments to providers, including behavioral
health providers, can support enhanced integration of physical and behavioral health care services.
As an example, RMHP is providing additional payments to primary care medical providers
(PCMPs) in advanced practices for the employment of behavioral health providers on
comprehensive care teams. Clients using these advanced PCMPs have direct access to behavioral
health services in the course of routine visits.

Finally, using payment tools, such as a Medical Loss Ratio (MLR) tied to carefully selected
quality metrics can contribute to an enhanced focus on quality and value in a program. The
quality measures were chosen for the program to align with the ACC program at large and with
other statewide initiatives, like the Comprehensive Primary Care program. This alignment allows
providers to narrow their focus on a few key measures for their entire patient population. RMHP
has achieved all of the MLR quality targets in year one of the program.

a. What happens to the pilot program with the expiration of funding in FY 2016-17?

Based on existing statute, the pilot program will sunset on June 30, 2016. However, to meet the
evaluation requirements of the statute, the Department has annualized the resources needed to
submit a detailed final program report. The Department requested partial continuation funding of
$527,504 in its FY 2016-17 base budget for the program, which includes $227,504 to keep the 4.0
FTE appropriated in the bill until March 31, 2017, and $300,000 for consultant costs to assist with
the completion of final program report. A final report will be available on April 1, 2017.

b. Should funding for H.B. 12-1281 be continued and what could the Department
accomplish with a continuation of funding?

The Department is currently working with Colorado Access and Kaiser Permanente Colorado to
implement another HB 12-1281 payment reform proposal and continued funding would allow the
Department to implement that pilot, evaluate the effectiveness of both ACC: RMHP Prime and
the pilot with Colorado Access, and implement additional payment reform pilots.

c. How are the lessons learned from H.B. 12-1281 informing the Department's payment
policies, including the rebid of the Accountable Care Collaborative?
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Due to the inherent lag in billing and claims processing, the Department is waiting for a full year
of claims data. However, the lessons learned as described in the first part of the response are
informing future payment reform policies and programs, such as the effort underway with
Colorado Access and Kaiser Permanente Colorado. Additionally, the design of ACC Phase Il is
building on learnings related to the use of value-based payments to providers, enhanced alignment
between quality and payment, and the importance of community and regional infrastructure that
can support program design features.

40. Will the RMHP Prime pilot program be able to operate for a full two years as
anticipated in H.B. 12-1281? Should the General Assembly consider any statutory
changes to maximize the information gained from this pilot program?

RESPONSE

The ACC: RMHP Prime program would not be able to operate for the full two years as
anticipated in H.B. 12-1281 since enrollment did not begin until September 2014 and current
statute expires June 30, 2016. Statutory changes to extend or remove the current repeal date
would allow for adequate time for claims run-out and collection of information on the ACC:
RMHP Prime program. An extension would also provide continued authority under which to
implement additional payment reforms. Pending final review by OSPB and the Governor’s
Office, the Department is currently working with Rocky Mountain Health Plans to determine the
necessary statutory changes to achieve the above stated goals.

41. Please describe the goals of the RMHP Prime pilot program and how HCPF plans to
evaluate the program. Will HCPF evaluate the overall cost effectiveness of this payment
method, or will it only evaluate specific types of costs such as emergency room visits?

RESPONSE

The goals of the ACC: RMHP Prime program are to: provide support for interventions that take
place outside of traditional health care settings; support broad-based practice transformation,
collaborative learning and measurement; increase the use of technology and data aggregation at
the point of care; drive collaboration between physical and behavioral health providers; and
reduce costs to the Department while delivering high quality care.

According to statute, the Department is required to report yearly on the program's payment
methodology, quality measures, and the impact of the program'’s design on health outcomes, cost,
provider satisfaction, and client satisfaction. This report, the Department of Health Care Policy
and Financing’s report on the Medicaid Payment Reform and Innovation Pilot Program required
by Section 25.5-5-415 (4)(a)(lll), C.R.S. is available on the Colorado General Assembly’s
website. (http://www.leg.state.co.us/library/reports.nsf/reports.xsp)

The program has already demonstrated some success developing a medical neighborhood that
includes primary and behavioral health providers and other community partners, such as
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Community Health Workers. However, because there is an inherent lag in billing and claims
processing, the evaluation report did not include a robust overall cost and utilization analysis. The
Department will provide an update to this report in the spring of 2016.

In addition to the Department's annual evaluation of the program provided in the legislative
report, a comprehensive evaluation of the program will be conducted at the conclusion of the
program. This final program report will build upon the key data points in the legislative report,
including the required analysis of the cost effectiveness of the program. The program’s effect on
specific costs like ER visits will also be examined, in order to determine the most impactful
elements of the program and main drivers of any cost savings. Additionally, the Department will
evaluate program areas such as performance on quality measures like body mass index
assessment and use of the Patient Activation Measure.

42. Has HCPF considered whether any of the other proposals submitted by RCCOs can be
implemented to achieve the goals of H.B. 12-12817?

RESPONSE

Yes, the Department has considered other HB 12-1281 proposals submitted by the Regional Care
Collaborative Organizations and is currently working with Colorado Access and Kaiser
Permanente Colorado to implement another HB 12-1281 proposal. The Department will continue
to learn from payment reform initiatives and implement new programs if the General Assembly
decides to continue the program and its resources.

43. It is the Committee's understanding that health care premiums tend to be significantly
higher in the Western Slope region. Please explain how HCPF's capitated payments to
Rocky Mountain Health Plans for the RMHP Prime pilot program were calculated, and
how these rates compare to other health care costs in the Western Slope region.

RESPONSE

During the first year of the ACC: RMHP Prime, the Department’s fee schedule rates were used,
with the exception of Pharmacy rates, to develop capitation rates for the program. During the
second year of the program, the Department used RMHP’s fee schedule rates for Primary Care,
Physician Specialty Care, and Pharmacy to develop capitation rates for the program. For
reference, RMHP’s fee schedule reimburses at approximately 125% of the Department’s fee
schedule for primary care and 130% of the Department’s fee schedule for physician specialty care
(Physician — ER, Physician — Inpatient Hospital, Physician — Outpatient Hospital, and Physician —
Office). Even with the higher primary care reimbursement, the program remains budget neutral
overall due to expected reductions in higher cost services such as hospitalizations and ER.

The Department cannot determine how the program’s capitation rates compare to other, non-
Medicaid health care costs in the Western Slope for the same time period. Western Slope plans on
the Connect for Health Colorado, Colorado's health plan marketplace, are not directly comparable
to ACC: RMHP Prime due to significant differences in case mix, cost sharing, and benefit
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package.

44, HCPF initially established a medical loss ratio of 93.5 percent for the RMHP Prime pilot
program; this percentage will decrease if the program meets certain quality
performance measures. Please provide any available data about the medical loss ratio
for each behavioral health organization (BHO). Further, please indicate whether
HCPF's contracts with BHOs include any performance measures related to
administrative costs.

RESPONSE

The Medical Loss Ratio (MLR) in the current BHO contracts is set at 77 percent. However, the
Centers for Medicare & Medicaid Services (CMS) recently proposed regulations that would
require the MLR for Managed Care Organizations be set at 85 percent, effective January 1, 2017.
The Department will likely be required to update the BHO MLRs to 85 percent to comply with
the new regulations.

Review of the most recent available contractor MLRs, using the BHO’s FY 2013-14 audited
financial reports, showed MLRs of 82 percent to 89percent. It is important to note that the BHOs
heavily utilize subcapitation agreements with community mental health centers. This makes the
BHO MLRs less meaningful because all costs under the subcapitation agreement are considered
health care costs even if a portion of the subcapitation funds are actually being utilized for
administration. In other words, there is a loss of transparency when managed care entities heavily
utilize subcontracting; specifically, the MLR no longer indicates what portion of the capitation
went toward services and what portion went toward administration and profit margin.

The Department’s contracts with the BHOs do not include any performance measures related to
administrative costs.

SIM Grant

Please note that the SIM Grant is administered through the Governor’s Office and collaborates
with multiple state agencies. The responses below are from the SIM Office.

45. Please provide an update on the $65 million federal State Innovation Model (SIM) grant
that was awarded to the State last year.

RESPONSE

In December 2014, Colorado received a State Innovation Models (SIM) Round Two Testing
award of up to $65 million from the Center of Medicare and Medicaid Innovation (CMMI) to
implement and test its State Health Care Innovation Plan. The 48-month project period for the
award — which runs from February 1, 2015 to January 31, 2019 — is broken into four budget
periods: a pre-implementation period (February 2015-January 2016), followed by three testing
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phase periods, each of which lasts for one year. Funds for the pre-implementation period were
released on February 1, 2015. Since that time, the Colorado SIM Office, established by Executive
Order in March 2015, has been engaged in planning activities and is currently transitioning to
begin the first year of model testing.

Over the course of the last 10 months, the SIM Office has worked with stakeholders to develop
and operationalize strategies to achieve the initiative’s overarching goal of improving the health
of Coloradans by providing access to integrated physical and behavioral health care services in
coordinated community systems, with value-based payment structures, for 80 percent of Colorado
residents by 2019. Key accomplishments have included:

e Establishing a SIM governance structure, consisting of an Advisory Board, a Steering
Committee, and eight Workgroups;

e Seating members of the Advisory Board (appointed by the Governor);

e Conducting a competitive application process to select over 134 thought leaders from
across the state and health care spectrum to participate in SIM Workgroups;

e Convening over 70 stakeholder meetings;

e Garnering commitments from public and private payers regarding participation in SIM;

e Releasing seven Requests for Proposals (RFP), Requests for Applications (RFA) and
Requests for Information (RFI), and executing 10 contracts with vendors for key project
deliverables;

e Working with state agencies and other partner organizations to ensure SIM’s alignment
with other state and federal initiatives; and

e Conducting a state-wide outreach tour.

On December 1, 2015, the SIM Office submitted a draft “Colorado SIM Operational Plan for
Year 1” to CMMI, which provides a blueprint of projected activities, objectives, and goals across
four core program components: practice transformation, payment reform, population health, and
health information technology (HIT). The plan also details how Colorado SIM will engage
consumers, develop workforce capacity, implement a comprehensive and dynamic evaluation
plan, and utilize a range of policy and regulatory levers to address current systemic barriers and
pave the way for future innovation and transformation. The SIM Office will work with CMMI
over the next month to finalize the Operational Plan. Upon CMMI approval, the funds for budget
period two will be released, and implementation activities for the Test Year 1 will commence on
February 1, 2016.

46. How do the planned SIM grant expenditures for health information technology relate to
other HCPF and DHS technology projects? Will these SIM grant expenditures assist
HCPF and DHS in addressing the WICHE study recommendation to explore the
development of a common management information system for behavioral health data
(or the modification of existing systems to share physical and behavioral health data)?

RESPONSE

16-Dec-2015 27 HCPF-BHS-hearing



Colorado SIM is committed to aligning HIT efforts throughout the state and working with
partners to build upon existing infrastructure in order to provide practices, providers, and other
stakeholders with actionable data. Colorado SIM’s HIT strategy focuses on the following areas:
e Creating a Shared Practice Learning Integration Tool (SPLIT) to assess practice readiness
for transformation;
e Establishing data acquisition and aggregation processes that include aggregation of
clinical and behavioral health data at the patient level;
e Creating reporting tools that will provide practices and other relevant stakeholders with
actionable data;
e Laying the foundation for integration of clinical and claims data; and
e Developing a statewide telehealth strategy that supports expansion of broadband access
and establishes Telehealth Resource Centers to engage patients and providers.

Colorado SIM’s planned development of both short- and long-term data acquisition and
aggregation tools, processes, and procedures that will have direct relevance to HCPF and DHS
technology projects, as outlined below.

Shared Practice Learning and Improvement Tool (SPLIT)
One of SIM’s key short-term objectives is the development of a common tool, called the Shared
Practice Learning and Improvement Tool (SPLIT), which can be used by SIM, HCPF, DHS, and
other statewide projects. Specifically, the SPLIT will offer web-based access to data entry and
reporting related to:
1) Collecting information to evaluate practice eligibility and readiness for transformation,
advancement, quality improvement, or alignment with other programs;
2) Collecting assessment and transformation information for baselines, which can be used to
plan next steps for transformation work;
3) Collecting information on practice improvements over time, which can be used by
practices and state agencies for evaluation and planning purposes; and
4) Collecting information on data quality, systems usage, etc.

Quality Measurement Reporting Tool (QMRT)
Another short-term SIM HIT objective is the development of a Quality Measurement and
Reporting Tool (QMRT), which will serve as a portal through which SIM-participating practices
will enter clinical quality measure (CQM) and receive feedback on their performance in relation
to this data. The tool will include the following features and capabilities:
e An electronic interface for manual reporting and data entry;
e An electronic interface to support defined format electronic submission of practice
measures;
o Data storage and normalization capabilities;
e Ability to provide user performance reports;
e Reports that provide a baseline status related to CQMs and tracks changes in relation to
this baseline over time; and
o Other reports related to practice-level measure collection.
The CQMs in the SIM minimum dataset, which will be used in the development of the QMRT,
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were specifically selected to align with the measures currently used by other state and federal
initiatives, including the Comprehensive Primary Care Initiative (CPC). This alignment will allow
the SIM dataset and the QMRT to be utilized by other state agencies and organizations engaged in
integrated care delivery and payment reform efforts. HCPF and DHS will specifically be
collecting these measures and using the QMRT tool as part of the recently awarded Certified
Community Behavioral Health Clinics (CCBHC) Planning Grant from the Substance Abuse and
Mental Health Services Administration.

Data Acquisition and Aggregation with QMRT+ Central Data Hub

While the QMRT will be an important first step in “standardizing” data collection and reporting,
SIM’s long-term HIT objective involves the development a Central Data Hub, called the QMRT+,
which will allow the acquisition and aggregation of not only CQMs, but other data sources,
including claims and public health data. The QMRT+ will retain the capabilities developed in the
initial QMRT but will greatly expand upon its data reporting and sharing capabilities, to
ultimately perform the following functions:

e Accept clinical quality measurement data and aggregate clinical and behavioral health data
from measure sets;

e Providing the ability for end users to interface with the QMRT+ to access data such as
provider, payer, patient, and condition data;

e Support Public Health usages;

e Allow for linkage to claims data and APCD to provide centralized clinical and cost data
support;

e Securely transport patient level data from data acquisition organizations using standard
content and transport based protocols (including CCDA and QRDA), which will leverage
existing HIE infrastructure networks and others;

e Provide data storage and normalization capabilities including a Master Patient Index,
which will allow patients to be tracked across different care delivery systems, and
provider identity, terminology and matching services; and

¢ Include the ability to provide data for multiple reporting user needs.

SIM’s HIT expenditures — including the development of the SPLIT, QMRT, and QMRT+ — will
address several of the current systemic or structural issues that gave rise to the WICHE study’s
recommendation to develop a common management information system.  When fully
implemented, the QMRT+ will have the capacity to track a unique individual’s utilization of
behavioral health services across different agencies and care settings, a deficiency in the current
system noted by the WICHE study. The QMRT+ will also allow for the integration and sharing
of different data sets, including clinical quality and behavioral health information, across
providers and systems, a key need identified by the WICHE study. The SIM Office has and will
continue to pursue the WICHE study’s suggestion to identify and incorporate best practices from
other states, regarding both data integration and the utilization and sharing of substance use data
in compliance with state and federal regulations.

The SIM initiative will serve as an important catalyst in the development of a common
management information system, as envisioned in the WICHE report, that can be used to promote
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the secure and efficient use of technology to support and advance integrated care delivery and
alternative, value-based payment models. The SIM Office will continue to collaborate with
HCPF, DHS, and other key stakeholders, to ensure the SIM’s HIT efforts align with and
complement other state and federal HIT projects.

11:50-12:00 OTHER

47. Data provided by HCPF indicates that the average expenditure per member in FY 2014-
15 for Foothills Behavioral Health Partners was $655.26, while the average for the other
four BHOs ranged from $449.48 to $500.35. Please explain why Foothills’ expenditures
were significantly higher than those of other BHOs.

RESPONSE

Foothills Behavioral Health Partners (FBHP) expenditure per member in FY 2014-15 is higher
than the average of the other four behavioral health organizations (BHOs) primarily because they
have the highest capitation rates for several rate cohorts compared to the other four BHOs. Those
cohorts include: low-income adults/parents, children, disabled individuals, and MAGI Adults
(formerly adults without dependent children). Rates for FBHP were higher relative to the other
BHOs primarily due to two factors; higher costs and higher utilization. For low-income
adults/parents, children, and disabled individuals, FBHP had a higher utilization per 1,000
members months than the statewide average, shown in the table below. Additionally, in the data
used for setting FBHP’s FY 2014-15 capitation rates, 93 percent of FBHPs utilization is from
Community Mental Health Centers (CMHCSs), specifically Jefferson Center for Mental Health
and Mental Health Partners of Boulder. Those particular CMHCs have a higher unit cost, $97.26,
than the state average, $84.72. Therefore, due to a higher unit cost and higher utilization per
1,000 member months FBHP received the highest rates for these populations. The MAGI Adults
rate is derived through a combination of the disabled individual’s rate and the low-income
adults/parents rate and because FBHP had the highest rate for those two cohorts, its MAGI Adult
rate was also the highest.

Utilization per 1,000 Member Months

ol Statewide
Rate Cohort Behavioral Average
Health Partners
Disabled Individuals 23,895 18,432
Adults/Parents 2,235 1,696
Children 2,135 1,422

48. HCPF indicates that the per-member-per-month rates paid to BHOs have decreased for
many eligibility categories in aggregate based on lower than anticipated BHO
expenditures. Are these lower rates related to lower utilization or a different mix of
service utilization, or are they due to provider capacity issues?

16-Dec-2015 30 HCPF-BHS-hearing



RESPONSE

The per-member-per-month rates paid to the BHOs decreased for many eligibility categories in
aggregate because of a required methodology change in setting the BHO rate ranges. Under the
revised methodology, which essentially required greater reliance on actual utilization data, service
utilization levels were insufficient to justify the historical rate levels, which lowered the rates.

In previous rate-setting cycles, the Department’s actuaries developed the BHO rate ranges using a
combination of audited financial and encounter (utilization) data. The audited financials were
used due to concerns about potential underreporting and inaccuracies in the encounter data. As a
result of these data concerns, CMS (who must approve the program’s payment rates) issued a
Corrective Action Plan (CAP) that required steps to address the data integrity issues and eliminate
the use of financial statements to supplement the encounter data. Working with the BHOs, the
Department complied with the requirements of the CAP. The per-member-per-month rate
decreased in many eligibility categories because the encounter data was significantly lower than
the subcapitated premiums reported on the audited financials, as the subcapitated premiums
include the service costs, admin load, and potential margin. Utilization in the encounter data
simply did not support the historical rate levels.

49. Please describe how behavioral health services for *'dual eligible™ clients (i.e.,
individuals who are eligible for both Medicaid and Medicare) are provided and funded.

RESPONSE

Individuals who are dually eligible have access to and are able to receive the same behavioral
health services as other full-benefit Medicaid clients. This means that individuals who are dually
eligible are enrolled in the Medicaid Community Behavioral Health Services Program (Program)
and belong to a Behavioral Health Organization (BHO). As a member of the Program they must
have a covered diagnosis in order to access the full range of medically necessary behavioral
health services provided by the BHOs.

Individuals who are dually eligible also have access to behavioral health services covered by
Medicare. However, Medicare only covers a limited range of mental health services that does not
include alternative services (i.e. vocational, intensive case management, clubhouse and drop-in
centers, residential, and respite care) that are available under the state’s Medicaid 1915(b)(3)
waiver. As a result, individuals who are dually eligible with a covered diagnosis likely access
most mental health services through the Medicaid program rather than Medicare.

50. How will the proposed 1.0 percent provider rate reduction affect behavioral health
services provided through the fee-for-service program?
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RESPONSE

From July 2009 to July 2010, the Department implemented a series of rate reductions that
together, added up to a 5.39 percent rate reduction.® These reductions affected nearly all
providers. After implementing the reductions, the Department continued to see consistent
increases in the number of enrolled Medicaid providers. Between November 2008 and November
2010, provider enrollment increased 14 percent. The table below shows the number of
participating providers submitting claims by fiscal year for FY 2008-09, FY 2009-10, and FY
2010-11, which shows an increase in participation despite the reductions. There was also no
increase in client complaints during that time period regarding access to care. Based on this
historical experience with rate reductions, the Department anticipates that any impact of the 1
percent rate reduction requested for FY 2016-17 on provider enrollment or client access to care
will likely be minimal.

Fee-for-service is a relatively small percentage of total behavioral health services expenditure,
making up about 1.3 percent of the Department’s behavioral health budget. The Department
expects the impact of the 1.0 percent provider rate reduction to be $87,332 total funds for FY
2016-17.

Average Number of Distinct Rendering Providers with Claims Paid Per Month by Fiscal

Year
: All Practitioner .- Mid-Level
Fiscal Year Providers Physician/Osteopath Practitioner
FY 2008-09 10,652 7,808 1,109
FY 2009-10 11,698 8,375 1,298
Percentage Change 9.81% 7.25% 17.04%
FY 2010-11 12,552 8,790 1,460
Percentage Change 7.30% 4.96% 12.47%

51. Currently, the Medicaid Program covers antipsychotic long-term injectable drugs
through the medical benefit rather than the pharmacy benefit. As a result, the
reimbursement paid to BHO pharmacies for these drugs does not cover actual costs.
Would HCPF consider moving these types of drugs to the pharmacy benefit so that the
reimbursement is adjusted more frequently and is more likely to cover actual costs?

RESPONSE

8 This was not the total rate reduction applied to Medicaid providers during the recession; reductions in subsequent
fiscal years further increased the total rate reductions.
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The fee schedule for physician administered drugs is based on the Average Sales Price for a drug
when coverage begins. The Average Sales Prices are calculated by manufacturers and reported to
the Centers for Medicare and Medicaid Services on a quarterly basis. Medicare uses Average
Sales Price in its reimbursement methodology for drugs covered under Part B. The Department’s
rates include amounts that are above and below the most current Average Sales Prices. Due to
budget constraints, the Department has not been able to update all rates as regularly as desired.
The Department previously identified rates that were lower than Average Sales Price and sought
additional spending authority of $700,000 to increase the amount for physician antipsychotics and
cancer infusion drugs but that request was not approved by the Joint Budget Committee.

Drugs covered under the pharmacy benefit are mostly reimbursed based on Average Acquisition
Cost or Wholesale Acquisition Cost rates. The Average Acquisition Cost rates are determined by
a vendor when it has received sufficient acquisition cost data from surveying pharmacy providers.
The Department does not currently collect acquisition cost data on physician administered drugs
and it is unknown whether physician offices or clinics would voluntarily submit such data. In
addition, determining rates for physician administered drugs is not included in the current scope
of work.

Wholesale Acquisition Cost is a national pricing benchmark and represents a drug’s published
catalog or list price for wholesalers as reported to First Databank by the manufacturer. Wholesale
Acquisition Cost does not truly represent actual transaction costs and First Databank determines
when the prices are updated. Since the Department does not have data on actual acquisition costs
for physician administered drugs, it is unknown to what extent Wholesale Acquisition Cost-based
rates would cover providers’ costs for these drugs.

Reimbursing physician administered drugs following the methodologies for outpatient drugs
would not necessarily result in more frequent rate updates or rates which cover acquisition costs.
The Department recommends that the reimbursement methodology for physician administered
drugs continue to be based on Average Sales Price since it is a pricing benchmark specifically
developed for physician administered drugs and it is used by Medicare. In order to more
regularly update the rates to reflect the most current Average Sales Prices, the Department would
require additional funding.

The Department recognizes there are ways to improve the management of Physician
Administered Drugs and strongly encouraged that this benefit be one of the first reviewed by the
Rate Review process outlined in SB 15-228. The codes are included in year one of the Rate
Review process and benefit and codes were discussed at that Medicaid Provider Rate Review
Committee in early December. The review of these codes will continue through May 2016 and
the Department looks forward to the discussion of the findings and recommendations for
improving access, service utilization and quality of this benefit.

16-Dec-2015 33 HCPF-BHS-hearing



Joint Budget Committee
Hearing:
Medicaid Behavioral Health
Community Programs

December 16, 2015

Gretchen Hammer, Medicaid Director
Laurel Karabatsos, Deputy Health Programs Office Director
John Bartholomew, Chief Financial Officer

oy COLORADO
—, Department of Health Care
W Policy & Financi ng



Our Mission

Improving health care access and outcomes for the
people we serve while demonstrating sound
stewardship of financial resources

Our Vision

Coloradans we serve have integrated health care and
enjoy physical, mental and social well-being

Iy COLORADO
!ﬁy Department of Health Care
W Policy & Financing



Medicaid’s Evolving Population

e

48% 17% 19% 12%

Children & Adults People with Older

FY 2014-15 Medicaid Case Load

Adolescents ages 21-64 Dlsab|I|t|es Adults
under age 20 in all age groups 65 or older
FY 1995-96 Medicaid Case Load iﬁ
44% 42% /% 4%
Children & Adults People with Older
Adolescents ages 21-64 Disabilities Adults
under age 20 in all age groups 65 or older
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Evolving Behavioral Health
Landscape

* Now...

» Greater understanding of relationship of physical and
behavioral health

» More diverse population with diverse physical and
behavioral health needs

* The time is right to evaluate and make changes to our
system to ensure it meets the needs of clients, our
providers, and for the taxpayers
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Barriers to Improved
Behavioral Health

* Two systems continues to promulgate the misperception
that behavioral health needs are distinct from physical
health needs

» List of covered diagnosis does not support the broad
spectrum of behavioral services

* Two different payment methodologies and
administrative agencies inhibits integration and the
delivery of whole person care
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Better, Smarter, Healthier:
Aligning Transformation Efforts

Accountable
Collaborative
Phase I

State
Innovation
Model

Medical Home
Expansion

Multi-Payer
Efforts to
Transform Care
& Increase
Access
Transforming
Clinical

Practice
Initiative

Comprehensive
Primary Care
Initiative

Certified
Community
Behavioral
Health Clinic
Planning Grant

COLORADO

Department of Health Care
Policy & Financing




Responses to Committee
Questions

Gretchen Hammer, Medicaid Director
Laurel Karabatsos, Deputy Office Director/Delivery
System and Payment Innovation Division Director

W COLORADO
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ACC Phase Il: Guiding Principles

1. Person- and family-
centeredness

2. Accountability at every
level

3. Outcomes-focused and
value-based
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ACC Phase Il: Outcomes

Health Management

Improved
Health

Population Health

I Social Well-being

More Evidence-based Cost Efficiency
Value

= Goals by Population and Service

Better
Experience

Client Engagement

Efficient Systems
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ACC Phase II: Integrating Care,
Fostering Value

regional Accountable Entity,

PATIENT
CENTERED
MEDICAL HOME

Data & Analytics
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ACC Phase Il: Developing &
Strengthening Relationships

Health
Neighborhood

Hospitals Health Team Non-Medical

Providers

Behavioral [ePae:" @ Cer'.cai.n
Health ' Specialists

Long-Term Services
and Supports

Other Medical Specialists
Providers

Oral Health
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Payment Reform Continuum

Our Approach -
Fee for Service Blended Fee for Full Capitation
Service & Capitation
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HB 12-1281 Pilot #1:
Rocky Mountain Prime Early Results

as many

Xz practices are

~ Uusing the Patient

Activation Model

Community Health Workers
have completed nearly

4,000

interventions

as projected
43%

COLORADO

HCPF

practices have

done practice

transformation
work
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State Innovation Model

PRIMARY DRIVER
SIM TRI P LE AIM All drivers support each element of the triple aim

SIM GOAL

Better Experience Payment Reform

By 2019, 80% of of Care

Coloradans will

have access to

comprehensive Practice Transformation

care that
integrates physical Lower Costs
and behavioral
health, using
increasingly value-
based payment

models Improved
Population Health Health Information

Technology

Population Health

HCPF

COLORADO
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Other

* Current Payment for Behavioral
Health Services

* Medicare-Medicaid Enrollees
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Thank You

Gretchen Hammer, Medicaid Director

Laurel Karabatsos, Deputy Health Programs Office Director
John Bartholomew, Chief Financial Officer

Department of Health Care Policy & Financing
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DEPARTMENT OF HUMAN SERVICES
(Behavioral Health Services)
And
DEPARTMENT OF HEALTH CARE POLICY AND FINANCING
(Medicaid Behavioral Health Community Programs)

FY 2016-17 JOINT BUDGET COMMITTEE HEARING AGENDA

Wednesday, December 16, 2015
9:00 am —12:00 pm

QUESTIONSFOR THE DEPARTMENT OF HUMAN SERVICES (DHYS)

9:00-9:10 INTRODUCTIONS AND OPENING COMMENTS
9:10-9:30 COURT-ORDERED COMPETENCY EVALUATIONSAND SERVICES

1. Provide an update on the Department's progress in implementing the changes for which the
Department requested $2.7 million General Fund in September 2015 (and for which the
Department is requesting $4.1 million for FY 2016-17 through R3).

2. Describe the next steps for improving the efficiency and effectiveness of the system.

Specifically:

a. What statutory change(s) does DHS recommend to allow the DHS mental health ingtitutes
(rather than the courts) to determine the most suitable location for each competency
evaluation?

b. What steps can DHS take to address rural judges concerns about DHS' inability to
consistently complete outpatient evaluations (i.e., those that occur in jails and community
settings) on atimely basis?

c. How does DHS respond to the Judicial Department's assertion that a defendant is more
likely to be found competent at the Colorado Mental Health Institute at Pueblo (CMHIP)
compared to ajail setting as aresult of better care and medication compliance?

d. What steps can DHS take to increase the Judicial Department's confidence in the accuracy
and reliability of competency evaluations that are not performed at CMHIP?

e. What steps can DHS take to improve services for defendants when they return to the
community in order to reduce the number who continue to cycle through the criminal
justice system due to low level "nuisance" charges and who require multiple competency
evaluations?

3. [Background Information: Under current law, following the preparation of an inpatient
competency evaluation, CMHIP is required to "present to the court an accounting of the cost,
evidenced by a statement thereof based upon the established per diem rate of the place of

confinement".* The CMHIP currently charges the court $36/day for any inpatient juvenile or

! Section 16-8.5-115, C.R.S.
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adult mental health evaluations (including those unrelated to competency). This rate dates

back to at least the mid-1970s. This rate covers only 5.3 percent of the FY 2015-16 inpatient

daily rate at CMHIP for Forensic Psychiatry of $676 per day.]

a. Please discuss the Department's administration of this statutory provision, provide the
basis for charging the courts only $36/day, and explain why the rate has not been adjusted
over time.

b. If the General Assembly intends that the Department charge the courts a daily rate
equivalent to the actual inpatient daily rate at CMHIP for forensic psychiatry, what action
would be required (i.e., is a statutory change needed)?

c. Would the Department support such a change in the daily rate charged to the courts
(accompanied by appropriation changes to shift existing General Fund appropriations
from CMHIP to the courts and an equivalent increase in reappropriated funds for CMHIP
to receive and spend a greater amount from the courts)?

d. If statutory changes are made so that the Judicial Department no longer has the discretion
to determine the location for a competency evaluation, does it make sense for CMHIP to
continue charging the Judicial Department for such competency evaluations (i.e., should
this existing statutory provision that requires CMHIP to bill the courts for the cost of
housing defendants for the purpose of conducting an inpatient competency evaluation be
repealed, and the corresponding General Fund appropriations be shifted to CMHIP with an
equal reduction in CMHIP cash funds spending authority)?

Please provide the following information concerning the backlog of individuals for whom the

court has ordered either an inpatient or outpatient competency evaluation, including:

a. The number of individuals/cases currently waiting for either an inpatient or outpatient
evaluation;

b. How long these individuals have been waiting to date;

c. Where these individuals are located while waiting for an evaluation; and

d. How long those individuals who are incarcerated are anticipated to wait until the
evaluation takes place.

e. How the current wait times compare to the various time frames required in the
Department's Settlement Agreement with the Center for Legal Advocacy.

Please describe whether and how the length of time that an individual waits prior to being
evaluated for competency affects the likelihood of that individual being found incompetent.

Has the Office of the State Auditor conducted a performance audit concerning the
Department's implementation of H.B. 08-1392 or its role in complying with court orders
concerning competency evaluations or restoration services?

Please indicate whether the Department segregates forensic and civil patients at the mental
health institutes, and describe what factors are considered when determining how to allocate
patients among treatment units.

Provide data concerning the types of patients served at each mental health institute and the
associated sources of revenues available to cover institute expenditures (i.e., the number of
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patients who are Medicaid-eligible, the number who are Medicaid-eligible but fall under the

federal ingtitutions for mental disease or "IMD" exclusion, the number of patients who are

Medicare-eligible, etc.).

9:30-9:50  QUESTIONSRELATED TO OTHER FY 2016-17 BUDGET PRIORITIES

Marijuana Tax Cash Fund (MTCF) Support for Substance Use-related Services

9. Would the programs proposed through these three requests (R11, R12, and R13) serve clients

10.

11.

12.

13.

14.

15.

16.

with substance use issues related to alcohol and drugs other than marijuana? If so, is this an

appropriate use of marijuanatax revenues?

Please describe the Department's plans for issuing requests for proposals for these initiatives,
identifying where such services will be located, selecting vendors, and issuing contracts. Are
these services likely to be implemented in within the proposed time frames?

Are the programs proposed through R12 (Sober living homes) and R13 (Individual placement
and support) evidence-based?

Is there data to support the efficacy of the existing programs that provide treatment or
prevention services to pregnant women or adolescents? If not, is there an opportunity to
redirect some existing funding to more effective programs?

Could the Office of Behaviora Health develop codes or rates that would allow some of the
moneys appropriated from the MTCF to be used to pay for wrap-around services such as.
Transportation;

M ethadone delivery to pregnant women;

Room and board,;

Doula services,

Job skillstraining;

Interpretation services; or

Expand coverage to include women who are not pregnant but have an infant child (under
12 months)?

@roap o

How did the Department determine the current rates that are paid from the MTCF? Are these
rates below Medicaid rates? If so, why?

With respect to outpatient treatment for adolescents, is the Department aware of the
ENCOMPASS model? Should it be included on the approved list of treatment models for
adolescents with co-occurring psychiatric and substance use disorders?

[Background Information: The Department currently receives $5,128,522 transferred from the
Judicial Department, including $1,550,000 that originates from the MTCF, for the provision
of jail-based behavioral health services (JBBS) for inmates with substance use disorders. The
Department contracts with county sheriffs departments to administer these funds, and the
county sheriffs contract with local behavioral health service providers. During a recent tour of
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Boulder County Jail's JBBS program, members of the Colorado Commission on Criminal and
Juvenile Justice learned that due to some type of procurement delay, the Jail had not received
JBBS payments from the Department for the first quarter of FY 2015-16.] Please verify
whether there was a gap in payments to any county sheriff's departments for JBBS programs
for FY 2015-16. Further, please describe the Department's annual process of contracting with
county sheriffs departments for JBBS programs. Does the Department issue a request for
proposals every year? If so, why?

(R14) Behavioral Health Crisis Services Staffing

17. Please provide an overview of the Department's implementation of the statewide behavioral
health crisis system, including any associated rules. Explain why the Department is requesting
funding to add three employees to oversee the crisis system contracts.

18. Please identify the amounts that were reverted from appropriations for behavioral health crisis
system servicesin FY 2014-15, by region, and explain the reasons for such reversions.

(R19) Community Provider Rate Adjustment
19. How will the proposed 1.0 percent provider rate reduction affect behavioral health services?

20. This request would reduce funding for substance use treatment and prevention by $170,369.
Why is the Office of Behavioral Health proposing to reduce the amount of federal Substance
Abuse Prevention and Treatment Block Grant funding available for these services in FY
2016-17 by an additional $700,000?

9:50-10:00 OTHER

21. What changes, if any, does the Department anticipate for community mental health center
contractsfor FY 2016-177?

22. |s the Gambling Addiction Program under resourced? What is an appropriate level of annual
funding to achieve the goals of this program?

23. [Background Information: On January 16, 2014, the federal Centers for Medicare and
Medicaid Services (CMYS) issued final rules that implemented section 1915 (i) concerning
State Plan home and community based services. The rule maximizes opportunities for people
to have access to the benefits of community living and to ensure that Medicaid funding and
policy support needed strategies for states in their efforts to meet their obligations under the
ADA and the Supreme Court decision in Olmstead v. L.C., 527 U.S. 581 (1999).] Does the
"final rule" apply to the mental health institutes or private psychiatric hospitals? If so, what is
the likely impact?

24. What tools or resources should the Joint Budget Committee use when evaluating budget

requests from various state agencies concerning the provision of behaviora heath services?
Specifically:
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a |Is there a matrix or tool that would provide benchmarks that indicate the types of
academic credentials or professional experience an individual should have in order to
provide mental health treatment in certain circumstances, settings, or to certain types of
individuals (e.g., individuals with developmental disabilities; individuals with co-
occurring mental health and substance use disorder issues; individuals involved in the
criminal justice system; youth vs. adults; etc.)?

b. Arethere standardized tools that agencies should be using when screening for or assessing
an individual's mental health?

QUESTIONSFOR BOTH THE DEPARTMENT OF HUMAN SERVICES (DHS) AND

THE DEPARTMENT OF HEALTH CARE POLICY AND FINANCING (HCPF)

10:00-10:20 WICHE StuDY

25.

26.

27.

28.

Discuss the findings of the WICHE study and the Department's plans to address the study
recommendations, including the following specific recommendations that affect both DHS
and HCPF:

a. Move the responsibility and authority for all behavioral heath funding, planning,
programs, and regulations into a single department.

b. Explore the development of a common management information system for behaviora
health data, or the modification of each agency system to share physical and behavioral
health data using industry standard health information exchange standards.

c. Determine how behavioral health crisis system services for Medicaid clients will be billed
and reimbursed.

d. Implement suspension, rather than termination, of Medicaid benefits for institutionalized
individuals.

Please clarify the role of behaviora health organizations (BHOSs) related to the provision of
inpatient psychiatric care. Which types of Medicaid-eligible clients and which types of
diagnoses are excluded from BHO contracts, and what entity (if any) is responsible for
providing inpatient psychiatric care to these clients or under such circumstances?

Please describe the process for determining how many and which individuals will be admitted
to a civil bed at each of the mental health institutes. Are these decisions made by mental
health institute staff? What are the respective roles of behavioral heath organizations,
community mental health centers, county departments of social services, and the Division of
Y outh Corrections in making these decisions?

Discuss the availability of inpatient psychiatric care for individuals requiring medical or other
specialized care. Is there a wait list for these types of patients? Are private hospitals legally
allowed to discharge such patients without finding another appropriate facility?
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29. Workforce shortages:
a. Please discuss the adequacy of the behavioral health workforce in Colorado. Are there
shortages of certain types of professionals or in certain regions?
b. What role can telemedicine play in addressing shortages of certain types of behavioral
health professionals?

30. [Rep. Young] How would HCPF's proposal to shift from a capitated to a fee-for-service
payment for behavioral health care (ACC 2.0) affect the State's ability to implement the
WICHE study recommendations?

10:20-10:30 METHADONE TREATMENT AND BEHAVIORAL HEALTH PHARMACEUTICALS

31. HCPF reported that Methadone treatment and detoxification represented 50 percent of
substance use disorder-related services provided through behavioral health organizations in
FY 2014-15. Please describe how Methadone treatment is provided in Colorado. Specificaly:
a. What aretheroles of DHS and HCPF in funding and overseeing Methadone treatment?

b. Do the services provided through each department differ?

32. It appears that various state agencies have different policies and practices for providing
behavioral health-related drugs to clients (e.g., the Department of Corrections' institutions,
HCPF's behaviora health organizations, DHS Division of Child Welfare, DHS Division of
Y outh Corrections, DHS Mental Health Institutes, and the Department of Local Affairs Fort
Lyon Supportive Housing Program). This appears to cause problems as individuals transition
from one setting to another. Isit possible to establish a statewide policy related to these drugs
to provide more continuity and better health outcomes?

10:30-10:45 BREAK

QUESTIONSFOR THE DEPARTMENT OF HEALTH CARE POLICY AND
FINANCING

10:45-10:55 |INTRODUCTIONSAND OPENING COMMENTS
10:55-11:50 INTEGRATED CARE AND ACCOUNTABLE CARE COLLABORATIVE (ACC) PHASE ||

ACC20

33. Please discuss the Department's plans for "ACC 2.0". Please highlight the benefits and
drawbacks of the two existing payment methods (i.e., fee-for-service versus capitation). In
addition, please provide information indicating how the proposed regional accountable entity
regions would compare to existing regions for behaviora heath organizations (BHOs) and
regional collaborative care organizations (RCCOs).
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34. Please describe HCPF's long-term vision for the Medicaid program. What will "ACC 3.0"
look like? Will it include services currently provided through managed service organizations?

35.

36.

In addition, please address the following questions and concerns raised by behavioral health
providers:

a

In the 1990s, after careful study by stakeholders and the Executive Branch, it was declared
by the General Assembly that capitated managed care was a preferred payment
mechanism by which to contain costs and deliver locally responsive services. Given this
history, how does HCPF justify reverting the capitated mental health program to a fee-for-
service model?

If the research shows, and decades of experience in Colorado and around the country
prove, that integrated care requires a different funding model than fee-for-service, why is
the State moving in this direction?

Colorado moved away from fee-for-service for behavioral health twenty years ago to
move more people out of hospitals and support them in their own communities. How can
HCPF guarantee that the full spectrum of critical community-based services will not be
eliminated under this new model? How can HCPF ensure that a managed fee-for-service
model will realize similar cost-containment as the mental health managed care program
has demonstrated?

Isthere a different approach that can be considered that won'’t dismantle the foundation for
comprehensive, integrated community-based care for the sake of aligning behavioral
health with a fee-for-service model (e.g., Can we accelerate payment reform for the rest of
healthcare?)?

Is there a risk of shifting funding away from behavioral health to cover primary health
care costs?

Will the State lose the flexibility provided by the existing federal waiver to use Medicaid
funds to pay for inpatient psychiatric services (despite the federal institutions for mental
disease (IMD) exclusion)? If so, how would the resulting psychiatric bed shortage be
addressed? How would this affect the stabilization units that have been created within the
behavioral health crisis system — wouldn't many of these units be closed or prohibited
from accepting Medicaid clients due to the IMD rule?

Will the State lose the flexibility that has allowed behavioral health organizations and
community mental health centersto financially support local integrated care initiatives?

Is it premature to implement a new funding and service delivery model in FY 2017-18
without the full benefit of data and information gathered through: H.B. 12-1281 payment
reform pilot program (RMHP Prime); four-year SIM grant initiatives; and recently "turned
on" Medicaid billing codes related to integrated care?

The legidation that established a statewide prepaid mental health managed care program (S.B.
95-078) acknowledged the unique and historical role the community mental health centers
have assumed in meeting the mental health needs of communities throughout the state (e.g.,
providing mental health services following a natural disaster). How would ACC 2.0 impact
the business model of community mental health centers and their ability to meet the needs of
their communities?
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37. Please describe how the key principle of "person- and family-centeredness’ relates to the
proposed mandatory enrollment of Medicaid clients into the Accountable Care Collaboratives.

38. HCPF recently "turned on" many Medicaid billing codes related to integrated care. Are
providers required to use these codes in FY 2015-16 even though they are not being
reimbursed for such services? If not, does HCPF expect to gather meaningful datato inform a
decision about whether to begin reimbursing providers for such services?

H.B. 12-1281 Payment Reform Pilot
39. Please summarize the lessons learned from the H.B. 12-1281 payment reform pilot.
a. What happens to the pilot program with the expiration of funding in FY 2016-177?
b. Should funding for H.B. 12-1281 be continued and what could the Department accomplish
with a continuation of funding?
c. How are the lessons learned from H.B. 12-1281 informing the Department's payment
policies, including the rebid of the Accountable Care Collaborative?

40. Will the RMHP Prime pilot program be able to operate for a full two years as anticipated in
H.B. 12-1281? Should the General Assembly consider any statutory changes to maximize the
information gained from this pilot program?

41. Please describe the goals of the RMHP Prime pilot program and how HCPF plans to evaluate
the program. Will HCPF evaluate the overall cost effectiveness of this payment method, or
will it only evaluate specific types of costs such as emergency room visits?

42. Has HCPF considered whether any of the other proposals submitted by RCCOs can be
implemented to achieve the goals of H.B. 12-12817?

43. It is the Committee's understanding that health care premiums tend to be significantly higher
in the Western Slope region. Please explain how HCPF's capitated payments to Rocky
Mountain Health Plans for the RMHP Prime pilot program were calculated, and how these
rates compare to other health care costs in the Western Slope region.

44. HCPF initially established a medical loss ratio of 93.5 percent for the RMHP Prime pilot
program; this percentage will decrease if the program meets certain quality performance
measures. Please provide any available data about the medical loss ratio for each behavioral
health organization (BHO). Further, please indicate whether HCPF's contracts with BHOs
include any performance measures related to administrative costs.

SIM Grant
45. Please provide an update on the $65 million federal State Innovation Model (SIM) grant that
was awarded to the State last year.

46. How do the planned SIM grant expenditures for health information technology relate to other
HCPF and DHS technology projects? Will these SIM grant expenditures assist HCPF and
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DHS in addressing the WICHE study recommendation to explore the development of a
common management information system for behavioral health data (or the modification of
existing systems to share physical and behavioral health data)?

11:50-12:00 OTHER

47.

49,

50.

51

Data provided by HCPF indicates that the average expenditure per member in FY 2014-15 for
Foothills Behavioral Health Partners was $655.26, while the average for the other four BHOs
ranged from $449.48 to $500.35. Please explain why Foothills expenditures were
significantly higher than those of other BHOs.

. HCPF indicates that the per-member-per-month rates paid to BHOs have decreased for many

eligibility categories in aggregate based on lower than anticipated BHO expenditures. Are
these lower rates related to lower utilization or a different mix of service utilization, or are
they due to provider capacity issues?

Please describe how behavioral health services for "dual eligible” clients (i.e., individuals who
are eligible for both Medicaid and Medicare) are provided and funded.

How will the proposed 1.0 percent provider rate reduction affect behavioral health services
provided through the fee-for-service program?

Currently, the Medicaid Program covers antipsychotic long-term injectable drugs through the
medical benefit rather than the pharmacy benefit. As a result, the reimbursement paid to BHO
pharmacies for these drugs does not cover actual costs. Would HCPF consider moving these
types of drugs to the pharmacy benefit so that the reimbursement is adjusted more frequently
and ismore likely to cover actual costs?
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