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Executive Summary

Executive Summary

In February of 2014, the Colorado Department of Human Services’s (CDHS) Office of Behavioral
Health (OBH) released a request for proposals (RFP) to conduct a study of existing behavioral
health resources in the state of Colorado and to project future needs. The intent of the study
was to identify and assess existing state and community resources and to recommend strategic
future planning, taking into account the many constituent variables associated with the
changing behavioral health care system. The Western Interstate Commission for Higher
Education Mental Health Program (WICHE), in partnership with the National Association of
State Mental Health Program Directors Research Institute (NRI) and Advocates for Human
Potential (AHP), formed a team of Colorado and national behavioral health experts to complete
this study for OBH.

The Colorado OBH Needs Analysis: Current Status, Strategic Positioning, and Future Planning
study began in August 2014 and concluded with the final report submission in April 2015.
During this time, the project team worked on the 17 specific tasks that were part of the study.
This report contains the findings from these tasks ordered by subject-matter relatedness as
illustrated in the table below.

Task Subject Areas
1 Inventory of Public Behavioral Health Agencies, Services, and Funding
2 Service Gaps: State and Community Behavioral Health Services
5 Governor’s Plan to Stregthen Colorado’s Behavioral Health System
7 Penetration Rates and Relative Need for Services
4 Aligning and Maximizing OBH Resources and Payer Sources
12 Regional Behavioral Health Service Distribution
9&10 Colorado Mental Health Institutes
11 Community Integration and OImstead
14 Telehealth
17 Housing and Employment
3 Peer Mentors, Recovery Coaches, and Family Advocates
8 Individuals with Mental Iliness Who Are Physically Compromised
6 Behavioral Health Service Delivery for Specific Populations
13 Whole Health Integration
15 Legal Marijuana and Prescription Drug Abuse
16 Drug Possession Sentencing Reform/Medicaid Expansion

This study was informed by literature reviews; focus groups; key informant interviews; and
state, regional, and national comparative data. In addition, the following data sources were
created specifically for this report and are described in the introduction to this report:
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Executive Summary

e Behavioral Health Stakeholder Survey

e Office of Behavioral Health Provider Survey

e Office of Behavioral Health Provider Inventory

e State behavioral health community and inpatient utilization data

Colorado behavioral health study regions

For the most part, the data provided in the report are based on the state regions used for the
Accountable Care Collaborative (ACC) program administered by the Department of Healthcare
Policy and Financing (HCPF). The ACC is the state's primary-care Medicaid program. Seven
Regional Care Collaborative Organization (RCCOs) provide a network of care and direct clients
to providers. Unless stated otherwise, ‘regions’ in this report refer to these geographic areas.
Data are also provided based on Behavioral Health Organization (BHO) and Community
Mental Health Center (CMHC) catchment area boundaries when data were not available based
on the RCCO boundaries. It is important to note that RCCO, BHO, and CMHC boundaries do
not match up directly.

Brief summary of the findings

Following is a brief summary of the findings for each of the subject areas. Specific
recommendations follow this Executive Summary and are embedded throughout the report.

Inventory of Public Behavioral Health Agencies, Services, and Funding

Inventory of Public Behavioral Health Agencies, Services, and Funding includes descriptions of
the various state departments and programs responsible for administering and funding behavioral
health services in Colorado, as well as an overview of the types of services provided by these
agencies and the eligibility requirements for services. Also included is a description of the
geographic regions used to provide service, funding, and inventory data for the report.
Quantitative and qualitative data are presented identifying the number of individuals served
and the types of services provided regionally across state. Service data indicates that OBH-
funded services for non-Medicaid clients, on a statewide basis, represent 23.1 percent of
Medicaid capitation services provided. The greatest variance between OBH and Medicaid
capitation services is in region 7, where OBH services represent 12.9 percent of Medicaid
capitation services. Agency funding and expenditures, including national comparative data are
presented. Lastly, the results from an inventory completed by behavioral health providers,
including each Community Mental Health Center (CMHC) along with findings obtained from
stakeholder and provider surveys, inform this section and lay the foundation for the gap
analysis and other sections of the report.

Colorado Office of Behavioral Health Needs Analysis —
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Service Gaps: State and Community Behavioral Health Services

Service Gaps: State and Community Behavioral Health Services brings together input from
across the state about program and service variations and unmet needs, both statewide and
within seven geographic regions. Service gaps for specific populations are identified across the
continuum from inpatient care to community-based services and supports. There is significant
variation across regions in the availability of inpatient, residential, assisted living and other
intensive services, while even the regions with substantial intensive services have notable
service gaps along the continuum. Services for individuals with co-occurring mental health and
substance use disorders as well as other cognitive and physical disorders continue to be largely
segregated, which is consistent with most of the current funding streams. Workforce
vacancies— especially common for psychiatrists, nurses, both licensed and unlicensed
clinicians, counselors, social workers, and peer specialists—likely contribute to many of the
service gaps across the regions.

Governor’s Plan to Strengthen Colorado’s Behavioral Health System

Governor’s Plan to Strengthen Colorado’s Behavioral Health System reviews, and provides an
update on, Governor John Hickenlooper’s 2012 “Strengthening Colorado’s Mental Health
System — A Plan to Safeguard All Coloradans” to redesign and strengthen Colorado’s behavioral
health services and support system. Key elements of the plan are to:

e Enhance Colorado’s crisis response system

e Expand hospital capacity

e Enhance community care

e Build a trauma-informed culture of care

e Develop a consolidated mental health and substance abuse data system.

Full implementation of most of these initiatives did not occur until FY 2014-15. The Assertive
Community Treatment services, intensive case management and wraparound services, and jail-
based competency restoration program were all operational before July 1, 2014. The crisis
response hotline began operating statewide in August 2014. However, the two largest
initiatives -- crisis response system services and community services for individuals transitioning
from the state’s mental health institutes -- did not begin operation until December 1, 2014.
Because only preliminary utilization data are available at this time, it is not possible to report
outcome data on these new and expanded services. Additionally, some outcome reporting will
be limited because adequate baseline data prior to the implementation of these services are
not available.

Penetration Rates and Relative Need for Services
Penetration Rates and Relative Need for Services provides a look at:

e The penetration rate of mental health and substance use services across Colorado’s
seven planning regions

Colorado Office of Behavioral Health Needs Analysis —
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e The current need for services, by region and by select demographic groups
e Projected needs based on population forecast data.

Two key findings stand out in the 10-year projections that are useful for planning behavioral
health services: 1) regional differences in population change forecasts, and 2) the relationship
between population forecasts and current service levels. Among all regions, the northeast
region of the state is projected to have the greatest increase in unmet need among both
children and adults. These findings indicate that this region may warrant special consideration
and observation over the coming years to ensure that the amount of services grows accordingly
with its projected increase in population across the lifespan.

The second finding involves the relationship between population change and the current
relative need for services. Although northeastern Colorado would see the greatest increase in
unmet need if service levels do not change over the next 10 years, this change is not substantial
enough to overcome the current disparities in penetration rates. Despite differences across the
regions in projected population growth, the same regions would still have the lowest and
highest penetration rates across both OBH and Health Care Policy and Financing (HCPF)
services, if the level of services remained the same through 2025. This finding indicates that
region 1 (western Colorado) remains consistently the least-served and region 4 (southeastern
Colorado) the most-served.

Alignment of Behavioral Health Resources

Alignment of Behavioral Health Resources includes recommendations about how to best align
and maximize current OBH resources, including payer sources, in planning for existing and
future behavioral health needs. Responses to the stakeholder survey identify needs in each of
the 10 SAMHSA (Substance Abuse and Mental Health Services Administration) domains. Nearly
40 percent of stakeholder respondents, however, identified engagement services, community
support services, and intensive support services as the three most underserved domains in the
continuum of care. As for provider survey respondents, approximately 47 percent identified the
following domains as the top three needs: health care including services integrated with
primary care; outpatient and medication services including individual, group, and family
therapy; and intensive support services.

We did not identify significant service constraints created by payer sources, holding aside

estimation of unmet need for services and total state funding levels for behavioral health

services. However, we make the following recommendations based on the current system
financing structure:

e Implement suspension, rather than termination, of Medicaid benefits for individuals
residing in institutions of mental diseases (IMD) as defined by the Centers for Medicare
and Medicaid Services (CMS).

e Develop service delivery systems for individuals with significant co-occurring needs.

Colorado Office of Behavioral Health Needs Analysis —
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e Monitor affordability of care.

e Develop a strategy that includes the estimated impact of Medicaid expansion on each
OBH appropriation for non-Medicaid clients, and offers proposed alternatives to
repurpose these funds to meet behavioral health system needs not covered by Medicaid
expansion.

e Measure the impact of crisis services on the need for inpatient psychiatric hospital beds,
and adjust the population projections included in this report based on the impact, if any,
from the implementation of crisis response services.

This section also describes critical barriers—multiple disconnected systems, and lack of
consistent, complete, and reliable data—that inhibit the maximization of efficient and
effective behavioral health service delivery. The following recommendations are
provided to address these system barriers:

e Identify a single state behavioral health authority. Move the responsibility and
authority for all behavioral health funding, planning, programs, and regulations into a
single department. However, even with such a reorganization, a common leadership
group about behavioral health would need to be in place. The Behavioral Health Cabinet
and the Behavioral Health Transformation Council could serve in this role. While many
of the state agencies listed earlier would still retain management of behavioral health
services provided to their clients (e.g., the Department of Corrections and the Division
of Probation), combining OBH and HCPF’s behavioral health role would move the state
forward in reducing provider confusion and burdens, and better position the state for
integrating physical and behavioral health care.

e Explore the development of a common management information system. The state
should consider the development of a common behavioral health data information
system, or the modification of each agency system to share physical and behavioral
health data using industry standard health information exchange standards (e.g., HL-7).
Partners in this effort should include the Colorado Regional Health Information
Organization (CORHIO), Quality Health Network (QHN) and the Center for Improving
Value in Healthcare (CIVHC).

Regional Behavioral Health Service Distribution

Regional Behavioral Health Service Distribution summarizes the current allocation of mental
health resources by region and provides recommendations as to the most efficient distribution
of resources across rural, frontier, tribal ,and urban population centers. Medicaid capitation
service rates in regions 3, 5, and 6 (generally, the urban areas of the state) range from 131 to
156 percent of the state rate, indicating services are more available and utilized more often in
the urban areas of the state. Similarly, OBH (indigent) service rates range from 175 to 131
percent of the state rate. Medicaid capitation service rates in regions 1, 2, and 7 (generally the
rural areas of the state) range from 49 to 79 percent of the state rate, indicating services are

Colorado Office of Behavioral Health Needs Analysis —
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less available and often utilized less often in the rural areas of the state. Suggested options for
reducing the impact of the state's geography and population distribution include telehealth,
increased funding for prevention and early intervention, and increased use of peer support
services.

Colorado Mental Health Institutes

Colorado Mental Health Institutes covers court-ordered evaluations and restorations as well as
projected civil and forensic bed needs. The discussion focuses on a trend that is occurring in
Colorado and across the United States—a major increase in the number of individuals referred
for court-ordered evaluations and competency restorations — and the impact of this trend on
civil-bed availability at the two Colorado mental health institutes.

Referrals for inpatient competency evaluations at the Colorado Mental Health Institute at
Pueblo (CMHIP) have increased 500 percent from FY 2004-05 to FY 2013-14, with an average
annual increase of 24 percent. Competency restorations increased 107 percent during this
same time period. Meanwhile, the number of voluntary and involuntary civil admissions to
CMHIP decreased by 64 percent. On any given day, the state’s mental health institutes have
gone from 20 percent forensic patients (FY 2004-05) to 60 percent (FY 2011-12), limiting the
number of beds available for civil admissions.

Following a 2011 federal court Settlement Agreement, a focused process improvement effort
resulted in the streamlining of competency evaluations. The average length of stay for
defendants admitted for competency evaluations was greatly decreased, to 35 days at CMHIP
and 38 days at the Colorado Mental Health Institute at Fort Logan (CMHIFL), as compared to
102 days prior to the lawsuit. However, a side effect of the Settlement Agreement has been
fewer beds available for civil commitments. The percentage of civil referrals being denied
admission has increased substantially for both institutes, from 21 percent to 38 percent at
CMHIP, largely due to referrals for competency evaluations. While CMHIFL has also seen an
increase (from 18 percent in FY 2013 to 42 percent in FY 2014), these denials are related to
medical and other reasons. However, CMHIFL is serving more individuals on civil commitments
who also have competency evaluations ordered and completed during their inpatient stay.

Four bed-projection scenarios are presented in this section to address the projected rise in
forensic admissions and decreased civil capacity. Scenario One projects future bed need based
on state population increases and the historical increases in forensic admissions. Scenario Two
reallocates 24 civil beds from CMHIP to CMHIFL, as these beds are allocated to CMHCs that are
geographically closer to metro Denver and therefore CMHIFL. Scenario Three increases the
overall bed capacity for adolescent and geriatric patients based on the average number of beds
per 100,000 persons in seven Western states, and adds beds for these populations to CMHIFL.
And Scenario Four allocates forensic beds to CMHIFL, reducing the number of forensic beds
required at CMHIP. Bed projections are based on community-based services as they currently
exist, and establishing or expanding additional community capacity will have an effect on the

Colorado Office of Behavioral Health Needs Analysis —
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number of inpatient beds needed.

Community Integration and Olmstead

Aligning and Maximizing OBH Resources and Payer Sources aims to identify strengths and
weaknesses in Colorado’s service delivery system related to community integration. Colorado
recently revised its Olmstead plan, entitled Colorado’s Community Living Plan, to create
efficient and person-centered community-based care. It is important that the activities set
forth in the state’s plan are carried out, and that the plan remains up to date and relevant to
the changing needs of the state’s population to avoid a potential O/mstead action. On many
high-level measures, Colorado’s OBH ranks as well as or better than most state mental health
agencies nationally in using community services, rather than institutions, to provide services to
people with serious mental illnesses. However, Colorado tends to fall in the middle tier when
compared to other Western states. Specifically, since 2011 the number of supported housing
programs offered by OBH has declined, while the rate of homelessness among OBH consumers
has increased. Given this divergence, efforts should be targeted toward ensuring that adult
consumers with serious mental illnesses have access to affordable, integrated, and supported
housing.

Telehealth

Telehealth provides an overview of telehealth activities in Colorado and other states, and
identifies opportunities and strategies to enhance delivery of services and maximize financial
and staffing resources. Using technology to connect health care providers and patients in
different locations is increasingly viewed as a way of increasing the coordination of health care
service demands and workforce limitations. Telehealth can be used for a variety of purposes
such as consultation about patient care, assessment/evaluation/diagnostic clarification,
medication management, individual/group/family therapy, supervision, and
training/professional development. Telehealth in the behavioral health service sector generally
occurs via video (versus texting and other technologies) because most state and federal
telehealth reimbursement policies are tied to this delivery mechanism.

In Colorado, telehealth is covered in a range of ways across private insurance, Medicaid, and
Medicare. Colorado is home to a number of organizations, partnerships, and experts utilizing
telehealth or advocating its use across the state and between service sectors. Current
legislative efforts and support to expand geographic criteria suggest that the use of telehealth
will likely continue to grow. Recommendations are provided that would increase adoption,
decrease restrictions, and increase care coordination across the state’s behavioral health
system, and for individuals with behavioral health issues who at present may be served
primarily by other systems (e.g., older adults, correctional, developmental disabilities, etc.).

Colorado Office of Behavioral Health Needs Analysis —
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Housing and Employment

Housing and Employment summarizes some of the current economic and social conditions
affecting mental health consumers’ access to housing and employment in Colorado. While
Colorado is benefitting in many ways from the economic recovery underway nationally, lower-
income individuals and families are being squeezed by increased housing costs, competition for
living-wage jobs, and high demand for housing subsidies and social services. Lack of affordable
housing for people with disabilities is a large problem in Colorado. In addition, unmet
employment-support needs for behavioral health clients is one of the barriers to affordable
housing. Efforts to improve adoption and implementation of evidence-based practices (e.g.,
permanent supportive housing and the Individual Placement and Support (IPS) supported
employment model) across the state may improve housing and employment situations for
behavioral health clients. However, greater attention is needed to ensure that housing
availability meets need; that reliable data are collected and shared on housing and employment
issues; and that the provider workforce for this population is expanded to meet need.

Peer Mentors, Recovery Coaches, and Family Advocates

Peer Mentors, Recovery Coaches, and Family Advocates focuses on the extent to which peer
mentors, recovery coaches, and family advocates are being used in the provision of Colorado
behavioral health services. Topics covered include how peers are currently being used in the
state and the identification of potential future opportunities. Additionally, the issue of training,
support, and supervision of peer specialists is examined, along with notable support among
survey respondents, interviewees, and others for establishing a statewide peer certification
process. Other areas covered include the quality of work life as well as challenges and
recommendations for incorporating peer services into the provision of behavioral health
services and supports. Recommendations include implementing a peer certification process
and instituting training and supports to better prepare and sustain this workforce.

Individuals with Mental lliness Who Are Physically Compromised

Individuals with Mental Iliness Who Are Physically Compromised focuses on issues associated
with consumers who have a mental illness and are physically compromised, and the significant
challenges associated with finding placements for such individuals. The top service gaps
identified by stakeholders for this population are 1) the inability of state facilities to care for
individuals with mental illness and comorbid medical issues and 2) the inability of CMHIP and
CMHIFL, specifically, to accept patients with medical/surgical concerns. Several approaches to
addressing the needs of this population—in ways that are both efficient and cost-effective—
are recommended, including greater engagement among local inpatient and nursing facilities,
community providers, and the state.
https://mail2.wiche.edu/owa/?ae=Folder&t=IPF.Note&a=
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Behavioral Health Service Delivery for Specific Populations

Behavioral Health Service Delivery for Specific Populations analyzes the delivery of public
behavioral health services in Colorado to special populations, such as persons with traumatic
brain injury (TBI), dementia, serious and persistent mental illness (SPMI); children; adolescents;
adults; and older adults. Special populations are categorized based on age, diagnosis, and
funding source. The analysis identifies which populations have potentially unmet service needs.
Colorado ranks 8th among 15 Western states in the rate of children and adolescents served by
a state mental health agency. Services for children and adolescents were identified by
providers and stakeholders as being underserved for mental health services, especially
adolescents with co-occurring mental health and substance use disorders. Colorado ranks 6th
among 15 Western states in the rate of adults with serious mental illness served by a state
mental health agency, and Colorado has adopted several evidence-based practices to serve
these individuals. Colorado’s substance use penetration rate is fourth-highest among Western
states, though it is estimated that 84 percent of persons age 12 or older with illicit drug
dependence or abuse do not receive treatment.

The mental health penetration rate for older adult consumers in Colorado was less than the
rate for Western states and decreased 21 percent from 2002 to 2013. Population growth
among older Coloradans has outpaced the rate of growth in service capacity. Older adults were
identified in the stakeholder survey as being underserved. A lack of training among providers in
older-adult services and inadequate transportation were cited as the top barriers to providing
better services to the older adult population.

Whole Health Integration

Whole Health Integration examines approaches to integrating primary and behavioral health
care, along with barriers and facilitators from integration projects to date as a primer for
strategic discussions on this topic. Whole health integration is widely understood as good
practice for both systems and consumers, but implementation of these practices and even the
vernacular used to discuss whole health varies. Current efforts underway in Colorado—
including the highly anticipated State Innovation Model (SIM) grant, results from the global-
payment pilot Sustaining Healthcare across Integrated Primary Care Efforts (SHAPE) study, and
outcomes of the four-year Advancing Care Together project— will provide rich information and
opportunities for continued growth in statewide integration of behavioral and primary care
services. Collaboration and communication with other state agencies—in particular, HCPF—will
help strengthen OBH’s role in integration efforts.

Legal Marijuana and Prescription Drug Abuse
Legal Marijuana and Prescription Drug Abuse provides information on behavioral health needs

in Colorado stemming from marijuana legalization and the ongoing prescription drug abuse
epidemic. This section explores trends in drug use and treatment utilization, coupled with
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voices from the field to identify policy and practice considerations moving forward.
Comprehensive data collection and analysis efforts by the Colorado Department of Public
Health and Environment (CDPHE) will provide more-definitive guidance on behavioral health
services needs than is currently available. Treatment admission trends for marijuana have not
seen dramatic changes, on average, but anecdotally, behavioral health providers are reporting
greater need for prevention efforts. There have also not been significant increases in treatment
admissions for the non-medical use of pain relievers over the last year, suggesting that existing
measures to prevent prescription drug abuse are reducing the severity of this problem in the
state. Evidence-based programming for substance abuse treatment and prevention is
inconsistent across the state, and may benefit from targeted rollout and support from OBH.
Improved communication and collaboration with other state entities, including CDPHE, the
Colorado Department of Education, and drug courts, will be essential in identifying and
responding to future prevention and treatment needs.

Drug Possession Sentencing Reform/Medicaid Expansion

Drug Possession Sentencing Reform/Medicaid Expansion examines how two state policies will
affect the need for community-based behavioral health services for justice-involved individuals.
The first policy is drug possession sentencing reform, which will increase the number of people
with behavioral health disorders requiring treatment in the community. The second policy is
the expansion of Medicaid, which will make health insurance available to many low-income
adults without dependent children—a group that is disproportionately represented in the
justice-involved population. Colorado’s drug sentencing reform efforts and adoption of
Affordable Care Act (ACA) resources for justice-involved individuals are both relatively new. It is
clear that both will have significant impact on justice-involved populations in need of
treatment, but the full impact will require more time to assess. Outcomes will depend on how
successful criminal justice agencies, particularly probation offices, are at enrolling the
thousands of defendants now eligible for Medicaid or appropriate health insurance, and how
the courts intend to take advantage of the ACA to expand treatment opportunities to those not
currently served by specialty courts. Further, it is not yet known whether treatment providers
will adapt their services to meet the special needs of this population or simply demand that this
population adapts to what they already offer.

Colorado Office of Behavioral Health Needs Analysis —
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Recommendations

Following are all of the recommendations embedded throughout the report. Note that there
are not specific recommendations in the Inventory and Gaps sections of the report; however
the information presented in these two sections informs recommendations throughout the
report.

Governor’s Plan to Strengthen Colorado’s Behavioral Health System

Given the recent implementation of the initiatives in the Governor’s Plan, it is important for
OBH to continue to monitor and assess their impact on both the individuals served and the
behavioral health system. Critical to substantive evaluation efforts is the accessibility of reliable
baseline data. This is more feasible within existing resources for internal OBH initiatives than
those involving external public and private agencies such as the statewide crisis response
system.

e Evaluate the effectiveness, efficiency, and outcomes of the new crisis response services.
Multiple systems are impacted by the new services—hospitals, law enforcement and
jails, community mental health centers—in addition to individuals in crisis and their
families. Ongoing evaluation will not only inform longitudinal analysis, but also quality-
improvement and gap-identification efforts.

Penetration Rates and Relative Need for Services

Recommendations for this section are based on the relative need for services, using the 10-
year projections for addressing disparities in access to services.

Two key findings stand out in the 10-year projections that are useful for planning behavioral
health services: regional differences in population change forecasts, and the relationship
between population forecasts and current service levels.

1. Regional differences in population change: Among all regions, region 2 is projected to
have the greatest population increase among both children and adults. The difference in
population change in region 2 compared to all other regions is substantial enough that
the unmet need would grow approximately twice as much as the statewide average for
children and adolescents (e.g., 24 percent vs. 12 percent for children with Serious
Emotional Disturbance (SED), and 22 percent vs. 11 percent among adolescents with
Alcohol and Other Drug Dependence (AOD). Similarly, among adults, the change in
unmet need in region 2 is much higher than the projected statewide average (89
percent vs. 56 percent and 81 percent vs. 59 percent for mental health and substance
use services, respectively). Region 3 has similarly stark projected increases in unmet
need for adults for both mental health (81 percent vs. 56 percent) and substance use
(106 percent vs. 59 percent), though these changes appear to be driven more by a
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combination of high current penetration rates and strong, but not extreme, projected
population growth. On the other end of the spectrum, regions 3 and 6 are projected to
have the smallest population increase among children and regions 4, 5, and 6 are
projected to have the smallest adult population increases. These findings indicate that
region 2 may warrant special consideration and observation over the coming years to
ensure that the amount of services grows accordingly with its projected increase in
population across the lifespan.

Relationship between population change and current relative need for services:
Although region 2 would see the greatest increase in unmet need if service levels do not
change over the next 10 years, this change is not substantial enough to overcome the
current disparities in penetration rates. There is congruence between lowest and
highest penetration rates across Office of Behavioral Health (OBH) and Health Care
Policy and Financing (HCPF) services in FY 2013-14. Despite differences across the
regions in projected population growth, the same regions would still have the lowest
and highest penetration rates across both OBH and HCPF services, if the level of services
remained the same through 2025. This finding indicates that region 1 remains
consistently the least served and region 4 the most served.

Aligning and Maximizing OBH Resources and Payer Sources

Payer sources

1.

Implement suspension, rather than termination, of Medicaid benefits for
institutionalized individuals. Federal Medicaid rules allow states to suspend, rather
than terminate, Medicaid eligibility for individuals in institutions for more than 30 days,
including state hospitals, prisons, and juvenile facilities (for individuals who
emancipate). Colorado has not yet implemented this option. As a result, state mental
health institute and prison staff must expend additional effort in an attempt to reapply
for Medicaid on the individual’s behalf. Sometimes placement options are denied
because the individual has not obtained Medicaid eligibility status when they are ready
to leave prison or a juvenile facility or no longer need to be in a psychiatric hospital.

Develop service delivery systems for individuals with significant co-occurring needs. A
recurring theme in the stakeholder and provider survey responses centers on delays in
care and lack of settings for individuals with developmental/intellectual disabilities,
traumatic brain injury, primary dementia with decreasing mental illness, or substance
use disorder. Providers voiced continued frustration about the institutes’ admissions
denials of these referrals. However, the institutes are neither appropriate settings to
provide the best care for these individuals, nor are they permitted to admit individuals
without a primary psychiatric diagnosis that requires inpatient psychiatric care. To do so
would violate federal law and regulation and Joint Commission accreditation standards.’

HCPF and OBH, along with the provider community and other state and private
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agencies, are currently working toward expansion of integrated-care service delivery
and health homes in the state. These efforts include the creation of the Accountable

Care Organization (ACO) and regional collaborative care organizations. A later section of

this report about whole health integration includes more information. Health homes
offer the ability to meet the needs of individuals with complex, co-occurring needs. In
addition, implementation of these service models in other states has demonstrated
measurable cost savings. For example, the Missouri Health Home Initiative produced
$4.2 million of savings in the first year of implementation.2 Colorado has already
demonstrated cost savings in implementing the ACO system. HCPF and the state should
adopt a Medicaid State Plan amendment to facilitate the implementation of health
homes as a means to integrate primary care and behavioral health service delivery.

3. Monitor affordability of care and the ACA. A study conducted by the Urban Institute
found that adults with physical and/or mental health issues, especially those with low

family income, had more difficulties obtaining and affording health care than adults who

reported no health problems. Even with full-year health insurance, adults with physical
and/or mental health issues were more likely to face barriers to care, especially
affordability barriers, than their healthier counterparts.? Expanded marketplace and
Medicaid coverage provided by the ACA may help mitigate some affordability concerns
among the previously uninsured, especially those with physical and mental health
issues. However, insurance coverage alone will not ensure that adults with such health
problems receive the care they need in a timely and affordable way. Subsidized cost-
sharing for visits to health care professionals and for prescription drugs may relieve
some of the burden. Funding for these needs could be an appropriate use of the savings
in the state’s appropriation to OBH for services for non-Medicaid individuals with
mental illness.

Crisis services

4. Encourage discussion, among OBH and HCPF staff and crisis services providers, of how
crisis services for Medicaid clients will be billed and reimbursed. Crisis services are
covered services under the State Medicaid Plan. Given that Medicaid behavioral health
benefits are provided under a capitated, per member/per month reimbursement rather
than fee-for-service reimbursement, either capitation rates need to be adjusted or
providers need to be able to submit fee-for-service claims for crisis services.

5. Encourage discussions, between OBH and crisis services providers, of processes for
determining each client’s ability to pay, including available payer sources, and review
how providers are administering these processes. While crisis-services contracts
require all individuals who present to receive appropriate services irrespective of ability
to pay, it is important that providers are diligent in identifying and billing all available
payers.
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6.

Attempt to measure the impact of crisis services. It is important to develop a clearer
picture of the impact of crisis services on the need for inpatient psychiatric hospital
beds, and to adjust the population projections included in this report based on the
impact, if any, of implementing crisis response services.

System alignment

7.

Identify a single state behavioral health authority. Move the responsibility and
authority for all behavioral health funding, planning, programs, and regulations into a
single department. However, even with such a reorganization, a common leadership
group about behavioral health would need to be in place. The Behavioral Health Cabinet
and the BHTC could serve in this role. While many of the state agencies listed earlier
would still retain management of behavioral health services provided to their clients
(e.g., Department of Corrections, Division of Probation), combining OBH and HCPF’s
behavioral health role would move the state forward in reducing provider confusion and
burdens, and better position the state for integrating physical and behavioral health
care.

Explore the development of a common management information system. The state
should consider the development of a common behavioral health data information
system, or the modification of each agency system to share physical and behavioral
health data using industry standard health information exchange standards (e.g., HL-7).
Partners in this effort should include the Colorado Regional Health Information
Organization (CORHIO), Quality Health Network (QHN) and the Center for Improving
Value in Healthcare (CIVHC).

Implementing these two recommendations would greatly accelerate Colorado’s moving
forward in the planning and delivery of publicly funded health care services over the
next five to 10 years. Many providers across the state are transforming their practices
through provision of integrated behavioral health and primary care services—some
through affiliation with various healthcare providers, some through acquiring Federally
Qualified Health Center (FQHC) status, and others by participating in growing organized
networks of accountable care organizations (ACOs). The manner in which some provider
organizations are transitioning their programs can offer insights into what the likely
evolution of the service system will entail, and the possibility of replicating successful
strategies of those who have adopted new service delivery approaches and models.

There are significant transformations underway in how health care is being delivered,
financed, and structured, and how providers are held accountable for outcomes. These
changes impacting hospitals and physician practices will inevitably be extended to
behavioral health. Moreover, health care providers are becoming more attuned to the
importance of addressing behavioral health conditions than ever before. The use of
guality measures that address behavioral health conditions, such as depression,
substance use and emotional disorders in children have significantly increased
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awareness, and prompted many healthcare organizations to expand capacity to deliver
behavioral health services in traditional healthcare settings.

Organizational readiness to change is an extremely cogent area for analysis in assessing
current behavioral health resources and in predicting how capable existing providers are
of accommodating the rapidly changing environment. There are numerous objective
criteria that can be used to determine the level of preparedness, and level of risk for
provider organizations. These metrics will be important for planning purposes as it will
be important to avoid, to the greatest extent possible, organizations finding they are
falling behind the change curve such that they can no longer continue to operate. New
value-based financing models will have a significant impact on traditional providers,
who may have experience in fee-for-service billing, or even grant-based funding, but are
unprepared to shift to risk- or performance-based models.

In January 2015, the U.S. Department of Health and Human Services announced its goal
of transitioning 30 percent of traditional fee-for-service payments for Medicare to
quality-driven, value-based payment models by the end of 2015, and having 85 percent
of payments tied to quality and value by 2016.* This clearly signals a transformation of
how health services will be purchased that will undoubtedly ripple through Medicaid,
private insurance, and other publicly funded services. Colorado was recently awarded a
$65 million State Innovation Model (SIM) grant by the Centers for Medicare and
Medicaid Services (CMS). The areas targeted include value-based payment, integration
of behavioral health and primary care, and enhanced use of analytics, in part to develop
new payment strategies.

Clearly, these reforms will impact behavioral health providers and increase their level of
financial risk. Those that are not capable of adapting will not remain viable very long.
Many state behavioral health agencies have focused more attention on developing
service models that embrace evidence-based practices and consumer engagement than
on provider participation in integrated networks, analytics, and outcome management.
Local programs have been largely responsible for adapting to changing dynamics and to
managing their business operations, largely supported by relatively stable general
revenue funding. Strategic planning for the Colorado behavioral health system will need
to integrate across these traditional areas of focus, as well as take into account a
changing environment that has an unprecedented level of attention focused on patient
engagement, treatment outcomes, use of real-time clinical decision support
information, and heightened expectations for care coordination and information
sharing.

It is also important—with the focus of care shifting from the provider to the individual,
and a better understanding of holistic health and population health—that strategic
planning address the extent to which an individual’s involvement in any health and
human service agency increases his/her odds of needing service from another health
and human service agency. While state behavioral health agencies, long underfunded,
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have focused on the most seriously ill adults and children, this approach has proven less

effective than proactive interventions that can offset long-term impacts of illness.
Utilizing predictive analytics will provide myriad opportunities to identify at-risk
individuals who could greatly benefit from early interventions and supports. Planning in

this direction would have significant benefits for those individuals and for state budgets.

Across the Colorado Department of Human Services (CDHS), there are many
opportunities to enhance outcomes by addressing behavioral health risk issues in
innovative ways. This, too, is an area where the availability of integrated, timely, and
appropriate data can reduce risks to individuals and communities.

Regional Behavioral Health Service Distribution

The unique challenges faced by urban, rural, frontier, and tribal areas of the state have been
presented above. Until systemic challenges such as transportation, staffing shortages, and
funding issues are addressed, Coloradans in all areas of the state will continue to face barriers
to receiving optimal behavioral health care. While these challenges may seem daunting, some
promising practices are emerging that can be adopted to overcome obstacles.

1. Telehealth. Telehealth can be used to connect patients and providers and to reduce
costly “windshield time.” Telehealth has been found to be a cost-effective delivery
method for prevention, early diagnosis, treatment, and care coordination.”® Telehealth
can assist in solving access to care issues in rural and frontier areas, in underserved
communities, for individuals with mobility issues, and to provide specialty care that is
not widely available.

Colorado's parity law for private insurance allows telehealth for counties with fewer
than 150,000 residents. Colorado Medicaid covers telehealth services that originate in
the provider’s office. Provider survey responses suggested that telehealth could extend
behavioral health services to incarcerated individuals, to residents of nursing homes, or
to physical health entities such as emergency rooms. Telehealth could help with the
staff recruitment issues, and low-volume issues in rural clinics. Evidence-based
applications have been developed that can provide a lifeline to persons at home or on
waiting lists (e.g., MyStrength, Beating the Blues).’

2. Primary care integration. Primary care providers in rural/frontier areas have to be
trained to function independently. Integrating behavioral health services into primary
care can help reduce stigma associated with seeking behavioral health services in small
communities. Training for existing providers to deliver behavioral health services to
leverage existing services would be beneficial. Colorado has a grant to expand Mental
Health First Aid training. Such training heightens awareness of mental illness and can
help rural/frontier communities and families identify when individuals are struggling.
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3. Prevention and early intervention. Funding for prevention and early intervention has
the potential to help today and into the future.

4. Peer support services can be used to assist with community-based recovery and re-
integration supports for both mental health and substance abuse and could be a
valuable resource for tribal communities. Such supports were cited as a gap across all
regions.

Colorado Mental Health Institutes
General Recommendations

1. Develop outpatient alternatives in order to slow the trend of increased forensic
admissions. With an average of 59.4 percent forensic patients, Colorado is above the
43.2 percent average of other Western states. To keep pace with increasing forensic
admissions and to maintain the current civil bed rate, the number of inpatient
psychiatric beds at Colorado’s two mental health institutes will have to increase by 90
percent (from 545 to 1,033 beds) by 2025.

2. Increase the percentage of evaluations conducted in outpatient settings to decrease
the number of inpatient beds being used for this purpose. Currently, 71 percent of
competency evaluations are conducted in outpatient settings. This percentage could be
increased by training and retaining more evaluators, providing certification and
oversight, and raising the reimbursement rate.

3. Raise the daily reimbursement rates paid by the courts to the Colorado Mental Health
Institute at Pueblo (CMHIP). The current rate of $35 per day is insufficient to offset the
cost of an inpatient stay, and shifts the financial burden to the hospital.

4. Create additional community-based competency restoration programs. Inpatient
admissions for competency restorations are increasing by an average of 16% per year.
With nearly one-quarter of these individuals staying more than one year, CMHIP is
forced to use a larger and larger portion of its civil beds to serve this population. The
combination of increased admissions and longer length of stays is the driving force
behind a projected shortage of beds over the next decade.

5. Develop services at CMHIFL to serve lower security risk forensic patients. Offering
such services in the metro Denver area would reduce travel time and allow individuals
to receive treatment closer to where they reside.

6. Develop pre- and post-adjudication services based on mental health clinics in courts,
and the existing Wellness Court, to decrease the number of justice-involved individuals
being referred for competency evaluations.

7. Strengthen the continuity of care between inpatient behavioral healthcare services
and jail to reduce the likelihood that individuals will return to the hospital. Support
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10.

11.

services for persons leaving jail and returning to community-based care should be
increased, including assistance with obtaining health insurance or Medicaid to eliminate
gaps in coverage.

Increase inpatient services for adolescents in either hospital or residential settings.
Adding adolescent beds to CMHIFL would provide better access to inpatient services for
youth residing in the metro Denver area. Developing adolescent outpatient
competency restoration services would allow a larger percentage of adolescents with
civil commitments to access existing inpatient beds.

Increase total geriatric bed capacity by adding beds to CMHIFL to increase access to and
availability of services. Colorado is below the average rate of other Western states for
geriatric beds.

Leverage expanded Medicaid funding to increase the Medicaid reimbursement rates
for inpatient psychiatric services. This would provide an incentive for additional civil
beds to be built in general hospitals throughout the state, alleviating the demand for
civil beds at the two mental health institutes.

Evaluate the effectiveness, efficiency and outcomes of the new crisis services. An
evaluation of the impact of the implementation of statewide crisis services in Texas
found that the percentage of crisis service users entering state hospitals declined by
about 23 percent. However, due to the larger number of people being served, the
absolute number of admissions fell by only 3to 5 percent.8

Recommendations/considerations related to the four bed-projection scenarios

Options to decrease the forensic demand

Amend Colorado law to require competency referrals to meet 27-65 criteria, with
alternative approval by OBH/DHS in special cases.

Increase per-day charges to the judicial system for inpatient stays.

Expand the RISE program, with strong behavioral health and medication management
components, to reduce the potential for individuals to be transferred back to CMHIP for
behavioral reasons.

Develop outpatient restoration services for treatment-engaged persons out on bond
who do not require the intensity of inpatient psychiatric services.

Increase the number of evaluations being done on an outpatient basis

Establish pre-and post-adjudication services for lower security risk individuals.

Considerations for special populations

Allow flexibility in unit structure to accommodate a few swing beds for younger patients
on the adolescent unit if the need arises.
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e Ensure that programming, capacity, and workforce are responsive to the special
requirements of the small number of patients who may present with Intellectual/
Developmental Disabilities (ID/DD) or Traumatic Brain Injuries (TBI). The low number of
such cases does not warrant a designated unit.

e Occasional requests by the Division of Youth Corrections (DYC) and the Department of
Corrections (DOC) that a detainee be transferred to one of the state mental health
institutes should be accommodated, and a streamlined protocol for such admissions
should be established. In addition, re-establish the Sol Vista program for youth with
serious emotional disorders and complex behavioral needs who can be more
appropriately served in a smaller specialized therapeutic treatment environment. There
is a growing demand for these services, including in the metro Denver area, and the
average daily bed cost the Sol Vista program was less than the cost of CMHIP inpatient
beds.

e |t is more cost-effective for persons with significant co-occurring medical conditions to
be treated in general hospitals and provided behavioral supports than to equip the state
institutes to treat significant medical conditions.

e Individuals with substance use disorders should be outside the IMD to the greatest
extent possible, to make the services reimbursable through Medicaid.

Opportunities

e The new Behavioral Health Mobile Crisis Teams may help intercept persons in crisis and
connect them with community-based services before their need rises to the level of
requiring intensive inpatient care.

e Some private facilities have expressed interest in contracting to serve individuals with
co-occurring behavioral health and medical/physical conditions (St. Mary’s in Grand
Junction, Lutheran—West Pines in Wheat Ridge, and Peak View in Colorado Springs).

e Add medical homes/services capacity to the ACT Teams to identify and address medical
conditions, and implement FACT Teams with medical supports.

e In areas of the state that lack easy access to psychiatrists, provide telehealth services to
rural emergency rooms, youth detention centers, and facilities serving geriatric
populations.

e A new 92-bed inpatient facility is scheduled to open in Johnstown (Weld County) in fall
2015. The facility, which includes 36 adult/geriatric beds and 20 adolescent beds, may
have an impact on civil admissions to the institutes.

Community Integration and Olmstead

1. Fully implement the Colorado Community Living Plan. It is important that Colorado’s
OBH continue to offer a variety of services in integrated settings, and follow the
strategies outlined in Colorado’s Community Living Plan.
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2. Improve access to housing and supports. Based on the aggregate data, Colorado’s OBH
may wish to direct its most concentrated efforts toward ensuring that adult consumers
with SMI have access to affordable, integrated, and supported housing .

3. Continue to support the expansion of supported employment and ACT. While the
practices are currently in place across the state, there is variability in the breath of these
programs across the regions and fidelity to the models and outcomes should be
regularly monitored.

Telehealth

Telehealth is increasingly being used to increase the coordination of health care service
demands and workforce limitations. Colorado is fortunate to have a cadre of individuals and
organizations with significant expertise on telehealth policy, infrastructure, and
implementation. Current legislative efforts and support to expand geographic criteria suggest
that the utilization of telehealth will likely continue to grow.

In general, important features of good telehealth policy include: eliminating unreasonable
and/or unnecessary restrictions on the telehealth practice, ensuring that telehealth services are
covered to the same extent and in a similar manner as in-person services, and establishing clear
priorities that are flexible enough to evolve and be updated when new clinical telehealth
applications are developed and evaluated.’

1. Develop a statewide telehealth strategy that includes the operational aspects of
telehealth, best practices, implementation protocols, technology guidelines, and staff
training standards to guide community behavioral health providers in their telehealth
efforts. The strategy should address opportunities in rural communities to increase overall
broadband capabilities, especially given the affordability and scalability of telehealth.

2. Support infrastructure, implementation, and growth of telehealth in emergency
departments and crisis-response systems (crisis stabilization units and respite) to take
advantage of recently increased funding for expansion of the crisis system across Colorado.
The core role of state research and evaluation networks in transporting medical services
and data should be explored.

3. Support efforts that eliminate restrictions such as the “in-person” requirement related to
prescribing via telehealth, as well as any geographic or population-based limitations to
telehealth imposed on providers.

4. Create incentives and funding mechanisms that support the broad adoption and
implementation of telehealth and other technology that supports the care provided by a
broad range of healthcare providers in community mental health, substance use, and
integrated-care service delivery settings.
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10.

11.

Create Current Procedural Terminology (CPT) codes and adopt reimbursement policies
that allow for telehealth services to be provided to consumers in their homes or other
locations, and to not be confined to clinic-to-clinic or require staff to be present at both
ends of the encounter.

Expand the utilization of telehealth between the two state psychiatric institutes (CMHIFL
and CMHIP) and between the institutes and the community (e.g., for civil patients and the
courts). This is especially important for specific sectors, such as nursing home settings and
youth corrections facilities, where staff to address behavioral health issues is limited.
Telehealth could also be used to provide consultative support to rural hospital emergency
rooms that do not have psychiatric staff.

Explore using telehealth between the state psychiatric institutes and the community
behavioral health center and other community providers to conduct competency
evaluations (i.e., court orders to evaluate competency to proceed) in order to address the
increase in these evaluations, expand capacity in the community system to alleviate
backlogs at CMHIP, and increase the geographic reach of this service. CMHIP has providers
with significant forensic expertise who could support the training and consultation of
community providers conducting competency evaluations. Periodic and consistent training
via telehealth for judges, defense attorneys, public defenders, and forensic evaluators on
the conditions when the request for competency evaluations is most applicable may
alleviate inappropriate requests for competency in the first place.

Identify providers with specialty expertise across Colorado in high-need areas such as
gerontology, child and adolescent, and intellectual/developmental disabilities, to increase
access to appropriate care that aligns with patient needs. Identify existing advanced-degree
programs with a training emphasis on these specialty areas in Colorado, and explore
opportunities to use interns or recent graduates to fill the gaps in high-need areas.

Explore telehealth options aimed at improving coordination between primary-care
providers and behavioral health specialists. Identify ways to provide behavioral health
consultation and support for primary-care practices via telehealth. While the presence of
behavioral health providers in the public system (Federally Qualified Health Clinics and/or
partnerships between Community Mental Health Centers and health clinics) is growing
significantly, use of telehealth within these systems could be expanded. Another potential
solution would be to create a cadre of behavioral health providers who could support
private primary-care practices and be reimbursed for providing behavioral health
consultation via telehealth for patients with psychiatric conditions or for wellness-support
for patients with chronic health conditions.

Expand the provision of home health services to reimburse for behavioral health-related
issues via telehealth.

Expand the use of telehealth for individuals receiving rehabilitation and intellectual
disability services who have a specific need for behavioral health assessment, consultation,
and treatment to complement their current care plan.
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12. Identify hubs for culturally and linguistically competent services statewide (e.g.,
translation, interpretation services for refugee populations, and the deaf and hard-of-
hearing etc.).

13. Consider piloting a state licensure compact between Colorado and bordering states to
expand the provider pool and access to care, especially in rural communities.

14. Expand the use of telehealth for workforce development-related training and supervision
through existing educational networks (e.g., AHECs, academic institutions).

Housing and Employment

Housing

1.

Implement permanent supportive housing (PSH) as an evidence-based practice.
Permanent supportive housing implementation will improve access to affordable
housing and supportive services for people with behavioral health disorders. This
evidence-based practice aligns well with the 159 targeted housing vouchers that
became available in FY 2013-14 targeted for individuals leaving the mental health
institutes and other psychiatric inpatient facilities. The results of the Public Behavioral
Health System and Services Inventory suggest that some elements of the model, such as
assistance finding housing and ongoing supports with independent living skills, are
already available to some consumers. Wider implementation of this evidence-based
practice would help alleviate the shortage of affordable housing and the lack of mental
health services for low-income households. Further, it would directly address the need
for effective interventions to prevent and end homelessness among people with
behavioral health disorders. Implementation of this evidence-based practice must focus
on core elements and meet fidelity as described in the SAMHSA Permanent Supportive
Housing Evidence-based Practices KIT.*

Recruit and train a cadre of regional housing coordinators to work with local housing
providers, including PHAs, landlords, and property managers. Regional housing
coordinators would work to expand access to existing affordable housing and may assist
in expanding the housing stock through strategic partnerships; they would also support
and troubleshoot implementation of PSH. It is recommended that training be provided
for regional housing coordinators on developing housing resources and PSH
implementation and fidelity.

Provide training for provider agencies on PSH. Training must focus on implementation
with fidelity. Lead regional housing coordinators could learn the process and train peers
if the system supports a train-the-trainer structure.
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4,

Set targets for the number of individuals to be served using PSH. PSH should be a
mandatory program for all providers serving adults, and targets should be at least 20
percent of all adults served. Targets can be phased in over a two-year period.

Develop state-level strategic partnerships with the state housing agency and other
crucial partners to create new integrated housing options for people with behavioral
health disorders. Explore opportunities to create a bridge subsidy program through the
use of state general revenue in combination with available HUD funds.

Employment

6.

10.

Continue the implementation and expansion of the individual placement and support
model of supported employment (IPS/SE) as an evidence-based practice. Supported
employment (IPS/SE) will continue to improve access to jobs paying a living wage. The
results of the Public Behavioral Health System and Services Inventory suggest that many
of the agencies are already implementing this evidence-based practice for a portion of
their clients. Wider implementation would help alleviate the shortage of available jobs
and the lack of employment services for people with disabilities. Implementation must
focus on core elements and meet fidelity as described in the SAMHSA Supported
Employment Evidence-based Practices KIT."

Recruit and train a cadre of regional employment coordinators to work with local
workforce centers, employers, city/county employment efforts, and private nonprofit
organizations focused on employment of low-income individuals. Regional employment
coordinators would also support and troubleshoot implementation of SE. It is
recommended that training be provided for regional employment coordinators on
developing job opportunities, expanding training opportunities, and developing IPS
services.

Provide training for provider agencies on IPS/SE. This training can be coordinated with
housing training described above. Training must focus on implementation with fidelity.
Regional employment coordinators could learn the process and train peers if the system
supports a train-the-trainer structure.

Set targets for the number of individuals to be served using the IPS/SE. IPS/SE should
be a mandatory program for all providers serving adults, and targets should be at least
10% of all adults served.

Develop strategic state-level partnerships with the Division of Vocational
Rehabilitation. Address Order of Selection difficulties and mitigate the negative effects
of this practice.

In addition, the following broad actions are recommended to support future efforts to improve
housing and employment for individuals with behavioral health disorders.
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11.

12.

13.

14.

15.

Improve data collection and sharing by all state agencies to identify people in need of
affordable housing, including those who are doubled up, couch surfing, or living in
substandard housing. Include housing status in all client databases.

Ensure that data collection is culturally sensitive to people experiencing homelessness,
and minimize paperwork and pre-authorization to rapidly link people to needed
supports.

Train state and regional workers in trauma-informed care principles.
Redirect spending of state funds and mental health block grant funds on services that
can be covered by Medicaid to improve housing options, provide transportation,

promote employment, and other nonclinical services.

Create a workforce development plan to fund, recruit, and keep providers, especially
mental health and specialty care workers.

Peer Mentors, Recovery Coaches, and Family Advocates

Continue efforts to develop and implement a state certification program for peer
support specialists. Recognize and promote peer support as a unique and respected
discipline. Ensure that peers are actively involved in the design, management, and
oversight of this program. As part of the certification initiative, develop training,
supervision, and continuing education standards for both individual peers and
employing organizations. Ensure that any credentialing program has provisions for
transportability to other states and recognizing certification from other states.

Establish standardized ethical guidelines as part of the certification and develop a
mechanism for oversight and self-monitoring ethical violations — as done in any other
professional certification and licensing process.

Enhance funding to ensure access to quality training for peer specialists and
supervisors of peers across the state.

Enhance and expand current training programs. Link training to the certification and
continuing education requirements. Provide funding support for curriculum
development, “specialist” and “setting-specific” training opportunities, and broader
access to all training. Develop a structure for an internship program that helps bridge
training with employment and certification.

Promote peer attendance at in-state and out-of-state conferences for professional
development, networking, and learning how other states and programs address issues
faced by peers in the Colorado services system.
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6. Address workforce issues, including compensation, access, and upward mobility. Work
with both peer and provider associations and organizations to establish consistent pay
scales; salary enhancement for training, education, and experience; and model job
descriptions. Advocate that multiple peers be hired in a given setting to help combat
tokenism.

7. Expand opportunities within the state for peer mentors. This would entail working with
both the public and private behavioral health service systems to promote employment
of certified peer specialists.

8. Establish a standardized program for training supervisors of peers. Include in the
training information about what a “peer” is, principles of peer support, how to use peer
specialists and mentors in the workplace, and how to support them in their work.

9. Increase public awareness of peer services offered in the state. Include easily
accessible information about peer services on the public materials of institutions that
offer them. Awareness of peer services could increase utilization rates among
individuals who are hesitant to seek services in traditional behavioral healthcare
settings, serving as a more approachable point of entry.

Individuals with Mental lliness Who Are Physically Compromised

There are often significant challenges associated with finding placements for individuals with
behavioral health disorders who are physically compromised and in need of medical care. It is
recommended that several approaches be taken to address the needs of this population in
ways that are both efficient and cost-effective. The proposed recommendations include the
engagement of local inpatient and nursing facilities, community providers, and the state.

1. Consider operation by the state of one or more skilled nursing facilities for the
treatment of individuals with behavioral health disorders requiring medical and/ or
skilled nursing care. Such facilities could be part of the mental health institutes or
State Veterans Community Living Centers. Other options include contracting with
private providers to either operate, or construct and operate, a facility for use by the
state, or expanding the number of state nursing homes, with enhanced behavioral
health supports. Options that allow for individuals requiring this level of medical and
behavioral health care to be served close to their home communities should be strongly
considered. Additionally, options that flexibly allow the needed level of intensive
medical and/or behavioral health treatment to come to the individuals, versus having to
relocate them, offers opportunities to enhance workforce competence for staff treating
these individuals, and allows this population to age in place with less disruption in their
care and treatment.
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2.

Identify hospitals and nursing facilities across the state that already have some
medical and psychiatric capacity, and develop mechanisms to enhance their capacity
to treat psychiatrically challenged individuals with co-morbid physical health
conditions. This approach is more efficient and cost-effective than attempting to
provide an intensive array of medical treatment and supports within a psychiatric
facility. Augmenting existing services offers opportunities for individuals to be treated
closer to their home communities, avoiding unnecessary transportation and separation
from family and support systems. Additionally, developing the capacity to treat serious
mental and physical health conditions concurrently in facilities that are not Institutions
for mental diseases allows federal dollars to cover some of the cost of services for
individuals who are Medicaid-eligible and under the age of 65.

Develop additional state nursing home capacity to meet current and future demand
attributable to population growth, individuals living longer, and the projected increase
in persons with Alzheimer’s disease and dementia. The geographic location of new
capacity should take into consideration regions that have significant service gaps for this
population. Additionally, it may be beneficial to consider telehealth, specifically
behavioral health services, to support individuals with challenging behaviors as they
progress through the stages of their disease and would benefit from behavioral
management interventions and supports and could reduce the need to transfer some
individuals to another facility.

Develop Assertive Community Treatment (ACT) and Forensic Assertive Community
Treatment (FACT) team approaches that include using the medical home model of
care. Such integrated services could be added to the ACT programs that have been
implemented statewide though the Governor’s Strengthening Behavioral Health
Initiative, which provides dedicated ACT to all 17 CMHCs. The FACT team would be
available to actively support individuals residing in a variety of living arrangements from
Supported Housing to assisted-living facilities to nursing homes. These evidence-based
programs were originally developed to engage adults with serious and persistent mental
ilinesses in outpatient psychiatric treatment through the use of outreach and
comprehensive services available 24 hours a day, seven days a week. FACT adds legal
support and leverage for individuals such as those discharged from forensic services or
on conditional release from inpatient forensic programs.

Furthermore, staff from the ACT and FACT teams could provide additional medical
services and supports to these individuals, as needed, to reduce their risk of re-
hospitalization for medical or psychiatric reasons. (Aetna Mercy Maricopa Integrated
Care in Arizona is implementing this model.) Given the seriousness of the offenses for
which forensic individuals were charged and the reluctance of existing private facilities
to serve these individuals, developing intensive community-based programs may allow
many of these individuals to successfully step down from costly inpatient services and
experience an enhanced quality of life.
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Behavioral Health Service Delivery for Specific Populations

1. Explore opportunities to provide services across the continuum for the special
populations with complex treatment and/or behavior-management needs identified in
this section of the report. Specific options for state hospital beds are noted in the
Colorado Mental Health Institutes section of this report.

2. Expand workforce competence through training and consultation to work with the
identified special populations.

3. Develop telehealth capacity to support the behavioral health treatment needs of
special populations, including supports for individuals in rural and frontier parts of
Colorado.

Whole Health Integration

Whole health integration is exploding in Colorado, and OBH’s plans moving forward should
consider the status and knowledge gained through the current initiatives described above. As
noted, several of these initiatives are beginning or ending, and over the next few years there
should be a clearer picture of what works for integration in Colorado, and what next steps are
being taken to support the implementation of best practices at multiple levels. In the
meantime, OBH leadership can continue to support successful whole health integration by
taking the following two key actions:

1. Reach out to and monitor the progress of existing initiatives. The ACT demonstration
project, SIM grant, and SHAPE financing study offer promising avenues for identifying
and addressing key barriers to successful whole health integration. Potential contacts
include:

- ACT project: Larry Green, Larry.Green@ucdenver.edu; Deborah Cohen,
cohendj@ohsu.edu

- SIM Grant: Vatsala Pathy, vatsala.pathy@state.co.us
SHAPE Study: Benjamin Miller, Benjamin.Miller@ucdenver.edu; Patrick Gordon,
patrick.gordon@rmhp.org

2. Build relationships and communication with other Colorado state agencies.
Stakeholders within the Colorado Department of Health Care Policy and Financing were
especially eager to build relationships to create efficient execution, improvement, and
evaluation of programs with shared interests. Further, building these relationships now
will set the stage for successful integration efforts in the future.

Legal Marijuana and Prescription Drug Abuse

Additional data on the impact of marijuana law changes is needed and will come, with time. In
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Recommendations

the meantime, OBH leadership can take steps to facilitate greater success in allocating services
for substance abuse needs as a whole.

1. Redouble drug prevention efforts. Prevention efforts—for youth and adults—were
repeatedly recommended by stakeholders consulted for this report. Education efforts,
including information for families on safe storage of marijuana and prescription drugs,
are essential. Interventions targeting the perception of risk in marijuana and
prescription drug abuse are needed. Both universal and selective prevention efforts
targeting highest-risk regions and populations should be considered. Other state
agencies, including Education and Public Health, may provide useful information on how
prevention efforts can be best targeted.

2. Review treatment and recovery practices in regions 2 and 4 to assess treatment
capacity and service need. These regions appear to have the greatest number of
substance abuse treatment admissions for both marijuana and prescription opioid
abuse as the primary drugs of choice, and though self-reported assessments of service
availability and treatment capacity appeared positive for these regions from the
inventory conducted for this report, further investigation is needed to establish a more
conclusive assessment of service needs in these areas.

3. Build stronger partnerships and communication avenues with state agencies, including
those serving education, public health, Medicaid, and criminal justice interests. There
are many overlapping interests and activities across these agencies, yet state agencies
appear exceptionally siloed. Collaboration with these agencies is one key to
understanding and reacting to the most current marijuana use data (public health),
creating and implementing drug prevention practices (education), tracking and
preventing systemic prescription drug misuse (Medicaid), and meeting the treatment
needs resulting from shifts in drug laws and drug court referrals (criminal justice).

4. Support CDPHE efforts to standardize data quality and collection. This was a major
barrier to compiling current data on the impact of marijuana on service needs, and OBH
should consider ways to support improvements in this area.

5. Create policies and partnerships that encourage the use of core evidence-based
practices. The practices used to prevent, treat, and support recovery from substance
abuse issues are not well defined or accessible in Colorado. Based on stakeholder
reports and existing data, these services appear to vary considerably across the state.
This variation limits peer support, sustainability, and quality improvement through
collaboration and efficient use of funds. Building partnerships with other state agencies,
along with identifying and supporting training and coaching for specific core evidence-
based practices, may help to standardize and regulate the use of research-tested
practices across the state.
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6. Regularly maintain and update content on the Office of Behavioral Health website.
This site can be a key resource for individuals seeking information about drug services,
state initiatives, or other details relevant to marijuana and prescription drug abuse. Yet
website users often find broken links and incorrect contact information throughout the
OBH website. If young users of behavioral health services are to be targeted, the web
presence of OBH should be improved.

Drug Possession Sentencing Reform/Medicaid Expansion

Colorado’s drug sentencing reform efforts and adoption of ACA resources for justice-involved
individuals are both relatively new. It is clear that both will have significant impact on justice-
involved populations in need of treatment, but the full impact will require more time to assess.
Outcomes will depend on how successful criminal justice agencies, particularly probation
offices, are at enrolling the thousands of defendants now eligible for Medicaid or appropriate
health insurance and how the courts intend to take advantage of the ACA to expand treatment
opportunities to those not currently served by specialty courts. Further, it is not yet known
whether treatment providers will adapt their treatment to meet the special needs of this
population or simply demand this population adapts to what they already offer.

Across the nation, some insurance providers have balked at covering court-ordered treatment
that is not prescribed by recognized medical authorities. This may be a particular issue if courts
routinely substitute residential treatment for incarceration. Further, the Medicaid Institute for
Mental Disease (IMD) exclusion has long been a barrier to the use of federal Medicaid funds to
pay for services provided to patients in residential substance use disorder treatment facilities
that have more than 16 beds."? Unfortunately, the ICD-9-CM classified substance use disorders
as mental disorders.

There are strategies that administrators, staff, and other stakeholders can employ in order to
maximize their efforts and ultimately succeed in realizing the full potential of the state’s drug
reform efforts and the ACA.

1. The criminal justice population is unlike most other clients seeking treatment. They
are usually court-ordered and require additional resources and/or multiple treatment
episodes in order to truly recover and maintain a healthy lifestyle. Their criminogenic
needs must be addressed as well as clinical needs. Behavioral health treatment
providers and criminal justice stakeholders must collaborate. This is a relatively new
population for many treatment providers. If expanded treatment capacity is required,
new providers will have to be included and educated on the intricacies of this
population. They will also need to be aware of the separate terms that they use (e.g.,
offender vs. client) to foster greater understanding between the two systems and to
break down preconceived notions. Together, they can press for targeted case-
management programs specifically for justice-involved populations. The systems must
also collaborate on funding: While not all criminogenic needs are covered by Medicaid,
some such as anger management are.
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2. Healthcare and criminal justice systems are large, bureaucratic organizations that
have historically remained separate. New resources under the ACA, especially the
expansion of Medicaid, create opportunities for both sets of stakeholders, but they
must work together. In the past, criminal justice and healthcare systems have existed in
separate “silos.” To ease referrals, the two must create a mutually advantageous
relationship; and to facilitate positive outcomes, all actors must be involved in planning,
implementing, and sustaining programs. This will help to dispel fear or apprehension,
promote cooperation, create a culture of care around individuals, and produce mutual
goals for all involved. For example, behavioral health systems can educate courts and
prosecutors about the benefits of community-based treatment, as opposed to
residential treatment, which may be overused.

3. Resources for treatment and healthcare providers remain low. In order to provide the
specialized supervision necessary for the increased caseload created by drug sentencing
reforms, the state, drug, and specialty courts will require increased judicial resources.
While the ACA makes federal resources available, in 2017 the state will begin to assume
a greater burden for financing Medicaid. It is imperative that stakeholders seek other
funding streams as well. Being able to prove the concept through data collection and
reporting and securing additional resources is important. A sustainability plan to ensure
the longevity for projects is also advisable.

4. There are too few resources to adequately treat and serve all of those in need. There
are high needs, few resources, not enough treatment, and not enough detox services.
This problem is not fully solved by Medicaid coverage. In many cases, Medicaid does not
provide treatment allowances in-network for services that are court-ordered. For
behavioral health services, clients must have a covered diagnosis and go to specific
providers, and the treatment must be deemed medically necessary. These processes
need to be simplified and streamlined to create better service.

5. There is a disincentive for treatment providers to become Medicaid treatment
providers. As contractors with various criminal justice entities, many behavioral
healthcare providers receive set rates. However, Medicaid may only pay a portion of
those rates. As more probationers and parolees obtain Medicaid coverage, the courts
and other administrators must be aware of and able to interpret the changes, and can
adjust accordingly. It is especially important to consider treatment capacity when
assigning conditions of release. Courts might wish to consider appointing an expert, or a
liaison with the behavioral health system, who can determine whether court
recommendations for intensive treatment are appropriate and capable of being fulfilled.

6. Specialty courts have been primarily responsible for the management of drug
offenders. The judiciary may have to explore a broad-based strategy to handle
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offenders with drug treatment needs. It is necessary to increase the capability and the
utility of all courts and criminal justice systems. Prosecutors’ offices should reassess
their culture to ensure that prosecutors are recommending diversion in appropriate
cases. Judges should be prepared to recommend diversion when appropriate, even
when it conflicts with prosecutors’ wishes. Expanding the specialized knowledge of

substance use disorders not only assists in improved ability to serve, but also increases

buy-in for various participants in the process.

7. Clients are receiving care while under correctional supervision, but they may not be
accessing care after discharge. Because of the additional risk for the population after

release, they need to receive special attention and involved planning for accessing care
in the community. Enrollment to receive healthcare benefits is just the first step toward

ensuring the long-term use of care and sustained recovery. Continuity of care and the
lessening of healthcare gaps decrease relapse, overdose, and other chronic health
conditions. It is necessary for criminal justice employees and treatment providers to
cooperate with one another to close these service gaps. This effort can include
processes on the front end through discharge planning, proactive involvement, and
follow-up case management. The use of medication-assisted treatment, including
injected naltrexone, will not only address the heightened risk of drug overdose deaths
for re-entering inmates within the first 30 days, but also will enhance treatment
outcomes thereafter.

142 CFR 424.14 and TIC Leadership Standard 04.01.01
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Introduction and Methodology

In February 2014 the Colorado Department of Human Services’ Office of Behavioral Health
(OBH) released a Request For Proposals (RFP) to conduct a study of existing behavioral health
resources in the state of Colorado and to project future needs. The intent of the study was to
identify and assess existing state and community resources and to recommend strategic future
planning, taking into account the many constituent variables associated with the changing
behavioral health care system. The Western Interstate Commission for Higher Education
Mental Health Program (WICHE), in partnership with the National Association of State Mental
Health Program Directors Research Institute (NRI) and Advocates for Human Potential (AHP),
formed a team of Colorado and national behavioral health experts to complete this study for
OBH.

The Colorado OBH Needs Analysis — Current Status, Strategic Positioning, and Future Planning
study began in August 2014 and concluded with the final report submission in April 2015.
During this time, the project team worked on the 17 specific tasks that were part of the study.
This report contains the findings from these tasks ordered by subject-matter relatedness.

Table 1: Organization of Report

Task Subject Area
1 Inventory of Public Behavioral Health Agencies, Services, and Funding
2 Service Gaps: State and Community Behavioral Health Services
5 Governor’s Plan to Stregthen Colorado’s Behavioral Health System
7 Penetration Rates and Relative Need for Services
4 Aligning and Maximizing OBH Resources and Payer Sources
12 Regional Behavioral Health Service Distribution
9&10 Colorado Mental Health Institutes
11 Community Integration and Olmstead
14 Telehealth
17 Housing and Employment
3 Peer Mentors, Recovery Coaches, and Family Advocates
8 Individuals with Mental Illness Who Are Physically Compromised
6 Behavioral Health Service Delivery for Specific Populations
13 Whole Health Integration
15 Legal Marijuana and Prescription Drug Abuse
16 Drug Possession Sentencing Reform/Medicaid Expansion

This study was informed by literature reviews; focus groups; key informant interviews; state,
national, and regional comparative data; and the following, which are described below:
e Behavioral Health Stakeholder Survey

e Office of Behavioral Health Provider Survey
e Office of Behavioral Health Provider Inventory
e State behavioral health community and inpatient utilization data.
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Behavioral Health Stakeholder Survey

During October 2014, the Colorado Behavioral Health System Stakeholder Survey was available
to stakeholders across the state via an Internet link. The data from the survey were analyzed by
geographic region.

Methodology

Quantitative data were analyzed using SurveyMonkey analytics and Microsoft Excel. Qualitative
survey responses were analyzed following a content analysis approach® using NVivo 10
software for coding and analysis. First, the entire survey results were read through to identify
emergent themes for coding. An initial list of 205 possible codes was generated. This was
organized with a separate coding list for each question, resulting in duplicate codes. The initial
set of codes was reviewed by the WICHE research team and organized into 15 parent themes
with a total of 120 possible sub-themes or codes. We subsequently reread each response to
each qualitative question, coding the responses.

Following coding, we used NVivo to analyze the most common codes for each qualitative
guestion to identify those response themes with the most agreement across respondents.
Additionally, we employed NVivo’s powerful query tools to identify code relationships for key
study topics and common themes, such as co-occurring, geriatric, and serious medical illness.
This allowed us to identify common issues that stakeholders discussed in relation to topics of
particular interest to OBH and topics commonly raised across all survey responses and
questions.

Results

The survey link was broadly shared across state and county human service agencies; public and
private health and behavioral health providers; education, law enforcement, judicial, and
corrections system agencies; and behavioral health advocates and individuals using behavioral
health services—referred to as consumers in this report—and their families. The table below
illustrates the distribution of the 1,495 of the 1,512 respondents from across Colorado who
completed the survey and identified a region. Twenty-eight survey respondents skipped this
item, and 106 respondents selected the “other” category—which included individuals such as
non-specific community citizens, clergy, business owners, researchers, and so on.

It is important to note that the stakeholder survey allowed respondents to skip any items they
did not wish to answer; therefore the number of responses varies by survey item. The chart
below illustrates the distribution of the survey respondents. More than 300 respondents were
community behavioral health providers, the largest group of respondents across all of the
categories. There was a good distribution of other respondents across most of the remaining
categories.
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Figure 1: Stakeholder survey respondents
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Stakeholder survey respondents: gender
More than three-quarters (76.9 percent) of the survey respondents were female.

Stakeholder survey respondents: race/ethnicity Table 2 shows the ethnicity/race distribution
of survey respondents.

Table 2: Stakeholder survey respondents’ ethnicity/race (note all that apply)
Percent of Total Response
Response Options Responses Count
American Indian or Alaska Native 1.6% 24
Asian 1.1% 16
Black or African American 2.9% 42
Native Hawaiian or Other Pacific Islander 0.03% 4
White 88.3% 1287
Hispanic or Latino 8.6% 125
Other (written comments) 25
Total Responses 1523

Survey respondents were asked to identify the region in which they reside based on
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theircounty. The table below shows the distribution of respondents from across the state by
their identified region. These seven regions were based on the geographic regions developed
by the Colorado Department of Health Care Policy and Financing (HCPF) for the Regional
Collaborative Care Organizations (RCCOs) to implement Accountable Care. The geographic
regional distribution was requested for this study by OBH.

Table 3: Stakeholder survey respondents’ region of residence
Percent of RSO
Response Options Total
Count
Responses
Region 1 -Western Counties: Archuleta, Delta, Delores, Eagle, Garfield,
Grand, Gunnison, Hinsdale, Jackson, La Plata, Larimer, Mesa, Moffat, 26.5% 396
Montezuma, Montrose, Ouray, Pitkin, Rio Blanco, Routt, San Juan, San '
Miguel, Summit
Region 2 - Northeastern Counties: Cheyenne, Kit Carson, Lincoln, Logan, 9.5% 142
Morgan, Phillips, Sedgwick, Washington, Weld, Yuma '
Region 3 - Counties: East and South Metro: Adams, Arapahoe, Douglas 15.4% 230
Region 4 - Southeastern Counties: Alamosa, Baca, Bent, Chaffee,
Conejos, Costilla, Crowley, Custer, Fremont, Huerfano, Kiowa, Lake, Las 10.9% 163
Animas, Mineral, Otero, Prowers, Pueblo, Rio Grande, Saguache
Region 5 - County: Denver 17.1% 256
Region 6 - North and West Metro Counties: Boulder, Broomfield, Clear 14.0% 210
Creek, Gilpin, Jefferson
Region 7 - Counties: Elbert, El Paso, Park and Teller 6.6% 98
Total Responses 1495

Office of Behavioral Health Provider Survey

During October 2014, the Colorado Behavioral Health System Provider Survey was available for
community mental health and substance-use providers from across the state to complete using
an Internet link. The link was shared with member agencies of the Colorado Behavioral
Healthcare Council. The table below indicates the number of agencies that responded from
each of the seven geographic regions. For reporting purposes, an “X” is used to designate the
provider responses in each of the regions throughout this report, not the specific number of
responses, since there was variation in the number of providers across the regions.

Table 4: Number of Provider Respondents by Region
Region
Geographic Region | 1 2 3 4 5 6 7
Number of Respondents 2 5 5 3 5 3 1

Qualitative data from the provider survey were analyzed following content analysis procedures?
to identify emergent themes. As there were only 20 respondents to this survey, we did not use
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NVivo software. Quantitative data were analyzed using SurveyMonkey analytics and Microsoft
Excel.

Office of Behavioral Health Provider Inventory

An inventory template was developed to capture the array of programs and services provided
across the state. Additionally, information about service gaps, workforce, and special
populations was collected. The inventory was disseminated to provider agencies with OBH
contracts. The Colorado Behavioral Health Council and Colorado Providers Association
distributed the inventory to their members. This inventory was conducted between November
2014 and January 2015. The findings from the inventory are presented in this report across all
seven regions. Individual regional reports are included in the appendices.

Methodology

WICHE developed an inventory template to collect information about resources available for
behavioral health consumers. The inventory represents a snapshot of the programs and
services available across seven geographic regions. Again, these geographic regions are based
on the regions developed by HCPF for the RCCOs to implement Accountable Care. These
regions also reflect the inventory and analysis distribution requested by OBH.

Administration

All 17 Community Mental Health Centers (CMHCs), one specialty clinic, and two substance-use
provider agencies completed all or part of this inventory during November 2014 through early
January 2015. Much appreciation is extended to the staff who completed this Inventory.

Limitations

The comprehensiveness of the inventory information received varied across providers, and
some did not provide information for each item. Therefore, the completeness of the data is
variable from region to region. Nonetheless, the findings offer current approximations of
community-based mental health programs, services, capacity, and gaps in Colorado as reported
by provider agencies in each of the seven regions. The data provided in the inventory were not
verified through other sources. However, when it was apparent that the data reported were
from outside the providers’ geographic region, the data were not included. For example, some
providers identified all the nursing homes in which they place clients instead of only those
located in their geographic region. Another limitation of the data is that Elbert County is located
in the service area for Centennial Mental Health Center, however is located in the region 4
geographic service area used for this study.
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State behavioral health utilization data

OBH and HCPF provided FY 2013-14 client and service utilization data aggregated by counties
and/or the seven designated regions. In addition, the state Mental Health Institutes provided
10 years of hospital capacity and utilization data. HCPF did not provide client-level data on
people receiving their services and did not separate their service data by mental health and
substance use clients. The lack of client-level data from HCPF made it impossible to generate a
full and unduplicated count of all clients receiving behavioral health services from OBH and
HCPF. The OBH client counts include an unspecified number of clients who also received
Medicaid behavioral health services during FY 2013-14; and the HCPF client counts include an
unspecified number of clients who received OBH-funded services in 2014 as well. However,
neither agency was able to provide client-level data.

State behavioral health fiscal data

OBH and HCPF provided FY 2013-14 appropriations and expenditure data. In addition, we used
public documents available from the Colorado General Assembly to collect and compile fiscal
information.

1Berg, , B. L. (2001). Qualitative research methods for the social sciences. Needham Heights, MA, Allyn & Bacon.
2 Berg, , B. L. (2001). Qualitative research methods for the social sciences. Needham Heights, MA, Allyn & Bacon.
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Inventory of Public Behavioral Health Agencies, Services and
Funding

Introduction

This section of the report includes the following information:

e A description of the various state departments and programs responsible for
administering and funding behavioral health services in Colorado

e Adiscussion of the types of services provided by these agencies, including eligibility
requirements for services

e A description of the geographic regions used to provide service, funding, and inventory
data

e The number of individuals served and the quantity of services provided

e Agency funding and expenditures, including national comparative data

e Results obtained from a services inventory completed by providers, including each
Community Mental Health Center (CMHC).

State agencies with responsibilities for behavioral health services®

Behavioral health services in Colorado are provided primarily by two state agencies. Additional
state agencies, or units of state agencies, have responsibility for population groups that may
have behavioral health service needs in addition to the services for which that agency is
primarily responsible (e.g., CDHS Division of Child Welfare, CDHS Division of Youth Corrections,
Colorado Department of Corrections). The two state agencies with greatest responsibilities for
behavioral health services are:

e The CDHS Office of Behavioral Health (OBH), which is responsible for policy
development, service provision and coordination, program monitoring and evaluation,
and administrative oversight of the state's public behavioral health system. Funding in
this section supports community-based mental health and substance-use disorder
(SUD) services for indigent individuals who are not eligible for Medicaid, as well as
behavioral health prevention services.

e The Department of Health Care Policy and Financing (HCPF), which administers the
joint state-federal Medicaid program that funds the majority of behavioral health
services in Colorado. Services are funded through two primary mechanisms. HCPF
contracts with Medicaid-eligible providers through a Medicaid mental health capitation
program. In addition to the capitated model, HCPF administers a fee-for-service (FFS)
mental health program and a Home and Community Based Services (HCBS) mental
health services waiver program.
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Behavioral health services for children, youth, and families involved in the child welfare and
juvenile justice systems are provided, respectively, by the Division of Child Welfare and Division
of Youth Corrections within CDHS, as well as the State Judicial Department, Office of the State
Court Administrator, through both the Division of Probation Services (for youth on probation)
and Youth Offender Services (for youth served in the adult system).

Services for adults in the correctional system are carried out by multiple agencies: the
Department of Corrections for people in state prisons; the Department of Public Safety for
people involved in community corrections; the State Judicial Department (Office of State Court
Administrator, Division of Probation and Division of Parole Community Corrections) for
community and residential services and regulatory oversight of community providers working
with offenders; and local counties for people in jails and in some subsets of probation.

The Colorado Department of Education manages and funds special education, behavioral
health programs in schools, and a positive behavioral supports program.

The Colorado Department of Public Health and Environment (CDPHE) oversees all licensing
for health facility providers, including hospitals, community mental health centers, and
community mental health clinics. However, CDPHE delegates regulatory programmatic
oversight to OBH for any mental health-focused centers, clinics, and other specialty health
facilities and agencies. OBH is uniquely responsible for the oversight and licensure of substance-
use treatment agencies. CDPHE houses the Office of Suicide Prevention, which manages the
state’s suicide prevention programs, and the Behavioral Health Emergency Preparedness and
Response Division, which coordinates statewide mental health and substance-use disorder
training, preparedness, and response functions following man-made and natural disasters. OBH
works collaboratively with CDPHE on these initiatives.

Many people with behavioral health issues access care through safety net providers other than
community mental health centers and substance-use disorder providers. These other safety
net providers include Federally Qualified Health Centers (FQHCs), Rural Health Clinics, and
School-Based Health Clinics. FQHCs are major sources of primary care-based mental health and
SUD treatment in Colorado. There are 15 FQHCs in Colorado operating 123 clinic sites in 33
counties. Many offer integrated behavioral health treatment, often in collaboration with
community mental health providers.

Behavioral health services for members of Colorado’s two American Indian Tribes (Ute
Mountain Ute Tribe and Southern Ute Indian Tribe) are either provided directly by the federal
Indian Health Service or purchased and delivered directly by the Tribes using tribal and federal
funds. The vast majority of American Indians, Native Americans, and Alaska Natives living in
Colorado reside outside of reservations and receive their care through a variety of providers,
mostly in the Denver metro area.

Department of Regulatory Agencies (DORA) includes oversight of physicians and other licensed
providers of behavioral health services through boards overseeing each provider group.
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Mental health services provided by OBH and HCPF
Office of Behavioral Health - Mental Health Community Programs

Services for indigent individuals. OBH supports community-based mental health and
substance-use disorder services for indigent adults and youth who are not eligible for Medicaid.
OBH also operates the state’s two inpatient psychiatric hospitals, located in Denver and Pueblo
(the Colorado Mental Health Institutes at Fort Logan and Pueblo). OBH serves as the federally
designated Single State Authority (SSA) for substance-use disorder prevention and treatment,
and State Mental Health Authority (SMHA) to oversee distribution of two federal block grants
for mental health and substance use prevention and treatment.

OBH provides funds through 17 service (catchment) areas. The residents of each of these
service areas are the responsibility of a designated CMHC that receives state general funds,
Mental Health Block Grant funds, federal Medicaid funds, and local funds to provide mental
health services. OBH determines the distribution of state-appropriated funds for community
mental health services according to the Colorado Needs Assessment Model, which determines
the level of funding for each community mental health center. An annual performance contract
is negotiated with each center, specifying the minimum numbers of persons in each targeted
population to be served, and the amounts of various types of services to be provided. Each
CMHC is responsible for providing a set of core services, including services affecting access such
as 24-hour emergency and case management services.

Among the many mental health providers that provide services to ethnic minorities, there are
two specialty clinics that provide mental health services that take language and cultural
requirements into account. Servicios de La Raza provides services to Latino/ Hispanic persons
with serious mental illnesses, while the Asian Pacific Center for Human Development provides
services to Asian and Pacific Islander persons with serious mental ilinesses.

To quality for OBH-funded treatment services, adult and older-adult clients must haveaSerious
Mental lliness (SMI). Children may or may not have a Serious Emotional Disturbance (SED and
adolescents must have an SED. In addition, the individual must:

e Have an income less than 300 percent of the federal poverty level

e Not be eligible for Medicaid

o Not receive mental health care from any other source.

The following map details the 17 community mental health centers and two specialty clinics.
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Figure 2: Community Mental Health Centers by County Served

Y Servicios de la Raza ’ Axis Health Systems, Inc ’ Mental Health Center of Denver
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O AspenPointe <> Jefferson Center for Mental Health North Range Behavioral Health
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.Aumu Mental Health Center O Mental Health Partners <> San Luis Valley Behavioral Health Group

Source: Colorado Behavioral Healthcare Council

Each CMHC is responsible for providing a set of core services including assessment;
rehabilitation; emergency services; clinical treatment services; residential services; inpatient
services; vocational services; psychiatric/medication management; interagency consultation;
public education; early intervention; consumer advocacy and family support; case
management; and day treatment, home-based family support, and/or residential support
services.

Each CMHC has designated access to inpatient beds at one of the mental health institutes,
and is responsible for managing admissions to the available beds for adults within its
service area. These allotted inpatient beds are funded through the Mental Health Institutes
subsection of the state’s Long Appropriation Bill. If a CMHC requires additional inpatient beds
for adults within its service area, it must purchase the services directly from other public or
private hospitals.

Categorical services for indigent individuals. In addition to a set allocation amount for services
to indigent adults and youth, OBH funds CMHCs and community providers to provide various
categorical services, including:

e Medications for medically indigent clients
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School-based mental health services

Support for Acute Treatment Unit (ATU) facilities operated by two mental health centers
Assertive Community Treatment (ACT) programs

Intensive case-management services provided by one mental health center
Services for adult and juvenile offenders

Alternatives to inpatient hospitalization at a mental health institute

Jail-based behavioral health services to county jail inmates with a substance use
disorder, including a co-occurring mental health disorder

Co-occurring behavioral health services to adolescents and adults in southern
Colorado and the Arkansas Valley

Vocational rehabilitation services

Services for individuals who are deaf.

Other services (not limited to indigent individuals). OBH funds services that are not limited to
indigent (non-Medicaid eligible) individuals, including:

Mental health treatment services for youth without a dependency or neglect action
Mental Health First Aid

Crisis response services, including statewide telephone hotline/warm line, walk-in,
stabilization, mobile, residential, and respite services

Statewide marketing for crisis response services

Community transition services to individuals served by Behavioral Healthcare Inc. for
the provision of intensive case-management services to assist mental health institute
patients with their transition to the community.

A more detailed discussion about the statewide crisis response services and community
transition services is provided later in this report.

Office of Behavioral Health — Colorado Mental Health Institutes

OBH operates two mental health institutes providing inpatient hospitalization for individuals
with serious mental illness. The institutes serve as the state safety net provider of inpatient
psychiatric services, treating primarily indigent, Medicaid-eligible, and Medicare-eligible
individuals. The Colorado Mental Health Institute at Fort Logan (CMHIFL) serves adults civilly
committed to inpatient care and includes four inpatient units totaling 94 beds. The Colorado
Mental Health Institute at Pueblo (CMHIP) serves adolescents, adults, and older adults
ordered by the courts for treatment, under a civil or forensic (criminal) commitment, and
include 451 beds. (These beds were reduced to 449 in July 2014; however the most recent
fiscal year data for this report are based on FY 2013-14 data.)

Office of Behavioral Health - Substance Use Services

Treatment and detoxification services. OBH contracts with four managed service organizations
(MSOQs) for the provision of substance-use disorder treatment and detoxification services in
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seven catchment areas for indigent individuals who are not eligible for Medicaid and to provide
services not covered by Medicaid. The MSOs subcontract with 40 local treatment providers in
locations around the state to deliver these services. OBH requires the MSOs to place an
emphasis on providing services to persons involuntarily committed by the courts, pregnant
women and women with dependent children, adult and adolescent intravenous drug users,
drug-dependent adults and adolescents with human immunodeficiency virus (HIV) or
tuberculosis, and uninsured individuals. The map below depicts the seven MSO catchment
areas.

Figure 2: Managed Service Organization Catchment Areas

MSO SSPA
Boulder County Public Health Lo 3
AspenPointe (>
Signal Behavioral Health Network, Inc. ® @
West Slope Casa, LLC &

Source: Colorado Behavioral Healthcare Council

The Office of Behavioral Health arranges for non-hospital detoxification and treatment
services with one contract for each catchment area. However, treatment and detoxification
are two different levels of care that have separate and distinct contract admissions
requirements.

e Non-hospital detoxification services. Individuals who are intoxicated by alcohol or drugs
are evaluated and provided services necessary to protect client and public health and
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safety until the blood level of the intoxicating substance(s) is zero. Detoxification and
shelter services serve a dual purpose by protecting individual and public health and
safety, and serving as an entry point for treatment. Detoxification services are critical for
law enforcement and community protection, but do not constitute treatment for
substance abuse.

e Treatment. Basic treatment services include: detoxification; outpatient opioid
replacement treatment; individual, group, and family outpatient therapy; intensive
outpatient therapy; transitional residential treatment; therapeutic community, and
intensive residential treatment.

Prevention program services. OBH contracts with statewide and local prevention programs
by providing partial funding for services designed to prevent the illegal and inappropriate
use of alcohol, tobacco, and other drugs. Services include mentoring, tutoring, life skills
training, parenting training, creative arts, education/resource centers, DUl prevention
programs, and employee assistance programs. Prevention strategies used by OBH, and its
contractors include:

e Information distribution regarding the nature and extent of use, abuse, and its
effects on individuals, families, and communities

e Substance-free activity development for community events

e Community development, which helps groups, neighborhoods, or communities plan and
implement a range of prevention services

e Prevention education, which involves a structured, formal research-based curriculum
and problem identification and assessment, which determines whether substance
abusing and behavior can be reversed through education

e Community-based efforts to establish or change written and unwritten community
standards and attitudes influencing the incidence and prevalence of the abuse of
alcohol, tobacco, and other drugs.

Department of Health Care Policy and Financing — Mental Health Capitation Program

The majority of behavioral health services in Colorado are funded through the joint
state-federal Medicaid program administered by HCPF. Services are funded through two
primary mechanisms. HCPF contracts with Behavioral Health Organizations (BHOs) through a
Medicaid mental health capitation program. In this model, HCPF pays the BHOs a specified
capitation rate on a per member-per-month basis for eligible consumers who live within the
geographical catchment area of the BHO. Under this system, the BHO is at risk in that it must
provide services to all Medicaid-eligible consumers who are in need of and present for services.
The BHOs then subcontract with a number of providers (including CMHCs) within their
catchment areas.

Since January 1, 2014, BHOs have also been responsible for providing SUD services to Medicaid
clients. Similar to mental health services provided by BHOs, a client must have a covered SUD
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diagnosis, and receive a covered SUD service or procedure that is medically necessary. Covered
services include: alcohol/drug assessment, detoxification services, individual and group
behavioral health therapies, targeted case management, drug screening and monitoring,
medication-assisted treatment, and peer advocate services.

The map below depicts the five regional BHOs with which HCPF contracts.

Figure 3: Behavioral Health Organizations by County Served

’ Northeast: Northeast Behavioral Health Partners, LLC

Colorado Medicaid Capitation . Metro: Colorado Access Behavioral Care
Behavioral Health Organizations Metro West: Foothills Behavioral Health Parmers, LLC
by Geographic Service Area . Metro East: Behavioral Healthcare, Inc.

’ Colorado Health Partnerships, LLC

Other Medicaid behavioral health programs. In addition to the mental health capitation
program, HCPF provides:
o A fee-for-service mental health program for individuals not included in the capitation
program
e A Home and Community Based Services (HCBS) mental health services waiver program
e Fee-for-service Medicaid psychiatric residential treatment facility (PRTF) benefit for
children
e Fee-for-service Colorado Child Health Plan Plus (CHP+) mental health services.
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Colorado Indigent Care Program (CICP): Some clients may access care through the Colorado
Indigent Care Program administered by HCPF. CICP is focused primarily on healthcare and not
mental health care. It is possible that some mental health services are provided by some of the
CICP providers but we are unable to determine either the types of services provided or the
number of individuals receiving mental health services funded by CICP.

Mental health capitation services. Under the terms of the contract with HCPF, BHOs are
required to provide the following services to BHO members with a covered diagnosis:
e Inpatient hospitalization*
e Outpatient services, including:
-psychiatrists
-rehabilitative services
-group behavioral health therapy
-individual behavioral health therapy
-individual brief behavioral health therapy
-family behavioral health therapy
-behavioral health assessment
-medication management
-outpatient day treatment
e Emergency services
e Crisis services, including emergency services and post-stabilization care services
e School-based services
e Targeted case management
e Alcohol and/or drug assessment
e Drug screening and monitoring
e Medication-assisted treatment
e Qutpatient hospital services
e Detoxification and related services
e Covered 1915(b)(3) waiver (alternative) services, including:
-vocational services
-intensive case management
-prevention/early intervention activities
-clubhouse and drop-in centers
-residential services* (24-hour care provided in a non-hospital, non-nursing
home setting, excluding room and board)
-Assertive Community Treatment (ACT)
-recovery services
-respite services

Services noted with an asterisk (*) are not covered for a client for whom the primary diagnosis
is a substance use disorder (SUD). However, Medicaid covers service costs during the
assessment period of the client’s hospitalization even if the primary diagnosis is ultimately
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determined to be a SUD.

Colorado behavioral health study regions

For the most part, the data provided in this report are based on the regions identified in the
map below. These regions are also the state regions used for the Accountable Care

Collaborative (ACC) program administered by HCPF. The ACC is the state's primary-care

Medicaid program. Seven Regional Care Collaborative Organization (RCCOs) provide a network

of care and direct clients to providers. Data are also provided based on Behavioral Health

Organization (BHO) and CMHC catchment area boundaries when data were not available based

on RCCO boundaries. It is important to note that RCCO, BHO, and CMHC boundaries do not
match up directly.

Figure 4: Regional Care Collaboration Organizations — Regions Used for Study

Mofiat

Routt

4,:;‘:0_r’7

Garfield

Jackson

Eagle

Mesa

Delta

Montrose ﬂ
Ouray

Pitkin

Gunnison

San Miguel

Dolores

an Juan (Hinsdale]

Montezuma

LaPlata

Mineral

Chaffee

Saguache

—

Rio Grande

N\

Archuleta

Conejos

Park

Alam:

Larimer

Boulder _

leffersor

H

Fremont

Custer

Sedgwick
Logan
Phillips
Weld
Morgan
Nashington Yuma
Arapahoe
Elbert
Douglas Kit Carsan
Lincoln
Teller
El Paso Cheyenne
Kiowa
Crowley
Pueblo
Otero Bent Prowers

Huerfano

Las Animas

Costilla

Baca

Region 2
Region 3
Region 4
Region 5
Region 6
Region 7

Colorado Office of Behavioral Health Needs Analysis —
Current Status, Strategic Positioning, and Future Planning

50



Inventory of Public Behavioral Health Agencies, Services and Funding

The agencies that responded to the inventory are identified below, with region noted in
parentheses:

e Arapahoe Douglas Mental Health (3)

e ARTS(2)

e AspenPointe Inc. (7)

e Aurora Mental Health Center (3)

e Axis Health System Inc. (1)

e Centennial Mental Health Center (2)

e Community Reach Center (3)

o Jefferson Center for Mental Health (6)

e Mental Health Center of Denver (5)

e Mental Health Partners (6)

e North Range Behavioral Health (2)

e Servicios de la Raza ( 5)

e San Luis Valley Behavioral Health (4)

e Sobriety House ( 5)

e Solvista Health (4)

e Southeast Health Group (4)

e Spanish Peaks Behavioral Health Centers (4)
e The Center for Mental Health (1) formerly Midwestern Colorado Mental Health Center
e Touchstone Health Partners (1)

The table below identified the population from the Colorado State Demography Office by
region for the identified age groups.

2015 Projected Population by Age Group

Region 0-19 years 20-39 years 40-59 years 60+ years Total

1 368,413 384,023 365,475 267,981 1,385,892
2 108,958 100,611 94,605 67,558 371,732
3 264,608 242,970 275,443 162,587 945,608
4 85,842 86,403 92,039 93,467 357,751
5 162,703 239,816 161,187 111,608 675,314
6 229,232 251,902 277,339 202,615 961,088
7 206,334 205,985 194,822 134,555 741,696

Colorado 1,426,090 1,511,710 1,460,910 1,040,371 5,439,081
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Individuals served and services provided (FY 2013-14)

The following section provides data about the number of clients served, and services provided,
by providers funded by OBH and HCPF.? It is important to note that the data on individuals
served and services provided have limitations. Both HCPF and OBH data include clients served
by OBH and HCPF, respectively. Also the HCPF data does not separate mental health and
substance use clients receiving services.

OBH indigent (non-Medicaid) individuals served in FY 2013-14. OBH contracts with the CMHCs
to provide mental health services to individuals not eligible for the Medicaid program. These
contracts define the populations of “targeted” indigent individuals to be served as follows:

e Adults and older adults with serious and persistent mental illness (SPMI) - persons who
have a mental illness that seriously impairs their ability to be self-sufficient, and who
have been persistently ill for more than a year or have been hospitalized for intensive
mental health treatment.

e Adults and older adults with serious mental illness (SMI) - persons who are diagnosed
with major mental illnesses such as schizophrenia or severe affective disorders but who
may not meet the definition of "persistent" because of the duration of their illness, the
intensity of treatment they have received formerly, or the level of their dysfunction.

e Children with serious emotional disturbances (SED) and/or non-SED children - children
defined as those ages 0-11 who have emotional or mental health problems so serious
that their ability to function is significantly impaired and, as a result, their ability to stay
in their natural homes may be in jeopardy.

e Non-SED children - defined as those ages 0-11 who have emotional or mental health problems
that are in need of early intervention.

e Adolescents with SED - youth ages 12-17 who have emotional or mental health problems so serious
that their ability to function is significantly impaired and, as a result, their ability to stay in their
natural homes may be in jeopardy.

e  Non-SED adolescents - defined as those adolescents ages 12-17 who have emotional or mental
health problems that are in need of early intervention.
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Table 1 details the number of unique individuals served in FY 13-14 by region.

Table 1: OBH Indigent Mental Health - Ever target status during FY 2013-14 (Non-Medicaid )

Region

1 2 3 4 5 6 7 | ToTAL
Child SED 1,387 | 802 | 1,588 | 957 | 611| 1,013| 991| 7,349
Child Non SED 122 66| 283| 145 57| 207 72 952
Adolescent SED 886 | 606| 992| 526| 456| 723| 704| 4,893
Adolescent Non SED 426 | 241| 736| 362 223| 14| 289 2,891
Adult SPMI 765 | 309| 549 516| 503| 513| 391| 3,546
Adult SMI 3,547 | 1,784 | 3,260 | 2,616 | 1,656 | 3,331 | 2,098 | 18,292
Adult Non SPMI/SMI 1,741 | 628 | 1,484| 832 397| 1,100| 628| 6,810
Older Adult SPMI 97 41 40 34 54 83 18 367
Sg;'er S (O B 1,001 | 417| 764| 761| 511| 1,056| 576| 5,086
Older Adult No SPMI/SMI 96 44 65 44 31| 158 33 471
TOTAL 10,068 | 4,938 | 9,761 | 6,793 | 4,499 | 8,798 | 5,800 | 50,657

OBH substance use individuals served. Table 2 below details the number of unique individuals
who received substance use services during FY 2013-14, by region. Please note that some of
these individuals may also be included in the Medicaid capitation program data provided in

Table 3.

Table 2: Substance Use - Age Groupings by Region (OBH) FY2013-14

Region
1 2 3 4 5 6 7 TOTAL
Child/Adolescent 408* | 294* 522* | 349* 286* 677 | 263* | 2,799
Adult 9,594 ( 4,627 | 13,990 | 7,327 | 12,828 | 9,984 | 7,410 | 65,759
Older Adult (Age 50 or Over) 408 | 294* 522* 349 286 6772 263 | 2,799
TOTAL 11,964 | 5,723 | 17,305 | 9,456 | 16,911 | 12,827 | 9,412 | 83,598

*The data provided included age ranges where the value was less than 10 individuals and therefore not reportable
due to HIPAA regulations. The total number served was derived from a different table within the spreadsheet, so it
does not exactly match the data within this table.

HCPF Medicaid Capitation Program individuals served in FY 2013-14. Table 3 provides the
number of unique individuals served by the Mental Health Capitation Program in FY 2013-14.
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Table 3: Medicaid Capitation Program - Population Served by Region (FY 2013-14)

Region
1 2 3 4 5 6 7 TOTAL
Child/Adolescent 4,407 | 2,477 | 8,253 | 3,476 | 4,413 | 3,908 | 4,424 | 31,358
Adult 6,857 | 2,777 | 9,195 | 5,772 | 7,536 | 6,062 | 5,431 | 43,630
Older Adult (Age 50 or Over) 2,270 | 944 | 2,832 | 2,152 | 3,999 | 2,435 | 1,730 | 16,362
Total Served 13,534 | 6,198 | 20,280 | 11,400 | 15,948 | 12,405 | 11,585 | 91,350

NOTE: Some of the individuals served are counted in both of the above tables depending on
changes in Medicaid eligibility—and whether, if Medicaid-eligible, they also receive services
provided through OBH contracts. Therefore, the data from these tables should not be
combined, as it would be a duplicated count of persons served.

Services Provided to OBH Clients. Tables 4 and 5 provide details about services provided to
OBH clients in FY 2013-14.

Table 4: OBH Indigent Mental Health — Services Provided by Region (FY 2013-14)

Region

Service Category 1 2 3 4 5 6 7 TOTAL
Alcohol / Drug 90 77 156 51 207 | 2207 | 57 | 2,845
Assessment
Alcohol / Drug Case 0 8 3 0 0 0 4 15
Management
Alcohol / Drug Tx/ 1 0 5 118 0 0 0 124
Recovery Service
Case Management 1,243 1,129 1,363 1,395 1,706 2,457 278 9,571
Community 0 0 18 0 0 0 0 18
Integration
Crisis Intervention 1,161 14 253 739 31 362 57 2,617
Domiciliary Care 0 0 0 0 0 66 0 66
Drug Screening 0 0 89 0 13 0 0 102
Hospital Care 641 0 0 0 0 0 0 641
Medication 55 65 629 | 1,010 | 247 384 25 | 2,415
Administration
Medication 5 15 169 3 509 60 4 765
Management
Mental Health 1,496 | 692 | 1,745 | 1,125 | 873 1,769 | 459 | 8,159
Assessment
Mult|d|§C|pI|nary 85 0 1 0 0 0 0 36
Evaluation
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Table 4 continued: OBH Indigent Mental Health — Services Provided by Region (FY 2013-14)

Region
Service Category 1 2 3 4 5 6 7 TOTAL
Sifsfi'fe / Outpatient 741 513 798 338 988 | 1,799 | 243 | 5,420
Psych Testing 0 2 0 2 27 2 1 34
Res SUD Tx Program 254 19 849 176 80 110 89 | 1,577
Eg;;?fr;x Program - | 54, 0 71 0 2,461 | 467 0 3,276
Res SUD Tx Program - | 0 111 0 545 554 0 1,210
Short Term
Respite Care 0 0 0 18 0 0 0 18
Skll!gd Nursing 0 0 0 0 5 3 0 3
Facility Care
ggr?lif:tream 65 72 329 57 | 1,678 | 398 289 | 2,888
égfcztrieo":”t'on 4 58 29 1 18 834 68 | 1,012
Supported Housing 0 0 9 0 0 0 0 9
;‘isitcrze”t/ Recovery | ¢340 | 3,206 | 10,062 | 3,874 | 5241 | 9,082 | 2,337 | 40,232
Tx Plan Development 7 1 204 255 613 250 73 1,403
Grand Total 12,465 | 5,961 | 16,893 | 9,162 | 15,242 | 20,804 | 3,984 | 84,511
Note: Does not include 704 “add on” service codes added to services to reflect case complexity
Table 5: OBH Indigent Mental Health — Services Provided by Percent of Total Services (FY 2013-14)
Region
Service Category 1 2 3 4 5 6 7 TOTAL
T R
S;erjit:ge”t/ CCOVEIY | 50.86% | 55.29% | 59.56% | 42.28% | 34.39% | 43.66% | 58.66% | 47.61%
Case Management | 9.97% | 18.94% | 8.07% | 15.23% | 11.19% | 11.81% | 6.98% | 11.33%
Zﬂsiz_f,i:n'lﬁ'th 12.00% | 11.61% | 10.33% | 12.28% | 5.73% | 8.50% | 11.52% | 9.65%
Sg'tce /Outpatient | ¢ g0 | ge105 | 472% | 3.69% | 6.48% | 8.65% | 6.10% | 6.41%
R‘EZ S:TDeIXm Program | 522% | 0.00% | 0.42% | 0.00% | 16.15% | 2.24% | 0.00% | 3.88%
:gr?/f:tre“h 052% | 1.21% | 1.95% | 0.62% | 11.01% | 1.91% | 7.25% | 3.42%
QLZZZS;/e'ztr”g 072% | 1.29% | 092% | 0.56% | 1.36% | 10.61% | 1.43% | 3.37%
Crisis Intervention 931% | 023% | 1.50% | 8.07% | 0.20% | 1.74% | 1.43% | 3.10%
AM den‘:;i?:t"::ﬁon 044% | 1.09% | 3.72% | 11.02% | 1.62% | 1.85% | 0.63% | 2.86%
Res SUD Tx Program | 2.04% | 0.32% | 503% | 1.92% | 052% | 0.53% | 2.23% | 1.87%
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Table 5 con’t.: OBH Indigent Mental Health — Services Provided by Percent of Total Services (FY 2013-14)
Region
Service Category 1 2 3 4 5 6 7 TOTAL
E’;\'::I’meent 006% | 002% | 1.21% | 2.78% | 4.02% | 1.20% | 1.83% | 1.66%
Res SUD Tx P
' gijrli e 2P| 0.00% | 000% | 0.66% | 0.00% | 3.58% | 266% | 0.00% | 143%
ngcztr;":”t'on 003% | 097% | 0.17% | 0.01% | 0.12% | 4.01% | 1.71% | 1.20%
mz::;xznt 0.04% | 025% | 1.00% | 0.03% | 3.34% | 029% | 0.10% | 0.91%
Hospital Care 514% | 0.00% | 0.00% | 0.00% | 0.00% | 000% | 0.00% | 0.76%
QLCCOOFLOQ'rg Es)s:ficT:/ 0.01% | 0.00% | 0.03% | 1.29% | 0.00% | 0.00% | 0.00% | 0.15%
Drug Screening 0.00% | 0.00% | 0.53% | 0.00% | 009% | 000% | 000% | 0.12%
VI
Ev:IEg’Ic?glr? inary 0.68% | 0.00% | 0.01% | 0.00% | 0.00% | 000% | 000% | 0.10%
Domiciliary Care 0.00% | 0.00% | 0.00% | 0.00% | 0.00% | 032% | 0.00% | 0.08%
Psych Testing 0.00% | 0.03% | 0.00% | 0.02% | 018% | 001% | 003% | 0.04%
Icn‘i?gr:a“t?c'fny 0.00% | 0.00% | 0.11% | 0.00% | 0.00% | 0.00% | 0.00% | 0.02%
Respite Care 0.00% | 0.00% | 0.00% | 0.20% | 000% | 000% | 000% | 0.02%
ﬂ;‘:}g‘;{n Zrn”tg Case | 900% | 0.13% | 0.02% | 0.00% | 0.00% | 0.00% | 010% | 0.02%
Supported Housing | 0.00% | 0.00% | 0.05% | 0.00% | 0.00% | 0.00% | 0.00% | 0.01%
killed Nursi
ia'ciﬁfy C‘;::”g 0.00% | 0.00% | 0.00% | 0.00% | 0.03% | 001% | 0.00% | 0.01%
Grand Total 100.00% | 100.00% | 100.00% | 100.00% | 100.00% | 100.00% | 100.00% | 100.00%

Note: Does not include 704 “add on” service codes added to services to reflect case complexity

Observations

As Table 5 indicates, the majority of services provided were treatment and recovery
services, at 47.6 percent, followed by case management, at 11.3 percent. Assessment
services ranked third, at 9.6 percent, followed by office visits, at 6.4 percent. Treatment
and recovery services include individual, family, and group psychotherapy, peer
services, clubhouse services, and other miscellaneous treatment services.

Statewide, the three most-provided services, from highest to lowest, were
treatment/recovery, case management, and mental health assessment. These were also
the most-provided services in all regions, except regions 5 and 6.

In region 5, mental health assessment was the fifth most-provided service, preceded by
SUD outreach and residential SUD long-term treatment.

In region 6, alcohol/drug assessment and office/outpatient were preceded by the top
three statewide.

Office/outpatient was also a frequently provided service in regions 2 and 7.

Colorado Office of Behavioral Health Needs Analysis —
Current Status, Strategic Positioning, and Future Planning 56



Inventory of Public Behavioral Health Agencies, Services and Funding

e Region 1’s next most-provided service was crisis intervention and it provided
significantly more of this service than the other regions.

e Region 3’s next most-provided service was residential SUD treatment.

e Region 4’s next most-provided service was medication administration.

e Relatively few alcohol/drug case management, community integration, hospital care,
multidisciplinary evaluation, respite, skilled nursing facility care, and supported housing
services are provided in most of the regions.

Services per capita provided to OBH clients. Table 6 details per-capita services provided by
region based on the number of individuals under 300 percent Federal Poverty Level (FPL) for
the statewide population.

Table 6: OBH Indigent Mental Health — Services Per Capita by Region
as a Percent of Individuals below 300 Percent of the Federal Poverty Level (FY 2013-14)

Region
1 2 3 4 5 6 7 Total
Services 12,465 | 50961 | 16,893 | 9162 | 15242 | 20,804 | 3,984 | 84511
0,
:;": <300% | o2g385 | 180,493 | 317,842 | 222,883 | 327,689 | 327,883 | 311,962 | 2,317,137
Services 0.020 | 0.033 | 0053 | 0041 | 0047 | 0063 | 0.013 0.036
per Capita

Observation

e The statewide average number of services per capita is 0.036. Region 7 has the fewest
number of services provided per capita, at 0.013 (or 35.0 percent below the statewide
average) and region 6 has the highest number of services provided, at 0.063 (or 174.0
percent above the statewide average).

Services provided to Medicaid Capitation Program clients

Table 7: Medicaid Capitation — Services by Region (FY 2013-14)

Region

Service Category 1 2 3 4 5 6 7 Total
Alcohol/Drug

. . 185 327 60 85 856 312 1,825
Prevention Education
Alcohol or Drug

1,889 4,545 2,132 828 9,394

Assessment
Alcohol or Drug Case 42 36 51 143 377
Management
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Table 7 continued: Medicaid Capitation — Services by Region (FY 2013-14)

Region

Service Category 1 2 3 4 5 6 7 Total
Alcohol or Drug 3,473 | 899 | 250 | 457 | 1,933 | 1,726 | 558 | 9,296
Outreach
Alcohol or Drug 241 52 122 79 259 753
Treatment
Case Management 4,469 9,567 14,052 28,088
Community Integration 65 65
Crisis Intervention 3,904 4,935 569 9,408
Detox Progress 55 cg
Assessment
Domiciliary Care 194 160 354
Drug injection 189 189
Drug Screening 449 240 61 69 84 903
Hospital Care 1,579 | 1,107 | 1,241 | 1,148 | 4,201 | 483 933 10,692
Hospital Outpatient
Clinic Visit 134 o1 225
Lab / Medical 3,393 2,611 4,079 2,431 5,943 2,416 1,239 22,112
Med Assisted
Treatment - Methadone 172 172
Medication Admin 286 579 245 1,572 234 2,916
Medication 107 107
Administration
Medication

1,697 802 1,576 160 528 416 5,179
Management
MH Assessment 10,569 | 2,332 | 12,250 | 10,445 | 7,952 | 2,177 2,814 48,539
MuIt|d|§C|pI|nary 164 164
Evaluation
Multisystemic Therapy 37 35 58 130
Office / Outpatient Visit | 1,383 45 4,740 800 11,682 | 21,718 | 11,008 | 51,376
Psych Testing 80 135 235 48 498
Res SUD Tx Program 96 805 371 1,272
Res SUD Tx Program - 93 47 288 51 479
Long Term
Res SUD Tx Program - 180 69 643 55 435 | 395 136 | 1,913
Short Term
Respite Care 39 44 83
Skilled Nursing Facility 43 58 70 143 110 o6 480
Care
Supported Employment 143 186 463 250 1,042
Supported Housing 112 112
Transportation 51 185 54 34 64 128 516
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Table 7 continued: Medicaid Capitation — Services by Region (FY 2013-14)

Region

Service Category 1 2 3 4 5 6 7 Total
Treatment Conference 223 46 269
Treatment Plan

1,030 2,999 3,877 435 2,465 67 10,873
Development
Treatment/Recover
Service / ¥ 16,660 | 11,216 | 29,667 | 11,391 | 26,893 | 31,754 | 13,154 | 140,735
Wrap-around Services 45 178 149 372
Total 47,617 | 22,384 | 74,936 | 33,066 | 84,600 | 66,733 | 31,572 | 360,908

Note: Does not include 5,585 “add on” service codes added to services to reflect case
complexity.
Table 8: Medicaid Capitation — Services by Region - Percent of Total (FY 2013-14)
Region
1 2 3 4 5 6 7 Total

Treatment/Recovery Service 34.99% | 50.11% 39.59% | 34.45% | 31.79% | 47.58% | 41.66% | 38.99%
Office / Outpatient Visit 2.90% 0.20% 6.33% 2.42% 13.81% | 32.54% | 34.87% 14.24%
MH Assessment 22.20% 10.42% 16.35% 31.59% 9.40% 3.26% 8.91% 13.45%
Case Management 9.39% 0.00% 12.77% 0.00% | 16.61% | 0.00% 0.00% 7.78%
Lab / Medical 7.13% 11.66% 5.44% 7.35% 7.02% 3.62% 3.92% 6.13%
Ef:;?g:\tezlfn 2.16% | 13.40% | 0.00% |11.73% | 0.51% | 3.69% | 0.21% | 3.01%
Hospital Care 3.32% 4.95% 1.66% 3.47% 4.97% 0.72% 2.96% 2.96%
Crisis Intervention 0.00% 0.00% 5.21% 0.00% 5.83% 0.85% 0.00% 2.61%
Alcohol or Drug Assessment 3.97% 0.00% 6.07% 0.00% 2.52% 1.24% 0.00% 2.60%
Alcohol or Drug Outreach 7.29% 4.02% 0.33% 1.38% 2.28% 2.59% 1.77% 2.58%
Medication Management 3.56% 0.00% 1.07% 4.77% 0.19% 0.79% 1.32% 1.43%
Medication Admin 0.60% 0.00% 0.77% 0.74% 1.86% 0.00% 0.74% 0.81%
;‘::‘SUD TxProgram -Short | 3g% | 031% | 0.86% | 0.17% | 0.51% | 0.59% | 0.43% | 0.53%
A|ch/Drug Prevention Ed. 0.00% 0.83% 0.44% 0.18% 0.10% 1.28% 0.99% 0.51%
Res SUD Tx Program 0.20% 0.00% 1.07% 0.00% 0.44% 0.00% 0.00% 0.35%
Supported Employment 0.30% 0.00% 0.25% 0.00% 0.55% 0.37% 0.00% 0.29%
Drug Screening 0.00% 2.01% 0.32% 0.00% 0.07% 0.10% 0.27% 0.25%
Alcohol or Drug Treatment 0.51% 0.23% 0.16% 0.24% 0.31% 0.00% 0.00% 0.21%
Transportation 0.11% 0.83% 0.07% 0.00% 0.04% 0.10% 0.41% 0.14%
Psych Testing 0.17% 0.60% 0.31% 0.00% 0.06% 0.00% 0.00% 0.14%
Skilled Nursing Facility Care 0.09% 0.26% 0.09% 0.00% 0.17% 0.16% 0.18% 0.13%
E:‘riUD TxProgram-Long | 600% | 0.00% | 012% | 0.14% | 0.34% | 0.08% | 0.00% | 0.13%
Wraparound Services 0.00% 0.00% 0.06% 0.54% 0.18% 0.00% 0.00% 0.10%
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Table 8 continued: Medicaid Capitation — Services by Region - Percent of Total (FY 2013-14)

Region

1 2 3 4 5 6 7 Total
Domiciliary Care 0.00% 0.00% 0.26% 0.00% 0.19% 0.00% 0.00% 0.10%
Alcohol or Drug Case Mgmt 0.00% 0.19% 0.00% 0.26% 0.00% 0.08% 0.45% 0.09%
Treatment Conference 0.00% 0.00% 0.00% 0.00% 0.00% 0.33% 0.15% 0.07%
\H/.Z ftp'ta' Outpatient Clinic 0.00% | 000% | 0.18% | 0.00% | 0.11% | 0.00% | 0.00% | 0.06%
Drug injection 0.00% 0.00% 0.00% 0.00% 0.00% 0.00% 0.60% 0.05%
mthg\;i';t:d Tx- 0.36% | 0.00% | 0.00% | 0.00% | 0.00% | 0.00% | 0.00% | 0.05%
Multidiscipline Evaluation 0.00% 0.00% 0.22% 0.00% 0.00% 0.00% 0.00% 0.05%
Mu|tisystemic Therapy 0.08% 0.00% 0.00% 0.11% 0.07% 0.00% 0.00% 0.04%
Supported Housing 0.00% 0.00% 0.00% 0.34% 0.00% 0.00% 0.00% 0.03%
Medication Administration 0.22% 0.00% 0.00% 0.00% 0.00% 0.00% 0.00% 0.03%
Respite Care 0.08% 0.00% 0.00% 0.13% 0.00% 0.00% 0.00% 0.02%
Community |ntegration 0.00% 0.00% 0.00% 0.00% 0.08% 0.00% 0.00% 0.02%
Detox Progress Assessment 0.00% 0.00% 0.00% 0.00% 0.00% 0.00% 0.17% 0.02%
Total 13.19% 6.20% 20.76% 9.16% | 23.44% | 18.49% | 8.75% | 100.00%

Note: Does not include 5,585 “add on” service codes added to services to reflect case complexity.

Observations

e The majority of services provided to Capitation Program clients were treatment and
recovery services, at 38.9 percent, followed by office/outpatient visits, at 14.2 percent.

e Assessment services were the third most frequently provided service, at 13.5 percent,
followed by case management and lab/medical services (including substance use testing
and minor medical procedures) at 7.8 percent and 6.1 percent, respectively.

e Treatment and recovery services include individual, family, and group psychotherapy,
peer services, clubhouse services, and other miscellaneous treatment services.

Services per capita provided to Medicaid Capitation Program clients. Table 9 details per-capita
services provided by region to Medicaid capitation clients based on the number of individuals
under 300 percent Federal Poverty Level (FPL) for the statewide population.
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Table 9: Per Capita Services by Region - Medicaid Capitation Program
as a Percent of Individuals below 300 Percent of the Federal Poverty Level (FY 2013-14)

Region
1 2 3 4 5 6 7 Total
Services 47617 | 22,384 | 74,936 | 33,066 | 84,600 | 66,733 | 31,572 | 360,908
0,
:;"L" <300% | o28385 | 180,493 | 317,842 | 222,883 | 327,689 | 327,883 | 311,962 | 2,317,137
Services 0076 | 0.124 | 0236 | 0148 | 0258 | 0.204 | o0.101 0.156
per Capita

Observations

e The statewide average number of services per capita is 0.156.

e Region 1 has the fewest number of services provided per capita, at 0.076, or 48.7
percent below the statewide average.

e Region 5 has the highest number of services provided, at 0.258, or 165.8 percent above
the statewide average.

Services per capita — OBH and Medicaid Capitation Program clients

Table 10: Per Capita Services by Region — Medicaid Capitation and OBH Clients
as a Percent of Individuals below 300 Percent of the Federal Poverty Level (FY 2013-14)
Region

1 2 3 4 5 6 7 Total
Medicaid
Capitation | 76 | 0124 | 0236 | 0148 | 0258 | 0204 | 0101 | 0.156
Services
per Capita
OBH
Services 0.020 0.033 0.053 0.041 0.047 0.063 0.013 0.036
per Capita
OBH
Percentage
of .. 26.3% 26.6% 22.5% 27.7% 18.2% 30.9% 12.9% 23.1%
Medicaid
Capitation
Services
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Observations

e OBH services, on a statewide basis, represent 23.1 percent of Medicaid capitation
services provided on a statewide basis.

e The greatest variance between OBH and Medicaid capitation services is in Region 7,
where OBH services represent 12.9 percent of Medicaid capitation services.

e [tisimportant to note that the Medicaid capitation services numbers include SUD
services provided in FY 2013-14, as the Capitation Program included some SUD services
as a covered service beginning Jan. 1, 2014.

SUD services provided to individuals served by OBH. Based on an interpretation of federal
privacy law and rules, OBH was not able to provide WICHE with data about substance use
services provided to OBH clients at the time of this study.

CDHS Child Welfare clients receiving behavioral health services FY 2013-14. Table 11 shows
the services provided to Child Welfare clients with a serious or moderate mental disability. It is
important to note that this table does not include clients served through Medicaid Capitation,
OBH funds for non-Medicaid clients, or local or grant-funded programs. Child Welfare
caseworkers determine the client’s disability and level of disability, which does not represent an
actual medical diagnosis prepared by a medical or mental health professional.

A serious mental disability is defined as one of the following diagnoses: dissociative disorder;
schizophrenia and other psychotic disorder; autism; antisocial personality disorder; bipolar
disorder; conduct disorder; delusional disorder; paranoid personality disorder; psychotic
disorder; schizoaffective disorder; schizoid personality disorder; schizophrenia form disorder;
schizophrenia; and schizotypal personality disorder.

A moderate mental disability is defined as one of the following diagnoses: anxiety disorder
(panic, obsessive-compulsive), eating disorder; mood disorder; oppositional defiant disorder;
personality (paranoid, dependence, etc.); emotionally disturbed (DSM - IV); anorexia nervosa;
Asperger's syndrome; bulimia; cyclothymic disorder; depressive disorder; histrionic personality
disorder; pervasive developmental disorder; and post-traumatic stress disorder (PTSD).

Table 11: Child Welfare Behavioral Health Services Received — By Region (FY 2013-14)
Region

1 2 3 4 5 6 7 Total
Out of Home 115 163 250 68 100 157 30 883
Functional 1 4 32 8 1 1 8 55
Family Therapy
Intensive 20 10 23 16 2 12 4 87
Family Therapy
MH Services 24 59 2 21 26 36 6 174
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Table 11 continued:
Child Welfare Behavioral Health Services Received — By Region (FY 2013-14)
Region
1 2 3 4 5 6 7 Total

Multi Systemic 1 10 3 3 5 6 3 a1
Therapy
Sexual Abuse 4 12 27 7 10 16 4 80
Treatment
Substance
Abuse 4 5 8 123 2 7 60 209
Treatment
Total Services

. 169 263 350 78 146 235 31 1272
Provided
Unduplicated |, 171 263 68 101 161 30 914
Clients Served

Observations

e Out-of-home services are the most frequently provided service across all regions,
except regions 4 and 7.

e The second most-provided service, and the most-provided service in regions 4 and 7,
was substance use treatment.

e Mental health services were the third most-provided service across all regions.

OBH clients — level of functioning by percent within each region. These data are reported by
providers using the Colorado Client Assessment Record (CCAR), which has been required on all
admissions and discharges in the Colorado public mental health system since 1978. The CCAR is
a well-established and well-researched tool that lends itself well to exploring and
understanding the ability of Colorado’s public mental health system to meet the needs of
Colorado’s indigent and Medicaid populations.3 The “level of functioning” domain from the
CCAR is reported below as functioning in activities of daily living (ADLs).
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Table 12: Mental Health — Level of Functioning by Percent within each Region

Region
1 2 3 4 5 6 7 2
Average

1) Functioning
well in most 350% | 230%| 4.60%| 3.40% | 2.60%| 5.80%| 2.00%| 3.70%
ADLs
2) Bet 1
a:\ deswee” 590% | 3.90%| 8.00%| 6.40%| 4.90%| 550%| 2.00%| 5.60%
3) Adequate
functioningin | 27.80% | 19.10% | 30.00% | 20.50% | 22.50% | 27.10% | 18.40% | 24.70%
ADLs
4) Between 3
N 20.90% | 24.40% | 18.80% | 21.50% | 24.10% | 21.60% | 22.60% | 21.50%
5) Limited
functioningin | 22.50% | 26.40% | 17.30% | 22.40% | 24.80% | 25.50% | 26.70% | 23.10%
ADLs
gz\ge;weenS 9.40% | 13.30% | 9.20% | 12.10% | 9.60% | 8.30% | 13.30% | 10.40%
7) Impaired
functioning th
i:tnec:;g:e?%vtitr?t 8.80% | 9.50%| 9.70% | 12.00% | 9.70% | 5.30% | 11.30% | 9.20%
most ADLs
:Lg:twee“ 1.00% | 1.00%| 2.00%| 1.40%| 1.50%| 070%| 2.60% | 1.40%
9) Significantly
impaired
functioningmay | 0.10% | 0.10% | 0.50% | 0.30% | 0.20% | 0.20%| 1.10% | 0.30%
be life
threatening
TOTAL 99.90% | 100.00% | 100.10% | 100.00% | 99.90% | 100.00% | 100.00% | N/A

Observations

e Statewide and regionally, most of the individuals served have adequate to limited
functioning in activities of daily living.
e Region 7 reports serving more individuals with significantly impaired functioning.
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Other populations and services data

Tables 13-16 represent aggregated responses from the service inventory completed by

providers as part of this study. Please note these data are not as accurate as the population
and services data provided by OBH and HCPF. However, the data do provide a perspective on
relative differences in these populations among regions.

Justice-involved clients receiving behavioral health services FY 2013-14

The table below provides provider responses to the approximate number of unduplicated
individuals served in FY 2013-14 who were justice-involved (probation, parole, or released from

incarceration within six months of receiving services).

Table 13: Justice-Involved Individuals Unduplicated Number Served

Region Region | Region | Region | Region Region Region
1 2 3 4 5 6 7
. 80% = .

On probation 622 + 850 + 1130 708+ 675 101 53
On parole 64 110+ 427+ 188+ 10 29%* +
Released from prison .
or jail within 6 months | 196 + * 65 + 1190+ + 17 . 53
of receiving services
Other justice-involved 485 + A[::lpsr;x. 1583 . 108 168 ** .

+ Number served unknown/unsure
*Region 1: Numbers includes those served in Halfway House. *Not sure, but number of clients that had their last
JBBS service in FY2014 was 240
**Region 6: Total number of criminal justice involved clients served is 1035. The numbers for parole/probation/jail
released/other are not able to be calculated.

Table 14: Number of justice-involved individuals served

Region | Region | Region Region Region | Region | Region
1 2 3 4 5 6 7
Mental Health <18 10 + + 553 47 + 232 20 * +
*
Substance Use <18 11+ . 402 N 90 + N
- i *
Co-Occurring MH & SU 10 + N 549 129+ 417 .
<18 3
Mental Health >18 184+ + 1,811 679 + 3 128* 53
Substance Use >18 Approx
185+ 3005UD 282 89 + 0 * +
or Dual
+
S;'goccumng MH&SU 1 6704 + 1,123 118 + 5 147* 30
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*Region 6: Total number of adults is 977, juveniles is 58. All were treated for mental health. Substance use and
co-occurring are not able to be calculated.
Region 1: 2 youth <18 & 67 adults 18 and older- diagnosis deferred. The Diagnosis Deferred individuals are largely
Substance Abuse Monitoring clients.

Table 15: Court-referred Individuals Number Served

Region Region Region | Region | Region | Region | Region
1 2 3 4 5 6 7
Mental Health 86+ 175+ 36 17+ 36 100* 10
Substance Use 128+ 610 + 7 9+ 0 +*
Co-Occurring MH & SU 119+ 105+ 145 69+ 20 129*

Region 1: 14 diagnosis deferred
*Region 6: Clients were court ordered from drug court, juvenile mental health court, probation, parole, diversion
and pre-trial services. The specific numbers are not able to be calculated.

Table 16: Number of Recently Incarcerated Individuals Served

Region Region Region Region Region Region Region
1 2 3 4 5 6 7
Mental Health 116+ 25+ 418 + + 158 69+ 53
Substance Use 89+ 50 + 480 + 91 + +
Co-Occurring MH & SU 303+ 28+ 1,122 30+ 360 28+ 30

Region 1: 6 diagnosis deferred

Behavioral health clients receiving housing assistance FY 2013-14. The table below
summarizes provider responses to the number of individuals receiving housing assistance from
the responding provider agency.

Table 17: Number of individuals receiving housing assistance from agency

Region Region Region Region Region Region Region
1 2 3 4 5 6 7
Mental Health 40* 84 583+ ** | 119+ 171 498 297
Substance Use 5% 21 11+ ** + 4 50 75
Co-Occurring MH & SU 195* 20 264+ ** 205+ 306 211 125

+ Number served unknown

*Region 1: Approximately 125, which category(s) is unknown.
**Region 3: Disability not specified- 240

Behavioral health clients receiving employment assistance FY 2013-14. The table below
summarizes provider responses to the number of individuals receiving employment assistance
from the responding provider agency.
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Table 18: Number of individuals receiving employment assistance from your agency

Region | Region Region Region | Region | Region Region
1 2 3 4 5 6 7
Mental Health | 126+ * 79+ Approximately 382 108+ 221 912 Total Served
Substance Use 3+* 10+ 87+ + 3+ 0 526 — No
Co-Occurring breakdown by
56+* 15+ 33+ 10 305 308 diagnosis

MH & SU

* Approximately 30 per year, specific category of MH or SA or co-occurring is unknown
+ Additional served, number unknown

Observations

e Most providers do not keep accurate counts of justice-involved individuals served;
therefore, comparisons are not feasible.
e Additionally, most providers, except in regions 5 and 6, do not capture data on
individuals receiving housing and employment services.
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Funding of services

OBH funding for mental health services. Table 19 below summarizes FY 2013-14 OBH
statewide contract allocations for mental health services. (Note that the amounts in the table
do not reflect actual expenditures.) The amount of funding for indigent clients represents
“targeted” indigent individuals to be served, multiplied by an annual per-client funding amount

of $3,108.

Table 19: FY 2013-14 OBH Funding for Mental Health Services

Contract
Total Indigent Indigent
Provider (Includes Percent Clients Percent Clients
Indigent of Total Total of Total Target #
Funding)
Arapahoe/Douglas MHN $2,236,024 4.6% $1,680,298 5.8% 541
Asian Pacific $77,829 0.2% $77,829 0.3% 25
Aurora MHC $1,929,848 4.0% $1,316,774 4.5% 424
Mental Health Partners $1,793,236 3.7% $998,626 3.4% 321
Centennial MHC $1,521,568 3.1% $1,182,046 4.1% 380
Mind Springs Health $3,529,889 7.3% $1,853,200 6.4% 596
Community Reach Center $2,638,078 5.4% $1,839,609 6.3% 592
Jefferson Center $4,076,726 8.4% $2,848,289 9.8% 916
Touchstone Health Partners $2,105,058 4.3% $1,566,128 5.4% 504
MHC of Denver $14,463,743 29.7% $5,518,773 19.0% 1,776
The Center for MH (Midwest) $935,311 1.9% $759,939 2.6% 245
North Range BH $2,641,527 5.4% $2,119,796 7.3% 682
AspenPointe, Inc $3,713,216 7.6% $2,682,623 9.2% 863
San Luis Valley BH $1,081,792 2.2% $752,440 2.6% 242
Servicios de la Raza $140,215 0.3% $140,215 0.5% 45
Southeast Health Group $848,671 1.7% $680,629 2.3% 219
Axis Health Systems $1,762,475 3.6% $1,004,938 3.5% 323
Spanish Peaks BHC's $2,095,579 4.3% $1,402,333 4.8% 451
Solvista Health $1,058,449 2.2% $653,029 2.2% 210
SB 97 Training (DBH) $13,738 0.0% SO 0.0% 0
TOTAL $48,662,972 | 100.0% $29,077,514 | 100.0% 9,355
Source: OBH

In addition to funding for indigent (non-Medicaid) clients, the contract total amount includes

funding for the following:

e $1,679,676 for medications for medically indigent clients
e $2,333,485 for school-based mental health services
e 51,228,899 for support of two Acute Treatment Unit (ATU) facilities
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e 5658,104 for Assertive Community Treatment (ACT) programs

e 56,859,100 for intensive case-management services provided by Mental Health Center
of Denver

e $3,297,476 for services for adult and juvenile offenders

e $3,201,657 for alternatives to inpatient hospitalization at a mental health institute

e $200,000 for wrap-around services provided by Sol Vista Health

e 567,061 for supported employment services

e 560,000 for services for individuals who are deaf or hard-of-hearing.

In addition to categorical programs funded through provider contracts, OBH receives funding
under the Child Mental Health Treatment Act (5922,172), which supports mental health
treatment services for children under age 18, without the need for county department
of human services involvement, when a dependency and neglect action is neither
appropriate nor warranted. Services may include in-home family mental health treatment,
other family preservation services, residential treatment, or post-residential follow-up
services.

OBH also contracts with the Colorado Behavioral Healthcare Council to support Mental Health
First Aid (5266,730), a public education program committed to training adults to identify
mental health and substance abuse problems, connect individuals to care, and safely de-
escalate crisis situations if needed.

OBH funding for integrated (co-occurring) services. In addition to the funding provided as
indicated in Table 19, in FY 2013-14 OBH allocated funds for individuals requiring services for
co-occurring mental health and substance use needs.

¢ Jail-based Behavioral Health Services (JBBS) program ($2,999,179) funds screening and
treatment services for adult county jail inmates with a substance use disorder,
including individuals who have a co-occurring mental health disorder.

e Rural Co-Occurring Disorder Programs ($324,200) funds a full continuum of co-
occurring behavioral health services to adolescents and adults in southern Colorado
and the Arkansas Valley. The provider of these services is Crossroads Turning Points.

e Community Transition Services (52,437,827) provides funding for the provision of
intensive behavioral health services and supports for individuals with serious mental
illness who transition from a mental health institute to the community. Included in this
funding is support for additional ACT services statewide. More information about this
program is provided later in this report.

e Crisis Response System — Walk-in, Stabilization, Mobile, Residential, and Respite
Services ($0 in FY 2013-14) includes an array of integrated services that are available 24
hours a day, seven days a week, to respond to and assist individuals who are in a
behavioral health emergency. These services began operation as of December 2014
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after procurement delays. More information about this program is provided later in this
report.

e Crisis Response System — Telephone Hotline ($659,699) is a statewide 24-hour

telephone crisis service that is staffed by skilled professionals who are capable of
assessing child, adolescent, and adult crisis situations and making appropriate referrals.

e Crisis Response System — Marketing ($600,000) provides funding to market crisis
services.

FY 2013-14 OBH substance use expenditures by program

Table 20: FY 2013-14 OBH Substance Use Expenditures by Program
Program Amount Percent of Total
Treatment / Detoxification Services $42,919,008 71%
Primary Prevention Services $10,608,308 18%
Administration $5,199,217 11%
TOTAL $58,726,533 100%

Source: “The Costs and Effectiveness of Substance Use Disorder Programs Report” November 1, 2014, OBH.

FY 2013-14 OBH treatment and detoxification revenue by source

Table 21: FY 2013-14 OBH Treatment and Detoxification Revenue by Source

Revenue Source I;lejl;:‘: Percent of Total

Substance Abuse Prevention and Treatment

Block Grant $25,550,678 44%
General Fund $16,705,476 28%

Cash Funds $7,756,199 13%
Other Federal Grants $7,576,165 13%
Medicaid $1,138,015 2%
TOTAL $58,726,533 100%

Source: “The Costs and Effectiveness of Substance Use Disorder Programs Report” November 1, 2014, OBH.

FY 2013-14 Medicaid Capitation Program funding. Table 22 details Medicaid Capitation
Program expenditures for FY 2013-14 by BHO. It is important to note that the average
expenditure per client amount in the table is not comparable to the OBH FY 2013-14 funding
amount of $3,108 per client for services to targeted clients. The average expenditure per client
amount in table 22 represents total BHO expenditures of revenue received from HCPF, while
the OBH per client funding amount represents the average allocation per client for the specific
services provided by CMHC's to these clients.
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Table 22: FY 2013-14 Medicaid Capitation Funding
Behavioral Health Organization FY 13,- 14 Nun'mber of Distinct Ex?o‘::\':ifjre
Expenditures Clients Served Per Client
Foothills Behavioral Health $61,601,861 12,407 $4,965
Behavioral Health Incorporated $94,587,793 20,275 $4,665
Northeast Behavioral Health Partners $45,322,295 10,845 $4,179
Colorado Health Partnerships $135,309,362 31,850 $4,248
Access Behavioral Care $72,106,915 15,945 $4,522
TOTAL $408,928,226 91,322 $4,478

Source: HCPF

FY 2013-14 HCPF mental health fee-for-service (FFS) expenditures. Total FFS expenditures

amounted to $5,295,835 in FY 2013-14.

Revenue streams*

This section describes the current funding streams for publicly funded behavioral health

services in Colorado, by state agency.

Revenue sources for services provided to non-Medicaid-eligible individuals. OBH receives
funding to provide community behavioral health services to non-Medicaid-eligible individuals

from the following sources:

State of Colorado General Fund
SAMHSA Substance Abuse Prevention and Treatment (SAPT) Block Grant
SAMHSA Community Mental Health Services (CMHS) Block Grant
Transfers from HCPF (Medicaid and General Fund)
The Child Mental Health Treatment Act provides funding for mental health treatment
services for children (under age 18) without the need for county department of human
services involvement, when a dependency and neglect action is neither appropriate nor
warranted.
State Division of Vocational Rehabilitation (federal funds and General Fund)
Projects for Assistance in Transition from Homelessness (PATH) Grant
Offender Mental Health Services Fund (tobacco litigation settlement money)
Community Prevention and Treatment Cash Fund (tobacco)
Transfers from the State Judicial Department
e General Fund and Drug Offender Surcharge Funds
e Alcohol and Drug Driving Safety Program
Persistent Drunk Driver Cash Fund
Marijuana Tax Cash Fund.
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OBH Mental Health Institute revenue. OBH receives funding for operation of the two state
mental health institutes from the following sources:

e State of Colorado General Fund

e Transfers from HCPF (Medicaid and General Fund)

e Payments from behavioral health organizations (using Medicaid funds)

e Medicare and reimbursements from other insurers

e Patient payments for costs of care

e Colorado Department of Education (for educational programs)

e Colorado Department of Corrections (for services provided by state Department of
Human Services staff to support prison facilities on the campus of the mental health
institute in Pueblo).

The two institutes maximize non-General Fund revenue to a larger extent than in many other
Western states. Colorado statute requires patients to be charged for the full cost of their stay,
adjusted for need based on assessment of existing resources and any insurance (including
Medicare and Medicaid) coverage. Furthermore, the unpaid patient share of billed costs for
institute visits is turned over to the state’s Central Collection Agency for recovery. > Because of
this statutory requirement, the institutes are allowed to bill Medicaid (for individuals under age
22 and over age 64) for patients on a forensic commitment. Several other state hospitals do
not bill Medicaid for forensic patients, as they don’t use an ability-to-pay test on each patient’s
resources and insurance coverage(s).°

Medicaid capitation revenue. HCPF receives federal Medicaid revenue for provision of
behavioral health services in Colorado. Like every state, Colorado has a State Medicaid Plan, as
required by the Center for Medicare and Medicaid Services (CMS). The plan defines the state’s
decisions related to eligible individuals, covered diagnoses, and covered services. CMS requires
states to provide mandatory benefits and makes other benefits optional to states. Colorado
operates its behavioral health Medicaid program under a 1915(b)(3) waiver approved by CMS.
This allows the state to provide flexibility with the services provided to clients.

HCPF provides each behavioral health organization with a predetermined monthly amount
for each Medicaid client who is eligible for behavioral health services within its geographic
area. The "per-member-per-month" rates are unique for each Medicaid eligibility category
in each geographic region. These rates are adjusted annually based on historical rate
experience and data concerning client service utilization. Currently, the state is divided into
five geographic regions for the provision of behavioral health services to the following
Medicaid eligibility categories:

e Adults age 65 and older

e Children and adults with disabilities under age 65
e Parents and caretakers;

e Pregnant adults
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e Adults without dependent children

e Children

e Children and young adults in or formerly in foster care (through age 26)

e Adults served through the Breast and Cervical Cancer Treatment and Prevention
Program.

Every five years, HCPF uses a competitive bid process to award contracts for each region. The
existing contracts went into effect July 1, 2014. Capitation rates are adjusted annually based
on historical rate experience and recent encounter data (i.e., statewide average costs by
diagnosis category). Capitated behavioral health program expenditures are affected by
caseload changes, rate changes, and changes to the Medicaid State Plan or waiver program
that affect the diagnoses, services, and procedures that are covered for Medicaid clients.
Caseload changes include changes in Medicaid eligibility, as well as demographic and
economic changes that affect the number of individuals eligible within each category. The
state's share of expenditures is also affected by changes in the federal match rate for various
eligibility categories.

The state also provides behavioral health services for small populations of individuals not
included in the capitation program, using a traditional fee-for-service reimbursement system,
and also administers a small Home and Community Based Services (HCBS) waiver. The HCBS
waiver provides adult day care, homemaker, personal care, respite, alternative care facility, and
consumer-directed attendant support services; home modifications; non-medical
transportation, and specialized medical equipment and supplies for individuals with mental
iliness over the age of 18.

Institutions for Mental Disease (IMD). At the time Medicaid was enacted, state and local
mental hospitals were viewed as primarily custodial institutions and a state responsibility—a
responsibility that had the potential to significantly increase costs to the federal government.
As a result, the Medicaid statute specifically precludes coverage of services for individuals age
22 to 64 in Institutions for Mental Disease (IMD). An IMD is defined as “a hospital, nursing
facility, or other institution of more than 16 beds that is primarily engaged in providing
diagnosis, treatment, or care of persons with mental diseases.” The “IMD exclusion” means that
federal Medicaid matching payments are available for the costs of short-term inpatient care for
a Medicaid-eligible individual in a general hospital’s psychiatric unit but not in a state or local
mental hospital. However, the Medicaid statute does permit coverage of services for children
under age 21 in psychiatric hospitals and adults age 65 and older in IMDs, as long as those
institutions meet special conditions of participation.

Comparative Funding Data

Indigent care services. In Colorado, two sets of indigent care services are available: OBH-funded
services for indigent individuals who are not eligible for Medicaid or other insurance, and the
Colorado Indigent Care Program (CICP), which is largely focused on primary care and not mental
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health care. This analysis primarily focuses on the OBH-funded services to persons without
insurance.

State mental health agencies were established by states to provide critical behavioral health
services to persons who lack insurance coverage to pay for needed services. Persons with
behavioral health disorders tend to have low participation in the competitive workforce and
thus often lack insurance. Until the recent passage of mental health and substance abuse
parity laws, even persons with private insurance coverage often faced extreme limitations on
behavioral health benefits paid by private insurance. As a result, state governments took on the
responsibility to provide behavioral health services—starting with the operation of state
psychiatric hospitals. The first state psychiatric hospital was opened in Virginia in 1773 and by
the start of the 20" century; every state was operating at least one state psychiatric hospital
funded by state general revenues. During the 1950s and 1960s, every state expanded its array
of behavioral health services to include community-based behavioral health services—again,
primarily funded by state general funds.

With the passage of the federal Medicaid and Medicare programs in the late 1960s, individuals
who are poor and disabled were finally able to receive some insurance coverage through these
public insurance programs. State mental health agencies have adapted their service system to
utilize Medicaid funds and federal matching funds to leverage state dollars. Under Medicaid,
every $1 of state funds is matched by at least $1 additional dollar of federal funds, resulting in
S2 of service funding. As a result of shifting community-based services to Medicaid payments
across the country, the portion of state mental health funding from Medicaid has grown from
14 percent of spending in FY 1981 to over 48 percent in FY 2013 (see Figure 5). In Colorado, the
state mental health system has leveraged Medicaid funds at an even greater rate than most
states as the percentage of state mental health expenditures that are paid for by Medicaid has
grown from 15 percent in FY 1981 to 68 percent in FY 2013.
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Figure 5: Percentage of State Mental Health Agency Revenues from
Medicaid: Fiscal Years 1981 to 2013
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Source: NASMHPD Research Institute, Revenues and Expenditures Study: 1981 to 2013

The use of Medicaid to pay for mental health services for any person who is eligible has allowed
Colorado to leverage every dollar in state funds spent through Medicaid being matched by
additional federal Medicaid revenue—thus, S1 million of state dollars becomes $2 million of
federal dollars. However, the reliance on Medicaid has limitations. First, relying on Medicaid to
finance mental health services means that persons who are not Medicaid-eligible, either due to
income or criminal justice involvement, may not qualify for services. Second, although Medicaid
will pay for a broad array of mental health services and supports, Medicaid will not pay for
psychiatric hospital inpatient stays for adults age 22 to 64, nor will it pay for many housing,
educational, and vocational supports that persons with mental iliness need to live in their own
communities. Third, Medicaid is also an insurance program that generally does not pay for
respite services and for education and outreach services to consumers. These supports and
services are often not deemed medical services or are provided on a population/regional basis
and are not billable to individual clients.

While Colorado has been successful in utilizing Medicaid to pay for the majority of its mental
health service system, the state continues to rely on state general revenues and special
revenues, along with federal block grants and other funds, to pay for essential services and
supports for clients who are not eligible for Medicaid and for services and supports that
Medicaid will not reimburse. In FY 2013, in Colorado, that meant that $141 million of state
general revenues were used to fund mental health services to individuals who lacked insurance
to pay for mental health services.

As Table 23 shows, only 0.4 percent of revenues to the mental health system were paid for by
third-party private insurance and only 2 percent were reimbursed by Medicare. Colorado
utilizes the leveraged Medicaid funding to a greater extent than the national average, but at a
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rate similar to many Western states (Colorado ranked sixth out of 15 Western states in the
percent of its mental health funding from Medicaid).

Table 23: SMHA Revenues from State General Revenues, Medicaid, Medicare, Other Federal and Other Sources: 2013

Medicaid
State (State & Medicare Other* 3rd Party Other Total
Federal Federal (Insurance)
n % n % n % N % n % n % n
AK $55,201,725 23% $180,102,120 74% $3,803,500 2% $1,466,455 1% $150,100 0.1% $1,827,800 0.8% $242,551,700
AZ 151,100,000 11% 1,143,000,000 84% 400,000 0% $14,600,000 1% $6,300,000 0.5% $50,500,000 3.7% $1,365,900,000
CA 2,413,507,773 39% 2,526,254,795 A1% 28,229,530 0% $101,255,384 2% $14,503,480 0.2% $1,043,174,471 17.0% $6,126,925,433
co 140,962,023 27% 351,316,599 68% 10,000,000 2% $11,258,278 2% $1,900,000 0.4% $1,445,200 0.3% $516,882,099
1D 42,000,000 77% 4,800,000 9% 2,700,000 5% $4,100,000 8% $700,000 1.3% $200,000 0.4% $54,500,000
KS 107,982,000 30% 237,448,000 66% 10,700,000 3% $3,870,000 1% S0 0.0% S0 0.0% $360,000,000
MT 52,675,523 25% 155,436,622 74% 0 0% $2,602,251 1% S0 0.0% S0 0.0% $210,714,396
NE 99,597,211 60% 23,948,986 14% 3,869,044 2% $2,649,198 2% $8,018,802 4.8% $29,018,870 17.4% $167,102,111
NM 123,881,064 50% 114,228,827 46% 0 0% $9,088,298 4% $1,054,633 0.4% $126,124 0.1% $248,378,945
NV 123,881,064 S0 114,228,827 46% 0 S0 $9,088,298 SO $1,054,633 0.4% $126,124 0.1% $248,378,945
OK 154,600,000 76% 30,700,000 15% 4,500,000 2% $9,300,000 5% $400,000 0.2% $3,500,000 1.7% $203,000,000
OR 286,900,000 40% 413,200,000 57% 0 0% $5,400,000 1% S0 0.0% $16,300,000 2.3% $721,800,000
uT 40,100,000 20% 142,700,000 70% 1,400,000 1% $6,200,000 3% S0 0.0% $14,800,000 7.2% $205,200,000
WA 178,700,000 23% 556,900,000 71% 20,300,000 3% $11,700,000 1% $6,800,000 0.9% $12,100,000 1.5% $786,500,000
WYy 68,030,014 99% NA NA 0 0% $886,235 1% S0 0.0% S0 0.0% $68,916,249
US Avg. $301,143,697 40% $363,190,148 48% | 513,554,828 2% $17,967,650 2% $4,306,629 0.8% $50,617,534 6.7% $752,942,729
‘/:\:,e:::;: 269,274,560 35% 428,161,770 56% 5,726,805 1% 12,897,626 2% $2,725,443 04% $78,207,906 10% $768,448,992

* Note: Other Federal includes the $425 million federal Mental Health Services Block Grant used by most states to provide services to uninsured clients.

Source: NASMHPD Research Institute, Revenues and Expenditures Study: 2013

The expansion of Medicaid eligibility for adults up to 138 percent of the federal poverty level

(532,900 for a family of four in Colorado) as allowed under the Affordable Care Act (ACA) will

result in many more persons with serious mental ilinesses qualifying for Medicaid. The

Substance Abuse and Mental Health Services Administration (SAMHSA) has estimated that, in

Colorado, 3,181 individuals with a serious mental illness will be eligible for coverage under

Medicaid expansion, and an additional 21,127 additional adults with a serious mental illness

will be eligible for subsidized insurance through an ACA Marketplace Insurance Exchange. This

expansion of adults with SMI who will be eligible for insurance through either Medicaid

expansion or subsidized insurance may permit Colorado to refocus some of the $141 million of

state general funds toward either indigent clients who are not eligible for new insurance

coverage, or to focus on essential community support services (such as peer, housing,

vocational, educational, crisis services, etc.) that are not covered by insurance.

More than half of the 100,000 persons served by Colorado’s system received services that were
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not reimbursed by Medicaid (primarily funded by state general revenues, state special
revenues, and federal Mental Health Block Grant funds). Colorado reported that of the 100,620
persons who received OBH mental health services in FY 2013, 31,831 (32 percent) had no
Medicaid reimbursement for any of their services, and an additional 22,178 (22 percent) had
Medicaid pay for only some of their mental health services and supports (see Table 24).

Colorado ranked in the middle of other Western states (eighth out of 15) and ranked 20"
nationally for the percent of consumers who had Medicaid pay for some or all of their care. In
Colorado, patients who were white (34 percent), Asian (33 percent), and Native American (30
percent) were most likely to have no Medicaid and to rely on state general funds and Medicaid
funding for their OBH mental health services.

Table 24: Number and Percentage of Persons Whose State Mental Health Services Were
Reimbursed by Medicaid, 2013

Medicaid (paid for some or all care) No Medicaid for MH Services
Western  US Western us
n % Rank  Rank n % Rank Rank

Alaska 8,911 43% 11 42 11,816 57% 5 9
Arizona 142,678 74% 2 11 49,126 26% 14 40
California 338,724 51% 10 37 330,833 49% 6 14
Colorado 68,789 68% 8 20 31,812 32% 8 31
Idaho 1,915 31% 14 49 4,212 69% 2

Kansas 47,720 38% 12 44 79,338 62%

Montana 31,895 84% 1 6 6,126 16% 15 45
Nebraska 5,817 70% 7 17 2,442 30% 9 34
New Mexico 59,079 74% 3 12 21,231 26% 12 39
Nevada 10,304 74% 3 46 18,271 26% 12 5
Oklahoma 25,492 36% 13 47 45,869 64% 3

Oregon 85,006 66% 9 23 44,239 34% 7 28
Utah 32,035 72% 5 18 12,472 28% 11 33
Washington 105,704 70% 6 22 44,303 30% 10 35
Wyoming 3,386 21% 15 20 12,756  79% 1 1
US Average 4,271,155 62% 2,646,809 38%

Western Average 64,497 58% 47,656 42%

Medicaid Column includes clients for whom Medicaid paid for some or all of their Mental Health Services
Source: 2013 Mental Health Block Grant Uniform Reporting System

Colorado’s publicly funded behavioral health system spent more than $516 million in FY 2013 to
fund services to over 100,000 persons with mental illness in its state psychiatric hospital and
community-based services system. Colorado ranked 23" in total SMHA expenditures for mental
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health and when adjusted for state population, OBH spent $98.80 per person in Colorado (10th
in the Western states and 28" in the U.S.). (see Table 25) Colorado’s expenditures of $98.80
were $25.59 lower than the U.S. average and $17.43 lower than the median per-capita
expenditures of Western states.

Table 25: SMHA Mental Health Controlled Per-Capita Expenditure For State Mental Hospital Inpatient Services, Community
Services (State Hospital and Other Community-Based), Research, Training and Administration, FY 2013
State Psychiatric Hospital Community-Based SMHA Central Office | Total SMHA | Total
STATE Inpatient | Rank | % Services | Rank | % | Admin. | Rank | % | Expenditures | Rank | Notes
Alaska $44.50 3 13% | $287.74 1 84% $8.83 1 3% $341.08 1
Arizona $10.40 16 5% $192.12 2 94% $2.71 4 1% $205.23 3
California $33.38 5 21% | $126.29 4 79% $0.84 13 1% $160.50 5 b
Colorado $21.83 11 22% $76.04 9 77% $0.93 12 1% $98.80 10 ab
Idaho $16.35 13 50% $14.74 16 45% $1.68 10 5% $32.77 16
Kansas $33.70 4 27% $91.46 7 73% $0.31 15 0% $125.47 7
Kentucky $26.58 8 48% $25.97 15 47% $2.51 5 5% $55.06 14
Montana $29.54 7 14% | $175.38 3 84% $3.40 2 2% $208.32 2
Nebraska $24.20 9 27% $64.19 10 72% $1.36 11 2% $89.75 11
Nevada $23.80 10 27% $63.30 11 71% $2.31 6 3% $89.41 12
New Mexico $11.73 14 9% $119.74 6 91% $131.47 6
Oklahoma $10.68 15 20% $39.38 14 74% $2.95 3 6% $53.01 15
Oregon $60.01 2 33% | $121.50 5 66% $2.29 7 1% $183.80 4
Utah $18.48 12 26% $51.97 13 73% $0.41 14 1% $70.86 13 b
Washington $31.56 6 28% $79.98 8 70% $2.12 8 2% $113.67
Wyoming $62.71 1 53% $54.15 12 46% $1.93 9 2% $118.80 8 a
V:E;g;” $29.00 21% | $107.39 78% | $1.50 1% | $137.86
V“\;leessg r: $25.39 26% | $78.01 73% | $2.03 2% | $116.23
US Average $29.49 24% $92.22 74% $3.11 2% $124.39

Source: NASMHPD Research Institute, Revenues and Expenditures Study: 2013

Note: "Community Services" includes expenditures from state mental hospitals for ambulatory and residential
services.

a = Medicaid Revenues for Community Programs are not included in SMHA-Controlled Expenditures

b = SMHA-Controlled Expenditures include funds for mental health services in jails or prisons.

The distribution of Colorado’s expenditures between state psychiatric hospitals and
community-based services is very similar to both regional and national averages. Colorado
spent 22 percent of its system funding on state psychiatric hospital inpatient expenditures—
very similar to the Western regional average of 21 percent and just below the U.S. average of
24 percent of SMHA spending. Colorado’s expenditures for OBH Central Office (including
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administration, data collection, training, evaluation, etc.) were just
under 1 percent of total mental health spending, and ranked 10"
out of 15 Western states and 40" nationally.

As described in figures below, the major funding sources were
Medicaid and state general and special revenues, with Medicaid
representing 68 percent of revenues.

Colorado’s expenditures for
OBH Central Office (including
administration, data
collection, training, evaluation,
etc.) were just under 1 percent
of total mental health
Within the Colorado system, there was a difference in funding spending, and ranked 10th out
sources for Colorado’s state psychiatric hospitals and the of 15 Western states and 40th

community mental health system: nationally.

e Medicaid was the largest funding source for community - _/
mental health services. Colorado was more dependent on Medicaid funding (85 percent
of revenues) for community mental health services than the U.S. average (58 percent of
revenues).

e State general funds were the largest funding source for state psychiatric hospitals.
Colorado was more dependent on general funds (91 percent of revenues) for hospital
services than the U.S. average (68 percent).

e Colorado (27 percent) was less dependent on state general funds than Western states
(43 percent) or the U.S. (40 percent).

Figure 6: Revenues Sources of Colorado and US State Mental Health Agencies (SMHAs): Fiscal
Year 2013
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Figure 7: Community Mental Health Revenues for Colorado and US, Fiscal Year 2013

Colorado Community
Revenues for Mental Health:
FY 2013 Other

Federal

2%
‘Other

Funds

0,
O'2/§tate

General
Funds
11%

Medicare

3rd PartyZ%
0.0%

US Community SMHA
Revenues for Mental Health: FY
2013

Other

Federal
3%

General
Funds
29%

3rd Party Medicare
0.7% 1%

Source: NASMHPD Research Institute, Revenues and Expenditures Study: 2013

Figure 8: State Psychiatric Hospital Mental Health Revenues for Colorado and US, Fiscal Year

2013
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Observations

Medicaid was one of the largest funding sources for mental health services. Colorado
was more dependent on Medicaid funding (68 percent of revenues) for mental health
services than Western states (52 percent) and the U.S. (48 percent).

Medicaid was the largest funding source for community mental health services.
Colorado was more dependent on Medicaid funding (85 percent of revenues) for
community mental health services than the U.S. (58 percent of revenues).

State general funds were the largest funding source for state psychiatric hospitals.
Colorado was more dependent on general funds (91 percent of revenues) for hospital
services than the U.S. (68 percent).

Colorado (27 percent) was less dependent on state general funds than Western states
(43 percent) or the U.S. (40 percent).

Colorado was more dependent on Medicare than other states, though in all states,
Medicare represents a very small percentage of total revenue, typically 1 percent.

Inventory of state and community behavioral health resources

Inventory findings by region are summarized in this section. More-detailed information,
including responses to additional questions related to the inventory and gap analysis, is
included as separate regional appendices and some of the findings are also included in other
sections of this report. Each service in the inventory is listed only once under the geographic
region where it is located, regardless of the number of providers that may contract with the
facility. For example, inpatient bed numbers for providers in region 5 (Denver County)
are only listed in region 5, even though mental health centers from outside Denver use
inpatient services there. A summary of the number of services in each region is presented
below in Table 26.

Table 26: Inpatient Psychiatric and Residential Bed Capacities by Region
(Excludes State Hospital Beds)
Region Region Region Region Region Region Region
1 2 3 4 5 6 7 TOTAL

Inpatient Psychiatric beds
Child / 16/ o/
Adolescent 40 0 50 10 12 16 44 188
Adult /
Older Adult 42 0 99 25 N/A 177 110 453
Acute Treatment Unit beds

| 15 | 16 | 16 | 14 [ o | o 16 77
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Table 26 continued: Inpatient Psychiatric and Residential Bed Capacities by Region
(Excludes State Hospital Beds)
Region Region Region Region Region Region Region
1 2 3 4 5 6 7 TOTAL

Residential
Child and 52 0 0 166 260 37 48 563
Adolescent
Child / Adol
MH & SUD 0 0 0 0 65 112 0 177
Adult 433 82 159 314 116 449 0 1,553
Crisis Stabilization beds

| 112 | 16 | 555 | 8 | o | 16 | 25 | 131
Nursing Homes with Behavioral Health Services beds

[ 1971 | + | 204+ | 74+ | 682 | 3,119+ | 1,586 | 7,767+
Substance Use Residential beds
Child / 0 0 0 0 0 186 0 186
Adolescent
Adult 432 20 0 30 0 30 0 512
Detoxification Residential beds

| 38-43 ] 23 | o 48+ 0 84 40 233+

+ Additional beds, specific number unknown.

Observations

e Region 2 is the most lacking in inpatient psychiatric beds for all population age groups
in the state.

e Regions 5 and 6 are the only regions without acute treatment units, which is notable
since these have been successfully used as inpatient alternatives in other parts of the
state.

e Child and adolescent mental health/substance-use residential beds are limited to
regions 5 and 6.

e Child and adolescent substance use-only residential beds exist only in region 6.

e Regions 3 and 5 reported no substance-use residential or detox beds.

27-65 designated facilities

OBH is responsible for the review and designation of facilities to serve individuals with
behavioral health disorders who require involuntary commitment to a treatment facility. The
following CMHCs, hospitals and ATUs are designated as 72-Hour Evaluation and Treatment
Facilities, Short-Term Treatment Facilities, and Long-Term Treatment Facilities, pursuant to the
Care and Treatment of the Mentally Ill Act, C.R.S. 1973, 27-65-105, 27-65-107, and 27-65-109,
unless specified differently below the facility name. Seventy-two hour treatment includes
Saturdays, Sundays, and holidays unless noted. Psychiatric Residential Treatment Facilities and
Therapeutic Residential Child Care Facilities providing mental health services are specified
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PRTF and/or RCCF. Acute Treatment Units are specified ATU.’

Table 27 below identifies the 27-65 facilities in the seven regions in FY 2014-15. There are
numerous caveats noted below the following table. Most of these data were provided by OBH;
however, based on input during interviews with the hospitals’ leadership, the current/actual
bed numbers were adjusted to more accurately identify current capacity versus “designated
beds.” Note that Table 27 excludes state hospital beds.

Table 27: 27-65 Facility Capacity by Region

Region | Region | Region | Region Region | Region | Region Total
1 2 3 4 5 6 7
Community Mental Health Centers
4 | 2 | 3 4 1 2 1 | 17
Substance Use Disorder (SUD) Provider Site Locations
# of . 138 49 127 90 122 99 66 691
Providers

Hospitals/Community Clinics/ Emergency Centers without Psychiatric Beds — Number of
Facilities

| o | o | 9 [ 2 1 | 3 | 2 | a7

Hospitals/Community Clinics/ Emergency Centers with Psychiatric Beds- Number of Beds

Child and 8 0 50 10 12 16 44+ | 140
Adolescent
*

Adult 58/(\)/A1 0 61 | a0/va23 13636/VA 1a7~ | ogres | 612
Older Adult 0 0 20 10 14 40~ 36+ 120
Total 66 0 134 60 167 181 76 684
Acute Treatment Unit — Number of Beds

| 15 | 16 | 16 | 14 0 0 16 | 77

Residential Child Care Facility and Psychiatric Residential Treatment Facility- Number of Beds

RCCF and

Kk * %% *okk K
PRTE 0 0 14 0 0 139 24 177

Note: VA beds, which only admit veterans, and the widows and widowers of veterans, are included in the totals.
*29 of the beds are at an eating disorders center

** Based on information provided by Cedar Springs Hospital CEO (62 not 24 Adult beds), plus 36other beds in
region

***Based on staff report of actual bed availability at these facilities

**** Based on information provided by Cedar Springs Hospital CEO

~ Based on information provided by West Pines, 40 Geripsych beds and 38 SUD beds & Based on information from
Boulder Community Hospital 15 adult beds (not 16)

+ Based on Peak View Behavioral Health 20 not 0 Adolescent Beds, 36 not 0 Adult beds and 36 not 24 Older Adult
beds. (They will also be adding 20 swing beds before the end of 2015.)

Note: Region 2 will have 92 new psychiatric beds by the end of 2015: 20 Adolescent, 36 Adult and 36 Older Adult—
Clear View Behavioral Health
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Observations

e Region 2 is the most lacking in 27-65 capacity for all population age groups.
e As noted previously, regions 5 and 6 are the only regions without acute treatment units.
e Child and adolescent mental health/substance-use residential beds are limited to
regions 5 and 6.
e Residential Child Care Facility and Psychiatric Residential Treatment Facility capacity
does not exist in regions 1, 2, 4, and 5.
e Rural parts of the state without 27-65 capacity have an added burden of transporting
individuals significant distances for needed services, away from families and support
systems, or having to use jails as a safety net.

Substance use provider data

Table 28: Prevention & Reduction of Under Age 18 Alcohol, Tobacco & Other Drug Use (OBH)

Region
1 2 3 4 5 6 7 Total
Number of Providers 20 3 0 9 5 2 1 40
Table 29: Detoxification Programs by Region
Region Region Region Region Region Region Region
1 2 3 4 5 6 7
# of Facilities 7 2 2 4 1 3 1
La Plata,
M
EaegTz' Alamosa
County of Location Pitkin, Weld Arapahoe Pueblo Denver Jefferson El Paso
Adams Huerfano Boulder
Steamboat,
; Bent
Summit,
Larimer
Capacity/# of Available 5 5
SUD Beds 38-43 23 : 48 +7 84 40
Number of Current
Clients Placed on 1st day 257 17 ? ? 60 3
of month
. . 6 Social . Social . 4 Social .
Social or Medical 1 Medical Social Both Social 1 Medical Social
Average Length of Stay 18 hours to 1-2.5 12 hours
- .5- 2
(Days) 2 weeks days to 3 days 2-7 days 1.5-5 days
Percent of SUD Residential 9O%N50Cia|
Tx Needs Met by Available 20-90% 70-90% 10-70% 10-70% 90% 40-90% resouC:ces
Regional Resources for Medical

? Unknown

+ Plus additional, amount unknown
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Observations

e Region 1 has the most substance use providers in the state, with 20, followed by region
4, with nine.

e Regions 1 and 4 also have the most detox facilities in the state.

e The percent of SUD residential treatment needs being met varies from 10 to 90 percent,
depending on the survey respondent and the regions.

State Veterans Community Living Centers

Table 30 below provides current state veterans community living center bed capacity and the
number of beds by region, including designated behavioral health beds.

Table 30: Colorado State Veteran Community Living Center Beds by Region*
1 2 3 4 5 6 7 Total
Bed Capacity 80 NA 180 165 NA NA NA 425
Behavioral Health DX
Occupied Beds 49 NA 112 136 NA NA NA 297
10/2014

*2014 Data provided by CDHS staff.

Observations

e Colorado has four state nursing homes that provide skilled nursing care to veterans.

e This resource is limited to regions 1, 3, and 5.

e While these state nursing homes do not have designated behavioral health beds, a
significant proportion of their residents have psychiatric diagnoses.

Wraparound services for children

Providers indicated wraparound services are available in six of the seven regions, with no
services identified as available in region 7. More region-specific information is provided in the
appendices for regions 1 through 6.
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Assertive Community Treatment (ACT)

Table 31 below shows the number of ACT teams and caseload averages by region.

Table 31: Assertive Community Treatment Teams

Region Region Region Region Region Region Region
1 2 3 4 5 6 7
Number of teams 4 3 3 4 10 3 1
Averaget:sn‘ik’ad per 425 | 10-40 | 1750 | 10-52 12 12-15 40

Observations

e All seven regions have at least one ACT team. Region 5 has the most, many of which
were developed as part of a class-action settlement agreement on behalf of persons
with serious and persistent mental illness.

e The typical caseload for ACT teams is 80-100 individuals, with typically fewer in rural
areas (up to 50). Colorado’s caseloads are much lower than the evidence-based practice
fidelity standards across all regions, which support a 1:10 staff/client ratio.
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Peer services

The following table identifies the key areas of focus for peer services by region.

Table 32: Areas of focus for Peer Services (X)

Region | Region | Region | Region | Region | Region | Region
1 2 3 4 5 6 7

Assertive Community Treatment team X X X X X
member
Housing [in-home support; landlord
outreach; housing X X X X
acquisition/preservation]
Emplgyment [job readiness, job X X X
coaching...
Wellness/Recovery [e.g. informal
mentoring, WRAP, WHAM, self- X X X X X X X
advocacy]
Efjucatl'on [.forma.l !nformatlon X X X X X
dissemination; critical skill development]
Benefits support/Advocacy [e.g.
acquiring housing assistance, X X X X X X
entitlements, accommodations]
Outreach [e.g. connecting with at-risk
people not receiving services or who are X X X X X
registered but not involved in services]
Crisis Response [e.g. Hotline, warm line, X X X X X
Emergency Room]
Psychlatrlc hosrpltal [e.g. outreach, X X X X
bridging/transition]
Community resource acquisition [e.g.
linking to community resources, food X X X X X
banks, churches, self-help groups,
recovery org’s.]
Criminal justice/jail liaison X X X
Family education/ support/ parenting X X X X X

Observations

e Peer services are available across all seven regions, however their areas of focus vary.
e There is wide variability in the use of peer specialists in the various regions, as shown in

the following table.

e Additional information about peer services is provided in the inventory appendices for
each region and in the peer services section of this report.
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Co-occurring disorders

The table below indicates regions with intensive services for the identified populations.

Table 33: Intensive services exist for Co-Occurring Population in the Region (X)
Region | Region | Region | Region | Region | Region | Region
1 2 3 4 5 6 7

Individuals with

Intellectual/ X X X X X
Developmental

Disabilities

Individuals with

Traumatic Brain X X X X X

Injuries

Individuals with

Significant

Medical/Physical X X X X X X

Disorders
Observations

e All providers reported not having waiting lists for individuals needing these services.

e Regions 5 and 7 do not provide intensive services for individuals with
intellectual/developmental disabilities or traumatic brain injuries.

e In addition, region 7 does not provide intensive services for individuals with significant
medical or physical disorders.
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Primary healthcare and integration

Tables 34 — 36 identify the various mechanisms through which primary care needs are

available/integrated for behavioral health clients.

Table 34: How the primary health care needs of clients are met (X)

Primary Healthcare -
Integration

Region
1

Region
2

Region
3

Region
4

Region
5

Region
6

Region

We are a Federally
Qualified Health Center
(FQHC) and offer both
primary and behavioral
health services at our
agency.

We have fully integrated
primary care into the
services we provide at our
location(s).

We offer primary care as a
separate service within
our behavioral health
center.

Our center offers
behavioral health services
at an FQHC or other
primary care service
provider(s). Described
below.

We have formal referral
agreements in place with
an FQHC or other primary
care service provider, or
have other methods for
coordinating services.
Described below.

Our services are limited to
meeting the behavioral
health needs of our
clients.

Other primary health integration efforts are described in the Appendices for the Regional Inventories for Regions

1,2,4and 6.
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Table 35: Mechanism by which primary care services are integrated or co-located (X)
Region | Region | Region | Region | Region | Region | Region
1 2 3 4 5 6 7
Primary care professionals
are |ncIud<.ad. on our staff X X X X X X
(e.g., physician, nurse
practitioner, etc.)
Contract with the FQHC or
other provider to .dellver X X X X
primary care services.
Identified Below
MOU or other formal
agreement with the
following FQHC or other X X X X X
provider to deliver primary
care services

CMHC providers contract with the following FQHC(s):
Region 1
e Loveland Community Health Center
Region 2
e Sunrise Community Health provides staff at the primary care clinic operated at the
North Range Main Center.
e QOL Meds to operate our pharmacy onsite.
e Sunrise Health Center to operate a primary care clinic onsite.
Region 3
e Metro Community Provider Network
e Own a pediatric practice that fully integrates BH and medical services.
Region 4
e Budgeted for physician, medical assistant and administrative support for FY 2015
Region 6
e Metro Community Provider Network

Table 36: If have formal referral agreements with primary care service provider(s):
Referral Region Region | Region Region Region Region Region
Agreements 1 2 3 4 5 6 7
Number of
people refer.red Unknown | 1800 Not Not Not Approximately Not
for services in reported | reported | reported | 400/ unsure | reported
2013/2014?
Percentage of 100%;
patients ref(?rred Unknown 30% 1251 & Not 20-25% < 1% -15% Not
to you by primary Not reported reported
care providers? reported
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Observations

e Primary-care needs of individuals are met in a variety of ways across the regions, from a
provider agency in region 1 that is an FQHC to some providers that have agreements
with FQHCs, and one noting that they limit their services to the provision of behavioral
health services.

e The numbers of individuals receiving primary-care services are not consistently tracked
and/or reported by providers.

Housing

Tables 37 through 41 provide information about housing resources and services.

Table 37: Housing programs, such as permanent supportive housing, Shelter Plus Care,
supervised apartments, group homes
Region | Region | Region | Region | Region | Region | Region

1 2 3 4 5 6 7
Orgaplzatlon provides No/ Yes Yes Yes/ Yes/ Yes Yes
housing programs Yes No No

Housing part of the job
responsibility for case
managers, i.e., housing Yes/No Yes Yes Yes Yes Yes/No Yes
needs are addressed in
treatment plans

Table 38: Tasks case manager may perform on behalf of individuals on their caseload (X)

Region | Region | Region | Region | Region | Region | Region
1 2 3 4 5 6 7
Housing search X X X X X X X
Housing referral X X X X X X X
Negotiation with
landlords/program X X X X X X X
managers

Other tasks that case managers perform regarding housing are described in the appendices for
the regional Inventories for regions 1, 2, 4, 6, and 7.
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Table 39: Level of participation by your organization in community planning and advocacy
regarding obtaining housing resources (X)
Region | Region | Region | Region | Region | Region | Region
1 2 3 4 5 6 7
Highly involved,
leadership staff X X X X X
Highly involved, X X X X
program staff
Moderately involved X X X
(describe)
Not involved X X X X
Table 40: Housing information
Region Region Region Region Region Region Region
1 2 3 4 5 6 7
Does your organization
own and operate Yes/No Yes Yes Yes/No Yes Yes No
housing?
If yes, number of units 20 10/74 66 39 191 87
beds
Organization has formal
relationships with
Zsij:engl-?,;?\;ﬁsari’ew(:h Yes/No Yes Yes/No Yes/No Yes Yes Yes
landlords, City or
County governments
Estimate number of Approx.
units accessed through 50 220+ 200 107 600 582 S00w/
these relationships # private
landlords
For individuals who live
in housing programs
administered or
suppo.rte(.:l by your Yes/No Yes No Yes Yes Yes No
organization, are all
their support/service
needs provided by
program staff?
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Agency Housing Increment Count - Mental Health: This table includes data provided by the
State Housing Authority and does not include county and other housing resources.

Table 41: Agency Housing Increment Count - Mental Health*

Region
1 2 3 4 5 7 Total

Housing Choice

117 42 4 11 2 2 2,17
Voucher/Section 8 3 96 8 38 90 A73
Shelter Plus Care 24 | 39 | 149 | 31 | 140 | 19 69 648
Vouchers
VA Supported Housing 0 0 0 0 0 0 109 109
Vouchers
State Housing Vouchers 10 5 9 31 23 21 16 115
Homeowner Vouchers 8 1 10 5 9 4 9 46
FUPO1Coalition** 0 0 0 0 64 0 0 64
FUPO9Coalition** 0 0 0 0 40 0 0 40
Total 159 87 603 163 1,087 603 493 3,195

* 2014 Data provided by DOLA staff.
**FUPs are Family Unification Vouchers. These are either homeless youth who aged out of the foster

care system or families waiting reunification with their kids connected with the CO Coalition for the

Homeless.

Observations

e At least some housing programs are available in all regions of the state, and case

managers provide some housing-related services and supports.
e Providers own and operate some housing in all regions except region 7.
e Significantly more housing increments are available in urban regions of the state.

Criminal justice

Tables 42 through 44 provide information related to the criminal justice system for individual

with mental health, substance use and co-occurring MH/SU disorders. The regions noted in the

table 42 below have specialty courts.

Table 42: Specialty courts are in the region (X)
Region | Region | Region | Region | Region | Region | Region
1 2 3 4 5 6 7
MH Court X X X X X* X
Drug Court X X X X X X X

Region 6: *juvenile MH court
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Other Specialty Courts
Region 1:

e Care Court; Recovery Court

e Family Treatment Court
Region 2:

e Family Treatment Court — Substance Abusing Parents

Region 3:

e Drug Court exists in 18" Judicial District: treatment service performed by University

of CO ARTS program

e Co-occurring juvenile specialty court, VA court- not specific to SUD or MH

Region 4:

e Juvenile Court, Sobriety DUI
e Behavioral Health Court and Veterans Court

Region 5:

e Combined court for youth/families with social services and legal involvement

e We receive referrals but we have not been successful in obtaining specific
information in terms of what the courts require (mental health evaluations,
parenting classes and anger management). We do not know whether we have to
have a certificate or specialized training in order to provide these services.
Therefore, we have referred these individuals elsewhere.

Region 7:
e Veterans/Trauma court

Table 43: Capacity exists to serve all referrals in the Region (X)

Region | Region | Region | Region | Region | Region | Region
1 2 3 4 5 6 7
Mental Health Court X X X X X X
Drug Court X X X X X X X
Other — As noted above X X X X X

Table 44: If Drug & Mental Health Courts, co-occurring MH/SU referrals are served by (X)

Region | Region | Region | Region | Region | Region | Region
1 2 3 4 5 6 7
Mental Health Court X X X X X X
Drug Court X X X X X X

Observations

e Allregions except for region 2 have both mental health and drug courts. Region 2 only

has a drug court.

e Region 6 also has a juvenile mental health court.

e Adequate capacity exists to provide the specialty court services.
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e Individuals with co-occurring mental health and substance use disorders are typically

served in both courts.

Behavioral health workforce

The table below identifies the number of filled positions at the time the provider inventory was
completed. The gaps section of this report shows a comparison of filled versus budgeted

positions.
Table 45: Current Filled Positions — Full-time equivalents (FTEs)
Region Region Region Region Region Region Region
STAFF CATEGORY 1 2 3 a 5 6 2
Medical Staff 19.68 7.25 97.2 30 7 10.9 8
Psychiatrists 9.95 5 48.95 10.5 18 13.25 10.8
Psychologists 6.7 3.75 323 5 7 8.7 16
Nurses 14.9 7 72 24 19 304 16
Addictions Staff (E.g.
CACs -Not Recovery 45.7 17.4 31+ 12.5 ++ 35.15 13
Coaches)
Licensed Clinicians,
Counselors, Social 139.5 41.75 274 71 95 218.3 100.73
Workers
Unlicensed Master's-
level Clinicians, 84.25 56 181 58 70 80 27.84
Counselors & Social
Workers
Unlicensed
Bachelor's-level 5 9.8 65* 39 1935 45.6 44.86
Clinicians, Counselors
& Social Workers
Cross-trained MH/SA
Behavioral Health 17.5 32 20+ 23 ++ 3 12
Staff (Master's)
Cross-trained
Behavioral Health 4 1 + 2 ++ 0 1
Staff (Bachelor's)
Case Managers (Non- | | 44 42.1++ 29 ++ 52.9 10
Peer)
Peer Support
- 24.65 13.75 23 11 4.5 21.2 6.5
Specialists
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Table 45 continued: Current Filled Positions

Region Region Region Region Region Region Region
STAFF CATEGORY 1 ) 3 a 5 6 7
Recovery Coaches 9 0 * 4 0 16 5
Family 9
12 1 19.4
Navigators/Advocates 0 ? 2 3
Mobile Crisis Staff 322 3 17.3 15 10.15 1/0
(Non-Peer)
Crisis Stabilization
Unit Staff (Non-Peer) 11.5 5.65/0 23.4 0 0 2 3
Crisis Respite Staff 5 79 1 1 o 5 )
(Non-Peer)
Mobile Crisis
Peer/Family/Recovery 2 0 2 6 0 1.2 0
Staff
Crisis Stabilization
Unit
2.04
Peer/Family/Recovery 3 0 3 0 0 0 3
Staff
Crisis Respite
Peer/Family/Recovery 2 3.5 2 0 0 .5 0

Staff

+information not tracked

++included in other categories
“Contracted with Denver Health

~CCC staff at Park Place

Observations

e Staffing across the regions varies significantly.

e Region 3 reported significantly more medical staff, psychiatrists, psychologists, and

nurses than the other regions.

e Regions 1, 3, and 6 have the most licensed and unlicensed clinicians, counselors, and
social workers.

e Regions 1, 2, 3, and 4 have the most cross-trained MH/SA behavioral health staff.
e Regions 1, 3, and 6 have the most peer/family/recovery support/coach staff.

1 All information provided in this section about state agencies, services provided, programs and facilities, was
obtained from various public documents, including Colorado Joint Budget Committee staff documents and the

2014-15 Combined Behavioral Health Block Grant application submitted by OBH to the U.S. Department of Health

and Human Services, Substance Abuse and Mental Health Services Administration.
’ Data provided by HCPF and OBH staff.

® http://www.colorado.gov/cs/Satellite/CDHS-BehavioralHealth/CBON/1251581450335 . March 2, 2015

4 SOURCE: Joint Budget Committee Staff documents: FY 2015-16 staff figure setting, Department of Health Care

Policy and Financing and Department of Human Services, Mental Health Programs Only. March 4, 2015.
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> 42 U.5.C. 1396d

® Informal communication with other state hospital administrators.

7 http://www.colorado.gov/cs/Satellite?blobcol=urldata&blobheadernamel=Content-
Disposition&blobheadername2=Content-Type&blobheadervaluel=inline%3B+filename%3D%2227-
65+Designated+Facilities+063014.pdf%22&blobheadervalue2=application%2Fpdf&blobkey=id&blobtable=MungoB

lobs&blobwhere=1252004110224&ssbinary=true.
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Service Gaps: State and Community Behavioral Health
Services

Introduction

This section of the report identifies service gaps between state and community behavioral
health services, based on information from the following sources:

e Stakeholder Survey
e Office of Behavioral Health (OBH) Provider Survey
e OBH Provider Inventory.

The responses from these data sources are presented by region, unless stated otherwise. A look
at statewide issues and gaps is followed by a look at regional issues and gaps. Stakeholder
survey data with more-frequent responses are noted in underlined bold font in the tables.

Empty cells appear in some of the provider inventory tables when there was no response from
providers for specific inventory items. Similarly, not all providers shared comments for some of
the inventory items.

When the two surveys and inventory had the same or similar items, the data are grouped
together. The final piece of this section contains responses from the provider inventory that
were not part of either survey.

Observations are noted in text boxes following the various content areas to provide a brief
summary of the responses and to highlight some of the comments from providers and other
stakeholders.

To begin, the following graph and comments highlight common themes of the written narrative
responses we received about what is needed to improve Colorado’s statewide behavioral
health system. These themes were common across most of the survey and inventory items and
serve as a high-level summary of the behavioral health system gaps that were identified
throughout this study.
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Figure 1: Statewide comments
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Stakeholder comment highlights about what is needed to improve the behavioral health
system in Colorado
e Access to care, statewide and especially in rural areas
e Broader implementation of evidence-based practices
e More behavioral health resources
e Skilled regional nursing facilities for individuals with behavioral health and medical
conditions
e Better crisis-stabilization services
e Expanded community and inpatient services, including child, adolescent, and geriatric
populations
e Development and enhancement of community-based services and other supports
e Greater emphasis on continuity of care
e 'More public education about behavioral health disorders and how to access the
behavioral health system
e Co-occurring, integrated services and supports
e Behavioral health workforce recruitment and development.
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STATEWIDE BEHAVIORAL HEALTH SYSTEM INPUT

Behavioral health system comments
Specific populations not served or underserved in the behavioral health system

Stakeholder survey responses

Table 1: Are there any specific populations that you believe are not served or are underserved in the
STATEWIDE behavioral health system in COLORADO, which should be served by the behavioral health
system?

Stakeholder Survey Percent/# of Respondents by Geographic Region
Response Options 1 2 3 4 5 6 7
Individuals with Traumatic Brain Injuries 45.2% | 44.4% | 42.5% | 47.4% | 56.7% | 52.0% | 37.0%
Individuals with Intell |/Devel I
ndividuals with Intellectual/Developmental |, oo/ | o5 404 | 58.5% | 51.3% | 55.0% | 55.0% | 40.7%
Disabilities
Individuals with Serious Medical Conditions | 26.1% | 27.0% | 32.1% | 29.5% | 29.2% | 27.0% | 35.2%
Individuals with Dementia 43.1% | 34.9% | 38.7% | 38.5% | 41.7% | 36.0% | 46.3%
Veterans 46.3% | 31.7% | 44.3% | 38.5% | 29.2% | 41.0% | 42.6%

Number of Responses | 188 63 106 78 120 100 54

Observations — Individuals with intellectual/developmental disabilities were the population
most frequently noted as either not being served or being underserved (in six of the seven
regions), followed by individuals with traumatic brain injuries (also in six of the seven regions,
at a slightly lower rate), veterans (in three of the regions), and individuals with dementia (in
two of the regions). Individuals with serious medical conditions were identified by 26.1- 35.2
percent of the respondents as being underserved, but were not one of the top two or three
cited in any of the regions.

Additional findings from the comments included these other identified underserved
populations: individuals with autism or dementia, cultural minorities, and the homeless.
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Table 2: What specific populations not served or are underserved in the behavioral health system in
Colorado, which should be served by the behavioral health system?

Responses - Providers

Geographic Region | 1 2 3 4 5 6 7
Individuals with Traumatic Brain Injuries X X | X | X X | X
Individuals with Intellectual/Developmental Disabilities X X X X X X
Individuals with Serious Medical Conditions X X X X X
Individuals with Dementia X X X X X X
Veterans X X X X X

Observations — Specific populations not served or underserved: Persons with co-occurring
traumatic brain injuries, intellectual/developmental disabilities, and dementia were identified
as underserved in six of the seven regions. Five of the seven regions identified individuals with
serious medical concerns and veterans as underserved.

Comments from providers focus on several key areas creating gaps in the behavioral health
service system. Individuals with TBI, DD, dementia, or serious medical conditions with
behavioral symptoms and issues do not fit into the Community Mental Health Centers’
payment reimbursement systems; they cannot be served under the Medicaid BHO contracts as
these are "uncovered diagnoses," unless they also can be diagnosed with a co-occurring mental
health or SUD condition. More services for veterans with behavioral health disorders are
needed. Lack of specific training for behavioral health and physical health providers for
individuals in these population groups is a workforce competence gap.

In addition, service system gaps were noted for undocumented clients, individuals with autism
spectrum disorders, and youth aging out of child welfare and in need of transitional services.

Serious medical conditions were noted as a system gap, especially since the state hospitals no
longer treat medical conditions concurrently with serious mental illness. This has created one of
the biggest gaps in the state's care system according to one of the providers.

Providers generally agree that individuals in these various population groups should be served
in the community whenever feasible. Public insurance should cover the cost for needed
services, which is currently a system gap. The fact that the state institutes do not serve
individuals with the most-complex needs creates a systemwide service gap and creates long
emergency room stays for some of these individuals.
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Civil (not forensic) STATE HOSPITAL inpatient psychiatric services are most needed in

Colorado

Stakeholder survey responses

Table 3: What two (2) civil (not forensic) STATE HOSPITAL inpatient psychiatric services are most needed

in Colorado?
Percent of Respondents by Geographic Region

Answer Options 1 2 3 4 5 6 7
Acute Stay (5 or fewer days) 29.9% | 35.3% | 38.7% | 34.1% | 23.8% | 23.9% | 27.3%
Short-Term (6 and up to 30 days) 51.4% | 44.1% | 50.5% | 50.0% | 47.5% | 55.0% | 41.8%
Intermediate-Term (30 up to 90 days) 64.5% | 63.2% | 61.3% | 61.4% | 69.7% | 66.1% | 63.6%
Long-Term (90 or more days) 50.9% | 50.0% | 47.7% | 44.3% | 45.9% | 45.9% | 63.6%

Number of Responses | 214 68 111 88 122 109 55

Table 4: What two (2) civil (not forensic) STATE HOSPITAL inpatient psychiatric services are most
needed within Colorado?
Responses - Providers
Geographic Region | 1 2 3 4 5 6 7

Acute Stay (5 or fewer days) X X X X | X
Short-Term (6 and up to 30 days) X X
Intermediate-Term (30 and up to 90 days) X X X X X X X
Long-Term (90 or more days) X X | X X X | X | X
None - Focus should be on integrated community-based services X

Observations - Civil state hospital inpatient psychiatric services most needed within Colorado:

Across all seven regions the most-needed state hospital inpatient services identified by
stakeholders responding to the survey were for intermediate care of 30 to 90 days. Region 7
also identified long-term care of 90 days or longer as its highest need. Additionally, all seven

regions identified long-term inpatient services as a higher need than acute stay. However, there

was a mixed response across the regions between the short-term and long-term use of the

state hospitals. Acute stay was the least needed use of the state hospitals, according to survey

respondents.

Additional comments from the survey included the need for the following:

® Recovery supports including longer inpatient stays and better community integration and
transitional services on discharge

e Crisis and stabilization services along with medication management

* Long-term residential inpatient placements

e Geriatric beds

Findings from the provider survey indicate the greatest need for state hospital beds was for
both intermediate care long-term care. Some urban and rural providers identified acute stay
(five providers) and short-term (two providers) as significant needs that should be met by the
state hospitals.
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Observations continued - Finally, some providers in the Inventory responses noted that beds

are too far away for family- or clinician-involved recovery or transition; this was specifically
noted by some providers who have to travel many hours to get to Pueblo. Access to civil

Institute beds is an identified system gap. The need for state hospital beds for geriatric patients
would probably be reduced if locked alternative-care facilities (ACFs) were available in the

state.

Most needed civil inpatient psychiatric services

Stakeholder survey responses

Table 5: What two (2) civil (not forensic) REGIONAL inpatient psychiatric services are most needed in

COLORADO?
Percent of Respondents by Geographic Region
Response Options 1 2 3 4 5 6 7
Acute Stay (5 or fewer days) 43.0% | 43.5% | 42.7% | 36.8% | 32.5% | 36.8% | 25.5%
Short-Term (6 and up to 30 days) 56.5% | 54.8% | 55.5% | 57.5% | 51.7% | 59.4% | 52.7%
Intermediate-Term (30 up to 90 days) 59.8% | 50.0% | 55.5% | 57.5% | 63.3% | 58.5% | 69.1%
Long-Term (90 or more days) 36.4% | 40.3% | 46.4% | 36.8% | 39.2% | 42.5% | 47.3%
Answered question 214 62 110 87 120 106 55
Table 6: What two (2) civil (not forensic) REGIONAL inpatient psychiatric services are most needed
within Colorado?
Region Responses
Geographic Region | 1 2 3 4 5 6 7
Acute Stay (5 or fewer days) X X X X X
Short-Term (6 and up to 30 days) X X X | X
Intermediate-Term (30 and up to 90 days) X | X X X X
Long-Term (90 or more days) X X | X X | X
None - Focus should be on integrated community-based services X X

Observations - Civil regional inpatient psychiatric services most needed: Stakeholder

responses in all seven regions noted intermediate-term care as one of the most-needed
regional inpatient psychiatric services, followed by short-term care in five of the seven regions.
Additional comments for the survey emphasized the need for the following:

e Emergency, crisis, and stabilization services
e Better transitional services and discharge/integration
e Community resources, particularly housing.
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Observations continued - Findings from the provider survey indicate a mix of views about
acute, short, intermediate and long-term lengths of stay. Also, providers from regions 3 and 4
noted that the focus should be on integrated community-based care versus inpatient beds.
There is greater consensus on the use of state hospital beds than regional beds, which likely
relates to the differences in availability within the regions. However, it is clear from both
stakeholder and provider responses that there is a need for additional beds in the regions as
well as in the state hospitals.

Changes you or your organization could make to improve the behavioral health system

Stakeholder survey responses

The graph below identifies several of the common themes based on qualitative analysis of
write-in responses from survey respondents as personal or organization changes that could
improve the behavioral health system in the State.

Figure 2: Changes to improve the behavioral health system

Changes you or your organization could make to improve
the behavioral health system in Colorado
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Observations - Changes you or your organization could make to improve the behavioral
health system in Colorado: In addition to the changes noted above to improve the behavioral
health system, frequent themes from stakeholders included:

e Do more prevention programming, including community education and awareness

» Better workforce education and ongoing training in best practices

» Better access for all population groups to needed services, and for populations including but
not limited to individuals with autism or dementia, cultural minorities, and the homeless

* Enhance the service array from acute and crisis services to health care integration to recovery
supports.
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Observations continued - Prevention and engagement services was the most identified theme
by stakeholders, clearly indicating it is a current gap in the system, yet one that is perceived as

potentially beneficial.

Recommendations to improve the current behavioral health system

Stakeholder survey responses

Qualitative analysis of the key recommendations and comments from the Stakeholder Survey

pertaining to improving Colorado’s statewide behavioral health system are noted in the chart
below.

Figure 3: Recommendations for improvement

Recommendations and Comments to Improve the
Behavioral Health System in Colorado
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Observations -Recommendations and comments from the stakeholder survey pertaining to
improving Colorado’s statewide behavioral health system:

Current Status, Strategic Positioning, and Future Planning 105




Service gaps: State and Community Behavioral Health Services

e A more stable and higher-staffed workforce, with a particular emphasis on better pay and
benefits to recruit qualified workforce, retain current workforce, and ensure a highly trained
workforce

¢ Enhanced workforce, including those engaged with primary care/integration and recovery
supports

¢ Health care homes - better integration with primary care

e Stronger crisis stabilization services, recovery supports, and transitional care

* More services for people with co-occurrin