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Executive Summary

The Affordable Care Act (ACA, PL-148) established the Community First Choice (CFC) State
Plan option to encourage states to provide more Medidailded communitybased longerm
services and supports (LTSS). States that attepdption must add selflirected Pesonal
Assistance Servic¢BASJo their State PlanBecause CFC services are available in the State
Plan, they are available to all Medicaid beneficiaries who meet institutional level of care; CFC
services cannot benhited to individuals with certain diagnosda.exchangdor making these
services widely availahlstates receivan additional six percentage points their federal

match Instead of paying 50 cents on the dollar for the PAS it currently providesivers,
Colorado would instead pay just 44 cents on the doamtinuing itdong-standing

commitment to providing community LTSS, the state of Colorado undertook a study to explore
the feasibility of adopting CFTo this endthe Colorado Department dfiealth Care Policy and
Financing (HCPF) chddession Analytics Group, IndissionAnalyticg, through a competitive
bidding procesdp estimate theannualcoststo the state General Funaf adopting CFC, and to
study the policy implications of this tpn. Mission Analytics conducted the study reported

here with the close cooperation 6fCPF and the CFC Development and Implementation
Council.To our knowledge, Colorado is the first state to estimate the costs oatIR€ level of
detail this report povides.

Using data from Fiscal Year 262012 supplied by HCPF, Missfamalyticsbuilt a model that
estimates theannualcosts of providing CFC serviceddor groups:individuals currently on

waivers, individuals on waitlister waivers individualscurrently receiving Longerm Home

Health (LTHHaNd individuals who do not currently receive any form of Medidaitled LTSS.

The model estimates the costs of adopting a se?ABhat HCPF considers to be under the
required services categorgnd abroader set of servicesvhich includes some optional CFC
servicesecommended by the CFC Countiieset ofservices to be considered in the first two
scenarios ar®ersonal Care, Health Maintenance (as provided thrdbglservice delivery

options Consmer Directed Attendant Support Services (CDASS) and In Home Support Services
(IHSSHomemakerand Personal Emergency Response System. The Council recommendations
includetheseservices plus BehaviordlanagemeniBehaviorallherapiesindependent Living

ills Training (ILSTINonrMedical Transportation, and Respitdission Analytics modeled the

cost of these two sets of services under different assuamgiabout the anticipated cost levels

of clients on wdlists and the anticipated cost leved$ other clients. Takeup rates forCFC

services were basenh the take-up rates for those services aurrentwaivers adjusted slightly

to account forlikely differences in takeup rates among individuals with different neede

model also includes assumptioabout the degree to which individuals using LTHH will use CFC
services instead, as this substitution gaduce the overall cost of providing CFC
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ForHCPHRecommended services, tredditionalyearly cost to the General Fund ranges from
$46.7 million, assming moderatecost levels ($133.9 million General Fund and Federal Fund
(Total Fundp to $64.5 million, assuming high cost levels ($174.6 millioff éal Funds The

total yearly cost of these services to the General Fund ranges from $414.1 million, assuming
moderate cost levels ($868.9 million féotal Fundsto $432.1 million, assuming high costs
levels ($909.6 million foFotal Fund}

For Councifecommend services, gadditionalyearly costs to the General Fund range from
$59.2 million, assuming low cost levels ($166.8 millioTfwal Fundsto $79.2 million,
assuming moderate cost levels ($212.3 millionTotal Fundgs Thetotal yearly costs of these
services tahe General Fund ranges from $426.7 million ($901.7 millio éal Fundsto
$446.7 million ($947.2 million farotal Fundp

These estimates mudbe interpreted with some caution, for several reasons. Firsttes have
increased by 8.26 percent sinc¥ E0112012 meaning annual costs will be high&econdthe
model cannot capturesavings that might result if individuals use waiver services less
intensively. Third,He model cannot capture possible savings from a decrease in hospital visits,
prescripion medication usgor institutional care Fourth,the state maychoose tomplement

policy changes that could yield additional savi(@g.,limiting the duration of LTHHJor

budgetary purposes HCPF will have to provide more detail than this finamotkl offers.

To implement CFC, Colorado will have to make a number of pelated decisions. First, it
shoulddecide whether to include Health Maintenance as a distinct sefais¢he state b

Oregon has donegnd, if so, which parts of the state'sifde Practice Act must be waived to
remove the requirement fodelegation of nursing taskélthoughColorado currently include
health maintenance in both CDASS and |id&Snajority of skilled care in Colorado is provided
throughLTHHIncluding healtmaintenance as a separate activity hetfefray some of the
costs of CFC by providing an alternative to LTHH that is both less costly and eligible for the
enhanced six percent federal matc®econd, as required by the regulations governing CFC,
Colorado will have to eliminate conflict of interest in the assessment and provision of services.
To align more broadly with policy emerging from the Centers for Medicare and Medicaid
Services (CMS), Boado should eliminate (or safeguard against) all conflidsi@ase
Management Agency Systenhis includes separating assessment, case management, and
service provision. Thirdhe state mustimplementa system for Continuous Quality
Improvement Thestate need not adopt aew system; rather, it can use treystem it already
has in place to monitor its 1915(c) home and commub#ged waiver programs, with
modifications to reflect recent changas CMSjuidance Fourth, Colorado must collect a range
of data on CFC patrticipants, including demographic characteristics and outcbonegasure
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outcomes, the state can ugke Quality of Life survey todl alreadyusesfor Money Follows
the Person

Fifth, to align with emerging CMS policy on the attribubd€£ommunity settings, the state
should ensure that theontextsin which it provides Medicaiflunded LTSS are integrated with
the community and offer maximum choice and contfihally, Colorado must decide which
models of seHdirection it wishes to offr under CFCemployer authority (the ability to select,
train, manage, and dismiss attendants), budget authority (the use of an individual budget to
purchase appropriate goods and services), or bdthmake this decision, the state must take
into accountthe options for seldirection it already provideander CDASS and IH8S$nust
also considea critical feature of CFC: The state cannot mandate traininopdlividuals or for
the attendantsthey employdirectly ¢ although the state can continue to rage training for
workers employed by agenci€Bhe importance of training will help determine whether the
state permits a flexible employment authority or whether it restrittiss authority to the co
employment modeln which agencies and individuals employ workers on a joint ljalsis
called "Agency with Choice").

To help Colorado navigate the complex policy decisions it must make, Mission Analytics
recommends thathe stateseekin-depthtechnical assistance fromrange ofexperts. While
some of this expertise is freely available through &y&nsored resources, the state may wish
to consider hiring individuals or groups for longerm consulting engagements.
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1 Introduction and Overview

Colorado has historicallyelen a leader among states providing supportive services to people
with all types of disabilities, enabling them to live in the least restrictive settings possible.
Shortly after 1915(c) waivers became availabl@981 Colorado obtained approval for the

second and sixth waivers granted by the Centers for Medicare and Medicaid Services (CMS),
first for individuals with developmental disabilities and then for individuals who are elderly,
blind, or disabled. In the early 1990s, Colorado became one of that@tes to implement a

single entry point (SEP) system, using a network of entities to determine eligibility for Medicaid
and functional eligibility for most of its waivers. Today, Colorado is one of only three states to
have a waiver that provides serg&to individuals with serious mental illness.

Despite its national leadership and continued innovatianip@do has not opted to offer
PersonalAssistance @vices (PAS its Medicaid State Plan. Instead, these services are
available only througsomeof the state's 12 waiverdn addition, the state's two waivers for
adultswith intellectual and developmental disabilitibave large wait listsas do the waivers
that serve children with autism, children with kfieiting ilinesses, anthedically frade
children with physical disabilitieMany of theseindividualscouldbenefitgreatlyfrom PAS
provided through the State Plan, where they cannot be targeted to particular populations,
restricted to individuals living iparticular regions of the stat@r subject towaitlists.

The Patient Protection and Affordable Care Act of 2@4DAPL111-148) offers states a
financial incentive to provid®ASn their State Planslhe main objective acfommunity First
Choice, or CF@corporated into the SociakeSurity Act at Section 1915(k), is to help keep
individuals out of institution®y providing thenwith the following supports, through hanen
assistance, supervision, or cueing:

1 Activities of daily living (AB), such as bathing and dressing;

1 Instrumental activities of daily living (IADLs), such as shopping and housekesyng

1 Health-related tasks, which can be delegated or assigned by licensed healthcare
professionals to bperformed by arattendant (or performed without delegation if
portions of the state's Nurse Practice Act are waived).

States also have the option undéFQo enable individuals to purchase "permissible services
and supports, ' including assistive technologyprovided they address a need identified in the
individual's sevice planand they increasghe individual'sndependence or substitutan whole

or in partfor human assistancé keyrequirementof CFC is that individuals have the option to
seltdirect their services and supports.

As an incentive to encourage statesadopt CFCthe enabling legislatioadds 6 percentage
points to the state's federal medical assistance percentage (FMAP) in perpetuity. In exchange,
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states must set upobust systems for providingglftdirected PASmonitor the quality ofthose
services and report to the Centers for Medicare and Medicaid Services (CMS) on a regular
basis.To date three statesq CaliforniaOregon and Maryland;havehad theirCFCState Plan
amendments approved by CMS.

If Colorado chooses to adopt CFC, many of the services that are currently delivered through
waivers would become part of the State PIRAS wouldbe available to alMedicaideligible
individuals who meet institutional level of caredividuals currentlpn waitlists would be able

to receive at least some of the services they need. Moreover, recipients afdbkSelfdirect
their PASAmong states that have adopted or are considef@tf;Colorado is unusual in that it
currently offersPASonly in waiers, where the scope of setfirection is variable and somewhat
limited. AdoptingCFQwill decrease the cost of serving individuals who rec@®&hrough
waivers. Importantly, however, servirglarger number of individuatbrough theState Plan

will increase the overall costs of providiRQS

To help the state explore the feasibility of adopting @B@ a financial and policy perspective
Colorado's Department of Health Care Policy and Financing (HCPF) conivilctilission
Analytics Group, Into assess th@mplications of adopting CFC under several different
assumptions abouthe services offeretthe expectedcostsof individuals using CFC services
and enrollmentsThis report describes findings from oczwstmodeling efforts identifieskey
policydecisions the state must makmefore implementing CE@nd lays out a tentative
timeline for adoptinghe new State Plan optiomo our knowledge, Colorado is the fissateto
undertake the kind otost analysisf CFC thaive describe in thiseport.

Chapter Xets the context for this work by reviewing Colorado's efforts to provide community
based longerm services and supports (LTSS3)apter 3summarizes the key comonents of
the Final Rule fo€CFCChapter 4describes the modeke havedeveloped to estimate the costs
of adopting CFC in Coloradohapter Sdentifiesfive policyissueghat Colorado must
incorporate into its decisioimaking about CF@aiving sections of its Nurse Practice Act to
permit certain healthrelated taskgo be carried out without delegatigrestablishing a confliet
free systenof assessment, case managent, and service provisigimplementing a system
for quality improvementcollecting outcomes datagndensuring thatts community settings
comport with thecharacteristicghat will shortly be published in the Final Rule floe 1915(i)
State Plan ption. Chapter 6s dedicated to a complepolicy issue; the Financial Management
Serviceghat support seldirected serviceand supportsincluding Agency with Choice and
Fiscal/Employer Agent€hapter summarizes the major findgs of the feasibility report and
identifies next steps.

We use the remainder of this introduction to place Colorado's exploration of CFC into the
broader context of its ongoing efftar to reform its systenof communitybased longerm
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services and supports (LTSB)iscontextwill help readers understand the role that CFC might
play in these systems transformation efforfs aset offirst principles, Colorado is committed

to the idea that individuals have a right to exercise choice and control over how they receive
services; to have their needs addressed in an equitable, pezsotered fashion; and to

receive the right services at the right time in the right setting. Moreover, r@dtois committed
to involving stakeholders throughout itedesignefforts so that individuals and families have as
many opportunities as possible to help shape the process

Section 1915(k)(3) of the Social Security Act stipulates that CFC State Plahmemisnwill not

be approved unless the amendment has been developed "in collaboration with a Development
and Implementation Council established by the State that includes a majority of members with
disabilities, elderly individuals, and their representasy' Coloradoestablished a

Developmental and Implementation Coungitalled simply theCFCCouncik; in the summer of
2012; the groughas met monthly since September of 2012. It has actively considered the
benefits and chéenges of adopting CFC; discussed the regulatory and policy changes that CFC
would require; and reviewed the financial projections for adopting CFC that Mission Analytics
has developed in partnership with HCPF (Seapter 4for details).Colorado’'s CFC Council has
arguably been one of the most actiaad engagedevelopment andmplementation Coungl

in the nation.

A Noteon PersonCentered Languagd he notion of persoitenteredness has come to occupy

a central plae indiscussions about how best to support individuals with disabilities who wish
to remain in their communities among family and friends. With persentered thinking and
planning has come perserentered language, which places the person before thaliliisy

that he or she happens to have. In keeping with persentered thinking and planning, we will
therefore use persoitentered language throughout this report. Wherever possible, we will use
the term individual (or its plural), as in "individuals kvihental iliness," as this is the term that
appears most frequently in federal language, including all raed groposed rulesjjoverning
communitybased LTSS under Medicaid law. We will at times use other terms, including
consumeiandclient We usecorsumerprimarilyin Chapter 8o describe services that

individuals direct (by managing employees, for example, or by choosing which services to
purchase out of a service budgéetye do this in large part becausige term consumerdirected

is commonly used in the literature to describe such servidésuse the ternclientin Chapter

4 and inAppendix Eboth of which describe the cost model that estimates the costs of adopting
CFC. In those cases, useclientinstead ofindividualbecause the labels for groups of
individuals would otherwise sound awkwa(elg., "waiver individuals™) or be too lengtfs.g.,
"individuals who receive LTHH").
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In all cases, our intent is persaentered. The goal of the Conunity First Choice State Plan
option is to give individuals as much choice and control as possible over their services. The goal
of thisreportis to relp the state of Colorado assess the feasibility of giving its citizens this

choice and control.
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2 Community LTSS in Colorado

In this chapter, we briefly review Colorado's existing system of Medfoaided LTSS. We also
describe a series of programs, inities, and workgroups that share the goals underlying CFC:
to help as many Coloradans as possible remain in the community, among family and friends.

2.1 Review of Existing Community LTSS

In this sectiorwe first describe Colorado's loAgrm home health(LTHHbenefit, which is a
mandatory benefit under the State Plan. Next, kwefly review the set of existing waivers for
adults and for children. We conclude this section by reviewinghhee service delivery
options that currently provide individuals thgportunity to selfdirect personal assistance
servicedPAS)InrHome Support Services (IHSS), ConstDnected Supports and Services
(CDASS), and Family Caregiver.

LongTerm Home HealthForMedicaideligible individuals who need intermittent assistance
with home health taskd, THHorovides services from a licensed and certified Home Health
Agency. Home health services include Skilled Nursing (provided by a registered nurse or
licensed practical nurdeCertified Nurse Aid (CNA) services; Physical Therapy; Occupational
Therapy; and Speech/Language Therapy.

There are two types of home health services: 1) acute home health services, which are provided

to clients who experience an acute health care ndeat requires skilled home health care; and

2) longterm home health, which is provided to clients who require ongoing home health

services beyond the acute home health period. To be eligible for home health, individuals must
require services to treat or agiorate an illness, injury, or disabiliignd be unable to perform
health-related tasks for themselves. Individuals must also require services that cannot

appropriately or effectively be provided in an outpatient treatment office or climidor which

GKS Of ASyiQa NBAARSYOS Aa (GKS o0Sad aSiddAay3a Ay

Waivers.Colorado currently maintains 12 waivers, seven for adults and five for children. The
names and age ranges of the waivers are listed befgypendix Dprovides more detail on the
waivers, including the services they provide, level of care requirements, and enrollment caps.
Waivers with waitlists are noted as such below:

1 The waiver folPersons with Brain Injury (Bprovides servicgto individuals with a
brain injury, aged 16 and older.

1 TheCommunity Mental Health Supports (CMHBaiver provides services to individuals
aged 18 and older who have been diagnosed with a major mental illness.

1 The waiver foPersons Living with AIDS (®1A) provides services to individual$ all
ages with a diagnosis of Humanrhunodeficiency Virus/Acquired Immunesficiency
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Syndrome (HIV/AIDS).

1 The waiver for Persons who afdderly, Blind and Disabled (EBf@pvides services to
individuals aged 65 anmalder with a functional impairment, or to adults aged 18
through 64 who are blind or physically disabled.

1 The waiver foPersons with Spinal Cord Injury (S€&rves individuals aged 18 and
older who have a spinal cord injury.

1 TheSupported Livingservices (SL8)aiver provides services that help individuals aged
18 and older with developmental disabilities to live in their own home, apartment,
family home, or rental unit that qualifies as an SLS setting. The waiver provides services
as an alternatie to institutional placement for individuals with developmental
disabilities, but it does not provide Zdbur supervision. There is a waitlist

1 TheComprehensive Waiver for Persons with Developmental Disabilities (PDyides
services to individuals aged 18 and older who have a developmental disability and
require access to 2hour serviceand supports There is a waitlist.

 The/ KAt RNBY Qa whiver pfovides serviceq td medically fragile children aged
birth through 17 who have a disability. There is a waitlist

1 TheChildren with Autism (CWA)aiver provides services to children aged birth
through five who have a diagnosis of autism. There is a waitlist

f Thel KAt RNBy Qa 9 E (i Swiiveh prbSide§eatulciisito NHildred Aged bisth
through 17 who have a developmental delay or disability. To be eligible for CES, children
must also have intensive behavioral or medical ned@tigre is a waitlist.

 The/l KAt RNBYyQa | oAt AGHGA Bsivernpdadasie&yeasid f t NB 31
children and youth aged birth through 20 who are in foster care and who have a
developmental disability and extraordinary needs.

1 The waiver folChildren with a LifeLimiting lliness (CLLprovides services for children
aged birth hrough 18 who have a l{#miting illness where death is probable before
adulthood.There is a waitlist.

Under several waivers, individuals can choose todiedict their PAS through {Home Support
Services (IHSS), through Conswieected Attendant &vvices and Supports (CDASS), or
through Family Caregiver.

Under the CHCBS waiver, IH#8rs Health Maintenance. Under the EBD and SCI waivers, IHSS
also offerssupport for activities of daily living (ADLS) throudgalth MaintenancelRersonal

Care and Bmemaker services. IHSS agencies provide core independent living skills, including

CrossDisability Peer Counseling; Information and Referral; Independent Living Skills Training;

and Individual and Systems Advocacy. To receive IHSS, individuals mugibhefeli a waiver

that provides the service; they must demonstrate a need for attendant supports; andanhey

their representativesinust demonstrate the ability to direct their care. In order to qualify as an
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IHSS agency, an entity must offer independenng core services, provide 2¥ur backup

services, and contract with or have on staff a health professional who will be responsible for the
training of attendants. Attendants selected by clients are employed by an IHSS agency of their
choice.

CDAS$® a consumedirected service delivery option that permits individuals to:

1 Hire attendants, even friends and family, based on qualifications that they set;

Train, supervise, and dismiss attendants;

Decide when and where they receive services;

Setwages fo attendants, within an annuddudget;and

Choose someone they trust to act as an authorized representative to help them manage
their care.

= =4 4 A

In CDASS, Medicaid funds are set aside for individuals to control, rather than paying a Home
Health agency or PersahCare agency to provide their attendant care. The individual's case
manager determines his or her individual annual allocation. After individuals (or their
representatives) complete training and enroll in services, they are responsible for managing
thesefunds to meet their needs. To receive CDASS, individuals must be eligible for a waiver that
offers the service (EBIZMHSr SCI); they must demonstrate a need for attendant supports;

they must have a stable heatfondition; and they must demonstrate thability to direct their

care.

Family Caregiver is an option available in Colorado's three waivers for individuals with
developmental disabilitieg CES, DD, and SLS. It permits individuals to receive services at home
from a person of their choosing. Authped in 2008 under Colorado's Family Caregiver Act (SB
08-002), this service delivery option allows individuals to live in their homes or in the homes of
family members, and receive services from a family member or from staff or providers of a
Program Appoved Services Agency (PASA). Family Caregiver does not permit full employer
authority or budget authority, and is therefore not a traditional sdilfected program.

However, the ability of individuals to choose family members as caregivers does repgesent
limited form of selfdirection.

2.2 Related Programs, Initiatives, and Work Groups
Colorado's approach to transforming its LTSS system has been holistic, progressive, and
supported at the highest levels of state government.

In June 2009, Governor Bill Rittdr. issued an Executive Order (D910 OF f t SR a5 A NB (
Development of a Strategic Plan to Promote Community Based Alternatives for the Disabled
Citizens of Colorado." In the words of that Order:
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The State of Colorado rejects the institutionalimatof individuals with disabilities when

such institutionalization is not justified and has continued to serve as a national leader in

providing service programs that expand and improve commtipéised alternatives for the

disabled. Yet, 10 years after3h / 2 dzNIi Q& QRvistkdciBadriars skillZyist thay

impede the ability of the disabled to live and receive treatment in less restrictive

environments. This Executive Order directs the development of a strategic plan that will

promote the policies laid out i@Imsteadby guardingagainst unjustifiable isolation and
SYKIFyOAy3 [/ 2f 2Nl R2Qa -based treatinént piogranisIhid@l fadilieS O2 Y'Y
for the disabled.

The order directed the Lorgerm Care Advisory Committee within HCPF to "review relevant
state policies and broptogether key stakeholders in order to develop a lbagn strategy for
improving access to communityased treatment programs and facilities for qualified
individuals with disabilities."

In July 2010, HCPF met the mandate of this Order by releasingi egitled "Olmstead:
Recommendations and Policy Options for Colorado." In partnership with the Long Term Care
Advisory Committee and a core team of stakeholders, the Department identified six key issues
and strategies around communityased longerm cae. These were to:

1. Makethe financingof services in Colorado more sustainable, in part bgxamining
reimbursement methodologies for providers;

2. Integrate policy decisions to improve access to community £Ti&8 is, to look at
programs and policiesollectively, rather than in isolation;

3. To increase housing options for people with all types of disabilities;

4. To expand the current array of services, in part to diminish the gap between the services
available to people in institutions and those availatdgeople in the community, and
in part to minimize cost shifting between systems, such as between the developmental
disability system and the mental health system, as a result of services being available in
one waiver but not in others;

5. To stabilize androw the supply of direct service workers (DSWSs), to reduce the kind of
turnover in staffing that can increase the likelihood individuals will be placed in
institutions; and

6. To better inform the community about the services available for people witthdises.

In July 2012, Governor John W. Hickenlooper issued an Executive OrdeDgA)1Rat
accelerated the process of LTSS reform in Colorado. Echoing his predecessor's Executive Order,
Governor Hickenlooper wrote:
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The State of Colorado recognizestthanfining disabled individuals to isolation without
proper cause is a form of discrimination. In order to preserve the quality of life for
individuals afflicted with disabilities, the state shall promote and advance the availability
of autonomous and ingpendent communitybased treatment programs and facilities.

The Governor's Order established the Office of Community Living (OCL) within HCPF. It directed
the Office and its Director to "redesign all aspects of the {@mng services and supports
deliverysystem, including service models, payment structures and data systems to create
efficient and persorcentered community care." It further directed all relevant state agencies

and divisions to coordinate with the Office. The guiding principles of the Qifecto:

Provide services in a timely manner with respect and dignity;
Strengthen consumer choice in service provision;

Incorporate best practices in service delivery;

Encourage integrated homa&nd communitybased service delivery;

Involve stakeholders iplanning processes; and

S T o A

Incorporate supportive housing.

The Order further mandated the creation of a Comntyhiiving Advisory Groupith diverse
membership and a mission to make legislative recommendations for 2013 and 2014, with final
recommendations tahe Governor by September 30, 20T%hese will include

recommendatiors about the structure and staffing of the OCL.

Most recently, in May of 2013, the two Houses of the Colorado General Assembly issued a Joint
Resolution (HIR 1B)23) affirming the needdr a redesign of Coloradd S SSystem to be
based on the values of persaenteredness and setfirection.

Adult Resources for Care and Help (ARCGHé)lowing the national model of Aging and Disability
Resource Centers (ADRCs) established by the Adratioston Aging (now the Administration

for Community Living), Colorado has established the Adult Resources for Care and Help (ARCH)
program. The mission of ARCH is to provide coordinated and streamlined access points to
communityLTS$or adults aged 60ral over, or aged 18 and over living with a disability, and
their caregivers. ARCH empowers older adults, adults with disabilities, and caregivers to
navigate health andl TS$ptions. Currently Colorado has 13 ARCH sites covering 52 of the
state's 64 countts ARCH sites are designed to streamline access to community LTSS for all
individuals, not just those eligible for Medicaid. ARCH sites work collaboratively with
community, state and federal programs to help people with disabilities and elders access
supportive services that can enable them to live in the most integrated and independent setting
possible.
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Colorado Choice Transitions (COTdlorado Choice Transitions (CCT), part of the federal

Money Follows the Person (MFP) Rebalancing Demonstragianfve-year grant program.
Launched in March of 2013, CCT's primary goal is to facilitate the transition of Medicaid
beneficiaries from nursing homes or other letggm care facilities to the community. CCT
services are intended to promote independence, im@ahe transition process, and support
individuals in the community. CCT patrticipants have access to qualified waiver services as well
as demonstration services. They will be enrolled in the program for up to 365 days, after which
time they will enroll inb one of five HCBS waivers so long as they remain Medicaid eligible.

PACEColorado has adopted the national Program oflAdllusive Care for the Elderly (PACE), a
Medicare/Medicaid managed care program that provides health care and support services to
individuals 55 years of age and older. The goal of PACE is to help fvaluals live in their
communities as independently as possible by providing comprehensive services based upon
their needs.

Family Caregiver Support Progra@olorado has also adopted the National Family Caregiver
Support Program (NFCSP), which was crelayetthe reauthorization of the Older Americans Act

in 2000. The goal of the NFCSP is to provide services to caregivers who assist elderly adults, as
well as grandparents over 60 raising grandchildren aged birth to 18.

Medicaid Buyln. Since 2012, Coloradwas offered two groups the option to "buy in" to
Medicaid: working adults with disabilitieand families with children who have disabilities. The
groundwork for these two options was laid by the federal Ticket to Work Incentives
Improvement Act of 1999 106-170), and by two state laws, the Medicaid BoyAct of 2008
(HB 081072) and the Colorado Health Care Affordability Act of 2009 (HE2993).

The Medicaid Adult Bun program launched on March 1, 2012. To be eligible, individuals must
be between tle ages of 16 and 64. All individuals are treated as a household of one (i.e.,
eligibility does not depend on the income or assets of any other individuals). While individuals
must be working, there are no minimum wage or hour requirements. Individuals nawst a
gualified disability using the criteria of the Social Security Administrathout consideration

of substantial gainful activity (SGA). In Colorado, working individuals with disabilities can earn
up to 450 percent of the federal poverty leve€lRL), after certain disregards. There are no
resource limits, and premiums are set on a sliding scale based on income. On December 1,
2012, the Buyin program was extended to give individuals with disabilities access to
community LTSS outside the StaterPl&o receive additional community LTSS benefits,
individuals must meet the eligibility criteria for the standard adult Buprogram; be at least

18 years old; and meet the functional and targeting criteria of the EBD or CMHS waivers.
Colorado plans toxplore the feasibility of expanding access to community LTSS to all adults in
the Buyln Program who have qualifying disabilities.
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Launched on July 1, 2012, the MedicaidBuy t NP ANI Y F2NJ / KAt RNBY gAdl
BuyIn) provides Medicaid beefits for children with disabilities whose adjusted family income

is at or below 300 percentof FRLK SNBE ' NB (g2 gl e&a (G2 RSGSNXYAYS
BuyIn: a disability determination through the Social Security Administratignf thre cild

does not have such a determinatighrough the state's disability determination contractor.

Eligible families receive Medicaid benefits for their child with a qualifying disability by paying a
monthly premium on a sliding scale based on their adjgsteA Y 02 YS® ¢ K8 ddeK A f RNE
not have a level of care requiremer@hildren on a waiver waitlist may qualify for the

/ KA f RNIhypragiam.if tey meet all eligibility criteria. Chidd on the waitlist for the CES

CWAor CLLwaivers can rema on the waitlist and receive Medicaid benefits through the

/ KA f R NIhyragiam.whité awaiting waiver enroliment.

Waiver Simplification Colorado has recently undertaken a major effort to simplify its existing
waiver system. As noted earlier, Coldeahas 12 waivers, seven for adults and five for children.
Over time, the system has become complex and confusing for individuals and families to
navigate. Individuals and families must often make difficult choices among the service packages
offered in diferent waivers. Several waivers have long waitlists, leaving many needy individuals
and families without access to the services and supports they need to remain in the community
or to help their loved ones remain independent. The administration of multi@Eers across
several agencies has also created a burden for the state and consumed resources that could be
spent on providing quality communHyased care to a larger number of people.

In the summer of 2012, members of t@mmunity Living Advisofyroupestablished the

Waiver Simplification Subcommittee and charged it with streamlining the state's waiver system.
Since then the Subcommittee has met monthly. With input from many stakeholder groups, the
Waiver Simplification Subcommittee has draftedaacept paper for CMS that outlines the
state's tentative plans to combine some waivers and close others; to create one new waiver;
and to move a number of existing waiver services into the State Plan. The process of waiver
simplification is expected to k& several years and require changes to service definitions,
regulations, and policies and procedures. While the work of the Waiver Simplification
Subcommittee is separate from the work of the Community First Choice Council, the
Subcommittee has regulartliscussed the ways in which CFC and the state's waiver
simplification efforts might complement each other. Both CFC and a simplified set of waivers
would help more individuals and families get essential commtlgised care in a persen
centered system thamore readily supports setfirection.

In the last seven years, two previous reports have affirmed the need for Colorado to add PAS to
its State PlanThe first was the 2006 Final Report of the Senate BillABLongTerm Care
Advisory Committee (pursuatd §26-4-425 CRS). The second was the 2012 "{Jarg
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Services and Supports Strategic Planning Report" preparddiGeiby CHI Partners. Published
two years after the passage of the Affordable Care Act, this report specifically recommended
that Coloradoconsider adoptingcFC

As a prelude to the work that we describe in this report, we conducted a series of interviews
with individuals, family members, arRASattendants about the need for additional PAS. Our
findings strongly suggest that there are stillbstantial unmet needs in the stateneeds that
CFQould help address. A detailed discussion of these interviews and focus groups, along with
the questions that informed the discussion, can be foundppendix C
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3 Summary of the CFC Rule

The CFC State Plan option was created by Section 2401 of the Affordable Care Act, which added
Section 1915(k) to the Social Security Act. Thaptersummarizes the key points of the Final
Rule for CF@ublished in the Federal Retgr (77 FRR6828)and incorporated into the Code of
Federal Regulations at 42 CFR 441-590. The text of the Final Rukereproduced in full in
Appendix AQuestionsabout theFinal Rulghat the Colorado Health CaPolicy and Financing
Administration HCPJFhasposedto the Centers for Medicare andedicaidServices (CM$&an

be found inAppendix Balong with CMS's answers to those questigsr summary of the rule
includes hyprlinks to the relevant sections of the Final Rule. It also includes references to the
Preamble of the Final Rule, in which CMS responds to comments submitted in response to its
preliminary rule, or Notice of Proposed Rule Making (NRBEhause the Preaniis quite
lengthy, we have not reproduced it here. Instead we provide references to the appropriate
pages in the Federal Register.

3.1 Purpose

The purpose o€FC is to "make available home and commulétyed attendant services and
supports to eligible indiduals, as needed, to assist in accomplishing activities of daily living
(ADLs), instrumental activities of daily living (IADLs), and heahted tasks through hanesn
assistance, supervision, or cu€ifg§441500(b). It grants states an additional 6 points of
federal medical assistance percenga-MAP) for eligible services1¢1590).

3.2 Eligibility

Individuals can qualify fdEFGn one of two ways. Firsthey canbelong to areligibility groyp

that has access toursing facility service®441.510(b)(1) These groups include individuals

who areenrolled waives andindividuals who participatén a Medicaid Buyn program

Importantly, this provision doesot require that the needs of a particular individual rise to

nursing facilityNF)level of care. It means only that they belong tgraupthat has such

access. For example, by virtue of being eligible for Medicaid State Plan services, members of the
BuyIn groyp have access to NF services if thegd them but they need not require those

services in order to be eligible for CFC. Second, individuatsas@mcomes at or below 150

percent of he federal poverty level (FP(8441.510(b)(9)

All individualswho enroll in CF@wust have an initial assessmehixcept when individuals are
not expected to improve, the state must perform annual reassessnterdsetermine that "in

the absence of the home and communligsed attendanservices and supports provided
under this subpart, the individual would otherwise require the level of care furnished in a
hospital, a nursing facilityr an intermediate care facility fahe mentally retarded"
(8441.510(¢) Individuals who are eligible for Medicaid because they are enrolled in a waiver
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mustcontinue to meet waiver eligibility requirements angeceive at least one waiver service a
month (8441.510(d) This lone servicean inclué case managemeiip. 26842)Participation

in CFC does not prevent individuals from receilamgrterm services and supportE TSH
through other authorities or grant programs (e.¢loney Follows the Perso(B8441.510(¢e)

States cannot limit the number of individuals who receive CFC services. In adfitibseervices
must be providedg A 1 K2 dzi NB I NR (G2 0GKS AYRAGARdZ f Q&
of disability, or the form of home and communibased atten@nt services and supports the
individual requies to lead an independent lifép. 26829)However,"states may set limits on

the amount, duration, and scope of services, as long as the amount, duratidrscope are
sufficient to reasonably achieve theipose of the service" (p. 26833).

3.3 Services
States electing to adopt CRalistoffer the following serviceg441520(a):

1 Assistance with activities of daily living (ADLS); instrumental activities of daily living
(IADLs); anddualth-related tasks through handsn assistance, supervision, and/or
cueing;

1 Acquisition, maintenance, and enhancement of skills necessary for the individual to
accomplish ADLs, IADLs, and hesadilated tasks;

1 Backup systems or mechanisms to ensure ety of services and supportand

1 Voluntary training on how to select, mangged dismiss attendants.

Training on how to select, manage, and dismiss attendants cannot be reqSirates must
offer the training, but they cannot require individualsuee training servicesas doing so would
not be consistent with the philosophy of selirection (p. 26880)

Statesmayalso offer other services and supports thae dlinked to an assessed needgoal in
the individuals personcentered service pldn(8441520(b). These include:

1 Expenditures for costs that help individuals transition from an institutional faclitg;
1 Expenditures for a need that "increases an individual's independence or substitutes for
human assistance."

Sates maynot offer the following(8441525):

1 Room and board unrelated to transition;

1 Special education services covered under the Individuals with Disabilities Education Act
(IDEA) or under the Rehabilitation Act of 1973;

1 Assistive technologies other than those that form part of the backup system or
substitute for human assistancer
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1 Home modifications except those that facilitate transition or substitute for human
assistance.

3.4 Assessment of Functional Need and Persdbentaed Planning
States must conduct fae®-face assessments of individual "needsesgths, preferences, and
goals (8441535. The use ofe¢lemedicinas permittedprovidedindividualscan choosean in
person assessmeiif441535(a). The assessment information must support the following

(8441535(b):

1 Thedetermination that an individual needs CFC,;
1 Thedevelopment of a persowentered service plargnd
1 Thedevelopment of a service budgét applicable)

Assessments of functional need stlbeconducted at leasevery 12 months. States must
conduct them more often as andividual's needs change, or as the individual requests it

(8441535(c).

To be persorcentered, the planning process must have several key charatbtsri
(8441540(a). For example, it must:

1 Include people chosen by the individual;

1 Bedirected as much as possible by the individual;
1 Reflectcultural preferences; and

9 Offer the individual choice.

Theplan itselfmust also have several key charactecis(8441540(b). For example, it must:

Indicatethat the setting in which the individual lives was his or her choice;
Reflectthe individual's strengths and weaknesses;

Include "individually identified goals and desired outcomes";

Identify the services and supports that will help the individual achiese goals.

= =4 =4 A

These include natural supports. Notably, natural supports "cannot supplant needed paid
services unless the natural supports are unpaid supports that are provided voluntarily to

the individual in lieu of an attendant";
1 Reflect risk factors andays to minimize themand
1 Identifythe individual or entity charged with monitoring the plan.

Like the functional assessment, the persmntered plan must be revieweat least every 12
months. States must conduct them more often as an individual's nelegisge, or as the
individual requests it

3.5 Service Models
The Final Rule identifies several models for providingdsedtted services under CFC.
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Under he "agencyprovider model(8441545(a), individuals receive services from a
traditional agency that employs personal attendants. Individuals must, however, have a
meaningful say in the selection, managemed dismissal of their providers.

Under the "sekdirectedmodel with service budget{8441545(b), the individual's service plan
and budget are based on a functional assessment. States must make availablecaf
management entitf{FME)o process timesheets, colleahdfile payroll taxes, track budgets,
and performother administrative function§8441.545(b)(1) States may also distribute cash
directly and prospectivelyrovided the individual has the opportunity to use BMEfor some

or all administrative functiong441.545(b)(2) Individuals who cannot effectively manage their
own budgets after counseling must be required to use these entities.

Individuals who use the service budget option are granted sewgrakof authority
(8441550). For example, individuals have the authority to:

1 Recruit, glect, manage, and dismissttendants;

1 Determine attendant duties, schedules, and training requirements;
1 Evaluate attendant performancend

1 Determine pay rates, incaordance with state and federal laws.

Service budgetand the systems that surround themust meet a nurber of key requirements
(8441560). For example,iey must

1 Identify aspecific dollar amount for supports and services

Identify a set of procedures fdrow individuals may adjust their budgets;

Identify the circumstances that would result in a change in the budget;

Be objective, valid, and reliable;

Be applied consistently;

Identify limits on CFC services and the basishose limits;

Include safeguards to cover situations in which the budget does not meet an individual's
needs;and

1 Include procedures for adjusting the budget as an individual's needs change.

= =4 =4 4 -4

Under the "voucher" optior{8441545(c), states may issue vouchers, provided other
requirements in the rule are also me&tates also have the option to provide services through
other modelsif they are approved by CMS.

3.6  Support Systems

Support systems under CFC must mamteral requirenents They must'appropriately assess
and counsel an individual" before he or she enr(@¥41555(a), and povide necessary
information, counseling, training, and assistanceranageservices and budgets (if applicable).
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Information must be communicated smcomprehensible manneysing auxiliary aids if needed
(8441555(b)(1).

Support systems must have several key feat(gdgl 1.555(b)(2), including:

1 Apersoncentered planning process;

A range of options;

Information about the "risks and responsibilities” of sdilfection;
Information about advocacy systems in the state;

Methods to redress grievances and file appeals;
Development of risk managemestrategies;and

1 Registratiorand reportingof critical incidents.

= =4 =4 8 A

Support systems must also establish "conflict of interest standards for the assessments of
functional need and the persecentered service plan development process that applies to all
individuals and entities, public or privateThese requirements prohibit a range of individuals
and entities from conducting the functional assessment and developing the pestdered

servie plan(8441555(c):

Individuals relatd by blood or marriage to the individual or a paid caregiver;

Individuals who are financially responsible for the individual,

Individuals who can make healtblated decisioson the individual's behalf;

Individuals who would benefit financially from thegwision of services identified in the
assessment and planning proceasd

1 "Providers of State plan HCBS for the individual, or those who have an interest in or are
employed by a provider of State plan HCBS for the individual, except when the State
demondrates that the only willing and qualified entity/entities to perform assessments
of functional need and develop pers@entered service plans in a geographic area also
provides HCBS, and the State devises conflict of interest protections including
separaton of assessment/planning and HCBS provider functions within provider
entities, which are described in the State plan, and individuals are provided with a clear
and accessible alternative dispute resolution process."

= =4 =4 A

Thus, the Final Rule for CFC acknogésdthat some areas of a state may offer fewer options
than others. When the same entity both provides CFC services and performs functional
assessment and service planning, the state must ensure that there are robust firewalls in place
and that individualfave a straightforward way to disputkeir service plans.
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3.7 Provider Qualifications

Under all service delivery models, individuals can train attendants to best meet their needs;
establish additional qualifications as needed; and access additional ressartieat

attendants can acquire necessary ski#441565a)).

For the agency model, the state must define qualificati(@®!1565(b). For the seldirected
model with service budget, individuals have the option to hire any individualsluding family
membersg to provide services, provided they meet qualifications and undergo additional
training as neede@®@441565(c). However, family members who provide services cannot
simultaneously serve as the representatives for the individicalgshom they areworking
Under these circumstances, an individoalst havea representativevho doesnot provide

services (§441.509.

3.8 State Assurances
Any state that adopts CFC muasjree to a set of assuranc€gi41570):

1 Protect the health and welfare of participants;

1 For 12 months, maintain the level of expenditufescommunity LTS&ovided under
Sections 1115, 1905(a), and 191.8B., waivers, State Plan services, and State Plan
options)

1 Adhere to the provisions of the Fair Labor Standards Act of 1938; and

1 Comply with state and federal laws governing income pagoll taxes, unemployment
and worker's compensation insurance; maintenance of general liability; and standards
of occupational safety.

TheMaintenance of Eort (MOE)requirementsapply specifically to PAS provided under
Sections 1905(a), 1915, and 11dfRhe Social Security Act. Thus, for 12 months, the state must
maintain the level of its expenditures on PAS in 1Ranonth periodprior to the start of CFC.

3.9 Development and Implementation Council

The state must establish"®evelopment andmplementation Council(8441575), the majority

of which consists of individuals with disabilities, elderly individuals, and their representatives.
The state must consult and collaborate with the Council in developing andnmepiting CFC.

3.10 Data Collection
For each fiscal year, the state must report a variety of data elements related (8TF580),
including:

1 The number of individuals projected to receive CFC services in the next fiscal year;
1 Thenumber of individuals who received CFC services in the previous fiscal year;
1 Demographic information on CFC recipients, including employment status;
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1 Information on howmany CFC recipients were served under other HCBS authaaities;
1 Information on "the plysical health and emotional health" of individuals.

3.11 Quality Assurance

The state must have in place a qualilgsurancesystem(8441585) that continuously monitors
healthandwelfare;reports and addresses suspected cases ofgw@r abuse; measures
outcomes; establishes standards for the training of providersfandddressingndividual
appeals; maximizes individual choice and control; and solicits and acts upon feedback from
individuals, their representatives, and membefgloe community, including advocacy
organizations.
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4  Modeling the Costs of CFC

The cost modelve have developedllowsColoradato estimate the effect®f movingpersonal
assistance services (PA®m waivers intoCFCIn this section, w describe how thenodel
works and provide estimates of what CFC will cost the Colorado General Fundaunde
scenarioghat reflect different choices about

i The set ofPASNn CFC;

1 Usage €os{ for waiver clients and for other clients;

1 How the introduction of CFC will affeclients who currently useongTerm Home
Health LTHH and

1 Takeup amongother clientswho will be newly eligible fosome or all of thd?AS
offered under CFC

Note thatwe will not review the detail®f the Excel workboolk which we have implemented
the model or how users interact with thevorkbook Interested eaders cartonsultAppendix E
for details.

4.1 The Cost Model

Because CFC offers an enhanced Federal Medical Assistance Percentage (FMAP) offérpercent
seltdirectedPAS it will cost Colorado less farovide PASo individuals who currently receive
them through waivergassuming that rates and services stay the spimstead of receving a
50 percent matclservicedor these individualsthe statewill receive a 56 percent matchn
other words, ather than pajng 50 centson the dollarfor PAS Coloradawill pay just 44 cents
on thedollar. This will resulin savings for the statémportantly,however,CFGervices will
alsobe available to individuals currently enrolled in waivers that offer few o€CR@services.
For exampleif CDASS weiiacluded in CFGhis service delivery optiowould become
available to individuals enrolled on tl8upported Living Services (SLS) wathe Children's
Extensive Supports (CES) waiged the Children'siCBRCHCBS) waivdBecause many
existing waiver clients will have access to services that are currently unavaiddbém, the
overall cost to servéhe current population ofvaiver dientswill thusincreaserather than
decrease.

More broadly PAShat are moved out of waivers and into CFC will be availabédl tdedicaid
eligible individuad who meeitnstitutional level of care. Unlike waiver services, CFC services
cannot be targetd to individuals with specific diagnoses provided just in selected regions
and they cannohaveenroliment capsMakingPASwidely availablas acentralmotivationfor
adopting CFGince providing supports for ADLs, IADLs, and heel#ted taskscanhelp
individualson waitlistsremain in their communities withoutaving to wait years (in some
cases) foraiver slotdo open up.
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Another motivation foradoptingCFC is to offdPASo non-waiver cliens who have sought
support through LTHHvhichis heavilymedical in natureand less focused oADLsand IADLs
Someshareof individuals receivingg THH will switch away from LTldkbgetherand instead
usejust CFGervices To put it differently, they will "substitute” CFC for LTBbime LTHH
clientswill continue to receive LTHH alone. Still others sa#ka mixture of LTHH and CFC.
Whether adoptingCFGncreases or decreases the cost efdng LTHHlients depend®sn the
degree to which LTHH clients use CFC instead of LTHH.

Finally, CFC will bgoen to entirely new clientg those who are not enrolled iawaiver, not on
a waitlist,and not receiving LTHH. Serving these individuals will increase the overall cost of
adopting CFC.

Exhibit4-1 and Exhibit4-2 presentsimplifiedversiors of the math required to estimate the
annualcostto the Colorado General Furd adopting CFExhibit4-1 groups elated
costs/savings togethanto existing costs, savings, and nevsts.
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Exhibit4-2 groups related costs/savings imaiver/waitlist dients, LTHHlients, and newly
eligible clientsThe two tables present different ways to conceptualize $hene set of
computations.

Exhibit4-1: Simplified Math for Calculating\nnual Cost of Adopting CFC: Costs and Savings

Annual Cost/Savingsto Colorado General Fundf Adopting CFG

+ Cost of Existing Waiver Clients

Existing Costs
+ Cost of ExistingTHHClients

- Savings from Moving Waiver Services into CFC

Savings
- Savings fronb THHClients Usin@€FQnstead
+ Cost of Waiver Clients Using CFC Services Previously Not Available
Them

New Costs

+ Cost of Waitlist Clients Who Will Use CFC Services

+ Cost ofL THHClients Usin@€FC
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Exhibit4-2: Simplified Math for Calculatindsnnual Cosbf Adopting CFC: Existing and New Clients

AnnualCossto Colorado of Adopting CFC =
+ Cost of Existing Waiver Clients

- Savings from Moving Waiver Services to CFC

Waiver/Waitlist Clients : : :
+ Cost of Waiver Clients Previously Unable to Access CFC Sg

+ Cost of Waitlist Clients

+ Cost ofL THHClients

LTHH Clients - Savings from. THHClients Usin@FQGnsteadof LTHH
+ Cost ofLTHHClients Usin@€FQn Additionto LTHH
Newly EligibleClients | + cost of Norwaiver, NoAWaitlist, NonLTHH Clients

Themodel performscomputationson two main types of data supplied e Colorado
Department of HealtitCare Policy and FinancingGPJfor Fiscal Year 20312012 countsand
costs

Counts The model contains counts of individuallo currently receive waiver services, along
with counts of individuals on walitlist¥he model assumes that all individuals who currently
receive agiven type ofPASwill continue to receivéhat service if it is moved into thState

Plan

It is more complex to estimate costs for waitlist clients than it is to estimate costs for current
waiver clientsSome clients who are on waitlist for one waiverare already receivingervices
under another waivermoreover, some individuals are on multipleaitlists. Themodel does

not attempt to deal with these duplicate clients; all clients areatesl as uniqueln exchange

the model's structure is simpler, and its output is easier to interpighile the numberof

waitlist dients for each waiver is known, thake-up ratesfor waitlist clientsare not known

(i.e., we do not know the percentagé waitlist client who will use each CFC servidgé)en a
service is offered on a waiver, the model assumes that-tgkeates for waitlist cliergwill be

the same as tee-up rates for waiver clients: If 10 percent of waiver clients use a given service,
the model assumes that 10 percent of waitlist clients will also use that seWiten a service

is not offered on a waiverthe model uses a default takep rate, or a takeup rate that is

specific to that service.

The number oL THHlients in the model is taken straightforwardly from the number of existing
LTHHlients.As we will see shortlyhe number ofentirely newclientsq clients noton a

waiver, on a waitlist, or receivingTHH; is anunknown, and mat be specifiedTakeup rates

for LTHH clients are specified on a senbgeservice basis, while takap rates for entirely new
clients are set to be the same as waiver and waitlist clients who will be newly eligible for PAS.
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We provide more detail on takep rates later in tis chapter.

Costs The model uses the costs of waiver clenh a servicky-service basidBecause some
individuals do not use waiver servicesLdiHHor a full year, the model adjusts cost data so
they represent a full 12 months of use. For example, if an individd&¥2011-2012used
Personal @re for just 10 months, # model multiplies the cost of Personalr€ for that client
by a factor of 1.Z12 divided by 10)n general these adjustments do not make a substantial
difference, but they ensure that cost comparisare based on the same units of time.

Conceptuallythe model estimates costf providing PAS to individualsfime groups

Individuals in thdirst three groups are enrollé in, or waitingfor, a waiver.Individuals in he
remaining groups araot enrolled in, or waiting for, a waiver. For the sake of consistency and
clarity, we use the example of Personal Care when we déiimgroups below:

1. dients onwaivers that offera particular PAS for examplejndividuals enrolled ithe
Supported Living Servic€SL$waiver, which offes Personal Care

2. Clientson waitlists forwaiversthat offer a particular PAS; for example, individuals on
the waitlist for the Supported Living Servic&sLpwaiver, which offersPersonal Care;

3. Clientsenrolled in/waiting for waiversthat do not offer a particular PAS, for example,
waiver and waitlist cliententhe Children's HCBS (CBS) waivewhich does not offer
Personal Care

4. LTHH clientswho are known to meet institutional level of care but who are anta
waiver, and therefore do not have accessRersonal Care or tanyother PAS

5. Entirely new clientswho meet institutional level of care but are not receiving any form
of LTSS

Groups 1, 2, and 3 are defined on a serbgeservicebasis depending orwhich CFGervices
are offered on the waiver theyare enrolled in owvaiting for. Groups 4 and 5 amot defined in
this way, because they do not have accesangCFGervicesDepending on the service,
waiver clients will sometimes be in Group 1 and sometimes be in Group 3. Waitliss aliknt
sometimes be Group 2 and sometimes in Groum&itherwords, for Goups 4 and 5, the
particular services in question do hmatter.

Usingdata on costs and counts as its foundation, the model requirde asswer a series of
guestions:

1) Whichserviceswill move into CFCPhe model makes ninitial assumptions about which
serviceghe state will choose to incorporate into CFC. Instead, it presents an arszy\ofes
that can be turned 6n" and "off" dynamicallyWhen rvicesareturned "on," the model
performs the calculations describedHxhibit4-1 and
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Exhibit4-2. Servicathat areturned "off" do not affect the costs of CKiCe., existing costs
remain unchanged).

2) For eachiPAShat moves into the State Plan, what share tife service will be eligible for

the enhanced matchBome services are actually bundles of-sebvices. Some of those sub
services will qualify aSFGervices, while others will notthe model assumes as a default that
100 percent of all services will bagble for the enhanced match. But the model permits users
to enter percentages less than 100. T¥maller the share of a serviedigible forCFCthe more

it will cost Colorado to move that service into 8&ate Plan

3) How many entirely new clients Wliibe eligible forCF@ The model makes ninitial

assumptions about the number of individuals who will be eligibleCie€but are not currently
receivingMedicaidfunded LTSSThe model requires users to enter a value for fopulation

The number of entirely new clientsclients not on a waiver, on a waitlist, or receivitgHH;
canbe set separately, depending on the state's assumptions about the size of this population.
In the scenarios we present below, this number is set360

4) How will CFChange theservices that LTHH clients us&fe model makes ninitial

assumptions about how the introduction of CFC might change the array of services that current
LTHH clients us&me LTHHlientsmayuseLTHHoecause it is the only commity-based

service available to thentf given the choice, these clients would switch entirel\CQ; they

would substitute CFGor LTHH The model thus requirassto specify the percentage of current
LTHHlients who will continue to useTHH If we believethat 25 percent oL THHlients will

stop using-THHwe set this percentage to 75 percent. CurreiHHlients will likely make use

of multiple CFGervices. The model thadlowsus to specify theserviceby-service takeup

rates forLTHHlients. For example, we mightesgify that5 percent will use Hmemaker,10

percent wil use Personal Careand so on.

Because someTHHlients may wish to receive botiTHHand CFGervices, the percentage of
clients continuing to useTHHand the perentage of clients usinGFCQan sum to more than
100.Moreover,because clients can receive multifl&Gervices, the sum gdercentages
acrossCFGervicesanexceed the percentage of individuals who no longereiveL THHFor
those individuals who opb continue receivind. THH the cost oL THHwill likely go down,
because some of their needs will be met thro@gRCThe model makes no attempt to adjust
these costs, largely because there is no eviddmesedway tomaketheseadjustmens.

5) Among clents currently not ona waiver or waitlist that offers a particulaPAS what share
will take-up those services under CRPChe model assumes that the share of waitlist clients
who use &CFGervice will be the same as the share of waiver clients who use that same
service.For example, if 25 percent of clieraa a waiveuse Personal Care, the model assumes
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that 25 percent of clientsn the waitlist for that waivewill also use Personal @By contrast,
the model makes nmitial assumptions aboutake-up rates among clients for whom we have
no comparisordatag specificallyclients onwaitlistsfor waivers that do not offer a givelRAS
LTHHlients; and entirely new clientinstead,the modelrequires us to specifg default take
up ratefor these individualslf we believehat, in general20 percentof all clients wiltake up
servicedo which they previously had naccess, we set this value to 20 percdhtve believe
that take-up rates for some servicesill be higher or lowenye can seservicespecifictake-up
values that override the default.

In practice, the model uses servispecifictake-up rates calculated from the takeip ratesof
clients who already have access to thesevices through waiver3his is simply the number of
waiver clients who use a service divided by the total number of clients in the wikioee.
specifically, he modelusesthe maximumtake-up rates across all waivers. Fetample the
maximum takeup rate for CDASIS9 percent, in the EBD waiver. The maximum tageate

for Homemaker is 47 percent, in the CES waivemost cases, wadjustedthese ratesupward
slightly, in consultation with HCREo account for anticipated differences in tipatterns of
service use across populatiofsr example, because families whose children are on waivers
may be more likely than adults on the EBD waiver to use CDASS, we increased-tiperetke
for CDASS from 9 percent to 15 percent. Note that this-tgkeae represents an average
across the entire population of individuals who will be eligible for CDASS. Some groups of
clients may have high takep rates, while others may have lower talp rates.

For Independent Living Skills Training (IL8figh is offeed only on theBrain Injury BI)
waiver,we adjusted the takaip ratedownwardfrom 40 percent to 10 percent. We madeis
adjustment for two reasons. Firdt,STwould likely be used less often by tkégiblepopulation
as a whole than by individuals ¢ime Blwaiver. SecondLSTis a costly service, anging the
take-up rate forILSTin the Blwaiver woulddramatically inflate the cost estimates for the
Council recommendations.

We set takeup rates for LTHH clients sepaght, in consultation wititHCPF.

6) What is the estimated level of cost for clients waiting to enrafl a waiver that offers a
givenCFGervice?By definition, there are no cost data on waitlist clients. The model makes no
initial assumptions about the level of need among waitliggnts compared to waiver clients.
Instead, it allows us to specify the level of need (cost) asrtean(the average), thenedian

(the midpoint), or the25th percentile The mean is the best choice if we believe that costs are
normally distributed (i.g in the style of a bell curve). The median is the best choice if we
believe that the mean might be distorted (skewed) by a small number of individuals with high
levels of need (and therefore high costs). (It is for this reason that home prices are often
reported as medians rather than meagso that a small number of higbriced homes do not
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mislead us about the cost of a mliced home.) The 25th percentile is the best choice if we
believe that waitlist clients are likely ttavelower needs than mostvaiver clients, and would
therefore have costs on the lower end of the spectrum.

Each of these optionsmean, median, and 25th percentiterepresents a different belief about

the distribution of costs for witlist clients. The choice ofiedianindicatesthat we believe most
waitlist clients fall within a range betweeslightly higher thahand"slightly lower thafi the

client at the midpoint of the servicdor that waiver. The choice @5th pecentileindicates

that we believe that most waitlist cliestfall within a range between "somewhat higher than"

and "somewhat lower than" waiver clients at the 25th percentile for that service. These choices
do not mean that all waitlist clients will have exactly that cost for the given service. Instead,
they represent different beliefs about the "central tendency" of costs for waitlist clients for
specific services.

7) What is the estimated level atost for waiver and waitlist clientsvho do not have access

to a givenPAR It is not possible to usthe method described abovéo set the expected cost

levelof clients on waives/waitliststhat do not offer a giverPAS To accommodatthesecases,

the model looks across waivers traa offer that serviceln order to set costshe model

requires us to choose amgrthree optionsmaximum(the most expensive waive@fferingthat
service) minimum(the least expensive waiveiferingthat service), omean(the average cost
across all waers that offer that serviceNote that these values are derived on a senhye

service basis, not for the waiver as a whole. Thus, "minimum" selects the lowest cost for a given
service across waivers, not the waiver that is lonastt overall.

8) Whatis the estimated level of codor LTHH clients and for entirely new client§he model
takes asimilar approach to estimate the costsrdn-waiver, nonwaitlist clients. For LTHH
clients and for newly eligible clients, we must again select a level of cost relative to the set of
waiversthat offer a given servicédgain the model gives us three optiomsaximum minimum
andmean

Exhibit4-3 presents a matrix ofandidateservicesand waiverswith indications of which
services are currently offered in which waiveFee model allows all ohese services to be
turned "on" (i.e., included in the costs of adopting CRo}e that CDASS and IHSS are listed
with services, even though they are service delivery options for bundles of other setwices.
addition, data for the SCI waiver are excludetause it is new and no data were available for
the 20112012 fiscal year.

Exhibit4-4 summarizes thénputs (data), assumptions (choices), and output (costs) from the
model
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Exhibit4-3: Candidate CFC Services by Waiver

B B B

Behavioral Management

Behavioral Therapies . , .
CDASS : :
Homemaker . , . . .
IHSS

Independent Living Skills Training
(ILST)
Mental Health Counseling

Non-Medical Transportation

Personal Care

Personal Emergency Response
Systems (PERS)
Respite 5 : : : : 8

Note: SCI waiver not included because no data were available for F¥22021
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Exhibit4-4: Inputs, Assumptions, and Outputs of CFC Cost Model

_

CFC Service Array

S of Wait List Clients

# of Clients by Waiver
and Service

# of Waitlist Clients by
Waiver

S of Non-Waiver, Non-
Waitlist Clients

# of New PAS-Eligibles

E——

# of Current LTHH
Clients

% of Newly PAS-Eligible
Clients Using Each CFC
Service

Cost to State
General Fund

S of Current Clients by
Waiver & Service

% of LTHH Clients
Continuing to Use LTHH

S of Current LTHH
Clients

% of LTHH Clients Using
Each CFC Service

% by Service Eligible for
Enhanced Match




4.2  Projected Costs of Adopting CFC in Colorado under Different Scenarios
Exhibit4-5 presents the four scenarioge usedto estimate the costs of adopting CFC in
Colorado. The scenarios differ in terms of the services they include and the level of costs they
assume for waitlist clients and for clients who curremitynot have access togiven service

(here labeled "Other Clients"). Scenarios 1 and 2 include services recommended by HCPF.
Scenarios 3 and 4 includlee services in Scenarios 1 and 2, [essices recommended by the
CFC Council. Scenario 1umsss high cost levels; Scenafiassumesnoderateto-high cost

levels Scenarid3 assumse moderateto-low cost levels; and Scenario 4 assumes low cost levels.

All four scenarios share the same assumptions about serviceugakates and about the
degree to which LTHH clients will useCGervices in place of, or in addition to, LTHH.
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Exhibit4-5: Summary of Cost Levels, Services, and Tigk&ates for Four Scenarios

Scenario L HCPF | pZ00 0 Lol | Recommendatons: | Recommendaton:
) High Cost Levels t/lecildeelzsrate/ngh Cost t/lecildeelzsrate Cost t/lecilc;elzsrate/ LowCost Takeup bercentage

érc])g?g? \t/\e}git Mean of Waiver Median of Waiver Median of Waiver Median of Waiver I\R/Iztfiﬁqzum of Ils-ggll;:ation
Cost List Clients Historical Using
Levels | Anticipated Mean Across _ _ + 3% 6% Service

Cost of Other Max Across Waiverg Max Across Waivers Waivers Min Across Waivers

Clients

Behavioral 1% 0%

Management

Behavioral 20% 0%

Therapies

Homemaker ;g(;z 20;2

IHSS . . R R 10% 1%

_ ILST . , 10% 0%

services THH . B

Coureens, ’ ’

Transportation

Personal Care R R R s 50% 5%

PERS . . R R 45% 0%

Respite R R 40% 2%
éﬂ;‘:jalcosr to General $64,572,448 $46,682,864 $79,237,230 $59,220,057

All scenarios assume the addition of 1500 entirely new clients-(raiker, norwaitlist, nonLTHH clients).
ILST is currently offered on just one waiver (Btajary), where the takeip rate is 40%. The take rate for the model has been adjusted downward to 10%.

Feasibility Analysis of Community First Choice in Coldriission Analytics Group, Inc.hecember2013 | p.36



Exhibit4-6 presents the model's cost projections for the four populationsttivauld be served

by CFC: current waiver clients, LTHH clients, waitlist clients, and newly eligible clients. Costs for
LTHH clients are broken out to reflect the costs of LTHH clients continuing to receive LTHH and
the costs of LTHH clients who use CH@ass in place of LTHH.

ForHCPHFecommended services, tredditionalyearly cost to the General Fund randesm
$46.7 million assuming moderate cost leve133.9 million foiTotal Fundsto $64.5 million
assumingigh cost level$$174.6 million fofTotal Fundgs Thetotal yearly cost of these services
to the General Fund ranges from $414.1 milliassumingnoderate cost level§$868.9 million
for Total Fundsto $432.1 millionassuming high costs levé’909.6 million fofTotal Funds

For Councifecommend services, thedditionalyearly costs to the General Fund range from
$59.2 million assuming low cost leve($166.8 million fofTotal Fundsto $79.2 million
assuming moderate cost leve212.3million for Total Fundgs Thetotal yearly costs of these
services to the General Fund ranges from $426.7 million ($901.7 millidrofal Fundsto
$446.7 million ($947.2 million fdrotal Fundg
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Exhibit4-6: Summary ofAnnual Costs Under Four Scenarios Described in Text

Annual Costs

Scenario 1: HCPF
Recommendations:
High Cost Levels

Scenario 2: HCPF
Recommendations:
Moderate Cost Levels

Scenario 3: Council
Recommendations:
Moderate Cost Levels

Scenario 4: Council
Recommendations:

Low Cost Levels

General Fund | Total Funds General Fund | Total Funds General Fund | Total Funds GeneralFund | Total Funds
Waiver Clients | $341,746,981] $720,338,031] $331,090,940 $696,119,756 $357,831,820 $761,223,842] $345,891,113 $734,085,871
(Waiver + CFC)
LTHH Clients $58,718,829 $117,437,658 $58,718,829] $117,437,658 $58,718,829| $117,437,658  $58,718,829] $117,437,658
(LTHH Only)
LTHH Clients $4,608,974| $10,474,941 $3,549,216 $8,066,400 $2,823,784 $6,417,692 $1,776,742 $4,038,051
(CFC)
Waitlist Clients $16,575,326| $37,671,195 $12,799,264| $29,089,235 $17,482,397| $39,732,720| $13,472,715 $30,619,808
(CFC)
Newly Eligible $10,401,273| $23,639,257 $8,003,550| $18,189,888 $9,859,334| $22,407,577 $6,839,593| $15,544,527
Clients(CFC)
Total under CF( $432,051,383| $909,561,082| $414,161,799| $868,902,937| $446,716,164| $947,219,489| $426,698,992| $901,725,915
Current Total $367,478,935 $734,957,870| $367,478,935 $734,957,870 $367,478,935 $734,957,870 $367,478,935 $734,957,870
Additional Cost| $64,572,448| 174603212 $46,682,864| $133945067 $79,237,229| $212261,619 $59,220,057| $166,768,045
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4.3 Caveats in Interpreting Cost Projections
It is essential tawonsider several facts that warrant caution as we interpret thest@mates

Asnoted above, the cost data supplied BYCPFre based on claims and rates data from Fiscal
Year 20142012. Rates have in fact increased since then by 8.26 percent. Moreover, with the
exception ofLTHH the model does not capture pential changes in utilization that will likely
accompanyCFCWaiverclientswho have access to certain PAS for the first time will likely
decrease the use of waiver services they may no longer,r@eadked less intensivelyhese
changes would reduce the overall cost of CFC. Changes in policy and rates could aldteaffect
cost of CFG-or exampleif individuals using THHvere required to transition to Personal Care
after 120 days (assuming continued needjes for Personal Care could be increased

The model does not capture at least three sources of potential savirag could result from
adopting CFC. The first is a reduction in the cost of institutional care once individuals have
transitioned out of nursing facilities and into the community, where CFC could provide them
with the supports they need to avoid retung to an institution. The second is a reduction

the cost of hospitalizations that resalivhen individuals living in the community are injured or
become ill because they lack the proper supports. The third is a reduction in the cost of
medications thaimay be used to mitigate behavioral problems when behavioral supports
would be less restrictive and more appropriake.general, the model in its current form cannot
account for savings that might accrue to current State Plan services other than T@HH
capture these potential savings, the model would have to be considerably more elaborate. It
would also require making a set of assumptions that might be difficult to defend in the absence
of reliable data orthe extent of such savings

As noted above, the odel permits us to specify the share of a service that qualifies for the
enhancedCFQGnatch.All services that are turned "on" in the model are likely to be eligible for
the full enhanced match. One service that will likebt be eligiblefor the full enranced match

is Residential Habilitatigrwhich is @undle of servicesncluding SelAdvocacy Training,
Cognitive Services, and Community Acc&8sGCR 25650 $8.500.A.5)If at any point

Colorado decides that it would like to move Residential Habilitation into iCwill,have to

conduct a time study to determine what shavéthe service is eligible for the additional six
percent match. The larger the eligible share, ass it will cost the stateotmove the service

into CFC; the smaller the eligible share, the more it will cost the state to move the service into
CFCwhere it will be available to everyone who meets institutional level of.care

The model we have built prvides a level of flexibility and detail that we have not previously
seen in the literature on communityTSSNonetheless, it lacks details thidCPRvill need to
provide to the General Assembly duriitg fiscal note season.
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In sum, the figures we preaeshould be treated as provisional and subject to change once
HCPMbegins assembling theata necessary for budgetary purposes
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5 Policy Decisions Related to CFC

In deciding whether and how to adopt CEXoJorado must make policy decisionsixkey
areas:the provision of health maintenance and tldelegation ofnursing dutiesthe
elimination of conflics of interest systems for quality improvemensystems for data
collection;characteristics of the settings in which individuals receive commuaisediong
term services and supports (LTS8)] the design a$elfdirected service delivery option$his
chapterconsiderghe first fiveof these areasBecause of its complexity, we discessvice
delivery optionsseparatelyin the next chapter.

5.1 ToHealth Maintenance Delegation and Colorado'sNurse Practice Acand

Nurse Aide Legislation

The cost model we presented @hapter dassumes that no portion of LoAigerm Home Health
(LTHH) will be eligible for CFC. The et@Xcludes LTHH because CMS has indicated that LTHH
does not qualify for CFC, and that it expects that many individuals will receive both types of
services. (See thguestion on LTHH in Appendiy Health Maintenancea related serviceis
available under both Consum@irected Attendant Suppost(CDASS) andiHome Support
Services (IHSSyhere it is bundled into a package of servides defined under IHS®d
CDASSHealth Maintenance etivities

are those routine andepetitive health related tasks, which are necessary for health and
normal bodily functioning, that an individual with a disability would carry out if he/she
were physically able, or that would be carried out by family members or frignksy

were avaiible. These @ivities include, but are not limited to, catheter irrigation,
administration of medication, enemas and suppositories and wound ¢HeCCR 2565

10 8§8551.5.D10 CCR 25050 8.552.1)

Because CFC permits states to offer assistandeheialthrelated tasksCDASS and IHSS can
move into the State Plan as bundles.

Notably,Oregon'sapprovedCFC State Plan amendmé&8PA)ncludesservices that appear
similar to Health Maintenancé& hisindicatesthat Colorado could offer Health Maintenance
under CFC as separate servicregon's CFC SPA states the following:

The state will provide LoAgrm Care Community Nursing Services (CNS) to support
KSIfGK NBfIFIGSR 0 ala ¢ atiTHeseSenicEsSnclddd nuses Q 4
delegation and care coordination for eligible individuals living in their own home or a
Foster Home. This service does not include direct nursing care and the services are not
covered by other Medicaid spending authorities.

Oregonincludesthe following healthrelated tasks in its list of CFC services:
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1 Evaluation and identification of supports that minimize health risks, while promoting the
individual's autonomy and sethanagement of healthcare;

1 Maedication reviews;

1 Collaterl contact to the persoentered plan coordinator regarding the individual's
community health status to assist in monitoring safety and dvelhg and to address
needed changes to the persarentered plan; and

1 Delegation of nursing tasks, withthe requrements of Oregon's Nurseadttice At, to
an individual's caregivers so that caregivers can safely perform health related tasks.

Oregon also identifies a set of "triggers” that may lead to a referral to Community Nursing
Services, including "unexpectedtierased use of emergency care, physician visits, or
hospitalizations" and an "eligible individual who does not follow medical advice."

If Colorado chooses to purstiealth Maintenanceas a separat€FGervice it will have to
conside the implications fonursing, as it has already done for CDASS and IHSS.

Each statdas a Nurse Practice ANPA)a set of laws that definehe responsibilities of nurse
along with theirscope of practice the range oftheir activities and services as well asithe
gualifications for practiceAccording to tle American Nurses AssociatihNA) NPAs'are
intended to protect patients from harm as a result of unsafe or incompetent practice, or
unqualified nurses" (ANA, 2012JPAs in many statetefine the conditionsinder which nurses
can delegate their duties to another person. In a joint statement on delegation, the ANA and
the National Council of State Boards of Nursing (NCSBN) noted that a redjratese (RN) "can
direct another individual to do something thatdt person would not normally be allowed to
do." Whenever nurses delegate, they retain ultimate responsibility for the welfare of the
individual to whom care is being provided. In their joint statement, the ANA and NQGS&N
that the RN "assigns or delaigs tasks based on the needs and condition of the patient,
potential for harm, stability of the patiefscondition, complexity of the task, predictability of
the outcomes, abilities of the staff to whom the task is delegated, and the context of other
patient needs" (ANA and NCSEIQ05).

The principles of delegation are structured around the "five rights" below:

1. The right task The decision of whether or not to delegate or assign is based upon the
wbhQa 2dzRIYSyd O2y OS NiividdalithelcétrPeted2 gfRIR G A 2y 2 F
members of thecareteam, and the degree of supervisidRNs will have to provide.

2. Under the right circumstancesNhether a task should be treated as skillge.,
requiring a nurse) depends on several factors, including the indiVsdpiieferences; the
individual'slevel of comfort with an aid or devicejhether a treatment requires a
prescriptionor specific kinds of equipmeraénd whether the individual faces certain
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kinds of substantial riskat the time the task is carried ogé.g., from infection)

3. To the right personRNs delegateonly those taskshat they believe otherscan perform,
given their knowledge and skills. &hould also take into considerati@ultural
competencepverallexperienceandfamiliarity with the setting in which the task is to
be carried out

4. With the right directions and communicationRNs communicatewith CNAs clearly,
accurately, completely, and in a way that is individualized to the person and situation.
RNs verify with ONAsthat they understand and accepioth the delegation and the
responsibility that accompanies it. Communication must be-ivay. CNAsshould have
the opportunity to ask questionand to request that expectations be clarified.

5. Under the iight supervisionand evaluation:RNstake responsibility and accountability
for the provision of nursing practice. RMay delegate components of care eannot
delegate the functions of assessment, planning, evaluaaad nursing judgmenfRNs
ensurethat there aremecdanisms to verify that a delegated task has been completed
and thatthey havethe information necessary to evaluate the outcome.

Colorado's NPA defines the qualifications and responsibilitiesexfiatered nurse oregistered
professional nurse§(2-38-102(11) CR§ along with those of aractical nurse, trained practical
nurse, licensed vocational nursa licensed practicalurse §12-38-103(8)CR%¥ It also spells
out the penalties for unauthorized practice as a practical or pssfenal nurse unlesikensed
(812-38-123(2) CR®

The state'dNPAalso defines nurse aide practice, which requiedsication, training, and skills
for certification as a nurse aidg12-38.1-102(5)CR$ TheNPAprohibits a person who is not a
CNA from performing the dutief @ CNASections ofColorado's NPAre waived for clients
receivingCDASE25.56-1102(7)CRPandIHSS§25.56-1203(3)CRE Thesewaivers of the
NPAallow attendants to provide both skilled and unskilled personal care tasks without
requiring licersure

If the statewishes tooffer Health Maintenanceseparatelyfrom other servicesColorado's
General Assemblyayhave to pass legislation waivipgrtions of the NPApecifically fothis
service CMShas made it clear that states decide which portionshefir NPAs to waive.
Colorado can thus amend its NPA to peratiendants to perform certain Health Maintenance
taskswithout the need for delegatioiiseeAppendix B.

We recommend that Colorado explore with CMS thegtaifity of providing Health

Maintenance as a distinct service. For IHSS and CDASS, allocation data for Personal Care,
Homemaker, and Health Maintenance are already available through the PPL web portal, used
for prior authorization. If the state finds thélhese allocation data are insufficient, it may need

to conduct a "time study" to determine the share of time that workers spend on Health
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Maintenance and then set rates for Health Maintenance as a distinct ac(@tydelines for
conducting a time studgan be found in Circula87 (Revisedpublished by the Gice of
Management and BudgetJhe necessary changes to billing procedures may impose a
substantial burderon providers Nonetheless, making Health Maintenance available as a
distinct service might encourage individuals who receive LTHH to use an altesetneethat
would be eligible for an enhanced six percent federal mgteihd which may be less costly
even without he enhanced match.

5.2 Conflictof Interest Standards

Sectiord41.555(cpf the Final Rule establishes conflictinferest standards for the operation
of CFC. The entities or individuals who assess service recipients must not be related to the
individual receiving services; be financially responsible for the individual, be empowered to
make healthrelated decisions ohis or her behalf; or benefit financially from providing services
to that individual. Moreoverassessments cannot be performed by any party that provides
serviceg; or benefitsfinanciallyfrom the provision ofservices; to the individual being
assessedExceptions are permitted solely whéme only available assessor also provides
communitybasedLTSSas is often the case in rural areas.absommodateghose casesthe

state must devise "conflict of interest protections including separation of assegsenning
and HCBS provider fations within provider entitie’s(8441.549. In other words, the state
must putin place firewallshat minimize potential conflictsglong withclear procedures for
resolving disputes.

Notably,CMS has introduced conflict of interest standards into several Medicaid programs
including the 1915(i) State Plan option and the Balancing Incentive Program

The conflict of interest standards proposed for 1915(i) at 8441.668(b) are virtually identical t
those in the Final Rule for CF(441.555(c)The Preamble to th&lotice of Proposed Rule
Making (NPRMpr 1915(i)elaborates on theeasoning behind these standards:

Conflicts can arise from incentives for either cv@runder-utilization of services; subtle
problems such as interest in retaining the individual as a client rather than promoting
independence; or issues that focus on the convenience of the agent or service provider
rather than being persorgentered Many ofthese conflicts of interest may not be
conscious decisions on the part of individuals or erditiesponsible for the provisiasf
services. To mitigate any explicit or implicit conflicts of interest, the independent agent
must not be influenced by vari@ins in available funding, either locally or from the

State. The service plan must offer each individual all of the H@B® and community
based serviceghat are covered by the State that the individual qualifies for, and that
are demonstrated to be meessary through the evaluation and assessment process. The

Feasibility Analysis of Community First Choice in Coldradission Analytics Group, Inc. | Decemi®813 p. 44



service plan must be based only on medical necessity (for example,-basdd
criteria), not on available funding. (77 BB373)

The Preamble for 1915(i) also notes that these standards musttéfie principles of §1877 of
the Social Security Act, which prohibits certain types of referrals for services when there is a
financial relationship between the referring entity and the service providecordirg to the
Preamble for 1915(i), firewghlolicies can includeseparating staff that perform assessments
and develop plans of care from those that provide any of the services in the plan; and
meaningful and accessible procedures for individuals and representatives to appeal to the
State' (77 FR 2633).

CFC and the 1915(i) State Plan option both prohibit service providers and other parties with a
conflict of interest from performing assessments. The Balancing Incentive Program goes a step
further and prohibits case managers from providing servicesedls Created by §10202 of the
Affordable Care Act, the Balancing Incentive Program is alimited grant program thagives
gualifying statesan enhanced match on community LTSS in exchorgaaking three

structural changesadopting a Core Standardidz Assessment instrument; creating a No Wrong
Door/Single Entry Point system; and implementing Corffliee Case ManagemeiiBecause
Colorado spends more than 50 percent of its Medicaid {@mm caredollars on community

based LTSS, it does not qualdythe Rogram.)

TheBalancing Incentive Program Implementation Manikako et al., 2013) reflects CMS's
most current positioron what it means for a system to be "confhizee," and how such conflict
can be eliminated or minimized (where elimination is impossiliié3.worth quoting
extensively from the relevant chaptef the Manual. According to the Manual, a conflicte
sygem optimally includes the following design elemenis30):.

1. Clinical or norfinancial eligibility determination is separated from direct service
provision. Case managers who are responsible for detenm eligibility for servicedo
so distinctly from e provision of services. In circumstances where there is overlap,
appropriate firewalls are in place so that there is not an incentive to make individuals
eligible for services to increase business for their organization. Eligibility is determined
by an entity or organization that has no fiscal relationship to the individmiais
separation applies to rdeterminations as well as to initial determinations.

2./ 1&aS YIFylFr3SNAR FyR S@lfdz d2NR 2F GKS o0SyS¥
bloodormarh 38 (2 GKS AYRAGARAZ €T G2 lye 2F
anyone financially responsible for the individual or empowered to make financial or
healthNB f | 1 SR RSOA&aAz2ya 2y GKS o60SYSTFAOAI NBQa

3. There is robust monitoring and oversightcénflictfree case management system
includes strong oversight and qualityanagement to promote consumelirection, and
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beneficiaries are clearly informed about their right to appeal decisions about plans of
care, eligibility determinatiopand service divery.

4. Clear, welknown, and accessible pathways are established for consumers to submit
grievances and/or appeals toglmanaged care organization date for assistance
regarding concerns about choice, quality, eligibility determination, servicegoovand
outcomes.

5. Grievances, complaints, appeals and the resulting decisions are adequately tracked and
monitored. Information obtained is used to inform program policy and operations as
part of the continuous quality management and oversight system.

6. State quality management staff oversees clinical or #fioancial program eligibility
determination and service provision business practices to ensure that consumer choice
and control are not compromised, both through direct oversight and/or the use of
contracted organizations that prvide quality oversightonthdisl G SQa o6 SKI f F &

7. State quality management staff track and document consumer experiences with
measures that capture the quality of care coordination and case management services.

8. In circumstances wheone entity is responsible for providing case management and
service delivery, appropriate safeguards and firewalls exist to mitigate risk of potential
conflict.

9. Meaningful stakeholder engagement strategies are implementédch include
beneficiaries, fenily members, advocates, providersate leadership, managed care
organization leadership and case management staff.

The standards developed for the Balancing Incentive Progviéirmform CMS's judgments
about thepresence of a conflict in a state's Medidfunded LTSS as a whole, independent of
whether the state participates in the Program.

The conflictof-interest standards articulated in CFC, 1915(i), and the Balancing Incentive
Program will pse a challenge for Colorado's Commui@iigntered Bards CCBs) and Single

Entry Poins (SEPs), whiobften have conflicts of interest in assessment, case management, and
service provision (CHI Partners, 201%) comply with the requirements of CFC, we recommend
that the stateseparate these activities by moviriige assessment function to entities

independent from CCBs and SBNs.strongly recommend that Colorado work to separate the
three functions of assessment, case management, and service provision, whether or not the
state choossto adopt CFC.

5.3 Quality Improvement

Following a report from the Government Accounting Offirt@003that found minimal

oversight of waiver qualitfGAQ03-576), CMS useds statutoryauthority to require that

states monitor and report on the quality of waiver services. In particular, CMS adopted an
evidencebased approach that holds states accountable for the health and welfare of waiver
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participants.Theimportance of quality has ste been emphasized in other authorities,
including HCBState Plaroptions. In this section we briefly review those measures and discuss
how Colorado can meet the quality requirements of CFC by building on its g jsiatity
monitoring framework.

CMSrequirements for quality have recently beempdated.Working with the National Quality
Enterprise(NQE)xnd state associations (the National Association of Medicaid Directors, the
National Association of State Directors of Developmental Disabilities Seasce)e National
Association of State Units on Aging and Disability), CMS has revised its guidance to reduce the
reporting burden on states and to focus on types of evidence that are most meaningful for
measuring program quiy. The review in this sectmdraws both fromthe appendixto
Understanding Medicaid Home and CommunéwieqAssistant Secretary for Planning and
Evaluation, 2010) and from a presentationthe recentchanges to waiver qualifCenters for
Medicare and Medicaid Servige®)13).

CMS's evidenebased approach isuilt on a wellknown management tool called Continuous
Quality Improvement (CQIEMS has adopted CQI in a cyclical model it calls Design, Discovery,
Remediation, Improvement (DDREXhibit5-1 visualizes the DDRI model.
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Exhibit5-1: The DDRI Model

e

"»Sy_,l_s_te

Discovery of

Abn

A state's CQI design is organized around a seixééderal assurances, each of which has
subassurances. The assurances and some example subasswaankgted inExhibit 4.1
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Exhibit5-2: Assurance Types, Assurances, and Example Subassurances

Assurance
Type

Assurance

Example Subassurance

Level of Care

The state demonstrates that it has designed and
implementedthe process and instrument(s) specifie
in the approved waiver for evaluating/reevaluating a
applicant's/waiver participant's level of care
consistent with care provided in a hospital, NF, or
ICF/IID.

An evaluation for LOC is provided
all applicants for whom there &

reasonable indication that services
may be needed in the future.

Accountability

Service Plan The state demonstrates that it has designed and Service plans are updated/revised
implementedan effective system for reviewing the | at least annually or when warrante
adequacy of service plans for waiver participants. | by changes in the waiver

participant's needs.

Qualified The state demonstrates that it has designed and The state verifies that providers

Providers implementedan adeguate system for assuring that al initially and continually meet
waiver services are provided by qualified providers.| required licensure and/or

certification standards and adhere
to other standards prior to
furnishing senges.

Health and The state demonstrates that it has designed and The state demonstrates on an

Welfare implementedan effective system for assuring waiver| ongoing basis that it identifies and
participant health and welfare. seeks to prevent instances of adrj

neglect, exploitation, and
unexplained death.

Financial The state demonstrates that it has designed and The state provides evidence that

implementedan adequate system fognsuring
financial accountability of the waiver program.

claimsare coded and paid for in
accordance with the
reimbursement methodology
specified in the approved waiver
and only for services rendered.

Administrative
Authority

The Medicaid agency retains ultimate administrative
authority and responsibility for the opation of the
waiver program by exercising oversight of the
performance of the waiver functions by other state
and local/regional nofstate agencies (if appropriate)
and contracted entities.

No subassurances.

Designrefersto a state's plan for how it will monitor a waiver program and make
improvements when problems are detected. Version 3.5 of the waiver applicéfienters for
Medicare and Medicaid Services, 2008juiresa stateto specify howit will discoverthat
assurames have not been mefiow it will remediate those problemsnd how it will improve
the performance of the system when widespread problems are discovered.

Discoveryrefers tothe process of monitoring programs to detect deviations from program
design in dimely manner. The discovery process requires states to identbt af

performance measures that enable it to assess whether and to what extent it complies with
federal assurance3.he state must specify at least one performance measure per subassuranc

It mustalso describe its data sourcestepsit will taketo ensure therepresentativeness of a
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sample; the agents responsible for collecting, reviewing, and using the data; and the frequency
with which it will generate and review summary repof&riormance measures must:

1 Be numerical (typically a percerda);

1 Use the correct unit of analysis (e.giaiverparticipant, provider agency, or provider);

1 Accuratelyreflect the asped of system performancéhey were designed to asse§=.,
have face vatiity); and

1 Adequately represent the population (in cases where only a sample is used).

Remediationrefers to the process states use to address problems revealed over the course of
discoveryln their waiver applications, states must describe who is respéaor ensuring that
problems are addressed; the timeframes for resolving probleandthe sanctions imposed

when corrective actions are not takelnike discovery data, remedial dataustbe numerical

The state must be able to aggregate the datadmonstrate that instances of necompliance
have been addressed.

Improvementfocuseson making continuous adjustments to the overall system to improve
discovery datalmprovements in discovery data indicate that the system overall has improved,
which in urn means that less remediation is requir&tates can use a "pigost” approach to
gauge the success of remediation actestiby comparing data before improvement methods
were put in place to data after such methods were used.

Underg8441.4850of the Final Rule, states that adopt CFC must establisiematainthe
comprehensive, continuous quality assurance system described in the State Plan amendment.
At minimum that system must include:

1. A quality improvement strategy;

2. Methods to monitor the health and welfare of individuals;

3. Measures of individual outcomes associated with receiving commibnaisgdPAS and

4. Standards across all service delivery models for trainings, appeals, and reconsiderations
of an individual's perscoentered plan.

Moreover, the state must ensure that its quality assurance system will maximize individual
independence and control he statemust also inform individuals and familiabout its quality
assurance systemnd use feedback from a variety of stakéders to enhance its CQI efforts.

Ultimately the successf any quality assurance system depends crucially on the joint efforts of
many parties:

1 Individuals and families, actively participating in the decisions that affect them and
their loved ones;
1 Provider agencies, by training and maintaining trained staff; by reporting reliably to the
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state about the health and welfare of the individuals they serve; and by engaging in
agencylevel quality assurance activities;

1 Assessors and service coordinatorsimnitoringindividual welbeing; discovering and
remediating problems at the level of the individual; and by reassessing individuals as
their situations change; and

1 The state, by establishing the policies, procedures, and tools to track and communicate
information about the quality of its serviceBy remediating angystemslevel
problems; and by promotingontinuoussystemwide improvements.

Colorado has already developed a quality assurance system ®liggc)waivers.In part

because the Division of Developmental Disabil#dsbe transferringfrom the Department of
Human Services (DHS)H&PFthe state iscurrentlyreviewing its system tetreamline it and
make it more robust. Once the state has completed itsaevand aligned its system with the
changes recently announced by CMS (described above), it need not develop an entirely new
system solely for recipients of CFC services. On the contvarsecommend that thestate use

a system that is as uniform as pogsibcross populations and authorities for providing
community LTSS (i.e., waiver and State Plan). Adopting a uniform system will reduce the
administrative burden on state staff, freeing up scarce dollars to expand services.

By establishing the CFC Counall in advance of deciding whether to adopt CEGlorado has
already signaled that it takes the concerns of individuals and families seriously and is
committed to includng themin the process of developing, deploying, and improving. @FC
recommend thathe state work closely with the Council to ensure that its strategies for CQI
create a robust system that simultaneously builds on the work Colorado has already done and
provides information that range of stakeholders will findformative and empowernig. In the
words of the Preamble:

{dGF0SaQ ljdzZ ft AGe | aadza2NI yOS aeadSvya YvYdad |fa
improve the quality of the services offered under CFC. These aspects of CFC, along with

the Development and Implementation Council, demonssthe importance of the
AYRAQDGARdzZI f Q& LISNRLISOGAGS Fa AlG NBtFdiSa (2
program.(p. 26890)

5.4 Data Collection

Under8441.580 the CFC Final Rule requires that states collect a range of datargleabout
the PAS proded under the State Plan optioBome of these requirementge newfor State
Plars but have analog in reporting that states must dor waivers(e.g., on the number of
individuals served)while others are altogether new across all the authorities that support
Medicaidfunded LTS&.g.,reportingon program impack
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(Note thatsimilarrequirements appear under grant programs, including Money Follows the
Person and the Balancing IncentReogram, but neither creates a permanenithority under
Medicaid law.)

Under CFChe following data must be collecteahd reportedon an annual basigote that the
order of these items differs from their order in their Final Ridemake discussion spter, we
have grouped similar items together):

1. An estimate of the numbeof individuals whawill receiveCFC serviceturing the
federalfiscal yeay

2. The number of individuals who receiv€iFC servicaturing the precedindederalfiscal
year,

3. The cost oproviding CFC and other community LTSS;

4. The number of individuals receiving CFC who have previously been served under
sections 1115 demonstration programs, 1915(c) waiver programs and 1915(i) State Plan
options;

5. The characteristics of individuals who reaa CFC services type of disability, age,
gender, education level, and employment stgtus

6. The impact of CFC on the physical anwbtional health of individuals;

How the state provides CFC and other community LAG®;

8. How thestate provides qualifyingndividuals with the option to receive community LTSS
rather than institutional care.

~

In response to the concerns of some commenters thase reporting requirements would
prove burdensome, CM&bserves thatt has implemented the requirements as specifiad
statute. Moreoverthe agency notes:

While some States may need to revise their data collection systems, we do not believe
that this will affect all States. Additionally, since much of this data collection is also a
requirement under other authoritiesye believe that States have the mechanisms in
place to gather the requested information for reporting without excessive additional
burden. (p. 26896)

Colorado cameport on data itemg1) through (4) using administrative data that HCPF already
records (or will recordiising a combination of the Befits Utilization System (BUS)hich
supports electraic case management activitiethe Colorado Benefits Management System
(CBMS), which amages eligibility for a variety of state prograrnise Medicaid Management
Information System (MMISyvhichprocesse<laims; and other databases, as appropriate.

Portions of data item (5) can be extracted from existing administrative skt specifically,
age gender, and type of disability, which shial be available through the BU&hd
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employment status, which should be available throdigh CBMSEducation level iBkely to be
more difficult,since it is not required to determine eiliglity, and is only sometimes relevaiur
case management.he state will have to adapt existing tools and systems to capture
educationalinformation.

To report on data item (6)Colorado could adoyzt least a portion othe National Core
Indicators (NQ tool. Develgoed by the National Association of State Directors of
Developmental DisabilitieService{NASDDD$nd the Human Research Services Institute
(HSRIthe NCIs a valid, reliable tool thahcludes approximately 100 consumer, family,
systeme, cost, and health and safety outcom&sata sourcesiclude consumer surveye.g.,
empowerment and choice issues) family surveys (sajisfaction with supports), provider
survey (e.g., staff turnover), and state systems data (e.g., expenditamality, etc.)
NASDDDS supplieschnical assistance to support theeof the NCI, including training
materials for interviewersThe NCI has been used primaviligh individuals who have
intellectual ordevelopmental disabilities, but has recently Imedapted for use with other
populations. The Developmental Disabilities Division is already in the process of implementing
the NCI for its three waiver programs.

Alternatively, Colorado could use the Money Follows the Person (MFP) Quality of Life Survey
(QoL), which the state has already deployed as part of Colorado Choice Transitions (CCT), the
state's name for its MFP program. Developed by Mathematica Policy Research (MPR), the
national evaluator for the MFP demonstration program, the QoL Survey incugessions on a
wide range of topics, including living situations; choice and control; access to personal care;
respect and dignity; community integration and inclusion; life satisfaction; and health status.
Colorado has already invested time and resouin&s preparingcase manager® administer

the survey. The QoL Survey is also supported by training materials developed by MPR. If
Coloradochoosedo adopt CFC, the QoL Survey will of course have to be administered to a
much larger number of individualban is currently the case. Nonethelebgcauset captures

all of the information necessary for data item (6), we recommend that Colorado use it for CFC.

CMS anticipates being able to collect data iteéfyfrom information in the State Plan. The state
can report data item(8)in several ways, including

a description of how the State provides individuals the choice to receive home and
communitybased services in lieu of institutional care, it could also include information
regarding the methods used tdfer this choice, the strategies involved in making this
choice available, and the number of individuals that have made that cHpic26886)

CMS plans to issue additional guidance on data collection undefpCE€886) this guidance
will probably coman the form of a State Medicaid Directdretter(SMDL). CMS has not yet
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indicated when it will issue this guidance. For now, states must proceed based on the guidance
that appears in the Final Rule.

Whatever tools and systems Colorado chooses to satisfglata collection requirements of

CFC, we strongly recommend that HCPF consult with the CFC Council to determine whether
there are additional data elements that might inform the way the state provides community
LTSS, both within and beyond CRlCpartesshouldof course keep in mind the burden that
data collection places on individuals and their families, as well as the administrative and
financial costs that accompany data collection.

5.5 Community Setting

Over the last several years, CMS has workdtatmonize its requirements across the Medicaid
authorities that provide community LTSS. As noted above, CMS has moved toward a more
uniform system of quality management.hias also movetbward a more uniform definition of
which settings count as "communityCMS's goal is to ensure that individuals live in settings
that comport with the requirements dhe Americans with Disabilities Act (ADA) and the
Supreme Court'®Ilmsteadmandateto serve individuals in the most integrated, least restrictive
setting posible.

In its Notice of Proposed Rule Making (NPRM) for CFC, released in Felb@@k¥(76 FR

10736, CMSndicated thatits Final Rule woulénumeratethe attributes of true community
settings.In May 2012CMS released its NPRM tbe 1915(i) Statd’lan option {7 FR 26362n

which the agency noted that it had received a large number of comments about its proposal in
the NPRM for GF. The volume of these comments, and the time required to give them proper
considerationprompted CMS tancorporatethe characteristics of community settingo the
NPRMfor 1915(i) The Final Rule for CFC details the characteristics that CMS intends to include
in the Final Rule for 1915(i), which is scheduled for publication in late 2013 or early 2014.

Becausdhese equirementsare likely to have widespread implicatiofts Medicaidfunded

LTSSit is worth reviewing thenas they are laidut in theproposedrule for 1915(i) which is
referenced in the CFC Finall&® Whilethe Final Rule for 1915(i) majtimately changesome of
the specifics, the category of "community settings" will closely resemble the one described in
the proposed rule

According to theproposedrule for 1915(i) a community setting:

1 Isintegrated into the wider community and gives individualsasdo that community;

1 Helps individuals seek work in competitive settings;

1 Is selected by the individual and is identified in the persentered plan;

1 Protects an individual's rights to "privacy, dignity and respect, and freedom from
coercion";
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1 Optimizesg and supports the flexibility of individual choices in daily activities, physical
environment, and interactions with other peopland

1 Facilitates individual choices over the services and supporisrégmeive and who
provides them.

The Final Rulelentifies several criteria that must be met in residential settings owned or
controlled by providers:

1 The unit or room where an individual lives is "a specific physical pjpc26854Yhat
can be owned or rented, with the same responsibilities andgebbns that apply more
generally under landlordenant law;

1 Individuals have privacy in their sleeping or living units, with lockable doors to which
only appropriate staff have keys;

1 Individuals share their living space only if they choose to do so;

1 Individuals can decorate their units, control their own schedules, have ready access to
food, and can have visitors whenever they li&ad

1 The setting is physically accessible to individuals.

These conditions can be modifiedor example, to support the needs individuals with
dementiag but only when those modifications support a specific need documented in the
personcentered plan.

The CFC Final Rule propgseexclude the following settings from the category of community
settings:

1 Nursing facilities;

1 Inditutions for mental diseases (IMDs);

1 Intermediate care facilities for individuals with intellectual disabilities (ICF/IDs);
1 Hospitals that provide lorterm care services.

Crucially, the Final Rule notes that the Secretary of Health and Human Séwiltapply a
rebuttable presumptiofi that some settings areaot community-based In other words, CMS (as
the Secretary's delegate) will initially assume thamesettings do not complywith these
requirements.Specifically, aettingwill trigger "heidnitened scrutiny'if it is 'located in a

building that is also a publicly or privately operated facility that provides inpatient institutional
treatment in a building on the grounds of, or immediately adjacent to, a public institution or
disahlity-specifichousing complex” (p. 26854).

As we noted earlier, CMS intends to apply these standards across its Mefdicdéeti
community LTSS programs. Thereforégter or not Colorado ultimately chooses to adopt
CFCthe statewill ultimately have to ensurénhat the settings in which it provides community
LTSS comply with the requirements that will appear in the 1915(i) FinalMRelleecommend
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that the state perform a careful analysis of that rule when it appears. The state may wish to
seek outside technical assasice to help it evaluate its current settings ainfchecessary,

develop a strategic plan for bringing into complianceofthe settings in which the state
providescommunity LTSS
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6 Service Delivery Options under CFC

Because sefdlirection lies at the core of CF&hd because it is a complex topree have opted
to review the topic in its own chapter. We begin by briefly reviewing the history ctiselfted
services. Next, we offergeneralintroduction to the diffeent models of providing selfirected
services, followed by a description of tbeliveryoptionscurrentlyavailable undethe
Coloradowaiversthat offer seltdirection. We also review a recent Department of LalgpOL)
rule thatestablishes new requiraentsfor the payment of minimum wage, overtime, and
travel time to personal care workers.

Sections 5.1 to 5.3 draw from the excellent reviews presentédhiterstanding Medicaid Home
and Community Services: A Prir(@ffice of the Assistant Secretary ¢&ifhing, 2010) and
Developing and Implementing SBlirection Programs and Policies: A Handb@¢dtional
Resource Center for ParticipaBirected Services, 2010).

6.1 History of SelfDirected Services

Selfdirection has a long history in the Medicaid progra@eginning in the early 1970,

handful ofstatesimplementedpersonal attendant servicd® ASprograms that authorized
Medicaid participants to hire, train, supese, and dismiss their workers. With the
establishment of thé81915(c) home and communHyased waiver program in 1981, interest in
seltdirection grew, as did support from the Centers for Mete and Medicaide3vices(CMS)

In the mid1990s, the Robert Wood Johnson Foundation (RWJF) collaborated with the
Department of Health and Human SeesqHHS) to pilot and evaluatee "Cash and
Qounseling” programThe Cash and Counseling demonstration progtested the feasibility of
offering consumersn “individual budget,” which they could use to purchase goods and
services that met needs identified in their plan of suppotaring this same period, RWdlso
supported 1915(c) waiver programs that emphasized giving individuals and family members a
leading role indevelopingpersoncentered plansAlong with a budget, individuatseceived
independent counseling to help theaihoose and manage their services, and access to fiscal
intermediaries to managemploymentrelated obligationsuch as payroll taxeEollowing the
success of these programs, and of thésequent Independence Plustiative (launched in
2002), CM$nodified its waiver application materials to reaffimnd expandhe agency's
commitment to seHldirection.

TheDeficit Reduction Act of@05addedtwo new State Plan options that permitted states to
offer seltdirected longterm services and supports (LTSS) without having to secure a waiver:
81915(j) "Cash and Counselihgnd 81915(i) State PlarHomeand CommunityBased Service."
Section1915(j)permitsstates to offer seldirection in their State Plan personal care services, as
well as in any of their 1915(c) waivelisdoes not permit states to add new services, but
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instead creates a setfirected "overlay" for existing serviceSecton 1915(i) permits states to
create a package of community LTSS with two key features: 1) individuals do not need to meet
institutional levelof care; and 2gligibility for services is based on neduhsed criteriaThe
Affordable Care Act of 2010 addedhérd featureto 1915(i) Satesmay optionallytarget

individuals by diagnosis ardve multiple1915(i) State Plan amendmen{States choosing to
target by diagnosis must still specify nedussed criteria. Although1915(i) does notequire

states toprovide selfdirection, it expressly allows states to offer seifection to program
participants.The addition of the Community First Choice State Plan option under 81915(k)
representgustthe latest step in the evolution and spread of s#iffected sevices throughout

the Medicaid program.

6.2 Basic Features of Selbirection in Medicaid LTSS
While each of the authorities described above has unique features, all of ¢ieatudingCFC;
share certain fundamental features.

Individual Election of SelDiredion: Any program that offers selflirectionmust offerall
individuals the optiorio directtheir own servicesSome individuals wilhot choosethis option,
while others may begiby selfdirecting and therdecide thatit does not suit their needs and
wishes Moreover, the state may determine, even aftproviding additional suppoyrthat some
individuals cannot successfuligltdirect (if doing so jeopardizes their health and welfave
the health and welfare of othejsStates mustherefore make available traditional provider
managedoptions.

ParticipantLed Service Planning Procesgslongstanding right undeMedicaidis the freedom

of individuals to choostheir providers.Seltdirected programs must additionally help
individuals or theirepresentatives lead thegosoncentered planning process. Individuals must
be free to choosavho participates in the process with them (family, friends, providers, etc.).

Individual Authority over Service Deliverylndividuals who choose to selirect an determine
when and how they will receive services. Within the scope of sertheestate offers, and what

has been approved in their individual supports plan, individuals may specify which services (or
service elements) they will receive; when theyl wakceive them; and specific qualifications for

the workers and agencies that provide them.

Managing WorkersAll seltdirected service models, includi@fFCallow participants to select,
hire, train, supervise, and dismiss their workers. A state canstbetween two basic models
of employer authoritylt may recognize individuals as the comrdaw employers of their
workers and providéinancial management entities (FMEs)handle payroll taxes; or it may
use a ceemployer model in which an agency acts as a worker's legal employer (and thus
handles payroll and reporting) while the individual manages that worker'sataiay duties.
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Individual Budget Like other authoritisthat support seldirection, CF(permits states to
provide individuals witlbudgetsthat includesome or all of their support fundingVith the aid
of counselors an@ntities providing financiamanagement servicesndividualscanpurchase
goods and sefices that meet needs identified in their plan of supportssiption is called
budget authority

General Supports for SeDirection: Entities that provideihancial management servicdsM g
perform a range of services for individuals who-skéct, from collecting payroll taxes on

workers (for individuals who exercise employer authority) to facilitating the purchase of goods
and services (for individuals who exercise budget authoffity)Sentities also track

expenditures against individual budg#b help ensure that individuals do not prematurely
deplete their budgetsStates must also make available information and assistance (I&A) to help
individuals learn about the range of services and supports available to them, acquire the
expertise they needb manage their workers and their budgets, identify suitable providers, and
access other benefits and community resources.

SafeguardsStates must implement a range of safeguards to protect the health and welfare of
individuds who seHdirect. Forexample systems must be put in place to help ease the
transitions of individuals froreelf-directed services to traditional agey-provided services

(and viceversa).The state must also work with individuals to establish individualized backup
plans to mnimize disruptions in service delivery (e.g., when a worker calls in sick).

6.3 Service Delivery Options

UnderCFCstateschoosethe service modelthey intend to provide: the agengyrovider model
(employer authority)the selfdirected model with service laget (budget authority) or both.
Because these models play such a central role in the success-direetfon, we willdescribe
them in additional detail.

AgencyProvider Model Under the agencyrovider model, "the entityeither provides the
services @tectly through their employees or arranges for the provision of services under the
direction of the individual receiving service441.545(a)()) In addition "individuals maintain
the ability to have a significant role ihe selection and dismissal of the providers of their
choice, for the delivery of their specific care, and for the services and supports identified in
their personcentered service plan8441545(a)(2).

The seHldirected ayencyprovider modelthat states most commonly use is callddency with

Chace (AwQ. Under theAwCmodel, individuals and agenciast as "ceemployers," with

individuals choosing, training, managing, and dismissing their workers, while the agency serves
as the "employer of recorti managing payroll, taxes, insurance, and bengRtsughly ondifth

of all selfdirected service programs ugevC(NRCPDS, 20112
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TheAwCmodel can offer advantages twth individuals and workers. Individuals have input
into how their workers are choseitrained, and maaged without having to assuntee
administrative burdens of employing a worker directly. Workers can benefit from employment
by a firm that, depending on its size, may be able to offer them attractive bersfitk as a
retirement plan.

Nonetheless, théwCmodel carriesrisksfor which states and individuals are not always
prepared largely becausi creates ambiguity about thelentity of the primary employerNot

all states recognize joint employment, so the model can only be implemented where it has an
established legal status. At the federal leyeint employmentis recognized by thBepartment

of Labor under thd-air Labor Standards AELSAYf 1938 asamended, butit isnot

recognizedy the Internal Revenue Servil®S)These discrepancies create risksaveral

areas, including:

1 Thewithholding filing, andpaymentof payroll taxes (federal, state, and local);

1 Thewithholding, filing, angpaymentof unemployment taxes;

1 Workplace safety and workers' compensatiamgd

1 Workplace discrimination under various laws, including the Civil Rights Act of 1964 and
the Americans with Disabilities A@DA)of 1990 (as amended).

Thevariousfederal agencies @it regulate theseaspectsof worker compensation and
protectionuse different tests to determine which employer should be treated as prinikaoy.
example, the Department dfabor employs a muifacetedeconomic realityest that takes into
account(amongother factors)the degree of control each party has ovew thework is
performed; the degree to whichach party influences a worker's prospects for profit and loss;
and the permanency of the l&ionship between the partiedhelRS by contrast, uses the
three-factor common lawtest, whichexamines each party's behavioral control over the worker
(e.g., the tools used to perform the worlgach party's financial control over the work@ow

the worker is paid)and the type of relatinship betveen the parties and the worker (e.g.,
whether the worker receives benefits).

Risk can arisender theAwCmodelwhenworkersare misclassifieds independent contractors
when they should be classified as employé@ger the last several yearsie IRSDOL and

state equivalents oDOLhave more strictly enforced this classificatidihan AwC payworkers

as independent contractorwhen those workers should properly be classified as employees,
both the individual andhe agencyrun therisk of genalties and liabilityTo determine whether

a worker is an employee or an independent contractor, the IRS again uses the common law
test. The vasimajority of workers providing Personal Care and other HomaltH services in
seltdirection programshouldbe considered employees, not independent contractors.
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Accordingo the National Resource Center for Participant Directed Services (NRCPDS, 2012),

"the salient challenge is to implement a model wherein the agency is the primary employer of
g2N] SNE> (KS Lpanidipar@dirdclisyhdt erédedNandnéither theparticipant

nor agency are vulnerable to significant legal ligbieyond eal LJ- NIié Qa O2y i NRf b

SeltDirected Service Model with Individual iglget: According to the finaCFQule, this model

"is one in which the individual has both a persmmtered service plan and a service budget
based on the assessment of functionaka' (8441545(b). If a state offers the individual

budget option undelCFCit must "make available financial management activities to all
individuals with a serviceudget' (8441545(b)(1). Theseactivities are carried out by an entity
that providesFMSin the form ofa Fiscal/Employer gent (F/EA) States can also implement the
AwC model and budget authority simultaneously (though the model becomes more complex).

The F/EA modadliffersfrom the AwCmodelin a few key wayd=irst, under the F/EA model,
individualsdirectly hire their own workersandserves asheir sole employes. To support the
individualin this role, the F/EA assumes liability under federalflavthe withholding, filing,
and payment ofederaland state payroll and unemploymetdxes.F/EAsalsocomplywith
responsibilities related to workersompensatiormpolicies F/EAs verifythat payments to
workers are authorizedhey also confirnthat purchases are allowed in the tget and
spending planF/EAs thus allowindividualsto focus on thedailyresponsibilities of directing
their services and supportfiNote thatAwCscan also serve as F/EAs. The duties of the AwC
then become moreomplex and include tracking individualidgets.)

States camffer F/EAsinderone of twomodels In the firstmodel, the state (or its local
delegates) can provide/EAservices. Th&overnment F/EAnodelcan be attractive because it
allows states to control the provision of these services far more closely. Becauswtlas
limits provider choice, however, states can claim only the standard administrative match.

Under the GovernmenfE/EA modelStates ca limit the number of vendorthey use and draw
administrative match rather than (the typically higher) service maitheVendor F/EAnodel

can be attractive for at least two reasons: because it can help to develop an adequate supply of
F/EAsacross thestate, and because states can claim thifedicaidservice match rather than

the standard 50 percent administrativeatch. On the other hand, theevidor F/EAmodel has a
number of disadvantages. For example, states often find it challenging to monitqudigy of
services provided bsultiple Vendor F/EAs which must remain abreast of evolving federal and
state law, regulations, and policy. Moreover, state staff must have the resources and expertise
to executeappropriateMedicaidprovider agreementsand to certify and recertify vendors.

States can limit the number of vendors they @& draw administrative matclather than

(the typically higher) service matcBut this option requires staff to have the time and

expertise to drafidetailed requestgor proposals, evaluate bidand execute robust contracts

that hold vendorssufficiently accountable.
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To date, the prospect of receiving servioatch for providing ¥ndor F/EA has natome into

playin Colorado, since the state's service match anddtmiaistrative match are both 50

percent. Under CFC, the state could receive an @it six percentage points oreNdor F/EA.
Importantly, however, the added costs of administering vendor F/EA are likely to outweigh any
additional matching funds thstate might receiveln the absence of historical dater

providing Vendor F/EA is difficult to perform a meaningful costenefit analysis.

There are two additional models that states can use to profAllkS though they are used less
often thanthe threewe have considered so fan theFiscal Conduinodel, a government or
vendor disburses public funds via cash or voucher payments to indivitiutiie. Public
Authority or Workforce Counc{PW/WC)model,an independent or quagjovernmental entity
servesas the employer fothe purposes ofecruitment, training, supervision, and discharge.
The program agency serves as the employetHerpurposes opayrolland of collective
bargaining with the workers' union. The PW/WC may also offer training to caersuand
workers, offer emergency bagakp services to consumers, and maintain a registry of workers.

States that elect th&€F®ption can also choose to disburse budgets to individuals as vouchers
or as cash. In both cases, the state merssure that federhand state payroll and employment
taxes are withheld, filed, and paid to the appropriate governna¢hodies

6.4 Current Options in Colorado for Delivery of SelDirected Services
CurrentlyColoradapermits individuals the opportunity to setfirect their servicesully or

partially in sixvaivers: the Community Mental Health Supports (CMHS) waiver, the Elderly,
Blind, and Disabled (EBD) waivike waiver for individuals with Spinal Cord Injuriesl)Ste
Children's Extensive Support (CES) waiver, the waiver for individuals with Developmental
Disabilities (DD) and the Supporting Living Services (SLS).waineduals in the CHCBS waiver
can choose kmome SupporServices (IHSS); individualshie CMHS waiver can choose
ConsumeiDirected Attendant Support Services (CDASS); and indlsith the EBRnd SCI
waivers can choose IHSS or CDAfI&/iduals on the CES, DD, and SLS waivers can make use of
the Family Caregiver optio(For an introductn to Colorado's waiver systeamd these seff
directed servicalelivery options seeSection 1.1For details about individual waivers, see

Appendix D)

Both CDASS and IHSS pesmiployer authority Individuals can select, train, manage, and
dismiss their attendant<lients also can delegate these responsibilities to an authorized
representative. CDASS ailsrovides for budget authorityCDASS is implemied using the
joint-employer, AwC modeThe AwC provider is currently Public Partnerships, LLC.
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6.5 Training of PAS Participants and Attendants

Many services that could move into CFC currently require training, fedisetiting consumers,
for service prowers, or both. Under the Final Rule for CFC, thesringrequiremens would
no longer be permitted under some arrangements for-skiéction.

To receive Consumdirected Attendant Support Services (CDASS), individuals or their
authorized representatis mustattend FMS training and devel@m Attendant Support
ManagementPlan(ASMP) (10 CCR 25050 8.510.6.A.1and .2. InHome Support Services
(IHSSagencies are required to offer peer counseling and an orientation to [HIESGR 2505

10 8.552.5.A ad .C). Agencies are also required to provide "functional skills training to assist
clients and/or authorized representatives in developing skills and resources to maximize their
independent living and personal management of health cat®"QCR 25050 8.552.5.L).

Under the Final Rule for CFC, the state must provide training on how to select, manage, and
dismiss attendants§441.520(a), but it cannotrequirethat individuals or their representatives
complete such training, lmause doing so would be inconsistent with the philosophy of self
direction (Preamble, p. 26845).

Currently Colorado also requires that PAS attendants undergo training for a variety of services
currently offered under waivers. For example, IHSS has regairtenspecific to that program

(10 CCR 25080 8.552.H). Attendants must also complete training for Personal C&r€CR
250510 8.489.42) and for Homemaket{ CCR 25050 8.490.4.C)Under the agencypased
model¢ both the traditional model and®wCc¢ states would still be able to set minimum

training requirements. However, when individuals employ their workers directly or through an
F/EAthe state would no longer be able to require minimum levels of training for worKeris

is becausehe right to train belongs to individual§441.565(a)

As CMS notes in the Final Rule, eliminatragingrequiremens for individuals and workers
would strengthema state's commitment to the choice and control that define sdiflection. For
Coloradogliminating these requirementwould represent a significant policy change. HCPF,
advocates, and stakeholders must consider the risks that individuals might faeg itioose
not to receive AMR or if their workers do not receive a nimum level of training, and how
those risks might be minimized.

We recommend that the state emphasize the advantage&3€Pso that individuals and

families will be more likely to undertake the training voluntarily. We also recommend that the
state devebp a system to identify individuals and representatives who most need such training
and develop a protocol to encourage them, in a targeted fashion, to participateMiPASe
recommend further that the state and stakeholders together considerithy@ortance of

worker training to the health and welfare of individuals. The state may ultimately decide to
limit the availableFMSfor CFGo the AwCco-employer model.
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6.6 Department of Labor Rule on Companionship Services

In September2013, the Department of Labor&age and Hour Division released a Final Rule
entitled "Application of the Fair LaboreéBidards Act to Domestic Service." The rule amends the
Department's prior rule at 29 CFR 552 to better reflbetintent of Congresso expand the

class of workers coved by FLSAAt its most basidghe rulenarrows the exemptions employers
may claim for workers providing "companionship servit®sost workerswho providePersonal
Attendant ®rvices(PASill now be entitled to minimum wage and overtinpay, as well aso

pay for time spent traveling from one client to another for the same tpiatty employer Most
workers employed directly by individuals and families will also be entitled to minimum wage
and overtime.The Final Rule goes into effect on January 1, 2015

To understand how the rule will affect Coloradowitl be helpful to focus on critical changes in
the rule and to understand DOL's reasoning for making these changes. Toitisgigrth
qguotingin fullthe summarythat accompanies the rule:

In 1974,Congress extended the protections of the Fair Labor Standards Act (FLSA or the
1 Oy G2 aR2YSadAO0 aSNWAOS: SyYL}X 28S5Sas o dz
FYR 2@SNIAYS LINPGAaAAZ2Yya R2YSadGAO0 aSNWBAOS S
& S NI A O &y peopleor pBdplR with illnesses, injuries, or disabilities who require
FaaArAadlyOS Ay OFNRARYy3I F2N G6KSYaSt gSaz FyR A
domestic service employees who reside in the household in which they provide services.
ThisRylf wdz S NBEZAaSa (GKS 5SLI NIYSyiQa mortp
amendments to the Act to better reflect Congressional intent given the changes to the
home care industry and workforce since that time. Most significantly, the Department is
revisingtt6 RSFAYAUAZ2Y 2F aO0O2YLI yA2yaKAL) AaSNIAOS
fall within the term; in addition third party employers, such as home care agencies, will
not be able to claim either of the exemptions. The major effect of this Final Riatis t
Y2NB R2YSAGAO0O aSNWAOS 62NJSNB gAff 06S LINERI
overtime, and recordkeeping provisions.

According tahe newrule, companionship services include "the provision of fellowship and

protection for an elderly person or personttvian illness, injury, or disability who requires

assistance in caring for himself or herse§5%2.6(a). The category of companionship services

"also includes therovisionof care if the care is provided attendant to andcionjunctionwith

the provison of fellowship and protection and if does retceed20 percent of the total hours

worked per person and per workwegkThe definition of companionship services also includes

a definition of "care.'In response to comments on iMPRM DOL modified itsefinition so that

"caré' refers broadly to activities of daily living (ADLs) and instrumentaliies of daily living

(IADLs), with examples of eactb22.6(b)).
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Companionship services aot include the peformance of'medically related services," a
categorythat isdefinedby the nature of the services themselves

The determination of whether services are medically related is based on whether the
services typically require and are performed by trained personnel, asichgistered

nurses, licensed practical nurses, or certified nursing assistants: the determination is not
based on the actual training or occupational title of the individual performing the
services. (8552.6(d))

One consequence of restricting the exemptig that agencies will now have to pay workers for
their travel time from one job site to another (i.e., one client to another) over the course of a
work day (as previously stipulated at 29 CFR 785). Historically, agencies have not compensated
their workers for travel time, even when workers must travel considerable distances from one
client to another (as in rural areas). The impact of this change could potentially be large, though
DOL believes that this chang@long with the others described abovewill help to

professionalize direct care and make it more attractive as a vocation (a point to which we will
return shortly).

ElsewhereDOLnotes that third party employers of workers who provide companionship
services cannot clainhé exemption that FLSAqvides, "even if the employee is jointly
employed by the individual or member of the family or household using the services.”" The same
does not apply to individuals: "However, the individual or member of the family or household,
even if considered a joirgmployer, is still entitled to assert the exemption, if the employee
meets all the requirements of §552.68552.109(a))ln other words, under the AwC joint
employment model, agencies cannot claim the companionskgmption even for workers

who spend lss than 20 percent of their timgrovidingcare.By contrast, individuals and their
familiescanclaim the exemption buonlyif their workers spendessthan 20 percent of their

time providing careAs a consequengeases can arise in which agenciesliatde for unpaid
minimum wagepvertime,and travel timewhile the individuals who jointly employ those
workers are not liable(Note, however, that this rule changes nothing abmdividualliability

for the withholding, filing, and payment of payroh@dunemployment taxes. Se&ection 5.3or
additional details.)

Inthe Preamble to the Final Rule, D&dresses wide range o€oncerrsraised by comments
to its NPRM Most of these comments concern the impacts of the rule on the supply of direct
care workersor the availability oPAS

Gommenters expressed concern that minimum wage and overtime requirements for direct care
workerscouldhave an outsized impact on iniiluals who employ family members as their
attendants. Because family members typically provide care for more than 4@ aoueek the

rule couldmake itprohibitively expensivéor individualsto employ them.To address this
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concern, DOL develops a "bifated analysis” that treats family membaetgferently from
unrelatedworkers A family member can be compensated to the extdrdt anunrelated
worker could hypothetically taklis or hemplace.The number of houran unrelatedworker
would spend provithg care mustultimately relate inareasonable fashion to an individual's
service planWhatever a family membanightdo otherwise¢ duringwhat would be"off"

hours for another workec is not compensabldmportantly, thisbifurcatedanalysis means
that individuals cannotinderpaytheir family members aaway to save money in their self
directed budgets. The number of paid hours must be the same regardless of who provides
them. In the words of the Preambletie Department does not interpret the laas
transforming, and does not intend anything in this Final Rule to transform, all care by a family
or househdd member into compensable workp. 126)

Several commenters notettiat Medicaidpays only for services and nivavel time.In

response, DOL mes that although "Medicaid may not provide reimbursement for time that an
employee spends traveling between clients, nothing in the Medicaid law prevents a third party
employer from paying for that time" (146).The Department makes a similar point abou
minimum wage an@vertime, noting that reimbursement rates could graduallyaagusted to
coverincreased costsThe impact of requiring minimum wage is unavoidable; the impact of
travel and overtime requirementsn reimbursement rates idmore uncertain’ (p. 287).A great
deal depends on the extent to which agencies hire more workers to avoidgiasvel and
overtime to their current workers, and the relationship between those shifts and the setting of
reimbursement rates(To capture the range gfossble outcomes, DOmodels the financial
consequences of three overtime scenarios.)

The Preamble considers siomedetail the implications othe amended rule for state and
national progressoward meeting the Supreme Court's 19@9msteaddecision.The

Department argues that, on balancthe changes will promot®Imsteadplanning bymaking
direct care a more attractive professioAmong other benefits, a more professional workforce
may improve continuity of care in an industry where turnover is high "because of low wages,
poor or nonexistent benefits, and erratic and unpredictable hours. Job satisfaction, "the
Department notes, "ifighly correlated with wages, workload, and workoanditions™ (p.
307).Improved continuity of care will lead to highquality services and better outcomes for
individuals.

Notably, DOL tempers its overall optimism about the impdche rule by poitingout that

publicentities must have in place an individualized proceswailable to any person
whose service hours would be reduced as a result of the Final-Ralexamine if the
service reduction would place the person at serious rigksiftutionalization, and, if so,
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what additional or alternative services would allow the indidal to remainin the
community.(p. 118)

In other words, tatesmust be proactive as the rule takes effeetd its impacts become
clearer, making sure to adelss anypotential complicationsOlmsteadconcernsdo not just
arisewhen nstitutionalizationhas already happened @imminent.

6.7 Minimum Wage, Overtime, and the Companionship Exemption Colorado

Each year, Colorado's Department of Labor issues a Mmiiwage Order that updates the

state's minimum wage for certain types of workeFse latest Minimum Wage Ordekumber

29, was issued in 2012;updated minimum wage requirements for 2013. According to the
Order,"health and medicalWorkers must be paichinimum wage anavertime¢ a

requirement that has been in place for a number of years. The category of "health and medical”
is defined as

any business or enterprise engaged in providing medical, dental, surgical or other health
services including but ndimited to medical and dental offices, hospitals, home health
care, hospice care, nursing homes, and mental health centers, and includes any
employee who is engaged in the performance of work connected with or incidental to
such business or enterge, ncluding office personne{Colorado Minimum Wage Order

No. 29 85; 7 CCR 8§11035).

Notably, however, Colorado's minimum wage and overtime provigeesiptfamily members
(Cdorado Minimum Wage Order No. 295;7 CCR 81108:5), and the state has naequired
third-party employers to pay direct camorkers for their travel time. As noted in the previous
section, starting January 1, 2015, thjpdrty employers wilbe required to pay travel time.

As ofJanuary 1, 2015%hird-party employers will nobe allowed to claim the companionship
exemption for any employee3he impact of this change in Colorastwould be minimal,
however.The key issue is not tretate'sdefinition of companioshipbut its definition of
Personal Caras aMedicaid servicd10 CR 250510 8§8.489. According to Colorado
regulations Personal Care includes activities such as bathing, shaving, dressing, faadisg,
on. Equally important is what Person@lare workergannotdo:

Personal care staff shall not perform tasks that ao¢ included under INCLUSIONS for
each personal care task listed in Section 8.489.30, or tasks that are not listed. For
example, personal care staff shall not provide transportation services and shall not
provide financial management servic&€dients, farly, or others may choose to make
private pay arrangements with the provider agency for services that are not Medicaid
benefits, such as companionsh{B.489.22(B)) [emphasis added]
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Put differently Personal Care staff cannot perform any service thatidistedin regulations
As a consequenc¢a worker who perform®ther tasks could be classified as another type of
worker altogether, even ifie or shesperforming Personal Care services some of the time.

Because @mpanionship is noa Medicaid benefitany agency that clainthat a worker is a
companionis effectively declaring that the workerimarily provides services that are not
Medicaidreimbursable Thismeans that Medicaid should not pay for the time they spend as a
companion. Insteadyledicaidshould only pay for the time they spend providing Personal Care.
In practical terms, it would be extremely difficult for Colorado to enfdhig distinction. It

would bedifficult to separate the time a worker spends providimgcasionatompanionship
savices ("fellowship and protection," in federal language) versus Personaiv@aoeit

imposing a substantial burden on individuals, workers, and agerBigdecause Colorado
expressly forbids Person@lare staff from performing any tasks not spelled ioutegulation,

and companioship is not one of those taskagencies cannot currentlyse the companionship
exemption at allThe revisedOLrule does not change this fact.

6.8 Recommendationsfor Widespread Implementation of SeHDirection Under

CFC

Given he complexity of selflirected service delivery options, and the uncertain implications of
the new Department of Labor rule for family members employed as care givers, Mission
Analytics strongly recommends that HCPF seek technical assistance from exgests i
financial, administrative, legal, and regulatory complexities ofdiedfcted service options.

The state can request technical assistance for timéted TA from the HCBS Technical
Assistance Center atww.H@STA.org For technical assistance on an ongoing basis, we
recommend that HCPF contract with a group that specializes in the area-dfrseted
services, especially financial managemsenvices
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/7 Summary of Recommendations

In this chapter we summarize recommendations wedve made throughout this report.

Estimating the costs of CFC services that do not fully support activities of daily living (ADLS)
and instrumental activities of daily living (IADLSSome services that could be moved into CFC
are infact bundles of sulservices. Some of these ssbrvices do not directly support activities

of daily living (ADLs) and instrumental activities of living (IADLs) and therefore do not qualify for
the enhanced match. An important case in point is ResideHadilitation.If the state

ultimately wishes to includ®esidential Habilitation in CR@e Colorado Department of Health
Care Policy and FinancirtgGPJshouldperform a time studyn this serviceising methods

such as those described by the federdfi€gf of Management and Budget (OMBhis will help
determine what share of the service is eligible for the enhanced match.

Estimating the costs of newervices.Some of the services that the CFC Council would like to
include in CFC are new and therefameH the historichdata needed to project costs.

Containingthe costs of CFQ.ohelp contain the costs aidoptingCFC, HCRRouldconsider

limiting the provision of Lonrderm Home Health (LTH{).g.,to 120 day} Estimating these

costs will require HCPF to perform additional modeling of the projections we have presented in
this report.Limiting LTHH in this way would represersignificantchange in policyandwould
require HCPF to engage stakeholders to und@erdithe benefits and the risks of this strategy.

We alsorecommend that Colorado explore with CMS the possibility of providing Health
Maintenance as an unbundled activity, just as Personal Care and Homemaker can be offered as
individual services under CR&hile this may impose a reporting burden on providers, it may

also help Colorado shift additional costs away for LTHH by providing an alternative that may be
less expensive and would be eligible for CFC's enhanced federal match.

Eliminating conflicts ofnterest. CFC requires that states eliminate conflicts of interest in
assessment and service provision. These requirements reflect a broader shift by CMS toward
eliminating conflicts of interests through the system of Medigaidded communitylongterm
savices and supports (LTS$).comply with the conflict of interestandards emerging from

CMS Colorado should separate the activities of eligibility determination, case management,
and service provision. Bome cases, Communifentered Bards (CCBshd Single Entry

Points (SEPs) perform all of these functions. Separating these functions will require substantial
involvement from stakeholders and will incur additional costs. Colorado should gather the
information it needs for these estimates and estimdtoth the onetime (startup) costs and

the ongoing costs of eliminating conflict of interest wherever possible eaacdtingappropriate
firewallsin areas where there are few providers (suchragiral and frontier areas).
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Monitoring quality. CFC reques states to monitor the quality of services that individuals
receive.To establish a robust quality monitoring system for CFC, Ei@rfidwork closely with
the CFC Council. This collaboration will help ensure thastdie simultaneously builds on

work that has alreadypeendone andcollectsinformation that a range of stakeholders will find
informative and empoweringn addition, we recommend that the state use a system that is as
uniform as possible across populations and authorities for providinghaanity LTSS (i.e.,

waiver and State Plan). Adopting a uniform system will reduce the administrative burden on
state staff, freeing up scarce dollars to expand services.

Measuring outcomesCFC also requires states to measure outcomes among individuals served
by CFCTo measure outcome£oloradashouldadopt the Money Follows the Person (MFP)
Quiality of Life (QoL) survey, developed by Mathematica Policy Research. This tool is already
being wsed in theCdorado Choice Transitiag(CCT) program. Moreover, it is valid and reliable,
and is supported by training materials developed by Mathemati¢hatever tools and systems
Colorado chooses to satisfy the data collection requirements of CFCromglgtrecommend

that HCPF consult with the CFC Council to determine whether there are additional data
elements that might inform the way the state provides community LTSS, both within and
beyond CFC.

Evaluating community settingsAs noted in the Finaldke for CFC, CMS will shortly publish
criteria for determiningf the settings in which services are provided are truly community
based. These standards will apply across all authorities that allow states to provide Medicaid
fundedcommunityLTSSThus, wiether or not Colorado ultimately chooses to adopt CFC, the
state will need to inventory the settings in which it provides community LTSS to ensure that
they comply with the requirements that will appear in the 1915(i) Final Rule. We recommend
that the stae perform a careful analysis of that rule when it appears. The state may wish to
seek outside technical assistance to help it evaluate its current settings and, if necessary,
develop a strategic plan for bringing into compliance all of the settings irhwhéestate

provides community LTSS.

Securing assistance with satirected service delivery modeldmplementing seldirected

service delivery models requires complex and highly technical knowl€idgerado has
successfully implemented both CDASS fslS, and can use its experience as a firm foundation
for implementing CFC. Buebause CFC is a new State Platioo, and lecause selflirection is

so central tathis gption, we recommend that Colorado engage the ongoing services of one or
more consultats with a broad range oéxpertise in this areaHavinghe support of consultants

on key topics will help state staff use their existing expetistill advantage.
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Appendix A: Rule for 1915(k), Community First
Choice
8441.500 Basis and scope

(a)Basis Thissubpart implements section 1915(k) of the Act, referred to as the Community
First Choice option (hereafter Community First Choice), to provide home and comrhaséy
attendant services and supports through a State plan

(b) Scope Community First Choige designed to make available home and commubdged
attendant services and supports to eligible individuals, as needed, to assist in accomplishing
activities of daily living (ADLS), instrumental activities of daily living (IADLs), and ettt
tasks through hand®n assistance, supervision, or cueing

8441.505 Definitions
As used in this subpart:

Activities of daily living (ADLs)eans basic personal everyday activities including, but not
limited to, tasks such as eating, toileting, grooming, dieg, bathing, and transferring

Agencyprovider modeimeans a method of providing Community First Choice services and
supports under which entities contract for or provide through their own employees, the
provision of such services and supports, or adhasemployer of record for attendant care
providers selected by the individual enrolled in Community First Choice

Backup systems and suppont®ans electronic devices used to ensure continuity of services

and supports. These items may include an arragwvaiilable technology, personal emergency
response systems, and other mobile communication devices. Persons identified by an individual
can also be included as backup supports

Healthrelated tasksmeans specific tasks related to the needs of an individuhich can be
delegated or assigned by licensed healtlre professionals under State law to be performed by
an attendant

IndividualY S+ ya (KS St A3IA0ES AYRAGARIzZrf |y.RE AT | LI

LY RA @A Rdzl f Qeneanstd paE farily miemiek, gudrdian, advocate, or other

person authorized by the individual to serve as a representative in connection with the

provision of CFC services and supports. This authorization should be in writing, when feasible,

or by another method I & Of SI NI @ AYRAOIFI(Sa (GKS AYRAQDARdzZ f
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representative may not also be a paid caregiver of an individual receiving services and supports
under this subpart

Instrumental activities of daily living (IADb®ans activities relagbto living independently in

the community, including but not limited to, meal planning and preparation, managing

finances, shopping for food, clothing, and other essential items, performing essential household
chores, communicating by phone or other medaad traveling around and participating in the
community.

Other modelsneans methods other than an agerpyovider model or the selflirected model
with service budget, for the provision of sélifected services and supports, as approved by
CMS

Selfdirectedmeans a consumer controlled method of selecting and providing services and
supports that allows the individual maximum control of the home and commgbéged
attendant services and supports, with the individual acting as the employer of record with
necesary supports to perform that function, or the individual having a significant and
meaningful role in the management of a provider of service when the agermsyder model is
utilized. Individuals exercise as much control as desired to select, traimvisgeschedule,
determine duties, and dismiss the attendant care provider

Selfdirected model with service budgeteans methods of providing selfrected services and
supports using an individualized service budget. These methods may include thegorovisi
vouchers, direct cash payments, and/or use of a fiscal agent to assist in obtaining services

8441.510 Eligibility

To receive Community First Choice services and supports under this section, an individual must
meet the following requirements:

(a) Beeligible for medical assistance under the State plan;
(b) As determined annuaily

(1) Be in an eligibility group under the State plan that includes nursing facility services;
or

(2) If in an eligibility group under the State plan that does not includk Bucsing

facility services, have an income that is at or below 150 percent of the Federal poverty
level (FPL). In determining whether the 150 percent of the FPL requirement is met,
States must apply the same methodologies as would apply under their MeBtate
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plan, including the same income disregards in accordance with section 1902(r)(2) of the
Act; and,

(c) Receive a determination, at least annually, that in the absence of the home and community
based attendant services and supports provided undes siubpart, the individual would

otherwise require the level of care furnished in a hospital, a nursing facility, an intermediate
care facility for the mentally retarded, an institution providing psychiatric services for
individuals under age 21, or an fitgtion for mental diseases for individuals age 65 or over, if
the cost could be reimbursed under the State plan. The State administering agency may
permanently waive the annual recertification requirement for an individual if:

(1) It is determined thathere is no reasonable expectation of improvement or
AAIAYATFAOFY G OKFy3aS Ay (KS AYRAGARzZ f Qad 02y
condition or the degree of impairment of functional capacity; and

(2) The State administering agency, or designeaimstdocumentation of the reason
for waiving the annual recertification requirement

(d) For purposes of meeting the criterion under paragraph (b) of this section, individuals who
qualify for medical assistance under the special home and commhbaggd waver eligibility
group defined at section 1902(a)(10)(A)(ii)(VI1) of the Act must meet all section 1915(c)
requirements and receive at least one home and commubéged waiver service per month

(e) Individuals receiving services through Community Firstc€twill not be precluded from
receiving other home and communityased longterm care services and supports through
other Medicaid State plan, waiver, grant or demonstration authorities

8441.515 Statewideness
States must provide Community First Chdméndividuals:
(a) On a statewide basis

(b) In a manner that provides such services and supports in the most integrated setting
FLIINZRLINRAFGS G2 GKS AYRAQGARAZ £ Qa ySSRa FyR gAl
of disability, severity of dability or the form of home and communibased attendant services

and supports that the individual requires to lead an indiegent life

8441.520 Included services

(a) If a State elects to provide Community First Choice, the State must providehall of t
following services:
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(1) Assistance with ADLs, IADLs, and heealtited tasks through handsn assistance,
supervision, and/or cueing

(2) Acquisition, maintenance, and enhancement of skills necessary for the individual to
accomplish ADLs, IADLs, andlberelated tasks

(3) Backup systems or mechanisms to ensure continuity of services and supports, as
defined in 8 441.505fdhis subpart.

(4) Voluntary training on how to select, manage and dismiss attendants

600 !'d GKS {4 (S Qavidepelinissibl Zervidek &hd guppbris hat f¢ &  LINJ
linked to an assessedneed @ §§ f Ay (KS A-yeRdred sdvite pla® RernhidSites 2 v
services and supports may include, but are not limited to, the following:

(1) Expenditures for transition cast & dzOK & NBy (i |yR dziAftAde R
and utilities, bedding, basic kitchen supplies, and other necessities linked to an assessed

need for an individual to transition from a nursing facility, institution for mental

diseases, or intermedia care facility for the mentally retarded to a home and

communitybased setting where the individual resides;

(2) Expenditures relatingto aneed idéhth SR Ay |y A-geRdredSeRvad f Q& LIS
LI Iy GKFEG AYONBIasSa |y shiyer fodiinkdasdis@rdce, oy RS LIS
the extent that expenditures would otherwise be made for the human assistance

8441.525 Excluded services
Community First Choice may not include the following:

(a) Room and board costs for the individual, except for allde transition services described
in 8 441.520(b)(1) of this subpart

(b) Special education and related services provided under the Individuals with Disabilities
Education Act that are related to education only, and vocational rehabilitation services
provided under the Rehabilitation Act of 1973

(c) Assistive devices and assistive technology services, other than those defined in
8441.520(a)(3) of this subpart, or those that meet the requirements at § 441.520(b)(2) of this
subpart

(d) Medical supplies anthedical equipment, other than those that meet the requirements at 8
441.520(b)(2) of this subpart
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(e) Home modifications, other than those that meet the requirements at § 441.520(b) of this
subpart

8441.530 [Reserved]

8441.535 Assessment of functionaend.

States must conduct afage-F I OS | 4aSaayYSyid 2F GKS AYRADARdZ €
preferences, and goals for the services and supports provided under Community First Choice in
accordance with the following:

(a) States may use one or more processes techniques to obtain information, including
telemedicine, or other information technology medium, in lieu of a faxéace assessment if
the following conditions apply:

(1) The health care professional(s) performing the assessment meet the provider
gudifications defined by the State, including any additional qualifications or training
requirements for the operation of required information technology;

(2) The individual receives appropriate support during the assessment, including the use
of any necessg onsite supportstaff; and

(3) The individual is provided the opportunity for arp@rson assessment in lieu of one
performed via telemedicine

(b) Assessment information supports the determination that an individual requires Community
First Choice andlso supports the development of the persoantered service plan and, if
applicable, service budget

(c) The assessment of functional need must be conducted at least every 12 months, as needed
GKSY (GKS AYRAGARdAZ f Qa & dzLILinNdantlyncedRiding 2 NJ OA NI dzY
revisions to the persogentered service plan, and at the request of the individual

(d) Other requirements as determined by the Secretary
8441.540 Persortentered service plan

(a) Personcentered planning proces$hepersoncentered planning process is driven by the
individual. The process

(1) Includes people chosen by the individual
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(2) Provides necessary information and support to ensure that the individual directs the
process to the maximum extent possible, andnabled to make informed choices and
decisions

(3) Is timely and occurs at times and locations of convenience to the individual
(4) Reflects cultural considerations of the individual

(5) Includes strategies for solving conflict or disagreement withenprocess, including
clear conflictof- interest guidelines for all planningdividuak.

(6) Offers choices to the individual regarding the services and supports they receive and
from whom

(7) Includes a method for the individual to request updatesi® plan

(8) Records the alternative home and commuigsed settings that were considered
by the individual

(b) The persorcentered service plaihe persorcentered service plan must reflect the services
and supports that are important for the individuto meet the needs identified through an
assessment of functional need, as well as what is important to the individual with regard to
preferences for the delivery of such services and supports. Commensurate with the level of
need of the individual, anche scope of services and supports available under Community First
Choice, the plan must:

(1) Reflect that the setting in which the individual resides is chosen by the individual
OHU0 wSTFESOG GUKS AYRAGARIzZft Qa ai0NBy3IdKa FyR

(3) Reflect clinicand support needs as identified through an assessment of functional
need

(4) Include individually identified goals and desired outcomes

(5) Reflect the services and supports (paid and unpaid) that will assist the individual to
achieve identified goalsna the providers of those services and supports, including
natural supports. Natural supports cannot supplant needed paid services unless the
natural supports are unpaid supports that are provided voluntarily to the individual in
lieu of an attendant

(6) Reflect risk factors and measures in place to minimize them, including individualized
backup plans
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(7) Be understandable to the individual receiving services and supports, and the
individuals important in supporting him or her

(8) Identify the individuaand/or entity responsible for monitoring the plan

(9) Be finalized and agreed to in writing by the individual and signed by all individuals
and providers responsible for its implementation

(10) Be distributed to the individual and other people involuethe plan. (11)
Incorporate the service plan requirements for the sgilected model with service
budget at § 441.550, when applicable

(12) Prevent the provision of unnecessary or inappropriate.care
(13) Other requirementas determined by the Secreta

(c)Reviewing the perseoentered service plaThe persorcentered service plan must be

reviewed, and revised upon reassessment of functional need, at least every 12 months, when

0KS AYRAGARdzZ f Qa4 OANDdzyaidl yOSéquesNdftfeSSRa OKI y 3
individual

8441.545 Service models

A State may choose one or more of the following as the service delivery model to provide self
directed home and communitipased attendant services and supports:

(a) Agencyprovider model

(1) The agencprovider model is a delivery method in which the services and supports
are provided by entities, under a contract or provider agreement with the State
Medicaid agency or delegated entity to provide services. Under this model, the entity
either provides theservices directly through their employees or arranges for the
provision of services under the direction of the individual receiving services

(2) Under the agenegrovider model for Community First Choice, individuals maintain
the ability to have a signdant role in the selection and dismissal of the providers of
their choice, for the delivery of their specific care, and for the services and supports
identified in their persorcentered service plan

(b) Seltdirected model with service budge&t selidirected model with a service budget is one
in which the individual has both a persoentered service plan and a service budget based on
the assessment of functional need
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(1) Financial management entitystates must make available financial management
activties to all individuals with a service budget. The financial management entity
performs functions including, but not limited to, the following activities:

OA0 [/ 2ftfSOG FYR LINPOSadaa (GAYSakKSSaGa 27F 0

(i) Procesgayroll, withholding, filing, and payment of applicable Federal, State,
and local employment related taxes and insurance

(iif) Separately track budget funds and expenditures for each individual

(iv) Track and report disbursements and balances of eadh@®d Rdz £ Qa T dzy R:
Process and pay invoices for services in the pecsmtered service plan

(vi) Provide individual periodic reports of expenditures and the status of the
approved service budget to the individual and to the State

(vii) States may peofm the functions of a financial management entity
internally or use a vendor organization that has the capabilities to perform the
required tasks in accordance with all applicable requirements of the Internal
Revenue Service

(2) Direct cashStates mayidburse cash prospectively to individuatdtdirectingtheir
Community First Choice services and supports, and must meet the following
requirements:

() Ensure compliance with all applicable requirements of the Internal Revenue
Service, and State employnt and taxation authorities, including but not

limited to, retaining required forms and payment of FICA, FUTA and State
unemployment taxes

(i) Permit individuals using the cash option to choose to use the financial
management entity for some or all dfi¢ functions described in paragraph
(b)(1)(ii) of this section

(i) Make available a financial management entity to an individual who has
demonstrated, after additional counseling, information, training, or assistance
that the individual cannot effectiig manage the cash option described in this
section

(iv) The State may require an individual to use a financial management entity,
but must provide the individual with the conditions under which this option
would be enforced
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(3) Vouchers States have theption to issue vouchers to individuals who sdilfect
their Community First Choice services and supports as long as the requirements in
paragraphs (b)(2)(i) through (iv) of this paragraph are.met

(c)Other service delivery modeStates have the optioof proposing other service delivery
models. Such models are defined by the State and approved by CMS

8441.550 Service plan requirements for selirected model with service budget

The persorcentered service plan under the selirected model with seniee budget conveys
authority to the individual to perform, at a minimum, the following tasks:

(a) Recruit and hire or select attendant care providers to providedsedtted Community First
Choice services and supports, including specifying attendantocavéder qualifications

(b) Dismiss specific attendant care providers of Community First Choice services and supports

(c) Supervise attendant care providers in the provision of Community First Choice services and
supports

(d) Manage attendant carproviders in the provision of Community First Choice services and
supports, which includes the following functions:

(1) Determining attendant care provider duties

(2) Scheduling attendant care providers

(3) Training attendant care providers in assignesks

6no 9@FftdzZ GAYy3 GGSYRFEyld OFNB LINEPJARSNEQ

(e) Determining the amount paid for a service, support, or item, in accordance with State and
Federal compensation requirements

(f) Reviewing and approving provider payment requests
8441.555 Suport system

For each service delivery model available, States must provide, or arrange for the provision of, a
support system that meets all of the following conditions:

(a) Appropriately assesses and counsels an individual before enrollment

(b) Providesppropriate information, counseling, training, and assistance to ensure that an
individual is able to manage the services and budgets if applicable
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(1) This information must be communicated to the individual in a manner and language
understandable by thendividual. To ensure that the information is communicated in an
accessible manner, information should be communicated in plain language and needed
auxiliary aids and services should be provided

(2) The support activities must include at least the folloyv
(i) Persorcentered planning and how it is applied
(i) Range and scope of individual choices and options

(iif) Process for changing the persoantered service plan and, if applicable,
service budget

(iv) Grievance process
(v) Information on theisks and responsibilities of selirection.

(vi) The ability to freely choose from available home and commtbased
attendant providers, available service delivery models and if applicable, financial
management entities

(vii) Individual rightsincluding appeal rights
(viii) Reassessment and review schedules

(ix) Defining goals, needs, and preferences of Community First Choice services
and supports

(x) Identifying and accessing services, supports, and resources
(xi) Development of risk manageent agreements

(A) The State must specify in the State Plan amendment any tools or
instruments used to mitigate identified risks

(B) States utilizing criminal or background checks as part of their risk
management agreement will bear the costs of sachivities

(xii) Development of a personalized backup plan
(xiii) Recognizing and reporting critical events

(xiv) Information about an advocate or advocacy systems available in the State
and how an individual can access the advocate or advocacy systems
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(c) Establishes conflict of interest standards for the assessments of functional need and the
person centered service plan development process that applies to all individuals and entities,
public or private. At a minimum, these standards must ensure tti@individuals or entities
conducting the assessment of functional need and persamtered service plan development
process are not:

(1) Related by blood or marriage to the individual, or to any paid caregiver of the
individual

(2) Financially respongéfor the individual
(3) Empowered to make financial or heat#flated decisions on behalf of the individual

(4) Individuals who would benefit financially from the provision of assessed needs and
services

(5) Providers of State plan HCBS for the iddiai, or those who have an interest in or

are employed by a provider of State plan HCBS for the individual, except when the State
demonstrates that the only willing and qualified entity/entities to perform assessments

of functional need and develop pers@entered service plans in a geographic area also
provides HCBS, and the State devises conflict of interest protections including
separation of assessment/planning and HCBS provider functions within provider
entities, which are described in the State pland individuals are provided with a clear

and accessible alternative dispute resolution process

(d) Ensures the responsibilities for assessment of functional need and pesstered service
plan development are identified

8441.560 Service budget requingents.

(a) For the selflirected model with a service budget, a service budget must be developed and
approved by the State based on the assessment of functional need and pegatered service
plan and must include all of the following requirements:

(1) The specific dollar amount an individual may use for Community First Choice services
and supports

(2) The procedures for informing an individual of the amount of the service budget
before the persorcentered service plan is finalized

(3) The procedures fdow an individual may adjust the budget including the following:
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(i) The procedures for an individual to freely adjust amounts allocated to specific
services and supports within the approved service budget

(i) The circumstances, if any, that may reguirior approval by the State before
a budget adjustment is made

(4) The circumstances, if any, that may require a change ipgrsoncenteredservice
plan.

(5) The procedures that govern the determination of transition costs and other
permissible serges and supports as defined at § 441.520(b)

(6) The procedures for an individual to request a fair hearing under Subpart E of this title
AT 'y AYRAGARdzZ £ Qa NBIdzSad F2NJ I 6dzR3ISGH IR
is reduced
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amount must:

(1) Be objective and evidendmsed utilizing valid, reliable cost data
(2) Be applied consistently to individuals
(3) Be included in the State plan

(4) Include aalculation of the expected cost of Community First Choice services and
supports, if those seirges and supports are not salfrected

(5) Have a process in place that describes the following:

() Any limits the State places on Community First Choicécssrand supports,
and the basis for the limits

(i) Any adjustments that are allowed and the basis for the adjustments

(c) The State must have procedures in place that will provide safeguards to individuals when the
budgeted service amount is insuffigidl 12 YSSG (GKS AYRAGARdzZ f Qa yS

(d) The State must have a method of notifying individuals of the amount of any limit that

FLILJX AS& G2 Iy AYRAQDGARIzZEfQa /2YYdzyAdeé CANRBRG /K
communicated in an accessible format, commuated in plain language, and needed auxiliary

aids and services should be provided
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(e) The budget may not restrict access to other medically necessary care and services furnished
under the State plan and approved by the State but which are not inclurdégek budget

() The State must have a procedure to adjust a budget when a reassessment indicates a change
AY 'Y AYRA@GARdzZ t Qd YSRAOIf O2YyRAGAZ2YI Fdzy Ol A2

8441.565 Provider qualifications

(a) For all service delivery models

(1) An individual retains the right to train attendant care providers in the specific areas
of attendant care needed by the individual, and to have the attendant care provider

LISNF2NY GKS ySSRSR ldaaraaglryOS Ay | YIFyySN
personal, cultural, and/or religious preferences

(2) An individual retains the right to establish additional staff qualifications based on the
AYRAQDGARdzZEt Qa4 ySSR& YR LINBFTFSNByOSa
(3) Individuals also have the right to access other training provided thyargh the

State so that their attendant care provider(s) can meet any additional qualifications
required or desired by individuals

(b) For the ageneprovider model, the State must define in writing adequate qualifications for
providers in the agency adel of Community First Choice services and supports

(c) For the seltlirected model with service budget, an individual has the option to permit

family members, or any other individuals, to provide Community First Choice services and
supports identifiedn the personcenteredservice plan, provided they meet the qualifications

to provide the services and supports established by the individual, including additional training

(d) For other models, the applicability of requirements at paragraphs (b) or {ajscfection
will be determined based on the description and approval of the model

8441.570 State assurances

A State must assure the following requirements are met:

(a) Necessary safeguards have been taken to protect the health and welfare of entollees
Community First Choice, including adherence to section 1903(i) of the Act that Medicaid
payment shall not be made for items or services furnished by individuals or entities excluded
from participating in the Medicaid Program
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(b) For the first full 12 wnth period in which the State plan amendment is implemented, the
State must maintain or exceed the level of State expenditures for home and comntasity
attendant services and supports provided under sections 1115, 1905(a), 1915, or otherwise
under theAct, to individuals with disabilities or elderly individuals attributable to the preceding
12 month period

(c) All applicable provisions of the Fair Labor Standards Act of 1938

(d) All applicable provisions of Federal and State laws regarding the ifajlow
(1) Withholding and payment of Federal and State income and payroll.taxes
(2) The provision of unemployment and workers compensation insurance.
(3) Maintenance of general liability insurance
(4) Occupational health and safety

(5) Any otheemployment or tax related requirements
8441.575 Development and Implementation Council

(a) States must establish a Development and Implementation Council, the majority of which is
comprised of individuals with disabilities, elderly individuals, and ttegresentatives

(b) States must consult and collaborate with the Council when developing and implementing a
State plan amendment to provide Community First Choice services and supports

8441.580 Data collection

A State must provide the following informan regarding the provision of home and
communitybased attendant services and supports under Community First Choice for each
Federal fiscal year for which the services and supports are provided:

(a) The number of individuals who are estimated to rec&wenmunity First Choice services
and supports under this State plan option during the Federal fiscal year

(b) The number of individuals who received the services and supports during the preceding
Federal fiscal year

(c) The number of individuals servedken down by type of disability, age, gender, education
level, and employment status

Feasibility Analysis of Community First Choice in Coldradission Analytics Group, Inc. | Decemi®€13 p. 86



(d) The specific number of individuals who have been previously served under sections 1115,
1915(c) and (i) of the Act, or the personal care State plan option

(e) Data egarding how the State provides Community First Choice and other home and
communitybased services

(f) The cost of providing Community First Choice and other home and comnasieg
services and supports

(g) Data regarding how the State provides indiaild with disabilities who otherwise qualify for
institutional care under the State plan or under a waiver the choice to receive home and
communitybased services in lieu of institutional care

(h) Data regarding the impact of Community First Choice gsand supports on the physical
and emotional health of individuals

(i) Other data as determined by the Secretary

As mandated by 81915(k)(6) the Social Security Adhe datathat CFC states collegill be
used to evaluate the CFC program.

8441.585 @ality assurance system

(a) States must establish and maintain a comprehensive, continuous quality assurance system,
described in the State plan amendment, which includes the following:

(1) A quality improvement strategy

(2) Methods to continuously mortt the health and welfare of each individual who
receives home and communityased attendant services and supports, including a
process for the mandatory reporting, investigation, and resolution of allegations of
neglect, abuse, or exploitation in connexstiwith the provision of such services and
supports

(3) Measures individual outcomes associated with the receipt of home and community
based attendant services and supports as set forth in the person centered service plan,
particularly for the health angvelfare of individuals receiving such services and
supports. These measures must be reported to CMS upon request

(4) Standards for all service delivery models for training, appeals for denials and
NEO2YAARSNI A2y LINE OS R-deN®ed sefvkd\dlah Y A Y RA A Rdz

(5) Other requirements as determined by the Secretary
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(b) The State must ensure the quality assurance systéhemploy methods that maximize
individual independence and control, and provides information about the provisions of quality
improvement and assurance to each individual receiving such services and supports

(c) The State must elicit and incorporate feedback from individuals andrépiesentatives,
disability organizations, providers, families of disabled or elderly individuals, members of the
community and others to improve the quality of the commuHitgsed attendant services and
supports benefit

8441.590 Increased Federal finaatparticipation.

Beginning October 1, 2011, the FMAP applicable to the State will be increased by 6 percentage
points, for the provision of Community First Choice services and supports, under an approved
State plan amendment
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Appendix B: CMS Questions andAnswers about
CFC

In the course of evaluating the feasibility of adopting CFC, Colorado has asked CMS questions
on a wide range of topics. Those questigrend the answers CMS has providedppear
below.

Questions fell intdhe categories listed belovireaders can jump quickly to each category by
clicking the appropriate link.

Eligibility

Maintenance of #ort

Cost sharing

Paid fanily caregivers

The definition of home and communityased settings
The use of an application pmint

Homehealth

The Nurse Practicact

Supported employment

Massage, acupuncture, and chiropractic services
Reporting requirements

Claiming theenhanced match in an integrated delivery system

Eligibility

=4 =4 =4 4 -4 4 4 5 5 -5 -9

=

Question Under the eligibility requirements described§441.510 are Medicaid Buyn Clients
eligible for CFC?

Answer Yes, Medicaid Btiy clients have access toCBervices as long as they also have
access to nursing facility services

Question Colorado further limits financial eligibility for nursing facility services (defined as a

stay lasting more than 30 days). To be eligible for admission to a nursing failindividual

must have an income that does not exceed 300 percent of SSI; a special asset limit also applies.
As a consequence, some individuals who are enrolled in Medicaid via tHe Buygram would

not meet financial eligibility for stays lastingore than 30 days. Moreover, similar restrictions

will apply to individuals who are newly eligible under the state's Medicaid Expansion (i.e., they
will be eligible for nursing home admission only if their incomes do not exceed 300 percent of
SSI and thepass the special asset test§his means that some individuals who are eligible for
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the Buyln program will not be eligible for admission to a nursing faciltgiP individualdn this
groupbe able to access CFC services?

Answer Yes, as long as thisogip has access to nursing facility services.

Question It is Colorado's understanding that individuals who are not Mediehgible until
they receive a waiver slot (under the 300 percent special income group) cannot access CFC until
a waiver slot is aviable and they are receiving at least one waiver service. Is this correct?

Answer This is correct
Maintenance of Effort

Question Can CMS provide guidance regarding Maintenance of Effort (MOE) requirements
under the Patient Protection and Affordable Ca&wet (PPACA) if some 1915(c) waivers services
are moved via 1915(k) into the State Plan?

Answer MOE guidance confirming PPACA MOE for adults applies until 12/31/13 and for
children until 09/30/19 found ahttp://downloads.cms.gov/cmsgov/archived
downloads/SMDL/downloads/smd11001.pdf

If the 1915(c) waiver being amended includes the 217 group [individuals eligible for Medicaid
by virtue of being eligible for a wagr], CMS will need more information about proposed
changes to scope or limits on the 1915(c) services, and the impact of these changes on all
waiverindividuask. If the waiver includes the 217 group, CMS will need to ensure that the
proposed changes do hocause waiveindividuak to lose Medicaid eligibility. The state will

need to describe these impacts in a transition plan

Question Colorado covers the 217 group in of its waivers, as per 42 CFR 435.217, via the special
income group. Can CMS identify @ther any groups that qualify for institutional level of care
do not fall under the 217 category?

Answer The clients eligible in the 300 percent group are in the @dtégory
Paid Family Caregivers

Question Are there any specific rules around guardianselative family caregivers (for

example guardian of an adult withtellectual or developmental disabilitigand being able to

be paid caregive(family or non family membe)? Can guardians be paid caregisander CFC

as long as they are not also thel dzi K2 NAT SR NBLINBaSy Gl §A@3Sé¢ FT2NJ |

Answer Guardians can be paid caregivers provided they do not also serve as the representative
for services.
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Definition of "Home and CommunityBased Setting"

Question Does CMS have any information on when a final definition of "home and community
based" setting will be published? Providers have raised questions about whether "institutional
setting" has been defined in terms of the number of beds, the number of indilgdn a

facility, or other attributes

CMS CMS anticipates a 2013 publication. In the meantime the state should rely on the
proposed rule for 1915(i) published in the Federal Register (77 FR 26362)

Question Can CMS clarify the institutional settingjuerements whose decisiemaking
abilities have been impaired due to dementia or other cognitive deficit? Providers have
expressed concern that serving such individuals in the community may raise staffing and
liability concerns

Answer CMS will not be pnading any additional guidance until the Final Rule has been
published, after which it will assist states.

Question Can CMS provide additional guidance on the exception/transition process?

Answer CMS will not be providing additional guidance until theaFRule has been published,
after which it will assist states.

Application and PrePrint

Question Is a 1915(k) Community First Choice State Plan Amendmepripteavailable for
review, to help expedite the application process?

Answer CMS is currentlgieveloping a web based pg&int and anticipated releasing it in the
spring of 2013. In the meantime, the state may use the attachedtfieeapplication template
for 1915(k)]as a guidebut it is not obligated to do so

Home Health

Question Can home halth agencies be CFC service providers under the Agency Service
Delivery model?

Answer Yes, home health agencies can be CFC service providers under the Agency Service
Delivery model as long as they meet the provider qualifications defined by the State

Question Because Colorado has not offered personal care in its State Plan, many individuals
have instead used the State Plan ldegn home health benefit. Can Colorado move some or
all of this benefit under CFC, using the traditional agency model?

Feasibility Analysis of Community First Choice in Coldradission Analytics Group, Inc. | Decemi2813 p. 91



Answer No, home health cannot be provided under CFC. The state should refer to the language
of the 1915(k) Final Rule for more information on which headtlated tasks can be included in
CFC. CMS expects that there will be overlap in the activities perfornat ibngterm home

health and those performed under CFC, and that many individuals will receive both types of
services

The Nurse Practice Act

Question Under the IRHome SupporBervices (IHSS) and ConswuiDeected Attendant

Support Services (CDASS)ilat¢e under several waivers, Colorado waives portions of its Nurse
Practice ACtGR25.56-1102(7) and 25%8-1203(3). This expands the set of individuals who

can carry out healthielated tasks. Can Colorado also waive portions of its Nurse Practice Act
under CFC?

Answer CMS generally defers to the states regarding the sections of its NrascB Act it
wishes to waive.

Supported Employment

Question Accordingo 8441.520(b)(2)CFC can cover "expenditures relating to a need
identified in an individual's persecentered service plan that increases an individual's
independence or substitutes for human independence, to the extent that expenditures would
otherwise be made for thedman assistance.” Does this section enable the state to include
services like supported employment or respite care under CFC?

Answer! L2y NBOGASg 2F GKS adrisSQa mopmpoOU0 & dzLJLJ2 NJ
appear that a similarly defined service wad be allowable undethe CFC benefit. 42 CFR

441.500b) specifies that the scope of CFC is to make available home and com+haséyg

attendant services and supports tosast in accomplishingctivities of daily living (ADL.s

instrumental activities of daily livingADL¥and healthrelated tasks through hands on

assistance, supervision, or cuing. 42 @&R520describes the services that are available under

the CFC benefit and all of the adii#s described must be provided within the scope of the CFC

benefit, including activities that increase an individual's independence or substitutes for human
independence, to the extent that expenditures would otherwise be made for the human

assistance.

 dzLILI2 NI SR 9YLX 2@8YSyidé Aa y20 |y OGAGAGe AyOf
activities available through the CFC bentfat Y @ 06S dzaSR (2 Ay O2yadzy Ol
supported employment program. For exampeoviding assistance with ABL | & |y A Y RA @A
place of employment is allowable under CFC, because this falls within the scope of the CFC
benefit. However, ofthe-job skills training could not be covered under the CFC benefit, as this
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type of activity is outside of the scope of t&C benefit. Furthermore, the state must provide
an assurance that it will adhere to the exclusion of vocational rehabilitation services provided
under the Rehabilitation Act of 1973, found at section 1915(k)(1)(C) of the Social Security Act
and 42 CFR41.525(b)

Massage, Acupuncture, and Chiropractic Services

Question Can CFC include massage, acupuncture, and chiropractic services, as described in
Colorado's waiver for individuals with Spinal Cord Injury?

Answer Massage, agpuncture and chiropractic services do not fit within the scope of the CFC
service benefit.

Reporting Requirements

Question Does CMS require that Colorado track level of care in MMIS or CBMS (the state's
eligibility and enroliment system)? Does CMS haegiirements about where (in which
system) the reports originate?

Answer At this time CMS has not specified which system should be used to provide the
required information. For now, CMS wants assurances from Colorado that it has a process to
capture the nformation.

Claiming Enhanced Match in an Integrated Delivery System

Question Does CM8ave a wayo claim services provided through an organized integrated
delivery system for enhanced match? A time study has been presented as one option. Are there
others that would be approvableCan CMS provide any examples from other states where this
has been done?

Answering CMS recommends that the state consult OMB Circuiar A
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Appendix C: CFC Focus Group Summaries

As part of our work helping Colorado assess #asibility of the Communiti#irst Choice (CFC)
State Plan ption, we conducted stakeholder focus groups and intervielese focus groups

are part of a larger effort by the state to move toward persmntered services and supports

that help individuals xercise choice and control and live the lives they want to live. The goal of
these interviews was to gather information on Medicéithded home and communitpased
attendant care services and supports. The interview protocol invitdividuak to offer

feedback on what is working well, what is not working well, and the challenges or barriers they
face in providing or receiving daily setire activities

Focus Group Outreach and Attendance

To maximize participation in the focus groups, HCPF recrimtidduals for the focus groups
using the following outreach strategies:

1 HCPF announced the focus groups via email to over 1,00adéomgservices and
supports (LTSS) stakeholders

1 HCPF also emailed the CFC Council Stakeholder list and encouraged Counefisn@mb
share information about the focus groups with their communities

1 The Colorado Crod3isability Coalition (CCDC) emailed notices to all of their members
and also posted a notification on their website

1 The ARC of Colorado emailed notices to all efrtbhapters statewide

1 All HCPF staff were informed by email of the focus groups and were asked to share the
announcement with stakeholders

1 All Single Entry Point (SEP) agencies in the state were informed by email

1 Alliance, the statewide association @mmunity Centered Boards (CCBs) and Service
Provider Organizations (SPOSs), informed all of their members statewide

9 Focus groups were publicized at CFC Council meetingst atidneetings of the
individuatDirected Programs Policy Collaborative (form&YASS Advisory
Committee)

1 To encourage participation and to compensate individuals for their time, HCPF provided
travel reimbursement, food and refreshments, and a $20 gift card

The initial intent was to interviewndividuak in three focus groups: ore®mposed of service
recipients in the Metro Denver area; one composed of attendants in the Metro Denver area;
and one composed of service recipients in rural areas, to be held via teleconference. However,
due to the scheduling constraints of individualslattendants in rural areas, Mission instead
conducted oneon-one phone interviews with these individuals
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Despite our efforts to make participation as easy as possible, attendance in the focus groups
was not as robust as we had hoped. Twelve (12) indalwere scheduled to participate in the
first in-person focus group for service recipients, but only four attended. indiwiduak came

with their parents; the othemdividuak were parents of individuals who were not present.

Three individuals were selduled to participate in the focus group for attendants, but only one
attendant came. Mission later conducted phone interviews with three individuals who receive
services, along with one attendant. Because participation in the focus groups was low, Mission
also emailed the interview questions to every individual who had initially agreed to participate,
with an offer to collect their feedback by email or phone; however, this outreach did not result
in any additional information

Findings

All focus group andhterviewindividuak were asked a similar set of questions. Mission staff
informedindividuak of the purpose of the interviews, their general structure, and the
maintenance of confidentiality. We also asked each group or individual respondent for
permisson to make a recording. A list of questions aské each group can be found belolm.
general, we allowed respondents some flexibility to guide the conversation so not all interview
guestions were asked of all respondents

A review of responses revealétk following themes:

Respondents who felt they were receiving the correct services reported overall satisfaction

with those servicesRespondents mentioned Early and Periodic Screening, Diagnosis and
Treatment (EPSDT) and Conswbé@ected Supports and 8aces (CDASS) as services that
worked well. One stakeholder reported that EPSDT provides a level of comprehensiveness and
consistency that meets her family's needs

Recipients of CDASS andHiome Support Services (IHSS) often reported feeling that sesvic

were personcentered, at least in some respectStakeholders felt they had control over

selecting and retaining attendants who provided services. One IHSS recipient reported having

to replace his IHSS attendants because of general dissatisfactiom shkisfied with his current
attendants. Individuals and families would like to siitect many more services than the

system currently permits. For example, one recipient of CDASS services interviews and hires her
attendants, but she has little controler how the agency she works with recruits and screens
applicants. She reported that this results in a small pool of qualified applicants, and she cannot
afford to conduct her own recruitment

Supported employment can be a very positive servi€ne familyin particular reported
success with supported employment and overall satisfaction with vocational services
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Even individuals who are satisfied with their current services often do not think they receive
sufficient hours to meet all of their daily livingeeds.For example, one individual reported

that the amount of time allotted for his attendant to assist with grocery shopping is not enough
time to bring him to the store. To save attendant resources, he does not accompany the
attendant to the store, evethough that would be his preference

The system is complex and individuals and families often do not know which services are
available to them.At the most basic level, individuals may not even know whether they qualify
for services. The process of detenimg eligibility may be exacerbated by lack of transparency
andthe sense oktigmaassociated withreceiving Medicaid

Individuals and families may know what they need, but not how to get it, or how to navigate
the system.Focus group respondents oftenperted that they were more successful at getting
services when they became advocates. Sevediiduak had spent yearsleveloping expertise
navigating the system and advocating for benefits on behalf of themselves or their family
members. Many commentethat it would be very hard to navigate ttsystem for someone
who eitherdid not understand thentricacies of the system, alid not feel comfortable
advocating on their own behalf. One stakeholdeted that some people might be afraid to
attend focus goups or meetings because doing so might jeopardize their services

The seemingly rigid nature of the system can create problems.individual may be on a

waiver that actually provides more services than he or she needs, but there is no better
alternative(usually because that waiver is the only one that provides a service that the

individual finds especially vital). Or an individual may need a service that is available on a waiver
with awaitlist. In some cases, the service may not be offered in the $tate or in any waiver

Waitlists can create tremendous hardshipsdividuals can remain omaitlists for years; even
when they (or their family members) know enough about the system to place them on the
waitlist long beforethey will needthe serviceof a given waiver

The transition from youth to adulthood is an especially difficult time for families because

individuals cannot transition seamlessly from one waiver to anoth@ne stakeholder

reported that she is currently satisfied with many servittest her family receives, but when

her children turn 21 they will not be able to remain on their current waiver. Yet, despite being

on awaitlist for several years, they will not be eligible to transitiorthie new waiver until slots

open up

Forfamiliess A 1 K OKAf RNBY 64K2 NBOSAGS aASNBAOSasx (KS
become a problem, especially as parent caregv@ge For many parents interviewed, the

reliance on natural supports raises difficult questions about what will happen when they
experience an illness or become unable to care for their family members
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It is difficult to sustain a career as an attendant due to low pay, minimal support, and less

than full time employment.Stakeholders repeatedly told us that pay rates for attendanés ar
very low; attendants often receive insufficient training; and the training that is required may
not be reimbursed by agencies. Family members who are working as attendants often find the
complexities of working as an independent contractor to be daunting

Stakeholders frequently reported transportation issues that varied greatly from region to
region. Some transportations services require-2dur advance scheduling notice, even for
standing weekly appointments (i.e., rides cannot be scheduled on a stabdsis). More rural
areas may have very limited public transportation and few companies that provide private
transportation (e.g. taxis). Even in Metro Denver, transportation is limited in some key aspects.
AccessA-Ride can be quite expensive for thosghwlimited resourcesThe number of vans
available throughAccessA-Cabis very limited

Rural areas pose unique challengédost of the rural areas of the state lack public
transportation, population centers are scattered and often many miles apartsandces are
generally scarcer. Attendants must travel many miles and are not properly reimbursed for
mileageand travel times
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Focus Group ProtocolndividualgFamilies

Welcome We have come ére today to discuss Medicaid home and commusbiaged

attendant care services and supports. These services support activities that you or your family
members do every day, like eating, toileting, and transferring. These services also help you or
your family member to live independently by helping to plan regahop, and perform chores
around the house

We want to know what is working wedlith these supportswhat is not working well, and what
challengegou or your family membsefiace in receiving daily sethre activitiesThis focus

group is part of a laey effort by the state of Colorado to move toward persoentered

services and supports that help individuals exercise choice and control and live the lives they
want to live

My name is Kira Gunther and | will be moderating®g Odzid 3 NP dzLJbthd r&ihQa 3I2 |
and introduce ourslves, and it would be helpfiflyou could each write down yodirst name
on the tert cards. [Introductions arounthe room]

| will be asking you a series ofrgeal questions, and Ed and | will be taking notes. All of your
comments will remairconfidential We may use quotes but we will never use your name with a
specific comment or ided-eel free to spealtp at any time, but we should all be mindful to

take turns and let everyone have a chance to voice his or her opinions

Feel free to address one another, not just the moderat

We would like you to thinkbout an ideal system to suit your needs. Yaay have examplesf
services thatdo o do not work well for your particular needandyouwill have an opportunity
to cite some examples, if you lik&/e welcome both positive and negatigemments

The session will last from & minutes. If you need to use a rest room, they are located
[explain location]. Please help yourself to food or snacks during the session

At the end of the session, you will be each given a gift card to compensate you for your time

Any questions before we begin?
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. First, we would like to learn a little bit more about the types of services you are receiving.
You may not know the answer to thisegtion. For those of you who do know, which types

of services do you currently receive? Are you on a particular waiver? Do you receive CDASS,
IHSS, or other specific types of services?

. What selfcare activities ar@ot available to you that you need to &uhe life you want?

. What is the most usefidelf-careservice that you currently receiv&Vhat makes that
service so useful?

. What seltcare services, if any, amot useful or not provided in a useful way? What makes
them less useful than they could be?

. What services do you receive to help you with daily tasks even when an attendant is not
physically present, such as calls to remind you to take your medication?

. What barriers havegou experienced getting support to help you with activities of daily living
such as bathing and dressing?

If you neee@d new or different services tbelp with daily selcare activities, how would you
find out what services are availaflelow would you find ouif you qualify forthose
services? How would you find outow to accesthem?

. Whatservicesare available to yoto help you find a job? What services are available to you
to help you keep a job?

. What transportation services do you currently receive? (For what activities?) What, if any,
additional transportatiorhelp do you need t@accessearvices? (For what activities?)

10.1f you could changthe services you receive in any way, what would you change?

11.Do you feel you have choice and control over the services you regaitaenyou receive

them, whereyou receive then, andwho provides then? If you don't feel you have choice
and control, what problems or limitations have you encountered?

12.How do you think your needs will change overtirieR | i a4 SNIWA OS& R2 &2dz

in the future to live the life you wouldke to lead?
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Focus Group ProtocoAttendants

Welcome We have come ére today to discuss Medicaid home and commusbiaged

attendant care services and supports. These services support activities that consumers do every
day, like eating, toileting, andansferring. These services also help consumers to live
independently by helping to plan meals, shop, and perform chores around the house

We want to know what is working wedlith these supportswhat is not working well, and what
challengeyouface inproviding supports fodaily selfcare activitiesThis focus group is part of
a larger effort by the state of Colorado to move toward persentered services and supports
that help individuals exercise choice and control and live the lives they waneto li

ae@ ylIrYS Aad YAN} DdzydiKSNJIFYR L gAff ©0S Y2RSNI i
and introduce ourselves, and it would be helpful if you could each write down your first name
on the tent cards. [Introductions arourttie room]

| will be askingou a series of general questions, and Ed and | will be taking mdtes.your
comments will remain confidential. We may use quotes but we will never use your name with a
specific comment or idea. Feel free to speak up at any time, but we shouldraihidéul to

take turns and let everyone have a chance to voice his or her opinions

Feel free to address one another, not just the moderator

We would like you to think about an ideal system to suit your needs. You may have examples of
services that do odo not work well for your particular needs, and you will have an opportunity
to cite some examples, if you like. We welcome both positive and negative comments

The session will last from @D minutes. If you need to use a rest room, they are located
[explain locdion]. Please help yourself to food or snacksing the session

At the end of the seson, you will be each given a gift cdodcompensate you for your time

Any questions before we begin?
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. First, we would like to learn a little bit more abaiie types of services you are providing.
What types of services do you currently provide?

. Are these services sufficient to meet the needs of the individuals you support? If not, what
servicesare not avatble to the peoplehat you support that they mageed to live the life
they want?

. What arethe most usefukeltcareservices that you currently providdVhat makes these
services useful?

. What seltcare services, if any, are not useful or not provided in a useful way?

. What services do you provide, likeedication reminder calls, when you are not physically
present?

. What barriers haveiou experienced in providing services?
. How would you characterize your relationship with the individuals you support?
. What types of support do you receive from your emploigeprovide services effectively?

. What kind of training (if any) is offered to the consumers you support to help them exercise
choice and control over the services they receive? If they don't currently receive any
training, what kind of training do you thirshould be provided to them?

10.Do you feel you the services your agency provides are pearsotered? If not, what

prevents those services from being persoentered?

11.What changes would you make to the system to make it more effective?

12.1n your mind, what wald an ideal system look of services and supports look like? What kind

of system would help consumers live the lives they want to live? What would your role look
like in this ideal system?
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Appendix D : Walvers in Colorado
Colorado currently maintaink2 waivers:seven for adults and five for children.

The waiver foPersons with Brain Injury (Bprovides services to individuals with a brain injury,
aged 16 to 64. The waiver provides adult day services; specialized medical equipment and
suppliespehavioral management; day treatment; home modifications; mental health
counseling; normedical transportation; personal care; respite care; substance abuse
counseling; supported living; transitional living; and personalized emergency response system
(PERE BI requires hospital or nursing home level of care. For waiver year 1, it has a cap of 313
individuals and increases slightly each year thereafter. There is no wait list, but there is
currently insufficient capacity to provide supported living to aliwiduals who want it.

Individuals who cannot access supported living can still access all other services in the waiver.

TheCommunity Mental Health Supports (CMHBgiver provides services to individuals aged

18 and older who have been diagnosed with gananental iliness. The waiver provides adult

day services; alternative care facilities; CDASS; PERS; home modifications; homemaker services;
non-medical transportation; personal care; and respite care. CMHS requires nursing home level
of care. It has a gaof 3,104 individuals for waiver year 2, which increases slightly each year
thereafter. There is no wait list

The waiver foPersons Living with AIDS (PLWAdvides services to individuals of all ages with

a diagnosis of human immunodeficiency virus/aicgd immune deficiency syndrome

(HIV/AIDS). The waiver provides adult day services; PERS; homemaker servioesjicah
transportation; and personal care. PLWA requires nursing home or hospital level of care. It has
a cap of 200 individuals. There iswait list.

The waiver foPersons who are Elderly, Blinend Disabled (EBprovides services to
individuals aged 65 and older with a functional impairment, or to adults aged 18 through 64
who are blind or physically disabled. The waiver provides adylisérvices; alternative care
facilities; community transition services; CDASS; PERS; home modifications; homemaker
services; IHSS: nanedical transportation; personal care; and respite care. EBD requires
nursing home level of care. It has a cap of 23 B@@/iduals for waiver year 1, which increases
slightly each year thereafter. There is no wait list

The waiver folPersons with Spinal Cord Injury (S@ibvides eligibility to individuals aged 18
and older who have a spinal cord injury. The SCI wa\eepilot program that runs through
June 2015. It provides adult day services; alternative therapies (acupuncture, massage and
chiropractic care); CDASS; IHSS;PERS; home modifications; homemaker servinesjcain
transportation; personal care; and ragpcare. The waiver has an independent evaluation to
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measure the coseffectiveness and improved quality of life for eligible participants who are
enrolled on the waiver and utilize the alternative therapy services. The waiver requires nursing
home levelof care. It has a cap of 67 individuals. There is no wait list

TheSupported Living Services (Sk&jiver provides services that help individuals aged 18 and
older with developmental disabilities to live in their own home, family home, or rental unit that
gualifies as an SLS setting. The waiver provides services as an alternative to institutional
placement for individuals with developmental disabilities, but it does not provided#
supervision. To be eligible for SLS, individuals must either liveendeptly with supportsor
already receive services from other sourcasch as family members. The waiver provides
assistive technology; behavioral services; day habilitation services; dental services; supported
employment; prevocational services; home diftcations; homemaker services; mentorship;
personal care; PERS; professional services (e.g., hippotherapy); respite services; specialized
medical equipment and supplies; transportation; vehicle modifications; and vision services. SLS
requires a level ofare that meets that of intermediate care facility for individuals with
intellectual disabilities (ICF/IID). The waiver has a cap of 3,241 individuals. There is a wait list

TheComprehensive Waiver for Persons with Developmental Disabilities (Pdyides

services to individuals aged 18 and older who have a developmental disability. The waiver
provides behavioral services; day habilitation; prevocational services; dental services;
residential services (2Aour individual or group); transportation; specidd medical

equipment and supplies; supported employment; and vision services. The DD waiver requires
ICF/IID level of care. It has a cap of 4,525 individuals. There is a wait list

The/ KA f RNBY Q& whiverpfovidés/sérvices{toomedically fragileildren aged birth
through 17 who have a disability. The CHCBS waiver does not require a child to have a
developmental disability or delay, but it does serve children with developmental disabilities or
delays who have concurrent medical conditions. Thevergprovides case management and
IHSS. CHCBS requires hospital or nursing home level of care. It has a cap of 1,308 children.
There is a wait list

TheChildren with Autism (CWAaiverprovides services to children aged birth through five

who have a diagosis of autism. The waiver provides just one service: behavioral therapy. CWA
requires ICF/IID level of care. It has a cap of 75 children. There is a wait list; children who are
most in need due to the severity of their disability are prioritized for édnrent.

The/l KAf RNBY Q& 9 E i SwiivehpdBded sdrtidedxd\childrén/agedl hirth through

17 who have a developmental delay or disability. To be eligible for CES, children must also have
intensive behavioral or medical needs. The waiver prewiadapted therapeutic recreation;

assistive technology; behavioral services; community connections (to allow children to
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participate in communitybased activities); home accessibility adaptations; homemaker

services; parent education; personal care; pssienal services (e.g., hippotherapy); respite;
specialized medical equipment and supplies; vehicle modification; and vision services. CES
requires ICF/IID level of care. Funding was recently allocated to eliminate the waitlist, a process
that should be cmplete by the end of fiscal year 202B14. At that time, the cap will be 659.

The/l KAf RNByQa | oAt Adl A BsivenprBvidasReéBweeésrolcliildran N2 3 NI Y
and youth aged birth through 20 who are in foster care and who have a developmental

disability and extraordinary needs. CHRP provides cognitive services; communication services;
community connections; emergency services; personal assistance serviceshsslcy;

supervision; and travel. CHRP requires ICF/IID level of care. It hasfa2€&pchildren. There is

no wait list.

The waiver folChildren with a LifeLimiting lliness (CLLbrovidesservices for children aged
birth through 18 who have a lifgmiting iliness. To be eligible for the waiver, children must
need hospital level ofare and have a lifémiting illness where death is probable before
adulthood. CLLI provides counseling/bereavement services; expressive therapy;
palliative/supportive care; and respite care. It has a cap of 200 children. There is a wait list.
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Appendix E: lllustrated Overview of CFC Cost
Analysis Tool

The CFC cost model developedMigsion Analytics GrougMission) allows usett® estimate
the cost of moving selected services fr@olorado'svaivers into theState PlanUsing data

supplied by theColoradaDepartment of Health Care Policy and Financih@RF;, Missionhas
designed an interactive Excel workbdblat allows users to specify:

1. The services that move from waivers to tBate Plan

2. The cost of waitlist clients relative to waiver cliemtso currently receiveCFC services

3. The cost ofndividuals who do not have access to a ser{iimeause they are on, or
waiting for, a waivethat does not offer the service, or because they are not receiving
any waiver servicesglative to the costs of individdswho currently receive that
serviceg individuals we will call "new serviedigible clients;

4. The share of newerviceeligibleclients who will us€€FGervices, both across services
and at a servicspecific level;

5. The sharef individuals currentlysing Longrerm Home alth (LTHH) who will use
CFGervices;

6. The share of individuals currently using LTHH who will continue to use LTHH; and

7. The number of clienta/ho are new tdongterm services and supports (LT§H)at is,
non-waiver, nonwaitlist, non-LTHHlients.

The model outputs thelifference in costo the Colorado General Fund of adopti@§CIn this
document, we describe how users interact with the model to derive these cost estimates.

The model is designed to be flexible: Users can dewel@mge of scenarios about the service
array forCFGnd the costs o€FGervices and quickly see the impact of those scenarios on
overall costs. Because the purpose of this appendix is to describe how users interact with the
model¢ rather than to explan how different scenarios affect costwe have opted to present

just one hypothetical scenario. Note that the specific choices we describe are for illustration
purposes only; they do not represent decisions by the state of Colorado or by the Community
Frst Choice Council.

We implemented the cost model in an Excel workbook that consists of several worksheets.
Most of these worksheets contain data obtained frét€ PRand are ordinarily hidden from the
user. Unless users need to load updated data into tlekivook, they gaerally interact only

with the Servicesvorksheet. For that reason, we will describe the Services worksheet in some
detail. To help explain how the figures in the Services worksheet are computed, we will also
briefly describe the other wosdheets in thevorkbook
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Most readers can get a good sense of how users interact with the Excell tmp reading about
the Servicesvorksheet and consultingxhibitsE.1landE2. Readers wishing to know more

about how the model is implemented in Excel nfiag it useful to read about the other
worksheets, but it is not necessary to do so. Because the other figures are less essential, we
present them at the end of thigppendix this will avoid breaking up the text and matkes
appendixeasier to read.

TheServices worksheet is wide and difficult to represent clearly on a single page. We have
therefore split an image of the worksheet into two figur&xkibitsE.1 and E)2 The portion of
the Services worksheet that allows users to make choices appeBmsibit E.1 ExhibitE.2
providesami laiBf | y OS¢ €221 .4 LINRP2SOGSR O2aida

In ExhibitE1, candidateCFGervices appear on the right. Each service can be turned "on" by
selecting "Yes" from a dregpown menu in the column labeled "CFC." In this illustration, the

following services have been set to "Yes":

1 ConsumeiDirected Attendant Services and Supports (SBA
Homemaker;

In-Home Support Services (IHSS);

Personal Care

Personal Emergency Response System (PERS); and

1 Residential Habilitation

= =4 =4 A

Note that althoughL THHappears in the list of CFC services, it is not in fact eligible to become a
CFC service. Instead, it appears in the list so that we can establish the extent to which clients
substitute CFC services for LTHH.

To help explain the choices available &ets,we have labeled selected highlighikthe
worksheet with the numbers 1 through 5.
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ExhibitE.Z Part 1 of the Serviced/orksheet: Services,d3ts, Take-up, and Number of Clients

O

Cost of Wait List Clients

Relative to Waiver Clients fean
Cost of Other Client Relative to "
Costs Across Waivers ax
Default Statewide Take Up 0%

Expected # of Non-waiver, Non
waitlist, 1500
Non-LTHH Clients

Summary by Service

Summary by Service by Population

Total Costs

2)

@

% Non- }
Share of Service
Default % Non- | Waiver/Non- % LTHH
Eligible for
CFC Waiver/Non- | Waitlist Take-Up | Population Using
Enhanced Match
Waitlist Take Up (Overrides Service
(Default = 100%)
Serv|ce Default)

Adult Day Services No 0%
Alternative Care Facility (ACF) No 0%
Behavioral Management No 1% 1%
Behavioral Therapies No 20% 20%
Case Management No 0%
CHRP Habilitation No 0%
CHRP Professional Services No 0%
Client/Family/Caregiver Counseling No 0%
Community Connection Services Mo 0%
Community Transition Service (CTS) No 0%
Consumer Directed Attendant Support Services (CDASS) Yes 15% 15% 2%
mmion No 0%
Day Treatment Mo 0%
Dental Services No 0%
Expressive Therapy Mo 0%
Home Modification No 0%
Homemaker Yes 50% 50% 5%
In Home Support Services Yes 10% 10% 1%
Independent Living Skills Training (ILST) No 10% 10%
Long-Term Home Health Yes 0% 50% 0%
Mental Health Counseling No 5% 554
Non-Medical Transportation No 50% 50%
Palliative/Supportive Care Services No 0%
Personal Care Yes 50% 50% 5%
Personal Emergency Response Systems Yes 45% 45%
Professional Services No 0%
Residential Habilitation No 0%
Respite No 40% 40% 2%
Specialized Medical Equipment/Supplies No 0%
Substance Abuse Counseling - SLP No 0%
Supported Employment No 0%
Vision Services No 0%
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ExhibitE.2 Part 2 of the Serviced/orksheet: Costsd the Coloado General Fund of dopting CFC

5800 -
. Cost of Wait List Clients
$750 - Projected Costs to Colorado Under CFC, Rolative to Waiver Clients | 11680
700 H
> by Population
5550 7 Cost of Other Client Relative to Max
§ 5500 | Costs Across Waivers
= 5550 Difference in General $64.6
s $500 Fund: ’ | Default Statewide Take Up | 0%
c
: 5450 - Expected # of Non-waiver, Non
2 100 | IR ey 1500
o Non-LTHH Clients
™ 5350
+ N
'2 $300 - | Summary by Service
$250 : :
| Summary by Service by Population
$200 -
$150 - | Total Costs
$100
S50
SO T 1
Existing Costs CFC
EILTHH Clients @ Waiver Clients New Clients
Table 7.1 - Current Costs and Costs Under CFC
Row Number Fund Population Existing Costs CFC Difference
A State General Fund LTHH Clients 5 65,243,143 | 5 63,327,803 | & (1,915,340)
B State General Fund Waiver Clients S 302,235,792 | § 341,746,981 | $ 39,511,189
C State General Fund New Clients S -ls 26,976,599 | § 26,976,599
D Federal LTHH Clients S 65,243,143 | § 64,584,796 | § (658,347
E Federal Waiver Clients 5 302,235,792 | 5 378,591,050 | § 76,355,258
F Federal New Clients S -5 34,333,853 | § 34,333,853
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Highlight 1shows the choices we have made about castke-up, and the number of

completely new clients. The model requires us to indicate the expected cost of waitlist clients
who will be usingCFGervices. These costs are set relative to the costs of existing waiver clients
for those same services. Next to the cell labeled "Cost of Waitlist ClientsvBéta\Waiver

Clients," we carkhoose thenean(or average), thenedian(or mid-point), or the25th
percentile(meaning that the cost of waitlist clients is expected to be fairly low compared to the
cost of waiver clients). In this case, we have chosemtbaan

The model requires us to specify the anticipated cost of sewiceeligibleclients rdative to

the costs of those same services across all waivers that provide it. Next to the cell labeled "Cost
of New ServiceligibleClients Relative to Costs Across Waivers," we can choosedas the
minimum(the least costly waiverpr the maximum(the most costly waiver). In this case, we

have chosen thenaximum

The model assumes that waitlist clients will @&eGervicesat the same rate that waiver
clientsuse them.For example,d establish the percentage (or share) of waitlist clients on the
Hderly, Blind, and Disabled (EBD) waiver who will use Gi#e&@odel uses the share BBD
waiverclients who use CDAS$owever, the model makeso assumptions about the sine of
clientswho will use servicet® which they previously had no accessither because they were
not on a waiver (oon awaitlist for a waiver) that offered that service, or because they are
completely new clientsThe modelthusrequires us to specify this share next to the cell labe
"TakeUp Among NevierviceEligible Client§ In this scenario, we have set the defaultziero
percent, because we have used servépecific overrides derived from historical data.

Finally, the model requires us to indicate how many new clientdeiélligible forCFGervices.
This number represents the total population of individuals who meet institutional level of care
and are not on a waiver, on a waitlist, or currently receidifigiH In this exampleywe have set
that number t01500

All of the® settings can be adjusted as new information is collected about costs and about the
number of individuals likely to be eligible fGFGervices.

Highlight 2shows that we have s€&€DAS® "Yes," meaning that it will move into tH&tate
Plan We have als set the expected takep to 15 percent, which overrides the default takp
for new serviceeligible clients of zero percent (see the column labeled "Override %Upke
Among New ServieEligible Clients"). Finally, we have specified that 2 percentroécuL THH
clients will useCDAS&ee the column labeled "WrHHPopulation Using Service").

Note that the model permits current users bT HHo use more than on€FGervice. Thus,
entering "2%" folCDAS&eans thatCDAS®ill be used by 2 percent afl[HHclients. But those
same clients may use other services as well.
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Highlight 3shows the settings fat THH As noted earlier, if there is reason to believe that some
LTHHlients will useCFGervices instead diTHH the service must be set to "Yedlbte,

however, that the statewideéake-up for LTHHs always set taeropercent. This means that
non-waiver, nonwaitlist clients who meet institutional level of care will not add to the number
of clients currently receivingTHHThere is a simple reasdar this constraint Everyone who
meets institutional level of care is already eligible fdHH if they wish to receive THHthe
service is already available to them.

Highlight 3also shows the share a&fTHH:lients who will us& THHonce CFGs adoptal (see the
column labeled "% THHPopulation Using Service"). In this case, we have set the vaR@ to
percent. This means th&0 percent of current. THHlients will continue to receive LTHH, in
addition to whateveICFGervices they qualify for and sti to receive. In this exampleve
expectl0percent to dropLTHHand use one or mor€FGervices to replaceTHHaltogether.

Exhibit E.Zhows the second half of the Services worksheet. It provid&sS o -&A2fi I O 8 ¢
look at projected costs. THear dart shows the projected difference in costs under CH&
stacked bar on the left represents current costs for waiver clientslandttlients withoutCFC
The stacked bar on the right represents the costs for waiver clieftdHlients, and new

clients onceCFQas been added to the State Plarhe crosshatched area of each bar
represents the cost diTHHlients; the solid gray area represents the cost of waiver clients;
and the striped area represents the costs of new clients. Note that these are the aggregate
costs for groups of individuals, not for the services labeled "LTHH" or "waiver." Even though
some members of thé THHpopulation will stop using THHand useCFGnstead, the total cost

of the currentLTHHpopulation can increase because a) clients may use mul@ipl@&ervices,

and because b) some members of the curremHHpopulation may contina to receiveL THH
andreceiveCFGervices.

The figure above the bahart summarizes the total cost. Given the settings we have provided
to the model in this example, adopti@FGvill cost theColoradoGeneral Fund $64 illion.

The table below the grdpshows the same infmation numerically, witlrowsfor fund type
(federaland General Fund) and columns fampulatiors (LTHHwaiver, andnew), existing

costs, costs undeEFCand the difference between the twde calculate changes to the
General Fundby subtracting the values in the column labeled "Existing Costs" from the values
in the column labeled "CFC." Positive values indicate a cost increase; negative values (in
parentheses) indicate a cost savings.

Under this scenario, Colorado would:

1 Spend roughlg2 million lesson its currentL THHlients;
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1 Spend roughly 39.5million more on its existing waiver clien{fargely because waiver
clients who currently have to access to few or@eGervices will now have access to
those services and

1 Spend roughly 3 million more to serve new clients (both waitlist clients and entirely
new clients).

Note that federal costs go up for all populations.

As noted earlier, the remaining worksheets in the cost model workbook ordinarily remain
hidden. In theremainder of this ppendix, we will describe those worksheets to clarify how the
total costs presented on the Services worksheet are computede that in the worksheets we
describe next, cells colored in green conteither FTEs that come directly froriCPFor costs
that are calculated from those FTESs. All other cells coff@s and costs that are computed
based on the decisions made on the Services worksheetHsibit E.1).

Exhibit E.®resents a screenshot of tHexpanded @nmaryworksheet. Itpresents the current

O02ald FAIdz2NBaA yR O2YLI NBa GKSY G2 GKS O2ada dz
presents the costs under CFC in detaigdking them out by populatioq clients currently

receivingLTHH current waiver clients, and newaeitits. Thecolumns labeledi b S ¢ / € A Sy (1 & ¢
includecosts for all new servieeligible clients.

Exhibit E.$resents a screenshof the Summaryorksheet. It provides high-level summary
of total costsby service across waivers. It displays a comparisoneofdtal costs for each

service currently and under thepecifiedCFC scenario. It also calculates total cost of these
services to the General Fuaathd displayshe share of General Fund costs for each service.

ExhibitsE5 through E7 present screen®ts of theTotal Costsvorksheet. (Because the

worksheet is wide, we have split the image across several figUreisyorksheetdisplayshe
greatest detail on projected costs, with one cell for eaombination of population andervice.

The formulasn each cell account for the inputs and assumptions chosen by the user and reflect
the total cost of that population for thgivenscenario. The Total Cost@rksheet serves abe
source forsummary tables andhartspresented on the other worksheets.

ExhibitsE8 andE9 presentFTE totals by service and waldftHHFTEs are used to standardize
the number of clients across services and waivers. @ethese figuressome fran

information provided by HCPF aack hardcoded into the modelBecausdhey reflect the

number of individuals currently receiving services, the model does not treat them dynamically.
These figures can be updated manually as needed.

ExhibitsE10 andE11 present screenshots of tidean Cost ler FTEvorksheet.Note that
currentwaiver clients povide the basis for projecting the costs of other populations. The Excel
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workbook includes tabs for mean, median, and 25th percentile of current waiver costs per FTE.
Because our illustration useseancosts,ExhibitsE.10 and E.14dre talen from the worksheet
that displayghosecosts.
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ExhibitE.3: The Expanded Summafjorksheet

Summary by Service & Population

Existing Costs

Costs Under CFC

Costs Under CFC

Federal State General Fund Federal State General Fund
Service LTHH Waiver - Waiver LTHH Waiver New Clients - Waiver New Clients
Adult Day Services § 5,374,298 S 5,374,298 | S -|$ 5,374,298 | % -8 -|$ 5374298 (% -
Alternative Care Facility (ACF) S 21,976,509 S 21,976,509 | § -|§ 21,976,509 | § -8 S 21,976,509 | § -
Behavioral Management S 259 S 259 | & -8 259 | S -5 S 259 | & -
Behavioral Therapies 5 460,454 5 460,454 | § -8 460,454 | § -5 5 460,454 | § -
Case Management 4 518,126 4 518,126 | & -5 518,126 | § -8 4 518,126 | & -
CHRP Habilitation S 2,186,007 S 2,186,007 | & -|$ 2,186,007 | § -8 S 2,186,007 | & -
CHRP Professional Services S 5,797 ] 5,797 | & -8 5,797 | & -1s ] 5,797 | S -
Client/Family/Caregiver Counseling 4 29,591 s 29,591 | § -5 29,591 | § -8 s 29,591 | § =
Community Connection Services S 378,328 S 378,328 | & -8 378,328 | -5 S 378,328 | & -
Community Transition Service (CTS) S 25,283 S 25,283 | S -8 25,283 | § -s -5 25,283 | S -
Consumer Directed Attendant Support Services (CDASS) $ 31,983,001 S 31,983,091 |5 2,068,963 | § 58,313,097 | § 10,093,630 | $ 1,625,614 |S 45817434 |S 7,930,710
Day Habilitation S 37,434,981 S 37,434,981 | S -|$ 37,434,981 | § -8 -|$ 37,434,981 |8 -
Day Treatment S 283,127 3 283,127 | & -8 283,127 | § -8 3 283,127 | & -
Dental Services $ 1,765,664 S 1,765,664 | S -|§ 1,765,664 | § -8 S 1,765,664 | § -
Expressive Therapy S 18,771 S 18,771 | S -8 18,771 | & - s S 18,771 | S -
Home Modification $ 1,785,111 S 1,785,111 |§ -|$ 1,785,111 | % -8 -8 1,785,111 (3% -
Homemaker S 9,257,452 S 9,257,452 | § 700,631 | $ 17,045,791 | S 4,353,000 | $ 550,496 | § 13,393,122 | § 3,420,214
In Home Support Services $ 5,709,050 S 5,709,050 | S 1,114,665 | § 22,797,445 | § 7,142,873 | § 875,808 | § 17,912,278 | § 5,612,257
Independent Living Skills Training (ILST) ] 918,700 S 918,700 | & -8 918,700 | & -1s -1 918,700 | & -
Long-Term Home Health $65,243,143 | § $65,243,143 | § - | §$ 58,718,829 | § -8 -| $58,718,829 | § -8 -
Mental Health Counseling S 26,852 S 26,852 | S -8 26,852 | § - s S 26,852 | S -
Non-Medical Transportation $ 10,820,990 S 10,820,990 | & -|$ 10,820,990 | § -8 S 10,820,990 | & -
Palliative/Supportive Care Services 3 2,052 3 2,052 | & -8 2,052 [ & -8 -8 2,052 (8§ -
Personal Care S 46,297,916 S 46,297,916 | & 1,981,708 | § 70,328,037 | § 12,226,404 | $ 1,557,056 | $ 55,257,743 | § 9,606,460
Personal Emergency Response Systems S 2,336,222 S 2,336,222 | & -|$ 3454618 |5 517,946 | & S 2,714,343 | & 406,857
Professional Services $ 3,910,099 $ 3,910,099 | & -1$ 3,910,099 | & -1s $ 3,910,099 | & -
Residential Habilitation $ 105,494,578 $ 105,494,578 | & - | $ 105,494,578 | § -8 $ 105,494,578 | & -
Respite S 3,647,055 S 3,647,055 | S -|$ 3,647,055 | % -8 S 3,647,055 | S -
Specialized Medical Equipment and Supplies 3 888,286 3 888,286 | & -8 888,286 | § -8 3 888,286 | S -
Substance Abuse Counseling - Supported Living Program S 4,647,779 S 4,647,779 | & -|$ 4,647,779 | 5% -5 S 4,647,779 | & =
Supported Employment $ 3,751,150 $ 3,751,150 | & -1$ 3,751,150 | & -1s $ 3,751,150 | & -
Vision Services S 302,214 S 302,214 | § -8 302,214 | § -8 S 302,214 | § -
Total Cost $ 65,243,143 | $ 302,235,792 | $ 65,243,143 | $ 302,235,792 | 64,584,796 | § 378,591,050 | $ 34,333,853 | § 63,327,803 | § 341,746,981 | § 26,976,599
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ExhibitE.4: The Summaryorksheet

S U m m a I'y Existing Costs Costs Under CFC

Service Federal State General Fund Federal State General Fund | Share of General Fund
Adult Day Services § 5,374,297.99 | § 5,374,297.99 | 5 5,374,297.99 | 5 5,374,297.99 1.2%
Alternative Care Facility (ACF) S 21,976,508.97 | § 21,976,508.97 [ S  21,976,508.97 | $ 21,976,508.97 5.1%
Behavioral Management s 258,94 | & 258,94 | § 258,94 | § 258.94 0.0%
Behavioral Therapies 5 460,453.81 | & 460,453.81 | 5 160,453.81 | & 460,453.81 0.1%
Case Management S 518,125.99 | § 518,125.99 | § 518,125.99 | S 518,125.99 0.1%
CHRP Habilitation $  2,186,006.79 | $ 2,186,006.79 | $  2,186,006.79 | $ 2,186,006.79 0.5%
CHRP Professional Services 5 5,796.80 | & 5,796.80 | § 5,796.80 | § 5,796.80 0.0%
Client/Family/Caregiver Counseling S 29,591.10 | § 29,591.10 | § 29,591.10 | § 29,591.10 0.0%
Community Connection Services 5 378,327.88 | § 378,327.88 | 5 378,327.88 | 5 378,327.88 0.1%
Community Transition Service (CTS) S 25,283.35 | § 25,283.35 [ 5 25,283.35 | § 25,283.35 0.0%
Consumer Directed Attendant Support Services (CDASS) $ 31,983,091.24 | 31,983,091.24 | $  70,475,690.80 | § 55,373,757.06 12.8%
Day Habilitation $ 37,434,981.32 | $ 37,431,981.32 | $ 37,434,981.32 | $ 37,434,981.32 8.7%
Day Treatment 5 283,127.43 | § 283,127.43 | S 283,127.43 | S 283,127.43 0.1%
Dental Services S 1,765,664.04 | § 1,765,664.04 | S 1,765,664.04 | S 1,765,664.04 0.4%
Expressive Therapy ) 18,771.49 | $ 18,771.49 | $ 18,771.49 | $ 18,771.49 0.0%
Home Modification S 1,785,111.21 | § 1,785,111.21 | S 1,785,111.21 | $ 1,785,111.21 0.4%
Homemaker S 9,257,451.80 | § 9,257,451.80 | & 22,099,422.00 | § 17,363,831.57 4.0%
In Home Support Services § 5,709,049.97 | § 5,709,049.97 | 5 31,054,982.97 | § 24,400,343.76 5.6%
Independent Living Skills Training (ILST) S 918,699.70 | & 918,699.70 | S 918,699.70 | S 918,699.70 0.2%
Long-Term Home Health $ 65,243,143.06 | $ 65,243,143.06 | $ 58,718,828.75 | $ 58,718,828.75 13.6%
Mental Health Counseling 5 26,851.94 | § 26,851.94 | 5 26,851.94 | § 26,851.94 0.0%
Non-Medical Transportation S 10,820,990.22 | § 10,820,990.22 [ S  10,820,990.22 | § 10,820,990.22 2.5%
Palliative/Supportive Care Services 5 2,052.01| % 2,052.01 (5% 2,052.01| % 2,052.01 0.0%
Personal Care S 46,297,915.91 | § 46,297,915.91 | S 84,536,148.72 | § 66,421,259.71 15.4%
Personal Emergency Response Systems S 2,336,221.56 | S 2,336,221.56 | S 3,972,563.68 | S 3,121,300.04 0.7%
Professional Services $  3,910,099.19 | $ 3,910,009.19 | §  3,910,099.19 | $ 3,910,099.19 0.9%
Residential Habilitation § 105,494,577.83 | § 105,494,577.83 | 5 105,494,577.83 | § 105,494,577.83 24.4%
Respite S  3,647,055.23 | § 3,647,055.23 | S 3,647,055.23 | S 3,647,055.23 0.8%
Specialized Medical Equipment and Supplies 5 888,285.96 | & 888,285.96 | S 888,285.96 | 5 888,285.96 0.2%
Substance Abuse Counseling - Supported Living Program S 4,647,778.61 | S 4,647,778.61 | 5 4,647,778.61 | S 4,647,778.61 1.1%
Supported Employment S 3,751,150.42 | § 3,751,150.42 | § 3,751,150.42 | S 3,751,150.42 0.9%
Vision Services $  302,213.57 | $ 302,213.57 | $ 302,213.57 | $ 302,213.57 0.1%
Total Cost $ 367,478,935.31 | § 367,478,935.31 | § 477,509,698.72 | § 432,051,382.68
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ExhibitE.5: Part 1 of the Total Cost8orksheet: Waivers and THH

Waiver Current LTHH
Service CHCBS CWA CES CHRP Bl CMHS PLWA EBD SLS DD cll LTHH
Adult Day Services 3 $ S $ $ 106,262 | § 337,687 | § 7,997 | § 10,296,650 | § $ $
Alternative Care Facility (ACF) S -5 -3 - s -[s - 1S 16,168,632 | $ - 1S 27,784,386 | § -1 s -8 =
Behavioral Management s S -|s S $ 518 | § S S $ 5 3
Behavioral Therapies $ -|s 920,908 | $ -3 -3 -8 -8 -8 -3 -3 -3 -
Case Management $ 1,030,726 [ $ $ $ 5,526 | $ $ $ S $ $ $
CHRP Habilitation S -5 -1s -1s  a3n014($ == =3 =3 =3 =35 =L =
CHRP Professional Services S 5 S 5 11,594 | § 3 3 3 3 s 5 -
Client/Family/Caregiver Counseling S -5 - s -5 -5 -8 -8 -8 -8 -8 e 59,182
Community Connection Services s $ $ 756,656 | § $ S $ S -3 $ $ -
Community Transition Service (CTS) s -5 -5 -5 -5 -8 -8 -5 50,567 | § -5 -3 -
Consumer Directed Attendant Support Services (CDASS) $ 5,062,642 | § 327,783 | § 1,479,901 | § 536,305 | § 576,809 | § 999,753 | § 161,266 | S 62,966,430 | § 12,114,486 | $ 19,492,239 | 5 412,917
Day Habilitation S -5 -3 -5 -5 - 1S - 1S - 1S - s 18,250,996 | & 56,618,966 | =
Day Treatment 3 S S S $ 566,255 | § s S s -3 -5
Dental Services S -1s -1s -1% -1s -8 -8 -8 -1$ 1,184,583 | § 2,346,745 [ § =
Expressive Therapy S S S -8 S -1 s -8 S -8 -1 s 5 37,543
Home Modification S -5 -3 106,904 | § -5 13,440 | S 87,401 | § -1s 3,212,073 | $ 150,404 | $ -3 =
Homemaker $ 2,285,875 | § 148,000 | § 567,608 | § 242,151 | § 260,440 | § 2,184,722 | § 77,218 | § 14,219,031 | § 1,466,326 | § 8,801,103 | 5 186,440
In Home Support Services $ 2,101,361 | § 235,460 [ $ 1,063,073 | $ 385,249 [ S 414,345 | S 4,076,640 | $ 115,844 | 9,316,739 | § 8,702,328 | § 14,002,067 | $ 296,615
Independent Living Skills Training (ILST) s S S S $ 1837399 |5 S S S 5 3
Long-Term Home Health 3 -3 -1% -3 -3 -8 -8 -8 -8 -8 -|s -| S 130,486,286.12
Mental Health Counseling $ ] 3 5 ] 53,704 | -8 S -8 -1 s -3
Non-Medical Transportation S -5 -3 -5 -5 199,309 | S 1,355,039 | S 9,644 | S 6,990,048 | S 3,715,969 | S 9,371,972 | $ =
Palliative/Supportive Care Services s -5 -5 -5 -5 -5 -5 -5 -5 -5 -5 4,104
Personal Care $ 6,465,509 | § 418,613 | § 150,943 | § 684,916 | S 444,085 | § 4,215,784 | 411,907 | § 84,181,735 | § 3,191,378 | $ 24,893,574 [ 5 527,337
Personal Emergency Response Systems S 277402 |5 17,961 | § 81,089 | § 29,386 | S 9,110 | § 219,418 | § 9,453 | § 4,405,548 | § 28,915 | § 1,068,054 | 5 22,625
Professional Services s -5 -5 3,060,302 | § -5 -5 -85 -5 -85 867,502 | § 3,892,395 | & -
Residential Habilitation S $ $ -5 $ -8 -1 s S -8 -|$ 210,989,156 | $ -
Respite S -5 -3 2,426,536 | § -5 56,646 | $ 34,112 | § - 1S 769,983 | § 3,936,754 | $ -5 70,081
Specialized Medical Equipment and Supplies s S 5 68,767 | § S 4847 | S 331,781 | § S 1,104,821 | § 22,342 | S 244,014 | 5
Substance Abuse Counseling - Supported Living Program $ -5 -3 -3 -|$ 9,295,557 | § -8 -8 -8 -8 -8 -
Supported Employment S S S -8 S S S S $ 1,932,823 | § 5,569,478 | $
Vision Services 3 -3 -1s 4251 )% -3 -1s -1$ -1s -1s 218,637 | § 381,539 | $ =
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ExhibitE.6: Part 2 of the Totalostsworksheet: Waitlists

Waitlist

Service

CHCBS

CWA

CES

CHRP

CMHS

PLWA

EBD

SLS

DD

CLLI

Adult Day Services

Alternative Care Facility (ACF)

Behavioral Management

Behavioral Therapies

Case Management

CHRP Habilitation

CHRP Professional Services

Client/Family/Caregiver Counseling

Community Connection Services

Community Transition Service (CTS)

Consumer Directed Attendant Support Services (CDASS)

598,561

612,062

126,013

1,098,112

8,798,398

40,504

Day Habilitation

Day Treatment

Dental Services

Expressive Therapy

Home Modification

Homemaker

270,261

276,357

56,897

130,712

3,972,638

18,288

In Home Support Services

237,485

439,669

90,520

788,819

6,320,247

29,096

Independent Living Skills Training (ILST)

Long-Term Home Health

Mental Health Counseling

Non-Medical Transportation

Palliative/Supportive Care Services

Personal Care

764,423

781,666

92,607

284,672

11,236,450

51,728

Personal Emergency Response Systems

32,797

33,537

1,801

2,555

432,098

2,219

Professional Services

Residential Habilitation

Respite

Specialized Medical Equipment and Supplies

Substance Abuse Counseling - Supported Living Program

Supported Employment

Vision Services
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ExhibitE.7: Part 3 of the Total Costgorksheet: Allocations and Totals

LTHH Allocation | Non-Waiver,

Non-Waitlist Total

Service

Adult Day Services
Alternative Care Facility (ACF)
Behavioral Management

$  10,748,595.99
$  43,953,017.94
$ 517.88
$ 920,907.62
$  1,036,251.98
$  4,372,013.57
$ 11,593.60
$ 59,182.20
$ 756,655.76
$ 50,566.70
$ 125,849,447.86
$  74,869,962.64
$ 566,254.85
$  3,531,328.09
$ 37,542.99
$  3,570,222.41
3,048,059.69 | $  39,463,253.57
$
$
$
$
$
s
5
$
$
$
$
$
$
$
s
$

Behavioral Therapies

Case Management
CHRP Habilitation
CHRP Professional Services

Client/Family/Caregiver Counseling

Community Connection Services

Community Transition Service (CTS)

Consumer Directed Attendant Support Services (CDASS)
Day Habilitation

Day Treatment

3,694,577.12

6,750,689.06

Dental Services

Expressive Therapy

Home Modification -
1,251,126.90
1,990,473.68

117,437,657.51

Homemaker

4,849,294.34 55,455,326.72
1,837,399.41
117,437,657.51
53,703.89
21,641,980.44
4,104.01
150,957,408.43
7,093,863.72
7,820,198.38
210,989,155.65
7,294,110.46
1,776,571.92
9,295,557.22
7,502,300.84
604,427.14
909,561,081.40

In Home Support Services
Independent Living Skills Training (ILST)
Long-Term Home Health

Mental Health Counseling

MNon-Medical Transportation

Palliative/Supportive Care Services

3,538,763.41

8,621,317.38
369,896.09

Personal Care

Personal Emergency Response Systems

Professional Services
Residential Habilitation

Respite

Specialized Medical Equipment and Supplies

Substance Abuse Counseling - Supported Living Program

Supported Employment
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ExhibitE.8: Part 1 of the FTE Totals by SerWdéarksheet Waivers and LTHH
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