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To: Members of the State Board of Health 

From: Kara Johnson-Hufford, Interim Deputy Division Director; Jo Tansey, Acute Care 
& Nursing Facilities Branch Chief; Dr. Steve Cox, Home & Community Facilities 
Branch Chief; Health Facilities and Emergency Medical Services Division 

Through: Elaine McManis, Division Director 

Date: April 19, 2023 

Subject: Permanent Rulemaking Hearing concerning 6 CCR 1011-1, Chapter 2, General 
Licensure Standards 

The Colorado legislature passed House Bill (HB) 22-1401, Hospital Nurse Staffing Standards, 
during the 2022 legislative session. This new law seeks to ensure hospitals are prepared for a 
public health emergency or staffing shortage, and includes a provision, found at Section 25-3-
128(11), C.R.S., allowing the Department to establish regulations regarding infection control 
and prevention practices in licensed health facilities.  

Emergency rules for this particular requirement were adopted by the board in February 2023, 
and the Department now requests permanent rulemaking. The infection control requirement 
of the law mirrors a requirement that was previously contained in Public Health Order (PHO) 
20-20, which sets forth specific infection control guidance for the following residential care
facilities: Assisted Living Residences, Nursing Care Facilities, and Facilities for Persons with
Intellectual and Developmental Disabilities. It became clear during the height of the COVID-19
pandemic that these facilities were at-risk for infectious disease outbreaks, due to the
congregate living arrangements. The original PHO 20-20 was put into place on March 12, 2020
and was discontinued following the adoption of emergency rules on February 15, 2023.

With the shift from an emergency to a long term response by the Department, the emergency 
rules adopted mirrored PHO 20-20. The Department is requesting the Board of Health pass 
permanent rules to ensure the existing infection control requirements in Section 25-3-
128(11), C.R.S. do not lapse when the emergency rules expire. 

As such, the proposed permanent rules incorporate the requirements of the aforementioned 
guidance. The new rule language includes the following: 

• Facilities will make vaccines for communicable diseases and vaccine information
available to staff and residents; and

• Facilities will appoint an Infection Control Officer, responsible for the Facility’s
Infection Control & Prevention Program, who will be tasked with the following
requirements:

o Complete initial and continuing education; and

o Maintain and implement supplies, information, training, and policies related to
the management of infectious diseases.

• All licensed health facilities will establish and maintain infectious disease mitigation,
vaccine, and treatment plan. This plan will address:
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o Identification of staff to coordinate vaccine information, and tracking of 
vaccination status of staff and, if applicable, residents 

o Name and location of vaccine and treatment providers to be used by the 
facility 

o How the facility will assess and address the vaccination of new staff, and if 
applicable, residents 

This permanent rulemaking also includes: 

• Remedying the accidental removal of a definition reference in Influenza Immunization 
Documentation. The Division updated this reference during the emergency rulemakings 
related to COVID-19 vaccination for healthcare workers in licensed facilities. When 
those emergency regulations ultimately expired in July 2022, the entire regulatory 
requirement was inadvertently struck from the Chapter 2 regulations.  

The Division has engaged stakeholders between January and April 2023, with multiple 
meetings. These meetings also included stakeholders of the 1294 forum, a standing 
stakeholder group which comprises all licensed health facilities. 

In the attached rule language, all new proposed language changes are in red or stricken. The 
Division has worked with stakeholders to craft permanent regulations, and is requesting 
permanent rulemaking for 6 CCR 1011-1 Chapter 2, General Licensure Standards. 
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STATEMENT OF BASIS AND PURPOSE 
AND SPECIFIC STATUTORY AUTHORITY  

for Amendments to  
6 CCR 1011-1, Chapter 2, General Licensure Standards 

 
Basis and Purpose.  
 
The Colorado legislature passed House Bill (HB) 22-1401, Hospital Nurse Staffing Standards, 
during the 2022 legislative session. This new law seeks to ensure hospitals are prepared for a 
public health emergency or staffing shortage, and includes a provision, found at Section 25-3-
128(11), C.R.S., allowing the Department to establish regulations regarding infection control 
and prevention practices in licensed health facilities.  

Emergency rules for this particular requirement were adopted by the board in February 2023, 
and the Department now requests permanent rulemaking. The infection control requirement 
of the law mirrors a requirement that was previously contained in Public Health Order (PHO) 
20-20, which sets forth specific infection control guidance for the following residential care 
facilities: Assisted Living Residences, Nursing Care Facilities, and Facilities for Persons with 
Intellectual and Developmental Disabilities. It became clear during the height of the COVID-19 
pandemic that these facilities were at-risk for infectious disease outbreaks, due to the 
congregate living arrangements. The original PHO 20-20 was put into place on March 12, 2020, 
and was taken down after emergency rules were adopted by the Board on February 15, 2023. 

With the shift from an emergency to a long term response by the Department, emergency 
rules were adopted which mirrored PHO 20-20. The Department is requesting the Board of 
Health pass permanent rules to ensure the existing infection control requirements in Section 
25-3-128(11), C.R.S. do not lapse when the emergency rules expire. 

As such, the proposed permanent rules incorporate the requirements of the aforementioned 
guidance. The new rule language includes the following: 

• Facilities will make vaccines for communicable diseases and vaccine information 
available to staff and residents; and  

• Facilities will appoint an Infection Control Officer, responsible for the Facility’s 
Infection Control & Prevention Program, who will be tasked with the following 
requirements: 

o Complete initial and continuing education; and  

o Maintain and implement supplies, information, training, and policies related to 
the management of infectious diseases. 

• All licensed health facilities will establish and maintain infectious disease mitigation, 
vaccine, and treatment plan. This plan will address: 

o Identification of staff to coordinate vaccine information, and tracking of 
vaccination status of staff and, if applicable, residents 

o Name and location of vaccine and treatment providers to be used by the 
facility 
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o How the facility will assess and address the vaccination of new staff, and if 
applicable, residents 

This permanent rulemaking also includes: 

• Remedying the accidental removal of a definition reference in Influenza Immunization 
Documentation. The Division updated this reference during the emergency rulemakings 
related to COVID-19 vaccination for healthcare workers in licensed facilities. When 
those emergency regulations ultimately expired in July 2022, the entire regulatory 
requirement was inadvertently struck from the Chapter 2 regulations.  

The Division has engaged stakeholders between January and April 2023, with multiple 
meetings. These meetings also included stakeholders of the 1294 forum, a standing 
stakeholder group which comprises all licensed health facilities. 

In the attached rule language, all new proposed language changes are in red or stricken. The 
Division has worked with stakeholders to craft permanent regulations, and is requesting 
permanent rulemaking for 6 CCR 1011-1 Chapter 2, General Licensure Standards. 

Specific Statutory Authority.   
Statutes that require or authorize rulemaking: 
Section 25-3-128, C.R.S. 

Other relevant statutes: 
Section 25-1-120, C.R.S. 
Section 25-1.5-103, C.R.S  
Is this rulemaking due to a change in state statute?   

__X__ Yes, the bill number is House Bill 22-1401. Rules are __X__ authorized 
____ required.   

_____ No  

Does this rulemaking include proposed rule language that incorporate materials by reference? 
______ Yes  ___ URL   
__X__  No   

Does this rulemaking include proposed rule language to create or modify fines or fees? 
____ Yes 
__X__ No 

Does the proposed rule language create (or increase) a state mandate on local government? 
__X__ No.  

• The proposed rule does not require a local government to perform or 
increase a specific activity for which the local government will not be 
reimbursed; 

• The proposed rule requires a local government to perform or increase a 
specific activity because the local government has opted to perform an 
activity, or;   

• The proposed rule reduces or eliminates a state mandate on local 
government.  
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REGULATORY ANALYSIS 
for Amendments to  

6 CCR 1011-1, Chapter 2, General Licensure Standards 
 
1. A description of the classes of persons affected by the proposed rule, including the 

classes that will bear the costs and the classes that will benefit from the proposed rule.  

Group of persons/entities Affected by the 
Proposed Rule 
 

Size of the Group Relationship to the 
Proposed Rule 
Select category: 
C/S/B 

Licensed Assisted Living Residences 691 C 
Licensed Skilled Nursing Facilities 216 C 
Licensed Facilities for Persons with 
Intellectual and Developmental Disabilities 106 C 

Residents receiving care at 
aforementioned licensed facilities appx 42,000 B 

Acute Care Facilities 117 B 

While all are stakeholders, groups of persons/entities connect to the rule and the 
problem being solved by the rule in different ways. To better understand those different 
relationships, please use this relationship categorization key: 

 C     =  individuals/entities that implement or apply the rule. 
 S     = individuals/entities that do not implement or apply the rule but are  

  interested in others applying the rule. 
B     = the individuals that are ultimately served, including the customers of 

our customers. These individuals may benefit, be harmed by or be at-
risk because of the standard communicated in the rule or the manner in 
which the rule is implemented. 

More than one category may be appropriate for some stakeholders. 
 
2. To the extent practicable, a description of the probable quantitative and qualitative 

impact of the proposed rule, economic or otherwise, upon affected classes of persons. 
 
Impact on Customers (C):  
 
Economic: The impact to each facility should be minimal, as these have been in place 
since 2020 pursuant to Public Health Order (PHO) 20-20. Any administrative costs have 
already been incurred by facilities.  

 
Non-economic: PHO 20-20 required facilities to maintain infection control and mitigation 
policies that have been in effect since 2020. This rulemaking maintains the status quo 
while also simplifying the requirements.  
 
Impact on Beneficiaries (B):  
 
Economic: Possible economic benefits for beneficiaries are decreased care costs, as 
residents are not transferred as often to an acute setting for isolation, which is typically 
more expensive than residential setting. There should be no new economic impact from 
these rules, as this incorporates requirements which have been in effect since 2020.  
 
Non-economic: The intention of the bill is to ensure facilities are prepared for an 
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outbreak of infectious disease. The non-economic impacts will be greater patient safety, 
security, and improved care while in the facility which will lead to improved health 
outcomes for residents. This provision will also reduce patient load on the state’s 
healthcare systems overall. 

 
3. The probable costs to the agency and to any other agency of the implementation and 

enforcement of the proposed rule and any anticipated effect on state revenues. 
 

A. Anticipated CDPHE personal services, operating costs or other expenditures: 
 
The proposed rules may add some administrative and survey costs to the Department, 
in that facilities which do not comply with the new rules would be subject to revisit 
and further enforcement as appropriate. However, the Department expects to absorb 
these costs. 

 
B. Anticipated personal services, operating costs or other expenditures by another state 

agency: 
 

Anticipated Revenues for another state agency: N/A 
 
4. A comparison of the probable costs and benefits of the proposed rule to the probable 

costs and benefits of inaction. 
 
Along with the costs and benefits discussed above, the proposed revisions: 
 
_X_ Comply with a statutory mandate to promulgate rules.  
___ Comply with federal or state statutory mandates, federal or state regulations, and 

department funding obligations. 
___ Maintain alignment with other states or national standards. 
___ Implement a Regulatory Efficiency Review (rule review) result 
_X_ Improve public and environmental health practice. 
_X_ Implement stakeholder feedback. 

 
Advance the following CDPHE Strategic Plan priorities (select all that apply): 

1.   Reduce Greenhouse Gas (GHG) emissions economy-wide from 125.716 million metric 
tons of CO2e (carbon dioxide equivalent) per year to 119.430 million metric tons of 
CO2e per year by June 30, 2020 and to 113.144 million metric tons of CO2e by June 
30, 2023. 

 
___  Contributes to the blueprint for pollution reduction 
___  Reduces carbon dioxide from transportation 
___  Reduces methane emissions from oil and gas industry  
___  Reduces carbon dioxide emissions from electricity sector 
 
2.    Reduce ozone from 83 parts per billion (ppb) to 80 ppb by June 30, 2020 and 75 ppb 

by June 30, 2023. 
 
___   Reduces volatile organic compounds (VOC) and oxides of nitrogen (NOx) from the 

oil and gas industry. 
___   Supports local agencies and COGCC in oil and gas regulations. 
___   Reduces VOC and NOx emissions from non-oil and gas contributors 
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3.    Decrease the number of Colorado adults who have obesity by 2,838 by June 30, 2020 
and by 12,207 by June 30, 2023. 

 
___   Increases the consumption of healthy food and beverages through education, 

policy, practice and environmental changes. 
___   Increases physical activity by promoting local and state policies to improve active 

transportation and access to recreation. 
___   Increases the reach of the National Diabetes Prevention Program and Diabetes Self-

Management Education and Support by collaborating with the Department of Health 
Care Policy and Financing. 

 
4.     Decrease the number of Colorado children (age 2-4 years) who participate in the 

WIC Program and have obesity from 2120 to 2115 by June 30, 2020 and to 2100 by 
June 30, 2023. 

 
___   Ensures access to breastfeeding-friendly environments. 
 
5.     Reverse the downward trend and increase the percent of kindergartners protected 

against measles, mumps and rubella (MMR) from 87.4% to 90% (1,669 more kids) by 
June 30, 2020 and increase to 95% by June 30, 2023. 

 
___   Reverses the downward trend and increase the percent of kindergartners protected 

against measles, mumps and rubella (MMR) from 87.4% to 90% (1,669 more kids) by 
June 30, 2020 and increase to 95% by June 30, 2023. 

___   Performs targeted programming to increase immunization rates. 
___   Supports legislation and policies that promote complete immunization and 

exemption data in the Colorado Immunization Information System (CIIS). 
 
6.   Colorado will reduce the suicide death rate by 5% by June 30, 2020 and 15% by June 

30, 2023. 
 
___   Creates a roadmap to address suicide in Colorado.  
___   Improves youth connections to school, positive peers and caring adults, and 

promotes healthy behaviors and positive school climate. 
___   Decreases stigma associated with mental health and suicide, and increases help-

seeking behaviors among working-age males, particularly within high-risk 
industries. 

___   Saves health care costs by reducing reliance on emergency departments and 
connects to responsive community-based resources.  

 
7.   The Office of Emergency Preparedness and Response (OEPR) will identify 100% of 

jurisdictional gaps to inform the required work of the Operational Readiness Review 
by June 30, 2020. 

 
___   Conducts a gap assessment. 
___   Updates existing plans to address identified gaps. 
___   Develops and conducts various exercises to close gaps. 
 
8.    For each identified threat, increase the competency rating from 0% to 54% for 

outbreak/incident investigation steps by June 30, 2020 and increase to 92% 
competency rating by June 30, 2023. 
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___    Uses an assessment tool to measure competency for CDPHE’s response to an 
outbreak or environmental incident. 

___    Works cross-departmentally to update and draft plans to address identified gaps 
noted in the assessment. 

___    Conducts exercises to measure and increase performance related to identified 
gaps in the outbreak or incident response plan. 

 
9.  100% of new technology applications will be virtually available to customers, anytime 

and anywhere, by June 20, 2020 and 90 of the existing applications by June 30, 
2023. 

 
___   Implements the CDPHE Digital Transformation Plan. 
___   Optimizes processes prior to digitizing them. 
___   Improves data dissemination and interoperability methods and timeliness. 
 
10.  Reduce CDPHE’s Scope 1 & 2 Greenhouse Gas emissions (GHG) from 6,561 
metric tons (in FY2015) to 5,249 metric tons (20% reduction) by June 30, 2020 and 
4,593 tons (30% reduction) by June 30, 2023. 
 
___   Reduces emissions from employee commuting 
___   Reduces emissions from CDPHE operations 
 
11. Fully implement the roadmap to create and pilot using a budget equity 
assessment by June 30, 2020 and increase the percent of selected budgets using the 
equity assessment from 0% to 50% by June 30, 2023. 
 
___   Used a budget equity assessment  
 

__ Advance CDPHE Division-level strategic priorities. 
   

  The costs and benefits of the proposed rule will not be incurred if inaction is 
 chosen. Costs and benefits of inaction not previously discussed include: 
 

This particular requirement mirrors a requirement that were contained in PHO 20-20. 
Because of the shift in pandemic response, these requirements are now being moved 
to permanent rules through requirements contained in HB 22-1401. Without adoption 
of these permeant rules, emergency rules adopted by the Board on February 15, 2023 
will lapse. 

 
5. A determination of whether there are less costly methods or less intrusive methods for 

achieving the purpose of the proposed rule. 
 

Rulemaking is proposed when it is the least costly method or the only statutorily 
allowable method for achieving the purpose of the statute. The specific revisions 
proposed in this emergency rulemaking were developed in alignment with the 
requirements of PHO 20-20 and in coordination with the Department’s Disease Control 
and Public Health Response Division (DCPHR). The proposed regulations are the 
minimum necessary to maintain the comprehensive infection control requirements in 
residential care settings. 
 

6. Alternative Rules or Alternatives to Rulemaking Considered and Why Rejected. 
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As the emergency rules adopted on February 15, 2023 were taken nearly directly from 
PHO 20-20, the Department worked with stakeholders to make as small of changes as 
necessary for the proposed language for permanent rulemaking.  

 
7. To the extent practicable, a quantification of the data used in the analysis; the 

analysis must take into account both short-term and long-term consequences. 
 

Residents of long term care facilities were impacted greatly by the COVID-19 virus.   
During the early months of the COVID pandemic some facilities did not have access to 
routine supplies such as personal protective equipment (e.g.  gloves, masks, and 
gowns) due to supply chain issues. Many facilities did not have protocols or processes 
in place to respond to an infectious disease outbreak including how to separate sick 
persons from others, how to properly disinfect surfaces and equipment, and how to 
use personal protective equipment to prevent staff and resident illness. Deaths among 
cases have decreased significantly following the implementation of strategies aimed at 
preventing morbidity and mortality in these settings (see chart below). Important 
interventions included access to testing, vaccination, treatments, source control, 
personal protective equipment for staff, and staff education.    
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STAKEHOLDER ENGAGEMENT 
for Amendments to  

6 CCR 1011-1, Chapter 2, General Licensure Standards 
 
State law requires agencies to establish a representative group of participants when 
considering to adopt or modify new and existing rules. This is commonly referred to as a 
stakeholder group. 
 
Early Stakeholder Engagement: 
The following individuals and/or entities were invited to provide input and included in the 
development of these proposed rules:   
 
Organization (if known) Representative Name and Title (if known)  

Adeo Katie Smith 
Applewood Our House Sherrie Bonham 
AVRMC Andy Flemer, CEO 
Banner Health Julia Gentry 
Beehive Homes of Grand Junction Nicole Free 
Beehive Homes of Grand Junction Wendell Gates 
Belmont Senior Care Assisted Living- Pueblo Phyllis Sanchez 
Brie Springer Grand Junction Endoscopy 
Center Mary Bernal 

Colorado Department of Public Health & 
Environment 

Heather Roth (DCPHR) 
Henry Mitchell (DCPHR) 
Melissa Broudy (DCPHR) 
April Burdorf (DCPHR) 

Centura Health Cathrine Greenard, Regulatory Affairs Program 
Manager 

Consulting & Education Unlimited Kristie Ashby 
CGS Pat Cook, RN BSN MA 
CHCA Jenny Albertson, Dir. Quality/Reg Affairs 
Childrens Hospital Colorado Lori Claussen 
CMDA/Vivage/Other Gregory Gahm, MD 
CNO Centennial Peaks Hospital Regina Moore 

Colorado Department of Human Services 
Cara Dasher 
Kodjo Akakpo 

Colorado Nurses Association Colleen Casper 

Columbine Health System 
Cathy Franecki, Clinical Services 
Jenny Dunlap 

Community Options Jennifer Pelligra 
Continuum of Colorado Alexa Lanpher 
Crossroads' Turning Points Stacey Samaro, CCO 
Denver Health Anne Knudtson, Health Compliance 
DRCOG Shannon Gimbel, Ombudsman 
Family Health West Lori Randall 
Foothills Gateway Cynthiah Hansford 
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Organization (if known) Representative Name and Title (if known)  

Health Care Policy & Financing 
Marius Nielsen 
Diva Wood 

Heriatge Healthcare Lisa Robirds, Dir. Finance & Acctg 
Hilltop Will Hays 
Horizon Specialized Services Madeline Landgren 
Interim HealthCare Paige Anderson, Regional Staffing Dir. 
IP UCHealth Lisa Camplese, Senior Dir. Reg Affairs 
Keystone Place at Legacy Ridge Melissa Ward, ED 
Kiowa County Hospital District Renay Crain 
KP ASC Oksana Chelnokov 
LeadingAge Colorado Deborah Lively 

Life Care 

Patricia Martin, OM 
Savannah McIntosh 
Karisa Wright 
Trish Martin 

Lone Tree Surgery Center Millie Langan 
Memorial Regional Health Olivia Scheele, Dir. Infection Prevention 

Moutain Valley Developmental Services 
John Klausz 
Sara Sims 

Namaste Colorado Springs Christel Santos, DON, RN 
NMCS Residential Jessica Bailey, AD 

North Metro Community Services 
Deb Henkelman 
Ryan Grygiel, Dir. Res Svcs 

North Range Behavioral Health Jennifer Wallace 
North Shore Health and Rehab Jackie King 

Nurses and Therapy Services of Colorado 
Kristin Waldrop 
Samantha Rodriguez, CC 

Orthopedic & Spine Center of Fort Collins Barb Hardes, COO 
Pagosa Springs Medical Center Carrie Emens 
Rocky Moutain PACE Jessica Lubs 
San Luis Valley Health Michelle Gay 
SECHD Dave 
Senior Housing Options Mike Holbrook SHO 
Seniors Resource Center Gabby Allen, In-Home Care Manager 

SLV Health Regional Medical Center 
Margaret White 
Helen Ross 

Solace Pediatric Healthcare Anna Williams 
Southeast Colorado Hospital District Sheri Reed, DON 
Southwest Health System Lisa Gates 

Springbrooke Retirement & Assisted Living 
Iva Prinsen 
Samantha Tucker 

Summit Stone 
Vauna Hansen 
Sandra Prince 
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Organization (if known) Representative Name and Title (if known)  

The Commons of Hilltop Timindra Bpyer 
The Granville Assisted Living Center Oat Whitney 
Thrive Skilled Pediatric Care Ashley Thompson 
UCHealth Suzanne Golden 
Vail Health Kimberly Goodrich 
WD Granville ALF Brittany Hernandez 
West Pine Behavioral Health Karen Masters 
Western Slope In Home Care Dehlia Dodd 
WIDE HORIZON Brian Boettiger 
 A. Burdette 
 Aimee Johnson 
 Aja Gomez 
 Amanda Ferigan 
 Amber Zipfel 
 A van Landingham 
 B. Bell 
 B. Ramberg 
 Caitlyn Ngam  
 Camille Rand 
 Carrie Andreatta 
 Charles Davis 
 Cheyanne Foeppel 
 Cholena Ferell 
 Christine Blaney MacMillan 
 Christine LaRocca Telligen 
 Crystal Davie 
 Darryl Perkins 
 D. Haddon 
 Donna Floyd 
 Ellen Jensby 
 Glenice Wade 
 Jamie Zarkis 
 Janel Tolchin 
 J. Burkett 
 Jeani Frickey Saito 
 Jessica Mechtenberg 
 Jessica Short 
 Jessica Speed 
 John Gardner 
 Katy Gregory 
 Kendra Coco 
 Kristiana German 
 K. Tomlin 
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Organization (if known) Representative Name and Title (if known)  

 Lackana Hartshorn 
 Laura Gilbert 
 Leslie Eber 
 Linda Draayers 
 Lindsay Miller 
 M. Kowalski 
 Maria Lares 
 Marina Gougoulian 
 Marisela Blanco  
 Mary Blattner 
 Mary Hillard 
 Melissa Latham 
 N. Gavrilenko 
 P. Anderson 
 R. Downs 
 Robert Branham 
 R. Roth 
 Sara Reese 
 Sarah Lazo 
 Scott Gustafson 
 Shanna Troncoso 
 Shannon Dixon 
 Simpson Brenda B 
 S. Taylor 
 Williams Bryan 

The Health Facilities and Emergency Medical Services Division (“Division”) has worked through 
its stakeholder process and has held two town-hall meetings, as well as presenting the 
proposed language at three 1294 forum standing meetings  between February 2023 and April 
2023.  

All stakeholder meetings are open to the public, and there has been substantial interest and 
attendance, as documented in the table above. All licensed health facilities and interested 
stakeholders are provided notice of meetings and of alternate methods of providing feedback. 
The Division sends meeting information through its portal messaging system to impacted 
facilities and directly emails 219 unique stakeholders that signed up to receive such email as 
“interested parties.” Meeting information and documents are posted to a public Department 
Google drive in advance of each meeting, including draft rules for discussion. 

Stakeholder Group Notification 
The stakeholder group was provided notice of the rulemaking hearing and provided a copy of 
the proposed rules or the internet location where the rules may be viewed. Notice was 
provided prior to the date the notice of rulemaking and was published in the Colorado 
Register (typically, the 10th of the month following the Request for Rulemaking).  

_____  Not applicable. This is a Request for Rulemaking Packet. Notification will occur 
if the Board of Health sets this matter for rulemaking. 

__X__ Yes.  
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Summarize Major Factual and Policy Issues Encountered and the Stakeholder Feedback 
Received.  If there is a lack of consensus regarding the proposed rule, please also identify the 
Department’s efforts to address stakeholder feedback or why the Department was unable to 
accommodate the request.  

This rulemaking is permitted in statute, and is important to continue infectious disease 
mitigation and prevention measures which were introduced three years ago in Public 
Health Order (PHO) 20-20, and have been effective since their adoption by health 
facilities. 

Please identify the determinants of health or other health equity and environmental justice 
considerations, values or outcomes related to this rulemaking: 

The proposed rule adheres to the distinctions in made in the Public Health Order between 
different facility setting types, organizational sophistication, and how infectious diseases 
spread and can be mitigated in different facility types.  The rules permit facilities to 
determine which infectious diseases their mitigation plans need to address.  

Overall, after considering the benefits, risks and costs, the proposed rule: 

Select all that apply. 

 
Improves behavioral health and mental 
health; or, reduces substance abuse or 
suicide risk. 

 

Reduces or eliminates health care costs, 
improves access to health care or the 
system of care; stabilizes individual 
participation; or, improves the quality of 
care for unserved or underserved 
populations. 

 

Improves housing, land use, 
neighborhoods, local infrastructure, 
community services, built environment, 
safe physical spaces or transportation. 

 

Reduces occupational hazards; improves 
an individual’s ability to secure or 
maintain employment; or, increases 
stability in an employer’s workforce. 

 
Improves access to food and healthy food 
options.   

Reduces exposure to toxins, pollutants, 
contaminants or hazardous substances; 
or ensures the safe application of 
radioactive material or chemicals.  

X 

Improves access to public and 
environmental health information; 
improves the readability of the rule; or, 
increases the shared understanding of 
roles and responsibilities, or what occurs 
under a rule. 

X 

Supports community partnerships; 
community planning efforts; community 
needs for data to inform decisions; 
community needs to evaluate the 
effectiveness of its efforts and 
outcomes. 

 

Increases a child’s ability to participate in 
early education and educational 
opportunities through prevention efforts 
that increase protective factors and 
decrease risk factors, or stabilizes 
individual participation in the opportunity. 

 

Considers the value of different lived 
experiences and the increased 
opportunity to be effective when 
services are culturally responsive. 

 
Monitors, diagnoses and investigates 
health problems, and health or 
environmental hazards in the community. 

 
Ensures a competent public and 
environmental health workforce or 
health care workforce. 
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Other: Complies with Department’s 
obligation to ensure all regulations are 
consistent with state law. 

 
Other:___________________________ 

__________________________________ 
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DEPARTMENT OF PUBLIC HEALTH AND ENVIRONMENT 1 

Health Facilities and Emergency Medical Services Division 2 

STANDARDS FOR HOSPITALS AND HEALTH FACILITIES CHAPTER 2 – GENERAL LICENSURE 3 
STANDARDS 4 

6 CCR 1011-1 Chapter 2 5 
[Editor’s Notes follow the text of the rules at the end of this CCR Document.] 6 

_________________________________________________________________________ 7 

INDEX 8 
Part 1 – Definitions 9 
Part 2 – Licensure Process 10 
Part 3 – General Building and Fire Safety Provisions 11 
Part 4 – Quality Management Program, Occurrence Reporting, Palliative Care 12 
Part 5 – Waivers of Regulations for Facilities and Agencies 13 
Part 6 – Access to Client Records 14 
Part 7 – Client Rights 15 
Part 8 – Protection of Clients from Involuntary Restraint or Seclusion 16 
Part 9 – Medications, Medical Devices, and Medical Supplies 17 
Part 10 – Healthcare-Associated Infection Reporting 18 
Part 11 – Influenza Immunization of Employees and Direct Contractors 19 
Part 12 –COVID-19 Immunization of Employees, Direct Contractors, and Support Staff INFECTIOUS 20 
DISEASE MITIGATION AND CONTROL 21 

***** 22 

11.2 General Provisions 23 

***** 24 

11.2.3 Facilities and agencies shall ensure that ninety percent (90%) of employees and direct 25 
contractors have received the influenza vaccine during a given influenza season. In order to 26 
demonstrate that the ninety percent (90%) rate has been meet, facilities and agencies shall: 27 

(A) By May 15th of every year, report to the Department, in the form and manner specified by 28 
the Department, the vaccination rate for employees and direct contracts for the most 29 
recent influenza season. 30 

(B) Have defined procedures to prevent the spread of influenza from unvaccinated 31 
healthcare workers. 32 

(C) Maintain for three (3) years the following documentation that may be examined by the 33 
Department in a random audit process: 34 

(1) [Emergency rule expired 12/28/2021} PROOF OF IMMUNIZATION, AS DEFINED AT 35 
PART 1.51 OF THIS CHAPTER. 36 

(2) A medical exemption signed by a physician, physician assistant, advanced 37 
practice nurse, or certified nurse midwife licensed in the State of Colorado stating 38 
that the influenza vaccination for the employee or direct contractor is medically 39 
contraindicated as described in the product labeling approved by the FDA. 40 
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***** 41 

Part 12. COVID-19 IMMUNIZATION OF EMPLOYEES, DIRECT CONTRACTORS, AND 42 
SUPPORT STAFF [Emergency rule expired 07/14/2022] INFECTIOUS DISEASE MITIGATION 43 
AND CONTROL 44 

12.1  STATUTORY AUTHORITY 45 

12.1.1 THE REQUIREMENTS OF THIS PART 12 SHALL BE OVERSEEN AND ENFORCED BY THE DEPARTMENT IN A 46 
MANNER CONSISTENT WITH PARTS 2.10 AND 2.11 OF THIS CHAPTER. 47 

12.2 GENERAL REQUIREMENTS 48 

12.2.1 INFECTIOUS DISEASE MITIGATION, VACCINE, AND TREATMENT PLANS 49 

(A)  ALL FACILITIES LICENSED UNDER THIS CHAPTER SHALL ESTABLISH, MAINTAIN, AND IMPLEMENT AN 50 
INFECTIOUS DISEASE MITIGATION, VACCINE AND TREATMENT PLAN. THE PLAN MUST 51 
DEMONSTRATE PREVENTION OF AND RESPONSIVENESS TO COMMUNICABLE DISEASES THAT ARE 52 
OR MAY BECOME PRESENT IN THE INDIVIDUAL FACILITY SETTING. THE PLAN MAY INCLUDE 53 
TESTING, VACCINATION, AND TREATMENT. THIS PLAN SHALL ADDRESS, AT A MINIMUM, THE 54 
FOLLOWING: 55 

(1) IDENTIFICATION OF DESIGNATED STAFF WHO SHALL COORDINATE VACCINE 56 
INFORMATION, ADMINISTRATION, AND TRACKING AND REPORTING OF THE VACCINATION 57 
STATUS OF STAFF AND, IF APPLICABLE, RESIDENTS ON AN ONGOING BASIS; 58 

(2) THE NAME AND LOCATION OF THE INFECTIOUS DISEASE VACCINE AND TREATMENT 59 
PROVIDER(S) THAT WILL BE USED BY THE FACILITY TO FACILITATE ADMINISTRATION OF 60 
VACCINES AND TREATMENT; 61 

(3) HOW THE FACILITY WILL ASSESS AND ADDRESS THE VACCINATION OF NEW STAFF AND, IF 62 
APPLICABLE, RESIDENTS. 63 

12.2.2 INFECTION CONTROL OFFICER 64 

(A) APPLICABILITY 65 

(1) THE REQUIREMENTS OF THIS PART 12.2.2 SHALL APPLY TO THE FOLLOWING LICENSED 66 
FACILITY TYPES ONLY, EXCEPT WHERE OTHERWISE INDICATED: 67 

(A)  ASSISTED LIVING RESIDENCES; 68 

(B)  NURSING CARE FACILITIES; AND 69 

(C) FACILITIES FOR PERSONS WITH INTELLECTUAL AND DEVELOPMENTAL 70 
DISABILITIES, INCLUDING BOTH GROUP HOMES AND INTERMEDIATE CARE 71 
FACILITIES FOR PERSONS WITH INTELLECTUAL AND DEVELOPMENTAL 72 
DISABILITIES. 73 

(B) EACH FACILITY SHALL ASSIGN AT LEAST ONE (1) STAFF MEMBER RESPONSIBLE FOR THE SITE 74 
MANAGEMENT OF THE FACILITY’S INFECTION PREVENTION AND CONTROL PROGRAM AND 75 
TRAINING. THIS INDIVIDUAL SHALL BE RESPONSIBLE FOR THE FOLLOWING: 76 

(1) COMPLETING AN INFECTION PREVENTION AND CONTROL TRAINING FROM A NATIONALLY-77 
RECOGNIZED PROVIDER OR THE DEPARTMENT’S TRAINING PROGRAM WITHIN TWO (2) 78 
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WEEKS OF APPOINTMENT/DESIGNATION THAT MEETS THE FOLLOWING REQUIREMENTS 79 
BASED ON FACILITY TYPE; 80 

(A) INFECTION CONTROL OFFICERS AT NURSING CARE FACILITIES AND 81 
INTERMEDIATE CARE FACILITIES FOR PERSONS WITH INTELLECTUAL AND 82 
DEVELOPMENTAL DISABILITIES SHALL COMPLETE AT LEAST NINETEEN (19) 83 
HOURS OF INITIAL TRAINING. 84 

(B) INFECTION CONTROL OFFICERS AT ASSISTED LIVING RESIDENCES AND ALL 85 
GROUP HOMES FOR PERSONS WITH INTELLECTUAL AND DEVELOPMENTAL 86 
DISABILITIES SHALL COMPLETE AT LEAST 1.5 HOURS OF INITIAL TRAINING. 87 

(2)  COMPLETING A MINIMUM OF 1.5 HOURS OF CONTINUING EDUCATION IN INFECTION 88 
PREVENTION AND CONTROL ON AN ANNUAL BASIS FROM A NATIONALLY-RECOGNIZED 89 
PROVIDER OR THE DEPARTMENT’S TRAINING PROGRAM SUFFICIENT TO STAY CURRENT 90 
ON CHANGING GUIDANCE AND REQUIREMENTS IN THE FIELD; 91 

(3) PROVIDING ON-SITE MANAGEMENT OF INFECTIOUS DISEASE PREVENTION AND 92 
RESPONSE ACTIVITIES AND GENERAL INFECTION PREVENTION DUTIES; 93 

(4) ENSURING THE FACILITY COMPLIES WITH DEPARTMENT REPORTING REQUIREMENTS 94 
RELATED TO INFECTIOUS DISEASES; 95 

(5)  PROVIDING FACILITY ACCESS TO, AND ENSURING PROPER SUPPLY, USE, HANDLING, AND 96 
IMPLEMENTATION OF PERSONAL PROTECTIVE EQUIPMENT (PPE) AND DISINFECTANTS, 97 
USED PER MANUFACTURER’S GUIDELINES; 98 

(6) MAINTAINING A FACILITY RESPIRATORY PROTECTION PROGRAM COMPLIANT WITH 99 
OCCUPATIONAL SAFETY AND HEALTH ADMINISTRATION (OSHA) RESPIRATORY 100 
PROTECTION STANDARD (29 CFR 1910.134); 101 

(7)  ADVISING AND EDUCATING RESIDENTS, STAFF, AND VISITORS ON CURRENT 102 
PRECAUTIONS BEING TAKEN IN THE FACILITY FOR INFECTIOUS DISEASES AND THE 103 
PREVENTION OF THEIR SPREAD; AND  104 

(8) NOTIFYING RESIDENTS, DESIGNATED REPRESENTATIVES, AND STAFF OF UPDATED 105 
CENTERS FOR DISEASE CONTROL (CDC) VACCINATION RECOMMENDATIONS, AND 106 
ENSURING RECOMMENDED VACCINES FOR INFECTIOUS DISEASES ARE AVAILABLE TO 107 
STAFF AND RESIDENTS INSIDE THEIR FACILITY ON AN ANNUAL BASIS.  108 

*****  109 
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