
To: Members of the State Board of Health 

From: Stephen Holloway, Branch Chief, Health Access Branch, 

Prevention Services Division 

Through: Elizabeth Whitley, Prevention Services Division Director EW 

Date: August 15, 2018 

Subject: Emergency Rulemaking Hearing 

New rules at 6 CCR 1015-6 for State-Designated Health Professional Shortage 

Areas, emergency rulemaking hearing to occur on August 15, 2018 

The department’s Primary Care Office (PCO) requests promulgation of new rules that 

establish methodologies for State-Designated Health Professional Shortage Areas (HPSA). 

Rulemaking is authorized by the passage of Senate Bill 18-024, “Expand Access to Behavioral 

Health Care Providers,” Section 25-1.5-404 (1)(a) C.R.S. 

Emergency rulemaking is requested because the burden of Substance Use Disorder (SUD) in 

Colorado is increasing. Opioid misuse has been declared a national public health emergency 

and mortality caused by acute drug intoxication (overdose) in Colorado has increased since 

2000 by 170 percent and 300 percent for adults 25 to 34 and 55 to 64, respectively.  

In order to respond to the public health crisis of SUD, greater access to secondary and tertiary 

treatment services is needed. Because access to treatment for SUD is substantially dependent 

on the capacity of community level behavioral health clinicians, the legislature has directed 

the PCO to expand the Colorado Health Service Corps (CHSC) (Section 25-1.5-501 et seq, 

C.R.S.) to include clinician practice incentives for SUD professionals to work in state-

designated HPSAs.

These rules are a necessary prerequisite to the effective distribution of CHSC resources to 

areas of Colorado with the most acute SUD provider shortages. Alternative HPSA models are 

inadequate in describing specific provider shortages for SUD professionals. If state rules are 

not created, available state resources intended to improve access to SUD care may not be 

efficiently targeted or could be reverted to the state treasury. 



STATEMENT OF BASIS AND PURPOSE 

AND SPECIFIC STATUTORY AUTHORITY 

for new rule  

6 CCR 1015-6, State-Designated Health Professional Shortage Area Methodology 

 

Basis and Purpose: 

 

Legislative Background 

 

In 2017, the Opioid and Other Substance Use Disorders Interim Study Committee and Task 

Force met to study the following: 

 

  a review of data and statistics on the scope of the substance use disorder problem in 

Colorado, including trends in rates of substance abuse, treatment admissions, and 

deaths from substance use;  

  an overview of the current prevention, intervention, harm reduction, treatment, and 

recovery resources, including substance abuse prevention outreach and education, 

available to Coloradans, as well as public and private insurance coverage and other 

sources of support for treatment and recovery resources;  

  a review of the availability of medication-assisted treatment and whether pharmacists 

can prescribe those medications through the development of collaborative pharmacy 

practice agreements with physicians;  

  an examination of what other states and countries are doing to address substance use 

disorders, including evidence-based best practices and the use of evidence in 

determining strategies to treat substance use disorders, and best practices on the use 

of prescription drug monitoring programs;  

  identification of the gaps in prevention, intervention, harm reduction, treatment, and 

recovery resources available to Coloradans and hurdles to accessing those resources; 

and  

  identification of possible legislative options to address gaps and hurdles to accessing 

prevention, intervention, harm reduction, treatment, and recovery resources.1 

 

SB 18-024 Implications for Rulemaking 

 

During the 2018 legislative session, Senate Bill 18-024 was recommended by the Opioid and 

Other Substance Use Disorders (SUD) Interim Study Committee. SB 18-024 is one of five 

successful legislative proposals introduced during the 2018 legislative session to specifically 

address the opioid epidemic and SUD in Colorado. SB 18-024 expands the scope of the 

Colorado Health Service Corps (CHSC) loan repayment program to include clinicians and 

facilities that provide treatment for SUD and experience a shortage of health care 

professionals. SB 18-024 also expands loan repayment from licensed health professionals to 

1 Charge and Membership of the Opioid and Other Substance Use Disorders Interim Study 
Committee and Task Force, Colorado Legislative Council (June 28, 2017) 



licensed health professionals and candidates for licensure in professions associated with the 

treatment of SUD. The CHSC improves access to health care by incentivizing clinical practice 

in areas of Colorado determined to have a shortage of health professionals. 

 

In addition to these changes to the CHSC program, SB 18-024 created authority for state-

designation of Health Professional Shortage Areas (HPSA) which will exist in parallel to federal 

HPSA designations. This authority is important because the Department has found that current 

federal methods do not adequately inform state decisions regarding emerging needs for 

improved health care services related to the treatment of SUD. Federal methods do not 

consider the unique systems and professions required to deliver comprehensive SUD care or 

consider the population level indicators of risk for SUD. For example, federal rules only 

measure physicians boarded in psychiatry when evaluating workforce capacity rather than the 

full range of behavioral health professionals and assume a constant rate of need for care 

within a population regardless of age, sex or other demographic factors that correlate with 

SUD risk. 

 

The Department’s Primary Care Office (PCO) requests promulgation of new rules that 

establish the first methodology for State-Designated HPSA for the behavioral health workforce 

engaged in SUD treatment. The shortage designation analysis and process, as described in the 

proposed rule will produce detailed quantitative information regarding local shortages of 

health professionals who provide treatment for SUD. Other rulemaking for primary care, oral 

health, and mental health as authorized by SB 18-024 will follow at a later date. HPSA for SUD 

is prioritized because it is the primary subject of SB 18-024 and rulemaking is necessary for its 

full implementation. Other parts of the existing CHSC program will continue to reply upon 

federal HPSA designation until state HPSA rules are promulgated. 

 

Once the new rule for SUD HPSA is effective, $2,257,412 (appropriated in FY 2018-2019) will 

be distributed in the form of educational loan repayment to clinicians who provide SUD 

treatment services in state-designated HPSA. The CHSC program reduces educational loan 

debt of qualified health professionals in exchange for a minimum three years of clinical 

service in an area of the state determined to have a shortage of providers. CHSC participants 

must agree to provide care to all individuals regardless of ability to pay.  

 

The department anticipates participation in the program will increase over time. The priority 

for the new funds is to support the behavioral health work force (41 three-year loan 

repayment agreements in the average amount of $55,000 anticipated); however, if there is 

insufficient applications, the department is authorized to use these funds for the existing 

CHSC loan repayment program.  

 

The rule will also be used for individuals who will receive a scholarship to complete 

certifications in addictions counseling as established by SB 18-024 (Section 25-1.5-503.5, 

C.R.S.). Approximately $75,000 will be made available for scholarship awards in FY 2018-2019 

(21 scholarships in the average amount of $3,500 anticipated). 



The department intends to return to the Board in December 2018 for permanent rulemaking. 

This will allow the final rule to be effective in time for the March 2019 application cycle. The 

department anticipates that lessons learned from initial implementation of the methodology 

will inform improvements to the rule as this is the first time the department has established a 

state HPSA designation. 

 

Description of the Methodology  

 

Population 

 

The population considered for analysis was all persons who are resident2 in Colorado but not 

part of a group quarter such as a military base or correctional facility. Group quartered 

populations were excluded from analysis because behavioral health services are presumed to 

be provided in closed health care delivery systems that are supported and maintained 

specifically for the quartered population. The cross interaction of behavioral health services 

supply and demand between quartered and unquartered populations within the same service 

area are assumed to be de minimis. 

 

Estimating Demand for SUD Treatment 

 

A table of civilian population estimates in Colorado was created from data downloaded from 

American FactFinder3 (American Community Survey, 2012-2016 5-year estimates, Table 

B21001). The table consisted of civilian noninstitutionalized population totals for each 

Colorado census block group4 broken down by age and sex. 

 

2 Where individuals live and sleep most of the time. The resident population excludes people 

whose usual residence is outside of the United States, such as the military and federal civilian 
personnel living overseas, as well as private U.S. citizens living overseas. 
3 American FactFinder is the United States Census Bureau’s online self-service data tool, which 

supports public query of population, economic, geographic, and housing data. 
4 Census block groups are statistical divisions of census tracts that generally contain between 

600 and 3,000 residents. 



The number of individuals experiencing SUD at the block group level was estimated by 

multiplying the male and female civilian population by age according to the following table. 

 

 

Age Male Female 

18–25  25.7% 12.9% 

26–34 17.6% 8.8% 

35–49 10.4% 5.2% 

50–64 6.1% 3.1% 

65 or older 2.5% 1.3% 

 

 

The SUD multiplier by age and sex was derived from national data from the report “Behavioral 

Health, United States, 2012” page 36 “Table 2. Past year mental illness and substance use 

disorders among adults, by selected characteristics: percentage, United States, 2010–2011 

combined” and, page 44 “Table 5. Past year substance use disorders among adults, by sex: 

percentage, United States, 2010–2011 combined” (Substance Abuse Mental Health Services 

Administration, 2012).  

 

From the estimate of individuals with SUD at the census block group level, an estimated 

treatment encounter demand for community-based services was derived by multiplying the 

total individuals with SUD by eight. The treatment encounter demand multiplier was obtained 

from the National Comorbidity Survey - Replication (NCS-R) report, which defines minimally 

adequate treatment5 for SUD as eight or more visits with any health care or human services 

professional lasting an average of 30 minutes or more.  

 

Estimating Supply of SUD Treatment 

 

A table of behavioral health professionals who are licensed in Colorado and have evidence of 

recent practice within the state was downloaded from the Colorado Health Systems 

5 Minimal adequacy for SUD treatment encounters was determined by evaluating 

recommendations and guidelines from the American Psychiatric Association (APA) and the 
Agency for Healthcare Research and Quality (AHRQ). 



Directory.6 The table consisted of the name, license type, professional discipline, and 

practice location(s) of each behavioral health professional. 

 

Each clinician type in the table was assigned to a benchmark for outpatient provider 

productivity obtained from the United States Department of Veterans Affairs (VA), Mental 

Health Benchmarks By Discipline (Open Minds, 2017). This benchmark rate assumes full-time 

practice in an outpatient public health care system. 

 

 

Behavioral Health Discipline Panel Size Encounters/Year 

Psychiatrist (MD, DO) 513 1827 

Psychologist (Ph.D., Psy.D.) 266 1549 

Social Worker (LCSW) 207 1575 

Individual Therapist (LPC, LAC, LMFT, NP, PA) 275 1740 

Group Therapist (CAC) 967 7736 

 

 

Using the estimates of treatment encounter supply for each clinician type, an aggregate 

treatment encounter supply was created for each census block group. This was accomplished 

by summing the total estimated encounters by clinician for all behavioral health clinicians 

with a practice address in the block group. These encounter rates were applied for test 

purposes only and will be replaced with direct survey data collected from approximately 

25,000 SUD clinicians during the months of July, August and September 2018. 

 

Estimating the Spatial Relationship of Supply and Demand for SUD Treatment 

 

The relationship of demand and supply for SUD treatment encounters was evaluated at the 

service area level. Service area is defined as a discrete geographic area where a 

preponderance of the civilian noninstitutionalized population within the service area could 

reasonably expect to access behavioral health services within the service area, when it is 

adequately resourced. All providers within the service area are presumed to be generally 

accessible and similarly proximate to the residents of the service area. SUD service locations 

6 The Colorado Health Systems Directory is a work product of the PCO, which provides a 

comprehensive database of all licensed clinicians and health care sites in Colorado. The 
database aggregates information from multiple data sources, matches records from those 
sources, standardizes information contained within those sources, and applies a probabilistic 
algorithm to determine current practice information for clinicians at the date of query. 

https://www.openminds.com/market-intelligence/executive-briefings/092613-panel-size-benchmarks/


that lie outside of the service area are assumed to be generally inaccessible by distance for 

the purposes of analysis. 

 

To estimate the availability of treatment resources within each block group, considering the 

demand for and supply of SUD treatment encounters within the service area the Two-step 

Floating Catchment Area (2SFCA) method developed by Wei Luo and Fahui Wang was applied 

(Luo and Wang, 2003). The 2SFCA method was selected because spatial accessibility of 

treatment for SUD is not defined by the boundaries of a block group or any other census or 

political subdivision. This is because most civil boundaries of this type can be easily traversed 

by patients for the purposes of acquiring health services. 

 

The application of the 2SFCA began with representing the population as a travel centroid7 for 

each block group. The boundaries of each catchment area are then calculated by determining 

a 30-minute travel distance from the population centroid (derived from ESRI Street Map data, 

ArcGIS v. 10.4x). Thirty minutes by ordinary road travel was selected because it is the current 

standard for accessible primary care services according to distance as defined in federal 

primary care HPSA rules (Federal Register, Vol 73, No 41, 42 CFR Part 5 and 51c, 2008). Thirty 

minutes travel distance was also the measure used in the original development of the 2SFCA 

method. 

 

Once the catchment area was defined by the 30-minute travel polygon,8 the sum of predicted 

demand for SUD treatment encounters and the sum of predicted supply of SUD treatment 

encounters for each block group within the boundaries of the catchment area was calculated.  

 

7 A travel centroid is the geometric center of a group of points within a geographic shape (e.g., 

Census block group) where the center point generally falls within the shape. 
8 A closed, irregular geometric shape on a map surface that defines equivalent road travel 

distances from a central point within the shape. 



Figure 1: Hypothetical Catchment Area Map with 30-Minute Travel Polygon 

 
 

In the example represented in Figure 1, estimated SUD treatment encounter demand from 

block group 1, 2, 3, 4, and 7 would be summed to estimate total encounter demand in the 

catchment area. Similarly, estimated treatment encounter supply from block group 1, 2, 3, 4, 

and 7 would be summed to estimate total encounter supply in the catchment area. A ratio of 

encounter supply to encounter demand for the catchment area is then derived for each 

census block group.  

 

In the example represented in Figure 2, estimated SUD treatment encounter demand from 

block group 2, 7, 8, 9, and 11 would be summed to estimate total encounter demand in the 

catchment area and the encounter supply from the same block groups would be summed to 

estimate total encounter supply in the catchment area. 

 



Figure 2: Hypothetical Catchment Area Map with 30-Minute Travel Polygon 

 
 

The catchment area definition process and demand supply computation is repeated for each 

block group in the state. As expected under the 2SFCA model, adjacent block groups of 

relatively small geographies tended to create overlapping or “floating” catchment areas. In 

these two hypothetical examples block group 2 and block group 7 are included in both 

hypothetical catchment area constructions. 

 

Calculating the Ratio of Supply and Demand for SUD Treatment and Stratifying Shortage 

 

The ratio of demand to supply was calculated for all 3,532 census block group catchment 

areas in Colorado. The resultant ratio of encounter demand to supply was then binned into 

ten deciles. Those catchment areas where the ratio fell below 8.6 encounters per person with 

SUD is deemed to be a HPSA for SUD treatment.  

 

Limitations 

 

1. Census block group level population estimates have a higher error rate than larger 

census geographies such as census tracts or metropolitan statistical areas. Use of block 

groups improves discrete area analysis but may introduce more error. The overlapping 

nature of the floating catchment area analysis could reduce the overall effect of 

individual block group population error rates. Census tract level analysis will be 

investigated in advance of final rule implementation to evaluate the relative benefits 



of each construction. 

 

2. Individual provider encounter capacity was assigned in this model according to VA 

productivity standards. The clients served by the VA system are only a rough proxy for 

the general population and some providers included in our test analysis may not be 

actively caring for patients (examples include providers who are retired but maintain a 

license, educators, researchers, and administrators). Data collected during the survey 

process being conducted presently, will refine encounter capacity estimates before 

implementation of the model under rule. 

 

3. The minimally adequate treatment benchmark for SUD was reported as eight visits of 

30 minutes or longer. Though the NCS-R reported this rate as derivative of analysis of 

Agency for Health Research and Quality and the American Psychological Association 

sources, its determination was made prior to the enactment of the ACA and the Mental 

Health Parity and Addiction Equity Act (2008). These two changes in federal law 

increased standard minimum coverage for behavioral health care services. It may be 

that the standard of eight visits established a decade ago was somewhat suppressed by 

lack of insurance or inadequate insurance. Total coverage for behavioral health care in 

both private and public plans has improved since 2008, which may have led to changes 

in care acquisition or care referral, causing typical SUD treatment intensity per patient 

to rise.  

 

There may be reason to maintain the standard minimum treatment rate of eight visits 

per episode of SUD in the model even if changes to this recommendation become 

known in the future. This is because the modest standard of eight treatment visits 

results in significant portions of Colorado being deficient in encounter capacity. If a 

higher standard for minimum treatment were applied to the predicted demand 

formula, fewer areas of the state would be determined to have adequate or surplus 

treatment supply. This would effectively reduce the resolution of analysis in 

determining areas of greatest need and thus reduce the value of the tool in identifying 

those areas with the most significant shortages. 

 

4. Burden data applied to the model for substance use disorder does not include rates for 

adolescents between 12 and 18 and are not specific to Colorado. Additional specificity 

in the data may be possible through a data agreement with the Substance Use Mental 

Health Services Administration. The PCO is pursuing this avenue presently. 

 

Application to Colorado Health Service Corps Program 

 

Shortage designation determines which geographic areas of the state experience a shortage of 

health care professional capacity relative to the needs of the population. Independent of this 

rule, the CHSC also assesses individual clinical locations to determine eligibility of 

participation in the CHSC program. Criteria used to determine eligibility include that the 

practice accepts all patients regardless of ability to pay, has an established nondiscrimination 



policy, accepts Medicaid, Medicare, and the Child Health Plan+, and offers treatment services 

for SUD. 

 

Individual clinician participants in the CHSC must apply to the program to participate. 

Clinicians are selected for personal attributes that indicate a higher likelihood of long term 

retention in practice in the shortage area once the service obligation to the state is 

concluded. Attributes of “retainability” include training specific to rural or underserved 

practice, personal commitment to the needs of the underserved, personal experience of 

being underserved, graduation from a Colorado based education program, and ability to 

deliver clinical services in a language other than English. 

 

Emergency Rulemaking Justification: 

 

SB 18-024, Concerning Modifications to the Colorado Health Service Corps Program 

Administered by the Department of Public Health and Environment to Expand the Availability 

of Behavioral Health Providers in Shortage Areas in the State, and, in connection therewith, 

making an appropriation, was signed into law on May 21, 2018.  

 

SB 18-024 directs the Board of Health to promulgate rules to assist communities with 

underserved health care or behavioral health care needs by establishing the state-specific 

methodologies for designating areas experiencing a shortage of health care professionals or 

behavioral health care providers. The state-designated health professional shortage area 

methodology is then used by the Department, with the assistance of the Health Service Corps 

Advisory Council, to provide loan repayment or scholarships in exchange for services by 

qualifying professionals in the state-designated shortage areas.  

 

SB 18-024 is intended to address the opioid epidemic and increasing overdose rates, SB 18-024 

Legislative Declaration (1)(b). SB 18-024 appropriated loan repayment and scholarship funds; 

these funds are to be issued beginning in SFY 018-19. 

 

Emergency rule-making waives the initial Administrative Procedure Act noticing requirements. 

Emergency rulemaking is authorized pursuant to Section 24-4-103(6), C.R.S. This rule is 

necessary for the preservation of public health, safety, or welfare and compliance with the 

requirements of this section would be contrary to the public interest. In addition, the rule is 

imperatively necessary for the department to execute the loan repayment and scholarship 

requirements as directed in state law, Section 25-1.5-503, C.R.S. and Section 25-1.5-503.5, 

C.R.S. 

 

This emergency rule shall become effective on adoption. It will be effective for no more than 

120 days after its adoption unless made permanent through a rulemaking that satisfies the 

Administrative Procedure Act noticing requirements. 

 



Specific Statutory Authority. 

These rules are proposed pursuant to Section 25-1.5-404, C.R.S. and Section 25-1.5-501 et 

seq, C.R.S. 

 
SUPPLEMENTAL QUESTIONS 

 

Is this rulemaking due to a change in state statute? 

   ✓   Yes, the bill number is   SB 18-024  . Rules are        authorized    ✓   required.  

        No 

 

Is this rulemaking due to a federal statutory or regulatory change? 

        Yes  

   ✓   No 

 

Does this rule incorporate materials by reference? 

      Yes    

  ✓  No 

 

Does this rule create or modify fines or fees? 

        Yes  

   ✓   No 

 

Does the proposed rule create (or increase) a state mandate on local government? 

 

  ✓  No. This rule does not require a local government to perform or increase a specific 

activity for which the local government will not be reimbursed. Though the rule does not 

contain a state mandate, the rule may apply to a local government if the local 

government has opted to perform an activity, or local government may be engaged as a 

stakeholder because the rule is important to other local government activities. If it is not 

a mandate because local government will be reimbursed, identify the legislation, 

appropriation and/or funding stream in the Regulatory Analysis. 

 

  



REGULATORY ANALYSIS 

for new rule  

6 CCR 1015-6, State-Designated Health Professional Shortage Area Methodology 

 

 

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. 

 

A. Identify each group of individuals/entities that rely on the rule to maintain their own 

businesses, agencies or operation, and the size of the group: 

 

Implementation of this rule will be the charge of the Department’s Primary Care Office 

(PCO). 

 

Entities that employ clinicians who treat Substance Use Disorder (SUD) may benefit from this 

rule in that their provider recruitment and retention costs will be reduced when clinicians 

receive incentives to practice in State-Designated Health Professional Shortage Areas (HPSA) 

where their agencies are located. In excess of 300 health care sites could conceivably receive 

some direct or indirect benefit of the shortage designation process.  

 

B. Identify each group of individuals/entities interested in the outcomes the rule and 

those identified in #1.A achieve, and if applicable, the size of the group: 

 

Organizations that promote better access to health services for medically underserved 

populations may also benefit from the assessment of need and the promotion of improved 

access for underserved people. Perhaps 15 to 20 organizations and advocacy groups may 

benefit from this rule in this way. Other state and local governments, such as human services 

and criminal justice, would benefit if Colorado is better able to address SUD. 

 

C. Identify each group of individuals/Entities that benefit from, may be harmed by or at-

risk because of the rule, and if applicable, the size of the group:  

 

The burden of SUD in Colorado is higher than the nation as a whole, where an estimated 

358,000 Coloradans had a SUD (Substance Abuse Mental Health Services Administration, 2012). 

Approximately 796,000 Colorado residents disclose that they have used an illicit drug in the 

last month (National Survey on Drug Use and Health, 2017). State trends in illicit substance 

use have consistently paralleled national trends since at least 1999. Colorado’s experience 

with the epidemic indicates that risk of fatal overdose for all illicit drugs is highest among 

those between the ages of 35 and 54. In the current decade, drug overdose mortality 

characterized by age has broadened to the younger age band of 25 to 34 and to the older age 

band of 55 to 64. Between 2000 and 2015, overdose mortality in these two age groups in 

Colorado has increased by 170 percent and 300 percent, respectively. Opioid use is higher in 

men in Colorado, as it is nationally, and men are far more likely than women to die from 

heroin overdose in Colorado. Overdose rates in women have annually increased faster than 

https://www.samhsa.gov/data/sites/default/files/NSDUHsaeTotal2016/NSDUHsaeTotals2016.pdf


with men at 125 percent versus 88 percent, respectively. 

 

Those who are experiencing SUD in Colorado and receive improved access to secondary and 

tertiary treatment service as a result of this rule, will most benefit. Those individuals with 

SUD treatment needs who are uninsured, publicly insured, low income, or geographically 

isolated may benefit most because these classes of persons have the highest barriers to 

receiving adequate SUD treatment services. 

 

No person or class of persons are likely to be harmed by this rule nor will any directly bear 

the costs of this rule. All costs are borne by a specific state appropriation derived from retail 

marijuana tax revenue. 

 

 

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. 

 

A. For those that rely on the rule to maintain their own businesses, agencies or 

operations: 

 

Entities that employ clinicians who treat SUD may experience reduced costs of provider 

recruitment and retention. The magnitude of this effect is not precisely known but could be 

substantial in aggregate. There are no anticipated negative impacts of this proposed rule 

upon these entities. 

 

Anticipated financial impact: 

Anticipated Costs: Anticipated Benefits: 

Description of costs that must be 

incurred.  

 

● None 

 

Description of costs that may be 

incurred.  

 

● None  

 

Description of financial benefit.  

 

Costs associated with recruiting health care professionals 

to underserved Colorado communities can be substantial 

(in excess of $100,000 for certain physician specialties for 

example). Most Colorado Health Service Corps (CHSC) 

clinicians report that loan repayment had a meaningful 

effect on their decision on where to practice (program 

evaluation 2017). Current CHSC employers report that 

loan repayment is an important component of their 

recruitment and retention strategy.  

 

State financed practice incentives that will a result from 

this rule will lower employer retention costs. This is true 

even for those clinicians who do not ultimately receive a 



CHSC award but were motivated to apply for qualified 

employment for the prospect of educational loan 

repayment. 

Cost or cost range.  

$        none            or 

 

___ No data available. 

Savings or range of savings.  

 

If employer recruitment costs are reduced by a 

conservative $5,000 per CHSC applicant for clinician types 

eligible for CHSC, aggregate annual employer savings 

could exceed $1,025,000. These savings are estimated 

according to the following: 

 

 Employers recruit health professionals in advance of 

clinicians’ CHSC application. 

 Recruitment and retention cost savings accrue to 

employers when clinicians choose to work at eligible 

practice sites for the prospect of loan repayment 

benefits, regardless of whether individual clinicians 

receive a CHSC award. 

 The CHSC program typically receives five applications 

for each available award. 

 If 205 CHSC applications are received in year one  

(41 x 5) and employers experience a modest $5,000 per 

applicant reduction in recruitment costs per applicant, 

then aggregate recruitment cost savings per year 

experienced by all employers will be approximately 

$1,025,000 (205 x 5,000). 

Dollar amounts that have not been 

captured and why:  

 

N/A 

Dollar amounts that have not been captured and why:  

 

There are positive secondary economic benefits to health 

systems capacity development in underserved 

communities. For example, multiple non-clinical jobs are 

created when clinicians are added in a given service area. 

Communities also benefit when economic activity related 

to health care spending occurs within their community as 

opposed to adjacent communities where access to care 

may be better.  

 

Local Government Impact: No direct impact. 

 



Statement from SB 18-024 Fiscal Note: N/A 

 

B. For those that are affected by or interested in the outcomes the rule and those 

identified in #1.A achieve. 

 

 Favorable non-economic outcomes: 

 

For individuals that are publicly insured, treatment participation may increase 

thus increasing the demand for public financing of care; however, it is 

anticipated that the these costs will be offset and outweighed by the health 

care costs for individuals that do not address their SUD and experience other 

comorbidities as a result.  

 

SB 18-024 directed that the department coordinate with the Department of 

Health Care Policy and Financing. This has occurred.  

 

The CHSC and this rule may enhance resource allocation and policy attention of 

organizations that promote better access to health services for medically 

underserved populations, nongovernmental organizations that advocate for the 

needs of underserved populations, and support other state agencies and local 

governments.  

 

 Unfavorable non-economic outcomes:  

 

None are anticipated. 

 

Any anticipated financial costs monitored by these individuals/entities? 

 

See above. 

 

Any anticipated financial benefits monitored by these individuals/entities? 

 

See above. 

 

C. For those that benefit from, are harmed by or are at risk because of the rule, the 

services provided by individuals identified in #1.A, and if applicable, the stakeholders or 

partners identified in #1.B.  

 

Describe the favorable or unfavorable outcomes (short-term and long-term), and if 

known, the likelihood of the outcomes: 

 

There are many strategies to improve access to care. This rule and the work of 

the CHSC is one component of a complex social issue and service array. 

Appreciating that individuals may have individual barriers to seeking care and 



health care costs influence our health care costs, this rule contributes to the 

effort by making sure persons experiencing SUD have those services available in 

their community.  

 

As care capacity increases in areas with a health professional shortage, 

morbidity and mortality attributable to or associated with SUD is expected to 

decrease. Clinicians who receive practice incentives resulting from shortage 

analysis under this rule may collectively provide 67,000 treatment encounters 

for SUD in year one. By year three, total encounters for SUD by those who are 

contracted with the program may increase to 201,000 per year. 

 

Financial costs to these individuals/entities:  

 

There are no anticipated financial costs to individuals or entities directedly 

related to the enactment of this rule. 

 

Financial benefits to or cost avoidance for these individuals/entities: 

 

Those who receive better access to treatment for SUD experience lower costs 

for all health care needs and better health outcomes. Treatment for individuals 

experiencing SUD may reduce substance use, improve psychiatric symptoms and 

functioning, decrease acute hospitalizations, increase housing stability, reduce 

justice involvement, and improve quality of life and social function. 

 

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. 

 

Implementation of the rule is expected to generate department costs related to personnel 

and computational services only. Cost estimates are as follows. This rule will not require 

enforcement. 

 

A. Anticipated CDPHE personal services, operating costs or other expenditures specific to 

the SUD HPSA: 

 

Type of Expenditure Year 1 Year 2 

Personnel Time $     33,668 $    28,202 

Data collection, analysis and  systems database $     16,000 $      5,000 

Total $    49,668 $   33,202 

 Expenditures are less than that stated on the fiscal note because this table 

reports only those costs associated with rule implementation. 

 



 

Anticipated CDPHE Revenues: Not Applicable 

 

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

agency: 

 

None at this time. 

 

4. A comparison of the probable costs and benefits of the proposed rule to the 

probable costs and benefits of inaction. 

 

Check mark all that apply: 

   ✓   Inaction is not an option because the statute requires rules be promulgated. 

_ ✓_ The proposed new rules are necessary to comply with federal or state statutory 

mandates, federal or state regulations, and department funding obligations. 

___ The proposed new rules appropriately maintain alignment with other states or 

national standards. 

___ The proposed new rules implement a Regulatory Efficiency Review (rule 

review) result, or improve public and environmental health practice. 

___ The proposed new rules implement stakeholder feedback. 

   ✓ The proposed new rules advance the following CDPHE Strategic Plan priorities: 

 

Goal 1, Implement public health and environmental priorities 

Goal 2, Increase Efficiency, Effectiveness and Elegance 

Goal 3, Improve Employee Engagement 

Goal 4, Promote health equity and environmental justice 

Goal 5, Prepare and respond to emerging issues, and 

comply with statutory mandates and funding obligations 

 

Strategies to support these goals: 

   ✓ Substance Abuse (Goal 1) 

   ✓ Mental Health (Goal 1, 2, 3 and 4) 

___ Obesity (Goal 1) 

___ Immunization (Goal 1) 

___ Air Quality (Goal 1) 

___ Water Quality (Goal 1) 

   ✓ Data collection and dissemination (Goal 1, 2, 3, 4 and 5) 

___ Implements quality improvement or a quality improvement 

project (Goal 1, 2, 3 and 5) 

___ Employee Engagement (career growth, recognition, worksite 



wellness) (Goal 1, 2 and 3) 

   ✓ Incorporate health equity and environmental justice into 

decision-making (Goal 1, 3 and 4) 

   ✓ Establish infrastructure to detect, prepare and respond to 

emerging issues (Goal 1, 2, 3, 4, and 5) 

 

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

for achieving the purpose of the proposed rule. 

 

Rulemaking is the only statutorily allowable method for achieving the purpose of the statute. 

Implementation of this rule is not expected to be intrusive on any affected person or class of 

persons. Costs of implementation are borne by a specific state appropriation to the PCO for 

the purpose of administering state health professional shortage area designation. These 

proposed rules provide the most benefit for the least amount of cost and are the minimum 

necessary to achieve compliance with statute. 

 

6. Alternative Rules or Alternatives to Rulemaking Considered and Why Rejected. 

 

This rule is required by statute, therefore there are no alternatives to 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. 

 

Proposed rules will apply a modified “two-step floating catchment area” method first 

proposed by Luo and Wang in 2003 (Measures of Spatial Accessibility to Health Care in a GIS 

Environment: Synthesis and a Case Study in the Chicago Region. Environment and Planning B: 

Planning and Design, 30, 865-884.) 

 

Instruments that were applied in the test analysis included: 

 

● ArcView GIS®, Version 10.4.1 © 2018 Esri 

● Microsoft® Excel, Version 16.13.1 (180523). © 2018 Microsoft 

● Qualtrics®, subscription data collection software, © 2018 Qualtrics 

● Remark® Office OMR, © 2018 Gravic, Inc. 

 

These instruments may be replaced with similar tools in implementation of the final 

rule and future shortage assessments.  

  

Data sources that inform test determinations of state-designated Substance Use Disorder 

Health Professional Shortage Areas include: 

 

● Colorado Health Systems Directory, Version 2.0. Colorado Department of Public 

Health and Environment 



● Behavioral Health, United States, 2012; page 44 “Table 5. Past year substance 

use disorders among adults, by sex: percentage, United States, 2010–2011 

combined”; row one “Any substance use disorder” 

● National Comorbidity Survey - Replication; Minimally Adequate Treatment for 

Substance Use Disorder 

● United States Census Bureau, American FactFinder; American Community 

Survey, 2012-2016  5-year estimates, Table B21001 

● United States Department of Veterans Affairs, Mental Health Benchmarks By 

Discipline 

● Survey findings of the PCO derived from approximately 25,000 solicited 

responses of licensed behavioral health clinicians in the state of Colorado 

 

These sources may be replaced by better quality analogous data sets as they become 

available in implementation of the final rule and future shortage assessments. 

 



 



 



 



 



 



 



 



 



 



 



 



 



 



 



 



 



 



 



 



 



 

 

Sample Model Results  

State-Designated Substance Use Disorder Health Professional Shortage Areas (SUD-HPSA) 

by Decile in Colorado  

(Center for Health and Environmental Data (CHED), 2018) 

 

These maps are test results of the methodology with available data at the time of analysis. 

The final methodology and data may modify these results in implementation of the rule, 

though differences are not predicted to be substantial. The following are GIS maps that 

represent the number of SUD treatment services encounters available to resident civilian 

males and females ages 18 and above who are experiencing an episode of SUD using the 

methodology communicated in the rule and described in the Statement of Basis and Purpose.  

 

The map reflects the number of SUD treatment services encounters available to residents 

ages 18 and above within each Census Block Group based on the two-step floating catchment 

area methodology, binned by decile. Each decile bin contains 353 census block groups 

(3,532/10). Census block groups that are shaded deep red, red, and orange fall below an 

estimated provider capacity of eight visits per person affected by SUD. These areas of the 

state may receive formal designation as a SUD-HPSA under these proposed rules.  

 

Test model results: Colorado SUD HPSA (CHED, 2018) 

 

 

 



Test model results: Denver metro SUD HPSA detail (CHED, 2018) 

 
 

Test model results: Fort Collins, Greeley, Loveland SUD HPSA detail (CHED, 2018) 

 
  



 

STAKEHOLDER ENGAGEMENT 

for new rule  

6 CCR 1015-6, State-Designated Health Professional Shortage Area Methodology 

 

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: 

 

State Government 

Organization Representative 

Department of Health Care Policy and Financing 

● Compliance & Stakeholder Relations 

 

 

 

 

 

 

 

● Executive Leadership Team 

 

Kimberly Smith, Compliance & 

Stakeholder Relations Unit 

Manager;  

Michelle Miller, Chief Nursing 

Officer, Client & Clinical Care 

Office;  

Melissa Eddleman, Behavioral 

Health Unit Manager 

Department of Human Services: Office of Behavioral 

Health 

Camille Harding, Division 

Director of Community and 

Behavioral Health- Office of 

Behavioral Health; Claudia 

Zundel, Director of Child 

Adolescent and Family Services;  

Janet Steinkamp, OBH-SIM 

Project Manager; Mary 

McMahon, Manager CAC Clinical 

Training Program; Linda Martin, 

State Targeted Response 

Treatment Manager 

Department of Public Health and Environment 

 

● Center for Health and Environmental Data: GIS Unit 

 

 

 

Devon Wilford, Health and 

Geographic Information System 



 

 

● Community Health Division 

○ Office of Emergency Preparedness and Response 

 

 

○ Office of Planning and Partnerships 

 

 

 

● Executive Director's Office 

 

 

 

● Health Facilities Division 

 

 

 

 

● Prevention Services Division 

 

 

○ Children Youth and Families Branch (Maternal and 

Child Health) 

 

 

○ Healthy Connections Branch (School Based Health 

Programs) 

 

 

○ Violence and Injury Prevention Mental Health 

Promotion Branch (Opioid Overdose Prevention 

Program) 

Integration; Ben White, GIS 

Health Analyst 

 

Curt Drennen, Psy.D., Branch 

Supervisor Health and Safety 

Unit;  

Anne-Marie Braga, Director of 

Local Public Health Partnerships 

 

 

Tista Ghosh, MD, Director, 

Public Health Programs and 

Deputy Chief Medical Officer 

 

Randy Kuykendall, Health 

Facilities Division Director 

Kara Johnson-Hufford, Branch 

Chief Health Facility Quality 

Branch 

 

Elizabeth Whitley, Ph.D., 

Prevention Services Division 

Director 

Rachel Hutson, Branch Chief 

Children,  Youth and Families 

Branch 

 

Kristina Green, SBIRT School-

Based Health Center Project 

Coordinator 

 

Lindsey Myers, Branch Chief 

Violence and Injury Prevention- 

Mental Health Promotion 

Branch; Maria Butler, 

Prescription Drug 

Epidemiologist; Allison 

Rosenthal, Prescription Drug 

Overdose Project Evaluator 

Christina Mickle Toxicology 

Reviewer 

Department of Public Safety Peggy Heil, Office of Research 



and Statistics Division of 

Criminal Justice 

Department of Regulatory Agencies 

● Division of Insurance 

 

 

 

 

● Division of License and Registration 

 

Adam Boggess, Interim Director 

Rates and Forms/ Life, Accident 

and Health; Shirley Taylor, 

Rates and Forms/ Life, Accident 

and Health; 

Jo Donlin, Director of 

Regulatory Outreach and 

Education 

Office of the Governor: State Innovation Model Office Barbara Martin, Director, SIM; 

Shilynn Coleman, SIM Workforce 

and Population Health Program 

Manager 

 

Federal Government 

Organization Representative 

Health Resources and Services Administration (Region 8) Kim Patton, Psy.D., Public 

Health Analyst/ Behavioral 

Health Liaison 

 

Substance Abuse Mental Health Services Administration 

(Region 8) 

Charles Smith, Ph.D., Regional 

Administrator Region VIII 

 

Non-governmental Partners 

Organization Representative 

Center for Improving Value in Health Care Jonathan Mathieu, Ph.D., Vice 

President of Research & 

Compliance and Chief 

Economist; Maria de Jesus Diaz, 

Quality Measures Program 

Manager 

Colorado Association of Addiction Professionals Mita Johnson, Ed.D., Member of 

the Board 



Colorado Association of Local Public Health Officials Tracy Anselmo, Executive 

Director 

Colorado Behavioral Health Care Council Moses Gur, Director of Policy 

and Member Engagement; 

Emily Haller, SIM Program 

Coordinator 

Colorado Community Health Network Suzanne Smith, Health Center 

Operations Director; 

Victoria Anderson Senior 

Quality Initiatives Manager 

Colorado Consortium on Prescription Drug Abuse 

Prevention 

Whit Olyer, Strategic Planning 

Coordinator 

Colorado Criminal Justice Reform Coalition Terri Hurst, Policy Coordinator 

Colorado Medical Society Chet Seward, Senior Director, 

Division of Health Care Policy 

Colorado Providers Association Jennifer Miles, Public Affairs 

Consultant, Frontline  

Colorado Psychological Association Jeannie Vanderburg, Public 

Affairs Consultant, Capstone 

Colorado Rural Health Center Michelle Mills, Chief Executive 

Officer 

Mental Health Colorado Moe Keller, Vice President of 

Public Policy and Strategic 

Initiatives 

National Council for Behavioral Health Mindy Klowden, Director 

Training and Technical 

Assistance 

The Steadman Group J.K. Costello, MD, Senior 

Consultant 

University of Denver, Graduate School of Social Work Michael Talamantes, MSW, 

Clinical Associate Professor 

Wellbeing Trust Benjamin Miller, PsyD., Chief 

Strategy Officer 



 

Stakeholder meetings have been ad hoc and one-on-one though the development of 

this request for rulemaking packet. Additional opportunities for stakeholder input will 

occur between the emergency rulemaking and returning to the board for permanent 

rulemaking.  

 

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 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.  

  ✓   Yes.  

 

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.    

 

No major factual or policy issues were encountered during the preparation of 

this Emergency Rulemaking Packet. No local government mandate or impact is 

anticipated. 

 

  



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.  

✓ 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. 

✓ 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. 

 Other: _________________________ 

______________________________ 

 Other: _________________________ 

______________________________ 

 

  



  



  



  



  



  



  



  



  



  



  



  



  



  



  



  



  





DEPARTMENT OF PUBLIC HEALTH AND ENVIRONMENT 1 

Prevention Services Division 2 

STATE-DESIGNATED HEALTH PROFESSIONAL SHORTAGE AREA METHODOLOGY 3 

6 CCR 1015-6 4 

Emergency Rulemaking adopted August 15, 2018; effective August 15, 2018 5 

6 
1.1  Purpose 7 

This rule establishes quantitative methods for determining which areas of Colorado have a 8 

shortage of health care providers and thus, should receive a state designation as a health 9 

professional shortage area. The methodology for substance use disorder designation is based 10 

upon:  11 

1) The estimated demand for substance use disorder service encounters within a12 

population defined by a discrete geographic area;13 

14 

2) The estimated supply of substance use disorder service encounters for the15 

population within a discrete geographic area;16 

17 

3) The determination of whether supply meets demand within a discrete18 

geographic area; and19 

20 

4) The designation of geographic areas as substance use disorder health21 

professional shortage areas where the resultant supply falls short of estimated22 

demand for minimally adequate substance use disorder treatment.23 

24 

1.2  Authority 25 

This regulation is adopted pursuant to the authority in Section 25-1.5-404(1)(a), Colorado 26 

Revised Statutes. 27 

28 

1.3 Definitions 29 

30 

1) “Behavioral Health Care Provider,” pursuant to Section 25-1.5-502(1.3), C.R.S.,31 

means the following providers who provide behavioral health care services32 

within their scope of practice:33 

34 

a) a licensed addiction counselor (LAC),35 

b) a certified addiction counselor (CAC),36 

c) a licensed professional counselor (LPC),37 

d) a licensed clinical social worker (LCSW),38 

e) a licensed marriage and family therapist (LMFT),39 

f) a licensed psychologist (Ph.D. or Psy.D.),40 

g) a licensed physician assistant (PA) with specific training in substance41 

use disorder,42 

h) an advanced practice nurse (APN) with specific training in substance use43 

disorder, pain management, or psychiatric nursing, or44 



i) a physician with specific board certification or training in addiction 45 

medicine, pain management, or psychiatry. 46 

 47 

2) “Behavioral Health Care Services,” pursuant to Section 25-1.5-502(1.5), C.R.S., 48 

means services for the prevention, diagnosis, and treatment of, and the 49 

recovery from, mental health and substance use disorders. 50 

 51 

3) “Capacity” means the typical volume of health service encounters a health 52 

care professional can produce within the scope of his or her practice and 53 

scheduled clinical hours.  54 

 55 

4) “Catchment Area” means a discrete geographic area where a preponderance of 56 

the civilian noninstitutionalized population within the service area could 57 

reasonably expect to access behavioral health services within the service area 58 

without excessive travel, when it is adequately resourced. 59 

 60 

5) “Census Block Group” means a statistical division of a census tract defined by 61 

the United States Census Bureau. 62 

 63 

6) “Civilian Noninstitutionalized Population” are all people who live and sleep 64 

most of the time within the boundaries of a geographic area but are not housed 65 

in a group quarter such as a correctional institution, juvenile facility, military 66 

installation, or dormitory. 67 

 68 

7) “Colorado Health Systems Directory” means the clinician data system 69 

administered the Colorado Department of Public Health and Environment’s 70 

Primary Care Office (section 25-1.5-403, C.R.S.) which provides a 71 

comprehensive database of all licensed clinicians and health care sites in 72 

Colorado. 73 

 74 

8) “Encounter” means an instance of direct provider to patient interaction with 75 

the primary purpose of diagnosing, evaluating or treating a patient’s substance 76 

use disorder. 77 

 78 

9) “Minimally Adequate Treatment” means the minimum necessary health care 79 

service visits for diagnosis, treatment or recovery needed to address a specific 80 

or general medical or behavioral health care service need. 81 

 82 

10) “Prevalence” means the proportion of a population who has substance use 83 

disorder at some point within the previous year. 84 

 85 

11) “Polygon” means a closed, irregular geometric shape on a map surface that 86 

defines equivalent road travel distances from a central point within the shape. 87 

 88 



12) “Population Centroid” means the geometric center of a group of population 89 

points within a geographic shape (e.g., census block group). 90 

 91 

13) "State-Designated Health Professional Shortage Area,” pursuant to Section 25-92 

1.5-402(11) and Section 25-1.5-502(13), C.R.S., means an area of the state 93 

designated by the Primary Care Office in accordance with state-specific 94 

methodologies established by the State Board by rule pursuant to Section 25-95 

1.5-404 (1)(a), C.R.S., as experiencing a shortage of health care professionals 96 

or behavioral health care providers. 97 

 98 

14) “State Designated Substance Use Disorder Health Professional Shortage Area” 99 

means a State-Designated Health Professional Shortage Area experiencing a 100 

shortage of behavioral health care providers providing behavioral health care 101 

services for substance use disorder. 102 

 103 

15) “Substance Use Disorder” means mild, moderate, or severe recurrent use of 104 

drugs and/or alcohol that causes clinically and functionally significant 105 

impairment of individuals. Impairment may include health concerns, disability, 106 

risky behavior, social impairment, and failure to perform significant 107 

responsibilities at work, school, or with family. The diagnosis may be applied to 108 

the abuse of one or more of ten separate classes of drugs including alcohol, 109 

caffeine, cannabis, hallucinogens, inhalants, opioids, sedatives, stimulants, 110 

tobacco, and other substances. The dependent use of tobacco and caffeine are 111 

not a primary focus of this rule. 112 

 113 

1.4 Substance Use Disorder Health Professional Shortage Area Determination Method 114 

 115 

1) Catchment areas are created for analysis of behavioral health care provider 116 

capacity by determining equivalent standard road travel distances from the 117 

population centroid of each census block group in Colorado. 118 

 119 

2) The population of each catchment area is the civilian noninstitutionalized 120 

population according to the most recent available data from United State Census 121 

Bureau at the time of analysis. 122 

 123 

3) The estimated burden of substance use disorder within each catchment area is 124 

determined by multiplying the civilian noninstitutionalized population in the 125 

catchment area (section 1.4(2)) by substance use disorder prevalence according to 126 

age and sex. Substance use disorder prevalence is determined using the most 127 

recent available data from the National Survey on Drug Use and Health 128 

administered by the U.S. Department of Health and Human Services, Substance Use 129 

and Mental Health Services Administration. 130 

 131 

4) The estimated behavioral health services demand for substance use disorder in 132 



each catchment area is determined by multiplying the estimated burden of 133 

substance use disorder (section 1.4(3)) by the number of minimally adequate 134 

treatments as reported in the National Comorbidity Survey – Replication 135 

administered by the U.S. Department of Health and Human Services, Substance Use 136 

and Mental Health Services Administration. 137 

 138 

5) The estimated substance use disorder services supply in each catchment area is 139 

determined by evaluating a list of behavioral health care providers with a practice 140 

address within the catchment area and the behavioral health care providers’ 141 

encounter productivity. The list of behavioral health care providers is derived from 142 

the most recent available data reported in the Colorado Health Systems Directory 143 

administered by the Colorado Department of Public Health and Environment’s 144 

Primary Care Office. Each behavioral health care provider is assigned a behavioral 145 

health service 12 month productivity rate. The sum of encounter productivity for 146 

all practicing behavioral health care providers in the catchment area is the total 147 

estimated substance use disorder services supply in the catchment area. 148 

 149 

6) Designation of a census block group as a State Designated Substance Use Disorder 150 

Health Professional Shortage Area occurs when the supply of behavioral health 151 

service encounters falls below the per capita demand for minimally adequate 152 

treatment for those who experience substance use disorder within the catchment 153 

area. 154 

 155 

7) Current designation status of each region of the state will be posted at least 156 

annually on or about July 1 on a publicly accessible website.  157 

 158 

1.5 Data Sources 159 

 160 

1) If current data from the sources cited above are unavailable, the department 161 

may rely upon a comparable data sources. 162 

 163 

2) To the extent available, reliable and practicable, the department will rely 164 

upon data collected within one year prior to analysis. 165 

 166 

3) Behavioral health care providers practice characteristics data may be derived 167 

from direct survey methods, claims analysis, peer reviewed and validated 168 

workforce research tools, and statistical methods. 169 

 170 

1.6 Review 171 

Shortage designation status will be reviewed in 2018 and at least every three years 172 

thereafter. More frequent review may be performed where data is available and analytical 173 

resources are available. Designation status of each area will remain effective for 36 months 174 

from the date of publication or when replaced by a more recent analysis. 175 




