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The Colorado Health Institute (CHI) offers HealthWords 
to help navigate the many terms and acronyms that 
are part of Colorado’s health care discussions. These 
definitions come from CHI staff, the Kaiser Family 
Foundation and the Colorado Department of Health 
Care Policy and Financing. 

For additional copies, please contact Kathy Helm at 
720.382.7070 or helmk@coloradohealthinstitute.org.



A
ACA (Affordable Care Act). (See Patient 
Protection and Affordable Care Act)

Access. The ability to obtain needed 
medical care. Access to care often is affected 
by the availability of insurance, the cost of 
the care and the geographic location of 
providers.

Accountable Care Collaborative (ACC). 
Colorado’s new Medicaid program intended 
to improve enrollees’ health while reducing 
health care spending by rewarding positive 
health outcomes rather than a high volume 
of service. The ACC predates the ACA and is 
a central part of Medicaid reform. The three 
building blocks of the ACC are: Regional 
Care Collaborative Organizations (RCCOs) 
that help coordinate care; Primary Care 
Medical Providers (PCMPs) that serve as 
medical homes; and a Statewide Data and 
Analytics Contractor (SDAC), which provides 
data and metrics. Services are provided 
through a fee-for-service model with per 



member per month (PMPM) payments for 
care coordination. 

Accountable Care Organization (ACO).  
A relatively new health care delivery model 
being tested in Colorado and across the 
country in Medicare and the private market. 
An ACO is comprised of networks of provid-
ers that coordinate the health care of their 
patients. An ACO requires providers to work 
together toward the goal of improving the 
quality of care and reducing health care 
costs. ACOs that save money while meeting 
quality targets would keep a portion of the 
resulting savings.

Actuarial Value. A measure of the average 
value of benefits in a health insurance plan. 
Actuarial value is calculated as the percent-
age of benefit costs a health insurance plan 
expects to pay for a standard population, 
using standard assumptions and taking into 
account cost-sharing provisions. Placing an 
average value on health plan benefits al-
lows different health plans to be compared. 
The value only includes expected benefit 



costs paid by the plan and not premium 
costs paid by the enrollee. It also represents 
an average for a population and would not 
necessarily reflect an individual’s actual 
cost-sharing experience.

Acute Care. Medical care provided in 
response to an immediate illness or a 
serious injury related to an accident or other 
form of trauma. Treatment is typically short 
term or episodic. 

Activities of Daily Living (ADLs). Basic 
tasks individuals perform in the course 
of everyday life, such as eating, bathing, 
dressing, toileting and transferring from a 
bed to a chair. 

Adults without Dependent Children 
(AwDC). Adults who do not have a 
dependent child. The acronym is often used 
in discussions about Medicaid expansion. 
The Colorado Health Care Affordability Act 
(HB09-1293) expands Medicaid eligibility 
to the AwDC population at or below 100 
percent of the federal poverty level. This 



expansion is being phased in; as of fall 2012, 
Colorado Medicaid had only expanded to 
include AwDCs at or below 10 percent of 
the federal poverty level with an enrollment 
cap of 10,000 individuals. 

Adverse Selection. People with a higher 
than average need for health care services  
or are at greater risk of illness are more 
likely than healthier people to seek health 
insurance. Health coverage providers strive 
to maintain risk pools of people whose 
health, on average, is the same as that of 
the general population. Adverse selection 
results when the less healthy people 
disproportionately enroll in a risk pool.

All-Payer Claims Database (APCD). The 
APCD is a secure database that will include 
insurance claims data from commercial 
health plans, Medicare and Medicaid in 
Colorado. It was created with the passage 
of House Bill 10-1330. Currently, the APCD is 
managed by the Center for Improving Value 
in Health Care (CIVHC).



Ambulatory Care. Medical care provided 
on an outpatient basis to patients who visit 
a health care facility and depart after treat-
ment on the same day. Ambulatory care is 
often provided in doctors’ offices, clinics and 
hospital emergency departments.

Amendment 35. The 2004 voter-approved 
amendment to the Colorado Constitution 
to expand access to health care and funding 
for prevention programs by increasing the 
sales tax on tobacco products. The Colorado 
General Assembly may declare a fiscal emer-
gency and give the governor permission to 
use the tax funds for other health-related 
expenses contained in the state budget. The 
General Assembly passed a fiscal emergen-
cy resolution for FY 2009-10 through  
FY 2011-12. No such declaration was made 
for FY 2012-13.

American Recovery and Reinvestment 
Act (ARRA). Federal legislation signed into 
law in February 2009 intended to provide 
a stimulus to the U.S. economy in the wake 
of the recession. In the health care sector, 



ARRA funds were included for an enhanced 
federal Medicaid match for states, COBRA 
premium subsidies for laid-off workers, 
major expansion of health information 
technology and electronic medical records, 
comparative effectiveness research, expan-
sion of safety net clinic capacity and health 
professions workforce training, including 
student loan repayment programs. 

Attribution. The Accountable Care 
Collaborative’s process for matching 
Medicaid enrollees with primary care 
medical providers while preserving existing 
relationships between enrollees and 
primary care providers. 

B
Beacon. A program to demonstrate how 
health IT investments and “meaningful use” 
of electronic health records (EHR) advance 
the vision of patient-centered care, while 
achieving the three-part aim of better 
health, better care and lower cost. The U.S. 
Department of Health and Human Services 



Office of the National Coordinator for Health 
IT is providing $250 million over three years 
to 17 selected communities in the United 
States through the Beacon Community 
Cooperative Agreement Program. These 
communities have already made inroads 
in the development of secure, private and 
accurate systems of EHR adoption and 
health information exchange. The Colorado 
Beacon Consortium includes four Western 
Colorado-based organizations.

Benefit Package (or simply “Benefits”). 
Medical and other related services that 
are included in an insurance plan such 
as hospitalizations, office visits and 
prescription drug coverage. 

Block Grant. A federal lump-sum payment 
to a regional government (mostly states) 
to implement designated programs with 
relatively few provisions as to the way the 
money is spent. Medicaid block grants are 
often proposed as an approach to reduce 
Medicaid spending and allow states greater 
flexibility in implementing the Medicaid 



program. Block grants are an alternative to 
the current matching agreement between 
the federal government and states. 

Bundled Payment. A payment model that 
provides a single payment to a provider, or a 
group of providers, for all health care servic-
es associated with a defined episode of care. 
The episode may be for a specific condition 
(diabetes), event (heart attack) or medical 
procedure (hip replacement). Most episodes 
of care have a reasonably well-defined 
beginning and end, but for management 
of chronic conditions, episodes are defined 
as all condition-related services in a certain 
period of time (for example, 12 months). 
Payment bundles can be adjusted to reflect 
the risk or severity of patients’ conditions. 

Business Group of One. Defined by the 
Colorado Department of Regulatory Agen-
cies (DORA) Division of Insurance (DOI) as 
both the sole employee of an employer and 
a self-employed individual who works 24 
hours per week on a regular basis; who has 
carried on significant business activities for 



at least one year before applying for cover-
age; and who has either generated taxable 
income from his or her business or derived 
a substantial part of his or her income from 
the business. In Colorado, business groups 
of one are eligible to buy health insurance 
through the small employer market.  

C
Capitation. A contractual arrangement 
between a purchaser (employer or the 
state) and a health plan in which the 
health plan agrees to provide a specified 
range of services to enrollees for a negoti-
ated prospective per member per month 
(PMPM) payment as opposed to paying on 
a fee-for-service basis for individual services 
provided. Under a fully capitated payment 
contract, the health plan is at financial risk 
for the cost of any services provided beyond 
the PMPM payment received for each mem-
ber. In most fully capitated health plans, a 
risk adjustment tool is used to adjust the 
PMPM for members with known extraordi-
nary health care needs. 



Carve-out. A set of Medicaid services 
(for example, substance abuse or mental 
health) exempted from the capitation rate 
set for managed care plans. Also, certain 
populations, such as the aged, blind or 
people with disabilities, may be “carved out” 
from mandatory Medicaid managed care 
plan enrollment. 

Case (Care) Management. A process used 
by public and private health insurers and 
providers to manage the care of high-cost, 
high-need individuals. Care is coordinated 
by a case manager to ensure that needs 
identified through a functional assessment 
are in alignment with authorized supportive 
services. 

Categorically Eligible. Classes of 
individuals eligible for the Medicaid 
program based on specific categories, 
including but not limited to very low-
income parents, children ages 0-18 in 
low-income families, pregnant women, 
low-income seniors and individuals with 
disabilities. 



Care Coordination. While there is no 
standard definition, most care coordina-
tion efforts target high risk patients with 
complex medical and social supports 
needs. For example, care coordination may 
facilitate communication between health 
care providers, assist patients with creat-
ing self-directed and patient-centered care 
plans, and provide education and self-care 
techniques. 

Centers for Medicare & Medicaid Services 
(CMS). The U.S. Department of Health and 
Human Services agency responsible for the 
federal administration of Medicaid, Medi-
care and the Children’s Health Insurance 
Program. (The Colorado Medical Society 
also uses “CMS” as its acronym of choice.) 

Children’s Health Insurance Program 
(CHIP). The Children’s Health Insurance Pro-
gram (CHIP), formerly the State Children’s 
Health Insurance Program (SCHIP), created 
by the Balanced Budget Act of 1997 to help 
states insure low-income children who are 
ineligible for Medicaid but whose families 



cannot afford private insurance.  States 
receive an enhanced federal match (greater 
than Colorado’s Medicaid match) to provide 
this coverage. The ACA extended the fund-
ing of the federal CHIP program through 
2015 and requires participating states to 
maintain current CHIP income eligibility 
levels through 2019.

Child Health Plan Plus (CHP+). The name 
of Colorado’s Children’s Health Insurance 
Program. CHP+ provides coverage to chil-
dren and pregnant women with incomes up 
to 250 percent of the federal poverty level.

Chronic Care Management. The  
coordination of both health care and 
support services to improve the health of 
patients with chronic conditions, such as 
diabetes and asthma. These programs focus 
on evidence-based interventions and rely 
on patient education to improve patients’ 
self-management skills. The goals of these 
programs are to improve the quality of 
health care provided to these patients and 
to reduce costs.



COBRA (Consolidated Omnibus Budget 
Reconciliation Act). 1986 federal legislation 
containing certain health benefit provisions 
that amend ERISA, the IRS code and the 
Public Health Service Act to enable qualified 
individuals who lose their job to maintain 
the group coverage in which they were 
enrolled for an additional 18 months after 
leaving employment. COBRA applies to 
firms with more than 20 employees. Quali-
fied individuals, who can include retirees, 
spouses, former spouses and dependent 
children, are required to pay the full amount 
of the standard premium of the plan in 
which they were enrolled while employed. 
The American Recovery and Reinvestment 
Act of 2009 provided for premium reduc-
tions and additional election opportuni-
ties for health benefits under COBRA for a 
limited amount of time. 

Co-insurance. A method of cost-sharing  
in health insurance plans in which the  
plan member is required to pay a defined 
percentage of his or her medical costs after 
the deductible has been met.



Colorado Benefits Management System 
(CBMS). An integrated system for determin-
ing eligibility and calculating benefits for 
state-supervised assistance programs such 
as Medicaid, food stamps and Temporary 
Assistance for Needy Families (TANF). In Feb-
ruary 2012, Colorado’s governor outlined 
the technical challenges facing the system 
and proposed a series of technical solutions 
to mitigate ongoing issues. 

Colorado Department of Health Care 
Policy and Financing (HCPF). The state 
agency that administers the Medicaid 
and CHP+ programs as well as a variety of 
other programs for Colorado’s low-income 
individuals, the elderly and people with 
disabilities. 

Colorado Department of Human Services 
(DHS). The state agency that administers a 
broad range of social services in Colorado, 
including behavioral health programs, 
services for people with developmental 
disabilities, adults and seniors, and the coor-
dination of early childhood programs.



Colorado Department of Public Health 
and Environment (CDPHE). The state 
agency responsible for administering a 
broad range of public health functions for 
the state, including air and water quality, 
hazardous waste management, childhood 
immunization programs and chronic  
disease management programs, among 
others. This department also regulates 
health facilities. 

Colorado Department of Regulatory 
Agencies (DORA). The state agency that 
oversees Colorado’s businesses and  
provides consumer protection services. It 
houses the state’s health professions licens-
ing boards and the Division of Insurance, 
which regulates health, auto and property 
insurance companies statewide. 

Colorado Health Access Survey (CHAS).  
A follow-up survey to the 2008-2009 Colo-
rado Household Survey that is being admin-
istered every other year starting in 2011 by 
The Colorado Trust. The survey consists of a 
random sample telephone survey of more 



than 10,000 households across the state, 
asking Coloradans about their health insur-
ance coverage and access to care. 

Colorado Health Benefit Exchange  
(COHBE). A Colorado health insurance mar-
ketplace created by the state legislature in 
2011 (SB11-200). (Also see Health Insurance 
Exchange)

Colorado Health Care Affordability Act 
(HB09-1293). A 2009 state law assessing a 
fee on hospitals that generates matching 
federal funds. These additional funds are 
used to provide higher reimbursements 
to hospitals for Medicaid and Colorado 
Indigent Care Program (CICP) patients and 
enabled expansion of CHP+ and Medicaid 
coverage. (Also see Colorado Health Care 
Affordability Act Expansion Populations) 

Colorado Health Care Affordability Act 
Expansion Populations. Those populations 
eligible for Medicaid as a result of passage 
of the Colorado Health Care Affordability 
Act. In 2010, CHP+ coverage was expanded 



to children and pregnant women up to 250 
percent of the federal poverty level (FPL) 
and parents of dependent children with in-
comes up to 100 percent of FPL. Previously 
ineligible disabled individuals are able to 
“buy in” to Medicaid. Although the legisla-
tion extended eligibility to adults without 
dependent children (AwDC) with incomes 
up to 100 percent of FPL, current enrollment 
is capped at 10,000 AwDC with incomes up 
to 10 percent of FPL. 

Colorado Household Survey. A 10,000-per-
son telephone survey conducted in late 
2008 and early 2009 of Colorado house-
holds that focused on health insurance 
coverage, access to physical and oral health 
care, out-of-pocket health care costs and af-
fordability of care. The Colorado Household 
Survey became the Colorado Health Access 
Survey in 2011.

Colorado Indigent Care Program (CICP). 
A state-administered program that provides 
partial reimbursement to some health care 
providers who provide a significant amount 



of health care to the state’s uninsured popu-
lations with incomes up to 250 percent of 
the federal poverty level. 

Colorado Regional Health Information 
Organization (CORHIO). A nonprofit 
organization in Colorado that supports the 
improvement of the health of Coloradans 
through the use of health information 
technology. CORHIO serves consumers, 
employers, doctors, hospitals, nursing 
homes, pharmacies, home health agencies, 
health plans and local health information 
exchanges. It also provides collaboration/
convening services to communities and 
offers secure and confidential technical 
services where needed.

Community-Centered Board (CCB). A 
private, nonprofit organization designated 
in statute as the single entry point into the 
long-term services and supports system for 
persons with developmental disabilities.

Community-Funded Safety Net Clinic 
(CSNC). Safety net clinics that provide 



primary care and chronic care to uninsured, 
underinsured and low-income Coloradans. 
CSNCs include family medicine residency 
clinics, community clinics, free and charita-
ble clinics. Unlike Federally Qualified Health 
Centers, CSNCs do not receive enhanced 
Medicaid or Medicare reimbursement or 
federal funding. These clinics rely primarily 
on grants, patient revenue and donations.

Community Health Assessment. A tool 
used to describe the health of a community 
by looking at who lives there, their health 
status, how the physical environment 
affects residents’ health, what members of 
the community want and need, and what 
resources are available. 

Community Health Centers (CHCs). Feder-
ally designated and funded nonprofit health 
clinics that provide comprehensive primary 
care services regardless of patients’ ability 
to pay. Also known as Federally Qualified 
Health Centers (FQHCs), these clinics receive 
cost-based reimbursement for Medicare 
and Medicaid patients and must use a 



sliding-fee schedule. Colorado has 15 CHCs 
which provide physical health care as well as 
some dental and mental health services. 

Community Rating (Pure and Modified). 
A method for actuarially determining health 
insurance premiums based on the average 
health care use and costs of a population. 
Pure community rating is a rate calculated 
on an entire population regardless of its 
health status, age, gender or geographic lo-
cation. Modified community rating permits 
insurers to consider certain demographic 
factors in calculating rates such as age, gen-
der and geography, but not health status or 
claims history. 

Comparative Effectiveness Research. A 
field of research that analyzes the impact of 
different options for treating a given condi-
tion in a particular group of patients. These 
analyses may focus only on the medical risks 
and benefits of each treatment or also may 
consider the costs and benefits of particular 
treatment options.



Comprehensive Primary Care Initiative 
(CPCI). A multi-payer initiative fostering 
collaboration between public and private 
health care payers to strengthen primary 
care. Medicare will work with commercial 
and state health insurance plans and offer 
bonus payments to primary care doc-
tors who better coordinate care for their 
patients. Colorado, one of seven regions 
nationally that is participating in CPCI, has 
73 primary care practices, 335 providers, 
nine payers and about 41,000 Medicare 
beneficiaries involved. 

Consumer Assessment of Healthcare 
Providers and Systems (CAHPS). A survey 
developed by the Agency for Healthcare 
Research and Quality that asks patients 
about their satisfaction with their health 
care experiences. The Colorado Department 
of Health Care Policy and Financing cur-
rently administers the CAHPS to a portion of 
Medicaid and CHP+ enrollees on an annual 
basis



Consumer-driven Health Care. An 
insurance model that combines a high-
deductible health insurance plan with a 
tax-preferred health savings account which 
enrollees may use to pay for routine health 
care expenses up to a certain amount, usu-
ally around $2,000 per year for an individual 
policy. The theory behind the consumer-
driven health insurance model is that when 
individuals are more directly responsible 
for the cost of routine health care they will 
be more prudent purchasers and consume 
only what they need to stay healthy. 

Consumer-Directed Attendant Support-
ive Services (CDASS). A Medicaid optional 
benefit that allows long-term care consum-
ers to hire and supervise their personal 
care attendants who deliver a defined set 
of personal care services. CDASS allows 
enrollees to directly purchase and manage 
the services they need. 

Continuous Eligibility. When a person’s 
eligibility for a particular program does not 
need to be re-determined for a specified 



period of time (such as a year, instead of 
monthly). The Colorado Health Care Afford-
ability Act (HB09-1293) included continuous 
eligibility for children in Medicaid, guaran-
teeing 12-month enrollment for children 
ages 18 and under, but this change has not 
yet been implemented. Colorado’s CHP+ 
program does have continuous eligibility, so 
children in this program only need to be re-
determined for eligibility every 12 months. 

Co-payment. (See Cost-sharing)

Cost Containment. A set of strategies 
aimed at controlling the level or rate of 
growth of health care costs. These measures 
focus on reducing overutilization of health 
services, addressing provider reimburse-
ment issues, eliminating waste and increas-
ing efficiency in the health care system.

Cost-sharing. The portion of health care 
expenses that falls to an insured individual 
for payment, usually taking the form of a co-
payment (the amount an insured individual 
has to pay for a service such as an office 



visit or a prescription) and a deductible (the 
dollar amount that must be paid before 
insurance coverage begins). 

Cost-shifting. Altering the premium 
charged to one segment of the insured 
population, e.g., individuals with employer-
sponsored coverage, to make up the differ-
ence between the actual costs of providing 
care and the amount reimbursed by public 
programs such as Medicare and Medicaid. 
This term also applies to the practice used 
by health care providers (such as hospitals) 
to cover the costs of uncompensated care 
provided to uninsured patients by passing 
these costs on to insured patients in the 
form of higher charges. 

Countercyclical. A phenomenon in which 
a decline in the economy results in an 
increase in the demand for services. For 
example, Medicaid is countercyclical.  Enroll-
ment in the program increases when the 
economy is in decline, i.e., when unemploy-
ment increases, more individuals qualify for 
Medicaid. As enrollment in Medicaid grows, 



program costs also rise.

CoverColorado. (See High-risk Pool) 

Crowd Out. The case in which a new or 
expanded public health insurance program 
designed to extend coverage to a previously 
uninsured population prompts otherwise 
eligible privately insured individuals to drop 
their private coverage to take advantage of 
the public option. 

Current Population Survey (CPS). An 
annual survey of approximately 4,500 
Colorado households conducted by the 
U.S. Census Bureau for the Bureau of Labor 
Statistics. Because the CPS is conducted in 
all 50 states, health insurance status as well 
as other indicators can be compared.

D
Deductible. A feature of health plans in 
which consumers are responsible for health 
care costs up to a specified dollar amount. 
After the deductible has been paid, the 



health insurance plan begins to pay for 
health care services. 

Deficit Reduction Act (DRA) of 2005. 
Federal legislation that, among other 
provisions, requires pregnant women and 
parents who apply for Medicaid coverage 
on behalf of themselves and their children 
to submit original or notarized forms docu-
menting citizenship; it also requires that 
photo identification be provided at the time 
of application. 

Defined Benefit. The most common model 
for employer-sponsored health insurance, 
in which the insurance plan offered includes 
a certain set of benefits. While the benefits 
covered are known, the cost to the em-
ployer will vary year to year depending on a 
number of factors, including use of medical 
services. 

Defined Contribution. Model for purchas-
ing health insurance in which a health insur-
ance sponsor, such as an employer, pays a 
specific amount toward the cost of private 



health insurance for each enrollee, and then 
each individual is able to select and pur-
chase health insurance using that tax-free, 
fixed-dollar contribution. This model allows 
employers to contain their health insurance 
costs and is becoming more common. 

Disease Management. Ongoing manage-
ment of chronic disease through an integra-
tive, patient-centered, multi-disciplinary 
care model. Disease management programs 
are designed to manage costs by engaging 
patients in managing their own disease as 
well as reducing the fragmentation of care 
that often happens when patients are see-
ing multiple providers. 

Disproportionate Share Hospital (DSH) 
Program. A federally funded program 
enacted in 1981 that provides enhanced 
Medicaid funding to hospitals that serve a 
significant number of low-income Medicaid 
and uninsured patients. In Colorado, the 
DSH program is a major source of funding 
for the CICP program. 



Dual Eligible. A low-income aged, blind 
or disabled Medicare beneficiary who also 
qualifies for the Medicaid program. Chal-
lenges regarding coordination between the 
two programs can impact an individual’s 
care and ultimately increase health care 
costs. 

Durable Medical Equipment (DME). Medi-
cal equipment provided to individuals with 
functional limitations or recovering from a 
hospital event. Examples include modified 
shower equipment, walkers, wheelchairs 
and hospital beds. 

E
Early and Periodic Screening, Diagno-
sis and Treatment Program (EPSDT). A 
mandatory benefits package available to all 
children, adolescents and pregnant women 
under age 21 enrolled in the state’s Medic-
aid program that is designed to ensure ac-
cess to early and comprehensive preventive 
health care and appropriate treatment. The 
state must provide these benefits under the 



terms set forth by the Centers for Medicare 
& Medicaid Services. 

Electronic Medical Record (EMR). An 
individual medical and treatment record 
that has been digitized and stored 
electronically by a provider. An electronic 
health record (EHR) is a broader set of 
individual health information that can be 
shared among providers.

Emergency Medical Services (EMS). 
Services provided by “first responders” 
(ambulances, fire and police departments) 
in response to an emergency situation 
caused by an accident, natural disaster or 
terrorist act. 

Emergency Medical Treatment and Active 
Labor Act (EMTALA). Federal legislation 
passed as part of the Omnibus Budget 
Reconciliation Act of 1986 that requires hos-
pitals and ambulance services to stabilize or 
provide immediate medical care to anyone 
needing emergency treatment regardless of 
citizenship, legal status or the ability to pay. 



Employer Health Care Tax Credit. An 
incentive mechanism created by the ACA 
designed to encourage employers, usually 
small employers, to offer health insurance 
to their employees. The tax credit enables 
employers to deduct an amount, usually a 
percentage of the contribution they make 
toward their employees’ premiums, from 
the federal taxes they owe. These tax credits 
are typically refundable so they are available 
to nonprofit organizations that do not pay 
federal taxes.

Employer Mandate. A means of increasing 
health insurance coverage by requiring em-
ployers of a certain size (usually 50 or more 
employees) to provide health insurance 
to their employees or pay a penalty (often 
referred to as “pay or play”). 

Employer-sponsored Insurance (ESI). 
Health insurance coverage provided by 
an employer. ESI can be solely paid for by 
an employer or provided with premium 
cost-sharing between the employer and 
employee. 



Entitlement Program. Federal programs, 
such as Medicare and Medicaid, provide 
benefits for people who meet eligibility 
criteria. Changes to eligibility criteria and 
benefits require legislation. The federal 
government is required to spend the funds 
necessary to provide benefits for individuals 
in these programs, unlike discretionary pro-
grams for which spending is set by Congress 
through the appropriations process. Enroll-
ment in these programs cannot be capped, 
and neither states nor the federal govern-
ment may establish waiting lists.

ERISA (Employment Retirement Income 
Security Act). Federal legislation passed 
in 1974 that contains a number of health 
benefit provisions, including the setting of 
minimum standards for voluntarily estab-
lished private health insurance plans. ERISA 
prevents states from regulating self-insured 
health plans offered by employers, provid-
ing latitude in the benefits self-insured 
employers can offer to their employees. 



Essential Community Providers (ECPs). 
The health care providers that have dem-
onstrated a commitment to, and historically 
served, medically needy or medically indi-
gent populations. These groups also make 
up a significant portion of the ECPs’ patient 
population. Functioning as a sole commu-
nity provider, an ECP serves medically indi-
gent patients within its medical capability, 
waives charges or charges for services on 
a sliding scale based on income, and does 
not restrict access or services because of a 
person’s financial limitations. In Colorado, 
the Department of Health Care Policy and 
Finance (HCPF) designates ECPs.

Essential Health Benefits. A standard set of 
benefits to be provided by small group and 
individual insurance plans sold both on and 
off of the state health insurance exchanges, 
in accordance with the ACA , beginning in 
2014. 

Evidence-based Medicine. The use of 
clinical evidence about treatment methods 
in medical decision-making related to 



individual patient care. The use of practice 
protocols developed through clinical 
research is a good example of how evidence-
based medicine gets translated and diffused 
into medical practice. 

Experience Rating. A method of setting 
premiums for health insurance policies 
based on the claims history of an individual 
or group.

F
Federal Employee Health Benefits Pro-
gram (FEHBP). A program that provides 
health insurance to employees of the U.S. 
federal government. Federal employees 
choose from a menu of fee-for-service, point-
of-service option and health maintenance 
organization plans (HMOs). More than 170 
plans are offered: a combination of national 
plans, agency-specific plans and more than 
150 HMOs serving only specific geographic 
regions. The various plans compete for 
enrollment as employees can compare the 
costs, benefits and features of different plans.



Federal Medical Assistance Percentage 
(FMAP). The statutory term for the federal 
Medicaid matching rate, i.e., the share of the 
costs of Medicaid services or administration 
that the federal government bears. In the 
case of covered services, FMAP varies from 
50 to 74 percent, depending on a state’s 
per-capita income. For FY 2012, the FMAP in 
Colorado was 50 percent.

Federal Poverty Level (FPL). Annually 
updated guidelines established by the U.S. 
Department of Health and Human Services 
to determine eligibility for various federal 
and state programs. In 2012, the FPL for a 
family of four was $23,050. 

Federally Qualified Health Centers 
(FQHCs). (See “Community Health Centers”)

Fee-for-service (FFS). A method of paying 
providers for health care delivered in which 
an insurer pays a physician or hospital for 
part or all of the cost of a service according 
to a pre-determined fee schedule. 



G
Gain-sharing. Financial rewards to health 
care providers who reduce health care 
spending below the expected cost of treat-
ing a patient. Quality metrics are typically 
used to ensure care quality is not dimin-
ished. This is also called “shared savings.”

GettingUSCovered. (See High-risk Pool)

Global Payments. A payment model in 
which providers are prospectively compen-
sated for all or most of the care that their 
patients may require over a contract period, 
such as a month or a year. This is sometimes 
referred to as population-based payments, 
risk-based capitation or comprehensive 
care payments. Like capitation, global pay-
ment represents a fixed dollar payment per 
patient to a provider for care. But global 
payments also include incentives, such as 
quality bonuses, to discourage under-treat-
ment and to maintain or improve patient 
access to services.



Group Health Insurance. Health insurance 
that is offered to a group of people, such 
as employees of a company. The majority 
of Americans have group health insurance 
through their employer or their spouse’s 
employer.

Guaranteed Issue. Health insurance cover-
age guaranteed for anyone regardless of 
health status, occupation, age or gender. 
Guaranteed issue is required in Colorado’s 
small group market (2-50 employees) and 
business groups of one, but is not required 
in the individual market. The ACA includes 
guaranteed issue for everyone in 2014. 

H
Habilitative Services. Medical services that 
focus on helping people gain new skills or 
functions. For example, speech therapy for 
a child who is not talking at the expected 
age is a habilitative service. This is different 
from rehabilitative services, which focus on 
relearning existing skills or function – for 
example, re-learning to speak after a stroke. 



Both rehabilitative and habilitative services 
are essential health benefits, as defined in 
the Affordable Care Act.

HEAL (Healthy Eating, Active Living). 
A prevention-driven approach to health, 
supporting policies and environmental 
changes that promote healthy eating and 
active living in neighborhoods, schools and 
workplaces.  

Health Care Cooperative (CO-OP). A 
nonprofit, member-run health insurance 
organization governed by a board of direc-
tors elected by its members. Co-ops provide 
insurance coverage for individuals and small 
businesses and can operate at state, regional 
and national levels. The Colorado Health 
Insurance CO-OP, the first health care co-op 
in the state, launched in July 2012 and will 
begin providing coverage January 1, 2014. 

Health Informatics. The intersection of 
information science, computer science 
and health care. It deals with the resources, 
devices and methods required to optimize 



the acquisitions, storage, retrieval and use of 
information in health care systems and de-
livery. Health informatics tools include not 
only computers but also clinical guidelines, 
formal medical terminologies, and informa-
tion and communications systems.

Health Information Technology (HIT). The 
automation of health information for the 
purpose of sharing clinical and demograph-
ic information at the patient and provider 
levels with the goal of improving health 
and health care quality. The policy goal of 
HIT is to automate health information at the 
patient level to reduce redundancies in test-
ing and other diagnostic procedures, and 
eliminate medical errors and the fragmenta-
tion of patient-level information. 

Health Insurance Exchange. An entity 
that provides transparent marketplace and 
consumer education to assist individuals in 
gaining access to health insurance, premi-
um assistance tax credits and cost-sharing 
support. The Affordable Care Act provides 
funding for states that establish exchanges. 



It also requires that residents of each state 
have access to a health insurance exchange 
that meets federal standards. States have 
the option of creating exchanges them-
selves or using an exchange created by the 
federal government. (Also see Colorado 
Health Benefit Exchange)    

Health Maintenance Organization (HMO). 
A comprehensive health insurance plan that 
provides a coordinated array of preventive 
and treatment services for a fixed pay-
ment per member per month (PMPM), also 
known as a capitation payment. HMOs pro-
vide services through a fixed panel of health 
care providers that can either be employees 
of the HMO or provide care under contract. 
Enrollees receive services regardless of 
whether the cost of those services exceeds 
the negotiated PMPM. 

Health Reimbursement Account (HRA). 
A tax-exempt account that can be used to 
pay for current or future qualified health ex-
penses. HRAs are established benefit plans 
funded solely by employer contributions, 



with no limits on the amount an employer 
can contribute. HRAs often are paired with a 
high-deductible health plan, but that is not 
a requirement.

Health Savings Account (HSA). A tax-
sheltered account funded by an employee 
and/or employer into which pre-tax dollars 
are deposited for the purpose of paying for 
qualified medical expenses. Under current 
federal law, employees must be enrolled in 
a high-deductible health plan to establish 
an HSA. 

High-deductible Health Plan. A health 
insurance plan that requires the payment of 
a specified amount before the insurer be-
gins reimbursing for services provided. The 
deductible is paid by the enrollee, either 
out of pocket or through a Health Savings 
Account, a flexible spending account or a 
Section 125 cafeteria plan. 

High-risk Pool (CoverColorado and 
GettingUSCovered). A health insurance 
program designed to provide coverage to 



individuals who have been excluded from 
the individual insurance market because of 
a pre-existing medical condition and who 
are not eligible for public coverage. Cover-
Colorado is Colorado’s subsidized high-risk 
pool for Coloradans who have a pre-existing 
condition and meet certain other criteria.  
GettingUSCovered is a federally initiated 
high-risk pool that provides subsidized 
coverage to Coloradans with a pre-existing 
condition who have been uninsured for six 
months or more. 

HIPAA (Health Insurance Portability and 
Accountability Act). Passed by Congress 
in 1996 to provide various health insurance 
coverage and patient privacy protections. 
The privacy rules were established to pro-
tect patients through the strict enforcement 
of confidentiality of medical records and 
other health information provided to health 
plans, doctors, hospitals and other health 
care providers. Rules to implement HIPAA 
were developed by the U.S. Department of 
Health and Human Services. (Also see Porta-
bility of Coverage)



Home and Community-based Services 
(HCBS) Waiver. Long-term support services 
funded by Medicaid and provided in a 
home or community setting with the goal 
of meeting the health, functional and 
behavioral health needs of low-income 
seniors and disabled individuals who 
otherwise would be eligible for placement 
in a facility, such as a nursing home. 

I
Indemnity Insurance. Insurance purchased 
by individuals and employers that is 
based on a fee-for-service reimbursement 
schedule. Indemnity insurance policies 
assume the insurer will pay a certain 
percentage of charges, usually 80 percent, 
with a 20 percent co-payment paid by the 
insured. Indemnity plans provide more 
provider choice than preferred provider 
organizations (PPOs) or HMOs. 

Individual Insurance Market. A health 
insurance market with products available 
for purchase by individuals without the 



involvement of an employer sponsor. Unlike 
insurance sold in the small group market, 
insurers in Colorado can deny individual 
coverage based on an individual’s health 
status. 

Individual Mandate. A means of increasing 
health insurance coverage that requires 
all individuals, with few exceptions, to 
purchase health insurance or pay a tax 
penalty. The policy goal is to increase health 
insurance coverage and is predicated on the 
availability of affordable plans.

 L
Lifetime Benefit Maximum. A cap on the 
amount of money insurers will pay toward 
the cost of health care services over the 
lifetime of the insurance policy. The ACA 
prohibits most from imposing lifetime 
limits on the dollar value of essential health 
benefits.

Long-term Services and Supports (LTSS 
or Long-term Care – LTC). Health care, 



personal assistance and other supportive 
services provided to individuals who have 
significant functional limitations and are 
unable to care for themselves without 
assistance. Long-term services and supports 
are provided in institutions, the home and 
other community-based settings. Medicaid 
is the largest payer of these services 
followed by Medicare.  

M
Managed Care. A health delivery system 
that seeks to control access to and 
utilization of health care services both to 
limit health care costs and to improve the 
quality of care. Managed care arrangements 
typically rely on primary care physicians to 
act as “gatekeepers” and manage the care 
their patients receive. 

Mandatory Benefits. Certain benefits, such 
as mental health and substance abuse treat-
ment, and preventive health services, that 
state-licensed health insurers are required 
to cover in their plans. The number and type 



of these mandatory benefits vary across 
states.

Meaningful Use. Refers to the standards 
for electronic health records, with the 
goal of lowering health care spending 
and improving the efficiency, quality and 
safety of medical care delivered. Under the 
federal Health Information Technology for 
Economic and Clinical Health (HITECH) Act, 
providers that adopt “meaningful use” in 
their practices between 2011 and 2015 are 
eligible for enhanced Medicaid and Medi-
care payments. 

Medicaid. Title 19 of the Social Security Act, 
passed in 1965, which established a state-
federal partnership to provide health care 
coverage to low-income children, parents, 
pregnant women, seniors and individuals 
with disabilities. As of September 2012, 
about 650,000 Coloradans were enrolled in 
the program. Medicaid in Colorado com-
plies with all federal minimum requirements 
for services and covered eligible groups and 
also authorizes some optional services and 



eligibility categories beyond those man-
dated by federal law. 

Medicaid Management Information Sys-
tem (MMIS). A system to which Medicaid 
providers submit claims for reimbursement 
of services .The Colorado Department of 
Health Care Policy and Financing is currently 
conducting a procurement process to re-
place its MMIS with a service delivery model 
with improved flexibility, efficiency, and ac-
cess to data and comprehensive reporting.

Medicaid Waivers. Authority granted by 
the Secretary of Health and Human Services 
to allow a state to continue receiving federal 
Medicaid matching funds even though 
it is no longer in compliance with certain 
requirements of the Medicaid statute. States 
can use waivers to implement home- and 
community-based services programs, and 
managed care, and to expand coverage to 
such populations as adults without de-
pendent children, who are not otherwise 
eligible for Medicaid.



Medical Home. A regular source of medical 
care that is continuous and comprehensive 
in its approach. The goal of medical homes 
is to promote wellness, prevention and early 
intervention for health care problems and 
health care management in patients with 
a chronic disease. SB 130, which passed in 
the 2007 legislative session, established 
state policy that all children enrolled in the 
Medicaid program in Colorado should have 
access to a medical home to ensure contin-
uous access to preventive, developmental 
and acute care services. 

Medical Loss Ratio. The percentage of pre-
mium dollars an insurance company spends 
on medical care, as opposed to administra-
tive costs or profits. Under the ACA, health 
plans in the large group market that spend 
less than 85 percent of premiums on clinical 
services, and plans in the individual and 
small group markets that spend less than 80 
percent of premiums on clinical services are 
required to provide a rebate  to enrollees.



Medical Services Premium. The term used 
by the Colorado Department of Health Care 
Policy and Financing to represent payments 
made on behalf of Medicaid enrollees in 
Colorado for the physical health services 
they receive from authorized Medicaid 
providers. 

Medical Underwriting. The use of medi-
cal or health status information in setting 
health insurance premiums. In Colorado, 
medical underwriting is not permitted in 
the small group insurance market but can 
be used to set rates for individual health 
policies. 

Medically Needy. An optional eligibility 
category under the Medicaid program that 
establishes eligibility for low-income indi-
viduals who are over the income eligibility 
threshold in a state but who have extraor-
dinary medical expenses that can be used 
to “spend down” into Medicaid eligibility. 
Colorado is one of a minority of states that 
does not have a Medically Needy program. 



Medicare. Title 18 of the Social Security Act, 
passed in 1965, which created an entitle-
ment to health care coverage for individuals 
age 65 and older as well as eligible indi-
viduals with permanent and significant 
disabilities. Medicare Part A covers inpatient 
hospital care, some skilled nursing facility 
care and hospice care. Part B covers physi-
cian care, diagnostic X-rays, laboratory 
tests and durable medical equipment. Part 
C, originally Medicare + Choice and now 
Medicare Advantage, allows private insurers 
to offer a Medicare plan. Part D, the most 
recent addition to the Medicare program, 
offers a subsidized prescription drug benefit 
to Medicare beneficiaries. 

Medicare Supplemental Insurance  
(Medigap). Health insurance sold by private 
insurance companies to fill some of the 
payment and benefit “gaps” in Medicare 
coverage. 

Minimum Creditable Coverage. The 
minimum level of benefits that must be 
included in a health insurance plan for an in-



dividual to be considered insured. Minimum 
creditable coverage standards have been 
established in Massachusetts as part of that 
state’s health reform law.

N
Non-group Market. (See Individual Insur-
ance Market)

O
Out-of-network Providers. Health care 
providers who are not employed by or 
under contract with a managed care plan 
or specified preferred provider organization 
(PPO) network. Health plan enrollees gener-
ally pay additional cost-sharing for using 
out-of-network providers. 

Out-of-pocket Costs. Health care costs, 
such as deductibles, co-payments and co-
insurance, that are not covered by insur-
ance. Out-of-pocket costs typically do not 
include premium costs.



Out-of-pocket Maximum. A yearly cap on 
the amount of money individuals are re-
quired to pay out-of-pocket for health care 
costs, excluding the premium cost.

Outpatient. A patient who visits a hospi-
tal, clinic or other care facility and receives 
services not requiring an overnight hospital 
admission. “Outpatient services” is often 
used synonymously for ambulatory care.

P
Parity. Covering two conditions equiva-
lently. The Mental Health Parity and Addic-
tion Equity Act of 2008 states that care for 
psychological conditions must be covered 
equivalently with care for physical illnesses.

Passive Enrollment. A voluntary process 
of enrollment, initiated by proactively 
enrolling clients in a specific program and 
allowing them to opt out of that program. 
It includes the selection of clients appropri-
ate for enrollment, notification of clients 
selected for enrollment and choice counsel-



ing to assist clients in making a decision 
regarding enrollment. 

Patient-Centered Medical Home.  
A specific medical home model with joint 
principles developed by several national 
physician associations.

Patient Protection and Affordable Care 
Act (ACA). Signed into federal law in 
March 2010, the ACA includes numerous 
health-related provisions ranging from the 
individual mandate to creating state-based 
health insurance exchanges to establishing 
guaranteed issue. Many of the provisions 
of the ACA are already in effect, with others 
going into effect in 2014 and after. 

Pay or Play. (See Employer Mandate) 

Payment Bundling. (see Bundled Payment)

Per Member Per Month (PMPM). The 
capitated payment method that makes a 
fixed payment per enrollee each month 
for services, regardless of actual number or 
nature of services provided.



Pharmacy Benefit Managers (PBMs). 
Companies that manage the drug benefit 
coverage offered by employer-sponsored 
insurance. 

Portability of Coverage. HIPAA-established 
rules allowing people to obtain coverage 
as they move from job to job or in and out 
of employment. Individuals changing jobs 
are guaranteed coverage with the new 
employer without a waiting period. In ad-
dition, insurers must waive any pre-existing 
condition exclusions for individuals who 
were previously covered within a specified 
time period.

Pre-existing Condition. A medical 
condition developed prior to an individual’s 
enrolling in or purchasing a health 
insurance policy, which may be used to 
deny coverage in some instances, such as in 
Colorado’s individual insurance market. 

Preferred Drug List (PDL). A list of pre-
scription drugs covered by a particular 
health plan or public program that has been 



selected for the drugs’ efficacy, safety and 
cost-effectiveness. Ideally, the list is based 
on documented scientific evidence.

Preferred Provider Organization (PPO). 
A defined benefit health insurance plan in 
which health care providers agree to pro-
vide services to members at a negotiated 
price (usually a discounted fee). 

Premium. Amount paid to an insurance 
company for providing health care cover-
age to an individual for specified benefits 
contained in a contract between an insurer 
and a purchaser.  

Premium Subsidy. Publicly financed assis-
tance available to help certain low-income 
individuals and families purchase an afford-
able health insurance policy. The subsidy is 
usually calculated based on a sliding scale 
according to income. 

Presumptive Eligibility. A Medicaid and 
CHP+ program providing immediate 
temporary medical coverage for certain cat-



egorically eligible individuals while a final 
eligibility determination is made. In Colo-
rado, pregnant women, children under the 
age of 19 and women applying to the breast 
and cervical cancer Medicaid program 
qualify for presumptive eligibility. 

Preventive Care. Health care that empha-
sizes the early detection and treatment 
of diseases. The focus on prevention is in-
tended to keep people healthier for longer, 
resulting in reduced health care costs.

Primary Care. Medical care provided by 
physicians and other health professionals, 
such as advanced practice nurses, physician 
assistants and certified nurse midwives, who 
are licensed to provide preventive, early 
intervention and continuous care for basic 
health care services. Primary care is ongo-
ing and can involve the establishment of a 
medical home for individuals at all stages of 
the life course from pregnancy and child-
birth through old age. Primary care includes 
pediatrics; general, internal and family 
medicine; and obstetrics and gynecology. 



Primary Care Medical Provider (PCMP). 
A Medicaid client’s chosen, usual source of 
care if he/she is enrolled in the Colorado De-
partment of Health Care Policy and Financ-
ing’s Accountable Care Collaborative. The 
PCMP also coordinates specialist care for 
his/her clients. The PCMP is accountable to 
his/her regional care collaborative organiza-
tion and communicate with the statewide 
data and analytics organization.

Primary Care Physician Program (PCPP). 
Colorado Medicaid’s existing Primary Care 
Case Management Program. The Account-
able Care Collaborative (ACC) builds on 
this program and creates a hybrid model 
that adds characteristics of an Accountable 
Care Organization to the Primary Care Case 
Management system of care. 

PROMETHEUS (Provider Payment Reform 
for Outcomes, Margins, Evidence Trans-
parency, Hassle Reduction, Excellence, 
Understandability and Sustainability). A 
pilot program testing the cost and quality 
impacts of bundled payments from com-



mercial payers to health care providers for 
six chronic conditions: asthma, chronic 
obstructive pulmonary disease, coronary 
artery disease, diabetes, gastroesophageal 
reflux disease and hypertension. Adminis-
tered by the Colorado Business Group on 
Health, the pilot is being tested in Alamosa, 
Boulder and Colorado Springs. (See Bundled 
Payment)

Provider Payment Rates. The total pay-
ment a provider, hospital or community 
health center receives when it provides 
medical services to a patient. Providers are 
compensated for patient care using a set of 
defined rates based on illness category and 
the type of service administered.

Public Health Improvement Plan. A plan 
to improve the health of a community 
based on the findings of a community 
health assessment. Under Colorado’s Public 
Health Act (SB08-194), local public health 
agencies are required to conduct a com-
munity health assessment and create a 
public health improvement plan every five 



years. These local plans inform a state public 
health improvement plan, which is also 
required every five years. 

Purchasing Pool. A group of purchasers, 
such as small firms and individuals, who join 
together to leverage their bargaining power 
when purchasing health insurance. Purchas-
ing pools have the advantage of spreading 
risk across a greater number of individuals. 

Q
Qualified Medicare Beneficiary (QMB). 
One of several eligibility categories the 
Medicaid program uses to assist low-income 
Medicare beneficiaries (at or below 100 
percent of the federal poverty level) in 
paying for all or some of Medicare’s cost-
sharing amounts. Specifically, Medicaid pays 
the Medicare Part A monthly premiums 
(when applicable), Medicare Part B monthly 
premiums, and the annual deductible and 
coinsurance amounts for services covered 
under both Parts A and B of Medicare. 



R
Regional Care Collaborative Organiza-
tion (RCCO). An organization that is part of 
the Colorado Department of Health Care 
Policy and Financing’s Accountable Care 
Collaborative, responsible for coordinating 
communication between primary medi-
cal care providers and Medicaid enrollees.  
There are seven RCCOs representing regions 
throughout Colorado. 

Reinsurance. Insurance for insurance 
companies in which a third-party insurer, 
sometimes the state, assumes responsibil-
ity for high-cost, low-frequency claims. This 
lowers the average risk and results in lower 
premiums for an insured group. 

Retail Clinic. Health clinics usually located 
in a shopping mall or discount store, such 
as Walmart, that provide a limited range of 
primary care services on a fee-for-service 
basis. Services usually are provided by nurse 
practitioners or physician assistants. 



Risk Adjustment. A process by which per 
member per month payments made to a 
health plan are adjusted to compensate for 
spending that is expected to be higher than 
average depending on the health status 
of its enrollees. Risk adjustment tools have 
been designed to discourage health plans 
from avoiding the enrollment of less healthy 
individuals, particularly in the Medicaid 
program. 

Rural Health Clinic. A clinic certified by the 
Centers for Medicare & Medicaid Services 
to receive cost-based reimbursement 
for Medicare and Medicaid patients in 
order to improve access to primary care in 
underserved rural areas. 

S
Safety Net. A largely nonprofit and 
public array of providers, including 
community clinics, school-based health 
centers, hospitals and others that provide 
health care for low-income, uninsured 
and underinsured Coloradans and those 



enrolled in publicly funded health care 
programs such as Medicaid and CHP+. 

School-based Health Centers (SBHCs). 
Health clinics housed in schools that receive 
federal, state and local funds in addition to 
patient revenues and in-kind contributions 
to provide primary health care services in 
K-12 schools with a high concentration of 
low-income children. Some SBHCs also pro-
vide dental and behavioral health services. 

Statewide Data and Analytics Contractor 
(SDAC). One of the three building blocks 
of Colorado Medicaid’s Accountable Care 
Collaborative (ACC). The SDAC collects and 
manages ACC data from across the state, 
creating a repository for metrics based on 
Medicaid claims. It has built and maintains a 
Web portal for use by stakeholders, includ-
ing HCPF, providers and RCCOs. The portal 
provides data and analysis to better align 
provider payments with health outcomes 
and to identify interventions designed to 
improve the health of Medicaid clients. Treo 
Solutions is the contractor for this project.



Section 125 Plan. Plan allowing employ-
ees to receive specified benefits, including 
health benefits, on a pre-tax basis. These 
benefits are allowed if the insurance is pro-
vided by the employer or purchased directly 
in the individual market.

Section 330 of the Public Health Service 
Act. Provides federal grants to migrant and 
community health centers, Health Care for 
the Homeless programs and Public Housing 
Primary Care Programs to serve low-income, 
uninsured, underinsured, Medicaid and 
other vulnerable populations. 

Self-insured or Self-funded Employers. 
Employers that set aside funds to pay for 
the health care costs of employees and their 
dependents. A self-insured/self-funded em-
ployer assumes financial responsibility for 
the health care costs of its enrolled employ-
ees and dependents based on a defined 
benefit plan. Self-funded health insurance is 
not regulated by states’ insurance commis-
sioners, but by federal legislation known as 
ERISA. A self-funded employer may use the 



services of a third-party administrator, often 
an insurance company, to administer the 
benefit plan. 

Sequestration. Term adapted by Congress 
to describe automatic spending cuts agreed 
upon in the Budget Control Act of July 2011. 
These automatic spending cuts, known as 
“the sequester,” would go into effect in Janu-
ary 2013 if Congress fails to reach agree-
ment by the end of 2012 on ways to reduce 
the deficit. The automatic cuts add up to 
more than $1 trillion over nine years. Budget 
cuts in the sequester would be wide-
reaching, significantly reducing spending 
on many programs, including Medicare pay-
ments to providers, defense and nutrition 
assistance for women and children, among 
others. Medicaid and Social Security are 
exempt from sequestration.

Shared Savings. (See Gain-sharing)

SHOP Exchange (Small Business Health 
Options Program). Part of the Colorado 



Health Benefits Exchange, Colorado’s 
version of the state health insurance 
exchanges created through the ACA, 
specifically designed for small businesses. 
The SHOP Exchange will operate outside of 
the individual market exchange. 

State Innovation Model (SIM) Initiative. 
A competitive funding opportunity cre-
ated by the federal Centers for Medicare & 
Medicaid Services (CMS) Innovation Center 
for states to partner with private insurers 
to design and test new models of payment 
and health care delivery to improve quality 
and lower costs. Colorado’s proposal, the 
Colorado SHIFT (Statewide Health Innova-
tions Fostering Transformation), develops 
statewide infrastructure to integrate care for 
individuals with co-occurring physical and 
behavioral health issues. 

Single Entry Point (SEP). A community 
agency that determines functional eligibility 
for Medicaid’s community-based long-term 
care programs, provides care planning and 
case management for clients in these pro-



grams, and makes referrals to other resourc-
es. SEP agencies serve clients by county of 
residence.

Single-payer System. The term used 
to describe a health insurance financing 
system in which one entity – public (state 
agency) or private (an insurance company) – 
is responsible for collecting health insur-
ance premiums and negotiating rates paid 
to providers for a defined benefit package 
available to all covered individuals. 

Sliding-fee Schedule. Discounted prices 
charged for health care services provided 
to low-income, uninsured patients, usually 
based on family size and household income. 

Small Group Market. The insurance 
market for products sold to firms with one 
to 50 employees in Colorado. The state’s 
small-group market includes qualified self-
employed individuals or sole proprietors 
who meet the criteria of the Business 
Group of One designation specified in state 
regulations. 



Social Security Disability Insurance 
(SSDI). Federal cash payments to individu-
als who have worked for a specified number 
of quarters and paid into the Social Security 
Trust Fund through payroll taxes. These in-
dividuals have a disability severe enough to 
keep them from working in any regular pay-
ing job for at least 12 consecutive months. 

Specified Low-income Medicare Benefi-
ciary (SLMB). One of several Medicaid eli-
gibility categories for which Medicaid pays 
the Part B premium for low-income (below 
120 percent of the federal poverty level) 
Medicare beneficiaries who are otherwise 
not eligible for Medicaid coverage. 

Stop-loss Insurance. An insurance policy 
designed to protect self-insured employ-
ers from unpredictable and/or catastrophic 
losses. These policies pay claims after the 
employer has paid a predetermined amount 
in claims. 

Supplemental Security Income (SSI). A 
federally funded cash assistance program 



designed to help low-income seniors, blind 
and disabled individuals who have little or 
no income to purchase goods and services 
to meet their basic needs of food, cloth-
ing and shelter. Once eligible for SSI, these 
low-income individuals are also eligible for 
Medicaid coverage. 

T
TABOR (Taxpayer’s Bill of Rights) Amend-
ment. Constitutional amendment passed 
in 1992 by Colorado voters to restrain the 
growth of all levels of government (state, lo-
cal, city, county, school and special districts) 
by limiting annual revenue increases to 
the prior year’s revenue limit plus popula-
tion growth and inflation. TABOR requires 
that any state or local tax increase must be 
approved by voters of the affected level of 
government. 

Tax Credit. An amount that a person or 
family can subtract from the amount of in-
come tax they owe. If a tax credit is refund-
able, the taxpayer can receive a payment 



from the government to the extent that 
the amount of the credit is greater than the 
amount of tax they would otherwise owe.

Tax Deduction. An amount that a person 
or family can subtract from their adjusted 
gross income when calculating the amount 
of tax that they owe. Generally, people who 
itemize their deductions can deduct the 
portion of their medical expenses, including 
health insurance premiums, that exceeds 
7.5 percent of their adjusted gross income.

Tax Preference for Employer-sponsored 
Insurance. Provision under the current tax 
code that allows the amount that employ-
ers contribute to health benefits to be 
excluded, without limit, from most workers’ 
taxable income. Contributions made by em-
ployees toward the premium cost for health 
insurance are also made on a tax-free basis. 
In contrast, individuals who do not receive 
health insurance through an employer may 
only deduct the amount of their total health 
care expenses that exceeds a certain per-
centage of their adjusted gross income. 



Triple Aim. Three goals that serve as the 
foundation for many health reform efforts. 
The three aims are: 1) improving the health 
of populations,  2) improving the individual 
experience of care, and  3) reducing the 
per-capita cost of health care. The Triple 
Aim framework was first developed by the 
Institute for Healthcare Improvement.

U
Uncompensated Care. Services provided 
by health care providers for which no 
payment is received from the patient or a 
third-party payer. Uncompensated care can 
result in accumulated bad debt for provid-
ers or may be counted toward a nonprofit 
hospital’s annual charity care obligation 
under rules established by the Internal 
Revenue Service. 

Underinsured. Individuals and families 
with public or private insurance that does 
not cover all necessary health care services, 
resulting in out-of-pocket expenses that 
may affect their ability to pay for or gain 



access to health care. 

Uninsured. People who lack public or pri-
vate health insurance coverage. 

Universal Coverage. A system that pro-
vides health coverage to all Americans 
regardless of financial or health status. 

W
Wellness Benefits. A set of benefits covered 
by a health insurance plan that promotes 
behaviors that improve health status. For 
example, such plans may reward plan en-
rollees, through reductions in co-payments 
and deductibles, who participate in physical 
exercise, stress reduction, smoking cessa-
tion, nutrition education and/or weight loss 
programs.  
 
 
 
 



Y
Young Adult Health Plan. Health plans de-
signed to meet the needs of young adults. 
These plans tend to offer lower premiums 
in exchange for high deductibles and/or 
limited benefit packages.

Young Invincibles. Young adults (gener-
ally ages 19-29) who choose to forgo health 
insurance because of their perceived “in-
vincibility,” that is, they don’t feel they need 
it. This may be because they are relatively 
healthy and don’t anticipate needing health 
care, or that they’re more willing to take the 
risk of not having coverage. Alternatively, 
they may feel that the high cost of purchas-
ing insurance isn’t worth the expense.  

NOTE: Definitions are both taken from Kaiser 
Family Foundation and written by CHI staff. 



Acronyms
ACA. Affordable Care Act (short for the 
Patient Protection and Affordable Care Act)

ACC. Accountable Care Collaborative

ACO. Accountable Care Organization

ACS. American Community Survey

APCD. All-Payer Claims Database 

ARRA. American Recovery and 
Reinvestment Act 

AwDC. Adults without Dependent Children

CAHPS. Consumer Assessment of 
Healthcare Providers and Systems

CBMS. Colorado Benefits Management 
System

CDASS. Consumer-Directed Attendant 
Supportive Services

CDPHE. Colorado Department of Public 
Health and Environment



CHAS. Colorado Health Access Survey 

CHC. Community Health Center

CHIP. Children’s Health Insurance Program

CHP+. Child Health Plan Plus

CICP. Colorado Indigent Care Program 

CIVHC. Center for Improving Value in Health 
Care

CMS. Centers for Medicare and Medicaid 
Services OR Colorado Medical Society 

COBRA. Consolidated Omnibus Budget 
Reconciliation Act

COHBE. Colorado Health Benefit Exchange

CORHIO. Colorado Regional Health 
Information Organization 

CPCI. Comprehensive Primary Care Initiative

CPS. Current Population Survey

DHS. Colorado Department of Human 
Services 



DME. Durable Medical Equipment

DOI. Division of Insurance

DORA. Colorado Department of Regulatory 
Agencies

DSH. Disproportionate Share Hospital 
Program

EHR. Electronic Health Record

EMR. Electronic Medical Record 

EMTALA. Emergency Medical Treatment 
and Active Labor Act

EPSDT. Early and Periodic Screening, 
Diagnosis and Treatment Program

ERISA. Employment Retirement Income 
Security Act

ESI. Employer Sponsored Insurance

FFS. Fee for Service

FMAP. Federal Medical Assistance 
Percentage 



FQHC. Federally Qualified Health Center

FPL. Federal Poverty Level 

HCBS. Home and Community-based 
Services

HCPF. Colorado Department of Health Care 
Policy and Financing 

HEAL. Healthy Eating, Active Living

HIPAA. Health Insurance Portability and 
Accountability Act

HIT. Health Information Technology

HMO. Health Maintenance Organization

HRA. Health Reimbursement Account

HSA. Health Savings Account

HCBS. Home and Community-based Services

LTC. Long-term Care

LTSS. Long-term Services and Supports



MMIS. Medicaid Management Information 
System

PCMP. Primary Care Medical Provider

PMPM. Per Member Per Month

PPO. Preferred Provider Organization

RCCO. Regional Care Collaborative  
Organization 

SBHC. School-based Health Center

SDAC. Statewide Data and Analytics  
Contractor

SEP. Single Entry Point

SHOP Exchange. Small Business Health  
Options Program

SIM Initiative. State Innovation Model 
Initiative

SSDI. Social Security Disability Insurance

SSI. Supplemental Security Income





Colorado Health Institute (CHI) is 
a nonpartisan health policy data 
and analysis center that serves as a 
resource for Colorado legislators, their 
staffs and key leaders throughout the 
state.  As Colorado’s leading source 
of trusted health policy research 
and analysis, CHI provides objective 
information that policymakers on 
both sides of the aisle count on to 
help make evidence-based decisions. 
For more information about CHI, visit 
coloradohealthinstitute.org


