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Housekeeping

This session is being recorded.

All lines are muted.

You can enable closed captions 
at the bottom of the screen.

If you experience 
accessibilitychallenges, send a 
ƳŜǎǎŀƎŜ ǘƻ άIƻǎǘǎ ŀƴŘ ǇŀƴŜƭƛǎǘǎέ 
in the chat.
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Participation

Å3 options for submitting questions for speakers:

1. In writing using the Q&A icon at the 
bottom of your screen

2. Verbally using the άǊŀƛǎŜ ƘŀƴŘέ ŦŜŀǘǳǊŜ 

ÅYou will be called on and taken off mute to ask 
your question

3. If you are joining by phone, you can 
text questions to 916-862-3619

ÅPlease limit questions to 1-2 minutes

ÅQuestions will be answered thematically

ÅComments and other thoughts, including 
dialogue with other participants, can be sent 
using the chat feature.

ÅQuestions for speakers placed in the chat may or may 
not be answered.
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Welcome & Introductions
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Meet the Team
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Assisted Living Virtual Learning Series Goals

ÅExplore opportunities to strengthen cross-sector 
partnerships to improve appropriate, timely, and 
effective use of assisted living communities for 
people with Medi-Cal and functional needs, 
including:

ỜOlder adults and people with disabilities

ỜPeople with behavioral health needs

ỜPeople experiencing homelessness
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Assisted Living Journey Map

Pre-Implementation: 
General Concerns 

and Solutions

Assessing 
Appropriateness 

for Assisted Living

Referral 
Before Accessing 

Services
Supports 

During Service 
Provision

Post-Assisted 
Living Options

1 2
3

4 5
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¢ƻŘŀȅΩǎ hōƧŜŎǘƛǾŜǎ

ÅIdentify the main referral pathways to assisted living for 
Medi-Cal enrollees

ÅLearn some of the key concerns and challenges stakeholders 
have in referring individuals to assisted living, particularly in 
non-Assisted Living Waiver counties

ÅGain an understanding of the elements of one effective assisted living referral model

ÅHear challenges and opportunities unique to connecting people experiencing 
homelessness and people with behavioral health needs to assisted living

ÅEngage in cross-stakeholder discussions and identify opportunities 
for further collaboration
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Agenda

ÅMedi-Cal Referral and Transition Pathways

ÅCase Study: Los Angeles County

ÅPresentations
ỜHealth System Referrals in a Non-ALW County: Amelia Grover, Dignity Health

ỜFacilitating Referral Partnerships in Managed Care: Debra Draves, MasterCare

ỜNavigating Assisted Living Entry: Salaneka Smith, LARCA, and Bamba Ramos, Westchester Villa 

ÅOpen Q&A
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Medi-Cal Referral and Transition 
Pathways
Emma Rauscher, CHCS
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What Do We Mean by Referral?

ÅConnecting an individual with an assisted living facility

ÅInvolves:

ỜIdentifying what supports and services the person will need 
(often using information collected during assessment process)

ỜCƛƴŘƛƴƎ ŦŀŎƛƭƛǘƛŜǎ ǘƘŀǘ ƻŦŦŜǊ ǘƘƻǎŜ ǎǳǇǇƻǊǘǎ ŀƴŘ ǎŜǊǾƛŎŜǎΣ ŀƴŘ ǘƘŀǘ ǿƻǊƪ ǿƛǘƘ ǘƘŜ ǇŜǊǎƻƴΩǎ 
payer typefor both services and room and board

ỜCoordinating tours/meetings to ensure the person and the operator both feel like the 
facility will be a good fit

ỜCompleting applications and securing documentation for the appropriate assisted living 
facilities
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What Do We Mean by Transition?

ÅPhysically moving a person from their current living 
environment into an assisted living facility

ÅInvolves:

ỜCommunicating with the operator to coordinate move-in logistics

ỜTransporting the person and their belongings to the facility

ỜSetting up appropriate paperwork, emergency contacts, communication procedures, 
payment methods, and utility services, among other activities

ỜCoordinating environmental modifications or other disability accommodations for 
accessibility, if necessary
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Typical Assisted Living Referral Sources by Population Type
All Populations

Older Adults and 
People w/ Disabilities

People Experiencing 
Homelessness

People with Behavioral 
Health Needs 

Institutional 
Settings

ÅSkilled nursing facilities
ÅIntermediate care facilities
ÅPrisons

ÅIntermediate Care Facilities 
for Individuals with 
Intellectual/Developmental 
Disabilities

ÅInstitutions for Mental 
Diseases

Acute Care and 
Crisis Services 

ÅGeneral hospitals
ÅLong-term hospital stays
ÅJails

ÅMedical respite ÅPsychiatric hospitals

Community Care 
and Service 
Providers 

ÅFamily caregivers
ÅOutpatient health care 

providers
ÅSocial workers
ÅMeal sites
ÅChurches
ÅLibraries

ÅDirect support professionals
ÅAdult service providers
ÅSenior centers
ÅIndependent living centers
ÅRegional centers
ÅArea Agencies on Aging

ÅPermanent supportive 
housing providers
ÅCoordinated entry service 

providers
ÅShelters
ÅDay habilitation programs
ÅCalWORKS housing support

ÅCommunity behavioral 
health clinics

County Agencies 

ÅAdult protective services
ÅHuman Services/Social 

Services departments
ÅDiversion/re-entry offices
ÅPublic Guardian offices

ÅArea Agencies on Aging ÅContinuums of Care
ÅCounty behavioral/ mental 

health departments

Payers and 
Care Managers 

ÅManaged care plans
ÅEnhanced Care Management
ÅCommunity care hubs
ÅALW care coordination 

agencies

ÅCounty behavioral/mental 
health plans
ÅManaged Behavioral 

Health Organizations



How Does Enhanced Care Management fit in?
ÅEnhanced Care Management (ECM) providers conduct whole-person assessments, 

develop personalized care plans, refer members to Community Supports if appropriate, 
and help coordinate the referral and transition process

ÅECM Populations of Focus, Q4-2024:

ỜAdult ς Living in the Community and At Risk for Long-Term Care: 18,700

ỜAdult ς Nursing Facility Residents Transitioning to the Community: 1,200

ÅCommunity Supports Recipients, Q4-2024:

ỜAssisted Living Facility Transitions: 872

ỜNursing Facility Transition to Home: 289

ÅOpportunity to improve identification and referral of ECM members from these 
populations of focus to assisted living via Community Supports
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Financing Pathways for Referrals and Transitions

15

ωCovers all referral and transition expenses that are necessary for the member, meaning without 
these services they would be unable to move into the facility

ωCovers non-recurring set-up expenses up to a total lifetime maximum of $7,500

ωMembers may receive other Community Supports including Environmental Accessibility 
Adaptations, Housing Deposits, and/or Housing Transition Navigation Services along with the ALF 
Community Support, as long as there is no duplication of services

CalAIM Assisted Living Facility Transitions Community Support

ωCare Coordination Agencies provide referral services, including developing Individualized Service 
Plans for each member and identifying appropriate facilities and providers

ωOne-time payments to CCAs for Nursing Facility Transition Care Coordination services

ωDoes not explicitly cover transition services when moving from another community-based setting

Assisted Living Waiver

ωe.g., HPSM Behavioral Health and Recovery Services program (see series webinar #2)

ωDoes not cover transition services in all counties

MHSA and local funding for people with behavioral health needs

https://www.dhcs.ca.gov/services/ltc/Documents/ALWTransitionalCare_defined.pdf 
https://www.dhcs.ca.gov/Documents/MCQMD/DHCS-Community-Supports-Policy-Guide.pdf 

https://www.chcs.org/resource/who-thrives-in-assisted-living-strategies-for-effective-cross-setting-assessments/
https://www.dhcs.ca.gov/services/ltc/Documents/ALWTransitionalCare_defined.pdf
https://www.dhcs.ca.gov/Documents/MCQMD/DHCS-Community-Supports-Policy-Guide.pdf
https://www.dhcs.ca.gov/Documents/MCQMD/DHCS-Community-Supports-Policy-Guide.pdf
https://www.dhcs.ca.gov/Documents/MCQMD/DHCS-Community-Supports-Policy-Guide.pdf
https://www.dhcs.ca.gov/Documents/MCQMD/DHCS-Community-Supports-Policy-Guide.pdf
https://www.dhcs.ca.gov/Documents/MCQMD/DHCS-Community-Supports-Policy-Guide.pdf
https://www.dhcs.ca.gov/Documents/MCQMD/DHCS-Community-Supports-Policy-Guide.pdf
https://www.dhcs.ca.gov/Documents/MCQMD/DHCS-Community-Supports-Policy-Guide.pdf
https://www.dhcs.ca.gov/Documents/MCQMD/DHCS-Community-Supports-Policy-Guide.pdf
https://www.dhcs.ca.gov/Documents/MCQMD/DHCS-Community-Supports-Policy-Guide.pdf


Case Study: Los Angeles County
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The Future Organization Research Study: Study Population

ÅARFs and RCFEs in Los Angeles County that were:

ỜWilling to serve/already serving those living with mental health conditions/disabilities;

ỜWilling to serve/already serving residents 100% reliant on any form of public benefits;

ỜWilling to serve/already servingresidents at risk of homelessness; and

ỜDid not exclusively provide services to privately-funded resident populations or 
residents with developmental disabilities

Å"The Market": N = 750 (estimation based on surveys, analysis, and incidence rate data)

ỜARF = 284

ỜRCFE = 466
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The Market: Resident Inputs

ÅThis graphic shows the breakdown 
of wherecurrent "market" 
residents resided before moving 
into their current ARF or RCFE, 
based on self-reported data.

ÅA majority came from their home, 
a different ARF or RCFE, or a 
medical facility
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Prior locationsǾŀǊȅ ōȅ ŦŀŎƛƭƛǘȅ ǘȅǇŜΧ
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And by demographics.
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Referral sources also vary by license type.
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Guest Presentations
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aŜŜǘ ¢ƻŘŀȅΩǎ {ǇŜŀƪŜǊǎ
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Assisted Living Waiver: 
Health System Referrals
Amelia Grover, LCSW

Social Work Manager Transitional Care Center 

Dignity Health
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Central Coast 
Community

ǒ Non-AssistedLiving Waiver (ALW) 

Community

ǒ Ruralcommunity

ǒ Limited levelsof care

ƺ Long Term Care(LTC)in Skilled 

Nursing Facilities (SNF)

ƺ ResidentialCareFacilitiesfor the 

Elderly (RCFE)

ƺ Caregiving

ǒ Cost of services(RCFE,caregiving, etc.)



Referrals to ALW: Healthcare Challenges
ǒGeneralchallenges:

ƺ Current wait times

ƺ Humannature

ƺ Lackof navigators in outpatient healthcare systemsor in community with 
knowledge of healthcare systems

ƺ Hospital and SNFprioritization are not alwaysuseful in the moment

ƴ Hospital length of stay vs. acuity of patient need

ƴ SNFs:

ǒ Due to wait time, likely will be placed on LTCbedlow 
reimbursement for LTCbeds

ǒ Health Status changes



Referrals to ALW: Healthcare Challenges
ǒNon-ALWCountySpeciýcChallenges

ƺ Limited knowledge/availability of resources

ƺ Relocation is required

ƺ Referring providers lack of familiarity with the ALWñsystemò

ƴ Differences in wait times acrosscounties

ƴ Changesin access

ƴ Acuity prioritizationïhow is this done?



Referrals to ALW: Healthcare Challenges
ǒ Non-ALWCountySpeciýcChallenges:CenCal(managed care plan)

ƺ CenCalCommunity Supports (CS)

ƴ Have AssistedLiving Facility Transition support, buté

ǒ No funding for room and board from Medi-Cal

ǒ Roomand board community average$4,000ī$7,000

ǒ Serviceis not sustainablebecausemembers cannot pay for board and 

care

ǒ CSproviders=ALW CareCoordination Agency

ƴ Riskis room and boards can theoretically provide lesscare for a higher cost 

(what is the standard of care?)



Referrals to ALW: Strategy
ǒMakereferrals through APS/Ombudsmanôsoffice when/where appropriate

ǒ UseCareCoordinationAgencyin which the patient wants to relocate

ǒ Evaluatefor rehab potential for SNFstabilization

ǒ EnhancedCareManagement (ECM)for navigation

ǒ Supports through CenCal:

ƺ Tap into Assisted Living Facility Transitions Community Support (localized support)

ƺ Harm reduction while they wait and/or if they refuse ALWdue to accessbarriers:

ƴ Community Supports:

ǒ SNFTransitions to Home

ǒ PersonalCareand HomemakerServices

ǒ RespiteServices

ǒ HomeModiýcation

ƴ Community-BasedAdult Services(CBAS)ïWisdom Center



What is Needed?
ǒ Advocacy:

ƺ DHCSon ALWexpansion

ƺ Other suggestedmethods for 

long term room and board 

payment

ǒ Cap/StandardMarket

Value/Regulatoryoversight to increase 

accessibility in RCFEsïmaybe similar to 

rent control

ǒ Increasing affordable housing

ǒ Continuedpartnerships on Behavioral 

Health ServicesAct and MasterPlanfor 

Aging efforts (particularly around older 

adults experiencing homelessness)



Questions?



Key Concerns and Challenges with Current Assisted Living 
Referral and Transition Processes

Medi-Cal Enrollee, 
Family, and CBO

ωWill the facility accept 
ǘƘŜ ǇŜǊǎƻƴΩǎ ǇŀȅŜǊ 
type?

ωCan the AL facility 
meet needs/will it be 
a good fit?

ωCan the person afford 
the rent?

ωWhere/how do 
westart?

Managed Care 
Plans/ECM 

Providers/Hubs

ωNo centralized way to 
find bed capacity 
information

ωLack of 
communication 
between discharge 
planners, UM, CS, and 
ECM staff

ωIn-network facilities 
may not meet all 
ƳŜƳōŜǊǎΩ ƴŜŜŘǎΤ ƛǎ 
ad-hoc contracting 
cost-effective?

Healthcare and Social 
Services Providers

ωNo centralized way to 
find bed capacity 
information

ωNeed for role clarity ς 
contact payer or 
facility first?

ωLack of awareness of 
options outside of 
ALW

32

Assisted Living 
Operators

ωMismatched 
needs/services 
available

ωPotential cost if not a 
good fit

ωALF CS: Direct 
referrals often bypass 
payers ς operator may 
ƴƻǘ ōŜ ƛƴ ǘƘŀǘ ǇŜǊǎƻƴΩǎ 
network

ωNot enough staff to 
support filling all beds

Who is the lead coordinator throughout the process?



SeniorCareÅHealth CareÅManaged Care
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�0�D�V�W�H�U�‡�&�D�U�HSavings
Current Caseload

Nearly $7.5 
Million/Mon

thAssisted Living Costs

$208 / Day, or $6,250 / Month 2

Acute Care Costs

$4100/ Day, or $123,000 / Month 1

Skilled Nursing Costs

$390 / Day, or $11,700 / Month 1
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