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Participation

3 options for submitting questions for speakers

1. In writing using theQ&A iconat the
bottom of your screen welcore

2. Verballyusingthed N} A4S KI y R

You will be called on and taken off mute to ask
your question
3. If you are joining by phone, you can
text questions 10168623619

Please limit questions to-4 minutes
Questions will be answered thematically

Comments and other thoughts, including _
dialogue with other participants, can be sent e SO A
using the chat feature

Questions for speakers placed in the chat may or may
not be answered.

Type your question here...
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Assisted Living Virtual Learning Series Goals

Explore opportunities to strengthen cressctor
partnerships to improve appropriate, timely, and ‘
effective use of assisted living communities for
people with MediCal and functional needs,
Including:

OOlder adults and people with disabilities 1

OPeople with behavioral health needs
OPeople experiencing homelessness
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Assisted Living Journey Map

Referral
Pre-lImplementation: Assessing Before Accessing Supports PostAssisted
General Concerns Appropriateness Services During Service Living Options
and Solutions for Assisted Living Provision
() W (@)
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Identify the malin referral pathways to assisted living for ‘.'
Medi-Cal enrollees

Learn some of the key concerns and challenges stakeholders
have In referring individuals to assisted living, particularly in
nonAssisted Living Waiver counties

Gain an understanding of the elements of one effective assisted living referral mode

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

Engage in crosstakeholder discussions and identify opportunities
for further collaboration

:«: Center for .
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Agenda

Medi-Cal Referral and Transition Pathways
Case Study: Los Angeles County

Presentations

O'Health System Referrals in a NabwW County: Amelia Grover, Dignity Health

O'Facilitating Referral Partnerships in Managed Care: Debra DidastsrCare

O'Navigating Assisted Living EnBgplanek&mith LARCA, and Bamba Ranwsstchester Villa

Open 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?

Connecting an individual with an assisted living facility

11

Involves:

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

OCAYRAY3I FIFLOATtAGASE OGKIFIG 2FFSNI GK2aS a&adz
payer typefor both services and room and board

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

OCompleting applications and securing documentation for the appropriate assisted living
facilities

-« Center for ]
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What Do We Mean by Transition?

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

Involves:

OCommunicating with the operator to coordinate mewelogistics
OTransporting the person and their belongings to the facility

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

OCoordinating environmental modifications or other disability accommodations for
accessibllity, if necessary

:«: Center for .
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Typical Assisted Livingeferral Sources by Population Type

All Populations

Institutional
Settings

Acute Care and
Crisis Services

Community Care
and Service
Providers

County Agencies

Payers and
Care Managers

ASkilled nursing facilities
Alntermediate care facilities
APrisons

AGeneral hospitals
ALongterm hospital stays
AJails

AFamily caregivers

AOutpatient health care
providers

ASocial workers

AMeal sites

AChurches

AlLibraries

AAdult protective services
AHuman Services/Social
Services departments
ADiversion/reentry offices
APublic Guardian offices

AManaged care plans

AEnhanced Care Management

ACommunity care hubs

AALW care coordination
agencies

Older Adults and People Experiencing People with Behavioral
People w/ Disabilities Homelessness Health Needs
Alntermediate Care Facilities
for Individuals with

Intellectual/Developmental
Disabilities

Alnstitutions for Mental
Diseases

AMedical respite APsychiatric hospitals

ADirect support professionals APermanent supportive

AAdult service providers housing providers

ASenior centers ACoordinated entry service

Alndependent living centers  providers

ARegional centers AShelters

AArea Agencies on Aging  ADay habilitation programs
ACalWORKS housing support

ACommunity behavioral
health clinics

ACounty behavioral/ menta

AContinuums of Care health departments

AArea Agencies on Aging

ACounty behavioral/mental
health plans

AManaged Behavioral
Health Organizations



How Does Enhanced Care Management fit in?

Enhanced Care Management (ECM) providers conduct vwleos®n assessments,
develop personalized care plans, refer members to Community Supports if appropriate,
and help coordinate the referral and transition process

ECM Populations of Focus,-23P4.

O'Adult¢ Living in the Community and At Risk for L-&agm Care: 18,700
O Adult¢ Nursing Facility Residents Transitioning to the Community: 1,200

Community Supports Recipients,-Qd24:

O'Assisted Living Facility Transitions: 872
O'Nursing Facility Transition to Home: 289

Opportunity to improve identification and referral of ECM members from these

populations of focus to assisted living via Community Supports
:«: Center for .
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Financing Pathways for Referrals and Transitions
CalAIM Assisted Living Facility Transitions Community Support

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

wCovers nofrecurring setup expenses up to a total lifetime maximum of $7,500

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

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

wOnetime payments to CCAs for Nursing Facility Transition Care Coordination services
wDoes not explicitly cover transition services when moving from another commbaggd setting

MHSA and local funding for people with behavioral health needs

we.g., HPSM Behavioral Health and Recovery Services prograse(ssewebinar #P
wDoes not cover transition services in all counties

15 https://www.dhcs.ca.gov/services/ltc/Documents/ALWTransitionalCare_defined.pdf *-¢ Health Care Strategies

https://www.dhcs.ca.gov/Documents/MCOMD/DHC8mmunitySupportsPolicyGuide.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
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Case Study: Los Angeles County
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The Future Organization Research Study: Study Population

ARFs and RCFEs in Los Angeles County that were:

O'Willing to serve/already serving those living with mental health conditions/disabilities:
O'Willing to serve/already serving residents 100% reliant on any form of public benefits;
O'Willing to serve/already servingsidents at risk of homelessness; and
O Did not exclusively provide services to privafetlyded resident populations or

residents with developmental disabilities

"The Market": N = 75(stimation based on surveys, analysis, and incidence rate data)
OARF =284

O'RCFE =466
https://brilliantc.wpenginepowered.com/wgontent/uploads/2023/08/TFEBCResearckstudy-ServingOur- X3 Ic':lggftel'rl' anrr e Strategies
VulnerablePopulationsReleaseVersior08.10.23.pdi(Source for slides 124) - g



https://brilliantc.wpenginepowered.com/wp-content/uploads/2023/08/TFO-BC-Research-Study-Serving-Our-Vulnerable-Populations-Release-Version-08.10.23.pdf
https://brilliantc.wpenginepowered.com/wp-content/uploads/2023/08/TFO-BC-Research-Study-Serving-Our-Vulnerable-Populations-Release-Version-08.10.23.pdf
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https://brilliantc.wpenginepowered.com/wp-content/uploads/2023/08/TFO-BC-Research-Study-Serving-Our-Vulnerable-Populations-Release-Version-08.10.23.pdf
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https://brilliantc.wpenginepowered.com/wp-content/uploads/2023/08/TFO-BC-Research-Study-Serving-Our-Vulnerable-Populations-Release-Version-08.10.23.pdf
https://brilliantc.wpenginepowered.com/wp-content/uploads/2023/08/TFO-BC-Research-Study-Serving-Our-Vulnerable-Populations-Release-Version-08.10.23.pdf
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The Market: Resident Inputs

This graphic shows the breakdown
of wherecurrent "market"

residents resided before moving
Into their current ARF dRCFE
based on selfeported data.

A majority came from their home,
a different ARF dRCFEor a
medical facility
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10.6%

Homelessness

17.9%
Medical facilities

38.8%

Rented or owned housing

21.9%

Transfers from other
ARFs and RCFEs

6.6%

Mental health facilities

1.6%

Jail, prison, or detention

1.1%

Affordable or permanent
supportive housing

1.4%
Other origin(s)

N=750

The Market of
Los Angeles County
ARFs & RCFEs willing to
serve the identified,
vulnerable
populations

The proportions within this
infographic represent the
net inbound movements
of residents, as reported
by residents of ARFs and
RCFEs.
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Table 3.1: Resident Origins,

by License Class

Rented or owned accommodation 16.3% 44 8% 29.4%
Transfer from another ARF or RCFE 26.4% 16. 7% 21.9%
In-patient medical, residential 16.0% 20.1% 17.9%
Unhoused / homelessness (direct) 14.2% 6.3% 10.6%
Rented or owned accommodation w/family or friends 11.3% 7.3% 9.4%
In-patient mental health, residential 10.4% 2.1% 6.6%
Jail, prison, or detention 2.4% 0.7% 1.6%
Affordable / permanent supportive housing 1.5% 0.7% 1.1%
Residential substance abuse treatment facility 0.9% 0.7% 0.8%
.+ Center for
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And by demographics.

Table 3.5: Resident Origins, by

WHITE

BLACHK

LATIMNX

ASIAM

MATIVE
AMERICAN

Racial ldentity (MR)

Rented or owned accommodation 31.6% 21.6% 28.8% | 34.3% 17.6% 33.3% 33.3%
Transfer f/ another ARF / RCFE 22.1% 26.5% 21.2% | 13.4% 29.4% 33.3% 0.0%
In-patient medical, residential 19.4% 17.9% 11.5% 19.4% 11.8% 0.0% 33.3%
Unhoused / homelessness (dir.) 9.2% 13.6% 11.5% 9.0% 17.6% 33.3% 0.0%
Rented or owned accom. w/ family | 9.9% 9.3% 9.6% 13.4% 11.8% 0.0% 33.3%
In-patient mental health, res. 5.1% 9.3% 11.5% 4.5% 0.0% 0.0% 0.0%
Jail, prison, or detention 0. 7% 2.5% 2.9% 1.5% 5.9% 0.0% 0.0%
Afford. / perm. support. housing 1.4% 0.0% 1.0% 4.5% 0.0% 0.0% 0.0%
Res. substance abuse facility 0.3% 1.9% 1.0% 0.0% 5.9% 0.0% 0.0%
* Insufficient sample exists from thesea racial identity groups for valid comparnson with other groups
..+ Center for
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Referral sources also vary by license type.
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Table 3.11: First Mention Referral Source,

by License Class

Hospitals and Medical Facilities 33.8% 15.2% 22.4%
Referral and Placement Agencies 2.9% 33.2% 21.5%
Word of Mouth 0.7% 26.3% 16.4%
Regional Center System 25.0% 2.3% 11.0%
County Agencies 14.7% 2.3% 7.1%
Mental Health Facilities 12.5% 1.8% 5.9%
Family and Friends of Residents 1.5% 6.9% 4.8%
State Agencies 1.5% 3.7% 2.8%
Monprofit Partners 2.2% 1.8% 2.0%
Other ARFs and RCFEs 0.7% 2.3% 1.7%
..+ Center for
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Amelia Grover, LCSW, CCM
Social Work Manager
Transitional Care Center
Dignity Health

Debra Draves
CEO
MasterCare

Salaneké&mith

Director of Member Services
Licensed Adult Residential Care
Association (LARCA)

Bamba Ramos
Administrator, Admissions Coordinator
Westchester Villa
LARCA member
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Assisted Living Waiver:
Health System Referrals

Amelia Grover, LCSW
Social Work Manager Transitional Care Center

Dignity Health
July 22,2025
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Central Coast
Community
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Non-Assisted Living Waiver (ALW)
Community

Ruralcommunity

Limited levelsof care
3 LongTermCare(LTC)in Skilled

Nursing Facilities (SNF)
3 ResidentialCareFacilitiesfor the
Elderly (RCFE)
3 Caregiving
Costof services(RCFEcaregiving, etc.)



Referrals to ALW: Healthcare Challenges

0 Generalchallenges:

E

]
E]

CommonSpirit

Current wait times

Human nature

Lackof navigatorsinoutpatient healthcare systemsor incommunity with
knowledge of healthcare systems

Hospitaland SNFprioritization are not alwaysuseful in the moment
Yy Hospitallength of stay vs. acuity of patient need

Yy SNFs:

0 Dueto wait time, likely will be placedon LTCb e d low
reimbursement for LTCbeds

y 0 Health Statuschanges
S



Referrals to ALW: Healthcare Challenges

0 Non-ALWCountyS p e ¢ Challenges
3 Limited knowledge/availability of resources
3 Relocationisrequired
3 Referring providers lack of familiarity with the ALWin s y st e mo
y"  Differencesinwait times acrosscounties
Yy Changesinaccess

y' Acuity prioritizationi how isthis done?

.
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Referrals to ALW: Healthcare Challenges

0 Non-ALWCountyS p e c Challenges:CenCal(managed care plan)
3 CenCalCommunity Supports(CS)

Yy Have AssistedLiving Facility Transition support,b ut é

0 Nofunding forroom andboard from Medi-Cal
0 Roomandboardcommunityaverage$ 4, 00071 $7, 000
0 Serviceisnot sustainablebecausememberscannot pay for board and

care

0 CSproviders=ALW Care Coordination Agency

Yy Riskisroom and boards cantheoretically provide lesscare for a higher cost
(what isthe standard of care?)

.
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Referrals to ALW: Strategy

Makereferrals through APS/Omb u d s mdadficedwdhen/where appropriate

O¢

O¢

UseCareCoordinationAgencyinwhich the patient wantsto relocate

O¢

Evaluatefor rehab potential for SNFstabilization

O«

EnhancedCareManagement (ECM)for navigation

O«

Supportsthrough CenCal:

3 Tap into Assisted Living Facility Transitions Community Support (localized support)
3 Harmreduction while they wait and/or if they refuse ALWdue to accessbarriers:
Yy Community Supports:
0 SNFTransitionsto Home
0 PersonalCareand HomemakerServices
0 RespiteServices
0O HomeModi ycati on

Yy Community-BasedAdult Services(CBAS) Wisdom Center

.
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What Is Needed?

0 Advocacy:

3 DHCSon ALWexpansion
3 Othersuggestedmethods for

longterm room and board
payment
Cap/StandardMarket
Value/Regulatoryoversightto increase
accessibilityin RCFES maybe similarto
rent control
Increasing affordable housing
Continuedpartnershipson Behavioral
Health ServicesActand MasterPlanfor
Aging efforts (particularly around older

adults experiencinghomelessness)
U"
CommonSplrl’r‘
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Questions?
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Key Concerns and Challenges with Current Assisted Living
Referral and Transition Processes

Medi-Cal Enrollee, Mglr:;]gsiggﬁre Healthcare and Soci Assisted Living
Family, and CBO Providers/Hubs Services Providers Operators

wWill the facility accept wNo centralized way to wNo centralized way to wMismatched

0 KS LISN& 2 y Q find bed capacity find bed capacity needs/services
type? iInformation iInformation available
wCan the AL facility wLack of wNeed for role clarityg wPotential cost if not a
meet g?eds/will it be gommunigati%n ]gonltac¥ pa%/er or good fit
a good fit? etween discharge acility first” .
planners, UM, CS, and WALF CS: Direct
wCan the person afford ECM staff wLack of awareness of referrals often bypass
the rent? options outside of payersg operator may
Where/how d win-network facilities ALW y2U 0S AY UF
IVIErEIowW €o may not meet all i network
we start: YSYOSNEQ y§
ad-hoc contracting wNot enough staff to

costeffective? support filling all beds

32 Who is the lead coordinator throughout the process?
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The Challenge
Caring for Older Adults

A Health Care Needs ;

- : 0 L a ragddastestGrowing
A Non-Medical Needs (ADLs, IADLs) ’ CohortofUn housedé
A Effective Ongoing Care Manageme B d o

UCSRenioffHomelessStudy

Few Options for the Most Vulnerable . SR .
1. Unsafe at "Home” (Living Alone, but A A0 H?,meleSPOL)ulation
2. Inappropriate / Unavailable (w/Fam |
3. Skilled Nursing (Medical Environm |
4. ...The Street : o — i ’ Vi

All images from this point forward are Master '
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http://www.mastercareplan.com/

Solution: Placementin the
Right Environment and In-
Person Care Mgmt

~ Senior Care - Health Ca

Assisted Living Facility Transition (ALFT) —
Formerly “Nursing Facility Transition/Diversion to Assistech

A Transition from Skilled Nursing, or

A Diversion - “At Risk of Institutionalization”

Source
A Community Estimates project 10% of all SNF
A Acute Care \ patients could be transitioned to

A lower level of care
A Not Assisted Living Waiver (Augments Waiver)

A No Share-of-Cost Requirement
A No Waitlist

eX
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http://www.mastercareplan.com/

What is Master-Care?

Created Expressly to Deliver CalAIM Services:

Bridge the gap between
A SNF / Acute Care

A Medi-Cal Managed Care
A Senior Living / Home / Community _
A Then follow with in-person, person-centered.Ca

Master- Care

Senior Care » I-Lgalth Care - Managed Care

“Hub Model” e ¢
A Alleviates the need for A.L. Providers to becdrpe
Medi-Cal Certified 7'\

A Utilizes Competitive Market Rates vs. Tiers - ¥
(when supported by MCP) 3,

A A.L. can use same Appraisal used for Pﬂ@te Pay

A A.L. can calculate Rates / Appropriateness
same as Private Pay .

©2025a ! { ¢ 9 wMCl| WEPRINTBY PERMISSION


http://www.mastercareplan.com/

Master-Care Data -

AAssisted Living Transition/Diversion Services -

AOngoing, In-Person Care Management

+4,300 Enrolled Patients -
ECM & Community Supports

ssssssss - Health Care - Managed Care

Master-Care | 7

+1,350 Transitioned to Assisted Li il

*Avg Saving over cost of Skilled Nursin
per Resident: $6,700/Month

©2025a | { ¢ 9 w WNC| REPRINTBY PERMISSION - o * iy mastercarepln.com
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http://www.mastercareplan.com/

Acute Care Costs
$4100/ Day, or $123,000 / Month 1

Skilled Nursing Costs
$390 / Day, or $11,700 / Month 1

Assisted Living Costs
$208 / Day, or $6,250 / Month 2

©2024a ! { ¢ 9 wNCl| REPRINTBY PERMISSION

Master:Care

ODVWHU $&indd H
Current Caseload

Nearly $7.5
Million/Mon
th




