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    Imagine the following scenarios: Mr. 
Johnson, age 83, is in the hospital due 
to numerous falls;  Ms. Adams, 93, is 
at home with failing sight; and Ms. Da-
vis, age 75, is newly arrived at a skilled 
nursing facility (SNF) for short-term 
rehabilitation services due to a broken 
hip.
     All three are dual-
eligible (on Medicare 
and Medi-Cal) and 
require custodial care 
assistance with dress-
ing, bathing and help 
out of bed.  Mr. Ad-
ams is almost blind 
and Ms. Davis re-
quires a wheelchair.  
All lack family fi-
nancial and caregiver 
support at home and 
need more care than 
the maximum al-
lowable IHSS hours 
(283 hours/month).  A social worker 
discusses with each of them the care 
housing options which include residing 
at a SNF or in a residential care facility 
for the elderly (RCFE).  
     In Olmstead vs. L.C. (2009) the fed-
eral government reaffirmed the rights 
of the low-income elderly and disabled 
to live in community-based vs. institu-
tional care settings, whenever possible.  
So what is California doing to comply 
with Olmstead for the frail, low-in-
come elderly with custodial care needs 

who would like to receive their care in 
RCFEs?    
     The Assisted Living Waiver (ALW), 
the only program in California that al-
lows Medi-Cal to pay for RCFEs, has 
many intractable problems: few pro-
viders, long-waitlists and limits more 

than 90% of all ALW participants to 
large 100+ bed RCFEs with 1 staff 
to 20-30 residents.  ALW was not de-
signed with small 4-6 bed RCFEs in 
mind even though these settings have 
good staff to resident ratios (1 staff for 
every 3 residents) which could benefit 
residents with high level custodial care 
needs.
     The ALW waitlist for SNF diversion 
(from home or a hospital) to RCFE  is 
approximately 8-10 months.  For SNF 
transition to RCFE the ALW criteria 

is that a patient must be on long term 
support and services (LTSS) requiring 
a minimum 90-day continuous stay in 
a SNF.
     Mr. Johnson (who is at the point 
of hospital discharge) and Ms. Ad-
ams (struggling with inadequate care 

at home) cannot 
wait 8-10 months 
for an ALW slot 
to become avail-
able.  Ms. Davis, 
who only requires 
a few weeks of 
rehabi l i ta t ion , 
does not meet 
ALW’s 90-day 
LTSS standard.
     Could Medi-
Cal funding for 
RCFEs come via 
California’s Co-
ordinated Care 
Initiative (CCI)?      

    California began CCI in 2014 and 
has already enrolled tens of thousands 
of dual-eligibles with state contracted 
Managed Care Organizations (MCOs) 
to manage Medi-Cal Long Term Sup-
port and Services (MLTSS) and in 
some cases Medicare expenses as well 
through Cal MediConnect (CMC).
     According to the calduals.org web-
site: CCI MCOs “will be responsible 
for providing their enrollees all Medi-
care [CMC] and Medi-Cal benefits and 
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services, including medical care, long-
term care, behavioral health care and 
social support” and  “strong consum-
er protections grounded in personal 
choice and continuity of care are key to 
the program’s success”.
      Providing “strong consumer pro-
tections”, “personal choice” and “con-
tinuity of care” are noble objectives 
that should encourage CCI MCOs to 
develop cost efficient SNF Diver-
sion/Transition to RCFE programs 
that allow Olmstead.
     Ideally, CCI MCO care coordi-
nators would work with Mr. John-
son to transfer him directly from 
the hospital to a RCFE, Ms. Ad-
ams could transfer from home to a 
RCFE and Ms. Davis could trans-
fer to a RCFE once she completes 
her rehabilitation.  
    By managing the SNF rehabili-
tation days (for Ms. Davis) Medi-
care dollars are saved and, since 
LTSS in a SNF is avoided for Mr. 
Johnson, Ms. Adams and Ms. Da-
vis, Medi-Cal dollars are saved as 
well.
     CCI MCOs that integrate RCFEs 
into the care continuum for the frail 
low-income elderly who could 
benefit from those settings makes 
prudent sense.  Care expenses in 
a RCFE (average cost: $2,500/
month) is far lower than in a SNF (reim-
bursed by Medi-Cal at $5,300/month).  
For every 100 people that benefit from 
SNF Diversion/Transition to RCFE the 
annual Medi-Cal cost savings is ap-
proximately $3,360,000.
     CCI MCOs that design SNF Diver-
sion/Transition to RCFE programs that 
encourage a large network of high-qual-
ity RCFEs to participate (e.g. by con-
ducting monthly quality-check surveys 
with patients and their families, paying 

RCFEs a fair market rate, streamlining 
billing and payment) will ensure an ad-
equate supply of  beds to provide Olm-
stead relief for many of the estimated 
10,727 SNF residents on LTSS with 
low-level care needs who could safely 
reside in RCFEs (2014 AARP/SCAN 
California LTSS Report Card).  
    Except CCI does not allow this to hap-
pen.  The emphasis of CCI is to allow 

dual-eligibles to stay at home as long as 
possible by coordinating care through 
the Multipurpose Senior Services Pro-
gram (MSSP), Community-Based 
Adult Services (CBAS) and In-Home 
Supportive Services (IHSS).  CCI does 
not accommodate seniors who require 
too much care to remain at home (e.g. 
need more than the maximum allow-
able IHSS hours) who would like to 
live in RCFEs.
     The four CCI acuity levels are Long-

Term Care or Skilled Nursing Facility 
(SNF) – residing in a SNF for 90 con-
secutive days or longer, HCBS High
– on MSSP, CBAS or IHSS with an 
indicator of severely impaired, HCBS 
Low – on IHSS with an indicator of 
non-severely impaired and Healthy
– “community well” or does not meet 
any of the preceding criteria.
     Since there is no CCI acuity category 

for seniors who choose to receive 
their care in RCFEs their default 
classification is Healthy: the same 
category as a senior who is inde-
pendent and requires no care. 
     CCI is flawed at it core when a 
senior at home on HCBS High with 
an indicator of “severely impaired”  
becomes “community-well” when 
he or she transfers to a RCFE.  
     The CCI Healthy capitated pay-
ment is $124/month. Paying  CCI  
MCOs such a little amount for 
RCFE care while fully reimbursing 
them for SNF expenses defeats Ol-
mstead when it creates  economic 
incentives that promote institutions 
instead of community-based care.
     Without any relief from ALW 
and CCI what happens to patients 
like Mr. Johnson, Ms. Adams and 
Ms. Davis? The state cruelly, non-
sensically, forces them into  SNFs 
when they do not want to be there.

     Shouldn’t our policy makers be 
tearing down the barriers that prevent 
Olmstead instead of erecting new ones 
that make it more difficult for our frail 
low-income elderly to live in the care 
settings of their choice? 


