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I.  Executive Summary   
 

The State of California’s over-65 adult population is expected to double between 2020 and 2050. As the 

fastest growing age group in the state, this population requires a significant amount of support services 

from the state. Long-term care spending comprises an important part of California’s budget and will 

continue to increase as the population ages. For seniors who rely on Medicaid (known as Medi-Cal in 

California), meeting their aging needs can prove to be an even larger challenge, given the high costs of 

long-term care. 

  

Currently, the dominant model for Medi-Cal spending on long-term care is through institutional care in 

Skilled Nursing Facilities (SNFs). As a result, many Medi-Cal individuals who would be able to live in 

more independent settings are instead institutionalized in skilled nursing facilities.  

  

In 2006, California launched a pilot for an Assisted Living Waiver (ALW) program with the goal of 

facilitating transition from nursing facilities to home-like and community-based settings in order to 

provide the elderly with a better quality of life and care that better fits their needs. In 2009, the pilot 

program transitioned into a full program, requiring renewal every five years since then. 

 

Throughout the creation of this report, the renewal process of the ALW has been in discussion at the State 

Legislature. In this context, we aim to describe and evaluate California’s ALW in order to identify how it 

could be improved, what an effective roll-out strategy would be, and what a general timeline for ALW 

reform could look like. To do so, we carried out a cost analysis and geographical evaluation of the 

program. While costs of assisted living care are less per individual than costs of nursing home care, 

reimbursement rates to ALW providers are not meeting the average cost of care per individual, possibly 

disincentivizing facilities from opting in to the program. Currently, the program is authorized in only 15 

California counties out of 58, with a total of 377 assisted living facilities. Since these geographic regions 

have significant aging and low-income populations, the program is likely under-serving its potential 

participants. 

 

It is helpful to examine how other states have implemented their own waiver programs in order to draw 

upon some lessons for alternative practices in the context of long-term care. We provide a description of 

long-term care programs in Oregon, Washington, and Massachusetts. 

 

Finally, we structure our recommendations along a timeline in which meeting the needs of more low-

income seniors is possible, while ensuring a framework for transformative change in the future. In the 

near-term, ALW should increase its slots in existing counties and engage multiple stakeholders to develop 

a consumer-focused governance model. In the mid-term, we recommend a roll-out to the ten most high-

need counties in the state, those that have the greatest population of eligible individuals. This strategy 

would maximize impact and effectiveness. A second goal is to streamline services by merging ALW with 

other waivers and eventually shifting services to the ‘community first choice option’ entitlement program, 

which would provide increased federal funding. Finally, in the long-term, California should aim to build a 

universal long-term care system, removing eligibility requirements (including income- and Medicaid-
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eligibility), providing increased support for families and other caretakers, and also addressing the 

financial security and job stability of workers in the long-term care system. 

 

These solutions will ensure a just and effective long-term care system that upholds the dignity of all 

individuals. 
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II. Introduction  
 

Evolving attitudes about long-term care for low-income, disabled, and the elderly continue to drive 

legislative action and policy change in Medicaid provisions in the United States. At the heart of these 

changes lays a fundamental question about how to provide cost-effective and equitable long-term care for 

all U.S. residents. This question is becoming especially salient in California where key demographic and 

regulatory changes are increasing the need for transformative change of long-term service delivery under 

Medi-Cal, California’s Medicaid program. 

 

Expanding Medicaid to all uninsured individuals in California 

Because California fully opted in under the federal framework of the Affordable Care Act (ACA), Medi-

Cal now provides healthcare coverage to all previously uninsured adults who meet the income 

requirements for Medicaid. Enrollment in Covered California, the state’s insurance marketplace, has 

averaged 1.2 million to 1.4 million since its implementation. For several years after the ACA, the optional 

population -- non-elderly adults without dependent children -- was fully funded by federal funding. 

However, as federal funding is scaled back for ACA, the state’s contribution to provide care for this 

population is increasingly coming from the state’s General Fund. Under this new mandate, the 

Department of Health Care Services (DHCS), the agency that administers Medi-Cal, has a greater need to 

find new strategies that provide high-quality and dignified care for its participants. 

 

An aging population becomes a legislative priority 

Between 2020 and 2050, California’s population of over-65 adults will double. Those over 65 will be the 

fastest growing age group in the state. 
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Projected California Population by Age Group 

 
 

Source: California Department of Finance, Population Projections 

This growth is not only a result of a growing total population, but a shift in the composition of age groups 

in the Golden State. By 2050, the over-65 population will make up a quarter of the state’s population.  

 

Age Groups as a Percentage of Population 

 
Source: California Department of Finance, Population Projections 
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This population is projected to require more senior support services than the current senior population 

because they have less support from spouses and children1. 

 

These seismic demographic shifts were addressed in Governor Gavin Newsom’s State of the State 

address; calling for a ‘Master Plan for Aging’ focused on “person-centered care.” The objective of the 

plan is to address current challenges in “the patchwork of public services, social isolation, bed-locked 

seniors in need of transportation, the nursing shortage, and demand for In-Home Supportive Services that 

far outpaces its [current] capacity.”2 

 

Newsom’s call-to-action is a response to fiscal and demographic realities. Currently, long-term care 

spending comprises a significant part of California’s budget; in fiscal year 2017-18, the state Department 

of Health Care Services (DHCS) estimated that it is spending $4.5 billion on payments to skilled nursing 

facilities (SNFs) and total Medi-Cal spending for all types of long-term care exceeds $12.5 billion.3 

 

The potential budget strain of long-term care becomes more urgent when considering the total scope of 

the Medi-Cal budget under DHCS and its portion of the state General Fund; Medi-Cal comprised 14 

percent of the state’s General Fund. Considering these demographic and regulatory changes affecting 

Medi-Cal, methods to improve and expand long-term programs are required to ensure the state’s fiscal 

prudence. 

 

The shift towards community- and choice-based care 

Institutional care through skilled nursing facilities is the dominant model for Medi-Cal spending on long-

term care. As a result, many Medi-Cal individuals that would be able to live in more independent settings 

are instead institutionalized in skilled nursing facilities. Several shifts since the 1980s have driven change 

in this model. 

 

Beginning in the 1980s, the Centers for Medicare and Medicaid Services (CMS) began to shift funding 

away from institutionalized forms of care and towards new forms of community-based care. In 1981, an 

amendment to the Social Security Act called the 1915(c) waiver, or Home and Community-Based 

Services (HCBS) waiver, was approved. This waiver gave states the ability to waive specific federal 

Medicaid requirements and design healthcare programs to meet the needs of their respective low-income 

populations. With the 1915(c) waiver, states began to establish pilot and demonstration programs to begin 

diverting or transitioning individuals to choice-based forms of long-term care4. 

 

Concomitantly, societal attitudes and preferences about safety and choice in long-term care for older 

adults evolved. Research showed that older Americans remain concerned about safety when considering 

long-term care options, but that more transparent consumer information about risk in different healthcare 

                                                      
1 Beck, L., Johnson, Hans. Planning for California’s Growing Senior Population. Public Policy Institute for California. August 2015. 
2
 C.A. Legis. Assembly. AB-1382 Master Plan for Aging 2019. 

3 See Appendix A.6 and A.7 for Medicaid expenditures in California from the Centers for Medicare and Medicaid Services. 
4
 Summer, L. Strategies to Keep Consumers Needing Long-Term Care in the Community and Out of Nursing Home Facilities. Kaiser 

Commission on Medicaid and the Uninsured. October 2005. 



 

8 

service delivery options for older adults is needed5. Expanding assisted living options is one common 

approach to transition older Americans to more cost-effective and dignified long-term care that also 

provides a sense of safety. Assisted living is a broad term used to describe different models of care that 

combine housing, personal care and some healthcare administered by healthcare professionals -- while 

maximizing the choice and independence of individuals, and prioritizing community and social 

connection. 

 

Bolstering the assisted living model, recent surveys found that seniors prefer to receive care in a home or 

community-based settings rather than in an institution. Researchers at Johns Hopkins found that while in-

home care remains the care preference of many older people, close to one-third chose assisted living as 

their preferred care option. 

 
Source: Kasper, J. et al. (2018)6  

 

Legal action reflected these changes in public opinion. The 1999 Supreme Court Olmstead v. L.C. ruling 

found limits on HCBS waiver alternatives to institutional care to be discriminatory. The Court’s decision 

recognized the fundamental judgment that “institutional placement of persons who can handle and benefit 

from community settings perpetuates unwarranted assumptions that persons so isolated are incapable of 

or unworthy of participating in community life.”7 

 

Legal advocacy and legislative action have made great strides to integrate person-centered care into long-

term care governance. Today, an aging population and the ACA mandate are driving ever greater urgency 

to establish a new framework for Medi-Cal recipients  -- one that meets the goals of federal, state and 

local governments, health providers, and the patients themselves. The expansion and evaluation of cost-

effective models, such as assisted living, is critical in this new context. This report will describe the 

                                                      
5
 Kane R., Kane, R. What Older People Want From Long-Term Care, And How They Can Get It. Health Affairs, Nov/Dec  2001. 

6 Kasper, J. et al. (2018). Care Arrangements of Older Adults: What They Prefer, What They Have, and Implications for Quality of Life. 
7
 Olmstead v. L. C., 527 U.S. 581 (1999) https://supreme.justia.com/cases/federal/us/527/581/ 

https://supreme.justia.com/cases/federal/us/527/581/
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evolution of California’s current model for assisted living and an analysis of its costs and service 

infrastructure to arrive at recommendations that can uphold the dignity of older Americans while also 

ensuring fiscal prudence for the state. 

 

III.  About California’s Assisted Living Waiver 
 

The Assisted Living Waiver  

In 2009, California launched a pilot for an Assisted Living Waiver (ALW), an HCBS waiver that provides 

funding for assisted living facilities. It was called a pilot because it began as a small program that was 

intended to explore the effects of incorporating assisted living as a Medi-Cal benefit. Accordingly, the 

pilot was originally restricted to serve 3 counties in the state. The pilot was successful, and in March, 

2009 the program was converted into a federal waiver program to be renewed every five years. 

 

The goal of the ALW is to facilitate the transition from nursing facilities to home-like and community-

based settings in order to provide the elderly with a better quality of life and care that better fits their 

needs. Participants in the program can choose to reside in facilities that provide assisted living as an 

alternative to nursing home facilities. This allows seniors at risk of being unnecessarily institutionalized 

to be cared for within their communities, in settings that maximize their comfort and independence. 

 

The ALW has been renewed for five-year periods twice since the program began and has expanded to 

include 15 counties and a maximum enrollment of 5,744 participants.  

  

Program Conditions   

The ALW is designed with several requirements: 

● The program must be cost neutral (equal or less to the cost of providing institutional care)8 

● Applicants must have care needs equal to those of Medi-Cal-funded residents in nursing facilities 

● In 2018, the program was modified to require 60 percent of new applicants be transferred from 

institutional nursing facilities 

In total, these conditions demonstrate an intentional design to ensure the program reduces overall state 

spending on long-term care. While the cost-neutrality condition is a requirement of all HCBS waiver 

programs, the other two conditions show how the program was designed to encourage people already in 

nursing homes to transition to more suitable living environments. The ALW is meant to be an alternative 

for those who would otherwise be institutionalized, not for individuals who don’t need nursing home care.  

 

Eligibility and Administration   

                                                      
8
 Home and Community-Based Service Programs. State of California Department of Developmental Services, 

https://www.dds.ca.gov/waiver/index.cfm. Accessed 28 Apr 2019. 

https://www.dds.ca.gov/waiver/index.cfm
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In California, the ALW is administered by the Department of Health Care Services. Applicants for the 

ALW must be eligible for Medi-Cal, able to reside safely in an assisted living facility, and have the same 

level of care needs to qualify for nursing home care.  

  

Applications are reviewed by Registered Nurses (RN) at Care Coordination Agencies (CCA) who 

evaluate the needs of ALW seekers using an established ALW Assessment Tool. This tool measures the 

need for assistance across different functional categories, and then calculates a level of care eligibility and 

tier of service for the beneficiary. Although the ALW Assessment Tool is a used to determine eligibility, 

there is no standardized assessment for waiver seekers.  

 

Through this process, participants work closely with a RN to determine their level of care needs. As a part 

of this, they develop an Individualized Service Plan (ISP) to identify the best way to meet a person’s care 

requirements. 

 

Participants must live in qualified assisted living facilities, which include Residential Care Facilities 

(RCF), Adult Residential Care Facilities (ARC) or Public Subsidized Housing (PSH). If a newly enrolled 

participant is transferring from a nursing facility, their transition is overseen by a CCA, which is in charge 

of coordinating benefits and appropriate placement.  

  

Once individuals are settled in their assisted living facility, that facility is responsible for providing and 

overseeing all personal and supportive services according to their ISPs. These include catering for daily 

meals, arranging for transportation, preparing housekeeping and laundry, administering medication and 

finally, providing with skilled nursing if necessary. In the case of residents in PSH, a Home Health 

Agency acts as the provider of assisted-living services.  

 

Additionally, the Care Coordinator works closely with participants via one-on-one interviews in order to 

ensure that services are being delivered in a timely and appropriate manner. Every six months, the CCA - 

in collaboration with the beneficiary - will update the initial ISP according to new or unmet care needs. 

 

The following chart provides an overview of the different agencies that are involved in some aspect of 

implementing the ALW. Each carries out an important role suited to the expertise and services within its 

capabilities.  
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Agency Roles and Responsibilities for ALW Implementation 

Agency/Organization 

Organization 

Type Responsibility 

Centers for Medicaid and Medicare (CMS) Federal 

Approve Medicaid funding for Assisted Living 

Waiver (ALW) 

Department of Health Care Services 

(DHCS) 

State 

• Administer Medicaid in California (Medi-Cal) and 

ALW program 

 

• Review Care Coordination Agencies for alignment 

with ALW program 

Care Coordination Agency (CCA) Private • Assess the healthcare needs of ALW seeker and 

develops an individual service plan (ISP) 

 

• Submit ALW applications to the Department of 

Health Care Services 

 

• Communicate and update ALW seeker on their 

application status 

Residential Care Facility for the Elderly 

(RCFE), Adult Residential Facility (ARF) 

or Home Health Agency (HHA) Private or Public Provide care service for ALW participant 

 

 

Program Costs 

Costs to the state 

As a formal requirement of 1915(c) waivers, the ALW must maintain cost neutrality, costing no more 

than the existing alternative. In this case, the ALW service costs are compared to the average Medi-Cal 

costs for individuals at nursing facilities. 

  

The cost for a specific participant depends on the individual’s level of care needs as designated by 

assignment to one of five total tiers of service. Tier one is assigned to beneficiaries with the lowest level 

of support need; tier four are assigned to those with the greatest needs. Tier five was recently added to 

provide a community residential alternative for beneficiaries whose physical, mental and cognitive 

disabilities make placement inappropriate or unmanageable in other facilities and makes up less than 1 

percent of participants.  

  

These tiers determine per diem payments made to the assisted living facility provider that are 

commensurate with the individual’s level of support need. According to the ALW Renewal Application 
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for 2019-2024, there has been a consistent enrollment at the different tier levels over the last five years. 

The current rates and reported percentage of participants in each tier are as follows9: 

 

Tier # Per Diem Rate % of Participants 

Tier 1 $65.00 33% 

Tier 2 $77.00 17% 

Tier 3 $88.00 28% 

Tier 4 $102.00 22% 

Tier 5 $200.00 <1% 

   

In addition to assisted living service and care costs, the ALW program also contains costs related to care 

coordination, residential habilitation, transitioning from nursing facilities, and use of state services. 

  

According to the most recent available annual waiver report, in 2014-2015 the average ALW participant 

cost the state $25,250. Accounting for increased service costs, estimates for average participant cost over 

the next five years is expected to range from $29,331.66 in 2019 to $35,006.77 in 2024. These projections 

are consistent with program data from previous years and provide a conservative estimate for future 

spending. 

  

Costs to participants 

It is important to note that the ALW does not cover all costs for participants. While Medi-Cal does pay for 

their care and services, participants in the ALW must pay for room and board charges.  

 

Many people who are eligible for Medi-Cal are also eligible for Supplemental Security Income (SSI), a 

welfare program that provides monthly cash assistance to low-income aged and disabled individuals. The 

state of California offers additional financial support through the state supplementary payment (SSP). 

 

This poses a challenge, since the system requires individuals on fixed incomes to pay for room and board 

costs associated with assisted living. To address this, California limits the amount ALW providers can 

charge Medi-Cal recipients for room and board. 

 

                                                      
9
Assisted Living Waiver Reimbursement Rates. State of California Department of Health Care Services,  

https://www.dhcs.ca.gov/services/ltc/Documents/Reimbursement-Rates-2019.pdf. Accessed 22 Apr 2019. 

https://www.dhcs.ca.gov/services/ltc/Documents/Reimbursement-Rates-2019.pdf
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Despite capping the amount that assisted living residences can charge for room and board, most recipients 

of ALW services still have to pay most of their income to cover these costs. As of January 1, 2019, the 

maximum a SSI benefit someone seeking assisted living care can receive is $1,194.37. The room and 

board rate for that person is capped at $1,058.37 leaving a personal needs allowance of $136 per month.10  

 

IV.   Evaluating the ALW - How well is the program 

accomplishing its goals?  
 

Cost Analysis  
 

An opportunity for cost savings 

Institutional nursing home care is expensive and resource-intensive. The average annual cost for skilled 

nursing facility services per participant is $84,157. While this is certainly appropriate for some individuals, 

many do not require such a high level of care. Assisted living costs significantly less to administer, between 

$29,000 - $35,000 per participant. Given the strong preference for non-institutional care, the ALW offers 

an alternative that better suits individual needs and saves money for both the state and residents.  

  

Using the five-year projected costs for ALW participants, the DHCS estimates savings of between $49,000 

and $55,000 per participant who would otherwise be institutionalized in a nursing home. The ALW thus 

represents a huge opportunity to reduce spending on long-term care.  

  

Noninstitutional Care Decreases Medicaid Spending 

Because assisted living services are highly desired, it is possible that individuals will apply for ALW 

services that otherwise would not seek state services for long-term care. This effect, sometimes referred to 

as the woodwork effect, cautions that a cost-saving program may nonetheless result in increased state 

spending if more participants join as a result (i.e. “come out of the woodwork”). 

  

This has led to concern that HCBS programs may cause an increase in total spending. However, studies 

have found that HCBS programs lead to significant Medicaid savings even after accounting for a potential 

woodwork effect.11 Research has also found that states with well-established non-institutional programs 

reduce their overall long-term spending compared to states with minimal non-institutional services.12  

 

                                                      
10 SSI/SSP Payment Standards. State of California Department of Social Services,  http://www.cdss.ca.gov/Portals/9/CCLD/EM/2019_ssi-

ssp.pdf. Accessed 28 Apr 2019. 
11 Harrington, C., Ng, T., & Kitchner, M. (2011). Do Medicaid Home and Community Based Service Waivers Save Money? Home Health Care 

Services Quarterly, 30(4), 198-213.  

12 Kaye, H. S., LaPlante, M. P., & Harrington, C. (2009). Do noninstitutional long-term care services reduce Medicaid spending? Health Affairs, 

28(1), 262–272. 

http://www.cdss.ca.gov/Portals/9/CCLD/EM/2019_ssi-ssp.pdf
http://www.cdss.ca.gov/Portals/9/CCLD/EM/2019_ssi-ssp.pdf
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Additional research has found that HCBS programs reduce the risk of nursing home placement.13,14 This 

indicates that these programs are successful in keeping individuals in the community and out of institutional 

settings.  

 

Together, these findings demonstrate that concerns about the woodwork effect are overblown, and should 

not be reason enough alone to prevent the further expansion of HCBS programs. On the contrary, research 

shows that expanding HCBS programs lead to overall spending reductions.  

  

Additionally, programs can be designed to try to mitigate the potential for woodwork effects. In this case, 

the ALW requires 60 percent of new participants transfer from a nursing home facility. Although the 

remaining 40 percent can come directly from the community, they still must qualify for nursing facility 

level of care. This ensures that the ALW is only serving those who require skilled care, while at the same 

time acknowledging that their care needs do not necessitate institutionalization.  

 

It should be noted that the savings associated with the ALW will not be immediately obvious within the 

state budget. Currently, the program is very small, affecting less than 6,000 individuals, compared to the 

more than 12 million people enrolled in Medi-Cal in the state.15 The savings associated with those 

individuals will be obscured by the large Medi-Cal budget, which is slated to be $98.5 billion in fiscal year 

2018–19.  

 

This presents an opportunity for the state to take substantial steps to reduce costs while also providing a 

desired long-term care alternative. The small size of the ALW means there is significant room for 

expansion. There is also evidence that there is currently a large unmet demand for assisted living care 

among older adults. Despite no advertising and low public awareness of the program, as of February 2019 

the ALW waitlist had 4,419 people on it. 

 

Given that the DHCS estimates savings of about $50,000 per participant, there is evidence that program 

growth would be an effective strategy to decrease long-term care expenditures that will otherwise only 

continue to increase with the aging population. 

 

Geography of the ALW 
 
In order to evaluate the current ALW participation cap of 5,744, it is useful to consider how many additional 

people might benefit from program expansion and where those people are located.  To conduct this analysis, 

we examine the demographics of the 15 counties where ALW is currently authorized and then consider 

which other high counties demonstrate need. 

 

                                                      
13

 Segelman M, Intrator O, Li Y, Mukamel D, Veazie P, Temkin-Greener H. (2017). HCBS spending and nursing home admissions for 1915(c) 

waiver enrollees. J. Aging Soc. Policy. 2017:1-18.  
14

 Sands, Laura P et al. (2012) “Volume of home- and community-based services and time to nursing-home placement.” Medicare & medicaid 

research review, 2(3)  
15 McConnville, S., Cha, P. Just the Facts: The Medi-Cal Program. Public Policy Institute of California. April 2019. https://www.ppic.org/wp-

content/uploads/medi-cal-program.pdf 

https://www.ppic.org/wp-content/uploads/medi-cal-program.pdf
https://www.ppic.org/wp-content/uploads/medi-cal-program.pdf
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Where is the ALW currently authorized? 

Currently, the ALW is authorized in 15 California counties: Alameda, Contra Costa, Fresno, Kern, Los 

Angeles, Orange, Riverside, Sacramento, San Bernardino, San Diego, San Francisco, San Joaquin, San 

Mateo, Santa Clara, and Sonoma.  Across these counties, there are 377 ALW-approved assisted living 

facilities with a total capacity of 16,802 beds.16 

 

The map below shows the facility locations (in orange), as well as the capacity17 in each county.  As 

evidenced in the map, facilities are clustered around urban centers and there is a wide variation in capacity 

by county.  For example, Riverside and Alameda have similar populations of seniors on Medicaid, but 

Riverside has almost 750 more beds than Alameda. 

 

 
 

 

 

                                                      
16 Assisted Living Waiver Program Participating Facilities. California Department of Health Care Services, 

https://www.dhcs.ca.gov/services/ltc/Documents/List-of-RCFE-facilities-4.11.19.pdf. Accessed 25 Apr 2019. 
17 The total capacity statewide is 16,802 and represents all available beds at ALW provider facilities, not only beds used by ALW patients.  

While these facilities are approved to serve Medi-Cal eligible seniors under the Assisted Living Waiver, they also serve residents who use a 

variety of other payment sources (e.g. self-pay, private insurance, etc.). 

https://www.dhcs.ca.gov/services/ltc/Documents/List-of-RCFE-facilities-4.11.19.pdf
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How well is ALW serving people in the 15 authorized counties? 

A typical ALW program participant is a low-income senior on Medi-Cal who requires assisted living 

services, but not full nursing home-level care.  As demonstrated in the table below, the current fifteen 

counties represent both significant aging and low-income populations.  Moreover, these counties include 

more that 428,000 seniors who are below 100% of the Federal Poverty Level and more than 238,000 senior 

households with Supplemental Security Income (SSI).18 

 

County 
Seniors and Persons with 

Disabilities on Medicaid19 

Population 65 Years and 

Older20 

Los Angeles 397,800 1,264,984 

Orange 87,979 426,445 

San Diego 73,744 425,217 

Santa Clara 56,720 239,965 

San Bernardino 53,102 225,174 

Riverside 52,193 316,979 

Alameda 51,754 208,693 

San Francisco 43,145 128,384 

Sacramento 42,791 194,729 

Fresno 31,956 110,868 

Contra Costa 24,569 163,771 

Kern 21,431 89,227 

San Joaquin 20,388 86,538 

San Mateo 16,165 115,064 

Sonoma 9,037 87,139 

Total 982,774 4,083,177 

 

Data from skilled nursing facilities (SNFs) also point to a large number of Medi-Cal users in these fifteen 

counties whose nursing home stays are quite brief (i.e. strong candidates for ALW participation). According 

to the California Office of Statewide Health Planning and Development, about 60% of patients at Skilled 

Nursing Facilities statewide are paying for services with Medi-Cal.  In the fifteen ALW-authorized 

counties, around 37,000 of the 76,000 SNF patients on the last day of Fiscal Year 2017 were Medi-Cal 

users.  Between FY2012 and FY2017, more than 110,000 people have been discharged from SNFs to 

Residential Board and Care21 facilities and more than 870,000 people were discharged to home.22 

                                                      
18 U.S. Census Bureau (2011). Population 65 and Over in the United States, 2013-2017 American Community Survey 5-year estimates. Retrieved 

from https://factfinder.census.gov/faces/tableservices/jsf/pages/productview.xhtml?pid=ACS_17_1YR_S0103. 
19

 Certified Medi-Cal Eligibles Ages 65+ by County and Aid Group - September 2018. California Department of Health Care Services, 

https://www.dhcs.ca.gov/dataandstats/statistics/Pages/Medi-Cal-Certified-EligiblesRecentTrends.aspx. Accessed 25 Apr 2019. 
20 U.S. Census Bureau (2011). Population 65 and Over in the United States, 2013-2017 American Community Survey 5-year estimates. Retrieved 

from https://factfinder.census.gov/faces/tableservices/jsf/pages/productview.xhtml?pid=ACS_17_1YR_S0103. 
21 Residential Board and Care includes RCFEs, ARFs, or a secured facility such as an Alzheimer’s unit, jail, or prison.  RCFEs include smaller 

6-bed “board and care” facilities and larger assisted living facilities, as well as assisted living facilities with secured units for memory care. 
22 Long-term Care Facilities Annual Utilization Data. California Health and Human Services Open Data Portal, 

https://data.chhs.ca.gov/dataset/long-term-care-facilities-annual-utilization-data. Accessed 25 Apr 2019. 

https://factfinder.census.gov/faces/tableservices/jsf/pages/productview.xhtml?pid=ACS_17_1YR_S0103&prodType=table
https://factfinder.census.gov/faces/tableservices/jsf/pages/productview.xhtml?pid=ACS_17_1YR_S0103&prodType=table
https://data.chhs.ca.gov/dataset/long-term-care-facilities-annual-utilization-data


 

17 

The figures above convincingly demonstrate that the fifteen current ALW counties are high-need, but given 

the magnitude of these numbers, the program is likely under-serving its potential clientele.  If only a small 

percentage of eligible people in these counties wanted to participate in the ALW program, the current limit 

of 5,744 would falls far short of the need. 

 

Which other counties have populations that would benefit from ALW expansion? 

Across multiple indicators, ten California counties rose to the top of the list of number of potential 

participants who might benefit from a geographic expansion23.  In addition to the size of the 65+ population 

and the number of Seniors and Persons with Disability on Medicaid, these ten counties include more than 

51,000 seniors who are below 100% of the Federal Poverty Level and more than 27,000 senior households 

with Supplemental Security Income (SSI).24 

 

While program uptake would not reach the numbers listed in the table below, the magnitude of people who 

match the program profile in these counties can help predict where the program would be both impactful 

and efficient. 

 

County 
Seniors and Persons with 

Disabilities on Medicaid25 

Population 65 Years and 

Older26 

Ventura 16,472 119,246 

Placer 5,042 68,244 

Stanislaus 15,406 65,844 

Santa Barbara 8,385 63,210 

Solano 9,167 61,554 

Monterey 9,640 53,745 

Tulare 15,104 48,912 

Butte 6,060 38,949 

Merced 7,928 28,611 

Imperial 11,357 21,816 

Total 104,561 570,131 

 

In these ten counties, around 5,600 of the 9,000 SNF patients on the last day of Fiscal Year 2017 were 

Medi-Cal users.27  Given this high percentage and the interest in assisted living demonstrated by the pilot 

                                                      
23 The criterion for this analysis is the absolute number of potential participants which would be served by a programmatic expansion.  This 

selection is based on the fact that the ALW programs benefit from economies of scale both administratively and at the level of service providers.  

Nevertheless, it should be acknowledged that other distributional frameworks (e.g. considering which counties have the highest proportion of 

potential participants or which counties are historically under-resourced) might produce a different list of priority counties.  
24 U.S. Census Bureau (2011). Population 65 and Over in the United States, 2013-2017 American Community Survey 5-year estimates. Retrieved 

from https://factfinder.census.gov/faces/tableservices/jsf/pages/productview.xhtml?pid=ACS_17_1YR_S0103. 
25

 Certified Medi-Cal Eligibles Ages 65+ by County and Aid Group - September 2018. California Department of Health Care Services, 

https://www.dhcs.ca.gov/dataandstats/statistics/Pages/Medi-Cal-Certified-EligiblesRecentTrends.aspx. Accessed 25 Apr 2019. 
26 U.S. Census Bureau (2011). Population 65 and Over in the United States, 2013-2017 American Community Survey 5-year estimates. Retrieved 

from https://factfinder.census.gov/faces/tableservices/jsf/pages/productview.xhtml?pid=ACS_17_1YR_S0103. 
27 Long-term Care Facilities Annual Utilization Data. California Health and Human Services Open Data Portal, 

https://data.chhs.ca.gov/dataset/long-term-care-facilities-annual-utilization-data. Accessed 25 Apr 2019. 

https://factfinder.census.gov/faces/tableservices/jsf/pages/productview.xhtml?pid=ACS_17_1YR_S0103&prodType=table
https://factfinder.census.gov/faces/tableservices/jsf/pages/productview.xhtml?pid=ACS_17_1YR_S0103&prodType=table
https://data.chhs.ca.gov/dataset/long-term-care-facilities-annual-utilization-data
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program, it is likely that many current nursing home occupants might prefer to opt into an assisted living 

facility. 

 

What is an effective roll-out strategy? 

The fifteen ALW-authorized counties cover a large proportion of California’s population and, as shown 

above, there is a significant pool of potential program beneficiaries.  As such, it makes operational sense to 

expand the program where there is existing program infrastructure.  A middle-term strategy should consider 

expanding to the ten high-need counties listed above, with a long-term goal of expanding the program 

statewide.  As evidenced above, this program is anticipated to generate cost-savings for the State of 

California, so barring administrative or service provision challenges, this program can be implemented 

throughout the state. 
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Reimbursement Rates 
 

ALW Reimbursement Rates 

ALW reimbursement rates remained constant between 2006, when the program was piloted, and 2017.28 

The rates saw their first increase in 2017 and have continued to the present. While reimbursement rates 

have been increasing annually over the last few years for facilities who participate in the ALW program, 

the low participation of facilities, with some counties having no participating facilities at all, indicates that 

the reimbursement rates may not be economically compelling for a number of facilities. These increases 

have already taken into account the minimum wage increases for employees, pursuant to 2016’s California 

Senate Bill (SB) 3. 

 

In 2019, the average cost of care per day for an individual in an Assisted Living Facility in California was 

$152.29 As shown in an earlier table, less than 1 percent of participants qualify for the Tier 5 reimbursement 

rate. The majority fall within Tiers 1 through 4, of which the highest reimbursement rate is $102. The gap 

between the reimbursement rate ($102) and cost of care ($152) is quite significant, especially given that the 

estimated cost of care is a state average. In the San Francisco area, the 2019 estimated cost of care is $186. 

For facilities in counties like San Francisco, the allotment of ALW reimbursement rates as a flat rate across 

all counties makes it even more difficult to bridge the gap between the reimbursement rates and cost of 

care. 

 

ALW 2019 2018 2017 

Tier 1 65.00 58.00 55.00 

Tier 2 77.00 69.00 66.00 

Tier 3 88.00 80.00 75.00 

Tier 4 102.00 92.00 87.00 

Tier 5 200.00 200.00 200.00 

Avg Cost of Care (CA)* 152.00 148.00 141.00 

 

                                                      
28 Kutnerian, G. (2016, October 26). Assisted Living Waiver Program – DHCS Announces Increased Provider Rates Effective 2017. 6Beds, Inc. 

https://6beds.org/2016/10/26/assisted-living-waiver-program-dhcs-announces-increased-provider-rates-effective-2017/. Accessed April 28, 2019. 
29 Cost of Long Term Care | 2018 Cost of Care Report. Genworth. https://www.genworth.com/aging-and-you/finances/cost-of-care.html. 

Accessed April 21, 2019. 

https://6beds.org/2016/10/26/assisted-living-waiver-program-dhcs-announces-increased-provider-rates-effective-2017/
https://www.genworth.com/aging-and-you/finances/cost-of-care.html
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*The average cost of care (at a daily rate) is calculated using Genworth’s Cost of Care Survey. These rates are 

medians for the State of California (varying rates by geographic location can be found in the appendix figure A.2). 

Genworth determined these cost of care figures through polling licensed assisted living facilities for their private 

pay rates for a one-bedroom unit. The facilities polled varied from small group homes to large multi-service 

facilities, with services ranging from basic to more substantial care.30 

 

SNF Reimbursement Rates 

One major difference in how SNF and ALW reimbursement rates are structured is that SNFs are reimbursed 

on a peer group basis, meaning that counties in a specified geographic area are grouped together. For 

example, Peer Group 7, the peer group with the highest reimbursement rate, incorporates 11 counties -- 

including San Francisco, Marin, and Alameda. This model of varying rates by county could prove useful 

to examine further when determining ALW reimbursement rates. 

 

SNF 2018-19 2017-18 2016-17 

Peer Group 1 192.90 182.83 180.18 

Peer Group 2 224.06 210.84 205.75 

Peer Group 3 227.78 216.23 211.66 

Peer Group 4 245.84 234.76 224.92 

Peer Group 5 204.55 192.48 188.48 

Peer Group 6 216.10 206.64 202.72 

Peer Group 7 246.23 236.24 232.00 

Avg Cost of Care (CA)* 283.00 275.00 267.00 

*The average cost of care (at a daily rate) is calculated using Genworth’s Cost of Care Survey. These rates are 

medians for the State of California (varying rates by geographic location can be found in the appendix figure A.2). 

Genworth determined these cost of care figures through polling certified and licensed nursing homes for their rates 

for a semi-private (double occupancy) room. The rates include rent, meals, laundry, basic nurse supervision, and 

generic non-prescription pharmaceuticals.31 

                                                      
30

 Cost of Care Survey 2017 | Methodology. Genworth. https://www.genworth.com/dam/Americas/US/PDFs/Consumer/corporate/cost-of-

care/48590_081417.pdf. 
31

 Cost of Care Survey 2017 | Methodology. Genworth. https://www.genworth.com/dam/Americas/US/PDFs/Consumer/corporate/cost-of-

care/48590_081417.pdf. 

https://www.genworth.com/dam/Americas/US/PDFs/Consumer/corporate/cost-of-care/48590_081417.pdf
https://www.genworth.com/dam/Americas/US/PDFs/Consumer/corporate/cost-of-care/48590_081417.pdf
https://www.genworth.com/dam/Americas/US/PDFs/Consumer/corporate/cost-of-care/48590_081417.pdf
https://www.genworth.com/dam/Americas/US/PDFs/Consumer/corporate/cost-of-care/48590_081417.pdf
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From this overview, it is clear that reimbursement rates should be adjusted for ALW in order to keep up 

with the cost of care. In addition, the peer group basis allocation used for SNF reimbursement rates could 

be a helpful model to incorporate into how ALW reimbursement rates are determined. 

 

V. Comparing ALW to Similar Programs in Other 

States 
 

Introduction 

 

Under Medicaid’s HCBS waivers, states have had some freedom to design Medicaid programs. California 

has eight different HCBS waivers, the majority of which are targeted toward elderly care service delivery, 

with some also directed toward individuals with disabilities.32 While the majority of Oregon’s nine HCBS 

waivers are directed to individuals with disabilities, there is one waiver targeted toward the elderly and 

physically disabled that would be Oregon’s equivalent to California’s ALW.33 Washington is similar in 

this respect with its eight waivers, one of which could be equated to the ALW in California.34 Given this, 

it is helpful to examine how other states have implemented their own waiver programs in order to draw 

upon some lessons for alternative practices in the context of long-term care. 

 

It is also important to note that after the Affordable Care Act (ACA) was enacted in 2010, the federal 

government created the Community First Choice Option (CFCO), authorized under 1915(k) of the Social 

Security Act, a section which was added during the passage of the ACA. States who choose to opt into 

CFCO are given a 6 percentage point increase of federal matching payments to any spending on services 

falling under the CFCO program. Unlike the 1915(c) amendment enabling the HCBS waiver, the CFCO 

is structured as an entitlement program that requires no waiting list. As an entitlement program, CFCO 

must be available to all Medicaid recipients who are income-eligible under the state’s conditions; it may 

not have any caps in allotment of spots or other eligibility requirements (including age and severity of 

disability). It also does not have a monetary cap on the amount of services an individual can receive. 

 
State of Washington 

 
Long-term care services under HCBS waiver 

In 1982, Washington State passed one of the nation’s first HCBS waiver programs, known as the 

Community Options Program Entry System (COPES) program. As of 2017-18, COPES provided 42,328 

available slots. COPES offered the following services as of July 2015: adult day care, adult day health, 

support training and wellness education, house modifications, home delivered meals, transportation, 

                                                      
32

 Medicare, C. for, Baltimore, M. S. 7500 S. B., & Usa, M. (2016, May 3). 1915-c-waivers-by-state. https://www.cms.gov/Outreach-and-

Education/American-Indian-Alaska-Native/AIAN/LTSS-TA-Center/info/1915-c-waivers-by-state.html#california. Accessed April 28, 2019. 
33

 Medicaid Home- and Community-Based Services: Selected States' Program Structures and Challenges Providing Services (p. 14). (2018, 

Aug). United States Government Accountability Office. https://www.gao.gov/assets/700/694348.pdf. 
34

 Medicare, C. for, Baltimore, M. S. 7500 S. B., & Usa, M. (2016, May 3). 1915-c-waivers-by-state. 

https://www.cms.gov/Outreach-and-Education/American-Indian-Alaska-Native/AIAN/LTSS-TA-Center/info/1915-c-waivers-by-state.html#california
https://www.cms.gov/Outreach-and-Education/American-Indian-Alaska-Native/AIAN/LTSS-TA-Center/info/1915-c-waivers-by-state.html#california
https://www.gao.gov/assets/700/694348.pdf
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specialized medical equipment and skilled nursing. Individuals qualifying under COPES were permitted 

to choose to receive their benefits in an assisted living facility, an adult residential care facility, or their 

home. This means that individuals providing care for their elderly family members are able to be 

reimbursed as a provider under COPES. 

 

The daily reimbursement rates for providers under COPES include room and board fees and consist of 17 

tiers that ranged from A to E with levels of low, medium, and high. The rates vary across three different 

types of counties: King County (the largest county in the state), metropolitan counties, and non-

metropolitan counties. The lowest and highest rates for each county allocation as of 2019 are shown in the 

table below. This large variation in rates allows for the reimbursement rate to be more specialized to each 

individual’s required level of care. 

 

 King County Metropolitan Non-Metropolitan 

Lowest Tier $73.34  $67.30  $66.13  

Highest Tier $178.76  $172.77  $163.33  

 
The COPES program was supplemented by the Medicaid Personal Care (MPC) program, which offers 

personal care services for individuals who do not live in nursing home facilities. 

 

One additional waiver program in King and Pierce Counties of Washington State is the New Freedom 

(NF) Program. This is an alternative waiver program to COPES, CFCO, and MPC -- it is for individuals 

who wish to receive in-home care rather than live in a nursing facility. This program provides these 

individuals more flexibility in how they may spend their allocation than the other programs do, but they 

cannot be enrolled in another program if they are already under the NF Program. 

 

Shifting long-term care services to CFCO 

The COPES waiver program has been renewed every 5 years since its enactment in 1982. On July 1, 

2015, Washington opted in to the Community First Choice Option (CFCO). 

 

To be eligible for CFCO in Washington:35 

● Applicants must be eligible for Washington’s Medicaid program. 

● Applicants must require an Institutional Level of Care (ILOC). 

● For 2019, a single individual must have an income that is not in excess of $2,313 / month 

(“Special Income Level”). 

○ For married couples with a spouse who is not applying for benefits, the spouse is 

applying for benefits may transfer up to $3,160.50 / month to the non-applying spouse. 

This helps lower the countable income for eligibility. 

● Individuals must have less than $2,000 in assets (excluding a home that is valued under $585,000, 

as well as a vehicle, furniture, and a burial trust). 

                                                      
35

 Community First Choice: Transforming Washington’s System through CFC. Washington State Department of Social and Health Services. 

https://www.eiseverywhere.com/file_uploads/dcf7b2d0a396fc61c74f81d221bc52ef_CFCCombined.pdf 

https://www.eiseverywhere.com/file_uploads/dcf7b2d0a396fc61c74f81d221bc52ef_CFCCombined.pdf
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○ If an individual has a total income of less than $771 / month, they do not need to qualify 

for the asset requirement. 

 

The CFCO has largely taken over the reimbursement of the services that COPES and MPC previously 

covered. However, COPES continues to pay for wrap-around services, such as home-delivered meals, 

home health aides, and adult day care, while CFCO now covers the majority of the expenses for personal 

care and other HCBS needs. 

 

As of the 2015-2017 biennium, 14% of Washington’s long-term care funding was going toward 

residential care, 33% toward nursing home care, and 53% toward in-home care. Since 1992, the 

proportion of nursing home care to in-home and community care has shifted significantly, with nursing 

home care reducing from 47% to 15%, while in-home and community care has increased from 53% to 

85% (see Figure A.3 in Appendix).36 

 

A new universal long-term care system 

On April 23, 2019, the Washington legislature passed the Long-Term Care Trust Act, which essentially 

acts as universal long-term care. Governor Inslee has committed to signing this into law upon its passage. 

This benefits program will be eligible to all; individuals do not need to be eligible for Medicaid or qualify 

under a certain income level to access the program. Starting in 2022, employees in Washington will pay a 

tax of 58 cents for every $100 of income. After having paid in a total of 10 years (including 5 consecutive 

years), or 3 out of the 6 past years, they are eligible to begin accessing their benefits under this program.37 

Their benefits max out at $36,500, which will be increased over the years with inflation. It is expected 

that this cap will be inflated to $88,000 in 30 years. They may use these benefits toward any long-term 

care payments, including but not limited to costs in an assisted living facility, a SNF, or at home 

(including wages for a family member who is the primary caregiver), home modifications like wheelchair 

ramps, meal services, and transportation to the doctor’s office. The Long-Term Care Trust Act is the first 

of its kind in the country, and it paves the way for other states to follow in its monumental step forward in 

providing dignified quality care for elderly individuals. A similar piece of legislation failed to pass in 

2018 due to the AARP withdrawing support at the last minute. This year, various advocacy and 

community groups came together under the coalition of “Washingtonians for a Responsible Future” in 

order to better understand one another’s needs and to guarantee its passage this time around.38 

State of Oregon 

 

Long-term care services under HCBS waiver  

Out of its six waivers, Oregon has two that are directed toward adults. The first is Adults HCBS, with 

services targeted toward adults with intellectual disabilities.39 The second is the Aged and Physically 

                                                      
36 Community First Choice: Transforming Washington’s System through CFC (p. 7-8). Washington State Department of Social and Health 

Services. 
37

 Long-Term Care Trust Act. Washingtonians for a Responsible Future. https://responsiblefuture.org/the-ltc-trust-act/. Accessed April 28, 2019. 
38

 Cohen, R. M. (2019, April 26). Washington Becomes First State to Approve Publicly Funded Long-Term Care. The Intercept. 

https://theintercept.com/2019/04/26/washington-state-long-term-care/. Accessed April 28, 2019. 
39

 Application for 1915(c) Home and Community-Based Services Waiver. State of Oregon.  https://www.oregon.gov/DHS/SENIORS-

DISABILITIES/DD/Documents/Draft-Adult-HCBS-Waiver.pdf. Accessed 10 May 2019.  

https://responsiblefuture.org/the-ltc-trust-act/
https://theintercept.com/2019/04/26/washington-state-long-term-care/
https://theintercept.com/2019/04/26/washington-state-long-term-care/
https://theintercept.com/2019/04/26/washington-state-long-term-care/
https://www.oregon.gov/DHS/SENIORS-DISABILITIES/DD/Documents/Draft-Adult-HCBS-Waiver.pdf
https://www.oregon.gov/DHS/SENIORS-DISABILITIES/DD/Documents/Draft-Adult-HCBS-Waiver.pdf
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Disabled (APD), with services for adults over the age of 65 and individuals with physical disabilities. The 

APD is similar to the ALW in its organizational structure. The Oregon Health Authority (OHA), 

Oregon’s Medicaid agency, oversees and monitors the waiver, while the Department of Human Services 

(DHS) administers the program throughout the State. The roles of these two agencies are parallel to 

DHCS Long-Term Care Division (LTCD)’s role in California.40 The structure then moves to a local level; 

just as California oversees its assessment of applicants and case management through Care Coordination 

Agencies (CCAs), Oregon does so through local DHS field offices or Area Agencies on Aging (AAAs).41 

Every state has AAAs, as the 1973 Older Americans Act mandated that each state needed to have 

agencies to plan, develop, coordinate, and deliver services to older adults on a local level. AAAs vary in 

size and role throughout the 50 states, with some contracting local agencies to carry out aging services, 

while others administer services directly to their aging community.42 

 

In contrast to the ALW, the APD has its enrollment capped at 39,480 slots.43 This slot allotment was 

determined by using data on utilization, cost-of-care per person, the number of requests for enrollment per 

year, and information on the funding available. However, the State of Oregon does not have a waiting list 

because they have historically submitted waiver amendments to CMS if their enrollment requests exceed 

the original allotment.44 Oregon has an interesting history when it comes to HCBS waivers and waiting 

lists, as the state was sued in 2000 by five individuals with developmental disabilities, who claimed that 

the long waiting list was causing them to be “unreasonably denied access to services,” given that some 

individuals had been waiting for more than a decade to access HCBS services.45 This lawsuit resulted in a 

new HCBS waiver program for individuals with intellectual and developmental disabilities that had no 

waiting list.46 

 

Under the APD, participants may choose to receive services in a licensed or certified setting of their 

choice, or they may choose to stay in their own home or a family member’s home.47 

 

Long-term care services outside of HCBS waiver 

Between 1975 and 1987, Oregon passed a series of legislation known as the Oregon Project Independence 

(OPI) that allowed seniors who do not qualify for Medicare to receive care and services in their homes. 

                                                      
40 Assisted Living Waiver Program Provider Agreement. State of California Health and Human Services Agency | Department of Health Care 

Services. 
41

 Application for a §1915(c) Home and Community-Based Services Waiver (p. 3). (2016, Aug 22). State of Oregon. 

https://www.oregon.gov/DHS/SENIORS-DISABILITIES/DD/DataReports/APD%20Waiver%20Renewal%20Draft%208-22-16.pdf 
42

 Area Agencies on Aging: Local Leaders in Aging and Community Living.  

 National Association of Area Agencies on Aging. https://www.n4a.org/Files/LocalLeadersAAA2017.pdf 

43
 Medicaid Home- and Community-Based Services: Selected States' Program Structures and Challenges Providing Services (p. 27). (2018, 

Aug). United States Government Accountability Office. https://www.gao.gov/assets/700/694348.pdf 
44

 Medicaid Home- and Community-Based Services: Selected States' Program Structures and Challenges Providing Services (p. 15). (2018, 

Aug). United States Government Accountability Office.  
45

 Columnist, G. (2011, July 6). Legislation supports developmentally disabled adults. oregonlive.com. 

https://www.oregonlive.com/opinion/2011/07/legislation_supports_developme.html. Accessed May 10, 2019. 
46

 Medicaid Home- and Community-Based Services: Selected States' Program Structures and Challenges Providing Services (p. 19). (2018, 

Aug). United States Government Accountability Office.  
47

 Application for a §1915(c) Home and Community-Based Services Waiver (p. 12). (2016, Aug 22). State of Oregon. 

https://www.oregon.gov/DHS/SENIORS-DISABILITIES/DD/DataReports/APD%20Waiver%20Renewal%20Draft%208-22-16.pdf 

https://www.oregon.gov/DHS/SENIORS-DISABILITIES/DD/DataReports/APD%20Waiver%20Renewal%20Draft%208-22-16.pdf
https://www.n4a.org/Files/LocalLeadersAAA2017.pdf
https://www.gao.gov/assets/700/694348.pdf
https://www.oregonlive.com/opinion/2011/07/legislation_supports_developme.html
https://www.oregon.gov/DHS/SENIORS-DISABILITIES/DD/DataReports/APD%20Waiver%20Renewal%20Draft%208-22-16.pdf
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They do not receive federal funding; OPI is funded through a general fund from the State of Oregon.48 

Stressing the importance of independence, dignity and choice, the State spearheaded an initiative to 

provide care in least restrictive settings and succeeded in a model that remains a nationwide example to 

this day. One of the provisions, the Nurse Delegation Provision, establishes that certain types of medical 

care can be provided by professionals who are not registered as nurses. This has had a considerable 

impact on costs and also allowed more people to have access to care in community-based settings. 

 

In the same way that APD carries out its assessment of eligibility and service determination, OPI’s 

services are solely carried out through local Area Agencies on Aging (AAAs).49 This administrative 

centralization avoided problems faced by many other states in which seniors must deal with multiple 

agencies. Finally, the state encouraged the creation and building of multiple facilities offering different 

levels of services and implemented varied levels of reimbursement for each of them. 

 

The Department of Human Services Aging and People with Disabilities (ADP) program is in charge of 

assisting and supporting seniors and people with disabilities of all ages and providing opportunities for 

care and employment. This department is in charge of distributing federal funds to AAAs and contracting 

in-home care agencies to provide eligible population with assisted living and community-based services 

established in the OPI. 

 

Shifting long-term care services to CFCO 

On July 1, 2013, Oregon opted in to the Community First Choice Option (CFCO) and implemented it 

through what came to be known informally as the K Plan. With this, most services originally offered by 

the ADP program are now offered through CFCO. In Oregon’s first two years after opting in to CFCO, 

the state gained over $130 million in additional federal funding through the increased 6 percentage points 

in federal matching payments. State officials were attracted to opting in to CFCO due to its increased 

federal matching payments and the opportunity to expand services under this program. For example, 

Oregon’s CFCO program includes coverage of fees associated with transitioning an individual from an 

institution to a home or community-based setting, including first month’s rent, utility deposits, bedding, 

and basic kitchen supplies.50 

 

Seniors can choose to continue living at home or in adult foster care, adult group homes, assisted living 

facilities, or memory home care for persons with Alzheimer’s disease. Because all services through the K 

Plan are consumer-directed, a patient can also choose who to hire as a caregiver, including a family 

member. This means that in certain cases, even the spouse could receive monetary compensation for 

providing care. 

 

Some assisted living services are still offered through ADP, and since there is no overlap between the two 

plans, a person can be enrolled in both. Under the K Plan, patients can opt to receive assistance with daily 

                                                      
48

 https://www.oregonlegislature.gov/lpro/Publications/SeniorsDDLongTermCare.pdf 
49

 Department of Human Services Aging and People with Disabilities | Oregon Administrative Rules | Oregon Project Independence. State of 

Oregon. http://www.dhs.state.or.us/policy/spd/rules/411_032.pdf 
50

 Medicaid Home- and Community-Based Services: Selected States' Program Structures and Challenges Providing Services (p. 14). (2018, 

Aug). United States Government Accountability Office. https://www.gao.gov/assets/700/694348.pdf 

https://www.oregonlegislature.gov/lpro/Publications/SeniorsDDLongTermCare.pdf
http://www.dhs.state.or.us/policy/spd/rules/411_032.pdf
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living activities, such as bathing, grooming, house cleaning, meal preparation, and grocery shopping. 

More sophisticated services include community transportation, durable medical equipment, home 

modifications, and skilled nursing.51 

 

In order to be eligible for the K Plan, a person must:52 

● Be eligible for the Oregon’s Medicaid Plan. 

o For 2019, this means that a single individual cannot have income in excess of $2,313 / 

month or more than $27,756 / year. 

o For married couples, the income limit is $3,471 / month or $41,652 / year.  

● There are no age or disability requirements for eligibility purposes. However, in addition to being 

eligible for the state Medicaid plan, one must also require an institutional level of care, such as in 

a hospital or nursing home facility. 

 

The K Plan is not intended to only serve elderly participants. Because of the lift on eligibility 

requirements under the K Plan, this program is now serving many more children with intellectual and 

developmental disabilities (I/DD) than it did at its start in 2013. From 2013 to 2016, there was a 69% 

increase in enrollment of children with I/DD in the K Plan. In 2016, the total number of participants (both 

adult and children) in the K Plan with I/DD was 25,609.53 

 

As of June 2017, the total number of individuals accessing Long-Term Care (LTC) services in Oregon 

was 34,951. This number includes both seniors and individuals with physical disabilities, and these LTC 

services are now primarily provided through the K Plan as of July 2013. Out of this total number, 33.9% 

(11,776 people) were receiving Community-Based Care (CBC), which includes Assisted Living, 

Residential Care, and a small proportion of Adult Foster Care facilities. 12% (4,441 people) were 

receiving Nursing Facility Care (NFC), and 54.1% (18,734 people) were receiving In-Home Care.54 

 

The number of people accessing In-Home Care was around 11,000 in 2013 and had increased by more 

than 7,000 individuals by 2017. The number is expected to continue increasing in the future and is 

projected to be 56.4% of total LTC services by June 2021, while CBC and NFC are projected to keep 

steady at their current numbers of participants (see Figure A.4 in Appendix). The increase of In-Home 

Care clients is due to a number of factors, including 1) the introduction of the K Plan in 2013; 2) new 

state policies promoting In-Home Care, such as increasing the limit of income that a client could keep 

from $710 to $1210 per month (anything over this amount must be relinquished to the State); 3) the 

                                                      
51

 Oregon K Plan – Community First Choice Medicaid Program. https://www.payingforseniorcare.com/medicaid-waivers/or-k-plan.html. 

Accessed May 11, 2019. 
52

 Oregon K Plan – Community First Choice Medicaid Program. https://www.payingforseniorcare.com/medicaid-waivers/or-k-plan.html. 

Accessed May 11, 2019. 
53

 Community First Choice: Transforming Washington’s System through CFC. Washington State Department of Social and Health Services. 

https://www.eiseverywhere.com/file_uploads/dcf7b2d0a396fc61c74f81d221bc52ef_CFCCombined.pdf 
54 Fall 2017 DHS-OHA Caseload Forecast (p. 9-12). (2017, December). State of Oregon Budget Planning and Analysis Office of Forecasting, 

Research and Analysis. https://www.oregon.gov/DHS/BUSINESS-

SERVICES/OFRA/ofradocuments/Fall%202017%20Caseload%20Forecast.pdf 

https://www.payingforseniorcare.com/medicaid-waivers/or-k-plan.html
https://www.payingforseniorcare.com/medicaid-waivers/or-k-plan.html
https://www.eiseverywhere.com/file_uploads/dcf7b2d0a396fc61c74f81d221bc52ef_CFCCombined.pdf
https://www.oregon.gov/DHS/BUSINESS-SERVICES/OFRA/ofradocuments/Fall%202017%20Caseload%20Forecast.pdf
https://www.oregon.gov/DHS/BUSINESS-SERVICES/OFRA/ofradocuments/Fall%202017%20Caseload%20Forecast.pdf
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passing of Oregon HB 2216 in 2013, which decreased the number of beds in Long-Term Care Nursing 

Facilities.55 

 

 

 ALW (CA) COPES (WA) ADP (OR) CFCO (WA & OR) 

Major Sources of 

Program Funding 

- Medicaid 

HCBS Waiver 

- Medicaid HCBS 

Waiver 

- Medicaid HCBS 

Waiver 

- Medicaid HCBS 

Waiver 

- Federal matching 

payments 

Enrollment Cap 5,744 42,328 39,480 No cap 

Care Receiver 

Functional Status 

Requirement 

Nursing home 

level of care 

Nursing home 

level of care 

Nursing home 

level of care 

Institutional level of 

care (nursing home 

or hospital) 

Age Eligibility of 

Care Receiver 

21+ 65+ (or 18+ if 

disabled)  

65+ (or 18+ if 

disabled)  

No age restrictions 

Maximum Gross 

Income for 

Eligibility (Single 

Applicants) 

Up to $1,242 / 

month 

Up to $2,313 / 

month 

Up to $2,313 / 

month 

Up to $2,313 / 

month 

Asset Limit for 

Eligibility (Single 

Applicants) 

$2000 $2000 $2000 $2000 

Family Members 

Can Be Paid to 

Provide Care  

No Yes No Yes 

 

  

                                                      
55 Fall 2017 DHS-OHA Caseload Forecast (p. 9-13). (2017, December). State of Oregon Budget Planning and Analysis Office of Forecasting, 

Research and Analysis. 
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State of Massachusetts 

 
After state legislative reform in Massachusetts that merged care for dually eligible individuals under 

Medicaid and Medicare, the Executive Office of Health and Human Services (EOHHS), the agency that 

administers Medicaid-funded programs in Massachusetts, recognized a need to incorporate stakeholder 

feedback into agency processes. To fulfill this need, the state established the One Care Council in 2013, 

named after the One Care Program. It was designed to give public stakeholders and advocates direct 

engagement with and influence over state agency actions. In this vein, the Council was required to have at 

least 51% enrollees in Medicaid and Medicare, their family members or their guardians. The original 

Council also included representatives from community-based and consumer advocacy organizations, 

service providers, trade organizations, and unions. 

 

The early stages of the Council’s formation focused on process -- or ‘role shaping’ -- as some participants 

referred to it, defining how the Council should influence agency actions. During this process, the Council 

determined that it would focus primarily on making comments and recommendations on issues relating to 

the delivery of services, including: new enrollee process, effective use of assessment tools, access to 

covered benefits, effective care coordination strategies, and provider training needs. 

 

A report56 cites that the Council was able to influence EOHHS actions in four key ways. First, that the 

Council surfaced challenges faced by enrollees and secondly, improved the quality of service delivery by 

advocating for measures, interpreting survey data and increasing the number of responses to surveys. The 

Council also proved to be a critical bridge during a service disruption; and lastly, the Council was critical 

in identifying risk in long-term sustainability model of the One Care program. And furthermore, the 

Council group went on to identify cost drivers and assist in the procurement of new funding for the One 

Care program. 

 

VI.   Recommendations  
 

When thinking about the future of the Assisted Living Waiver - and long-term care more broadly - in this 

analysis, we prioritize the importance of dignity and safety as the basis for an effective and equitable 

system in California.  

 

Drawing from the previously exposed cost and geographical analysis, together with ideas from programs 

in other states, we propose recommendations for the future of assisted living in California. We have 

structured them as goals in terms of a time-frame; addressing what is politically feasible in the near-term 

and working towards a long-term path for expansive and transformative reform. 

 

                                                      
56  The One Care Implementation Council. Center for Consumer Engagement in Health Innovation. June 2018. 

https://www.healthinnovation.org/resources/publications/body/One-Care-Implementation-Council-Review-June-2018-1.pdf 

https://www.healthinnovation.org/resources/publications/body/One-Care-Implementation-Council-Review-June-2018-1.pdf
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Near-term 

Increase slots in counties where ALW already exists, vary rates by geographic location, and develop 

a consumer-focused governance model through multi-stakeholder engagement. 

 

Increase slots in counties where ALW already exists & vary rates by geographic location 

Increasing capacity is the most pressing need for the ALW program. As stated above, the 5,744 current 

slots are well under the State’s need. In the counties where ALW facilities are already available, the 

number of seniors and persons with disabilities are more than 980,000. Considering how large the eligible 

population is in these counties, it makes the most sense to increase the program where there is already 

installed infrastructure and operational capacity. 

 

As in Washington’s COPES program, California should consider varying reimbursement rates by county 

and to explore the option of creating more tiers of reimbursement. These steps would help ensure that 

rates match up accurately with the cost of care for each individual. This varying allocation by geographic 

area is also already being used in the determination of SNF reimbursement rates in California. 

 

Develop a consumer-focused governance model through multi-stakeholder engagement 

In determining how to direct its efforts in long-term care provision for the elderly, California can draw 

lessons from Massachusetts’ approach. California itself possesses a Coordinated Care Initiative, in 

response to the same CMS directive that Massachusetts’s One Care Council is spurred from. The 

Coordinated Care Initiative streamlines care and is being piloted in eight counties in California. However, 

there is no participatory council. If California’s ALW is housed under a broader umbrella of Home and 

Community Based Services under the 1115 waiver, the Council framework could become a model for 

consumer-focused governance. The selection of representatives, agenda-setting, and meeting conduct 

were all designed to engage non-experts. This method of engaging multiple stakeholders in the process 

could be an interesting model for California as well in its process of determining what next steps to take 

in the long-term care arena. 

 

Mid-term 

Geographical expansion to other counties, consider merging with other waivers, and shift services 

to CFCO program. 

 

Roll-out to ten high-need counties 

In order to maximize impact and effectiveness, a mid-term strategy should include a geographic 

expansion to those counties that have the highest amount of people matching the program’s profile. Our 

previous analysis shows that the counties with the highest needs are: Ventura, Placer, Stanislaus, Santa 

Barbara, Solano, Monterey, Tulare, Butte and Merced.  

 

Merge with other waivers 

ALW services should be streamlined by merging them with other waivers. California currently has a total 

of eight waivers under 1915(c), including ALW. Among these other seven waivers are the Home and 
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Community-Based Alternatives (HCBA) Waiver (formerly the Nursing Home/Acute Hospital Waiver)57, 

Multipurpose Senior Services Program, In Home Operations, HCBS for Californians with Developmental 

Disabilities, and the San Francisco Community Living Support Benefit.58 The multiple entry points into 

receiving Medicaid-funded elderly care services, as well as the overlap of service coverage among 

various waivers, creates a system that can prove difficult for users to access. A restructuring of these 

programs, including potential mergers among waivers, could create a more streamlined and accessible 

platform for users, as well as possible cost-saving implications for the state due to an increase in 

efficiency. DHCS has already begun doing so by preparing plans to merge the ALW into the HCBA 

Waiver, which currently targets seniors with physical disabilities who are currently in a nursing home or 

intermediate care facility, or who will need to be in such a facility within the next month. This program 

allows seniors to stay in their home and helps cover costs such as home modifications, home assistance 

technology, and training for family caregivers.59 The merging of the two waivers will not only increase 

effectiveness and efficiency of the program by consolidating points of entry and relieving duplicative 

administrative processes, but it will also provide the opportunity for ALW services to be expanded 

statewide through the already-existing HCBA infrastructure.60 

 

Shift services under ALW to CFCO program 

Emulating Washington and Oregon, moving ALW services to the CFCO program could shift California’s 

long-term care system into a more sustainable model. California already opted in to CFCO on December 

1, 2011. However, the state has not moved as many of its home- and community-based services under 

CFCO as Washington and Oregon have. CFCO is currently largely used to reimburse In-Home 

Supportive Services (IHSS), with CFCO recipients making up about 43% of IHSS recipients.61 Following 

in the footsteps of Washington and Oregon by moving the majority of HCBS waiver services under the 

1915(k) CFCO umbrella could increase federal funding for California’s long-term care, given the 6% 

increased rate in federal matching payments, as well as provide beneficiaries with greater flexibility in 

choosing their caregiver. To shift services over from ALW to CFCO, Washington created a 

comprehensive plan to reassess and alter eligibility requirements, change and update its IT systems, and 

restructure provision of specific services. 

 

Long-term 

A person-centered, universal, long-term care system. 

 

Governor Gavin Newsom has included the “Master Plan for Aging” as one of his top priorities. When 

thinking of transformative reform, the guiding principle should be to build a person-centered system, 

focused on dignity for aging individuals. This means, not only ensuring that the participant has their 

                                                      
57

 Home and Community Based (HCB) Alternatives Waiver. https://www.dhcs.ca.gov/services/ltc/Pages/Home-and-Community-Based-(HCB)-

Alternatives-Waiver.aspx. Accessed May 11, 2019. 
58

 Medicare, C. for, Baltimore, M. S. 7500 S. B., & Usa, M. (2016, May 3). 1915-c-waivers-by-state. https://www.cms.gov/Outreach-and-

Education/American-Indian-Alaska-Native/AIAN/LTSS-TA-Center/info/1915-c-waivers-by-state.html#california. Accessed April 28, 2019. 
59

 Medi-Cal Home and Community-Based Alternatives (HCBA) Waiver. https://www.payingforseniorcare.com/medicaid-waivers/ca-nursing-

facility-acute-hospital-waiver.html. Accessed May 11, 2019. 
60

 Assisted Living Waiver (ALW) Renewal (pg. 26-27). California Department of Health Care Services. 

https://www.dhcs.ca.gov/services/ltc/Documents/Waiver-Renewal-Stakeholder-Presentation.pdf 
61

 In Home Supportive Services (IHSS) Program. California Department of Social Services. http://www.cdss.ca.gov/inforesources/IHSS  

https://www.dhcs.ca.gov/services/ltc/Pages/Home-and-Community-Based-(HCB)-Alternatives-Waiver.aspx
https://www.dhcs.ca.gov/services/ltc/Pages/Home-and-Community-Based-(HCB)-Alternatives-Waiver.aspx
https://www.cms.gov/Outreach-and-Education/American-Indian-Alaska-Native/AIAN/LTSS-TA-Center/info/1915-c-waivers-by-state.html#california
https://www.cms.gov/Outreach-and-Education/American-Indian-Alaska-Native/AIAN/LTSS-TA-Center/info/1915-c-waivers-by-state.html#california
https://www.payingforseniorcare.com/medicaid-waivers/ca-nursing-facility-acute-hospital-waiver.html
https://www.payingforseniorcare.com/medicaid-waivers/ca-nursing-facility-acute-hospital-waiver.html
https://www.dhcs.ca.gov/services/ltc/Documents/Waiver-Renewal-Stakeholder-Presentation.pdf
http://www.cdss.ca.gov/inforesources/IHSS
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assisted living needs met, but also that their family is supported. In addition to this, the long-term 

initiative should also address the financial security and job stability of workers in the long-term care 

system. Finally, we are proposing improved regulation around quality of infrastructure and care provided.  

 

 

Universal long-term care 

In the long term, California could work toward the goal of providing universal long-term care, modeled 

after Washington’s recently passed Long-Term Care Trust Act (2019). This would remove all eligibility 

requirements, including Medicaid- and income-eligibility, allowing long-term care to be accessed by all. 

California could use a similar funding plan as Washington, taxing a small fraction of employees’ monthly 

salaries in order to create a funding base, while allowing people to access the benefit after having paid in 

to the program for a certain number of years. In the long run, a universal long-term care system would 

have great cost-saving implications for a state. By drastically reducing the amount of Medicaid spending 

on long-term care by the State of Washington, the Long-Term Care Trust Act is projected to save 

Washington taxpayers $19 million in its first year of operation (2022).62 For California to reach this same 

potential, there must be a strong coalition of advocates and interest-based community groups working 

with legislators to create a program that is designed to best serve aging Californians. 

 

VII. Conclusion   
 

Over the next decade, our statewide senior population will increase by 4 million people, and that number 

will double in 25 years. This compositional shift in population will have major implications for the state 

of long-term care and the state’s budget. Fortunately, policy makers are taking note. Increased 

commitment and support both from the Governor’s office and the State Legislature is making change 

more politically feasible.  

 

Currently, there are almost 5,000 individuals on the waiting list for the Assisted Living Waiver Program -

- underlining the need to expand the program’s coverage. An examination of the current program 

structure and a review of models from other states revealed that the current ALW program can benefit 

from near-, medium-, and long-term improvements. Because these recommendations have varying 

political feasibility and costs, we provide a timeline in which meeting the needs of more low-income 

seniors is possible, while ensuring a framework for transformative change in the future.  

 

Through CANHR’s work, we have understood the vital importance of addressing this pressing issue. As 

people reach the final stage of their lives, we must continue to build a long-term care system that ensures 

the dignity of individuals in its care. 
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 Long-Term Care Trust Act. Washingtonians for a Responsible Future. https://responsiblefuture.org/the-ltc-trust-act/. Accessed April 28, 2019. 

https://responsiblefuture.org/the-ltc-trust-act/
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Appendix 
 

A.1 

Number of ALW Facilities and Total Capacity by CA County63 

County Number of Facilities Capacity  

Los Angeles 120 9,089 

Orange 34 1,555 

San Diego 45 1,401 

Sacramento 36 1,380 

San Bernardino 20 849 

Riverside 20 835 

San Joaquin 7 512 

Fresno 24 494 

Contra Costa 11 176 

Santa Clara 2 132 

Kern 6 129 

Alameda 4 91 

San Mateo 2 86 

San Francisco 5 39 

Sonoma 1 34 

Total 337 16,802 

 

 
 

 

 

 

 

 

                                                      
63 Assisted Living Waiver Program Participating Facilities. California Department of Health Care Services, 

https://www.dhcs.ca.gov/services/ltc/Documents/List-of-RCFE-facilities-4.11.19.pdf. Accessed 25 Apr 2019. 

https://www.dhcs.ca.gov/services/ltc/Documents/List-of-RCFE-facilities-4.11.19.pdf
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A.2 

Average Daily Cost of Care by Geographic Region64 

 

Geographic Region 

2019 2018 

ALW SNF ALW SNF 

Sacramento Area 151.00 288.00 147.00 280.00 

San Francisco Area 186.00 310.00 181.00 301.00 

San Luis Obispo Area 184.00 258.00 179.00 250.00 

Los Angeles Area 152.00 258.00 148.00 250.00 

San Diego Area 152.00 288.00 148.00 280.00 

State of California 152.00 283.00 148.00 275.00 

 
A.3 - State of Washington 

 

65 

                                                      
64

 Cost of Long Term Care | 2018 Cost of Care Report. Genworth. https://www.genworth.com/aging-and-you/finances/cost-of-care.html. 

Accessed April 21, 2019. 
65 Community First Choice: Transforming Washington’s System through CFC. Washington State Department of Social and Health Services (p. 

8). https://www.eiseverywhere.com/file_uploads/dcf7b2d0a396fc61c74f81d221bc52ef_CFCCombined.pdf 

https://www.genworth.com/aging-and-you/finances/cost-of-care.html
https://www.eiseverywhere.com/file_uploads/dcf7b2d0a396fc61c74f81d221bc52ef_CFCCombined.pdf
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A.4 - State of Oregon 

 

66 

 

A.5 

67 

                                                      
66 Fall 2017 DHS-OHA Caseload Forecast (p. 9). (2017, December). State of Oregon Budget Planning and Analysis Office of Forecasting, 

Research and Analysis. https://www.oregon.gov/DHS/BUSINESS-

SERVICES/OFRA/ofradocuments/Fall%202017%20Caseload%20Forecast.pdf 
67

 Medicaid Home- and Community-Based Services: Selected States' Program Structures and Challenges Providing Services (p. 6).  
 (2018, Aug). United States Government Accountability Office. https://www.gao.gov/assets/700/694348.pdf. 

https://www.oregon.gov/DHS/BUSINESS-SERVICES/OFRA/ofradocuments/Fall%202017%20Caseload%20Forecast.pdf
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A.6 

 
Source: Medicaid Expenditures for Long-Term Services and Supports in FY 2014 and FY 2016 
1 Community First Choice Option 
2 Home and Community-Based Services 
3 Programs of All-Inclusive Care for the Elderly 
  

Medicaid Expenditures in California, 2010 – 2016 

 FY 2010 FY 2011 FY 2012 FY 2013 FY 2014 FY 2015 FY 2016 

Nursing facilities $ 4,282,605,363 $ 4,423,209,596 $  4,281,181,722 $  4,470,341,005 $  4,520,744,370 $  3,330,322,237 $  2,710,734,600 

Personal care $ 5,041,421,141 $ 4,755,315,576 $  801,232,095 $  796,031,423 $  2,213,019,024 $  98,555,230 $  1,885,965,222 

1915 (c) waivers $ 142,476,743 $ 182,308,283 $  173,012,126 $  207,260,496 $  214,909,053 $  238,023,108 $  350,432,032 

CFCO1 $             - $              - $  4,236,540,960 $  4,558,133,064 $  3,156,120,633 $  4,070,620,070 $  2,977,427,386 

Home health $ 188,394,267 $  227,249,947 $  213,897,447 $  223,010,459 $  210,729,787 $  223,381,067 $  223,568,722 

HCBS2 $            - $              - $            - $  14,939,958 $              - $              - $               - 

PACE3 $ 102,754,129 $  156,156,104 $ 170,769,438 $  171,804,006 $  194,433,338 $  231,823,995 $  271,765,653 

Private duty nursing $             - $              - $             - $               - $              - $               - $               - 

Self-directed 
Personal Assistant 
Services alternative 
to 1915(c) 

$             - $              - $             - $               - $              - $               - $               - 

Self-directed 
Personal Assistant 
Services - 
alternative to 
personal care 

$ 2,530,765 $  317,028,285 $  80,806,631 $  46,990,894 $  8,596,057 $  15,326,022 $  19,686,363 

Health homes $              - $              - $               - $               - $              - $               - $              - 

HCBS 1915(i) $              - $              - $               - $               - $              - $               - $              - 

Total for Older 
Adults and People 
with Physical 
Disabilities 

$  9,760,182,408 $ 10,061,267,791 $  9,957,440,419 $ 10,488,511,305 $ 10,518,552,262 $  8,208,051,729 $  8,439,579,978 
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Long-Term Care Expenditures in California, 2010 – 2016 

 FY 2010 FY 2011 FY 2012 FY 2013 FY 2014 FY 2015 FY 2016 

Total LTSS 
 $ 
13,944,238,508  

 $ 
14,128,691,243  

 $ 
13,858,655,927  

 $ 
15,192,373,038  

 $ 
15,642,372,451  

 $ 
14,152,185,704  

 $ 
14,881,669,109  

Total Institutional LTSS  $  5,647,909,872   $  5,675,341,015   $  5,480,432,444   $  5,437,902,054   $  5,596,663,851   $  4,484,150,222   $ 3,874,839,117  

Total HCBS  $  8,296,328,636   $  8,453,350,228   $  8,378,223,483   $  9,754,470,994  
 $ 
10,045,708,600  

 $  9,668,035,482  
 $ 
11,006,829,992  

Total Medicaid (all 
services) 

 $ 
43,819,716,496  

 $ 
56,876,031,016  

 $ 
53,662,505,612  

 $ 
59,849,443,049  

 $ 
67,540,299,376  

 $ 
80,893,643,467  

 $ 
83,939,093,513  

Source: Medicaid Expenditures for Long-Term Services and Supports in FY 2014 and FY 2016 
1 Long-Term Services and Supports 

 

A.8 

Over-65 Population by County 

County 
ALW 
County? 

Total Pop. 65+ Pop. 

65+ 
Pop. of 
Total 
(%) 

65+ Pop. with 
Known 
Disability Status 

Disabled 
65+ Pop. 
(%) 

65+ Pop. with 
Known 
Poverty Status 

65+ Pop. 
Below 100% 
Poverty Level 
(%) 

65+ Pop.  100-
150% Poverty 
Level (%) 

65+ Pop. 
Below 150% 
Poverty 
Level (%) 

65+ Medicaid 
Seniors and 
Persons with 
Disabilities  

Alameda Yes 1,629,615 208,693 12.8 204,503 33.2 204,503 9.4 8.2 17.6 51,754 

Alpine No -- -- -- -- -- -- -- -- -- -- 
Amador No 37,306 9,565 25.6 9,155 36.2 9,155 5.4 7.2 12.6 -- 
Butte No 225,207 38,949 17.3 37,864 40.1 37,864 8.6 11.9 20.5 6,060 
Calaveras No 45,057 11,585 25.7 11,509 37.9 11,509 4.2 7.9 12.1 -- 
Colusa No -- -- -- -- -- -- -- -- -- -- 
Contra 
Costa 

Yes 1,123,678 163,771 14.6 160,934 33.3 160,934 6.3 7.0 13.3 24,569 

Del Norte No -- -- -- -- -- -- -- -- -- -- 
El Dorado No 185,015 34,950 18.9 34,780 33.4 34,780 5.8 8.7 14.5 2,432 
Fresno Yes 971,616 110,868 11.4 108,480 42.7 108,480 12.6 12.4 25.0 31,956 
Glenn No -- -- -- -- -- -- -- -- -- -- 
Humboldt No 135,490 21,751 16.1 21,533 37.3 21,533 8.0 10.2 18.2 3,077 
Imperial No 179,957 21,816 12.1 21,582 51.3 21,582 17.7 16.8 34.5 11,357 

Inyo No -- -- -- -- -- -- -- -- -- -- 
Kern Yes 878,744 89,227 10.2 87,520 38.9 87,520 11.7 13.1 24.8 21,431 
Kings No 150,183 14,215 9.5 13,894 43.1 13,894 10.3 11.9 22.2 3,466 
Lake No 64,095 13,561 21.2 13,351 45.3 13,351 8.6 11.9 20.5 2,629 
Lassen No -- -- -- -- -- -- -- -- -- -- 

Los Angeles Yes 
10,105,72
2 

1,264,98
4 

12.5 1,237,741 36.5 1,237,705 13.4 11.8 25.2 397,800 

Madera No 154,440 20,191 13.1 19,704 39.8 19,704 12.0 10.9 22.9 3,741 



 

 

Marin No 260,814 52,965 20.3 52,026 25.3 52,026 5.4 5.0 10.4 3,754 

Mariposa No -- -- -- -- -- -- -- -- -- -- 
Mendocino No 87,497 17,221 19.7 16,975 37.2 16,975 9.2 9.8 19.0 2,888 
Merced No 267,390 28,611 10.7 28,203 45.6 28,203 11.6 13.2 24.8 7,928 
Modoc No -- -- -- -- -- -- -- -- -- -- 
Mono No -- -- -- -- -- -- -- -- -- -- 
Monterey No 433,168 53,745 12.4 52,516 32.3 52,516 9.5 8.8 18.3 9,640 

Napa No 141,005 24,521 17.4 23,580 33.1 23,580 7.8 4.9 12.7 2,766 
Nevada No 98,838 24,126 24.4 23,751 30.3 23,751 7.1 7.1 14.2 1,602 
Orange Yes 3,155,816 426,445 13.5 420,405 31.3 420,405 9.0 8.2 17.2 87,979 
Placer No 374,985 68,244 18.2 67,343 30.8 67,343 7.8 6.3 14.1 5,042 
Plumas No -- -- -- -- -- -- -- -- -- -- 
Riverside Yes 2,355,002 316,979 13.5 313,836 36.0 313,836 10.2 9.9 20.1 52,193 

Sacramento Yes 1,495,400 194,729 13.0 191,684 38.5 191,684 10.2 9.7 19.9 42,791 
San Benito No -- -- -- -- -- -- -- -- -- -- 
San 
Bernardino 

Yes 2,121,220 225,174 10.6 219,687 39.8 219,687 10.9 11.8 22.7 53,102 

San Diego Yes 3,283,665 425,217 12.9 418,070 34.3 418,070 9.0 8.2 17.2 73,744 
San 
Francisco 

Yes 864,263 128,384 14.9 126,081 36.7 126,081 13.6 11.7 25.3 43,145 

San Joaquin Yes 724,153 86,538 12.0 83,944 40.3 83,944 9.9 11.1 21.0 20,388 
San Luis 
Obispo 

No 280,119 50,662 18.1 49,780 31.0 49,780 6.0 6.7 12.7 3,966 

San Mateo Yes 763,450 115,064 15.1 113,042 29.9 113,042 6.6 7.0 13.6 16,165 
Santa 
Barbara 

No 442,996 63,210 14.3 61,841 32.9 61,841 7.6 8.6 16.2 8,385 

Santa Clara Yes 1,911,226 239,965 12.6 235,417 32.4 235,417 8.5 8.0 16.5 56,720 
Santa Cruz No 273,263 38,885 14.2 38,423 28.8 38,423 7.8 7.8 15.6 5,691 
Shasta No 178,919 34,728 19.4 34,167 40.4 34,167 7.8 11.0 18.8 4,641 
Sierra No -- -- -- -- -- -- -- -- -- -- 
Siskiyou No 43,530 10,180 23.4 10,140 36.2 10,140 10.7 12.1 22.8 1,407 
Solano No 434,981 61,554 14.2 60,177 35.5 60,177 6.9 7.6 14.5 9,167 

Sonoma Yes 500,943 87,139 17.4 85,675 30.2 85,675 6.7 6.9 13.6 9,037 
Stanislaus No 535,684 65,844 12.3 64,257 43.0 64,256 10.7 12.9 23.6 15,406 

Sutter No 95,583 13,957 14.6 13,596 42.5 13,596 9.6 10.4 20.0 3,545 
Tehama No 63,247 11,708 18.5 11,611 43.2 11,611 10.9 13.8 24.7 1,767 
Trinity No -- -- -- -- -- -- -- -- -- -- 
Tulare No 458,809 48,912 10.7 47,574 44.4 47,574 14.3 15.0 29.3 15,104 

Tuolumne No 53,899 12,974 24.1 12,736 34.6 12,736 9.5 8.0 17.5 -- 
Ventura No 847,834 119,246 14.1 117,749 35.7 117,749 6.9 7.1 14.0 16,472 
Yolo No 212,605 24,477 11.5 23,974 36.1 23,974 8.5 9.8 18.3 4,479 
Yuba No 74,644 8,687 11.6 8,605 40.7 8,605 11.1 8.6 19.7 1,944 
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