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Executive Summary  
 
The United States is on the cusp of a dramatic demographic shift.  
 
With baby boomers entering retirement, the American population aged 65 and older is expected to more than 
double from 46 million today to more than 98 million by 2060.1 This unprecedented growth, coupled with the 
increasing number of people with disabilities and dementia, particularly amid a housing affordability crisis, will have 
profound public health and housing implications for the United States. Now more than ever, it is imperative that 
housing and health authorities come together to create policy recommendations that will improve the well-being of 
Americans on a holistic level.  
 
The U.S. Department of Housing and Urban Development (HUD) and the U.S. Department of Health and Human 
Services (HHS) have operated in silos for decades. With mounting evidence suggesting that “social determinants of 
health”—the conditions in which people are born, grow, live, work, and age2— play a larger role in health outcomes 
than medical factors, the two agencies have recently begun working more closely together.3 But they have just 
scratched the surface of a daunting undertaking. In the absence of well-established collaborations, health plans, 
local health and housing agencies, and other organizations have taken it upon themselves to create innovative pilots 
to bridge the health and housing gap.  
 
The 61 health plan members of the Association for Community Affiliated Plans (ACAP) are investing in innovations 
that directly address social determinants, even if they fall outside the traditional bounds of Medicaid health 
benefits. This paper focuses on neighborhood and built environment, one of the five areas of social determinants as 
outlined by Healthy People 2020.4 It explores the challenges faced by Medicaid recipients in institutions, who are 
unable to transition back to the community in the face of unaffordable housing. It provides an overview of federal 
and Medicaid laws that have changed the landscape of long-term services and supports, and gives a general 
background of housing policies impacting Medicaid recipients. Finally, it highlights the work of five ACAP-member 
Safety Net Health Plans to help transition institution-bound enrollees back into the community.  
 

 
Introduction 
 
There are more than 3,100 counties and county-like entities in the U.S. Not one has enough affordable housing 
for its low-income residents. Nationwide, just 28 available, affordable housing units exist for every 100 low-
income households.5 The low supply of affordable housing stock has exacerbated the issue of homelessness 
nationwide, and has significant implications for health and housing policy.  
 
This paper focuses on people who experience transitional homelessness for clinical reasons. This could be 
someone who is admitted to a hospital, a skilled nursing facility, or long-term care, subsequently loses their 
home, and therefore cannot be discharged. People who find themselves in this situation face an extra layer of 
complexity: housing agencies that could help find homes for these individuals typically do not classify them as 
“homeless.”6  
 
People who face transitional homelessness for clinical reasons typically include seniors and people with 
disabilities. The two categories are not mutually exclusive. Many are enrolled Medicaid recipients, whereas 
others have Medicaid and Medicare at the same time. Such people are referred to as “dual eligibles,” or “duals.” 
Duals tend to be among the poorest and sickest beneficiaries covered by Medicare and Medicaid, and represent 
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a disproportionate amount of healthcare spending, largely due to their greater need for long-term services and 
supports (LTSS).7  

Tectonic shifts in demographics in the U.S. portend a rapid rise in seniors and people who may be dually eligible. 
More than 79 million seniors will be living in America by 2035; the number of older adult households with a 
disability will top 31.2 million by then, and the number of older adults with dementia will reach 7.6 million.8  
 
An estimated 70 percent of these older adults will need long-term care. While most such care can be delivered 
at home, some will require the services of skilled nursing facilities. Many older adults today are assisted by 
family caregivers for self-care tasks, however, it is widely believed that in the future there will not be enough 
family caregivers to take care of older adults. Over time, paid care will become even more necessary; without 
caregiver support, the only option for many will be long-term care facilities.9  
 
Today, 1.4 million Americans reside in nursing homes. Two-thirds of these people receive Medicaid coverage.10 
However, one study found that up to 1 in 5 of these seniors—up to 280,000 in all—could live in less-restrictive 
environments if they had affordable alternatives with wrap-around services (Appendix).11 
 
While this paper focuses on transitionally homeless individuals, we must note that chronic homelessness and 
episodic homelessness may overlap. Homelessness among seniors is expected to rise by a third by 2020 and to 
double by 2050. 12 The scarcity of alternative housing solutions raises the risk of institutions serving homeless 
older adults as a high-priced substitute for affordable housing. Even today, homeless seniors are often caught in 
an ‘institutional circuit’ cycling between living on the street or in a shelter and living in an institution. Since many 
homeless older adults have considerable health care needs and need support in activities of daily living, 
sometimes the only permanent shelter available to them is a nursing home—or worse, a psychiatric hospital or 
jail.13 Because Medicaid pays for nursing homes, many times these individuals are forced to stay there when 
they could be living in a community-integrated setting at far lower cost.14 While the federal government is taking 
steps to address this challenge, the need is greater than can be met—and the need is expected to continually 
grow.15 
 
Other Medicaid beneficiaries faced with unaffordable and inaccessible housing options are non-elderly adults 
with physical, intellectual or developmental disabilities (I/DD). One study finds that more than 200,000 non-
elderly people with disabilities reside in nursing homes.16 These individuals face a severe housing crisis; many 
live on Supplemental Security Income (SSI). The average SSI payment in 2014 was $721, while the national 
average one-bedroom unit was $780 and $674 for a studio. While government housing subsidy programs exist, 
many, like the Section 8 program, are frequently underfunded and have long wait lists. The high cost of housing 
coupled with disabled individuals’ limited incomes leads many individuals to becoming chronically homeless.  
 
 
 
Federal Policies and the Impact on Health Care 
 
The American with Disabilities Act (ADA) is a key policy that has significantly impacted this issue. Title II of the 
ADA requires public entities to administer services, programs, and activities in the most integrated setting 
appropriate to the needs of qualified individuals with disabilities. This provision is the central question in 
Olmstead v. L.C., a Supreme Court case which significantly changed the landscape of community-based services. 
In 1999, the Supreme Court held that public entities must provide community-based services to individuals with 
disabilities when the services were appropriate, the individual was willing to be transitioned, and the individual 
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would have the necessary resources to be accommodated.17 While Olmstead did not change Medicaid law, it did 
have a significant impact on Medicaid, given that Medicaid is the major payer for long-term services and 
supports (LTSS), including home- and community-based services (HCBS).  
 
Federal Health Policies  
 
The traditional Medicaid program, however, has a structural bias towards institutional care, a covered Medicaid 
benefit, while most HCBS are provided as a state waiver option. But unlike Medicaid, enrollment in state waiver 
programs can be capped, and long waiting lists can result. In 2012, approximately half a million people in the 
U.S. were on HCBS waiver waiting lists.The average wait was estimated to be more than two years.18 
 
Nevertheless, several Medicaid waivers have been very beneficial in helping transition individuals back to the 
community. By law, Medicaid is prohibited from covering rent, but under certain waivers states can cover 
housing-related services. For example, under Medicaid’s 1915(c) Home and Community Based (HCBS) Waiver 
Program, housing transition and tenancy-sustaining services can be covered for people that meet institutional 
settings of care. These include help with searching for and securing housing, security deposits, establishment of 
utility accounts, and basic home furnishings.  
 
Benefits under Section 1915 can be accessed through other waiver programs:  

• Medicaid’s 1915(b) waiver gives states the option to offer HCBS to individuals with disabilities, adults 
needing long term services and supports (LTSS) and individuals experiencing homelessness.19  

• Under the 1915(i) waiver, states can offer HCBS to people with disabilities or behavioral health issues 
who need less than an institutional level of care.20   

• The 1915(k) waiver, also known as the Community First Choice, gives states the option to provide HCBS 
to people who are eligible for Medicaid and have incomes below 150 percent of the federal poverty 
level, but who do not meet the institutional level-of-care criteria. It also provides HCBS to individuals 
who meet the institutional level-of-care but whose income exceed 150 percent of the federal poverty 
level.21  

Another waiver is 1905(a), which providers targeted case management (TCM) services under the Medicaid State 
Plan. This may be beneficial for individuals transitioning from institutions to the community and trying to 
maintain their community housing. TCM services are utilized to assist individuals in gaining access to needed 
medical, social, educational, and other services.22 Alternatively, Section 1115 of the Social Security Act gives HHS 
the authority to approve experimental, pilot, or demonstration projects designed by the state that will 
ultimately improve the triple aim, that is, to improve health outcomes, reduce costs and increase beneficiary 
satisfaction. States can therefore use section 1115 for housing-related services like those described above.23 
Another important program is the Balancing Incentive Program (BIP), created under the Affordable Care Act, 
which provides financial incentives to states to increase HCBS. Through BIP funding, states have been able to 
increase the number of waiver slots available, increasing beneficiaries’ access to HCBS (Appendix).   

 
Finally, a very significant grant, established in 2005, to help transition individuals from institutions to community 
based settings is the Money Follows the Person (MFP) Rebalancing grant, a four-billion-dollar grant that will 
expire in 2020.24 MFP programs have hired or contracted with housing specialists and coordinators, as well as 
case managers to provide housing-related services similar to those described above.25 In order for individuals to 
be eligible for MFP, the Medicaid beneficiary must reside in a qualifying institution for at least 90 days before 
the transition to a community setting takes place. For each beneficiary receiving HCBS, the state receives 
enhanced federal matching funds. Non-traditional services such as home-delivered meals, wheelchair ramps, 
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home modifications or even support for caregivers could all be provided under this program.  As of May 2016, 
44 states, including the District of Columbia, had operational MFP programs. According to the Kaiser Family 
Foundation, MFP states have collectively transitioned more than 52,000 Medicaid beneficiaries from institutions 
to a community home over the course of the last eight years.26  
 
In recognition of the 10th anniversary of Olmstead, President Obama designated 2009 as the “Year of 
Community Living”, directing $140 million toward independent living centers as well as a new coordination 
between the Departments of Health and Human Services and Housing and Urban Development. This initiative 
aimed to “support and promote opportunities for community integration, including increased access to 
community-based housing through federal housing subsidies.”27 Several programs were created because of this 
initiative to include the Non-Elderly Disabled Housing Choice Voucher program and the revised Section 811 
Project Rental Assistance (discussed below). Collaborations like these will ultimately look at the health of 
individuals from a holistic perspective, taking into consideration how lack of affordable housing or substandard 
housing conditions and health are inextricably linked.  
 
Federal Housing Policies 
 
To better serve the needs of these transitionally homeless Medicaid recipients, we also need to understand the 
various housing subsidies and assistance programs that are available to them. The Housing Choice Voucher 
Program (also known as Section 8) “is one of the most successful federal housing programs funded by HUD.”28 
People and families with incomes at or below 50 percent of area median income receive a voucher, to use 
toward the housing of their choice, provided it meets program requirements. At least 75 percent of vouchers go 
to households with incomes below 30 percent of the area median income. The subsidies are long-term and are 
considered permanent housing. Eligibility requirements for Section 8 vary by state, and are not necessarily 
aligned with Medicaid eligibility requirements. For example, someone who makes $30,000 a year in Rockland 
County, New York would qualify for Section 8 housing, but not for Medicaid (Appendix).29  

 
A separate program, Section 202, provides funding to support multifamily housing for the very low-income 
elderly.30 Section 202 is the only federal program that specifically addresses the need of affordable housing for 
the elderly. In 2004, the federal government allocated $20 million to create the Section 202 Demonstration 
Program. This partnership between HUD’s Office of Multifamily Housing Programs, the Office of Policy 
Development and Research with Congress and HHS examines the Medicare and Medicaid expenditures of 12 
cities to evaluate the potential of HUD programs to reduce health care use and expenditures among the low-
income elderly.31 A limitation of the program, however, is that HUD can only provide this type of housing to one 
in three seniors who qualify.  
 
Another housing program, the Section 811 Supportive Housing Program, provides funding for disabled, low-
income households. Section 811 provides interest-free capital advances and operating subsidies to non-profit 
developers who build housing for individuals with disabilities.32 More than two-thirds of Section 811 residents 
who have come from nursing homes, hospitals or other specialized residences have developmental disabilities 
and chronic mental illness. Many of these people are at risk of homelessness or have experienced chronic 
homelessness. One important feature of Section 811 is the Frank Melville Supportive Housing Investment Act of 
2010. Under this Act, new Project Rental Assistance funding was provided to State Housing Agencies to create 
integrated supportive housing, on the condition that they work with the state’s Medicaid agencies--an 
encouraging step towards integrating the two.33 
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Case Studies: ACAP Plans’ Innovations 
 
In the absence of strong federal health and housing partnerships, health plans have created innovative pilots to 
bridge the divide and provide solutions to individuals experiencing transitional homelessness. The five ACAP 
health plans interviewed below have made, or are in the process of making, great strides towards building 
partnerships with housing and other organizations to best serve their members.  
 

Health Plan of San Mateo 
 
Health Plan of San Mateo (HPSM), a local public health plan, provides health care benefits to about 150,000 
underserved residents of San Mateo County, located just south of San Francisco. They provide coverage through 
five programs: Medi-Cal, Care Advantage Cal MediConnect (a duals demonstration program), Healthy Kids, San 
Mateo County Access and Care for Everyone (ACE)/Health Worx.  
 
In 2014, HPSM worked with the Institute on Aging (IOA) and Brilliant Corners (BC) to launch the Community Care 
Settings Pilot (CCSP). The goal of the pilot is to transition people living in nursing homes back to the community. 
IOA provides intensive transitional case management, while BC, a housing services agency, delivers housing 
services and support housing retention. HPSM also partners with other key housing organizations, including 
affordable senior housing developers, county agencies (e.g., Aging and Adult services and Behavioral Health and 
Recovery Services), hospital and nursing facility discharge planners and social workers, as well as a network of 
assisted living facilities.34   
 
The pilot taps into different housing sources tailored to a member’s circumstances and needs. It could range 
from assisted living to affordable housing to helping a member stay in their own home.  
 
The target population includes enrollees who:  

• Live in long-term care settings, but could transition to lower levels of care;  
• Are in an acute, rehabilitation or skilled nursing facility and need LTSS owing to medical issues that affect 

their ability to live independently, such as a stroke or fall; or 
• Live in the community, but are at risk of institutionalization without additional supports.35 

 
Staff at skilled nursing facilities (SNF), HPSM’s case managers, hospital discharge planners, county agency case 
managers, supportive housing managers, social service programs or primary care providers identify potential 
individuals and complete an intake form to see if they will be eligible for the program.36 If the candidate is 
deemed to be appropriate for the program, an IOA case manager conducts an in-person interview. The interview 
forms the basis of a case prepared by the case manager that is presented to the Pilot Core Group, an assembly 
of representatives from IOA, HPSM, BC and San Mateo County’s behavioral health and aging and adult service 
agencies. This group meets every two weeks to discuss cases, coordinate placements, and make appropriate 
modifications to an individual’s care plan.  

 
It typically takes three to six months to transition a program participant from a skilled nursing facility or long-
term care facility back to the community. The IOA case manager leads the transition and meets not only with the 
member, but with all people involved in the member’s care, to include: the member’s family, physicians and 
social workers. Some of the challenges when transitioning individuals to the community include assuring the 
individual has appropriate services, such as in-home supportive services (IHSS)(Appendix), durable medical 
equipment and medications. Some programs that will serve the client must be coordinated prior to discharge 
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while others can only be arranged post-discharge, so case managers arrange services to ensure a safe discharge, 
often purchasing services as a bridge to connection to benefits only available in the community. IOA also 
connects individuals with long-term services and supports such as Meals on Wheels, paratransit services, and 
California’s Community Based Adult Services (Appendix).   

 
HPSM regularly measures the quality and value of the program’s services using internal data and other 
information collected by partners. A recent quarterly review, through December 2016, indicated a reduction in 
costs of 46 percent for the six months after discharge compared with the six months prior to discharge. 
Satisfaction surveys have indicated high levels of satisfaction with the services provided and the impact on their 
lives.  
 
As of October 2017, CCSP has transitioned 192 people to the community. To date, just seven have returned to 
institutional care. The impact of the program on individual members’ lives is significant, and without such 
supports over the long term most individuals would return to a long-term care setting, which would lead to cost 
growth and a decrease in quality of life for members. It would also exacerbate issues around capacity, as long-
term care beds are in especially short supply in the Bay Area. 
 
HPSM leverages numerous different funding and resources to finance the Community Care Settings Pilot. These 
include benefits under California’s CalMediConnect Medicare Medicaid demonstration, Home and Community 
Based Waivers, the Money Follows the Person demonstration, county partnerships and services, and the health 
plan’s strategic investment fund.37 Some of these resources have limitations, though when woven together they 
account for the majority of the cost of the program.  That said, there are concerns regarding sustainability, 
particularly for ongoing services and supports currently paid for through the Care Plan Optional (Appendix) 
spending that is part of CalMediConnect, which is not built into the rates.  
 
Another major challenge for CCSP is the paucity of available affordable housing and assisted living facilities in 
the Bay Area. CCSP has demonstrated that enabling vulnerable beneficiaries to age in place, particularly those 
with mobility challenges, behavioral health conditions, or dementia is possible when benefits are flexibly 
tailored and coordinated across agencies, including non-profit affordable housing operators like Mid-Pen and 
HumanGood and local assisted living facilities. Finally, information sharing among partners is another challenge 
that can impact programs like CCSP, where timely and comprehensive information on members is critical both 
to care planning and ongoing management of cases. Efforts in this area have improved coordination but from 
both a regulatory and operational perspective remain challenging and can impact care.  
 

CareSource  
 
CareSource is a not-for-profit managed care plan based in Dayton, Ohio, serving approximately two million 
Medicaid, Medicare Advantage, CareSource MyCare Ohio (CareSource’s Dual Demonstration) and Exchange 
members in five states.  
  
In its home state of Ohio, CareSource has developed several programs to help transition members in institutions 
back to the community through funding from 1915(c) and 1915(i) waivers, as well as their own internal budget. 
“Care4U”, for example, offers members a full continuum of services through the support of community-based 
regional-care coordination teams, focused on meeting individuals’ specific needs. The team is made up of 
Medical Directors, Care Coordinators, RN Care Managers, Community Health Workers and Facility Care Liaisons. 
The team engages the member through face-to-face and in-home meetings, phone calls, emails and mailings.38 
CareSource has also partnered with local area agencies on aging to help individuals obtain home and 
community-based care. An important element of their program is linking members with care coordinators as 



 
 

       Bridging the Health and Housing Gap       8 
 

soon as nursing home placement occurs. This way the care coordinators ensure a care plan is created. This 
coordination of care from the beginning of nursing home placements helps ease the transition to the 
community, should the member be able and willing to transition back.  
 
CareSource is currently in the midst of developing an innovative permanent supportive housing model, targeting 
frail, older adults residing in nursing homes or long-term care rehabilitation centers, who could be living in lower 
level of care settings, as well as individuals living in sub-standard housing who are isolated from social services. 
The pilot is a collaboration with Brown, Gibbons, Lang and Company Investment Bankers (collectively referred to 
a “Gibbons”), that bring a wealth of experience in senior focused communities. Gibbons’ organization owns the 
Indian Hills Senior Living housing complex located in Euclid, Ohio; a complex that has easy access to bus 
transportation, as well as on-site, or near-by primary care and social services. The complex has sufficient 
vacancies that will enable CareSource to target 30-40 members during the first year of the pilot. The pilot will 
incorporate telehealth services in the housing units. In addition, CareSource will partner with Gibbons to have 
medical and social service tenants fill open retail space in close proximity to the housing site. CareSource will 
also provide ready access to home care services and is also exploring the possibility of having nurse practitioners 
do home visits. There will be on-site care management and a 24-hour on -call nurse. CareSource will also provide 
free internet and cell phone services. Finally, the members will be placed in close proximity to one another in an 
attempt to create a sense of community and encourage social connectivity.   
 
The program would be financed through CareSource’s administrative budget, with the assumption that there 
will be a return on investment. The program will be evaluated on the following criteria:  

• Pre- and post-pilot Medicaid spending for the selected residents;  
• Rebalancing ratio for the region, pre- and one year post;  
• Member satisfaction and quality-of-life survey results pre- and post-pilot;  
• Total cost of care as compared against a similarly-situated control population; and 
• ED visit rate and readmissions compared to MyCare regional population.  

 
CareSource also taps into Ohio state’s Home Care Waiver program, Home Health Services, Helping Ohians Move, 
as well as the Recovery Requires a Community program (Appendix). Early research on the collaboration between 
Home Health Services and CareSource demonstrates that members with behavioral health diagnoses tend to 
have better experiences when combined with these services. CareSource is preliminarily reporting a one-third 
reduction in nursing home stays. 
 
While CareSource has developed and continues to develop robust programs to address the needs of individuals 
who want to transition to the community, the availability of permanent supportive housing and Section 8 
vouchers continue to remain the largest barrier. With the demand of Home Health also being greater than the 
supply, CareSource stepped in and created their own Home Health program in their geography. CareSource is 
developing innovative solutions to bridge the housing and health gap. But they continue to face challenges with 
fragmented data systems that prevents them from seeing a holistic view of the members and effectively serving 
their whole-person needs.  

 
Inland Empire Health Plan  
 
Inland Empire Health Plan (IEHP) is a nonprofit Medicaid and Medicare Managed Care Health Plan that serves 
more than 1.2 million members in the California counties of Riverside and San Bernardino, collectively known as 
the Inland Empire. Among IEHP’s Medicaid members, more than 3,500 are in custodial care, an estimated 500 of 
whom may be appropriate, willing candidates to transition back to the community.  
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IEHP’s Governing Board recently approved a multi-year initiative to address housing issues in the Inland Empire. 
The initiative will first create a transition program to provide housing assistance for people who are willing and 
able to transition out of institutions and back into the community. IEHP has partnered with the Institute on 
Aging and Brilliant Corners, two agencies with experience in similar health plan-affiliated programs and 
population. The program is still in development.  
 
Evaluation criteria for this initiative will include:  

• Impact on costs;  
• The program’s efficiency, measured by the length of time it takes for members to successfully transition 

to the community;  
• Member retention in the community;  
• Member health and quality of life;  
• Member satisfaction; and  
• Provider satisfaction.  

Funding for the programs comes from IEHP’s administrative budget. Program goals also include identification of 
additional services such as In-Home Supportive Services (IHSS) and funding for members such as Social Security 
payments. 

 
While this comprehensive housing initiative program is new, it builds on IEHP’s previous initiatives to transition 
members from care institutions back to the community. With the help of IEHP’s Utilization Management 
transition of care team, the Managed Long-Term Services and Supports (MLTSS) case managers and community 
partners, IEHP successfully transitioned 570 members to the community between January 2016 and September 
2017. IEHP has partnered with a variety of case coordination and case management organizations to make these 
transitions possible. These teams – which include clinicians and case managers – have allowed members to 
succeed in community-placement settings. These programs have included members transitioning to a home, 
assisted living in a residential care facility or even to an apartment with assistance from the HUD Housing Choice 
Voucher program.  
 
IEHP also provides a variety of programs, such as health education, disability programs, behavioral health 
services and community-based adult services, all of which contribute to the individual’s ability to live in the 
community.39 
 
The most notable challenge in transitioning individuals to the community, as cited by all other plans interviewed, 
is the persistent difficulty in finding available affordable housing. IEHP added that rents in its service area 
continue to increase, while vacancy rates remain low. 
 
Additionally, when a member is transitioned into a residential care or assisted living facility, this level of care is 
not an allowable expense under current Medi-Cal rate development categories even though it reduces overall 
cost of care for the member. The plan is not reimbursed by the State for this expense.  
 
IEHP staff add that many members are unaware of the various programs available to them, such as IHSS, which 
is why having a case manager in a managed care model is very important to the individuals and is a crucial step 
to transitioning back to the community: they can connect members with resources they might not have known 
about otherwise.   
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Housing programs and service delivery are fragmented, siloed and complex propositions. Limited resources 
force local HUD-funded Continuums of Care to prioritize the populations served. The complexity makes it 
difficult for a health plan to know whether a member qualifies for a housing program and whether the capacity 
is there to provide services in the first place. IOA and BC provide the expertise to navigate these housing 
programs. 
 
Finally, the siloed nature of program data presents another persistent challenge for IEHP and other health plans. 
The housing authorities, health plans, and community based organizations all house different data sets. It is not 
until they are able to share and combine data, that they will see the member from a holistic perspective and be 
able to better serve them and their needs.  
 
 

Cardinal Innovations Healthcare 
 
Cardinal Innovations Healthcare of North Carolina is the largest specialty health plan in the U.S. It serves more 
than 875,000 Medicaid members with complex needs. Of these members, approximately 1,600 live in Adult Care 
Homes—residences for aged or disabled adults who may need 24-hour supervision and help with activities of 
daily living.  
 
North Carolina is unique compared with other states discussed in this paper: in 2012, the State entered a 
settlement agreement with the U.S. Department of Justice as a result of the state’s violation of Olmstead. The 
purpose of the settlement was to assure that individuals with Severe Mental Illness (SMI) or Severe Persistent 
Mental Illness (SPMI) have the option to live in their communities, or in the least-restrictive setting of their 
choice. The North Carolina Department of Health and Human Services is using the Transition to Community 
Living Initiative to implement the settlement.40 
 
Under this agreement, by the year 2020 the state will provide community-based supportive housing to 3,000 
individuals who are unnecessarily segregated in, or at risk of being segregated in adult care homes. These 3,000 
housing slots include housing vouchers, rental subsidies, tenancy support or transition support that will help 
these people transition to affordable housing.41 As part of the settlement, the state provides Cardinal $2,000 for 
each person that the plan helps transition to the community. In certain circumstances, Cardinal Innovations may 
also invest an additional $3,000 per member to support the transition. These expenses can include moving 
assistance, furniture, first month’s rent, application fees, and other costs associated with getting a member set 
up in independent housing.  
 
Individuals can also tap into state programs, such as the State-County Special Assistance and Targeted Unit 
Transition Program for further assistance(Appendix). The North Carolina Department of Health and Human 
Services has created target numbers for each health plan or participating entity to transition. As of October 
2017, Cardinal Innovations has transitioned 469 individuals.  

The Transition to Community Living Department at Cardinal is made up of four teams:  
• The In-Reach Team consists of certified peer support specialists that go to adult day care homes and 

meet with prospective members that they can safely transition back to the community. If the member 
agrees to the transition, then they refer them to the Transition Team. If the member does not agree to 
the transition, then they follow up with the member every 90 days, should the member change their 
mind (unless the member asks to be removed from the program, at which point they remove them from 
the call list). 
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• The Transition Team coordinates the clinical, social and housing needs of the member and connects 
them to mental health providers.  

• The Housing and Employment Specialists Team specializes in housing options available in the 
community and ensures that individuals are placed in the appropriate housing. This team partners with 
Social Serve, a non-profit that helps individuals find housing. They help run background checks for the 
members and confirm that landlords will accept the member. This team also coordinates with the 
Tenant Based Rental Assistance Program as well as North Carolina Housing Finance Agency’s Community 
Living Voucher (Appendix).  

• Finally, the Post-Transition Team helps move people to their new setting and checks in on them three, 
six and twelve months post-transition. State programs that further assist individuals to live 
independently in the community include the Assertive Community Treatment Team, as well as Individual 
Placement Support-Supported Employment (IPS-SE)(Appendix).  

An important challenge highlighted by Cardinal Innovations is that behavioral health and medical providers don’t 
understand the housing arena, and vice versa. There is a disconnect between the medical and social housing 
programs, and until these two entities start having dialogues, it will continue to remain a challenge to bridge the 
two.  
 
Cardinal Innovations teams also work hard to reduce the stigma associated with SMI and SPMI. Many landlords 
are hesitant to lease to individuals with mental illnesses, fearing a higher risk of damage to their property. And 
when a housing complex is sold to another party, especially large real-estate investment organizations, evictions 
arising from the stigma of SMI and SPMI can result.  
 
Another challenge Cardinal has found is getting people employment opportunities. When Cardinal first started 
transitioning people they thought they would focus on transitioning individuals first, and employment 
opportunities second. Cardinal has learned that doing the two simultaneously enhances members’ 
independence and are working towards moving employment placement earlier in the transition cycle, where 
possible.  
 
The complex comorbidities that come with SMI and SPMI pose a different set of challenges for Cardinal when 
transitioning individuals to the community. Providing medical support for these individuals is a complex task, 
often requiring creativity on the part of the health plan. Further, people who live with substance use disorders 
that transition to the community have easier access to substances than they do in supervised setting such as 
adult care homes, and hence may need greater support.  
 
Ensuring members have social connections in the community is another key challenge when transitioning care 
settings. Even if they have housing support, and medical support, a key component to thriving in the community 
is having social connectivity, and that’s something that also needs to be addressed when moving people from 
institutions back to the community.  
 

L.A. Care Health Plan 
 
L.A. Care is the nation’s largest publicly-operated health plan. The plan serves more than two million direct and 
plan partner members throughout Los Angeles County. They provide coverage through five programs: Medi-Cal, 
L.A. Care Covered (L.A. Care’s Marketplace product), L.A. Care Covered Direct, Cal MediConnect (duals 
demonstration) and a PASC-SEIU plan for home care workers. This paper focuses on L.A. Care’s direct Medi-Cal 
and Cal MediConnect (CMC) members that use long-term care and supports.  
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L.A. Care utilizes state programs to help transition institutionalized members to the community. These include 
the Assisted Living Waiver, the California Community Transition (CCT) program, and the Multipurpose Senior 
Support Program (MSSP) (Appendix). The Assisted Living Waiver and MSSP are waitlisted, which creates more 
challenges for the plan.   

Understanding the key role caregivers play in supporting members live in the community, L.A. Care has invested 
in caregivers. L.A. Care developed an internal Caregiver Workgroup to improve the health of Medi-Cal and CMC 
members through enhanced caregiver training and support. The workgroup is led by L.A. Care’s Health Services 
Department, with support from Medi-Cal Product, Communications, the Family Resource Center, Behavioral 
Health, Social Services, and Managed Long-Term Services and Supports (MLTSS), among other stakeholders. The 
first phase of the workgroup is focusing on caregivers of members with Alzheimer’s Disease and dementia. 
Several L.A. Care staff members in the Social Services Department have been trained as Dementia Care 
Specialists and actively use the AD8 cognitive assessment and the Benjamin Rose Institute Caregiver Strain 
Instrument.  

L.A. Care has also collaborated with the Alzheimer’s Association of Greater Los Angeles (ALZ) to create a training 
program for L.A. Care’s care management staff. These case managers will then have the necessary tools to help 
caregivers, who in turn help L.A. Care’s members. In addition, L.A. Care will work with ALZ to create a referral 
process to USC’s Leonard Davis School of Gerontology Los Angeles Caregiver Resource Center (LACRC), either 
from L.A. Care’s care management department or from ALZ.  

Furthermore, Health Services is working on enhancing the cognitive assessment in Clinical Care Advance—L.A. 
Care’s technological application used by Health Services and other departments to monitor members’ care—to 
better screen for dementia and Alzheimer’s and to help coach caregivers to reduce caregiver burnout.  

Moreover, the workgroup will begin examining data from members’ Health Risk Assessments (HRA) to analyze 
members’ gaps in care, particularly as it relates to caregiver support. Questions on the HRA related to caregiver 
support include activities of daily living, transportation issues, help with paying bills and help getting food.  

Finally, L.A. Care has recently contracted with The California Long Term Care Education Center (CLTCEC) to train 
In-Home Supportive Services (IHSS) Workers (Appendix), who provide support to L.A. Care’s Medi-Cal and CMC 
members. CLTCEC is the largest trainer of IHSS workers in California, training more than 2,500 workers per 
year.42 CLTCEC has begun a 10 week in-person training course to IHSS workers on topics ranging from home 
safety and competency checks to infection control precautions, nutrition and diet. The purpose is to provide 
IHSS caregivers with new skills and heightened awareness about health and well-being affecting the L.A. Care 
members whom they support. The objective is to reduce avoidable ER visits and improve health outcomes and 
care coordination. As one study states, “The more instruction and support caregivers receive to perform 
essential job tasks, the better they can perform and the better the quality metrics will be.”43 Since caregivers 
play a critical role in helping members stay at home, it follows that investment in the individuals helping to 
achieve this goal will see substantial returns.  

L.A. Care faces several challenges with transitioning Medi-Cal and CMC members to the community. As with 
other plans, housing shortages and affordability is a primary challenge. Another challenge is program access: the 
Assisted Living Waiver and MSSPs have waiting lists.  

Another layer of complexity to helping transition individuals to the community is the magnitude of member 
assessments. There are multiple assessments within L.A. Care, and several additional assessments delivered 
through the agencies serving these members. Having numerous assessments is not only burdensome for the 
member, but contributes to a counterproductive fragmentation of care. These assessments are housed in a 
variety of data sources; not all are accessible to the health plan. These issues underscore the importance of 
creating partnerships and breaking the housing and health silos.  
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Conclusion  
 
In the context of our rapidly changing demographics in the U.S., transitional homelessness is a vital issue. 
Addressing it requires an effort that stretches beyond the traditional boundaries of health care—it requires a 
social, housing and whole-person care perspective. While there has been preliminary progress towards bridging 
the gap between the housing and health care authorities, there is much more work to be done.  
 
It has been 18 years since the Olmstead decision, and eight years since President Obama declared 2009 as the 
“Year of Community Living” and the Community Living Initiative was launched. Yet we continue to see 
individuals housed in institutions who would prefer to live in the community if they had the means and 
resources to do so.  
 
The challenges highlighted by the five ACAP plans herein are not unique and need to be addressed from a public 
policy perspective. Most notably, the lack of affordable and accessible housing remains the biggest challenge to 
transitioning individuals out of institutions. The policy framework that has traditionally siloed housing and health 
care is an ongoing challenge: the gap between the two is often where many transitionally-homeless seniors find 
themselves. One major step in bridging the gap between the two arenas is further education and cross-training. 
Another gap to bridge surrounds data: it is imperative to find ways that HHS and HUD could share key data sets 
in a way that maintains patient privacy protections.  
 
Other challenges that resonated across all plans is assuring that these individuals who are placed in housing 
continue to receive support after their transition. Finally, we must not only invest in solutions to getting people 
out of institutions, but diverting them from the institutions in the first place. While caregiver initiatives have 
been created at a federal level, much more attention is needed to be directed to caregivers, particularly in 
providing support, education and training.  
 
The elderly population, individuals with disabilities and individuals experiencing homelessness are growing at an 
unprecedented rate. While Safety Net Health Plans and other organizations and governmental agencies 
throughout the country are developing solutions and investing resources, they are doing so in the absence of a 
robust, national solution to address transitional homelessness for clinical reasons or the broader homelessness 
crisis. When all stakeholders come together to create holistic, national policies that bridge the health and 
housing gap, we will see real progress towards improving the lives of Americans today and tomorrow.   
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Appendix  
Balancing Incentive Program 
The Balancing Incentive Program (BIP) increases the Federal Matching Assistance Percentage (FMAP) to states that create 
structural reforms to divert individuals from nursing home care to non-institutional LTSS. States that spend 25 to 50 percent 
of non-institutionally based LTSS are eligible for a two percent enhanced FMAP, while states that spent less than 25 percent 
on non-institutionally based LTSS are eligible for a five percent enhanced FMAP.44 As of May 2015, eighteen states were 
participating in BIP. States have reported that BIP is helping them rebalance LTSS in favor of HCBS. HCBS has grown in 
eighteen states, with fourteen states having grown by 25 percent or more between 2009 and 2014.45 

California’s Assisted Living Waiver 
The Assisted Living Waiver’s goal is to help transition Medi-Cal eligible seniors and persons with disabilities from a nursing 
facility to a community home-like setting, such as a Residential Care Facility (RCF), an Adult Residential Care Facility (ARF), 
or public subsidized housing. The waiver can also be used as a diversion program for beneficiaries residing in the 
community who are at risk of being institutionalized. In order for individuals to be eligible to participate in the waiver they 
must be 21 or older, have full-scope Medi-Cal with zero share of cost, have care needs equal to those of Medi-Cal funded 
residents living and receiving care in Nursing Facilities, be willing to live in an assisted living setting as an alternative to a 
Nursing Facility, be able to reside safely in an assisted living facility or public subsidized housing and willing to live in an 
assisted living setting located in the designed counties.46 Services available under the assisted living waiver include: 
Assistance with activities of daily living such as bathing, grooming or toileting; Assistance with the instrumental activities of 
daily living such as transportation and medication administration; Health related services including skilled nursing if 
necessary; Social and recreational activities; Prepared meals; Housekeeping and laundry; Nursing home transition care.47 
The Assisted Living Waiver is at full capacity of 3,700 participants and in May of 2017 a waitlist program began.  
 
California’s Community Based Adult Services (CBAS) 
California’s Community Based Adult Services is a Medi-Cal Managed Care benefit that offers the elderly or people with 
disabilities a wide array of services to help individuals to continue live in the community and avoid institutionalization. 
Services offered by CBAS include professional nursing services, physical, occupational and speech therapies, mental health 
services, transportation, meals and nutrition counseling.48 

California’s Community Transition (CCT) Program  
California Community Transition (CCT) Program is California’s Money Follows the Person Program (MFP). In order to be 
eligible for CCT, individuals need to have been Medi-Cal eligible for at least one day, have continuously been in a nursing 
home for at least 90 days (not counting any days covered by Medicare), and continue to require the same level of care in a 
health care facility. The CCT program is open to persons of all ages, however it specifically targets elders, persons with 
development disabilities, physical disabilities and mental illness. The CCT program helps individuals transition to the 
community, specifically to apartments, houses, publicly subsidized housing, assisted living facility, or small group homes. 
CCT Services include: pre and post-transition coordination, home set-up, including rental assistance, and utility deposits, 
habilitation, family and informal caregiver training, personal care services (pre-IHSS), home and vehicle modification, 
assistive devises and transitional case management. CCT works through the partnerships of different organizations coming 
together and emphasize whole person care. These include the Department of Health Care Services (DHCS), Home and 
Community Based Services, Managed Care Organizations, Housing and Skilled Nursing Facilities.49 

California’s In-Home Supportive Services (IHSS) Workers 
IHSS is a federal, state, and locally funded program that provides personal and domestic care services to beneficiaries who 
are 65 years of age or older, blind or disabled.50  
 
California’s Multipurpose Senior Services Support Program (MSSP) 
The Multipurpose Senior Services Support (MSSP) program is a 1915 (c) Home and Community Based Waiver that services 
Medi-Cal eligible individuals who are 65 years or older and disabled as an alternative to nursing facility placement. The cost 
of MSSP to Medi-Cal is $359 a month as opposed to an average of $3,200 for a nursing home.51 Services that MSSPs provide 
include: Adult Day Care/Support Center, housing assistance, which includes physical adaptations and assistive devices, 
emergency assistance in situations that require relocation, temporary lodging expenses in specific situations and help with 
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restoring utility services, chore and personal care assistance, protective supervision, care management, respite, 
transportation, meal services, social services, communications services.52  
 
California’s Care Plan Options  
Care Plan Options are optional services the plan may provide that are above and beyond LTSS and HCBS in order to enhance 
the member’s care. The goal of Care Plan Options is to help allow members stay in their home and prevent 
institutionalization. These optional services are not part of Medi-Cal covered benefits. These can include: Supplemental 
personal care and shore services (above authorized IHSS); Supplemental protective supervision; In home skilled nursing 
care and therapies services for chronic conditions; Respite care (in home or out-of-home) not to supplant authorized IHSS 
hours; Nutritional supplements and home delivered meals; Care in licensed residential care facilities; Home maintenance as 
well as minor home or environmental adaption; Medical equipment operating expenses and Personal Emergency Response 
System (PERS); Non-medical transportation (beyond the supplemental benefit level).53  

Income Limits Across Housing and Health Authorities54 

 

North Carolina’s State-County Special Assistance  
This is North Carolina’s Department of Health and Human Services’ program that provides cash supplements to individuals 
at risk of entering institutions.55  
 
North Carolina’s Targeted Unit Transition Program (TUTP) 
This is a resource available for individuals who have a housing slot and who need immediate housing. In this program, 
individuals may be eligible to stay in a hotel for up to 90 days while they transition. TUTP provides up to $400 per week to 
go towards a hotel stay.56  

North Carolina Housing Finance Agency’s Community Living Voucher  
This voucher provides rental assistance to individuals with behavioral health disabilities who have been transitioned out of 
restrictive setting and into the community. The voucher is a partnership between the North Carolina’s Department of 
Health and Human Services and the state’s network of mental health management organizations. The voucher not only 
helps with rental assistance, but can also pay for security deposits and other costs associated with individuals’ housing 
needs. Finally, the Post Transition Team helps move people to their new setting and checks in on them three, six and twelve 
months post transition.57 

North Carolina’s Assertive Community Treatment Team 
Assertive Community Treatment Team is a behavioral health team provided by North Carolina’s Department of Health and 
Human Services (DHHS), aimed at helping individuals live independently in the community. The team consists of 
psychiatrists, nurses, clinicians, peer support specialists, substance use specialists and vocational specialists and provides 
substance use disorder treatment, medication management, psycho-education, peer support, housing assistance, among 
other services.58   
 
North Carolina’s Individual Placement Support-Supported Employment (IPS-SE) 
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The Individual Placement Support-Supported Employment (IPS-SE) is under North Carolina’s Division of Mental Health, 
Developmental Disabilities and Substance Abuse Services. This team focuses on helping individuals find and keep 
employment or return to school.59 
 
Ohio’s Money Follows the Person Program - The Helping Ohians Move, Expanding Choice 
Ohio’s Money Follows the Person Program, “Helping Ohians Move, Expanding Choice” was established in 2008 and 
according to Ohio’s Medicaid website ranks first nationally in transitioning individuals with mental illness into home and 
community settings and second in overall transitions completed. In nine years, the program transitioned more than 10,200 
people to home and community settings.60 Services offered by the Home-Choice Program include case management 
(before and after the transition), community transition services (for example help with the first month’s rent), independent 
living skills training, community support coaching, among various other services.61 

Ohio’s Home Care Waiver  
Ohio’s Home Care Waiver provides services so that individuals with physical disabilities and unstable medical conditions can 
receive care in their homes instead of institutions such as nursing facilities, hospitals or rehabilitation facilities.62  
 
Ohio’s Home Health Services  
Home Health Services are Medicaid State Plan services that are provided to Medicaid recipients on a part-time basis. 
“Home health services include home health nursing, home health aide, and skilled therapies (physical therapy, occupational 
therapy, and speech-language pathology).”63  
 
Ohio’s Recovery Requires a Community (RRAC) program 
Recovery Requires a Community (RRCAC) program helps individuals diagnosed with mental health or substance use 
disorders, who may be transitioning from a Skilled Nursing Facility (SNF) to the community by providing financial assistance.  
Recovery funds can be used for short-term housing assistance, one-time utility payments or independent living assistance 
(personal care services or independent living skills training).64 

Wrap Around Services   
Wrap around services are services designed to build independent living. These can include tenancy skills, assistance with 
integration into the community as well as connections to community-based health care, treatment and employment 
services.65  
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