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MEETING MINUTES 

COMMITTEE NAME: ADULT SERVICES POLICY COUNCIL 
 Meeting Purpose(s): Working together to meet the health and human service needs of 

adults and seniors. Our vision is safe and supported adults and 
seniors with access to a full continuum of resources and 
independence wherever they reside. 

 

  adults and seniors. Our vision is safe and supported adults and seniors with   

 access to a full continuum of resources and independence wherever they reside.  

 Leader: Paulina Flores Jimenez   Meeting Called By: Paulina Flores Jimenez  

 Facilitator: Paulina Flores Jimenez   Time:    From: 9:00 AM To: 11:00 AM  

 Recorder: Danielle Raiss    Date: November 1st, 2024  

Location: 3433 Higuera St, San Luis Obispo, CA 93401 Conference Room #101 

Members Present: 

Danielle Raiss – DSS Jean Raymond – SLO Health Counts / Dignity Health 

Sally Kruger – SLO Village Nicki Edwards – SLO Village 

Alex Morris – Geriatric Care Kim Chartrand – Hospice SLO County 

Rod Brown – Geriatric Care Jerry Mihaic – ILRC 

Madison Griffin – 24 Hour Home Care Gisela Taboada – CenCal Health 

April Lewallen – Pathpoint Becca Carsel – Carsel Consulting 

Linda Beck – SLOMPA Advisory Committee  Clint Weirick – Office of Sen. Laird 

Tara Davis – SLO Food Bank Juliane McAdam – Meals that Connect 

Cathy Slaughter – CenCal Health Paul Garth – VASH 

Mark Shaffer – UCP / RideOn Francine Levin – SLO Public Health 

Karen Jones – LTCO Isabelle Hagwood – SLO Public Health 

Jeffrey Smith – TMHA Sue Gibson – SLG Senior Care 

Lilah Harvey – Alzheimer’s Association Nell Bennett – Coast Caregiver Resource Center  

Violeta Vallin – Los Osos Cares Kristen Grasso – Wilshire Community Services 

Jen Miller – SLO Public Health Laura DeLoye – Alzheimer’s Association 

Sarah Reinhart – SLO Public Health  
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AGENDA ITEMS COMMENTS/CONCLUSIONS/ACTIONS (IF ANY) 
Introductions  

Public Comment  JERRY MIHAIC 

• ILRC IS RE-BRANDING SOON TO ACC 

KIM CHARTRAND 

• ANNUAL FUNDRAISER UPCOMING  

FRANCINE LEVIN 

• JOINING MEALS THAT CONNECT AT SEVERAL MEAL SITES TO PROVIDE HEALTHY AGING SERIES 

ROD BROWN 

• SENIOR RESOURCE FAIR ON DECEMBER 19TH (SLOCOUNTYRESOURCE.COM) 

CLINT WEIRICK 

• NEXT LEGISLATIVE SESSION STARTS JANUARY 6TH AND GOVERNOR’S BUDGET COMES OUT 
SHORTLY AFTER THAT  

 

Member Spotlight  N/A 

Guest Speakers 

 

CALAIM PRESENTATION PANEL 
 
CALAIM ON THE CENTRAL COAST – GISELA TABOADA & CATHY SLAUGHTER 

• COMPOSED OF MORE THAN 240,000 MEDI-CAL MEMBERS (1 IN 3 SANTA BARBARA RESIDENTS 
AND 1 IN 4 SAN LUIS OBISPO COUNTY) 

• MISSION: TO IMPROVE THE HEALTH AND WELL-BEING OF THE COMMUNITIES WE SERVE BY 
PROVIDING ACCESS TO HIGH QUALITY HEALTH SERVICES, ALONG WITH EDUCATION AND 
OUTREACH, FOR OUR MEMBERSHIP 

• VISION: TO BE A TRUSTED LEADER IN ADVANCING HEALTH EQUITY SO THAT OUR COMMUNITIES 
THRIVE AND ACHIEVE OPTIMAL HEALTH TOGETHER. 

• GOALS:  

o IDENTIFY AND MANAGE MEMBER RISK AND NEED THROUGH WHOLE PERSON CARE 
APPROACHES AND ADDRESSING SOCIAL DETERMINANTS OF HEALTH 

o MOVE MEDI-CAL TO A MORE CONSISTENT AND SEAMLESS SYSTEM BY REDUCING 
COMPLEXITY AND INCREASING FLEXIBILITY 

o IMPROVE QUALITY OUTCOMES, REDUCE HEALTH DISPARITIES, AND DRIVE DELIVERY 
SYSTEM TRANSFORMATION AND INNOVATION THROUGH VALUE-BASED INITIATIVES, 
MODERNIZATION OF SYSTEMS, AND PAYMENT REFORM  

• SOCIAL DETERMINANTS / DRIVERS OF HEALTH: THE CONDITIONS IN WHICH PEOPLE ARE 
BORN, GROW, LIVE, LEARN, WORK, PLAY, WORSHIP AND AGE THAT SHAPE EVERYDAY LIFE 
CONDITIONS INCLUDING HEALTH OUTCOMES AND RISKS. CATEGORIES INCLUDE: 
EDUCATION/LITERACY, EMPLOYMENT, OCCUPATIONAL EXPOSURE TO RISK FACTORS, HOUSING 
AND ECONOMIC CIRCUMSTANCES, SOCIAL ENVIRONMENT, UPBRINGING, PRIMARY SUPPORT 
GROUP / FAMILY CIRCUMSTANCES, PSYCHOSOCIAL CIRCUMSTANCES 

• CALAIM TIMELINE:  

o 2022: 
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AGENDA ITEMS COMMENTS/CONCLUSIONS/ACTIONS (IF ANY) 
▪  CENCAL HEALTH GOES LIVE WITH ECM AND 2 COMMUNITY SUPPORTS 

(MTM AND RECUPERATIVE CARE)  

o 2023:  

▪ CENCAL HEALTH GOES LIVE WITH AN ADDITIONAL 4 COMMUNITY HOUSING 
SUPPORTS 

▪ CENCAL HEALTH IS FUNDED FOR SBHIP 

▪  CENCAL HEALTH HAS AWARDED $8.3 MILLION IN HHIP FUNDS AND $14.6 
MILLION IN IPP FUNDS TO SUPPORT LOCAL PROVIDERS 

o 2024 

▪ CENCAL HEALTH HAS SERVED 1,575 MEMBERS THROUGH ECM AND 2,424 
MEMBERS THROUGH COMMUNITY SUPPORTS SERVICES 

▪ CENCAL HEALTH IMPLEMENTS ADDITIONAL 4 COMMUNITY SUPPORTS 

▪ ADDIITONAL 4 COMMUNITY SUPPORTS LAUNCHED 

o 2026: CENCAL WILL OFFER A DUAL SPECIAL NEEDS PLAN  

• ENHANCED CARE MANAGEMENT: ECM IS PERSON-CENTERED, COMMUNITY-BASED CARE 
MANAGEMENT PROVIDED TO THE HIGHEST-NEED MEDI-CAL ENROLLEES, PRIMARILY THROUGH 
IN-PERSON ENGAGEMENT WHERE ENROLLEES LIVE, SEEK CARE, AND CHOOSE TO ACCESS 
SERVICES. ENROLLEES WITH COMPLEX NEEDS HAVE THEIR CARE COORDINATED BY A LEAD 
CARE MANAGER KNOWLEDGEABLE OF COMMUNITY RESOURCES AND SERVICES AVAILABLE TO 
COORDINATE CARE ADDRESSING BOTH MEDICAL AND SOCIAL DRIVERS OF HEALTH. ECM IS 
CALIFORNIA’S FIRST STATEWIDE EFFORT TO ADDRESS COMPLEX CARE MANAGEMENT, 
LEVERAGING THE PROMISING RESULTS FROM CALIFORNIA COUNTIES’ HEALTH HOMES 
PROGRAM AND WHOLE PERSON CARE PILOTS. 

• ECM POPULATIONS OF FOCUS: 

o INDIVIDUALS AND FAMILIES EXPERIENCING HOMELESSNESS 

o INDIVIDUALS AT RISK FOR AVOIDABLE HOSPITAL OR EMERGENCY UTILIZATION 

o INDIVIDUALS WITH SERIOUS MENTAL HEALTH OR SUBSTANCE ABUSE DISORDER 

o ADULTS LIVING IN THE COMMUNITY AND AT RISK FOR LONG TERM CARE 
INSTITUTIONALIZATION 

o INDIVIDUALS TRANSITIONING FROM INCARCERATION  

o CHILDREN AND YOUTH ENROLLED IN CCS WITH ADDITIONAL NEEDS BEYOND CCS 
CONDITION 

o CHILDREN AND YOUTH INVOLVED IN CHILD WELFARE 

o INDIVIDUALS WITH INTELLECTUAL OR DEVELOPMENTAL DISABILITIES 

• ECM CORE SERVICE COMPONENTS: OUTREACH AND ENGAGEMENT, COMPREHENSIVE 
ASSESSMENT AND CARE MANAGEMENT PLAN, ENHANCED COORDINATION OF CARE, HEALTH 
PROMOTION, COMPREHENSIVE TRANSITIONAL CARE, MEMBER AND FAMILY SUPPORTS, 
COORDINATION AND REFERRAL TO COMMUNITY AND SOCIAL SUPPORT SERVICES 

• REFERRING A MEMBER TO ECM: PROVIDERS CAN REFER QUALIFIED MEMBERS TO CENCAL 
HEALTH BY CALLING ECM 805-562-1698 OR USING SECURE LINK 
HTTPS://GATEWAY.CENCALHEALTH.ORG/FORM/ECM 

• COMMUNITY SUPPORTS SERVICES, A PIVOTAL COMPONENT OF CALAIM, INTEGRATES INTO 
POPULATION HEALTH STRATEGIES BY PROVIDING ALTERNATIVES TO SERVICES SUCH AS 
HOSPITAL ADMISSIONS OR DELAYS IN DISCHARGE. THESE SERVICES COMPLEMENT ENHANCED 
CARE MANAGEMENT FOR HIGH-RISK MEMBERS AND ARE OPTIONAL FOR BENEFICIARIES, 
ALLOWING CENCAL HEALTH MEMBERS TO CHOOSE THEIR PARTICIPATION. 

• HOUSING TRANSITION/NAVIGATION: ASSISTS INDIVIDUALS WHO ARE HOMELESS OR AT RISK OF 

https://gateway.cencalhealth.org/form/ecm
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AGENDA ITEMS COMMENTS/CONCLUSIONS/ACTIONS (IF ANY) 
HOMELESSNESS IN FINDING SHELTER AND SECURING STABLE HOUSING. 

• HOUSING DEPOSITS: PROVIDES FINANCIAL ASSISTANCE FOR SECURITY DEPOSITS AND INITIAL 
UTILITY COSTS TO HELP INDIVIDUALS SECURE HOUSING. 

• HOUSING TENANCY & SUSTAINING SERVICES: OFFERS EDUCATION AND SUPPORT FOR 
MAINTAINING STABLE HOUSING, INCLUDING BUDGET PLANNING AND LANDLORD/PROPERTY 
MANAGEMENT RELATIONS. 

• RECUPERATIVE SERVICES:  

o SHORT-TERM POST-HOSPITALIZATION HOUSING: PROVIDES IMMEDIATE HOUSING 
FOR MEMBERS WITHOUT A RESIDENCE, FOCUSING ON THOSE WITH HIGH MEDICAL OR 
BEHAVIORAL HEALTH NEEDS FOLLOWING HOSPITAL DISCHARGE OR FROM OTHER 
FACILITIES LIKE SUBSTANCE USE TREATMENT OR CORRECTIONAL FACILITIES. THE 
GOAL IS TO SUPPORT RECOVERY AND STABILITY DURING CRITICAL TRANSITIONS. 

o RECUPERATIVE CARE (MEDICAL RESPITE): PROVIDES SHORT-TERM RESIDENTIAL 
CARE FOR INDIVIDUALS RECOVERING FROM ILLNESS OR INJURY, INCLUDING 
BEHAVIORAL HEALTH CONDITIONS, WHO DO NOT REQUIRE HOSPITALIZATION BUT 
NEED A STABLE ENVIRONMENT TO HEAL. 

o RESPITE SERVICES FOR CAREGIVERS: OFFERS SHORT-TERM, NON-MEDICAL 
SUPERVISION FOR CAREGIVERS WHO NEED TEMPORARY RELIEF FROM THEIR 
CAREGIVING DUTIES. THIS SERVICE PROVIDES ESSENTIAL SUPPORT TO CAREGIVERS, 
ENSURING THEY CAN CONTINUE TO PROVIDE EFFECTIVE CARE TO THEIR LOVED ONES. 

o SOBERING CENTERS: PROVIDES A SAFE ENVIRONMENT FOR MEMBERS FOUND 
PUBLICLY INTOXICATED, OFFERING MEDICAL TRIAGE, TEMPORARY BEDS, MEALS, 
SUBSTANCE USE EDUCATION, COUNSELING, AND CONNECTIONS TO HEALTHCARE 
SERVICES. THE GOAL IS TO MITIGATE EMERGENCY DEPARTMENT VISITS OR 
INCARCERATION BY OFFERING SUPPORTIVE SOBERING SERVICES WITHIN 24 HOURS. 

• SERVICES FOR LONG-TERM WELL-BEING IN HOME-LIKE SETTINGS SERVICES AIMED TO 
COORDINATE CARE SEAMLESSLY DURING SIGNIFICANT LIFE CHANGES: 

o ASTHMA REMEDIATION: OFFERS PHYSICAL MODIFICATIONS TO HOMES TO PREVENT 
ASTHMA EPISODES TRIGGERED BY ENVIRONMENTAL FACTORS SUCH AS MOLD. THIS 
INCLUDES FILTERED VACUUMS, DEHUMIDIFIERS, AIR FILTERS, AND VENTILATION 
IMPROVEMENTS TO ENHANCE HOME AIR QUALITY AND REDUCE EMERGENCY VISITS 
RELATED TO ASTHMA FLARE-UPS. 

o COMMUNITY TRANSITION SERVICES/NURSING FACILITY TRANSITION TO A HOME: 
SUPPORTS INDIVIDUALS MOVING FROM NURSING FACILITIES TO PRIVATE RESIDENCES. 
SERVICES INCLUDE FINANCIAL ASSISTANCE FOR SECURITY DEPOSITS, UTILITY SET-UP 
FEES, AND HEALTH-RELATED APPLIANCES LIKE AIR CONDITIONERS OR HOSPITAL 
BEDS. THIS SUPPORT AIMS TO PROMOTE A HEALTHY LIVING ENVIRONMENT AND 
PHYSICAL WELL-BEING, REDUCING STRESS LEVELS PARTICULARLY CRITICAL FOR 
INDIVIDUALS WITH CONDITIONS LIKE HYPERTENSION. 

o DAY HABILITATION PROGRAMS: OFFERS SUPPORT FOR PERSONAL AND SOCIAL 
NEEDS, HELPING MEMBERS DEVELOP ADAPTIVE SKILLS CRUCIAL FOR SUCCESSFUL 
LIVING. SERVICES MAY INCLUDE TRAINING IN USING PUBLIC TRANSPORTATION, 
CONFLICT RESOLUTION, AND DAILY ACTIVITIES LIKE COOKING AND SHOPPING. 

IMPROVING COMMUNITY HEALTH: AN OVERVIEW OF SLO COUNTY PUBLIC 
HEALTH’S ECM PROGRAM – SARH REINHART 

• THE ECM PROGRAM IS DESIGNED TO MAKE HEALTHCARE MORE ACCESSIBLE AND 
COORDINATED BY ASSIGNING EACH CLIENT A LEAD CARE MANAGER WHO MEETS THEM 
WHEREVER THEY ARE—WHETHER THAT’S ON THE STREET, IN A SHELTER, AT A PROVIDER’S 
OFFICE, OR AT HOME. THE PROGRAM PROVIDES PERSONALIZED SUPPORT, COORDINATING 
CARE TO FIT INDIVIDUAL NEEDS. THIS INCLUDES MEDICATION MANAGEMENT, SCHEDULING 
MEDICAL APPOINTMENTS, AND CONNECTING CLIENTS WITH ESSENTIAL COMMUNITY SERVICES. 

• THE KEY COMPONENTS OF ECM ARE: 



 

Page 5 of 7 

AGENDA ITEMS COMMENTS/CONCLUSIONS/ACTIONS (IF ANY) 
o 1. OUTREACH AND ENGAGEMENT – OUR ECM PROVIDERS CONNECT WITH CLIENTS 

IN-PERSON, BY PHONE OR MAIL, WITH THE GOAL OF BUILDING TRUST AND 
ENGAGEMENT. 

o 2. COMPREHENSIVE ASSESSMENT AND CARE MANAGEMENT PLAN – ONE A CLIENT IS 
ENROLLED THE LCM COMPLETE AN ASSESSMENT IS TO DETERMINE BOTH CLINICAL 
AND NON-CLINICAL NEEDS, CREATING A FLEXIBLE CARE PLAN THAT ADAPTS AS THE 
CLIENT'S SITUATION CHANGES. 

o 3. ENHANCED COORDINATION OF CARE - REGULAR, IN-PERSON CONTACT WITH THE 
MEMBER AND THEIR SUPPORT NETWORK (FAMILY, GUARDIANS, CAREGIVERS) 
ENSURES EVERYONE IS ALIGNED IN SUPPORTING THE CLIENT’S NEEDS. 

o 4. HEALTH PROMOTION - ENCOURAGES CLIENTS TO ADOPT HEALTHIER LIFESTYLE 
CHOICES, HELPING THEM MANAGE THEIR HEALTH MORE EFFECTIVELY. 

o 5. COMPREHENSIVE TRANSITIONAL CARE - PROVIDES SUPPORT FOR CLIENTS AND 
THEIR FAMILIES DURING TRANSITIONS FROM HOSPITAL OR INSTITUTIONAL CARE BACK 
INTO THE COMMUNITY. 

o 6. MEMBER AND FAMILY SUPPORTS - ENSURES THAT CLIENTS AND THEIR FAMILIES 
UNDERSTAND HEALTH CONDITIONS AND TREATMENT PLANS, IMPROVING ADHERENCE 
TO CARE AND MEDICATION MANAGEMENT. 

• PUBLIC HEALTH ECM PROGRAM IS SUPPORTED BY A MULTIDISCIPLINARY TEAM DEDICATED TO 
MEETING THE NEEDS OF OUR CLIENTS. AS THE PROGRAM MANAGER, I OVERSEE THE 
PROGRAM’S ADMINISTRATION AND COMPLIANCE. WE HAVE A COMMUNITY HEALTH WORKER 
FOCUSED ON OUTREACH AND ENGAGEMENT, CONNECTING AND ENROLLING CLIENTS TO OUR 
PROGRAM AND HELPING THEM ACCESS NEEDED SERVICES. OUR TEAM ALSO INCLUDES TWO 
NURSES WHO SERVE AS LEAD CARE MANAGERS; THEY BRING VALUABLE EXPERTISE IN 
WORKING WITH CLIENTS WHO HAVE COMPLEX MEDICAL NEEDS. ADDITIONALLY, WE HAVE A 
BEHAVIORAL HEALTH SPECIALIST WHO PROVIDES ESSENTIAL SUPPORT FOR CLIENTS FACING 
BEHAVIORAL HEALTH CHALLENGES AND ALSO SERVES AS A LEAD CARE MANAGER. 
TOGETHER, OUR TEAM TAKES A HOLISTIC APPROACH TO CARE, ADDRESSING BOTH PHYSICAL 
AND MENTAL HEALTH NEEDS TO PROVIDE WELL-ROUNDED SUPPORT. 

• PROGRAM IS PRIMARILY SERVING INDIVIDUALS WHO FALL INTO ONE OF THESE POPULATIONS 
OF FOCUS: INDIVIDUALS EXPERIENCING HOMELESSNESS, INDIVIDUALS AT RISK OF AVOIDABLE 
HOSPITALIZATIONS AND INDIVIDUALS TRANSITIONING FROM INCARCERATION.  

 
CALAIM PERSONAL CARE, HOMEMAKER & RESPITE SERVICES – MADISON GRIFFIN 

• GOAL: TO EDUCATE ABOUT NEW FUNDING AVAILABLE FOR THE MANAGED MEDI-CAL 
POPULATION AND IDENTIFY HOW TO REFER ELIGIBLE MEMBERS TO RECEIVE PERSONAL CARE, 
HOMEMAKER OR RESPITE SERVICES 

• CURRENT CHALLENGES:  

o COMPLEX HEALTH AND SOCIAL NEEDS ELEVATE MEDI-CAL HOSPITALIZATION AND 
INITIALIZING RISK AND COST  

o OVER 65% OF MEDI-CAL ENROLLEES ARE FROM DIVERSE COMMUNITIES, TACKLING 
SOCIAL DETERMINANTS IS CRUCIAL FOR HEALTH EQUITY  

o IHSS CAPS HOURS, LONG APPLICATION DELAYS LIMIT CARE ACCESS 

o LICENSING, WAGES, AND MARKET FACTORS CREATE WORKFORCE SHORTAGE 

• CALAIM IMPLEMENTS A WHOLE-PERSON CARE APPROACH AND ADDRESS SOCIAL DRIVERS OF 
HEALTH, IMPROVE QUALITY OUTCOMES, REDUCE HEALTH DISPARITIES, DRIVE DELIVERY 
SYSTEM TRANSFORMATION, CREATE A CONSISTENT & EFFICIENT MEDI-CAL SYSTEM  

• CALAIM COMMUNITY SUPPORTS (ILOS) 

o HOUSING STABILITY SUPPORTS: HOUSING TRANSITION, HOUSING DEPOSITS, 
HOUSING TENANCY, SHORT-TERM POST HOSPITALIZATION HOUSING 



 

Page 6 of 7 

AGENDA ITEMS COMMENTS/CONCLUSIONS/ACTIONS (IF ANY) 
o TRANSITION SUPPORTS: NURSING FACILITY TRANSITION AND COMMUNITY TRANSITION 

SERVICES 

o LONG TERM CARE SUPPORTS: RESPITE SERVICES, PERSONAL CARE AND 
HOMEMAKER, RECUPERATIVE CARE, DAY HABILITATION, MEDICALLY TAILORED MEALS 

o AUXILIARY SUPPORTS: ENVIRONMENTAL ACCESSIBILITY ADAPTATIONS, SOBERING 
CENTERS, ASTHMA REMEDIATION  

• 24 HOUR HOME CARE:  

o FOUNDED IN 2008, SYNERGISTIC CARE MODEL FOR SENIORS AND INDIVIDUALS WITH 
DEVELOPMENTAL DISABILITIES 

o LARGEST NON-MEDICAL HOME CARE IN THE SOUTHWEST USA 

o IN 2023, 6.66MM HOURS OF CARE PROVIDED  

• PERSONAL CARE AND HOMEMAKER: 

o GOAL: SUPPORT TO MANAGE HEALTHY CONDITIONS AT HOME INSTEAD OF HIGH COST 
FACILITY SETTING 

o SERVICES: PERSONAL CARE, MEAL PREPARATION, MEDICATION REMINDERS, 
SUPERVISION, LIGHT HOUSEKEEPING 

o SERVICE LIMITATIONS: NOT A REPLACEMENT TO IHSS, CANNOT EXCEED 24/7, MUST 
BE COST EFFECTIVE 

o ELIGIBILITY REQUIREMENTS: ABOVE MAXIMUM IHSS HOURS, WAITING FOR IHSS 
DECISION, IF NOT IHSS ELIGIBLE, UP TO 60 DAYS TO AVOID SNF 

• RESPITE 

o GOAL: TO PROVIDE A BREAK TO THE PRIMARY CARETAKER ON AN INTERMITTENT OR 
TEMPORARY BASIS, NON-MEDICAL ASSISTANCE ON AS NEEDED BASIS TO 
SUPPLEMENT CARE, UP TO 336 HOURS ANNUALLY BUT MAY NOT EXCEED 24/7 
COMBINED WITH OTHER SERVICES 

o ELIGIBILITY: NO IHSS CONNECTION REQUIRED, REQUIRE CAREGIVER RELIEF TO 
AVOID INSTITUTIONAL PLACEMENT 

• MODEL OF CARE 

o FOSTERS HEALTH EQUITY BY EMPOWERING PEOPLE TO SELF SELECT TRUSTED 
CAREGIVERS, TRAINED THROUGH PROFESSIONAL HOME CARE AGENCIES, PROMOTING 
CULTURAL COMPETENCE, AND INCREASING CARE UTILIZATION IN UNDERSERVED 
DEMOGRAPHICS. 

o SUSTAINABLE STAFFING REQUIREMENTS: • ELIGIBLE PLANS FOR AGENCY STAFFING 
• CARE NEEDS OF 20+ HOURS PER WEEK • 4 HOURS PER DAY AT A MINIMUM • LENGTH 
OF STAY EXPECTED FOR 2+ MONTHS – *FOR KAISER PERMANENTE MEMBERS, 
LENGTH OF STAY EXPECTED FOR 30+ DAYS 

o AGENCY STAFFING IS APPROPRIATE WHEN THE MEMBER DOES NOT HAVE AN AWC 
WORKER AND MEETS OUR SUSTAINABLE STAFFING REQUIREMENTS. 

• REFERRAL: SUBMIT REFERRAL FORM TO THE PLAN AND CC: 24 HOUR HOME CARE OR 
DIRECTLY TO 24 HOUR HOME CARE VIA FORM BELOW IF YOU DON'T HAVE ACCESS TO THE 
PLAN PORTAL OR OTHER METHOD HTTP://WWW.24HRCARES.COM/REFER 

Corrections/Additions to 
the Synopsis 

• SYNOPSIS ACCEPTED WITH NOTED CORRECTIONS.  

Action Items  N/A  
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AGENDA ITEMS COMMENTS/CONCLUSIONS/ACTIONS (IF ANY) 
Committee Updates as 
Needed 

HEALTHY BRAIN INITIATIVE 
• One goal being pioneered currently by Paulina who gave a talk last week in Cambria in 

Spanish. It is difficult to reach Latinx community members so this is a success.  
• Action plan has been completed and identified community needs, priority populations, 

purpose, community served, and HBI priorities such as increase community 
partnerships, increase public knowledge, enhance caregiver support, increase 
knowledge, and train healthcare professionals. They also identified actions needed 
moving forward as well as aligning HBI activities with the SLO County community 
Health Improvement Plan and national-level Healthy Brain Initiative. Especial attention 
was placed on the need for more adult day centers. Since the MPA process is ongoing 
this action plan can be considered as a living document subject to change.  

• HBI team solicited ASPC feedback on what would be critical for inclusion on the 
website and its respective category as a dementia-friendly resource.   

SLOMPA  
• Appeared before Board of Supervisors on October 8th. The consultants have identified 

four pillars: housing, healthcare, connection, and caregiving. The current plan is to 
have a draft ready for internal distribution by the end of this year and eventual rollout in 
the first quarter of 2025.  

COMMISSION ON AGING  
• Presentation was given by HICAP and discussed changes of how a rural county may 

be restricted in options in medical plans. Medicare for 2024 was reviewed and 
information for 2025 is as yet unreleased.  

 
  
The next meeting is: December 6th, 2024 Time: 9:00 AM 
 
  
Location: 3433 South Higuera St, San Luis Obispo, CA 93401 Conference Room #101  
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