
 

 

 

 

Medicaid Expansion in California: Opportunities and Challenges for 
Older Adults and People with Disabilities 

 

Expansion of California’s Medi-Cal program under the Affordable Care Act is a 
welcome opportunity to bring health care to an estimated million or more 
Californians.   Some individuals who qualify for expansion Medi-Cal, however, will 
face challenges once they turn 65 or become eligible for Medicare after reaching the 
end of a 24-month disability waiting period.  These challenging transitions include: 

 The income eligibility gap.  Because expansion Medi-Cal has a higher 

income limit, and counts income differently, some people will lose Medi-Cal 

when they become Medicare eligible, despite still having very low income. 

 The resource eligibility gap.  Expansion Medi-Cal has no asset test; 

traditional Medi-Cal has a very low asset test.   Even a very modest financial 

cushion will cause some people suddenly to lose Medi-Cal when they become 

Medicare eligible.  Others may get into trouble if they do not understand 

Medi-Cal’s transfer of assets rules, and try to give money away to stay on 

Medi-Cal.   

 The benefits gap.  California has generally done a good job of aligning the 

expansion and traditional Medi-Cal benefits package.  But expansion Medi-

Cal participants could lose out on needed long-term care benefits if they 

aren’t adequately screened for eligibility. 

 The affordability gap.  Expansion Medi-Cal, and the tax credits and subsidies 

that are available to people participating in the Covered California health 

exchange, mean that health care will be very affordable to people with low 

incomes who become eligible in 2014.  However, Medicare by itself is not 

affordable for seniors and persons with disabilities who have low incomes, 

but not low enough for traditional Medi-Cal. 

 The enrollment gap.  Applying for traditional Medi-Cal and Medicare 

subsidy programs is harder than the streamlined application for expansion 

Medi-Cal.  Some people will fall through the cracks when they lose eligibility 
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for expansion Medi-Cal.   Others will have trouble making the new decisions 

needed when they start Medicare. 

 

There is a great need for both shorter-term strategies to educate beneficiaries and 
improve state policies and procedures as well as longer-term advocacy to address 
the underlying structural problems and inequities.   

In the short term, we recommend:   high quality notices so that those becoming 
eligible for Medicare understand their options and rights; rigorous, proactive 
redeterminations for Medi-Cal, Medicare Savings Programs, and the Part D Low 
Income Subsidy; effective screening for medical frailty exemptions from mandatory 
enrollment expansion Medi-Cal’s Alternative Benefits Package; and more resources 
and training for independent enrollment counselors and navigators (e.g., HICAPs) to 
help those becoming eligible for Medicare.   

In the longer term, we recommend:  modernization of eligibility and enrollment 
systems for all Medi-Cal populations, not just expansion Medi-Cal; alignment and 
simplification of traditional Medi-Cal eligibility, including raising income limits and 
asset thresholds; and alignment and simplification of Medicare Savings Program 
eligibility rules, including raising income limits and eliminating the asset test for 
those programs.   

Some specific steps that would move California in the right long term direction, 
towards modernization of eligibility and enrollment, include: 

1. Increase Aged and Disabled Federal Poverty Level (A&D FPL) program 
income requirements to 138%.  This would provide for continuation of Medi-
Cal for the Medi-Cal expansion population who turn 65 and have incomes too 
high for traditional Medi-Cal.  It would also provide for LTSS, with an asset 
test, for individuals with disabilities up to 138% FPL. 

2. Adjust Medically Needy (share of cost) Medi-Cal income level to 138%. This 
is a more realistic income to meet basic needs for food and shelter than the 
current $600 per month, which has not been adjusted since 1988, and was 
grossly inadequate even at that time. It would provide equity between 
individuals who have a share of cost for Medi-Cal and individuals who 
receive zero share of cost Medi-Cal. 

 

An issue brief on these issues is forthcoming.  Contact:  Amber Cutler, 
acutler@nsclc.org, or Anna Rich, arich@nsclc.org.   
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